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DISABILITY: CONCEPTS AND DEFINITIONS
Willi Momm, Otto Geiecker
Preliminary Considerations
Most people seem to know what a disabled person is and are certain that they would be able to identify
an individual as disabled, either because the disability is visible or because they are aware of a specific
medical condition that lends itself to be called disability. However, what precisely the term disability
means is less easy to determine. A common view is that having a disability makes an individual less
capable of performing a variety of activities. In fact, the term disability is as a rule used to indicate a
reduction or deviation from the norm, a shortcoming of an individual that society has to reckon with. In
most languages, terms equivalent to that of disability contain the notions of less value, less ability, a
state of being restricted, deprived, deviant. It is in line with such concepts that disability is exclusively
viewed as a problem of the affected individual and that the problems indicated by the presence of a
disability are considered to be more or less common to all situations.
It is true that a disabling condition may affect to varying degrees the personal life of an individual and his
or her relations with family and community. The individual who has a disability may, in fact, experience
the disability as something that sets him or her apart from others and that has a negative impact on the
way life is organized.
However, meaning and impact of disability change substantially depending on whether the environment
and the attitudes of the public accommodate a disability or whether they do not. For example, in one
context, the person who uses a wheelchair is in a state of complete dependency, in another he or she is
as independent and working as any other person.
Consequently, the impact of an alleged dysfunction is relative to the environment, and disability is thus a
social concept and not solely the attribute of an individual. It is also a highly heterogeneous concept,
making the search for a homogeneous definition a virtually impossible task.
Despite many attempts to define disability in general terms, the problem remains concerning what
renders an individual disabled and who should belong to this group. For example, if disability is defined
as dysfunction of an individual, how to classify a person who despite a serious impairment is fully
functional? Is the blind computer specialist who is gainfully employed and has managed to solve his or
her transport problems, secure adequate housing and have a family still a disabled person? Is the baker
who can no longer exercise his profession because of a flour allergy to be counted among disabled jobseekers? If so, what is the real meaning of disability?

http://www.ilo.org/encyclopaedia/?d&nd=857400092&prevDoc=857400030 (1 of 2)1/22/2006 4:29:49 PM

Disability: Concepts and Definitions

To understand this term better, one has first to distinguish it from other related concepts that are often
confused with disability. The most common misunderstanding is to equate disability with disease.
Disabled people are often described as the opposite of healthy people and, consequently, as needing
the help of the health profession. However, disabled people, as anyone else, need medical help only in
situations of acute sickness or illness. Even in cases where the disability results from a protracted or
chronic illness, such as diabetes or a cardiac disease, it is not the sickness as such, but its social
consequences that are involved here.
The other most common confusion is to equate disability with the medical condition that is one of its
causes. For example, lists have been drawn up that classify disabled people by types of “disability”, such
as blindness, physical malformations, deafness, paraplegia. Such lists are important for determining who
should be counted as a disabled person, except that the use of the term disability is inaccurate, because
it is confounded with impairment.
Next part of the document
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More recently, efforts have been made to describe disability as difficulty in performing certain
types of function. Accordingly, a disabled person would be someone whose ability to perform
in one or several key areas-such as communication, mobility, dexterity and speed-is affected.
Again, the problem is that a direct link is made between the impairment and the resulting loss
of function without taking into account the environment, including the availability of technology
that could compensate for the loss of function and thus render it insignificant. To look at
disability as the functional impact of impairment without acknowledging the environmental
dimension means to put the blame for the problem entirely on the disabled individual. This
definition of disability still stays within the tradition of regarding disability as a deviation from
the norm and ignores all other individual and societal factors that together constitute the
phenomenon of disability.
Can disabled people be counted? This may be possible within a system that applies precise
criteria as to who is sufficiently impaired to be counted as disabled. The difficulty is to make
comparisons between systems or countries that apply different criteria. However, who will be
counted? Strictly speaking, censuses and surveys that undertake to produce disability data
can count only people who themselves indicate that they have an impairment or a functional
restriction on account of an impairment, or who believe that they are in a situation of
disadvantage because of an impairment. Unlike gender and age, disability is not a clearly
definable statistical variable, but a contextual term that is open to interpretation. Therefore,
disability data can offer only approximations and should be treated with utmost care.
For the reasons outlined above, this article does not constitute yet another attempt to present a
universal definition of disability, or to treat disability as an attribute of an individual or a group.
Its intention is to create an awareness about the relativity and heterogeneity of the term and an
understanding about the historical and cultural forces that have shaped legislation as well as
positive action in favour of people identified as disabled. Such an awareness is the prerequisite
for the successful integration of disabled people in the workplace. It will permit a better
understanding of the circumstances that need to be in place to make the disabled worker a
valuable member of the workforce instead of being barred employment or pensioned off.
Disability is presented here as being manageable. This requires that individual needs such as
skill upgrading or the provision with technical aids, be addressed, and accommodated by
adjusting the workplace.
There is currently a vivid international debate, spearheaded by disability organizations,
regarding a non-discriminatory definition of disability. Here, the view is gaining ground that
disability should be identified where a particular social or functional disadvantage occurs or is
anticipated, linked to an impairment. The issue is how to prove that the disadvantage is not the
natural, but rather the preventable result of the impairment, caused by a failure of society to
make adequate provision for the removal of physical barriers. Leaving aside that this debate
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reflects primarily the view of disabled people with a mobility impairment, the possible
unwelcome consequence of this position is that the state may shift expenditures, such as for
disability benefits or special measures, based on disability, to those that improve the
environment.
Nevertheless, this debate, which is continuing, has highlighted the need to find a definition of
disability that reflects the social dimension without sacrificing the specificity of the
disadvantage based on an impairment, and without losing its quality as an operational
definition. The following definition tries to reflect this need. Accordingly, disability can be
described as the environmentally determined effect of an impairment that, in interaction with
other factors and within a specific social context, is likely to cause an individual to experience
an undue disadvantage in his or her personal, social or professional life. Environmentally
determined means that the impact of the impairment is influenced by a variety of factors,
including preventive, corrective and compensatory measures as well as technological and
accommodative solutions.
This definition recognizes that in a different environment that erects fewer barriers, the same
impairment could be without any significant consequences, hence without leading to a
disability. It stresses the corrective dimension over a concept that takes disability as an
unavoidable fact and that simply seeks to ameliorate the living conditions of the afflicted
persons. At the same time, it maintains the grounds for compensatory measures, such as cash
benefits, because the disadvantage is, despite the recognition of other factors, still specifically
linked to the impairment, irrespective of whether this is the result of a dysfunction of the
individual or of negative attitudes of the community.
However, many disabled people would experience substantial limitations even in an ideal and
understanding environment. In such cases the disability is primarily based in the impairment
and not in the environment. Improvements in environmental conditions can substantially
reduce dependency and restrictions, but they will not alter the fundamental truth that for many
of these severely disabled people (which is different from severely impaired) participation in
social and professional life will continue to be restricted. It is for these groups, in particular, that
social protection and ameliorative provisions will continue to play a more significant role than
the aim of full integration into the workplace which, if it takes place, is often done for social
rather than for economic reasons.
But this is not to suggest that persons thus defined as severely disabled should live a life apart
and that their limitations should be grounds for segregation and exclusion from the life of the
community. One of the major reasons for exercising utmost caution as regards the use of
disability definitions is the widespread practice of making a person thus identified and labelled
the object of discriminatory administrative measures.
Nevertheless, this points to an ambiguity in the concept of disability that gives rise to so much
confusion and that could be a main reason for the social exclusion of disabled people. For, on
the one hand, many campaign with the slogan that disability does not mean inability; on the
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other, all existing protective systems are based on the grounds that disability means inability to
make a living on one's own. The reluctance of many employers to hire disabled people may be
founded in this basic contradiction. The answer to this is a reminder that disabled people are
not a homogeneous group, and that each case should be judged individually and without bias.
But it is true that disability may mean both: an inability to perform according to the norm or an
ability to perform as well as or even better than others, if given the opportunity and the right
kind of support.
It is obvious that a concept of disability as outlined above calls for a new foundation for
disability policies: sources of inspiration for how to modernize policies and programmes in
favour of disabled persons can be found among others in the Vocational Rehabilitation and
Employment (Disabled Persons) Convention, 1983 (No. 159) (ILO 1983) and the United
Nations Standard Rules on the Equalization of Opportunities for Persons with Disabilities
(United Nations 1993).
In the following paragraphs, the various dimensions of the disability concept as it affects
present law and practice will be explored and described in an empirical manner. Evidence will
be provided that various disability definitions are in use, mirroring the world's different cultural
and political legacies rather than giving cause for the hope that a single universal definition can
be found which is understood by everyone in the same manner.
Disability and normality
As mentioned above, most past regulatory attempts at defining disability have fallen prey, in
one form or another, to the temptation of describing disability as primarily negative or
deviatory. The human being afflicted with disability is seen as a problem and becomes a
“social case”. A disabled person is assumed to be unable to pursue normal activities. He or
she is a person with whom all is not quite in order. There is an abundance of scientific
literature that depicts disabled people as having a behavioural problem, and in many countries
“defectology” was and still is a recognized science that sets out to measure the degree of
deviation.
Individuals who have a disability generally defend themselves against such a characterization.
Others resign themselves to the role of a disabled person. Classifying persons as disabled
disregards the fact that what disabled individuals have in common with the non-disabled
usually far outweighs that which makes them different. Further, the underlying concept that
disability is a deviation from the norm is a questionable value statement. These considerations
have incited many people to prefer the term persons with disabilities to that of disabled
persons, as the latter term could be understood as making disability the primary characteristic
of an individual.
It is thoroughly conceivable that human and social reality be defined in such a way that
disability be regarded as consistent with normalcy and not as a deviation from it. In fact, the
Declaration that was adopted in 1995 by the heads of state and government at the UN World
Summit for Social Development in Copenhagen describes disability as a form of social
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diversity. This definition demands a conception of society which is a society “for all”. Thereby
previous attempts at defining disability negatively, as deviation from the norm or as deficiency,
are no longer valid. A society which adapts itself to disability in an inclusive manner could
substantially overcome those effects of disability which were previously experienced as overly
restrictive.
Disability as identity
Despite the danger that the label will invite segregation and discrimination, there are valid
reasons to adhere to the usage of the term disability and to group individuals in this category. It
cannot be denied, from an empirical standpoint, that many individuals with disability share
similar, mostly negative, experiences of discrimination, exclusion and economic or social
dependency. There exists a factual categorization of human beings as disabled, because
specific negative or censorious social behaviour patterns appear to be based upon disability.
Conversely, where there are efforts made to fight discrimination on the basis of disability, it
also becomes necessary to stipulate who should have the right to enjoy protection under such
measures.
It is in reaction to the way society treats people with disabilities that many individuals who have
experienced discrimination in one form or another because of their disability join together in
groups. They do so partly because they feel more at ease among individuals who share their
experience, partly because they wish to advocate common interests. They accordingly accept
the disabled role, if indeed for very different motives: some, because they want to induce
society to view disability, not as an attribute of isolated individuals, but rather as the result of
action and neglect on the part of the community which unduly curtails their rights and
opportunities; the others, because they acknowledge their disability and demand their right to
be accepted and respected in their difference, which includes their right to struggle for equality
of treatment.
However, most individuals who, on account of an impairment, have a functional limitation of
one form or another appear not to see themselves as disabled. This creates a problem not to
be underestimated for those engaged with the politics of disability. For example, should those
who do not self-identify as disabled be counted among the numbers of disabled persons, or
only those who register as disabled?
Legal recognition as disabled
Next part of the document
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In many constituencies definitions of disability are identical with an administrative act of
recognizing a disability. This recognition as disabled becomes a prerequisite for the claiming of
support on the basis of a physical or mental limitation or for litigation under an antidiscrimination law. Such support can comprise provisions for rehabilitation, special education,
retraining, privileges in the securing and preserving of a place of employment, guarantee of
subsistence through income, compensation payments and assistance with mobility, etc.
In all cases in which legal regulations are in force in order to compensate for or to prevent
disadvantages, there arises the need to clarify who has a claim on such legal provisions, be
these benefits, services or protective measures. It follows thereupon, that the definition of
disability is conditioned by the type of service or regulation which is offered. Virtually every
existing definition of disability thus mirrors a legal system and draws its meaning from this
system. Being recognized as disabled means to fulfil the conditions for benefiting from the
possibilities presented by this system. These conditions, however, may vary among
constituencies and programmes and, consequently, many different definitions may coexist side
by side within a country.
Further evidence that the legal realities of the respective nations determine the definition of
disability is offered by those countries, such as Germany and France, which have introduced a
regulation including quotas or the levying of fines in order to assure disabled people access to
employment opportunities. It can be demonstrated that with the introduction of such legislation,
the number of “disabled” workers has risen drastically. This rise is to be explained only by the
fact that employees-often on the recommendation of employers-who in the absence of such a
law would never have designated themselves as disabled, register themselves as such. These
same individuals were also never previously registered statistically as disabled.
Another legal difference among countries is the treatment of a disability as a temporary or
permanent condition. In some countries, which offer disabled persons specific advantages or
privileges, these privileges are limited to the duration of a recognized disadvantage. If this
state of disadvantage is overcome through corrective actions, the disabled person loses his or
her privileges-independently of whether medical facts (e.g., the loss of an eye or a limb)
remain. For example, an individual who has successfully completed rehabilitation that has reestablished lost functional abilities may lose entitlements to disability benefits or may not even
enter a benefit scheme.
In other countries, lasting privileges are offered to offset real or hypothetical handicaps. This
practice has resulted in the development of a legally recognized disability status bearing
elements of “positive discrimination”. These privileges often apply even to those who are no
longer actually in need of them because they are socially and economically well integrated.
The problem with statistical registration
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A definition of disability that can be applied universally is impossible, since every country, and
practically every administrative body, works with different concepts of disability. Every attempt
to measure disability statistically must take into account the fact that disability is a systemdependent, and therefore a relative, concept.
Consequently, most regular statistics contain information only about the beneficiaries of
specific state or public provisions who have accepted disability status in accordance with the
operative definitions of the law. People who do not view themselves as disabled and manage
alone with a disability usually do not come within the purview of official statistics. In fact, in
many countries, such as the United Kingdom, many disabled people avoid statistical
registration. The right not to be registered as disabled is in keeping with the principles of
human dignity.
Therefore, occasionally, efforts are made to determine the total number of disabled persons
through surveys and censuses. As already argued above, these come up against objective
conceptual limits which render the comparability of such data between countries practically
impossible. Above all, it is controversial what precisely such surveys are meant to prove, in
particular as the notion of disability, as an objective set of findings that is equally applied and
understood in all countries, cannot be sustained. Thus, a low number of statistically registered
persons with disability in some countries does not necessarily reflect an objective reality, but
most likely the fact that the countries in question offer fewer services and legal regulations in
favour of disabled persons. Conversely, those countries which have an extensive social
protection and rehabilitation system are likely to show a high percentage of disabled
individuals.
Contradictions in the use of the concept of disabled persons
Objective results are, therefore, not to be expected on the level of quantitative comparison. But
there is also no uniformity of interpretation from a qualitative point of view. Here again, the
respective context and the intention of lawmakers determine the definition of disability. For
example, the effort to guarantee disabled persons social protection requires disability to be
defined as the inability to earn one's own living. In contrast, a social policy whose goal is
vocational integration endeavours to describe disability as a condition that, with the help of
appropriate measures, need not have any detrimental effects on the level of performance.
International Definitions of Disability
The concept of disability in Convention No. 159 of the International Labour Organization
The above considerations also underlie the framework definition used in the Vocational
Rehabilitation and Employment (Disabled Persons) Convention, 1983 (No. 159) (ILO 1983).
Article 1.1 contains the following formulation: “For the purposes of this Convention, the term
`disabled person' means an individual whose prospects of securing, retaining and advancing in
suitable employment are substantially reduced as a result of a duly recognized physical or
mental impairment”.
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This definition contains the following constituent elements: the reference to mental or physical
impairment as the original cause of the disability; the necessity of a state recognition
procedure that-in accordance with the respective national realities-determines who should be
considered disabled; the determination that disability is not constituted by the impairment itself
but by the possible and real social consequences of an impairment (in this case a more difficult
situation on the labour market); and the established entitlement to measures which help to
secure equality of treatment on the labour market (see Article 1.2). This definition consciously
avoids an association with concepts such as inability and leaves room for an interpretation
which holds that disability can also be conditioned by misconceived opinions held by an
employer which may result in conscious or unconscious discrimination. On the other hand, this
definition does not rule out the possibility that, in the case of a disability, objective limitations
with respect to performance can occur, and leaves open whether or not the equal treatment
principle of the Convention would apply in this case.
The definition in the ILO Convention does not make a claim to be a comprehensive, universally
applicable definition of disability. Its sole intention is to provide for a clarification of what
disability could mean in the context of employment and labour measures.
The concept of disability in light of the definition of the World Health Organization
The International Classification of Impairments, Disabilities and Handicaps (ICIDH) of the
World Health Organization (WHO 1980) offers a definition of disability, in the area of health
policy, which differentiates between impairment, disability and handicaps:
· “In the context of health experience, an impairment is any loss or abnormality of
psychological, physiological, or anatomical structure or function.”
· “In the context of health experience, a disability is any restriction or lack (resulting from an
impairment) of ability to perform an activity in the manner or within the range considered
normal for a human being.”
Next part of the document
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· “In the context of health experience, a handicap is a disadvantage for a given individual,
resulting from an impairment or a disability, that limits or prevents the fulfilment of a role that is
normal (depending on age, sex, and social and cultural factors) for that individual.”
The new and distinctive aspects of this conceptual differentiation do not lie in its traditional
epidemiological approach and its classificatory apparatus, but rather in its introduction of the
concept of handicap, which calls on those concerned with public health policy to reflect on the
social consequences of specific impairments on a person affected and to regard the treatment
process as part of a holistic concept of life.
The WHO clarification was especially necessary because the words impairment and disability
were previously often equated with concepts such as crippled, mentally retarded and the like,
which convey an exclusively negative image of disability to the public. A categorization of this
kind is, in fact, not suited to a precise definition of the concrete situation of a disabled individual
within society. The WHO terminology has since become a reference for the discussion on the
concept of disability at the national and international levels. It will, therefore, be necessary to
dwell on these concepts a little more.
Impairment. With this concept, health professionals customarily designate an existing or
developing injury to bodily functions or to vital life processes in a particular person that affects
one or more parts of the organism or that indicates a defect in the psychic, mental or emotional
functioning as the result of an illness, accident or congenital or hereditary condition. An
impairment can be temporary or permanent. The influences of professional or social contexts
or of the environment as a whole are not taken into consideration in this category. Here, the
physician's assessment of a person's medical condition or an impairment is exclusively at
issue, without consideration of the consequences that this impairment may have upon that
person.
Disability. Such impairment or loss can result in substantial limitation to the active lives of
persons afflicted. This consequence of impairment is termed disability. Functional disorders of
the organism, such as, for example, psychic disorders and mental breakdowns, can lead to
more or less severe disabilities and/or negative effects in the execution of specific activities
and duties of daily living. These effects can be temporary or permanent, reversible or
irreversible, constant, progressive or subject to successful treatment. The medical concept of
disability designates, therefore, functional limitations which arise in the lives of specific
individuals as the direct or indirect result of a physical, psychosocial or mental impairment.
Above all, disability reflects the personal situation of the individual who has an impairment.
However, as the personal consequences of a disability depend upon age, sex, social position
and profession, and so on, the same or similar functional disorders can have thoroughly
different personal consequences for different individuals.
Handicap. As soon as persons with physical or mental impairments enter their social,
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professional or private context, difficulties may arise which bring them into a situation of
disadvantage, or handicap, in relation to others.
In the original version of the ICIDH, the definition of handicap signifies a disadvantage which
emerges as the result of an impairment or a disability, and which limits an individual in the
performance of what is regarded as a “normal” role. This definition of handicap, which bases
the problem exclusively upon the personal situation of the person afflicted, has since come
under criticism, for the reason that it does not sufficiently take into account the role of the
environment and the attitude of society in bringing about the situation of disadvantage. A
definition which takes these objections into account should reflect upon the relationship
between the disabled individual and the manifold environmental, cultural, physical or social
barriers that a society reflecting the attitudes of non-disabled members tends to erect. In light
of this, every disadvantage in the life of a specific person that is not so much the result of an
impairment or a disability, but of negative or unaccommodating attitudes in the largest sense,
should be termed “handicap”. Further, any measures taken towards the improvement of the
situation of disabled individuals, including those that help them to fully participate in life and in
society, would contribute to preventing the “handicap”. A handicap thus is not the direct result
of an existing impairment or disability, but the result of the interaction between an individual
with a disability, the social context and the immediate surroundings.
It may not be assumed at the outset, therefore, that a person with an impairment or disability
must automatically also have a handicap. Many disabled individuals succeed, despite the
limitations caused by their disability, in the full pursuit of a profession. On the other hand, not
every handicap can be attributed to a disability. It can also be caused by a lack of education
that may or may not be linked with disability.
This hierarchical system of classification-impairment, disability, handicap-can be compared
with the various phases of rehabilitation; for example, when the purely curative treatment is
followed by rehabilitation of functional and psycho-social limitations and is completed with
vocational rehabilitation or training for an independent pursuit of life.
The objective assessment of the degree of a disability in the sense of its social consequences
(handicap) cannot, for this reason, rely solely upon medical criteria, but must take into account
the vocational, social and personal contexts-especially the attitude of the non-disabled
population. This state of affairs makes it quite difficult to measure and unequivocally establish
a “state of disability”.
Definitions in Use in Various Countries
Disability as a legal category for the establishment of claims
Disability status is determined, as a rule, by a competent national authority on the basis of
findings after an examination of individual cases. Therefore, the purpose for which disability
status should be recognized plays an essential role-for example, where the determination of
the presence of a disability serves the purpose of laying claim to specific personal rights and
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legal benefits. The primary interest in having a legally sound definition of disability is thus
motivated not by medical, rehabilitative or statistical reasons, but rather by juridical reasons.
In many countries, persons whose disability is recognized can lay claim to the right to various
services and regulatory measures in specific areas of health and social policies. As a rule,
such regulations or benefits are designed to improve their personal situation and to support
them in overcoming difficulties. The basis for the guarantee of such benefits thus is an act of
official recognition of an individual's disability on the strength of the respective statutory
provisions.
Examples of definition from legislative practice
These definitions vary widely between different states. Only a few examples that are currently
in use can be cited here. They serve to illustrate the variety as well as the questionable
character of many definitions. As it cannot be the purpose here to discuss specific legal
models, the sources of the quotations are not given, nor is an evaluation of which definitions
appear more adequate than others. Examples of national definitions of disabled persons:
· Those who are afflicted with a not only temporary functional impairment which is due to an
irregular physical, mental or psychological condition or any who are threatened with such a
disability. If the degree of disability amounts to at least 50%, it is considered a severe disability.
· All those whose working capacity is diminished by at least 30% (for physical disability) or at
least 20% (for mental disability).
· All those whose opportunities to obtain and hold (secure and retain) employment are
restricted by either a lack or limitation in their physical or mental capabilities.
· All those who because of an impairment or invalidity are hindered or prevented from the
accomplishment of normal activities. The impairment may concern both mental and bodily
functions.
· All those whose ability to work is permanently restricted because of a physical, psychical or
sensory defect.
· All those who need care or special treatment to assure the support, development and
restoration of their vocational capabilities. This includes physical, mental, psychical and social
disabilities.
· All those who because of a permanent limitation to their physical, mental or sensory
capabilities-independent of whether hereditary or acquired-enjoy only restricted opportunities
to pursue an education and participate in vocational and social life.
· Victims of industrial accidents, war disabled and individuals who suffer from a physical,
mental or psychical impairment. The reduction of working capacity must amount to at least
30%.
· All those who because of an impairment, illness or hereditary disease experience
substantially reduced opportunities in securing and retaining employment appropriate to their
age, experience and qualifications.
· Persons with a physical or mental impairment which, to a significant extent, restricts an
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important part of their life activity or those who are assumed to suffer from such an impairment
or for whom earlier records about such impairments exist.
· Persons who are afflicted with a functional disorder or disease that leads to: (a) a total or
partial loss of physical or mental functions; (b) illnesses caused or which will forseeably be
caused by the presence of organisms in the body; (c) a loss of normal function due to
deformation of body parts; (d) the appearance of learning difficulties not present in individuals
without functional disorders or restrictions; (e) an impairment to behaviour, thought process,
judgement and emotional life.
· Persons who, due to physical or mental impairment as a result of a birth defect, illness or
accident, are presumed incapable of earning their living, either permanently or for an extended
period of time.
· Persons who, as a result of an illness, injury, a mental or physical weakness, are not in the
position for a period of at least six months to earn, from work that corresponds to their potential
abilities and cultural level, a specific fraction (1/3, 1/2, 2/3) of that income, which an individual
in good condition in the same profession and at the same cultural level would receive.
· The term
Next part of the document

http://www.ilo.org/encyclopaedia/?doc&nd=857400092&nh=0&ssect=3 (4 of 4)1/22/2006 4:30:41 PM

Disability: Concepts and Definitions

Previous part of the document
disability means, with respect to an individual: (a) a physical or mental impairment that
substantially limits one or more of the major life activities of such individual; (b) a record of
such an impairment; or (c) being regarded as having such impairment.
The multitude of legal definitions which partially supplement and partially exclude one another
suggest that definitions serve, above all, bureaucratic and administrative goals. Among all the
listed definitions not one can be considered satisfactory, and all raise more questions than they
answer. Beyond a few exceptions, most definitions are oriented towards the representation of
an individual deficiency and do not address the correlation between an individual and his or
her environment. What in reality is the reflection of a complex relativity is reduced in an
administrative context to an apparently clear-cut and stable quantity. Such oversimplified
definitions then tend to take on a life of their own and frequently force individuals into accepting
a status that is commensurate with the law, but not necessarily with their own potential and
aspirations.
Disability as an issue for sociopolitical action
Individuals who are recognized as disabled are, as a rule, entitled to measures such as
medical and/or vocational rehabilitation or to draw on specific financial benefits. In some
countries, the range of sociopolitical measures also includes the granting of certain privileges
and support as well as special protective measures. Examples include: a legally embodied
principle of equality of opportunity in vocational and social integration; a legally established
right to needed assistance in the realization of equal opportunity, a constitutional right to
education and vocational integration; the furtherance of vocational training and placement in
employment; and a constitutional assurance of increased support in case of need of special
help from the state. Several states proceed from the absolute equality of all citizens in all areas
of life and have set the realization of this equality as their goal, without seeing a reason for
treating the special problems of disabled persons in laws enacted expressly for that purpose.
These states usually refrain from defining disability altogether.
Disability in the context of vocational rehabilitation
In contrast to the establishment of pension claims or privileges, the definition of disability in the
area of vocational integration emphasizes the avoidable and correctable effects of disability. It
is the purpose of such definitions to eliminate, through rehabilitative provisions and active
labour market policies, the vocational disadvantages connected with disability. The vocational
integration of disabled persons is supported by the allocation of financial assistance, by
accompanying provisions in the area of vocational training and by the accommodation of the
workplace to the special needs of the disabled worker. Here again, the practices vary greatly
between different countries. The range of benefits runs from relatively slight and short-term
financial allocations to large-scale, longer-term vocational rehabilitation measures.
Most states set a relatively high value on the furtherance of vocational training for disabled
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individuals. This can be provided in ordinary or special centres run by public or private
agencies, as well as in an ordinary enterprise. Preference given to each differs from country to
country. Sometimes the vocational training is conducted in a sheltered workshop or provided
as on-the-job training that is reserved for a disabled worker.
As the financial implications of these measures can be considerable for the taxpayer, the act of
recognizing a disability is a far-reaching measure. Often, however, the registration is done by a
different authority than that which administers the vocational rehabilitation programme and
which meets its costs.
Disability as a permanent disadvantage
While the goal of vocational rehabilitation is to overcome the possible negative effects of
disability, there exists wide agreement in disability legislation that further protective social
measures are sometimes necessary to assure the vocational and social integration of
rehabilitated individuals. It is also generally recognized that disability presents the continuing
risk of social exclusion independent of the existence of an actual functional disorder. In
recognition of this permanent threat, legislators provide a series of protective and supportive
measures.
In many countries, for example, employers who are prepared to employ disabled persons in
their companies can expect subsidies towards the wages and social security contributions of
the disabled workers, the amount and duration of which will vary. Generally, an effort is made
to assure that disabled employees receive the same income as non-disabled employees. This
can result in situations wherein disabled individuals who receive a lower wage from their
employers are refunded up to the full difference through arrangements made by the social
protection system.
Even the establishment of small businesses by disabled individuals may be supported through
various measures such as loans and loan guarantees, interest subsidies and rent allowances.
In many countries, the protection of disabled individuals from dismissal and the protection of
their right to re-employment is handled in different ways. Many states have no special legal
regulation for the dismissal of disabled persons; in some, a special commission or institution
decides on the justification and legitimacy of a dismissal; in others, special regulations for
victims of industrial accidents, for severely disabled workers and for workers on extended
periods of sick-leave are still in effect. The legal situation with regard to the re-employment of
disabled individuals is similar. Here too, there are countries which recognize a general
obligation of the enterprise to keep a worker employed after injury or to re-employ him or her
after completion of rehabilitation measures. In other countries, businesses are not under any
obligation to re-employ disabled employees. Furthermore, there exist in some countries
recommendations and conventions as to how to proceed in such cases, as well as countries in
which the employee who has suffered a specific occupational disability is guaranteed either
redeployment or return to the previous job after his or her medical recovery is complete.
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Differences in treatment by cause of disability
The above overview helps to illustrate that laws provide different types of legal claim which
bear clear consequences for the respective national concept of disability. Also the reverse is
true: in those countries which provide no such legal entitlements, there exists no need to
define disability in legally clear and binding terms. In such cases, the predominant inclination is
to recognize as disabled only those who are visibly and markedly disabled in a medical sensethat is, persons with physical impairments, blindness, deafness or mental handicap.
In modern disability legislation-though less in the realm of social security provision-the principle
of finality is becoming more grounded. This principle means that not the cause of a disability,
but exclusively the needs associated with the disability and the final outcome of measures
should be the concern of legislators. Nevertheless, the social status and the legal claims of
disabled individuals are often dependent on the cause of their disability.
In consideration of the cause of disability, definitions differ not only in meaning but also in the
implications they have in terms of potential benefits and assistance. The most important
distinctions are made between disabilities that result from hereditary or birth-related physical,
mental or psychological deficiencies or impairments; disabilities brought on by diseases;
disabilities caused by home, work, sport or traffic accidents; disabilities brought on by
occupational or environmental influences; and disabilities as a result of civil strife and armed
conflict.
The relative preference shown to some disabled groups is often the consequence of their
respectively better coverage under the social security system. Preference can also reflect the
attitude of a community-for instance in the case of war veterans or accident victims-that feels a
co-responsibility for the incident that led to the disability, while hereditary disability is often
regarded as a problem of the family only. Such societal attitudes towards disability often have
more significant consequences than official policy and can sometimes exert a decisive
influence-negative or positive-on the process of social reintegration.
Summary and outlook
The diversity of historical, legal and cultural situations renders the discovery of a unitary
concept of disability, equally applicable to all countries and situations, virtually impossible. For
lack of a common and objective definition of disability, statistics are frequently provided by
authorities as a means of keeping client records and interpreting the outcome of measures-a
fact that makes an international comparison very difficult, as systems and conditions vary
greatly among countries. Even where reliable statistics exist, the problem remains that
individuals may be included in statistics who are no longer disabled or who, after successful
rehabilitation, are no longer inclined to consider themselves disabled.
In most industrialized countries, the definition of disability is, above all, connected with legal
entitlements to medical, social and vocational measures, to protection against discrimination or
to cash benefits. As such, most definitions in use reflect legal practice and requirements that
differ from country to country. In many cases, the definition is linked to an act of official
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recognition of disability status.
Owing to developments as different as the emergence of human rights legislation and
technological advancements, traditional concepts of disability that led to situations of protected
exclusion and segregation are losing ground. A modern concept of disability puts the issue at
the intersection between social and employment policies. Disability is thus a term of social and
vocational, rather than of medical, relevance. It demands corrective and positive measures to
ensure equal access and participation, rather than passive measures of income support.
A certain paradox arises out of the understanding of disability as, on the one hand, something
which can be overcome through positive measures, and, on the other, as something lasting
which necessitates permanent protective or ameliorative measures. A similar frequently
encountered contradiction is that between the idea of disability as fundamentally an issue of
individual performance or function restriction, and the idea of disability as the unjustified cause
for social exclusion and discrimination.
Opting for one all-encompassing definition can have grave social consequences for particular
individuals. Were it declared that all disabled persons are able to work, many would be
deprived of their pension claims and social protection. Were all disabled persons judged to
show a reduced productivity/performance, hardly a disabled individual would obtain
employment. This means that a pragmatic approach must be sought that accepts the
heterogeneity of the reality that an ambiguous term such as disability tends to conceal. The
new view of disability takes into account the specific situation and needs of disabled individuals
as well as the economic and social feasibility of removing barriers to integration.
The goal of preventing undue disadvantage that may be linked with a disability will best be
achieved where a flexible definition of disability is applied that takes into account the specific
personal and social circumstances of an individual and that avoids stereotyped assumptions.
This calls for a case-by-case approach to recognizing disability, which still is needed where
different statutory rights and entitlements, notably those to achieve equal training and
employment opportunities, are granted under various national laws and regulations.
Nonetheless, definitions of disability are still in use that evoke negative connotations and that
contradict integrative concepts by overemphasizing the limiting effects of an impairment. A
new view of the matter is called for. The focus should be on recognizing disabled individuals as
citizens endowed with rights and abilities, and on empowering them to take charge of their
destiny as adults who want to take part in the mainstream of social and economic life.
Likewise, efforts must continue to instill in the community a sense of solidarity that no longer
uses a flawed concept of disability as grounds for the careless exclusion of fellow citizens.
Between excessive care and neglect there should exist a sober conception of disability which
neither mystifies nor underestimates its consequences. Disability can, but need not always,
provide the grounds for specific measures. It should in no case provide a justification for
discrimination and social exclusion.
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CASE STUDY: LEGAL CLASSIFICATION OF DISABLED PEOPLE IN FRANCE
Marie-Louise Cros-Courtial, Marc Vericel
The heterogeneity of disability is mirrored in the diversity of legal provisions and benefits that most
countries have introduced and codified over the last hundred years. The example of France is chosen
because it has perhaps one of the most elaborate regulatory frameworks regarding the classification of
disability. While the French system may not be typical compared with those of many other countries, it
has-with respect to the topic of this chapter-all the typical elements of an historically grown classification
system. Therefore, this case study reveals the fundamental issues that have to be tackled in any system
that grants to disabled persons rights and entitlements which are subject to legal recourse.
The twentieth anniversary of the law of 30 June 1975 regarding disabled persons has triggered a
renewed interest in the lot of the disabled in France. Estimates of the number of disabled French
nationals range from 1.5 to 6 million (equivalent to 10% of the population), although these estimates
suffer from a lack of precision in the definition of disability. This population is all too often relegated to
the margins of society, and despite progress over the last two decades, their condition remains a serious
societal problem with painful human, moral and emotional ramifications that transcend collective
considerations of national solidarity.
Under French law, disabled persons enjoy the same rights and freedoms as other citizens, and are
guaranteed equality of opportunity and treatment. Unless specific support mechanisms are
implemented, this equality is, however, purely theoretical: disabled individuals may, for example, require
specialized transportation and city planning to allow them to come and go as freely as other citizens.
Measures such as these, which allow disabled persons to enjoy equal treatment in fact, are designed
not to confer privilege, but to remove disadvantages associated with disability. These include legislation
and other state-initiated measures that guarantee equitable treatment in education, training, employment
and housing. Equality of treatment and palliation of the disability constitute the prime objectives of social
policy concerning disabled persons.
In most cases, however, the various measures (usually termed political discriminatory measures)
prescribed by French law are not available to all persons suffering from a given disability, but rather to
selected subgroups: for example, a specific allowance or programme designed to favour occupational
reintegration is available only to a specific category of disabled persons. The variety of disabilities and
the multiple contexts in which disability may occur have necessitated the development of classification
systems that take into account an individual's official status as well as his or her level of disability.
Variety of Disabilities and Determination of Official Status
In France, the context in which disabilities arise constitutes the fundamental basis for classification.
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Classifications based on the nature (physical, mental or sensory) and degree of disability are also
relevant to the treatment of disabled persons, of course, and are taken into account. These other
classification systems are particularly important in determining whether health care or occupational
therapy is the best approach, and whether guardianship is appropriate (persons suffering from mental
disabilities may become wards of the state). Nevertheless, classification on the basis of the nature of the
disability is the primary determinant of a disabled person's official status, rights and eligibility for benefits.
A review of the body of French law applicable to disabled persons reveals the multiplicity and complexity
of support systems. This organizational redundancy has historical origins, but persists to this day and
remains problematic.
Development of “official status”
Until the end of the nineteenth century, care of the disabled was essentially a form of “good works” and
usually took place in hospices. It was not until the beginning of the twentieth century that the ideas of
rehabilitation and income replacement developed against the backdrop of a new cultural and social view
of disability. In this view, the disabled were seen as damaged persons who needed to be rehabilitated-if
not to the status quo ante, at least to an equivalent situation. This change in mentality was an outgrowth
of the development of mechanization and its corollary, occupational accidents, and of the impressive
number of First World War veterans suffering permanent disability.
The law of 8 April 1898 improved the occupational-accident compensation system by no longer requiring
proof of employer liability and establishing a flat-fee compensation payment system. In 1946,
management of the risk associated with occupational accidents and diseases was transferred to the
social security system.
Several laws were passed in an attempt to correct prejudices suffered by injured or disabled First World
War veterans. These include:
· a 1915 law establishing an occupational retraining system
· a 1916 law (complemented by a 1923 law) giving war invalids first call on public-sector jobs
· the law of 31 March 1918 instituting the right to a fixed pension based on the degree of disability
· the law of 26 April 1924 requiring private-sector companies to employ a specific percentage of war
invalids
The interwar period saw the development of the first large-scale associations of civilian disabled
persons. The most noteworthy of these are: the Fédération des mutilés du travail (1921), the Ligue pour
l'adaptation des diminués physiques au travail (LADAPT) (1929) and the Association des Paralysés de
France (APF) (1933). Under pressure from these associations and from unions, victims of work
accidents, and eventually all the civilian disabled, progressively benefited from support systems based
on those established for war invalids.
A disability insurance system was established for workers in 1930 and reinforced by the 1945 Decree
creating the social security system. Under this system, workers receive a pension if their ability to work
or earn a livelihood is significantly reduced by disease or accident. The right of victims of occupational
accidents to retraining was recognized by a 1930 law. A training and retraining system for the blind was
established in 1945 and extended to all seriously disabled persons in 1949. In 1955, the obligation to
hire a minimum percentage of war invalids was extended to other disabled persons.
The development of the concept of occupational integration led to the promulgation of three laws which
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improved and reinforced existing support systems: the law of 27 November 1957 concerning
occupational reclassification of disabled workers, the law of 30 June 1975 concerning disabled persons
(the first to adopt a global approach to the problems faced by disabled persons, especially that of social
reintegration), and the law of 10 July 1987 favouring the employment of disabled workers. However,
these laws in no way eliminated the specific dispositions of the systems responsible for war invalids and
the victims of occupational accidents.
Multiplicity and diversity of regimes supporting disabled persons
Today, there are three quite distinct regimes providing support to disabled persons: one for war invalids,
one for victims of occupational accidents, and the common-law system, which deals with all other
disabled persons.
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A priori, the coexistence of multiple regimes that select their clientele on the basis of the origin
of disability does not appear to be a satisfactory arrangement, especially since each regime
provides the same type of support, namely integration-support programmes, particularly those
aimed at occupational reintegration, and one or more allowances. Accordingly, there has been
a concerted effort to harmonize employment-support systems. For example, the vocational
training and medical rehabilitation programmes of all the systems aim as much at distributing
costs through society as at providing financial compensation for disability; the specialized
training and medical rehabilitation centres, including the centres operated by the Office des
anciens combattants (ONAC), are open to all disabled persons, and the reservation of
positions in the public sector for war invalids was extended to disabled civilians by the Decree
of 16 December 1965.
Finally, the law of 10 July 1987 united the private- and public-sector minimum-employment
programmes. Not only were the conditions of these programmes extremely complex to apply,
but they also differed depending on whether the individual was a disabled civilian (in which
case the common law system applied) or a war invalid. With the coming into force of this law,
however, the following groups are entitled to consideration for minimum-employment
programmes: disabled workers recognized by the Commission technique d'orientation et de
réinsertion professionnelle (COTOREP), victims of occupational accidents and diseases
receiving a pension and suffering from a permanent disability of at least 10%, recipients of
civilian disability allowances, former members of the armed forces and other recipients of
military disability allowances. COTOREP is responsible, under the common law system, for the
recognition of disabled status.
On the other hand, the actual allowances provided by the three regimes differ widely. Disabled
persons benefiting from the common-law system receive what is essentially a disability
pension from the social security system and a complementary allowance to bring their total
benefit up to the adult disabled pension level (as of 1 July 1995) of FF3,322 per month. The
amount of the state pension received by war invalids depends on the degree of disability.
Finally, the monthly amount (or a lump-sum payment if the permanent disability is below 10%)
received by victims of occupational accidents and diseases from the social security system
depends on the recipient's degree of disability and previous salary.
The eligibility criteria and amounts of these allowances are entirely different in each system.
This leads to significant differences in the way individuals with disabilities of different organs
are treated, and to anxiety that may interfere with rehabilitation and social integration (Bing and
Levy 1978).
Following numerous calls for the harmonization, if not unification, of the various disability
allowances (Bing and Levy 1978), the Government established a task force in 1985 to study
solutions to this problem. To date, however, no solution has been forthcoming, in part because
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the different goals of the allowances constitute a serious obstacle to their unification. Commonlaw allowances are subsistence allowances-they are intended to allow recipients to maintain a
decent standard of living. In contrast, the war disability pensions are intended to compensate
for disabilities acquired while in national service, and allowances paid to victims of
occupational accidents and diseases are intended to compensate for disabilities acquired while
earning a living. These last two allowances are therefore generally significantly higher, for a
given level of disability, than those received by individuals with disabilities that are either
congenital or resulting from non-military, non-occupational accidents or illnesses.
Effect of Official Status on Assessments of the Degree of Disability
Different disability-compensation regimes have evolved over time. This diversity is reflected
not only in the different allowances each pays to disabled persons but also in each system's
eligibility criteria and system for evaluating the degree of disability.
In all cases, eligibility for compensation and evaluation of the extent of disability is established
by an ad hoc committee. Recognition of disability requires more than a simple declaration by
the applicant-applicants are required to testify before the commission if they desire to be
granted official status as a disabled person and receive eligible benefits. Some people may
find this procedure dehumanizing and counter to the goal of integration, since individuals who
do not wish to have their differences “officialized” and refuse, for example, to appear before the
COTOREP, will not be granted official disabled-person status and will thus be ineligible for
occupational reintegration programmes.
Disability eligibility criteria
Each of the three regimes relies on a different set of criteria to determine whether an individual
is entitled to receive disability benefits.
Common-law regime
The common-law regime pays disabled persons subsistence allowances (including the adult
disability allowance, a compensatory allowance, and the educational allowance for disabled
children), to allow them to remain independent. Applicants must suffer from a serious
permanent disability-an 80% disability is required in the majority of cases-to receive these
allowances, although a lower level of disability (of the order of 50 to 80%) is required in the
case of a child attending a specialized institute or receiving special education or home care. In
all cases, the degree of disability is evaluated by reference to an official disability scale
contained in Appendix 4 of the Decree of 4 November 1993 concerning the payment of various
allowances to disabled persons.
Different eligibility criteria apply to applicants for disability insurance, which, like the commonlaw allowances, includes a subsistence component. To qualify for this pension, applicants
must be receiving social security and must suffer from a disability that reduces their earning
capacity by at least two thirds, that is, that prevents them from earning, in any occupation, a
salary greater than one third of their pre-disability salary. The pre-disability salary is calculated
on the basis of the salary of comparable workers in the same region.
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There are no official criteria for the determination of eligibility, which instead is based on the
individual's overall situation. “The degree of disability is evaluated on the basis of residual
fitness for work, overall condition, age, physical and mental faculties, aptitudes, and
occupational training”, according to the social security law.
As this definition makes clear, disability is considered to include the inability to earn a living in
general, rather than being limited to physical disability or the inability to exercise a given
occupation, and is evaluated on the basis of factors likely to affect the occupational
reclassification of the individual. These factors include:
· the nature and severity of the disability, and the applicant's age, physical and mental
faculties, aptitudes, occupational training and previous occupation
· the applicant's residual fitness for work relative to the workforce in his or her region of
residence.
To be eligible for specific occupational reintegration programmes, disabled adults must satisfy
the following legal criterion: “a disabled worker is any person whose ability to obtain or
maintain a job is reduced in fact as a result of inadequate or reduced physical or mental
capacities”.
This definition was greatly influenced by the Vocational Rehabilitation of the Disabled
Recommendation, 1955 (No. 99) (ILO 1955), which defines a disabled person as “an individual
whose prospects of securing and retaining suitable employment are substantially reduced as a
result of physical or mental impairment”.
This pragmatic approach nevertheless leaves room for interpretation: what does “in fact”
mean? What is the standard to be used in determining whether fitness for work is “inadequate”
or “reduced”? The absence of clear guidelines in these matters has resulted in widely
divergent evaluations of occupational disability by different commissions.
Specific regimes
To accomplish their primary goal of reparation and compensation, these regimes pay the
following allowances and pensions:
· War disability pensions are based on the degree of purely physical disability, as evaluated by
experts. Permanent disabilities of at least 10 and 30% are generally required for injuries and
diseases, respectively. The degree of disability is evaluated using the official disability scale
(Decree of 29 May 1919).
· In the occupational accident system, victims of occupational accidents and diseases suffering
from a permanent disability receive either a lump-sum payment or an allowance.
The degree of permanent disability is established using an official disability scale that takes
into account the nature of the disability, and the applicant's general condition, physical and
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mental faculties, aptitudes and occupational qualifications.
Disability evaluation scales
While eligibility for each regime's benefits depends on administrative decisions, the medical
evaluation of disability, established through examination or consultation, remains critically
important.
There are two approaches to the medical evaluation of the degree of disability, one involving
the calculation of compensation on the basis of the degree of permanent partial disability, the
other based on the reduction in fitness for work.
The first system is used by the war disability system, while the occupational accident and
common-law systems require the examination of the applicant by the COTOREP.
The degree of permanent partial disability in war invalids is established using standards
contained in the official disability scale applicable to cases covered by the Code des pensions
militaires d'invalidité et victimes de guerre (updated 1 August 1977 and including the scales of
1915 and 1919). For the victims of occupational accidents, a scale of occupational accidents
and diseases established in 1939 and revised in 1995 is used.
The classification systems used in these two regimes are organ- and function-specific (such as
blindness, renal failure, cardiac failure) and establish a level of permanent partial disability for
each type of disability. Several possible classification systems for mental disability are
suggested, but all of them are imprecise for these purposes. It should be noted that these
systems, apart from their other weaknesses, may assess different levels of permanent partial
disability for a given disability. Thus, a 30% reduction of bilateral visual acuity is equivalent to a
permanent partial disability rating of 3% in the occupational-accident system and 19.5% in the
war-disability system, while a 50% loss is equivalent to permanent partial disabilities of 10 and
32.5%, respectively.
Until recently, the COTOREP used the disability scale established in the Code des pensions
militaires d'invalidité et victimes de guerre to determine compensation and benefits such as
disability cards, adult disability allowances, and third-party compensatory allowances. This
scale, developed to ensure fair compensation for war injuries, is not well suited to other uses,
especially to birth rate. The absence of a common reference has meant that different sittings of
the COTOREP have arrived at significantly different conclusions concerning the degree of
disability, which has created serious inequities in the treatment of disabled persons.
To remedy this situation, a new scale of deficiencies and disabilities, which reflects a new
approach to disability, came into force on 1 December 1993 (Appendix to Decree No. 93-1216
of 4 November 1993, Journal Officiel of 6 November 1993). The methodological guide is based
on concepts proposed by the WHO, namely impairment, disability and handicap, and is used
primarily to measure disability in family, school and occupational life, regardless of the specific
medical diagnosis. While the medical diagnosis is a critical predictor of the condition's
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evolution and the most effective case management strategy, it nevertheless is of limited
usefulness for the purposes of establishing the degree of disability.
With one exception, these scales are meant to be only indicative: their use is mandatory for the
evaluation of permanent partial disability in recipients of military pensions who have suffered
amputation or organ resection. Several other factors affect the evaluation of the degree of
disability. In occupational accident victims; for example, the establishment of the degree of
permanent partial disability must also take into account medical factors (general condition,
nature of the disability, age, mental and physical faculties) and social factors (aptitudes and
occupational qualifications). The inclusion of other factors allows physicians to fine-tune their
evaluation of the degree of permanent partial disability to take into account therapeutic
advances and the potential for rehabilitation, and to counteract the rigidity of the scales, which
are rarely updated or revised.
The second system, based on the loss of working capacity, raises other questions. The
reduction in working capacity may need to be evaluated for different purposes: evaluation of
the reduction in working capacity for the purposes of disability insurance, recognition of the
loss of working capacity by COTOREP, evaluation of an occupational deficit for the purposes
of recognizing a worker as disabled or placing such a worker in a special workshop.
No standards can exist for the evaluation of the loss of working capacity, since the “average
worker” is a theoretical construct. In fact, the whole field of working capacity is poorly defined,
as it relies not only on an individual's inherent aptitudes but also on the needs and adequacy of
the occupational environment. This dichotomy illustrates the distinction between the capacity
at work and the capacity for work. Schematically, two situations are possible.
In the first case, the degree of the loss of working capacity relative to the applicant's recent and
specific occupational situation must be objectively established.
In the second case, the loss of working capacity must be evaluated in disabled persons who
are either not currently in the workforce (e.g., individuals with chronic illnesses who have not
worked for a long time) or who have never been in the workforce. This last case is frequently
encountered when establishing adult disability pensions, and eloquently illustrates the
difficulties that physicians responsible for quantifying the loss of working capacity are faced
with. Under these circumstances, physicians often refer, either consciously or unconsciously,
to degrees of permanent partial disability for establishing working capacity.
Despite the obvious imperfections of this disability-evaluation system and the occasional
medico-administrative contortions it imposes, it nevertheless allows the level of disability
compensation to be established in most cases.
It is clear that the French system, involving official classification of disabled persons on the
basis of the origin of their disability, is problematic on several levels under the best of
circumstances. The case of individuals suffering from disabilities of different origins and who
http://www.ilo.org/encyclopaedia/?doc&nd=857400093&nh=0&ssect=1 (5 of 6)1/22/2006 4:31:43 PM

Case Study: Legal Classification of Disabled People in France

are therefore ascribed multiple official statuses is even more complex. Consider for example
the case of a person suffering from a congenital motor disability who suffers an occupational
accident: the problems associated with the resolution of this situation can easily be imagined.
Because of the historical origins of the various official statuses, it is unlikely that the regimes
can ever be made completely uniform. On the other hand, continued harmonization of the
regimes, especially their systems for the evaluation of disability for the purpose of the awarding
of financial compensation, is highly desirable.
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SOCIAL POLICY AND HUMAN RIGHTS: CONCEPTS OF DISABILITY
Ñarl Raskin
Most persons with disabilities who are of working age can and want to work, yet they often encounter
major obstacles in their quest for access to and equality in the workplace. This article highlights the
principal issues concerning the inclusion of persons with disabilities in the world of work, with reference
to social policy and human rights concepts.
First, the overall extent and consequences of disability, as well as the extent to which disabled persons
have traditionally been excluded from full participation in both social and economic life, will be described.
Human rights concepts will then be presented in terms of a process to overcome the obstacles to
equitable employment faced by persons with disabilities. Such obstacles to full participation in the
workplace and national life are often due to attitudinal and discriminatory barriers, rather than to causes
relating to one's disability. The end result is that persons with disabilities often experience discrimination,
which is either deliberate or is a result of inherent or structural barriers in the environment.
Finally, a discussion of discrimination leads to a description of ways in which such treatment may be
overcome through equitable treatment, workplace accommodation and accessibility.
Extent and Consequences of Disability
Any discussion of social policy and human rights concepts about disability must begin with an overview
of the global situation persons with disabilities face.
The exact extent of disability is subject to wide interpretation, depending upon the definition used. The
United Nations Disability Statistics Compendium (1990) (also referred to as the DISTAT Compendium)
reports results of 63 surveys of disability in 55 countries. It notes that the percentage of disabled persons
is between 0.2% (Peru) and 20.9% (Austria). During the 1980s, approximately 80% of disabled persons
lived in the developing world; due to malnutrition, and disease, disabled persons form approximately
20% of the population of these nations. It is not possible to compare the percentage of the population
that is disabled as reflected in various national surveys, due to the use of different definitions. From the
overall but limited perspective provided by the DISTAT Compendium, it may be noted that disability is
largely a function of age; that it is more prevalent in rural areas; and that it is associated with a higher
incidence of poverty and lower economic status and educational attainment. Moreover, statistics
consistently show lower labour-force participation rates for persons with disabilities than for the
population in general.
With respect to employment. a graphic description of the situation faced by persons with disabilities was
given by Shirley Carr, a member of the Governing Body of the ILO and a past president of the Canadian
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Labour Congress, who noted during a parliamentary forum on disability held in Canada in 1992 that
disabled persons experience a “cement ceiling” and that “Disabled persons suffer from the three `U's:
under-employment, unemployment and under-utilization”. Unfortunately, the situation persons with
disabilities face in most places in the world is at best like what exists in Canada; in many cases, their
circumstances are far worse.
Disability and Social Exclusion
For a variety of reasons, many persons with disabilities have historically experienced social and
economic isolation. However, since the end of the Second World War, there has been a slow but steady
movement away from segregating disabled persons from the general population, and away from the
view that “the disabled” need care, philanthropy and charity. Persons with disabilities are increasingly
insisting on their right not to be excluded from the workplace but rather to be treated in an inclusive
manner, equitable to other, non-disabled members of society, including the right to participate as active
members of the economic life of the nation.
Disabled persons should participate fully in the labour force because it makes economic sense for them
to have the opportunity to engage in remunerative employment to the fullest extent of their capacities,
instead of drawing social assistance. However, disabled persons should first and foremost participate in
the mainstream of the labour force and thus national life because it is ethically and morally the correct
thing to do. In this regard, one is mindful of the remarks of the UN Special Rapporteur Leandro Despouy,
who stated in his report to the Economic and Social Council of the United Nations (1991) that “the
treatment given to disabled persons defines the innermost characteristics of a society and highlights the
cultural values that sustain it”. He goes on to state what is, unfortunately, not obvious to all, that:
persons with disabilities are human beings-as human as, and usually even more human than, the rest.
The daily effort to overcome impediments and discriminatory treatment they regularly receive usually
provides them with special personality features, the most obvious and common are integrity,
perseverance, and a deep spirit of comprehension in the face of a lack of understanding and intolerance.
However, this last feature should not lead us to overlook the fact that as subjects of law they enjoy all
the legal attributes inherent in human beings and hold specific rights in addition. In a word, persons with
disabilities, as persons like ourselves, have the right to live with us and as we do.
Disability and Societal Attitudes
The issues raised by the UN Special Rapporteur point to the existence of negative societal attitudes and
stereotypes as a significant barrier to equitable workplace opportunities for persons with disabilities.
Such attitudes include the fear that the cost of accommodating persons with disabilities in the workplace
will be too high; that persons with disabilities are not productive; or that other vocational trainees or
employees and customers will be uncomfortable in the presence of persons with disabilities. Still other
attitudes relate to the assumed weakness or sickness of persons with disabilities and the impact this has
on “their” ability to complete a vocational training programme or to succeed in a job. The common
element is that they are all founded on assumptions based on one characteristic of a person, the
presence of a disability. As noted by the Province of Ontario (Canada) Advisory Council for Disabled
Persons (1990):
Assumptions about the needs of persons with disabilities are often premised on notions about what the
person cannot do. The disability becomes the characterization of the whole person rather than one
aspect of the person.… Incapacity is seen as a generalized condition and tends to incorporate notions of
incompetence.
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Disability and Empowerment: The Right of Choice
Inherent in the principle that persons with disabilities have the right to participate fully in the mainstream
of the social and economic life of the nation is the notion that such individuals should be empowered to
exercise free choice as to their vocational training and choice of occupation.
This basic right is set forth in the Human Resources Development Convention, 1975 (No. 142) (ILO
1975), which states that vocational training policies and programmes shall “encourage and enable all
persons, on an equal basis and without discrimination whatsoever, to develop and use their capabilities
for work in their own best interests and in accordance with their own aspirations”.
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Learning to make choices is an intrinsic part of personal development. However, many
individuals with disabilities have not been given the opportunity to make meaningful selections
concerning their choice of occupational training and placement. Persons with severe
disabilities may lack experience in skills needed to identify personal preferences and to make
effective choices from a series of options. However, the lack of self-direction and power is not
related to impairments or limitations. Rather, as noted above, it is often due to negative
attitudes and practices. Often, disabled persons are presented with options that are artificially
preselected or restricted. For example, they may be pressured to participate in a vocational
training course that happens to be available, without other options being seriously considered.
Or the “choices” may merely be the avoidance of undesirable alternatives, such as agreeing to
live in a group setting or with roommates not of one's choice, to avoid even more unpleasant
situations, such as having to live in an institution. Unfortunately for many disabled persons, the
chance to express a vocational interest, to choose vocational training options or to seek a job
is often determined by a person's disability label and other people's assumptions about the
capabilities of the individual. This lack of choice also frequently stems from a historical attitude
that as involuntary users of the social welfare system, “beggars can't be choosers”.
This issue is of great concern. Research has shown that the degree of influence which
individuals have on decisions that affect their working lives has a significant impact on job
satisfaction, and hence on the success of integration strategies. Every person, notwithstanding
the severity of his or her disabilities, has the right and ability to communicate with others,
express everyday preferences, and exercise at least some control over his or her daily life.
Inherent in liberty is the right to have freedom of vocational choice, the necessary training
based on available technology, and respect for and encouragement to work. For disabled
persons at all levels of severity and ability, including those who have intellectual and
psychosocial disabilities, making choices is key to establishing one's identity and individuality.
It must also be recalled that it is part of the human experience to make mistakes and to learn
from them.
It must be stressed again that disabled persons are human beings. It is a matter of basic
respect of human dignity to provide disabled persons with opportunities to make those
decisions in life that non-disabled persons routinely make.
Disability and Social Justice: The Issue of Discrimination
Why have negative stereotypes developed and how do they relate to discrimination? Hahn
(1984) notes the apparent contradiction between the vast sympathy displayed toward
individuals with disabilities and the fact that, as a group, they are subjected to patterns of
discrimination more severe than any other recognized minority. This can be explained by the
fact that persons with disabilities often display physical and behavioural characteristics that set
them apart from the non-disabled population.
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Without these identifiable physical differences, disabled persons could not be subjected to the
same processes of stereotyping, stigmatizing, bias, prejudice, discrimination, and segregation
that plague every minority group. Moreover, when such traits are coupled with adverse social
labelling, the effects of discrimination are compounded.
Hahn also suggests that there is a positive correlation between the amount of discrimination
experienced by persons with disabilities and the visibility of their disability.
The key, then, for persons with disabilities to attain equitable treatment in society and the
workplace is the reduction and elimination of negative attitudes and stereotypes which result in
discriminatory behaviour, coupled with the institution of practices and programmes that
accommodate the special needs of disabled persons as individuals. The remainder of this
article explores these concepts.
What Is Meant by Discrimination?
In the course of our lives, we “discriminate” on a daily basis. Choices are made concerning
whether to go to the cinema or the ballet, or whether to buy the more expensive article of
clothing. To discriminate in this sense is not problematic. However, discrimination does
become troublesome when negative differentiations are made on the basis of immutable
characteristics of persons, or groups of persons, such as on the basis of disability.
The International Labour Conference adopted a definition of the discrimination which is
contained in the Discrimination (Employment and Occupation) Convention, 1958 (No. 111):
For the purpose of this Convention, the term “discrimination” includes(a) any distinction, exclusion or preference made on the basis of race, colour, sex, religion,
political opinion, national extraction or social origin, which has the effect of nullifying or
impairing equality of opportunity or treatment in employment or occupation;
(b) such other distinction, exclusion or preference which has the effect of nullifying or impairing
equality of opportunity or treatment in employment or occupation as may be determined by the
Member concerned after consultation with representative employers' and workers'
organisations, where such exist, and with other appropriate bodies.
Three Forms of Discrimination
The above-noted definition is best understood in light of the three forms of discrimination that
have arisen since the end of the Second World War. The following three approaches, first
conceptualized in the United States, have now received widespread acceptance in many
countries.
Evil motive or animus
Initially, discrimination was seen strictly in terms of prejudicial treatment, that is, harmful acts
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motivated by personal antipathy towards the group of which the target person was a member.
These acts consisted of deliberate denials of employment opportunities. It was necessary to
prove not only the act of denial, but also a motive based on prejudice. In other words the
definition was based upon the evil-motive, mens rea, or state-of-mind test. An example of such
discrimination would be an employer indicating to a disabled person that he or she would not
be hired because of fear of negative customer reaction.
Differential treatment
During the 1950s and in the mid-1960s after the passage of the Civil Rights Act, agencies in
the United States came to apply what is called the “equal protection” concept of discrimination.
In this approach discrimination was seen to cause economic harm “by treating members of a
minority group in a different and less favourable manner than similarly situated members of the
majority group” (Pentney 1990). Under the differential treatment approach, the same standards
are seen to apply to all employees and applicants without the need to demonstrate
discriminatory intent. Discrimination in this context would include requiring disabled employees
to undergo a medical examination to receive group health insurance benefits when such
examinations are not required for non-disabled employees.
Indirect or adverse effect discrimination
Although the differential treatment model of discrimination mandates that employment policies
and practices be equally applied to all, many superficially neutral requirements, such as
education and testing, had unequal effects on various groups. In 1971, the United States
Supreme Court dealt with this issue by articulating a third definition of employment
discrimination in the famous case Griggs vs. Duke Power. Prior to the passage of the Civil
Rights Act, Duke Power discriminated against Blacks by restricting them to the low-paying
labour department. After passage of the legislation, completion of high school and successful
completion of aptitude tests were made prerequisites to transfer out of the labour department.
In the candidate catchment area, 34% of Whites but only 12% of Blacks had the necessary
education. In addition, while 58% of Whites passed the tests, only 6% of Blacks were
successful. These requirements were imposed despite evidence that showed that employees
without these qualifications, hired before the policy change, continued to perform satisfactorily.
The Supreme Court struck down the educational and test requirements that screened out a
greater percentage of blacks, on the grounds that such practices had the consequence of
excluding Blacks and because they bore no relationship to job requirements. The intent of the
employer was not at issue. Rather, what was important was the effect of the policy or practice.
An example of this form of discrimination would be the requirement to pass an oral
examination. Such a criterion might have an adverse impact on deaf or orally impaired
candidates.
Equal versus Equitable Treatment
The model of adverse impact or indirect discrimination is the most problematic for persons with
disabilities. For if disabled persons are treated the same as everyone else, “how can it be
discrimination?” Central to an appreciation of this concept is the notion that to treat all people
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the same is, sometimes, a form of discrimination. This principle was most eloquently put forth
by Abella in her report (Canada Royal Commission 1984), when she noted:
Formerly, we thought that equality only meant sameness and that treating persons as equals
meant treating everyone the same. We now know that to treat everyone the same may be to
offend the notion of equality. Ignoring differences may mean ignoring legitimate needs. It is not
fair to use the differences between people as an excuse to exclude them arbitrarily from
equitable participation. Equality means nothing if it does not mean that we are of equal worth
regardless of the differences in gender, race, ethnicity, or disability. The projected, mythical,
and attributed meaning of these differences cannot be permitted to exclude full participation.
To underscore this notion, the term equitable is used increasingly, as opposed to equal
treatment.
Disability and the Environment: Accessibility and Workplace Accommodation
Flowing from concepts of adverse impact discrimination and equitable treatment is the idea
that in order to treat persons with disabilities in a non-discriminatory manner, it is necessary to
ensure that the environment and workplace are accessible, and that efforts have been made to
reasonably accommodate the individual workplace requirements of the disabled person. Both
concepts are discussed below.
Accessibility
Accessibility does not just mean that a building entrance has been ramped for use by
wheelchair users. Rather it requires that persons with disabilities are provided with accessible
or alternative transportation systems to allow them to get to work or school; that sidewalk curbs
have been lowered; that Braille indications have been added to elevators and buildings; that
washrooms are accessible to persons who use wheelchairs; that carpets whose pile density
provides an obstacle to wheelchair mobility have been removed; that visually impaired persons
are provided with technical aids such as large-print manuals and audiocassettes, and hearingimpaired persons are provided with optical signals, among other measures.
Reasonable workplace accommodation
Equitable treatment also means that attempts should be made to reasonably accommodate
the individual needs of disabled persons at the workplace. Reasonable accommodation can be
understood as the removal of barriers which prevent persons with disabilities from enjoying
equity of opportunity in vocational training and employment. Lepofsky (1992) notes that
accommodation is:
tailoring of a work rule, practice, condition or requirement to the specific needs of an individual
or group.… An accommodation can include such steps as an exemption of the worker from an
existing work requirement or condition applicable to others.… The litmus test of the
accommodation's necessity is whether such a measure is needed to ensure that the worker
can fully and equally participate in the workplace.
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Actually, the list of possible accommodations is theoretically endless, since each disabled
person has specific needs. Moreover, two persons who experience the same or similar
disabilities may have quite different accommodation needs. The important thing to recall is that
accommodation is based on the needs of an individual, and the person requiring the
adjustments should be consulted.
However, it must be recognized that there are circumstances in which, despite the best of
intentions, it is not possible to reasonably accommodate persons with disabilities.
Accommodation becomes unreasonable or an undue hardship:
· when an individual cannot perform the essential elements of a job, or cannot complete the
essential or core elements of the training curriculum
· when to accommodate the individual would result in a risk to health and safety either to the
person concerned, or to others, which outweighs the enhancing of equality for disabled
persons.
In ascertaining the risks to safety and health, consideration must be given to the willingness of
a disabled person to accept the risk that providing the accommodation would engender. For
example, it may not be possible for a person who must wear an orthopaedic prosthesis to use
safety boots as part of a training programme. If no other safety footwear can be found, the
requirement to use the boots should be waived, if the individual is prepared to accept the risk,
based on an informed decision. This is known as the doctrine of dignity of risk.
Determination must be made as to whether accommodation poses a serious risk to persons
other than the disabled individual, based on the accepted levels of risk tolerated within society.
Assessments of the degree of risk must be made on the basis of objective criteria. Such
objective criteria would include existing data, expert opinions and detailed information about
the employment or training activity to be undertaken. Impressions or subjective judgements are
not acceptable.
Accommodation also is an undue hardship when the costs would substantially adversely affect
the financial viability of the employer or training facility. However, many jurisdictions provide
funds and grants in order to facilitate modifications that promote the integration of disabled
persons.
Disability and Social Policy: Obtaining the Viewpoint of Disabled Persons'
Organizations
As already observed, persons with disabilities should have the inherent right of choice in all
aspects of life, including vocational training and occupational placement. This implies, at the
level of the individual, consulting with the person concerned as to his or her wishes. Similarly,
when policy decisions are made by the social partners (employers' and workers' organizations
and government), voice must be given to organizations that represent the views of persons
with disabilities. Simply put, when considering vocational training and employment policies,
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persons with disabilities individually and collectively know their needs and how best to meet
them.
In addition, it should be recognized that while the terms disability and persons with disabilities
are often used generically, individuals who have physical or motor impairments have
accommodation and vocational training needs that are different from those of people with
intellectual or sensory impairments. For example, while ramped sidewalks are of great benefit
to wheelchair users, they may present formidable obstacles to blind people who may not be
able to ascertain when they have placed themselves in danger by leaving the sidewalk. Hence,
the views of organizations that represent persons with various types of disabilities should be
consulted whenever contemplating policy and programme changes.
Additional Guidance Concerning Social Policy and Disability
Several important international documents provide useful guidance on concepts and measures
concerning equalization of opportunities for persons with disabilities. These include the
following: the United Nations World Programme of Action Concerning Disabled Persons
(United Nations 1982), the Vocational Rehabilitation and Employment (Disabled Persons)
Convention, 1983 (No. 159) (ILO 1983) and the United Nations Standard Rules on the
Equalization of Opportunities for Persons with Disabilities (United Nations 1993).
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INTERNATIONAL LABOUR STANDARDS AND NATIONAL EMPLOYMENT
LEGISLATION IN FAVOUR OF DISABLED PERSONS
Willi Momm, Masaaki Iuchi
The Vocational Rehabilitation and Employment (Disabled Persons) Convention, 1983 (No. 159) and
Vocational Rehabilitation and Employment (Disabled Persons) Recommendation, 1983 (No. 168), which
supplement and update the Vocational Rehabilitation (Disabled) Recommendation, 1955 (No. 99), are
the principal reference documents for a social policy on the issue of disability. However, there are a
number of other ILO instruments which explicitly or implicitly make reference to disability. There are
notably the Discrimination (Employment and Occupation) Convention, 1958 (No. 111), the
Discrimination (Employment and Occupation) Recommendation, 1958 (No. 111), the Human Resources
Development Convention, 1975 (No. 142) and the Human Resources Development Recommendation,
1975 (No. 150)
In addition, important references to disability issues are included in a number of other key ILO
instruments, such as: Employment Service Convention, 1948 (No. 88); Social Security (Minimum
Standards) Convention, 1952 (No. 102); Employment Injury Benefits Convention, 1964 (No. 121);
Employment Promotion and Protection against Unemployment Convention, 1988 (No. 168);
Employment Service Recommendation, 1948 (No. 83); Labour Administration Recommendation, 1978
(No. 158) and Employment Policy (Supplementary Provisions) Recommendation, 1984 (No. 169).
International labour standards treat disability basically under two different headings: as passive
measures of income transfer and social protection, and as active measures of training and employment
promotion.
One early objective of the ILO was to ensure that workers receive adequate financial compensation for
disability, in particular if it was caused in relation to work or war activities. The underlying concern has
been to ensure that a damage is adequately compensated, that the employer is liable for accidents and
unsafe working conditions, and that in the interest of good labour relations, there should be fair
treatment of workers. Adequate compensation is a fundamental element of social justice.
Quite distinct from the compensation objective is the social protection objective. ILO standards which
deal with issues of social security look at disability largely as a “contingency” which needs to be covered
under social security legislation, the idea being that disability can be a cause of loss of earning capacity
and therefore be a legitimate reason to secure income through transfer payments. The principal
objective is to provide insurance against loss of income and thus guarantee decent living conditions for
people deprived of the means of gaining their own income due to impairment.
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In a similar way, policies which pursue a social protection objective tend to provide public assistance to
people with disabilities not covered by social insurance. Also in this case the tacit assumption is that
disability means incapacity to find adequate income from work, and that a disabled person has therefore
to be the responsibility of the public. As a result, disability policy is in many countries predominantly a
concern of the social welfare authorities, and the primary policy is that of providing passive measures of
financial assistance.
However, those ILO standards which deal explicitly with disabled persons (such as Conventions Nos.
142 and 159, and Recommendations Nos. 99, 150 and 168) treat them as workers and put disabilityquite in contrast to the compensation and social protection concepts-in the context of labour market
policies, which have as their objective to ensure equality of treatment and opportunity in training and
employment, and which look at disabled people as being part of the economically active population.
Disability is understood here basically as a condition of occupational disadvantage which can be and
should be overcome through a variety of policy measures, regulations, programmes and services.
ILO Recommendation No. 99 (1955), which for the first time invited member States to shift their disability
policies from a social welfare or social protection objective towards a labour integration objective, had a
profound impact on law in the 1950s and 1960s. But the real breakthrough occurred in 1983 when the
International Labour Conference adopted two new instruments, ILO Convention No. 159 and
Recommendation No. 168. As of March 1996, 57 out of 169 member States had ratified this Convention.
Many others have readjusted their legislation so as to comply with this Convention even if they have not,
or not yet, ratified this international treaty. What distinguishes these new instruments from the former
ones is the recognition by the international community and by employers' and workers' organizations of
the right of disabled persons to equal treatment and opportunity in training and employment.
These three instruments now form a unity. They aim to ensure active labour market participation of
disabled people and thus to challenge the sole validity of passive measures or of policies which treat
disability as a health problem.
The purposes of the international labour standards which have been adopted with this objective in mind
can be described as follows: to remove the barriers which stand in the way of full social participation and
integration of disabled people in the mainstream, and to provide the means to promote effectively their
economic self-reliance and social independence. These standards oppose a practice that treats disabled
people as being outside the norm and excludes them from the mainstream. They object to the tendency
of taking disability as a justification for social marginalization and for denying people, on account of their
disability, civil and workers' rights which non-disabled people enjoy as a matter of course.
For the purpose of clarity we may group the provisions of international labour standards which promote
the concept of the right of disabled people to active participation in training and employment into two
groups: those which address the principle of equal opportunity and those which address the principal of
equal treatment.
Equal opportunity: the policy goal which lies behind this formula is to ensure that a disadvantaged
population group has access to the same employment and income-earning possibilities and
opportunities as the mainstream population.
In order to achieve equal opportunity for disabled people, the pertinent international labour standards
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have established rules and recommended measures for three types of action:
· Action to empower the disabled individual to achieve the level of competencies and abilities required to
take advantage of employment opportunity and to provide the technical means and the required
assistance which would enable that individual to cope with the demands of a job. This type of action is
what essentially constitutes the process of vocational rehabilitation.
· Action which helps to adjust the environment to the special needs of disabled persons, such as
worksite, job, machine or tool adaptations as well as legal and promotional action which helps to
overcome negative and discriminatory attitudes that cause exclusion.
· Action which ensures disabled people real employment opportunities. This includes legislation and
policies which favour remunerative work over passive income support measures, as well as those which
entice employers to employ, or to maintain in employment, workers with a disability.
· Action which sets employment targets or establishes quotas or levies (fines) under affirmative action
programmes. It also includes services by which labour administrations and other bodies may assist
disabled people to find jobs and to advance in their careers.
Therefore, these standards, which have been developed to guarantee equality of opportunity, imply the
promotion of
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special positive measures to help disabled people make the transition into active life or to prevent unnecessary, unwarranted transition into a life reliant
upon passive income support. Policies geared to establish equality of opportunity are, therefore, usually concerned with the development of support
systems and special measures to bring about effective equality of opportunities, which are justified by the need to compensate for the real or presumed
disadvantages of disability. In ILO legal parlance: “Special positive measures aimed at effective equality of opportunity … between disabled workers and
other workers shall not be regarded as discriminating against other workers” (Convention No. 159, Article 4).
Equal treatment: The precept of equal treatment has a related but distinct objective. Here the issue is that of human rights, and the regulations which ILO
member States have agreed to observe have precise legal implications and are subject to monitoring and-in case of violation-to legal recourse and/or
arbitration.
ILO Convention No. 159 established equal treatment as a guaranteed right. It furthermore specified that equality has to be “effective”. This means that
conditions should be such as to ensure that the equality is not only formal but real and that the situation resulting from such treatment puts the disabled
person into an “equitable” position, that is one which corresponds by its results and not by its measures to that of non-disabled persons. For example, to
assign a disabled worker the same job as a non-disabled worker is not equitable treatment if the worksite is not fully accessible or if the job is not suited
to the disability.
Present Legislation on Vocational Rehabilitation and Employment of Disabled Persons
Each country has a different history of vocational rehabilitation and employment of disabled persons. The legislation of member States varies due to their
different stages of industrial development, social and economic situations, and so on. For example, some countries already had legislation on disabled
persons before the Second World War, deriving from disability measures for disabled veterans or poor people at the beginning of this century. Other
countries started to take concrete measures to support disabled persons after the Second World War, and established legislation in the field of vocational
rehabilitation. This was often expanded following the adoption of the Vocational Rehabilitation of the Disabled Recommendation, 1955 (No. 99) (ILO
1955). Other countries only recently started taking measures for disabled persons due to the awareness created by the International Year of Disabled
Persons in 1981, the adoption of ILO Convention No. 159 and Recommendation No. 168 in 1983 and the United Nations Decade of Disabled Persons
(1983-1992).
The current legislation on vocational rehabilitation and employment of disabled persons is divided into four types according to different historical
backgrounds and policies (fig 17.1).
_____________________________________________________________________________________
Figure 17.1.

