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about the dangers they are exposed to and provide them with personal protective equipment. 
In addition, the law lays down the principle that a planning and supervisory OSH committee 
should be established with an equal number of employer executives and elected trade 
unionists. The law also stipulates that every establishment or a branch thereof, should assign 
an OSH management plan that assigns technicians and specialists to work as full-time 
controllers and supervisors of OSH affairs in different sections of a workplace. 
 
At provincial and national levels there are consultative councils formed of representatives of 
government, employers and workers, in addition to representatives of agencies concerned 
with OSH issues. The tripartite body responsible for the formulation and review process of 
the provincial and national policy and programmes is the Supreme Advisory Council on OSH; 
the law defines its composition, role and responsibilities. The Minister of Manpower and 
Migration chairs the Council. 
 
Employers, trade unions and/or workers associations and government are concerned with 
OSH; however, none of them consider OSH as a priority. About 50% of workers and 
employees in various economic sectors are members of the ETUF. 
 

Organisation 
 
Managing OSH, including supervision and enforcement, falls under the jurisdiction of the 
Ministry of Manpower and Migration. It is implemented through the Central Authority for 
Protecting the Labour Force and the Working Environment that is divided into: 

i- the General Administration for Labour Inspection, dealing with  enforcement of the 
labour legislation related to employment conditions in general, 

ii-  the General Administration for Occupational Safety and Health and the Protection of the 
Working Environment (GAOSHWE), 

iii-  The General Administration for Manpower Services. 
 
700 inspectors employed at the GAOSHWE carry out inspections of OSH activities at enterprise 
level. During 2008 these inspectors visited 116,000 establishments employing 2,054,000 
workers. 
 
However, the Ministry of Health and the Ministry of Environment also have some role in 
supervision. Other governmental agencies that execute some responsibilities for OSH are: 

1- The National Institute for Occupational Safety and Health  
2- The Health Insurance Organisation 
3- The Ministry of Social Solidarity and the National Organization for Social Insurance 
4- The Ministry of Interior and the Civil Protection Authority 
5- The Ministry of Trade and Industry and the National Organisation for  Standardisation 

and Quality Assurance  
6- The Ministry of Housing and Urban Communities. 

 
Occupational diseases and injuries are managed in clinics and hospitals affiliated to the 
Health Insurance Organisation that is also responsible for workers’ disability evaluation, 
rating and compensation. 
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There are some economic activities that are difficult to regulate, especially in the informal sector, 
small scale enterprises, agriculture, self-employed, family producers, temporary workers, etc.  
 
Legislation makes it mandatory for employers to provide suitable training for employees engaged 
in OSH services and committees, as well as for those responsible for management and 
production. The types of training, types of trainees and training agencies are illustrated in the 
following table. 

Type (and level) Training Agency Trainees 

Basic training Institute for Industrial Safety 
Specialists and technicians in OSH 

OSH committee members 
Advanced training National Institute of 

Occupational Safety and 
Health 

Specific training National Institute of 
Occupational Safety and 
Health 

Specialists and technicians in OSH 

OSH committee members, according 
to type of industrial activity  

Specialized training - National Institute of 
Occupational Safety and 
Health 

- Universities, NGOs and 
other private Institutions 

Specialists in OSH, each in his/ her 
specialty  

 
 
Future needs  
 
The current OSH services and activities  at  national level are satisfactory in  content if 
they are implemented according to the law, but the coverage of these services is 
inadequate as a percentage of establishments and workers’ with OSH services. 

Strategic planning on OSH at the national, provincial and local levels is an urgent 
need to provide a vision of healthy and safe working practices for employees of 
various economic facilities by the year 2012. Such strategic planning aims for the 
adoption of unified strategy and Plan of Action on Workers’ Health and Safety for the 
years 2009–2012, in compliance with the WHO Global Plan of Action for 2008 - 
2012. The overall objective of the Strategy and Plan of Action is to establish and 
implement a series of programs and activities needed to enhance OHS services in 
various economic sectors. The detailed objectives are: 

- Provision of basic OSH services to 50% of the workforce in various economic sectors in 
line with the “WHO Initiatives concerning Healthy Workplaces". 

- Reducing the work-related injuries toll by more than 10% annually. 
- Adopting an active surveillance program targeting cases of occupationally related 

illnesses. 
- Qualifying an adequate number of professionals needed to provide OSH services.  
- The possibility of incorporating OSH services into existing primary health care services.  
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- Linking OSH services with other disciplines at the national, provincial and local levels, 
e.g. with education, training, communication, contracting, treaties, etc. 

- Strengthening existing research activities, emphasising applied and practical research that 
contributes to the enhancement and advancement of OSH services. 

- Increase collaboration and cooperation with the WHO, ILO, and relevant international 
organizations and agencies. 

 
Principals and determinants of the future strategic plan are: 
 
- Commitment of different authorities at the various levels (national, industrial estates, 

economic facilities). 
- Assure participation, and coordination of all parties and stakeholders. 
- Review and update existing legislation relevant to provision of the OSH services. 
- Prioritise and target information, education and communication (IEC) activities through 

different institutions to various levels. 
- Provision of OSH services, especially preventive and promotional services, to contract 

workers currently not covered by such services. 
- Orchestrate   enforcement (e.g. inspection) and compliance (e.g. auditing, monitoring and 

follow up) efforts related to OSH. 
- Coordinate the work of relevant agencies at all levels on implementation of guidelines, 

codes of practice, standards, and procedures.   
- Assure participation of tripartite representatives at committees discussing design, 

implementation and follow up of OSH activities. 
- Assure active participation of representatives of civil society organisations, mass media, 

and education institutes to advocate for and consolidating OSH services. 
 

The plans outlined above are likely to be realised as part of the growing interest in the 
protection of workers and their working environment. This will be assured by anchoring a 
safety culture in the community, by prioritising OSH in various economic facilities and by 
enforcement of the current legislation. 
 
 
 

 

Bahira Mohamed Said Lotfy                                               bahira_lotfy@yahoo.com  
6, street Youssef El-Degwy, El-Manial, Cairo, Egypt                        
 
Bahira Lotfy has been Professor of Industrial Medicine and Occupational Diseases at Kasr  
El-Aini Faculty of Medicine, Cairo University since 2005. She is also a member of a number 
of national committees dealing with infection control, hazardous waste management, 
environmental and public health issues. She has provided technical assistance on numerous 
government health plans and audits of many enterprises throughout Egypt. She worked in a 
number of research and training assignments with the regional offices of the WHO and ILO 
including child labour issues, and OSH&E issues in construction. 
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Basic facts on Egypt      

Size of area  1,001,000 sq km 
Population  83 million  
Capital    Cairo 
Main religions    Muslim, mostly Sunni (90%), Coptic (9%) 
Literacy  71% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  5,400 
Gini index  34 
Life expectancy at birth   male 66 years, female 70 years   
Infant mortality rate   30 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    0 per 100,000 population 
HIV, prevalence rate    18 per 100,000 adult population 
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GHANA 
Edith Clarke 
 

OSH Panorama 
 
Ghana has a workforce of 8 million that constitutes 82% of employable persons. The 
unemployment rate is estimated at 7%.  The main sectors of working life are agriculture, 
manufacturing, mining and services.  Individuals tend to remain economically active for as 
long as their health permits.  14 % of the workforce is employed in formally registered 
enterprises and 86% are in the informal sector. 23% of male employees and 6% of female 
workers are in the formal sector while 77% of males and 94% of females are employed in the 
informal sector.  
 
