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This report was submitted to the Thirty-ninth World Health 
Assembly (May 1986) in accordance with resolution WHA33.31, which 
requested the Director-General to submit progress reports on workers' 
health. That Health Assembly postponed consideration of the report 
to a future Assembly. It describes the health problems of workers in 
the underserved sectors, which are still considerable, in many 
developing countries. It also describes the organizational patterns 
of workers' health services at the national level in different parts 
of the world and gives examples of the successes in introducing 
workers' health as a component of primary health care in several 
developing countries, and the shortages of such care in many others. 
It proposes possible approaches, based on recent experience in 
workers' health, to ensure coverage of all workers, including those 
in the underprivileged sectors, and to improve the control of 
occupational and other work-related diseases. A brief account is 
given of the potential of WHO in promoting workers' health programmes 
in the rapidly industrializing countries. A list of the guidelines 
and other texts on workers' health produced by WHO in the period 
1980-1086 is attached as an annex. 

The Executive Board is requested to consider the present state 
of workers1 health in many developing countries and to make 
appropriate recommendations to the Health Assembly on WHO'S future 
work in this field. 
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Introduction 

1. The overall objective of the programme on workers' health as stated in the Seventh 
General Programme of Work, 1984-1989, is to "support the continuous evolution and adaptation 
of technologies and approaches aimed at protecting and promoting the health of ••• workers" 
and controlling occupational health risks. 

2. Since the adoption by the Thirty-third World Health Assembly of the programme of action 
on workers T health in its resolution WHA33.31 (1980), a good deal of technological progress 
in this field has been achieved by the Organization. The programme of action has almost been 
implemented； and the Medium-Term Programme of the Seventh General Programme of Work is 
progressing satisfactorily. At present, there are 38 WHO collaborating centres for 
occupational health in 32 countries. They carry out a wide variety of functions in research 
and development, exchange of information, education and training and the development of 
guidelines, and they provide leadership in workers' health in collaboration with WHO. Their 
geographic distribution, however, does not completely fulfil one of the main targets of the 
Seventh General Programme of Work: in developing countries at present there are only 15. 
However, there are good working relations between WHO and many new centres, e.g. y in 
Argentina, Bahrain, Botswana, Burma, Iraq, Kenya, Kuwait, Nigeria and Tunisia, with a view to 
their designation as collaborating centres. 

3. The programme has also succeeded in evaluating the types and magnitude of workers 1 

health problems in several developing countries. Field investigations of these problems have 
been under way in the last two years in 15 countries. Regional seminars have been organized 
on the integration of workers' health in primary health care in South-East Asia (1984), the 
Americas (1984 and 1985), Europe (1985) and the Eastern Mediterranean (1986), aimed to 
identify workers 1 health problems in participating countries and proposing various activities 
to solve problems and to promote workers' health. Many of the programme's scientific and 
technological achievements have been remarkably effective. They are described in the reports 
of the Director-General on the work of WHO in 1982-1983 and 1984-1985, but in particular some 
activities have demonstrated their impact in several countries : WHO 1s programme on 
health-based occupational exposure limits has produced recommendations by expert committees 
and study groups on commonly used heavy metals, solvents, pesticides, vegetable dusts, 
respiratory irritants, and mineral dusts (silica and coal).^ The report of an expert 
committee on identification and control of work-related diseases, which gave new and broader 
scope to occupational health, has also been p u b l i s h e d T h e s e recommendations have been 
used by industrialized and developing countries in producing their own occupational hygiene 
standards. An operational guide on early detection of occupational neurotoxicity was 
recently used for training in an international course in Milan, Italy. A second edition of 
the International Medical Guide for Ships is in press, as are guidelines on the early 
detection of occupational diseases； psychosocial factors at work and their relation to 

1 See WHO Technical Report Series, 
684 (1983), 707 (1984), and 734 (1986). 

2 WHO Technical Report Series, No. 

Nos. 647 (1980), 664 (1981), 677 (1982), 

714, 1985. 
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health; control technology in various industries; teaching of occupational epidemiology； 
occupational health in agriculture, health of miners, and occupational health of working 
women. Special risk factors of children at work were the subject of a WHO study group in 
December 1985. A monograph on prevention of neurotoxic illness in working populations is 
also in press. Much of the work has been possible thanks to technical and financial 
contributions from WHO collaborating centres for occupational health. A scientific meeting 
was organized in 1986 at WHO headquarters, Geneva, on occupational health aspects in the use 
of visual display terminals for a review on the subject, following repeated requests from 
several institutions in various parts of the world. More recently, a working group finalized 
a review of occupational hazards to reproductive functions, A list of WHO publications on 
occupational health is attached as an annex. 

4. It appears that many developing countries have not as yet paid much attention to the 
need for integrating workers' health in their primary health care systems. If they do not 
take urgent and vigorous action they may meet problems in the overall efforts towards health 
for all and it may result in further deterioration of the health of working populations in 
several countries, particularly in the underserved sectors: in small-scale industries, 
agriculture, construction, mining and several other groups, which often constitute the 
majority of the labour force in most of the developing countries. 

5. The importance of a healthy workforce in any country cannot be overemphasized. Primary 
health care calls for the extension of services to people where they live and work, and the 
health-for-all goals call for a socially and economically productive population. Special 
attention and a renewed commitment have to be given to workers 1 health. Health Assembly 
resolutions call for the integration of occupational health in national health services, 
giving a high priority to workers 1 health, and paying special attention to underserved 
working populations and to vulnerable working groups,1 and request the study of different 
examples of the role of various ministries in the field of occupational h e a l t h . ^ 

6. This report outlines the experience gained by WHO over several years in carrying out 
feasibility studies of primary health care in the workplace, and proposes methods for 
integrating workers 1 health in the health service infrastructure. 

PART 1. CONDITIONS OF HEALTH OF WORKING PEOPLE 

1. Work, health and disease 

"Work-related diseases"^ is a broad term that encompasses "occupational diseases", 
which have traditionally been recognized to have a clearly established cause and effect, 
i.e., the closest relationship to specific work hazards. Work-related ill-health however 
covers a wider spectrum; in several health problems the work environment plays a role of 
varying magnitude. For example, in chronic obstructive pulmonary disease, the risk factors 
include certain types of pollutants at work, smoking, general environmental pollution and 
individual susceptibility. 

