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Abstract
Objectives: In the contemporary Western culture, working population health issues, stressed in various publications, have been perceived as a crucial part 
of public health. To deal with occupational health issues properly, occupational health services (OHS), aiming at the protection of the workers’ health, 
are organized in many countries. The survey was to find the differences in occupational health systems that the European Economic Area countries use in 
order to execute prophylactic activities focused on diseases of affluence and how the OHS are used for health promotion actions. Material and Methods:  
The survey was conducted with the use of an on-line expert questionnaire. No deep statistical analysis was performed as for the designed aims of the 
study simple statistics were sufficient. Results: All the reviewed countries have organized OHS. The funding mechanisms are based mainly on the 
financial involvement of employers. In the majority of countries, the main goal of the OHS is certification of the ability to work. Workplace surveil-
lance aiming at the occupational risk assessment and health promotion activities that focus on work-related and/or occupational diseases are the 
most popular services provided within national systems. Conclusions: Occupational health professionals are well placed to perform actions directed 
at health promotion and prophylactics of a wide range of diseases – not only occupational/work-related, but also non-communicable, particularly life-
style-related diseases of affluence. The engagement of the occupational medical services (OMS) in prevention of the non-work-related health issues 
would be valuable. However, it would be inevitable for employers to finance a wider range of services to a greater extent. Int J Occup Med Environ 
Health. 2019;32(3):353 – 61
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INTRODUCTION
In the contemporary Western culture, issues related to 
the health of the working population, perceived as a cru-
cial part of public health, have been stressed in publica-
tions and documents issued by important stakeholders, 
like the World Health Organization (Global Plan of Ac-
tion on Workers’ Health 2008–2017) [1], the European 
Union (Framework Directive on Occupational Safety and  

Health) [2] or the International Labor Organization (ILO), 
activities of which are mostly focused on occupational 
health and safety. To deal with occupational health issues 
properly, countries organize occupational health (and safe-
ty) services in a way which allows them to involve occupa-
tional health professionals and let them act independently 
aiming at protecting the workers’ health. The International 
Labor Organization provides 2 labor standards referring 
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expert questionnaire method for collecting information 
has been chosen. The web-based approach is highly rec-
ommended by the WHO for similar Key Informant Sur-
veys [6]. The questionnaire consisting of 26 questions was 
pre-tested and the version of the tool with 19 closed and 
open questions regarding occupational safety and health 
systems was completed. The pilot-testing and validation 
were based on responses (pre-filling of the questionnaire) 
and comments from 4 experts from 2 countries (not the 
ones chosen for the core phase of this study), which al-
lowed to optimize the tool by deleting questions irrelevant 
to the main goal of this study and re-phrasing questions 
and possible responses to make them more precise. 
The questionnaire expands the existing knowledge in such 
aspects as: availability of and access to occupational medi-
cal services (OMS), the scope and goal of services provid-
ed, results (including formal ones) and funding sources. 
The link to the questionnaire, together with a cover let-
ter explaining the aims of the survey and with a request 
to contribute to the survey by completing the online 
questionnaire form was afterwards e-mailed to experts 
from 29 countries in the EEA. The choice of experts was 
based on the identification of individuals experienced in 
the research in the area of occupational health organiza-
tion and functioning of the OHS, who were related to rec-
ognized institutions operating in the field of interest. The 
respondents were identified via existing networks (Baltic 
Sea Network on Occupational Health and Safety, South 
East European Network on Workers’ Health, Northern 
Dimension Partnership in Public Health and Social Well-
being), research institutions and governmental and pub-
lic bodies responsible for occupational health (ministries, 
inspections, authorities). The replies began to be sent in 
the 4th quarter of 2016 and the last were received at the 
end of the 3rd quarter of 2017, including several remind-
ers. No deep statistical analysis was performed, as for the 
designed aims of the study simple statistics were sufficient. 
No ethical approval was required due to the fact that this 

