


Table of Contents
Cover
Title Page
Copyright Page
Foreword
CHAPTER 1: Introduction

1.1 What is occupational health?
1.2 Who is involved in occupational health?
1.3 The world of work
1.4 The world of people at work
1.5 The roles of the occupational health
professional
1.6 Occupational health in modernity
1.7 Summary

CHAPTER 2: Occupational Health Services – An
International Perspective

2.1 Delivery of occupational health services
2.2 Low‐ and middle‐income countries
2.3 Rapidly industrialising countries
2.4 High‐income countries
2.5 From occupational health to healthy workplaces
2.6 Functions of occupational health services
Further Reading

CHAPTER 3: Occupational Diseases
3.1 Historical perspective
3.2 The toll of occupational injuries and disease

file:///tmp/calibre_5.42.0_tmp_lglc4bwi/0ow7mi9v_pdf_out/OPS/cover.xhtml


3.3 The ILO List of Occupational Diseases (Revised
2010)
3.4 Diagnosis of occupational diseases
3.5 Target organs
3.6 Prescribed diseases in the UK
References

CHAPTER 4: Occupational Infections
4.1 Introduction
4.2 Healthcare workers
4.3 Vector‐borne infections
4.4 Zoonotic infections
4.5 Food‐ and waterborne infections
4.6 Silicotuberculosis
Further Reading

CHAPTER 5: Clinical Evaluations
5.1 Pre‐placement
5.2 Fitness for work
5.3 Taking an occupational history
5.4 Health or medical surveillance
5.5 Medical records
Further Reading

CHAPTER 6: Occupational Toxicology
6.1 General principles of toxicology
6.2 Metals, metalloids and transition metals
6.3 Organic chemicals
Further Reading

CHAPTER 7: Occupational Cancer
7.1 Introduction



7.2 Historical perspective
7.3 Theories of chemical carcinogenesis
7.4 Characteristics of occupational carcinogens
7.5 Known or suspected occupational carcinogens
7.6 Work attribution of cancers
7.7 Prevention
Further Reading

CHAPTER 8: Occupational Hygiene – Gases, Vapours,
Dusts and Fibres

8.1 Introduction
8.2 Monitoring of the workplace environment
8.3 Toxic gases
8.4 Dusts and particles

CHAPTER 9: Physical Hazards – Light, Heat, Noise,
Vibration, Pressure and Radiation

9.1 Light
9.2 Heat
9.3 Noise
9.4 Vibration
9.5 Pressure
9.6 Radiation
References
Further Reading

CHAPTER 10: Musculoskeletal Disorders
10.1 Introduction
10.2 Low back pain
10.3 Work‐related upper limb disorders
Further Reading

CHAPTER 11: Psychosocial Aspects of the Workplace



11.1 Introduction
11.2 Occupational stress
11.3 Potential long‐lasting ill‐health conditions
11.4 Individual resources
11.5 Psychological assessment of stress
11.6 Bullying, mobbing and harassment at work
11.7 Gender at work
11.8 Role of occupational health practitioners in
managing occupational stress
Further Reading

CHAPTER 12: Risk Assessment
12.1 Introduction to risk assessment
12.2 Walk‐through surveys
12.3 Sampling strategies
12.4 The Control of Substances Hazardous to
Health (Amendment) Regulations 2004
12.5 Control Banding
12.6 Biological monitoring and biological effect
monitoring
References
Further Reading

CHAPTER 13: Risk Management
13.1 Introduction
13.2 Process
13.3 Programmes
13.4 Risk communication

CHAPTER 14: Principles of Occupational Epidemiology
14.1 Introduction
14.2 Measures of exposure and health outcome



14.3 Causation or association
14.4 Which type of study do I use?
14.5 Disease clusters
14.6 Conclusions
Further Reading

CHAPTER 15: Control of Airborne Contaminants
15.1 Introduction
15.2 Extract ventilation design
15.3 Dilution ventilation
15.4 Choice of fan
15.5 Air cleaning and discharges to the atmosphere
References