Four types of legislation on rights of persons with disabilities.
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_______________________________________________________________________________________
We must realize that there are no clear divisions between these four groups and that they may overlap. Legislation in a country may correspond not only
to one type, but to several. For example, the legislation of many countries is a combination of two types or more. It seems that the legislation of Type A is
formulated in the early stage of measures for disabled persons, whereas the legislation of Type B is from a later stage. The legislation of Type D, namely
the prohibition of discrimination because of disabilities, has been growing in recent years, supplementing the prohibition of discrimination on the basis of
race, sex, religion, political opinion and so on. The comprehensive nature of legislation of Types C and D may be used as models for those developing
countries which have not yet formulated any concrete legislation on disability.
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Sample Measures of each Type
In the following paragraphs, the structure of legislation and measures stipulated are outlined by some examples of each type. As measures for vocational
rehabilitation and employment of disabled persons in each country are often more or less the same, regardless of the type of legislation in which they are
provided for, some overlaps occur.
Type A: Measures for disabled persons on vocational rehabilitation and employment which are provided for in general labour legislation such as
employment promotion acts or vocational training acts. Measures for disabled persons may also be included as part of comprehensive measures for
workers in general.
The characteristic of this type of legislation is that measures for disabled people are provided for in the acts which apply to all workers, including disabled
workers, and to all enterprises employing workers. As measures on employment promotion and employment security for disabled persons are basically
incorporated as part of comprehensive measures for workers in general, the national policy gives priority to internal rehabilitation efforts of enterprises
and to preventive activities and early intervention in working environments. To this end, working environment committees, which consist of employers,
workers and safety and health personnel are often set up in enterprises. The details of the measures tend to be provided for in regulations or rules under
the acts.
For example, the Working Environment Act of Norway applies to all workers employed by most enterprises in the country. Some special measures for
handicapped persons are incorporated: (1) Passageways, sanitary facilities, technical installations and equipment shall be designed and arranged so that
handicapped persons can work in the enterprise, as far as possible. (2) If a worker has become handicapped in the workplace as a result of accident or
sickness the employer shall, as far as possible, take the necessary measures to enable the worker to obtain or retain suitable employment. The worker
shall preferably be given an opportunity to continue his or her former work, possibly after special adaptation of the work activity, alteration of technical
installations, rehabilitation or retraining and so on. The following are examples of action that must be taken by the employer:
· procurement of or changes to technical equipment used by the worker-for instance, tools, machinery, and so on
· alterations to the workplace-this could refer to alterations to furniture and equipment, or to alterations to doorways, thresholds, installation of lifts,
procurement of wheelchair ramps, repositioning of door handles and light switches, and so on
· organization of the work-this could involve alteration of routines, changes in working hours, active participation by other workers; for instance, recording
on and transcribing from a dictaphone cassette
· measures in connection with training and retraining.
In addition to these measures, there is a system which provides employers of handicapped persons with subsidies concerning the additional cost to
adapt the workplace to the worker, or vice versa.
Type B: Measures for disabled persons which are provided for in special acts which deal exclusively with vocational rehabilitation and employment of
disabled persons.
This type of legislation usually has specific provisions on vocational rehabilitation and employment dealing with various measures, while other measures
for disabled people are stipulated in other acts.
For example, the Severely Disabled Persons Act of Germany provides for the following special assistance for disabled persons to improve their
employment opportunities, as well as vocational guidance and placement services:
· vocational training in enterprises and training centres or in special vocational rehabilitation institutions
· special benefits for disabled persons or employers-payment of application and removal costs, transitional allowances, technical adaptation of
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workplaces, payment of housing costs, assistance in acquiring a special vehicle or additional special equipment or in obtaining a driving licence
· the obligation for public and private employers to reserve 6% of their workplaces for severely disabled persons; compensation payments must be paid in
respect of the places not filled in this manner
· special protection against dismissal for all severely disabled persons after a period of six months
· representation of the interests of severely disabled persons in the enterprise by means of a staff counsellor
· supplementary benefits for severely disabled persons to ensure their integration into occupation and employment
· special workshops for disabled persons who are unable to work on the general labour market because of the nature or severity of their impediment
Next part of the document
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· grants for employers of up to 80% of the wage paid to disabled persons for a period of two
years, as well as payments in respect of the adaptation of workplaces and the establishment of
specified probationary periods of employment.
Type C: Measures for the vocational rehabilitation and employment of disabled persons which
are provided for in comprehensive special acts for disabled persons linked together with
measures for other services such as health, education, accessibility and transportation.
This type of legislation usually has general provisions concerning the purpose, declaration of
policy, coverage, definition of terms in the first chapter, and after that several chapters which
deal with services in the fields of employment or vocational rehabilitation as well as health,
education, accessibility, transportation, telecommunications, auxiliary social services and so on.
For example, the Magna Carta for Disabled Persons of the Philippines provides for the
principle of equal opportunity for employment. The following are several measures from the
chapter on employment:
· 5% of reserved employment for disabled persons in departments or agencies of the
government
· incentives for employers such as a deduction from their taxable income equivalent to a
certain part of the wages of disabled persons or of the costs of improvements or modifications
of facilities
· vocational rehabilitation measures that serve to develop the skills and potentials of disabled
persons and enable them to compete favourably for available productive and remunerative
employment opportunities, consistent with the principle of equal opportunity for disabled
workers and workers in general
· vocational rehabilitation and livelihood services for disabled people in the rural areas
· vocational guidance, counselling and training to enable disabled persons to secure, retain
and advance in employment, and the availability and training of counsellors and other suitably
qualified staff responsible for these services
· government-owned vocational and technical schools in every province for a special
vocational and technical training programme for disabled persons
· sheltered workshops for disabled individuals who cannot find suitable employment in the
open labour market
· apprenticeship.
Furthermore, this act has provisions concerning prohibition of discrimination against disabled
persons in employment.
Type D: Measures for prohibition of discrimination in employment on the basis of disability
which are provided for in a comprehensive special anti-discrimination act along with measures
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for prohibition of discrimination in areas such as public transportation, public accommodation
and telecommunications.
The feature of this type of legislation is that there are provisions which deal with discrimination
on the ground of disability in employment, public transportation, accommodation,
telecommunications and so on. Measures for vocational rehabilitation services and the
employment of disabled people are provided for in other acts or regulations.
For example, the Americans with Disabilities Act prohibits discrimination in such important
areas as employment, access to public accommodations, telecommunications, transportation,
voting, public services, education, housing and recreation. As for employment in particular, the
Act prohibits employment discrimination against “qualified individuals with a disability” who,
with or without “reasonable accommodation”, can perform the essential functions of the job,
unless such accommodation would impose “undue hardship” on the operation of the business.
The Act prohibits discrimination in all employment practices, including job application
procedures, hiring, firing, advancement, compensation, training and other terms, conditions
and privileges of employment. It applies to recruitment, advertising, tenure, layoff, leave, fringe
benefits and all other employment-related activities.
In Australia, the purpose of the Disability Discrimination Act is to provide improved
opportunities for people with a disability and to assist in breaking down barriers to their
participation in the labour market and other areas of life. The Act bans discrimination against
people on the grounds of disability in employment, accommodation, recreation and leisure
activities. This complements existing anti-discrimination legislation that outlaws discrimination
on the grounds of race or gender.
Quota/Levy Legislation or Anti- discrimination Legislation?
The structure of national legislation on vocational rehabilitation and employment of disabled
persons varies somewhat from country to country, and it is therefore difficult to determine
which type of legislation is best. However, two types of legislation, namely quota or levy
legislation and anti-discrimination legislation, seem to emerge as the two main legislative
modes.
Although some European countries, among others, have quota systems which are usually
provided in the legislation of Type B, they are quite different in some points, such as the
category of disabled persons to whom the system is applied, the category of employers on
whom the employment obligation is imposed (for example, size of the enterprise or public
sector only) and the employment rate (3%, 6%, etc.). In most countries the quota system is
accompanied by a levy or grant system. Quota provisions are also included in the legislation of
non-industrialized countries as varied as Angola, Mauritius, the Philippines, Tanzania and
Poland. China is also examining the possibility of introducing a quota system.
There is no doubt that a quota system that is enforceable could contribute considerably to
raising the employment levels of disabled persons in the open labour market. Also, the system
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of levies and grants helps to rectify the financial inequality between the employers who try to
employ disabled workers and the ones who do not, while levies contribute to accumulating
valuable resources that are needed to finance vocational rehabilitation and incentives for
employers.
On the other hand, one of the problems of the system is the fact that it requires a clear
definition of disability for recognizing qualification, and strict rules and procedures for
registration, and therefore it may raise the problem of stigma. There may also be the potential
discomfort of a disabled person being at a place of employment where he or she is not wanted
by the employer but is merely tolerated to avoid legal sanctions. In addition, credible
enforcement mechanisms and their effective application are required for quota legislation to
achieve results.
Anti-discrimination legislation (Type D) seems to be more appropriate for the principle of
normalization, ensuring disabled persons equal opportunities in society, because it promotes
employers' initiatives and social consciousness by means of environmental improvement, not
employment obligation.
On the other hand, some countries have difficulties in enforcing anti-discrimination legislation.
For example, remedial action usually requires a victim to play the role of complainant, and in
some cases it is difficult to prove discrimination. Also the process of remedial action commonly
takes a long time because a lot of complaints of discrimination on the basis of disability are
sent to courts or equal rights commissions. It is generally admitted that anti-discrimination
legislation has still to prove its effectiveness in placing and maintaining large numbers of
disabled workers in employment.
Future Trends
Although it is difficult to forecast future trends in legislation, it appears that anti-discrimination
acts (Type D) are one stream which both developed countries and developing countries will
consider.
It seems that industrialized countries with a history of quota or quota/levy legislation will watch
the experience of countries such as the United States and Australia before taking action to
adjust their own legislative systems. In particular in Europe, with its concepts of redistributive
justice, it is likely that the prevailing legislative systems will be maintained, while, however,
introducing or strengthening anti-discrimination provisions as an additional legislative feature.
In a few countries like the United States, Australia and Canada, it could be politically difficult to
legislate a quota system for disabled people without having quota provisions also in relation to
other population groups that experience disadvantages in the labour market, such as women
and ethnic and racial minority groups currently covered by human rights or employment equity
legislation. Although a quota system would have some advantages for disabled people, the
administrative apparatus required for such a multicategory quota system would be enormous.
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It appears that developing countries which have no disability legislation may choose legislation
of Type C, including a few provisions concerning prohibition of discrimination, because it is the
more comprehensive approach. The risk of this approach, however, is that comprehensive
legislation which cuts across the responsibility of many ministries becomes the affair of a
single ministry, mostly that responsible for social welfare. This may be counterproductive,
reinforce segregation and weaken the government's ability to implement the law. Experience
shows that comprehensive legislation looks good on paper, but is rarely applied.
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VOCATIONAL REHABILITATION AND EMPLOYMENT SUPPORT SERVICES
Erwin Seyfried
As a rule disabled people have far fewer opportunities for occupational integration open to them than
does the general population, a situation confirmed by all available data. However, in many countries
political initiatives have been developed to improve this situation. Thus we find, for example, legal
regulations requiring business enterprises to employ a specific percentage of disabled people, as well asoften in addition to this-financial incentives for employers to hire disabled people. Moreover, recent years
have also seen the creation of services in many countries providing support and assistance to disabled
people making their way into working life. The following contribution aims to describe these services and
their specific tasks in the context of vocational rehabilitation and the integration of disabled people into
employment.
We are concerned with services which become active, providing advice and support, during the
rehabilitation phase-the preparatory phase prior to the disabled person's entry into working life. Whereas
support services used to limit themselves almost exclusively to this area, modern services have, in view
of the continued existence on a global scale of employment problems of the disabled, turned their
attention increasingly towards the stages dealing with placement and integration in an enterprise.
The increase in importance achieved by these services for the promotion of occupational integration has
come about not least by growing community-based rehabilitation activities and, from a practical
viewpoint, ever more numerous and successful approaches to the social integration of the disabled into
the community. The continuing tendency towards the opening and overcoming of care institutions as
mere places of confinement for disabled individuals has made the occupational and employment
requirements for this group of people really visible for the first time. We are thus confronted with a
growing variety of these support services because the growing demand for the integration of all disabled
people into the community brings with it an increase in the associated tasks.
Rehabilitation and Integration
Only when disabled people are integrated into the community is the real aim and purpose of
rehabilitation actually achieved. The objective of vocational rehabilitation programmes thus ultimately
remains the finding of a job and hence participation in the local labour market.
As a rule, measures for medical and vocational rehabilitation lay the foundations for the (re)integration of
disabled persons into working life. They aim to put the disabled individual in a position to be able to
develop his or her own abilities in such a way that a life with no, or with a minimum of limitations in
society at large becomes possible. The services which are active in this phase and which accompany
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the disabled person during this process are termed rehabilitation support services. Whereas one used to
be able to assume that a completed course of medical rehabilitation and a well-founded vocational
rehabilitation were, if not guarantees, then at least key factors for occupational integration, these
elementary conditions are no longer adequate in view of the changing situation on the labour market and
the complex requirements of the workplace. Of course solid vocational qualifications still form the basis
of occupational integration, yet under today's conditions many disabled people require additional
assistance in looking for work and in integration into the workplace. The services active during this
phase can be summarized under the name employment support services.
Whereas medical and vocational rehabilitation measures take as their primary point of departure the
disabled persons themselves, and attempt to develop their functional capacities and vocational skills, the
main emphasis of the employment support services lies on the side of the working environment and
hence on the adaptation of the environment to the requirements of the disabled individual.
General Perspectives for Vocational Integration
In spite of the importance of the support services it should never be forgotten that rehabilitation should
never, in any phase, be a merely passive form of treatment, but a process actively directed by the
disabled person. Diagnosis, counselling, therapy and other forms of support can at best be an aid in the
pursuit of self-defined objectives. Ideally the task of these services is still to outline the various options
for action available, options which disabled people should ultimately decide for themselves, as far as
possible.
Another no less significant parameter for occupational integration is to be seen in the holistic character
which should be a hallmark of this process. That means that rehabilitation should be comprehensive and
not just deal with the overcoming of impairment. It should involve the whole person and provide him or
her with support in finding a new identity or in coping with the social consequences of disability. The
rehabilitation of disabled people is in many cases far more than a process of physical stabilization and
the extension of skills; if the course of rehabilitation is to run successfully and satisfactorily it must also
be a process of psychosocial stabilization, identity formation and integration into everyday social
relationships.
An important area of work for support services, and one which is unfortunately all too often ignored, is
the field of the prevention of serious disabilities. For working life in particular it is crucial that
rehabilitation and employment services are open not just to people who are already disabled but also to
those who are threatened by disability. The earlier the reaction to a commencing disability, the sooner
that steps towards occupational reorientation can be taken, and the earlier that serious disabilities can
be avoided.
These general perspectives for vocational rehabilitation also provide an outline of the essential tasks
and parameters for the work of the support services. Furthermore, it should also be clear that the
complex tasks described here can best be fulfilled by the interdisciplinary collaboration of experts from
various professions. Modern rehabilitation can thus be seen as cooperation between the disabled
person and a team of professional trainers as well as qualified medical, technical, psychological and
educational personnel.
Medical Rehabilitation
Medical rehabilitation measures usually take place in hospitals or in special rehabilitation clinics. The
task of the support services in this phase consists of initiating first steps towards coping psychologically
with a disability which has been suffered. However, occupational (re)orientation should also take place
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as soon as possible, practically at the patient's bedside, since the construction of a new vocational
perspective often helps to lay decisive motivational foundations which can also facilitate the medical
rehabilitation process. Other measures such as motor and sensory training programmes, physiotherapy,
movement and occupational or speech therapy can also contribute during this phase towards
accelerating the natural regenerative process and reducing or avoiding the creation of dependencies.
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The decision concerning the vocational perspectives of a disabled person should under no
circumstances be taken from a purely medical point of view by a doctor, as is unfortunately still
often the case in practice. The basis of any decision on the vocational future of a disabled
person should be formed not just by deficits which can be medically diagnosed but rather by
existing abilities and skills. The rehabilitation support services should therefore undertake
together with the disabled person an extensive review of the client's vocational background
and an inventory of potential abilities and existing interests. Building on this an individual
rehabilitation plan should then be drawn up which takes into account the potentialities,
interests and requirements of the disabled person as well as the potential resources in his or
her social environment.
A further area of work for the rehabilitation support services in this phase lies in the counselling
of the disabled person with regard to any technical assistance, equipment, wheelchairs,
artificial limbs, and so on which may be required. Use of this kind of technical assistance may
at first be accompanied by rejection and refusal. Should a disabled person fail to receive the
proper support and instruction during this initial phase, he or she may run the risk of the initial
rejection escalating into a phobia which may later make it difficult to obtain the full benefit of
the apparatus in question. In view of the wide variety of technical assistance nowadays
available, the choice of such equipment must be made with the greatest care, tailored as far as
possible to the individual needs of the disabled person. Ideally the selection of technical
equipment required should also take into account both the disabled person's vocational
perspective and-as far as possible-the demands of the future workplace, given that the latter
will also determine the purpose which the technical assistance must fulfil.
Vocational Rehabilitation
In the ILO “Convention (159) concerning vocational rehabilitation and employment (disabled
persons)” adopted in 1983, the purpose of vocational rehabilitation is considered “as being to
enable a disabled person to secure, retain and advance in suitable employment and thereby to
further such person's integration or reintegration into society”.
The past 30 years have seen rapid developments in vocational rehabilitation services for
disabled persons. They include vocational assessment, which aims to get a clear picture of the
person's potential abilities; orientation courses to help the person to restore lost confidence in
his or her abilities; vocational guidance, to develop a (new) vocational perspective and to
choose a certain occupation; vocational training and retraining opportunities in the chosen field
of activity; and placement services, designed to assist the disabled person in finding
employment adapted to his or her disability.
A disabled person's (re)entry into employment usually takes place via individual or combined
vocational rehabilitation programmes, which can be carried out in different locations. It is the
task of the rehabilitation support services to discuss with the disabled person whether the
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vocational qualification measure should be carried out in a mainstream institution for vocational
training, in a specialized institution for vocational rehabilitation, by making use of communitybased facilities or even directly in a normal workplace. The latter option is especially suitable
when the previous job is still available and the workplace management have demonstrated
their readiness in principle to rehire their former employee. However, in other cases
cooperation with a regular workplace may already be a recommended option during the course
of the vocational training, given that experience has shown that such cooperation also
improves the chances of the participant subsequently being taken on by the firm. Thus in the
case of vocational training in a vocational rehabilitation centre, it goes without saying that the
support services should undertake the task of assisting disabled people in the search for
possibilities of on-the-job practical training.
Of course these options for carrying out vocational rehabilitation measures cannot be seen
separately from certain parameters and conditions which vary from country to country.
Furthermore, the actual decision on the location of the vocational rehabilitation activity also
depends on the kind of work envisaged and the type of disability, as well as on the disabled
person's social environment and the natural support potential available within it.
Wherever vocational rehabilitation takes place, it remains the task of the rehabilitation support
services to accompany this process, to discuss together with the disabled person the
experiences gained and to further extend the individual rehabilitation plan, adapting it to new
developments as necessary.
Employment Support Services
Whereas medical and vocational rehabilitation in many countries can count on the support of a
more or less extensive system of institutional settings, a comparable infrastructure for the
promotion of the integration of disabled people into employment does not as yet exist even in
some highly industrialized countries. And although various countries do have a number of quite
successful models, some of which have been in existence for a number of years, employment
services in most countries, with the exception of certain approaches in Australia, the United
States, New Zealand and Germany, still do not form an integral part of national policy for
disabled persons.
While the placement of disabled people into employment is an obligatory part of general labour
administration in many countries, in view of the growing number of unemployed these
institutions are less and less in a position to fulfil their obligations to place disabled people in
work. This is exacerbated in many cases by a lack of appropriately qualified staff capable of
doing justice to the abilities and wishes of the disabled person as well as to the requirements
of the world of work. The creation of employment support services is also a reaction to the
increasing lack of success of the traditional “train and place” approach implicit in
institutionalized vocational rehabilitation. In spite of elaborate and often successful medical and
vocational rehabilitation measures, integration into employment without additional assistance is
becoming increasingly difficult.
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It is at this point that the requirement for specific employment support services expresses itself.
Wherever such services have been installed, they have been met by enormous demand from
disabled persons and their families. This kind of service is particularly necessary and
successful at the institutional interfaces between schools, rehabilitation institutions, sheltered
workshops and other facilities for disabled persons on the one hand and the workplace on the
other. However, the existence of employment support services also reflects the experience
that many disabled people also require support and accompaniment not just in the phase of
placement in employment, but also during the adjustment phase in the workplace. A number of
larger firms have their own, internal employee assistance service, responsible for the
integration of newly employed disabled people and for maintaining the jobs of disabled workers
already employed.
Tasks of Employment Support Services
The primary intervention focus of the employment support services is on the critical threshold
of entry into working life. Generally speaking, their task consists of creating links between the
disabled person and the firm in question, that is, with the direct superior and future colleagues
in the workplace.
Employment support services must on the one hand provide support for the disabled person in
finding work. This takes place by means of self-confidence and (video supported) job interview
training and assistance in the writing of letters of application, but also and primarily in
placement in on-the-job practical training. All experiences have shown that such practical onthe-job training forms the most important bridge into the firm. Where necessary the services
accompany the disabled person to job interviews, providing assistance with official paperwork
and in the initial adjustment phase in the workplace. Lack of capacity means that most
employment support services are unable to provide support beyond the confines of the
workplace. However, in theory such support is also undesirable. To the extent that further
assistance in the private sphere, whether psychological, medical or life-skills related in nature,
is also required, it is usually provided by referral to the appropriately qualified facilities and
institutions.
Next part of the document
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On the other hand, with regard to firms, the most important tasks of the support services
consist initially of motivating an employer to take on a disabled person. Although many firms
do have broad reservations about employing disabled people, it is still possible to find firms
prepared to enter into continual cooperation with vocational rehabilitation facilities and
employment support services. Once such a general readiness for cooperation has been
identified or established, it is then a case of locating suitable jobs within the firm. Before any
placement in the firm, there should of course be a comparison of the requirements of the job
with the abilities of the disabled person. However, the time and energy occasionally spent in
model projects which use supposedly “objective” procedures to compare differentiated ability
and requirement profiles in order to work out the “optimal” job for a specific disabled person,
usually bears no relation to the chances of success and the practical efforts involved in actually
finding the job. It is more important to turn disabled persons into the agents of their own
vocational development, since in terms of psychological significance we cannot place too high
a value on the involvement of the persons concerned in the shaping of their own vocational
future.
Placement approaches already elaborated attempt to build on detailed analyses of
organizational structure and working procedure by making suggestions to the firm regarding
the reorganization of certain working areas and hence to create work opportunities for disabled
people. Such suggestions can include a reduction in certain working requirements, the creation
of part-time work and flexible work times as well as the reduction of noise and stress in the
workplace.
Employment support services also offer to assist firms in applying for public subsidies, such as
wage subsidies, or in overcoming bureaucratic hurdles when applying for state grants for
technical compensation for disability-related limitations. However, support for the disabled
person in the workplace must not necessarily be only of a technical nature: people with visual
impairment may under certain circumstances require not only a Braille keyboard for their
computer and an appropriate printer, but also someone to read aloud for them; and persons
with hearing impairment could be assisted through a sign-language interpreter. Sometimes
support in acquiring the qualifications required for the job or in social integration into the firm
will be necessary. These and other similar tasks are often undertaken by an employment
support services worker designated as a “job coach”. The individualized support provided by
the job coach decreases over time.
People with mental or psychiatric disabilities usually require a step-by-step integration with a
gradual increase in work requirements, working hours and social contact, which has to be
organized by the support services in cooperation with the firm and the disabled person.
For every form of support the maxim applies that it must be tailored to the individual
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requirements of the disabled person as well as harmonized with the firm's own resources.
The Example of Supported Employment
Supported employment for persons with disabilities is a concept in which wage subsidies for
the firms involved and individualized support services for disabled persons are connected with
each other in order to achieve full integration into working life. This concept is particularly
widespread in Australia and New Zealand, in various European countries and in the United
States. It has so far primarily been used for the workplace integration of mentally and
psychiatrically disabled people.
Employment support services undertake the placement of disabled people in a firm, organize
the financial, technical and organizational support required by the firm and provide a job coach
who accompanies the job-related and social integration of the disabled person into the firm.
The employer is thus relieved of all normally anticipated problems related to the hiring of
disabled persons. As far as possible and necessary, the employment support services also
undertake the required adaptations in the workplace and the disabled person's immediate
working environment. Occasionally it will be necessary for the applicant to receive additional
training outside the firm, although instruction usually takes the form of on-the-job training by
the job coach. It is also the job coach's task to orient the colleagues and superiors in the
technical and social support of the disabled person, since the aim in principle is to gradually
reduce the professional assistance of the employment support service. It is, however,
absolutely necessary that in the case of acute problems the employment support service
should be present to provide continual assistance to the extent required. This means that
support both for the disabled person and for the employer, the superior and colleagues, must
be individualized and correspond to specific needs.
Cost-benefit analyses of this approach carried out in the United States have shown that
although the initial integration phase is very intensive in terms of support provided and hence
costs, the longer employment lasts, the more this investment is also justified from a financial
point of view, not just for the disabled person, but also for the employer and the public budget.
Placement of disabled people by supported employment approaches is most common in
relatively undemanding jobs, which tend to run the risk of being eliminated. The future of the
supported employment approach will be decided not just by developments in the labour market
but also by the further development of the concept.
Challenges for the Future of Employment Support Services
The following sections contain descriptions of a number of critical points whose significance for
the further development of the concepts and for the practical work of employment support
services should not be underestimated.
Networking with Vocational Rehabilitation Facilities and Firms
If employment support services are not to miss the mark in terms of what is actually required, a
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central task everywhere will be to create organic links with the existing vocational rehabilitation
facilities. Integration services with no links to rehabilitation facilities run the risk-as experience
has shown-of functioning primarily as instruments of selection and less as services for the
vocational integration of disabled persons.
However, support services require not only networking and cooperation with vocational
rehabilitation facilities, but also and more importantly, a clear positioning with regard to
cooperation with firms. Under no circumstances should employment support services function
merely as counselling services for disabled persons and their families; they must also be active
in work-finding and placement services. Proximity to the labour market is the key to access to
firms and ultimately to the possibilities of finding employment for disabled individuals. If these
services' access threshold to the firm is to be maximized, they must be situated as close as
possible to actual economic activity.
Connections Between Qualification, Placement and Employment
An important part of all vocational integration efforts, and hence a central challenge for
employment support services, is the coordination of vocational preparation and qualification
with the requirements of the workplace-an aspect often still neglected. As justified as a
criticism of the traditional “train and place” model may be, in practice just to first place and then
provide training in the required skills is not enough either. Working under today's conditions
means not only having the so-called secondary working virtues at one's disposal-punctuality,
concentration and speed-but also a number of technical qualifications which are always
required and which must already be present before employment can be started. Anything else
would be asking too much, both of the persons to be placed and of the firms prepared to take
them on.
Mobilizing Natural Support
Next part of the document
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The chances of the successful vocational integration of disabled people into the labour market
increase with the possibility of organizing help and support, either in parallel to the work
process or directly in the workplace. Especially in the initial adjustment phase it is important
both to assist the disabled person in coping with the demands of work and also to provide
support for those who make up the working environment. This form of accompanying
assistance is usually provided by the employment support services. The integration of a
disabled person will be all the more successful in the long term, the more this kind of
professional help can be replaced by a mobilization of natural support in the firm, whether by
colleagues or superiors. In a project recently carried out in Germany for the mobilization of
natural support by so-called foster workers in the workplace, 42 disabled people were
successfully integrated in the course of 24 months; over 100 firms were asked to participate.
The project showed that few employees had the required level of knowledge and experience in
dealing with disabled people. It thus appeared to be of strategic importance for the
employment services to develop a conceptual framework in order to organize the replacement
of professional support and the mobilization of natural support in the workplace. In the UK for
example, employees prepared to act as foster workers for a certain time receive recognition in
the form of a small financial reward.
Success Orientation and User Control
Finally, employment support services should also offer their own employees incentives to go
into firms and bring about the placement of disabled people, for it is on these placement efforts
within the firms that the central focus of the services must lie. Yet the placement of disabled
people can be secured in the long term only when the funding of the employment support
services and their employees is to a certain extent related to their success. How can service
employees be motivated in a continual way to leave their institution, only to undergo the
frustration of rejection in the firms? The placement of disabled people in employment is a
difficult business. Where is the impetus to come from to battle doggedly and constantly against
prejudice? All organizations develop their own interests, which are not necessarily in accord
with those of their clients; all publicly funded institutions run the risk of becoming divorced from
the needs of their clients. For this reason a corrective is required which creates general
incentives-not just for employment support services but also for other social facilities-in the
direction of the desired result.
A further necessary modification of the work of publicly funded social facilities consists of the
users and their organizations having a say in matters relating to them. This culture of
participation should also find an echo in the concepts behind the support services. In this
context the services, like all other publicly funded institutions, should be subjected to regular
control and evaluation by their clients-their users and their families-and last but not least by the
firms cooperating with the services.
Concluding Remarks
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Which and how many disabled persons can ultimately be integrated into the labour market by
the activities of vocational rehabilitation and employment support services cannot be answered
in the abstract. Experience shows that neither the degree of disability nor the situation on the
labour market can be regarded as absolute limitations. The factors determining development in
practice include not just the support services' way of working and the situation on the job
market, but also the dynamics arising within institutions and facilities for disabled persons,
when this kind of employment option becomes a concrete possibility. In any case, experiences
from various countries have shown that collaboration between employment support services
and sheltered facilities tends to have considerable effect on the internal practices within these
facilities.
People need perspectives, and motivation and development arise to the extent that
perspectives exist or are created by new options. Important as the absolute number of
placements realized by the employment support services is, of equal importance is the
opening up of options for the personal development of disabled people made possible by the
very existence of such services.
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Employers are faced with increasing societal and legislative pressure to integrate and accommodate
people with disabilities. Increasing workers' compensation and health care costs are threatening the
survival of business and draining resources otherwise allocated to future economic development. Trends
suggest that employers can be successful in the effective management of injury and disability problems.
Impressive disability management programme models are prominent among employers that assume
control and responsibility for injury prevention, early intervention, injured worker reintegration and
worksite accommodation. Current disability management practice in industry reflects a paradigm shift
from services provided in the community to interventions occurring at the worksite.
This article offers an operational definition of disability management. A model is presented to illustrate
the structural components of an optimal worksite-based disability management programme. Effective
disability management strategies and interventions are outlined, including key organizational concepts
that strengthen service delivery and successful outcome. This article also includes a focus on joint
labour-management collaboration and the use of interdisciplinary services, which are considered by
many to be essential to the implementation of optimal disability management programmes in industry.
Promoting respect and dignity between workers with disabilities and the professionals who serve them is
emphasized.
Definition of Disability Management
Disability management is operationally defined as an active process of minimizing the impact of an
impairment (resulting from injury, illness or disease) on the individual's capacity to participate
competitively in the work environment (Shrey and Lacerte 1995). The basic principles of disability
management are as follows:
· It is a proactive (not passive or reactive) process.
· It is a process that enables labour and management to assume joint responsibility as proactive
decision-makers, planners and coordinators of workplace-based interventions and services.
· It promotes disability prevention strategies, rehabilitation treatment concepts, and safe work return
programmes designed to control the personal and economic costs of workplace injury and disability.
Successfully managing the consequences of illness, injury and chronic disease in the workforce requires:
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· an accurate understanding of the types of injury and illness that occur
· the employer's timely response to the injury or illness
· clear administrative policies and procedures
· the effective utilization of health care and rehabilitation services.
Disability management practices are based on a comprehensive, cohesive and progressive employerbased approach to managing the complex needs of people with disabilities within a given work and
socio-economic environment. Despite rapidly escalating costs of injury and disability, rehabilitation
technologies and disability management resources are available to facilitate immediate and recurrent
savings among business and industry. Disability management policies, procedures and strategies, when
properly integrated within the employer's organization, provide the infrastructure which enables
employers to effectively manage disability and continue to compete in a global environment.
Controlling the cost of disability in business and industry and its ultimate impact on employee
productivity is not a simple task. Complex and conflicting relationships exist between employer goals,
resources and expectations; the needs and self-interests of workers, health care providers, labour
unions and attorneys; and the services available in the community. The ability of the employer to
participate actively and effectively in this relationship will contribute to the control of costs, as well as to
the protection of the worker's sustained and productive employment.
Disability Management Objectives
Employer policy and procedure, as well as disability management strategies and interventions, should
be designed to accomplish realistic and attainable objectives. Disability management programmes at the
worksite should enable the employer to:
· facilitate control of disability issues
· improve corporate competitiveness
· reduce work disruptions and unacceptable lost time
· decrease incidence of accidents and magnitude of disability
· reduce illness and disability duration (and costs)
· promote early involvement and preventive interventions
· maximize use of internal (employer) resources
· improve coordination and accountability, with respect to external service providers
· reduce human cost of disability
· enhance morale by valuing employee physical and cultural diversity
· protect the employability of the worker
· ensure compliance with reintegration and employer equity legislation (e.g., Americans with Disabilities
Act of 1990)
· reduce adversarial nature of disability and litigation
· improve labour relations
· promote joint labour-management collaboration
· facilitate direct worker involvement in planning
Essential Disability Management Concepts and Strategies
Both labour and management have vested interests in protecting the employability of workers while
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controlling industry's injury and disability costs. Labour unions want to protect the employability of the
workers they represent. Management wants to avoid costly worker turnover, while retaining productive,
reliable and experienced employees. Research suggests that the following concepts and strategies are
important when developing and implementing effective worksite-based disability management
programmes:
Joint labour-management involvement
Disability management requires employer and union involvement, support and accountability. Both are
key contributors in the disability management process, participating actively as decision-makers,
planners and coordinators of interventions and services. It is important for both labour and management
to assess their joint capacities for responding to injury and disability. This often requires an initial
analysis of joint strengths and weaknesses, as well as an assessment of the resources available to
properly manage accommodation and return-to-work activities among workers with disabilities. Many
unionized employers have successfully developed and implemented on-site disability management
programmes under the guidance and support of joint labour-management committees (Bruyere and
Shrey 1991).
Corporate culture
Organizational structures, worker attitudes, management intentions and historical precedents contribute
to the corporate culture. Prior to developing a disability management programme in industry, it is
important to understand the corporate culture, including the motivations and self-interests of labour and
management regarding injury prevention, worksite accommodation and injured worker rehabilitation.
Injury and disability patterns
Disability management programmes in industry must be customized to address the unique patterns of
injury and disability in the employer's workforce, including types of impairments, ages of workers, losttime statistics, accident data and costs associated with disability claims.
Interdisciplinary disability management team
Disability management requires an interdisciplinary disability management team. Members of this team
often include employer representatives (e.g., safety managers, occupational health nurses, risk
managers, human resources personnel, operations managers), labour union representatives, the
worker's treating physician, a rehabilitation case manager, an onsite physical or occupational therapist
and the worker with a disability.
Early intervention
Next part of the document
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Perhaps the most important principle of disability management is early intervention.
Rehabilitation policy and practice among most disability benefit systems recognizes the value
of early intervention, in light of compelling empirical evidence resulting from disability
management research over the past decade. Employers have substantially reduced disability
costs by promoting early intervention concepts, including the systematic monitoring of workers
with work restrictions. Early intervention strategies and programmes for an early return to work
result in decreased lost time, increased employer productivity and decreased workers'
compensation and disability costs. Whether the disability is work related or not, early
intervention is considered to be the primary factor upon which the foundation of medical,
psychosocial and vocational rehabilitation is established (Lucas 1987; Pati 1985; Scheer 1990;
Wright 1980). However, the successful management of disability also requires early return to
work opportunities, accommodations and supports (Shrey and Olshesky 1992; Habeck et al.
1991). Typical early-return-to-work programmes in industry include a combination of disability
management interventions, facilitated by an employer-based multidisciplinary team and
coordinated by a skilled case manager.
Proactive interventions at individual and work environment levels
Disability management interventions must be directed at both the individual and the work
environment. The traditional approach to rehabilitation often ignores the fact that occupational
disability may originate as much from environmental barriers as from the worker's personal
traits. Workers dissatisfied with their jobs, supervisor-worker conflicts and poorly designed
workstations rank high among the many environmental barriers to disability management. In
short, to maximize rehabilitation outcomes among injured workers, an equally balanced focus
on the individual and the work environment is needed. Job accommodations, as required
under the Americans with Disabilities Act and other employment equity legislation, often
expand the range of transitional work options for an injured worker. Redesigned tools,
ergonomically correct workstations, adaptive devices, and work-schedule modifications are all
effective disability management methods that enable the worker to perform essential job tasks
(Gross 1988). These same interventions can be utilized in a preventive manner to identify and
redesign jobs which are likely to cause future injuries.
Benefit plan design
Employee benefit plans often reward workers for remaining disabled. One of the strongest
negative forces impacting on unacceptable lost time and associated costs is economic
disincentives. Benefit plans should not create an economic disincentive to work, but should
reward workers who have disabilities for returning to work and remaining healthy and
productive.
Return-to-work programmes
There are two basic ways to reduce disability costs in industry: (1) prevent accidents and
injuries; and (2) reduce unnecessary lost time. Traditional light duty programmes in industry
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have been less than fully effective in returning injured workers to their jobs. Employers are
increasingly using flexible and creative work return transition options and reasonable
accommodations for workers with restrictions. The transitional work approach enables
employees with disabilities to return to work before they fully recover from their injuries.
Transitional work typically includes a combination of temporary assignment to modified work,
physical conditioning, safe work practices education and work adjustment. Reduced lost time
through transitional work translates into lower costs. The injured worker is enabled to perform
temporary alternative productive work while gradually transitioning back to the original job.
Promotion of positive labour relations
Relationships between workers and work environments are dynamic and complex. Compatible
relationships often lead to job satisfaction, enhanced productivity and positive labour relations,
all of which are mutually rewarding for the worker and the employer. However, relationships
characterized by unresolved conflicts can lead to mutually destructive consequences for
workers and employers. Understanding the dynamics of person-environmental interactions in
the workplace is an important first step in resolving injury and disability claims. The responsible
employer is one that supports positive labour relations and promotes job satisfaction and
worker involvement in decision making.
Psychological and social aspects of disability
Employers need to be sensitive to the psychological and social consequences of injury and
disability and the overall impact of work disruption on the worker's family. Psychosocial
problems that are secondary to the initial physical injury typically emerge as lost work time
increases. Relationships with family members often deteriorate rapidly, under the strain of
excessive drinking and learned helplessness. Maladaptive behaviours resulting from work
disruption are common. However, when other family members become adversely affected by
the consequences of a worker's injuries, pathological relationships within the family emerge.
The disabled worker undergoes role changes. Family members experience “role change
reactions”. The once independent, self-supporting worker now takes on a role of passive
dependency. Resentment abounds when the family is disrupted by the presence of an everdemanding, sometimes angry and often depressed individual. This is the typical outcome of
unresolved labour relations problems, fuelled by stress and ignited by litigation activity and
intense adversarial proceedings. Although the relationship among these forces is not always
understood, the damage is usually profound.
Accident prevention and occupational ergonomics programmes
Many employers have experienced significant reductions in accidents by establishing formal
safety and ergonomics committees. Such committees are typically responsible for safety
surveillance and monitoring risk factors such as exposures to dangerous chemicals and fumes,
and establishing controls to reduce the incidence and magnitude of accidents. More frequently,
joint labour-management safety and ergonomics committees are addressing problems such as
repetitive motion injuries and cumulative trauma disorders (e.g., carpal tunnel syndrome).
Ergonomics is the application of technology to assist the human element in manual work. The
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overall objective of ergonomics is to fit the task to humans in order to enhance their
effectiveness in the workplace. This means that ergonomics aims at:
· eliminating or minimizing injuries, strains and sprains
· minimizing fatigue and overexertion
· minimizing absenteeism and labour turnover
· improving quality and quantity of output
· minimizing lost time and costs associated with injuries and accidents
· maximizing safety, efficiency, comfort and productivity.
Ergonomic interventions can be considered preventive as well as rehabilitative. As a
preventive approach, it is important to analyse ergonomically jobs that cause injuries and to
develop effective ergonomic modifications that prevent future work disabilities. From a
rehabilitation viewpoint, ergonomic principles can be applied to the jobsite accommodation
process for workers with restrictions. This may involve exerting ergonomic administrative
controls (e.g., rest periods, job task rotation, reduced work hours) or by ergonomically
engineering the job tasks to eliminate re-injury risk factors (e.g., changing the table height,
increasing illumination, repackaging to reduce lift loads).
Employer responsibility, accountability and empowerment
Employer empowerment is a basic principle of disability management. Except for the worker
with a disability, the employer is the central figure in the disability management process. It is
the employer who takes the first step in initiating early intervention strategies subsequent to an
industrial accident and injury. The employer, being intimately familiar with work processes, is in
the best position to implement effective safety and injury prevention programmes. Likewise,
the employer is best positioned to create work return options for persons with lost-time injuries.
Unfortunately, history has revealed that many employers have relinquished control and
responsibility for disability management to parties external to the work environment. Decision
making and problem solving, as relates to the resolution of work disability, have been assumed
by insurance carriers, claims managers, workers' compensation boards, physicians, therapists,
case managers, rehabilitation professionals and even attorneys. It is only when employers
become empowered in disability management that the lost-time trends and associated costs of
workplace injury are reversed. However, employer empowerment over disability costs does not
occur by chance. Not unlike persons with disabilities, employers often become empowered
upon recognition of their internal resources and potentials. It is only with a new awareness,
confidence and guidance that many employers are able to escape the relentless forces and
consequences of workplace disability.
Case management and return-to-work coordination
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Case management services are necessary to facilitate the development and implementation of
disability management strategies and return-to-work plans for workers with disabilities. The
case manager serves as a central disability management team member by functioning as a
liaison between employers, labour representatives, injured workers, community health care
providers and others. The case manager may facilitate the development, implementation and
evaluation of an on-site transitional work or worker retention programme. It may be desirable
for an employer to develop and implement such programmes, in order to: (1) prevent work
disruptions among employees with medical impairments that effect work performance; and (2)
promote a safe and timely return to work among impaired workers on medical leave, workers'
compensation or long-term disability. In the administration of an on-site transitional work
programme, the case manager may take on direct rehabilitative responsibilities, such as: (1)
objective worker evaluations; (2) classification of the physical job demands; (3) medical
surveillance and follow-up; and (4) planning for placement in an acceptable permanent
modified-duty option.
Disability management policy and procedure: creating expec- tations among
supervisors, labour representatives and workers
It is important for employers to maintain a balance between worker and union expectations and
the intentions of managers and supervisors. This requires joint labour-management
involvement in the development of formal disability management policies and procedures.
Mature disability management programmes have written policy and procedure manuals that
include mission statements reflecting the interests and commitments of labour and
management. Written procedures often delineate the roles and functions of internal disability
management committee members, as well as the step-by-step activities from the point of injury
to the safe and timely return to work. Disability management policies often define the
relationships between the employer, health care providers and rehabilitation services in the
community. A written policy and procedures manual serves as an effective communication
vehicle among the various stakeholders, including physicians, insurance carriers, unions,
managers, employees and service providers.
Enhancement of physician awareness of jobs and work environments
A universal problem in work injury management involves the lack of employer influence over
the physician's return-to-work determination. Treating physicians are often reluctant to release
an injured employee to work with no restrictions prior to a full recovery. Physicians are often
asked to make return-to-work judgements without adequate knowledge of the worker's
physical job demands. Disability management programmes have been successful in
communicating with doctors regarding the employer's willingness to accommodate workers
with restrictions through transitional work programmes and the availability of temporary
alternate duty assignments. It is essential for employers to develop functional job descriptions
that quantify the exertional demands of job tasks. These tasks can then be reviewed by the
treating physician to make a determination of the compatibility of the worker's physical abilities
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and the functional demands of the job. Many employers have adopted the practice of inviting
doctors to visit production sites and work areas to increase their familiarity with job demands
and work environments.
Selection, utilization and evaluation of community services
Employers have realized substantial savings and improved work return outcomes by
identifying, utilizing and evaluating effective medical and rehabilitation services in the
community. Workers who become ill or injured are influenced by someone to make treatment
provider choices. Poor advice often leads to extended or unnecessary treatment, higher
medical costs and inferior results. In effective disability management systems, the employer
takes an active role in identifying quality services that are responsive to the needs of workers
with disabilities. When the employer “internalizes” these external resources, they become a
vital partner in the overall disability management infrastructure. Workers with disabilities can
then be guided to responsible service providers that share mutual return-to-work goals.
Utilization of independent medical evaluators
Occasionally an injured worker's medical report fails to substantiate objectively the worker's
alleged impairments and medical restrictions. Employers often feel that they are held hostage
to the treating physician's opinions, particularly when the doctor's rationale for determining the
employee's work restrictions are unsubstantiated by objective medical tests and measurable
assessments. Employers need to exercise their right to independent medical and/or physical
capacity evaluations when evaluating questionable disability claims. This approach requires
that the employer take the initiative to explore objective and qualified medical and rehabilitation
evaluators in the community.
Essential Components of an Optimal Disability Management System
An employer's foundation for an optimal disability management system has three major
components (Shrey 1995, 1996). First, a worksite-based disability management programme
requires a human resource component. A major part of this component is the development of
the employer's internal disability management team. Joint worker-management teams are
preferred, and they often include members representing the interests of labour unions, risk
management, occupational health and safety, employer operations and financial management.
Important criteria for the selection of disability management-team membership may include:
· resourcefulness-familiar with employer's operations, labour relations, internal/external
resources and corporate culture
· influence-able to initiate change within management decision-making process
· leadership-earns respect among workers, supervisors and senior management
· creativity-ability to design proactive interventions that work, despite obstacles
· commitment-professional views that are consistent with disability management mission and
principles
· motivation-both self-motivated and able to motivate others towards programme goals and
objectives
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Gaps often exist with respect to the assignment and delegation of responsibilities for resolving
disability problems. New tasks must be assigned to ensure that the steps from injury to work
return are properly orchestrated. The human resource component includes knowledge and skill
supports or training which enable managers and supervisors to perform their designated roles
and functions. Accountability is essential, and it must be built into the organizational structure
of the employer's disability management programme.
The second component of an optimal disability management system is the operations
component. This component includes activities, services and interventions which are
implemented at the pre-injury, during injury and post-injury levels. Pre-injury operations
components include effective safety programmes, ergonomic services, pre-placement
screening mechanisms, loss prevention programmes and the development of joint labourmanagement committees. A strong pre-injury operations component is oriented towards injury
prevention, and it may include health promotion and wellness services such as weight loss
programmes, smoking cessation groups and aerobic conditioning classes.
The during-injury level of an optimal disability management system includes early intervention
strategies, case management services, formalized transitional work programmes, worksite
accommodations, employee assistance programmes and other health services. These
activities are designed to resolve the disabilities that are not prevented at the pre-injury level.
The post-injury level of an optimal disability management system includes worker retention
services. Worker retention services and interventions are designed to facilitate the worker's
adjustment to work performance within the context of the worker's physical or mental
restrictions and environmental demands. The post-injury level of a disability management
system should also include programme evaluation, financial management for costeffectiveness, and programme enhancements.
The third component of an optimal disability management system is the communications
component. This includes internal and external communications. Internally, the operational
aspects of the employer's disability management programme must be consistently and
accurately communicated among employees, managers, supervisors and labour
representatives. The policies, procedures and protocols for return-to-work activities should be
communicated through labour and management orientations.
External communications enhance the employer's relationship with treating physicians, claims
managers, rehabilitation service providers and workers' compensation administrators. The
employer can influence an earlier return to work by providing treating physicians with functional
job descriptions, job safety procedures and transitional work options for injured workers.
Conclusions
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Workplace disability management and transitional work programmes represent a new
paradigm in the rehabilitation of workers with illnesses and injuries. Trends reflect a shift in
rehabilitative interventions from medical institutions to the worksite. Joint labour-management
initiatives in disability management are commonplace, creating new challenges and
opportunities for employers, unions and rehabilitation professionals in the community.
The interdisciplinary members of the worksite-based disability management team are learning
to harness existing technologies and resources within the work environment. The demands on
employers are essentially limited to their creativity, imagination and flexibility to adapt disability
management interventions to the work environment. Job accommodations and temporary nontraditional job options expand the range of transitional work alternatives for workers with
restrictions. Redesigned tools, ergonomically correct workstations, adaptive devices and work
schedule modifications are all effective disability management methods that enable the worker
to perform essential job tasks. These same interventions can be utilized in a preventive
manner to identify and redesign jobs which are likely to cause future injuries.
Protecting the rights of injured workers is an important component of disability management.
Every year thousands of workers become disabled through industrial accidents and
occupational diseases. Without transitional work options and accommodations, workers with
disabilities risk discrimination similar to that faced by other individuals with disabilities. Thus,
disability management is an effective advocate tool, whether advocating for the employer or
the person with a disability. Disability management interventions protect the employability of
the worker as well as the economic interests of the employer.
The profound impact of rapidly escalating workers' compensation costs will be experienced
worldwide by business and industry throughout the next decade. Just as this crisis offers a
challenge to industry, disability management interventions and transitional work programmes
create an opportunity. With a decreasing labour pool, an ageing workforce and increased
worldwide competition, employers in industrialized societies must seize the opportunities to
control the personal and economic costs of injury and disability. An employer's success will be
determined by the extent to which he is able to shape positive attitudes among labour and
management representatives, while creating an infrastructure supportive of disability
management systems.
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Although this article deals with disability due to noise-exposure and hearing loss, it is included here because
it also contains fundamental principles applicable to rehabilitation from disabilities arising from other
hazardous exposures.
Psychosocial Aspects of Occupationally Induced Hearing Loss
Like all human experience, hearing loss caused by exposure to workplace noise is given meaning-it is
qualitatively experienced and evaluated-by those whom it affects and by their social group. This meaning
can, however, be a powerful obstacle to the rehabilitation of individuals suffering from occupationally induced
hearing loss (Hétu and Getty 1991b). The chief reasons, as discussed below, are that the victims of hearing
loss experience perceptual barriers related to the signs and effects of their deficiency and that the
manifestation of overt signs of hearing loss is highly stigmatizing.
Communication problems due to the distorted perception of hearing
Difficulties in hearing and communication resulting from occupationally induced hearing loss are usually
attributed to other causes, for example unfavourable conditions for hearing or communication or a lack of
attention or interest. This erroneous attribution is observed in both the affected individual and among his or
her associates and has multiple, although converging, causes.
1. Internal ear injuries are invisible, and victims of this type of injury do not see themselves as physically
injured by noise.
2. Hearing loss per se progresses very insidiously. The virtually daily auditory fatigue due to workplace
noise suffered by exposed workers makes the timely detection of irreversible alterations in hearing function a
matter of the greatest difficulty. Individuals exposed to noise are never aware of tangible deteriorations of
hearing capacity. In fact, in most workers exposed daily to harmful levels of noise, the increase in the
auditory threshold is of the order of one decibel per year of exposure (Hétu, Tran Quoc and Duguay 1990).
When hearing loss is symmetric and progressive, the victim has no internal reference against which to judge
the induced hearing deficit. As a result of this insidious evolution of hearing loss, individuals undergo a very
progressive change of habits, avoiding situations which place them at a disadvantage-without however
explicitly associating this change with their hearing problems.
3. The signs of hearing loss are very ambiguous and usually take the form of a loss of frequency
discrimination, that is, a diminished ability to discriminate between two or more simultaneous acoustic
signals, with the more intense signal masking the other(s). Concretely, this takes the form of varying degrees
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of difficulty in following conversations where reverberation is high or where background noise due to other
conversations, televisions, fans, vehicle motors, and so forth, is present. In other words, the hearing capacity
of individuals suffering from impaired frequency discrimination is a direct function of the ambient conditions
at any given moment. Those with whom the victim comes into daily contact experience this variation in
hearing capacity as inconsistent behaviour on the part of the affected individual and reproach him or her in
terms like, “You can understand well enough when it suits your purpose”. The affected individual, on the
other hand, considers his or her hearing and communication problems to be the result of background noise,
inadequate articulation by those addressing him or her, or a lack of attention on their part. In this way, the
most characteristic sign of noise-induced hearing loss fails to be recognized for what it is.
4. The effects of hearing loss are usually experienced outside of the workplace, within the confines of family
life. Consequently, problems are not associated with occupational exposure to noise and are not discussed
with work colleagues suffering similar difficulties.
5. Acknowledgement of hearing problems is usually triggered by reproaches from the victim's family and
social circles (Hétu, Jones and Getty 1993). Affected individuals violate certain implicit social norms, for
example by speaking too loudly, frequently asking others to repeat themselves and turning the volume of
televisions or radios up too high. These behaviours elicit the spontaneous-and usually derogatory-question,
“Are you deaf?” from those around. The defensive behaviours that this triggers do not favour the
acknowledgement of partial deafness.
As a result of the convergence of these five factors, individuals suffering from occupationally induced hearing
loss do not recognize the effects of their affliction on their daily lives until the loss is well advanced. Typically,
this occurs when they find themselves frequently asking people to repeat themselves (Hétu, Lalonde and
Getty 1987). Even at this point, however, victims of occupationally induced hearing loss are very unwilling to
acknowledge their hearing loss on account of the stigma associated with deafness.
Stigmatization of the signs of deafness
The reproaches elicited by the signs of hearing loss are a reflection of the extremely negative value
construct typically associated with deafness. Workers exhibiting signs of deafness risk being perceived as
abnormal, incapable, prematurely old, or handicapped-in short, they risk becoming socially marginalized in
the workplace (Hétu, Getty and Waridel 1994). These workers' negative self-image thus intensifies as their
hearing loss progresses. They are obviously reluctant to embrace this image, and by extension, to
acknowledge the signs of hearing loss. This leads them to attribute their hearing and communication
problems to other factors and to become passive in the face of these factors.
The combined effect of the stigma of deafness and the distorted perception of the signs and effects of
hearing loss on rehabilitation is illustrated in figure 17.2.
_______________________________________________________________________________________
Figure 17.2.

Conceptual framework for incapacity from handicap
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_____________________________________________________________________________________
When hearing problems progress to the point that it is no longer possible to deny or minimize them,
individuals attempt to hide the problem. This invariably leads to social withdrawal on the part of the worker
and exclusion on the part of the worker's social group, which ascribes the withdrawal to a lack of interest in
communicating rather than to hearing loss. The result of these two reactions is that the affected individual is
not offered help or informed of coping strategies. Workers' dissimulation of their problems may be so
successful that family members and colleagues may not even realize the offensive nature of their jokes
elicited by the signs of deafness. This situation only exacerbates the stigmatization and its resultant negative
effects. As figure 17.2 illustrates, the distorted perceptions of the signs and effects of hearing loss and the
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stigmatization which results from these perceptions are barriers to the resolution of hearing problems.
Because affected individuals are already stigmatized, they initially refuse to use hearing aids, which
unmistakably advertise deafness and so promote further stigmatization.
The model presented in figure 17.2 accounts for the fact that most people suffering occupationally induced
hearing loss do not consult audiology clinics, do not request modification of their workstations and do not
negotiate enabling strategies with their families and social groups. In other words, they endure their
problems passively and avoid situations which advertise their auditory deficit.
Conceptual Framework of Rehabilitation
Next part of the document
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For rehabilitation to be effective, it is necessary to overcome the obstacles outlined above. Rehabilitative
interventions should therefore not be limited to attempts to restore hearing capacity, but should also
address issues related to the way hearing problems are perceived by affected individuals and their
associates. Because stigmatization of deafness is the greatest obstacle to rehabilitation (Hétu and Getty
1991b; Hétu, Getty and Waridel 1994), it should be the primary focus of any intervention. Effective
interventions should therefore include both stigmatized workers and their circles of family, friends,
colleagues and others with whom they come into contact, since it is they who stigmatize them and who,
out of ignorance, impose impossible expectations on them. Concretely, it is necessary to create an
environment which allows affected individuals to break out of their cycle of passivity and isolation and
actively seek out solutions to their hearing problems. This must be accompanied by a sensitization of the
entourage to the specific needs of affected individuals. This process is grounded in the ecological
approach to incapacity and handicap illustrated in figure 17.3.
_____________________________________________________________________________________
Figure 17.3.

Model of restrictions due to hearing loss
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_____________________________________________________________________________________
In the ecological model, hearing loss is experienced as an incompatibility between an individual's residual
capacity and the physical and social demands of his or her environment. For example, workers suffering
from a loss of frequency discrimination associated with noise-induced hearing loss will have difficulty
detecting acoustic alarms in noisy workplaces. If the alarms required at workstations cannot be adjusted
to levels significantly louder than those appropriate for people with normal hearing, the workers will be
placed in a handicapped position (Hétu 1994b). As a result of this handicap, workers may be at the
obvious disadvantage of being deprived of a means to protect themselves. Yet, simply acknowledging
hearing loss puts the worker at risk of being considered “abnormal” by his or her colleagues, and when
labelled disabled he or she will fear being seen as incompetent by colleagues or superiors. In either case,
workers will attempt to hide their handicap or deny the existence of any problems, placing themselves at a
functional disadvantage at work.
As figure 17.3 illustrates, disability is a complex state of affairs with several interrelated restrictions. In
such a network of relationships, prevention or minimization of disadvantages or restrictions of activity
require simultaneous interventions on many fronts. For example, hearing aids, while partially restoring
hearing capacity (component 2), do not prevent either the development of a negative self-image or
stigmatization by the worker's entourage (components 5 and 6), both of which are responsible for isolation
and avoidance of communication (component 7). Further, auditory supplementation is incapable of
completely restoring hearing capacity; this is particularly true with regard to frequency discrimination.
Amplification may improve the perception of acoustic alarms and of conversations but is incapable of
improving the resolution of competing signals required for the detection of warning signals in the presence
of significant background noise. The prevention of disability-related restrictions therefore necessitates the
modification of the social and physical demands of the workplace (component 3). It should be superfluous
to note that although interventions designed to modify perceptions (components 5 and 6) are essential
and do prevent disability from arising, they do not palliate the immediate consequences of these situations.
Situation-specific Approaches to Rehabilitation
The application of the model presented in figure 17.3 will vary depending on the specific circumstances
encountered. According to surveys and qualitative studies (Hétu and Getty 1991b; Hétu, Jones and Getty
1993; Hétu, Lalonde and Getty 1987; Hétu, Getty and Waridel 1994; Hétu 1994b), the effects of disability
suffered by victims of occupationally induced hearing loss are particularly felt: (1) at the workplace; (2) at
the level of social activities; and (3) at the family level. Specific intervention approaches have been
proposed for each of these situations.
The workplace
In industrial workplaces, it is possible to identify the following four restrictions or disadvantages requiring
specific interventions:
1. accident hazards related to the failure to detect warning signals
2. efforts, stress and anxiety resulting from hearing and com-munication problems
3. obstacles to social integration
4. obstacles to professional advancement.
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Accident hazards
Acoustic warning alarms are frequently used in industrial workplaces. Occupationally induced hearing loss
may considerably diminish workers' ability to detect, recognize or locate such alarms, particularly in noisy
workplaces with high levels of reverberation. The loss of frequency discrimination which inevitably
accompanies hearing loss may in fact be so pronounced as to require warning alarms to be 30 to 40 db
louder than background levels to be heard and recognized by affected individuals (Hétu 1994b); for
individuals with normal hearing, the corresponding value is approximately 12 to 15 db. Currently, it is rare
that warning alarms are adjusted to compensate for background noise levels, workers' hearing capacity or
the use of hearing protection equipment. This puts affected workers at a serious disadvantage, especially
as far as their safety is concerned.
Given these constraints, rehabilitation must be based on a rigorous analysis of the compatibility of
auditory perception requirements with residual auditory capacities of affected workers. A clinical
examination capable of characterizing an individual's ability to detect acoustic signals in the presence of
software package (Tran Quoc, Hétu and Laroche 1992), has
background noise, such as the
been developed, and is available to determine the characteristics of acoustic signals compatible with
workers' hearing capacity. These devices simulate normal or impaired auditory detection and take into
account the characteristics of the noise at the workstation and the effect of hearing protection equipment.
Of course, any intervention aimed at reducing the noise level will facilitate the detection of acoustic
alarms. It is nevertheless necessary to adjust the alarms' level as a function of the residual hearing
capacity of affected workers.
In some cases of relatively severe hearing loss, it may be necessary to resort to other types of warning, or
to supplement hearing capacity. For example, it is possible to transmit warning alarms over FM
bandwidths and receive them with a portable unit connected directly to a hearing aid. This arrangement is
very effective as long as: (1) the tip of the hearing aid fits perfectly (in order to attenuate background
noise); and (2) the response curve of the hearing aid is adjusted to compensate for the masking effect of
background noise attenuated by the hearing aid tip and the worker's hearing capacity (Hétu, Tran Quoc
and Tougas 1993). The hearing aid may be adjusted to integrate the effects of the full spectrum of
background noise, the attenuation produced by the hearing aid's tip, and the worker's hearing threshold.
Optimal results will be obtained if the frequency discrimination of the worker is also measured. The
hearing aid-FM receptor may also be used to facilitate verbal communication with work colleagues when
this is essential for worker safety.
In some cases, the workstation itself must be redesigned in order to ensure worker safety.
Hearing and communication problems
Acoustic warning alarms are usually used to inform workers of the state of a production process and as a
means of inter-operator communication. In workplaces where such alarms are used, individuals with
hearing loss must rely upon other sources of information to perform their work. These may involve intense
visual surveillance and discreet help offered by work colleagues. Verbal communication, whether over the
telephone, in committee meetings or with superiors in noisy workshops, requires great effort on the part of
affected individuals and is also highly problematic for affected individuals in industrial workplaces.
Because these individuals feel the need to hide their hearing problems, they are also plagued by the fear
of being unable to cope with a situation or of committing costly errors. Often, this may cause extremely
high anxiety (Hétu and Getty 1993).
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Under these circumstances, rehabilitation must first focus on eliciting explicit
acknowledgement by the company and its representatives of the fact that some of their
workers suffer from hearing difficulties caused by noise exposure. The legitimization of these
difficulties helps affected individuals to communicate about them and to avail themselves of
appropriate palliative means. However, these means must in fact be available. In this regard, it
is astonishing to note that telephone receivers in the workplace are rarely equipped with
amplifiers designed for individuals suffering from hearing loss and that conference rooms are
not equipped with appropriate systems (FM or infrared transmitters and receptors, for
example). Finally, a campaign to increase awareness of the needs of individuals suffering from
hearing loss should be undertaken. By publicizing strategies which facilitate communication
with affected individuals, communication-related stress will be greatly reduced. These
strategies consist of the following phases:
· approaching the affected individual and facing him or her
· articulating without exaggeration
· repeating misunderstood phrases, using different words
· keeping as far away from sources of noise as possible
Clearly, any control measures that lead to lower noise and reverberation levels in the
workplace also facilitate communication with individuals suffering from hearing loss.
Obstacles to social integration
Noise and reverberation in the workplace render communication so difficult that it is often
limited to the strict minimum required by the tasks to be accomplished. Informal
communication, a very important determinant of the quality of working life, is thus greatly
impaired (Hétu 1994a). For individuals suffering from hearing loss, the situation is extremely
difficult. Workers suffering from occupationally induced hearing loss are isolated from their
work colleagues, not only at their workstation but even during breaks and meals. This is a clear
example of the convergence of excessive work requirements and the fear of ridicule suffered
by affected individuals.
The solutions to this problem lie in the implementation of the measures already described,
such as the lowering of overall noise levels, particularly in rest areas, and the sensitization of
work colleagues to the needs of affected individuals. Again, recognition by the employer of
affected individuals' specific needs itself constitutes a form of psychosocial support capable of
limiting the stigma associated with hearing problems.
Obstacles to professional advancement
One of the reasons individuals suffering from occupationally induced hearing loss take such
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pains to hide their problem is the explicit fear of being disadvantaged professionally (Hétu and
Getty 1993): some workers even fear losing their jobs should they reveal their hearing loss.
The immediate consequence of this is a self-restriction with regard to professional
advancement, for example, failure to apply for a promotion to shift supervisor, supervisor or
foreman. This is also true of professional mobility outside the company, with experienced
workers failing to take advantage of their accumulated skills since they feel that preemployment audiometric examinations would block their access to better jobs. Self-restriction
is not the only obstacle to professional advancement caused by hearing loss. Workers
suffering from occupationally induced hearing loss have in fact reported instances of employer
bias when positions requiring frequent verbal communication have become available.
As with the other aspects of disability already described, explicit acknowledgement of affected
workers' specific needs by employers greatly eliminates obstacles to professional
advancement. From the standpoint of human rights (Hétu and Getty 1993), affected individuals
have the same right to be considered for advancement as do other workers, and appropriate
workplace modifications can facilitate their access to higher-level jobs.
In summary, the prevention of disability in the workplace requires sensitization of employers
and work colleagues to the specific needs of individuals suffering from occupationally induced
hearing loss. This can be accomplished by information campaigns on the signs and effects of
noise-induced hearing loss aimed at dissipating the view of hearing loss as an improbable
abnormality of little import. The use of technological aids is possible only if the need to use
them has been legitimized in the workplace by colleagues, superiors and affected individuals
themselves.
Social activities
Individuals suffering from occupationally induced hearing loss are at a disadvantage in any
non-ideal hearing situation, for instance, in the presence of background noise, in situations
requiring communication at a distance, in environments where reverberation is high and on the
telephone. In practice, this greatly curtails their social life by limiting their access to cultural
activities and public services, thus hindering their social integration (Hétu and Getty 1991b).
Access to cultural activities and public services
In accordance with the model in figure 17.3, restrictions related to cultural activities involve four
components (components 2, 3, 5 and 6) and their elimination relies on multiple interventions.
Thus concert halls, auditoriums and places of worship can be made accessible to persons
suffering from hearing loss by equipping them with appropriate listening systems, such as FM
or infrared transmission systems (component 3) and by informing those responsible for these
institutions of the needs of affected individuals (component 6). However, affected individuals
will request hearing equipment only if they are aware of its availability, know how to use it
(component 2) and have received the necessary psychosocial support to recognize and
communicate their need for such equipment (component 5).
Effective communication, training and psychosocial support channels for hearing-impaired
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workers have been developed in an experimental rehabilitation programme (Getty and Hétu
1991, Hétu and Getty 1991a), discussed in “Family life”, below.
As regards the hearing-impaired, access to public services such as banks, stores, government
services and health services is hindered primarily by a lack of knowledge on the part of the
institutions. In banks, for example, glass screens may separate clients from tellers, who may
be occupied in entering data or filling out forms while talking to clients. The resulting lack of
face-to-face visual contact, coupled with unfavourable acoustic conditions and a context in
which misunderstanding can have very serious consequences, render this an extremely
difficult situation for affected individuals. In health service facilities, patients wait in relatively
noisy rooms where their names are called by an employee located at a distance or via a public
address system that may be difficult to comprehend. While individuals with hearing loss worry
a great deal about being unable to react at the correct time, they generally neglect to inform
staff of their hearing problems. There are numerous examples of this type of behaviour.
In most cases, it is possible to prevent these handicap situations by informing staff of the signs
and effects of partial deafness and of ways to facilitate communication with affected
individuals. A number of public services have already undertaken initiatives aimed at
facilitating communication with individuals suffering from occupationally induced hearing loss
(Hétu, Getty and Bédard 1994) with results as follows. The use of appropriate graphical or
audio-visual material allowed the necessary information to be communicated in less than 30
minutes and the effects of such initiatives were still apparent six months after the information
sessions. These strategies greatly facilitated communication with the personnel of the services
involved. Very tangible benefits were reported not only by clients with hearing loss but also by
the staff, who saw their tasks simplified and difficult situations with this type of client prevented.
Social integration
Avoidance of group encounters is one of the most severe consequences of occupationally
induced hearing loss (Hétu and Getty 1991b). Group discussions are extremely demanding
situations for affected individuals, In this case, the burden of accommodation rests with the
affected individual, as he or she can rarely expect the entire group to adopt a favourable
rhythm of conversation and mode of expression. Affected individuals have three strategies
available to them in these situations:
· reading facial expressions
· using specific communication strategies
· using a hearing aid.
The reading of facial expressions (and lip-reading) can certainly facilitate comprehension of
conversations, but requires considerable attention and concentration and cannot be sustained
over long periods. This strategy can, however, be usefully combined with requests for
repetition, reformulation and summary. Nevertheless, group discussions occur at such a rapid
rhythm that it is often difficult to rely upon these strategies. Finally, the use of a hearing aid
may improve the ability to follow conversation. However, current amplification techniques do
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not allow the restoration of frequency discrimination. In other words, both signal and noise are
amplified. This often worsens rather than improves the situation for individuals with serious
frequency discrimination deficits.
The use of a hearing aid as well as the request for accommodation by the group presupposes
that the affected individual feels comfortable revealing his or her condition. As discussed
below, interventions aimed at strengthening self-esteem are therefore prerequisites for
attempts to supplement auditory capacity.
Family life
The family is the prime locus of the expression of hearing problems caused by occupational
hearing loss (Hétu, Jones and Getty 1993). A negative self-image is the essence of the
experience of hearing loss, and affected individuals attempt to hide their hearing loss in social
interactions by listening more intently or by avoiding overly demanding situations. These
efforts, and the anxiety which accompanies them, create a need for release in the family
setting, where the need to hide the condition is less strongly felt. Consequently, affected
individuals tend to impose their problems on their families and coerce them to adapt to their
hearing problems. This takes a toll on spouses and others and causes irritation at having to
repeat oneself frequently, tolerate high television volumes and “always be the one to answer
the telephone”. Spouses must also deal with serious restrictions in the couples' social life and
with other major changes in family life. Hearing loss limits companionship and intimacy,
creates tension, misunderstandings and arguments and disturbs relations with children.
Not only does hearing and communication impairment affect intimacy, but its perception by
affected individuals and their family (components 5 and 6 of figure 17.3) tends to feed
frustration, anger and resentment (Hétu, Jones and Getty 1993). Affected individuals
frequently do not recognize their impairment and do not attribute their communications
problems to a hearing deficit. As a result, they may impose their problems on their families
rather than negotiate mutually satisfactory adaptations. Spouses, on the other hand, tend to
interpret the problems as a refusal to communicate and as a change in the affected individual's
temperament. This state of affairs may lead to mutual reproaches and accusations, and
ultimately to isolation, loneliness and sadness, particularly on the part of the unaffected spouse.
The solution of this interpersonal dilemma requires the participation of both partners. In fact,
both require:
· information on the auditory basis of their problems.
· psychosocial support
· training in the use of appropriate supplemental means of communication.
With this in mind, a rehabilitation programme for affected individuals and their spouses has
been developed (Getty and Hétu 1991, Hétu and Getty 1991a). The goal of the programme is
to stimulate research on the resolution of problems caused by hearing loss, taking into account
the passivity and social withdrawal that characterize occupationally induced hearing loss.
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Since the stigma associated with deafness is the principal source of these behaviours, it was
essential to create a setting in which self-esteem could be restored so as to induce affected
individuals to seek out actively solutions to their hearing-related problems. The effects of
stigmatization can be overcome only when one is perceived by others as normal regardless of
any hearing deficit. The most effective way to achieve this consists of meeting other people in
the same situation, as was suggested by workers asked about the most appropriate aid to offer
their hearing-impaired colleagues. However, it is essential that these meetings take place
outside the workplace, precisely to avoid the risk of further stigmatization (Hétu, Getty and
Waridel 1994).
The rehabilitation programme mentioned above was developed with this in mind, the group
encounters taking place in a community health department (Getty and Hétu 1991).
Recruitment of participants was an essential component of the programme, given the
withdrawal and passivity of the target population. Accordingly, occupational health nurses first
met with 48 workers suffering from hearing loss and their spouses at their homes. Following an
interview on hearing problems and their effects, every couple was invited to a series of four
weekly meetings lasting two hours each, held in the evening. These meetings followed a
precise schedule aimed at meeting the objectives of information, support and training defined
in the programme. Individual follow-up was provided to participants in order to facilitate their
access to audio-logical and audioprosthetic services. Individuals suffering from tinnitus were
referred to the appropriate services. A further group meeting was held three months after the
last weekly meeting.
The results of the programme, collected at the end of the experimental phase, demonstrated
that participants and their spouses were more aware of their hearing problems, and were also
more confident of resolving them. Workers had undertaken various steps, including technical
aids, revealing their impairment to their social group, and expressing their needs in an attempt
to improve communication.
A follow-up study, performed with this same group five years after their participation in the
programme, demonstrated that the programme was effective in stimulating participants to seek
solutions. It also showed that rehabilitation is a complex process requiring several years of
work before affected individuals are able to avail themselves of all the means at their disposal
to regain their social integration. In most cases, this type of rehabilitation process requires
periodic follow-up.
Conclusion
As figure 17.3 indicates, the meaning that individuals suffering from occupationally induced
hearing loss and their associates give to their condition is a key factor in handicap situations.
The approaches to rehabilitation proposed in this article explicitly take this factor into account.
However, the manner in which these approaches are applied concretely will depend on the
specific sociocultural context, since the perception of these phenomena may vary from one
context to another. Even within the sociocultural context in which the intervention strategies
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described above were developed, significant modifications may be necessary. For example,
the programme developed for individuals suffering from occupationally induced hearing loss
and their spouses (Getty and Hétu 1991) was tested in a population of affected males.
Different strategies would probably be necessary in a population of affected females,
especially when one considers the different social roles men and women occupy in conjugal
and parental relations (Hétu, Jones and Getty 1993). Modifications would be necessary a
fortiori when dealing with cultures which differ from that of North America from which the
approaches emerged. The conceptual framework proposed (fig 17.3) can nevertheless be
used effectively to orient any intervention aimed at rehabilitating individuals suffering from
occupationally induced hearing loss.
Furthermore, this type of intervention, if applied on a large scale, will have important preventive
effects on hearing loss itself. The psychosocial aspects of occupationally induced hearing loss
hinder both rehabilitation (fig 17.2) and prevention. The distorted perception of hearing
problems delays their recognition, and their dissimulation by severely affected individuals
fosters the general perception that these problem are rare and relatively innocuous, even in
noisy workplaces. This being so, noise-induced hearing loss is not perceived by workers at risk
or by their employers as an important health problem, and the need for prevention is thus not
strongly felt in noisy workplaces. On the other hand, individuals already suffering from hearing
loss who reveal their problems are eloquent examples of the severity of the problem.
Rehabilitation can thus be seen as the first step of a prevention strategy.
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RIGHTS AND DUTIES: AN EMPLOYER'S PERSPECTIVE
Susan Scott-Parker
The traditional approach to helping disabled people into work has had little success, and it is evident that
something fundamental needs to be changed. For example, the official unemployment rates for disabled
people are always at least twice that of their non-disabled peers-often higher. The numbers of disabled
people not working often approach 70% (in the United States, United Kingdom, Canada). Disabled
people are more likely than their non-disabled peers to live in poverty; for example, in the United
Kingdom two-thirds of the 6.2 million disabled citizens have only state benefits as income.
These problems are compounded by the fact that rehabilitation services are often unable to meet
employer demand for qualified applicants.
In many countries, disability is not generally defined as an equal opportunities or rights issue. It is thus
difficult to encourage corporate best practice which positions disability firmly alongside race and gender
as an equal opportunities or diversity priority. Proliferation of quotas or the complete absence of relevant
legislation reinforces employer assumptions that disability is primarily a medical or charity issue.
Evidence of the frustrations created by inadequacies inherent in the present system can be seen in
growing pressure from disabled people themselves for legislation based on civil rights and/or
employment rights, such as exists in the United States, Australia, and, from 1996, in the United
Kingdom. It was the failure of the rehabilitation system to meet the needs and expectations of
enlightened employers which prompted the UK business community to establish the Employers Forum
on Disability.
Employers' attitudes unfortunately reflect those of the wider society-although this fact is often overlooked
by rehabilitation practitioners. Employers share with many others widespread confusion regarding such
issues as:
· What is a disability? Who is and who is not disabled?
· Where do I get advice and services to help me recruit and retain disabled people?
· How do I change my organization's culture and working practices?
· What benefit will best practice on disability bring my business-and the economy in general?
The failure to meet the information and service needs of the employer community constitutes a major
hurdle for disabled people wanting work, yet it is rarely addressed adequately by government policy
makers or rehabilitation practitioners.
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Deep-Rooted Myths that Disadvantage Disabled People in the Labour Market
Non-governmental organizations (NGOs), governments, indeed all those involved in the medical and
employment rehabilitation of persons with disabilities, tend to share a set of deep-rooted, often
unspoken assumptions which only further disadvantage the disabled individuals these organizations
seek to help:
· “The employer is the problem-indeed, often the adversary.” It is employer attitudes which are often
blamed for the failure of disabled people to find jobs, despite the evidence that numerous other factors
may well have been highly significant.
· “The employer is not treated either as a client or a customer.” Rehabilitation services do not measure
their success by the extent to which they make it easier for the employer to recruit and retain disabled
employees. As a result, the unreasonable difficulties created by suppliers of rehabilitation services make
it difficult for the well-intentioned and enlightened employer to justify the time, cost and effort required to
effect change. The not-so-enlightened employer has his or her reluctance to effect change more than
justified by the lack of cooperation from rehabilitation services.
· “Disabled people really cannot compete on merit.” Many service providers have low expectations of
disabled people and their potential to work. They find it difficult to promote the “business case” to
employers because they themselves doubt that employing people with disability brings genuine mutual
benefit. Instead the tone and underlying ethos of their communication with employers stresses the moral
and perhaps (occasional) legal obligation in a way which only further stigmatizes disabled people.
· “Disability is not a mainstream economic or business issue. It is best left in the hands of the experts,
doctors, rehabilitation providers and charities.” The fact that disability is portrayed in the media and
through fund-raising activities as a charity issue, and that disabled people are portrayed as the natural
and passive recipients of charity, is a fundamental barrier to the employment of disabled people. It also
creates tension in organizations that are trying to find jobs for people, while on the other hand using
images which tug at the heartstrings.
The consequence of these assumptions is that:
· Employers and disabled people remain separated by a maze of well-meaning but often uncoordinated
and fragmented services which only rarely define success in terms of employer satisfaction.
· Employers and disabled people alike remain excluded from real influence over policy development;
only rarely is either party asked to evaluate services from its own perspective and to propose
improvements.
We are beginning to see an international trend, typified by the development of “job coach” services,
towards acknowledging that successful rehabilitation of disabled people depends upon the quality of
service and support available to the employer.
The statement “Better services for employers equals better services for disabled people” must surely
come to be much more widely accepted as economic pressures build on rehabilitation agencies
everywhere in the light of governments' retrenchment and restructuring. It is nonetheless very revealing
that a recent report by Helios (1994), which summarizes the competencies required by vocational or
rehabilitation specialists, fail to make any reference to the need for skills which relate to the employers
as customer.
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While there is a growing awareness of the need to work with employers as partners, our experience
shows that it is difficult to develop and sustain a partnership until the rehabilitation practitioners first meet
the needs of the employer as customer and begin to value that “employer as customer” relationship.
Employers' Roles
At various times and in various situations the system and services position the employer in one or more
of the following roles-though only rarely is it articulated. Thus we have the employer as:
· the Problem-“you require enlightenment”
· the Target-“you need education, information, or consciousness raising”
· the Customer-“the employer is encouraged to use us in order to recruit and retain disabled employees”
· the Partner-the employer is encouraged to “enter into a long term, mutually beneficial relationship”.
And at any time during the relationship the employer may be called upon-indeed is typically called uponto be a funder or philanthropist.
The key to successful practice lies in approaching the employer as “The Customer”. Systems which
regard the employer as only “The Problem”, or “The Target”, find themselves in a self-perpetuating
dysfunctional cycle.
Factors outside the Employer's Control
Reliance on perceived employer negative attitudes as the key insight into why disabled people
experience high unemployment rates, consistently reinforces the failure to address other highly
significant issues which must also be tackled before real change can be brought about.
For example:
· In the United Kingdom, in a recent survey 80% of employers were not aware they had ever had a
disabled applicant.
· Benefits and social welfare systems often create financial disincentives for disabled people moving into
work.
· Transport and housing systems are notoriously inaccessible; people can look for work successfully only
when basic housing, transport and subsistence needs have been met.
· In a recent UK survey, 59% of disabled job seekers were unskilled compared to 23% of their peers.
Disabled people, in general, are simply not able to compete in the labour market unless their skill levels
are competitive.
· Medical professionals frequently underestimate the extent to which a disabled person can perform in
work and are often unable to advise on adaptations and adjustments which might make that person
employable.
· Disabled people often find it difficult to obtain high quality career guidance and throughout their lives
are subject to the lower expectations of teachers and advisers.
Next part of the document
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· Quotas and other inappropriate legislation actively undermine the message that disability is an equal
opportunities issue.
A legislative system that creates an adversarial or litigious environment can further undermine the job prospects
of disabled people because bringing a disabled person into the company could expose the employer to risk.
Rehabilitation practitioners often find it difficult to access expert training and accreditation and are themselves
rarely funded to deliver relevant services and products to employers.
Policy Implications
It is vital for service providers to understand that before the employer can effect organizational and cultural
change, similar changes are required on the part of the rehabilitation provider. Providers approaching employers
as customers need to recognize that actively listening to the employers will almost inevitably trigger the need to
change the design and delivery of services.
For example, service providers will find themselves asked to make it easier for the employer to:
· find qualified applicants
· obtain high quality employer-oriented services and advice
· meet disabled people as applicants and colleagues
· understand not just the need for policy change but how to make such change come about
· promote attitude change across their organizations
· understand the business as well as the social case for employing disabled people
Attempts at significant social policy reforms related to disability are undermined by the failure to take into account
the needs, expectations and legitimate requirements of the people who will largely determine success-that is, the
employers. Thus, for example, the move to ensure that people currently in sheltered workshops obtain
mainstream work frequently fails to acknowledge that it is only employers who are able to offer that employment.
Success therefore is limited, not only because it is unnecessarily difficult for the employers to make opportunities
available but also because of the missed added value resulting from active collaboration between employers and
policy makers.
Potential for Employer Involvement
___________________________________________________________________________________________