The large informal sector consists of small and micro-scale industries, most as small holders 
in agriculture (54% of the total workforce). The only exceptions to this are a small number of 
workers employed by multinationals and a few local companies that own plantations. The 
contribution of agriculture to the GDP is 38%. A considerable proportion of informal sector 
workers are involved in mining, and manufacturing (woodwork, cement block-moulding, 
batik and tie and dye making). Others work in sales, trades like automobile repairs and 
welding, and services e.g. catering, transport, beauty, etc. 
 
The formal sector is comprised of large scale mining and quarrying, and manufacturing (agro, 
cocoa and wood processing, textiles and cement manufacturing, oil refining). The petroleum 
industry will expand in future. 
 
Numerous injuries and diseases are associated with work in both the formal and informal 
sectors. The highest risks for accidents occur in construction, mining and quarrying, 
agriculture, woodwork and road transport. Diseases commonly associated with work include a 
wide range of communicable diseases, such as schistosomiasis, filariasis, malaria (a high 
prevalence of which is found in irrigation agriculture) and HIV/AIDS (particularly associated 
with mining and the transport sector). Widespread, non-communicable diseases include noise-
induced hearing loss, pneumoconiosis, silicosis, chemical poisoning from pesticides, stress, 
and occupational asthma. Silicosis usually results from inhalation of silica dust in 
construction or underground mines. With a shift to surface mining and improvement in 
ventilation within underground mines, studies have indicated that the incidence of silicosis 
has reduced markedly in the last two decades. However, anecdotal evidence suggests 
increasing incidence among small-scale and illegal small scale miners (galamsey) that operate 
underground with minimal controls against dust exposure.  
 
There is a paucity of accurate statistics due to underreporting and poor data collection and this 
situation seems to be worsening.  Cases notified to the Factories Inspectorate, for example, 
have gone down from 510 in 1985 to 11 in 2007.  There is no official data covering the 
informal sector where little inspection and monitoring are carried out. Within the public 
health sector, occupational injuries are recorded under the same heading as ‘home accidents’ 
making the determination of the contribution from occupational injuries problematic.  
 
The number of unionised workers is 400,000, mostly found in the formal sector.  Worker 
representatives responsible for OSH at enterprise level are mostly found in multi-national 
companies in mines, and in a few manufacturing industries like UNILEVER. The lack of 
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unionisation of workers poses serious challenges to the reporting of injury and ill-health. 
  

Policy and legislation 
 
The 1992 Constitution of Ghana states that “Every person has the right to work under safe and 
healthy conditions...”  Ghana has ratified a number of international conventions that provide 
frameworks for effective promotion and enforcement of OSH standards. Examples include the 
following ILO conventions: nr 81 on Labour Inspection, nr 115 on Radiation Protection, nr 
119 on Guarding Machinery, nr 120 on Hygiene in Commerce and Office, nr 148 on Working 
Environment, Air Pollution, Noise and Vibration.  
 
Ghana, however, has no national policy on occupational safety and health. There are two 
main statutes guiding OSH, the Factories, Offices and Shops Act, and the Mining Regulations 
with accompanying Explosives Regulations. There is also the Workmen’s Compensation Law 
and the Environmental Protection Agency Act.  
 
There are several shortcomings in the legal provisions on OSH. The Factories’ Act and 
Mining Regulations do not specifically cover the vast majority of industries, including 
agriculture, services and most informal sector workplaces. Secondly, the provisions for 
prevention like risk assessments, medical surveillance and control of hazards are not core 
components. There is a lack of specification of standards for evaluation of services. 
Compensation bears no relation to the level of risk that workers are exposed to. Legislation 
does not define funding mechanisms for OSH so programmes are grossly underfunded. 
 
Section XV of the Labour Act 651, 2003, covers Occupational Safety, Health and 
Environment for all sectors of the economy consistent with ILO Conventions nr 155 on 
Supervision of Occupational Safety and Health, and nr.161 on Occupational Health Services.   
 
The National Health Insurance Scheme established within the last three years explicitly 
excludes OHS provisions like preventive activities and rehabilitation. 
 

Organisation  
 
The two ministries with major responsibility for OSH are the Ministries of Employment and 
Social Welfare and the Ministry of Mines and Energy which respectively house the factories’ 
and mines’ inspectorates. The inspectorates’ role has traditionally been limited to inspection 
within factories, offices, shops, ports and construction for the factories’ inspectorate and 
mines and quarries on the other. The inspectorates are under-resourced and understaffed so 
they are only able to concentrate their activities on the large scale sector of industry, largely 
neglecting  medium and small scale sectors where 60% of the workforce are employed. Little 
attention is paid to monitoring and controlling of health determinants due to the absence of 
clear guidelines backed by law.   
 
The Labour Act established a National Tripartite Committee made up of representatives of 
government, employers’ associations and organised labour, to “advise on employment and 
labour market issues, including labour laws, and occupational safety and health”. Currently, 
there is a national tripartite OSH committee comprising representatives from government, the 
Ghana Employers’ Association and the Trade Unions Congress.  
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Development of OSH is also limited by a lack of specialist training facilities and programmes 
devoted entirely to OSH. The highest level of training available in Ghana is a diploma and 
certificate (from Ghana Institute of Management and Public Administration, GIMPA) and a 
module in Occupational health within an MPH programme. There are no clear rules and 
regulations defining the roles, responsibilities, duties and tasks of companies concerning 
occupational health or community health issues, or for governing the relationship between 
industry and local authorities.  
 
 
Current and future needs 
 
The following are priority needs: 

i.  The adoption of a proposed national OSH policy that builds on the 
    OSH component of the Labour Act which mandates services for all sectors of the 
    economy. There is a need for the urgent promulgation of a legislative instrument to 
    give meaning to this section of the Act and provide practical guidance for its 
    implementation. It should include systems for standard setting, funding mechanisms, 
    and guidance for small scale and informal sectors, and help to integrate OSH activities 
    into primary health care. 

ii. Resources should be made available for setting up training programmes at pre-service, 
    in-service and post-basic training levels. The Ghana Health Service/Ministry of Health 
    has recently instituted a system of regional and institutional focal persons to lead the 
    establishment of OSH services for health workers and for integration of OSH with 
    primary health care. These efforts need to be strengthened through provision of 
    financial and material resources.  

iii. Mechanisms should be found to provide incentives 
     to encourage employers see expenditure on OSH as an investment rather 
     than a drain on profits. Possible measures could include advocacy by tripartite 
     partners as well as tax breaks for companies who invest in OSH. In addition, 
     companies should be motivated to become active partners in the public health system 
     and contribute to sustainable improvements in health services without taking over 
     responsibility for such services. 

iv. The National Health Insurance Scheme does not currently cater for preventive 
     services. Consideration needs to be given to integrating comprehensive work-related 
     preventive activities (particularly medical screening, health promotion and 
     immunization) that would save on health expenditure in the long run.  

v.  International bodies could assist OSH in Ghana and other countries in the region by: 

• Strengthening advocacy on the ILO/WHO strategy on OSH to sensitise African 
leaders to see occupational safety and health as an important component of sustainable 
development. One way of implementing this would be to integrate measures to ensure 
that health impact assessment, (including OSH), is built into development projects. 
Feasibility studies should be conducted in much the same way that the World Bank 
and some other funding agencies ensure that environmental assessments are 
incorporated into projects and programmes. 
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• Sensitisation of governments towards the adoption of a common policy on OSH and 
its integration in development and poverty reduction efforts at the regional level e.g. 
within the context of the Economic Community of West African States (ECOWAS) 
and the New Partnership for Africa’s Development (NEPAD). 
 