CHAPTER 16: Personal Protection of the Worker
16.1 Introduction
16.2 Eye and face protection
16.3 Skin and body protection
16.4 Respiratory protection
16.5 Hearing protection
Reference

CHAPTER 17: Tertiary Prevention
17.1 Introduction
17.2 Return to work and workplace accommodation
17.3 Workers’ compensation
17.4 Disability and impairment assessment
Further Reading

CHAPTER 18: Special Issues in Occupational Health
18.1 Introduction
18.2 Working hours



18.3 Workplace injury, incidents and management
18.4 Occupational health for health workers
18.5 Audit and quality improvement in occupational
health
18.6 Occupational, public and environmental health
18.7 Occupational health aspects of pandemic
disease
18.8 Total worker health
18.9 National occupational health surveillance
systems
18.10 Genetic testing
18.11 Fatigue and sleep disorders
18.12 Alcohol and drug use and testing in workers
18.13 Nanomaterials
18.14 Medically unexplained illnesses
18.15 Military populations
18.16 eHealth/Occupational digital health
18.17 Mild traumatic brain injury/concussion
18.18 The measurement of critical wellbeing
components
Further Reading

CHAPTER 19: Expert and Medicolegal Report Writing
19.1 Introduction
19.2 The role of an expert
19.3 The content and format of reports
19.4 Some pitfalls
Reference

CHAPTER 20: Ethical Aspects of Occupational Health
Further Reading



Index
End User License Agreement

List of Tables
Chapter 3

TABLE 3.1 Global deaths, disability-adjusted life
years (DALYs) and populati...
TABLE 3.2 International Labour Organization
classification of pneumoconioses...
TABLE 3.3 Occupational asthma due to high-and
low-molecularweight agents.
TABLE 3.4 Types of hypersensitivity pneumonitis
(extrinsic allergic alveolit...
TABLE 3.5 Occupational and non‐occupational
exposures with nephrotoxic effec...
TABLE 3.6 Effects of occupationally related
hepatotoxins.
TABLE 3.7 Examples of suspected female and male
reproductive effects of occu...
TABLE 3.8 Examples from the list of diseases
covered by Industrial Injuries ...

Chapter 4
TABLE 4.1 Occupational infections showing route
of transmission with some a...

Chapter 5
TABLE 5.1 Format for obtaining full occupational
history.

Chapter 6



TABLE 6.1 Categories of LD50 and LC50.

Chapter 7
TABLE 7.1 Classification of chemical carcinogens.
TABLE 7.2 Integration of streams of evidence in
reaching overall classifica...
TABLE 7.3 Occupations recognised as presenting a
carcinogenic risk.

Chapter 8
TABLE 8.1 Health and Safety Executive (HSE)
Methods for the Determination o...

Chapter 9
TABLE 9.1 Typical levels of suitable lighting.
TABLE 9.2 Typical metabolic rates.
TABLE 9.3 Typical clothes thermal insulation (Clo)
values.
TABLE 9.4 Wet bulb globe temperatures (WBGTs)
and recommended work/rest reg...
TABLE 9.5 Typical noise levels.
TABLE 9.6 Mid‐octave band frequency corrections
for the dB(A) weighting....
TABLE 9.7 Noise exposures equivalent to 85  dB(A)
for 8  h.
TABLE 9.8 Tools and processes potentially
associated with vibration injurie...
TABLE 9.9 Stockholm Workshop Scale.
TABLE 9.10 The symptoms of decompression
sickness types I and II.
TABLE 9.11 Exposure (W  m−2).



Chapter 10
TABLE 10.1 Yellow flags – recognition.
TABLE 10.2 Red flags – recognition and action.

Chapter 11
TABLE 11.1 Potential workplace stressors.
TABLE 11.2 Common symptoms induced by stress.
TABLE 11.3 A section of the Copenhagen
Psychosocial Questionnaire (COPSOQ).
TABLE 11.4 Some items from the Health and Safety
Executive's (HSE) Manageme...

Chapter 12
TABLE 12.1 Sample size selection (US National
Institute for Occupational Sa...
TABLE 12.2 Log‐probability plotting points.

Chapter 14
TABLE 14.1 The Main characteristics affecting the
person, place and time.

