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EXECUTIVE SUMMARY

The Department of Labour Inspection of the Ministry of Labour and Social Insurance has commissioned a Study on the establishment and operation of a health surveillance system of employed persons in Cyprus. This report on the Study is based upon information obtained during meetings with representatives of the different stakeholders including Government Agencies and social partners. Other sources have been the previous reports on the subject as well as experiences from existing practices in some other countries.

The roles of the different stakeholders have been outlined and the specific obligations have been listed for the Department of Labour Inspection, Employers, Employees and Examining Physicians.

Recommendations for immediate measures to implement a health surveillance system include the different steps needed to ascertain availability of a limited number of Examining Physicians in the main centres of employment. Such steps are the arrangement of training courses and recruitment of interested trainees from among suitable private practice physicians. The Medical Council might need to temporarily adjust the qualification requirements to serve as occupational health physician until fully trained specialist level physicians are available in sufficient numbers.

A long time strategy implying a goal to establish fully functioning Occupational Health Services/Multidisciplinary Services within which the health surveillance activities will have their proper place has also been proposed.

A draft of regulations for health surveillance of employed persons in Cyprus exposed to specific agents or situations has been submitted based upon the existing legislation in Cyprus and approaches in other EU member countries.

1. INTRODUCTION

I have been commissioned by the Department of Labour Inspection to prepare a Study on the Establishment and Operation of a Health Surveillance System of Employed Persons in Cyprus.

In doing so reference is made to the existing practice in some EU member countries which have been chosen because they have substantially different approaches.

The existing situation in Cyprus is presented based on the information obtained during meetings with the Government Agency Officials, Representatives of the Social partners and others of whom the names appear in Annex 1. as well as from studying three previous reports on a similar subject. Opinions expressed by the stakeholders at a Workshop in Nicosia on December 14, 2004 have also been taken into consideration.

The proposal is based upon the assumption that the initiatives and actions shall limit themselves to the competencies of the Ministry of Labour and Social Insurance.      

I hereby submit a report of the study consisting of a plan for actions in the immediate future and a comprehensive trade specific approach to be implemented in a longer term perspective. 

Included in the report is a draft of legislation seen as appropriate at the present stage. 

2. EXTERNAL ENVIRONMENT

2.1 Reference to international documents

A number of quotations from legislation and other documents issued by the European Union and the International Labour Office as regards Health Surveillance in an occupational health context is presented below. The framework of and the definitions in these documents constitute the basis for the proposed system. 

2.1.1 EU documents

Council Directive 89/391 Article 14 provides the following regarding health surveillance:

1. To ensure that workers receive health surveillance appropriate to the health and safety risks they incur at work, measures shall be introduced in accordance with national law and/or practices.

2. The measures referred to in paragraph 1 shall be such that each worker, if he so wishes, may receive health surveillance at regular intervals.

3. Health surveillance may be provided as part of a national health system. 

In a report by the Advisory Committee on Safety, Hygiene and Health Protection at Work on “Multidisciplinary Services” adopted on 15 May 2001 (Opinion Doc.0860/2/00) the following statements regarding “Health Surveillance at Work” are made:

“Health Surveillance is about putting in place systematic, regular and appropriate procedures 

to detect early signs of work-related ill health among workers exposed to health risks; and to act on the results. It is part of a planned programme for the protection of the workforce from harmful exposure to hazards. It is not a substitute for workplace environmental surveillance and control measures. Specific health surveillance requirements are included in many Directives …”

Health Surveillance can be initiated under several circumstances among which two are most relevant to this report:

- Legal reasons to fulfil national, European or international requirements;

- As a result of a risk assessment, competently undertaken.

2.1.2 ILO documents

WHO and ILO have adopted documents guiding the establishment of OHS including also 
health surveillance of workers. A major document is the ILO Convention (161) and recommendation (171) on Occupational Health Services. Another highly relevant document is the ILO “Technical and ethical guidelines for workers´ health surveillance” of 1997. From the report of the tri-partite working group that created these guidelines can be quoted: 

- “There should be a clear linkage between workers´ health surveillance and workplace control measures”; 

- “It was stressed that workers´health surveillance, itself, would not prevent injuries or diseases”; 

- “Medical surveillance should be seen in the context of an overall practice of occupational safety and health”; 

- “The term “occupational health surveillance” was used to cover both the surveillance of workers´health and the surveillance of the working environment. Medical surveillance was seen as part of the surveillance of workers´health. It was agreed that medical examinations alone were not sufficient but contributed to the occupational health surveillance.”

- “It was also pointed out that the assessment of health effects did not only rely on individual health assessments but also on other data sources such as mortality and morbidity data.” 

· “There was a consensus that the guidelines should place the medical surveillance within an occupational health perspective..” 
From the guidelines themselves can be quoted:

- “A comprehensive system of workers´ health surveillance includes individual and collective health assessments. Occupational injury and disease recording and notification…”

- “Occupational health physicians or medical practitioners engaged in an occupational health practice should retain overall responsibility for biological tests and other medical investigations as well as for the interpretation of results, although tests can be performed by nurses, technicians and other trained personnel under their supervision.”

- “The use of biological monitoring tests, which are simple and have the best validated action levels are particularly useful in workers´ health surveillance when properly used…”     

- “The surveillance of workers´ health should be appropriate to the occupational risks in the enterprise”

- “The collection, analysis and communication of workers´ health information should lead to action”

- “Workers´ health surveillance should be linked to the surveillance of occupational hazards present in the workplace”

- “Workers´ health surveillance may be carried out at the enterprise, industry, municipal, regional and national levels. It can be undertaken by occupational health services established in a variety of settings, e.g. within an enterprise or among enterprises, by the public health facilities available in the community where the enterprise is located, by worker-run centres, or contracted out to a professional institution, provided surveillance is carried out by qualified occupational health professionals.”

- “Medical examinations of workers should be carried out only by a physician or a nurse under the former´s responsibility. Health assessments of workers should be made by health professionals or within the framework of recognized occupational health services and under the supervision of a physician.” 

The requirements expressed in those documents are taken into consideration in the present report as regards the infrastructure of workplaces, workforce and availability of relevant personnel in Cyprus at present and in the near future. 
2.2 Examples from other countries

2.2.1 The Ministry of Labour governs and providers act on free market 

In Denmark, the Netherlands and Sweden the approach has during the most recent years been to install a market driven private initiative model with a fee for service type of consultancy. In all three countries the providers are expected to act on a free market where the employer seeks the suitable provider desired. A system of quality control and certification or authorisation is installed or being introduced in these countries to ascertain that the services provided are of good quality. 

In Denmark there has been a compulsory requirement for certain industrial trades that the employer uses occupational health services. These trades are most of the manufacturing industry, the construction industry and parts of the social and health sectors and the hotel and restaurant sector. These correspond to about 1/3 of the employment in Denmark. The services they use are non-profit establishments and must be certified by the official accreditation system (DANAK). In a recent legislative change these general obligatory requirements for certain trades will be abandoned and an employer´s obligation to use such services will be determined by the Labour Inspectorate on a case by case basis. 

In the Netherlands the employer has been obliged to use occupational health services since 10- 15 years. It should be used both for work place risk assessment and management including health surveillance procedures and for sick leave management purposes. The providers shall be certified by a special institution with representatives from government, social partners and the services themselves. A recent ruling by the European Court has challenged the requirement to use external services and forced a change in this respect. The choice of external provider may not be made before all opportunities to find internal expertise has been tried and found to fail. The purpose is to achieve optimal integration between health and safety issues and the ordinary production concerns. 

In Sweden the need for external expert support should be assessed by the employer on a regular basis in association with the risk assessments required in accordance with Directive 89/391. This will be subject to evaluation by the labour inspectorate in association with regular control visits at the work sites. - In Sweden until ten years ago there was a well developed occupational health service system covering 75-80% of the working population based on agreements between the social partners but that approach was abandoned in 1993 as a consequence of cancellation of the agreements by the employers. 

In the United  Kingdom, in contrast with legislation in certain other EU Member States, there is no duty on employers to provide or buy in occupational health services. Access to occupational health services has never been universal in private sector employment but a higher proportion of workers than now were once covered by employer´s in-house services. It is now more usual for companies and large public sector organisations (except the National Health Service), which use occupational health services to buy them in. Indications are that most smaller companies either do not use occupational support at all or rely on GPs or nurses, some of whom are not trained in occupational health and therefore may not provide an adequate level of support. Primary Health Care Groups could provide support services through health care centres and other facilities. GPs and practice nurses could form the nucleus of a local service or once trained could work with SMEs or business groups. 

The Occupational health services within the NHS exist predominantly to serve NHS staff. The majority of the services are provided by NHS Trusts, who may provide the service in-house and who may also provide the service to other Trusts, Health Authorities and other NHS bodies. Many of these NHS occupational health services do undertake occupational health work for small and medium sized enterprises in the local community. This is a highly appreciated activity from central political levels given the name NHS Plus. Presently HSE is trying to create partnership arrangements in selected areas – geographically or trade specific. Pilot projects are ongoing in NW England and Scotland and with the construction industry.

In France “la médecine du travail” is an autonomous and private structure separate from the public health system. It´s supervised by the labour ministry and financed by levies on the employer which are administered through the regional sick insurance system. All employers are legally obliged to organise their own health surveillance system with an occupational health physician or purchasing such services from an existing provider. A new legislation coming into effect 2005 has broadened the type of specialist in the services beyond physicians and changed the stipulated frequency of health surveillance examinations. There is a ceiling for the commitments a full time employed physician is permitted to have: at most 450 enterprises, 3,500 employees or to perform at most 3,200 medical examinations annually although a level at 2/3 of the ceiling is supposed to be more appropriate.   