• Technical support, (including infrastructure), from external partners for capacity 
building efforts for country nationals would help to strengthen the human capacity 
base. An additional measure would be to build the concept of local counterparts 
working hand in hand with foreign consultants into consultancy assignments in order 
to strengthen technology transfer and to curb the brain drain of the few trained OSH 
professionals available.   
 

 

Edith Essie Clarke                                     essieclarke@yahoo.com 
Ghana Health Service, c/o P.O. Box AN 11355, Accra-North, Ghana 
 
Edith Essie Clarke is a public health and occupational health physician. She undertook her 
post graduate studies at the Nuffield Institute University of Leeds and the University of 
Birmingham  in the U.K., and the Work Life Institute in Stockholm, Sweden. She worked for 
the Ghana Ministry of Health in various capacities for 26 years, including as District Director 
of Health Services and as regional training co-ordinator. For the past 10 years, she has headed 
the Occupational and Environmental Health Unit of the Ministry of Health/ Ghana Health 
Service. Her interests are in occupational and environmental health policy, the safe use of 
pesticides, and strengthening  linkages between occupational, environmental and  public 
health.   
 

 

Basic facts on Ghana       

Size of area  239,000 sq km 
Population  24 million  
Capital    Accra 
Main religions    Christian (69%), Muslim (16%), traditional (9%), none (6%)  
Literacy  58% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  1,500 
Gini index  39 
Life expectancy at birth   male 56 years, female 58 years   
Infant mortality rate   73 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    109 per 100,000 population 
HIV, prevalence rate    1,722 per 100,000 adult population 
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INDIA 
Shyam Pingle 
 
 
OSH panorama 
 
Figures on India’s current population are not always up-to date and easy to interpret. 
According to one estimate, the total population was 1,157 million in 2009. Those in working 
ages were estimated to 64.3%, which means 744 million. The workforce was composed by 
467 million. More than 90% work in the informal economy, mainly agriculture and services 
(60% self-employed and 30% without regular jobs). Less than 10% work in the formal 
economy; mainly industry, mining and services. 
 
Some of the major occupational risks are accidents, silicosis, musculoskeletal injuries, 
pneumoconiosis, chronic obstructive lung diseases, pesticide poisoning, byssinosis, 
asbestosis, and noise induced hearing loss. The increasing proportion of females in the 
workforce adds to the traditional OSH issues. Women are subjected to indoor air pollution 
due to biomass fuels and to the double burden of home work and occupation. Agriculture, 
mining and construction have high levels of accidents and diseases. 
 
Statistics on accidents and occupational illnesses are far from accurate. The Director General 
of the Factory Advisory Services & Labour Institutes (DGFASLI) reported 1387 fatal and 
33135 non-fatal injuries in 2008, using records from registered factories which employ about 
5% of the total workforce. Research reports show that the official estimates of fatalities and 
injuries are vastly low. 

The OSH panorama in India may be summarized as follows:  
 
    1.  Huge workforce in unorganised sector     
    2.  Availability of cheap labour due to high unemployment 
    3.  Meagre public spending on health 
    4.  Inadequate implementation of existing legislation 
    5.  Large numbers of unrecognised / unreported occupational illness 
    6.  Relative shortage of trained and skilled OSH professionals 
    7.  Multiplicity of statutory controls 
    8.  Apathy of stakeholders 
    9.  Infrastructure problems 
  10.  Lack of a coherent national policy on OSH.  
 
 
Policy and legislation 
 
India has 16 Laws related to working hours, conditions of services and employment. The 
major legal provisions for the protection of health and safety are contained in two acts: the 
Factories Act (1948) and the Mines Act (1952). The Factories Act was amended in 1987. It 
provides for pre-employment and periodic medical examination and mandatory, periodic 
monitoring of the work environment in those industries defined as hazardous. Maximum 
permissible limits have been established for a number of chemicals. There are similar 
provisions in the Mines Act. The Factories and Mines Acts are implemented by the State 
Factory Inspectorates. The Factories Act is applicable only to factories employing 10 or more 
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workers and covers only about 10 million workers.  
 
There are other legal provisions for protection of special groups of workers including those in 
plantations, docks, building and construction, tobacco, mining, and insecticides. There are 
also legal provisions on the prohibition and regulation of child labour. 
 
Occupational health is split between two ministries. While primary health care and medical 
education fall in the mandate of Health Ministry, the Ministry of Labour has the main 
responsibility for OSH. OSH is implemented and monitored at state level, through the 
Directorate of Industrial Safety and Health who employ engineers and medical staff to inspect 
factories. DGFASLI reports for 2006 indicate engagement of about 1,900 Safety Officers, 
1,100 factory inspectors and 15 medical inspectors in the country. Given India’s working 
population, this number is grossly inadequate. 
 
Two important ILO conventions in the OSH area, the Radiation Protection Convention 
(No.115), 1960, and the Benzene Convention (No.136), 1971, have been ratified and 
consultations are taking place with stakeholders for ratifying two more conventions; no. 170 
(Safety in the use of Asbestos, 1986) & no. 162 (Safety in the use of Chemicals at work, 
1990). India is a signatory to other ILO conventions, but they are yet to be ratified. 
 
 
Organisation  
 
The organised sector, both private and public, has well developed OSH based on ILO 
conventions; however, this sector is miniscule. OSH in the largest unorganised sector is 
almost non-existent. 
 
Currently there is no government agency or department that deals exclusively with 
occupational safety and health matters. The Directorate of General Factory Advice Service & 
Labour Institutes deals with the safety and health of workers employed in factories and ports, 
whereas, the Directorate General of Mines Safety deals with the safety and health of miners. 
While there are other departments under the Ministry of Labour that deal with OSH issues in 
different sectors, e.g. in the construction sector, there is no agency that covers safety and 
health for workers in unorganised sectors. 
 
Statutory regulations require all hazardous process industries to have a central safety 
committee. Both employers and workers participate and the committees should promote 
cooperation between workers and management. They also participate in training and 
communication on OSH.  
 