Chapter 15
TABLE 15.1 Recommended capture velocities.
TABLE 15.2 Suction inlet shapes and uses.
TABLE 15.3 Recommended transport velocities.
TABLE 15.4 Headings for a table to be used in
designing an extract system....

Chapter 16
TABLE 16.1 Example of calculation to find the
degree of attenuation provided...



List of Illustrations
Chapter 1

FIGURE 1.1 The problems facing the occupational
health practitioner attempti...
FIGURE 1.2 The occupational health stakeholders.
FIGURE 1.3 The business case in a nutshell.
FIGURE 1.4 The World Health Organization's
Healthy Workplace Model: Avenues ...

Chapter 3
FIGURE 3.1 Estimated work‐related mortality by
cause for 2015.
FIGURE 3.2 Spirograms to illustrate the difference
in forced expiratory volu...
FIGURE 3.3 Schematic representation of the chest
radiograph appearances of c...
FIGURE 3.4 The effects of liver injury.

Chapter 8
FIGURE 8.1 International Organization for
Standardization (ISO)/European Com...

Chapter 9
FIGURE 9.1 Typical lighting preliminary report
sheet.
FIGURE 9.2 Psychrometric chart. Pads of 50 A3‐
sized charts suitable for perm...
FIGURE 9.3 The use of the psychrometric chart.
FIGURE 9.4 Kata thermometer chart for the
temperature range 38–35  °C.



FIGURE 9.5 Kata thermometer chart for the
temperature range 54.5–51.5  °C....
FIGURE 9.6 Nomogram for the estimation of
radiation from the globe thermomet...
FIGURE 9.7 (a) Basic scale of corrected effective
(or effective) temperature...
FIGURE 9.8 The wind chill index. Values marked
against the curves are the ra...
FIGURE 9.9 Graph for adding two unequal noise
levels.
FIGURE 9.10 Noise rating curves and
recommended values.
FIGURE 9.11 Relative responses of the weighting
networks.
FIGURE 9.12 Location of a microphone for
dosemeters: (a) head‐mounted microp...
FIGURE 9.13 Nomogram for the calculation of
LEP,d.

FIGURE 9.14 Energy flow diagram.
FIGURE 9.15 Audiogram showing the progressive
stages of noise‐induced hearin...
FIGURE 9.16 Displacement, velocity and
acceleration waveforms for a sinusoid...
FIGURE 9.17 Axes of vibration used to measure
hand‐transmitted vibration.
FIGURE 9.18 Axes of vibration used to measure
whole‐body vibration.
FIGURE 9.19 Method of scoring the areas of the
digits affected by blanching....



FIGURE 9.20 The electromagnetic spectrum. By
convention, wavelength (nanomet...

Chapter 12
FIGURE 12.1 What to do with identified risk.
FIGURE 12.2 Examples of the variability of
exposure. (a) Hypothetical person...
FIGURE 12.3 A decision logic flow diagram. OEL,
occupational exposure limit;...
FIGURE 12.4 Location of a sampler. (a) Breathing
zone highlighted with the s...
FIGURE 12.5 Four hypothetical probability plots: A,
probability plot of a ri...
FIGURE 12.6 Sample record sheet.
FIGURE 12.7 Risk level (RL) matrix as a function of
severity and probability...
FIGURE 12.8 Overview of the process of exposure
and biotransformation and po...
FIGURE 12.9 Different half‐lives of biomarkers.
FIGURE 12.10 Possible pitfalls in biomonitoring of
irregular exposures and s...

Chapter 14
FIGURE 14.1 Relationship between incidence and
prevalence.
FIGURE 14.2 Study design goals.
FIGURE 14.3 Study design options.
FIGURE 14.4 Some age–time factors in study
design.
FIGURE 14.5 Longitudinal studies.



Chapter 15
FIGURE 15.1 Flow diagram to assist in the process
of substitution of a conta...
FIGURE 15.2 Movement of a contaminant from a
source to a receiver with contr...
FIGURE 15.3 Nomogram for the solution of the
Fletcher equations.
FIGURE 15.4 Examples of typical liquid‐filled
manometer readings on either s...
FIGURE 15.5 Nomogram for calculating air flow in
round ducts (plotted on log...
FIGURE 15.6 Pressure losses in components of an
extract ventilation system.