Workers‘ health problems vary from one part of the world to another, and the patterns of 
work and productivity are changing. Industrialized countries are increasingly depending on 
full mechanization and automation in production. The labour force is consequently shifting 
from industrial production to services and commerce. This is associated with a change of 
structure of the labour force as a whole, and particularly with the employment of more women, 
and the health problems are also changing, with the main emphasis on the need for ergonomics 
and on occupational psychosocial factors. Developing countries are moving from manual labour 
to semi-mechanization and mechanization in the major productive sectors, such as 
manufacturing, mining and agriculture. 

1
 Resolution WHA29.57. 
2 

Resolution WHA33.31. 
3 See WHO Technical Report Series, No. 714, 1985. 
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The underserved sectors in developing countries are the main concern of this report• 
Their health problems are serious and appear to be increasing because the development of 
industry, with many health hazards, is more rapid than any corresponding efforts in 
preventive health care. 

2. Occupational and other work-related diseases 

Occupational-disease reporting is very limited in most countries and it is sometimes 
non-existent. The following account is mainly based on epidemiological surveys, often 
coordinated by WHO, and on reports prepared by WHO collaborating centres for occupational 
health. It indicates that occupational diseases are usually more frequent than commonly 
thought. 

Occupational respiratory diseases 

(1) Silicosis in mining, quarrying, construction and other dusty occupations affects 
large numbers of workers; e.g. y more than 7000 compensable cases of silicosis were found in 
the tin mines in Bolivia in 1984, a prevalence of 7.6%. In the Republic of Korea, 
4107 cases, or 3.5% of exposed workers were established silicotics. Silicosis affected up to 
43.3% of the gold miners in eastern Egypt in 1985. The newly designated WHO collaborating 
centre for occupational health in Viet Nam reported 1738 compensable cases of silicosis in 
1985, but the base population was not known. In a recent study in India, silicosis was found 
to affect 30.4% of the workers engaged in lead and zinc mining• In the mines in China, 3,5% 
of miners and 5.5% of métallurgie workers were silicotics. 

(2) Coal miners pneumoconiosis is an important cause of disability and mortality. It 
affected up to 15% of all coal miners in Colombia, and 8.3% of 34 000 miners examined in 1984 
in the Republic of Korea. It is also highly prevalent in the coal mines in China, where a 
prevalence of 43% was reported in one study, and India, with 18.8% affected. 

(3) Byssinosis is commonly found in cotton-producing and processing countries. In 
recent studies in Egypt its prevalence was found to range from 12.5% to 30% among cotton 
workers; in Colombia, 28% of textile workers were affected; and in Sudan, prevalence was 
26% in cotton-ginning, 

(4) Relatively high rates of hypersensitivity pneumonitis due to bagasse dust have been 
reported in Colombia, where 12.1% of exposed workers were affected, and chronic obstructive 
pulmonary disease was found in 50% of grain grinders. 

(5) Asbestosis has also been reported in a number of field surveys in China, Colombia, 
Egypt, India, Thailand and Singapore• In one of these countries, the prevalence rate among 
some 550 workers was 25%. 

Neurotoxic illness 

(1) Lead absorption and poisoning is reported to be highly prevalent according to 
recent investigations in Chile, Colombia, Egypt, Peru, Philippines, Sudan and Thailand, In 
one study in Colombia, it was found to affect up to 70% of exposed workers； and in Peru, 23% 
or more. 

(2) Mercury poisoning still occurs; in Nicaragua 56 cases were diagnosed among 
152 exposed workers (37%) in 1983. In China, 1659 cases were reported in one study, 

(3) Pesticides take a heavy toll of morbidity and mortality in many countries. 
Thousands of cases of occupational intoxication occur annually in many parts of the world. 
In 1981 and 1982 more than a thousand people died of pesticide intoxication in Sri Lanka with 
many more thousands of cases of acute toxicity. In Brazil, 6200 cases of poisoning were 
reported in 1981, representing 5.6% of a group of workers in agriculture. There are also 
several reports from Colombia, El Salvador, Guatemala, Mexico, Thailand and Venezuela. 
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Hearing loss due to noise 

This is one of the major occupational health problems in almost all developing 
countries. For example, 23% of 40 000 exposed workers in Ecuador in 1982 were reported to 
have occupational hearing loss (loss of more than 30 dBA)； a prevalence of occupational 
deafness varying from 42.4% to 70% among exposed workers was reported in Colombia in 1981; 
in the Republic of Korea 2307 cases, representing 1.7% of the population at risk, were 
reported in 1984; Singapore reported 606 cases in 1984; in Thailand, 10% of textile workers 
in weaving had different degrees of hearing impairment； Chile reported 23% prevalence, and 
4% of the cases were compensable; and in Egypt, the prevalence among workers exposed to 
noise in weaving was 67% of more than 30 000 workers examined. 

In a collective report from Indonesia, Malaysia, Philippines, Republic of Korea, 
Singapore, Sri Lanka, and Thailand, six major work-related diseases were emphasized and 
occupational hearing loss was common to all of the countries； the other diseases were 
silicosis, occupational dermatitis, decompression illness, and psychosomatic illness due to 
work stress, and there were cases of poisoning by metals and solvents. 

Occupational skin diseases 

These affect hundreds of thousands of workers in the third world. Prevalence rates 
ranging from 17% to 86% of working populations at risk were reported by Brazil in 1984. In 
Colombia, in 1983, contact dermatitis occurred in 17.7% of the workers exposed to allergenic 
materials in various industries. 

Occupational cancer 

Despite the long latent period of cancer coupled with the lack of recording of exposures 
encountered by workers to potential carcinogens, a communication from the Sudan to WHO in 
1985 reported 73 cases of occupational cancer of the skin. 