There is separate training on OSH for safety professionals and occupational health 
professionals. A demand for training safety officers already exists as it is a statutory 
requirement for factories, but training on occupational health is still at an early stage. The 
Central Labour Institute and its associate institutes offer a 3 month certificate course in 
Industrial Health with an annual intake of around 100.  
 
Governmental organisations such as the Central Labour Institute, the National Institute of 
Occupational Health, the National Safety Council of India, the Regional Labour Institutes, 
and NGOs such as the Indian Association of Occupational Health, also organise occasional 
short training courses on OSH for industrial physicians, safety professionals and industrial 
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managers. A few medical colleges and institutes e.g. the All India Institute of Hygiene and 
Public Health, offer postgraduate courses in occupational health." 
 
 
Current and future needs 
 
Liberalisation, privatisation and globalisation have affected working life in India, and present 
new OSH challenges across a diverse range of professions. India is a growing economy, the 
world’s most vibrant and largest democracy and an aspiring superpower. OSH should be seen 
as a 'developmental tool' and as an empowering movement. 
 
The three most important OSH needs are: legislation to extend OSH coverage to all sectors of 
working life including the unorganised sector; the spread of awareness about OSH among 
stakeholders; the development of OSH infrastructure and OSH professionals.  

 
National policy and legislation 
 
After prolonged deliberations, the Government of India approved the National Policy on 
Safety, Health and Environment at Work Places in February 2009. The policy provides 
general guidelines for all stakeholders to develop a safety culture and environment in work 
places. It also deals with preparation of statutory frameworks, administrative and technical 
support, incentive systems, and prevention strategies and their monitoring, and inclusion of 
safety health and environment aspects in other related national policies. 
 
In line with this national policy, a general OSH legislation needs to be enacted, applicable to 
factories, mines, plantations, ports, construction etc., as well as to unorganised sectors 
including home work. Workers’ bodies, NGOs and other agencies can influence lawmakers to 
expedite the issue. 
 
Suitable guidelines need be developed for the unorganised sector including agriculture and 
home work. Principal employers who outsource ‘home work’ should also have the basic 
responsibility to provide basic safety and health information to the persons who carry out this 
work.  
 
There is a need for an appropriate enforcement strategy and overhaul of the existing 
enforcement agencies. There is an urgent need to build credibility, competence and 
acceptability for enforcement authorities. Extensive training of factory inspectors should be 
undertaken. A national registry of occupational diseases and accidents should be established 
and maintained. 

 
Creating awareness  
 
There is strong need to create OSH awareness among all stakeholders such as law makers, 
employers, employees, contractors and the general public. OSH needs to be included in 
educational curricula at all levels of school, university and technical education. Public 
awareness about, for example, the health hazards of environmental pollution, and diseases 
caused by exposure to harmful substances, should be created through mass media.  The 
unorganised sector needs OSH training and effective awareness campaigns. 
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There is an urgent need to change the mindset of workers and employers through OSH 
education. Trade unions can be very effective in the prevention of accidents and work-related 
diseases through the use of OSH as a collective bargaining issue and by exerting pressure on 
political leadership. 
 
Specific codes of practice on occupational safety and health issues such as noise, chemical 
handling; ship breaking, etc, should be prepared and published for use by selected industries. 
Video films, manuals, and booklets should also be prepared and distributed. 
 
OSH training programmes should be organised at or near places of work with mandatory 
participation of employers and their representatives. Involvement of NGOs, professional 
organisations and employers associations should be sought for these efforts.  

 
Development of infrastructure and competence 
 
There is a great shortage of occupational health professionals in India. About 10,000 
occupational health physicians and industrial hygienists are needed in the organised sector 
alone, but currently their number is less than 1,000. The majority of medical practitioners lack 
training in occupational health and consequently lack the skills to diagnose and prevent 
occupational diseases. India faces the twin challenges of integration of occupational health 
with  general health services and of delivery of occupational health from medical college 
hospitals. Short-term courses should be designed and conducted on a massive scale for 
medical doctors in the government and private sector in order to increase awareness and 
competence in the diagnosis of occupational diseases. Postgraduate courses in occupational 
health and industrial hygiene are needed along with high level academic positions in 
occupational health at universities. 
 
An independent, national accreditation agency is needed to establish national standards on 
OSH. An audit system for assessing the effectiveness of OSH in industries, ports and mines 
would be helpful as would an international exchange of OSH experts. 
 
For national level studies and surveys, government should seek cooperation from employers’ 
organisations/associations, NGOs and professional organiaations such as the Confederation of 
Indian Industries, Indian Association of Occupational Health etc. 
 
Other issues include the integration of occupational health with primary health care, 
appropriate care and protection in cases where hazardous industries are moved from 
developed countries, and international collaboration.  
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Shyam Pingle                                          Shyam.Pingle@ril.com  
Medical & Occupational Health Services, Reliance Industries Ltd., RCP Complex,  
Thane Belapur Road, Navi Mumbai 400701 India 
 
Shyam Pingle is a medical post graduate in Community Medicine from India. He has trained 
at National Institute of Working Life, Sweden and Munich International Summer University, 
LMU, Germany. He has worked at University of Nagpur from 1980 -1984 as Assistant 
Professor. He has more than 25 years of experience in the manufacturing sector as 
occupational health physician. He is currently President of Indian Association of 
Occupational Health and Chair of the Scientific Committee on Occupational Health & 
Development of ICOH. From 1997 he is working as Vice President for Medical & 
Occupational Health Services at the largest private sector enterprise in India, Reliance 
Industries Ltd.  

 

 

Basic facts on India      
Size of area 3,287,000 sq km 
Population 1,166 million  
Capital   Dehli 
Main religions    Hindu (81%), Muslim (13%), Christian (2%), Sikh (2%) 
Literacy 61% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  2,900 
Gini index 37 
Life expectancy at birth   male 63 years, female 65 years   
Infant mortality rate   54 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    1 per 100,000 population 
HIV, prevalence rate    290 per 100,000 adult population 
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IRAN 
Alireza Dehdashti 
 

OSH panorama 
 
Iran is rich in natural resources. Even though the economy is dominated by oil and natural gas 
production and export, it has recently moved to develop new industries including mining, 
metal and non-metal fabrication, and fertiliser and petrochemical industries. Iran has 
experienced rapid population growth over the last two decades. The number of industrial and 
working enterprises, especially private companies, has resulted in a rapid increase in the 
working population over recent years. The main sectors of working life are in services, 
agriculture, industry and mining. It is estimated that there are 2 million work units across the 
country with around 16 million employees including service workers (45%), agricultural 
workers (30%) and industrial workers (25%). There are 486,000 registered enterprises in Iran. 
The private sector makes a considerable contribution to working life as approximately 60% of 
enterprises are privately owned or run. It is estimated that about 94% of the working 
population are employed in small workplaces with less than 50 employees, 4% in enterprises 
with 50-500 employees and 2% in enterprises with more than 500 workers. The 
unemployment rate was 12.5% in 2008.  
 