Chapter 16
FIGURE 16.1 Percentage of room occupants
objecting to draughts on the ankle ...
FIGURE 16.2 Movement of the concentration front
over time.
FIGURE 16.3 Comparison of the attenuation data
for four hearing protectors: ...
FIGURE 16.4 The effects of removing hearing
protectors for short periods of ...

Chapter 17
FIGURE 17.1 The three peaks of occupational
disease.

Chapter 18
FIGURE 18.1 Non‐fatal injuries to employees by
most common accident kinds.



FIGURE 18.2 Estimated self‐reported workplace
non‐fatal injury per 100  000 w...
FIGURE 18.3 Rate of self‐reported work‐related ill
health and non‐fatal inju...
FIGURE 18.4 Fatal injuries in large European
Union (EU) economies.
FIGURE 18.5 Self‐reported work‐related injuries
resulting in sick leave.
FIGURE 18.6 Self‐reported work‐related health
problems resulting in sick lea...
FIGURE 18.7 The various components that feed
into/make up public health.
FIGURE 18.8 The elements of environmental
health.
FIGURE 18.9 Exposure = likelihood  ×  duration.
FIGURE 18.10 Control band.
FIGURE 18.11 Control methods.
FIGURE 18.12 Exposure reduction protocol by
control band. PPE, personal prot...
FIGURE 18.13 Issues relevant to advancing worker
wellbeing using Total Worke...
FIGURE 18.14 Development of a drug and alcohol
policy.
FIGURE 18.15 World Health Organization global
strategy on digital health 202...
FIGURE 18.16 The variability in time intervals
between the ‘R’ component of ...
FIGURE 18.17 Time‐series heart rate variability
analysis, mapping the recove...



FIGURE 18.18 Graph to demonstrate Moore’s law –
how technology is evolving a...
FIGURE 18.19 Illustrative dashboard of real‐time
user feedback on the basics...
FIGURE 18.20 Some attributes of wellbeing.



Pocket Consultant
OCCUPATIONAL HEALTH
Sixth Edition

Professor Kerry Gardiner
Professor of Occupational Health, School of Public Health,
University of the Witwatersrand, Johannesburg, South
Africa

Professor David Rees
Emeritus Professor, School of Public Health, University of
the Witwatersrand; National Institute for Occupational
Health, Johannesburg, South Africa

Professor Anil Adisesh
Associate Professor and Division Director, Occupational
Medicine, Department of Medicine, University of Toronto,
Ontario, Canada; Canadian Health Solutions, Saint John,
New Brunswick, Canada

Professor David Zalk
Director of Occupational Hygiene, University of Illinois at
Chicago, Chicago, Illinois; School of Public Health, Global



Program on Occupational Health Practice Online, San Jose,
California, USA

Professor Malcolm Harrington CBE
Emeritus Professor of Occupational Medicine, University of
Birmingham, UK
With contributions from

Dr Roxane Gervais (Chapter 11)
Director, Practical Psychology Consultancy Ltd, Hull, UK

Professor Joan Saary (Chapters 9.5 and 18.17)
Associate Professor, Department of Medicine, Division of
Occupational Medicine, University of Toronto, Toronto,
Ontario, Canada