2.2.2 Major state involvement from the Ministry of Health

An entirely different approach exists in Finland where the structure has been built upon and close to the primary health care providers and the Ministry of Health. Its legislation obliges employers to organise and finance occupational health services for all workers irrespective of  the size of the enterprise. Up to 50% of costs can be reimbursed through national sickness insurance if the service meets certain conditions regarding competence and worker consultation. Many services are bought from municipal health centres but employers are free to use private providers or set up in-house services.

Thailand is a developing economy with a rapid, almost uncontrolled industrial development. Recently legislation pertaining to occupational health and health surveillance has been passed in which the role of the existing public health services on the regional and local hospital level and other Ministry of Health facilities is strong. Hospital units for occupational health are primarily introduced to cater for the hospital workers but is also meant to be available to support the surrounding enterprises by means of their own resources or through liaison with external providers while still keeping the final eye on the results and evaluations.

2.2.3 Evaluation of the two approaches

In the East European new member states of EU there was a distinct partition of responsibility between the equivalents to the Health and the Labour Ministries with regard to Health and Safety at Work. In principle only accident prevention was dealt with by the Labour Ministry and its Labour inspection agency while all matters of occupational diseases – and accordingly health surveillance - and in general occupational health services as a whole was dealt with as a part of the public health institution. That pattern has been subject to much controversy during the process leading to full acceptance by EU of their legal and institutional structure. That speaks in favour of approaching this matter in Cyprus within the legal boundaries of the Ministry of Labour and Social Insurance only. 

There is a recent, very strong tendency in many of the old EU member nations to abandon the compulsory approach in favour of putting stress on the employer´s duty to himself assessing the need of external support which then includes Health surveillance procedures. However, the role of the Labour inspections will be important in spite of the free market model with fee for service consultant provider. One is to monitor the employer´s ability and consistency in addressing the issue of risk assessment including need for external service and in this context particularly the need for health surveillance activities. Another is to request systems for the assessment of the quality of services delivered by the different providers.

The Finish model which stresses the compulsory approach to such an extent that government subsidies are provided has a great advantage in its ability to cover all parts of the country. However, Finland is a vast and not densely populated country while Cyprus has short distances and accordingly does not need to pay similar attention to the geographical coverage.   

2.2.4 Health Surveillance and Multidisciplinary Services

In Finland health surveillance examinations are compulsory in certain trades but not in general. Annually close to one million examinations are performed which corresponds to half the employed population. From the recent amendment of the legislation on occupational health services 8§ is quoted: “The purpose of the health surveillance examination is to

1) identify symptoms of occupationally caused diseases and take necessary preventive actions, 

2) assess, maintain and promote the health of the employee and his/her working capacity and pay attention to factors that might influence the capacity,
3) obtain information on the work, the working conditions and the social coherence 

In France since more than half a century there has been a legal requirement that all employees need to undergo annual medical examinations to assess whether they were capable to perform their duties at the work place. Originally being a component of the social security network, over the decades this has developed into a routine most experts in the field want to abandon and a change is at present taking place. The new rule will require surveillance examinations every second year with the exception of employees in certain specified jobs where the annual requirement persists. This is estimated to apply to around 20% of the workforce. The special needs of occupational exposure based medical examinations have been taken well care of within the system. This has been particularly obvious in the surveillance of asbestos exposed persons, where France after the shocking awakening to a terrible problem some 10 years ago, introduced stringent health surveillance procedures. The comprehensive health surveillance activities in the construction industry are provided by institutions jointly established by the social partners.     

In the German construction industry a similar health surveillance program plays an important role in the occupational health service structure set up within the social insurance system (Bau-Berufgenossenschaften).

In the Netherlands the Working Conditions Act of 1998 stipulates in Article 14 that “The provision of assistance in implementing the obligations pursuant to this Act shall in all cases involve: 

c. the implementation of:

1) the occupational health medical examination as referred to in Article 18;

2) the medical examination for appointment, if the employer has this carried out; 
Article 18 reads: The employer shall periodically give his employees the opportunity of undergoing a medical examination with the aim of preventing or limiting as much as possible the risks of the work to the health of the employees. The demand for health examinations exploded a couple of years ago but less for legal health surveillance purposes and more for pre-employment examinations as the financial responsibilities for long time sick leave for the employers was extended. The development took such proportions that legislation was imposed to ban such pre-employment examinations and only permit pre-placement after employment had taken place. 

In a recent Swedish report on the occupational health service system the time spent on health surveillance measures in the Occupational health services was estimated at 12%, of which half was on legally compulsory examinations. 

3. INTERNAL ENVIRONMENT

3.1 Discussions with Officials of Ministries and other institutions

In the meeting with the Permanent Secretary of the Ministry of Labour and Social Insurance she mentioned the need to close the gap between legislation and implementation in this field, a requirement that had been pointed out in the revision by the European Commission.

In the meeting with the Acting Director of the Department of Social Insurance of the Ministry the existing public insurance structure and the interrelation between the different components were presented. These are the future sources of information on reported and compensated occupational injuries which should be used in an epidemiological monitoring system identifying where occupational ill-health occurs and its magnitude. 

In the meeting with the Chief Medical Officer for Occupational and Environmental Health of the Ministry of Health and his co-workers a number of on-going projects relevant to this question in his unit were discussed. Examples were given of difficulties encountered in establishing reporting procedures to the national registries of causes of death and cancer. As a consequence reliable national health statistics is insufficiently developed. He further stressed that in his opinion the first thing that Cyprus needs is the creation of a department or a clinic in the New General Hospital in Nicosia, with 10 beds, research laboratory for clinical/subclinical investigations and examinations, specialized medical and nursing staff with administrative and clinical support, thus capable of providing medical examinations of workers and other persons exposed to environmental pollutants and other dangerous substances and factors. Without the creation of this clinic it would not be possible to provide appropriate occupational health services to Cypriot workers and not meaningful to discuss any system for occupational health service at all and not until the establishment of this clinic should suggestions concerning workers´ health be submitted 

In a meeting with the Director General of the new General Health System he informed about the decision taken so far. In principle the System has been approved by the Parliament although a number of details still need to be decided upon and it is expected that several years will pass before it is actually put in place. However, this is mentioned as in accordance with options given in Article 14 of Directive 89/391 the health surveillance procedures can be administered through the general health service structure.

In addition should be mentioned the frequent contacts with and the excellent support by the Director and other officers of the Department of Labour Inspection, without whom this report would not have been possible.

3.2 Discussions with representatives of the social partners

In the discussions with the representatives of the trade unions (P.E.O., S.E.K., D.E.O.K., PA.SY.D.Y. and E.T.Y.K) the question of whether the surveillance arrangements should focus on geographical or trade aggregation, how the transfer of medical records when worker changes employment or examining physician should be ascertained and the role of the Department of Labour Inspection to compile data from different sources in order to achieve the appropriate and comprehensive picture of the occupational injury and disease burden were addressed.

In the discussion with the representatives of the employer organisations (K.E.B.E and O.E.B)  their views regarding focus on trade or geographical location were similar to that of the trade unions. They listed options for provider models in the following order: 1) government provides services, 2) the services should be purchased from providers on the open market, 3) employer organisations establish and provide services that can be used by their members or 4) use of primary care physicians in the general Health Service structure. It was also mentioned that O.E.B provided services for Risk assessment to their members and the feasibility of building on that also for health surveillance was addressed.    

3.3 Meeting with the Pancyprian Medical Association

In the discussions with the Secretary of the Pancyprian Medical Association statistics about physicians in Cyprus as well as information about a previous training program for general practitioners in Family Medicine was given. The number of physicians in Cyprus is given in chapter 4.2 .

In order to prepare for the increasing need for family physicians under the new General Health System program, the Pancyprian Medical Association jointly with the Ministry of Health and under the auspices of the Medical Council during a limited period initiated a training program for general practitioners to become specialist family physicians. The program was run by the University of Sussex of Great Britain and took place in Cyprus during evenings, weekends etc over a two year period and the cost was shared between the participants and the state. In total around 300 physicians attended this program. 

A similar arrangement would be desirable for training physicians in Occupational Health. However this would be under the provision that forms could be developed by the Medical Council to approve of an exemption to the regular specialist requirements for a limited period of time. The purpose would be to facilitate employers access to physicians on the primary care level trained in occupational health. Training provided by universities from UK or US seems to be preferred compared to training providers from within the immediate region. 

3.4 Reports of three previous studies

In 1995 and 1997 respectively two occupational physicians from UK (Dr. G.Krishnan and Dr.T. Carter) were commissioned to look into similar subjects as this study. The recommendations in a third more recent report in Greek language by Dr S. Papadopoulos has also been shared with me. Dr. Tim Carter in his report 1997 stressed the need for and tasks for an Advising physician placed at the Department of Labour Inspection of the Ministry of Labour and Social Insurance. This is a proposal mentioned also in the other reports. That proposal seems to be accomplished with a permanent occupational physician placed centrally at the Department although formally belonging to the pool of some 50 physicians in the Department of Medical and Public Health Services at the Ministry of Health from 2005. Other proposals are still not addressed - in particular the establishment of “Examining physicians”, which accordingly seems to be a major issue to deal with in this report.

Among the different Recommendations of Dr Carter there are three of particular relevance:

· Arrangements should be such that they can be implemented in the near future but take account of national skill shortages so that in the long term additional medical practitioners are trained to specialist level in occupational medicine.

· Eight examining physicians should be designated by the Minister of Labour and Social Insurance located so as to provide adequate geographical cover. They should be trained to diploma level. They should work in collaboration with the occupational medicine specialist at headquarters.

· A detailed implementation programme based on sequence given in the report should be used to manage the designation and training of examining physicians. The Director of Labour should be accountable for its progress.    

So far very little seems to have been done to follow up on these recommendations and that is why at present the health surveillance elements of the 89/391 Directive  has been difficult or even impossible to implement. The recent change in the Safety and Health at Work Law mentioned below, does not only relate to change in specialist requirements but also to the employers utilising the services of occupational physicians from the private sector instead of from physicians designated by the Minister of Labour and Social Insurance as Examining Physicians.