The industrial and mining sectors have the highest occupational safety and health risks. The 
most frequent occupational and work-related diseases are musculoskeletal disorders, lung 
disorders and noise induced hearing loss. According to local statistics more than 25,000  
workers suffered occupational injuries in 2008. About 5,000 work-related fatal accidents were 
also reported in 2008. It is thought that the real figures are actually higher  because of under 
reporting of occupational injuries and fatalities.  
Due to the increased number of workers exposed to silica in related industries, the Ministry of 
Health and Medical Education (MHME) started a “Prevention and Control of Silicosis” 
programme in 2007 in collaboration with WHO. There has also been a national action 
programme entitled “Carpet Weavers’ Health Promotion” providing training in safety and 
health at work and bank loans to rural carpet weavers. 
 
 
Policy and legislation 
 
MHME, together with Ministry of Labour and Social Affairs (MLSA), have the main 
responsibilities for the provision of policies, laws, rules, regulations and guidelines on 
occupational safety and health. Iran is a member of the International Labour Organisation 
(ILO) and takes the ILO conventions and recommendations on occupational safety and health 
into consideration but has not yet ratified any occupational safety and health conventions. 
According to law, employers are obliged to provide occupational health services and to ensure 
that employees have access to relevant services.  According to law, workers’ compensation 
systems must also be provided .The Ministries are also responsible for ensuring the 
implementation and monitoring of laws, rules and regulations on occupational safety and 
health at work. MHME and MLSA mainly concentrate on occupational safety and 
occupational health issues respectively. MHME is responsible for all areas of social health 
and the provision of health care services through a nationwide network including all medical 
sciences universities. The Occupational and Environmental Health Centre within the MHME 
provides Occupational Exposure Limits for hazardous agents using the information from 
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reliable sources including ACGIH, OSHA, NIOSH and HSE. Around 4,000 occupational 
hygienists are employed by various enterprises throughout the country, working in 
Occupational Health and Safety Divisions under the supervision of MHME and MLSA. 
Labour Health and Safety inspectors from the ministries are responsible for regular visits to 
workplaces, completion of standard checklists and reporting to the ministries.  One of the 
main programme Occupational and Environmental Health Centre’s programmes (MHME) is 
to develop management and an occupational health surveillance system at national level. The 
main goal is to promote workers’ health through the identification of both the strong and 
weak points of the programme to improve their inspection and surveillance system within the 
framework of a nationwide network system. The Centre for Research and Training in 
Occupational Safety and Health is a division within Ministry of Labour and Social Affairs and 
one of its main activities is to provide occupational safety and accident prevention programme 
in workplaces. Experts in both ministries regularly visit workplaces, filling out checklists and 
reporting health and safety issues. 
 
 
Organisation 
 
In addition to the governmental bodies providing some occupational health services, 
particularly for small scale at national level, the private sector also plays an important role in 
providing OSH at local level. There are many companies dealing with various occupational 
health and safety practices. They are registered by MHME or MLSA and provide 
occupational health services to various enterprises, however, the services provided by the 
private sector are mostly requested by large enterprises. The organisation of occupational 
safety and health units in work settings depends on the number of employees, as 
recommended by MHME. Occupational health services are provided through local health 
centres registered by MHME, called BEHGAR (health providers), for workplaces with less 
than 49 employees. Medium sized workplaces with 50-500 employees have to organise a 
work environment health office in the company. Workplaces with more than 500 employers 
have to provide a well organised occupational health and safety centre. Large scale enterprises 
often employ occupational hygienists, safety engineers and occupational physicians to 
provide services for their employees. In petrochemical and oil companies administered by the 
Ministry of Oil, there is an integrated Health, Safety and Environment (HSE) system. 
According to law, employers in work settings with more than 20 employees are obliged to 
establish a workers’ protection committee with workers’ representatives; regular meetings 
must be held at least once per month. The Ministry of Agriculture also gets technical support 
from the MHME to take care of farmers’ health. It seems that only large scale enterprises 
have well-organised occupational safety and health departments that provide access to 
occupational health services and a workers’ compensation system for considerable numbers 
of employees. Workers in small scale enterprises have very limited access to occupational 
health services, particularly in those enterprises with less than 20 employees.  
 
Medical sciences and technical universities have departments for education, research and 
training in various aspects of occupational safety and health including occupational health, 
occupational medicine, industrial safety and ergonomics. Occupational health is offered as 
part of a Bachelor’s and Master’s degree. Physicians who wish to specialise in occupational 
medicine are required to complete a three year training course. The Medical Sciences 
Department at the University of Tehran was the first university to establish an Occupational 
Medicine Department to train general practitioners as specialists in occupational medicine. In 
addition to academic training, medical sciences universities are providing professional 
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training courses as a part of a professional development plan for occupational health experts 
and general practitioners working in workplaces, under the supervision of MHME. The 
Centre for Research and Training in Occupational Safety and Health within Ministry of 
Labour Labour is involved in occupational safety research and safety training programmes for 
both employers and employees. However, due to poor management systems, most small and 
medium scale enterprises do not have such training or programmes resulting in a serious lack 
of training for employers and employees on occupational safety and health issues. In many 
cases, even when there are training and educational programmes, they are not followed up by 
an appropriate assessment system.   
 
 
Needs 
 
The rapid growth in the working population is a challenge for the occupational safety and 
health care system, particularly as there is an increased need to provide the relevant 
professionals. In addition to the current policy, laws, rules and regulations (mainly compiled 
from ILO sources), it is important to recognise that there is a need to reconsider and revise 
legislation in response to factors such as the changing categories of work and injuries, and to 
develop an effective integrated workers’ health care system as proposed by MHME. 
 
Academic centres may have a crucial role in research and supporting action projects on 
occupational safety and health in industries and work environments but this would require the 
establishment of a strong relationship between academic training centres and industry. Many 
universities have recently established “Institutional Academics and Industry Relations” 
offices that should have an active role in addressing workplace needs and linkages with the 
relevant academic departments in order to find out and solve their occupational safety and 
health problems. Academic educators often lack a good understanding of production and 
working conditions so it is necessary to establish a working relationship between educators 
and employers in order to develop efficient education and training in occupational safety and 
health.  
 
An accurate and reliable data collection system is required in order to set goals for injury 
prevention and to survey, and to monitor and evaluate progress towards achieving goals. 
There are major deficiencies in the current national reporting system of occupational health 
and safety statistics. A number of important limitations are noted, including: the lack of 
coverage of self-employed workers; the lack of data on workers not covered by national social 
insurances (particularly construction workers and small scale informal enterprises); missing 
data; the lack of data on occupational diseases and accidents and inadequate data standards. 
These limitations suggest that we need to develop a new national occupational safety and 
health data collection system.  
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Basic facts on Iran       
Size of area  1,648,000 sq km 
Population  66 million  
Capital    Tehran 
Main religions  Muslim/Shia (89%), Muslim/Sunni (9%)            
Literacy  77% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  12,800 
Gini index  45 
Life expectancy at birth   male 70 years, female 74 years   
Infant mortality rate   29 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    0 per 100,000 population 
HIV, prevalence rate    163 per 100,000 adult population 
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KENYA 
Franklin Muchiri 
 
 
OSH panorama 
 
Kenya’s key economic sectors include agriculture, manufacturing, construction, tourism, and 
services such as transport, communication, energy generation and distribution. The modern 
sector employment contributed 20% (2,011,000) of the total jobs in 2008 while 80% 
(9,946,000) of those employed were in the informal sector. In 2005/2006, 6 million Kenyans 
were self-employed in agriculture while the number of Kenyans openly unemployed was 1.9 
million, an unemployment rate of 13%. The level of unemployment has been aggravated by 
the current global economic crisis and the post-election violence experienced in late 2007 and 
early 2008 which led to closures and re-location of many businesses and workers.  
 