Other work-related health problems 

These include： 

- infectious and parasitic diseases contracted in agricultural work; 

- d i s e a s e s of the gastrointestinal tract and the liver, probably from combined exposure 
to solvents and parasitic diseases; 

-psychosomatic disturbances, including alcohol and drug abuse, associated with 
adaptation syndromes in migration to urban areas, new types of work in industry, 
monotonous tasks in assembly lines, overload with long hours of work at low pay, with 
a global estimate of 5-10% of all working people; 

- d i s e a s e s of the locomotor system, including low back pain and shoulder-neck pain 
syndromes, relating to multiple factors including load-carrying with inadequate 
observance of ergonomie principles, weak musculature, rheumatic predisposition and 
spinal abnormalities; 

一 hypertension, which has a proven relation to stress at work, including heavy work-load 
and responsibility, monotonous tasks and shift work. In the United States, this 
condition affects ail average of 20% of exposed workers, 

3• Occupational injuries due to accidents 

In spite of the fact that occupational accidents are easy to recognize, and can be 
classified and reported in a standardized manner, annual statistics suffer from a lack of 
consistency. Such accidents represent a high risk in many occupations, particularly in 
mining, mechanized agriculture, construction and manufacturing industries. It is estimated 
that there are 32.7 million occupational injuries in the world each year, with some 
146 000 deaths. Most of the reports, however, are in absolute numbers, representing mainly 
registered industries and much less the underserved working population (Table 1). 
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TABLE 1. OCCUPATIONAL INJURIES DUE TO ACCIDENTS (1983) 1 

Country 
Mortality rate 

Total number Mortality ( p e r thousand 
reported (number) injuries) 

Colombia 
Egypt 
Finland 
Hungary 
Malaysia (Peninsular) 
Republic of Korea 
Spain 
Thailand 
United States of America 
Zimbabwe 

52 
63 

108 
122 
114 
156 
491 
34 

185 
15 

383 
188 
321 
141 
239 
972 
666 
928 
800 
906 

283 
255 
95 

596 
451 
452 
957 
346 
090 
141 

1 Source: ILO Yearbook of Labour Statistics (1985). 

From the above review of the health and safety problems of working populations -
although it is by no means comprehensive - it appears that work-related diseases and injuries 
are of serious magnitude. 

4. Occupational sectors particularly at risk (underserved) 

Agricultural workers constitute the overwhelming majority of 
developing countries. In the absence of specific workers' health 
affected by pesticides toxicity, zoonotic diseases, accidents and 
diseases due to vegetable and other natural dusts. 

Small-scale industries represent the overwhelming majority of manufacturing workplaces 
in the world. It has been shown in WHO-sponsored investigations that workers employed in 
these industries suffer from many types of diseases. Working conditions are generally poor, 
sanitary provisions are often lacking, medical and first-aid facilities are frequently 
non-existent, hours of work are long, wages are low and workers f experience in safety matters 
is limited. The workers are in most instances covered neither by labour protective services 
nor by public health care. 

Maritime workers constitute several occupational groups: seafarers, deep-sea fishermen, 
dock workers, ship-repairmen and divers. Most of the developing maritime countries do not 
have health care facilities for maritime workers. This results in the occurrence and 
spreading of diseases they acquire during long periods of seafaring and protracted stay in 
various countries. A recent comparative study of the health status of Polish seamen over a 
10-year period (1974-1984) by the WHO collaborating centre for health of seafarers, Gdynia, 
Poland, showed the following: 

TABLE 2. PREVALENCE OF VARIOUS DISEASES AMONG POLISH SEAMEN (1974 AND 1984) 1 

the labour force in many 
care, they are increasingly 
occupational respiratory 

Prevalence гг ite (%) 
Diseases 

1974 1984 

Diseases of musculoskeletal system 8.20 14.80 
Gastro-duodenal ulcer 2.80 6.90 
Hypertensive heart disease 4.60 9.30 
Cancer and malignancies 0.07 0.28 
Infections and parasitic diseases 0.03 0.35 
Urinary and sexually transmitted 

diseases 2.80 6.66 

1 Note: Base population 12 000 in 1984. 
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Construction workers are usually in unstable occupations exposed to several health and 
safety hazards. Very few studies are available on this sector in developing countries. The 
workers are known to suffer from a high incidence of accidents and a high prevalence of 
occupational and work-related diseases, particularly affecting the musculoskeletal system. 

Child labour: in a recent review by a WHO Study Group on Special Risk Factors of 
Children at Work (December 1985) and according to the ILO Yearbook of Labour Statistics, 
1985, it was found that the rate of employment of economically active workers between 10 and 
14 years of age for a group of countries were as follows• 

TABLE 3. CHILD LABOUR IN A GROUP OF DEVELOPING COUNTRIES 

Country Year Number in the 
age-group 10-14 

Rate 
(% employed) 

Bangladesh 1981 6 000 000 52.0 

Ethiopia 1980 1 600 000 42.1 
Haiti 1982 138 000 24.0 
Indonesia 1980 1 900 000 11.1 
Mexico 1980 1 100 000 12.1 
Pakistan 1981 2 100 000 20.4 
Paraguay 1982 45 000 11.8 
Portugal 1982 85 000 9.3 
Senegal 1983 382 000 50.1 
Syrian Arab Republic 1983 41 000 2.9 

Many are employed in hazardous occupations such as mining, construction, foundry operations 
and manufacturing industries, where they suffer from serious health problems as well as being 
deprived of opportunities for education and normal growth. When they work in commerce and 
trade and certain sedentary occupations in order to increase the family income they may 
acquire some skills without such great risk. In some countries, child labour may be a social 
necessity resulting from general poverty and the large numbers competing for limited 
educational facilities. 

Housewives : a special request was made by member s of the Executive Board to include an 
account of the occupational health of housewives whose work is commonly not gainful 
employment and who have thus traditionally been considered beyond the competence of 
occupational health care services. Limited information is available. However, there is 
evidence that housewives are increasingly exposed to chemicals used in the household and 
which cause toxic effects, including dermatitis. They are also exposed to accidents. In 
many instances their duties are physically and mentally undemanding or unrewarding, and in 
one study, they complained more of various health problems than women who combined 
housewives' duties with employment in rewarding jobs. Programmes for their health education, 
increased physical activity, improved life-style, particularly diet, and their engagement in 
socioculturel work would increase satisfaction and reduce the risk of injury or disease. 
More research is needed in this area. 