3.5 Existing legal infrastructure relative to medical experts

The Sections 41 and 42 of the 1996 Safety and Health Law relevant to appointment of Advising physician and Examining physicians have been amended in 2003 with respect to qualifications of the medical doctors to be appointed. 

Section 41 now in English translation reads: “….appoints suitably qualified registered specialist doctors in Occupational Medicine according to Doctor´s (special qualifications) regulations as Advisory Occupational Physicians…”.

In Section 42 it is regulated that “The Medical examinations for the purpose of the workers health surveillance required…shall be conducted by suitably qualified registered Examining Physicians, specialists in Occupational Medicine according to the Doctor´s (special qualifications) regulations”.

This strengthening of the requirements for the Examining physicians with regard to being registered specialist in Occupational Medicine is applausive but at the present state with a severe shortage of physicians having that training in Cyprus it will work against the possibility to recruit even a limited number of examining physicians. A solution must be found by which exemptions can be made from that requirement for a limited period of time. 

4 . STATISTICAL OBSERVATIONS 

4.1 Characteristics of the workforce

The workforce in Cyprus is around  314.000 persons, of which women constitute around 40%. The predominant employment is in the service, financial and public sectors while heavy manufacturing industry including construction employs only 22 % of the workforce (Annex 3). These persons are employed in around 65,000 enterprises of which 95% have less then 10 employees and only 1% more than 50 employees. The service sector, which is predominantly tourism, is located along the shores and the cities Larnaca, Paphos and Limassol are natural centers. The financial sector and a large part of the public sector on the other hand is mainly located in Nicosia. While the construction industry is spread over the country other parts of heavy manufacturing is located around Nicosia, Limassol and Larnaca – often in specially arranged for “industrial estates or zones”. The working population in such a centre formation might well be as high as 1,000 employees. As the demands for health surveillance measures varies with the type of industry, a system in which geographical focus and trade/hazard orientation is combined might be advisable. 

4.2 Medical manpower resources available

There are almost 2,000 (1,957) physicians in Cyprus (all members of the Pancyprian Medical Association) of which 25% in the public and 75% in the private sector. 12% are General Practicioners while, 85% are specialists. Until recently there were 3 physicians specialised in occupational medicine of which one holds the post as Chief Medical Officer at the Ministry of Health and two have recently completed their training. They have both been given posts at the Ministry of Health (one placed at the Labour Inspection Department of the Ministry of Labour and Social Insurance). A fourth physician  was registered as specialist in this field a few months ago. 

Generally the hole population of Cyprus has access to medical services either public or private. However a small fraction of the employees today have a regular and easy access to medical services through arrangements made by the employer who entered into a contract with a private provider. The contracts provide primary care but not special occupational health arrangements. This is the case for some of the banks,  most of the State own enterprises and a cement manufacturing plant. Also, trade unions have contracted certain physicians to give primary care to their members and a special Health Fund has been set up for that purpose. A number of physicians all over the country have been contracted in this way.

5. PROPOSALS FOR A HEALTH SURVEILLANCE SYSTEM AND THE ROLES OF THE DIFFERENT STAKEHOLDERS

The role of the state is to encourage the establishment of a system that permits the employer, regardless of size of his work site, to have access to the competent support needed either by in-house experts or whenever relevant by external sources in accordance with Directive 89/391 Article 7. The system shall permit the employer to easily find a suitable provider whose competence is appropriate to the needs on his work site. Accordingly the system needs to be transparent with regard to competence of the provider. 

This requires that a system is established by which the quality of the providers are ascertained with a certification based on Conformity assessment. A third party quality assurance system building upon ISO 9001:2000 is most often used. During initial stages in Denmark and the Netherlands the competent government authorities responsible for occupational safety and health administered the certification system. Similar quality assurance systems are being  developed for the health care sector and thus become relevant for the Examining Physicians also. 

According to Article 7 of EU-Directive 89/391 the employer is obliged to either have competence enough in-house to assess risks in the work environment and to take necessary measures in order to eliminate or reduce the risk to acceptable levels or he has to hire such expertise from outside preferably in the form of a Multi Disciplinary Service or otherwise a person or groups of persons competent in the particular area of concern.  

The employers´ organisations could ascertain that such service providers can be made available to their members. Provisions have been made by O.E.B. to organise providers for Risk assessment.  They should also be encouraged to facilitate access to Health Surveillance providers for their members in a similar way. As the private clinics, which constitute one sector in the employer organisation, are among the possible providers O.E.B. should be encouraged to explore the feasibilty to establish a provider network within the employers´ organisation. It is necessary to involve the Trade Unions to ascertain that the choice and the model adopted is acceptable to the workers. 

Another approach could be that within one industrial sector is jointly established a service structure. Health surveillance activities established in the big companies should then be able to support the small ones within this industrial sector. Such an approach has been used recently by HSE and the social partners in the UK for the construction industry as well as by the social partners in Germany, the Netherlands and Sweden for that industry since more than three decades ago. As construction industry is prominent in Cyprus, the opportunities to establish such an initiative under the auspices of the employers´ organisation should be examined. 

Unions have a role to play in the negotiating process by requiring the establishment of such services to be made available in order to protect their members. In addition, agreements could be made with the employers to build upon the medical service agreements unions have made with a number of private practice physicians around the country. The system of special Funds established for the members´ health services might be used to develop a roster of available potential providers of health surveillance services.Once the potential providers are identified the matters of training for and payment of these special health surveillance services must be considered.
5.1 Obligations of the Competent Authority (Ministry of Labour and Social Insurance)

Intensive promotions must be made to create interest among the private practice physicians to serve as Examining Physicians and as a first step to get the appropriate training to fulfil the competence requirements for being considered competent for the task. In Section 42(2) of the Health and safety at Work Law it is stated that they need to be specialist level physician in accordance with requirements in Doctor´s (Special Qualification) regulations. As this requires a 4 year training period some interim arrangements must be found to cope with that requirement during an initial period. Otherwise no progress can be achieved before the end of the decade which is hardly acceptable. 

Whenever Examining Physicians are contracted by employers their work must be monitored  and the records of their medical findings received and processed by the Advising Physician. In addition, the reports legally required from the employers, listing the examined employees as well as their fitness for work whenever that is necessary, shall be collected in the Department of Labour Inspection. 

The opportunity to collect the results of examinations at the Department of Labour Inspection should be seized as it can serve as a first attempt to broadly monitor what happens in the work environment in Cyprus. As health surveillance goes beyond the single medical examinations and incorporates use of data from a number of national sources like Social security data, cause of death data and cancer registry data, an epidemiological surveillance program should be established. As an example, the registry that according to the asbestos ordinance shall be established based on the employer reports of cases of asbestosis and mesotheliomas is not likely to be comprehensive as in particular mesotheliomas occur after a substantial latency period of several decades. Active search for such conditions in registries within the hospital system will be the only efficient model to detect such cases.

The extent to which the employers are fulfilling the Risk assessment requirements needs to be controlled and that should be one of the principal elements of the ordinary inspection targets. Whether health surveillance is undertaken whenever exposure levels are exceeded or if abnormal findings at such examinations have lead to preventive measures should be an integral part of such an inspection. Ascertaining that appropriate registries are kept for the health surveillance of their workers is also essential. 

On the basis of the above the duties of the Labour Inspection Department will be to:
-     Receive and keep records from employers of examined workers and if applicable their fitness report

· During inspection review Risk assessment findings and records relevant to Health Surveillance 

The duties of the Occupational Physician, Advisor to the Minister of Labour and Social Insurance will be to: 

-    Monitor the work of the Examining Physicians and co-operate closely with them

· Receive,  keep and analyse medical data received from Examining Physicians

· Establish an epidemiological monitoring system 

5.2 Obligations of Employers 

In accordance with the requirements of Article 6 of EU Directive 89/391 the employer is obliged to regularly assess the potential risks to his employees caused by the conditions at the work place. Such assessments shall consider physical as well as psychological and social factors. In particular updates are necessary whenever changes have been made or whenever cases of ill health related to the work have been detected. Measurements of exposure to physical and chemical agents contribute to the risk assessment as do findings made at health surveillance procedures for the actual work force. 

In accordance with the Directive either in-house staff with sufficient competence is available or else such expertise needs to be hired externally. In such case the employer is obliged to ascertain the competence of the providers hired regardless of whether they are individual experts or laboratories and comprehensive multidisciplinary services. This applies to the contracting of Examining Physicians for the Health surveillance procedures as well.

Whenever results from Risk assessment indicate that exposure levels are such that health surveillance procedures are needed the employer is obliged to arrange for such procedures. A number of EU Directives require Health surveillance procedures upon Risk assessment findings. The cost of the health surveillance procedure shall be carried by the employer as supported by the legislation in force.

If health surveillance examinations reveal that unacceptable exposure conditions prevail at the work place the employer is obliged to take all necessary preventive measures without delay. Also, additional groups of workers might then need to be subject to the health surveillance procedures. 

The employer shall keep records of the workers examined and whenever fitness for work assessments are required, the  report of such assessments. The records shall be kept available for inspection purposes and for certain exposures in accordance with paragraph 8 in the proposed regulation in chapter 9.2 reporting to the Ministry of Labour and Social Insurance is required.

A register shall in accordance with Directive 90/394 be kept of all workers exposed to cancer causing agents and that registry procedure can well be coordinated with the general one for health surveillance. Although the employer is obliged to inform the Department of Labour inspection about any case of asbestosis and mesothelioma it is not very likely that a comprehensive mesothelioma registration can be achieved in this way, as these cases occur after a lengthy latency period when the victim has left the causing employer long ago or probably even retired.