Machinery accidents and exposures to chemicals, especially pesticides, are the main 
recognised occupational risks in Kenya. Most of the accidents are in manufacturing and 
construction. Exposures to chemicals are mainly in agriculture and manufacturing, in 
particular the manufacture of chemicals and chemical products as well as of rubber and plastic 
products.  
 
Since 2007, the responsibility for the implementation of the Work Injury Benefits Act and the 
Workmen’s Compensation Act was transferred to the Directorate of Occupational Safety and 
Health Services. Since then, there has been a sharp rise in the number of registered 
occupational accidents and diseases. In the fiscal year 2008/2009, 3,000 accidents were 
reported. In the same period, 4,550 routine inspections and 9,120 medical examinations were 
carried out and out of these 505 workers were diagnosed with occupational diseases. In 
addition, 5,770 inspections and examinations were carried out on plant and equipment.  
Currently, it is estimated that about 50% of occupational injuries are not reported. 
 
 
Policy and legislation 
 
A tripartite taskforce to review labour laws was set up in 2003 and as a result, new legislation 
‘The Occupational Safety and Health Act’ was enacted in 2007. The Act is proactive and 
requires the active involvement of all strategic stakeholders, in particular employers and 
workers. The Act establishes the tripartite National Council for Occupational Safety and 
Health that includes representatives from government departments that have a role in OSH, 
the public universities, the insurance industry and the Kenya Occupational Safety and Health 
Association. The main function of the Council is to advise the Minister for Labour on the 
formulation, development and implementation of national OSH policy frameworks and 
legislation, including ways and means to give effect to International Labour Organisation 
conventions, and other international instruments relating to occupational safety, health, 
compensation and rehabilitation services. The Directorate of Occupational Safety and Health 
Services’ (DOSHS) established under the new Act has primary responsibility for OSH in the 
country. Ministries and institutions such as the Ministry of Public Health and Sanitation and 
the National Environmental Management Authority also have functions and programmes 
relating to OSH. In 2007 Parliament enacted the Work Injury Benefits Act, and repealed the 
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Workmen’s Compensation Act. The administration of this new Act has been placed under the 
DOSHS. Implementation of this Act is a major challenge requiring the development of 
various new tools and skills in addition to raising awareness on its application. DOSHS is 
currently in the process of developing a national OSH policy, regulations and guidelines to 
support implementation of these new statutes.  
 
The DOSHS has enacted regulations for the establishment of bipartite Safety and Health 
Committees at workplaces. The Factories and Other Places of Work (Safety and Health 
Committee) Rules, 2004 are designed to enhance cooperation at enterprise level and to reduce 
the burden of routine inspections. These regulations require the occupier to allow workers to 
elect their safety representatives to serve in the committee and for them to take basic OSH 
training. The regulations cover both the private and the public sector including teachers and 
other civil servants.  While this move has promoted OSH programmes at workplace level, a 
challenge remains as currently the department has no record as to the number of committees 
established and their level of functioning. Rules have also been enacted for medical 
examinations; The Factories and Other Places of Work (Medical Examination) Rules 2005 
largely based on the ILO Convention no. 161 concerning Occupational Health Services. The 
rules include provision for the appointment of ‘designated health practitioners’ who support 
the delivery of occupational health services under the supervision of the Directorate. During 
2008/2009, the department approved 59 designated health practitioners’ and carried out 9,000 
medical examinations. Though Kenya has ratified ILO conventions and OSH legislation is in 
conformity with the ILO conventions, it is yet to ratify the main conventions such as no. 155, 
161 and 187. However, the country has made enormous progress in the areas covered by these 
conventions. 
 
 
Organisation 
 
DOSHS has offices in Nairobi, in all the provinces and some of the industrialised districts.   
Currently there are 78 professional staff comprising safety engineers, medical doctors (10), 
nurses (5), industrial hygienists, and other scientists who are responsible for serving an 
estimated 100,000 workplaces liable for inspections. This number does not include the 
informal economy though it is covered by law. This is clearly an enormous shortfall in the 
provision of services to vulnerable sectors and workers. The Ministry of Public Health and 
Sanitation also has an operational occupational health section.  
 
The Federation of Kenya Employers (FKE) is the most representative organisation of 
employers in Kenya with over 2,500 member enterprises and is generally acknowledged as 
the premier employers' association and the vital voice of the private sector. In addition to its 
active participation in national OSH programmes and activities, it provides OSH services for 
its members including training, development of tools and enterprise based policies and guides.  
 
The Central Organisation of Trade Unions, Kenya (COTU-K) is the most representative 
organisation of workers with over 1.5 million members. Membership is open to all registered 
trade unions. It is highly active in national OSH programmes and activities. It runs OSH 
training programmes such of training of trainers for its affiliate members mainly through its 
training centre, the Tom Mboya Labour College. One of its affiliate members, the Kenya 
Union of Printing, Publishing, Paper Manufacturers and Allied Workers has a project on 
Occupational Health and Safety to train its members on occupational health and safety, to 
support the members to form Health and Safety Committees at workplaces, and to increase 
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union membership. 
 
Both employers and workers collaborate at the workplace in promoting OSH through the 
legally required safety and health committees.  
 
In recognition of the role training plays in enhancing the effective management and 
performance in OSH, the DOSHS has established a training and information centre and has 
approved 59 institutions to provide quality training to employers and workers.  The centre is 
the main reference point for information on Occupational Health & Safety in the country and 
works in collaboration with the International Occupational Safety & Health Information 
Centre (CIS) of ILO. 
 
 
Current and future needs 
 
The department is currently implementing the renewed legislation and drawing up a national 
programme for occupational safety and health, including occupational health services. In spite 
of all the successful work which has been done, there is still a lack of a national OSH policy.  
This is now a priority. The current OSH legislation establishes a fund to support OSH 
development and promotion including research and training. Making this fund operational is a 
key priority area for action as it will enable the mobilisation of funds to promote and run OSH 
services in a sustainable manner.  
 
The new OSH Act provides for the establishment of a National Institute of Occupational 
Safety and Health to undertake research and training. The Act also requires the appointment 
of OSH advisors and private practitioners and this has created a high demand for OSH experts 
with post-graduate qualifications. In response, universities have launched post-graduate 
courses in OSH. Jomo Kenyatta University of Agriculture and Technology offers MSc in 
Occupational Safety & Health and Postgraduate Diploma in Occupational Safety & Health. 
The University of Nairobi and Moi University also offer courses in OSH.  
 