PART 2. ORGANIZATIONAL PATTERNS OF NATIONAL OCCUPATIONAL HEALTH SERVICES 

The historical evolution of occupational health is different from that of public health, 
starting from the Industrial Revolution. The organizational patterns of occupational health 
at national level differ around the world. Workers 1 health care in the workplace is well 
established and depends on team-work involving several disciplines, particularly physicians, 
nurses, hygienists, psychologists and ergonomists. Large-scale industries in industrialized 
countries often enjoy such services. However, many of the large-scale and medium-sized 
industries have medical units which are mainly engaged in therapeutic care, paying little 
attention to prevention. 
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Governments have an important role to play in workers' health and safety. The 
traditional primary responsibility of governments from the time of the Industrial Revolution 
is legislative. Legislation is enforced by inspectors of workplaces to ensure compliance 
with the occupational safety and health provisions• Legislative and administrative systems 
were adopted by many developing countries, mainly in the nineteenth century. 

When developing countries became independent, such legislation became obsolete and 
required updating• Many of these countries were keen to develop more modern methods but had 
no specialists in occupational health to identify the needs and find solutions. 

Gradually, however, many of the developing countries introduced substantial changes, 
updating and improving their workers 1 health programmes. A wide variety of systems is 
followed at the governmental level in workers 1 health. These systems may be classified for 
the purpose of this report into three main categories: 

(1) traditional patterns; 
(2) traditional patterns with additional systems; 
(3) new systematically planned programmes. 

1. Traditional pattern 

The traditional pattern depends mainly on the enactment of occupational safety and 
health legislation and the establishment of an inspectorate of factories under the ministries 
of labour. This legislation requires the employers/owners of workplaces to control safety 
and health hazards• Non-compliance may lead to penalization: a fine, or in some cases, 
after repeated warnings, closure of the workshop. This system works effectively under 
certain circumstances : 

(1) there are enough inspectors to cope with the number of workplaces (when the latter 
increases considerably, and particularly with more small workplaces, the effectiveness 
of legislation and inspection diminishes); 

(2) the penalty in case of non-compliance is serious enough to be effective (many of 
the countries that inherited this system made the maximum penalty a small fine)； 

(3) safety and health hazards are easy for inspectors to detect (many of the new 
industrial processes use a variety of chemicals which require for their detection 
special knowledge in industrial hygiene and equipment which they often do not possess). 

Industrialization in developing countries introduced new health hazards for workers 
which in many instances extended to the community. Many trials to update legislation and 
train inspectors in developing countries met with demonstrable success in reducing specific 
occupational diseases and injuries, for example in Singapore. 

Inspection of the workplace can detect, estimate and help control the specific physical 
and chemical hazards causing specific occupational diseases. With the broadening of the 
scope of occupational health and the necessity of controlling other, more generally 
work-related diseases, the effectiveness of legislative action becomes questionable. 
Multifactorial work-related diseases are usually controllable through a broad approach 
including attention to ergonomics, psychosocial influences, the workers' life-style and 
individual susceptibility. 

Legislative patterns required the establishment of workmen's compensation systems which 
may be operated by the ministry of labour. Each such system covers a list of compensable 
occupational diseases, but that list may not always be the same as the list of notifiable 
occupational diseases used by the factory inspectorate. 

2. Traditional pattern with additional systems 

Ministries of labour in several developing countries, finding that sole dependence on 
legislation and inspection may not be sufficient, assumed additional functions, including the 
encouragement of workers f and employers f safety education and the development of institutions 
for the training of inspectors and for assistance to industry in the design of control 
measures. These improvements should be encouraged and supported. 



EB79/5 
page 9 

Ministries of health in an increasing number of developing countries became interested 
in workers' health during the last three decades； (1) they created new occupational health 
units; (2) in some instances they took over some of the institutions and/or functions for 
workers 1 health from the labour ministries; (3) they introduced occupational health in their 
sanitary codes, which are enforced by health inspectors; (4) they trained health inspectors 
and factory physicians; and (5) they responded to complaints about occupational health and 
safety hazards from workers and labour unions, visiting the workplaces and providing advisory 
services on control measures. 

Social security schemes came into operation in many countries, particularly in Latin 
America. They provide medical care to insured workers in cases of illness or injury; they 
cover payment of wages during illness; they pay compensation for occupational injury with 
partial or total disability； they undertake rehabilitation of the disabled; and they cover 
the costs of funerals of those who die in the exercise of their employment. Social security 
institutions are usually wealthy; usually in large and medium-sized industries they collect 
a fixed percentage of the wages of workers from the insured employers, and receive a 
contribution from the workers. Their coverage of the working populations varies but in 
almost all instances excludes small industries and agriculture. To reduce the risks against 
which compensation or costs of medical carç are paid, many of the social security systems 
have occupational safety and health units which inspect the insured industries. They also 
have their own lists of notifiable arid compensable occupational diseases. 

Health insurance programmes are sometimes separate from social security. Some of them 
come under the supervision of the minister of health; others are private. Insurance is 
usually required by law. The system provides medical care to workers, and sometimes also 
covers pre-employment and periodic health examinations. However, in many developing 
countries adopting various combinations of the above systems, the small-scale industries, 
home industries, agricultural workers, small mines, quarries and construction sites are 
frequently left without adequate attention or control. Yet they occupy a substantial 
proportion of the labour force and of workplaces, and represent a large part of overall 
industrial production. 

3. New systematically planned programmes 

These programmes have generally been designed and planned in a systematic manner 
depending on the needs in the countries concerned and the special importance they give to 
workers 1 health. Examples in developing countries exist in Burma, Cuba, Sudan and Thailand. 
Most of them have been developed with WHO'S technical cooperation. Finland and Poland are 
among the many industrial countries with well-developed workers' health programmes； they are 
cited here as examples of different socio-political systems. The characteristics in common 
to all or most are the following: 

(1) they aim to cover all the working population in different occupational sectors and 
in small, medium and large industries； some have succeeded and some are on their way to 
complete coverage; 

(2) they aim to deliver preventive health care in the workplace, including preventive 
occupational medicine, industrial hygiene, safety measures, ergonomics, workers

1 

education, etc.； they are at different stages of development in meeting this aim; they 
may also provide medical care and rehabilitation; 

(3) they give special attention to workers 1 health as a whole and do not restrict their 
concern to specific occupational diseases or different lists of such diseases. 