On the basis of the above the employer is obliged to:

· ascertain sufficiently competent staff or external assistance hired for risk assessment and health surveillance

· make necessary risk assessment of work site

· arrange for health surveillance when applicable from risk assessment or due to legal compulsory requirements

· keep records of the examined workers including if applicable report to Department of Labour Inspection about examination findings

· take necessary preventive measures in case of pathological results in an examination  

· carry the cost of the health surveillance procedures.  
· notify the Department of Labour Inspection whenever a notifiable disease occurs among the employees.

5.3 Obligations and Rights of the Employees

For certain types of work it is compulsory for a worker to be examined before or in an early phase of such work in order to have his/her fitness for that work assessed and then repeatedly controled at regular intervals as long as the work continues (chapter 9.3). In these cases the worker is obliged to participate in such medical examinations otherwise he/she can not keep that job position.

The workers or their representatives shall be consulted by the employer before the health surveillance program is organised. The registry of examined workers shall be accessible to the workers. They shall also have the right to information about the result of the medical examination including fitness for work assessment and access to the complete medical record from the health surveillance procedure undertaken by the examining physician.          

To the extent that the findings of the medical examination motivates special advice to the examined worker the Examining Physician is obliged to give such advice. This can relate to alternative ways to perform the tasks at work in order to minimize exposure or to change personal habits and behaviour like smoking if this in combination with work exaggerates the risk.
On the basis of above the employee has the:

· obligation to be subjected to compulsory health surveillance examination whenever a report of assessment of fitness is required 

· right to receive results of medical examination and relevant advice and information based on those results as well as the right to access the complete medical record of the examination

· right to access to employer´s register of examined workers as regards his/her own data

· right to be consulted when the health surveillance program is set up in the enterprise by the employer

5.4 Obligations of the Examining Physician 

The physician who undertakes the medical examinations for the health surveillance must have good knowledge about the working and exposure conditions of the examinee, which implies that the work sites have been visited and evaluated. The assessment of whether a health condition prohibits a special work or task involving a possible exposure is a complicated task. The examining physician is the one who determines what examinations and tests that are needed to be able to make a correct judgment. Although single diagnostic tests might be performed by others, like nurses, it is always the physician who is responsible for the final judgment. 

In view of the continuity character of the health surveillance it is essential that the medical records are kept by the examining physician for an extended period of time, in general for decades. In case one physician is replacing another as examining physician for a particular employer the medical records must be transferred to the new examining physician.

Any workers´ health surveillance programme should ensure both professional independence and imparity of the relevant health professionals and workers´ privacy and confidentiality of individual health information. The workers´ informed consent must be obtained before clinical examinations are conducted by medical professionals. Under the condition that the examined worker is informed about the purpose and the consequences of the medical control procedures the examining physician may transfer the result of his assessment of fitness for work and the results from a biological exposure control to the employer and to the Advisory Physician at the Ministry of Labour and Social Insurance in accordance with § 8 in the  regulations proposed in 9.2. Specific diagnosis or other medical information may, however, not be given to the employer without the explicit consent of the worker.

The examining physician shall inform the Ministry of Labour and Social Insurance (Advisory Physicians) about findings that are indicative of a health hazard. Such findings might be high levels in biological monitoring (lead and cadmium) or finding a special symptom/disease likely caused by the work exposure (silica and asbestos dust). Other reasons to report can also apply in accordance with the Notification of Accidents and Occupational Diseases Law of 1953. 

Based on the above the obligations of the Examining Physician will be to:

· know the working and exposure situation of the examinee

· inform the employee to be examined of the purpose of the examination and the consequences of medical findings 

· carry the overall responsibility for the examination chosen and performed although he might be assisted by nurses or other medical personnel

· make assessment of whether the examinee is fit for the actual work whenever needed

· inform the employer of the relevant examination results

· inform the employee of all results of examination

· keep the medical record for several decades when so required

· transfer the relevant medical record to another examining physician if the employer has contracted another physician or when the worker changes employer

· inform the Advisory Physician of the examination finding when legally required or else when appropriate. 

6. OPERATION OF THE SYSTEM

6.1 IMMEDIATE SHORT TERM MEASURES

Provision of services by examining physicians at the main centres of employment (Nicosia, Larnaca, Limasol, Paphos) would be the first goal. Provision exists for that in the Health and Safety at Work Law of 1996 section 42 (1) although after the 2003 amendment of that section in the law, competence requirement of a specialist level physician in occupational medicine cannot be met by a sufficient  number of physicians in Cyprus at present. In order to cope with the competence needs, training courses in occupational medicine need to be organised. Under the condition that exemptions to the Specialist level requirement can be made temporarily by the Medical Council the goal should be training to an acceptable (Diploma) level. 

The option to get special approval by the Medical Council should be considered during a limited period of time only (3-5 years) and thereafter only physicians with the full specialist degree in occupational medicine will become the new health surveillance providers. To be meaningful such a solution should be accompanied by arrangements for a training program leading to an equivalent to Diploma level for a limited number of physicians. Parallel to that the opportunities to arrange as much as possible of the complete specialist degree training in Cyprus must be explored.         

6.1.1 Awareness building

A first step will be to create awareness about the emerging need for doctors in this area in order to attract some who will establish themselves. Parallel to that a training opportunity at Diploma level must be established for a limited number of doctors in the country. It will be essential to achieve the involvement of the Pancyprian Medical Association to successfully reach out to the core of private physicians among whom the process will start. At the annual conference of its general practitioner section, part of the scientific sessions could for instance be devoted to the subject of health surveillance of the working population of Cyprus. A limited number of foreign experts in the field should be invited to lecture on experiences from the systems and methods in their countries. Training opportunities as well as a “market assessment” should also be addressed. 

6.1.2 Training needs

In accordance with the discussions held with the Pancyprian Medical Association foreign support will be needed to arrange for training of the physicians in occupational health. As training provided from UK or US universities seemed to be preferred and an emerging joint venture with the Harvard School of Public Health in Boston might be used for this purpose. Candidates to the training would likely be found among younger physicians keen to establish a niche for themselves in private practice on the labour market. The physicians mentioned in chapter 4.2 supplying primary care to employees and union members respectively on a contractual basis with their special experiences and interest could also be among the appropriate candidates for a training as outlined above. In total no more than 20-25 trainees would be required.  

So far all manpower discussions have concerned physicians but the actual diagnostic procedures like collecting (and sometimes analysing) urine and blood specimens are handled by nurses as could also elements of occupational history taking be. A possibility could be to identify a limited group of registered nurses who could be given certain training appropriate to the needs  for nurse activities in health surveillance. It should be considered whether part of the training for the physicians could also be appropriate for and shared by those nurses.

6.1.3 Exploitation of the Computerised Information system of the Department of Labour Inspection for the Health Surveillance System 

A review made in the headquarters of the Department of Labour Inspection  has revealed that the opportunities are great for using existing software modules for receiving and processing data relevant to the different steps of the health surveillance system. Either such modules can be utilised in the present shape or new ones can be designed more or less copying what exists in others. What needs to be further developed is the bridging between the different modules for this specific purpose. In particular it will be essential to have highly visible indicators of “need for” health surveillance actions due to exposure patterns and  whether “performed or not” on the basic card of the employer.  

I have not been assessing the hardware infrastructure but as this is a rapidly changing configuration with small costs involved in minor expansion this should not be the critical factor that determines the opportunities.

6.1.4 Recommendations for immediate action

A. Joint responsibility 

Recommendation 1: Jointly with the Pancyprian Medical Association the social partners and the Department of Labour Inspection must create a series of events that focuses on the need for and attractiveness of this area of medical practice. 

Recommendation 2: In a similar way of cooperation, arrangements must be made to get a training initiative with the assistance from a foreign university.

B. State level 

Recommendation 3: The computerised information system of the Department of Labour Inspection is adapted to accommodate the needs of the health surveillance system.

C. Social partners
Recommendation 4: The opportunities to use the Union Health Fund structure for establishing a roster of potential providers of health surveillance examinations should be explored.

Recommendation 5: It is suggested that an industrial sector within the Employers´ organisation takes an initiative to establish a service structure for that whole sector. Essential is that the service reaches out even to the small and medium sized companies in the sector. 

6.2 THE MEDIUM TERM PERSPECTIVE

6.2.1 Priority trades for health surveillance 

The workers in most need for health surveillance are those employed in the manufacturing industry (36,000) and construction industry (28,000). 

An unknown proportion but likely close to 50% of those 35,000 in the manufacturing sector have their workplaces in the industrial estates or zones around the major cities – in all around 17 such centres. It would seem feasible to establish small occupational health centres in each of those 17 industrial estates or possibly sharing such facilities between adjacent ones. A great advantage of such a solution would be minimal time lost for the workers when being subject to the required health surveillance examinations. The cost for the worker off duty should not be neglected. The centres would also increase access to occupational safety and health advice at a regular basis. The centres should be staffed by permanent or part time nurses with special training in occupational health. A physician with occupational health background should be able to support a number of such centres thanks to the support given by these nurses although he/she himself/herself carries the medical responsibility. The staff needed for covering these “estates” with some 20,000 workers can be estimated at 4 physicians and 8-9 nurses permitting ½-time coverage of a centre by the nurse. At the same time those physicians could allocate some of their time to give support to the primary care physicians catering for the 20,000 - 25,000 manufacturing industry workers outside the industrial “villages” who are predominantly employed in SMEs and distributed all over the country. They would be best served by the local health care providers under the condition that a certain amount of occupational health skill has been achieved by these physicians.  