directly to such services – the Occupational Health Ser-
vices Convention no. 161 [3] and the Occupational Health 
Services Recommendation no. 171 [4], which, in brief, con-
cern the organizational structure and functioning of such 
services. In Europe, even though only 17 (or 18, if we in-
clude Turkey) countries have ratified Convention no. 161, 
all the states have developed some kind of occupational 
health policy, which differs in terms of the formalization 
and organization pattern of structures designed to perform 
the occupational health oriented tasks.
According to the latest Eurostat data, the total population 
of the European Union was estimated at 510 million peo-
ple, with 239 million of active population aged 15–64 years 
old, and more than 218 million of those who were em-
ployed (aged 15–64) [5]. Almost 43% of all the EU resi-
dents constitute a possible target group for the activities 
of the occupational health services (OHS). The term “pos-
sible” has been used with reference to the target group be-
cause not all countries use the OHS on a mandatory basis 
for the whole working population. Taking into account the 
fact that the OHS consists of health professionals compe-
tent in providing health care not only in that specific field, 
but they are also able to initiate actions aiming at general 
health issues, it seems obvious that the OHS might easily 
contribute to the health improvement of general popula-
tion as well as public health.
The aim of the research team was to find differences in 
the occupational health systems that the European Eco-
nomic Area (EEA) uses to execute prophylactic activities 
focused on diseases of affluence and how the OHS might 
be used for health promotion actions.

MATERIAL AND METHODS
The available documents and grey literature regarding in-
dividual occupational health systems in the EEA countries 
include important and useful information, however, they 
do not provide detailed information about specific activi-
ties performed within those systems. That is why an on-line 
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be observed in 8 out of those 14 countries which derive the 
scope of their OMS units’ services from legislation, and 
also in 3 states which base the scope only on provisions of 
contracts.
As far as the funding of the OHS is concerned, 1 country 
(Greece) involves state budget into participation in costs 
of occupational health services. One country (Croatia) 
has also designed its funding policy on financing the ser-
vices by an insurance institution. Two countries (Finland 
and Greece) assume payments from both employers and 
employees. In 6 cases, the involvement of insurance in-
stitutions is expected to supplement financial input from 
employers and/or employees. However, the most popu-
lar mechanism of financing occupational health services 
is based on financial involvement of employers, who are 
either the only or the main payers. This solution was ob-
served in 15 out of 17 analyzed countries. It should be 
stressed that although some countries use mixed mecha-
nisms of funding the OHS, employers still remain the 
main payer.
The identification of the main goals of the OMS within 
the OSH systems in various countries as well as the range 
of services provided varies slightly. In the majority of coun-
tries, the main goal of the OMS is the certification of the 
ability (or lack of ability) to perform work at a given work-
place. This is observed in 9 states. In 2 countries, the ma-
jor goal is diagnosing and treatment related to harmful 
factors at the workplace, and experts from the remain-
ing 6 countries included in this analysis mentioned the fol-
lowing additional goals: health surveillance, advisory and 
educational activities for both employers and employees, 
early diagnosis and prevention of work related diseases.
From what the experts claim, it seems that conducting 
the certification process of ability to work is yet the most 
prominent goal for the OMS in the majority of analyzed 
countries.
Taking into account the activities covered by the OSH 
systems in various countries, workplace surveillance aim-

study did not meet the criteria of standard experiments on 
living human subjects, as no human biological material, no 
health records and no other sensitive data was collected 
or processed.

RESULTS
The research team received replies from experts repre-
senting 17 countries: Austria, Bulgaria, Croatia, Czech 
Republic, Estonia, Finland, France, Germany, Greece, 
Hungary, Italy, Lithuania, Netherlands, Norway, Poland, 
Spain and the United Kingdom. Taking into account the 
regional coverage, these replies allow to present the de-
scription of the approach to prophylactic activities and 
health promotion in the OHS in the majority of the EEA’s 
territory.
With reference to the system conditions of provision of 
the OMS within the occupational safety and health (OSH) 
system, in 10 countries the provision of such services is 
obligatory, in 5 countries providing the OMS within the 
OSH system has pre-defined obligatory scope, and addi-
tional services may be offered on a voluntary basis where-
as 2 states allow for voluntary provision, based mainly 
on contracts between the OHS units and payers. It was 
also stressed by 2 experts that there might have been an 
issue with proper practical implementation of legislation, 
which results in obstructed provision of medical services. 
The concept of who should be covered by the OMS has di-
chotomous characteristics: in 10 countries only employees 
(i.e., those who have an employment contract) are eligible 
to receive the OMS in the occupational safety and health 
system, while in 7 countries all workers (i.e., working peo-
ple) are entitled to benefit from the OMS.
The scope of services provided by the OMS units results 
mainly from the country legislation. This happens in the 
case of 14 countries. The legislation provisions are sup-
ported by contracts between service providers and various 
entities: contractors (i.e., those who pay for services) and/
or clients (those who use services). Such a situation may 
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er’s needs) – observed in another 5 countries – Austria, 
Estonia, France, Italy, Lithuania.