Best Practice Examples
SABRE Employment (UK)
Mission Statement:
To communicate overall objectives/business goals which not only embrace the provision of quality service to
applicants, but clearly reflect the desire to provide an efficient recruitment service to employers and which assist
employers to improve their capacity to employ people with disabilities. Emphasis should be placed on the primary
aim to achieve customer satisfaction. “All of Sabre's activities begin with our customers. Our goals are to provide
recruitment solutions through effective job matching, reliable training and support and to offer expertise in the
recruitment and employment of people with disabilities.”
A job fair was recently held to give people a chance to meet employers and learn about different jobs. McDonald's
Restaurants Ltd. ran a workshop on interview skills and also sponsored the job fair event along with Shell and
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Pizza Hut. There were employer displays which provided an opportunity for employers and prospective
employees with learning difficulties to meet in an informal way.
The Coverdale Bursary Programme (UK)
For five years, Coverdale, a small (70 people) management consultancy has offered bursaries to the value of
£10,000 per person to disabled individuals seeking high quality management training. These individuals then go
into companies like Barclays Bank, the Post Office and Midland Bank for additional training, in a process which
promotes long-term attitude change across participating companies. This programme is now being expanded. It
has been adapted by The Canadian Council for Rehabilitation and Work.
Brook Street and FYD (UK)
A commercial recruitment agency, Brook Street, and a charity for young deaf people, Friends for the Young Deaf
(FYD), have worked in partnership for some years. Brook Street offers work experience and assessment to the
young deaf graduates completing the FYD leadership training programme; Brook Street then places appropriate
candidates into jobs, charging the same commercial fee they would charge for any candidate.
Employers' Forum on Disability (UK)
Companies involved in the Employers' Forum on Disability, an employer-funded association that promotes the
integration of disabled persons in the labour market and provides advisory services for interested enterprises,
helped disabled entrepreneur Stephen Duckworth to establish his business, Disability Matters, which now offers
high quality consultancy and awareness-raising on disability to companies across the UK. Its philosophy
encompasses the following:
· to understand and define the business case for employing disabled people
· an authoritative employers' voice on disability
· employment- and training-related services which are more market led
· to develop new ways to attract qualified disabled applicants and to retain disabled employees
· The key to influencing employers and mobilizing their involvement is to network in a way that:
· promotes the business case through business-to-business communication
· promotes personal contact between employers and disabled individuals
· promotes employer ownership of the issue and an awareness on the part of rehabilitation providers that the
employer should be valued as stakeholder, customer and potential partner
· positions disability as part of the wider debate regarding economic and social regeneration, long-term
unemployment, poverty and micro and macroeconomic policies
Other examples in the UK: The Employer Forum on Disabilities
Leading UK companies drafted a highly influential policy framework called the “Employers Agenda on Disability, a
Ten Point Plan”. This was launched by the Prime Minister and is now publicly supported by more than 100 major
firms. It has proven a powerful force for change because it was drafted by the employers themselves in
consultation with disability experts. It is now a key tool in helping employers to comply with discrimination
legislation.
Supporters of the Agenda are publicly committed to structuring their corporate policy on disability using a 10-point
framework addressing the following issues: Equal Opportunities Policy and Procedures Statement; Staff Training
and Disability Awareness; The Working Environment; Recruitment; Career Development; Retention, Retraining
and Redeployment; Training and Work Experience; People with Disabilities in the Wider Community; Involvement
of Disabled People; Monitoring Performance.
The Action File on Disability, a unique manual which provides practical information on how to implement the
Agenda, has been produced by the Employers' Forum on Disability.
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Graduate Recruitment:
More than 20 companies are involved in a consortium working with “Workable”, which brokers work-experience
opportunities to disabled students in a planned and structured manner.
Twenty-five companies jointly fund an initiative making annual Career Fairs for students accessible for disabled
students. The Career Fairs are now wheelchair accessible, and interpreters for the deaf are available, as well as
large-print brochures and other support. Employers had experienced such difficulty attracting disabled graduates
to apply for jobs using traditional intermediaries that they are now pioneering recruitment methods which speak
directly to the disabled students.
HIRED (US)
The project HIRED in San Francisco embodies this new employer orientation. The acronym stands for Helping
Industry Recruit Employees with Disabilities. Their literature highlights the services they offer employers:
“Project HIRED is a private, not for profit organization serving the San Francisco Bay area. Our purpose is to
assist individuals with disabilities to secure jobs appropriate to their qualifications and career goals. Our services
to employers include:
· free referrals, pre-screened, qualified candidates matched to a company's job openings
· quality temporary employment services at competitive rates
· customized, on site seminars on the technical, legal and interpersonal aspects of disability in the workplace, and
· consultation on all topics related to disabilities in the workplace.
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In addition to less formal corporate partnerships, Project HIRED has a corporate membership
programme involving approximately 50 Bay Area companies. As corporate members, these
companies are entitled to free consulting and a discount on seminars. We are currently
exploring additional services, such as library of video resources, to further assist corporate
members successfully incorporate people with disabilities in their workforce.”
ASPHI (Italy)
The origins of ASPHI (Associazione per lo Sviluppo di Progetti Informatici per gli Handicappati)
go back to the late 1970s when IBM Italy organized courses in computer programming for the
visually impaired. A number of companies which had subsequently employed the trainees,
together with specialist partner agencies from the non-profit sector, created ASPHI for the
physically disabled and the hearing and mentally impaired. The Association involves more than
40 companies which provide financial support, staff and volunteer helpers, advice as well as
employment opportunities for ASPHI's graduates. ASPHI's objective is to harness information
technologies for the social and vocational integration of disadvantaged groups. Its activities
include: job training, research and development of new products (mainly software) which
facilitate alternative methods of communication, personal autonomy and rehabilitation, and
community education, thus breaking down prejudices and discrimination against disabled
people. Each year, some 60 young people are qualified by ASPHI. With about 85% of its
graduates finding a permanent job, ASPHI's success has brought it national and international
recognition.
Swedish Employers' Federation Initiative
The Swedish Employers' Federation Initiative, “Persons with Disabilities in Companies”,
positions disability firmly in the labour market debate in the country and conveys the message
that disability is an issue of importance to the Swedish Employers Confederation and its
members. The Federation states: “The path to employment for persons with disabilities must
be made smoother. Requirements for this include:
· clear signals to employers concerning responsibility and costs
· financial compensation for extra costs, if any, incurred by employers who appoint persons
with disabilities
· more knowledge of disabilities and the scope of persons with disabilities for changing
attitudes and values
· improved cooperation between companies, authorities and individuals to create a dynamic
and flexible labour market.”
Employers can be encouraged to contribute in numerous ways to making a systematic shift
from sheltered employment to supported or competitive employment. Employers can:
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· advise on policy-that is, on what needs to be done which would make it easier for employers
to offer work to disabled candidates.
· offer advice on the competencies required by disabled individuals if they are to be successful
in obtaining work.
· advise on the competencies required by service providers if they are to meet employer
expectations of quality provision.
· evaluate sheltered workshops and offer practical advice on how to manage a service that is
most likely to enable people to move into mainstream work.
· offer work experience to rehabilitation practitioners, who thus gain an understanding of a
particular industry or sector and are better able to prepare their disabled clients.
· offer on-the-job assessments and training to disabled individuals.
· offer mock interviews and be mentors to disabled job seekers.
· loan their own staff to work inside the system and/or its institutions.
· help to market rehabilitation agencies and promote policies, organizations and disabled job
seekers to other employers.
· offer customized training whereby they become directly involved in helping disabled
individuals to acquire specific job-related skills.
· participate on management boards of rehabilitation agencies or set themselves up in an
informal advisory capacity to national policy makers or suppliers.
· lobby alongside rehabilitation providers and disabled people for better government policies
and programmes.
· advise on the services and products they require in order to deliver best practice.
Employer as Customer
It is impossible for rehabilitation practitioners to build partnerships with employers without first
acknowledging the need to deliver efficient services.
Services should emphasize the theme of mutual benefit. Those who do not passionately
believe that their disabled clients have something of real benefit to contribute to the employer
are unlikely to be able to influence the employer community.
Improving the quality of service to employers will quickly-and inevitably-improve services for
disabled job-seekers. The following represents a useful audit for services wishing to improve
the quality of service to the employer.
Does the service offer employers:
1. information and consultancy regarding:
· business benefits which result from employing disabled persons
· possible applicants
· access to the services and the nature of services offered
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· models of policy and procedures proven successful by other employers
· legal obligations
1. recruitment services, including access to:
· suitable applicants
· job coaches
1. pre-screening of applicants as per employer expectations
2. professional job analysis and job modification services, able to advise on job restructuring
and the use of technical aids and adaptations in the workplace, both for existing and potential
employees
3. financial support programmes which are well marketed, appropriate to employer
requirements, easy to access, efficiently delivered
4. information and practical help so that employers can make the worksite more physically
accessible
5. training for employers and employees regarding the benefits of employing people with
disabilities generally, and when specific individuals have been employed
6. work-experience services which provide the employer with relevant support
7. work habituation or employee-orientation services to include job coaches and job-sharing
schemes
8. post-job offer support for employers to include advice on best practice in the management of
absenteeism and presentation of work-related impairments
9. advice for employers on career development of disabled employees and on meeting the
needs of underemployed disabled employees.
Practical Steps: Making it Easier for the Employer
Any system of services which aims to help disabled people into training and work will inevitably
be more successful if the needs and expectations of the employer are adequately addressed.
(Note: It is difficult to find a term which adequately encompasses all those agencies and
organizations-governmental, NGOs, not for profit-which are involved in policy making and
service delivery to disabled people seeking work. For the sake of brevity, the term service or
service provider is used to encompass all those involved in this entire complex system.)
Close consultation over time with employers will in all likelihood produce recommendations
similar to the following.
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Codes of practice are needed which describe the high quality of service employers should
receive from employment-related agencies. Such codes should, in consultation with
employers, set standards which relate both to the efficiency of the existing services and to the
nature of services offered-This code should be monitored via regular surveys of employer
satisfaction.
Specific training and accreditation for rehabilitation practitioners in how to meet the needs of
employers is required and should be a high priority.
Services should recruit people who have direct experience of the world of industry and
commerce and who are skilled in bridging the communication gap between the not-for-profit
and profit-making sectors.
Services themselves should employ significantly more disabled people, thus minimizing the
numbers of non-disabled intermediaries dealing with employers. They should ensure that
disabled people in various capacities have a high profile in the employer community.
Services should minimize the fragmentation of education, marketing and campaigning
activities. It is particularly counterproductive to create a milieu characterized by messages,
posters and advertising which reinforces the medical model of disability and the stigma
attached to particular impairments, rather than focusing on the employability of individuals and
the need for employers to respond with appropriate policy and practice.
Services should collaborate to simplify access, to services and support, for both the employer
and for the disabled person. Considerable attention should be given to analysing the client
journey (with both employer and disabled person as client) in a way that minimizes
assessments and moves the individual speedily, step by step, into employment. Services
should build on mainstream business initiatives to ensure that disabled people are given
priority.
Services should bring employers together routinely and ask their expert advice regarding what
has to be done to make services and job candidates more successful.
Conclusion
In many countries, the services designed to help disabled people into work are complex,
cumbersome and resistant to change, despite the evidence decade after decade that change
is required.
A fresh approach to employers offers enormous potential to transform this situation
significantly by radically altering the position of one key protagonist-the employer.
We see business and government engaged in a wide-ranging debate regarding the way in
which relationships between stakeholders or social partners must inevitably change over the
next 20 years. Thus employers launch the European Business against Social Exclusion
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Initiative in Europe, major companies join together to re-think their relationship with society in
the UK in “Tomorrow's Company”, and the Employers Forum on Disability becomes only one
of various UK employer initiatives aimed at addressing issues of equality and diversity.
Employers have much to do if the issue of disability is to take its rightful place as a business
and ethical imperative; the rehabilitation community in turn needs to take a fresh approach
which redefines working relationships between all stakeholders in a way that makes it easier
for employers to make equal opportunities a reality.
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RIGHTS AND DUTIES: WORKERS' PERSPECTIVE
Angela Traiforos, Debra A. Perry
Historically, people with disabilities have had tremendous barriers to entering the workforce, and those
who became injured and disabled on the job have often faced job loss and its negative psychological,
social and financial ramifications. Today, people with disabilities are still underrepresented in the
workforce, even in countries with the most progressive civil rights and employment promotion legislation,
and in spite of international efforts to address their situation.
Awareness has increased of the rights and needs of workers with disabilities and the concept of
managing disability in the workplace. Workers' compensation and social insurance programmes that
protect income are common in industrialized countries. The increased costs related to operating such
programmes have provided an economic basis for promoting the employment of people with disabilities
and the rehabilitation of injured workers. At the same time, people with disabilities have become
organized to demand their rights and integration into all aspects of community life, including the
workforce.
Labour unions in many countries have been among those who have supported such efforts. Enlightened
companies are recognizing the need to treat workers with disabilities equitably and are learning the
importance of maintaining a healthy workplace. The concept of managing disability or dealing with
disability issues in the workplace has emerged. Organized labour has been partly responsible for this
emergence and continues to play an active role.
According to ILO Recommendation No. 168 concerning the vocational rehabilitation and employment of
disabled persons, “workers' organizations should adopt a policy for the promotion of training and suitable
employment of disabled persons on an equal footing with other workers”. The recommendation further
suggests that workers' organizations become involved in formulating national policies, cooperate with
rehabilitation specialists and organizations, and foster the integration and vocational rehabilitation of
disabled workers.
The purpose of this article is to explore the issue of disability in the workplace from the perspective of
the rights and duties of workers and to describe the specific role that labour unions play in facilitating the
on-the-job integration of people with disabilities.
In a healthy work environment, both the employer and the worker care about the quality of work, health
and safety, and the fair treatment of all workers. Workers are hired on the basis of their abilities. Both
workers and employers contribute to maintaining health and safety and, when an injury or disability does
occur, they have the rights and duties to minimize the impact of the disability on the individual and the
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workplace. Although workers and employers may have different perspectives, by working in partnership
they can effectively achieve goals related to maintaining a healthy, safe and fair workplace.
The term rights is often associated with legal rights determined by legislation. Many European countries,
Japan and others have enacted quota systems requiring that a certain percentage of employees be
persons with disabilities. Fines may be levied on employers who fail to meet the prescribed quota. In the
United States, the Americans with Disabilities Act (ADA) prohibits discrimination against people with
disabilities in work and community life. Health and safety laws exist in most countries to protect workers
from unsafe working conditions and practices. Workers' compensation and social insurance programmes
have been legislated to provide a variety of medical, social, and, in some instances, vocational
rehabilitation services. Specific workers' rights may also become part of negotiated labour agreements
and therefore legally mandated.
A worker's legal rights (and duties) related to disability and work will depend on the complexity of this
legislative mix, which varies from country to country. For purposes of this article, workers' rights are
simply those legal or moral entitlements considered to be in the workers' interest as they relate to
productive activity in a safe and non-discriminating work environment. Duties refer to those obligations
that workers have to themselves, other workers and their employers to contribute effectively to the
productivity and safety of the workplace.
This article organizes worker rights and duties within the context of four key disability issues: (1)
recruitment and hiring; (2) health, safety and the prevention of disability; (3) what happens when a
worker becomes disabled, including rehabilitation and the return to work after injury; and (4) the total
integration of the worker into the workplace and the community. Labour union activities related to these
issues include: organizing and advocating for the rights of workers with disabilities through national
legislation and other vehicles; ensuring and protecting rights by including them in negotiated labour
agreements; educating union members and employers on disability issues and rights and responsibilities
related to disability management; collaborating with management to further the rights and duties related
to disability management; providing services to workers with disabilities to assist them in becoming
integrated or more integrated into the workforce; and, when all else fails, engaging in resolving or
litigating disputes, or fighting for legislative changes to protect rights.
Issue 1: Recruitment, Hiring and Employment Practices
While the legal obligations of labour unions may relate specifically to their members, unions traditionally
helped to improve the working lives of all workers, including those with disabilities. This is a tradition that
is as old as the labour movement itself. However, fair and equitable practices related to recruitment,
hiring and employment practices take on special significance when the worker has a disability. Because
of negative stereotypes as well as architectural, communication and other barriers related to disability,
disabled job seekers and workers are often denied their rights or face discriminatory practices.
The following basic lists of rights (fig 17.4, fig 17.5, fig 17.6 and fig 17.7), although simply stated, have
profound implications for equal access to employment opportunities by disabled workers. Disabled
workers also have certain duties, as do all workers, to present themselves, including their interests,
abilities, skills and workplace requirements, in an open and forthright manner.
__________________________________________________________________________________
Figure 17.4. Rights and duties: recruitment, hiring and employment practices
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_________________________________________________________________________________
Figure 17.5.

Rights and duties - health and safety
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_______________________________________________________________________________
Figure 17.6.

Rights and duties: support, rehabilitation and compensation
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___________________________________________________________________________________
Figure 17.7.

Rights and duties: inclusion and integration in the community and the workplace
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In the hiring process, applicants should be judged on their abilities and qualifications (fig 17.4).
They need to have a full understanding of the job to evaluate their interest and ability to do the
job. Further, once hired, all workers should be judged and evaluated according to their job
performance, without bias based on factors not related to the job. They should have equal
access to employment benefits and opportunities for advancement. When necessary,
reasonable accommodations should be made so that an individual with a disability can perform
the requisite job tasks. Job accommodations can be as simple as raising a workstation, making
a chair available or adding a foot pedal.
In the United States, the Americans with Disabilities Act not only prohibits discrimination
against qualified workers (a qualified worker is one who has the qualifications and abilities to
perform the essential functions of the job) based on disability, but also requires that employers
make reasonable accommodation-that is, the employer provides a piece of equipment,
changes non-essential job functions or makes some other adjustment that does not cause the
employer undue hardship, so that the person with a disability can perform the essential
functions of the job. This approach is designed to protect workers' rights and make it “safe” to
request accommodations. According to the US experience, most accommodations are
relatively low in cost (less than US$50).
Rights and duties go hand in hand. Workers have a responsibility to notify their employer of a
condition that may affect their ability to do the job, or that may affect their safety or that of
others. Workers have a duty to represent themselves and their abilities in an honest manner.
They should request a reasonable accommodation, if necessary, and accept that which is
most appropriate for the situation, cost-effective and least intrusive to the workplace while still
meeting their needs.
ILO Convention No. 159 concerning the vocational rehabilitation and employment of disabled
persons, and Recommendation No. 168 address these very rights and duties and their
implications for workers' organizations. Convention No. 159 suggests that special positive
measures may sometimes be necessary to ensure “effective equality of opportunity and
treatment between disabled workers and other workers”. It adds that such measures “shall not
be regarded as discriminating against other workers”. Recommendation No. 168 encourages
the implementation of specific measures to create job opportunities, such as providing financial
support to employers to make reasonable accommodations, and encourages labour
organizations to promote such measures and provide advice about making such
accommodations.
What labour unions can do
Union leaders typically have deep roots within the communities in which they operate and can
be valuable allies in promoting the recruitment, hiring and continued employment of persons
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with disabilities. One of the first things they can do is to develop a policy statement on the
employment rights of people with disabilities. Education of members and a plan of action to
support the policy should follow. Labour unions can advocate rights for workers with disabilities
on a broad scale by promoting, monitoring and supporting relevant legislative initiatives. In the
workplace they should encourage management to develop policies and actions that remove
barriers to employment for disabled workers. They can assist in developing appropriate job
accommodations and, through negotiated labour agreements, protect and further the rights of
disabled workers in all employment practices.
Organized labour can initiate programmes or cooperative efforts with employers, government
ministries, non-governmental organizations, and companies to develop programmes that will
result in increased recruitment and hiring of, and fair practices towards, people with disabilities.
Representatives can sit on boards and lend their expertise to community-based organizations
that work with people with disabilities. They can promote awareness among union members,
and, in their role as employers, labour unions can set an example of fair and equitable hiring
practices.
Examples of what labour unions are doing
In England, the Trades Union Congress (TUC) has taken an active role in promoting equal
rights in employment for persons with disabilities, through published policy statements and
active advocacy. It regards the employment of disabled people as an equal opportunities
issue, and the experiences of disabled persons as not unlike those of other groups that have
been discriminated against or excluded. The TUC supports existing quota legislation and
advocates for levies (fines) on employers who fail to comply with the law.
It has published several related guides to support its activities and educate its members,
including TUC Guidance: Trade Unions and Disabled Members, Employment of Disabled
People, Disability Leave and Deaf People and Their Rights. Trade Unions and Disabled
Members includes guidance about basic points that unions should consider when negotiating
for disabled members. The Irish Congress of Trade Unions has produced a guide with similar
intent, Disability and Discrimination in the Workplace: Guidelines for Negotiators. It provides
practical steps to tackle workplace discrimination and to promote equality and access through
negotiated labour agreements.
The Federation of German Trade Unions also has developed a comprehensive position paper
stating its policy for integrative employment, its stance against discrimination and its
commitment to use its influence to further its positions. It supports broad employment training
and access to apprenticeships for disabled persons, addresses the double discrimination faced
by disabled women, and advocates for union activities that support access to public
transportation and integration into all aspects of society.
Next part of the document
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The Screen Actors Guild in the United States has approximately 500 members with disabilities.
A statement on non-discrimination and affirmative action appears in its collective bargaining
agreements. In a cooperative venture with the American Federation of Television and Radio
Artists, the Guild has met with national advocacy groups to develop strategies to increase the
representation of people with disabilities in their respective industries. The International Union
of United Automobile, Aerospace and Agricultural Implement Workers of America is another
labour union that includes language in its collective bargaining agreements prohibiting
discrimination based on disability. It also fights for reasonable accommodations for its
members and provides regular training on disability and work issues. The United Steel
Workers of America has included for years non-discrimination clauses in its collective
bargaining agreements, and resolves disability discrimination complaints through a grievance
process and other procedures.
In the United States, the passage and implementation of the Americans with Disabilities Act
(ADA) was, and continues to be, promoted by US-based labour unions. Even before passage
of the ADA, many AFL-CIO member unions were actively involved in training their
memberships on disability rights and awareness (AFL-CIO 1994). The AFL-CIO and other
labour union representatives are carefully monitoring the implementation of the law, including
litigation and alternative dispute resolution processes, to support the rights of workers with
disabilities under the ADA and to ensure that their interests and the rights of all workers are
fairly considered.
With passage of the ADA, labour unions have produced scores of publications and videos and
organized training programmes and workshops to further educate their members. The Civil
Rights Department of the AFL-CIO produced brochures and held workshops for their affiliated
unions. The International Association of Machinists and Aerospace Workers Center for
Administering Rehabilitation and Education Services (IAM CARES), with support from the
federal government, produced two videos and ten booklets for employers, people with
disabilities and union personnel to inform them of their rights and responsibilities under the
ADA. The American Federation of State, County and Municipal Employees (AFSCME) has a
long-standing history of protecting the rights of workers with disabilities. With passage of the
ADA, AFSCME updated its publications and other efforts and trained thousands of members
and AFSCME staff on the ADA and workers with disabilities.
Although Japan has a quota and levy system in place, one Japanese labour union recognized
that individuals who are mentally disabled are the most likely to be underrepresented in the
labour force, especially among larger employers. It has been taking action. The Kanagawa
Regional Council of the Japanese Electrical, Electronic and Information Union is working with
the city of Yokohama to develop an employment support center. Its purpose will include
training individuals who are mentally disabled and providing services to facilitate their
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placement and that of other disabled persons. Further, the union plans to establish a training
centre that will provide disability awareness and sign-language training to union members,
personnel managers, production supervisors and others. It will capitalize on good labouremployer relationships and engage business people in the management and activities of the
centre. Initiated by the labour union, the project promises to be a model of collaboration
between business, labour and government.
In the United States and Canada, labour unions have been working cooperatively and
creatively with government and employers to facilitate the employment of people with
disabilities through a programme called Projects with Industry (PWI). By matching labour union
resources with government funding, IAM CARES and the Human Resources Development
Institute (HRDI) of the AFL-CIO have been operating training and job placement programmes
for individuals with disabilities regardless of their union affiliation. In 1968, HRDI began to
function as the AFL-CIO's employment and training arm by providing assistance to diverse
ethnic groups, women and people with disabilities. In 1972, it began a programme with a
specific focus on people with disabilities, to place them with employers who had labour
agreements with national and international labour unions. As of 1995, more than 5,000 people
with disabilities have been employed as a result of this activity. Since 1981, the IAM CARES
programme, which operates in the Canadian and US labour markets, has enabled more than
14,000 individuals, most of whom are severely disabled, to find jobs. Both programmes provide
professional assessment, counselling and job placement assistance through linkages with
businesses and with government and labour union support.
In addition to providing direct services to workers with disabilities, these PWI programmes
engage in activities that enhance public awareness of people with disabilities, promote
cooperative labour-management action to foster employment and job retention, and provide
training and consulting services to local unions and employers.
These are only some examples from around the world of activities that labour unions have
taken to facilitate fairness in employment for workers with disabilities. It is fully in line with their
broad goal to facilitate worker solidarity and to end all forms of discrimination.
Issue 2: Disability Prevention, Health and Safety
While securing safe working conditions is a hallmark of labour union activity in many countries,
maintaining health and safety in the workplace has traditionally been an employer function.
Typically, management has control over job design, tool selection, and decisions about
processes and the work environment that affect safety and prevention. Yet, only someone who
performs the tasks and procedures on a regular basis, under specific work conditions and
demands, can fully appreciate the implications of procedures, conditions and hazards on
safety and productivity.
Fortunately, enlightened employers recognize the importance of worker feedback, and as the
organizational structure of the workplace is changing to increase worker autonomy, such
feedback is more readily invited. Safety and prevention research also supports the need to
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involve the worker in job design, policy formulation and the implementation of programmes on
health, safety and disability prevention.
Another trend, the sharp increase in workers' compensation and other costs of job-related
injury and disability, has led employers to examine prevention as a key component of the
disability management effort. Prevention programmes should focus on the full range of
stressors, including those of a psychological, sensory, chemical or physical nature, as well as
on trauma, accidents and exposure to obvious hazards. Disability can result from repeated
exposure to mild stressors or agents, rather than from a single incident. For example, some
agents can cause or activate asthma; repeated or loud noises can lead to hearing loss;
production pressure, such as piece-rate demands, can cause symptoms of psychological
stress; and repetitive motions can lead to cumulative stress disorders (e.g., carpal tunnel
syndrome). Exposure to such stressors can exacerbate disabilities that already exist and make
them more debilitating.
From a worker's perspective, the benefits of prevention can never be overshadowed by
compensation. Figure 17.5 lists some of the rights and responsibilities that workers have in
relation to disability prevention in the workplace.
Workers have a right to the safest work environment possible and to the complete disclosure
about risks and working conditions. Such knowledge is especially important to workers with
disabilities who may need knowledge of certain conditions to determine whether they can
perform the job functions without jeopardizing their health and safety or that of others.
Many jobs involve risks or dangers that cannot be fully removed. For example, construction
jobs or those that deal with exposure to toxic substances have obvious, inherent risks. Other
jobs, like data entry or sewing machine operation, seem relatively safe; however, repetitive
motions or improper body mechanics can lead to disabilities. These risks can also be reduced.
All workers should be provided with necessary safety equipment and information on practices
and procedures that reduce risk of injury or illness due to exposure to hazardous conditions,
repetitive motions or other stressors. Workers must feel free to report/complain about safety
practices, or to make suggestions to improve working conditions, without fear of losing their
jobs. Workers should be encouraged to report an illness or disability, especially one that is
caused or could be exacerbated by the work task or environment.
With regard to duties, workers have a responsibility to practice safety procedures that reduce
risks to themselves and others. They must report unsafe conditions, advocate for health and
safety issues, and be responsible regarding their health. For example, if a disability or illness
places a worker or others at risk, the worker should remove him- or herself from the situation.
The field of ergonomics is emerging, with effective approaches to reducing disabilities incurred
as a result of the manner in which the work is organized or performed. Ergonomics is basically
the study of work. It involves fitting the job or task to the worker rather than vice versa (AFL-
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CIO 1992). Ergonomic applications have been used successfully to prevent disability in fields
as diverse as agriculture and computers. Some ergonomic applications include flexible
workstations that can be adapted to an individual's height or other physical characteristics (e.
g., adjustable office chairs), tools with handles to fit hand differences and simple changes in
work routines to reduce repetitive motions or stress to certain parts of the body.
Increasingly, labour unions and employers recognize the need to extend health and safety
programmes beyond the workplace. Even when disability or illness is not work-related,
employers incur the costs of absenteeism, health insurance and perhaps rehiring and
retraining. Further, some illnesses, such as alcoholism, drug addiction and psychological
problems, can result in decreased worker productivity or increased vulnerability to on-the-job
accidents and stress. For these and other reasons, many enlightened employers are engaging
in education about health, safety and disability prevention on and off the job. Wellness
programmes that address issues such as stress reduction, good nutrition, smoking cessation
and AIDS prevention are being provided in the workplace by unions, management and through
joint partnership efforts that may include the government as well.
Some employers provide wellness and employee assistance (counselling and referral)
programmes to address these concerns. All of these prevention and health programmes are in
the worker's and employer's best interests. For example, figures typically show savings-toinvestment ratios between 3:1 and 15:1 for some health promotion and employee assistance
programmes.
What can labour unions do?
Labour unions are in a unique position to use their leverage as representatives of workers to
facilitate health, safety, disability prevention or ergonomics programmes in the workplace. Most
prevention and ergonomics experts agree that worker participation and involvement in
prevention policies and prescriptions increases the likelihood of their implementation and
effectiveness (LaBar 1995; Westlander et al. 1995; AFL-CIO 1992). Labour unions can play a
key role in establishing labour-management health and safety councils and ergonomics
committees. They can lobby to promote legislation on workplace safety and work with
management to establish joint safety committees, which can result in a substantial reduction in
job-related accidents (Fletcher et al. 1992).
Labour unions need to educate their members about their rights, regulations and safe
practices related to workplace safety and disability prevention on and off the job. Such
programmes can become part of the negotiated labour agreement or union-based health and
safety committees.
Further, in policy statements and labour agreements and through other mechanisms, labour
unions can negotiate disability prevention measures and special conditions for those with
disabilities. When a worker becomes disabled, especially if the disability is work-related, the
union should support that worker's right to accommodations, tools or reassignment to prevent
exposure to stress or hazardous conditions that can increase the limitation. For example, those
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with occupationally induced hearing loss must be prevented from continued exposure to
certain types of noise.
Examples of what labour unions are doing
Next part of the document
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The policy statement of the Federation of German Trade Unions concerning employees with
disabilities specifically identifies the need to avoid health risks for workers with disabilities and
to take measures to prevent them from incurring additional injury.
Under a negotiated labour agreement between the Boeing Aircraft Corporation and the
International Association of Machinists and Aerospace Workers (IAMAW), the IAM/Boeing
Health and Safety Institute authorizes funding, develops pilot programmes and makes
recommendations for improvements related to worker health and safety issues, and manages
the return to work of industrially impaired workers. The Institute was established in 1989 and
funded by a four cent per hour health and safety trust fund. It is operated by a Board of
Directors that is composed of 50% management and 50% union representation.
The Disabled Forestry Workers Foundation of Canada is another example of a joint labourmanagement project. It evolved from a group of 26 employers, unions and other organizations
that collaborated to produce a video (Every Twelve Seconds) to draw attention to the high
accident rate among forestry workers in Canada. Now the Foundation focuses on health,
safety, accident prevention and workplace models for reintegrating injured workers.
IAM CARES is engaged in an active programme of educating its members on safety issues,
particularly in high-risk and hazardous jobs in the chemical industries, the construction trades
and the steel industry. It conducts training for shop stewards and line workers, and encourages
the formation of safety and health committees that are union-operated and independent of
management.
The George Meany Center of the AFL-CIO, with a grant from the US Department of Labor, is
developing educational materials on substance abuse to help union members and their
families deal with alcohol and drug addictions.
The Association of Flight Attendants (AFA) has done some remarkable work in the area of
AIDS and AIDS prevention. Volunteer members have developed the AIDS, Critical and
Terminal Illness Awareness Project, which is educating members on AIDS and other lifethreatening illnesses. Thirty-three of its locals have educated a total of 10,000 members about
AIDS. It has established a foundation to administer funds to members who are also coping with
a life-threatening disease.
Issue 3: When a Worker Becomes Disabled- Support, Rehabilitation, Compensation
In many countries, labour unions have fought for workers' compensation, disability and other
benefits related to on-the-job injury. Since one purpose of disability management programmes
is to decrease the costs related to these benefits, it may be assumed that labour unions are
not in favour of such programmes. In fact, this is not the case. Labour unions support rights
related to job protection, early intervention in the provision of rehabilitation services and
aspects of sound disability management practice. Disability management programmes that
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focus on reducing the worker's suffering, address concerns about work loss, including its
financial implications, and try to prevent short- and long-term disability are welcomed. Such
programmes should return the worker to his or her job, if feasible, and provide
accommodations when necessary. When it is not feasible, alternatives such as reassignment
and retraining should be provided. As a last resort, long-term compensation and wage
replacement should be guaranteed.
Fortunately, data suggest that disability management programmes can be structured to meet
the needs and rights of the workers and still be cost effective for employers. As workers'
compensation costs have skyrocketed in industrialized countries, effective models that
incorporate rehabilitation services have been developed and are being evaluated. Unions have
a definitive role to play in developing such programmes. They need to promote and protect the
rights listed in figure 17.6 and educate workers about their duties.
Most of the workers' rights listed are part of standard return-to-work services for injured
workers according to state-of-the-art rehabilitation techniques (Perlman and Hanson 1993).
Workers have a right to prompt medical attention and to the assurance that their wages and
jobs will be protected. Swift attention and early intervention are found to reduce the time away
from work. Withholding benefits can result in refocusing efforts away from rehabilitation and
returning to work, and into litigation and animosity towards the employer and the system.
Workers need to understand what will happen if they become injured or disabled, and should
have a clear understanding of company policy and legal protections. Unfortunately, some
systems related to prevention, workers' compensation and rehabilitation have been
fragmented, open to abuse and confusing for those who depend on these systems at a
vulnerable time.
Most trade unionists would agree that workers who become disabled gain little if they lose their
jobs and their ability to work. Rehabilitation is a desired response to injury or disability and
should include early intervention, comprehensive assessment and individualized planning with
worker involvement and choice. Return-to-work plans may include returning to work gradually,
with accommodation, at reduced hours or in reassigned positions until the worker is ready to
return to optimal functioning.
Such accommodations, however, can interfere with the protected rights of workers in general,
including those related to seniority. While trade unionists support and protect the rights of
disabled workers to return to work, they seek solutions that do not interfere with negotiated
seniority clauses or require restructuring of jobs in such a way that other workers are expected
to assume new tasks or responsibilities for which they are not responsible or compensated.
Collaboration and union involvement are necessary to resolve these issues when they arise,
and such circumstances further illustrate the need for labour union involvement in the design
and implementation of legislation, disability management and rehabilitation policies and
programmes.
What labour unions can do
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Labour unions need to be involved in national legislative planning committees related to
disability, and in task forces which deal with such issues. Within corporate structures and the
workplace, labour unions should help organize joint labour-management committees engaged
in developing company-level disability management programmes, and should monitor
individual outcomes. Unions can assist with return to work by suggesting accommodations,
engaging the assistance of co-workers, and providing assurance to the injured worker.
Labour unions can work cooperatively with employers to develop model disability management
programmes that assist workers and meet cost-containment goals. They can engage in
research of worker needs, best practices and other activities to determine and protect worker
interests. Worker education rights and responsibilities and needed actions are also critical to
ensuring the best responses to injury and disability.
Examples of what labour unions have done
Some unions have been active in helping governments address the inadequacies of their
systems related to on-the-job injuries and workers' compensation. In 1988, responding to cost
concerns related to injury compensation and to labour union concern over a lack of effective
rehabilitation programmes, Australia passed the Commonwealth Employees Rehabilitation and
Compensation Act, which provided a new coordination system for managing and preventing
workplace illness and injuries of federal workers. The revised system is based on the premise
that effective rehabilitation and return to work, if possible, is the most beneficial outcome for
the worker and the employer. It incorporates prevention, rehabilitation and compensation into
the system. Benefits and jobs are protected while the individual undergoes rehabilitation.
Compensation includes wage replacement, medical and related expenses, and in certain
instances limited lump sum payments. When individuals are unable to return to work they are
adequately remunerated. Early results are demonstrating an 87% return-to-work rate. Success
is attributed to many factors, including the collaborative involvement of all stakeholders,
including labour unions, in the process.

Next part of the document

http://www.ilo.org/encyclopaedia/?doc&nd=857400100&nh=0&ssect=3 (3 of 3)1/22/2006 4:40:13 PM

Rights and Duties: Workers' Perspective

Previous part of the document
The IAM/Boeing Health and Safety Institute, already mentioned, provides an example of a
labour-management programme that was developed in one corporate setting. The model
return-to-work programme was one of the first initiatives taken by the Institute because the
needs of industrially injured workers were being neglected by fragmented service-delivery
systems administered by federal, state, local and private rehabilitation agencies and
programmes. After analysing data and conducting interviews, the union and the corporation set
up a model programme that is felt to be in the best interests of both. The programme involves
many of the rights already listed: early intervention; quick response with services and
compensation requirements; intensive case management focused on return to work with
accommodation, if needed; and regular evaluation of the programme's outcomes and workers'
satisfaction.
Current satisfaction surveys indicate that management and injured workers have found the
joint labour-management Return-to-Work Programme an improvement over existing services.
The previous programme has been replicated at four additional Boeing plants and the joint
programme is expected to become standard practice throughout the company. To date, more
than 100,000 injured workers have received rehabilitation services through the programme.
The AFL-CIO's HRDI programme also offers return-to-work rehabilitation services for workers
injured on the job at companies with affiliated union representation. In partnership with
Columbia University's Workplace Center, it administered a demonstration programme called
the Early Intervention Program, which sought to determine if early intervention can speed the
process of getting workers, who are out of work because of short-term disability, back to the
job. The programme returned 65% of participants to work and isolated several factors critical to
success. Two findings are of particular significance to this discussion: (1) workers almost
universally experience distress related to financial concerns; and (2) the programme's union
affiliation reduced suspicion and hostility.
The Disabled Forestry Workers Foundation of Canada developed a programme it calls the
Case Management Model for Workplace Integration. Also using the joint union-management
initiative, the programme rehabilitates and reintegrates disabled workers. It has published
Industrial Disability Management: An Effective Economic and Human Resource Strategy to
assist in the implementation of the model, built on partnership between employers, unions,
government and consumers. Further, it has developed the National Institute of Occupational
Disability and Research, involving labour, management, educators and rehabilitation
professionals. The Institute is developing training programmes for human resource and union
representatives that will lead to further implementation of its model.
Issue 4: Inclusion and Integration in the Community and the Workplace
In order for people with disabilities to become fully integrated in the workplace, they must first
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have equal access to all community resources that predispose and assist people to work
(education and training opportunities, social services, etc.) and that give them access to the
work environment (accessible housing, transportation, information, etc.). Many labour unions
have recognized that people with disabilities are not able to participate in the workplace if they
are excluded from full participation in community life. Further, once employed, people with
disabilities may need special services and accommodations to be fully integrated or to
maintain job performance. Equality in community life is a precursor to employment equity, and
to fully address the issue of disability and work, the broader issue of human or civil rights must
be considered.
Labour unions have also recognized that to ensure employment equity, sometimes special
services or accommodations may be required for job maintenance, and in the spirit of
solidarity, may provide such services to their members or promote the provision of such
accommodations and services. Figure 17.7 lists the rights and duties that recognize the need
for full access to community life.
What unions can do
Labour unions can be direct agents of change in their communities by encouraging the total
integration of people with disabilities in the workplace and community. Labour unions can
reach out to workers with disabilities and the organizations that represent them, and
collaborate to take positive action. The opportunities to exert political leverage and affect
legislative change have been noted throughout this article, and they are fully in keeping with
ILO Recommendation No. 168 and ILO Convention No. 159. Both stress the role of employers'
and workers' organizations in the formulation of policies related to vocational rehabilitation, and
their involvement in the implementation of policy and services.
Labour unions have a responsibility to represent the needs of all their workers. They should
provide model services, programmes and representation within the labour union structure to
include, accommodate and engage members with disabilities in all aspects of the organization.
As some of the following examples will demonstrate, labour unions have used their members
as a resource for raising funds, to serve as volunteers or to engage in direct services on the
job and in the community to ensure that people with disabilities are fully included in community
life and the workplace.
What unions have done
In Germany, a type of advocacy is legally mandated. According to the Severely Disabled
Persons Act, any enterprise, including labour unions, that has five or more permanent
employees, must have a person who is elected to the staff council as a representative of
disabled employees. This representative ensures that the rights and concerns of disabled
employees are addressed. Management is required to consult this representative in matters
related to general recruitment as well as policy. As a result of this law, labour unions have
become actively involved in disability issues.
The Irish Congress of Trade Unions (ICTU) has published and disseminated a Charter of
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Rights of People with Disabilities (1990), which is a list of 18 fundamental rights considered
essential to the full equality of people with disabilities in the workplace and the community at
large. It includes the rights to a barrier-free environment, housing, quality health care,
education, training, employment and accessible transportation.
In 1946, the IAMAW began to help people with disabilities by establishing the International
Guiding Eyes. This programme provides guide dogs and training in how to use them to blind
and visually impaired individuals so that they can lead more independent and satisfying lives.
Approximately 3,000 individuals from many countries have been helped. Part of the costs to
operate the programme are borne by the contributions of union members.
The work of one Japanese labour union has been previously described. Its work was a natural
evolution from the work of the Assembly of Trade Unions begun in the 1970s when a union
member who had an autistic child requested labour union support to focus on the needs of
children with disabilities. The Assembly established a foundation that was supported by the
sale of matches and, later, boxes of tissues, by union members. The foundation started a
counselling service and a telephone hotline to help parents cope with the challenges of raising
a disabled child in a segregated society. As a result, parents became organized and lobbied
the government to address accessibility (railways were pressured to improve accessibility, a
process that continues today) and to provide educational training and upgrade other services.
Summer activities and festivals were sponsored, as well as national and international tours, to
foster understanding of disability issues.
After twenty years, when the children grew up, their needs for recreation and education
became needs for vocational skills and employment. A vocational experience programme for
youth with disabilities was developed and has been in effect for several years. The unions
requested companies to provide work experiences for second-year high school students with
disabilities. It was out of this programme that the need for the Employment Support Center,
noted under Issue 1, became apparent.
Many unions provide extra support services to people with disabilities on the job to assist them
in maintaining employment. The Japanese labour unions use on-the-job volunteers to support
young people in work-experience programmes with companies that have union representation.
IAM CARES in the United States and Canada uses a buddy system to match new employees
who have disabilities with a union member who serves as a mentor. IAM CARES also has
sponsored supported employment programmes with Boeing and other companies. Supported
employment programmes provide job coaches to assist those with the most severe disabilities
in learning their jobs and maintaining their performance at productive levels.
Some labour unions have established subcommittees or task forces composed of disabled
workers, to ensure that the rights and needs of disabled members are fully represented within
the union structure. The American Postal Workers Union is an excellent example of such a
task force and the wide implications it can have. In the 1970s, the first deaf shop steward was
appointed. Since 1985, several conferences have been held just for hearing-impaired
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members. These members also serve on negotiating teams to resolve job accommodation and
disability management issues. In 1990, the task force worked with the postal service to
develop an official stamp depicting the words “I love you” in a hand sign.
Conclusions
Unions, at their most basic level, are about people and their needs. Since the earliest days of
labour union activity, unions have done more than fight for fair wages and optimal working
conditions. They have sought to improve the quality of life and to maximize opportunities for all
workers, including those with disabilities. Although the union perspective emanates from the
workplace, the union influence is not limited to enterprises where negotiated labour
agreements exist. As many examples in this article demonstrate, labour unions can also affect
the larger social environment through a variety of activities and initiatives that are aimed at
eliminating discrimination and inequities towards people with disabilities.
While unions, employers, government entities, vocational rehabilitation representatives and
men and women with disabilities may have different perspectives, they should share the desire
for a healthy and productive workplace. Unions are in a unique position to bring these groups
together on common ground, and thereby play a key role in improving the lives of people with
disabilities.
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INTRODUCTION AND OVERVIEW
Steven Hecker
A 1981 study of worker safety and health training in the industrial nations begins by quoting the French
writer Victor Hugo: “No cause can succeed without first making education its ally” (Heath 1981). This
observation surely still applies to occupational safety and health in the late twentieth century, and is
relevant to organization personnel at all levels.
As the workplace becomes increasingly complex, new demands have arisen for greater understanding
of the causes and means of prevention of accidents, injuries and illnesses. Government officials,
academics, management and labour all have important roles to play in conducting the research that
furthers this understanding. The critical next step is the effective transmission of this information to
workers, supervisors, managers, government inspectors and safety and health professionals. Although
education for occupational physicians and hygienists differs in many respects from the training of
workers on the shop floor, there are also common principles that apply to all.
National education and training policies and practices will of course vary according to the economic,
political, social, cultural and technological background of the country. In general, industrially advanced
nations have proportionally more specialized occupational safety and health practitioners at their
disposal than do the developing nations, and more sophisticated education and training programmes are
available to these trained workers. More rural and less industrialized nations tend to rely more on
“primary health care workers”, who may be worker representatives in factories or fields or health
personnel in district health centres. Clearly, training needs and available resources will vary greatly in
these situations. However, they all have in common the need for trained practitioners.
This article provides an overview of the most significant issues concerning education and training,
including target audiences and their needs, the format and content of effective training and important
current trends in the field.
Target Audiences
In 1981, the Joint ILO/WHO Committee on Occupational Health identified the three levels of education
required in occupational health, safety and ergonomics as (1) awareness, (2) training for specific needs
and (3) specialization. These components are not separate, but rather are part of a continuum; any
person may require information on all three levels. The main target groups for basic awareness are
legislators, policy makers, managers and workers. Within these categories, many people require
additional training in more specific tasks. For example, while all managers should have a basic
understanding of the safety and health problems within their areas of responsibility and should know
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where to go for expert assistance, managers with specific responsibility for safety and health and
compliance with regulations may need more intensive training. Similarly, workers who serve as safety
delegates or members of safety and health committees need more than awareness training alone, as do
government administrators involved in factory inspection and public health functions related to the
workplace.
Those doctors, nurses and (especially in rural and developing areas) nonphysician primary health care
workers whose primary training or practice does not include occupational medicine will need
occupational health education in some depth in order to serve workers, for example by being able to
recognize work-related illnesses. Finally, certain professions (for example, engineers, chemists,
architects and designers) whose work has considerable impact on workers' safety and health need much
more specific education and training in these areas than they traditionally receive.
Specialists require the most intensive education and training, most often of the kind received in
undergraduate and postgraduate programmes of study. Physicians, nurses, occupational hygienists,
safety engineers and, more recently, ergonomists come under this category. With the rapid ongoing
developments in all of these fields, continuing education and on-the-job experience are important
components of the education of these professionals.
It is important to emphasize that increasing specialization in the fields of occupational hygiene and
safety has taken place without a commensurate emphasis on the interdisciplinary aspects of these
endeavours. A nurse or physician who suspects that a patient's disease is work-related may well need
the assistance of an occupational hygienist to identify the toxic exposure (for example) in the workplace
that is causing the health problem. Given limited resources, many companies and governments often
employ a safety specialist but not a hygienist, requiring that the safety specialist address health as well
as safety concerns. The interdependence of safety and health issues should be addressed by offering
interdisciplinary training and education to safety and health professionals.
Why Training and Education?
The primary tools needed to achieve the goals of reducing occupational injuries and illnesses and
promoting occupational safety and health have been characterized as the “three E's”-engineering,
enforcement and education. The three are interdependent and receive varying levels of emphasis within
different national systems. The overall rationale for training and education is to improve awareness of
safety and health hazards, to expand knowledge of the causes of occupational illness and injury and to
promote the implementation of effective preventive measures. The specific purpose and impetus for
training will, however, vary for different target audiences.
Middle and upper level managers
The need for managers who are knowledgeable about the safety and health aspects of the operations
for which they are responsible is more widely acknowledged today than heretofore. Employers
increasingly recognize the considerable direct and indirect costs of serious accidents and the civil, and in
some jurisdictions, criminal liability to which companies and individuals may be exposed. Although belief
in the “careless worker” explanation for accidents and injuries remains prevalent, there is increasing
recognition that “careless management” can be cited for conditions under its control that contribute to
accidents and disease. Finally, firms also realize that poor safety performance is poor public relations;
major disasters like the one in the Union Carbide plant in Bhopal (India) can offset years of effort to build
a good name for a company.
Most managers are trained in economics, business or engineering and receive little or no instruction
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during their formal education in occupational health or safety matters. Yet daily management decisions
have a critical impact on employee safety and health, both directly and indirectly. To remedy this state of
affairs, safety and health concerns have begun to be introduced into management and engineering
curricula and into continuing education programmes in many countries. Further efforts to make safety
and health information more widespread is clearly necessary.
First-line supervisors
Research has demonstrated the central role played by first-line supervisors in the accident experience of
construction employers (Samelson 1977). Supervisors who are knowledgeable about the safety and
health hazards of their operations, who effectively train their crew members (especially new employees)
and who are held accountable for their crew's performance hold the key to improving conditions. They
are the critical link between workers and the firm's safety and health policies.
Employees
Next part of the document
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Law, custom and current workplace trends all contribute to the spread of employee education
and training. Increasingly, employee safety and health training is being required by
government regulations. Some apply to general practice, while in others the training
requirements are related to specific industries, occupations or hazards. Although valid
evaluation data on the effectiveness of such training as a countermeasure to work-related
injuries and illnesses are surprisingly sparse (Vojtecky and Berkanovic 1984-85); nevertheless
the acceptance of training and education for improving safety and health performance in many
areas of work is becoming widespread in many countries and companies.
The growth of employee participation programmes, self-directed work teams and shop floor
responsibility for decision-making has affected the way in which safety and health approaches
are taken as well. Education and training are widely used to enhance knowledge and skills at
the level of the line worker, who is now recognized as essential for the effectiveness of these
new trends in work organization. A beneficial action employers can take is to involve
employees early on (for example, in the planning and design stages when new technologies
are introduced into a worksite) to minimize and to anticipate adverse effects on the work
environment.
Trade unions have been a moving force both in advocating more and better training for
employees and in developing and delivering curricula and materials to their members. In many
countries, safety committee members, safety delegates and works council representatives
have assumed a growing role in the resolution of hazard problems at the worksite and in
inspection and advocacy as well. Persons holding these positions all require training that is
more complete and sophisticated than that given to an employee performing a particular job.
Safety and health professionals
The duties of safety and health personnel comprise a broad range of activities that differ widely
from one country to another and even within a single profession. Included in this group are
physicians, nurses, hygienists and safety engineers either engaged in independent practice or
employed by individual worksites, large corporations, government health or labour
inspectorates and academic institutions. The demand for trained professionals in the area of
occupational safety and health has grown rapidly since the 1970s with the proliferation of
government laws and regulations paralleling the growth of corporate safety and health
departments and academic research in this field.
Scope and Objectives of Training and Education
This ILO Encyclopaedia itself presents the multitude of issues and hazards that must be
addressed and the range of personnel required in a comprehensive safety and health
programme. Taking the large view, we can consider the objectives of training and education for
safety and health in a number of ways. In 1981, the Joint ILO/WHO Committee on
Occupational Health offered the following categories of educational objectives which apply in
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some degree to all of the groups discussed thus far: (1) cognitive (knowledge), (2)
psychomotor (professional skills) and (3) affective (attitude and values). Another framework
describes the “information-education-training” continuum, roughly corresponding to the “what”,
the “why” and the “how” of hazards and their control. And the “empowerment education”
model, to be discussed below, puts great emphasis on the distinction between training-the
teaching of competency-based skills with predictable behavioural outcomes-and education-the
development of independent critical thinking and decision-making skills leading to effective
group action (Wallerstein and Weinger 1992).
Workers need to understand and apply the safety procedures, proper tools and protective
equipment for performing specific tasks as part of their job skills training. They also require
training in how to rectify hazards that they observe and to be familiar with internal company
procedures, in accordance with the safety and health laws and regulations which apply to their
area of work. Similarly, supervisors and managers must be aware of the physical, chemical
and psychosocial hazards present in their workplaces as well as the social, organizational and
industrial relations factors that may be involved in the creation of these hazards and in their
correction. Thus, gaining knowledge and skills of a technical nature as well as organizational,
communication and problem-solving skills are all necessary objectives in education and
training.
In recent years, safety and health education has been influenced by developments in
education theory, particularly theories of adult learning. There are different aspects of these
developments, such as empowerment education, cooperative learning and participative
learning. All share the principle that adults learn best when they are actively involved in
problem-solving exercises. Beyond the transmission of specific bits of knowledge or skills,
effective education requires the development of critical thinking and an understanding of the
context of behaviours and ways of linking what is learned in the classroom to action in the
workplace. These principles seem especially appropriate to workplace safety and health,
where the causes of hazardous conditions and illnesses and injuries are often a combination of
environmental and physical factors, human behaviour and the social context.
In translating these principles into an education programme four categories of objectives must
be included:
Information objectives: the specific knowledge that trainees will acquire. For example,
knowledge of the effects of organic solvents on the skin and on the central nervous system.
Behavioural objectives: the competencies and skills that workers will learn. For example, the
ability to interpret chemical data sheets or to lift a heavy object safely.
Attitude objectives: the beliefs that interfere with safe performance or with response to training
that must be addressed. The belief that accidents are not preventable or that “solvents can't
hurt me because I've worked with them for years and I'm fine” are examples.
Social action objectives: the ability to analyse a specific problem, identify its causes, propose
solutions and plan and take action steps to resolve it. For example, the task of analysing a
particular job where several people have sustained back injuries, and of proposing ergonomic
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modifications, requires the social action of changing the organization of work through labourmanagement cooperation.
Technological and Demographic Change
Training for awareness and management of specific safety and health hazards obviously
depends on the nature of the workplace. While some hazards remain relatively constant, the
changes that take place in the nature of jobs and technologies require continuous updating of
training needs. Falls from heights, falling objects and noise, for example, have always been
and will continue to be prominent hazards in the construction industry, but the introduction of
many kinds of new synthetic building materials necessitates additional knowledge and
awareness concerning their potential for adverse health effects. Similarly, unguarded belts,
blades and other danger points on machinery remain common safety hazards but the
introduction of industrial robots and other computer-controlled devices requires training in new
types of machinery hazards.
With rapid global economic integration and the mobility of multinational corporations, old and
new occupational hazards frequently exist side-by-side in both highly industrialized and
developing countries. In an industrializing country sophisticated electronics manufacturing
operations may be located next door to a metal foundry that still relies on low technology and
the heavy use of manual labour. Meanwhile, in industrialized countries, garment sweatshops
with miserable safety and health conditions, or lead battery recycling operations (with its threat
of lead toxicity) continue to exist alongside highly automated state-of-the-art industries.
The need for continual updating of information applies as much to workers and managers as it
does to occupational health professionals. Inadequacies in the training even of the latter is
evidenced by the fact that most occupational hygienists educated in the 1970s received scant
training in ergonomics; and even though they received extensive training in air monitoring, it
was applied almost exclusively to industrial worksites. But the single largest technological
innovation affecting millions of workers since that time is the widespread introduction of
computer terminals with visual display units (VDUs). Ergonomic evaluation and intervention to
prevent musculoskeletal and vision problems among VDU users was unheard of in the 1970s;
by the mid-nineties, VDU hazards have become a major concern of occupational hygiene.
Similarly, the application of occupational hygiene principles to indoor air quality problems (to
remedy “tight/sick building syndrome”, for example) has required a great deal of continuing
education for hygienists accustomed only to evaluating factories. Psychosocial factors, also
largely unrecognized as occupational health hazards before the 1980s, play an important role
in the treatment of VDU and indoor air hazards, and of many others as well. All parties
investigating such health problems need education and training in order to understand the
complex interactions among environment, the individual and social organization in these
settings.
The changing demographics of the workforce must also be considered in safety and health
training. Women make up an increasing proportion of the workforce in both developed and
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developing nations; their health needs in and out of the workplace must be addressed. The
concerns of immigrant workers raise numerous new training questions, including those to do
with language, although language and literacy issues are certainly not limited to immigrant
workers: varying literacy levels among native-born workers must also be considered in the
design and delivery of training. Older workers are another group whose needs must be studied
and incorporated into education programmes as their numbers increase in the working
population of many nations.
Training Venues and Providers
The location of training and education programmes is determined by the audience, the
purpose, the content, the duration of the programme and, to be realistic, the resources
available in the country or region. The audience for safety and health education starts with
schoolchildren, trainees and apprentices, and extends to workers, supervisors, managers and
safety and health professionals.
Training in schools
Incorporation of safety and health education into elementary and secondary education, and
especially in vocational and technical training schools, is a growing and very positive trend.
The teaching of hazard recognition and control as a regular part of skills training for particular
occupations or trades is far more effective than trying to impart such knowledge later, when the
worker has been in the trade for a period of years, and has already developed set practices
and behaviours. Such programmes, of course, necessitate that the teachers in these schools
also be trained to recognize hazards and apply preventive measures.
On-the-job training
On-the-job training at the worksite is appropriate for workers and supervisors facing specific
hazards found onsite. If the training is of significant length, a comfortable classroom facility
within the worksite is strongly recommended. In cases where locating the training at the
workplace may intimidate workers or otherwise discourage their full participation in the class,
an offsite venue is preferable. Workers may feel more comfortable in a union setting where the
union plays a major role in designing and delivering the programme. However, field visits to
actual work locations which illustrate the hazards in question are always a positive addition to
the course.
Training of safety delegates and committee members
The longer and more sophisticated training recommended for safety delegates and committee
representatives is often delivered at specialized training centres, universities or commercial
facilities. More and more efforts are being made to implement regulatory requirements for
training and certification of workers who are to perform in certain hazardous fields such as
asbestos abatement and hazardous waste handling. These courses usually include both
classroom and hands-on sessions, where actual performance is simulated and specialized
equipment and facilities are required.
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Providers of onsite and offsite programmes for workers and safety representatives include
government agencies, tripartite organizations like the ILO or analogous national or subnational bodies, business associations and labour unions, universities, professional
associations and private training consultants. Many governments provide funds for the
development of safety and health training and education programmes targeted at specific
industries or hazards.
Academic and professional training
The training of safety and health professionals varies widely among countries, depending on
the needs of the working population and the country's resources and structures. Professional
training is centred in undergraduate and postgraduate university programmes, but these vary
in availability in different parts of the world. Degree programmes may be offered for specialists
in occupational medicine and nursing and occupational health may be incorporated into the
training of general practitioners and of primary care and public health nurses. The number of
degree-granting programmes for occupational hygienists has increased dramatically. However,
there remains a strong demand for short courses and less comprehensive training for hygiene
technicians, many of whom have received their basic training on the job in particular industries.
There is an acute need for more trained safety and health personnel in the developing world.
While more university-trained and credentialed physicians, nurses and hygienists will
undoubtedly be welcomed in these countries, it is nonetheless realistic to expect that many
health services will continue to be delivered by primary health care workers. These people
need training in the relationship between work and health, in the recognition of the major safety
and health risks associated with the type of work carried on in their region, in basic survey and
sampling techniques, in the use of the referral network available in their region for suspected
cases of occupational illness and in health education and risk communication techniques
(WHO1988).
Alternatives to university-based degree programmes are critically important to professional
training in both developing and industrialized nations, and would include continuing education,
distance education, on-the-job training and self-training, among others.
Conclusion
Education and training cannot solve all occupational safety and health problems, and care
must be taken that the techniques learned in such programmes are in fact applied
appropriately to the identified needs. They are, however, critical components of an effective
safety and health programme when employed in conjunction with engineering and technical
solutions. Cumulative, interactive and continuous learning is essential to prepare our rapidly
changing work environments to meet the needs of workers, especially as regards the
prevention of debilitating injuries and illnesses. Those who labour in the workplace as well as
those who provide support from the outside need the most up-to-date information available
and the skills to put this information to use in order to protect and promote worker health and
safety.
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PRINCIPLES OF TRAINING
Gordon Atherley, Dilys Robertson
Training can and will produce positive results if it is based on clearly defined needs specific to the
workplace and if it is delivered with a view to those needs and the ways in which adults learn. This is, of
course, true for safety and health training as well. The principles of safety and health training are no
different from those which apply to any form of industrial training. Indeed, a good case can be made for
the integration of skill training along with safety training wherever possible. Safety and health training
which fails to produce positive results because it is not based on sound analysis is, at best, a waste of
time and money. At worst, such training may result in false confidence, thus increasing the risk of
accidents.
Needs Assessment
The first step in safety and health training design is to identify the problems which need to be addressed.
This may be done for the entire organization, for a particular location or for a particular job. Alternatively,
the analysis of training needs may have a specific focus, for example, compliance with safety and health
legislation or the performance of the joint safety and health committee. However, not all problems can be
solved by training; in some cases, other action is needed to supplement it. A simple example of this is
the case where the problem identified is a low level of compliance with the rule obliging workers to wear
personal protective equipment. While part of the problem may be due to the fact that employees do not
understand why the equipment is needed or how to use it correctly, it is equally possible that some or all
of the problem may be caused by the fact that there is consistent failure to replace broken or missing
equipment.
The existence of problems may surface in the form of a high rate of accidents, refusal-to-work situations
or government inspectors' orders or citations. However, it is the problems which underlie such outward
signs of trouble that need to be clearly identified. A training needs assessment may be defined as the
process of identifying problems that are signalled by deficiencies in compliance with standards or
external requirements and that can be resolved wholly or partly by training. A systems approach to
training needs analysis involves a number of logical steps: problem identification, analysis, identification
of training needs, the ranking of needs in order of urgency and the setting of training goals or objectives.
Problem identification
The sorts of problems that lend themselves to solution by means of training include the following:
Those that are identified after accidents have already happened. In this case, problems may be
identified through review of accident statistics, accident investigation reports or, more broadly, through
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the failure to meet organizational goals for safety and health.
Problems that can be anticipated. Dangers can be identified before actual harm is done-for example,
hazards can be foreseen when new machinery, substances or processes are introduced into the
workplace, where there exist processes that have never been thoroughly analysed or where existing
practice conflicts with known safe procedures .
The existence of external requirements. New legal requirements which either impose specific safety and
health training duties or other requirements suggesting the need for training are examples of external
requirements. The development of new industry codes of practice or national or international standards
affecting safety and health are other examples.
Problem analysis
The next step is to analyse the problems so that necessary training may be identified. Problem analysis
involves collecting information about the problem so that its causes can be determined. It also requires
determining an appropriate standard which should be met. If, for example, the problem identified relates
to a lack of effectiveness of the joint safety and health committee, analysis seeks to answer several
questions. First, what is the committee supposed to be doing? Second, how well is the committee
performing each of its required tasks? (This question requires the analyst to determine appropriate
performance standards which should apply.) Third, why is the committee not performing particular tasks
effectively?
Determining solutions
Once the problem has been analysed, the next step is to determine suitable solutions. If training is the
solution or part of the solution, the particular training needs must be identified. What combination of skills
and knowledge is required and by whom?
A critical part of the investigation of training needs is the assessment of the people involved. The
purpose of this is threefold: first, people are likely to be more committed to training (and thus more likely
to learn) if they have played a part in identifying the needs themselves; second, it is often necessary to
assess the current level of required skill and knowledge among the target group of employees (for
example, one might investigate whether joint safety and health committee members actually know what
it is they are supposed to be doing); third, basic educational levels and literacy and language skills must
be known so that appropriate instructional methods are applied. Surveys can be used to assess a
number of these variables. If they are used, however, care should be taken to ensure individual
confidentiality.
Setting priorities and goals
Once training needs have been clearly identified, the next step is to set priorities and objectives.
Consideration must be given to the relative urgency of various training needs, taking into account factors
such as the relative severity of consequences should accidents occur, the frequency with which
problems are likely to occur, the number of people affected and legal compliance.
Training objectives must be specific because, if they are not, evaluating whether the training has been
successful will prove difficult. Specifically defined objectives also help determine appropriate training
content and delivery method. Training objectives or goals establish the results that training should
achieve. Examples of specific training objectives might include (a) to ensure that every manager and
supervisor knows and understands legal safety and health duties and rights applying to themselves and
to all workers, (b) to ensure that all welders know and understand the hazards of welding and the
required control procedures or (c) to provide fork-lift truck operators with the skill to operate their
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vehicles safely according to required procedures.
Needs Assessment Methods
Methods for analysing training needs depend on the scope of the assessment and on available
resources. All or some of the following methods may be used:
· Documentation review. For example, written statements of safe working practices, legal requirements,
company policies and procedures, accident statistics and workplace inspection reports can be examined
to determine their bearing on training needs.
· Specific analysis. Accident statistics, joint committee minutes, accident investigation reports and job
and task hazard analyses may be examined for their specific relevance to the problem in question.
· Interviews and observation. Interviews with representative samples of supervisors, workers and others
may be used to assess attitudes and perceived problem areas; observations can be made of
representative jobs to assess compliance with safe working practices.
· Surveys. A survey can be used for relatively large groups to gain information about current skills and
knowledge levels and about perceived training needs and problem areas as well.
Choosing Appropriate Instructional Methods
Next part of the document
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Instructional methods include a number of techniques such as lectures, problem-solving
exercises, small group discussion and role-playing.The methods chosen must be appropriate
to what is being learned (whether knowledge, skills or concepts) and the training objectives. If,
for example, the training objective is to impart knowledge about basic safety rules in the
workplace, then a short lecture may be appropriate. However, there are different levels of
learning in adults. The lowest level of learning is listening to information; the next level is
acquiring knowledge; then, developing understanding; and finally, at the highest level, the
ability to apply what is learned to different situations. In most training situations, participants
will need to learn at more than one level and so a variety of instructional techniques will be
required. Instructional methods must also be based upon sound principles of how adults learn
best.
Principles of Adult Learning
The way in which adults learn differs from the way children learn in several important respects.
Adults approach the task of learning in possession of life experiences and a developed
concept of self. The process of learning is an individual experience which takes place within
the learner and depends on the learner's willingness to learn, the ability to relate his or her own
experiences to what is being learned and the perceived value of what is being learned to the
learner. In many cases, adults make a free choice to learn and so, unlike school children, they
are voluntary participants. However, when safety and health training is provided in the
workplace, workers and managers may be required to attend training sessions, with little room
for individual choice. Where this is so, particular attention needs to be paid to involving
learners both in the process of identifying training needs and in the design of the programme
itself. Addressing the perceived training needs of workers may be as important as the
identification of needs in other areas. Above all, adult training involves change. As with any
change, acceptance is dependent on the learners' belief that they have some control over the
change and that the change is not perceived as threatening.
Research has identified a number of factors which facilitate learning in adults:
· Motivation. Since learning is an individual experience, adults must want to learn and must
perceive the relevance of what they learn to their personal interest.
· Seeing and hearing. Adults tend to learn best when they can see as well as hear what is
being taught. This means that lectures should include accompanying visual material such as
overhead transparencies or slides.
· Practice. The opportunity to practise what is being taught facilitates learning. When a skill is
being taught (for example, the correct fitting of self-contained breathing apparatus) learners
should be allowed to exercise it for themselves. Where the objective is applied knowledge,
problem-solving exercises can be used. “Experiential” exercises whereby learners actually
experience the application of abstract concepts such as teamwork are valuable instructional
tools.
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· Relationship to practical experience. Learning is facilitated when the training material can
easily be related to the practical experience of the learners. This suggests that examples used
should, as far as possible, relate to the industry processes familiar to the learners.
· Participation in the learning process. Adults should know from the start what the learning
objectives are and be given the opportunity to test the lesson content against these objectives.
· Feedback. Adults need feedback on their own results (how well they are doing) and positive
reinforcement.
· Trying out ideas. The opportunity to try out and develop ideas is part of the individual process
of internalizing new information and its application. This can be achieved through small peer
group discussions.
· Physical environment. The training facility and equipment should be sympathetic to the
learners, allowing them, for example, to see visual material and to work effectively in small
groups.
Training Implementation
Careful consideration should be given to the selection of trainers, the scheduling of training
and pilot testing. In selecting trainers, two equally important abilities must be sought:
knowledge of the subject and teaching ability. Not everyone who has the required safety and
health knowledge will necessarily have teaching ability. On the whole, it is easier for people to
acquire knowledge than it is to acquire teaching ability. In most workplaces, including the shop
floor, there will be a number of people who have a natural teaching ability, and they will have
the advantage of knowing the workplace and being able to understand practical examples. In
small group learning, a “group learning facilitator” may be used in place of a trainer. In this
case, the facilitator is learning along with the group but has responsibilities for the process of
learning.
The scheduling of training involves several important considerations. For example, it should be
arranged at a time convenient for the learners and when interruptions can be minimized.
Training can also be packaged in self-contained modules so that it can be spread out over
time-perhaps a three hour module once a week could be scheduled. Not only does this
approach sometimes cause less interference with production, it also allows time between
sessions for learners to try to apply what has been learned.
Every training programme should be pilot tested before initial use. This allows the programme
to be tested against training objectives. Pilot testing should involve not only the trainers but a
representative sample of the prospective learners as well.
Training Evaluation
The purpose of evaluating training is quite simply to establish whether the training objectives
have been met and, if so, whether this has resulted in solving the problem addressed by those
objectives. Preparation for training evaluation should begin at the training design stage. In
other words, the problem to be addressed by training must be clear, the training objectives
must be specific and the status quo prior to training must be known. For example, if the
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problem to be addressed is poor observance of safe working practices in material handling
operations, and training has been designed to address part of this problem by providing
information and skills to, say, fork-lift operators, then a successful outcome in this case would
be high observance of correct safe working practices.
Evaluation of training can be done at various levels. At the first level, the aim is simply to
assess student reactions to the training programme. Did they like the programme, the
instructor and the course material, were they bored, did they feel that they had learned
something? This approach may be useful in assessing whether or not the programme was
perceived to be of value by the students. Such evaluations are most usefully conducted
through an attitude survey and should not generally be administered by the course instructor.
Participants are unlikely to provide candid answers at this point even if the questionnaires are
anonymous. As an aid to this type of evaluation, students can be allowed to test themselves on
the training content.
The next level of evaluation is the assessment of whether or not the learning objectives have
been met. Learning objectives are related to the content of the training and they define what
the student should be able to do or know when training is completed. Learning objectives are
usually developed for each part of the course content and are shared with students so that
they know what they should expect to learn. Evaluation at this level is designed to assess
whether or not students have learned what is defined in the learning objectives. This can be
done by testing participants at the end of the course. Knowledge, concepts and abstract skills
can be assessed in written tests whereas practical skills can be assessed by direct observation
of students demonstrating the skill. Where this level of evaluation is used, it is absolutely
necessary to have prior knowledge of the knowledge or skill baseline of the students before
training begins.
The third level of evaluation is the assessment of whether or not the knowledge and skills
learned in the training are actually being applied on the job. Such assessment can be made
through direct observation at specified intervals of time following training. Evaluation of
application on the day following training may produce a result quite different from that based
on an evaluation some three months later. It is important to note, however, that if the
evaluation shows a lack of application after three months, it may not be the training itself which
is defective; it may be due to a lack of reinforcement in the workplace itself.
Finally, the highest level of evaluation is the determination of whether or not the problem
addressed by the training has been resolved. If the problem identified was a high rate of
musculoskeletal injuries in the shipping and receiving area, is there evidence of the desired
drop in the injury rate? Here again, timing is important. In this case, it may take time for the
training to become effective. The rate may not drop for a number of months because such
injuries are often cumulative; and so the rate for some time may reflect conditions prior to
training. Furthermore, the training may result in greater awareness of the problem leading to
increased reporting soon after training.
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Ideally, all four levels of training evaluation should be built into the training design and
implementation. However, if only one level is used, its limitations should be clearly understood
by all concerned.
Where training is designed and provided by an external agency, the organization can and
should nevertheless evaluate its potential usefulness by applying criteria based on the
principles outlined in this article.
Training Reinforcement
No matter how successful training is in meeting objectives, its effect will decline with time if
reinforcement is not provided in the workplace on a regular and consistent basis. Such
reinforcement should be the routine responsibility of supervisors, managers and joint safety
and health committees. It can be provided through regular monitoring of performance on the
job, recognition of proper performance and routine reminders through the use of short
meetings, notices and posters.
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WORKER EDUCATION AND TRAINING
Robin Baker, Nina Wallerstein
Worker training in occupational safety and health may serve many different purposes. Too often, worker
training is viewed only as a way to comply with governmental regulations or to reduce insurance costs
by encouraging individual workers to follow narrowly defined safe work behaviours. Worker education
serves a far broader purpose when it seeks to empower workers to take an active part in making the
workplace safe, rather than simply to encourage worker compliance with management safety rules.
Over the past two decades, there has been a move in many countries toward the concept of broad
worker involvement in safety and health. New regulatory approaches rely less on government inspectors
alone to enforce safety and health on the job. Labour unions and management are increasingly
encouraged to collaborate in promoting safety and health, through joint committees or other
mechanisms. This approach requires a skilled and well-informed workforce that can interact directly with
management on issues of safety and health.
Fortunately, there are many international models for training workers in the full range of skills necessary
to participate broadly in workplace health and safety efforts. These models have been developed by a
combination of labour unions, university-based labour education programmes and community-based
non-governmental organizations. Many innovative worker training programmes were developed
originally with financing from special government grant programmes, union funds or employer
contributions to collectively bargained safety and health funds.
These participatory worker training programmes, designed in a variety of national settings for diverse
worker populations, share a general approach to training. The educational philosophy is based on sound
adult education principles and draws upon the empowerment philosophy of “popular education”. This
article describes the educational approach and its implications for designing effective worker training.
Educational Approach
Two disciplines have influenced the development of labour-oriented safety and health education
programmes: the field of labour education and, more recently, the field of “popular” or empowerment
education.
Labour education began simultaneously with the trade union movement in the 1800s. Its early goals
were directed towards social change, that is, to promote union strength and the integration of working
people into political and union organizing. Labour education has been defined as a “specialized branch
of adult education that attempts to meet the educational needs and interests arising out of workers'
participation in the union movement”. Labour education has proceeded according to well-recognized
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principles of adult learning theory, including the following:
· Adults are self-motivated, especially with information that has immediate application to their lives and
work. They expect, for example, practical tools to help them solve problems in the workplace.
· Adults learn best by building on what they already know so that they can incorporate new ideas into
their existing, vast reservoir of learning. Adults wish to be respected for their experience in life.
Therefore, effective methods draw on participants' own knowledge and encourage reflection on their
knowledge base.
· Adults learn in different ways. Each person has a particular learning style. An educational session will
work best if participants have the opportunity to engage in multiple learning modalities: to listen, look at
visuals, ask questions, simulate situations, read, write, practice with equipment and discuss critical
issues. Variety not only ensures that each cognitive style is addressed but also provides repetition to
reinforce learning and, of course, combats boredom.
· Adults learn best when they are actively engaged, when they “learn by doing”. They are more
responsive to active, participatory methods than to passive measures. Lectures and written materials
have their place in a full repertoire of methods. But case studies, role plays, hands-on simulations and
other small-group activities that allow each individual to be involved are more likely to result in the
retention and application of new learning. Ideally, each session involves interaction between participants
and includes occasions for learning new information, for applying new skills and for discussing causes of
problems and barriers to solving them. Participatory methods require more time, smaller groups and
perhaps different instructional skills than those that many trainers currently possess. But to increase the
impact of education, active participation is essential.
Since the beginning of the 1980s, worker safety and health training has also been influenced by the
perspective of “popular” or “empowerment” education. Popular education since the 1960s has developed
largely from the philosophy of Brazilian educator Paulo Freire. It is an approach to learning that is
participatory and is based on the reality of student/worker experiences in their worksites. It fosters
dialogue between educators and workers; critically analyses the barriers to change, such as
organizational or structural causes of problems; and has worker action and empowerment as its goals.
These tenets of popular education incorporate the basic principles of adult education, yet stress the role
of worker action in the educational process, both as a goal to improve worksite conditions and as a
mechanism for learning.
Participatory education in an empowerment context is more than small group activities that involve
students/workers in active learning within the classroom. Participatory popular education means
students/workers have the opportunity to acquire analytic and critical thinking skills, practice social
action skills and develop the confidence to develop strategies for the improvement of the work
environment long after the education sessions end.
Design of Education Programmes
It is important to realize that education is a continuing process, not a one-time event. It is a process that
requires careful and skilful planning though each major stage. To implement a participatory education
process that is based on sound adult education principles and that empowers workers, certain steps
must be taken for planning and implementing participatory worker education which are similar to those
used in other training programmes (see “Principles of Training”), but require special attention to meeting
the goal of worker empowerment:
Step one: Assess needs
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Needs assessment forms the foundation for the entire planning process. A thorough needs assessment
for worker training includes three components: a hazards assessment, a profile of the target population
and background on the social context of training. The hazards assessment is aimed at identifying highpriority problems to be addressed. The target population profile attempts to answer a broad set of
questions about the workforce: Who can most benefit from training? What training has the target
population already received? What knowledge and experience will the trainees bring to the process?
What is the ethnic and gender makeup of the workforce? What is the literacy level of the workers and
what languages do they speak? Whom do they respect and whom do they mistrust? Finally, gathering
information on the social context of training allows the trainer to maximize the impact of training by
looking at the forces that may support improved safety and health conditions (such as strong union
protection that allow workers to speak out freely about hazards) and those that may pose barriers (such
as productivity pressures or lack of job security).
Needs assessment can be based on questionnaires, review of documents, observations made in the
workplace and interviews with workers, their union representatives and others. The popular education
approach utilizes an ongoing “listening” process to gather information about the social context of
training, including people's concerns and the obstacles that might inhibit change.
Step two: Gain support
Next part of the document
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Successful worker education programmes rely on identifying and involving key actors. The
target population must be involved in the planning process; it is difficult to gain their trust
without having sought their input. In a popular education model, the educator attempts to
develop a participatory planning team from the union or shop floor who can provide ongoing
advice, support, networking and a check on the validity of the needs assessment findings.
Labour unions, management and community-based groups are all potential providers of
worker safety and health education. Even if not sponsoring the training directly, each of these
groups may have a key role to play in supporting the educational effort. The union can provide
access to the workforce and back up the efforts for change that hopefully will emerge from the
training. Union activists who are respected for their knowledge or commitment can assist in
outreach and help ensure a successful training outcome. Management is able to provide paid
released time for training and may more readily support efforts to improve safety and health
that grow out of a training process they have “bought into”. Some employers understand the
importance and cost-effectiveness of comprehensive worker training in safety and health, while
others will not participate without government-mandated training requirements or a collectively
bargained right to paid educational leave for safety and health training.
Community-based non-governmental organizations can provide training resources, support or
follow-up activities. For non-union workers, who may be especially vulnerable to retaliation for
safety and health advocacy on the job, it is particularly important to identify community support
resources (such as religious groups, environmentalist organizations, disabled worker support
groups or minority workers' rights projects). Whoever has a significant role to play must be
involved in the process through co-sponsorship, participation on an advisory committee,
personal contact or other means.
Step three: Establish education objectives and content
Using information from the needs assessment, the planning team can identify specific learning
objectives. A common mistake is to assume that the objective of workshops is simply to
present information. What is presented matters less than what the target population receives.
Objectives should be stated in terms of what workers will know, believe, be able to do or
accomplish as a result of the training. The majority of traditional training programmes focus on
objectives to change the individuals' knowledge or behaviours. The goal of popular worker
education is to create an activist workforce that will advocate effectively for a healthier work
environment. Popular education objectives may include learning new information and skills,
changing attitudes and adopting safe behaviours. However, the ultimate goal is not individual
change, but collective empowerment and workplace change. The objectives leading to this
goal include the following:
· Information objectives are geared towards the specific knowledge the learner will receive, for
example, information about the health hazards of solvents.
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· Skill objectives are intended to ensure that participants can do specific tasks that they will
need to be able to perform back on the job. These can range from individual, technical skills
(such as how to lift properly) to group action skills (such as how to advocate for ergonomic
redesign of the workplace). Empowerment-oriented education emphasizes social action skills
over mastery of individual tasks.
· Attitude objectives aim to have an impact on what the worker believes. They are important for
ensuring that people move beyond their own barriers to change so that they are able to
actually put their new-found knowledge and skills to use. Examples of attitudes that may be
addressed include beliefs that accidents are caused by the careless worker, that workers are
apathetic and do not care about safety and health or that things never change and nothing one
can do will make a difference.
· Individual behavioural objectives aim to affect not just what a worker can do, but what a
worker actually does back on the job as a result of training. For example, a training programme
with behavioural objectives would aim to have a positive impact on respirator use on the job,
not just to convey information in the classroom as to how to use a respirator properly. The
problem with individual behaviour change as an objective is that workplace safety and health
improvements rarely take place on an individual level. One can use a respirator properly only if
the right respirator is provided and if there is time allowed for taking all necessary precautions,
regardless of production pressures.
· Social action objectives also aim to have an effect on what the worker will do back on the job
but address the goal of collective action for change in the work environment, rather than
individual behaviour change. Actions that result from such training can range from small steps,
such as investigating one specific hazard, to large undertakings, such as starting an active
safety and health committee or campaigning to redesign a dangerous work process.
There is a hierarchy of these objectives (figure 18.1). Compared with the other training
objectives, knowledge objectives are the easiest to achieve (but they are by no means easy to
attain in an absolute sense); skill objectives require more hands-on training to ensure mastery;
attitude objectives are more difficult because they may involve challenging deeply held beliefs;
individual behaviour objectives are achievable only if attitude barriers are addressed and if
performance, practice and on-the-job follow-up are built into the training; and social action
objectives are most challenging of all, because training must also prepare participants for
collective action in order to achieve more than they can on an individual basis.
___________________________________________________________________________
Fgure 18.1