In Burma the health services in workplaces, including the physicians, are under the 
direct supervision of the Division of Occupational Health in the Ministry of Health, and 
provide comprehensive health care coverage to all workers. The Ministry of Labour has an 
inspectorate of safety and hygiene which cooperates very closely with the Ministry of 
Health. Social security, providing medical care to sick workers in hospitals and 
polyclinics, ensures wide coverage of the workers in various sectors. There is a recently 
established occupational hygiene laboratory in a new industrial district near Rangoon. 
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In Cuba the Ministry of Health is fully in charge of occupational health and safety. It 
delegates this responsibility to the National Institute of Occupational Health, which has 
branches in all the provinces• Preventive health care is extended to all workers in all 
sectors. Inspection of workplaces for health and safety hazards is carried out by sanitary 
inspectors together with representatives of labour unions. Factory physicians have been 
appointed by the Ministry of Health even in small factories. They receive training in 
occupational health from the National Institute of Occupational Health. Trained health 
assistants are in charge of primary health care in agriculture including prevention of 
accidents and control of toxicity of pesticides. 

In Sudan the Department of Occupational Health in the Ministry of Health carries out 
wide-ranging activities including the operation of health centres in all productive areas. 
These centres provide first-level primary occupational health care. The Department produces 
guidelines, trains primary health care and first-aid workers and carries out workers 1 health 
education programmes• 

In Thailand, following mass poisoning by manganese in a dry-cell battery plant, the 
Ministry of Health conducted a cross-sectional study of small and medium-sized industries, 
identified their problems and recommended their control. The Ministry has extended its 
primary health care programmes to the small industries, developed a support and referral unit 
in one industrial district (Samut Prakhan), the Occupational Health Centre. The Ministry 1 s 
Division of Occupational Health developed curricula and a series of training courses for 
primary health care workers in the small factories. A fully-fledged course in industrial 
hygiene has been established in Mahidol University, producing a cadre of industrial hygiene 
scientists and engineers for complete coverage of industries and other workplaces. The 
primary health care system is expanding to other areas and sectors including agriculture in 
rural areas. 

In Finland, workers' health has been a part of primary health care since 1972. In 
industrial plants health and safety supervision is a collaborative effort of employers and 
workers. In the workplaces employing more than 10 workers, one of the workers is elected to 
supervise occupational health care. In medium (more than 20 workers) and large industries, 
this responsibility is delegated to a joint committee of occupational health and safety 
located in every working unit; both the employer and workers are represented. This 
committee participates in the inspection of the workplace, follows the implementation of 
occupational health measures and makes proposals to the employer. There are acts for 
compensation of injuries and diseases. Employers must use the advisory services of 
occupational health professionals. These advisory services are provided by medical personnel 
who survey the workplace； they advise on occupational health education of workers, on 
different types of health examination, on surveillance of the work performance of partially 
disabled employees, and on first-aid readiness. Preventive health examinations and other 
occupational health services are delivered by one of the following: (1) the municipal health 
centres, which have occupational health functions； (2) the occupational health units in 
large establishments; or (3) the occupational health stations located between several small 
factories• Even individual self-employed workers or farmers are able to obtain occupational 
health care in the nearest municipal health centre. The external inspection of workplaces is 
carried out by health authorities, who ensure adequacy of occupational medical services and 
control of work-related diseases; and by the labour protection authorities, who ensure 
environmental safety and hygiene. The two bodies exchange information and cooperate with 
each other. Workers

1
 health education is one of the major functions in occupational health. 

The Institute of Occupational Health in Finland is one of the most advanced in the world; it 
carries out wide-ranging programmes in occupational health services, research and training, 
and develops guidelines in different operational fields. It has several regional centres in 
different parts of the country. 

In Poland workers' health in all occupational groups is a public health responsibility 
and the workers themselves play an active part in organization. Occupational health 
polyclinics carry out medical examinations, supervise the working environment and deliver 
full-scale ambulatory services, preventive and curative• In workplaces employing more than 
100 workers industrial health service clinics have been organized. For small workplaces 
specialized units providing preventive health services are available. In large farming 
estates special health service centres are organized. Small farming units and individual 
agricultural workers are covered by the nearest rural health centre; there are about 3000 
such centres. The remaining working population is taken care of by the general health 
services, which include specific occupational health functions. Social security is provided 
by law. 
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Official inspection services for occupational hygiene and safety are empowered to 
operate in workplaces. In large production enterprises occupational safety and hygiene 
services are provided by engineers and technicians. Voluntary inspection by trained workers 
is also a feature of the system. There are several research and training institutions in 
occupational hygiene, occupational safety and labour protection under the Ministry of Labour, 
and a National Institute in Occupational Health, in Lodz, under the Ministry of Health, which 
has several departments of research in toxicology, physical factors, psychology and 
ergonomics, together with a reference polyclinic and hospital. The National Institute is a 
WHO collaborating centre for occupational health. 

PART 3. APPROACHES TO WORKERS 1 HEALTH WITHIN PRIMARY HEALTH CARE 

1. Practical experience 

Applying primary health care to workers is an appropriate manner to ensure protection 
and promotion of their health at work. This is not a theoretical assumption, but is based on 
practical experience. Health care personnel in workplaces should continually keep abreast of 
the dynamic changes in industrial plant operations and processes. In addition to health 
examinations of workers on placement, supervision of occupational hygiene and safety 
measures, it is essential to develop workers 1 and employers f active participation in health 
care, through health education. The WHO Expert Committee on Identification and Control of 
Work-related Diseases at its meeting in November and December 1983丄 recognized that 
workers 1 life-styles have an important influence on their health, and recommended that 
measures should be undertaken in the workplaces aiming at cessation of smoking, appropriate 
diet, control of drug abuse, and encouragement of physical activity. Ergonomics and 
psychosocial factors are becoming increasingly important in all work establishments. 

Health care in workplaces even in small industries, when the responsibility is shared by 
the workers and primary health care workers, realizes the fundamental aims of accessibility 
and relevance to their needs, as well as of self-reliance. 

2. The primary health care worker 

Primary health care workers at different levels might include an elected worker trained 
for specific functions, as well as professionals such as factory physicians trained in 
occupational health. The levels would depend on the size of the workplace, the health 
hazards encountered and the availability of personnel. 