This sixth edition first published 2022
© 2022 John Wiley & Sons Ltd
Edition History
Blackwell (5e, 2007)
All rights reserved. No part of this publication may be reproduced, stored in a
retrieval system, or transmitted, in any form or by any means, electronic,
mechanical, photocopying, recording or otherwise, except as permitted by law.
Advice on how to obtain permission to reuse material from this title is available
at http://www.wiley.com/go/permissions.
The right of Kerry Gardiner, David Rees, Anil Adisesh, David Zalk and Malcolm
Harrington to be identified as the authors of this work has been asserted in
accordance with law.
Registered Office(s)
John Wiley & Sons, Inc., 111 River Street, Hoboken, NJ 07030, USA
John Wiley & Sons Ltd, The Atrium, Southern Gate, Chichester, West Sussex,
PO19 8SQ, UK
Editorial Office
9600 Garsington Road, Oxford, OX4 2DQ, UK
For details of our global editorial offices, customer services, and more
information about Wiley products visit us at www.wiley.com.
Wiley also publishes its books in a variety of electronic formats and by print‐on‐
demand. Some content that appears in standard print versions of this book may
not be available in other formats.
Limit of Liability/Disclaimer of Warranty
The contents of this work are intended to further general scientific research,
understanding, and discussion only and are not intended and should not be
relied upon as recommending or promoting scientific method, diagnosis, or
treatment by physicians for any particular patient. In view of ongoing research,
equipment modifications, changes in governmental regulations, and the
constant flow of information relating to the use of medicines, equipment, and
devices, the reader is urged to review and evaluate the information provided in
the package insert or instructions for each medicine, equipment, or device for,
among other things, any changes in the instructions or indication of usage and
for added warnings and precautions. While the publisher and authors have
used their best efforts in preparing this work, they make no representations or
warranties with respect to the accuracy or completeness of the contents of this
work and specifically disclaim all warranties, including without limitation any
implied warranties of merchantability or fitness for a particular purpose. No
warranty may be created or extended by sales representatives, written sales
materials or promotional statements for this work. The fact that an
organization, website, or product is referred to in this work as a citation and/or
potential source of further information does not mean that the publisher and
authors endorse the information or services the organization, website, or
product may provide or recommendations it may make. This work is sold with

http://www.wiley.com/go/permissions
http://www.wiley.com/


the understanding that the publisher is not engaged in rendering professional
services. The advice and strategies contained herein may not be suitable for
your situation. You should consult with a specialist where appropriate. Further,
readers should be aware that websites listed in this work may have changed or
disappeared between when this work was written and when it is read. Neither
the publisher nor authors shall be liable for any loss of profit or any other
commercial damages, including but not limited to special, incidental,
consequential, or other damages.
Library of Congress Cataloging‐in‐Publication Data
Names: Gardiner, K., author. | Rees, David, 1954‐ author. | Adisesh, Anil, author.
| Zalk, David, author. | Harrington, J. M. (John Malcolm), author.
Title: Occupational health / Kerry Gardiner, Professor of Occupational Health,
School of Public Health, University of the Witwatersrand, Johannesburg, South
Africa, David Rees, Emeritus Professor, School of Public Health, University of
the Witwatersrand, National Institute for Occupational Health, Johannesburg,
South Africa, Anil Adisesh, Associate Professor and Division Director
Occupational Medicine, University of Toronto, Toronto, Ontario, Canada, Head
of Division Occupational Medicine, St. Michael's Hospital, Toronto, Ontario,
Canada, David Zalk, Director of Occupational Hygiene; University of Illinois at
Chicago, School of Public Health, Global Program on Occupational Health
Practice Onlline, San Jose, California, USA, Malcolm Harrington, John Malcolm
Harrington CBE, Emeritus Professor of Occupational Medicine, University of
Birmingham, UK ; with contributions from Dr. Roxane Gervais, (Chapter 11)
Director, Practical Psychology Consultancy Ltd, Hull, UKJoan Saary.
Description: Sixth edition. | Hoboken, NJ : Wiley‐Blackwell, 2022. | Series:
Pocket consultant | Includes index.
Identifiers: LCCN 2021049300 (print) | LCCN 2021049301 (ebook) | ISBN
9781119718611 (paperback) | ISBN 9781119718635 (adobe pdf) | ISBN
9781119718628 (epub)
Subjects: LCSH: Industrial hygiene–Handbooks, manuals, etc. | Occupational
diseases–Handbooks, manuals, etc.
Classification: LCC RC967 .H33 2022 (print) | LCC RC967 (ebook) | DDC
613.6/2–dc23/eng/20211109
LC record available at https://lccn.loc.gov/2021049300
LC ebook record available at https://lccn.loc.gov/2021049301
Cover Design: Wiley
Cover Images: © Anna/Adobe Stock Photos, PRASANNAPIX/Adobe Stock
Photos, Максим Слепухинv/Adobe Stock Photos, BGStock72/Adobe Stock
Photos, deagreez/Adobe Stock Photos, Shinji Toyama/Adobe Stock,
motorradcbr/Adobe Stock Photos