The construction sector together with the sector of Mining and quarries employ some 30,000 workers. In particular the former constitute a workforce migrating between employers and work sites and the work sites permanently change. In addition, the health hazards and the needs of health surveillance and other expert support is rather different from stationary industry. The reason for including the mining and quarries is that several health hazards are the same as for the construction industry. Even in this case the minimising of time off duty is an essential component in the design of the service delivery structure. The most feasible arrangement for this mobile trade would thus be mobile health units. Experiences from a Swedish nation and trade wide occupational health service for the construction sector suggest that two mobile teams would be able to cover the actual workers and work sites with a 3 year interval for health surveillance purposes which should be sufficient. Headquarters for this activity could be established at and merged with one of the industrial “village” centres slightly  expanded. It could also cover construction workers in the neighbourhood as an alternative to having them served by the mobile unit. Through well developed cooperation with and management from that centre it could whenever staff is short ensure flexible staff supply for the mobile services. As previously mentioned good examples of comprehensive occupational health services for the construction industry can be found in France, Germany (BAUBERUF-GENOSSENSCHAFTEN) and the Netherlands (ARBOUW).

6.2.2 Training of other professions

Within a multidisciplinary service structure other specialist categories than medically trained personel like doctors and nurses are also needed. Such expert categories are occupational hygienists, ergonomists and psychologists (to deal with work organisation matters). Article 7 of Directive 89/391gives the employer the possibility to use different external providers of service depending upon which problem he is not able to manage by his in house expert staff. Availability of such manpower has not been assessed nor has the special training needs and opportunities as this is beyond the duties given in this contract. 

6.2.3 Epidemiological surveillance

The status of health statistics in Cyprus has according to the discussions held with the knowledgeable officers of the Ministry of Health so far not been good. It will not be meaningful to obtain data from such a system for a health surveillance at work purpose before the standard has improved. A proposal for the development of a Health Monitoring System in Cyprus is being considered by the EU and in case this will be implemented the needs of the Ministry of Labour and Social Insurance should be taken seriously into account although the responsibility for the project and the system will be in the Ministry of Health. Close co-operation between experts in the two Ministries should be established as soon as possible to avoid unnecessary mistakes.

6.2.4 Establishment of central clinic for occupational health

Although beyond the competence of the Ministry of Labour and Social Insurance reference might be made to the opinions expressed by the Chief Medical Officer for Occupational and Environmental Medicine (see 3.1) as the creation of a supreme level of competence at the major hospital of the Republic would greatly enhance the efficiency of performance for this field of medicine throughout the different levels of the provider supply chain. In particular this would be relevant for the process of designing the new General Health System as regards Occupational Health.
6.3 THE LONG TERM PERSPECTIVE

6.3.1 Continued building of infrastructure and models for comprehensive services 

Agriculture is a sector with great need of occupational health support and advice but its structure is such that it is mainly composed of self employed, family units. However, they are not subject to much legal requirements for health surveillance and risk assessment and other measures are not easily managed. Still, the hazards of pesticide use are probably paramount. It is most likely that the around 23,000 agricultural and forestry workers in the Republic would be best served by the local health care providers under the condition that a certain amount of occupational health awareness exists among those physicians. 

The occupational health needs of health care workers are being paid ever more attention to world-wide lately. Exposure to cytotoxic drugs in cancer treatment wards, biological hazards from needle sticks or cuts with potential exposure to hepatitis B or HIV might call for health surveillance procedures. Heavy ergonomic demands are other reasons. In a growing number of countries the establishment of occupational health centres within the hospitals has become a norm and frequently like in the UK those services have been designed and staffed to provide services to cover the needs of surrounding employment activities as well. That would be an excellent model to copy in Cyprus for the neighbourhoods of the existing 8 hospitals. The some 10,000 health care workers could easily be served by a total of 2 person years of physicians and 4-5 of nurses distributed over the different hospitals as part time activities. 

In the Service/Hotel- and Restaurant sector with some  32,000 employees few legal requirements for occupational health surveillance due to specific factors are likely although needs for occupational health guidance would probably be ample. However, for the restaurant staff requirements exist from the Ministry of Health to provide certificates of bacteriological testing from a food safety point of view. A combination of the occupational health and the food safety needs into one service would be an attractive idea. In this case an outreach activity by a hospital occupational health service providing services for the surrounding community as mentioned above might be a solution as they have easy access to needed laboratory resources. With the high density of tourist establishments in certain towns along the cost line appropriate medical centres would be needed in or around Paphos, Limassol and Larnaca. where local hospitals exists.

The Retail and Transport sectors occupy around  57,000 and  22,000 employees respectively and are most likely evenly spread over the country more or less proportional to the population at large. There are few specific legal occupational health requirements on health surveillance measures for these trades. However, legal requirements might exist from a traffic safety point of view for employees in the transport sector. The only practical way to cater for the needs of those groups will be to rely upon the local primary care physicians.

Public sector employees should of course benefit from the most advanced occupational health service as the local and national governments must serve as “role models” for other  employers! If the public sector does not pay attention to the goals set by existing legislation how could then private employers be expected to take the regulations seriously? There are some  40,000 employees in public service employment and some 18,000 involved in education who are mostly also employed in the public sector. Health surveillance procedures called for in accordance with present legislation are few except display screens and the local health care providers and opticians are probably able to deliver such procedures. However, it would be desirable to have a limited number of occupational health physicians within the public sector to cater for the support needed when establishing and maintaining good working environments in sectors like  education/schools, public transport etc. Those specialists could also advice the primary care physicians catering for public employees in rural areas.

Finally there are some 32,000 employees in the finance and real estate sector. Besides the visual testing for those working with display screens there are few or no legal requirements for health surveillance. Such tests can be performed by opticians with special training for occupational health needs. On the other hand there are obvious health and safety issues with regard both to security and other psychosocial stress factors among employees in the finance sector  which should be paid attention to in a comprehensive occupational health strategy. In general the needs for those in the finance sector are probably going to be paid more attention to anyhow by their employers then in most other sectors. 

6.4 ASSESSMENT OF THE NUMBER OF OCCUPATIONAL HEALTH PHYSICIANS NEEDED

The number of physicians needed in the scheme presented as the immediate and medium term phases would be 6-8 occupational health specialists in charge of the networks of industrial estates for the manufacturing and construction sectors, and some 20-25 specially trained primary care physicians who cater for the employees in small enterprises in the rural areas during 5-10% of their working time (2-4 hours per week) which would translate into 2 full time physicians. 

The total number of 10 equivalents of full time physicians would however in this scheme require a number of additional skilled auxiliary staff like nurses to be able to fulfil the requirements put upon them. The corresponding number of occupational health trained nurses needed is 15. To this should be added the need caused by the special service given by the local primary care physicians, which would require additional nurse time corresponding to another 4-5 nurses. 

7. TIMETABLE FOR THE IMPLEMENTATION OF THE VARIOUS PHASES

The immediate measures (6.1) should be completed by the end of 2006. That allows for the involvement of the Pancyprian Medical Association for the awareness building through the Annual meeting of the General Practitioners in the fourth quarter of the year and parallell to that the potential involvement of the Harward initiative in the training. The political process to achieve some temporary exceptions to the specialist level requirements for occupational medicine needs to be started even before the summer of 2005 in order to know whether a solution could be found before the advertising and training.

The medium term (6.2) measures to establish health surveillance infrastructure in the highest priority trades  should be possible to implement rather rapidly as soon as a sufficient number of examining physicians have established themselves on the market available for the employers to use. From mid 2006 and through 2007 this phase should be possible to implement. However, developments leading to comprehensive Multi Disciplinary Services for these trades will require longer time. 

The establishment of routines to use the Computerised Information System (6.1.3) should be initiated already in the first phase but there should not be any difficulty to have a useful system implemented when the health surveillance examinations are running. 

The epidemiological surveillance program would partly build upon input to the above mentioned computer system. In addition the cooperation between Advising Physician and the Medical and Public Health Department of the Ministry of Health or the proposed Health Monitoring System allowing for access to data from the health care system pertinent to occupational illnesses and the joint activities with the Department of Social Insurance should be possible to establish during this phase.

Training of experts other than physicians for a Multi Disciplinary Services should be possible to initiate within the ordinary University structure in Cyprus during this phase.

The long term (6.3) measures  will not realistically be completed before the end of the decade as the specialist training to specialist physicians lasts four years and not enough fully trained doctors will be available before then.

8. BUDGET

The budget issues that will be mentioned here are costs for the governemnt agencies but not for the employers for purchasing the examination services. In addition to the salary and share of ordinary office and administration costs of the Department of Labour Inspection that fall upon the position as Advisory Physician there should also be resources set aside for the continued training and keeping abreast with the developments in the health and safety at work area internationally. One or two intrenational conferences a year would be appropriate as a lot of input will come from the participation in ordinary EU workshops and missions.

The major budget item for the medium time perspective will be the establishment of the epidemiological surveillance program as this requires additional manpower with a background in statistics. By as close a cooperation as possible between the corresponding units in the different agents that are the sources of data and this unit one position should be able to make substantial achievements. This person would also be a key resource for the active input and output from the Computerised Information System of the Department as far as health surveillance data are concerned. 

9. LEGISLATION - DRAFT REGULATIONS FOR HEALTH SURVEILLANCE SYSTEM

9.1 BACKGROUND

It has been an issue whether a health surveillance regulation structure based on exposures or on trades would be most feasible. A review of an existing trade based regulation – on dock works issued on the basis of the Factories Law domain year in 2002 - reveals that legislation already in existence based on the Safety at Work Law would be the favourable approach. There would be few advantages to the employer by proceeding with the trade model but to the contrary it might even cause excessive, unnecessary costs. However, the regulations for specific exposures prevalent in a single trade could possibly be aggregated piece by piece to tailor made guidelines for specific trades - but still legally based upon the existing exposure  associated regulations. 