Additionally, in 3 countries (Finland, the Netherlands, 
Spain) certification is related to issuing non-binding in-
formation for an employer which defines steps that may 
be undertaken to make work possible for a given worker, 
which may be regarded as a recommendation to adapt 
work to the worker’s needs.
Apart from the above-mentioned approaches, 4 countries 
present their own, tailor-made concepts.
The OMS issues a decision stating that a given person is 
allowed or is not allowed to work on the basis of prelimi-
nary medical checks, but if changes in health occur after 
working for some time, the employer is obliged to adapt 
the workplace or propose another workplace, the em-
ployee is informed about the risk, but is not obliged to ac-
cept the employer’s proposal (Bulgaria).
Two countries (Germany and Greece) present a mixed ap-
proach: issuing a decision which states that a given person 
is allowed or is not allowed to perform certain tasks or 

ing, among others, at occupational risk assessment, and 
health promotion activities focused on work-related and/
or occupational diseases are the most popular services 
provided within national systems. The Figure 1 shows 
distribution of experts’ answers to the question about 
services which are covered by the OSH system. Respon-
dents were allowed to choose more than 1 answer, which 
is the reason why answers in the Figure 1 sum up to more 
than 17.
An interesting observation relates to the results of certifi-
cation of ability to perform work at a specific workplace. 
There are 2 major consequences of such certification 
which result in formal obligations:
 – issuing a decision stating that a given person is allowed 

or is not allowed to work (selection of a worker for 
work) – observed in 5 countries – Croatia, the Czech 
Republic, Hungary, Norway, Poland;

 – issuing binding information for an employer which de-
fines steps to be undertaken to make work possible for 
a given worker (obligatory adaptation of work to work-
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Countries [n]

workplace surveillance aiming – among others – the occupational risk assessmentat

health promotion activities focused on work-related and/or occupational diseases

medical examinations ONLY related to working conditions

health promotion activities focused on diseases of affluence

medical examinations in a broader approach, i.e., not only referring to working conditions,
but also the general health status of the patient

medical care, including medical examinations, not only referring to working conditions,
but also the general health status of the patient

medical care (wider than just medical examinations, but including those examinations)
but ONLY related to working conditions

occupational hygiene

exposure measurements

Figure 1. Number of countries in which a specific type of service is provided based upon the study “Analysis of organizational and 
legislative solutions in occupational safety and health (OSH) systems in the chosen EU countries with particular consideration of 
work-related diseases prophylactics and work-life prolongation” conducted in 2016–2017 in the area of occupational health policy
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organization [6–10]. Using a valid approach recognized by 
respondents, selection of well-informed experts as respon-
dents, and an important public health issue covered by the 
research, may be regarded as an advantage of this study. 
The response rate may also be treated as a strong point 
because replies allow the research team to describe an 
approach to prophylactic activities and health promotion 
in the OHS in the majority of EEA’s territory. However, 
on the other hand, missing responses from 12 countries 
constitute a certain limitation, which does not allow the 
authors to generalize responses or conclusions for the 
whole EEA. The selection of individual experts may also 
be a source of potential bias, which research team endeav-
ored to minimize by the appropriate construction of the 
questionnaire.
The findings of this study reveal that all reviewed coun-
tries have developed occupational health policies. An im-
portant thing is that the scope of services provided within 
the OSH system does not necessarily have to be described 

work or to hold a certain work position, as well as issu-
ing non-binding information for employer regarding steps 
that may be undertaken to make work possible for a given 
worker.
In the United Kingdom the formal result of certification 
depends on certain circumstances, like a type of indus-
try – in some industries, e.g., railway or offshore industry, 
workers must be certified as fit for work, while in others, 
the certification is more likely to be advisory based, for 
example, on a “return to work” plan.
The research team asked about types of medical examina-
tions covered by the OSH system. The results are shown in 
the Figure 2. Respondents were again allowed to choose 
more than 1 answer.