https://lccn.loc.gov/2021049300
https://lccn.loc.gov/2021049301


FOREWORD
When a text such as Pocket Consultant: Occupational
Health has survived over six iterations, the authorship has
most likely changed. This is certainly the case here: the
first version was authored by Malcolm Harington and
Frank Gill – with just Malcolm Harrington remaining in this
the sixth edition. What has enabled this book to be
(hopefully) so comprehensive and coherent yet retain its
‘pocket consultant’ format is that every edition has been
written by colleagues in the same academic department.
However, it is with deep sadness we report that, since the
fifth edition (2006) was published, both Frank Gill and Tar
Ching Aw have passed away – it is to them that this book is
dedicated.
With deliberate intent, it was decided to utilise the
profound knowledge and experience of some of our friends
and colleagues from further afield geographically to make
the text less parochially British and reflect a more global
perspective. In addition, there have been significant
developments in various aspects of occupational health,
and the structure and content of the book have been
chosen to reflect this, particularly the new chapters on
clinical evaluations, control banding, tertiary prevention
and the legal and ethical aspects of occupational health.
The chapter on special issues has also been expanded
greatly.
We hope that you enjoy and learn from this text as much as
we have had fun writing it – and, ultimately, that it resides
as a fitting testament to Frank and Ching.

Malcolm Harrington and Kerry Gardiner 2021
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1.1 What is occupational health?
Occupational health is a multifaceted and multidisciplinary
activity concerned with the prevention of ill health in
working populations. This involves a consideration of the
two‐way relationship between work and health, wherein it
is as much about the effects of the working environment on
the health of workers as it is about the influence of the
workers' state of health on their ability to perform the tasks
for which they were engaged. The main aim of occupational
health is to prevent, rather than cure, ill health from
wherever it arises in the working environment.



A joint International Labour Organization/World Health
Organization (ILO/WHO) Committee defined the subject
back in 1950 as: ‘the promotion and maintenance of the
highest degree of physical, mental and social wellbeing of
workers in all occupations’.
The relationship between the worker and the world of work
is, necessarily, complex (Figure 1.1). The worker brings to
the place of work a pre‐existent health status influenced by
many factors – only some of which are under the worker's
direct control; hence, any disease/illness/outcome that
manifests in the individual has to be viewed in this context.
The health outcome could be caused by work, modulated by
work or completely unrelated to it. Such a view of
occupational health is, however, predominantly a medical
model; albeit now the situation was and has been realised
to be very much more complex.

1.2 Who is involved in occupational
health?
Historically, occupational health has been viewed as a
clinical subject, implying that the dominant roles in
prevention should be played by the physician and the
nurse. The ILO/WHO definition from 70  years ago is explicit
that a broader and fully integrated perspective is essential.
Thus, the list of professionals involved is extensive and
includes:

occupational/industrial hygienists
physicians
nurses
sociologists
toxicologists



psychologists
health physicists
microbiologists
epidemiologists
ergonomists
engineers (including ventilation)
safety practitioners and safety engineers
work organisation specialists
acousticians
lawyers.

Yet, the ultimate responsibility for maintaining the health of
the workforce rests with the employer and, to a lesser
extent, with the employee. This is the way most health and
safety law is formulated. On the basis of this model, one
can begin to view those involved as an even broader group.
The ‘stakeholders’ would thus include a number of groups
who, although they may not be professionally responsible
for ensuring the wellbeing of the workers, do have a crucial
interest in the outcome (Figure 1.2).



FIGURE 1.1 The problems facing the occupational health
practitioner attempting to establish a link between work
and health. The new employee brings a legacy of genetic,
social, dietary and environmental factors affecting health to
the new workplace, which may influence their response to
workplace hazards.