Hierarchy of training objectives
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For example, it is a reasonably straightforward task to communicate the risks that asbestos
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poses to workers. The next step is to ensure that they have the technical skills to follow all
safety procedures on the job. It is more difficult still to change what workers believe (e.g., to
convince them that they and their fellow workers are at risk and that something can and should
be done about it). Even armed with the right skills and attitudes, it may be difficult for workers
to actually follow safe work practices on the job, especially since they may lack the proper
equipment or management support. The ultimate challenge is to promote social action, so that
workers may gain the skills, confidence and willingness to insist on using less hazardous
substitute materials or to demand that all necessary environmental controls be used when they
are working with asbestos.
Empowerment-oriented labour education always aims to have an impact on the highest levelsocial action. This requires that workers develop critical thinking and strategic planning skills
that will allow them to set achievable goals, constantly respond to barriers and reshape their
plans as they go. These are complex skills that require the most intensive, hands-on approach
to training, as well as strong on-going support that the workers will need in order to sustain
their efforts.
The specific content of educational programmes will depend on the needs assessment,
regulatory mandates and time considerations. Subject areas that are commonly addressed in
worker training include the following:
· health hazards of relevant exposures (such as noise, chemicals, vibration, heat, stress,
infectious diseases and safety hazards)
· hazard identification methods, including means of obtaining and interpreting data regarding
workplace conditions
· control technologies, including engineering and work organization changes, as well as safe
work practices and personal protective equipment
· legal rights, including those relating to regulatory structures, the worker's right to know about
job hazards, the right to file a complaint and the right to compensation for injured workers
· union safety and health provisions, including collectively bargained agreements giving
members the right to a safe environment, the right to information and the right to refuse to
perform under hazardous conditions
· union, management, government and community resources
· the roles and responsibilities of safety and health committee members
· prioritizing hazards and developing strategies to improve the worksite, including analysis of
possible structural or organizational barriers and design of action plans.
Next part of the document
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Step four: Select education methods
It is important to select the right methods for the chosen objectives and content areas. In general, the more
ambitious the objectives, the more intensive the methods must be. Whatever methods are selected, the profile of
the workforce must be considered. For example, educators need to respond to workers' language and literacy
levels. If literacy is low, the trainer should use oral methods and highly graphic visuals. If a variety of languages
is in use among the target population the trainer should use a multilingual approach.
Because of time limitations, it may not be possible to present all of the relevant information. It is more important
to provide a good mix of methods to enable workers to acquire research skills and to develop social action
strategies so that they can pursue their own knowledge, rather than attempt to condense too much information
into a short period of time.
The teaching methods chart (see table 18.1) provides a summary of different methods and the objectives which
each might fulfil. Some methods, such as lectures or informational films, primarily fulfil knowledge objectives.
Worksheets or brainstorming exercises can fulfil information or attitude objectives. Other more comprehensive
methods, such as case studies, role-plays or short videotapes that trigger discussion may be aimed at social
action objectives, but may also contain new information and may present opportunities to explore attitudes.
__________________________________________________________________________________________
Table 18.1

Teaching methods chart

Teaching
methods

Strengths

Limitations

Objectives
achieved

Lecture

Presents factual material in direct
and logical manner. Contains
experiences which inspire.
Stimulates thinking to open a
discussion.
For large audiences.

Experts may not always
be good teachers.
Audience is passive.
Learning difficult to
gauge.
Needs clear
introduction and
summary.

Knowledge

Worksheets and
questionnaires

Allow people to think for
themselves without being
influenced by others in
discussion.
Individual thoughts can then be
shared in small or large groups.

Can be used only for
short period of time.
Handout requires
preparation time.
Requires literacy.

Knowledge Attitudes/
emotions

Brainstorming

Listening exercise that allows
creative thinking for new ideas.
Encourages full participation
because all ideas equally
recorded.

Can become unfocused.
Needs to be limited to
10 to 15 minutes.

Knowledge Attitudes/
emotions
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Planning deck

Can be used to quickly catalogue
information.
Allows students to learn a
procedure by ordering its
component parts.
Group planning experience.

Requires planning and
creation of multiple
planning decks.

Knowledge

Risk mapping

Group can create visual map of
hazards, controls, and plans for
action.
Useful as follow-up tool.

Requires workers from
same or similar
workplace.
May require outside
research.

Knowledge Skills/
social action

Audiovisual
materials (films,
slide shows, etc.)

Entertaining way of teaching
content and raising issues.
Keeps audience's attention.
Effective for large groups.

Too many issues often
presented at one time.
Too passive if not
combined with
discussion.

Knowledge/skills

Audiovisuals as
triggers

Develops analytic skills.
Allows for exploration of solutions.

Discussion may not
have full participation.

Social action
Attitudes/emotions

Case studies as
triggers

Develops analytic and problemsolving skills.
Allows for exploration of solutions.
Allows students to apply new
knowledge and skills.

People may not see
relevance to own
situation.
Cases and tasks for
small groups must be
clearlydefined to be
effective.

Social action
Attitudes/emotions
Skills

Role playing
session (trigger)

Introduces problem-situation
dramatically.
Develops analytic skills.
Provides opportunity for people to
assume roles of others.
Allows for exploration of solutions.

People may be too selfconscious.
Not appropriate for
large groups.

Social action
Attitudes/emotions
Skills

Report back
session

Allows for large group discussion
of role plays, case studies, and
small group exercise. Gives
people a chance to reflect on
experience.

Can be repetitive if
each small group says
the same thing.
Instructors need to
prepare focused
questions to avoid
repetitiveness.

Social action skills
Information
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Prioritizing and
planning activity

Ensures participation by students.
Provides experience in analysing
and prioritizing problems. Allows
for active discussion and debate.

Requires a large wall or
blackboard for posting.
Posting activity should
proceed at a lively pace
to be effective.

Social action
Skills

Hands-on practice

Provides classroom practise of
learned behaviour.

Requires sufficient
time, appropriate
physical space, and
equipment.

Behaviours
Skills

Adapted from: Wallerstein and Rubenstein 1993. By permission.
__________________________________________________________________________________________
Step five: Implementing an education session
Actually conducting a well-designed education session becomes the easiest part of the process; the educator
simply carries out the plan. The educator is a facilitator who takes the learners through a series of activities
designed to (a) learn and explore new ideas or skills, (b) share their own thoughts and abilities and (c) combine
the two.
For popular education programmes, based on active participation and sharing of worker's own experiences, it is
critical that workshops establish a tone of trust, safety in discussion and ease of communication. Both physical
and social environments need to be well planned to allow for maximum interaction, small group movement and
confidence that there is a shared group norm of listening and willingness to participate. For some educators, this
role of learning facilitator may require some “retooling”. It is a role that relies less on a talent for effective public
speaking, the traditional centrepiece of training skills, and more on an ability to foster cooperative learning.
The use of peer trainers is gaining in popularity. Training workers to train their peers has two major advantages:
(1) worker trainers have the practical knowledge of the workplace to make training relevant and (2) peer trainers
remain in the workplace to provide on-going safety and health consultation. The success of peer trainer
programmes is dependent on providing a solid foundation for worker trainers through comprehensive “training of
trainer” programmes and access to technical experts when needed.
Step six: Evaluate and follow up
Though often overlooked in worker education, evaluation is essential and serves several purposes. It allows the
learner to judge his or her progress toward new knowledge, skills, attitudes or actions; it allows the educator to
judge the effectiveness of the training and to decide what has been accomplished; and it can document the
success of training to justify future expenditures of resources. Evaluation protocols should be set up in concert
with the education objectives. An evaluation effort should tell you whether or not you have achieved your training
objectives.
The majority of evaluations to date have assessed immediate impact, such as knowledge learned or degree of
satisfaction with the workshop. Behaviour-specific evaluations have used observations at the worksite to assess
performance.
Evaluations that look at workplace outcomes, particularly injury and illness incidence rates, can be deceptive.
For example, management safety promotion efforts often include incentives for keeping accident rates low (e.g.,
by offering a prize to the crew with the least accidents in a year). These promotional efforts result in underreporting of accidents and often do not represent actual safety and health conditions on the job. Conversely,
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empowerment-oriented training encourages workers to recognize and report safety and health problems and
may result, at first, in an increase in reported injuries and illnesses, even when safety and health conditions are
actually improving.
Recently, as safety and health training programmes have begun to adopt empowerment and popular education
goals and methods, evaluation protocols have been broadened to include assessment of worker actions back at
the worksite as well as actual worksite changes. Social action objectives require long-term evaluation that
assesses changes on both the individual level and on the environmental and organization level, and the
interaction between individual and environmental change. Follow-up is critical for this long-term evaluation.
Follow-up phone calls, surveys or even new sessions may be used not only to assess change, but also to
support the students/workers in applying their new knowledge, skills, inspiration or social action resulting from
training.
Several programmatic components have been identified as important for promoting actual behavioural and
worksite changes: union support structures; equal union participation with management; full access to training,
information and expert resources for workers and their unions; conducting training within the context of a
structure for comprehensive changes; programme development based on worker and workplace needs
assessments; use of worker-produced materials; and integration of small group interactive methods with worker
empowerment and social action goals.
Conclusion
In this article, the growing need for preparing workers for broad participation in workplace injury and illness
prevention efforts has been depicted as well as the critical role of workers as advocates for safety and health.
The distinct role of labour empowerment training in responding to these needs and the educational principles
and traditions that contribute to a labour empowerment approach to education were addressed. Finally, a stepby-step educational process that is required to achieve the goals of worker involvement and empowerment was
described.
This learner-centred approach to education implies a new relationship between occupational safety and health
professionals and workers. Learning can no longer be a one-way street with an “expert” imparting knowledge to
the “students”. The educational process, instead, is a partnership. It is a dynamic process of communication that
taps the skills and knowledge of workers. Learning occurs in all directions: workers learn from the instructors;
instructors learn from workers; and workers learn from one another (see figure 18.2).
___________________________________________________________________________
Figure 18.2

Learning is a three-way process
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____________________________________________________________________________

For a successful partnership, workers must be involved in every stage of the educational process, not just in the
classroom. Workers must participate in the who, what, where, when and how of training: Who will design and
deliver the training? What will be taught? Who will pay for it? Who will have access to it? Where and when will
training take place? Whose needs will be met and how will success be measured?
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EVALUATING HEALTH AND SAFETY TRAINING:
A CASE STUDY IN CHEMICAL WORKERS HAZARDOUS WASTE WORKER
EDUCATION
T.H. McQuiston, P. Coleman, N.B. Wallerstein, A.C. Marcus, J.S. Morawetz, D.W.
Ortlieb, S. Hecker
Until very recently the effectiveness of training and education in controlling occupational health and
safety hazards was largely a matter of faith rather than systematic evaluation (Vojtecky and Berkanovic
1984-85; Wallerstein and Weinger 1992). With the rapid expansion of intensive federally-funded training
and education programmes in the past decade in the United States, this has begun to change.
Educators and researchers are applying more rigorous approaches to evaluating the actual impact of
worker training and education on outcome variables such as accident, illness and injury rates and on
intermediate variables such as the ability of workers to identify, handle and resolve hazards in their
workplaces. The programme that combines chemical emergency training as well as hazardous waste
training of the International Chemical Workers Union Center for Worker Health and Safety Education
provides a useful example of a well-designed programme which has incorporated effective evaluation
into its mission.
The Center was established in Cincinnati, Ohio, in 1988 under a grant which the International Chemical
Workers Union (ICWU) received from the National Institute for Environmental Health Sciences to provide
training for hazardous waste and emergency response workers. The Center is a cooperative venture of
six industrial unions, a local occupational health centre and a university environmental health
department. It adopted an empowerment education approach to training and defines its mission broadly
as:
… promoting worker abilities to solve problems and to develop union-based strategies for improving
health and safety conditions at the worksite (McQuiston et al. 1994).
To evaluate the programme's effectiveness in this mission the Center conducted long-term follow-up
studies with the workers who went through the programme. This comprehensive evaluation went
considerably beyond the typical assessment which is conducted immediately following training, and
measures trainees' short-term retention of information and satisfaction with (or reaction to) the education.
Programme and Audience
The course that was the subject of evaluation is a four or five-day chemical emergency/hazardous waste
training programme. Those attending the courses are members of six industrial unions and a smaller
number of management personnel from some of the plants represented by the unions. Workers who are
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exposed to substantial releases of hazardous substances or who work with hazardous waste less
proximately are eligible to attend. Each class is limited to 24 students so as to promote discussion. The
Center encourages local unions to send three or four workers from each site to the course, believing that
a core group of workers is more likely than an individual to work effectively to reduce hazards when they
return to the workplace.
The programme has established interrelated long-term and short-term goals:
Long-term goal: for workers to become and remain active participants in determining and improving the
health and safety conditions under which they work.
Immediate educational goal: to provide students with relevant tools, problem-solving skills, and the
confidence needed to use those tools (McQuiston et al. 1994).
In keeping with these goals, instead of focusing on information recall, the programme takes a “process
oriented” training approach which seeks “to build self-reliance that stresses knowing when additional
information is needed, where to find it, and how to interpret and use it.” (McQuiston et al. 1994.)
The curriculum includes both classroom and hands-on training. Instructional methods emphasize small
group problem-solving activities with the active participation of the workers in the training. The
development of the course also employed a participatory process involving rank-and-file safety and
health leaders, programme staff and consultants. This group evaluated initial pilot courses and
recommended revisions of the curriculum, materials and methods based on extensive discussions with
trainees. This formative evaluation is an important step in the evaluation process that takes place during
programme development, not at the end of the programme.
The course introduces the participants to a range of reference documents on hazardous materials.
Students also develop a “risk chart” for their own facility during the course, which they use to evaluate
their plant's hazards and safety and health programmes. These charts form the basis for action plans
which create a bridge between what the students learn at the course and what they decide needs to be
implemented back in the workplace.
Evaluation Methodology
The Center conducts anonymous pre-training and post-training knowledge tests of participants to
document increased levels of knowledge. However, to determine the long-term effectiveness of the
programme the Center uses telephone follow-up interviews of students 12 months after training. One
attendee from each local union is interviewed while every manager attendee is interviewed. The survey
measures outcomes in five major areas:
1. students' ongoing use of resource and reference materials introduced during training
2. the amount of secondary training, that is, training conducted by participants for co-workers back at the
worksite following attendance at the Center course
3. trainee attempts and successes in obtaining changes in worksite emergency response or hazardous
waste programmes, procedures or equipment
4. post-training improvements in the way spills are handled at the worksite
5. students' perceptions of training programme effectiveness.
The most recent published results of this evaluation are based on 481 union respondents, each
representing a distinct worksite, and 50 management respondents. The response rates to the interviews
were 91.9% for union respondents and 61.7% for management.
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Results and Implications
Use of resource materials
Of the six major resource materials introduced in the course, all except the risk chart were used by at
least 60% of the union and management trainees. The NIOSH Pocket Guide to Chemical Hazards and
the Center's training manual were the most widely used.
Training of co-workers
Almost 80% of the union trainees and 72% of management provided training to co-workers back at the
worksite. The average number of co-workers taught (70) and the average length of training (9.7 hours)
were substantial. Of special significance was that more than half of the union trainees taught managers
at their worksites. Secondary training covered a wide range of topics, including chemical identification,
selection and use of personal protective equipment, health effects, emergency response and use of
reference materials.
Obtaining worksite improvements
The interviews asked a series of questions related to attempts to improve company programmes,
practices and equipment in 11 different areas, including the following seven especially important ones:
· health effects training
· availability of material safety data sheets
· chemical labelling
· respirator availability, testing and training
· gloves and protective clothing
· emergency response
· decontamination procedures.
The questions determined whether respondents felt changes were needed and, if so, whether
improvements had been made.
In general, union respondents felt greater need for and attempted more improvements than
management, although the degree of difference varied with specific areas. Still fairly high percentages of
both unions and management reported attempted improvements in most areas. Success rates over the
eleven areas ranged from 44 to 90% for unionists and from 76 to 100% for managers.
Spill response
Next part of the document
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Questions concerning spills and releases were intended to ascertain whether attendance at
the course had changed the way spills were handled. Workers and managers reported a total
of 342 serious spills in the year following their training. Around 60% of those reporting spills
indicated that the spills were handled differently because of the training. More detailed
questions were subsequently added to the survey to collect additional qualitative and
quantitative data. The evaluation study provides workers' comments on specific spills and the
role the training played in responding to them. Two examples are quoted below:
Following training the proper equipment was issued. Everything was done by the books. We
have come a long way since we formed a team. The training was worthwhile. We don't have to
worry about the company, now we can judge for ourselves what we need.
The training helped by informing the safety committee about the chain of command. We are
better prepared and coordination through all departments has improved.
Preparedness
The great majority of union and management respondents felt that they are “much better” or
“somewhat better” prepared to handle hazardous chemicals and emergencies as a result of
the training.
Conclusion
This case illustrates many of the fundamentals of training and education programme design
and evaluation. The goals and objectives of the educational programme are explicitly stated.
Social action objectives regarding workers' ability to think and act for themselves and advocate
for systemic changes are prominent along with the more immediate knowledge and behaviour
objectives. The training methods are chosen with these objectives in mind. The evaluation
methods measure the achievement of these objectives by discovering how the trainees applied
the material from the course in their own work environments over the long term. They measure
training impact on specific outcomes such as spill response and on intermediate variables
such as the extent to which training is passed on to other workers and how course participants
use resource materials.
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ENVIRONMENTAL EDUCATION AND TRAINING:
THE STATE OF HAZARDOUS MATERIALS WORKER EDUCATION IN THE UNITED
STATES
Glenn Paulson, Michelle Madelien, Susan Sink, Steven Hecker
The term environmental education covers a potentially wide range of issues and activities when applied
to employees, managers and workplaces. These encompass:
· education for general awareness of environmental concerns
· education and training toward modifying work practices, processes and materials to reduce the
environmental impact of industrial processes on local communities
· professional education for engineers and others seeking expertise and careers in environmental fields
· education and training of workers in the growing field of environmental abatement, including hazardous
waste cleanup, emergency response to spills, releases, and other accidents, and asbestos and lead
paint remediation.
This article focuses on the state of worker training and education in the United States in the growing
environmental remediation field. It is not an exhaustive treatment of environmental education, but rather
an illustration of the link between occupational safety and health and the environment and of the
changing nature of work in which technical and scientific knowledge has become increasingly important
in such traditional “manual” trades as construction. “Training” refers in this context to shorter-term
programmes organized and taught by both academic and non-academic institutions. “Education” refers
to programmes of formal study at accredited two-year and four-year institutions. Currently a clear career
path does not exist for individuals with interest in this field. The development of more defined career
paths is one goal of the National Environmental Education and Training Center, Inc. (NEETC) at Indiana
University of Pennsylvania. Meanwhile, a wide range of education and training programmes exist at
different levels, offered by a variety of academic and non-academic institutions. A survey of the
institutions involved in this type of training and education formed the source material for the original
report from which this article was adapted (Madelien and Paulson 1995).
Training Programmes
A 1990 study conducted by Wayne State University (Powitz et al. 1990) identified 675 separate and
distinct noncredit short courses for hazardous waste worker training at colleges and universities, offering
over 2,000 courses nationwide each year. However, this study did not cover some of the primary
providers of training, namely community college programmes, US Occupational Safety and Health
Administration training programmes and independent firms or contractors. Thus, the Wayne State
number could probably be doubled or tripled to estimate the number of noncredit, noncertification course
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offerings available in the United States today.
The major government-funded training programme in environmental remediation is that of the National
Institute for Environmental Health Sciences (NIEHS). This program, established under the Superfund
legislation in 1987, provides grants to non-profit organizations with access to appropriate worker
populations. Recipients include labour unions; university programmes in labour education/labour studies
and public health, health sciences and engineering; community colleges; and non-profit-making safety
and health coalitions, known as COSH groups (Committees on Occupational Safety and Health). Many
of these organizations operate in regional consortia. The target audiences include:
· construction trades workers involved in cleanup of hazardous waste sites
· emergency response personnel working for fire and emergency services agencies and industrial plants
· transportation workers involved in transporting hazardous materials
· hazardous waste treatment, storage and disposal facility workers
· wastewater treatment workers.
The NIEHS program has resulted in extensive curriculum and materials development and innovation,
which has been characterized by considerable sharing and synergy among grantees. The programme
funds a national clearinghouse which maintains a library and curriculum centre and publishes a monthly
newsletter.
Other government funded programmes offer short courses targeting hazardous waste industry
professionals as opposed to front-line remedial workers. Many of these programmes are housed in
university Educational Resource Centers funded by the National Institute for Occupational Safety and
Health (NIOSH).
Education Programmes
Community colleges
The broadest change on the hazardous waste education and training landscape in the past few years is
the dramatic development of community college programmes and consortia to improve vocational
education at the associate's degree level. Since the 1980s, community colleges have been doing the
most organized and extensive curriculum development work in secondary education.
The Department of Energy (DOE) has funded programmes nationwide to provide for a trained workforce
at sites where the need has changed from nuclear technicians to hazardous waste clean-up workers.
This training is taking place most rigorously at community colleges, many of which have historically
provided for personnel needs at specific DOE sites. DOE-funded programmes at community colleges
have also given rise to major efforts in curriculum development and consortia for sharing information.
Their goals are to establish more consistent and higher standards of training and to provide mobility for
the workforce, enabling an individual trained to work at a site in one part of the country to move to
another site with minimal retraining requirements.
Several consortia of community colleges are advancing curricula in this area. The Partnership for
Environmental Technology Education (PETE) operates in six regions. PETE is working with the
University of Northern Iowa to create a world-class network of community college environmental
programmes, linked with high schools, that inform and prepare students for entry into these two-year
degree programmes. The goals include the development of (1) nationally validated curriculum models,
(2) comprehensive professional development programmes and (3) a national clearinghouse for
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environmental education.
The Hazardous Materials Training and Research Institute (HMTRI) serves the curriculum development,
professional development, print and electronic communications needs of 350 colleges with two-year
environmental technologies credit programmes. The Institute develops and distributes curricula and
materials and implements educational programmes at its own Environmental Training Center at
Kirkwood Community College in Iowa, which has extensive classroom, laboratory and simulated field
site facilities.
The Center for Occupational Research and Development (CORD) provides national leadership in the US
Department of Education's Tech Prep/Associate Degree initiative. The Tech Prep program requires
coordination between secondary and post-secondary institutions to give students a solid foundation for a
career pathway and the world of work. This activity has led to the development of several contextual,
experiential student texts in basic science and mathematics, which are designed for students to learn
new concepts in relationship to existing knowledge and experience.
CORD has also played a significant role in the Clinton administration's national educational initiative,
“Goals 2000: Educate America”. In recognition of the need for qualified entry-level personnel, the
initiative provides for the development of occupational skills standards. (“Skills standards” define the
knowledge, skills, attitudes and level of ability necessary to successfully function in specific
occupations.) Among the 22 skills standards development projects funded under the programme is one
for hazardous materials management technology technicians.
Articulation between vocational and baccalaureate programmes
Next part of the document
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A continuing problem has been the poor linkage between two-year and four-year institutions,
which hampers students who wish to enter engineering programmes after completing
associate's (two-year) degrees in hazardous/radioactive waste management. However, a
number of community college consortia have begun to address this problem.
The Environmental Technology (ET) consortium is a California community college network that
has completed articulation agreements with four four-year colleges. The establishment of a
new job classification, “environmental technician”, by the California Environmental Protection
Agency provides added incentive for graduates of the ET program to continue their education.
An ET certificate represents the entry level requirement for the environmental technician
position. Completion of an associate's degree makes the employee eligible for promotion to the
next job level. Further education and work experience allows the worker to progress up the
career ladder.
The Waste-management Education and Research Consortium (WERC), a consortium of New
Mexico schools, is perhaps the most advanced model which attempts to bridge gaps between
vocational and traditional four-year education. Consortium members are the University of New
Mexico, the New Mexico Institute of Mining and Technology, New Mexico State University,
Navajo Community College, Sandia Laboratory and Los Alamos Laboratories. The approach to
curriculum transfer has been an interactive television (ITV) program in distance learning, which
takes advantage of the varied strengths of the institutions.
Students enrolled in the environmental programme are required to take 6 hours of courses
from the other institutions through distance learning or an offsite semester of coursework. The
programme is decidedly inter-disciplinary, combining a minor in hazardous materials/waste
management with a major from another department (political science, economics, pre-law,
engineering or any of the sciences). The programme is “both broad and narrow” in focus, in
that it recognizes a need to develop students with both a broad knowledge base in their field
and some specific training in hazardous materials and hazardous waste management. This
unique programme couples student participation in realistic applied research and industry-led
curriculum development. The courses for the minor are very specific and take advantage of the
particularized specialties at each school, but each program, including the associate degree,
has a large core requirement in humanities and social sciences.
Another unique feature is the fact that the four-year schools offer two-year associate's degrees
in radioactive and hazardous materials technology. The two-year associate's degree in
environmental science offered at the Navajo Community College includes courses in Navajo
history and substantial courses in communications and business, as well as technical courses.
A hands-on laboratory has also been developed on the Navajo Community College campus,
an unusual feature for a community college and part of the consortium's commitment to handson laboratory learning and technology development/applied research. The WERC member
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institutions also offer a “non-degree” certificate programme in waste management studies,
which seems to be above and beyond the 24-hour and 40-hour courses offered at other
colleges. It is for individuals who already have a bachelor's or graduate degree and who further
wish to take advantage of seminars and specialty courses at the universities.
Conclusions
Several significant changes have taken place in the focus of education and training related to
the hazardous waste industry in the past few years, in addition to the proliferation of shortcourse training programmes and traditional engineering programmes. Overall, the Department
of Energy seems to have focused education at the community college level on workforce
retraining, primarily through the Partnership for Environmental Technology Education (PETE),
the Waste-management Education and Research Consortium (WERC) and other consortia like
them.
There is a major gap between vocational training and traditional education in the
environmental field. Because of this gap, there is not a clear, routine career path for hazardous
waste workers, and it is difficult for these workers to advance in industry or government without
classic technical degrees. Although inter-departmental options for education at a management
level are being established within economics, law and medicine departments which recognize
the breadth of the environmental industry, these are still academic-based professional degrees
which miss a large part of the available and experienced workforce.
As the environmental clean-up industry matures, the long-term needs of the workforce for
more balanced training and education and a well-developed career path become more clear.
The large numbers of displaced workers from closed military sites means more people are
entering the environmental workforce from other fields, making the demand on union training
and placement of displaced workers (both discharged military personnel and displaced civilian
personnel) even greater than before. Educational programmes are needed which meet both
the needs of personnel entering the industry and of industry itself for a more balanced and
better-educated workforce.
Since labour union members are one of the main groups poised to enter the hazardous waste
clean-up and environmental remediation field, it would seem that labour studies and industrial
relations departments might be logical entities to develop degree programmes that incorporate
a hazardous waste/environmental curriculum with development of labour/management skills.
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WORKER EDUCATION AND ENVIRONMENTAL IMPROVEMENT
Edward Cohen-Rosenthal
The articles in this chapter have thus far concentrated on training and education regarding workplace
hazards. Environmental education serves multiple purposes and is a useful complement to occupational
safety and health training. Worker education is a critical and often overlooked aspect of a broad and
effective environmental protection strategy. Environmental issues are frequently viewed as purely
technological or scientific matters that stand outside the purview of workers. Yet worker knowledge is
critical to any effective environmental solutions. Workers are concerned as citizens and as employees
about environmental matters because the environment shapes their lives and affects their communities
and families. Even when technological solutions are required that use new hardware, software or
process approaches, worker commitment and competence are necessary for their effective
implementation. This is true for workers whether involved directly in environmental industries and
occupations or in other kinds of jobs and industrial sectors.
Worker education can also provide a conceptual foundation to enhance workers' participation in
environmental improvement, health and safety protection, and organizational improvement. The UNEP
Industry and Environment Programme notes that “many companies have found that worker involvement
in environmental improvement can yield important benefits” (UNEP 1993). The Cornell Work and
Environment Initiative (WEI) in a study of US enterprises found that intense worker participation yielded
triple the source reduction of technical or external solutions alone and boosted yields of some
technological approaches even higher (Bunge et al. 1995).
Worker environmental education comes in a variety of forms. These include trade union awareness and
education, occupational training and orientation, connecting environment to workplace health and safety
concerns and broad awareness as citizens. Such education occurs in a range of venues including
worksites, trade union halls, classrooms and study circles, using both traditional and newer computerbased delivery systems. It is fair to say that workers' environmental education is an underdeveloped
field, especially in comparison with managerial and technical training and school-based environmental
education. At the international level, education of front-line workers is often mentioned in passing and is
overlooked when it comes to implementation. The European Foundation for the Improvement of Living
and Working Conditions has commissioned a series of studies on the educational dimension of
environmental protection, and in its next programme of work will directly look at the shop-floor workers
and their environmental educational needs.
What follows are several examples gathered through the WEI at Cornell University that illustrate both
practice and possibility in worker environmental education.The WEI is a network of managers, trade
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unionists, environmentalists and government policy officials from 48 countries in all parts of the world,
committed to finding ways that workers and the workplace can contribute to environmental solutions. It
addresses a wide range of industries from primary extraction to production, service and public-sector
enterprises. It provides a means for education and action on environmental matters that seeks to build
knowledge at the workplace and in academic institutions that can lead to cleaner and more productive
workplaces and better connection between internal and external environments.
Australia: Eco-Skills Modules
The Australian Council of Trade Unions (ACTU) has developed new approaches to workers' education
for the environment that provides both broad social awareness and specific competencies for
employment, especially among young workers.
The ACTU has organized an Environment Training Company with a broad mandate to address a variety
of sectors but with an initial focus on land management issues. This focus includes teaching ways to
handle reclamation work safely and effectively but also ways to assure compatibility with indigenous
peoples and natural environments. With input from trade unionists, environmentalists and employers, the
training company developed a set of “Eco-Skills” modules to establish basic environmental literacy
among workers from an array of industries. These are integrated with a set of skill competencies that are
technical, social and safety oriented.
Eco-Skills modules 1 and 2 contain a broad base of environmental information. They are taught
alongside other entry-level training programmes. Levels 3 and higher are taught to people who
specialize in work focused on reduction of environmental impacts. The first two Eco-Skills modules are
composed of two forty-hour sessions. Trainees attain skills through lectures, group problem-solving
sessions and practical hands-on techniques. Workers are assessed through written and oral
presentations, group work and role plays.
Concepts covered in the sessions include an introduction to the principles of ecologically sustainable
development, efficient resource use and cleaner production and environmental management systems.
Once Module 1 is completed workers should be able to:
· identify the implications of a given lifestyle for long-term sustainability with specific emphasis placed on
the learner's present and future lifestyle
· identify ways to reduce the environmental impact of human activities
· describe strategies to reduce environmental impacts in a given industry (agriculture, forestry,
manufacturing, tourism, leisure, mining)
· describe the main features of an Environmental Management System
· identify the role of stakeholders in reducing environmental pollution and resource depletion.
Module 2 expands upon these initial objectives and prepares workers to begin applying pollution
prevention and resource conservation methods.
Some industries are interested in connecting environmental impact skills and knowledge to their industry
standards at every level. Awareness of environmental issues would be reflected in the day-to-day work
of all industry workers at all skill levels. An incentive for workers lies in the fact that pay rates are linked
to industry standards. The Australian experiment is in its infancy, but it is a clear attempt to work with all
parties to develop competency-based activities that lead to increased and safer employment while
enhancing environmental performance and awareness.
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Linking Occupational Health and Safety and Environmental Training
One of the most active unions in the United States in environmental training is the Laborers International
Union of North American (LIUNA). US government regulations require that hazardous-waste abatement
workers receive 40 hours of training. The union along with participating contractors have developed an
intensive 80-hour course designed to provide potential hazardous-waste workers with greater
awareness of safety and the industry. In 1995, over 15,000 workers were trained in lead, asbestos and
other hazardous-waste abatement and other environmental remediation work. The Laborers-Associated
General Contractors programme has developed 14 environmental remediation courses and associated
train-the-trainer programmes to assist nationwide efforts at safe and quality remediation. These are
conducted at 32 training sites and four mobile units.
In addition to providing safety and technical training, the programme encourages participants to think
about larger environmental issues. As part of their classwork, trainees gather materials from local papers
on environmental issues and use this local connection as an opening to discuss broader environmental
challenges. This joint environmental training fund employs a full-time equivalent staff of 19 at its central
office and spends over US$10 million. The materials and training methods meet high quality standards
with extensive use of audio-visual and other training aids, specific competency focus, and quality
commitment and assessment built in throughout the curricula. A “learn-at-home” video is used to help
meet literacy concerns and environmental and basic literacy training are connected. For those who
desire it, six of the courses are transferable into college credit. The programme is active in serving
minority communities, and over half of the participants come from minority population groups. Additional
programmes are developed in partnership with minority consortiums, public housing projects and other
training providers.
The union understands that a great deal of its future membership will come in environmentally related
businesses and sees the development of worker education programmes as building the foundation for
that growth. While both safety and productivity are better on jobs using trained workers, the union also
sees the broader impact:
The most interesting impact environmental training has had on members is their increased respect for
chemicals and harmful substances in the workplace and at home. … Awareness is also increasing with
respect to the consequences of continued pollution and the cost involved with cleaning up the
environment. … The true impact is much greater than just preparing people for work (LIUNA 1995).
In the United States, such hazardous-materials training is also conducted by the Operating Engineers;
Painters; Carpenters; Oil, Chemical and Atomic Workers; Chemical Workers Union; Machinists;
Teamsters; Ironworkers and Steelworkers.
LIUNA is also working internationally with the Mexican Confederation of Workers (CTM), federal and
private training groups and employers to develop training methodologies. The focus is on training
Mexican workers in environmental remediation work and construction skills. The Inter-American
Partnership for Environmental Education and Training (IPEET) held its first training course for Mexican
workers during the summer of 1994 in Mexico City. A number of labour leaders and workers from local
industries, including paint manufacturing and metal plating, attended the one-week course on
environmental safety and health. Other LIUNA partnerships are being developed in Canada with French
editions of the materials and “Canadianization” of the content. The European Institute for Environmental
Education and Training is also a partner for similar training in Eastern European and CIS countries.
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Zambia: Educational Manual on Occupational Health and Safety
In Zambia, too often occupational health and safety is taken seriously only when there is an incident
involving injury or damage to company property. Environmental issues are also ignored by industry. The
Manual on Occupational Health and Safety was written in an effort to educate employees and employers
on the importance of occupational health and safety issues.
The first chapter of this manual outlines the importance of education at all levels in a company.
Supervisors are expected to understand their role in creating safe, healthy working conditions. Workers
are taught how maintaining a positive, cooperative attitude relates to their own safety and work
environment.
The manual specifically addresses environmental issues, noting that all major towns in Zambia face
threats of increasing environmental damage. In specific, the Zambia Congress of Trade Unions (ZCTU)
identified environmental hazards in the mining industry through strip mining and air and water pollution
that results from poor practices. Many factories are responsible for air and water pollution because they
discharge their waste directly into nearby streams and rivers and allow smoke and fumes to escape
unchecked into the atmosphere (ZCTU 1994).
Though many African trade unions are interested in further education on the environment, lack of
adequate funding for worker education and the need for materials that link environmental, community
and workplace hazards are major barriers.
Employer-Based Worker Environmental Education and Training
Employers, especially larger ones, have extensive environmental education activities. In many cases,
these are mandated training linked to occupational or environmental safety requirements. However, an
increasing number of companies recognize the power of broad worker education that goes well beyond
compliance training. The Royal Dutch/Shell Group of companies have made health, safety and
environment (HSE) part of their overall approach to training, and environment is an integral part of all
management decisions (Bright and van Lamsweerde 1995). This is a global practice and mandate. One
of the company's goals is to define HSE competencies for appropriate jobs. Worker competence is
developed through improved awareness, knowledge and skill. Appropriate training will increase worker
awareness and knowledge, and skills will develop as new knowledge is applied. A wide range of delivery
techniques helps share and reinforce the environmental message and learning.
At Duquesne Light in the United States, all 3,900 employees were successfully trained “on how the
company and its employees actually affect the environment.” William DeLeo, Vice-President of
Environmental Affairs said:
To develop a training programme that enabled us to meet out strategic objectives we determined that
our employees needed a general awareness of the importance of environmental protection as well as
specific technical training relative to their job responsibilities. These two points became the guiding
strategy for our environmental education program (Cavanaugh 1994).
Worker and Union-Based Environmental Education Programmes
The Workers' Education Branch of the ILO has developed a six-booklet set of background materials to
spark discussion among trade unionists and others. The booklets address workers and the environment,
the workplace and the environment, the community and the environment, world environmental issues,
the new bargaining agenda, and provide a guide to resources and a glossary of terms. They provide a
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broad, insightful and easy-to-read approach that can be used in both developing and industrial countries
to discuss topics relevant to workers. The materials are based on specific projects in Asia, the
Caribbean and Southern Africa, and can be used as a whole text or can be separated in a study circle
format to promote general dialogue.
The ILO in a review of training needs pointed out:
Trade unionists must increase their awareness about environmental concerns in general and the impact
their employing firms are having on the environment, including the safety and health of their workers, in
particular. Trade unions and their members need to understand environmental issues, the
consequences that environmental hazards have on their members and the community at large, and be
able to develop sustainable solutions in their negotiations with company management and employers'
organizations. (ILO 1991.)
The European Foundation for the Improvement of Living and Working Conditions has observed:
Local trade unions and other employee representatives are in a particularly difficult situation. They will
have the relevant knowledge of the local situation and the workplace but will, in most cases, not be
sufficiently specialised in complex environmental and strategic issues.
They will, therefore, be unable to exercise their functions unless they received additional and specialised
training. (European Foundation for the Improvement of Living and Working Conditions 1993.)
A number of national unions have urged increased workers' education on the environment. Included
among them is the LO in Sweden, whose 1991 Environmental Programme called both for more
education and action at the workplace and for additional study circle material on the environment to
promote awareness and learning. The Manufacturing Workers Union in Australia has developed a
training course and set of materials to assist the union in providing environmental leadership, including
how to address environmental issues through collective bargaining.
Summary
Good worker-based environmental education provides both conceptual and technical information to
workers that assists them in increasing environmental awareness and in learning concrete ways to
change work practices that are damaging to the environment. These programmes also learn from
workers at the same time to build on their awareness, reflection and insight about workplace
environmental practice.
Workplace environmental education is best done when it is connected to community and global
environmental challenges so that workers have a clear idea of how the ways they work are connected to
the overall environment and how they can contribute to a cleaner workplace and global ecosystem.
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SAFETY AND HEALTH TRAINING OF MANAGERS
John Rudge
Following a brief review of the development of educational contributions to worker health and safety and of the first attempts to establish the foundations of
management education, this article will address curriculum development. The two career paths along which future senior managers develop will be considered as an
issue relevant to the educational needs of managers. The curriculum content for managerial issues will be set forth first, to be followed by that pertinent to an
understanding of injury causation.
Education for occupational safety and health has been directed, in the main, to people such as safety managers and occupational physicians, and more recently, to
occupational health nurses, ergonomists and hygienists-people who have been appointed to specialist staff positions in organizations.
The advisory roles of these specialists have incorporated tasks such as the administration of pre-employment medical examinations, health surveillance, monitoring
employee exposures to a range of hazards and environmental examination. Their activities moreover include contributing to job and task design in order to adjust
engineering or administrative controls by way of minimizing if not eliminating (for example) the harmful effects of postural demands or of exposure to toxic hazards.
This specialist-oriented educational approach has tended to ignore the central fact that the provision of safe and healthy workplaces requires an extraordinarily broad
scope of operational knowledge necessary to make them a reality. It must be borne in mind that managers carry the responsibility for planning, organizing and
controlling work activities in public and private enterprises across all industry sectors.
Background
During the decade of the 1970s many initiatives were taken to offer study programmes at the tertiary level to provide a professional education with practical training for
the range of specialist engineers, scientists and health care workers entering the field of occupational safety and health.
In the 1980s it was recognized that the people most directly concerned with occupational safety and health, the managers, the workers themselves and their
associations, were the most significant entities in the move to reduce workplace injury and ill health. Legislation in many jurisdictions was introduced to provide
education for workers serving on safety committees or as elected safety and health representatives. These changes highlighted for the first time the very limited
education and training facilities then available to managers.
An early initiative to address management education
Several steps were taken to overcome this problem. The most widely known is Project Minerva, an initiative of the US National Institute for Occupational Safety and
Health (NIOSH), which represented an early effort to inculcate that body of specific managerial skills which is necessary to ensure workplace safety and which
“generally exceeds that which is offered through courses in the traditional business curriculum” (NIOSH 1985). Teaching materials intended to address the more urgent
safety and health concerns were provided for business schools. The resource guide comprised instructional modules, case studies and a book of readings. Module
topics are listed in figure 18.3.
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___________________________________________________________________________
Figure 18.3

Modular curriculum content, Project Minerva resource guide

__________________________________________________________________________
The Canadian Society of Safety Engineers has recommended this structure to business schools seeking to incorporate occupational safety and health materials into
their curricula.
Fundamentals of Managing: General Rather Than Specific Needs
Any job responsibility entails the acquisition of relevant knowledge and appropriate skills in order to discharge it. Responsibility for managing occupational safety and
health within any organization will be placed increasingly upon line managers at each level in the job hierarchy. Associated with that responsibility ought to be
commensurate accountability and the authority to command the necessary resources. The knowledge and skills needed to discharge this responsibility form the
curriculum for occupational safety and health management education.
At first sight, it would seem necessary that a curriculum of this sort be developed with the aim of meeting all the special demands of the whole range of management
functions as they relate to such a diversity of positions as office administrator, nurse manager, operations director, supplies and purchasing superintendent, fleet
coordinator and even ship's captain. The curricula need also, perhaps, address the whole range of industries and the occupations found within them. However,
experience strongly suggests that this is not so. The necessary skills and knowledge are, in fact, common to all management functions and are more fundamental than
those of the specialists. They are operative at the level of basic management expertise. However, not all managers arrive at their position of responsibility by taking
similar paths.
Managerial Career Paths
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The usual path to a managerial career is through either supervisory or specialist functions. In the former case, career development is dependent on work experience
and job knowledge and in the latter it ordinarily presupposes off-the-job college education and postgraduate study, for example as an engineer or nurse manager. Both
streams need to develop occupational safety and health (OSH) skills. For the latter this may be done in graduate school.
It is usual today for successful managers to acquire the degree of Master of Business Administration (MBA). For this reason the Minerva Project directed its attention to
the 600 or more graduate management schools in the United States. By incorporating into MBA curricula such aspects of occupational safety and health as were
determined to be critical for successful management of the field, it was believed that this material would be integrated into the formal studies of middle management.
Given the extremely high rate of technological invention and scientific discovery, undergraduate courses, particularly in engineering and scientific disciplines, have only
limited opportunities to integrate broadly-based safety theory and practice into design, process and operation studies.
Since managerial roles begin fairly soon after graduation for those with specialist education, there is a need to provide the knowledge and skills that will support the
safety and health responsibility of both specialist and generalist managers.
It is important that an awareness of the content of any curriculum devoted to occupational safety and health objectives among management be promoted among other
personnel having related responsibilities. Thus, the training of such key employees as safety and health representatives should be designed to keep them current with
such curricular developments.
Curriculum for Managing Occupational Safety and Health
There are two broad classes of knowledge into which the discipline of occupational safety and health falls. One is that relating to the functions and principles of
management and the other deals with the nature and proactive control of hazards. The model of curriculum development set forth below will follow this division. Both
the supervisory path to management and the specialist path will require their own particular coverage of each of these classes.
The question of what level of complexity and technological detail needs to be provided to students may be determined by the purpose of the course, its length and the
intention of the providers regarding subsequent education and skills development. These issues will be addressed in a later section.
Next part of the document
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Specifically, curricula should address machinery and plant safety, noise, radiation, dust, toxic
materials, fire, emergency procedures, medical and first aid arrangements, workplace and
employee monitoring, ergonomics, environmental hygiene, workplace design and maintenance
and, most importantly, the development of standard operating procedures and training. This
last is an essential component of managerial understanding. Not only must tasks and
processes be the subject of operator training but the requirement for continuous improvement
of people and processes makes training and retraining the most critical step in improving the
quality of both. Adult learning theory and practice needs to be applied in the development of
the curricular materials that guide this continuing training process.
The functions and principles of management
The fundamental purposes of management embrace the planning, organizing and control of
workplace activities. They also embrace the incorporation of practices which maximize
opportunities for workforce participation in goal setting, team operation and quality
improvement. Furthermore, successful management requires the integration of occupational
safety and health into all the organization's activities.
It is rare for undergraduate programmes, outside those of colleges of business, to cover any of
this knowledge. However, it is a most essential component for the specialist practitioners to
have incorporated into their undergraduate study.
Organizational framework
The mission statement, strategic plan and structure set up to guide and facilitate the
attainment of the organization's objectives must be understood by the managers to be the
basis for their individual activities. Each division of the organization whether it is a hospital,
trucking business or coal mine, will in turn have its own goals and structure. Each will reflect
the need to achieve organizational goals, and, taken together, will drive the organization
towards them.
Policies and procedures
The primary embodiment of an organization's goals are comprised by policy documents, the
guides for individual employees on specific topics. (In some jurisdictions, the publication of an
organization's overall policy is required by law.) These documents ought to include reference
to the range of occupational safety and health programmes designed with regard to the
activities and processes which occupy the working time of employees. A sample of some
general policy statements might include documents on emergency evacuation, fire fighting,
purchasing procedures, injury reporting and accident and incident investigation. On the other
hand, specific hazards will require their own process-specific policy materials concerning, for
example, hazardous substances management, ergonomic interventions or entry into confined
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spaces.
After establishing policy, an activity preferably carried out with worker representative
participation and union involvement, detailed procedures would then be put in place to give
effect to them. Again, participative practices will contribute to the wholehearted acceptance of
them by the workforce as a valuable contribution to their safety and health.
A safety and health management system is schematically illustrated in figure 18.4.
___________________________________________________________________________
Figure 18.4

A health and safety management system
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___________________________________________________________________________
Organizational structures defining key roles
The next stage in the management process is to define an organizational structure which
characterizes the roles of key people-for example, the chief executive-and professional
advisors such as safety advisors, occupational hygienists, the occupational health nurse, the
physician and the ergonomist. In order to facilitate their roles, the relationships of these people
and elected safety and health representatives (required in some jurisdictions) and worker
members of safety committees to the organizational structure need to be explicit.
The planning and organizing functions of management will integrate structures, policies and
procedures into the operational activities of the enterprise.
Control
Control activities-establishing processes and goals, determining standards of acceptable
achievement and measuring performance against those standards-are the operational steps
which bring to realization the intentions of the strategic plan. They also need to be established
through co-determination. The tools for control are workplace audits, which may be
continuous, frequent, random or formal.
An understanding of these activities is an important component of a management education
syllabus, and skills should be developed in carrying them out. Such skills are as essential to
the success of an integrated safety and health plan as they are to the discharge of any other
management function, whether purchasing or fleet operation.
Organizational development and curriculum
Since the introduction of new organizational structures, new equipment and new materials is
occurring at a rapid pace, special attention must be given to the processes of change. The
employees who will be affected by these changes can have a deciding influence on their
effectiveness and on the efficiency of the work group. An understanding of the psychosocial
factors influencing the activities of the organization must be acquired and skills must be
developed in using this knowledge to reach organizational objectives. Of particular importance
is the delegation of the authority and the accountability of the manager to work groups formed
into autonomous or semi-autonomous work teams. The management education curriculum
must place at the disposal of its students the tools necessary to carry out their obligation to
ensure not only process improvement and quality but the development of the multiple skills
and quality awareness of personnel with which the issue of safety is so closely involved.
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There are two further components of the management curriculum requiring examination. One
of these is the activity of incident investigation and the other, on which the whole of this activity
rests, is an understanding of the accident phenomenon.
The accident phenomenon
The work of Derek Viner (1991) in clearly expounding the significance of energy sources as
the potential hazards in all workplaces has defined half of the accident equation. In conjunction
with Viner's work, the contribution of Dr. Eric Wigglesworth (1972) in identifying human error,
the crucial element in managing workplace safety activities, completes its definition. An
emphasis on the process of each damaging occurrence has been shown by Benner (1985)
when considering accident investigation methods to be the most productive approach to
managing worker safety and health.
Wigglesworth's visualization of the sequence of events which results in injury, damage and
loss appears in figure 18.5. It highlights the role of nonculpable human error, as well as the
essential element of loss of energy containment and the potential for the injury outcome where
this occurs.
___________________________________________________________________________
Figure 18.5

The error/injury process
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The implications of the model for management become clear when planning for work
processes takes account of the behavioural inputs which affect those processes. This is so in
particular when the role of design is given its rightful place as the initiating mechanism for both
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equipment and process development. When planning takes account both of the design of plant
and equipment and of the human factors influencing work activity, coordination and control
mechanisms can then be implemented to assure containment of the identified hazards.
A model may be used to illustrate the significance of the interaction between the worker, the
equipment, tools and machines employed to further the task objectives and the environment
within which the activity takes place. The model highlights the need to address factors within
all three elements which may contribute to damaging events. Within the workstation
environment, which encompasses the thermal, aural and lighting components, among others,
the worker interacts with the tools and equipment necessary to get the work done (see figure
18.6).
___________________________________________________________________________
Figure 18.6

Representation of workstation elements relevant to injury causation and control
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Accident investigation and analysis
Next part of the document

http://www.ilo.org/encyclopaedia/?doc&nd=857400079&nh=0&ssect=1 (7 of 7)1/22/2006 5:13:14 PM

Safety and Health Training of Managers

Previous part of the document
Accident investigation serves a number of important functions. First, it can be a proactive process,
being used in situations where an incident occurs which results in no damage or injury but where
there is a potential for harm. Studying the sequence of events can uncover features of the work
process which could lead to more serious consequences. Second, one may gain an understanding
of the process by which the events unfolded and thus can identify the absence of, or weakness in,
process or task design, training, supervision or controls over energy sources. Third, many
jurisdictions legally require investigations of certain types of incidents, for example, scaffolding and
trench collapses, electrocutions and failures of hoisting equipment. The work of Benner (1985)
illustrates well the importance of having a clear understanding of the accident phenomenon and an
effective protocol for investigating injury and damage events.
The nature and control of hazards
All injury results from some form of energy exchange. The uncontrolled release of physical,
chemical, biological, thermal, or other forms of energy is a source of potential harm to a variety of
workers. Containment by suitable engineering and administrative mechanisms is one essential
aspect of suitable control. Identifying and evaluating these energy sources is a prerequisite for
control.
A management education curriculum would thus contain topics covering a range of activities which
includes establishing objectives, planning the work, developing policy and procedures, undertaking
organizational change and installing controls over work processes (and specifically the energy
sources utilized in carrying out that work), all aimed at injury prevention. While curricula designed
for the technical areas of operations need address only fundamental principles, organizations that
make use of very hazardous materials or processes must have in their employ a senior member of
management with sufficient training in the specific modes of handling, storage and transport of such
technology to ensure the safety and health of workers and members of the community.
Larger enterprises and small business
Managers who work in larger organizations employing, say, a hundred or more people usually have
one or only a few functional responsibilities and report to a senior manager or a board of directors.
They have occupational safety and health responsibility for their own subordinates and act within
established policy guidelines. Their educational needs may be addressed by the formal
programmes offered in business schools at the undergraduate or graduate level.
On the other hand, the sole managers or partners in small enterprises are less likely to have had
graduate education, and, if they have, it is more likely to be of a technological than managerial sort,
and it is more difficult to address their needs for the management of occupational health and safety.
Small business needs
Providing training programmes for these managers, who often work very long hours, has
represented a difficulty of long standing. Although a number of large legislative jurisdictions have
produced guidance booklets setting out minimum performance stands, the more promising
approaches are being made available through industry associations, such as the Ontario Industrial
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Accident Prevention Associations funded by levies placed by the Workers' Compensation Board
upon all businesses in the given industrial sector.
Syllabus Content
A body of knowledge and skills which addresses the needs of managers at the first-line supervisory
level, middle management and senior executives is outlined in figure 18.7 by topic. Individual shortform syllabuses follow in figure 18.8. These have been collated from the syllabuses of a number of
university graduate study programmes.
___________________________________________________________________________
Figure 18.7

Syllabus for an OSH study programme

___________________________________________________________________________
Figure 18.8

Short form syllabuses for an OSH study programme
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The needs of first-line supervisors will be met through the acquisition of knowledge and skills
covered by those topics that relate to operational demands. The training of senior executives will
concentrate on such topics as strategic planning, risk management and compliance matters as well
as initiating policy proposals. The allocation of hours for each course of study should reflect student
needs.
Summary
Management education for occupational safety and health demands an eclectic approach to the
broadest range of issues. It shares with quality the imperative of being integrated into every
management and worker activity, into every employee's job description and should be a part of the
performance appraisal of all.
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TRAINING OF HEALTH AND SAFETY PROFESSIONALS
Wai-On Phoon
Categories of Occupational Safety and Health Professionals Requiring Training and Education
The delivery of occupational safety and health services requires a highly-trained and multidisciplinary
team. In a few less-developed countries, such a team may not exist, but in the vast majority of countries
in the world, experts in different aspects of OSH are usually at least available though not necessarily in
sufficient numbers.
The question of who belong to the categories of OSH professionals is fraught with controversy. Usually
there is no dispute that occupational physicians, occupational nurses, occupational hygienists and safety
professionals (sometimes referred to as safety practitioners) are OSH professionals. However, there are
also members of many other disciplines who can make a plausible claim to belonging to the OSH
professions. They include those ergonomists, toxicologists, psychologists and others who specialize in
the occupational aspects of their subjects. For the purpose of this article, nevertheless, the training of
these latter types of personnel will not be discussed, as the main focus of their training is often not on
OSH.
Historical Perspective
In most countries, specific OSH training is of fairly recent origin. Until the Second World War, most OSH
professionals received little or no formal training in their chosen calling. Few schools of public health or
universities provided formal OSH courses, though some such institutions offered OSH as a subject in
the context of a wider degree course, usually in public health. Segments of OSH were taught at the
postgraduate level for physicians training in disciplines such as dermatology or respiratory medicine.
Some engineering aspects of safety, such as machine guarding, were taught in technological and
engineering schools. In most countries, even training in individual components of occupational hygiene
courses were hard to find before the Second World War. The development of occupational nursing
training is even more recent.
In the developed countries, OSH training received a boost during the Second World War, just as OSH
services did. The mass mobilization of whole nations for the war effort led to greater emphasis on
protecting the health of workers (and therefore their fighting capability or productivity with respect to the
manufacturing of more munitions, warplanes, tanks and warships). At the same time, however, wartime
conditions and the drafting of both university teachers and students into the armed forces made it
extremely difficult to set up formal courses of OSH training. After the Second World War, however, many
such courses were established, some with the help of the generous study grants for demobilized
servicemen awarded by grateful governments.
http://www.ilo.org/encyclopaedia/?d&nd=857400080&prevDoc=857000972 (1 of 3)1/22/2006 5:13:53 PM