The current and future programmes that aim to support national OSH initiatives are 
summarised as:  

• Establishment of the National OSH Institute 
• Formulation and adoption of a coherent national OSH policy 
• Establishment of the OSH fund  
• Compilation of national and sectoral OSH profiles and the formulation of a national 

OSH programme 
• Strengthening occupational health and management systems 
• Building an infrastructure for the establishment of basic occupational health services 

in collaboration with strategic stakeholders  
• Undertaking training of occupational health and safety personnel in both public and 

the private sector enterprises  
• Strengthening  partnership with key stakeholders 
• Strengthening of systems to drive self regulation, internal and external OSH audits and 

risk assessments, establishment of OSH Committees and the formulation of Codes of 
practice and guidelines 

• Development of an OSH research strategy including research in key areas 
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• Development of a strategy to improve  information communication and networking on 
occupational health and safety  

• Strengthening the overall OSH system including occupational injury and disease 
compensation and rehabilitation systems 

• Integration of OSH in the education system at all levels, to effectively drive the 
creation of a preventative safety culture among the future working population. 

Within the country’s development agenda, DOSHS will be strengthened for efficiency and 
effectiveness and in this process it has prospects of being transformed into a semi autonomous 
government agency to deal with occupational safety and health and work injury benefits. 
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Basic facts on Kenya      
Size of area  580,000 sq km 
Population  39 million  
Capital    Nairobi 
Main religions    Protestant (45%), Roman Catholic (33%), Muslim (10%), 
                                        Indigenous beliefs (10%)            
Literacy  85% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  1,600 
Gini index  42 
Life expectancy at birth   male 53 years, female 56 years   
Infant mortality rate   80 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    74 per 100,000 population 
HIV, prevalence rate    … per 100,000 adult population 
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MOROCCO 
Abdeljalil El Kholti 
 

 OSH panorama 
 
Over the last decade Morocco has launched a wide spectrum of sectoral and regional projects 
enshrined in a dynamic array of economic and social policies that define Morocco as a 
country determined to move towards increased openness in society. The promotion of 
occupational safety and health (OSH) is part of this dynamic. 
 
In Morocco, the primary sector includes all activities relating to agriculture, fisheries, forestry 
or mining. The secondary sector includes manufacturing. The tertiary sector produces services 
and includes all economic activities which are not part of the primary or secondary sectors. 
The primary and tertiary sectors provide the most employment with 40% and 45% of total 
employment, respectively. 
 
Agriculture predominates in Morocco contributing approximately 13% of GDP. Morocco has 
few mineral resources but it has 75% of the world's reserves in phosphates thus providing its 
main wealth. Industry contributes more than 33% of GDP from textile, leather, food, 
construction, electronics, chemicals and petrochemicals industries. The tertiary sector 
contributes approximately with 45% of the GDP; it is largely dependent on the very dynamic 
tourism sector.  
 
Morocco’s two primary trading partners are the European Union and the United States. The 
major exports are clothing, electrical machinery, inorganic chemicals, fish and seafood. The 
two main suppliers of imported goods to Morocco are the European Union and China. The 
largest imports are oil, machinery, electrical and electronic equipment, vehicles, iron and 
steel. 
 
In the first quarter of 2008, the active population was 11 million. The activity rate was 51% in 
urban areas and 49% in rural areas. A total of 10.2 million persons are employed, 39% in 
urban areas and 57% in rural areas.  1.1 million persons (10%) are unemployed,   15% in 
urban areas and 4% in rural areas.  
 
The public and semi-public sector employs 10% of workers while 90% are employed in the 
private sector. The Moroccan industrial sector is comprised of approximately 95% small and 
medium-sized enterprises. According to the Ministry of Industry, small and medium-sized 
enterprises represent 80% of industrial companies (6,100).  

Some 2009 figures: 

• Agriculture: 1,393,000 farms or small farms, of which only 1,100 have more than 
10 employees. Agricultural operations employ 131,000 permanent employees and 
400,000 seasonal employees. 

• Mines: 48 mining companies with 350,000 employees. 
• Crafts: 300,000 companies. 200 are modern, organised SMEs. 2,300,000 

employees. 
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• Industry: 4,951 companies with up to 10 employees. 50,300 employees. 
• Trade: 2,026 businesses with up to 10 employees. 89,200 employees. 
• Professionals like lawyers, physicians, engineers, architects, consultants and 

others: 4,206 companies. 333,000 employees. 
• Construction: 831 businesses with up to 10 employees. 68,700 employees. 

 
It is very difficult to determine the number of people working in the informal sector.  
  
Occupational accidents and occupational diseases are poorly identified.  Over a period of 10 
years from 1986 to 1995, the number of reported occupational accidents to the insurance 
system averaged 65,000 per year (approximately 200 per day) among which 14,000 were 
serious cases. The ILO estimates the number of deaths per year in the workplaces to be 2,000. 
The average annual number of declared occupational diseases is less than 300, 95% of which 
are pneumoconiosis. The annual average cost of occupational accidents and diseases is about 
400 million Dirham (50 million US$).  
 
Accidents and diseases mainly occur in construction, mining and industry. 
 
 
Policy and legislation 
 
In Morocco, the first texts concerning the protection of workers’ health date back to 1913. 
The Labour Code was put into law in June 2004, giving impetus to the prevention of 
occupational hazards in Morocco. The Labour Code covers several aspects: OSH employer's 
responsibility: the minimum age of labour (15 years); protection of employees against 
dismissal; protection of pregnant women at work; protection of  disabled persons; night work 
of women and children;  working hours; general rules of hygiene and safety; organisation of 
occupational medical services;  the work of occupational doctors; the Council for 
Occupational Medicine and Prevention of Occupational Hazards; and the roles of hygiene and 
safety committees and medical labour inspectors. 
 
The enactment, application and control of laws and regulations of OSH is the responsibility of 
the Ministry of Employment for all sectors except for the mining sector. The Ministry of 
Energy and Mines has its own labour inspectors.  
 
Morocco has 476 labour inspectors, of whom only 290 are operational, i.e. one labour 
inspector for 800 factories. There are 5 medical labour inspection offices witha total of 12 
medical officers. The number of inspectors is insufficient to ensure adequate implementation 
of the labour code. In agriculture, 30 labour inspectors cover 11,000 companies!  
 
Morocco has ratified 51 ILO conventions. Among the most important ones:  no. 17 on 
occupational accidents, no. 18 on occupational diseases, no. 81 on labour inspection, no. 119 
on guarding of machinery, no. 138 on the minimum age and no. 182 on the worst forms of 
child labor. It should, however, be noted that the main conventions, no 148, 155, 161 and 187 
have not yet been ratified by Morocco.  
 
Morocco has adopted many international standards in OSH, including 5 standards on fire, 
OHSAS 18,001, ISO 22,000 and SA 8,000. The adoption of ISO 26,000 on social 
responsibility is under way. 
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 Organisation 
 
Morocco is a country without strong trade union membership, with only 6-8% of employees 
belonging to a trade union. During the trade union elections of May 2009, four confederations 
reached the required minimum representation of 6% at the national level and 35% at sectoral 
level.  
 