The functions of primary health care workers in workplaces have been identified by WHO 
consultations at headquarters,2 and in two regional seminars, in the South-East Asia and 
European Regions.3 Several countries are carrying out feasibility studies with WHO'S 
cooperation and are developing training programmes for these workers. A typical example of 
primary health care workers operating in small factories exists in Thailand. Their duties 
are: (1) to survey the workplace from time to time to identify potential health and safety 
risks; (2) to detect any health problems of workers by following up their complaints and/or 
by simple observation, and determine whether such problems may be work-related; (3) to refer 
cases of illness and injury to the nearest health care unit after providing essential first 
aid; (4) to communicate knowledge and experience acquired in training to other fellow 
workers; (5) to record the action taken. Operational research by WHO in several developing 
countries including Botswana, Bahrain, Sudan and Thailand has shown that when the workplaces 
are very small, e.g., with less than 10 workers, or when the workers are self-employed, they 
should maintain contact with the community primary health care workers or units, for example 
in the district health centres. 

Primary health care should be available to every person in the community. Volunteer 
primary health care workers in the community (for example, in Thailand) are usually engaged 
in some type of work to earn their living, which gives them an opportunity to learn about the 
relation of work to health. They should be trained for essential intervention to save lives 

1 See WHO Technical Report Series, No. 714, 1985. 
2 See document WHO/OCH/82.2. 
3 See documents SEA/Occ.Hlth/29(1984) and ICP/OCH/OOl (1985). 
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in emergencies when, for example, an agricultural worker suffers intoxication by pesticides, 
a serious accident, or an asthmatic attack from inhalation of allergenic aerosols. It was 
also found that primary health care workers in small workplaces can perform primary health 
care duties in the community after working hours. 

3. District health centres 

Several trials are under way, for example in Chile, Colombia, Cuba, Sierra Leone, Sudan 
and Thailand, and soon in Ethiopia, to include specific aspects of workers' health in the 
daily work of district health centres. The degree to which the health centres would deal 
with workers 1 health would depend on their location and the concentration of workers or 
workplaces in the vicinity. Target working populations would be those in small industries, 
construction or agriculture having no health and safety personnel. The centres should 
encourage the training of primary health care workers to provide essential health care in 
those workplaces and deal with accidents• Suspected work-related cases referred by primary 
health care workers should be properly diagnosed, and the place of work should be supervised 
with a view to controlling specific hazards and avoiding the occurrence of other cases. They 
should map the various workplaces in the area under their jurisdiction, and maintain a record 
of operations and potential health hazards in each. Employers should normally cover the 
costs or subscribe to regular occupational health services provided by the centres. 

4. Workers T health centres on industrial estates 

In many developing countries industrial estates or districts have been established, 
grouping in one area large numbers of small and medium-sized factories• Medical services on 
many of these estates are provided either by privately organized groups of medical 
practitioners, or by general physicians hired on a part-time basis for one or several of the 
workplaces. Neither method satisfies the requirements of preventive occupational health; 
each generally provides therapeutic or palliative care without occupational hygiene and 
safety measures for the detection and control of hazards, and without keeping good records of 
the health problems prevailing. Industrial units pay substantial sums for these services. 
National health services are in a position to replace them by developing, on a cooperative 
basis involving the employers, less costly but fully dedicated workers 1 health centres 
covering the full spectrum of preventive and therapeutic care for the workers in these 
industrial districts. Good examples are the Occupational Health Centre in Samut Prakhan, ail 
industrial area in the south of Bangkok, Thailand, and the privately organized centres in the 
Republic of Korea. 

5. Central workers 1 health units 

A central unit should be maintained in the national health service. It may have the 
following functions: 

(1) to carry out initial surveys evaluating the types and magnitude of health problems 
of working people in various sectors and regions as the first step in starting a 
programme； 

(2) to decide on the level of involvement of district health centres and supervise 

their performance; 

(3) to assess the quality of services of the health units in large industries； 

(4) to collaborate with social security or health insurance programmes, if any, in 
preventive health action; 

(5) to collaborate with ministries of labour in supervising the workplaces from the 
health standpoint and exchange data with that ministry; 

(6) depending on the capacity of the unit, i.e., if it is a department or an institute, 
to train primary health care workers, health officers at the district levels, nurses and 
other workers

1
 health personnel; 

(7) to carry out research, both epidemiological and methodological, depending on the 
specific needs in the country; 
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(8) to operate a nation-wide standard reporting system. 

Central workers 1 health units exist in the ministries of health or the national health 
services infrastructure of many developing countries. The units should be encouraged and 
provided with basic facilities, field equipment and laboratories. Some of them have already 
become fully-fledged institutions of occupational health with wide-ranging functions in 
research, services and training• 

6. Cost-effectiveness 

One of the questions that faces a programme to introduce workers 1 health in primary 
health care systems is its cost - whether it can be afforded by developing countries. The 
following points should be considered. 

(1) District health centres receive many workers seeking treatment for various diseases 
of which at least some are work-related. In a survey of a number of such centres in 
several developing countries, it was found that up to 30% of the people visiting the 
centres for medical care are workers employed in small-scale factories, agriculture and 
other occupations. The physicians in the centres do not take any occupational history 
or consider the possibility that the diseases may recur as long as the causative factors 
remain unabated in the workplaces. What is required now from these health centres is 
that they change their methods and gradually build up preventive services for workers 1 

health to minimize the repetition of visits of sick workers. The cost of curative care 
for large numbers of sick workers is already borne by national facilities including 
hospitals and polyclinics. 

(2) Many small and medium-sized industries employ physicians to visit workplaces for 
some hours once or twice a week. This type of service is at its best palliative, aiming 
among other things to transfer the workers with illness or injury for treatment in 
governmental institutions. With the creation of workers 1 health care in governmental 
health centres these workplaces may be able to dispense with the more costly and less 
effective part-time services of general practitioners, and subscribe instead to workers 1 

health services in the public health centres. 

(3) There are examples of community health centres that provide care for workers 
charging a fee for their services from the employers. In such cases the health centres 
could cover the costs of equipment and laboratories, and the training of primary health 
care workers in workplaces. 

7• Cordination with other governmental institutions 

The programme proposed above does not overlap with or encroach upon any existing systems 
in the labour ministries or social security. It primarily protects the health of 
underprivileged workers who would not otherwise receive any such protection. Inspection by 
labour authorities would strengthen the power of the programme for preventive measures. 
Social security will continue to provide for medical care and can always participate in the 
prevention of diseases and injuries which is the first priority. 