Training of Health and Safety Professionals

After the Second World War, most colonies of European empires achieved independence and embarked
upon the path of industrialization to a greater or lesser extent as a means to national development.
Before long, such developing countries found themselves confronting the ills of the industrial revolution
of nineteenth-century Europe, but within a much telescoped time span and on an unprecedented scale.
Occupational accidents and diseases and environmental pollution became rampant. This led to the
development of OSH training, although even today there are large variations in the availability of such
training in these countries.
Review of Current International Initiatives
International Labour Organization (ILO)
There have been several initiatives of the ILO in recent years which relate to OSH training. Many of
them relate to practical training for interventive measures at the worksite. Some other initiatives are
carried out in collaboration with national governments (Rantanen and Lehtinen 1991).
Other ILO activities since the 1970s have been carried on largely in developing countries throughout the
world. Several such activities relate to the upgrading of training of factory inspectors in countries such as
Indonesia, Kenya, the Philippines, Tanzania, Thailand, and Zimbabwe.
The ILO, together with other United Nations agencies such as the United Nations Development
Programme, has also assisted in the establishment or upgrading of national institutes of OSH, the
training functions of which are usually among their top priorities.
The ILO has also produced several practical monographs which are very useful as training materials for
OSH courses (Kogi, Phoon and Thurman 1989).
World Health Organization (WHO)
The WHO has held in recent years a number of important international and regional conferences and
workshops on OSH training. In 1981, a conference entitled “Training of Occupational Health Personnel”
was held under the auspices of the Regional Office for Europe of the WHO. In the same year, the WHO
convoked with the ILO a Joint ILO/WHO Committee on Occupational Health which focused on
“educational and training in occupational health, safety and ergonomics” (WHO 1981). That meeting
assessed the needs for education and training at different levels, developed policies in education and
training and advised on methodology and programmes for education and training (WHO 1988).
In 1988 a WHO Study Group published a report entitled Training and Education in Occupational Health
to address particularly the new policies on primary health care strategies adopted by the WHO member
states, new needs resulting from technological developments and new approaches to health promotion
at work (WHO 1988).
International Commission on Occupational Health (ICOH)
In 1985, the ICOH established a Scientific Committee on Education and Training in Occupational Health.
This Committee has organized four international conferences as well as mini-symposia on the subject in
the International Congresses on Occupational Health (ICOH 1987). Among the conclusions of the
second conference, the need to develop training strategies and training methodologies received
prominent mention in the list of priority issues (ICOH 1989).
A main feature of the third conference was the methodology of OSH training, including such functions as
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learning by participation, problem-based learning and evaluation of courses, teaching and students
(ICOH 1991).
Regional initiatives
In different parts of the world, regional bodies have organized training activities in OSH. For example,
the Asian Association of Occupational Health, established in 1954, has a Technical Committee in
Occupational Health Education which conducts surveys on training of medical students and related
subjects.
Types of Professional Programmes
Degree-granting and similar programmes
Probably the prototype of degree-granting and similar programmes is the sort which was developed in
schools of public health or equivalent establishments. Higher education for public health is a relatively
recent development. In the United States, the first school dedicated to this purpose was established in
1916 as the Institute of Hygiene at Johns Hopkins University. At that time, the overriding public health
concerns centred around the communicable diseases. As time went on, education about the prevention
and control of man-made hazards and about occupational health drew increasing emphasis in the
training programmes of schools of public health (Sheps 1976).
Schools of public health offer OSH courses for a postgraduate diploma or for the degree of Master of
Public Health, allowing students to concentrate in occupational health. Usually entry requirements
include the possession of a tertiary educational qualification. Some schools insist upon relevant prior
experience in OSH as well. The duration of training on a full-time basis is usually one year for the
diploma and two years for the Master's course.
Next part of the document
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Some of the schools train the different OSH personnel together in core courses, with training in
the specific OSH disciplines (e.g., occupational medicine, hygiene or nursing) being offered to
students specializing in these areas. This common training is probably a great advantage, as
trainees of the different OSH disciplines could develop a greater understanding of each other's
functions and a better experience of team work.
Especially in recent years, schools of medicine, nursing and engineering have offered courses
similar to those in schools of public health.
A few universities are offering OSH courses at the basic or undergraduate level. Unlike the
traditional OSH tertiary courses, admission to which is usually dependent upon the acquisition
of a previous degree, these newer courses admit students who have just graduated from high
school. Much controversy still surrounds the merits of this development. Proponents of such
courses argue that they produce more OSH professionals in less time and at lower cost. Their
opponents argue that OSH practitioners are more effective if they build their OSH training on a
basic discipline into which they integrate their special OSH practice, such as occupational
medicine or nursing. Knowledge of basic sciences may be acquired at the specialization level if
they have not been taught as part of undergraduate training.
Training courses in OSH for physicians vary in their clinical component. The conference,
mentioned above, on the training of occupational health personnel organized by the WHO/
Regional Office for Europe emphasized that “occupational medicine is fundamentally a clinical
skill and its practitioners must be fully competent in clinical medicine”. It must also be stressed
that the diagnosis of chemical intoxication among workers is largely clinical, as is the
differentiation between “occupational disease” and other diseases and their management
(Phoon 1986). It has become, therefore, a worldwide trend to insist upon postings to different
clinics as part of the training of the occupational physician. In the United States and Canada,
for example, trainees undergo a four-year residency programme which includes a substantial
clinical component in such subjects as dermatology and respiratory medicine in addition to the
curriculum required for the degree of Master of Public Health or its equivalent.
Formal training for occupational nurses probably varies even more in different parts of the
world than that for occupational physicians. These differences hinge on the variations of
responsibilities and functions of occupational nurses. Some countries define occupational
health nursing as “the application of nursing principles in conserving the health of workers in all
occupations. It involves prevention, recognition, and treatment of illness and injury and
requires special skills and knowledge in the fields of health education and counselling,
environmental health, rehabilitation and human relations” (Kono and Nishida 1991).On the
other hand, other countries understand occupational nursing as the role of the nurse in an
interdisciplinary occupational health team, who is expected to participate in all the fields of
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general health management, delivery of health services, environmental control, healthy and
safe working procedures and OSH education. A survey in Japan showed, however, that not all
the graduates from an occupational nursing staff took part in all these activities. This was
probably due to a lack of understanding of the nurse's role in OSH and to inadequate training
in some of the fields (Kono and Nishida 1991).
The discipline of occupational hygiene has been defined by the American Industrial Hygiene
Association as the science and art devoted to the recognition, evaluation and control of those
environmental factors and stresses, arising in or from the workplace, which may cause
sickness, impaired health and well-being, or significant discomfort and inefficiency among
workers or among the citizens of the community. Speciality training has also emerged within
the general field of occupational hygiene, including that in chemistry, engineering, noise,
radiation, air pollution and toxicology.
Curricula for Occupational Safety and Health Personnel
The detailed contents of the curricula for the training of occupational physicians, nurses,
hygienists and safety personnel, as recommended by the 1981 Joint ILO/WHO Committee an
Occupational Health mentioned above will be represented in the pages to follow. As regards
the main subject areas to be taught, the Committee recommends:
· organization of occupational safety and health services, their activities, legislation and
regulations
· occupational medicine
· occupational hygiene
· occupational safety
· work physiology and ergonomics, dealing particularly with the adaptation of work to man, but
also with the readjustment of the handicapped to work
· occupational psychology, sociology and health education.
According to the profile of the personnel, the educational programmes will go more or less
deeply into different subjects to meet the demands of the respective professions, as discussed
below for several categories.
It is difficult to comment in detail what should go into the curricula of OSH courses. It is
generally agreed that such courses should have a greater input of behavioural sciences than is
now the case, but such input should be relevant to the sociocultural milieu of a particular
country or region for which a course is designed. Moreover, OSH should not be taught in
isolation from the general health services and the community health situation in a given
country or region. The fundamentals of management science should be included in OSH
curricula to improve the understanding of organizational structures and practices in enterprises
as well as to enhance administrative skills of OSH professionals. The art of communication
and the ability to conduct an investigation of OSH problems scientifically and to formulate
solutions were also recommended for inclusion in all OSH curricula (Phoon 1985b).
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Physicians and nurses
All medical students should be taught some occupational health. In some countries, there are
separate courses; in others, occupational health is dealt with in such courses as physiology,
pharmacology and toxicology, public health, social medicine and internal medicine.
Nevertheless, medical students do not, as a rule, acquire sufficient knowledge and skill to
allow them to practice occupational health independently, and some postgraduate training in
occupational health and safety is necessary. For further specialization in occupational health (e.
g., occupational diseases, or even more narrow fields, like occupational neurology or
dermatology), postgraduate training programmes should be available. For nurses active in
occupational health services, both long-term and short-term courses need to be organized,
depending on their range of activities.
Figure 18.9 lists subjects to be included in specialized postgraduate training for physicians and
nurses.
___________________________________________________________________________
Figure 18.9