FIGURE 1.2 The occupational health stakeholders.

1.3 The world of work
The changing patterns of employment in the ‘world of
work’ will have important and significant implications for
the future make‐up and expertise of occupational health, as
well as for the competence needed to deliver the goods.
Across the world, the days of full‐time long‐term
employment in one industry for a worker with one set of
skills are rapidly disappearing. The main features for the
future seem to be:

fragmented industry (with materials sourced
globally)hybrid working ‐ work and home
smaller workforces
more mobile employees



waning influence of ‘organised labour’
multiskilled workers
greater use of subcontracted tasks
less job stability
less job security
more part‐time work
more flexible hours of work (zero hours contracts)
more mechanised (and therefore possibly more
dehumanised) workplaces.

1.4 The world of people at work
Today, certainly in high‐income and some middle‐income
countries, occupational physicians see more illness but less
disease. Although musculoskeletal disorders and stress‐
related complaints dominate the scene, they too are
interrelated, and both are subject to ‘somatising
tendencies’ (presenting as physical symptoms related to
different target organ systems). Thus, the new ‘age of
existentialism’ is dominated by such conditions as:

stress‐related disorders
non‐specific effect modifiers
post‐traumatic stress disorder
chronic fatigue syndrome
chronic somatising disorders
multiple chemical sensitivity
diffuse pain syndromes
a combination of psychological, neurological and
immunological issues.



1.5 The roles of the occupational
health professional
In high‐income and some upper middle‐income countries,
many of the ‘classic’ occupational diseases have been
controlled or, at least, the means for controlling them are
known. In fact, for many, the industries themselves have
been closed and hence the incident cases have stopped –
proof, if ever it were needed, of the relationship between
exposure and disease. In such settings, the delivery of an
effective occupational health service to employed people
will become more complex and more difficult in the future;
although, with greater emphasis on control, there should
be less to do in dealing with the injured or sick. These, by
definition, represent the ‘failings’ of an effective preventive
programme.
Moreover, the influences of the stakeholder and the
complexities of the employment scene have shifted the
traditional emphasis away from the structure of ‘see the
health effect, diagnose the illness, find the cause’ to the
more proactive stance of ‘control the exposure and monitor
the effects’. In this model, the roles of the
occupational/industrial hygienist become central and
should sit as the primary or at least equal lead to the
clinical aspects rather than being secondary to them. One
further aspect of occupational health services is worth
mentioning: in the market economies, there has been a
shift towards demonstrating to employers the economic
value to them of such a service (Figure 1.3).
To exemplify how the European perspective of the more
clinical aspects of occupational health have changed, a
brochure produced by the UK's Faculty of Occupational
Medicine listed the ways in which occupational physicians



can help employers to ‘meet their obligations’ under
European health and safety legislation. These included:

FIGURE 1.3 The business case in a nutshell.
Source: Joan Burton, WHO Healthy Workplace Framework and Model:
Background and Supporting Literature and Practices.
https://www.who.int/occupational_health/healthy_workplace:framework.pdf.

helping with company compliance with the law
advising on health and safety policy
assisting in the control of sickness absence

https://www.who.int/occupational_health/healthy_workplace:framework.pdf


reviewing the fitness of employees following sickness
absence
managing rehabilitation
advising on fitness to work
managing access to first aid services
organising health promotion initiatives
designing and managing substance abuse programmes
at work
advising on the management and alleviation of stress
advising employees about overseas travel on company
business
assessing employees' eligibility for long‐term disability
benefits or retirement on health grounds
advising on work accommodation of employees with
chronic illnesses; this is a prominent role, especially in
countries with ageing workforces.

The order of these functions is probably not random, and
many might dispute the contents of this list and certainly
the order. Nevertheless, it demonstrates the move towards
delivering an economically attractive package to the
employer. Whether this is what the employee needs is
another matter. Indeed, one can dispute whether this
medical model has any real validity for the twenty‐first
century.
In low‐income and some middle‐income countries, an
occupational health service often starts with the provision
of medical care for the workforce (akin to a general
practice at the worksite, and often with provision for the
workers' dependants) (see Chapter 2).