Examples of exposure associated regulations are the one for lead in the Health and Safety at Work (Chemical Agents) Regulations 2002 which is the only one with biological limit value

and asbestos in the Asbestos /Health and Safety of Persons at Work )Regulation 2002. In both cases the requirement is under the condition that a certain exposure level is exceeded. At present  asbestos is regulated in the Asbestos Law and not in the Safety at Work Law. It is envisaged that an amendment will be made of the asbestos regulations as a consequence of the new EU Directive being effective from 2006. That would include asbestos in the Health and Safety at Work legislation and by that also changing the requirements for the Examining Physician into the Specialist in Occupational Medicine, which is not the case at present.  

Several other health surveillance requirements are also conditioned upon the specific exposure levels at the employers´ premise. Such an example is the hearing test in noisy environments which is required when noise levels are above 90 dB. Others like the need for visual testing for those working with computer screens is not related to any specific exposure level. 
9.2 GENERAL RULES CONCERNING MEDICAL CONTROL EXAMINATIONS

1 § When a Risk Assessment in accordance with the 173/2002 Health and Safety Management Regulations shows that there is cause for conducting health surveillance medical examinations for the employees such examinations shall be offered to them.

2 § For the following types of work for which a report of  assessment of fitness is required the employer shall arrange for health surveillance examinations that include such an assessment of fitness for that specific work

a. work involving exposure to lead and cadmium in accordance with 10-24 §§,

b. work involving exposure to fibrogenic dust; asbestos, silica and certain in-organic fibres in accordance with 25-29 §§,

c. work involving exposure to thermosetting plastics in accordance with 34-36 §§,

d. work involving high physical strain; work in high masts, rescue operations and diving in accordance with 39-51 §§,

e. work of young persons in accordance with 52-53 §§,

Those medical examinations undertaken in accordance with 1 § and 2 § shall not cause any cost to the employees.

3 § The employee who has been subject to health surveillance examinations shall, in addition to the result of the examination, receive such information and advice that is relevant considering the results of the examination, as well as receiving the assessment of fitness for work as mentioned in 2 §

The employer shall receive a copy of the report of the assessment of fitness for work as mentioned in 2§.

4 § The employee who has not been subject to such health surveillance examinations which include assessment of fitness for work as mentioned in 2 § must not be engaged in the work that gave rise to those controls.

The employee judged as not fit for the actual work as a result of the health surveillance examination or the biological exposure control in accordance with these regulations must not be engaged in the work that gave rise to those controls. 

5 § If the results of the health surveillance examinations indicate deficiencies in the work environment the employer shall undertake such investigations and take such measures that are necessary to prevent ill-health and injuries at work.

Medical examination

6 § Not withstanding the provisions in Section 42 of the 1996 Safety and Health at Work Law as amended in 2003 the Medical examinations for the purpose of the workers health surveillance required shall be conducted by suitably qualified registered Specialists in Occupational Medicine according to the Doctor´s (special qualifications) regulations or else by physicians temporarily exempted by the Medical Council for this requirement.

Registries

7 § An employer shall keep a registry of employees who have undergone health surveillance examinations in accordance with 12-24, 27-29, 32-38, 40-42, 44-46, 49-51 and 53§§.

The registry shall contain information on

a) the name of the employee,

b) the exposure/s the employee has been subject to,

c) the time period during which the employee has been exposed,

d) the results of biological exposure controls for lead and cadmium exposures and

e) the results of the examinations performed and, whenever a report of assessment of fitness for the actual work is required, the time it was carried out and the name of the examining physician. For deep sea diving the fitness assessment shall also be registered in the appropriate diving certificate.

The employer shall also include in the registry that the employee has undergone medical examination in accordance with 32 § and 33 § when exposed to thermosetting plastics, with 54-56 §§ when exposed to vibrations and with 61 § and 62 § when working at night hours.

Reporting to Department of Labour Inspection

8 § The employer shall without unnecessary delay after 3 months from performance of a health surveillance examination in accordance with 12-14 §§ or 27-28 §§ or a periodic biological exposure control in accordance with 15-19 §§ and /or 20-23 §§ submit to the Department of Labour Inspection a consolidated report of the results.

Such a report shall show the number of employees examined in different types of employment/exposure and the name of the responsible Examining Physician. For the biological exposure controls for lead and cadmium the data shall in addition be gender specific and subdivided into different levels in blood of lead and cadmium respectively. The laboratory responsible for the analysis shall also be noted.

Reporting of certain diseases by physicians

9 § Not withstanding the provisions of the Notification of Accidents and Occupational Diseases Law physicians shall report to the Department of Labour Inspection such diseases that might be associated with the work performed and of interest from a work environment perspective. The diseases, including symptoms referred to are those that 

· suggest a new, unexpected or rare association,

· affect many persons engaged in a special type of work,

· are increasing in frequency over time and 

· indicate insufficient working conditions.      

9.3 MEDICAL EXAMINATIONS INVOLVING  REPORT OF ASSESSMENT OF FITNESS FOR WORK
9.3.1 Work with lead and cadmium

Medical examinations

10 §  Not withstanding the provisions of the Safety and Health at Work (Chemical Agents) Regulations 2002, regulations for medical examinations and biological exposure monitoring shall apply to those situations when such are required for lead, based on the Chemical Agents regulation and for cadmium, when cadmium or material containing cadmium as a metal or in a chemical composition is handled in a way that exposure to cadmium might occur.

11 § The medical examination required in 10 § shall be carried out before the employee commences work with lead or cadmium. If a similar examination has been performed within three years from the beginning of the work there is no need to repeat the examination.

12 § The medical examination shall include work history, information about relevant exposures and medical history as well as information on tobacco use. It shall also include a routine physical examination including blood pressure control and

· at work with lead, determination of lead quantity in blood  and qualitative measurement of protein in urine

· at work with cadmium, measurement of cadmium quantity in blood and urine as well as chemical diagnostic procedures to detect signs of kidney damage
The medical examinations shall in addition consist of other relevant tests needed for the fitness assessment. 

13 § Periodic medical examination as in 12 § shall be undertaken with an interval of at most 36 months counted from the commencement of the work. If the exposure is interrupted for more than 12 months the interval may be postponed for the equivalent time.

14 § The worker who is found at an examination in accordance with 12 or 13 §§ to have illness or signs of weakness constituting increased risk for disease due to influence of lead or cadmium shall not be considered fit for the type of work requiring this examination.

Periodic biological control of exposure when working with lead

15 § Periodic biological exposure control of an employee, who when carrying out his duties has been exposed to or will be exposed to lead, shall be conducted with three month intervals from the commencement of the work. The control shall include measurement of lead in  blood. The control may be performed at most two weeks before or after the three month day. If the exposure is interrupted for more then two weeks the control may be postponed for an  equivalent period, however at most one month after re-commencement of work.

The employer shall use laboratories approved by the Minister of Labour and Social Insurance. 

16 § For women above the age of 50 and for males who at three consecutive three month controls have a level of lead in blood of at most 1,5 umol/l blood, the employer is entitled to carry out the periodic biological exposure control with six months interval as long as the measured values remain below or equal to 1,5 umol/l blood. The control may be performed not more than one month earlier or later than the six months.

The provisions of these regulations apply only as long as the work is conducted under unchanged or improved conditions as relates to lead exposure.

17 § For an employee who at three consecutive three- or six-months controls have a blood lead level below 0,8 umol/l blood and who works under conditions that have not changed as far as lead exposure is concerned the employer is released from the obligation to undertake renewed periodic controls.

18 § If the medical examination or the periodic controls shows a blood lead concentration higher than 1,8 umol/l blood (for women above 50 years of age and for males) or higher than 1,0 umol/l blood (for women below 50 years of age) the employer shall investigate the reasons for the high values. The employer shall also immediately ascertain that measures in accordance with the prescribed legislation are taken to reduce the lead uptake.        

19 § The worker who at any control has a level of lead in blood higher than 2,0 umol/l blood (for women above 50 years of age and for all males) or higher than 1,2 umol/l blood (for women below 50 years of age) shall not be considered fit for work until a new medical examination as in 14§  has taken place and a new control shows that the level has decreased to less than 1,8 and 1,0 umol/l blood respectively.

The same applies to he/she who has a level of lead in blood higher than 1,8 umol/l blood (for women above the age of 50 and for all males) or higher than 1,0 umol/l blood (for women below the age of 50) at three consecutive controls.

Periodic biological control of exposure when working with cadmium

20 § Periodic biological exposure control of an employee, who when carrying out his duties has been exposed to or will be exposed to cadmium, shall be conducted with six month intervals from the commencement of the work. The control shall include measurement of cadmium in blood. The control may be performed not more than one month before or after the six months. If the exposure is interrupted for more than one month the control may be postponed for an equivalent period.

The employer shall use laboratories approved by the Minister of Labour and Social Insurance. 

21 § If the medical examination or the periodic controls show a blood cadmium concentration in any examine employee is higher than 50 umol/l blood the employer shall investigate the reasons for the high values and in accordance with 5 § take necessary measures to reduce the cadmium uptake without delay.

22 § The worker who at any medical examination or biological exposure control has a level of cadmium higher than 75 umol/l blood shall not be considered fit for work until a new examination as in 14 § has been undertaken and a new control showed that the level of cadmium has decreased to less than 50 umol/l blood.

23 § The worker who at three consecutive six month controls has a level of cadmium in blood less than 50 umol/l blood may thereafter have a twelve months control interval. The interval may at  most be conducted 2 months earlier or postponed for 2 months.

The above regulations apply only as long as the work is conducted under unchanged or improved conditions as relates to cadmium exposure and as long as the levels of cadmium in blood is below 50 umol/l blood.

Exemption

24 § The Department of Labour Inspection may upon request from the employer and for a specified employee accept an exemption from the regulations in 21 § and 24 §. Whenever an exemption is approved it can be associated with requirements of supplementary biological exposure controls or medical examinations.     