Postgraduate training syllabus for physicians and nurses
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Safety and health engineers and safety officers
The practice of occupational safety is concerned with such failures of materials, machines,
processes and structures as may give rise to dangerous situations, including the release of
harmful agents. The aim of education in this field is to enable students to foresee danger, both
at the planning stage of projects and in existing situations, to quantify the danger and to design
measures to combat it. Training in occupational safety involves the student in a substantial
study of selected topics from engineering and materials science, particularly those related to
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mechanical, civil, chemical, electrical and structural engineering.
Separate curricular units would be concerned, for example, with the structure and strength of
materials, in mechanical engineering; with forces in structures, in civil engineering; with
handling and transportation of chemicals, in chemical engineering; with design standards,
protective equipment and the theory of preventive maintenance, in electrical engineering; and
with the behaviour of strata, in mining engineering.
Next part of the document
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Safety engineers, in addition to acquiring a basic knowledge, should also undergo a course of
specialization. The 1981 Joint ILO/WHO Committee recommendations for a specialized safety
engineering course of study are listed in figure 18.10.
___________________________________________________________________________
Figure 18.10 A syllabus for specialization in safety engineering
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Courses can be either full-time, part-time or “sandwich courses”-in the lattermost case, periods
of studying are interspersed with periods of practice. The selection of which courses to take is
very much a matter of individual circumstances or preference. This is especially true since
many safety practitioners have extensive knowledge gained through on-the-job experience in
particular industries. However, within a large community or a country, there should preferably
be a large range of choices to cater for all these different needs.
The recent enormous advances in communications technology should enable the greater
usage of distance-learning courses which can be delivered both to remote areas of a country
or even across national frontiers. Unfortunately, such technology is still quite expensive, and
countries or areas which need such distance-learning capabilities most may be the very ones
least able to afford them.
Primary health care practitioners
There is a severe shortage of OSH professionals in developing countries. In addition, among
primary health care practitioners and health professionals as a whole, there is a tendency to
direct their main activities to curative services. This should be counterbalanced with the help of
appropriate training to emphasize the great value of instituting preventive measures at the
workplace in collaboration with other responsible parties such as workers and managers. This
would help, to a certain extent, to alleviate the problems caused by the present shortage of
OSH personnel in developing countries (Pupo-Nogueira and Radford 1989).
A number of developing countries have recently embarked on short courses of OSH training
for primary health care and public health personnel. There is a wide spectrum of organizations
which have undertaken such training. They include national productivity boards (Phoon
1985a), farmers' associations, national safety councils, national institutes of health, and
professional bodies such as medical and nurses' associations (Cordes and Rea 1989).
A scarcity of OSH professionals affects not only developing countries, but many developed
ones as well. In the United States, one response to this problem took the form of a joint report
by a preventive medicine and internal medicine study group that recommended that training
programmes in internal medicine emphasize controls of hazards in the workplace and in the
environment, since most patients seen by internists are members of the workforce.
Furthermore, the American Academy of Family Physicians and the American Medical
Association have published several monographs on occupational health for the family
physician. A study by the American Institute of Medicine reaffirmed the role of the primary care
physician in occupational health, outlined the basic skills required and emphasized the need to
enhance occupational health activity in basic training and continuing education (Ellington and
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Lowis 1991). In both developed and developing countries, however, there is still an inadequate
number of OSH training programmes for primary health care personnel and an insufficient
number of trained personnel.
Multidisciplinary training
Training in the multidisciplinary nature of OSH can be enhanced by making sure that everyone
who trains is fully familiar with the roles, activities and areas of concern of the other OSH
personnel. In an OSH course in Scotland, for example, members of the different OSH
professions participate in the teaching programme. The students are also provided with selfinstruction packages designed to give them detailed knowledge of and insight into the different
OSH professional areas. Extensive use is also made of experiential learning techniques such
as role-playing simulations and participative case studies. For example, students are asked to
complete personal checklists on how each particular area of occupational health activity is
likely to affect them in their own work situations, and on how they can cooperate effectively
with other occupational health professionals.
In the running of a multidisciplinary OSH course, a key element is the mix of learners of
different professional backgrounds in the same class. The course material, such as group
exercises and essays, must be carefully selected without any bias to a particular discipline.
Lecturers must also receive training in the setting of multidisciplinary questions and problems
(D'Auria, Hawkins and Kenny 1991).
Continuing Education
In professional education as a whole, there is an increasing awareness of the need for
continuing education. In the field of OSH, new knowledge concerning old hazards and new
problems arising from changes in technology are developing so rapidly that no OSH
practitioner could hope to keep up to date without making a systematic and constant effort to
do so.
Continuing education in OSH can be formal or informal, voluntary or obligatory in order to
maintain certification. It is essential for every OSH practitioner to keep up with reading the key
professional journals, at least in his or her own disciplines. When a new hazard is
encountered, it would be very useful to mount a literature search on that subject through a
library. If such a library is unavailable, the CIS service of the ILO could be asked to undertake
that service instead. Moreover, having continual and direct access to at least a few up-to-date
texts on OSH is essential to any kind of OSH practice.
More formal kinds of continuing education could take the form of conferences, workshops,
lectures, journal clubs or seminars. Usually tertiary institutions of learning or professional
organizations can provide the means of delivery of such programmes. Whenever possible,
there should be annual events in which a broader range of views or expertise could be
canvassed than is usually available within the framework of a small community or town.
Regional or international conferences or seminars can provide extremely useful opportunities
for participants, not only to take advantage of the formal programme but also to exchange
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information with other practitioners or researchers outside the formal sessions.
Nowadays, more and more OSH professional organizations require members to attend a
minimum number of continuing education activities as a condition for extension of certification
or membership. Usually only the fact of attendance at approved functions is required.
Attendance by itself is, of course, no guarantee that the participant has benefited from being
present. Alternatives such as subjecting OSH professionals to regular examinations are also
fraught with problems. Within a single OSH discipline, there is such a wide diversity of practice
even within the same country that it is extremely difficult to devise an examination equitable to
all the OSH practitioners concerned.
Self-learning
In every OSH training course there should be emphasis on the need for self-learning and its
continuing practice. To this end, training in information retrieval and critical analysis of
published literature is imperative. Training on the use of computers to facilitate obtaining of
information from the many excellent OSH resources around the world would be also beneficial.
Several courses have been developed in recent years to promote self-learning and information
management through microcomputers (Koh, Aw and Lun 1992).
Curriculum Development
Next part of the document
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There is an increasing demand on the part of trainees and the community to ensure that
curricula are constantly evaluated and improved. Many modern curricula are competencybased. A series of professional competencies required is first compiled. Since competence
may be defined by different groups in different ways, extensive consultations on this matter
should be held with faculty members and OSH practitioners (Pochyly 1973). In addition, there
is a need for consultations with “consumers” (e.g., students, workers and employers), an inbuilt
evaluation programme and well-defined but flexible educational objectives (Phoon 1988).
Sometimes the establishment of advisory committees on curriculum or teaching programmes,
which normally include faculty and student representatives, but sometimes also involve
members of the general community, can provide a useful forum for such consultations.
Infrastructure Development
Infrastructure is often ignored in discussions on OSH training and education. Yet supporting
facilities and human resources such as computers, libraries, efficient administrative staff and
procedures and safe and convenient access are among the host of infrastructure
considerations which could be crucial to the success of training courses. Proper monitoring of
students' progress, counselling and assistance of students with problems, health care of
students and their families (where indicated), minding of students' children, canteen and
recreational facilities and provision of lockers or cupboards for the storage of personal
possessions of trainees are all important details which should receive careful attention.
Faculty Recruitment and Development
The quality and popularity of a training programme are often vital factors in determining the
quality of staff applying for a vacant position. Obviously, other factors such as satisfactory
service conditions and opportunities for career and intellectual development are also important.
Careful consideration should be given to job specifications and job requirements. Faculty
should have the necessary OSH qualifications, though flexibility should be exercised to allow
the recruitment of staff from non-OSH disciplines who may be able to make special
contributions to teaching or especially promising applicants who may have the capability but
not all the qualifications or experience normally required for the job. Whenever possible, faculty
should have practical OSH experience.
After recruitment, it is the responsibility of the leadership and senior members of the school or
department to make sure that new staff are given as much encouragement and opportunity to
develop as possible. New staff should be inducted into the culture of the organization but also
encouraged to express themselves and to participate in decision-making processes related to
teaching and research programmes. Feedback should be given to them concerning their
teaching performance in a sensitive and constructive manner. Whenever necessary, offers of
help to remedy identified limitations should be given. Many departments have found the
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postings to industries and sabbatical leave are other important measures for staff
development. Some extent of consultancy work, which could be either clinical, worksite or
laboratory (depending on the discipline and areas of activity of the faculty member) helps to
make academic teaching more practical.
Teaching Venues
Classrooms should be designed and furnished according to appropriate ergonomic principles
and equipped with audio-visual aid equipment and video projection facilities. The lighting and
acoustics should be satisfactory. Access to an exit should be located in such a way as to
minimize the disturbance of an ongoing class.
Proper principles of OSH should be applied to the design and construction of laboratories.
Such safety equipment as showers, eye washing facilities, first aid supplies and resuscitation
equipment and fume cupboards should be installed or made available where indicated, and
laboratories should be bright, airy and odourless.
Venues for field visits should be chosen to provide a wide range of OSH experiences for the
trainees. If possible, worksites with different levels of OSH standards should be chosen.
However, on no account should the safety or health of trainees be compromised.
Locations for clinical work would very much depend on the nature and level of the training
course. In some circumstances, bedside teaching may be indicated to demonstrate the
appropriate clinical approach to skills in history taking. In some other circumstances,
presentation of cases with or without patients could serve the same purpose.
Examinations and Assessment
The recent trend has been to seek alternatives to administering an all-important and single
final examination at the end of a course. Some courses have abolished formal examinations
altogether and replaced them with assignments or periodic assessments. Some other courses
have a combination of such assignments and assessments, open book examinations and
closed book examinations as well. It is nowadays increasingly understood that examinations or
assessments are as much measures of the quality of courses and teachers as of the trainees.
A feedback of trainees' opinions concerning the entire course or components thereof through
questionnaires or discussions is invaluable in the evaluation or revision of a course. As far as
possible, all courses should be constantly evaluated, at least on an annual basis, and revised if
necessary.
Insofar as modes of examination are concerned, essay questions can test organization,
integrating ability and writing skills. The precision and validity of essay examinations, however,
have been found to be weak. Multiple-choice questions (MCQs) are less subjective, but good
ones are difficult to formulate and do not allow a display of practical knowledge. Modified
essay questions (MEQs) differ from essays or MCQs in that the candidate is presented with a
progressive amount of information about a problem. It avoids cueing by requesting shorthttp://www.ilo.org/encyclopaedia/?doc&nd=857400080&nh=0&ssect=3 (2 of 3)1/22/2006 5:15:12 PM
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answer responses rather than presenting candidates with alternatives from which to choose
the appropriate answer. Oral examinations can measure problem-solving skills, professional
judgement, communication skills and ability to retain composure under stress. The main
difficulty with the oral examination is the potential for so-called “lack of objectivity”. The oral
examination can be made more reliable by imposing some structure on it (Verma, SassKortsak and Gaylor 1991). Perhaps the best alternative is to use a battery of these different
types of examination rather than to rely on one or two of them only.
Certification and Accreditation
The word certification usually refers to the conferment upon a professional of authorization to
practise. Such certification could be conferred by a national board or a college or an institution
of practitioners of an OSH discipline. Usually, the OSH professional is given certification only
after fulfilling a stipulated period of training in connection with an approved course or positions
and also upon passing an examination. In general, such “global certification” is valid for life,
unless there is proven professional negligence or misconduct. However, there are other forms
of accreditation which require periodic renewal. They include such accreditation as that
required in some countries to either conduct special statutory medical examinations or to
report on radiographs of asbestos-exposed persons.
Accreditation, on the other hand, refers to the recognition of OSH courses by a national board
or professional organization or a scholarship-granting body. Such accreditation should be
subject to periodic reappraisal to ensure that courses keep to an appropriate level of currency
and effectiveness.
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A NEW APPROACH TO LEARNING AND TRAINING:
A CASE STUDY BY THE ILO-FINNIDA AFRICAN SAFETY AND HEALTH PROJECT
Antero Vahapassi, Merri Weinger
Abuya: What's the matter? You look worn out.
Mwangi: I am worn out-and disgusted. I was up half the night getting ready for this lecture I just gave
and I don't think it went very well. I couldn't get anything out of them-no questions, no enthusiasm. For
all I know, they didn't understand a word I said.
Kariuki: I know what you mean. Last week I was having a terrible time trying to explain chemical safety
in Swahili.
Abuya: I don't think it's the language. You were probably just talking over their heads. How much
technical information do these workers really need to know anyway?
Kariuki: Enough to protect themselves. If we can't get the point across, we're just wasting our time.
Mwangi, why didn't you try asking them something or tell a story?
Mwangi: I couldn't figure out what to do. I know there has to be a better way, but I was never trained in
how to do these lectures right.
Abuya: Why all the fuss? Just forget about it! With all the inspections we have to do, who's got time to
worry about training?
The above discussion in an African factory inspectorate, which could take place anywhere, highlights a
real problem: how to get the message through in a training session. Using a real problem as a
discussion starter (or trigger) is an excellent training technique to identify potential obstacles to training,
their causes and potential solutions. We have used this discussion as a role play in our Training of
Trainers' workshops in Kenya and Ethiopia.
The ILO-FINNIDA African Safety and Health Project is part of the ILO's technical cooperation activities
aimed to improve occupational safety and health training and information services in 21 African
countries where English is commonly spoken. It is sponsored by FINNIDA, the Finnish International
Development Agency. The Project took place from 1991 to 1994 with a budget of US$5 million. One of
the main concerns in the implementation of the Project was to determine the most appropriate training
approach by which to facilitate high quality learning. In the following case study we will describe the
practical implementation of the training approach, the Training the Trainers' (TOT) course (Weinger
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1993).
Development of a New Training Approach
In the past, the training approach in most African factory inspectorates, and also in many technical
cooperation projects of the ILO, has been based on randomly selected, isolated topics of occupational
safety and health (OSH) which were presented mainly by using lecturing methods. The African Safety
and Health Project conducted the first pilot course in TOT in 1992 for 16 participating countries. This
course was implemented in two parts, the first part dealing with basic principles of adult education (how
people learn, how to establish learning objectives and select teaching contents, how to design the
curriculum and select instructional methods and learning activities and how to improve personal teaching
skills) and the second part with practical training in OSH based on individual assignments which each
participant completed during a four month's time period following the first part of the course.
The main characteristics of this new approach are participation and action orientation. Our training does
not reflect the traditional model of classroom learning where participants are passive recipients of
information and the lecture is the dominant instructional method. In addition to its action orientation and
participatory training methods, this approach is based on the latest research in modern adult education
and takes a cognitive and activity-theoretical view of learning and teaching (Engeström 1994).
On the basis of the experience gained during the pilot course, which was extremely successful, a set of
detailed course material was prepared, call the Training of Trainers Package, which consists of two
parts, a trainer's manual and a supply of participants' handout matter. This package was used as a
guideline during planning sessions, attended by from 20 to 25 factory inspectors over a period of ten
days, and concerned with establishing national TOT courses in Africa. By the spring of 1994, national
TOT courses had been implemented in two African countries, Kenya and Ethiopia.
High Quality Learning
There are four key components of high quality learning.
Motivation for learning. Motivation occurs when participants see the “use-value” of what they are
learning. It is stimulated when they can perceive the gap that separates what they know and what they
need to know to solve a problem.
Organization of subject matter. The content of learning is too commonly thought of as separate facts
stored in the brain like items in boxes on a shelf. In reality, people construct models, or mental pictures,
of the world while learning. In promoting cognitive learning, teachers try to organize facts into models for
better learning and include explanatory principles or concepts (the “but whys” behind a fact or skill).
Advancing through steps in the learning process. In the learning process, the participant is like an
investigator looking for a model by which to understand the subject matter. With the help of the teacher,
the participant forms this model, practices using it and evaluates its usefulness. This process can be
divided into the following six steps:
· motivation
· orientation
· integrating new knowledge (internalization)
· application
· programme critique
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· participant evaluation.
Social interaction. The social interaction between participants in a training session is an essential
component of learning. In group activities, participants learn from one another.
Planning training for high quality learning
The kind of education aimed at particular skills and competencies is called training. The goal of training
is to facilitate high quality learning and it is a process that takes place in a series of steps. It requires
careful planning at each stage and each step is equally important. There are many ways of breaking the
training into components but from the point of view of the cognitive conception of learning, the task of
planning a training course can be analysed into six steps.
Step 1: Conduct a needs assessment (know your audience).
Step 2: Formulate learning objectives.
Step 3: Develop an orientation basis or “road map” for the course.
Step 4: Develop the curriculum, establishing its contents and associated training methods and using a
chart to outline your curriculum.
Step 5: Teach the course.
Step 6: Evaluate the course and follow up on the evaluation.
Practical Implementation of National TOT Courses
Based on the above-mentioned training approach and experience from the first pilot course, two national
TOT courses were implemented in Africa, the one in Kenya in 1993 and the other in Ethiopia in 1994.
Training needs were based on the work activity of factory inspectors and were determined by means of
a pre-workshop questionnaire and a discussion with the course participants about their everyday work
and about the kinds of skills and competencies necessary to carry it out (see figure 18.11). The course
has thus been designed primarily for factory inspectors (in our national TOT courses, usually 20 to 25
inspectors participated), but it could be extended to other personnel who may need to carry out safety
and health training, such as shop stewards, foremen, and safety and health officers.
___________________________________________________________________________
Figure 18.11 Orientation basis for the factory inspector's work activity
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_________________________________________________________________________
A compilation of course objectives for the national TOT course was assembled step by step in
cooperation with the participants, and is given immediately below.
Objectives of the national TOT course
The aims of the training of trainers (TOT) course are as follows:
· Increase participants' understanding of the changing role and tasks of factory inspectors from
immediate enforcement to long-term advisory service, including training and consultation.
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· Increase participants' understanding of the basic principles of high quality learning and instruction.
· Increase participants' understanding of the variety of skills involved in planning training programmes:
identification of training needs, formulation of learning objectives, development of training curricula and
materials, selection of appropriate teaching methods, effective presentation and programme evaluation.
· Enhance participants' skills in effective communication for application during inspections and
consultation, as well as in formal training sessions.
· Facilitate the development of short and long-term training plans in which new instructional practices will
be implemented.
Next part of the document
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Course contents
The key subject areas or curriculum units that guided the implementation of the TOT course in
Ethiopia are outlined in figure 18.12. This outline may also serve as an orientation basis for the
whole TOT course.
___________________________________________________________________________
Figure 18.12 The key subject areas of the TOT course
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___________________________________________________________________________
Determining training methods
The external aspect of the teaching method is immediately observable when you step into a
classroom. You might observe a lecture, a discussion, group or individual work. However, what
you do not see is the most essential aspect of teaching: the kind of mental work being
accomplished by the student at any given moment. This is called the internal aspect of the
teaching method.
Teaching methods can be divided into three main groups:
· Instructional presentation: participant presentations, lectures, demonstrations, audio-visual
presentations
· Independent assignment: tests or exams, small group activities, assigned reading, use of selfguided learning materials, role plays
· Cooperative instruction: discussion with the instructor, question and answer sessions,
brainstorming sessions, joint exercise such as hands-on practice.
Most of the above methods were used in our TOT courses. However, the method one selects
depends on the learning objectives one wants to achieve. Each method or learning activity
should have a function. These instructional functions, which are the activities of a teacher,
correspond with the steps in the learning process described above and can help guide your
selection of methods. There follows a list of the nine instructional functions:
1. preparation
2. motivation
3. orientation
4. transmitting new knowledge
5. consolidating what has been taught
6. practising (development of knowledge into skills)
7. application (solving new problems with the help of new knowledge)
8. programme critique
9. participant evaluation.
Planning the curriculum: Charting your course
One of the functions of curriculum or course plan is to assist in guiding and monitoring the
teaching and learning process. The curriculum can be divided into two parts, the general and
the specific.
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The general curriculum gives an overall picture of the course: its goals, objectives, contents,
participants and guidelines for their selection, the teaching approach (how the course will be
conducted) and the organizational arrangements, such as pre-course tasks. This general
curriculum would usually be your course description and a draft programme or list of topics.
A specific curriculum provides detailed information on what one will teach and how one plans
to teach it. A written curriculum prepared in chart form will serve as a good outline for
designing a curriculum specific enough to serve as a guide in the implementation of the
training. Such a chart includes the following categories:
Time: the estimated time needed for each learning activity
Curriculum Units: primary subject areas
Topics: themes within each curriculum unit
Instructional function: the function of each learning activity in helping to achieve your learning
objectives
Activities: the steps for conducting each learning activity
Materials: the resources and materials needed for each activity
Instructor: the trainer responsible for each activity (when there are several trainers)
To design the curriculum with the aid of the chart format, follow the steps outlined below.
Completed charts are illustrated in connection with a completed curriculum in Weinger 1993.
1. Specify the primary subject areas of the course (curriculum units) which are based on your
objectives and general orientation basis.
2. List the topics you will cover in each of those areas.
3. Plan to include as many instructional functions as possible in each subject area in order to
advance through all the steps of the learning process.
4. Choose methods which fulfil each function and estimate the amount of time required.
Record the time, topic and function on the chart.
5. In the activities column, provide guidelines for the instructor on how to conduct the activity.
Entries can also include main points to be covered in this session. This column should offer a
clear picture of exactly what will occur in the course during this time period.
6. List the materials, such as worksheets, handouts or equipment required for each activity.
7. Make sure to include appropriate breaks when designing a cycle of activities.
Evaluating the course and follow-up
The last step in the training process is evaluation and follow-up. Unfortunately, it is a step that
is often forgotten, ignored and, sometimes, avoided. Evaluation, or the determination of the
degree to which course objectives were met, is an essential component of training. This should
include both programme critique (by the course administrators) and participant evaluation.
Participants should have an opportunity to evaluate the external factors of teaching: the
instructor's presentation skills, techniques used, facilities and course organization. The most
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common evaluation tools are post-course questionnaires and pre- and post-tests.
Follow-up is a necessary support activity in the training process. Follow-up activities should be
designed to help the participants apply and transfer what they have learned to their jobs.
Examples of follow-up activities for our TOT courses include:
· action plans and projects
· formal follow-up sessions or workshops
· individual or group consultations.
Selection of trainers
Trainers were selected who were familiar with the cognitive learning approach and had good
communication skills. During the pilot course in 1992 we used international experts who had
been involved in development of this learning approach during the 1980s in Finland. In the
national courses we have had a mixture of experts: one international expert, one or two
regional experts who had participated in the first pilot course and two to three national
resource persons who either had responsibility for training in their own countries or who had
participated earlier in this training approach. Whenever it was possible, project personnel also
participated.
Discussion and Summary
Factory training needs assessment
The factory visit and subsequent practice teaching are a highlight of the workshop. This
training activity was used for workplace training needs assessment (curriculum unit VI A, figure
18.11). The recommendation here would be to complete the background on theory and
methods prior to the visit. In Ethiopia, we scheduled the visit prior to addressing ourselves to
the question of teaching methods. While two factories were looked at, we could have extended
the time for needs assessment by eliminating one of the factory visits. Thus, visiting groups will
visit and focus on only that factory where they will be actually training.
The risk mapping component of the workshop (this is also part of curriculum unit VI A) was
even more successful in Ethiopia than in Kenya. The risk maps were incorporated in the
practice teaching in the factories and were highly motivating for the workers. In future
workshops, we would stress that specific hazards be highlighted wherever they occur, rather
than, for example, using a single green symbol to represent any of a variety of physical
hazards. In this way, the extent of a particular type of hazard is more clearly reflected.
Training methods
The instructional methods focused on audio-visual techniques and the use of discussion
starters. Both were quite successful. In a useful addition to the session on transparencies, the
participants were asked to work in groups to develop a transparency of their own on the
contents of an assigned article.
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Flip charts and brainstorming were new teaching methods for participants. In fact, a flip chart
was developed especially for the workshop. In addition to being an excellent training aid, the
use of flip charts and “magic markers” is a very inexpensive and practical substitute for the
overhead projector, which is unavailable to most inspectors in the developing countries.
Videotaped microteaching
Next part of the document
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“Microteaching”, or instruction in the classroom focusing on particular local problems, made
use of videotape and subsequent critique by fellow participants and resource people, and was
very successful. In addition to enhancing the working of external teaching methods, the taping
was a good opportunity for comment on areas for improvement in content prior to the factory
teaching.
A common error, however, was the failure to link discussion starters and brainstorm activities
with the content or message of an activity. The method was perfunctorily executed, and its
effect ignored. Other common errors were the use of excessively technical terminology and the
failure to make the training relevant to the audience's needs by using specific workplace
examples. But the later presentations in the factory were designed to clearly reflect the
criticisms that participants had received the day before.
Practice teaching in the factory
In their evaluation of the practice teaching sessions in the factory, participants were extremely
impressed with the use of a variety of teaching methods, including audiovisuals, posters that
they developed, flip charts, brainstorming, role plays, “buzz groups” and so on. Most groups
also made use of an evaluation questionnaire, a new experience for them. Of particular note
was their success in engaging their audiences, after having relied solely on the lecture method
in the past. Common areas for improvement were time management and the use of overly
technical terms and explanations. In the future, the resource persons should also try to ensure
that all groups include the application and evaluation steps in the learning process.
Course planning as a training experience
During these two courses it was possible to observe significant changes in the participants'
understanding of the six steps in high quality learning.
In the last course a section on writing objectives, where each participant writes a series of
instructional objectives, was added into the programme. Most participants had never written
training objectives and this activity was extremely useful.
As for the use of the curriculum chart in planning, we have seen definite progress among all
participants and mastery by some. This area could definitely benefit from more time. In future
workshops, we would add an activity where participants use the chart to follow one topic
through the learning process, using all of the instructional functions. There is still a tendency to
pack the training with content material (topics) and to intersperse, without due consideration of
their relevance, the various instructional functions throughout a series of topics. It is also
necessary that trainers emphasize those activities that are chosen to accomplish the
application step in the learning process, and that they acquire more practice in developing
learners' tasks. Application is a new concept for most and difficult to incorporate in the
instructional process.
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Finally the use of the term curriculum unit was difficult and sometimes confusing. The simple
identification and ordering of relevant topic areas is an adequate beginning. It was also
obvious that many other concepts of the cognitive learning approach were difficult, such as the
concepts of orientation basis, external and internal factors in learning and teaching,
instructional functions and some others.
In summary, we would add more time to the theory and curriculum development sections, as
outlined above, and to the planning of future curriculum, which affords the opportunity of
observing individual ability to apply the theory.
Conclusion
The ILO-FINNIDA African Safety and Health Project has undertaken a particularly challenging
and demanding task: to change our ideas and old practices about learning and training. The
problem with talking about learning is that learning has lost its central meaning in
contemporary usage. Learning has come to be synonymous with taking in information.
However, taking in information is only distantly related to real learning. Through real learning
we re-create ourselves. Through real learning we become able to do something we were never
able to do before (Senge 1990). This is the message in our Project's new approach on learning
and training.
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CODES AND GUIDELINES
Colin L.Soskolne
Range of Purposes Behind Codes
Codes of ethics in the professions serve numerous purposes. At the level of the profession itself, codes
document the standards according to which the profession can be held accountable for the conduct of its
members. Further, because society relegates control for many of the professions to the professional
organizations themselves, the professions have developed codes to provide the basis of self-regulation
(Soskolne 1989). At the level of the individual professional, codes can provide a practical guide to
members of the profession who might be experiencing a moral or ethical dilemma concerning their
professional conduct in a particular circumstance. Where a professional finds himself or herself in a state
of moral or ethical tension, it is self-evident that codes can be helpful in providing counsel.
The existence of a code provides the basis of a profession's ethics programme of activity designed to
instil ethical standards among its membership (Gellermann, Frankel and Ladenson 1990; Hall 1993).
Revisions to the code can be considered through grass-roots individual membership input at
organizational meetings, workshops and conferences. This ongoing discussion of issues and concerns
constitutes a review process ensuring that any code remains sensitive to changing social values.
Professions depending for their sustenance on public support thereby improve their likelihood of
remaining publicly accountable and relevant (Glick and Shamoo 1993).
Codes could assist professionals being charged with malpractice and perhaps even in litigation.
Demonstrated adherence to one's professional code would likely be deemed indicative of adherence to
standards of practice consistent with professional norms. If such practice were to have resulted in harm,
the code-abiding individual professional would be less likely to be found guilty of having committed a
wrong. However, based on the principle of trust (Pellegrino, Veatch and Langan 1991), the public has
the expectation that the best possible professional judgement will be exercised in the public interest.
Where the physician-patient relationship is concerned, the patient has the right under the principle of
trust to expect that his or her interests will be best served. However, an ethical tension arises when the
public good is potentially harmed in circumstances where the individual patient's best interests are being
served. In such circumstances, it is the public good that will usually need to take precedence over that of
the individual. Regardless, codes provide no substitute for legal liability dimensions of conduct for which
government has enacted laws to protect the public interest (Cohen 1982).
Weight and Intent of Codes
Codes do have associated with them the notion of statutory force, implying the ability for their
enforcement through the administering of some type of disciplinary action. Indeed, the notions of
accountability and self-regulation referred to above have associated with them some sense of control
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(minimally, peer pressure; maximally, the removal of licence to practice) that can be exercised over the
members of the profession by the professional organization itself. Because of this, some professional
organizations have preferred to avoid these connotations associated with codes and opt rather for
“guidelines”. The latter emphasize guidance with fewer implications for enforcement associated with
them. Other groups have preferred to avoid all connotations associated with codes or guidelines;
instead, they have preferred to develop “declarations on ethics” for their specific organizations (Jowell
1986). Throughout this chapter the term code will imply “guidelines”.
It should be apparent that codes (and also guidelines) do not carry the force of law. In essence, codes
and guidelines are intended to provide guidance for professionals, collectively and individually, in their
relationships with their clients (including patients and research subjects), with their colleagues and coworkers (including their students), and with the public (including stakeholder groups). In addition, codes
require that the quality of professional work and hence the stature of the profession itself is advanced. In
general, codes associated with the physician-patient relationship will require that the patient's interests
take precedence over any other interests; the physician is placed firmly in the position of “patient
advocate”. One exception to this would arise in the context of infectious diseases, where the patient's
rights may have to be considered second to the public welfare. In contrast, however, it can generally be
stated that codes associated with scientific research will require that the public interest take precedence
over any individual or other interests. One exception would be where a researcher discovers child abuse
in a research subject; here the researcher would have the obligation to report this to the child welfare
authorities.
Code Development, Review and Revision
The process by which codes are developed has consequences for their application. By including
members of the profession and students of the profession in code development, as well as in code
review and revision, ownership of the resultant document by a greater number of individuals is believed
more likely. With broad-based ownership, increased compliance by a greater number is believed more
assured.
Content and Structure of Codes
The content of a code should be user friendly to maximize its utility. Codes can be of varying length.
Some are brief, while some are substantial. The more substantial that a code is, the more specific it is
possible for it to be. Codes can be made to be user friendly by virtue of their structure and content. For
example, a summary set of the principles upon which the code is based could be presented first,
followed by expanded aspirational or prescriptive statements, which constitute the code itself. These can
be followed by a commentary that explicates each statement in turn, perhaps noting special
circumstances in the form of case studies that might serve as useful examples. The principles and their
interpretation(s), however, are highly dependent on the values recognized as inherent to the pursuits of
a profession. While these values may be universal, interpretations as well as practices at the local and
regional levels may differ. Thus, while a statement of the profession's core values can provide an anchor
for its statements on ethics and should appear as a preface to the guidelines (Gellermann, Frankel and
Ladenson 1990), sensitivity to regional differences can be demonstrated through the more detailed
commentary and case study materials.
The commentary should incorporate, or could be followed by or complemented with, case study
materials that derive from real-life instances of ethical dilemmas or tensions. The case study materials
could be ethically analysed in either sanitized (i.e., anonymous) form, or can be made to reflect the
parties involved (of course, only with the approval of the parties for their names to be included) (for
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example, Soskolne 1991). The objective behind case studies is not to seek retribution, but rather to
provide examples for teaching purposes. Learning is enhanced by real-life situations.
It is from an understanding of the code that it becomes possible for a profession to develop more
detailed standards of practice. These address more specific areas of activity associated with
professional conduct, including a broad range of activity from interpersonal behaviours to both how
research is conducted and how the results of that research are communicated. Standards of practice for
the profession could be included in an ethics package; they reflect on each profession's skill set and
therefore add particular considerations that go beyond the statement of its ethics principles.
Scope of Codes
Next part of the document
Text | Text (Full text) | Info |
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The development of a code by any profession has almost invariably tended to be driven by
issues having a direct bearing on that profession. Consequently, codes tend to have a focus
narrowly defined by each profession's own concerns. However, codes also need to take
broader social issues into account (Fawcett 1993). In fact, in a recent analysis of several
codes, Summers et al. (1995) found that guidelines on specific social issues, such as
environmental effects or conflict resolution, are scarcely mentioned at all in existing codes.
Because the professions manifest substantial influence, if their codes indeed were to take
broader social issues into account, then a great confluence and concurrence of effort would be
brought to bear on those areas of human endeavour that currently fall between the cracks in
promoting the common social good. Such pressure could help reduce dangers to human
welfare, such as militarism and ecological destruction.
Ethics Training
It should be recognized that there exist two schools of thought for ethics training: one is based
in a principle-driven approach while the other is case based, also known as casuistry. It is this
author's view, which remains to be tested, that a balance between the two is essential for
successful applied ethics training in the professions (Soskolne 1991/92). However, it is well
known that ethically analyzed case study material has an invaluable role to play in the
education process. Cases provide a context for applying principles.
Because graduate ethics training in the professions is becoming more recognized as an
essential place for students to gain awareness of the values, ethical principles and standards
of practice of the profession, a model curriculum might ideally be included as part of a code;
this will facilitate the training of students intent on entering the profession. The need for this is
demonstrated through a recent survey that identified inconsistencies and shortcomings
regarding the ethics components in graduate training programmes across the United States
(Swazey, Anderson and Seashore 1993).
Recent History of Codes in Selected Professions
In western cultures, the medical profession has had the advantage of discussions about ethics
since the time of Socrates (470-399 B.C.), Plato (427-347 B.C.) and Aristotle (384-322 B.C.)
(Johnson 1965). Since then, codes have been developed and periodically revised in response
to newly recognized issues arising, for example, from human value shifts and, more recently,
from technological advances (Declaration of Helsinki 1975; Ad hoc Committee on Medical
Ethics 1984; Russel and Westrin 1992). Since the 1960s, other professions have become
involved in code development for their own professional organizations. The area of
professional codes in fact has become a cottage industry since the 1980s. The American
Association for the Advancement of Science (AAAS) has been instrumental in this movement.
Under the auspices of its Committee on Scientific Freedom and Responsibility, AAAS initiated
a seminal professional ethics project designed to examine the features of and activities
associated with codes in the science and engineering professions. The report arising from this
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effort subsequently generated renewed interest in discussing both code development and
revision with many of the professions (Chalk, Frankel and Chafer 1980).
The health/caring professions have long been engaged in discussions of ethical tensions
arising from the nature of their professional pursuits. The codes that have evolved have
tended, however, to focus on the physician-patient relationship, with concerns about
confidentiality being pre-eminent. More recently, perhaps motivated by the growth of applied
health research, codes have expanded their attention to include issues pertaining to
researcher-patient relationships. Because of population-based research, codes now are
addressing concerns for researcher-population relationships. The latter has been aided by the
experience of other professions such as sociology, anthropology and statistics.
Many of the caring professions related to the practice of occupational health have been
engaged in the discussion of professional ethics. These include: industrial hygiene (Yoder
1982; LaDou 1986); epidemiology (Beauchamp et al. 1991; IEA Workshop on Ethics, Health
Policy and Epidemiology 1990; Chemical Manufacturers Association's Epidemiology Task
Group 1991; Council for International Organizations of Medical Sciences 1991, 1993);
medicine and numerous of its subspeciality areas, including occupational medicine (Coye
1982; American Occupational Medical Association 1986; International Commission on
Occupational Health 1992; Standing Committee of Doctors of the EEC 1980); nursing;
toxicology; statistics (International Statistical Institute 1986); psychology; engineering and risk
analysis.
In the occupationally specific areas of health services (Guidotti et al. 1989), medicine (Samuels
1992) and health and safety (LaDou 1986), as well as in occupational and environmental
health (Rest 1995), relevant portions of professional codes have been abstracted. These
presentations serve well the need for furthering discussion in these areas with a view to
revising extant codes.
The importance of integrating ethics into the day-to-day activities of professionals is
exemplified by these recent texts, which contain appropriately detailed sections on ethics. The
professional thereby is reminded that in all aspects of professional practice, all decisions and
recommendations have consequences with associated ethical underpinnings.
More recent work on the subject of misconduct in science requires integration into newer texts
(Dale 1993; Grandjean and Andersen 1993; Office of the Assistant Secretary for Health 1992;
Price 1993; Reed 1989; Sharphorn 1993; Soskolne 1993a; Soskolne 1993b; Soskolne and
Macfarlane, 1995; Teich and Frankel 1992). Because one of the fundamental goals of science
is the pursuit of truth through objectivity, plagiarism and the fabrication or the falsification of
data are counter to the scientific ethic. As the scientific enterprise expands to include more and
more scientists, misconduct in science is coming to the attention of the public more frequently.
However, it is believed that even in the face of increasing competition and the potential for
conflicting interests, the vast majority of those engaged in science do adhere to the principles
of truth and objectivity. The frequency of misconduct does, however, remain difficult to assess
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(Goldberg and Greenberg 1993; Greenberg and Martell 1992; Frankel 1992).
The potential harm to particular scientific efforts as a result of misconduct is one concern.
Another concern is the loss of faith by the public in scientists, with consequent reductions in
support for the scientific enterprise. The latter has such potentially dire consequences for both
science and society that all scientists, and especially students of science, need to be trained in
the scientific ethic and reminded of these principles from time to time.
Several case studies serve to demonstrate misconduct (Broad and Wade 1982; Office of
Research Integrity 1993; Price 1993; Needleman, Geiger and Frank 1985; Soskolne and
Macfarlane, 1995; Swazey, Anderson and Seashore 1993; Soskolne 1991). The determinants
of ethical dilemmas are numerous, but one survey among risk analysts in New Jersey
(Goldberg and Greenberg 1993) suggests that the two most important causes are “on the job
pressure” and “pressure caused by economic implications of result”. The authors of this study
noted that possible causes of misconduct include “conflicts of interest, competition with
unregulated and unscrupulous competitors, and general lack of individual or societal ethics”.
While some codes do address the need for honesty and objectivity in science, the seriousness
of current pressures to perform in the presence of apparently declining awareness of societal
ethics would dictate that training at all levels include the subject of ethics, values and
philosophy. Indeed, the United States Public Health Service requires that universities seeking
to obtain research grant support have procedures in place for dealing with and reporting
misconduct in science (Reed 1989). Furthermore, university training programmes in public
health disciplines must include ethics teaching to qualify for federal funding (Office of the
Assistant Secretary for Health 1992).
Normative Nature of Codes
Codes of professional conduct tend to be a narrative description of an assemblage of
normative practices. These practices pertain to the moral and ethical standards of a group, be
it a professional organization, association or society, having a common skill set in the service
of people.
The basis of respective codes has been the so-called Golden Rule, which prescribes that one
should do to others what one would have others do to oneself, do one's level best, and call to
the attention of others any act of misconduct.
Approaches to Developing Codes
Next part of the document
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Most professional organizations have produced codes through the top-down approach, where
the elected officials of the profession have undertaken the task. However, as noted earlier (see
“Code development, review and revision”), the bottom-up approach is more likely to result in
compliance with codes, because grass-roots participation in the process results in a feeling of
ownership of the outcome and hence a greater likelihood of compliance. The view that the
power brokers of the profession have major influence over the specification of what constitutes
appropriate professional conduct could detract from the credibility associated with any
resultant code. The more that the “final” code is reflective of community norms, the greater the
likelihood that it will be adhered to.
Codes developed by international organizations do have the power of influencing regional
groups of people to consider the concerns and statements included in international codes. In
this way, regions that have not given attention to the development of codes might be
stimulated to do so. Presumably, provided the intent of international codes is limited to a
function of providing stimulus, ongoing interaction could serve to iteratively modify and update
international codes so that ultimately the international code could well reflect transnational
concerns. Care must be exercised to respect regional cultural norms that are not in conflict
with, for example, accepted declarations on human rights. Hence, code makers should be
sensitive to cultural differences, and not allow their work to homogenize human behaviour;
cultural diversity must rather be encouraged.
Mechanisms for Enforcement
Noted earlier was the fact that codes do imply some degree of self-regulation if the expectation
of accountability is to have meaning. This would suggest the existence of procedures for
investigating allegations of misconduct (or malpractice) of any type, and for correcting conduct
deemed professionally inappropriate (Price 1993; Dale 1993; Grandjean and Andersen 1993).
In addition, some remedy might be provided for any harms that might have derived from
professional misconduct.
The procedures to be invoked in investigations of allegations of misconduct or malpractice
must be pre-specified. The maxim of “innocent until proven guilty” should be evident and be
seen to be applied. However, because public confidence rests on professional self-regulation,
investigations should be dealt with as efficiently as possible with respect for due process at all
times (Sharphorn 1993; Soskolne 1993a, b).
The threat of revoking professional licence to practice is one way that the profession has
leverage to maximize among its members adherence to any codes. Many professions have no
such leverage; their membership is made up of dues-paying individuals with a wide range of
qualifications for which regional legislatures have not required licensure as a requirement of
membership in the profession. The loss of the right to practice one's profession therefore is not
applicable in many professions as a penalty for misconduct. The only recourse in such
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instances is that of peer pressure.
Current Issues of Concern to Occupational Health Professionals
It is not within the scope of this article to develop a comprehensive code, but rather to present
the process by which codes are developed. It is the intent in so doing to provide motivation for
the ongoing discussion of codes (as a component of a broader-based professional ethics
programme) and to alert the reader to current issues about which further discussion is needed
for the possible inclusion of such resolved matters into revised codes.
As noted by Guidotti et al. (1989), certain issues had been overlooked in codes that existed at
that time. These included the virtue of full access to accurate information, and that the burden
of risk should not be taken by the worker in the presence of unproved but sound evidence. The
question of accurate information and implied truth has associated with it issues of scientific
integrity (as referred to in North America) or of scientific dishonesty (as referred to in Denmark)
(Andersen et al. 1992; Grandjean and Andersen 1993). Clearly, the pursuit of truth as the main
target of scientific endeavour must be reinforced at every opportunity, including its full
integration into codes, case study materials and ethics programmes generally (Hall 1993).
With technological advances, the ability grows to more precisely measure biological
parameters. For example, biomarkers is one area that opens up a Pandora's box of ethical
issues and resulting tensions that have yet to be addressed in codes. Several such issues
have been identified by Ashford (1986) and by Grandjean (1991). Since existing codes were
developed prior to the availability on a commercial scale of this technology, codes would serve
the occupational health community better if they were updated to provide some guidance on
related concerns. To achieve this, explication of such thorny questions as the workers' right to
work in the face of high-risk susceptibility identified through biomarker assays, requires
extensive discussion in workshops and conferences specially convened for the purpose. Case
study materials would assist in this effort. So profound are the ramifications of biomarker
studies that their implications, as well as those related to other potential high technology
breakthroughs, could be best addressed through the profession's continual review of the code.
Because issues such as biomarkers can be difficult to resolve, it may be appropriate for like
professions dealing with similar issues to consolidate their efforts and establish mechanisms
for exchanging information to assist in the resolution of difficult and challenging related ethical
issues. In particular, the need to address the timing for introducing high technology procedures
for which ethical considerations have not yet been established also needs to be recognized
and addressed by standing committees on ethics for the respective occupational safety and
health professions. Other stakeholder groups probably should be included in such
deliberations, including the community representatives themselves on whom such studies
would be conducted.
In a researcher's enthusiasm to implement new technological measures into studies for which
the ramifications are not fully understood (in the belief that benefit would result), it should be
recognized that greater harm than benefit to the subjects of these studies could, in fact, arise
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(e.g., job loss today is potentially more harmful than the possibility of premature death at some
future date). Hence, great caution must be exercised in advance of the implementation of such
technologies. Only after due discussion has been exercised by the professional groups having
an interest in the use of such technologies, together with a broad range of stakeholder interest
groups, should their implementation be considered.
Another current issue involves the notion of data privacy, which is one that returns to the public
arena periodically. In the age of computers, the potential exists for linking records created for
one purpose with records created for another purpose. Advocates of data privacy have been
concerned that records so created could be potentially damaging to individuals. While
individual rights to privacy must take precedence over the research needs of the community,
the fact that population-based research is uninterested in the data at the individual level must
be brought to the attention of the data privacy advocates. In so doing, it should be easy to
demonstrate that the public good is better served by allowing appropriately qualified
researchers, trained in data processing and confidentiality, access to individual data for
population-based research purposes.
Concern about the extension of principlism applied in the physician-patient setting to that of the
community-research situation has been noted above (see “Recent history of codes in selected
professions”). Vineis and Soskolne (1993) have found that the established principles of
autonomy, beneficence, non-maleficence and distributive justice are not easily applicable at
the societal level. For example, available information about the safety of exposures often is too
scanty to allow decisional autonomy; beneficence is considered from the societal viewpoint
rather than from that of the individual; and equity is frequently violated. Ethics require careful
consideration when defining what is acceptable to society; the simple mathematical
formulations used for risk-benefit evaluations cannot be applied directly to individuals. Further
development and integration of these ideas are necessary.
In conclusion, codes have a fundamental role to play in the professions. They also could play
an important role in safeguarding the common good if they took broader social issues into
account. They need to be developed with grass-roots and stakeholder input as part of a broadbased programme of ethics supported by each profession. Codes-including the profession's
core values, the commentary associated with a code and case study materials-must be
subjected to a process of periodic review and revision. Now, more than ever, codes are
needed not only for professional accountability and self-regulation purposes, but also to help
practitioners with the moral and ethical challenges faced by constantly advancing technologies
that have implications, amongst others, for the rights and duties of all affected individuals and
interest groups. A substantial and challenging task lies ahead.
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RESPONSIBLE SCIENCE: ETHICAL STANDARDS AND MORAL BEHAVIOUR IN
OCCUPATIONAL HEALTH
Richard A.Lemen, Philip W. Strine
From the onset, we wish to make it clear that we are not experts in ethics, nor do we represent
ourselves as experts. Just like the rest of you, we are scientists, doing scientific things, searching for
truth. In that arena, we are faced with the same issues as you-the difference between right and wrong,
good and bad, and objectivity and subjectivity. As researchers, we grapple with difficult questions
concerning methods and outcome. And those of us who become administrators agonize over the same
questions, especially in regard to policy decisions in developing adequate occupational standards to
protect workers.
In preparing this paper, we reviewed a number of books and documents in search of simple answers to
complex problems. We looked not only at papers written by occupational safety and health
professionals, but also reviewed some of the classic textbooks on ethics.
On the professional side, we read a number of articles and codes of ethics from various research
groups. They all have components relevant to occupational health research. Yet the focus of each is
quite different, reflecting the kind of research done by each author. Some include numerous pages of
what to do and what not to do. Others are more general in content.
On the textbook side, ethical theories abound, from before Socrates up until today. There is no shortage
of articles about ethics, codes of conduct, and written discussions of ethical standards. In the United
States at least, most of the medical colleges have medical ethicists on staff, and almost every university
with a sizeable department of philosophy has an ethicist on the faculty. It is a discipline to which people
devote their lifetimes, which confirms the complexity of the issue.
Before we begin this discussion, it is important that we attempt to make it clear what we are talking
about. What is meant by the term ethics? In the English language, the terms ethics and morals are used
interchangeably. Since we are preparing this paper for a diverse group, we did what we think to be an
interesting poll of some Centers for Disease Control and Prevention (CDC) professionals for whom
English is their second language. A woman whose first languages are Slavic, German and Russian
replied that there are similar words in all of her first languages. She said that in the Slavic language,
neither ethics nor morals stands alone as they do in English. For example, she said that you wouldn't
say that someone is without morals, you would say that they exhibit behaviour that is not moral. She
said that in the Slavic language you wouldn't say that someone is without ethics, you would say instead
that the person is without ethical principles. A Chinese national said that there are separate Chinese
words for both morals and ethics, but they are used interchangeably. Spanish-, French- and Germanhttp://www.ilo.org/encyclopaedia/?d&nd=857400062&prevDoc=857400025 (1 of 5)1/22/2006 5:18:06 PM
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speaking people said there are words for both in their respective languages and that the words are used
interchangeably.
In the textbooks on ethical theory that we reviewed, however, the ethicists made a distinction between
ethics and morals which we choose to accept for the sake of clarity. Melden (1955) and Mothershead
(1955) both suggest that the word ethics is used when referring to a set of principles or standards for
conduct, and that the word morals is used when referring to the conduct of a person or group, i.e., their
behaviour. This usage is consistent with the replies of the CDC professionals.
Professor Melden says in his book, “We are all familiar with such rules of conduct. Each society, religion,
professional group, or distinguishable community has its principles, its standards of conduct. As persons
who are concerned with being responsible in our conduct, we rely ordinarily upon a body of principles for
guidance in conduct.” Examples of these principles are all around us. In the Judeo-Christian community,
there are at minimum the Ten Commandments. In every society, we have laws at the local, national and
international levels which describe and dictate both unacceptable and acceptable behaviour. There are
also the scientific method, the International Code of Ethics for Occupational Health Professionals and
Guidance on Ethics for Occupational Physicians, to name a few examples. The list could go on and on.
The point here is that we are exposed to a number of standards of conduct, or ethics, as we use the
term. It is quite fitting that we begin the work of setting some standards for ourselves.
Why do health professionals need standards for our work? As Professor Melden states, we are persons
who are concerned with being responsible. To make good science demands the highest responsibility
on our part, which leads to the promotion of safety and health. On the other hand, no matter how good
the intentions of the researcher may be, compromised science can lead to death, disease, disability and
dismemberment, rather than the protection of workers. The bottom line is that workers suffer when
science is compromised.
Why does compromised science happen? From our perspective, there are a number of reasons.
Sometimes science is compromised because we don't know any better. Take for example three
workplace tragedies: asbestos, benzene and silica. In the early days, the dangers of these substances
were unknown. As technology improved, as the science of epidemiology developed and as medicine
became more sophisticated, the obvious became evident. In each of these histories, the problems
existed, but scientists did not possess or in some cases apply the tools available to uncover them.
Sometimes science is compromised because it is bad science. We are certain that all of you have seen
bad science or have read about it in scientific journals. It is bad because it isn't science at all. It is
opinion expressed in such a way that it appears scientific and therefore factual. This situation is one that
can easily be addressed through a rigorous peer review process.
Sometimes science is compromised because the researcher is rushed, due to unrealistic time
constraints, lack of funds or influences other than purely scientific analysis. An obvious example of this is
a toxicological cancer study in which the test animals' lives were terminated after less than a third of their
normal life span, thus eliminating a sufficient latency period for them to develop cancer as a result of
their exposures. Thoroughness was compromised and conclusions reached with only part of the picture
considered.
And perhaps worst of all, sometimes science is compromised in pursuit of profit or academic
advancement. Likewise, we have all seen evidence of this in the newspapers and professional journals.
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In some of these instances, the gain to the researcher was academic standing and not financial at all. In
others, financial gain, either immediate or future, influenced the outcome. In the first case referred to
above, researchers with financial interests in asbestos did not report their own positive findings until
many years later, when many thousands of workers had already suffered and died of diseases
associated with uncontrolled asbestos exposure (Lemen and Bingham 1994). In some instances, we
have seen that those who pay for the research may ultimately influence the outcome.
These are but a few of the cases where a code of ethics could come into play, although any code, no
matter how wonderful, will not stop the unscrupulous.
Occupational health is a complex and difficult discipline in which to prevent unethical conduct. Even
when we discover methods for prevention of occupational diseases and injuries, the solution to the
problem is often viewed as cutting into profits, or the problem is hidden to avoid the expense of the
remedy. The profit motive and the complexity of the issues we address can lead to both abuse and
shortcuts in the system. What are some of the major difficulties?
Often, occupationally caused maladies have incredibly long incubation periods, giving rise to
confounding variables. By comparison, in many infectious diseases results seem quick and simple. An
example is a well-managed vaccine campaign for measles in an outbreak situation. In this case, there is
a short incubation period, an almost 100% infection rate of those susceptible, a vaccine that is 95 to
98% effective and a total eradication of an epidemic, all accomplished in a few days. That situation is
quite different from asbestosis or carpal tunnel syndrome, where some people are affected, but others
are not, and most often months or years elapse before disability occurs.
Occupational health concerns are multidisciplinary. When a chemist works with other chemists, they all
speak the same language, each has but one interest and the work can be shared. Occupational health,
on the other hand, is multidisciplinary, often involving chemists, physicists, industrial hygienists,
epidemiologists, engineers, microbiologists, physicians, behaviourists, statisticians and others. In the
epidemiological-triad (host, agent, environment), the host is unpredictable, the agents are numerous and
the environment is complex. The cooperation of several disciplines is mandatory. A variety of
professionals, with totally different backgrounds and skills, is brought together to address a problem. The
only commonality between them is the protection of the worker. This aspect makes peer review even
more difficult because each speciality brings its own nomenclature, equipment and methods to apply to
the problem.
Because of long incubation periods in many occupational diseases and conditions, coupled with the
mobility of the workforce, occupational health professionals are often forced to fill in some blanks since
many of those workers exposed or at risk cannot be located. This condition leads to a reliance on
modelling, statistical calculations, and sometimes compromise in the conclusions. The opportunity for
error is great, because we are not able to fill in all of the cells.
Sometimes it is difficult to relate a malady to the work environment or, even worse, to identify the cause.
In infectious diseases, the epidemiological triad is often less complex. In the 1990s, CDC staff
investigated an outbreak of illness on a cruise ship. The host was well defined and easily located, the
agent was easily identified, the mode of transmission was obvious, and the remedial action was evident.
In occupationally related disease and injury, the host is defined, but often difficult to find. There are a
number of agents in the work environment, often causing synergism, plus other workplace factors which
are not directly involved in the health problem but which play an important role in the solution. These
other workplace factors include such things as the interests and concerns of the labour force, the
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management and involved government agencies.
So now to the business at hand-coming up with a code of ethics, a set of principles or standards of
conduct, used to guide our conduct, our behaviour, in this complex environment.
As Professor Melden (1955) so clearly writes, “Further, we cannot depend wholly upon such principles
for guidance, simply because it is impossible to lay down a set of rules complete enough to anticipate all
possible occasions for moral decision.” He goes on to say that “A set of moral principles covering all
possible moral eventualities is just as impossible as a set of laws so complete that no further legislation
is necessary”. Similarly, Kenneth W. Goodman (1994b), states that “While it is important to realize that
science and ethics are closely, even inextricably, linked, there is no reason to suppose that a formal
code of ethics will provide closure for all or most disagreements about the nature of data, selection of
data, data management, and so forth.” To quote Professor Melden once again, “To be useful, moral
principles must be general; but being general, their utility is inescapably limited”.
With the above caveats in mind, we propose to you that the following statements be part of a code of
ethics for occupational health.
· That, at a minimum, peer review be required and include tripartite review with worker, industry and
government representation, as well as review by academia. This process is difficult because it takes
time-time to identify learned reviewers from all three areas, time to bring them together for discussion,
and often considerable time to address each of their concerns. For the US National Institute for
Occupational Safety and Health, at least, this process is required for all publications. We do not pretend
to have all the answers, nor do we alone have all the facts. Much can be learned from labour and
industry about workplace situations and problem resolution. Tripartite review is the only way we know of
to minimize the effects of special interest groups.
· That even perceived compromises are avoided. Sometimes good science has no credibility because of
perceived compromise. Examples of compromises include the funding source for the study, the interest
groups selected to review the study, and known bias of reviewers. There are judgement calls on the part
of the researcher, and even though the judgement and subsequent decision may be sound, there can be
a perceived compromise in the study.
· That study protocols receive review by peers before the study is undertaken. The best-intentioned
researcher can build a bias into a protocol. This will become obvious only upon careful protocol review.
· That the scientific method is followed from the start: (a) form a hypothesis, (b) do a literature search, (c)
collect data, (d) collate data, (e) test the hypothesis and (f) disseminate results.
· That when using science to develop an occupational health or safety standard, all parties involved in
the decision declare their affiliations, their financial interests, their potential conflicts with the industry or
substance being regulated, and that all of these facts are clearly delineated in the final documentation of
the standard. For any standard or recommended standard, perception is of utmost importance. If it is
viewed that the standard was based on a biased interpretation, then the standard will lack credibility.
Standards based solely on the interpretation of the science by individuals associated with the industry
under consideration would suffer from such an interpretation or, worse yet, could fall short of adequately
protecting the workers at risk. Building in check factors such as those described above during the
development of the new standard will assure that this will not occur.
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We have attempted to discuss a complex and sensitive issue. There are no easy solutions. What we are
attempting is right and just, however, because its goal, to protect the worker in the workplace, is right
and just. We cannot do this alone, we cannot do it in a vacuum, because the problems we address are
not in a vacuum. We need each other, and others, to ferret out our natural instincts for personal gain and
glory and to uncover our built-in biases. Such an effort will enable us to contribute to the knowledge and
enhance the well-being of humanity.
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ETHICAL ISSUES IN OCCUPATIONAL HEALTH AND SAFETY RESEARCH
Paul W. Brandt-Rauf, Sherry I. Brandt-Rauf
In the last several decades, considerable effort has been devoted to defining and addressing the ethical
issues that arise in the context of biomedical experimentation. Central ethical concerns that have been
identified in such research include the relationship of risks to benefits and the ability of research subjects
to give informed and voluntary prior consent. Assurance of adequate attention to these issues has
normally been achieved by review of research protocols by an independent body, such as an
Institutional Review Board (IRB). For example, in the United States, institutions engaging in biomedical
research and receiving Public Health Service research funds are subject to strict federal governmental
guidelines for such research, including review of protocols by an IRB, which considers the risks and
benefits involved and the obtaining of informed consent of research subjects. To a large degree, this is a
model which has come to be applied to scientific research on human subjects in democratic societies
around the world (Brieger et al. 1978).
Although the shortcomings of such an approach have been debated-for example, in a recent Human
Research Report, Maloney (1994) says some institutional review boards are not doing well on informed
consent-it has many supporters when it is applied to formal research protocols involving human
subjects. The deficiencies of the approach appear, however, in situations where formal protocols are
lacking or where studies bear a superficial resemblance to human experimentation but do not clearly fall
within the confines of academic research at all. The workplace provides one clear example of such a
situation. Certainly, there have been formal research protocols involving workers that satisfy the
requirements of risk-benefit review and informed consent. However, where the boundaries of formal
research blur into less formal observances concerning workers' health and into the day-to-day conduct
of business, ethical concerns over risk-benefit analysis and the assurance of informed consent may be
easily put aside.
As one example, consider the Dan River Company “study” of cotton dust exposure to its workers at its
Danville, Virginia, plant. When the US Occupational Safety and Health Administration's (OSHA) cotton
dust standard went into effect following US Supreme Court review in 1981, the Dan River Company
sought a variance from compliance with the standard from the state of Virginia so that it could conduct a
study. The purpose of the study was to address the hypothesis that byssinosis is caused by microorganisms contaminating the cotton rather than by the cotton dust itself. Thus, 200 workers at the
Danville plant were to be exposed to varying levels of the micro-organism while being exposed to cotton
dust at levels above the standard. The Dan River Company applied to OSHA for funding for the project
(technically considered a variance from the standard, and not human research), but the project was
never formally reviewed for ethical concerns because OSHA does not have an IRB. Technical review by
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an OSHA toxicologist cast serious doubt on the scientific merit of the project, which in and of itself
should raise ethical questions, since incurring any risk in a flawed study might be unacceptable.
However, even if the study had been technically sound, it is unlikely to have been approved by any IRB
since it “violated all the major criteria for protection of subject welfare” (Levine 1984). Plainly, there were
risks to the worker-subjects without any benefits for them individually; major financial benefits would
have gone to the company, while benefits to society in general seemed vague and doubtful. Thus, the
concept of balancing risks and benefits was violated. The workers' local union was informed of the
intended study and did not protest, which could be construed to represent tacit consent. However, even
if there was consent, it might not have been entirely voluntary because of the unequal and essentially
coercive relationship between the employer and the employees. Since Dan River Company was one of
the most important employers in the area, the union's representative admitted that the lack of protest
was motivated by fear of a plant closing and job losses. Thus, the concept of voluntary informed consent
was also violated.
Fortunately, in the Dan River case, the proposed study was dropped. However, the questions it raises
remain and extend far beyond the bounds of formal research. How can we balance benefits and risks as
we learn more about threats to workers' health? How can we guarantee informed and voluntary consent
in this context? To the extent that the ordinary workplace may represent an informal, uncontrolled
human experiment, how do these ethical concerns apply? It has been suggested repeatedly that
workers may be the “miner's canary” for the rest of society. On an ordinary day in certain workplaces,
they may be exposed to potentially toxic substances. Only when adverse reactions are noted does
society initiate a formal investigation of the substance's toxicity. In this way, workers serve as
“experimental subjects” testing chemicals previously untried on humans.
Some commentators have suggested that the economic structure of employment already addresses risk/
benefit and consent considerations. As to the balancing of risks and benefits, one could argue that
society compensates hazardous work with “hazard pay”-directly increasing the benefits to those who
assume the risk. Furthermore, to the extent that the risks are known, right-to-know mechanisms provide
the worker with the information necessary for an informed consent. Finally, armed with the knowledge of
the benefits to be expected and the risks assumed, the worker may “volunteer” to take the risk or not.
However, “volunteer-ness” requires more than information and an ability to articulate the word no. It also
requires freedom from coercion or undue influence. Indeed, an IRB would view a study in which the
subjects received significant financial compensation-“hazard pay”, as it were-with a sceptical eye. The
concern would be that powerful incentives minimize the possibility for truly free consent. As in the Dan
River case, and as noted by the US Office of Technology Assessment,
(t)his may be especially problematic in an occupational setting where workers may perceive their job
security or potential for promotion to be affected by their willingness to participate in research (Office of
Technology Assessment 1983).
If so, cannot the worker simply choose a less hazardous occupation? Indeed, it has been suggested that
the hallmark of a democratic society is the right of the individual to choose his or her work. As others
have pointed out, however, such free choice may be a convenient fiction since all societies, democratic
or otherwise,
have mechanisms of social engineering that accomplish the task of finding workers to take available
jobs. Totalitarian societies accomplish this through force; democratic societies through a hegemonic
process called freedom of choice (Graebner 1984).
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Thus, it seems doubtful that many workplace situations would satisfy the close scrutiny required of an
IRB. Since our society has apparently decided that those fostering our biomedical progress as human
research subjects deserve a high level of ethical scrutiny and protection, serious consideration should be
given before denying this level of protection to those who foster our economic progress: the workers.
It has also been argued that, given the status of the workplace as a potentially uncontrolled human
experiment, all involved parties, and workers in particular, should be committed to the systematic study
of the problems in the interest of amelioration. Is there a duty to produce new information concerning
occupational hazards through formal and informal research? Certainly, without such research, the
workers' right to be informed is hollow. The assertion that workers have an active duty to allow
themselves to be exposed is more problematic because of its apparent violation of the ethical tenet that
people should not be used as a means in the pursuit of benefits to others. For example, except in very
low risk cases, an IRB may not consider benefits to others when it evaluates risk to subjects. However, a
moral obligation for workers' participation in research has been derived from the demands of reciprocity,
i.e., the benefits that may accrue to all affected workers. Thus, it has been suggested that “it will be
necessary to create a research environment within which workers-out of a sense of the reciprocal
obligations they have-will voluntarily act upon the moral obligation to collaborate in work, the goal of
which is to reduce the toll of morbidity and mortality” (Murray and Bayer 1984).
Whether or not one accepts the notion that workers should want to participate, the creation of such an
appropriate research environment in the occupational health setting requires careful attention to the
other possible concerns of the worker-subjects. One major concern has been the potential misuse of
data to the detriment of the workers individually, perhaps through discrimination in employability or
insurability. Thus, due respect for the autonomy, equity and privacy considerations of worker-subjects
mandates the utmost concern for the confidentiality of research data. A second concern involves the
extent to which the worker-subjects are informed of research results. Under normal experimental
situations, results would be available routinely to subjects. However, many occupational studies are
epidemiological, e.g., retrospective cohort studies, which traditionally have required no informed consent
or notification of results. Yet, if the potential for effective interventions exists, the notification of workers
at high risk of disease from past occupational exposures could be important for prevention. If no such
potential exists, should workers still be notified of findings? Should they be notified if there are no known
clinical implications? The necessity for and logistics of notification and follow-up remain important,
unresolved questions in occupational health research (Fayerweather, Higginson and Beauchamp 1991).
Given the complexity of all of these ethical considerations, the role of the occupational health
professional in workplace research assumes great importance. The occupational physician enters the
workplace with all of the obligations of any health care professional, as state by the International
Commission on Occupational Health and reprinted in this chapter:
Occupational health professionals must serve the health and social well-being of the
workers, individually and collectively. The obligations of occupational health professionals include
protecting the life and the health of workers, respecting human dignity and promoting the highest ethical
principles in occupational health policies and programmes.
In addition, the participation of the occupational physician in research has been viewed as a moral
obligation. For example, the American College of Occupational and Environmental Medicine's Code of
Ethical Conduct specifically states that “(p)hysicians should participate in ethical research efforts as
appropriate” (1994). However, as with other health professionals, the workplace physician functions as a
“double agent”, with the potentially conflicting responsibilities that stem from caring for the workers while
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being employed by the corporation. This type of “double agent” problem is not unfamiliar to the
occupational health professional, whose practice often involves divided loyalties, duties and
responsibilities to workers, employers and other parties. However, the occupational health professional
must be particularly sensitive to these potential conflicts because, as discussed above, there is no
formal independent review mechanism or IRB to protect the subjects of workplace exposures. Thus, in
large part it will fall to the occupational health professional to ensure that the ethical concerns of riskbenefit balancing and voluntary informed consent, among others, are given appropriate attention.
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ETHICS IN THE WORKPLACE: A FRAMEWORK FOR MORAL JUDGEMENT
Sheldon W. Samuels
The Framework
There is no ethical possibility of serious dialogue on moral issues without disclosing the framework of
critical decision-making tools-the assumptions-of the participants. Different tools result in different
decisions.
The most important critical assumptions made in labour-management relations are those which become
the basis of assigning obligations or duties in the face of multiple and often conflicting paths to the
protection of “rights” of workers and their employers.
How do we decide to meet different and often conflicting needs found both in natural sets of humans
(such as individual, family, peer group, community) and in synthetic sets of humans (such as political
party, union, corporation, nation) which may include many diverse natural sets?
How do we decide who is responsible to provide family health care and “safe” tools to design a work
station? How do we choose a level of risk in setting a permissible exposure limit?
How do we allocate moral responsibility and distribute the burden of risk?
The “Ladder of Social Justice”
To allocate responsibility, we can posit a “ladder of social justice”. On this ladder, those most able to act
are rationally obligated to rise to the highest rung of responsibility so that they may act first in pursuit of a
moral objective. They are obligated to act before others, because they are best or uniquely able to do
so. This does not mean that only they should act. When those with special obligations fail to act, or need
assistance, the obligation falls on the shoulders of those on the next rung.
By rational we mean not only an action that logically follows another. We also mean actions taken to
avoid pain, disability, death and loss of pleasure (Gert 1993).
An application of the ladder is found in the US Occupational Safety and Health Act of 1970. The Act
provides that “employers and employees have separate but dependent responsibilities and rights with
respect to achieving safe and healthful working conditions”.
An employee has a duty to comply with rules uniquely “applicable to his own actions and conduct”. The
employer has duties based on a unique ability to ensure compliance with rules applicable to an entire
workplace. Government has a separate duty based on its unique abilities, for example, to mandate rules
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if persuasion fails.
There are other assumptions in the framework common to any system of ethical values in any culture.
Here, we need to highlight those having to do with the nature of our community, the meaning of “rights”,
the method of moral axioms, truth or the good, risk allocation, ideals and reality, and the ethical need for
worker participation.
We exist, ecologically, as a global community. In our niche, natural sets of humans (such as families or
peer groups) are more meaningful than synthetic sets (such as a corporation or politically defined entity).
In this community, we share necessary obligations to protect and to help everyone to act rationally in
accordance with their rights, just as we should protect our own rights, regardless of differences in mores
and cultural values. These obligations, when they result in actions that protect workers across an
international border, are not the imposition of the synthetic values of one nation upon another synthetic
set of people. They are acts of reverent recognition of natural, timeless, universal moral values.
Basic human rights, the generic rights to freedom and life (or well being) derive from needs which, if met,
enable us to be human (Gewirth 1986). They are not given us by any government or enterprise. We
always have had them, logically and phylogenetically. Laws governing the work environment, and rules
consistent with rights they implement, are not gifts of charity or benevolence. They are expressions of
morality.
The specifications of basic rights, such as personal privacy and the “rights” to know and act in the
avoidance of the risks of work, while expressed differently in different cultures, fundamentally are the
same among all people in every nation.
Acting on the specifications of our rights may result in conflicts between those rights which protect the
individual, such as protecting the privacy of personal medical records, and those concerned with the
duties of the employer, such as deriving information from medical records to protect other lives through
the avoidance of health hazards thus made known.
These conflicts may be resolved, not by depending upon the ability of a lone physician or even a
professional society to withstand court or company challenges, but by choosing axioms of moral
behaviour that are rational for everyone collectively in the workplace. Thus, taking encompassing action
through stewardship of personal medical records by agencies such as a government-supervised labourmanagement “neutral” entity (like Germany's Berufgenossenschaften
Next part of the document
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) may resolve this conflict.
A critical assumption at the very base of this framework of moral judgement is the belief that
there is only one real world and that the generic rights apply to everyone in that world, not as
ideals that need not be achieved, but as generic conditions of actual existence. If they cannot
be applied, it is because we haven't learned to cope with the fact that knowledge of that world
and of the most rational way of conducting ourselves in it is never complete. What we should
learn is how to use postulates or axioms not only in ethics, but to describe the world and to
guide conduct in the absence of perfect knowledge.
The nature of moral axioms is illuminated by Bertrand Russell's observation that “all rational
conduct of life is based upon the method of the frivolous historical game in which we discuss
what the world would be like if Cleopatra's nose had been half an inch longer” (Russell 1903).
The game of “as if” allows us to act in the face of ever-present moral and scientific uncertainty.
But axioms must not be confused with ultimate “truth” (Woodger 1937). They are kept and
used if fruitful in the application of basic ethical principles. When they are found to be no longer
useful, they can be discarded and replaced with another set of conventions.
Moral axioms bring the framework of judgement to the level of practice, to the “shop floor”. An
example is the common practice of developing professional codes of ethics for corporate
physicians and other professionals. They are drafted to protect generic rights and their
specifications by bridging gaps in knowledge, to organize experience and to permit us to act in
advance of morally or scientifically certain knowledge.
These sets of axioms, like all systems of axioms, are neither right nor wrong, true nor false.
We act as if they are right or true (in fact they may be) and retain them only as long as they
continue to be fruitful in permitting us to act rationally. The test of fruitfulness will yield different
results in different cultures at different points in time because, unlike generic ethical principles,
cultural norms reflect relative values.
In cultures of the East, powerful social and legal sanctions enforced professional behaviours
consistent with the Buddhist belief in the eightfold path to righteous living, the fifth fold of which
was righteous livelihood, or with Confucian traditions of professional responsibility. In such
settings, professional codes of ethics can be powerful tools in the protection of the patient or
research subject, as well as the physician or scientist.
In cultures of the West, at least at this time despite the strong Hippocratic tradition in medicine,
the codes are less effective, albeit retaining a limited value. This is not only because the social
and legal sanctions are less powerful, but also because of some assumptions that simply do
not fit the realities of current western cultures.
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It is clear, for example, that the incorporation in codes of ethics of the widespread doctrine, an
axiom, requiring “voluntary”, “informed” consent prior to privacy-invasive procedures (such as
genetic testing) is irrational. The consent is seldom really voluntary or informed. The
information conveyed is seldom certain or complete (even in the mind of the scientist or
physician). Consent is usually obtained under socially (or economically) coercive conditions.
The promises of the researcher to protect privacy and confidentiality cannot always be kept.
The professional may be socially and legally protected by codes that incorporate this doctrine,
but the worker easily becomes the victim of a cruel hoax resulting in social stigma and
economic duress due to job and insurance discrimination.
Thus, continued use of the consent doctrine in codes of professional behaviour, as in
protecting the worker from the dangers of genetic testing, is unethical because a facade is
created that doesn't fit the modern context of a culture westernized and made global by
international data banks served by linked telephones and computers. The practice should be
discarded and replaced with codes made effective by assumptions that fit the real world
coupled with socially and legally enforceable protections.
Risk Allocation
It is irrational (and therefore immoral) to distribute or allocate the burden of risk by caste, that
is, to assign different levels of risk for different sets of humans, as marked by genome, age,
socioeconomic status, geographic location within the global community, ethnicity or
occupation. Risk allocation by caste assumes that there are humans whose generic rights are
different from others. Basic human needs are the same. Therefore, basic human rights are the
same.
The concept of “acceptable risk”, widely if not universally used in the setting of standards, is a
form of risk allocation by caste. It depends upon the assignment of a risk differential based on
calculating the risks of past work practice or prevalent exposure to a toxic substance or hazard
in the workplace. This common practice accepts and promotes unnecessary risks by arbitrarily
assigning, for example, an “acceptable” risk ratio of one death per thousand in setting a
permissible exposure level for workers, compared to one death per million for other members
of the same community.
Other examples of irrational (immoral) risk allocation are the acceptance of risk differentials
within a caste, as between adults and more vulnerable children (setting one standard for both
when stronger protection is needed for children), between the work and community
environments, between “guest” (or other less empowered) and indigenous workers, and risks
(greater than we have set for ourselves) imposed upon the less protected workers in
underdeveloped countries by market demands for their products in more developed countries.
Unnecessary risks are never morally acceptable. A risk is ethically “acceptable” only if it is
necessary to protect life (or well-being) and freedom or (1) is culturally impacted and very
difficult to eliminate or control in a short time and (2) has a lower priority for control within a
rational abatement scheme than another biologically adverse hazard.
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Worker Participation
The generic rights to life and freedom necessitate empowering workers to rationally make and
act upon choices made in pursuit of these rights. Empowerment occurs through access to
information, educational opportunities to understand (and not simply react to information), and
unfettered or uncoerced ability to act on this understanding in avoiding or taking risks.
Education that yields understanding may not happen in a typical safety training session, since
training is meant to induce a conditioned response to a set of foreseeable signals or events,
and not to provide in-depth understanding. Yet not all the causal factors, including events
under the control of workers or management, that result in so-called accidents can be foreseen.
True accidents themselves are defined as “occurrences by chance” (Webster's Third
International Dictionary 1986). Thus they do not exist in nature. Every event has a cause
(Planck 1933; Einstein 1949). The concept of chance is an axiom fruitfully used when a cause
is not known or understood. It should not be confused with invariable reality. Even when injury
or disease is clearly associated with work, all the causal factors of the events-in or out of the
workplace-resulting in harm are never known or understood when they occur (Susser 1973).
Thus, even if time, financing and training resources were infinitely available, it is impossible to
condition a worker to every possible set of signals for every possible event.
To effectively reduce the risk of “accidents”, understanding a chemical process or a materials
handling practice enables the worker to deal with unforeseen events. Education of the worker
and his natural set, such as the family and peer group to which the worker belongs, enhances
both understanding and the ability to act in preventing or reducing risk. Therefore, it is a
specification of generic rights.
There is another ethical role for a worker's natural set. Choosing an appropriate location where
the worker decides or consents to a risk is a critical factor in assuring an ethical outcome.
Many decisions (such as the acceptance of hazard pay) should be made, if they are to even
approach being truly voluntary, only in a milieu other than a synthetic setting such as the place
of work or a union hall. Family, peer group and other natural sets may provide less coercive
alternatives.
Providing an economic incentive to accept an unnecessary risk known to a worker, employer
or government-even as the result of a fairly negotiated contract-is always immoral. It is just
compensation, if adequate, to a worker's family when the risk can be justified and when a
worker has equal alternative employment available without stigma. Making this choice ethically
requires the most neutral or non-coercive setting possible.
If these settings are not available, the decision should be made in the most relatively neutral
place associated with the most relatively neutral synthetic set or agency that can protect the
empowerment of the worker and his or her natural set. The importance to the well-being of a
worker of cultural and ethical values found in his or her family, peer group and community
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underline the importance of protecting their involvement and understanding as ethically based
elements in the empowerment process.
Confusing Axioms and Reality in Communication
Most of us, even physicians, scientists and engineers, have been educated in primary school
to understand axiomatic methods. It is not otherwise possible to understand arithmetic and
geometry. Yet many consciously confuse assumptions and facts (which can be, but are not
always, the same) in an effort to impose personal social values on a specific course of action
or inaction. This is most obvious in how information is presented, selected, organized and
interpreted.
Use of words like accidents and safe are good examples. We have discussed accidents as
events that do not occur in nature. Safe is a similar concept. Most people believe that this word
means “free from harm, injury or risk” (Webster's Third International Dictionary 1986). A
riskless void cannot be found, but it is standard practice for “experts” to use this word in
describing a condition or chemical, leaving the impression that there is an absence of risk,
while assuming or having in mind another meaning-such as their belief that the risk is relatively
low or “acceptable”-without informing the audience. If this is done unknowingly, it is a simple
mistake called a semi-logical fallacy. If it is done consciously, as is too often the case, it is a
simple lie.
The confusion with invariable reality of sets of axioms, models of scientific explanation or
assessments of data, seems to be concentrated in the setting of standards. Axiomatic
concepts and methods in regulation, the validity of which are assumed and commonly
confused with incontrovertible truth, include:
· thresholds of toxic effects in populations (never found)
· levels of observed effects (depend on methods)
· statistical confidence factors (arbitrary by definition)
· exact risk extrapolations (seldom fit data)
· zero risk tolerances (exist only with zero exposure)
· margins of “safety” (always speculative)
· control feasibility (depends on values)
· measurement methods (choice of instruments)
· physiological norms (abstractions from averages)
· biological end-points (valuing an effect)
· lifestyle and genetic homogeneity (never found).
These axioms usually are discussed as if they are the truth. They are no more than
discardable assumptions about individuals, risks and their control, based (at best) on limited
information.
Social and economic values implicit in the selection and use of these axioms guide the policy
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judgements of those who govern, manage and control. These values, not scientific data alone,
determine environmental and biological norms and standards in the community and workplace.
Thus, these values, judgements based on them, and the axioms selected also must be judged
by their reasonableness, i.e., their success in avoiding the risk of pain, death and disability.
Law and Contracts: Systems of Moral Axioms
Even the most encompassing system of moral axioms should be understood as an experiment
in applying moral principles in the work environment, especially the systems of laws and
contracts that govern the workplace.
The laws of the state, the rules of its ministerial bodies and even informally adopted
procedures (such as models of risk assessment) can be treated-and changed-just like any
system of axioms. Consistent with our framework of moral principles, treated as moral axioms,
occupational safety and health laws and rules can be fully integrated with other axiomatic
systems that meet other community health needs. They can be a differentiated (but not
degraded) part of the total community system.
Health care, education, wage replacement and rehabilitation, social security, protection of the
disabled, and other public health and environmental protection programmes are often
coordinated by legislatures with occupational safety and health programmes. In doing this,
care must be taken not to impose or inadvertently create or perpetuate a caste system.
How is this care to be taken? Participation by workers and representatives from their freely
organized unions in contracted workplace and governmental bodies is a safeguard that should
be part of the experiment. Participation is another specification of human rights. Tested
barriers to caste systems in the workplace include workers' councils (guaranteed in the
constitutions of some countries), labour-management committees, ministerial committees on
policies and practices, those dealing with standard-setting and enforcement, and education
(both professional and rank-and-file) and other participative structures.
The exercise of participatory “rights” by workers in the determination of their own risks is an
ethically mandated means of defence against the rise of castes of humans designated by the
colour of their collars. It is the first step to the ethical allocation of responsibility and the
distribution of the burden of risk in the workplace. The exercise of these rights, however, may
conflict with the rights of management and of society as a whole.
Resolution of the conflict is found in understanding that these rights are specifications of
generic rights, the imperative of which is absolute and which must ultimately prevail through
recognition of the participatory rights of workers, management and the public at large in
decisions that affect life and freedom in the community they each share.
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SURVEILLANCE OF THE WORKING ENVIRONMENT
Lawrence D.Kornreich
Since Ramazzini published the seminal text on occupational medicine (Ramazzini 1713), we have come
to realize that working at certain jobs can cause specific illnesses. At first, only observational tools were
available to survey the work environment. As technology developed, we began to be able to measure
the environments in which workers plied their trades. Measuring the workers' environment has helped
identify the sources of workplace stresses. However, this improved knowledge brought with it a need to
set exposure limits to protect workers' health. Indeed, we have found ways to detect the presence of
toxic substances at low levels, before they can create health problems. Now we often can predict the
results of exposures without waiting for the effects to appear, and thus prevent disease and permanent
injury. Good health in the workplace is no accident; it requires surveillance of workers and their
environments.
Workplace Exposure Limits
Early workplace exposure limits were set to prevent acute illness and death. Today, with much better
information, we try to meet much lower limits in order to prevent chronic illness and subclinical health
effects. The most successful systematic attempt to develop occupational exposure limits was the effort
of the Committee on Threshold Limits established by the American Conference of Governmental
Industrial Hygienists (ACGIH) in 1943. (The ACGIH is a US organization with no formal ties to any
government regulatory agency.) The success of this effort is shown by the fact that many countries
around the world have adopted the threshold limit values (TLVs) published by ACGIH, which now
number more than 600, as workplace exposure standards. Their wide use as enforceable standards has
invited critical examination of TLVs and the process by which they were set. Despite their usefulness,
TLVs have been criticized from three sectors of the decision-making process: scientific, political and
ethical. A brief review of several criticisms follows:
Scientists criticized the fact that the TLVs set on the basis of substantial data are not distinguished from
those based on considerably less data.
TLVs were never intended to be “safe” exposure levels for all workers. The TLV Committee recognized
that the biological variations among workers, and other factors that could not be calculated, made it
impossible to set limits that would guarantee safety for all workers in all environments. Adopting TLVs as
enforceable standards creates a political problem, because part of the worker population is not
protected. Only zero exposure can provide this guarantee, but zero exposure and zero risk are not
practical alternatives.
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The data that the TLV Committee worked with were often produced and paid for by industry, and were
unavailable to the public. Those protected by this limit-setting process argue that they should have
access to the data upon which the limits are based. Industry's attempts to restrict access to their data,
no matter what the reason, are seen by many as unethical and self-serving.
TLVs are still widely respected as guidelines for workers' exposures to environmental stresses, to be
used by professionals who can interpret them properly.
There is a link between occupational and community exposures. Any adverse health effects seen in
workers are a result of their total exposure to environmental contaminants. Total dose is important in
selecting appropriate exposure limits. This need is already recognized for poisons that accumulate in the
body, such as lead and radioactive substances.
Present exposure limits differ for workers and for the community, in part, because workers' exposures
are intermittent, not continuous. TLVs were set for a five-day work week of eight-hour days, the norm in
the United States. TLVs reflect the action of human repair mechanisms. However, many argue that
community and occupational exposure limits should not be different.
Without specific information about synergistic or antagonistic effects, exposure limits for both workers
and the public reflect only additive interactions between multiple environmental contaminants. When
setting limits for a single substance, the complexities of the environments in which we live and work
make it impossible to evaluate all potential interactions among environmental contaminants. Instead, we
make the following simplifying assumptions: (1) the basic mix of chemicals in our environment has not
changed materially; and (2) the epidemiological information and the environmental criteria used to set
standards reflect our exposure to this mix of chemicals. By making these assumptions when setting
community exposure limits for individual substances, interactions can be ignored. Although it would be
useful to apply the same reasoning to setting workplace exposure limits, the logic is questionable
because the mix of substances in the various work environments is not uniform when compared with
that in our communities.
A part of the political debate is whether to adopt enforceable international exposure standards. Should
an individual country set its own priorities, as reflected in its exposure limits, or should international
standards be adopted, based on the best data available? Many governments of developing countries
take the position that the developed countries should have stricter community exposure standards,
because the latter's industrial and agricultural pollution has created a less healthy environment.
Health Criteria Based on the Type of Risk
Currently, we rely heavily on toxicity testing of animals to set human exposure limits. Today's
sophisticated technology makes it possible to determine both the degree and kind of toxicity that a body
will suffer after exposure to a substance. We measure a substance's ability to cause cancer, to damage
a foetus, to cause even benign tumours. We also measure the degree to which that substance can affect
somatic systems. Many scientists assume that there is a safe level of exposure, and this has been
validated by observations of mankind's early diseases. However, such an assumption may not be
justified today, especially for cancer. Experts still argue both for the existence and absence of a no-effect
or “safe” level of exposure.
We co-exist with natural carcinogens in our environment. To deal with them, we must calculate the risk
associated with exposure to these substances, and then use the best available technology to reduce
that risk to an acceptable level. To think we can achieve zero risk is a misleading idea, and possibly the
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wrong path to take. Because of the cost and complexity of animal testing, we use mathematical models
to predict the risks of exposures to substances at low doses. The best we can do is compute statistically
reliable predictions of what are likely to be safe levels of exposure to environmental stresses, assuming
a level of risk that the community accepts.
Monitoring the Working Environment
Monitoring of the working environment is the speciality of occupational hygienists. (In North America,
they are called industrial hygienists.) These professionals practice the art and science of identification,
evaluation and control of occupational stresses. They are schooled in the techniques of measuring the
environment in which people work. Because of their obligation to protect the health and well-being of
employees and the community, occupational hygienists have a deep concern for ethical issues. As a
result, the principal industrial hygiene societies in the United States recently completed a revision to their
Code of Ethics, which was originally drafted in 1978 (see box “Canons of Ethical Conduct and
Interpretive Guidelines”).
__________________________________________________________________________
Canons of Ethical Conduct and Interpretive Guidelines
OBJECTIVE
These canons provide standards of ethical conduct for industrial hygienists as they practice their
profession and exercise their primary mission, to protect the health and well-being of working people and
the public from chemical, microbiological and physical health hazards present at, or emanating from, the
workplace.
CANONS OF ETHICAL CONDUCT
Industrial Hygienists shall:
· Practice their profession following recognized scientific principles with the realization that the lives,
health and well-being of people may depend upon their professional judgment and that they are
obligated to protect the health and well-being of people.
· Counsel affected parties factually regarding potential health risks and precautions necessary to
avoid adverse health effects.
· Keep confidential personal and business information obtained during the exercise of industrial
hygiene activities, except when required by law or overriding health and safety considerations.
· Avoid circumstances where a compromise of professional judgment or conflict of interest may arise.
· Perform services only in the areas of their competence.
· Act responsibly to uphold the integrity of the profession.
CANON 1
Practice their profession following recognized scientific principles with the realization that the lives,
health and well-being of people may depend upon their professional judgement and that they are
obligated to protect the health and well-being of people.
INTERPRETIVE GUIDELINES
· Industrial Hygienists should base their professional opinions, judgments, interpretations of findings
and recommendations upon recognized scientific principles and practices which preserve and protect
the health and well-being of people.
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· Industrial Hygienists shall not distort, alter or hide facts in rendering professional opinions or
recommendations.
· Industrial Hygienists shall not knowingly make statements that misrepresent or omit facts.
CANON 2
Counsel affected parties factually regarding potential health risks and precautions necessary to avoid
adverse health effects.
INTERPRETIVE GUIDELINES
· Industrial Hygienists should obtain information regarding potential health risks from reliable sources.
· Industrial Hygienists should review the pertinent, readily available information to factually inform the
affected parties.
· Industrial Hygienists should initiate appropriate measures to see that the health risks are effectively
communicated to the affected parties.
· Parties may include management, clients, employees, contractor employees, or others dependent
on circumstances at the time.
CANON 3
Keep confidential personal and business information obtained during the exercise of industrial hygiene
activities, except when required by law or overriding health and safety considerations.
INTERPRETIVE GUIDELINES
· Industrial Hygienists should report and communicate information which is necessary to protect the
health and safety of workers and the community.
· If their professional judgment is overruled under circumstances where the health and lives of people
are endangered, industrial hygienists shall notify their employer or client or other such authority, as may
be appropriate.
· Industrial Hygienists should release confidential personal or business information only with the
information owner's express authorization except when there is a duty to disclose information as
required by law or regulation.
CANON 4
Avoid circumstance where a compromise of professional judgment or conflict of interest may arise.
INTERPRETIVE GUIDELINES
· Industrial Hygienists should promptly disclose known or potential conflicts of interest to parties that
may be affected.
· Industrial Hygienists shall not solicit or accept financial or other valuable consideration from any
party, directly or indirectly, which is intended to influence professional judgment.
· Industrial Hygienists shall not offer any substantial gift, or other valuable consideration, in order to
secure work.
· Industrial Hygienists should advise their clients or employer when they initially believe a project to
improve industrial hygiene conditions will not be successful.
· Industrial Hygienists should not accept work that negatively impacts the ability to fulfill existing
commitments.
· In the event that this Code of Ethics appears to conflict with another professional code to which
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industrial hygienists are bound, they will resolve the conflict in the manner that protects the health of
affected parties.
CANON 5
Perform services only in the areas of their competence.
INTERPRETIVE GUIDELINES
· Industrial Hygienists should undertake to perform services only when qualified by education, training
or experience in the specific technical fields involved, unless sufficient assistance is provided by
qualified associates, consultants or employees.
· Industrial Hygienists shall obtain appropriate certifications, registrations and/or licenses as required
by federal, state and/or local regulatory agencies prior to providing industrial hygiene services, where
such credentials are required.
· Industrial Hygienists shall affix or authorize the use of their seal, stamp or signature only when the
document is prepared by the Industrial Hygienist or someone under their direction and control.
CANON 6
Act responsibly to uphold the integrity of the profession.
INTERPRETIVE GUIDELINES
· Industrial Hygienists shall avoid conduct or practice which is likely to discredit the profession or
deceive the public.
· Industrial Hygienists shall not permit the use of their name or firm name by any person or firm which
they have reason to believe is engaging in fraudulent or dishonest industrial hygiene practices.
· Industrial Hygienists shall not use statements in advertising their expertise or services containing a
material misrepresentation of fact or omitting a material fact necessary to keep statements from being
misleading.
· Industrial Hygienists shall not knowingly permit their employees, their employers or others to
misrepresent the individuals' professional background, expertise or services which are
misrepresentations of fact.
· Industrial Hygienists shall not misrepresent their professional education, experience or credentials.
Provided by the American Board of Industrial Hygiene (1995).
__________________________________________________________________________
Problems of Secrecy
Data developed from monitoring the work environment are critical to improving exposure limits both for
workers and for the community. In order to come up with the best limits, which balance risk, cost and
technical feasibility, all data from industry, labour and government must be available to those who set
the limits. This consensus approach seems to be growing in popularity in a number of countries, and
may become the procedure of choice for setting international standards.
Regarding trade secrets and other proprietary information, the new Code of Ethics provides guidelines
for industrial hygienists. As professionals, they are obliged to make sure that all parties who need to
know information regarding health risks and exposures are given that information. However, hygienists
must keep key business information confidential, except when overriding health and safety
considerations require them to reveal it.
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ETHICAL ISSUES: INFORMATION AND CONFIDENTIALITY
Peter J.M.Westerholm
This article deals with the ethical issues that arise in the practice of occupational health activities,
including occupational health research, with respect to the handling of information on individual
employees, not in terms of practicality or efficiency but by referring to what may be regarded as right or
wrong. It does not provide a universal formula for decisions on whether or not practices in handling
information or in dealing with issues of confidentiality are ethically justified or defensible. It describes the
cornerstone ethical principles of autonomy, beneficence, non-maleficence and equity and their
implications for these human rights issues.
The basic principles used in ethical analyses can be used in examining the ethical implications in the
generation, communication and utilization of other types of information as well as, for example, the
conduct of occupational health research. Since this article is an overview, specific applications will not
be discussed in great detail.
Scenario
On the labour market, in an enterprise, or at a workplace, health issues involve, first and foremost, freeliving and economically active people. They may be healthy or experience health disturbances which
are, in their causation, manifestation and consequences, more or less related to work and workplace
conditions. Furthermore, a broad range of professionals and persons with various roles and
responsibilities may become involved in the health issues concerning individuals or groups at the
workplace, such as:
· employers and their representatives
· trade unions and their representatives
· health professionals
· social security and insurance administrators
· researchers
· media representatives.
Information arising in the practice or science of occupational health and the issues of need-to-know
involve all these groups and their interaction. This means that the question of openness or confidentiality
of information with regard to human rights, individual workers' rights and the needs of employers or the
needs of society at large is of broad scope. It may also be of high complexity. It is, in reality, an area of
core importance in occupational health ethics.
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Basic Considerations
The underlying assumption of this article is that people have a need and also a prima facie right to
privacy. This means a need, and a right, to conceal and to reveal, to know as well as to be left in
ignorance on various aspects of life in society and one's own relations with the outer world. Likewise a
collective, or a society, needs to know some things about individual citizens. With regard to other things
there may be no such need. At the workplace or on the enterprise level, the issues of productivity and
health involve the employer and those employed, both as a collective and as individuals. There are also
situations where public interests are involved, represented by government agencies or other institutions
claiming a legitimate need to know.
The question which immediately arises is how these needs are to be reconciled and what conditions
should be satisfied before the needs to know of the enterprise or society can legitimately override the
individual's right to privacy. There are ethical conflicts needing to be resolved in this reconciliation
process. If the needs to know of the enterprise or employer are not compatible with the needs to protect
the privacy of the employees, a decision has to be made as to which need, or right to information, is
paramount. The ethical conflict arises from the fact that the employer is usually responsible for taking
preventive action against occupational health hazards. To exercise this responsibility the employer
needs information on both working conditions and the health of the employees. The employees may
wish some types of information about themselves to be kept confidential or secret, even while accepting
the need for preventive measures.
Moral Perspectives
The ethical issues and conflicts in the occupational health sphere may be approached using the two
classical ethical paradigms-consequentialist ethics or deontological ethics. Consequentialist ethics
focuses on what is good or bad, harmful or useful in its consequences. As an example, the social
ambition expressed as the principle of maximizing benefits for the greatest number in a community is a
reflection of consequentialist ethics. The distinctive feature of deontological ethics is to regard certain
actions or human behaviour as obligatory, such as for example the principle of always telling the truththe principle of veracity-regardless of its consequences. The deontologist holds moral principles to be
absolute, and that they impose an absolute duty on us to obey them. Both these paradigms of basic
moral philosophy, separately or in combination, may be used in ethical assessments of activities or
behaviours of humans.
Human Rights
When discussing ethics in occupational health, the impact of ethical principles on human relationships
and the questions of needs to know at the workplace, it is necessary to clarify the main underlying
principles. These can be found in international human rights documents and in recommendations and
guidelines stemming from decisions adopted by international organizations. They are also reflected in
professional codes of ethics and conduct.
Both individual and social human rights play a role in health care. The right to life, the right to physical
integrity, and the right to privacy are of particular relevance. These rights are included in:
· the 1948 Universal Declaration of Human Rights adopted by the United Nations
· the European Convention for the Protection of Human Rights and Fundamental Freedoms (Council of
Europe 1950)
· the 1966 United Nations International Covenant on Civil and Political Rights
Of particular relevance for occupational health service personnel are the codes of conduct formulated
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and adopted by the World Medical Association. These are:
· International Code of Medical Ethics (1949-1968) and Declaration of Geneva (1948-1968)
· Declaration of Helsinki: Recommendation Guiding Medical Doctors in Biomedical Research Involving
Human Subjects (1964-1975-1983)
Individual human rights are in principle unrelated to economic conditions. Their foundation lies in the
right of self determination, which involves human autonomy as well as human liberty.
Ethical Principles
The principle of autonomy focuses on the individual's right to self-determination. According to this
principle all human beings have a moral obligation to respect the human right to self- determination so
long as it does not infringe on the rights of others to determine their own actions on matters concerning
themselves. One important consequence of this principle for the practice of occupational health is the
moral duty to regard some types of information on individuals as confidential.
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The second principle, the principle of care, is a combination of two ethical principles-the nonmaleficence principle and the beneficence principle. The first prescribes a moral obligation for
all humans not to cause human suffering. The beneficence principle is the duty to do good. It
dictates that all humans are under a moral obligation to prevent and to eliminate suffering or
harm and also to some extent to promote well-being. One practical consequence of this in the
practice of occupational health is the obligation to seek in a systematic way to identify health
risks at the workplace, or instances where health or life quality are disturbed as a result of
workplace conditions, and to take preventive or remedial action wherever such risks or risk
factors are found. The beneficence principle may also be evoked as a basis for occupational
health research.
The principle of equity implies the moral obligation of all human beings to respect each other's
rights in an impartial way and to contribute to a distribution of burdens and benefits in such a
way that the least privileged members of the community or the collective are given particular
attention. The important practical consequences of this principle lie in the obligation to respect
the right to self-determination of everyone concerned, with the implication that priority should
be given to groups or individuals at the workplace or in the labour market who are most
vulnerable or most exposed to health risks at the workplace.
In considering these three principles it is proper to re-emphasize that in the health services the
autonomy principle has in the course of time largely superseded beneficence as the first
principle of medical ethics. This in fact constitutes one of the most radical re-orientations in the
long history of the Hippocratic tradition. The emergence of autonomy as a sociopolitical, legal
and moral concept has profoundly influenced medical ethics. It has shifted the centre of
decision-making from the physician to the patient and thereby re-oriented the whole physicianpatient relationship in a revolutionary way. This trend has obvious implications for the whole
field of occupational health. Within the health services and biomedical research it is related to
a range of factors which have an impact on the labour market and industrial relations. Among
these should be mentioned the attention given to participatory approaches involving workers in
decision processes in many countries, the expansion and advance of public education, the
emergence of civil rights movements of many types and the rapidly accelerating technological
changes in production techniques and work organization.
These trends have supported the emergence of the concept of integrity as an important value,
intimately related to autonomy. Integrity in its ethical meaning signifies the moral value of
wholeness, constituting all human beings as persons and ends in themselves, independent in
all functions and demanding respect for their dignity and moral value.
The concepts of autonomy and integrity are related in the sense that the integrity is expressing
a fundamental value equivalent to the dignity of the human person. The concept of autonomy
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rather expresses the principle of freedom of action directed towards safeguarding and
promoting this integrity. There is an important difference between these concepts in that the
value of integrity admits no degrees. It may be either intact or violated or even lost. Autonomy
has degrees and is variable. In that sense autonomy can be more or less restricted, or,
conversely, expanded.
Privacy and Confidentiality
Respect for the privacy and confidentiality of persons follows from the principle of autonomy.
Privacy may be invaded and confidentiality violated by revealing or releasing information that
can be used to identify or expose a person to unwanted or even hostile reactions or responses
from others. This means that there is a need to protect such information from being
disseminated. On the other hand, in the event the information is essential to discover or
prevent health risks at the workplace, there is a need to protect the health of individual
employees and indeed sometimes the health of a larger collective of employees who are
exposed to the same workplace risks.
It is important to examine whether the need to protect information on individuals and the need
to protect the health of the employee collective and to improve working conditions are
compatible. It is a question of weighing the needs of the individual versus the benefits of the
collective. Conflicts may therefore arise between the principles of autonomy and beneficence,
respectively. In such situations it is necessary to examine the questions of who should be
authorized to know what and for what purposes.
It is important to explore both these aspects. If information derived from the individual
employees could be used to improve working conditions for the benefit of the whole collective,
there are good ethical reasons to examine the case in depth.
Procedures have to be found to deny unauthorized access to information and to use of the
information for purposes other than those stated and agreed on in advance.
Ethical Analysis
In an ethical analysis it is essential to proceed step by step in identifying, clarifying and solving
ethical conflicts. As has been mentioned earlier, vested interests of various kinds, and of
various actors at the workplace or in the labour market, can present themselves as ethical
interests or stakeholders. The first elementary step is therefore to identify the main parties
involved and to describe their rational interests and to locate potential and manifest conflicts of
interests. It is an essential prerequisite that such conflicts of interests between the different
stakeholders are made visible and are explained instead of being denied. It is also important to
accept that such conflicts are quite common. In every ethical conflict there are one or several
agents and one or several subjects concerned by the action undertaken by the agent or agents.
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The second step is to identify the relevant ethical principles of autonomy, beneficence, nonmaleficence and equity. The third step consists in identifying ethical advantages or benefits
and costs or disadvantages for those persons or bodies who are involved in or affected by the
problem or the occupational health issue. The expressions ethical gains or ethical costs are
here given a rather broad meaning. Anything which may reasonably be judged to be beneficial
or to have a positive impact from an ethical point of view is a gain. Anything which may affect
the group in a negative way is in an analogous way an ethical cost.
These basic principles of ethics (autonomy, beneficence and equity) and associated steps of
analysis apply both for handling of information in the day-to-day practice of professional
occupational health work and for handling and communication of scientific information. Seen in
this perspective, the confidentiality of medical records or results of occupational health
research projects may be analysed on the principal grounds outlined above.
Such information may for instance concern suspected or potential health hazards at work, and
it may be of varying quality and practical value. Obviously the use of such information involves
ethical issues.
It is to be emphasized that this model for ethical analyses is intended primarily for structuring
of a complex pattern of relationships involving the individual employee, the employees at the
enterprise as a collective and vested interests at the workplace and in the community at large.
Basically, in the present context, it is a pedagogic exercise. It is fundamentally based on the
assumption, from some quarters regarded as controversial in moral philosophy, that the
objective and correct solution in an ethical conflict simply does not exist. To cite Bertrand
Russell:
(We) are ourselves the ultimate and irrefutable arbiters of values and in the world of value
nature is only a part. Thus, in this world we are greater than Nature. In the world of values,
nature itself is neutral, neither good nor bad, deser- ving neither admiration nor censure. It is
we who create values and our desires which confer value. In this realm we are kings, and we
debase kingship if we bow down to Na- ture. It is for us to determine the good life, not for
Nature-not even nature personified as God (Russell 1979).
This is another way of saying that the authority of ethical principles, as referred to earlier in this
text, is determined by the individual person or group of persons, who may or may not agree as
to what is intellectually or emotionally acceptable.
This means that in solving ethical conflicts and problems the dialogue between the different
interests involved assumes significant importance. It is essential to create a possibility for
everyone concerned to exchange views with the others involved in mutual respect. If it is
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accepted as a fact of life that there are no objectively correct solutions for ethical conflicts, it
does not follow that the definition of ethical positioning is entirely based on subjective and
unprincipled thinking. It is important to keep in mind that issues related to confidentiality and
integrity may be approached by various groups or individuals with points of departure based on
widely differing norms and values. One of the important steps in an ethical analysis is therefore
to design the procedure for contacts with and between the persons and collective interests
concerned, and the steps to be taken to initiate the process ending in agreement or
disagreement with respect to the handling or transfer of sensitive information.
Lastly, it is emphasized that ethical analysis is a tool for examination of practices and optional
strategies of action. It does not provide blueprint answers to what is right or wrong, or to what
is thought to be acceptable or not acceptable from an ethical point of view. It provides a
framework for decisions in situations involving the basic ethical principles of autonomy,
beneficence, maleficence and equity.
Ethics and Information in Occupational Health
The ethical questions and dilemmas arising in the practice and science of occupational health
derive from the collection, storage, analyses and use of information about individual persons.
Such processes may be carried out on a routine or ad hoc basis with the objective of improving
the health and life quality of employees or the working conditions at the workplace. These are,
in themselves, motives which are of fundamental importance in all occupational health work.
The information may, however, also be used for selective practices, even of a discriminatory
nature, if used for instance in hiring or making work assignments. Information collected from
health records or personnel files has, therefore, in principle a potential to be used against the
individual in a way which may be unacceptable or regarded as a violation of basic ethical
principles.
The information may consist of data and recorded observations from pre-employment medical
examinations or periodic screening or health monitoring programmes. Such programmes or
routines are often initiated by the employer. They may also be motivated by legal
requirements. It may also include information collected at medical consultations initiated by the
person concerned. One data source of particular relevance in the occupational health field is
the biological monitoring of workplace exposures.
In occupational health practice and in occupational health research many different types of
data and observations are collected, documented and, to varying extents, eventually used. The
information may concern past health conditions and health-related behaviours, such as
absence due to sickness. It may also include observations of symptoms and findings at clinical
examinations or results of laboratory examinations of many kinds. The latter type of
information may concern functional capacity, muscle strength, physical stamina, cognitive or
intellectual abilities, or it may include judgements of performance in various regards. The
information may also contain, at the opposite end of the health spectrum, information on health
deficiencies; handicaps; extremes of lifestyle; use of alcohol, drugs and other toxicants; and so
on. Even if many single items of information of this kind are in themselves relatively trivial or
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innocuous, combinations of them and the continuous collection of them over time may provide
a very detailed and comprehensive description of the characteristics of a person.
The information may be recorded and stored in various forms. Manual records are most
common in files containing information on individual persons. Computer databases may also
be used with information carriers such as magnetic tapes and floppy discs. Since the memory
capacity of such computerized personnel files commonly is of huge dimensions, the databases
constitute in themselves potential threats to personal integrity. The information in such data
banks and registers and files may, in the hands of less scrupulous persons, constitute a tool of
power, which may be used contrary to the interests of the person concerned.
It is beyond the scope of this article to define what type of information is sensitive and what is
not. Nor is it the intention in this context to give an operational definition of the concept of
personal integrity or to provide a blueprint for judgements on what information is to be
regarded as more or less sensitive with respect to basic ethical principles. This is simply not
possible. The sensitivity of information in this regard is contextually determined and dependent
on many factors. The important consideration lies in applying basic ethical principles in dealing
with questions of how, by whom and under what circumstances such data and information are
handled.
Risk Analysis and Research Information
In explaining the principles of an ethical analysis the focus has been set on health information
and health-related information in individual records such as health records and personnel files.
There are, however, both in the practice and in the science of occupational health, other types
of information which may, in their generation, processing and use, involve ethical
considerations and even conflicts of ethical principles. Such information can, however, usually
be analysed using the ethical principles of autonomy, beneficence and equity as points of
departure. This applies, for example, in hazard assessments and risk analysis. In a situation
where, for instance, relevant information on a health hazard at work is deliberately withheld
from the employees, it is to be expected that ethical analysis will demonstrate clearly that all
three basic ethical principles are violated. This applies regardless of whether or not the
information is judged to be confidential by one of the stakeholding partners involved. The
difficulty arises when the information involved is uncertain, insufficient or even inaccurate.
Widely differing judgements may also be at hand concerning the strength of the evidence.
This, however, does not alter the fundamental structure of the ethical issues involved.
In occupational health research it is quite common to have situations where information on
past, present or future research projects is to be communicated to employees. If research is
undertaken involving employees as research subjects without explaining the motives and full
implications of the project and without seeking proper informed consent by everyone
concerned, ethical analysis will demonstrate that the basic tenets of autonomy, beneficence
and equity have been violated.
Obviously, the technical and complex nature of the subject matter may cause practical
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difficulties in the communication between researchers and others concerned. This, in itself,
does not change the structuring of the analysis and the ethical issues involved.
Safeguards
There are various administrative safeguards which may be applied to protect sensitive
information. Common methods are:
1. Secrecy and confidentiality. Contents of medical records and other items labelled as health
information may be regarded as confidential or secret, in legal terms. It is to be observed
though that not all contents of such documents are necessarily of a sensitive nature. They also
contain items of information which could be communicated freely without causing harm to
anyone.
Another aspect is the obligation imposed on members of selected professional groups to keep
secret the information given them in confidence. This may be the case in consultations in the
types of relationship which may be referred to as fiduciary. This may for instance apply to
health information or other information dealt with in a physician-patient relationship. Such
information may be protected in legislation, in collective-bargaining agreements or in
professional codes.
It should, however, be observed that the concept of health information has-just as the concept
of health-no practical operational definition. This means that the term may be given different
interpretations.
2. Authorization for access to information. This requirement may for instance apply to
researchers seeking information in health records or in social security files of individual citizens.
3. Informed consent as a condition for data collection and access to records containing
information on individual persons. The principle of informed consent, implying right to codecision by the person concerned, is a legally established practice in many countries in all
questions regarding collection and access to personal information.
The principle of informed consent is being increasingly recognized as important in handling of
personal information. It implies that the concerned subject has a prima facie right to decide
what information is acceptable or permissible to be collected, for what purposes, by whom, by
using what methods, on what conditions and with which administrative or technical safeguards
against unauthorized or unwanted access.
4. Technical safeguards to protect computerized information. This may for instance concern
introduction of coding and ciphering routines for prevention of unauthorized access to records
containing information on persons or-if access is legitimate-prevention of identification of
persons in the data base (protection of anonymity). It should however be observed that
anonymity, meaning coding or concealment of name and other identity particulars, such as
social security numbers, may not provide reliable protection against identification. The other
information contained in the personal file may often be sufficient to allow individual persons to
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be identified.
5. Legal regulation, including prohibition, authorization and control for establishing and
operating computerized data sources containing personnel files or records.
6. Professional ethical code. Principles of ethical standards in professional performance may
be adopted by professional bodies and organizations in the form of codes of professional
ethics. Such documents exist both on the national level in many countries and also on the
international level. For further reference the following international documents are
recommended:
· International Code of Ethics for Occupational Health Professionals, adopted by the
International Commission on Occupational Health in 1992
· Ethical Guidelines, adopted by the International Epidemiological Association
· International Guidelines for Ethical Review of Epidemiological Studies, adopted by the
Council for International Organizations of Medical Sciences (CIOMS)
In concluding this section it is appropriate to emphasize that an elementary principle in
planning or establishing practices for data collection is to avoid collection of data without a
carefully considered motive and occupational health relevance. The ethical hazards inherent in
collecting information which is not utilized for the benefit, including health benefit, of the
employee or person concerned, are obvious. In principle, the options and strategies at hand in
planning for collection and processing of information on employees are amenable to ethical
analyses in terms of autonomy, beneficence and equity.
Computerized Personnel Files
The development of computer technology has created possibilities for employers to collect,
store and process information about employees on many diverse aspects relevant to their
behaviour and functioning at the workplace. The use of such advanced computer systems has
increased significantly during recent years and has led to concerns for the risks of intrusion
into individual integrity. It is reasonable to predict that such risks will be still more common in
the future. There will be a growing need to use data protection and various measures to guard
against violations of integrity.
At the same time it is obvious that new technology brings significant benefits for production in
an enterprise or in the public sector, as well as providing means to improve work organization
or eliminate such problems as monotonous and short-cycled work tasks. The fundamental
question is how to achieve reasonable balance between the benefits in the use of computer
techniques and the legitimate rights and needs of the employees to be protected against
intrusions into their personal integrity.
The Council of Europe has in 1981 adopted a recommendation (No. R 81-1) on medical
databases and a convention on Protection of Individuals with Regard to Automatic Processing
of Personal Data. The Council of the European Union has in a directive (95/46/EC)-On the
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Protection of Individuals with Regard to the Processing of Personal Data and on the Free
Movement of such Data dealt with these issues. It should be observed that the implementation
of such regulations on computerized personal data is in many countries regarded as issues of
industrial relations.
Conclusion
Practical situations involving handling of information in occupational health involve judgements
by occupational health professionals and many others. Questions regarding what is right or
wrong, or more or less acceptable, arise in the practice of occupational health in many
contextually and culturally differing circumstances. Ethical analysis is a tool providing the basis
of judgements and decisions, by using ethical principles and sets of values to help evaluate
and choose between different courses of action.
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ETHICS IN HEALTH PROTECTION AND HEALTH PROMOTION
D.Wayne Corneil, Annalee Yassi
While occupational health services are becoming more prevalent throughout the world, resources to
develop and sustain these activities often do not keep pace with growing demands. Meanwhile, the
boundaries of private and work life have been shifting, raising the issue of what can be, or should be,
legitimately encompassed by occupational health. Workplace programmes that screen for drugs or HIV
seropositivity, or provide counselling for personal problems, are obvious manifestations of the blurring of
the boundary between private and work life.
From a public health viewpoint there are good arguments as to why health behaviours should not be
compartmentalized into lifestyle factors, workplace factors and broader environmental factors. While the
goals of eliminating drug abuse and other deleterious activities are laudable, there are ethical dangers in
how these issues are addressed at the workplace. It will also be necessary to ensure that measures
against such activities do not displace other health protection measures. The purpose of this article is
specifically to examine the ethical issues in health protection and health promotion in the workplace.
Health Protection
Individual and collective protection of workers
While ethical behaviour is essential to all aspects of health care, the definition and promotion of ethical
behaviour is often more complex in occupational health settings. The primary care clinician must
prioritize the needs of the individual patient, and the community health professional must prioritize the
health needs of the collective. The occupational health professional, on the other hand, has a duty to
both the individual patient and the collective-the worker, the workforce and the public at large.
Sometimes this multiple obligation presents conflicting responsibilities.
In most countries workers have an undeniable legal right to be protected from workplace hazards, and
the focus of occupational health programmes should be precisely to address this right. Ethical issues
associated with the protection of workers from unsafe conditions are generally those related to the fact
that often the employer's financial interests, or at least perceived financial interests, militate against
undertaking the activities needed to protect workers' health. The ethical stance that the occupational
health professional must adopt, however, is clear-cut. As noted in the International Code of Ethics for
Occupational Health Professionals (reprinted in this chapter): “Occupational health professionals must
always act, as a matter of priority, in the interests of the health and safety of the workers.”
The occupational health professional, whether an employee or a consultant, often experiences
pressures to compromise on ethical practice in worker health protection. The professional may even be
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asked by an employee to serve as an advocate against the organization when legal issues arise or when
the employee, or the professional him- or herself, feels that health protection measures are not being
provided.
To minimize such real-life conflicts it is necessary to establish societal expectations, market incentives
and infrastructural mechanisms to counteract the employer's real or perceived financial disadvantages in
providing worker health protection measures. These may consist of clear regulations that require safe
practices, with steep fines for violation of these standards; this, in turn, requires adequate compliance
and enforcement infrastructure. It may also comprise a system of workers' compensation premiums
designed to promote prevention practices. Only when societal factors, norms, expectations and
legislation reflect the importance of workplace health protection will ethical practice be truly allowed to
flourish.
The right to be protected from unsafe conditions and acts of others
Occasionally, another ethical issue arises with respect to health protection: that is the situation in which
an individual worker may him- or herself pose a workplace hazard. In keeping with the multiple
responsibilities of the occupational health professional, the right of members of the collective (the
workforce and the public) to be protected from the acts of others must always be considered. In many
jurisdictions “fitness to work” is defined not only in terms of the worker's ability to do the job, but also to
do the job without posing an undue risk to co-workers or the public. It is unethical to deny someone a job
(i.e., declare the worker unfit to work) on the basis of a health condition when no scientific evidence
exists to substantiate the claim that this condition impairs the worker's ability to work safely. However,
sometimes clinical judgement suggests that a worker may pose a hazard to others, even when the
scientific documentation to support a declaration of unfit is weak or even completely lacking. The
repercussions, for example, of allowing a worker with undiagnosed dizzy spells to drive a crane, can be
extremely serious. Indeed it may be unethical to allow an individual to assume special responsibilities in
these cases.
The need to balance individual rights with collective rights is not unique to occupational health. In most
jurisdictions it is legally required that a health practitioner report to the public health authorities
conditions such as sexually transmitted diseases, tuberculosis or child abuse, even if this requires the
breaching of confidentiality of the individuals involved. While there are often no concrete guidelines to
assist the occupational health practitioner when formulating such opinions, ethical principles require that
the practitioner utilize the scientific literature as thoroughly as possible in combination with his or her
best professional judgement. Thus public health and safety considerations must be combined with
concerns for the individual worker when performing medical and other exams for jobs with special
responsibilities. Indeed screening for drugs and alcohol, if it is to be justified at all as a legitimate
occupational health activity, could be justified only on this basis. The International Code of Ethics for
Occupational Health Professionals states:
Where the health condition of the worker and the nature of the tasks performed are such as to be likely
to endanger the safety of others, the worker must be clearly informed of the situation. In the case of a
particularly hazardous situation, the management and, if so required by national regulations, the
competent authority, must also be informed of the measures necessary to safeguard other persons.
The emphasis on the individual tends to overlook and indeed ignore the professional's obligations to the
overall good of society or even specific collective groups. For example, when the behaviour of the
individual becomes a danger either to self or others, at what point should the professional act on behalf
of the collective and override individual rights? Such decisions can have important ramifications for
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providers of employee assistance programmes (EAPs) who work with impaired workers. The duty to
warn co-workers or clients who may use the impaired person's services, as opposed to the obligation to
protect the confidentiality of the person, has to be clearly understood. The professional cannot hide
behind confidentiality or the protection of individual rights, as was discussed above.
Health Promotion Programmes
The assumptions and the debate
The assumptions generally underlying lifestyle change promotion activities in the workplace are that:
(l) employees' daily lifestyle decisions regarding exercise, eating, smoking and stress management have
a direct impact on their present and future health, the quality of their lives, and their job performance and
(2) a company-sponsored positive lifestyle change programme, administered by full-time personnel but
voluntary and open to all employees, will motivate employees to make positive lifestyle changes
sufficient to affect both health and quality of life (Nathan 1985).
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How far can the employer go in attempting to modify a behaviour such as off-hours drug use,
or a condition such as overweight, which does not directly affect others or employee job
performance. In health promotion activities, enterprises commit themselves to a role of
reformer of those aspects of employees' lifestyles that are, or are perceived to be, harmful to
their health. In other words, the employer may wish to become an agent of social change. The
employer may even strive to become the health inspector with regard to those conditions
which are deemed to be favourable or unfavourable to health, and implement disciplinary
action to keep employees in good health. Some have specific restrictions which prohibit
employees from exceeding set body weights. Incentive measures are in place which reduce
insurance or other benefits to employees who care for their bodies, especially through
exercise. Policies may be used to encourage certain sub-groups, i.e., smokers, to give up
practices that are harmful to their health.
Many organizations contend that they do not intend to direct the personal lives of employees,
but rather are seeking to influence the workers to act sensibly. However, some question
whether employers should intervene in an area that is recognized as private behaviour.
Opponents argue that such activities are an abuse of employers' power. What is rejected is
less the legitimacy of the health proposals than the motivation behind them, which appears to
be paternalistic and elitist. The health promotion programme may also be perceived to be
hypocritical where the employer does not make changes to organizational factors that
contribute to ill health, and where the principal motive appears to be cost containment.
Cost containment as the primary motivator
A central feature of the context of worksite-based health services is that the “main” business of
the organization is not to provide health care, though services to employees may be seen as
an important contribution to the achievement of the organization's goals, such as efficient
operation and cost containment. In most cases, health promotion EAPs and rehabilitation
services are provided by employers seeking to meet organizational goals-i.e., a more
productive work force, or the reduction of costs of insurance and workers' compensation. While
corporate rhetoric has emphasized the humanitarian motives underlying EAPs, the major
rationale and impetus usually involves the organization's concerns about the costs,
absenteeism and loss of productivity associated with mental health problems and abuse of
alcohol and drugs. These goals are substantially different from the traditional goals of health
practitioners, since they take into consideration the goals of the organization as well as the
needs of the patient.
When employers pay directly for the services, and services are provided at the worksite,
professionals delivering services must, by necessity, take into account the organizational goals
of the employer and the specific culture of the workplace involved. Programmes may be
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framed in terms of “bottom line impact”; and compromises on goals for health services may
need to be made in the face of cost containment realities. The choice of action recommended
by the professional may be influenced by these considerations, sometimes presenting an
ethical dilemma as to how to balance what would be best for the individual worker with what
would be most cost-effective for the organization. Where the professional's primary
responsibility is managed care with a stated goal of cost containment, conflicts may be
exacerbated. Considerable caution must therefore be exercised in managed care approaches
to ensure that health care objectives are not compromised by efforts to limit or reduce costs.
Which employees are entitled to EAP services, which types of problem should be considered
and should the programme be extended to family members or retirees? It would appear that
many decisions are based not on the stated intent of improved health but rather the limit of
benefit coverage. Part-time staff who have no benefit coverage tend not to have access to
EAP services so that the organization does not have to pay additional costs. However, parttime staff may also have problems which affect performance and productivity.
In the trade-off between quality care and lowered costs, who should decide how much quality
is required and at what price-the patient, who uses the services but is not accountable for the
payment or price, or the EAP gatekeeper, who does not pay the bill but whose job may depend
upon the success of the treatment? Should the provider or the insurer, the ultimate payer, take
the decision?
Similarly, who should decide when an employee is expendable? And, if insurance and
treatment costs dictate such a decision, when is it more cost-efficient to fire an employee-for
example, because of mental illness-and then recruit and train a new employee? More
discussion of the role of occupational health professionals in addressing such decisions is
certainly warranted.
Voluntarism or coercion?
The ethical problems created by unclear client allegiance are immediately evident in EAPs.
Most EAP professionals would argue from their clinical training that their legitimate focus is the
individual for whom they are the advocates. This concept depends on the notion of
voluntarism. That is, the client seeks out assistance voluntarily and consents to the
relationship, which is maintained only with his or her active participation. Even where the
referral is made by a supervisor or management, the argument is made that participation is still
fundamentally voluntary. Similar arguments are made for health promotion activities.
This contention of EAP practitioners that clients are operating on their own free will often falls
apart in practice. The notion that participation is entirely voluntary is largely an illusion. Client
perceptions of choice are sometimes much less than proclaimed, and supervisory referrals can
well be based on confrontation and coercion. So are the majority of so-called self-referrals,
which occur after a strong suggestion has been given by a powerful other. While the language
is one of choice, it is clear that choices are indeed limited and there is only one right way to
proceed.
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When health care costs are paid by the employer or through the employer's insurance, the
boundaries between public and private life become less distinct, further increasing the potential
for coercion. The current ideology of programmes is one of voluntarism; but can any activity be
completely voluntary in the work setting?
Bureaucracies are not democracies and any so-called voluntary behaviour in organizational
setting is likely to be open to challenge. Unlike the community setting, the employer has a fairly
long term contractual relationship with most employees, which in many cases is dynamic with
the possibility of raises, promotions, as well as overt and covert demotions. This may result in
deliberate or inadvertent impressions that participation in a particular active preventive
programme is normative and expected (Roman 1981).
Health education too must be cautious about claims of voluntarism as this fails to recognize
the subtle forces which have great potency in the workplace on shaping behaviour. The fact
that health promotion activities receive considerable positive publicity and are also provided
free of cost, can lead to the perception that participation is not only supported but highly
desired by management. There may be expectations of rewards for participation beyond those
related to health. Participation may be seen as necessary to advancement or at least to
maintaining one's profile in the organization.
There may also be a subtle deception on the part of management, which promotes health
activities as part of its sincere interest in the well-being of staff, while burying its real concerns
related to cost containment expectations. Overt incentives such as higher insurance premiums
for smokers or overweight employees may increase participation but at the same time be
coercive.
Individual and collective risk factors
The overwhelming focus of work-based health promotion on individual lifestyle as the unit of
intervention distorts the complexities underlying social behaviours. Social factors, such as
racism, sexism and class bias, are generally overlooked by programmes which focus solely on
changing personal habits. This approach takes behaviour out of context and assumes “that
personal habits are discrete and independently modifiable, and that individuals can voluntarily
choose to alter such behaviour” (Coriel, Levin and Jaco 1986).
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Given the influence of social factors, what is the true extent to which people have control over
modifying health risks? Certainly behavioural risk factors do exist, but the effects of social
structure, the environment, heredity or simple chance must also be taken into account. The
individual is not solely responsible for the development of disease, yet this is precisely what
many work-site health promotion efforts assume.
A health promotion programme in which individual responsibility can be overstated, leads to
moralizing.
Although personal responsibility is undeniably a factor in smoking for example, social
influences such as class, stress, education and advertising are also involved. Deeming that
only individual factors are causally responsible facilitates blaming the victim. Employees who
smoke, are overweight, have high blood pressure, and so on, are blamed, albeit sometimes
implicitly, for their condition. This absolves the organization and society from any responsibility
for the problem. Employees may be blamed both for the condition and for not doing something
about it.
The tendency to assign responsibility solely to the individual ignores a large body of scientific
data. Evidence suggests that the physiological sequelae of work may have an impact on health
which continues after the workday is done. It has been widely demonstrated that linkages
between organizational factors (such as participation in decision making, social interaction and
support, pace of work, work overload, etc.), and health outcomes, particularly cardiovascular
disease, exist. Implications for organizational interventions, rather than or in addition to
individual behaviour change, are quite clear. Nonetheless, most health promotion programmes
aim to change individual behaviour but rarely consider such organizational factors.
The focus on individuals is less surprising when it is recognized that most professionals in
health promotion, wellness and EAP programmes are clinicians who do not have a background
in occupational health. Even when clinicians do identify workplace factors of concern, they are
seldom equipped to recommend or carry out organizationally oriented interventions.
Diverting attention from health protection
Rarely have wellness programmes proposed interventions in the corporate culture or included
alterations in work organization such as stressful management styles, the content of boring
work or noise levels. By ignoring the contribution of the work environment to the health
outcomes, popular programmes such as stress management may have a negative impact on
health. For example, by focusing on individual stress reduction rather than altering stressful
working conditions, workplace health promotion may be helping workers to adapt to unhealthy
environments and in the long term increasing disease. Moreover, the research conducted has
not provided much support for the clinical approaches. For example, in one study, individual
stress management programmes had smaller effects on catecholamine production than did the
manipulation of pay systems (Ganster et al. 1982).
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In addition, Pearlin and Schooler (1978) found that while various problem-solving, coping
responses were effective in one's personal and family life, this type of coping is not effective in
dealing with work-related stressors. Other studies further suggested that some personal coping
behaviours actually increase distress if applied in the workplace (Parasuramen and Cleek
1984).
The advocates of wellness programmes are generally uninterested in the traditional concerns
of occupational health and, consciously or otherwise, turn attention away from workplace
hazards. As wellness programmes generally ignore the risk of occupational disease or
hazardous working conditions, health protection advocates fear that individualizing the problem
of employee health is an expedient way for some companies to deflect attention from costly
but risk-reducing changes in the structure and content of workplace or jobs.
Confidentiality
Employers sometimes feel they have the right to have access to clinical information about
workers who receive services from the professional. Yet the professional is bound by the
ethics of the profession and by the practical need to maintain the trust of the worker. This
problem becomes particularly troublesome if legal proceedings are at issue or if the problem at
hand is surrounded by emotionally charged issues, such as disability from AIDS.
Professionals may also become involved in confidential issues related to the employer's
business practices and operations. If the industry in question is highly competitive, the
employer may wish to keep secret such information as organizational plans, reorganizations
and downsizing. Where business practices may have an impact on the health of employees,
how does the professional prevent the occurrence of such adverse effects without jeopardizing
the proprietary or competitive secrets of the organization?
Roman and Blum (1987) argue that confidentiality serves to protect the practitioner from
extensive scrutiny. Citing client confidentiality, many oppose quality review or peer case
review, which might reveal that the practitioner has exceeded the bounds of professional
training or expertise. This is an important ethical consideration given the power of the
counsellor to influence the health and well-being of clients. The issue is the need to clearly
identify for the client the nature of the intervention in terms of what it can or cannot do.
The confidentiality of information collected by programmes which focus on individuals rather
than systems of work may be prejudicial to the worker's job security. Health promotion
information can be misused to influence the employee's status with health insurance or
personnel issues. When aggregate data are available, it may be difficult to ensure that such
data will not be used to identify individual employees, especially in small work groups.
Where the clinical utilization patterns of the EAP draw attention to a particular work unit or site,
practitioners have been loath to bring this to management's attention. Sometimes the citation
of confidentiality issues in reality masks an inability to make reasonable recommendations for
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intervention due to fears that management will not be receptive to negative feedback about
their behaviour or organizational practices. Unfortunately, clinicians sometimes lack the
research and epidemiological skills which allow them to present solid data in support of their
observations.
Other concerns relate to the misuse of information by a variety of different interest groups.
Insurance companies, employers, trade unions, client groups and health professionals may
misuse both collective and individual information gathered in the course of a health promotion
activity.
Some may use data to deny services or coverage to employees or their survivors in legal or
administrative proceedings dealing with compensation or insurance claims. Participants in
programmes may believe that the “guarantee of confidentiality” provided by such programmes
is inviolate. Programmes need to clearly advise employees that under certain circumstances (i.
e., legal or administrative inquiries) personal information gathered by the programme may be
made available to other parties.
Aggregate data may be misused so as to shift the burden from one party to another. Access to
such information may not be equitable, in that collective information may be available only to
organizational representatives and not those individuals seeking benefits. While releasing data
on workers focusing on the individual lifestyle contributions to a condition, organizations may
be able to restrict information about corporate practices which also created the problem.
Epidemiological data about patterns of conditions or work-related factors should not be
gathered in such a manner as to facilitate exploitation by the employer, the insurer, the
compensation system or by the clients.
Conflict with other professional or service standards
Professional standards and values may be in conflict with practices already in place in a given
organization. Confrontational methods used by occupational alcoholism programmes may be
unproductive or in conflict with professional values when dealing with other disorders or
disabilities, yet the professional working in this context may be pressured to participate in the
use of such methods.
Ethical relationships with outside providers must also be considered. While EAPs have clearly
articulated the need for practitioners to avoid referrals to treatment services with which they
are closely affiliated, health promotion providers have not been as resolute in defining their
relationships with external providers of services that may be attractive to employees for
personal lifestyle counselling. Arrangements between EAPs and particular providers which
lead to referrals to treatment based on economic advantages to the providers rather than
clinical needs of clients present an obvious conflict of interest.
There is also the temptation to engage unqualified individuals in health promotion. EAP
practitioners do not normally have the training in health education techniques, physiology or
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fitness instruction to qualify them to provide such activities. When programmes are provided
and administered by management and cost is of primary concern, there is less motivation to
scrutinize skills and expertise and to invest in the best qualified professionals, as this will
change the cost-benefit outcomes.
The use of peers to provide services raises other concerns. It has been shown that social
support from one's co-workers could buffer the health effects of certain job stressors. Many
programmes have capitalized on the positive influence of social support by the use of peer
counsellors or self-help support groups. However, while peers can be used as a supplement to
some extent, they do not eliminate the need for qualified health professionals. Peers need to
have a strong orientation programme, which includes content on ethical practices and not
exceeding one's personal limits or qualifications whether overtly or through misrepresentation.
Drug screening and testing
Drug testing has become a quagmire of regulations and legal interpretation and has not proven
to be an effective avenue to either treatment or prevention. The recent report from the National
Research Institute (O'Brien 1993) has concluded that drug testing is not a strong deterrent to
alcohol and drug abuse. Further evidence suggests that it does not have a significant impact
on work performance.
A positive drug test may reveal much about an employee's lifestyle but nothing about his or her
level of impairment or ability to perform work.
Drug testing has been seen as the thin edge of the wedge with which employers drive out all
but the most invulnerable employee-the super-resilient person. The trouble is how far does the
organization go? Can one test for compulsive behaviours such as gambling or for mental
disorders, such as depression?
There is also a concern that organizations may use screening to identify undesirable traits (e.
g., predisposition to heart disease or back injury) and to make personnel decisions based on
this information. At present this practice appears to be limited to health insurance coverage,
but how long can it be resisted by management attempting to reduce cost?
The government-stimulated practice of screening for drugs, and the future possibility of
screening for defective genes and excluding whole classes of high-cost employees from health
insurance coverage, advances the old presumption that characteristics of workers, not work,
explain disabilities and dysfunctions; and this becomes a justification for making workers bear
the social and economic costs. This leads again to a perspective in which factors based on the
individual, not work, become the focus of health promotion activities.
Exploitation by the client
On occasion it may be clear to the professional that workers are attempting to take improper
advantage of the system of services provided by an employer or by its insurance carrier or by
workers' compensation. Problems may include clearly unrealistic rehabilitation demands or
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outright malingering for financial gain. Appropriate methods of confronting such behaviour, and
for taking action as needed, have to be balanced against other clinical realities, such as
psychological reactions to disability.
Promotion of activities with questionable effectiveness
Despite the broad claims for worksite health promotion, the scientific data available to evaluate
them are limited. The profession as a whole has not addressed the ethical issues of promoting
activities which do not have a strong scientific support, or of choosing to engage in services
which produce more revenue rather than focusing on ones which have a demonstrated impact.
Ironically, what is being sold is based upon little conclusive evidence of cost reduction,
decreased absenteeism, reduced health care expenditures, reductions in employee turnover or
increased productivity. Studies are poorly designed, seldom having comparison groups or longterm follow-up. The few that meet the standards of scientific rigour have provided little
evidence of a positive return on investment.
There is also some evidence that the participants in worksite health promotion activities tend to
be relatively healthy individuals:
Overall it appears participants are likely to be nonsmokers, more concerned with health
matters, perceive themselves in better health, and be more interested in physical activities,
especially aerobic exercise, than nonparticipants. There is also some evidence that
participants may use less health services and be somewhat younger than nonparticipants
(Conrad 1987).
Individuals at risk may not be using the health services.
Even where there is evidence to support particular activities and all of the professionals agree
on the necessity for such services as follow-up, in practice services are not always provided.
Generally EAPs concentrate on finding new cases while devoting little time to workplace
prevention. Follow-up services are either non-existent or limited to one or two visits after return
to work. With the chronic relapse potential of alcohol and drug cases, it would appear that
EAPs are not devoting energies to continuing care, which is very costly to provide, but rather
emphasize activities which generate new revenues.
Health examinations for insurance purposes and determination of benefits
Just as the boundary between private life and work factors affecting health has become
increasingly blurred, so too has the distinction between fit and unfit or healthy and sick. Thus
instead of examinations for insurance or benefits focusing on whether or not a worker is ill or
disabled, and therefore “deserving” of benefits, there is an increasing realization that with
workplace changes and health promotion activities, the worker, even with his or her illness or
disability, can be accommodated. Indeed “adaptation of work to the capabilities of workers in
the light of their state of physical and mental health” has been enshrined in the ILO
Occupational Health Services Convention, 1985 (No. 161).
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The linking of health protection measures and health promotion activities is nowhere as
important as it is in addressing workers with special health needs. Just as an indexed patient
may reflect pathology in a group, a worker with special health needs may reflect needs in the
workforce as a whole. Alteration of the workplace to accommodate such workers very often
results in improvements in the workplace that benefit all workers. Providing treatment and
health promotion to workers with special health needs may decrease costs to the organization,
by containing insurance or workers' compensation benefits; more importantly, it is the ethical
way to proceed.
In recognition that prompt rehabilitation and accommodation of injured workers is “good
business,” many employers have introduced early intervention, rehabilitation and return to
modified work programmes. Sometimes these programmes are offered through workers'
compensation boards, which have come to realize that both the employer and the individual
worker suffer if the benefit system provides an incentive to maintain “the sick role,” rather than
an incentive towards physical, mental and vocational rehabilitation.
Conclusion
The International Code of Ethics for Occupational Health Professionals (reprinted in this
chapter) provides guidelines to ensure that health promotion activities do not divert attention
from health protection measures, and to promote ethical practice in such activities. The Code
states:
Occupational health professionals may contribute to public health in different ways, in
particular by their activities in health education, health promotion and health screening. When
engaging in these programmes, occupational health professionals must seek the
participation ... of both employers and workers in their design and in their implementation.
They must also protect the confidentiality of personal health data of the workers.
Finally, it is necessary to reiterate that the ethical practice of occupational health could best be
promoted by addressing the workplace and societal infrastructure that must be designed to
promote the interests of both the individual and the collective. Thus stress management, health
promotion and EAPs, which until now have focused almost exclusively on individuals, must
address institutional factors in the workplace. It will also be necessary to ensure that such
activities do not displace health protection measures.
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CASE STUDY: DRUGS AND ALCOHOL IN THE WORKPLACE - ETHICAL
CONSIDERATIONS
Behrouz Shahandeh, Robert Husbands
Introduction
The management of alcohol and drug problems in the workplace can pose ethical dilemmas for an
employer. What course of conduct an employer takes involves a balancing of considerations with
respect to individuals who have alcohol and drug abuse problems with the obligation to correctly
manage the shareholder's financial resources and safeguard the safety of other workers.
Although in a number of cases both preventive and remedial measures can be of mutual interest to the
workers and the employer, in other situations what may be advanced by the employer as good for the
worker's health and well-being may be viewed by workers as a significant restriction on individual
freedom. Also, employer actions taken because of concerns about safety and productivity may be
viewed as unnecessary, ineffective and an unwarranted invasion of privacy.
Right to Privacy at Work
Workers consider privacy to be a fundamental right. It is a legal right in some countries, but one which,
however, is interpreted flexibly according to the needs of the employer to ensure, inter alia, a safe,
healthy and productive workforce, and to ensure that a company's products or services are not
dangerous to consumers and the public at large.
The use of alcohol or drugs is normally done in a worker's free time and off-premises. In the case of
alcohol, it can also occur on-premises if this is allowed by local law. Any intrusion by the employer with
respect to the worker's use of alcohol or drugs should be justified by a compelling reason, and should
take place by the least intrusive method if costs are roughly comparable.
Two types of employer practices designed to identify alcohol and drug users among job applicants and
workers have aroused strong controversy: testing of bodily substances (breath, blood, urine) for alcohol
or drugs, and oral or written inquiries into present and past alcohol or drug use. Other methods of
identification such as observation and monitoring, and computer-based performance testing, have also
raised issues of concern.
Testing of Bodily Substances
The testing of bodily substances is perhaps the most controversial of all methods of identification. For
alcohol, this normally involves using a breathalyser device or taking a blood sample. For drugs, the most
widespread practice is urinalysis.
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Employers argue that testing is useful to promote safety and prevent liability for accidents; to determine
medical fitness for work; to enhance productivity; to reduce absenteeism and tardiness; to control health
costs; to promote confidence among the public that a company's products or services are being
produced or delivered safely and properly, to prevent embarrassment to the employer's image, to
identify and rehabilitate workers, to prevent theft and to discourage illegal or socially unbecoming
conduct by workers.
Workers argue that testing is objectionable because taking samples of bodily substances is very
invasive of privacy; that the procedures of taking samples of bodily substances can be humiliating and
degrading, particularly if one must produce a urine sample under the watchful eye of a controller to
prevent cheating; that such testing is an inefficient way to promote safety or health; and that better
prevention efforts, more attentive supervision and the introduction of employee assistance programmes
are more efficient ways to promote safety and health.
Other arguments against screening include that testing for drugs (as opposed to alcohol) does not give
an indication of current impairment, but only prior use, and therefore is not indicative of an individual's
present ability to perform the job; that testing, particularly drug testing, requires sophisticated
procedures; that in case such procedures are not observed, misidentification having dramatic and unfair
job consequences may occur; and that such testing can create morale problems between management
and labour and an atmosphere of distrust.
Others argue that testing is designed to identify behaviour that is morally unacceptable to the employer,
and that there is no persuasive empirical basis that many workplaces have alcohol or drug problems that
require pre-employment, random or periodic screening, which constitute severe intrusions into a
worker's privacy because these forms of testing are done in the absence of reasonable suspicion. It has
also been asserted that testing for illegal drugs is tantamount to the employer assuming a law
enforcement role which is not the vocation or role of an employer.
Some European countries, including Sweden, Norway, the Netherlands and the United Kingdom, allow
alcohol and drug testing, although usually in narrowly defined circumstances. For example, in many
European countries statutes exist which allow the police to test workers engaged in road, aviation, rail
and sea transport, normally based on reasonable suspicion of intoxication on the job. In the private
sector, testing has also been reported to occur, but it is usually on the basis of reasonable suspicion of
intoxication on the job, in post-accident or post-incident circumstances. Some pre-employment testing
and, in very limited cases, periodic or random testing, has been reported in the context of safetysensitive positions. However, random testing is relatively rare in European countries.
In the United States, different standards apply depending on whether alcohol and drug testing is carried
out by the public- or private-sector establishments. Testing conducted by the government or by
companies pursuant to legal regulation must satisfy constitutional requirements against unreasonable
state action. This has led the courts to allow testing only for safety- and security-sensitive jobs, but to
allow virtually all types of testing including pre-employment, reasonable cause, periodic, post-incident or
post-accident, and random testing. There is no requirement that the employer demonstrate a reasonable
suspicion of drug abuse in a given enterprise or administrative unit, or on the basis of individual use,
before engaging in testing. This has led some observers to claim such an approach is unethical because
there is no requirement for the demonstration of even a reasonable suspicion of a problem at the
enterprise or individual level before any type of testing, including random screening, occurs.
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In the private sector, there are no federal constitutional restrictions on testing, although a small number
of American states have some procedural and substantive legal restrictions on drug testing. In most
American states, however, there are few if any legal restrictions on alcohol and drug testing by private
employers and it is performed on an unprecedented scale compared to European private employers,
who test principally for reasons of safety.
Inquiries or Questionnaires
Although less intrusive than testing of bodily substances, employer inquiries or questionnaires designed
to elicit prior and current use of alcohol and drugs are invasive of workers' privacy and irrelevant to the
requirements of most jobs. Australia, Canada, a number of European countries, and the United States
have privacy laws applicable to the public and/or private sectors which require that inquiries or
questionnaires be directly relevant to the job in question. In most cases, these laws do not explicitly
restrict inquiries about substance abuse, although in Denmark, for example, it is prohibited to collect and
store information about excessive use of intoxicants. Similarly, in Norway and Sweden, alcohol and drug
abuse are characterized as sensitive data which in principle cannot be collected unless deemed
necessary for specific reasons and approved by the data inspectorate authority.
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In Germany, the employer can ask questions only to judge the abilities and competence of the
candidate with regard to the job in question. A job applicant may answer untruthfully to
inquiries of a personal character that are irrelevant. For example, it has been held by court
decision that a woman can legally answer that she is not pregnant when in fact she is. Such
privacy issues are judicially decided on a case-by-case basis, and whether one could answer
untruthfully about one's present or prior alcohol or drug consumption would probably depend
on whether such inquiries were reasonably relevant to performance of the job in question.
Observation and Monitoring
Observation and monitoring are the traditional methods of detection of alcohol and drug
problems in the workplace. Simply put, if a worker shows clear signs of intoxication or its aftereffects, then he or she can be identified on the basis of such behaviour by the person's
supervisor. This reliance on management supervision to detect alcohol and drug problems is
the most widespread, the least controversial and the most favoured by workers'
representatives. The doctrine that holds that treatment of alcohol and drug problems has a
higher chance of success if it is based on early intervention, however, raises an ethical issue.
In applying such an approach to observation and monitoring, supervisors might be tempted to
note signs of ambiguous behaviour or decreased work performance, and speculate about a
worker's private alcohol or drug use. Such minute observation combined with a certain degree
of speculation could be characterized as unethical, and supervisors should confine themselves
to instances where a worker is clearly under the influence, and hence cannot function in the
job at an acceptable level of performance.
The other question that arises is what a supervisor should do when a worker shows clear signs
of intoxication. A number of commentators previously felt that the worker should be confronted
by the supervisor, who should play a direct role in assisting the worker. However, most
observers currently are of the view that such confrontation can be counterproductive and
possibly aggravate a worker's alcohol or drug problems, and that the worker should be referred
to an appropriate health service for assessment and, if required, counselling, treatment and
rehabilitation.
Computer-Based Performance Tests
Some commentators have suggested computer-based performance tests as an alternative
method of detecting workers under the influence of alcohol or drugs at work. It has been
argued that such tests are superior to other identification alternatives because they measure
current impairment rather than previous use, they are more dignified and less intrusive of
personal privacy, and persons can be identified as impaired for any reason, for example, lack
of sleep, illness, or alcohol or drug intoxication. The main objection is that technically these
tests may not accurately measure the job skills that they purport to measure, that they may not
detect low amounts of alcohol and drugs which could potentially affect performance, and that
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the most sensitive and accurate tests are also those which are the most costly and difficult to
set up and administer.
Ethical Issues in Choosing between Discipline and Treatment
One of the most difficult issues for an employer is when discipline should be imposed as a
response to an incident of alcohol or drug use at work; when counselling, treatment and
rehabilitation should be the appropriate response; and under what circumstances both
alternatives-discipline and treatment-should be undertaken concurrently. Bound up in this is
the question as to whether alcohol and drug use is essentially behavioural in nature, or an
illness. The view that is advanced here is that alcohol and drug use is essentially behavioural
in nature, but that consumption of inappropriate quantities over a period of time can lead to a
condition of dependence which can be characterized as an illness.
From the employer's point of view, it is conduct-the worker's job performance-that is of primary
interest. An employer has the right and, in certain circumstances where the worker's
misconduct has implications for the safety, health or economic well-being of others, the duty to
impose disciplinary sanctions. Being under the influence of alcohol or drugs at work can be
correctly characterized as misconduct, and such a situation can be characterized as serious
misconduct if the person occupies a safety-sensitive position. However, a person experiencing
problems at work connected to alcohol or drugs may also have a health problem.
For ordinary misconduct involving alcohol or drugs, an employer should offer the worker
assistance to determine if the person has a health problem. The decision to refuse an offer of
assistance may be a legitimate choice for workers who may choose not to expose their health
problems to the employer, or who may not have a health problem at all. Depending on the
circumstances, the employer may wish to impose a disciplinary sanction as well.
The response of an employer to a situation involving serious misconduct connected with
alcohol or drugs, such as being under the influence of alcohol or drugs in a safety-sensitive
position, should probably be different. Here the employer is confronted with both the ethical
duty to maintain safety for other workers and the public at large, and the ethical obligation to
be fair to the worker concerned. In such a situation, the employer's principal ethical concern
should be to safeguard public safety and immediately remove the worker from the job. Even in
the case of such serious misconduct, the employer should assist the worker to obtain health
care as appropriate.
Ethical Issues in Counselling, Treatment and Rehabilitation
Ethical issues can also arise with regard to assistance extended to workers. The initial problem
that can arise is one of assessment and referral. Such services may be undertaken by the
occupational health service in an establishment, by a health care provider associated with an
employee assistance programme, or by the worker's personal physician. If none of the above
possibilities exists, an employer may need to identify professionals who specialize in alcohol
and drug counselling, treatment and rehabilitation, and suggest that the worker contact one of
them for assessment and referral, if necessary.
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An employer should also make attempts to reasonably accommodate a worker during absence
for treatment. Paid sick leave and other types of appropriate leave should be put at the
disposition of the worker to the extent possible for in-patient treatment. If out-patient treatment
requires adjustments to the person's work schedule or transfer to part-time status, then an
employer should make reasonable accommodation to such requests, particularly as the
individual's continued presence in the workforce may be a stabilizing factor in recovery. The
employer should also be supportive and monitor the worker's performance. To the extent that
the working environment may have contributed initially to the alcohol or drug problem, the
employer should make appropriate changes in the working environment. If this is not possible
or practical, the employer should consider transferring the worker to another position with
reasonable retraining if necessary.
One difficult ethical question which arises is to what extent an employer should continue to
support a worker who is absent from work for health reasons due to alcohol and drug
problems, and at what stage an employer should dismiss such a worker for reasons of illness.
As a guiding principle, an employer should treat absence from work associated with alcohol
and drug problems as any absence from work for health reasons, and the same considerations
that apply to any dismissal for reasons of health should also be applicable to dismissal for
absence due to alcohol and drug problems. Moreover, employers should keep in mind that
relapse can occur and is, in fact, part of a process towards complete recovery.
Ethical Issues in Dealing with Illegal Drug Users
Next part of the document
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An employer is faced with difficult ethical choices when dealing with a worker who uses, or
who in the past has used, illegal drugs. The question, for example, has been raised as to
whether an employer should dismiss a worker who is arrested or convicted for illegal drug
offences. If the offence is of such a serious nature that the person must serve time in prison,
evidently the person will not be available for work. However, in many cases consumers or
small-time pushers who sell just enough to support their own habit may be given only
suspended sentences or fines. In such a case, an employer should ordinarily not consider
disciplinary sanctions or dismissal for such off-duty and off-premises conduct. In some
countries, if the person has a spent conviction, i.e., a fine that has been paid or a suspended
or actual prison sentence that has been completed in full, there may be an actual legal bar
against employment discrimination towards the person in question.
Another question that is sometimes posed is whether a previous or current user of illegal drugs
should be subject to job discrimination by employers. It is argued here that the ethical
response should be that no discrimination should take place against either previous or current
users of illegal drugs if it occurs during off-duty time and off the establishment's premises, as
long as the person is otherwise fit to perform the job. In this respect, the employer should be
prepared to make a reasonable accommodation in the arrangement of work to a current user
of illegal drugs who is absent for purposes of counselling, treatment and rehabilitation. Such a
view is recognized in Canadian federal human rights law, which prohibits job discrimination on
the basis of disability and qualifies alcohol and drug dependence as a disability. Similarly,
French labour law prohibits job discrimination on the basis of health or handicap unless the
occupational physician determines the person is unfit for work. American federal law, on the
other hand, protects previous illegal drug users from discrimination, but not current users.
As a general principle, if it comes to the attention of an employer that a job applicant or worker
uses or is suspected of using illegal drugs off-duty or off-premises, and such use does not
materially affect the functioning of the establishment, then there should be no duty to report
this information to the law enforcement authorities. Provisions of American law which require
testing by government agencies mandate that job applicants and workers who test positive for
illegal drugs are not to be reported to law enforcement authorities for criminal prosecution.
If, on the other hand, a worker engages in activity involving illegal drugs on-duty or onpremises, an employer may have an ethical obligation to act either in terms of imposing
disciplinary sanction or reporting the matter to law enforcement authorities or both.
An important consideration that employers should keep in mind is that of confidentiality. It may
come to the employer's attention that a job applicant or worker uses illegal drugs because the
person may voluntarily disclose such information for health reasons-for example, to facilitate a
rearrangement of work during counselling, treatment and rehabilitation. An employer has a
strict ethical obligation, and frequently a legal obligation as well, to keep any information of a
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health character strictly confidential. Such information should not be disclosed to law
enforcement authorities or to anyone else without the concerned person's express consent.
In many cases, the employer may not be aware of whether a worker uses illegal drugs, but the
occupational health service will know as a result of examinations to determine fitness for work.
The health professional is bound by an ethical duty to maintain the confidentiality of health
data, and may also be bound by medical confidentiality. In such circumstances, the
occupational health service may report to the employer only whether the person is medically fit
or not for work (or fit with reservations), and may not disclose the nature of any health problem
or the prognosis to the employer, or to any third-parties such as law enforcement authorities.
Other Ethical Issues
Sensitivity to the working environment
Employers normally have a legal duty to provide a safe and healthy working environment. How
this is applied in the context of alcohol and drugs, however, is frequently left to the discretion of
employers. Workers' representatives have argued that many alcohol and drug problems are
principally the result of work-related factors such as long hours of work, isolated work, night
work, boring or dead-end work, situations involving strained interpersonal relations, job
insecurity, poor pay, job functions with high pressure and low influence, and other
circumstances resulting in stress. Other factors such as easy access to alcohol or drugs, and
corporate practices which encourage drinking on- or off-premises, may also result in substance
abuse problems. Employers should be sensitive to such factors and take appropriate remedial
actions.
Restrictions on the consumption of alcohol and drugs in the workplace
There is little debate that alcohol and drugs should not be consumed during actual working
time in virtually all occupations. However, the more subtle question is whether an
establishment should prohibit or restrict the availability of alcohol, for example, in an
establishment's canteen, cafeteria or dining room. Purists would argue that an absolute ban is
the appropriate course to take, that the availability of alcohol on an establishment's premises
might actually encourage workers who would not otherwise drink to consume, and that any
amount of alcohol consumption can have adverse health effects. Libertarians would argue that
such restrictions on a legal activity are unwarranted, and that in one's free time during meal
breaks one should be free to relax and to consume alcohol in moderation if one so desires.
An adequate ethical response, however, lies somewhere between these two extremes and
depends heavily on social and cultural factors, as well as the occupational setting. In some
cultures, drinking is such a part of the fabric of social and business life that employers have
found that making available certain types of alcohol during meal breaks is better than
prohibiting it altogether. A prohibition may drive workers off the establishment's premises to
bars or pubs, where actual drinking behaviour may be more extreme. Consumption of greater
quantities of alcohol, or of distilled alcohol as opposed to beer or wine, may be the result. In
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other cultures where drinking is not such an integrated feature of social and business life, a
ban on any kind of alcohol being served on company premises may be readily accepted, and
not lead to counterproductive results in terms of off-premises consumption.
Prevention through information, education and training programmes
Prevention is perhaps the most important component of any workplace alcohol and drug
policy. Although problem drinkers and drug abusers certainly merit special attention and
treatment, the majority of workers are moderate drinkers or consume legal drugs such as
tranquillizers as a means of coping. Because they constitute the majority of workers, even a
small impact on their conduct can have a substantial impact on the potential number of
accidents at work, productivity, absenteeism and tardiness.
One can question whether the workplace is an appropriate place to conduct prevention
activities through information, education and training programmes. Such prevention efforts
have an essentially public health focus on the health risks associated with alcohol and drug
consumption generally, and they are aimed at a captive audience of workers who are
economically dependent on their employer. The response to these concerns is that such
programmes also contain valuable and useful information concerning the risks and
consequences of alcohol and drug consumption that are particular to the workplace, that the
workplace is perhaps the most structured part of a person's daily environment and may be a
suitable forum for public health information, and that workers tend not to be offended by public
health campaigns as a general proposition if they are persuasive but not coercive in terms of
recommending a change in behaviour or lifestyle.
Although employers should be sensitive to concerns that public health programmes have a
persuasive rather than a coercive orientation, the appropriate ethical choice mitigates in favour
of initiating and supporting such programmes not only for the potential good of the
establishment in terms of economic benefits associated with fewer alcohol and drug problems,
but also for the general well-being of workers.
It should also be remarked that workers have ethical responsibilities with respect to alcohol
and drugs in the workplace. Among these ethical responsibilities one could include a duty to be
fit for work and to abstain from use of intoxicants immediately before or during work, and a
duty to be vigilant with respect to substance use when one exercises safety-sensitive
functions. Other ethical precepts could include an obligation to assist colleagues who appear
to be having alcohol or drug problems as well as to provide a supportive and friendly work
environment for those trying to overcome these problems. Also, workers should cooperate with
the employer with respect to reasonable measures taken to promote safety and health in the
workplace with respect to alcohol and drugs. However, workers should not be obligated to
accept an invasion of their privacy when there is no compelling work-related justification or
when the measures requested by the employer are disproportionate to the end to be attained.
In 1995, an ILO international meeting of experts, composed of 21 experts drawn equally from
governments, employers' groups and workers' organizations, adopted a Code of Practice on
http://www.ilo.org/encyclopaedia/?doc&nd=857400053&nh=0&ssect=2 (3 of 4)1/22/2006 5:22:47 PM