The primary health care approach should be applied in implementing whatever workers
1 

health programmes may be adopted by social security or other insurance systems. Ministries 
of health are the central body responsible for mobilizing the resources in ministries of 
labour and social security so that they work together for health for all. 

The proposed system for workers
1
 health needs supporting legislation to determine the 

primary health care functions and to ensure compliance of the various private services with 
the principles of primary health care. 

8. The role of WHO 

The workers f health programme of the Organization should aim at resolving many of the 
extensive health problems of working people in the world. For several years WHO has 
cooperated with Member States in many primary health care programmes for workers' health. 
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WHO can promote this cooperation at the request of countries in order to help in accelerating 
measures to give working people primary health care coverage and in eradicating occupational 
diseases, which are all preventable. WHO'S cooperation may include: 

(1) identification of workers 1 health problems in different occupational sectors, 
including the small-scale industries and other underserved sectors, to assist in the 
planning and implementation of preventive health care; 

(2) training of personnel in occupational health, industrial hygiene and occupational 
health nursing, to facilitate the establishment of units for workers 1 health in 
ministries of health and in universities; 

(3) development of training programmes and courses at different levels, including those 
for primary health care workers, safety supervisors and health professionals 
(postgraduate training)； 

(4) development of educational material for workers in different occupations to 
instruct themselves in health protection and promotion, and of basic training manuals 
for primary health care workers in the community and in places of employment； 

(5) development of guidelines on occupational health and safety reporting systems and 
collection of base-line information on the health status of working people to serve as a 
reference in the monitoring and evaluation of the national workers 1 health programme; 

(6) provision of consultancy services to assist in developing various components of 
workers' health programmes (occupational medicine, hygiene, ergonomics and safety), in 
controlling outstanding workers 1 health problems and in establishing health care 
functions, units and institutions; 

(7) preparation and testing of guidelines on supporting legislation for primary health 
care for the working population, with the support of appropriate WHO programmes; 

(8) development of guidelines and manuals in various occupational health fields, 
including control technology and exposure limits, early detection of work-related 
diseases, biological and environmental monitoring, the application of ergonomics in 
various occupational sectors, and identification, monitoring and control of adverse 
psychosocial factors at work; 

(9) provision of models for health promotion in the workplace, active participation in 
their implementation, and development of self-reliance among workers together with a 
healthy life-style; 

(10) research in areas of vital importance, such as health hazards affecting 
reproductive functions, neurotoxicity, psychosocial occupational health, work-related 
diseases and their control, and ergonomics； 

(11) international and regional exchange of knowledge and experience through a growing 
network of WHO collaborating centres； 

(12) follow-up of changes in workers
1
 health trends associated with mechanization and 

automation and the eventual changes in the formation and structure of the work force in 
various countries, and the adaptation of workers

1
 health systems and standards 

accordingly. 

All the above measures are being implemented or are being proposed for inclusion in 
WHO's Eighth General Programme of Work. The countries are invited to use their Organization 
in the most effective manner. 

9• Cooperation with ILO and other United Nations organizations and with nongovernmental 
organizations 

The Organization continued its dialogue with ILO and other United Nations organizations 
with a view to developing mechanisms of coordination and strengthening cooperation in 
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workers 1 health. The ILO General Conference, in 1985, adopted a Convention (No. 161) and a 
Recommendation (No. 171) on "Occupational Health S e r v i c e s " W H O had submitted a policy 
document, which was issued by ILO, on the principles and policies laid down by the World 
Health Assembly in workers' health. Many of the policies that WHO has adopted for many years 
were reiterated in both the ILO Convention and the Recommendation. For example, Article 9 of 
Convention 161 states that "occupational health services should be multidisciplinary". The 
same Article calls for "adequate cooperation and coordination between occupational health 
services and ••• other bodies concerned with the provision of health services". In 
Recommendation 171, Article 24 states that "occupational health services might 
collaborate with health authorities within the framework of health programmes••• Article 25 
calls upon "occupational health services" to make use of "primary health care service ••• to 
undertake or to participate in ..• treatment of workers .•. and of victims of occupational 
accidents". 

Furthermore, the Organization cooperated with ILO in studying different examples of the 
role of various ministries in the field of occupational health. Both ILO and WHO followed 
similar methods in collating information on the systems followed by different countries in 
the organization of occupational health services at the national level. UNEP has signalled 
its readiness to participate in financing a joint ILO/WHO meeting to prepare a single 
document containing these examples. 

In addition, ILO and WHO have a number of joint field projects and they participate in 
each other 1s technical meetings. 

In 1982, the Organization convened an inter-agency meeting on guidelines on occupational 
health for the establishment and operation of specific industries, bringing together 
representatives from IAEA, UNEP, ILO, UNIDO and the World Bank. That meeting decided that 
WHO should develop guidelines on control technology for new industries in developing 
countries. Such guidelines have since been developed on the establishment and operation of 
pesticides formulation plants, the iron and steel industry, and the ceramics industry, from 
the health and safety standpoint. These guidelines are of great value in countries' 
industrial development, and work on them should therefore continue. 

Collaboration with nongovernmental organizations has also been at its optimum. Two 
examples could be cited. The first was the International Conference on Primary Health Care 
for Working Populations in Developing Countries, held in Kuala Lumpur, Malaysia, in 1984, 
which was jointly organized with the International Commission on Occupational Health.1 A 
second example was the joint ILO/WHO/International Ergonomics Association^ meeting on 
ergonomics in developing countries convened in Jakarta, Indonesia, in November 1985, which 
produced guidelines on the subject. A third is the International Conference on Occupational 
Health in Agriculture (August 1987), to be organized jointly by the Government of Hungary, 
the International Association of Agricultural Medicine and Rural Health,^ and WHO. 

1 ILO Convention 161 and Recommendation 171 concerning occupational health services, 
adopted by the Conference at its seventy-first session, Geneva, 26 June 1985. 

2 
Nongovernmental organization in official relations with WHO. 
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ANNEX 

WORKERS 1 HEALTH 

Guidelines and Other Texts on Workers' Health 

— Produced by WHO, 1980-1986 

1, Sales publications (Geneva) 

- R e c o m m e n d e d Health-based Limits in Occupational Exposure to Heavy Metals. WHO 
Technical Report Series, N o . 647, 1980. 