9.3.2 Work with fibrinogenic dust: asbestos, quartz and certain  inorganic fibres

Medical examination  

25 § Not withstanding the provisions in Asbestos (Health and Safety of Persons at Work) of Regulations 2002 these regulations on medical examinations apply when such are required for asbestos in accordance with the above mentioned asbestos regulation and for regulations about quartz and synthetic inorganic fibres in the Control of Atmosphere and Dangerous Substances Regulations 1973 – 1986 under the Factories Law.

26 § The medical examination required in 25 § shall be conducted before the worker commences work. If comparable medical examination has been done within three years from commencement of work it needs not be repeated. 

27 § The medical examination shall at least include work history, information about possible exposure to fibrotic dust or other dust detrimental to health, medical history and history of tobacco use, clinical examination of respiratory and circulatory system, chest X-ray and spirometry. The medical examination shall be sufficient to permit an assessment of the fitness for work.

28 § Periodical examination in accordance with 25 § shall be conducted with not more than 36 months interval from the commencement of the work. The medical examination shall include those further examinations that might be needed to assess fitness for such work as mentioned in 27 §.

The chest X-ray shall only be performed on the occasion of the third periodic examination and thereafter at every second examination unless other examination findings call for controls with shorter intervals. The justification for the chest X-ray shall always be taken under special consideration. For the purpose of periodical controls results of spirometry tests and chest X-rays performed for other purposes and on other occasions can be used under the condition that the time interval is the same and the quality acceptable.

If spirometry or chest X-ray mentioned in above paragraphs show abnormal findings the examination shall be expanded to a full medical examination in accordance with 29§.

29 § A worker who has been found at medical examinations in accordance with 27§ and 28§ to have signs of disease or weakness that makes him/her particularly sensitive to contracting illness related to such exposures that are the cause of the examination should be considered not fit for that type of work. 

9.3.3 Work with thermosetting plastics

Medical examinations

30 § Not withstanding the provisions in Safety and Health at Work (Chemical Agents) Regulations these rules on health surveillance are applicable whenever called for in those regulations issued by the Department of Labour Inspection.

31 § Medical examinations required in accordance with 30 § shall be conducted before commencement of work with thermosetting plastics. If a similar medical examination has taken place within two years from the commencement of work it needs not be repeated. 
32 § The medical examination shall as a minimum consist of occupational history, history of tobacco use and medical history focusing on respiratory illness, skin disease, allergy or other hypersensitivity, clinical examination of skin and respiratory tract as well as spirometry.

33 § Medical examination in accordance with 32 § shall also be undertaken when an employee has shown new signs of respiratory disease, skin disease or allergy and who has told so to the employer. Common cold and other transitory respiratory complaints, where no cause exists to suspect association with the work, do not give cause to a new medical examination.

Periodic health surveillance with assessment of fitness for work

34 § For certain types of work with thermosetting plastics releasing di-isocyanates, phenyl-isocyanates, cyanoacrylates and organic acid-anhydrides the medical examinations in accordance with 32 § or 33 § constitute the basis for an assessment of fitness for the actual work.

35 § Medical examination in accordance with 32 § shall be conducted before commencement of the work that requires assessment of fitness for that work. If the corresponding examination has taken place within two years from commencement of the work there is no need for a repeated examination.  

A new health surveillance examination shall be conducted after at least three but a maximum of six months from the commencement of work.

The employer shall thereafter arrange for health surveillance examinations for all workers engaged in such work with an interval of at most 24 months from the commencement of the work.

The medical examinations shall result in a report for fitness for the actual work. 

36 § An employee who  during a health surveillance examination in accordance with 32 § and 33 § has shown disease or weakness making him/her particularly subject to illness caused by a component in the thermosetting plastics or the air in the working environment that has called for the health surveillance procedure should not be considered fit for that actual work. 

Medical examination for work with polyester plastics

37 § The employer shall offer the employees a health surveillance examination in accordance with 31-33 §§ when working with reinforced polyester plastics. The medical examination shall be focusing on, in addition to what is required in 32 §, symptoms from the central and peripheral nervous system.

The above regulation does not apply if exposure measurements show that the concentration of styrene is lower that 1/5 of the applicable threshold limit value established in the Control of Atmosphere and Dangerous Substances Regulation 1973 – 1986 under the Factories Law.

38 § The health surveillance examination shall also be offered to employees with at most six years interval after commencement of the work that calls for the procedure. The medical examination shall predominantly focus on symptoms from the central and peripheral nervous system and on conditions and symptoms that are new since the previous examination.    

9.3.4 Work involving severe physical strain:

9.3.4.1 Work at height in masts and posts

Medical examination

39 § Medical examinations shall be conducted for employees who perform their work at heights on masts and posts

· within twelve months before work at heights is commenced for the first time,

· before work at heights is recommenced if more than twelve months have passed since the previous examination,

· before continued work at heights for employees who have suffered from illness, accident or other cause that might lead to increased risk for disease or injury in such work  

40 § The medical examination shall include medical history with special focus on illness or other ill-health that can acutely influence upon consciousness or cause other sudden weakness.

The examination shall also include general physical status including blood pressure and control for proneness of orthostatic reaction, assessment of heart and lung function and exercise test with ECG-registration.

Exercise test with ECG-registration shall apply physiological methodology registering the ECG during maximum work load. Physician and equipment to rescue if heart- and lung  failure shall be available at such examinations.

The scope and extent of the examination shall beyond the above be sufficient to permit assessment of fitness for the particular task and work.

41 § Periodical medical examination shall be conducted with an interval of at most twelve months from the day of commencement of work and focus upon such events that have occured since the previous examination that can influence upon the fitness for work at heights for the examinee. In addition the examination shall consist of the same components as in 40 § with the following exemptions:

· the worker who is younger than 40 years old needs to make the exercise test with ECG-registartion every fifth year only,

· the worker who is 40 but not yet 50 years old needs to make such an exercise test every second year only.      

42 § An employee who has been found at the medical examination in accordance with 40 § and 41 § to suffer from illness or weakness that carries an increased risk of injury or ill-health when working at heights on masts and posts shall not be considered fit for such work. 
9.3.4.2 Firemen using breathing apparatus.

Medical examination

43 § Medical examination shall be conducted for an employee who performs work as a fireman using breathing apparatus
· within six months before the first commencement of such work,

· before such work is recommenced if more than twelve months have passed since the previous medical examination,
· before continued work for an employee who has suffered illness, accident or other event that can constitute increased risk for ill-health or injury when working in rescue operations in smoky or chemically or biologically polluted environments.   
44 § The medical examination shall include 

· assessment of the physical working capacity,

· exercise test with ECG-registration,

· whatever else is needed to assess whether the examinee considering his health status should work as rescue operator in smoky or chemically polluted environments.

Exercise test with ECG-registration shall apply physiological methodology with registration of ECG under maximum work load. A physician and equipment for rescue in case of a heart- and lung failure shall be available at the examination.

The scope and extent of the examination shall in addition to the above examination be sufficient to permit assessment of fitness for the particular task and work.

45 § Periodical medical examination shall be conducted with an interval of at most twelve months from the day of commencement of work and focus upon such events that have occured since the previous examination that can influence upon the fitness for work at heights for the examinee. In addition the examination shall consist of the same components as in 44 § with the following exemptions:

· the worker who is younger than 40 years old needs to make the exercise test with ECG-registration every fifth year only,

· the worker who is 40 but not yet 50 years old needs to make such an exercise test every second year only.      

46 § An employee who has been found at the medical examination in accordance with 44 § and 45 § to suffer from illness or weakness that carries an increased risk of injury or ill-health when working as a fireman equipped with smoke helmet shall not be considered fit for such work. 
Physical work capacity requirements

47 § An employee who is a rescue operator in smoky and chemically or biologically polluted environments shall possess good physical working capacity. 

The employer may determine the method that will be applied for assessment of the physical work capacity. It must be the same for all employees in the local organisation and could be one of the following two options:

1. The physical working capacity is assessed by walking on a moving belt for six minutes with a speed of 4,5 km/hour and 8 degrees inclination against the horizontal plane or any other combination of speed and inclination that constitutes the same work load.

The employee shall perform the test with a complete rescue outfit except for respirator. Boots can be replaced with jogging shoes. The total weight of the equipment shall be 24 +/- 0,5 kg.

2. The physical working capacity is assessed by cycling on a cycle ergometer for six minutes with a load of 200 W. 

Those who at the assessment of physical working capacity can not accomplish at least the above given times and loads under the prescribed test conditions may normally not perform rescue operations in smoky and chemically or biologically polluted environments. 

9.3.4.3 Diving

Medical examination

48 § Medical examination shall be conducted for an employee who performs work involving diving:  

· within twelve months before the first commencement of such work,

· before such work is recommenced if more than five years, or for those older than 40 years of age two years have passed since the previous medical examination,
· before continued work for an employee who has suffered illness, accident or other event that can constitute increased risk for ill-health or injury when diving.   
For those who on single occasions are taking care of patients in a pressure chamber it is sufficient if the employer arranges for a medical examination as soon as possible after the first spell in such a chamber.   

49 § The medical examination shall include medical history with special focus on illness or other ill-health that can lead to increased risk for ill-health or accident when diving. The examination shall in addition include whatever might be needed to assess the fitness for this work.

50 § Periodic medical examination in accordance with 49 § shall be undertaken for those  below the age of 40 at least every fifth year. For those older than 40 years of age the periodical medical examination shall be undertaken every second year. 

51 § An employee who has been found at the medical examination in accordance with 49 § and 50 § to suffer from illness or weakness that carries an increased risk of injury or ill-health when diving shall not be considered fit for such work. 
9.3.5 Work of young persons

52 § Not withstanding the provisions of the Protection of Young Persons at Work Law of


2001 these rules on health surveillance are applicable whenever such examinations 

are called for in  regulations issued by the Department of Labour Inspection.