Case Study: Drugs and Alcohol in the Workplace - Ethical Considerations

the Management of Alcohol- and Drug-related Issues in the Workplace (ILO 1996). This Code
of Practice addresses many of the ethical considerations that should be examined when
dealing with workplace-related issues concerning alcohol and drugs. The Code of Practice is
particularly useful as a reference because it also makes practical recommendations
concerning how to manage potential alcohol- and drug-related problems that may arise in the
employment context.
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INTERNATIONAL CODE OF ETHICS FOR OCCUPATIONAL HEALTH
PROFESSIONALS
International Commission on Occupational Health
Introduction
Codes of ethics for occupational health professionals, as distinct from Codes of ethics for medical
practitioners, have been adopted during the past ten years by a number of countries. There are several
reasons for the development of interest in ethics in occupational health at the national and international
levels.
One is the increased recognition of the complex and sometimes competing responsibilities of
occupational health and safety professionals towards the workers, the employers, the public, the
competent authority and other bodies (public health and labour authorities, social security and judicial
authorities). Another reason is the increasing number of occupational health and safety professionals as
a result of the compulsory or voluntary establishment of occupational health services. Yet another factor
is the development of a multi-disciplinary and intersectoral approach in occupational health which
implies an increasing involvement in occupational health services of specialists who belong to various
professions.
For the purpose of this Code, the expression “occupational health professionals” is meant to include all
those who by profession carry out occupational safety and health activities, provide occupational health
services or who are involved in occupational health practice, even if this happens only occasionally. A
wide range of disciplines is concerned with occupational health since it is at an interface between
technology and health involving technical, medical, social and legal aspects. Occupational health
professionals include occupational health physicians and nurses, factory inspectors, occupational
hygienists and occupational psychologists, specialists involved in ergonomics, in accident prevention
and in the improvement of the working environment as well as in occupational health and safety
research. The trend is to mobilise the competence of these occupational health professionals within the
framework of a multi-disciplinary approach which may sometimes take the form of a multi-disciplinary
team.
Many other professionals from a variety of disciplines such as chemistry, toxicology, engineering,
radiation health, epidemiology, environmental health, applied sociology and health education may also
be involved, to some extent, in occupational health practice. Furthermore, officials of the competent
authorities, employers, workers and their representatives and first aid workers have an essential role
and even a direct responsibility in the implementation of occupational health policies and programmes,
although they are not occupational health specialists by profession. Finally, many other professions such
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as lawyers, architects, manufacturers, designers, work analysts, work organisation specialists, teachers
in technical schools, universities and other institutions as well as the media personnel have an important
role to play in the improvement of the working environment and of working conditions.
The aim of occupational health practice is to protect workers' health and to promote the establishment
and maintenance of a safe and healthy working environment as well as to promote the adaptation of
work to the capabilities of workers, taking into account their state of health. A clear priority should be
given to vulnerable groups and to underserved working populations. Occupational health is essentially
preventive and should help the workers, individually and collectively, in safeguarding their health in their
employment. It should thereby help the enterprise in ensuring healthy and safe working conditions and
environment, which are criteria of efficient management and are to be found in well-run enterprises.
The field of occupational health is comprehensive and covers the prevention of all impairments arising
out of employment, work injuries and work-related diseases, including occupational diseases as well as
all aspects relating to the interactions between work and health. Occupational health professionals
should be involved, whenever possible, in the design of health and safety equipment, methods and
procedures and they should encourage workers' participation in this field. Occupational health
professionals have a role to play in the promotion of workers' health and should assist workers in
obtaining and maintaining employment notwithstanding their health deficiencies or their handicap. The
word “workers” is used here in a broad sense and covers all employees, including management staff
and the self-employed.
The approach in occupational health is multi-disciplinary and inter-sectoral. There is a wide range of
obligations and complex relationships among those concerned. It is therefore important to define the role
of occupational health professionals and their relationships with other professionals, with other health
professionals and with social partners in the purview of economic, social and health policies and
development. This calls for a clear view about the ethics of occupational health professionals and
standards in their professional conduct.
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In general, duties and obligations are defined by statutory regulations. Each employer has the
responsibility for the health and safety of the workers in his or her employment. Each
profession has its responsibilities which are related to the nature of its duties. When specialists
of several professions are working together within a multi-disciplinary approach, it is important
that they base their action on some common principles of ethics and that they have an
understanding of each others' obligations, responsibilities and professional standards. Special
care should be taken with respect to ethical aspects, in particular when there are conflicting
rights such as the right to the protection of employment and the right to the protection of
health, the right to information and the right to confidentiality, as well as individual rights and
collective rights.
Some of the conditions of execution of the functions of occupational health professionals and
the conditions of operation of occupational health services are often defined in statutory
regulations. One of the basic requirements for a sound occupational health practice is a full
professional independence, i.e. that occupational health professionals must enjoy an
independence in the exercise of their functions which should enable them to make judgements
and give advice for the protection of the workers' health and for their safety within the
undertaking in accordance with their knowledge and conscience.
There are basic requirements for acceptable occupational health practice; these conditions of
operation are sometimes specified by national regulations and include in particular free access
to the work place, the possibility of taking samples and assessing the working environment,
making job analyses and participating in enquiries after an accident as well as the possibility to
consult the competent authority on the implementation of occupational safety and health
standards in the undertaking. Occupational health professionals should be allocated a budget
enabling them to carry out their functions according to good practice and to the highest
professional standards. This should include adequate staffing, training and re-training, support
and access to relevant information and to an appropriate level of senior management.
This code lays down general principles of ethics in occupational health practice. More detailed
guidance on a number of particular aspects can be found in national codes of ethics or
guidelines for specific professions. Reference to a number of documents on ethics in
occupational health are given at the end of this document. The provisions of this code aim to
serve as a guide for all those who carry out occupational health activities and cooperate in the
improvement of the working environment and working conditions. Its purpose is to contribute,
as regards ethics and professional conduct, to the development of common rules for team
work and a multi-disciplinary approach in occupational health.
The preparation of this code of ethics was discussed by the Board of ICOH in Sydney in 1987.
A draft was distributed to the Board members in Montreal and was subject to a process of
http://www.ilo.org/encyclopaedia/?doc&nd=857400068&nh=0&ssect=1 (1 of 7)1/22/2006 5:23:38 PM

International Code of Ethics for Occupational Health Professionals

consultations at the end of 1990 and at the beginning of 1991. The ICOH Code of Ethics for
Occupational Health Professionals was approved by the Board on 29 November 1991. This
document will be periodically reviewed. Comments to improve its content may be addressed to
the Secretary-General of the International Commission on Occupational Health.
Basic Principles
The three following paragraphs summarize the principles of ethics on which is based the
International Code of Ethics for Occupational Health Professionals prepared by the
International Commission on Occupational Health (ICOH).
Occupational health practice must be performed according to the highest professional
standards and ethical principles. Occupational health professionals must serve the health and
social wellbeing of the workers, individually and collectively. They also contribute to
environmental and community health.
The obligations of occupational health professionals include protecting the life and the health
of the worker, respecting human dignity and promoting the highest ethical principles in
occupational health policies and programmes. Integrity in professional conduct, impartiality and
the protection of the confidentiality of health data and of the privacy of workers are part of
these obligations.
Occupational health professionals are experts who must enjoy full professional independence
in the execution of their functions. They must acquire and maintain the competence necessary
for their duties and require conditions which allow them to carry out their tasks according to
good practice and professional ethics.
Duties and Obligations of Occupational Health Professionals
1. The primary aim of occupational health practice is to safeguard the health of workers and to
promote a safe and healthy working environment. In pursuing this aim, occupational health
professionals must use validated methods of risk evaluation, propose efficient preventive
measures and follow-up their implementation. The occupational health professionals must
provide competent advice to the employer on fulfilling his or her responsibility in the field of
occupational safety and health and they must honestly advise the workers on the protection
and promotion of their health in relation to work. The occupational health professionals should
maintain direct contact with safety and health committees, where they exist.
2. Occupational health professionals must continuously strive to be familiar with the work and
the working environment as well as to improve their competence and to remain well informed
in scientific and technical knowledge, occupational hazards and the most efficient means to
eliminate or to reduce the relevant risks. Occupational health professionals must regularly and
routinely, whenever possible, visit the workplaces and consult the workers, the technicians and
the management on the work that is performed.
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3. The occupational health professionals must advise the management and the workers on
factors within the undertaking which may affect workers' health. The risk assessment of
occupational hazards must lead to the establishment of an occupational safety and health
policy and of a programme of prevention adapted to the needs of the undertaking. The
occupational health professionals must propose such a policy on the basis of scientific and
technical knowledge currently available as well as of their knowledge of the working
environment. Occupational health professionals must also provide advice on a programme of
prevention which should be adapted to the risks in the undertaking and which should include,
as appropriate, measures for controlling occupational safety and health hazards, for monitoring
them and for mitigating their consequences in the case of an accident.
4. Special consideration should be given to the rapid application of simple preventive
measures which are cost-effective, technically sound and easily implemented. Further
investigations must check whether these measures are efficient and a more complete solution
must be recommended, where necessary. When doubts exist about the severity of an
occupational hazard, prudent precautionary action should be taken immediately.
5. In the case of refusal or of unwillingness to take adequate steps to remove an undue risk or
to remedy a situation which presents evidence of danger to health or safety, the occupational
health professionals must make, as rapidly as possible, their concern clear, in writing, to the
appropriate senior management executive, stressing the need for taking into account scientific
knowledge and for applying relevant health protection standards, including exposure limits,
and recalling the obligation of the employer to apply laws and regulations and to protect the
health of workers in his or her employment. Whenever necessary, the workers concerned and
their representatives in the enterprise should be informed and the competent authority should
be contacted.
6. Occupational health professionals must contribute to the information of workers on
occupational hazards to which they may be exposed in an objective and prudent manner which
does not conceal any fact and emphasises the preventive measures. The occupational health
personnel must cooperate with the employer and assist him or her in fulfilling his or her
responsibility of providing adequate information and training on health and safety to the
management personnel and workers, about the known level of certainty concerning the
suspected occupational hazards.
7. Occupational health professionals must not reveal industrial or commercial secrets of which
they may become aware in the exercise of their activities. However, they cannot conceal
information which is necessary to protect the safety and health of workers or of the community.
When necessary, the occupational health professionals must consult the competent authority
in charge of supervising the implementation of the relevant legislation.
8. The objectives and the details of the health surveillance must be clearly defined and the
workers must be informed about them. The validity of such surveillance must be assessed and
it must be carried out with the informed consent of the workers by an occupational health
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professional approved by the competent authority. The potentially positive and negative
consequences of participation in screening and health surveillance programmes should be
discussed with the workers concerned.
9. The results of examinations, carried out within the framework of health surveillance must be
explained to the worker concerned. The determination of fitness for a given job should be
based on the assessment of the health of the worker and on a good knowledge of the job
demands and of the worksite. The workers must be informed of the opportunity to challenge
the conclusions concerning their fitness for their work that they feel contrary to their interest. A
procedure of appeal must be established in this respect.
10. The results of the examinations prescribed by national laws or regulations must only be
conveyed to management in terms of fitness for the envisaged work or of limitations necessary
from a medical point of view in the assignment of tasks or in the exposure to occupational
hazards. General information on work fitness or in relation to health or the potential or probable
health effects of work hazards, may be provided with the informed consent of the worker
concerned.
11. Where the health condition of the worker and the nature of the tasks performed are such
as to be likely to endanger the safety of others, the worker must be clearly informed of the
situation. In the case of a particularly hazardous situation, the management and, if so required
by national regulations, the competent authority must also be informed of the measures
necessary to safeguard other persons.
12. Biological tests and other investigations must be chosen from the point of view of their
validity for protection of the health of the worker concerned, with due regard to their sensitivity,
their specificity and their predictive value. Occupational health professionals must not use
screening tests or investigations which are not reliable or which do not have a sufficient
predictive value in relation to the requirements of the work assignment. Where a choice is
possible and appropriate, preference must always be given to non-invasive methods and to
examinations, which do not involve any danger to the health of the worker concerned. An
invasive investigation or an examination which involves a risk to the health of the worker
concerned may only be advised after an evaluation of the benefits and the risks involved and
cannot be justified in relation to insurance claims. Such an investigation is subject to the
worker's informed consent and must be performed according to the highest professional
standards.
13. Occupational health professionals may contribute to public health in different ways, in
particular by their activities in health education, health promotion and health screening. When
engaging in these programmes, occupational health professionals must seek the participation
of both employers and workers in their design and in their implementation. They must also
protect the confidentiality of personal health data of the workers.
14. Occupational health professionals must be aware of their role in relation to the protection of
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the community and of the environment. They must initiate and participate, as appropriate, in
identifying, assessing and advising on the prevention of environmental hazards arising or
which may result from operations or processes in the enterprise.
15. Occupational health professionals must report objectively to the scientific community on
new or suspected occupational hazards and relevant preventive methods. Occupational health
professionals involved in research must design and carry out their activities on a sound
scientific basis with full professional independence and follow the ethical principles attached to
research work and to medical research, including an evaluation by an independent committee
on ethics, as appropriate.
Conditions of Execution of the Functions of Occupational Health Professionals
1. Occupational health professionals must always act, as a matter of priority, in the interest of
the health and safety of the workers. Occupational health professionals must base their
judgements on scientific knowledge and technical competence and call upon specialized
expert advice as necessary. Occupational health professionals must refrain from any
judgement, advice or activity which may endanger the trust in their integrity and impartiality.
2. Occupational health professionals must maintain full professional independence and
observe the rules of confidentiality in the execution of their functions. Occupational health
professionals must under no circumstances allow their judgement and statements to be
influenced by any conflict of interest, in particular when advising the employer, the workers or
their representatives in the undertaking on occupational hazards and situations which present
evidence of danger to health or safety.
3. The occupational health professionals must build a relationship of trust, confidence and
equity with the people to whom they provide occupational health services. All workers should
be treated in an equitable manner without any form of discrimination with regards to age, sex,
social status, ethnic background, political, ideological or religious opinions, nature of the illness
or the reason which led to the consultation of the occupational health professionals. A clear
channel of communication must be established and maintained between occupational health
professionals and the senior management executive responsible for decisions at the highest
level about the conditions and the organisation of work and the working environment in the
undertaking, or with the board of directors.
4. Whenever appropriate, occupational health professionals must request that a clause on
ethics be incorporated in their contract of employment. This clause on ethics should include, in
particular, the right of occupational health specialists to apply professional standards and
principles of ethics. Occupational health professionals must not accept conditions of
occupational health practice which do not allow for performance of their functions according to
the desired professional standards and principles of ethics. Contracts of employment should
contain guidance on the legal contractual and ethical position on matters of conflict, access to
records and confidentiality in particular. Occupational health professionals must ensure that
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their contract of employment or service does not contain provisions which could limit their
professional independence. In case of doubt, the terms of the contract must be checked with
the assistance of the competent authority.
5. Occupational health professionals must keep good records with the appropriate degree of
confidentiality for the purpose of identifying occupational health problems in the enterprise.
Such records include data relating to the surveillance of the working environment, personal
data such as the employment history and health-related data such as the history of
occupational exposure, results of personal monitoring of exposure to occupational hazards and
fitness certificates. Workers must be given access to their own records.
6. Individual medical data and the results of medical investigations must be recorded in
confidential medical files which must be kept secured under the responsibility of the
occupational health physician or the occupational health nurse. Access to medical files, their
transmission, as well as their release, and the use of information contained in these files is
governed by national laws or regulations and national codes of ethics for medical practitioners.
7. When there is no possibility of individual identification, information on group health data of
workers may be disclosed to management and workers' representatives in the undertaking or
to safety and health committees, where they exist, in order to help them in their duties to
protect the health and safety of exposed groups of workers. Occupational injuries and
occupational diseases must be reported to the competent authority according to national laws
and regulations.
8. Occupational health professionals must not seek personal information which is not relevant
to the protection of workers' health in relation to work. However, occupational physicians may
seek further medical information or data from the worker's personal physician or hospital
medical staff, with the worker's informed consent, for the purpose of protecting the health of
this worker. In so doing, the occupational health physician must inform the worker's personal
physician or hospital medical staff of his or her role and of the purpose for which the medical
information or data is required. With the agreement of the worker, the occupational physician
or the occupational health nurse may, if necessary, inform the worker's personal physician of
relevant health data as well as of hazards, occupational exposures and constraints at work
which represent a particular risk in view of the worker's state of health.
9. Occupational health professionals must cooperate with other health professionals in the
protection of the confidentiality of the health and medical data concerning workers. When there
are problems of particular importance, occupational health professionals must inform the
competent authority of procedures or practices currently used which are, in their opinion,
contrary to the principles of ethics. This concerns in particular the medical confidentiality,
including verbal comments, record keeping and the protection of confidentiality in the recording
and in the use of information placed on computer.
10. Occupational health professionals must increase the awareness of employers, workers and
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their representatives of the need for full professional independence and avoid any interference
with medical confidentiality in order to respect human dignity and to enhance the acceptability
and effectiveness of occupational health practice.
11. Occupational health professionals must seek the support of employers, workers and their
organisations, as well as of the competent authorities, for implementing the highest standards
of ethics in occupational health practice. They should institute a programme of professional
audit of their own activities in order to ensure that appropriate standards have been set, that
they are being met and that deficiencies, if any, are detected and corrected.
(This article is a reprint of the ICOH published Code.)
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OCCUPATIONAL HEALTH TRENDS IN DEVELOPMENT
Jerry Jeyaratnam
This article discusses some of the currently specific concerns and issues relating to occupational health
in the developing world and elsewhere. The general technical subjects common to both the developed
and the developing world (e.g., lead and pesticides) are not dealt with in this article as they have been
addressed elsewhere in the Encyclopaedia. In addition to the developing countries, some of the
emerging occupational health issues of the Eastern European nations too have been addressed
separately in this chapter.
It is estimated that by the year 2000 eight out of ten workers in the global workforce will be from the
developing world, demonstrating the need to focus on the occupational health priority needs of these
nations. Furthermore, the priority issue in occupational health for these nations is a system for the
provision of health care to their working population. This need fits in with the World Health Organization
(WHO) definition of occupational health, which expresses the concern for the total health of the worker
and is not confined merely to occupational diseases. As shown in figure 20.1 the worker may be affected
by the general diseases of the community which may occur among workers, such as malaria, as well as
multi-factorial work-related diseases, in which work may contribute to or aggravate the condition.
Examples are cardiovascular diseases, psychosomatic illnesses and cancers. Finally, there are the
occupational diseases, in which exposure at the workplace is essential to causation, such as with lead
poisoning, silicosis or noise-induced deafness.
___________________________________________________________________________
Figure 20.1

Categories of disease affecting workers
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The WHO philosophy recognizes the two-way relationship between work and health, as represented in
figure 20.2. Work may have an adverse or beneficial effect on health, while the health status of the
worker has an impact on work and productivity.
___________________________________________________________________________
Figure 20.2

Two-way relationship between work and health
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___________________________________________________________________________
A healthy worker contributes positively to productivity, quality of products, work motivation and job
satisfaction, and thereby to the overall quality of life of individuals and society, making health at work an
important policy goal in national development. To achieve this goal, the WHO has recently proposed the
Global Strategy on Occupational Health for All (WHO 1995), in which the ten priority objectives are:
· strengthening of international and national policies for health at work and developing the necessary
policy tools
· development of healthy work environment
· development of healthy work practices and promotion of health at work
· strengthening of occupational health services
· establishment of support services for occupational health
· development of occupational health standards based on scientific risk assessment
· development of human resources for occupational health
· establishment of registration and data systems, development of information services for experts,
effective transmission of data and raising of public awareness through public information
· strengthening of research
· development of collaboration in occupational health and with other activities and services.
Occupational Health and National Development
It is useful to view occupational health in the context of national development as the two are intimately
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linked. Every nation wishes to be in a state of advanced development, but it is the countries of the
developing world which are most anxious-almost demanding-for rapid development. More often than not,
it is the economic advantages of such development which are most sought after. True development is,
however, generally understood to have a wider meaning and to encompass the process of improving the
quality of human life, which in turn includes aspects of economic development, of improving self-esteem
and of increasing people's freedom to choose. Let us examine the impact of this development on the
health of the working population, i.e., development and occupational health.
While the global gross domestic product (GDP) has remained almost unchanged for the period 1965-89,
there has been an almost tenfold increase in the GDP of the developing world. But this rapid economic
growth of the developing world must be seen in the context of overall poverty. With the developing world
constituting three quarters of the world's population, it accounts for only 15% of the global domestic
product. Taking Asia as a case in point, all of the countries of Asia except for Japan are categorized as
part of the developing world. But it needs to be recognized that there is no uniformity of development
even among the developing nations of Asia. For instance, today, countries and areas such as
Singapore, Republic of Korea, Hong Kong and Taiwan (China) have been categorized as newly
industrialized countries (NICs). Though arbitrary, this implies a transition stage from developing country
status to industrialized nation status. However, it must be recognized that there are no clear criteria
defining a NIC. Nevertheless, some of the salient economic features are high sustained growth rates,
diminishing income inequality, an active government role, low taxes, underdeveloped welfare state, high
savings rate and an economy geared to exports.
Health and Development
There exists an intimate relationship between health, development and the environment. Rampant and
uncontrolled development measures purely in terms of economic expansion could, under certain
circumstances, be considered to have an adverse impact on health. Usually, though, there exists a
strong positive relationship between a nation's economic status and health as indicated by life
expectancy.
As much as development is positively linked to health, it is not adequately recognized that health is a
positive force driving development. Health must be considered to be more than a consumer item.
Investing in health increases the human capital of a society. Unlike roads and bridges, whose
investment values dwindle as they deteriorate over time, the returns on health investments can generate
high social returns for a lifetime and well into the next generation. It should be recognized that any health
impairment that the worker may suffer is likely to have an adverse effect on work performance, a matter
of considerable interest particularly to nations in the throes of rapid development. For instance, it is
estimated that poor occupational health and reduced working capacity of workers may cause an
economic loss of up to 10 to 20% of gross national product (GNP). Furthermore, the World Bank
estimates that two-thirds of occupationally determined disability adjusted life years (DALYS) could be
prevented by occupational health and safety programmes. As such, the provision of an occupational
health service should not be viewed as a national expense to be avoided, but rather as one that is
necessary for the national economy and development. It has been observed that a high standard of
occupational health correlates positively with a high GNP per capita (WHO 1995). The countries
investing most in occupational health and safety show the highest productivity and strongest economies,
while countries with the lowest investment have the lowest productivity and the weakest economies.
Globally, each worker is said to contribute US$9,160 to the annual domestic product. Evidently the
worker is the engine of the national economy and the engine needs to be kept in good health.
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Development results in many changes to the social fabric, including the pattern of employment
and changes in the productivity sectors. In the early stages of development, agriculture
contributes extensively to national wealth and the workforce. With development, the role of
agriculture begins to decline and the contribution of the manufacturing sector to national wealth
and the workforce becomes dominant. Finally, there comes a situation where the service
sector becomes the largest income source, as in the advanced economies of industrialized
countries. This is clearly evident when a comparison is made between the group of NICs and
the group of Association of Southeast Asian (ASEAN) nations. The latter could be categorized
as middle income nations of the developing world, while the NICs are countries straddling the
developing and the industrialized worlds. Singapore, a member of ASEAN, is also a NIC. The
ASEAN nations, though deriving approximately a quarter of their gross domestic product from
agriculture, have almost half of their GDP drawn from industry and manufacturing. The NICs,
on the other hand, particularly Hong Kong and Singapore, have approximately two-thirds of
their GDP from the service sector, with very little or none from agriculture. The recognition of
this changing pattern is important in that occupational health services must respond to the
needs of each nation's workforce depending on their stage of development (Jeyaratnam and
Chia 1994).
In addition to this transition in the workplace, there also occurs a transition in disease patterns
with development. A change in disease patterns is seen with increasing life expectancy, with
the latter indicative of increasing GDP. It is seen that with development or an increase in life
expectancy, there is a large decrease in death from infectious diseases while there are large
increases in deaths from cardiovascular diseases and cancers.
Occupational Health Concerns and Development
The health of the workforce is an essential ingredient for national development. But, at the
same time, adequate recognition of the potential pitfalls and dangers of development must be
recognized and safeguarded against. The potential damage to human health and the
environment consequent to development must not be ignored. Planning for development can
avert and prevent harms associated therewith.
Lack of adequate legal and institutional structure
The developed nations evolved their legal and administrative structure to keep pace with their
technological and economic advancements. In contrast, the countries of the developing world
have access to the advanced technologies from the developed world without having developed
either legal or administrative infrastructure to control their adverse consequences to the
workforce and the environment, causing a mismatch between technological development and
social and administrative development.
Further, there is also careless disregard of control mechanisms for economic and/or political
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reasons (e.g., the Bhopal chemical disaster, where an administrator's advice was overruled for
political and other reasons). Often, the developing countries will adopt standards and
legislation from the developed countries. There is, however, a lack of trained personnel to
administer and enforce them. Furthermore, such standards are often inappropriate and have
not taken into account differences in nutritional status, genetic predisposition, exposure levels
and work schedules.
In the area of waste management, most developing countries do not have an adequate system
or a regulatory authority to ensure proper disposal. Although the absolute amount of waste
produced may be small in comparison to developed countries, most of the wastes are
disposed of as liquid wastes. Rivers, streams and water sources are severely contaminated.
Solid wastes are deposited on land sites without proper safeguards. Furthermore, developing
countries have often been the recipients of hazardous wastes from the developed world.
Without proper safeguards in hazardous waste disposal, the effects of environmental pollution
will be seen for several generations. Lead, mercury and cadmium from industrial waste are
known to contaminate water sources in India, Thailand and China.
Lack of proper planning in siting of industries and residential areas
In most countries, the planning of industrial areas is undertaken by the government. Without
the presence of proper regulations, residential areas will tend to congregate around such
industrial areas because the industries are a source of employment for the local population.
Such was the case in Bhopal, India, as discussed above, and the Ulsan/Onsan industrial
complex of the Republic of Korea. The concentration of industrial investment in the Ulsan/
Onsan complex brought about a rapid influx of population to Ulsan City. In 1962, the
population was 100,000; within 30 years, it increased to 600,000. In 1962, there were 500
households within the boundaries of the industrial complex; in 1992, there were 6,000. Local
residents complained of a variety of health problems that are attributable to industrial pollution
(WHO 1992).
As a result of such high population densities in or around the industrial complexes, the risk of
pollution, hazardous wastes, fires and accidents is greatly multiplied. Furthermore, the health
and future of the children living around these areas are in real jeopardy.
Lack of safety-conscious culture among workers and management
Workers in developing countries are often inadequately trained to handle the new technologies
and industrial processes. Many workers have come from a rural agricultural background where
the pace of work and type of work hazards are completely different. The educational standards
of these workers are often much lower as compared to the developed countries. All these
contribute to a general state of ignorance on health risks and safe workplace practices. The toy
factory fire in Bangkok, Thailand, discussed in the chapter Fire, is an example. There were no
proper fire safety precautions. Fire exits were locked. Flammable substances were poorly
stored and these had blocked all the available exits. The end result was the worst factory fire in
history with a death toll of 187 and another 80 missing (Jeyaratnam and Chia 1994).
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Accidents are often a common feature because of a lack of commitment of management to the
health and safety of the workers. Part of the reason is the lack of skilled personnel in
maintaining and servicing industrial equipment. There is also a lack of foreign exchange, and
government import controls make it difficult to obtain proper spare parts. High turnover of
workers and the large readily available labour market also make it unprofitable for
management to invest heavily in workers' training and education.
Transfer of hazardous industries
Hazardous industries and unsuitable technologies in the developed countries are often
transferred to the developing countries. It is cheaper to transfer the entire production to a
country where the environmental and health regulations are more easily and cheaply met. For
example, industries in the Ulsan/Onsan industrial complex, Republic of Korea, were applying
emission control measures in keeping with local Korean legislation. These were less stringent
than in the home country. The net effect is a transfer of potentially polluting industries to the
Republic of Korea.
High proportion of small-scale industries
Compared to the developed countries, the proportion of small-scale industries and the
proportion of workers in these industries are higher in the developing countries. It is more
difficult in these countries to maintain and enforce compliance in occupational health and
safety regulations.
Lower health status and quality of health care
With economic and industrial development, new health hazards are introduced against a
backdrop of poor health status of the population and a less than adequate primary health care
system. This will further tax the limited health care resources.
The health status of workers in the developing countries is often lower compared to that of
workers in developed countries. Nutritional deficiencies and parasitic and other infectious
diseases are common. These can increase the susceptibility of the worker to developing
occupational diseases. Another important observation is the combined effect of workplace and
non-workplace factors on the health of the worker. Workers with nutritional anaemias are often
very sensitive to very low levels of inorganic lead exposure. Significant anaemias are often
seen with blood lead levels of around 20
. A further example is seen among workers with
congenital anaemias like thalassaemias, the carrier rate for which in some countries is high. It
has been reported that these carriers are very sensitive to inorganic lead, and the time taken
for the haemoglobin to return to normal is longer than in non-carriers.
This situation reveals a narrow dividing line between traditional occupational diseases, workrelated diseases and the general diseases prevalent in the community. The concern in the
countries of the developing world should be for the overall health of all people at work. In order
to achieve this objective, the nation's health sector must accept responsibility for organizing a
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programme of work for the provision of health care services for the working population.
It must also be recognized that the labour sector has an important role in ensuring the safety of
the work environment. In order to achieve this, there is a need to review legislation so that it
covers all workplaces. It is inadequate to have legislation limited to factory premises.
Legislation should not only provide a secure and safe workplace, but also ensure the provision
of regular health services to the workers.
Thus it would be evident that two important sectors, namely the labour sector and the health
sector, have important roles to play in occupational health. This recognition of the
intersectoriality of occupational health is an extremely important ingredient for the success of
any such programme. In order to achieve proper coordination and cooperation between these
two sectors, it is necessary to develop an intersectorial coordinating body.
Finally, legislation for the provision of occupational health services and ensuring the safety of
the workplace is fundamental. Again, many Asian countries have recognized this need and
have such legislation today, although its implementation may be wanting to some extent.
Conclusions
In developing countries, industrialization is a necessary feature of economic growth and
development. Although industrialization can bring about adverse health effects, the
accompanying economic development can have many positive effects on human health. The
aim is to minimize the adverse health and environmental problems and maximize the benefits
of industrialization. In the developed countries, experience from the adverse effects of the
Industrial Revolution has led to regulation of the pace of development. These countries have
generally coped fairly well and had the time to develop all the necessary infrastructure to
control both health and environmental problems.
The challenge today for the developing countries who, because of international competition, do
not have the luxury of regulating their pace of industrialization, is to learn from the mistakes
and lessons of the developed world. On the other hand, the challenge for the developed
countries is to assist the developing countries. The developed countries should not take
advantage of the workers in developing countries or their lack of financial capacity and
regulatory mechanisms because, at the global level, environmental pollution and health
problems do not respect political or geographical boundaries.
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INDUSTRIALIZED COUNTRIES AND OCCUPATIONAL HEALTH AND SAFETY
Toshiteru Okubo
Overview
Economic activity, as expressed by per capita gross national product (GNP), differs substantially
between developing countries and industrialized countries. According to a ranking by the World Bank,
the GNP of the country heading the list is approximately fifty times that of the country at the bottom. The
share of the world's total GNP by the member countries of the Organization for Economic Co-operation
and Development (OECD) is almost 20%.
OECD member countries account for almost one-half the world's total energy consumption. Carbon
dioxide emissions from the top three countries account for 50% of the earth's total burden; these
countries are responsible for major global pollution problems. However, since the two oil crises in 1973
and 1978, industrialized countries have been making efforts to save energy by replacing old processes
with more efficient types. Simultaneously, heavy industries consuming much energy and involving much
heavy labour and exposure to hazardous or dangerous work have been moving from these countries to
less industrialized countries. Thus, the consumption of energy in developing countries will increase in
the next decade and, as this occurs, problems related to environmental pollution and occupational health
and safety are expected to become more serious.
In the course of industrialization, many countries experienced ageing of the population. In the major
industrialized nations, those 65 years or older account for 10 to 15% of the total population. This is a
significantly higher proportion than that of developing countries.
This disparity reflects the lower reproduction rate and lower mortality rates in the industrialized countries.
For example, the reproduction rate in industrialized countries is less than 2%, whereas the highest rates,
more than 5%, are seen in African and Middle Eastern countries and 3% or more is common in many
developing countries. The increased proportion of female workers, ranging from 35 to 50% of the work
force in industrialized countries (it is usually under 30% in less industrialized countries), may be related
to the decreased number of children.
Greater access to higher education is associated with a higher proportion of professional workers. This
is another significant disparity between industrialized and developing countries. In the latter, the
proportion of professional workers has never exceeded 5%, a figure in sharp contrast to the Nordic
countries, where it ranges from 20 to 30%. The other European and the North American countries fall in
between, with professionals making up more than 10% of the workforce. Industrialization depends
primarily on research and development, work that is associated more with excess stress or strain in
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contrast to the physical hazards characteristic of much of the work in developing countries.
Current Status of Occupational Health and Safety
The economic growth and the changes in the structure of major industries in many industrializing
countries has been associated with reduced exposure to hazardous chemicals, both in terms of the
levels of exposure and the numbers of workers exposed. Consequently, instances of acute intoxication
as well as typical occupational diseases are diminishing. However, the delayed or chronic effects due to
exposures many years previously (e.g., pneumoconiosis and occupational cancer) are still seen even in
the most industrialized countries.
At the same time, technical innovations have introduced the use of many newly created chemicals into
industrial processes. In December, 1982, to guard against the hazards presented by such new
chemicals, OECD adopted an international recommendation on a Minimum Premarketing Set of Data for
Safety.
Meanwhile, life in the workplace and in the community have continued to become more stressful than
ever. The proportions of troubled workers with problems related to or resulting in alcohol and/or drug
abuse and absenteeism have been on the rise in many industrialized countries.
Work injuries have been decreasing in many industrialized countries largely due to progress in safety
measures at work and the extensive introduction of automated processes and equipment. The reduction
of the absolute number of workers engaging in more dangerous work due to the change of industrial
structure from heavy to light industry is also an important factor in this decrease. The number of workers
killed in work accidents in Japan decreased from 3,725 in 1975 to 2,348 in 1995. However, analysis of
the time trend indicates that the rate of decrease has been slowing over the past ten years. The
incidence of work injuries in Japan (including fatal cases) fell from 4.77 per one million working hours in
1975 to 1.88 in 1995; a rather slower decrease was seen in the years 1989 to 1995. This bottoming out
of the trend toward reductions in industrial accidents has also been seen in some other industrialized
countries; for example, the frequency of work injuries in the United States has not improved for more
than 40 years. In part, this reflects the replacement of classic work accidents which can be prevented by
various safety measures, by the new types of accidents caused by the introduction of automated
machines in these countries.
The ILO Convention No. 161 adopted in 1985 has provided an important standard for occupational
health services. Even though its scope includes both developing and developed countries, its
fundamental concepts are based on existing programmes and experience in industrialized countries.
The basic framework of an occupational health service system of a given country is generally described
in legislation. There are two major types. One is represented by the United States and the United
Kingdom, in which the legislation stipulates only the standards to be satisfied. Achievement of the goals
is left to the employers, with the government providing information and technical assistance on request.
Verifying compliance with the standards is a major administrative responsibility.
The second type is represented by the legislation of France, which not only prescribes the goals but also
details the procedures for reaching them. It requires employers to provide specialized occupational
health services to the employees, using physicians who have become certified specialists, and it
requires service institutions to offer such services. It specifies the number of workers to be covered by
the appointed occupational physician: in worksites without a hazardous environment more than 3,000
workers can be covered by a single physician, whereas the number is smaller for those exposed to
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defined hazards.
Specialists working in the occupational health setting are expanding their target fields in the
industrialized countries. Physicians have become more specialized in preventive and health
management than ever before. In addition, occupational health nurses, industrial hygienists,
physiotherapists and psychologists are playing important roles in these countries. Industrial hygienists
are popular in the United States, while environment measurement specialists are much more common in
Japan. Occupational physiotherapists are rather specific to the Nordic countries. Thus, there are some
differences in the kind and distribution of existing specialists by region.
Establishments with more than several thousand workers usually have their own independent
occupational health service organization. Employment of specialists including those other than
occupational physicians, and provision of the minimum facilities necessary to provide comprehensive
occupational health services, are generally feasible only when the size of the workforce exceeds that
level. Provision of occupational health services for small establishments, especially for those with only a
few workers, is another matter. Even in many industrialized countries, occupational health service
organizations for smaller-scale establishments have not yet been established in a systematic manner.
France and some other European countries have legislation articulating minimum requirements for the
facilities and services to be provided by occupational health service organizations, and each enterprise
without its own service is required to contract with one such organization to provide the workers with the
prescribed occupational health services.
In some industrialized countries, the content of the occupational health programme is focused mainly on
preventive rather than on curative services, but this is often a matter of debate. In general, countries with
a comprehensive community health service system tend to limit the area to be covered by the
occupational health programme and regard treatment as a discipline of community medicine.
The question of whether periodic health check-ups should be provided for the ordinary worker is another
matter of debate. Despite the view held by some that check-ups involving general health screening have
not proven to be beneficial, Japan is one of a number of countries in which a requirement that such
health examinations be offered to employees has been imposed on employers. Extensive follow-up,
including continuing health education and promotion, is strongly recommended in such programmes,
and longitudinal record keeping on an individual basis is considered indispensable for achieving its
goals. Evaluation of such programmes requires long-term follow-up.
Insurance systems covering medical care and compensation for workers involved in work-related injuries
or diseases are found in almost all industrialized countries. However, there is much variation among
these systems with regard to management, coverage, premium payment, types of benefits, extent of the
commitment to prevention, and the availability of technical support. In the United States, the system is
independent in each state, and private insurance companies play a large role, whereas in France the
system is managed completely by the government and incorporated extensively into the occupational
health administration. Specialists working for the insurance system often play an important part in
technical assistance for the prevention of occupational accidents and diseases.
Many countries provide a post-graduate educational system as well as residency training courses in
occupational health. The doctorate is usually the highest academic degree in occupational health, but
specialist qualification systems also exist.
The schools of public health play an important part in the education and training of occupational health
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experts in the United States. Twenty-two of the 24 accredited schools provided occupational health
programmes in 1992: 13 provided programmes in occupational medicine and 19 had programmes in
industrial hygiene. The occupational health courses offered by these schools do not necessarily lead to
an academic degree, but they are closely related to the accreditation of specialists in that they are
among the qualifications needed to qualify for the examinations that must be passed in order to become
a diplomat of one of the boards of specialists in occupational health.
The Educational Resource Program (ERC), funded by the National Institute for Occupational Safety and
Health (NIOSH), has been supporting residency programmes at these schools. The ERC has
designated 15 schools as regional centres for the training of occupational health professionals.
It is often difficult to arrange education and training in occupational health for physicians and other health
professionals who are already involved in primary health care services in the community. A variety of
distance-learning methods have been developed in some countries-for example, a correspondence
course in the United Kingdom and a telephone communication course in New Zealand, both of which
have received good evaluations.
Factors Influencing Occupational Health and Safety
Prevention at the primary, secondary and tertiary levels should be a basic aim of the occupational safety
and health programme. Primary prevention through industrial hygiene has been highly successful in
decreasing the risk of occupational disease. However, once a level sufficiently below the permissible
standard has been reached, this approach becomes less effective, especially when cost/benefit is taken
into consideration.
The next step in primary prevention involves biological monitoring, focusing on differences in individual
exposure. Individual susceptibility is also important at this stage. Determination of fitness to work and
allocation of reasonable numbers of workers to particular operations are receiving increasing attention.
Ergonomics and various mental health techniques to reduce stress at work represent other
indispensable adjuncts in this stage.
The goal of preventing worksite exposures to hazards has been gradually overshadowed by that of
health promotion. The final goal is to establish self-management of health. Health education to achieve
this end is regarded as a major area to be covered by specialists. The Japanese government has
launched a health promotion programme entitled “Total Health Promotion Plan”, in which the training of
specialists and financial support for each worksite programme are major components.
In most industrialized countries, labour unions play an important part in occupational health and safety
efforts from the central to peripheral levels. In many European countries union representatives are
officially invited to be members of committees responsible for deciding the basic administrative
directions of the programme. The mode of labour commitment in Japan and the United States is indirect,
while the government ministry or department of labour wields administrative power.
Many industrialized countries have a workforce which comes from outside the country both officially and
unofficially. There are various problems presented by these immigrant workers, including language,
ethnic and cultural barriers, educational level, and poor health.
Professional societies in the field of occupational health play an important part in supporting training and
education and providing information. Some academic societies issue specialist certification. International
cooperation is also supported by these organizations.
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Projections for the Future
Coverage of workers by specialized occupational health services is still not satisfactory except in some
European countries. As long as provision of the service remains voluntary, there will be many uncovered
workers, especially in small enterprises. In high-coverage countries like France and some Nordic
countries, insurance systems play an important part in the availability of financial support and/or
technical assistance. To provide services for small establishments, some level of commitment by social
insurance may be necessary.
Occupational health service usually proceeds faster than community health. This is especially the case
in large companies. The result is a gap in services between occupational and community settings.
Workers receiving better health service throughout working life frequently experience health problems
after retirement. Sometimes, the gap between large and small establishments cannot be ignored as, for
example, in Japan, where many senior workers continue to work in smaller companies after mandatory
retirement from large companies. The establishment of a continuity of services between these different
settings is a problem that will inevitably have to be addressed in the near future.
As the industrial system becomes more complicated, control of environmental pollution becomes more
difficult. An intensive anti-pollution activity in a factory may simply result in moving the pollution source to
another industry or factory. It may also lead to the export of the factory with its pollution to a developing
country. There is a growing need for integration between occupational health and environmental health.
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CASE STUDIES IN TECHNOLOGICAL CHANGE
Michael J. Wright
Changes in plant technologies production pressures and the need for continually training workers are
essential to the safe and healthful environment. The following three examples occurred in the United
States. Technological change affects all workers around the world.
Production versus Safety
Production pressures can severely compromise safety and health unless management is careful to
analyse the potential consequences of decisions designed to increase productivity. One example comes
from a 1994 accident in a small steel plant in the United States.
At about 4:00 a.m. several workers were preparing to tap molten steel from an electric arc furnace. The
steel market was good and the enterprise was selling all the steel it could produce. Workers were on
heavy overtime schedules and the plant was working at full capacity. The furnace had been scheduled
for a shutdown in order to replace its refractory lining, which had worn dangerously thin. Hot spots had
already developed in the furnace shell, but the company wanted a couple of final batches of steel.
As the tap began, the lining of the vessel burned through. Steel and slag poured from the break and
quickly melted through a water line supplying the cooling system for the furnace. The water exploded
into steam with tremendous force. Two workers were in the path. Both were severely burned. One of
them died three days later.
One obvious cause of the accident was operating the furnace beyond the safe life of its refractory lining.
In addition, electric furnaces are generally designed to keep the main cooling water lines above the
height of the molten steel and slag at all times, in order to prevent exactly this kind of accident. However,
this furnace had been modified in the recent past to increase its capacity by raising the level of the
molten material, and the engineers overlooked the water line. A simple breakout of molten metal and
slag would have been serious, but without the water line it would not have caused a steam explosion,
and the injuries would not have been as severe. Both factors resulted from the demand for productivity
without sufficient concern for safety.
Training
Worker training should include more than a set of specific safety rules. The best safety training conveys
a comprehensive understanding of the process, equipment and potential hazards. It is important that
workers understand the reason for each safety rule and can respond to unforeseen situations not
covered by the rules.
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The importance of comprehensive training is illustrated by a 1986 accident in a North American steel
plant. Two workers entered a furnace vessel in order to remove scaffolding that had been used to reline
the vessel with new refractory brick. The workers followed a detailed “job safety analysis”, which outlined
each step in the operation. However, the job safety analysis was defective. The vessel had been refitted
two years previously with a system for blowing argon gas through the molten metal, in order to stir it
more effectively, and the job safety analysis had never been updated to account for the new argon
system.
Another work crew reconnected the argon system shortly before the two workers entered the vessel.
The valves were leaking, and the lines had not been blanked out. The atmospheric test required for
confined space entry was not properly done and the workers who entered the vessel were not present to
observe the test.
Both workers died from oxygen deficiency. A third worker entered the vessel in a rescue effort, but was
himself overcome. His life was saved by a fourth worker, who cut the end from a compressed air hose
and threw the hose in the vessel, thus providing oxygen to the unconscious victim.
One obvious cause of the accident was the failure of the enterprise to update the job safety analysis.
However, comprehensive training in the process, equipment and hazards might have enabled the
workers to identify the deficiencies in the job analysis and take steps to ensure that they could enter the
vessel safely.
Technological Change
The importance of analysing new or changed technology is illustrated by a 1978 accident in a North
American chemical plant. The enterprise was reacting toluene and other organic chemicals in a closed
vessel. The reaction was driven by heat, which was supplied to the vessel through a heating coil with
circulating hot water. The plant engineering department decided to replace the water with molten sodium
nitrate, in order to speed the reaction. However, the coil had been repaired with braising compounds
which melted at a temperature lower than the temperature of the sodium nitrate. As a result, sodium
nitrate began to leak into the vessel, where it reacted with the organic compounds to form unstable
organic nitrates.
The subsequent explosion injured several workers, destroyed the reactor vessel, and damaged the
building. However, the consequences could have been much worse. The accident happened late at
night, when no workers were near the vessel. In addition, hot shrapnel entered a nearby process unit
containing large amounts of diethyl ether. Fortunately, none of those vessels or lines were hit. An
explosion on the day shift, or one which released a vapour cloud of diethyl ether, could have caused
multiple deaths.
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SMALL ENTERPRISES AND OCCUPATIONAL HEALTH AND SAFETY
Bill Glass
Small workplaces have been a characteristic mode of production since earliest times. Cottage industries
where members of a family work on the basis of a division of labour still exist in both urban and rural
situations to this day. In fact, it is true of all countries that the majority of workers, paid or unpaid, work in
enterprises which can be classified as small.
Before defining their health problems, it is necessary to define a small enterprise. It is generally
recognized that a small enterprise is one employing 50 or fewer workers. It may be located in the home,
a farm, a small office, a factory, mine or quarry, a forestry operation, a garden or a fishing boat. The
definition is based on the number of workers, not what they do or whether they are paid or unpaid. The
home is clearly a small enterprise.
Common Features of Small Enterprises
Common features of small enterprises include (see table 20.1):
· They are likely to be undercapitalized.
· They are usually non-unionized (the home and the farm in particular) or under-unionized (office,
factory, food shop, etc.).
· They are less likely to be inspected by government agencies. In fact, a study carried out some years
ago indicated that the existence of many small enterprises was not even known to the government
department responsible for them (Department of Community Health 1980).
___________________________________________________________________________
Table 20.1

Features of small-scale enterprises and their consequences

Lack of capital
·
·
·
·

poor environmental conditions
cheaper raw materials
inferior equipment maintenance
inadequate personal protection

Non- or under-unionization
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·
·
·
·

inferior pay rates
longer working hours
non-compliance with award conditions
exploitation of child labour

Inferior inspection services
· poor environmental conditions
· greater hazard level
· higher injury/illness rates
__________________________________________________________________________
As a result, workplace environmental conditions, which generally reflect available capital, are inevitably
inferior to those in larger enterprises: cheaper raw materials will be purchased, maintenance of
machinery will be reduced and personal protective equipment will be less available.
Under- or non-unionization will lead to inferior pay rates, longer working hours and non-compliance with
award conditions. Work will often be more intensive and children and old people are more likely to be
exploited.
Inferior inspection services will result in poorer working environments, more workplace hazards and
higher injury and illness rates.
These characteristics of small enterprises place them at the edge of economic survival. They come into
and go out of existence on a regular basis.
To balance these significant disadvantages, small enterprises are flexible in their productive systems.
They can respond quickly to change and often develop imaginative and flexible solutions to the
requirements of technical challenge. At a social level, the owner is usually a working manager and
interacts with the workers on a more personal level.
There is evidence to support these beliefs. For example, one US study found that the workers in
neighbourhood panel beating shops were regularly exposed to solvents, metal pigments, paints,
polyester plastic fumes and dust, noise and vibration (Jaycock and Levin 1984). Another US survey
showed that multiple short-term exposures to chemical substances were characteristic of small
industries (Kendrick, Discher and Holaday 1968).
A Finnish study investigating this occurrence in 100 workplaces found that short-duration exposures to
chemicals were typical in small industry and that the duration of exposure increased as the firm grew
(Vihina and Nurminen 1983). Associated with this pattern were multiple exposures to different chemicals
and frequent exposures to peak levels. This study concluded that chemical exposure in small
enterprises is complex in character.
Perhaps the most dramatic illustration of the impact of size on occupational health risk was presented at
the Second International Workshop on Benzene in Vienna, 1980. For most of the delegates from the
petroleum industry, benzene posed little health risk in the workplace; their workplaces employed
sophisticated medical, hygiene and engineering techniques to monitor and eliminate any potential
exposure. In contrast, a delegate from Turkey when commenting on the boot-making industry, which to a
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large extent was a cottage industry carried out in the home, reported that men, women and children
were exposed to high concentrations of “an unlabelled solvent”, benzene, which resulted in the
occurrence of anaemias and leukaemias (Aksoy et al. 1974). The difference in exposure in the two
situations was a direct consequence of workplace size and the more intimate contact of the workers in
the cottage-style, boot-making industry, compared with the large-scale petroleum enterprises.
Two Canadian researchers have identified the main difficulties faced by small businesses as: a lack of
awareness of health hazards by managers; the higher cost per worker to reduce these hazards; and an
unstable competitive climate which makes it unlikely that such businesses can afford to implement the
safety standards and regulations (Lees and Zajac 1981).
Thus, much of the experience and recorded evidence indicate that the workers in small enterprises
constitute an under-served population from the standpoint of their health and safety. Rantanan (1993)
attempted a critical review of available sources for the WHO Interregional Task Group on Health
Protection and Health Promotion of Workers in Small Scale Industries, and found that reliable
quantitative data on illnesses and injuries to workers in small-scale industries are unfortunately sparse.
In spite of the lack of reliable quantitative data, experience has demonstrated that the characteristics of
small-scale industries result in a greater likelihood of musculoskeletal injuries, lacerations, burns,
puncture wounds, amputations and fractures, poisonings from inhalation of solvents and other chemicals
and, in the rural sector, pesticide poisonings.
Serving the Health Needs of Workers in Small-Scale Enterprises
The difficulty in serving the health and safety needs of workers in small enterprises stems from a number
of features:
· Rural enterprises are often isolated as a result of being located at a distance from main centres with
bad roads and poor communications.
· Workers on small fishing vessels or in forestry operations also have limited access to health and safety
services.
· The home, where most cottage industry and unpaid “housework” is located, is frequently ignored in
health and safety legislation.
· Educational levels of workers in small-scale industries are likely to be lower as a result of leaving
school earlier or the lack of access to schools. This is accentuated by the employment of children and
migrant workers (legal and illegal) who have cultural and language difficulties.
· Although it is clear that small-scale enterprises contribute significantly to the gross domestic product,
the fragility of the economies in developing countries makes it difficult to provide funds to serve the
health and safety needs of their workers.
· The great number and variability of small-scale enterprises make it difficult to effectively organize
health and safety services for them.
In summary, workers in small-scale enterprises have certain characteristics which make them vulnerable
to health problems and make it difficult to provide them with health care. These include:
· Inaccessibility to available health services for geographic or economic reasons and a willingness to
tolerate unsafe and unhealthy conditions of work, primarily because of poverty or ignorance.
· Deprivation because of poor education, housing, transport and recreation.
· An inability to influence policy making.
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What are the Solutions?
These exist at several levels: international, national, regional, local and workplace. They involve policy,
education, practice and funding.
A conceptual approach was developed at the Colombo meeting (Colombo Statement 1986), although
this looked particularly at developing countries. A restatement of these principles as applicable to smallscale industry, wherever it is located, follows:
1. National policies need to be formulated to improve health and safety of all workers in small-scale
industries with special emphasis on education and training of managers, supervisors and workers and
the means of ensuring that they receive adequate information to protect the health and safety of all
workers.
2. Occupational health services for small-scale industries need to be integrated with the existing health
systems providing primary health care.
3. Adequate training for occupational health personnel is needed. This should be tailored to the type of
work carried out, and would include training for primary health care workers and specialists as well as
the public health inspectors and nurses mentioned above.
4. Adequate communication systems are needed to ensure the free flow of occupational health and
safety information among workers, management and occupational health personnel at all levels.
5. Occupational health care for small isolated groups through primary health care workers (PHCWs) or
their equivalent should be provided. In rural areas, such a person is likely to be providing general health
care on a part-time basis and an occupational health content can be added. In small urban workplaces,
such a situation is less likely. Persons from the workforce selected by their fellow workers will be needed.
6. These rural and urban PHCWs, who will require initial and ongoing training and supervision, need to
be linked to the existing health services. The “link health worker” should be an appropriate full-time
health professional with at least three years of training. This health professional is the crucial link in the
effective functioning of the service. (See figure 20.3.)
7. Occupational hygiene which measures, evaluates and controls environmental hazards, is an essential
part of occupational health care. Appropriate occupational hygiene services and skills should be
introduced into the service both centrally and peripherally.
___________________________________________________________________________
Figure 20.3 Patterns of health care for workers in small plants
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___________________________________________________________________________
Despite the establishment of these principles, very little progress has been made, almost certainly
because small workplaces and the workers who work in them are given a low priority in the health
service planning of most countries. Reasons for this include:
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· lack of political pressure by such workers
· difficulty in servicing the health needs because of such features as isolation, educational levels and
innate traditionalism, already mentioned
· the lack of an effective primary health care system.
Approaches to the solution of this problem are international, national and local.
International
A troublesome feature of the global economy is the negative aspects associated with the transfer of
technology and the hazardous processes associated with it from developed to developing countries. A
second concern is “social dumping”, in which, in order to compete in the global marketplace, wages are
lowered, safety standards ignored, hours of work extended, age of employment is lowered and a form of
modern-day slavery is instituted. It is urgent that new ILO and WHO instruments (Conventions and
Recommendations) banning these practices be developed.
National
All-embracing occupational safety and health legislation is needed, backed up by a will to implement and
enforce it. This legislation needs to be supported by positive and widespread health promotion.
Local
There are a number of organizational models for occupational health and safety services which have
been successful and which, with appropriate modifications, can accommodate most local situations.
They include:
· An occupational health centre can be established in localities where there is a dense population of
small workplaces, to provide both accident and emergency treatment as well as education and
intervention functions. Such centres are usually supported by government funding, but they may also be
funded through a sharing of costs by a number of local small industries, usually on a per-employee basis.
· A big company's occupational health service may be extended to surrounding small industries.
· A hospital-based occupational health service which already covers accident and emergency services
can supplement this with a visiting primary health care service concentrating on education and
intervention.
· A service can be provided where a general practitioner provides treatment services in a clinic but uses
a visiting occupational health nurse to offer education and intervention in the workplace.
· A specialist occupational health service staffed by a multidisciplinary team comprising occupational
physicians, general practitioners, occupational health nurses, physiotherapists and specialists in
radiography, pathology and so on, may be established.
· Whatever the model employed, the service must be linked to the workplace by a “link health care
worker”, a trained health professional multiskilled in both the clinical and hygiene aspects of the
workplace. (See figure 20.3.)
Regardless of the organizational form utilized, the essential functions should include (Glass 1982):
· a centre for training first-aiders among the workers in surrounding small industries
· a centre for the treatment of minor injuries and other work-related health problems
· a centre for the provision of basic biological monitoring including screening examinations of hearing,
lung function, vision, blood pressure and so on, as well as the earliest signs of the toxic effects of
exposure to occupational hazards
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· a centre for the provision of basic environmental investigations to be integrated with the biological
monitoring
· a centre for the provision of health and safety education that is directed by or at least coordinated by
safety consultants familiar with the kinds of workplaces being served
· a centre from which rehabilitation programmes could be planned, provided and coordinated with return
to work.
Conclusion
Small enterprises are a widespread, fundamental and essential form of production. Yet, the workers who
work in them frequently lack coverage by health and safety legislation and regulation, and lack adequate
occupational health and safety services. Consequently, reflecting the unique characteristics of small
enterprises, workers in them have greater exposures to work hazards.
Current trends in the global economy are increasing the extent and the degree of exploitation of workers
in small workplaces and, thereby, increasing the risk of exposure to hazardous chemicals. Appropriate
international, national and local measures have been designed to diminish such risks and enhance the
health and well-being of those working in small-scale enterprises.
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TRANSFER OF TECHNOLOGY AND TECHNOLOGICAL CHOICE
Joseph LaDou
The Recent Period of Rapid Transition
The migration of industry from developed to developing countries is usually explained by the lower cost
of labour. Companies also establish operations abroad to reduce transportation costs by producing
within foreign markets, to overcome trade barriers and to avoid fluctuations in currency markets. But
some companies migrate to developing nations to escape occupational and environmental regulations
and enforcement at home. For many nations such investment is the primary source of new jobs.
Foreign companies and investors have been responsible for more than 60% of all industrial investment
in developing countries over the past decade. During the 1980s, a global financial market began to
emerge. In a span of ten years, international bank lending by the major developed countries rose from
4% of GDP to 44%. Between 1986 and 1990, foreign investment by the United States, Japan, West
Germany, France and Britain grew at an annual rate of 27%. Global cross-border investment is now
estimated to be $1,700 billion (LaDou and Levy 1995). There are about 35,000 transnational
corporations, with 147,000 foreign affiliates. Much of the investment in the developing world comes from
these corporations. The total annual sales of the 350 biggest transnational corporations are equal to onethird of the combined gross domestic products of the industrial world and exceed by far that of the
developing world.
Most investment in developing countries goes to Asia. Between 1986 and 1990, East and Southeast
Asia received $14 billion, Latin America $9 billion and Africa $3 billion. Central Europe is now openly
competing for a share of global investment. India, Vietnam, Egypt, Nicaragua and Uzbekistan have
recently liberalized their ownership rules to increase their attractiveness to investors.
Japanese companies and investments are found in almost every country in the world. With limited land
and great population density, Japan has a pressing need to export its waste-producing industries.
European nations have exported hazardous and environmentally outmoded industries to Africa and the
Middle East and are now beginning to export them to Central Europe. Western European corporations
are the largest investors in Bangladesh, India, Pakistan, Singapore and Sri Lanka.
China and India, with the world's largest populations, have had dramatic policy reversals in recent years
and as a result have welcomed industries from many countries. United States corporations are dominant
in China, Indonesia, the Philippines, Thailand and Hong Kong and Taiwan (China). US companies were
expected to commit $l billion of investment to Singapore in 1995, up 31% from 1994.
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The Industrialized Countries' Motivation
In the developed countries, industry provides jobs, pays taxes that support community services and is
subject to environmental and occupational health laws. As industrialized nations enact laws to limit the
environmental hazards associated with many industrial operations, production costs rise and undermine
competitive advantages. To offset this problem, manufacturers move many of their hazardous
operations to the newly industrialized countries. They are welcomed because the creation of an
infrastructure in many developing nations relies on industrial expansion by foreigners.
When industry migrates to developing nations, companies not only take advantage of lower wages, but
also benefit from the low tax rates in communities that are not spending much on such things as sewage
systems, water treatment plants, schools and public transportation. When companies establish plants in
developing countries, their tax burden is a small fraction of what it would be in most developed countries.
Anecdotal evidence in support of the transition
The University of California, the Johns Hopkins University and the University of Massachusetts have all
recently studied the health of American semiconductor workers. The studies demonstrate that women
have a major increase in the risk of miscarriage when they work in semiconductor plants. Researchers
participating in these studies remark that the companies are laying off the workers and shutting down the
plants so rapidly that these studies will probably be the last of sufficient size to give reliability to the
findings to be conducted with US workers.
Predictions for a reduction in studies on occupational health
The migration of American and Japanese semiconductor companies to Southeast Asia is dramatically
demonstrated in the newly industrialized country of Malaysia. Since the mid-1970s, Malaysia has
become the world's third largest semiconductor manufacturer and the world's largest exporter of
semiconductors. It is very unlikely that foreign companies will continue to fund research on occupational
and environmental health in a distant country with foreign workers. The savings realized by the foreign
manufacture of semiconductors will be enhanced by the ability of these companies to neglect health and
safety as do their international rivals. The miscarriage rate of semiconductor workers will be ignored by
governments and by industry in newly industrialized countries. Workers, for the most part, will not
recognize the association between work and miscarriage.
The Developing Countries' Environmental and Occupational Health Decline
Developing countries seldom have enforceable occupational and environmental regulations. They are
concerned with overwhelming problems of unemployment, malnutrition and infectious diseases, often to
the exclusion of environmental hazards. Newly industrialized countries are eager for the financial
benefits that foreign companies and foreign investors bring them. But with those benefits come social
and ecological problems.
The positive economic and social results of industrial activity in developing nations are accompanied by
serious environmental degradation. The major cities of developing nations are now reeling with the
impact of air pollution, the absence of sewage treatment and water purification, the growing quantities of
hazardous waste buried in or left on the soil or dumped into rivers or the oceans. In many of the world's
countries, there are no environmental regulations or, if they exist at all, there is little or no enforcement.
The workforce of developing nations is accustomed to working in small industry settings. Generally, the
smaller the industry, the higher the rate of workplace injury and illness. These workplaces are
characterized by unsafe buildings and other structures, old machinery, poor ventilation, and noise, as
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well as with workers of limited education, skill and training and employers with limited financial
resources. Protective clothing, respirators, gloves, hearing protectors and safety glasses are seldom
available. The companies are often inaccessible to inspections by government health and safety
enforcement agencies. In many instances, they operate as an “underground industry” of companies not
even registered with the government for tax purposes.
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The common public perception of off-shore industries is that of the major multinationals. Far
more common than these industrial giants are the many thousands of small companies owned
by foreign interests and operated or supervised by local managers. The ability of most foreign
governments to regulate industry or even to monitor the passage of goods and materials is
extremely limited. Migrating industries generally conform to the environmental and
occupational health and safety standards of the host country. Consequently, worker fatality
rates are much higher in newly industrialized countries than in the developed nations, and
workplace injuries occur with rates common to the developed nations during the early years of
the Industrial Revolution. In this regard, the Industrial Revolution is taking place all over again,
but with much larger populations of workers and in many more countries.
Virtually all of the world's population growth is occurring in the developing world. At present,
the labour force in developing countries totals around 1.76 billion, but it will rise to more than
3.1 billion in 2025- implying a need for 38 to 40 million new jobs every year (Kennedy 1993).
This being the case, worker demands for better working conditions are not likely to occur.
Migration of Occupational Illness and Injury to the Developing World
The incidence of occupational diseases has never been greater than it is today. The United
Nations estimates that 6 million occupational disease cases occur each year worldwide.
Occupational diseases occur with greater frequency per exposed worker in the developing
countries, and, of even greater significance, they occur with greater severity. Among miners,
construction and asbestos workers in some developing countries, asbestos is the major cause
of disability and ill health and, by some counts, the major cause of deaths. The occupational
and environmental hazards posed by asbestos products do not discourage the asbestos
industry from promoting asbestos in the developing world, where demand for low-cost building
materials outweighs health concerns.
Lead smelting and refining is migrating from developed countries to developing countries.
Recycling of lead products also passes from developed countries to poorer nations that are
often ill-prepared to deal with the occupational and environmental hazards created by lead.
Developed nations have few lead smelters today, this industrial activity having been passed to
the newly industrialized countries. Many lead-smelting activities in the developing world
operate with technologies that are unchanged from a century ago. When developed countries
boast of accomplishments in the area of lead recycling, almost invariably the lead is recycled in
developing countries and returned to the developed countries as finished products.
In developing countries, governments and industries accept the hazardous materials knowing
that reasonable exposure levels are not likely to be legislated or enforced. Leaded gasoline,
paints, inks and dyes, batteries and many other lead-containing products are produced in
developing countries by companies that are usually foreign-owned and the products are then
sold internationally by the controlling interests.
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In developing countries, where the majority of workers are in agriculture, pesticides are often
applied by hand. Three million pesticide poisonings occur each year in Southeast Asia
(Jeyaratnam 1992). Most pesticide manufacture in developing countries is done by foreignowned companies or local companies with capital invested by foreigners. The use of pesticides
in the developing countries is growing rapidly as they learn the advantages that such
chemicals offer to the agricultural industry and as they gain the capability to produce the
pesticides in their own countries. Pesticides such as DDT and dibromochloropropane (DBCP),
which are banned in most developed nations, are widely sold and used without restrictions in
the developing world. When health hazards cause removal of a pesticide from a developed
country's market, it often finds its way to the unregulated markets in developing countries.
The chemical industry is one of the most rapidly growing industrial sectors in the emerging
global economy. The chemical companies of the developed countries are found throughout the
world. Many smaller chemical companies migrate to the developing countries, making the
chemical industry a major contributor to environmental contamination. As population growth
and industrialization continue throughout the poorer regions of the world, demand for
pesticides, chemical fertilizers and industrial chemicals grows as well. To compound this
problem, chemicals that are banned in developed countries are often manufactured in
increased quantities in the newly industrialized countries. DDT is a compelling example. Its
worldwide production is at record levels, yet it has been illegal to produce or use DDT in most
developed countries since the 1970s.
Costs Shifting to Developing World
The experience of industrialized countries with the costs of occupational safety and
environmental programmes is that a very substantial financial burden is being shifted to newlyindustrialized nations. The cost of future accidents such as Bhopal, mitigation of environmental
damage and effects on the public health are not often discussed with candour in the
developing world. The consequences of global industry may become the roots of widespread
international conflicts when the long-term economic realities of industrial migration become
more apparent.
The Developing Nation Conundrum
Developing nations seldom support the adoption of the environmental standards of the
developed world. In some instances, opponents argue that it is a matter of national sovereignty
that allows each nation to develop its own standards. In other cases, there is long-standing
resentment of any foreign influence, especially from the nations that have already increased
their standard of living from the industrial activities that are now being regulated. Developing
nations take the position that after they have the standard of living of the developed nations,
they will then adopt stricter regulatory policies. When developed nations are asked to provide
developing nations with industries whose technology is environmentally benign, interest in
industrial migration lessens dramatically.
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The Need for International Intervention
International organizations must take a stronger lead in approving and coordinating technology
transfer. The shameful practice of exporting obsolete and hazardous technologies to
developing countries when these processes can no longer satisfy the environmental standards
of the developed countries must be stopped. International agreements must replace the
perverse incentives that threaten the world's environment.
There have been many efforts to control the behaviour of industry. The Organization for
Economic Cooperation and Development (OECD) Guidelines for Multinational Enterprises, the
United Nations (UN) Code of Conduct on Transnational Corporations and the International
Labour Organization (ILO) Tripartite Declaration of Principles Concerning Multinational
Enterprises and Social Policy attempt to provide a framework of ethical behaviour. The Basel
Convention on the Control of Transboundary Movements of Hazardous Wastes and Their
Disposal was adopted in March 1994. Although it halts most hazardous wastes from crossing
borders, it also serves to institutionalize a trade in recyclable wastes that reflected the need for
political compromise.
Some international lending institutions are now producing environmental impact assessments
(EIAs) when the host country is unable to perform this task. Assessment of the local impact
potential of at least certain hazardous industry sitings ought to be mandatory and occupational
health and safety standards could be added to plant siting assessments.
The International Organization for Standardization (ISO) has undertaken the development of
voluntary standards, the ISO 14000 series that are likely to become the international standard
for environmental management. These encompass environmental management systems,
environmental audits, eco-labelling, environmental performance evaluations, life-cycle
assessment and environmental aspects in product standards (Casto and Ellison, 1996).
Many developed nations have established recommended exposure levels for workers that
cannot be exceeded without regulatory or legal action. But in developing countries, exposure
standards are often non-existent, not enforced, or too lax to be of use. International standards
can and should be developed. Developing countries, and particularly the foreign companies
that manufacture there, can be given a reasonable period of time to comply with the standards
that are enforced throughout most of the developed world. If this is not done, some workers in
these countries will pay an inordinate part of the cost of industrialization.
Conclusions
Next part of the document
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The most logical international standard of occupational health and safety is the development of
an international workers' compensation insurance system. Workers in all countries are entitled
to the basic benefits of workers' compensation law. The incentive for employers to provide a
healthy and safe work setting that workers' compensation insurance provides for should be
such as to benefit workers in all countries, regardless of the ownership of the company.
There must be an international legal system to deal with the environment and there must be an
enforcement capability strong enough to discourage even the most criminal of polluters. In
1972, the member countries of OECD agreed to base their environmental policies on a
“polluter pays” principle (OECD 1987). The intent was to encourage industries to internalize
environmental costs and reflect them in the prices of products. Expanding on the principle,
strict liability provision in the laws of all countries could be developed for both property and
third-party damage. Thus, the waste generator would be responsible through an international
system of strict liability for management of waste from its production to its disposal.
Developing countries do not have large, well-funded environmental groups such as those that
exist in developed countries. Enforcement will require the training of personnel and the support
of governments which, until recently, placed so much emphasis on industrial expansion that
the issue of environmental protection was not even a consideration.
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FREE-TRADE AGREEMENTS
Howard Frumkin
Economists have long viewed free trade as an ideal. In 1821 economist David Ricardo argued that each
country should export those commodities it could produce with comparative advantage. Although
Ricardo considered only a single factor of production, labour, later theorists of relative factor proportions
extended this framework to capital, natural resources and other factors. Most modern economists
believe that restrictions on trade-protective tariffs, export subsidies and import quotas-create economic
inefficiencies, distorting the incentives of both producers and consumers and costing nations money.
They argue that in restricted national markets small firms proliferate to serve small markets, violating
economies of scale, and that incentives for producers to innovate and compete are blunted. Free-trade
advocates believe that arguments for trade restrictions, while often based on “the national interest”, are
usually disguised claims on behalf of special interests.
However, there are several economic arguments against free trade. One is based on domestic market
failures. If a domestic market such as the labour market does not function properly, then deviation from
free trade may help to restore that market or may yield compensatory gains in other parts of the
domestic economy. A second argument is that a fundamental assumption of free-trade theory,
immobility of capital, is no longer correct, so free trade may disadvantage some countries. Daly and
Cobb (1994) write:
The free flow of capital and goods (instead of goods only) means that investment is governed by
absolute profitability and not by comparative advantage. The absence of a free flow of labour means that
opportunities for employment decline for workers in the country in which investments are not being
made. This represents a more nearly accurate account of the world in which we live than does the
principle of comparative advantage, however applicable that may have been in Ricardo's day.
Within a free-trade area, the prices of goods that are traded tend to equalize. According to the factor
price equalization theorem, this is also true of factors of production, including wages, costs of regulatory
compliance, and perhaps externalized factors such as air pollution. That leads to a third argument
against free trade: it may exert downward pressure on wages, on health, safety, and environmental
practices, and on other factors of production, towards the lowest levels of any of the trading countries.
This raises serious occupational health and safety concerns.
Since the Second World War, industry has become increasingly international. Communications and
transportation have advanced rapidly. Information and capital are increasingly mobile. Multinational firms
have become an ever more prominent part of the world economy. In the process, production patterns
change, plants relocate, and employment is destabilized. Unlike capital, labour is relatively immobile,
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both geographically and in terms of skills. Industrial relocation has therefore placed considerable strains
on workers.
Against this background free trade has steadily increased. Eight rounds of multilateral trade negotiations
have taken place since 1947 under the General Agreement on Tariffs and Trade (GATT). The most
recent, the Uruguay Round, concluded in 1994 with the formation of the World Trade Organization
(WTO). GATT (and now WTO) member nations agree to three general principles: they refrain from
export subsidies (except in agriculture); they refrain from unilateral import quotas (except when imports
threaten “market disruption”); and any new or increased tariffs must be offset by reductions in other
tariffs to compensate trading partners. The WTO does not eliminate tariffs but it limits and regulates
them. Over 130 nations, many of them developing or “transition” nations, are WTO members. Total
membership is expected to exceed 150.
Since the 1980s further moves towards free trade have occurred on a regional level, through preferential
trading agreements. Under these agreements, countries agree to eliminate tariffs on trade with each
other while continuing to maintain tariff barriers against the rest of the world. These agreements are
known as customs unions, common markets or free-trade areas; examples include the European Union
and the three nations of North America. More loosely knit economic alliances, such as the Asian Pacific
Economic Cooperation (APEC), the Association of South-East Asian Nations (ASEAN) and the Mercado
Común del Sur (MERCOSUR), also promote trade among their members.
Job Health and Safety in Free-Trade Agreements
Free-trade agreements are designed to promote trade and economic development and most address
social issues such as worker health and safety only indirectly, if at all. However, a wide range of issues
affecting job health and safety may arise in the context of free-trade agreements.
Worker dislocation, unemployment and migration
Free-trade agreements occur in the context of larger economic and social trends, and may in turn
influence these trends. Consider free trade between two countries with different levels of development,
different wage scales and different employment opportunities. In this situation industries may relocate,
displacing workers from their jobs and creating unemployment in the country of origin. The newly
unemployed workers may then migrate to areas of greater employment opportunity, especially if, as in
Europe, barriers to emigration have also been lifted.
Unemployment, fear of unemployment, migration and the accompanying stress and social disruption
have a profound impact on the health of workers and their families. Some governments have attempted
to mitigate these effects with social programmes, including job retraining, relocation assistance and
similar supports, with mixed success.
Job health and safety standards
The member countries of a free-trade agreement may differ in their job health and safety standards. This
implies lower production costs for the countries with less stringent standards, an important trade
advantage. One likely result is political pressure within more protective countries to lower their
standards, and within less protective countries not to advance their standards, in order to preserve trade
advantages. Advocates of occupational health and safety cite this scenario as one of the major adverse
consequences of free trade.
Another likely result is also worrisome. A country may decide to block the importation of certain
hazardous materials or equipment to advance its occupational health agenda. Its trading partners may
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charge it with unfair trade practices, viewing this policy as a disguised trade barrier. In 1989, under the
US-Canada Free Trade Agreement, Canada accused the United States of unfair trading when the
United States moved to phase out asbestos imports. Such disputes can undermine the health and safety
standards of a country with more stringent standards.
On the other hand, free trade may also provide an opportunity to improve standards through
collaborative standard-setting, sharing of the technical information on which standards are based and
harmonization of disparate standards up to high levels. This is true of both occupational health and
safety standards and related labour standards such as child labour laws, minimum-wage requirements
and collective-bargaining regulations. A major obstacle to harmonization has been the issue of national
sovereignty; some countries have been reluctant to negotiate away any control over their labour
standards.
Enforcement practices
Identical concerns arise with regard to enforcement of regulations that are on the books. Even if two
trading partners have comparable occupational health and safety standards, one may enforce them less
scrupulously than the other, lowering production costs and gaining a competitive advantage. Remedies
include a dispute resolution process to allow countries to appeal an alleged unfair trade practice, and
collaborative efforts to harmonize enforcement practices.
Hazard communication
Next part of the document
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Hazard communication refers to a wide range of practices: worker training, provision of written materials on hazards and
protective measures, container labelling and worker access to medical and exposure records. These practices are
widely recognized as key components of successful occupational health and safety programmes. Free trade and
international commerce more generally have an impact on hazard communication in at least two ways.
First, if hazardous chemicals or processes are transported across national borders, workers in the receiving country
may be placed at risk. The receiving country may lack the capacity for appropriate hazard communication. Information
sheets, training materials and warning labels need to be provided in the language of the receiving country, at a reading
level appropriate for the exposed workers, as part of the import-export process.
Second, inconsistent requirements for hazard communication place a burden on companies that operate in more than
one country. Uniform requirements, such as a single format for chemical information sheets, help address this problem,
and may be encouraged in the context of free trade.
Training and human resource development
When trading partners differ in their levels of economic development, they are likely also to differ in their human
resources. Less affluent nations face shortages of industrial hygienists, safety engineers, occupational physicians and
nurses, trained labour educators and other key professionals. Even when two nations have comparable levels of
development, they may differ in their technical approaches to occupational health and safety. Free-trade agreements
provide an opportunity to reconcile these disparities. Through parallel structures the occupational health and safety
professionals from trading nations can meet, compare their practices, and agree on common procedures when
appropriate. Similarly, when a country has a shortage of certain professionals relative to one or more of its trading
partners, they can cooperate in offering formal training, short courses and other means of human resource
development. Such efforts are a necessary part of harmonizing occupational health practice effectively.
Data collection
An important aspect of coordinated efforts to protect worker health and safety is data collection. Under a free-trade
agreement several kinds of data collection may bear on worker health and safety. First, information on each country's
occupational health practices, particularly its means of implementing workplace standards, is necessary. Such
information helps monitor progress towards harmonization and can disclose violations that may constitute unfair trade
practices. Data on workplace exposures must be collected, not only for these reasons but also as part of routine
occupational health practice. Exposure data must be collected according to good industrial hygiene practice; if member
countries use consistent measurement procedures then comparisons among them are possible. Similarly, morbidity and
mortality data are essential as part of good occupational health and safety programmes. If the countries of a free-trade
agreement use consistent methods of collecting this information, then they can compare their health effects, identify
problem areas and target interventions. This may be difficult to achieve since many countries collect their health and
safety data from workers' compensation statistics, and compensation schemes vary widely.
Prevention
Finally, free trade provides an opportunity for harmonization of preventive approaches, technical assistance among
member nations and sharing of solutions. This may occur in the private sector when a company operates in several
countries and can implement a preventive practice or technology across borders. Companies that specialize in
occupational health services may themselves function internationally, spurred by a free-trade agreement, and function
to diffuse preventive practices among member countries. National labour unions in a free-trade agreement may also
collaborate. For example, the European Trade Union Technical Bureau for Health and Safety in Brussels was created
by the European Parliament with the support of key unions. Such efforts can push member countries towards upward
harmonization of preventive activities. Harmonization of preventive approaches may also occur at the governmental
level, through collaboration in technology development, training and other activities. Ultimately, the most positive effect
of free trade on occupational health and safety is improved prevention in each of the member countries.
Conclusion
Free-trade agreements are primarily designed to lower trade barriers and most do not directly address social issues
such as worker health and safety (see box). In Europe, free trade developed over several decades in a process that
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embraced social concerns to an unusual extent. The organizations in Europe responsible for occupational health and
safety are well funded, include representation from all sectors, and can pass directives that are binding on member
countries; this is clearly the most advanced of the world's free-trade agreements with respect to worker health. In North
America, NAFTA includes a detailed dispute resolution process that extends to occupational health and safety, but few
other initiatives to improve working conditions in the three member countries. Other regional trade pacts have not
incorporated occupational health and safety initiatives.
Economic integration of the world's nations is moving forward, due to rapid advances in communications, transportation
and capital investment strategies. Free-trade agreements govern some but not all of this increased trade among
nations. The changes in commercial patterns and the expansion of international trade have major implications for
worker health and safety. It is essential to link trade issues with occupational health and safety issues, using free-trade
agreements and other means, to ensure that advances in commerce are accompanied by advances in worker
protection.
________________________________________________________________________________________________