DISCUSSION
Studies based on a similar method (expert surveys, Key 
Informant Surveys) have been commonly used for collect-
ing information and research in the field of health systems 

pre-employment examinations

control examinations (check-ups)

examinations performed on patient's (worker's) demand

periodic examinations – depending on such factors as worker's age, work performed,
work agreement type, etc. – frequency does not depend on physician's decision

periodic examinations – when medical certificate issued by physician is to be outdated

examinations for the purpose of termination of employment

post-employment examinations (only in case of work with risk factors
that have prolonged effects – e.g., carcinogens)

examinations performed for the need of employer
(in case employer has doubts about worker's health status)

0 2 4 6 8 10 12 14

Countries [n]

Figure 2. Number of countries in which specific medical examinations are covered by the occupational safety and health (OSH) 
system based upon the study “Analysis of organizational and legislative solutions in occupational health systems in the chosen EU 
countries with particular consideration of work-related diseases prophylactics and work-life prolongation” conducted in 2016–2017 in 
the area of occupational health policy
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that in the majority of European countries provision of 
the OHS seems to be obligatory, an assumption may be 
made that once in a specific period of time a working per-
son would see an occupational health professional where-
as he or she may not see any primary health physician for 
years. Hence, using the OMS for health promotion, not 
limiting its activities only to workplace health promotion, 
but considering its wider meaning, particularly focusing on 
diseases of affluence, some chronic conditions, or lifestyle, 
may become an effective way of general population health 
status improvement. Considering occupational health 
professionals’ expertise and experience, they are very well 
suited to initialize disease prevention and health promo-
tion actions. Physicians are regarded as those individuals 
who are able to effectively modify the behavior of their 
patients [21–23]. The authority of occupational physicians 
should be a benefit in contact with the patient (i.e., work-
er), however they should be also aware of possible barri-
ers to be overcome, similarly to other groups of physicians 
who communicate with patients [21,24–26].
Taking into account the results of this survey, in particular 
the scope of services already provided, the extent of exami-
nations performed within the OMS, the goals of the OSH 
systems, keeping in mind funding mechanisms for the OHS, 
we would like to imply that health promotion and preven-
tive activities should become more existent in every-day 
functioning of the OMS units. Health promotion activities 
focused on diseases of affluence have already been pres-
ent in the OMS practice in ten countries, and medical ex-
aminations in a broader approach, i.e., not only referring 
to working conditions, but also to the general health status 
of the patient, have been conducted in 5 states. Examina-
tions performed on the patient’s (worker’s) demand have 
also appeared in practice in 12 countries. We claim there is 
a need for the involvement of occupational health profes-
sionals into non-occupationally-related health prevention 
to a greater extent in order to contribute to the greater well-
being of all working people in terms of the improvement 

in details in the country legislation in order to be properly 
implemented. However, the popular trend seems to be 
based on legislation supported by business contracts de-
tailing the scope of provided services. Although only 7 out 
of the discussed countries have ratified ILO Convention 
no. 161 [3], it seems that all of them do implement the 
functions of the OHS described in Article 5 of the Con-
vention in practice. The obligation of the employers to 
be responsible for their workers’ health and safety at the 
company level [2,3] is reflected in the employers’ financial 
involvement in funding the OHS in almost all countries.
We would like to emphasize that although the OMS realize 
the tasks related to health and safety at work (like workplace 
surveillance aiming at occupational risk assessment, health 
promotion activities focused on work-related and/or occupa-
tional diseases, or medical examinations related to working 
conditions) very well, there are also activities that lie slightly 
out of the main stream of interest of the OHS and for which 
occupational health professionals are very well suited.
The idea that the OHS may contribute not only to occupa-
tional health area, but also to other public health fields has 
already been mentioned in the Basic Occupational Health 
Services concept and related publications [11,12]. The con-
cept of integrating all possible actions aiming at the improve-
ment of public health has become common and stressed in 
the policy papers of the most important stakeholders in the 
field of health, and the idea of using the OHS for health 
promotion and prophylactic activities may be found in or 
inferred from numerous policy papers and publications – 
starting from Alma Ata Declaration on Primary Health Ca-
re [13], Ottawa Charter for Health Promotion [14], through 
the EU Second [15] and Third [16] Programmes for the  
Union’s action in the field of health, strategic plan 2016–2020  
by DG Health and Food Safety [17], to the Health in All  
Policies concept-related texts, to list just a few [18–20].
The workplace and the OHS constitute a very important 
arena for actions supporting the improvement of the 
working population health. Taking into account the fact 
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ed diseases and non-communicable diseases, particularly 
life-style-related diseases of affluence, may play an impor-
tant role in public health protection.
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