53 § The surveillance and assessment of the health of the young person shall be appropriate 

to the risks to the safety, physical or mental health or development observed in the written

assessment of the risks that exist for young persons in relation to their work. The 

health surveillance examinations shall be conducted at regular intervals.

9.4 OTHER MEDICAL EXAMINATIONS

9.4.1 Vibrations

Medical examination

54 § Not withstanding the provisions of the Health and Safety at Work (Vibration) Regulations of 2005  these rules for health surveillance are applicable whenever such examinations are called for in regulations issued by the Department of Labour Inspection.

55 § Medical examination in accordance with 54§ shall be conducted for work involving exposure to vibration requiring health surveillance is first commenced. In case a corresponding examination has taken place within three years before the commencement of work it need not be repeated.

56 § The medical examination shall as a minimum consist of 

· occupational history,

· history of previous diseases,

· history of use of pharmaceutical drugs and tobacco,

· history of symptoms related to vibration, the time it started, their frequency, seriousness, spread and relation to exposure.

57 § For work involving exposure to vibrations for hand and arm, in addition to the examination items in 54§, there shall be an examination focusing on blood vessels, skin and nerves in hand and arms and musculo-sceletal examinations of hands, arms, shoulders and neck.

For work involving exposure to whole body vibrations, in addition to the examination items in 54§, there shall be an examination focusing on the back.  

58 § Periodic health surveillance examination including what is mentioned in 54 § and 55 § shall be conducted with an interval of at most three years from the commencement of work involving exposure to vibration. Every second examination may be replaced by a more simple examination or a questionnaire designed for screening of vibration injury.

59 § Medical examinations in accordance with 54§ and 55§ shall also include those who in the health surveillance examination in accordance with 56§ has shown signs of vibration injury. This also applies to those who in other circumstances have reported or shown signs of vibration injury and told the employer so.
9.4.2 Exposure to noise

60 § Not withstanding the provisions of the Health and Safety at Work (Protection from Noise) Regulations 2003 those workers who are exposed to noise above the prescribed level in the relevant legislations shall be subject to hearing test so arranged by the employer. The interval between such tests will depend upon the exposure levels. The examinee shall be informed of the results of the test.

9.4.3 Night work 

Medical examinations

61 § The health surveillance procedures concerns those employees who are working at night. By this is meant those employees who normally conduct at least three of the 24 day and night hours during night or probably will conduct at least 38% of their annual working time at night. The regulations in 59-63 §§ do not apply for temporary work at night hours not exceeding three months. 

62 § Night is defined in these regulations as any period of seven hours including the time 00.00 – 05.00.

63 § The employer shall offer the employee a health surveillance examination before the commencement of the night work for the first time. If a corresponding examination has been conducted within one year from the commencement of the work it need not be repeated.

Periodic health surveillance examination shall be offered with an interval of six years from the commencement of the night work with the following exemption:

- with an interval of three years for employees older than 50 years of age. 

64 § The medical examination shall as a minimum include occupational history, medical history, relevant information regarding on going medication and social status as well as a routine physical examination. Beyond that, the examination should include what could be considered appropriate to disclose if the employee will be subject to increased risk to ill health or accident due to the work at night hours. 

65 § The periodic health surveillance examinations in accordance with 62 § shall predominantly focus on what has happened since the previous examination and could have an impact on the ability of the employee to continue  working at night hours without increased risk of ill health and accident. 

9.4.4 Visual testing at display screen work

66 § Not withstanding the provisions in Display Screen Work (92/207) Regulations under the Health and Safety Act the employer shall arrange for vision testing for the employer who is for more than one hour daily working at such a screen. The vision test shall be performed by a person with sufficient skill. 

67 § If such an examination recently has been performed through arrangements of another employer a new vision test is needed only if there are new or changed vision requirements in the actual display screen task or if the vision status of the employee has changed since the previous test. 

68 § The vision test shall subsequently be arranged for at regular intervals and when an employee reports complaints that might be associated with the vision requirements at work.    

69 § If the result of the vision test reveals that the visual requirements in the specific work demands additional examinations by an oftalmologist, the employer shall arrange for such an examination. 

70 § Measures that are needed in accordance with this regulation shall be without cost to the employee. 

9.4.5 Work with animals for testing in laboratories

71 § Not withstanding the provisions of the Health and Safety at Work (Biological Agents) Regulations the employer shall offer workers who are regularly dealing with allergy causing test animals a medical examination before starting work.

72 § If the worker during the cause of his/her work gets symptoms indicative of allergy or other hypersensitivity the employer shall also offer a medical examination. A worker who is allergic or hypersensitive to a factor in the working environment shall be offered periodic health examination by a physician.

73 § The worker shall receive the information and advice relevant for the examination results.

10. METHODS OF EVALUATION OF THE SYSTEM 

Evaluation of a system like the proposed one can not use monitoring of end-point result changes (i.e. change in frequency of occupational disease) as these changes are primarily depending on factors outside the complete control of this system and in addition will only be visible with too long a latency to be applicable. Instead a system based on questionnaires to the different actors involved should be used. The type of questions that should be addressed in a questionnaire varies with the recipient; to employers, to employees and to examining physicians. Assessment of the experiences of the Pancyprian Medical association would also be valuable but in that case the questions would have a different focus. A proposal for questions to be covered is given in Annex 3.

In addition some kind of evaluation of the quality of the employer´s ability to interpret the Risk assessment findings for determining need for health surveillance should be assessed. Also the extent to which the employer has installed additional preventive measures as a result of findings in the health surveillance of his work force when so needed should be included as this is the ultimate purpose of the system. These last two evaluation components should be searched for in the reports of the labour inspection reports from the actual visits to enterprises over the period the evaluation covers. An evaluation process is probably not feasible until 5 years have passed as the start will be quite slow due to the shortage of examining physicians available to the employers to contract.

Although the responsibility to carry out the evaluation lies upon the Department of Labour Inspection a consultant should be hired for the task in order to avoid suspicion of bias in favour of one stakeholder against others. An appropriate source for this type of work could be a university unit with experience in this field.          
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ANNEX 1

List of persons met with during first mission to Cyprus, October 4-7, 2004. 

Goverment:

Mrs. L. Samouel, Permanent Secretary, Ministry of Labour and Social Insurance

Mr. M. Antoniou, Acting Director, Department of Social Security 

Ministry of Labour and Social Security

Dr. A. Georgiou, Chief Medical Officer, Medical & Public Health Services 

Ministry of Health

Representatives of trade unions:

Mr S. Christodoulou,  DEOK

Mr S. Fellas,  PEO

Mr. E. Koumides,  SEK

Mr P. Savides,  PASYDI

Mr M. Thedotou,  ETYK

Representatives of employer organisations:

Mr. M. Aimilios,   KEBE

Ms. C. Vasila,  OEB

Other:

Mr. A. Demedriades, Director of the General Health System

Dr. A. Papadouris, Pancyprian Medical Association

ANNEX 2

Employed persons by economic sector activity

	ECONOMIC ACTIVITY SECTOR
	NUMBER OF

EMPLOYED PERSONS

(Note 1)

	AGRICULTURE, LIVESTOCK AND FORESTRY 
	23000

	FISHING
	1300

	MINING AND QUARRYING
	600

	MANUFACTURING
	34600

	ELECTRICITY, GAS AND WATER SUPPLY
	1500

	CONSTRUCTION
	29300

	WHOLESALE AND RETAIL TRADE; REPAIR OF MOTOR VEHICLES, MOTORCYCLES AND PERSONAL AND HOUSEHOLD GOODS 
	56800

	HOTELS AND RESTAURANTS
	32000

	TRANSPORT, STORAGE AND COMMUNICATION
	21900

	FINANCIAL INTERMEDIATION
	15000

	REAL ESTATE, RENTING AND BUSINESS ACTIVITIES
	16300

	PUBLIC ADMINISTRATION AND DEFENCE, COMPULSORY SOCIAL SECURITY
	23200

	EDUCATION
	17700

	HEALTH AND SOCIAL WORK
	12700

	OTHER COMMUNITY, SOCIAL AND PERSONAL ACTIVITIES
	14900

	PRIVATE HOUSEHOLDS WITH EMPLOYED PERSONS
	10600

	EXTRA - TERRITORIAL ORGANISATIONS AND BODIES
	2800

	Total
	314200


Table Notes:

Number of Employed Persons based on data of the Statistics Department.

ANNEX 3

Examples of questions to be asked for evaluation process

This is not intended to be an extensive list of questions but only examples of what should be brought up. It is natural that the consultant designs the appropriate questionnaire on the basis of discussions with the one who contracts him/her. Moreover the experiences from the first couple of years will serve as a guide to what issues are necessary to address.  

Employers: 

Target group is employers who have submitted list of examined workers. The aim of the task, among others, should be to seek answers to the following questions: 

a. Were examining physicians available whenever you needed to contract one?

b. Did the examining physician deliver services in accordance with your expectations?                                                 c. Did he/she make site visits to understand exposure conditions?

d. Did he/she relate/communicate well with your employees?

e. Did you get the necessary information about the examination results and fitness for work?

Employees: 

Target group is those found in the Registry of examined workers according to employers submitted reports. The aim of the task, among others, should be to seek answers to the following questions:    

a. Were you informed by the Examining Physician about the purpose and consequences of the health surveillance procedure and the examination?

b. Were you satisfied with the information about examination results?

c. Have you been able to get access to the complete medical record?

d. Have you been able to get access to the employers registry of examined employees?

Examining Physicians:

The target group is those examining physicians who have been reported by the employers to the Department of Labour Inspection as having examined their employees or approved by the Medical Council as specialists in or temporarily equivalent to specialist in Occupational Medicine. The aim of the task, among others, should be to seek answers to the following questions:

a. What is your specialist status with the Medical Council?

b. How many employers and from what trades have annually approached you for health surveillance examinations in the last three years?

conducting health surveillance medical examinations for the employees such examinations shall be offered to them.