- H e a l t h Effects of Combined Exposures in the Work Environment. WHO Technical Report 
Series, No. 662, 1981. 

- E d u c a t i o n and Training in Occupational Health, Safety and Ergonomics. WHO Technical 
Report Series, N o . 663, 1981. 

- R e c o m m e n d e d Health-based Limits in Occupational Exposure to Selected Organic 

Solvents. WHO Technical Report Series, No. 664, 1981. 
一 Recommended Health-based Limits in Occupational Exposure to Pesticides. WHO 

Technical Report Series, N o . 677, 1982. 
- R e c o m m e n d e d Health-based Occupational Exposure Limits for Selected Vegetable Dusts. 

WHO Technical Report Series, N o . 684, 1983. 

- Recommended Health-based Occupational Exposure Limits for Respiratory Irritants. WHO 
Technical Report Series, N o . 707, 1984. 

- I d e n t i f i c a t i o n and Control of Work-related Diseases. WHO Technical Report Series, 
N o . 714, 1985. 

- S a f e Use of Pesticides. Technical Report Series, No. 720, 1985. 
- R e c o m m e n d e d Health-based Limits in Occupational Exposure to Selected Mineral Dusts 

(Silica, Coal). WHO Technical Report Series, No. 734, 1986. 
- Evaluation of Exposure to Airborne Particles in the Work Environment. WHO Offset 

Publication No. 80, 1984. 
- E a r l y detection of occupational diseases. 1986. 
- Volumes in the WHO Environmental Health Criteria Series. 

2. Documents available from Office of Occupational Health, WHO 

- R e s p i r a t o r y Diseases Resulting from Occupational Exposure to Vegetable Dusts -

Pathogenesis, Early Detection and Control. Unpublished document 0CH/80.1. 
- W o r k s h o p on Occupational Health Care in Agriculture. Unpublished WHO document 

OCH/80.3. 
- H e a l t h Education of Migrant Workers. Unpublished WHO document OCH/80.4. 
一 Psychosocial Factors and Health of Migrant Workers. Unpublished WHO document 

OCH/80.5. 
- E n v i r o n m e n t a l Health Criteria on Vegetable Dusts; Dusts Causing Byssinosis. 

Unpublished WHO document 0CH/81.1. 
- Review on Occupational Health Services in Small Industries in Developing Countries• 

Unpublished document WHO/OCH/82.1. 
- M i c r o c l i m a t e of the Cabs of Self-propelled Agricultural Machines and its Effect on 

Workers. Unpublished WHO document OCH/82.1. 
- J o i n t IL0/WH0 Committee on the Health of Seafarers: sixth report. Unpublished WHO 

document OCH/81.2. 

- P r i m a r y Health Care and Working Populations. Unpublished document WHO/OCH/82.2. 
- P s y c h o p h y s i o l o g i c a l Aspects of Monotonous Work. Unpublished document V7HO/OCH/83.1. 
一 Cardiovascular Diseases in Various Occupational Groups: A Review of the Soviet 

Literature. Unpublished WHO document OCH/83.1. 
- W o r k on Visual Display Units: Risks for Health. Unpublished document WHO/OCH/83.2. 
一 The Application of Ergonomics in Developing Countries. Unpublished document 

WHO/OCH/83.3. 
- P s y c h o s o c i a l Factors in Injury Prevention. Unpublished WHO document OCH/83.4. 
- O c c u p a t i o n a l Health Research in WHO： Needs and Opportunities. Unpublished WHO 

document ACMR25/83.17. 



EB79/5 
page 1 

Annex 

- P s y c h o s o c i a l Factors and Health: Monitoring the Psychosocial Work Environment and 
Workers 1 Health. Unpublished WHO document OCH/84.1. 

- Joint ILO/WHO Committee on Occupational Health, Ninth Session. Document 
JCOH/1984/D.6(Rev.). 

Sales publications in press 

- I n t e r n a t i o n a l Medical Guide for Ships (2nd edition). 
- P s y c h o s o c i a l Factors at Work and their Relation to Health. 

Other texts in preparation 

- P r e v e n t i o n of neurotoxic illness in working populations. 
- Teaching of occupational epidemiology. 
- Guidelines on the selection and use of direct-reading instruments. 
- C o n t r o l technology in the formulation of pesticides. 
- C o n t r o l technology in the iron and steel industry. 
一 Operational guide in the application of the WHO neurobehavioural core test battery. 
一 Occupational health aspects in the use of visual display terminals. 
- H e a l t h workers in agriculture, 
- R e s p i r a t o r y diseases related to vegetable and other natural dusts. 
- M i n e r s f health. 
一 Occupational hazards to reproductive functions. 
- T r a i n i n g manual on workers' health for the primary health worker. 
一 Evaluation and control of noise in the work environment. 

一 Occupational health technology in the ceramics industry. 
一 Simplified analytical methods for some airborne contaminants. 
- S p e c i a l risk factors of children at work. 

Sales publications (Regional Office for Europe) 

- T h e Environmental Health Officer in an Industrial Society, ERUO Reports 
Studies 29, 1980. 

一 Health Aspects of Wellbeing in Working Places, EURO Reports and Studies 
- E v a l u a t i o n of Occupational Health and Industrial Hygiene Services, EURO 

Studies 56, 1982. 
- T r a i n i n g of Occupational Health Personnel, EURO Reports and Studies 58, 
- D e l a y e d and Chronic Effects of Chemicals in the Workplace, EURO Reports 

64, 1982. 
- W o m e n and Occupational Health Risks, EURO Reports and Studies 76, 1983. 
- O c c u p a t i o n a l Hazards in Hospitals, EURO Reports and Studies 80, 1983. 
- O c c u p a t i o n a l Health Aspects of Construction Work, EURO Reports and Studies 86, 1983. 
- H e a l t h Policy Implications of Unemployment. 1985. 
- E p i d e m i o l o g y of Occupational Health. WHO Regional Publications, European Series, 

No. 20, 1986. 

Publications by the Regional Office for the Americas 

- O c c u p a t i o n a l Toxicology (by HPE/ECO) 
- T r a i n i n g and Education on Occupational Medicine 
- S e r v i c e s for Underserved Working Populations. 

and 

31, 1980. 
Reports and 

1982. 
and Studies 