Case Studies
World Trade Organization
Next part of the document
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The World Trade Organization (WTO), established in 1995 as the result of the Uruguay Round
of multilateral trade negotiations, is the successor to the General Agreement on Tariffs and
Trade (GATT), the international trade agreement dating from the late 1940s. The WTO is the
legal and institutional foundation of the world's multilateral trading system. It aims to promote
open international trade, not only in goods (as in GATT), but also in services and intellectual
property. The WTO also has an explicit goal of advancing development, especially of the least
developed countries.
The WTO is designed to promote trade, and related issues such as occupational safety and
health are addressed only insofar as they may interfere with free trade. Two Agreements are
relevant. The Agreement on the Application of Sanitary and Phytosanitary Measures
addresses food safety and animal and plant health regulations. It permits countries to
promulgate such regulations, but requires that they be based on science, applied only to the
extent necessary to protect human, animal, or plant life or health, and should not arbitrarily
discriminate between member countries. While member countries are encouraged to base
their regulations on international standards, they are permitted to set more stringent standards
if there is scientific justification or if they have based their standards on an appropriate risk
assessment. The Agreement on Technical Barriers to Trade reinforces these precepts. Its goal
is to prevent technical regulations and standards from posing unnecessary obstacles to trade.
To this end, there is a code of good practice for promulgating standards and a requirement that
standards be applied equitably to domestic and imported products.
While the foregoing two Agreements pertain principally to environmental, food quality, and
pharmaceutical regulations, they could conceivably be applied to occupational health and
safety. The summary statement from the 1995 Marrakesh meeting of the WTO provided for the
formation of a working party on International Labour Standards. However, the WTO has thus
far avoided addressing occupational health and safety, and several member governments,
especially those of developing countries, have held that worker health should remain a national
prerogative, uncoupled from international trade considerations. Therefore, the WTO has to
date played no role in advancing occupational health and safety.
Europe
Economic integration in Europe is distinguished by its early origins, dating to the Treaty of
Rome in 1957, and by the prominence that social and political issues have assumed alongside
economic considerations. In fact, integration in Europe extends well beyond lowering trade
barriers; it also includes the free movement of workers (and soon of people in general), the
promulgation of binding transnational laws and regulations, and the creation of a transnational
bureaucracy with substantial financial backing. As a result, occupational health has received
considerable attention.
The European Economic Community (EEC), or Common Market, was established by the
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Treaty of Rome in 1957. This Treaty began to lift trade barriers among member nations, and
established the EEC's organizational structure. The Commission of the European Communities
became the EEC's civil service and bureaucracy, with its work carried out by 23 Directorates
General (including one, DG V, responsible for employment, industrial relations and social
affairs). The Council of Ministers handles major policy-making, while the European Parliament
has a co-decision-making role.
The Court of Justice adjudicates disputes that arise under treaties. The Advisory Committee on
Safety, Hygiene and Health Protection at Work (ACSH), established by the Council in 1974 to
advise the Commission, includes representatives of labour, management, and the
governments from each member country, and is supported by staff from the Health and Safety
Directorate of the DG V. The ACSH reviews legislative proposals relevant to occupational
health, initiates activities on specific hazards, and coordinates joint efforts. The Economic and
Social Committee has a consultative role.
In 1978 the Commission introduced the first Action Programme on Health and Safety, with
considerable support from the ACSH. It focused on hazardous substances, prevention of
machinery hazards, monitoring and inspections and the improvement of attitudes towards
health and safety. Since then, successive action programmes have been directed at other
occupational health concerns such as ergonomics, occupational health statistics, assistance
for small enterprises and training. These have promoted occupational health solutions
throughout the member nations, providing training, technical advice and written materials. For
example, in 1982 the Commission convened an informal group of senior labour inspectors to
encourage personnel and information exchanges among the 12 nations, comparison of
member countries' practices and improved practice. Such initiatives exemplify how the
integration of national economies can have positive effects on the practice of occupational
health and safety.
The Single European Act (SEA) of 1987 signalled a major step forward in European integration
and in the development of the European Free Trade Area. A firm date was set for the
establishment of a Single Market, 1992, and activity in a range of social issues, including
occupational health, was stimulated. Unanimity among member nations was no longer needed
to set policy; instead, a “qualified majority” could do so. Two of the Act's articles are especially
relevant to occupational health. Article 100(a) aims to harmonize product standards in the
member countries, a process that has important safety implications. This Article specifies that
standards should achieve a “high level of health protection”. Article 118(a) directly addresses
occupational health and safety, holding that member countries “shall pay particular attention to
encouraging improvements, especially in the working environments, as regards the health and
safety of workers, and shall set as their objective the harmonization of conditions in this area
while maintaining the improvements made”.
In 1989, two important events further solidified the role of occupational health in the process of
European integration. The Social Charter was adopted by 11 of the then 12 Member States,
including a clause that emphasized “the need for training, information, consultation and
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balanced participation of workers as regards the risks incurred and the steps taken to eliminate
or reduce them”.
Also in 1989, the Framework Directive was adopted by the Council, the first major policy
initiative under the SEA. It defined the EC (now the European Union (EU)) approach to worker
health and safety, extending to public and private employees in all member countries.
Employers were assigned a general “duty to ensure the safety and heath of workers in every
aspect related to work”, and specific duties to:
· evaluate workplace risks
· integrate preventive measures into all aspects of production
· inform workers and their representatives of risks and preventive measures taken
· consult workers and their representatives in all health and safety matters
· provide worker health and safety training
· designate workers with specific health and safety responsibilities
· provide appropriate health surveillance
· protect sensitive risk groups
· maintain injury and illness records.
The Framework Directive adopted a broad view of what workplace factors were relevant to
occupational health, including design issues, monotonous work and piece-work. It called for
active worker participation in health and safety programmes, including rights to advance
consultation with employers on health and safety initiatives, paid time off to perform health and
safety functions, meetings with government inspectors and refusal to work in case of “serious,
imminent and unavoidable danger” (subject to national laws). A series of so-called daughter
directives issued in the wake of the Framework Directive address the use of personal
protective equipment, manual handling of loads, work with video display terminals and other
issues.
Will the Framework Directive translate into effective national policy? Underlying this issue is
the EU's explicit commitment to the principle of subsidiarity, which holds that all policy should
be implemented by member countries rather than by the EU, unless “by reason of the scale of
effects of the proposed action” it is better carried out centrally. This will result in tension
between the mandates of the central directives and the sovereign actions of the member
countries.
Each member country is required to transpose the Framework Directive (like all directives) into
national law, to implement policies accordingly and to enforce them in practice. This process
leaves countries room for discretion and may allow some non-compliance. By all accounts the
EU is not well equipped to monitor member country compliance with its occupational health
and safety directives. Closer monitoring of each country's practices, and the political will to use
available remedies in cases of non-compliance (including appeal to the Court of Justice) will be
necessary if the EU's full potential in promoting occupational health is to be realized.
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A related question concerns the fate of national policies that are more protective than those of
the EU. Since Article 118(a) requires only a minimum common level of workplace protection,
there may be a tendency towards downward harmonization in response to economic pressures.
In 1994 the Council, acting on a three-year-old proposal from the Commission, established the
European Agency for Safety and Health at Work, sited in Bilbao, Spain. The Agency's aim is to
“provide the Community bodies, the Member States and those involved in the field with the
technical, scientific and economic information of use in the field of safety and health at work”. It
will focus on technical and scientific consultation to the Commission, information exchange,
training, consistent data collection and promoting research.
In 1995 the Commission published its action programme for the period 1996-2000. One
important component was continued attention to legislative initiatives-ensuring that Community
directives be accurately transported into national law, and promulgating new directives on
physical agents, chemical agents, transport, and work equipment. A longstanding Committee
of Senior Labour Inspectors was formalized to harmonize methods of workplace inspection
and to monitor the implementation of national labour laws. However, there was also
considerable emphasis on non-legislative measures, principally information and persuasion. A
new initiative, SAFE (Safety Actions for Europe) was announced, to address health and safety
problems in small and medium-sized firms. The approach planned was to identify successful
initiatives in model firms and to use these as examples for other firms.
In summary, European economic integration and free trade have evolved as part of a broader
programme of social and political integration. This process has included serious discussions of
social issues, including occupational health and safety. A complicated bureaucracy has several
components that bear on workplace health and safety. The reference point for the EU is
community law rather than national law, in contrast to every other free-trade agreement. This
arrangement is the world's most advanced example of promoting occupational health and
safety as a component of free trade. It will affect more than the EU countries; occupational
health and safety considerations will be part of every association, partnership and cooperation
agreement between the EU and the countries of Central and Eastern Europe, extending this
progressive tradition. The problems that persist-reconciling national sovereignty with
coordinated progress, monitoring compliance with Community directives, reconciling
differences between more and less progressive countries and sharing scarce technical
expertise and resources-will continue to pose challenges to European integration in coming
years.
North America
The three nations of North America have been major trading partners for many decades. The
first step towards a regional trading agreement was the US-Canada Free Trade Agreement of
1987, which lowered tariffs and other trading restrictions between those two countries. In the
early 1990s, in preparation for a continent-wide trade agreement, US and Mexican labour
authorities began several cooperative efforts, such as the training of labour inspectors. In 1993
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Mexico, Canada and the US ratified the North American Free Trade Agreement (NAFTA),
which took effect in 1994 for full implementation over about a decade. NAFTA was designed to
abolish most trade restrictions among the three countries.
The process that led to NAFTA differed from the European experience in several ways.
NAFTA had a shorter history and was negotiated rapidly. There was no tradition of
incorporating social issues into the process. Environmental and labour concerns were
ultimately codified in a pair of side agreements that were adopted alongside the NAFTA
proper. Environmental groups had been active in the debate leading to NAFTA and won a
number of environmental safeguards in the environmental side agreement, but labour groups
took a different approach. Unions and their allies, especially in the US and Canada, vigorously
opposed NAFTA and campaigned more to block the treaty altogether than for specific labourfriendly provisions. Moreover, there was reluctance among the three governments to relinquish
any sovereignty regarding their respective labour laws. As a result NAFTA's labour side
agreement is relatively narrow compared to the environmental side agreement or to the
European experience.
The labour side agreement, in an Annex, defines “guiding principles that the Parties are
committed to promote, subject to each Party's domestic law, but do not establish common
minimum standards”. These principles include prevention of occupational injuries and
illnesses, compensation in cases of occupational injuries and illnesses, protection of migrant
workers and children, more traditional labour rights such as freedom of association, the rights
to organize, bargain collectively and strike, and prohibition of forced labour. The stated
objectives of the side agreement are to improve working conditions, encourage information
exchange, data collection and collaborative studies and promote compliance with each
country's labour laws.
The early Articles of the labour side agreement urge each country to publicize its own labour
laws internally and to enforce them fairly, equitably and transparently. Next, a Commission for
Labour Cooperation is formed. It consists of a Council of the three labour ministers or their
designees, which is responsible for policy-making and promoting cooperative activities, and a
Secretariat headed by an Executive Director that will prepare background reports and studies
and otherwise support the Council. Moreover, each nation is directed to establish a National
Administrative Office which will serve as its liaison to the Commission and assist the
Commission in its work. Several general procedures are set forth, such as a direction to seek
expertise through cooperation with the ILO. However, the agreement defines few specific
procedures in support of its objectives.
Much of the concern that drove the side agreement was that a member nation, usually
presumed to be Mexico, might, through lax labour practices, gain an unfair trade advantage;
this would expose Mexican workers to low wages and unwholesome working conditions and
would transfer jobs away from US and Canadian workers. Hence, a large part of the side
agreement is dedicated to procedures for handling complaints and grievances. If such a
concern arises, the first step is supposed to be consultation between the governments involved
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at the ministerial level. Next, the Commission may form an Expert Committee of Evaluation
(ECE), usually three qualified people “chosen strictly on the basis of objectivity, reliability and
sound judgement”, to consider the matter, provided that the matter is trade related and is
“covered by mutually recognized labour laws”. The ECE may rely on information provided by
the Commission, each member nation, organizations or individuals with relevant expertise, or
the public. The ECE report is provided to each member nation.
If the ECE concludes that one country may have failed to enforce its labour standards then a
formal dispute resolution process may be triggered. Significantly, this process is available only
if the dispute pertains to occupational health and safety, child labour or minimum wages. First,
the involved nations attempt to negotiate a settlement. If they cannot agree, an arbitral panel is
convened from a roster of experts established and maintained by the Council. The panel
presents its findings of fact, its conclusion regarding whether a nation has failed to enforce its
standards, and its recommendations for corrective action. If the involved nation does not
comply with its recommendations, the panel may be reconvened and may impose fines. If a
nation refuses to pay its fine, the ultimate penalty is a suspension of NAFTA benefits, usually
through tariff imposition in the sector where the violation occurred, in order to recover the
amount of the fine.
Overall, the labour side agreement, as a framework for occupational health and safety under
NAFTA, is less extensive than corresponding European arrangements. The focus in NAFTA is
on dispute resolution rather than on joint research, information sharing, training, technology
development and related initiatives. The dispute resolution process, in the view of labour
advocates, is cumbersome, time-consuming and relatively toothless. More importantly, the
side agreement expresses no shared commitment to fundamental labour rights. It is assiduous
in respecting each nation's labour laws, and has no provisions for upgrading or harmonizing
those that are deficient. Its scope is narrow, and although there has been little experience to
date, it is likely that the broad European approach to occupational health, extending to such
concerns as shiftwork and stress, will not be replicated.
Asia and Latin America
Although Asia is the world's fastest growing economic region, free-trade negotiations in the
region have not advanced significantly. Neither the ASEAN nor the APEC has addressed
occupational health and safety in its trade negotiations. Similarly, the growing trading pacts of
Latin America, such as MERCOSUR and the Andean Pact, have included no occupational
health and safety initiatives.
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PRODUCT STEWARDSHIP AND THE MIGRATION OF INDUSTRIAL HAZARDS
Barry Castleman
Multinational corporations are dominant in the manufacturing and marketing of chemicals and other
products where occupational health and safety hazards are known to exist. These corporations have
long but variable experience in managing to control such hazards and some have developed large staffs
and procedures for this purpose. With the trend towards ever more free-trade agreements, the
dominance of multinational corporations (MNCs) is expected to expand, with a corresponding decline in
the scale of state-owned industries and privately owned industries within nations. It is thus appropriate to
consider the proper role of MNCs as industries are expanded all over the world, particularly in countries
that have to date had minimal resources made available for worker and environmental protection.
The European Chemical Industry Council (CEFIC), in its CEFIC Guidelines on Transfer of Technology
(Safety, Health and Environment Aspects), says that transferred technology should achieve a degree of
safety, health protection and protection of the environment equal to that of the technology supplier from
which it is derived and “equivalent to that achieved in the home facilities of the technology
supplier” (CEFIC 1991). This would seem especially applicable to the worldwide subsidiary operations of
MNCs.
Double Standards
There have been many examples where MNCs have not been as thorough in controlling industrial
hazards in developing countries as they were in their home countries. The most numerous reports of this
double standard have arisen in connection with asbestos and other ultra-hazardous materials, where
substantial control of the hazards would represent a major share of overall costs of production and
reduce sales in other ways. The cases described in the 1970s and early 1980s involved firms based in
West Germany, the United States, the United Kingdom, Switzerland, Italy, Austria and Japan
(Castleman and Navarro 1987).
The best-examined case of this double standard involves the pesticide manufacturing plant which
caused thousands of deaths and permanent health impairment to many thousands of people in Bhopal,
India, in 1984. Comparison of the Bhopal plant with a similar plant operated in the United States showed
numerous double standards in plant design and operation, safety auditing, worker training, staffing of
hazardous jobs, plant maintenance and management accountability. Additional relevant factors were the
relative lack of government regulation and civil liability in India, compared with the United States
(Castleman and Purkayastha 1985).
The Bhopal disaster focused world attention on the policies and practices of MNCs for safeguarding
worker health and safety and the environment. Many giant manufacturing companies suddenly realized
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that they were running excessive, reducible risks and moved to reduce the amounts of highly toxic
compressed gases they were storing and transporting. Transport of large cylinders of phosgene gas, for
example, went from being a common practice in the United States to being completely avoided. Such
changes were in no small part due to the fact that insurance for the consequences of chemical releases
into communities became virtually unavailable. But above and beyond purely economic considerations,
the ethics and morality of the conduct of the multinational companies were subjected to unprecedented
scrutiny.
Obviously, lower standards of worker and environmental protection can confer at least short-term
savings on factory owners. The temptation to increase profits by cutting costs is especially great where
there is virtually no governmental regulation, public awareness, trade union pressure or liability for
damages when something does go wrong. The Bhopal case showed that when profit levels are low,
there is an added pressure on management to reduce operating costs by methods whose immediate
costs are slight but whose long-term risks may be catastrophic. The structure of MNCs seemed ideal,
moreover, for insulating top management from bearing any personal responsibility for the consequences
of complying with local standards around the world.
The ILO investigation, Safety and Health Practices of Multinational Enterprises, found that “in comparing
the health and safety performance of home-based (MNCs) with that of the subsidiaries, it could generally
be said that the home country operations were better than those of the subsidiaries in the developing
countries” (ILO 1984). A United Nations Centre on Transnational Corporations (UNCTC) report urged
examination of MNC policies with regard to “occupational health and safety in their global operations.”
The report concluded that there were “numerous examples of a `double standard' in which worker and
community health protection measures by transnational corporations are far weaker in the developing
countries than in the transnational corporations' home nations”. Examples of this were in vinyl chloride,
pesticides, chromates, steel, chlorine and asbestos industries (UNCTC 1985).
The response of the very largest chemical MNCs based in the United States and the United Kingdom
was to deny that it was company policy to have different standards in different countries for protecting
people from the same industrial hazards. However, these sentiments have been expressed in different
ways, some of which entail greater commitment than others. Moreover, many remain sceptical that a
wide gulf remains between corporate policy statements and the reality of double standards in corporate
conduct.
Product Stewardship
Product stewardship refers to a seller's responsibility for preventing harm arising from products
marketed, throughout the life cycle of product use and disposal. It includes the responsibility of assuring
that a company buying the seller's chemical product does not use it in a hazardous manner; at least one
US firm, Dow Chemical, has long expressed a policy of refusing to sell chemicals to such customers. In
1992, the Chemical Manufacturers Association member companies in the United States adopted a code
that contemplates termination of sales to customers who do not correct “improper practices” in the use of
the chemicals they sell.
Examples of the need for product stewardship by pesticide producers abound. Repackaging of
pesticides in food containers and the use of pesticide drums to store drinking water are causes of
widespread death and disease. Small farmers' use and storage of pesticides and pesticide containers
reflect a general lack of training that manufacturers could provide.
In the Dominican Republic's Costanza Valley, defoliation from overuse of pesticides has caused the area
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to be called the “Valley of Death”. As the area gained media attention in 1991, Ciba-Geigy, a major
chemical MNC, introduced a programme to teach small farmers something about agronomy, integrated
pest management and safety. It was recognized that pesticide use in the valley had to be reduced.
Community response to Ciba's effort to “prove the economic and social benefits of a sustainable market”
was reported to be encouraging in the trade press. Ciba operates similar small farmer programmes in
Colombia, the Philippines, Indonesia, Pakistan, Mali, Mozambique and Nigeria. The Pesticide Action
Network is sceptical of corporate versions of “integrated pest management” that stress the “best mix” of
pesticides instead of training people in techniques whereby pesticide use is seen as a last resort.
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An important aspect of product stewardship is educational outreach to workers and the public
using the product, through warning labels, brochures and customer training programmes. For
certain hazardous products and containers in which they are sold, product stewardship entails
retrieving materials that customers would otherwise use improperly or dispose of as hazardous
wastes.
In US courts, product stewardship is strongly encouraged by the existence of liability for
damages caused by hazardous products and pollution. Individuals harmed by products whose
dangers were not always expressed in warnings by manufacturers have been awarded
substantial compensation for economic loss, pain and suffering and in some cases punitive
damages in addition. Manufacturers have withdrawn from the US market products shown in
animal experiments to cause reproductive abnormalities-rather than risk multimillion dollar
lawsuits from children of workers using the agent who have been born with birth defects.
These same products have sometimes continued to be marketed by the same companies in
other countries, where product liability is not a factor.
Liability and regulation have thus imposed a duty on manufacturers in some countries to
develop less toxic processes and products. But in the absence of public awareness, liability
and regulation, there is the possibility that the discredited, more hazardous technologies will
remain economically competitive, and there may even be a market for the older technology
that can be exploited in many countries. Thus, despite the advances being made by MNCs in
the development of “clean technology”, there is no reason to expect that these improvements
will be promptly transmitted to Africa, Asia, Latin America and Central and Eastern Europe. It is
very possible that some of the newly built industry in these regions will be made with used,
imported equipment. This poses an ethical challenge to the MNCs who own equipment that is
being replaced in Europe and North America.
Public Health Advances
A number of advances have occurred in recent years, which would unquestionably contribute
to the protection of public health and the environment wherever they take root. Industrial
research chemists, whose goal has traditionally been the maximization of product yield with
little concern about toxicity of products and by-products, now discuss developments in less
toxic technology at symposia on “green chemistry”, or “industrial ecology” (Illman 1994).
Examples include:
· the replacement of glycol ethers, chlorinated solvents and chlorofluorocarbon solvents as
cleaning agents in microelectronics processing
· replacement of organic solvents by water-based solvents in adhesives and sealants
· reduction of volatile, organic solvents in many paints, in favour of water-based paints, spraypainting technology using supercritical carbon dioxide, and powder coatings
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· replacement of cadmium and lead in pigments
· elimination of nitrous oxide air pollution in making adipic acid (used to make nylon, polyester
and polyurethane)
· replacement of acrylamide in grouting compounds
· replacement of chlorine bleaching in making paper
· conversion of phosgene, arsine and other toxic gases to less toxic intermediates which can
be handled instead in industrial processes, thus avoiding the need to store and transport large
quantities of highly toxic, compressed gases
· replacement of the phosgene process for making polycarbonates with a dimethyl carbonate
process
· synthesis of aliphatic isocyanates from amines and carbon dioxide instead of processes using
phosgene
· replacement of hydrofluoric acid with sulphuric acid or, better still, with solid catalysts, in oil
refinery gasoline alkylation units
· use of zeolite catalysts in cumene production, replacing phosphoric acid or aluminium
chloride catalysts and eliminating problems of acid waste disposal and the handling of
corrosive materials.
The worldwide promotion of less toxic technologies can be carried on both by individual MNCs
and through collective bodies. The Industry Cooperative for Ozone Layer Protection is one
vehicle major firms have used to promote environmentally superior technology. Through this
organization, with additional support by the World Bank, IBM has tried to help companies in
Asia and Latin America to switch to water-based cleaning and drying of circuit boards and disk
components.
Roles of Government
Industrial expansion is taking place in many countries, and in considering applications for new
industrial projects, governments have the opportunity and responsibility to evaluate health and
safety hazards of the imported technology. The host country should seek to ensure that new
operations will achieve high standards of performance. The project applicant should make the
commitment to achieve specific levels of pollutant release that will not be exceeded during
plant operations, and limits of worker exposure to toxic substances that will be attained. The
applicant should be willing to pay for the government to obtain the necessary monitoring
equipment to assure that these limits are observed in practice and to allow immediate access
to government inspectors at any time.
Special attention should be directed towards having project applicants describe their past
experience with the technology involved and its hazards. The host government has every
reason and right to know what workplace hazards and pollution levels exist at similar factories
operated by the project applicants. Similarly, it is important to know what laws, regulations and
standards for public health protection are honoured by the applicants at similar facilities in
other countries.
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The host government application process should include critical evaluation from the
standpoint, “Do we really need this?” And if the answer is yes, follow-up analysis should
proceed along the lines of trying to ensure that the technology is designed to produce the least
hazardous processes and products to provide whatever needs are served. This procedure
comports with the stated policies of leading MNCs. The fulfilment of ethical duties by
governments and corporations can best assure that public health related advances in
technology are transmitted rapidly around the world.
Major new projects in developing countries usually involve participation of foreign investor
MNCs. The accompanying guidelines (table 20.2) have been published by Greenpeace and
Third World Network (Malaysia), detailing information that governments can request from
foreign investors (Bruno 1994). To the extent that information on the technology and its
hazards is not submitted by the prospective foreign investors, governments can and should
take steps to obtain information on it independently.
___________________________________________________________________________
Table 20.2

Information from foreign investors for environmental review

A. The foreign investor shall provide an Environmental Impact Analysis of the proposed
project, including:
1. list of all raw materials, intermediates, products and wastes (with flow diagram)
2. list of all occupational health and safety standards and environment standards (wastewater
effluent releases, atmospheric emission rates for all air pollutants, detailed description and rate
of generation of solid wastes or other wastes to be disposed of on land or by incineration)
3. plan for control of all occupational health and safety hazards in plant operation, storage, and
transport of potentially hazardous raw materials, products and wastes
4. copy of corporation guidelines of the foreign investor for conducting environmental and
occupational health and safety impact analyses for new projects
5. manufacturer's safety data sheets on all substances involved.
B. The foreign investor shall provide complete information on locations, ages and performance
of existing plants and plants closed within the past five years in which the foreign investor has
partial or full ownership, where similar processes and products are used, including:
1. list of all applicable occupational health and safety standards and environmental standards,
including both legal requirements (standards, laws, regulations) and corporate voluntary
standards and practices for the control of occupational and environmental hazards of all kinds
2. description of all cases of permanent and/or total disability sustained or allegedly sustained
by workers, including workers' compensation claims
3. explanation of all fines, penalties, citations, violations, regulatory agreements, and civil
damage claims involving environmental and occupational health and safety matters as well as
hazards from or harm attributed to the marketing and transport of the products of such
enterprises
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4. description of the foreign investor's percentage of ownership and technology involvement in
each plant location and similar information for other equity partners and providers of
technology
5. names and addresses of governmental authorities who regulate or oversee environmental
and occupational health and safety for each plant location
6. explanation of cases where any plant's environmental impact has been the subject of
controversy within the local community or with regulatory authorities, including description of
the practices criticized and how criticism was resolved in each case
7. copies, with summary, of all corporate occupational health and safety and environmental
audits and inspection reports for each location, including such audits and reports by
consultants
8. copies of safety reports, reports of hazard assessment, and risk analysis reports carried out
with similar technology by the foreign investor and its consultants
9. copies of toxic release forms that have been submitted to governmental bodies (e.g., the US
Environmental Protection Agency or similar agencies in other countries) within the past five
years, for all plant locations
10. any information considered relevant by the foreign investor.
Next part of the document
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C. The foreign investor shall submit a statement of corporate policy on health, safety, and
environmental performance of worldwide operations. This must include the corporate policy on
laws, regulations, standards, guidelines, and practices for new industrial projects and
production facilities. The foreign investor shall explain how its global policy is implemented by:
describing the staff responsible for carrying out this policy, its authority and responsibilities,
and its position in the foreign investor corporate structure. Such descriptions will also include
the name, address, and telephone number of senior corporate management officials in charge
of this staff function. The foreign investor shall state whether it follows the same standards
worldwide for worker and environmental protection in all new projects; and if not, explain why
not.
D. The foreign investor shall agree to provide the developing country immediate access to the
proposed industrial facility at any time during its operation to conduct inspections, monitor
exposure of workers to hazards, and sample for pollution releases.
E. The foreign investor shall agree to fully train all employees exposed to potential
occupational hazards, including training on potential health effects of all exposures and the
most effective control measures.
F. The foreign investor shall agree to provide the developing country with equipment to
analyze workplace exposures and pollutant generation, including but not limited to all limits
specified in A(2) above, for the lifetime of the proposed project. The foreign investor shall
agree that the proposed project will pay the cost to the developing country government for all
medical and exposure monitoring during the lifetime of the proposed project.
G. The foreign investor shall agree that the proposed project will fully compensate any person
whose health, earning capacity, or property is harmed as a result of the project's occupational
hazards and environmental impacts, as determined by the government of the developing
country.
H. The foreign investor shall follow marketing safeguards as restrictive as those it applies
anywhere in the world, to assure that workers and members of the public are not harmed as a
result of the use of its products.
I. If the foreign investor becomes aware of a substantial risk of injury to health or the
environment from a substance it manufactures or sells in the developing country, a risk not
known and disclosed at the time of this application, the foreign investor agrees to notify the
environmental protection agency of the government of the developing country immediately of
such risk. (This is similar to requirements under section 8e of the Toxic Substances Control Act
of the USA.)
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J. The foreign investor shall provide the names, titles, addresses, phone, and fax numbers of
its senior corporate officials charged with implementing environmental and occupational and
safety and health policies including plant design and operations, corporate inspections and
reviews of plant performance, and product stewardship.
Source: Bruno 1994.
__________________________________________________________________________

Industrial hazards are not the only reason countries have for wanting to do environmental
impact reviews, and industrial projects are not the only ones warranting such scrutiny. The
importation and widespread use of energy-inefficient technology for manufacture of
refrigerators, electric motors and lighting has caused significant problems. In many countries,
electrical power generation could hardly keep up with demand even if energy efficiency were a
criterion in the evaluation of new technology and the design of commercial buildings. Energy
inefficiency poses major problems in development, including the cost of building and operating
excessive power generation capacity, pollution and the disincentives to expansion caused by
unreliable power supplies and breakdowns. Energy efficiency could free tremendous resources
for meeting basic needs instead of building and operating unneeded power plants.
Conclusion
Multinational corporations are in the most powerful position to determine what types of
technology will be transferred to countries in Asia, Africa, Latin America and Eastern and
Central Europe. The big companies have an ethical and moral obligation to promptly
implement global policies to eliminate double standards with respect to public health and the
environment. The lives of present and future generations will be vitally affected by the rate of
transfer of improved, less hazardous technologies throughout the world.
Governments, further, have the ethical duty to independently and critically screen industrial
and commercial projects. This role is best fulfilled by conducting searching analyses of the
technologies and companies involved. The credibility and effectiveness of the screening
process will depend greatly upon the transparency of the process and public participation in it.
Quotations from corporate sources are based on reports published in chemical trade journals
and communications to the author
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ECONOMIC ASPECTS OF OCCUPATIONAL HEALTH AND SAFETY
Alan Maynard
The losses to society from work-related accidents and illnesses are very large, but no society can afford to
prevent all these losses. Because of the scarcity of resources, limited investments have to be targeted carefully
to give the “biggest bang for the buck”. The mere costing of occupational ill-health does not facilitate the
targeting of investment. Proper economic evaluation can be helpful if it is well designed and executed. The
results of such evaluation can be used, with appropriate critical appraisal of the practice of evaluations, to
inform investment choices. Economic evaluation will not and should not determine investment decisions. Such
decisions will be the product of economic, political and social values. As Fuchs (1974) argued:
At the root of most of our major health problems are value choices. What kind of people are we? What kind of
life do we want to lead? What kind of society do we want to build for our children and grandchildren? How
much weight do we want to put on individual freedom? How much to equality? How much to material progress?
How much to the realm of the spirit? How important is our own health to us? How important is our neighbour's
health to us? The answers we give to these questions, as well as the guidance we get from economics, will and
should shape health care policy.
A decision to regulate the mining industry so that fewer workers are killed and maimed will, if successful, bring
health benefits to the workforce. These benefits, however, have associated costs. In real-life situations, the
increased costs of improving safety will drive up prices and reduce sales in competitive world markets and may
induce in employers deviance from regulations. Such deviation may be condoned by labour unions and their
members, who may prefer imperfect implementation of health and safety laws if it improves incomes and
employment prospects.
The purpose of economic analysis in occupational health is to facilitate the identification of that level of safety
investment which is efficient. Efficiency means that the costs of doing a little more (the marginal cost) to
enhance safety equal the benefits (the marginal returns in terms of health and welfare enhancements result
from risk reduction). The economic aspects of occupational health and safety are central to decision making at
all levels: the shop floor, the firm, the industry and the society. To behave as if all workplace risks to workers'
health can be eradicated may be inefficient. Risks should be eradicated where it is cost effective. But some
risks are rare and too costly to eradicate: they have to be tolerated and when these rare events damage
workers' welfare, they have to be accepted as unfortunate but efficient. There is an optimal level of
occupational risk beyond which the costs of risk reduction exceed the benefits. Investment in safety beyond
this point will generate safety benefits which should be bought only if society is prepared to act inefficiently.
This is a social policy decision.
Types of Economic Analysis
Cost analysis
Cost analysis involves the identification, measurement and valuation of the resource consequences of
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occupational accidents and ill health. Such descriptions illuminate the size of the problem but do not inform
decision makers about which of many competing interventions by all who govern and regulate the workplace
environment is the most efficient.
A nice example of this is a British study of the costs to economy of work accidents and work related illness
(Davies and Teasdale 1994). In the year 1990 there were 1.6 million accidents reported at work, and 2.2 million
people suffered ill health which was caused or exacerbated by the working environment. As a result of the
events, 20,000 people were obliged to give up work and 30 million working days were lost. The loss of income
and welfare to the victims and their families was estimated to be 5.2 billion. The loss to employers was
between 4.4 and 9.4 billion. The loss to society as a whole was 10.9 to 16.3 billion (see table 20.3). The
authors of the British report noted that whilst the numbers of reported accidents and industrial diseases had
fallen, the estimated costs were higher.
________________________________________________________________________________________
Table 20.3

)

The costs to the British economy of work accidents and work-related health (1990

Costs to individual victims
and their families

Costs to their employers

Loss of income

(

Extra production
costs

(

Injury
Illness

376
579

Injury
Illness

336
230

)

Costs to society as a whole

)

Lost output

(

Injury
Illness

1,365
1,908

)

Damage and loss in accidents

Resource costs: Damage in
accidents

Injury
Non-injury
Insurance

Injury
Non-injury
Insured

15-140
2,152-6,499
505

15-140
2,152-6,499
430

Medical treatment

Injury
Illness

58-244
58-219

Administration/recruitment

Administration, etc.

Injury
Illness
Non-injury

Injury
Illness
Non-injury

58-69
79-212
307-712
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Loss of welfare

Loss of welfare

Injury
Illness

1,907
2,398

Employer liability
Insurance

750

Injury
Illness

1,907
2,398

Total

5,260

Total

4,432-9,453

Total

10,968-16,336

Less:
compensation from
employers' liability
insurance

650

Net total

4,610

Source: Davies and Teasdale 1994.
_________________________________________________________________________________________

The costs were higher than those reported in previous studies because of revised techniques of welfare loss
estimation and better sources of information. The central information ingredient in this sort of costing exercise
is the epidemiology of work-related accidents and diseases. As in all other areas of social cost analysis (e.g.,
alcohol-see McDonnell and Maynard 1985) the measurement of the volume of events tends to be poor. Some
(how many?) accidents are not reported. The link between disease and the workplace may be obvious in some
cases (e.g., asbestos-related diseases) but uncertain in other cases (e.g., heart disease and occupational risk
factors). Thus it is difficult to identify the volume of work-related events.
The costing of those events which are identified is also problematic. If work stress leads to alcoholism and
dismissal from employment, how are the effects of these events on the family to be valued? If an accident at
work causes pain for life, how is that to be valued? Many costs can be identified, some can be measured, but
often a considerable proportion of costs which are measured and even quantified, cannot be valued.
Before too much effort is expended on the costing of work-related health events, it is essential to be certain
about the purpose of such work and the value of great accuracy. The costing of accidents and work-related
illness does not inform the decision-making about investments in prevention of such events because it tells
managers nothing about the costs and benefits of doing a little bit more or a little bit less of that prevention
activity. The cost of events related to occupational ill health can identify section losses (to the individual, the
family and the employer) and the costs to society. Such work does not inform prevention activity. The relevant
information for such choices can be derived only from economic evaluation.
The principles of economic evaluation
There are four types of economic evaluation: cost minimization analysis, cost benefit analysis, cost
effectiveness analysis and cost utility analysis. The characteristics of these approaches are outlined in table
20.4.
_____________________________________________________________________________________
Table 20.4

Types of economic evaluation
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Cost
measurement

Outcome measurement:
What?

Outcome measurement:
How valued?

Cost minimization
analysis

Assumed identical

None

Cost benefit analysis

All effects producedby the
alternative

Pounds

Cost effectiveness
analysis

Single common specific
variable achieved to varying
extents

Common units (e.g., life
years)

Cost utility analysis

Effects of the competing
therapies and achieved to
differing levels

QALYs or DALYs

______________________________________________________________________________________
In cost minimization analysis (CMA) it is assumed that the outcome effect is identical in each of the alternatives
being compared. Thus we may have two interventions to reduce the carcinogenic effects of a production
process, and engineering and other data shows that the effects are identical in terms of exposure and cancer
reductions. CMA can be used to cost the alternative strategies in order to identify the cheapest alternative.
Obviously the assumption of identical effects is strong and not likely to be met in most investment cases; for
example, the effects of alternative safety strategies on the length and quality of workers' lives will be unequal.
In this case alternative evaluation methods have to be used.
The most ambitious of these methods is cost benefit analysis (CBA). This requires the analyst to identify,
measure and value both the costs and the benefits of the alternative prevention strategies in terms of a
common monetary measure. Valuing the costs of such investments can be difficult. However these problems
tend to be slight compared to the monetary valuation of the benefits of such investments: how much is an injury
avoided or life saved worth? As a consequence of such difficulties CBA has not been used extensively in the
accident and health areas.
A more restricted form of economic evaluation, cost effectiveness analysis (CEA), has been used extensively in
the health field. (CEA) was developed by the US military, whose analysts adopted the notorious measure of
effect, “body count”, and sought then to identify which was the cheapest way of achieving a given enemy body
count (i.e., what were the relative costs of artillery barrages, napalm bombing, infantry charges, tank advances
and other “investments” in achieving a target mortality effect on the enemy).
Thus in CEA there is usually a simple, sector-specific effect measure, and the costs of achieving differing levels
of reduction in, for instance, workplace events or workplace mortality can thus be computed.
The limitation of the CEA approach is that the effect measures may not be generalizable-that is, a measure
used in one sector (e.g., reducing exposure to asbestos) may not be usable in another area (e.g., reducing
electrical accident rates in the power distribution industry). Thus CEA may inform the decision making in a
particular area but will not generate evaluative information to elucidate the costs and effects of investment
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choices across a wide range of prevention strategies.
Cost utility analysis (CUA) was devised to overcome this problem by using a generic effect measure, such as a
quality adjusted life year (QALY) or disability adjusted life year (DALY) (see Williams 1974 and World Bank
Report on Health 1993, for example). CUA techniques can be used to identify the cost/QALY effects of
alternative strategies and such information can inform prevention investment strategies in a more
comprehensive manner.
The use of techniques of economic evaluation in health care is well established, although their use in
occupational medicine is more limited. Such techniques, given the difficulties of measuring and valuing both
costs and benefits (e.g., QALYs), are useful, if not essential, in informing choices about prevention investment.
It is extraordinary that they are used all too rarely and that, as a consequence, investment is determined “by
guess and by God” rather than by careful measurement within an agreed analytical framework.
The Practice of Economic Evaluation
As in all other areas of scientific endeavour, there is variance between the principles of economic evaluation
and its practice. Thus when using studies about the economic aspects of occupational accidents and diseases,
it is essential to evaluate the evaluations with care! The criteria to judge the merit of economic evaluations have
long been established (e.g., Drummond, Stoddart and Torrance 1987 and Maynard 1990). A pioneer in this
work, Alan Williams, set out the following list of relevant issues over two decades ago (Williams 1974):
· What precisely is the question which the study was trying to answer?
· What is the question that it has actually answered?
· What are the assumed objectives of the activity studied?
· By what measures are these represented?
· How are they weighted?
· Do they enable us to tell whether the objectives are being attained?
· What range of options was considered?
· What other options might there have been?
· Were they rejected, or not considered, for good reasons?
· Would their inclusion have been likely to change the results?
· Is anyone who has not been considered in the analysis likely to be affected?
· If so why are they excluded?
· Does the notion of cost go wider or deeper than the expenditure of the agency concerned?
· If not, is it clear that these expenditures cover all the resources used and accurately represent their value if
released for other uses?
· If so, is the line drawn so as to include all potential beneficiaries and losers, and are resources costed at their
value in their best alternative use?
· Is the differential timing of the items in the streams of benefits and costs suitably taken care of (e.g., by
discounting) and, if so, at what rate?
· Where there is uncertainty, or there are known margins of error, is it made clear how sensitive the outcome is
to these elements?
· Are the results, on balance, good enough for the job at hand?
· Has anyone else done better?
There are several areas in economic evaluation where practice tends to be defective. For instance in the area
of back pain, which causes major work-related illness losses to society, there is dispute about the competing
treatments and their effects. The “old-fashioned” treatment for back pain was bed rest, but the preferred
modern treatment is activity and exercise to dissipate the muscle strain which generates the pain (Klaber
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Moffett et al. 1995). Any economic evaluation has to build on clinical knowledge, and this is often uncertain.
Thus without careful appraisal of the effectiveness knowledge base, modelling of the economic effects of
alternative interventions may be biased and confusing for decision makers, as happens in the health care field
(Freemantle and Maynard 1994).
High quality economic evaluations of prevention investments to reduce work-related illness and accidents are
few in number. As in health care in general, the studies that are available are often of poor quality (Mason and
Drummond 1995). Thus, buyer beware! Economic evaluations are essential but deficiencies in current practice
are such that users of this science must be able to appraise critically the available knowledge base before
committing society's scarce resources.
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CASE STUDY: INDUSTRIALIZATION AND OCCUPATIONAL HEALTH PROBLEMS IN CHINA
Zhi Su
The Chinese farmer's achievements in rural industrialization and in developing township enterprises (table 20.5) have been remarkable. This development has
indeed been the most important opportunity for rural people to escape poverty quickly. Since about the seventies, more than 100 million farmers have moved to
township enterprises, a number of workers exceeding the total number of employees then in state-owned and city/collectively owned enterprises. At present,
one out of every five rural labourers works in various township enterprises. A total of 30% to 60% of the total average personal net income of rural people comes
from the value created by township enterprises. The output value from township industries accounted for 30.8% of the total value of national industrial
production in 1992. It is predicted that by the year 2000, more than 140 million surplus farm labourers, or some 30% of the estimated rural labour force, will be
absorbed by township industries (Chen 1993; China Daily, 5 Jan. 1993).
________________________________________________________________________________
Table 20.5

Development of China's township enterprises
1978

1991

Number of enterprises (million)

1.52

19

Number of employees (million)

28

96

Fixed assets (billion yuan RMB)

22.96

338.56

Total output value (billion yuan RMB)

49.5

1,162.1

________________________________________________________________________________
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This quick transfer of the labour force from agriculture to non-agricultural work in rural areas has imposed heavy pressure on the resources of occupational
health services. The Survey on Occupational Health Service Needs and Countermeasures in Township Industries (SOHSNCTI) in 30 sample counties of 13
provinces and 2 municipalities, organized by the Ministry of Public Health (MOPH) and the Ministry of Agriculture (MOA) jointly in 1990, showed that most
township enterprises had not provided basic occupational health service (MOPH 1992). The coverage of five routine occupational health service activities
provided for township enterprises by local occupational health institutions (OHIs) or health and epidemic prevention stations (HEPSs) was very low, only 1.37%
to 35.64% (table 20.6). Those services which need complicated techniques or well-trained occupational health professionals are particularly limited. For
example, preventive occupational health inspection, physical examination for workers exposed to hazards, and workplace monitoring were evidently insufficient.
_____________________________________________________________________________________
Table 20.6

The coverages of OHS provided to township industries by county HEPS

Items

Enterprises

Enterprises covered by OHS

%

Preventive OH inspection

7,716

106

1.37

General industrial hygiene walk-through

55,461

19,767

35.64

Workplace hazard monitoring

55,461

2,164

3.90

Worker's physical examination

55,461

1,494

2.69

Help to set up OH record keeping

55,461

16,050

28.94

_____________________________________________________________________________________

Meanwhile, there is a trend that occupational health problems in rural enterprises are worsening. First, the survey showed that 82.7% of rural industrial
enterprises had at least one type of occupational hazard in the workplace. Workers exposed to at least one kind of hazard accounted for 33.91% of the bluecollar workers. The air samples of lead, benzene analogues, chromium, silica dust, coal dust and asbestos dust at 2,597 worksites in 1,438 enterprises
indicated that the total compliance rate was 40.82% (table 20.7); the compliance rates with respect to dusts were very low: 7.31% for silica, 28.57% for coal
dust, and 0.00% for asbestos. The total compliance rate for noise in 1,155 enterprises was 32.96%. Physical examinations for workers exposed to more than
seven hazards were conducted (table 20.8). The total prevalence of occupational diseases caused only by exposures to these seven types of hazard was
4.36%, much higher than the prevalence of total compensable occupational diseases in state-owned enterprises. There were another 11.42% of exposed
workers suspected of having occupational diseases. Next, hazardous industries continue transferring from urban to rural areas, and from state-owned
enterprises to township enterprises. Most of the workers in these industries used to be farmers before employment and lacked education. Even the employers
and the managers still have very little education. A survey covering 29,000 township enterprises indicated that 78% of the employers and managers had only
junior middle school or primary school education and that some of them were simply illiterate (table 20.9). A total of 60% of employers and managers were not
aware of governmental occupational health requirements. It predicted that the prevalence of occupational diseases in rural industries will increase and reach a
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peak by the year 2000.
___________________________________________________________________________
Table 20.7 The compliance rates of six hazards in worksites
Enterprises

Worksites monitored

Worksites complying

Lead

177

250

184

73.60

Benzene analogues

542

793

677

85.37

Chromium

56

64

61

95.31

Silica dust

589

1,338

98

7.31

Coal dust

68

140

40

28.57

Asbestos dust

6

12

0

0.00

Total

1,438

2,597

1,060

40.82

Hazards

Compliance rate (%)

Mercury was not found in sample areas.
The compliance rate for noise was 32.96%; see text for details.
________________________________________________________________________________________
Table 20.8 The detectable rates of occupational diseases

Occupational diseases

Silicosis

Persons
checked

No illness

No.

No.

%

No.

%

No.

%

6,268

6,010

95.88

75

1.20

183

2.92
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Coal workers pneumoconiosis

1,653

1,582

95.70

18

1.09

53

3.21

Asbestosis

87

66

75.86

3

3.45

18

20.69

Chronic lead poisoning

1,085

800

73.73

45

4.15

240

22.12

3,071

2,916

94.95

16

0.52

139

4.53

Chronic chromium poisoning

330

293

88.79

37

11.21

-

-

Noise-induced hearing loss

6,453

4,289

66.47

Total

18,947

15,956

84.21

Benzene analogues poisoning

9.81

633
827

4.36

1,531
2,164

23.73
11.42

Benzene, toluene and xylene, measured separately.
Hearing impairment in sound frequency.
Hearing impairment in high frequency.
________________________________________________________________________________________________________________________
Table 20.9

Distribution of hazardous working and the education of employers

Education of employers

Total no. of
enterprises
(1)

Enterprises with
hazardous working
(2)

Blue-collar
workers
(3)

Workers
exposed
(4)

Hazardous
enterprises (%)
(2)/(1)

Exposed
workers (%)
(4)/(3)

Illiteracy

239

214

8,660

3,626

89.54

41.87

Primary school

6,211

5,159

266,814

106,076

83.06

39.76

Junior middle school

16,392

13,456

978,638

338,450

82.09

34.58

Middle technical school

582

486

58,849

18,107

83.51

30.77

Senior middle school

5,180

4,324

405,194

119,823

83.47

29.57

http://www.ilo.org/encyclopaedia/?d&nd=857400090&prevDoc=857400029 (4 of 5)1/22/2006 5:30:19 PM

Case Study: Industrialization and Occupational Health Problems in China

Universities

642

544

74,750

21,840

84.74

29.22

Total

29,246

24,183

1,792,905

607,922

82.69

33.91

________________________________________________________________________________________________________________________

The Challenge of the Mass Migration of the Labour Force
The social labour force in China in 1992 was 594.32 million, of which 73.7% were classified as rural (National Statistics Bureau 1993). It is reported that onethird of the country's 440 million rural labourers are actually unemployed (China Daily, 7 Dec. 1993). The vast surplus of labourers who have far exceeded the
pool of employability in rural industries are migrating towards urban areas. The mass movement of farmers to the urban areas over the last few years, especially
heavy since the beginning of the 1990s, has been the big challenge to the central and local governments. For example, in the first half of 1991, only 200,000
farmers left their hometowns in Jiangxi province, but in 1993, mo
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re than three million followed the tide, which accounted for one-fifth of the province's rural labourers (China Daily, 21 May 1994). On the basis of
state statistics, it has been predicted that 250 million rural workers would hit the urban labour market by the end of the century (China Daily, 25
Nov. 1993). In addition, there are about 20 million young people every year entering legal employment age in the entire country (National
Statistics Bureau 1993). Thanks to widespread urbanization and the extensive opening to the outside world, which is attracting foreign
investment, more job opportunities for migrant rural labourers have been created. The migrants are engaged in a greater variety of business in
the cities, including industry, civil engineering, transport, commerce and service trades and most high-risk or hazardous work which urban
people do not like to do. These workers have the same personal background as those in the rural township enterprises and are facing similar
occupational health problems. In addition, because of their mobility, it is difficult to trace them and employers could easily escape from their
responsibilities for the workers' health. Furthermore, these workers are often involved in various occupations in which the health risk from
hazardous exposures might be complicated and it is hard to provide them access to occupational health services. These conditions make the
situation more serious.
The Occupational Health Problems Faced in Foreign-Funded Industries
There are currently more than 10 million domestic labourers nationwide employed in over 70,000 foreign-funded enterprises. Preferential
policies for encouraging investment of foreign capital, the existence of vast natural resources and a cheap labour force are attracting more and
more investors. The State Planning Commission of the State Council has decided to impose fewer administrative examinations on applicants.
Local governments were given more power to approve the investment projects. Those involving funding under US$30 million can be decided by
local authorities, with registration at the State Planning Commission, and foreign enterprises are encouraged to bid for them (China Daily, 18
May 1994). Of course, foreign-funded enterprises are also very attractive to many Chinese labourers, mainly because of the higher wages to be
earned.
During the course of encouraging foreign investment, hazardous industries have also been transferred to this country. The MOPH and other
related agencies have long been concerned for the occupational health of the workers in these sectors. Some local surveys have indicated the
magnitude of the problem, which involves high exposure to occupational hazards, long working hours, poor working arrangements, special
problems for female workers, no proper personal protection, no health examination and education, no medical insurance and discharge of
workers who are affected by occupational diseases, among other problems.
The incidence of chemical poisoning accidents has been increasing in recent years. Information from the Guangdong Provincial Institute of
Occupational Disease Prevention and Treatment in 1992 reported that two accidents of solvent poisoning happened simultaneously in two
overseas-funded toy factories in the Zhuhai special economic zone, resulting in a total of 23 cases of worker toxicity. Of these, 4 persons were
afflicted by 1,2-dichloroethane poisoning and three of them died; another 19 cases had benzene analogues (benzene, xylene and toluene)
poisoning. These workers had worked in the factories for just less than one year, a few of them for only 20 days (Guangdong Provincial
Occupational Disease Prevention and Treatment Hospital 1992). In the same year, two poisoning accidents were reported from Dalian City,
Liaoning Province; one had involved 42 workers and another involved 1,053 workers (Dalian City Occupational Disease Prevention and
Treatment Institute 1992b). Table 20.10 shows some basic occupational health-related conditions in three special economic zones (SEZs) in
Guangdong and the Dalian Economic and Technological Development Area, surveyed by local OHIs or HEPSs (Dalian City Occupational
Disease Prevention and Treatment Institute 1992b).
__________________________________________________________________________________________________________________
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Table 20.10
Area

Guangdong
Dalian

Occupational health-related background in foreign-funded enterprises
No. of
enterprises

No. of
employees

Enterprises with
occupational
hazards (%)

Exposed
workers (%)

Enterprises
having

Enterprises providing health
examinations (%)

OHSO
(%)
Periodic

Pre-employment

657

69,996

86.9

17.9

29.3

19.6

31.2

72

16,895

84.7

26.9

19.4

0.0

0.0

Any form of occupational health and safety organization in plan, e.g. clinics, OHS committee, etc.
The survey in 1992, in three special economic zones (SEZs): Shenzhen, Zhuhai and Shantou.
The survey in 1991 in Dalian Economic and Technological Development Area.
___________________________________________________________________________________________________________________
The employers of foreign-funded enterprises, especially small manufacturing factories, ignore governmental regulations and rules in protecting
workers' rights and their health and safety. Only 19.6% or 31.2% of workers in three Guongdong SEZs could get any kind of health examination
(see table 20.10). Those enterprises making no provision for personal protective equipment for exposed workers accounted for 49.2% and only
45.4% of the enterprises provided hazard exposure subsidies (China Daily, 26 Nov. 1993). In Dalian, the situation was even worse. Another
survey conducted by the Guangdong Provincial Trade Union in 1993 indicated that more than 61% of employees worked over six days a week
(China Daily, 26 Nov. 1993).
Female workers suffer even more from appalling work conditions, according to a report released in June by the All-China Confederation of
Trade Unions (ACFTU). A poll conducted by the ACFTU in 1991 and 1992 among 914 foreign-funded enterprises showed that women
accounted for 50.4% of the total 160 thousand employees. The proportion of women is higher in some areas in recent years. Many foreign firms
did not sign labour contracts with their employees and some factories hired and fired woman workers at will. Some overseas investors
employed only unmarried girls between the ages of 18 and 25 years, whom they dismissed once they got married or became pregnant.
Meanwhile, many women were often forced to work overtime without extra pay. In a toy factory in Guangzhou, capital of Guangdong Province,
workers, most of them women, had to work 15 hours a day. Even then, they were not allowed to take Sundays off or enjoy any annual holiday
(China Daily, 6 July 1994). This is not a very rare phenomenon. Details of workers' occupational health status in foreign-funded enterprises
have not yet been made known. From the information above, however, one can imagine the gravity of the problem.
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New Problems in State-Owned Enterprises
In order to meet the requirements of a market economy, the state-owned enterprises, especially the large and medium ones, have to transform
the traditional operational mechanism and establish a modern enterprise system which would clearly outline property rights and enterprise rights
and responsibilities and at the same time push the state-owned enterprises into the market to increase their vitality and efficiency. Some small
state-owned enterprises may be leased or sold to collectives or individuals. The reforms have to affect every aspect of business, including
occupational health programmes.
At present, losing money is a serious problem faced by many state-owned enterprises. It is reported that about one-third of the enterprises are
in deficit. The reasons for this are diverse. First, there is a heavy tax and financial burden intended to take care of a large contingent of retired
employees and to provide a host of social welfare benefits to current workers. Second, a huge surplus labour force, about 20 to 30% on
average, in an enterprise cannot be released into the existing fragile social security system. Third, the outdated management system was
adapted to the traditional planned economy. Fourth, the state-owned enterprises have no competitive policy advantages over foreign-funded
firms (China Daily, 7 April 1994).
Under these circumstances, occupational health in the state-owned enterprises tends to become inevitably weakened. First, financial support
for health programmes has been reduced in the case of some enterprises and the medical/health institutions in enterprises which used to offer
health care only to their own employees before are opening them now to communities. Second, some in-plant health facilities are being
divorced from affiliation with enterprises as part of an effort to shift the burden of costs from state-owned enterprises. Before the new social
security system was set up, there was concern, too, that funding for occupational health in-plant programmes might also be affected. Third,
much outdated technology and equipment has been operating for decades, usually with high levels of hazardous emissions, and cannot be
improved or replaced in a short period of time. More than 30% of the worksites of state-owned and city-collective enterprises are not in
compliance with national hygienic standards (MAC or MAI). Fourth, the implementation of occupational health regulations or rules has been
weakened in recent years; of course, one of the reasons for this is the incompatibility between the old management system of occupational
health in the days of central planning with the new situation of enterprise reform. Fifth, to decrease the cost of labour and to offer more
widespread employment opportunities, the hiring of temporary or seasonal workers, most of whom are migrants from rural areas, to engage in
hazardous work in state-owned enterprises has become a common phenomenon. Many of them cannot get even the simplest personal
protective equipment or any safety training from their employers. This has continued to be a potential health threat affecting the working
population of China.
Problems in the Occupational Health Service System
The coverage of occupational health services is not extensive enough. As mentioned above, only 20% of the workers exposed to hazards can
be covered by periodic health examination, most of whom are working in state-owned enterprises. The reasons why the coverage is so low are
as follows:
First, the shortage of occupational health service resources is one of the main factors. This is especially the case for rural industries, which have
no capacity to provide such services themselves. The data from the SOHSNCTI has shown that there were 235 occupational health
professionals in county HEPSs in 30 sampled counties. They have to deliver occupational health service to 170,613 enterprises with 3,204,576
employees in those areas (MOPH 1992). Thus, each full-time occupational health worker covered an average of 1,115 enterprises and 20,945
employees. Also emerging from the 1989 survey was the fact that the health expenditures of 30 county governments accounted for 3.06% of
the total county government expenditures. The total expenditures for both disease prevention and health inspection accounted for only 8.36% of
the total county governmental health expenditures. The fraction expended purely on occupational health services was even smaller. Lack of
http://www.ilo.org/encyclopaedia/?doc&nd=857400090&nh=0&ssect=1 (3 of 5)1/22/2006 5:30:30 PM

Case Study: Industrialization and Occupational Health Problems in China

basic equipment for occupational health service is a big problem in the surveyed counties. The average availability of thirteen categories of
equipment in 28 of the 30 counties was only 24% of the requirement defined in the national standard (table 20.11).
________________________________________________________________________________________
Table 20.11 Routine instruments for occupational health in HEPS of 28 countries in 1990, China

Items

Number of
instruments

Number of instruments required
by standard

Per cent (%)

Air sampler

80

140

57.14

Personal sampler

45

1,120

4.02

Dust sampler

87

224

38.84

Detector for noise

38

28

135.71

Detector for vibration

2

56

3.57

Detector for heat radiation

31

28

110.71

Spectrophotometer (Type 721)

38

28

135.71

Spectrophotometer (Type 751)

10

28

35.71

Mercury determination meter

20

28

71.43

Gas chromatograph

22

28

78.57

Weighing balance (1/10,000g)

31

28

110.71

Electrocardiograph

25

28

89.29

Lung function test

7

28

25.00
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Total

436

1,820

23.96

______________________________________________________________________________________

Second, low utilization of existing occupational health facilities is another factor. The shortage of resources on the one hand and insufficient
utilization on the other is the case with occupational health service in China right now. Even at higher levels, for example, with the provincial
OHIs, the equipment is still not being fully put to use. The reasons for this are complicated. Traditionally, occupational health and various
preventive medical services were all financed and maintained by government, including the wages of health workers, the equipment and
buildings, routine outlays and so forth. All occupational health services provided by governmental OHIs were free of charge. With the rapid
industrialization and economic reform since 1979, the needs of society for occupational health service have been increasing, and the cost for
providing services at the same time increased rapidly, reflecting an increasing price index. The budgets of the OHIs from government, however,
have not increased to keep pace with their needs. The more services an OHI provides, the more funding it needs. To promote the development
of public health service and meet growing social needs, the central government has instituted the policy of allowing the public health sector to
subsidize payments for services, and stipulations have been made to control the price of health services. Because of weak compulsory
legislation in providing occupational health service for enterprises in the past, OHIs are finding it difficult to maintain themselves by collecting
payment for services.
Further Policy Considerations and Trends in Occupational Health Services
Without doubt, occupational health service is one of the most important issues in a developing country like China, which is undergoing rapid
modernization and possesses such huge numbers of workers. While facing the great challenges, the country is also, at the same time,
welcoming the great opportunities arising from present social reforms. Many successful experiences exemplified across the international scene
can be taken as references. In opening up so widely to the world today, China is willing actively to absorb the advanced occupational health
managerial ideas and technologies of the broader world.
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