Trade union representatives are members of the hygiene and safety committees responsible 
for assessing occupational hazards at enterprise level. 
 
According to a survey by the Ministry of Employment in 2006, there were at least 3,200 
companies with up to 50 employees that are required to create an “in-plant” medical service. 
However, only 750 (25 %) have such services and 410 (14 %) have created a hygiene and 
safety committee.  In total, only 320,000 employees (3% of all those employed) are covered 
by occupational health services. Approximately 5 million people in rural area are without any 
protection from occupational hazards. 
 
However, it should be remembered that 75% of Moroccan industry is made of small 
businesses and craft workshops with less than 50 employees. This sector employs up to 80 % 
of the active population but it is not covered by occupational medicine because there is no 
sharing of “off-site” medical services by Moroccan factories. It is noteworthy that only 4 or 5 
private or public enterprises have an “in-plant” medical service of the level defined by ILO 
convention no. 161. 
 
A specialist diploma in occupational medicine has existed since 1992. The number of doctors 
approved by the Ministry of Employment to work in occupational medicine is less than 800 
doctors, 650 of whom are specialists. The establishment of training for other occupational 
health professionals is under way.  
 
 
Current and future needs 
 
Occupational health has never been a major concern of government.  In 2008 a royal state- 
ment about the OSH situation was made because of a succession of disasters at workplaces, 
most particularly a serious fire in a mattress factory that killed 55 employees. An inter- 
departmental commission has been created to handle health and safety conditions at work. 
 
Overall, the Commission has observed the following problems in the OSH situation: the size 
of the working population; an insufficient coverage by occupational health services; the 
number of sectors currently excluded from medical coverage (construction, public sector, 
agriculture, small businesses, informal sector); the poor epidemiological knowledge of 
occupational mortality and morbidity; insufficient interest in occupational health;  poor labour 
legislation  and a lack of application; a lack of intersectoral collaboration to protect  workers’ 
health; a shortage of skilled occupational health professionals; a lack of medical and technical 
staff: more than 3,000 occupational physicians are needed as well as nurses, ergonomist, 
hygienists and occupational epidemiologists and control and advisory staff in labour 
inspection and medical labour inspection. 

The Commission has developed an integrated action plan with provisions that will help make 
safer workplaces through the development of a specific framework of action on the OSH Act. 
Operating and control permissions and procedures will be developed for companies. A 
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National Institute for Working Life is to be established for national research, training 
programmes, coaching and for raising awareness about occupational safety and health. 
 
On the other hand, the Ministry of Employment already carries out a prevention strategy on 
occupational hazards. The strategy is comprised of several measures to be carried out in 
coming years  particularly the  support or creation training courses on occupational health; 
raising of professional awareness; support for enterprises to create hygiene and safety 
committees and “off-site” occupational medical services; training of labour inspectors; raising 
awareness of unions and companies to the importance of the prevention of occupational 
hazards;  and the introduction of safety training at professional training centers. 
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Basic facts on Morocco      
Size of area 447,000 sq km 
Population 35 million  
Capital   Rabat 
Main religions    Muslim (99%)            
Literacy 52% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  4,500 
Gini index 40 
Life expectancy at birth   male 70 years, female 75 years   
Infant mortality rate   32 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    0 per 100,000 population 
HIV, prevalence rate    95 per 100,000 adult population 
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NICARAGUA 
Aurora Aragón B  

 
OSH panorama 

The scenario for the development of occupational safety and health in Nicaragua is typical for 
a developing country. With 5.6 million inhabitants, Nicaragua is one of the poorest countries 
in Latin America, with high levels of illiteracy, an increasing informal sector and external 
migration. Hundreds of thousands of Nicaraguans have left the country searching for job 
opportunities in the neighbouring countries.  

Nicaragua has the lowest GDP in Latin America and the Caribbean, after Haiti. The main 
working sectors are agriculture, construction and services.  More than half of those occupied  
work in the informal sector. Although the unemployment rate is relatively low, one third of 
those employed are underemployed.  

The labour market in Nicaragua is closely associated to the poverty levels of the various 
regions.  Services are very strong in highly populated areas, e.g.in the capital Managua, that 
have a large informal sector. Agriculture prevails in the north eastern part of the country, a 
region that suffers from extreme poverty. Construction is widely distributed all over the 
country and involves a great deal informal work.  Maquila (manufacturing plants for exports) 
work has offered a source of new employment, increasing from 9,000 workers in 1992 to 
89,000 workers in 2008, it still only represents 3.5% of employment. 

Work related diseases and accidents are severely under-registered in Nicaragua. Statistics 
mainly come from social security of formally employed workers from big companies that 
represent less than 20% of the working population. These statistics show that manufacturing 
has the highest incidence of work related injuries and diseases followed by services and 
commerce. Work related fatalities are highest in construction, transport, electricity, and 
mining. 

 
Policy and legislation 

The basic rights of workers in Nicaragua would appear to be guaranteed. Act 82 of the 
Nicaraguan political constitution states that workers are entitled to working conditions that 
will ensure physical integrity, health, hygiene and reduction of occupational hazards.  There 
are also several acts in the labour code that explicitly express the importance of workers 
protection and the obligations of the state and employers towards employees. In addition, 
Nicaragua has ratified 54 ILO conventions. The most important of the conventions approved 
are those related to hours of work, unemployment, maternity protection, night work, 
minimum age, workmen´s compensation (accidents and occupational diseases), abolition of 
forced labour, freedom of association and protection of the right to organise, discrimination 
(employment and occupation), benzene, occupational cancer, rural workers organisations, 
tripartite consultation and the worst forms of child labour. A law approved in 1998 
concerning the organisation, competence and procedures of government, defined that 
ministries of Labour (Ministerio del Trabajo: MITRAB), Health (Ministerio de Salud: 
MINSA) and Social Security (Instituto Nicaragüense de Seguridad Social: INSS) are 
responsible of protecting the health and safety of Nicaraguan workers. A law on Occupational 



61 
 

Health and Safety was approved in 2007, regulating the rights and obligations of employers, 
employees and the government to protect workers. This is now the most important tool to 
foster the development of occupational health and safety in Nicaragua.  
 
However, the implementation of laws and monitoring becomes difficult when there are 
marked differences in education, gender equality and ethnicity and where access to formal 
employment is limited. Additionally, the low number of OSH labour inspectors in the whole 
country, (only 17), hampers the effective enforcement of labour rights and protection of 
workers. It is also difficult to improve living and working conditions and health, particularly 
in highly populated rural areas dominated by informal employment.  
 
 
Organisation  

The main body dealing with occupational health and safety at national level in Nicaragua is 
the National Board of Hygiene and Safety of Workers (Consejo Nacional de Higiene y 
Seguridad de los Trabajadores, CNHST). This board was created in 1994 with the aim of 
having a forum to discuss the main issues related to worker’s safety and health. It is 
conducted by the Direction of Hygiene and Safety from the Ministry of Labour.  Members of 
the board are: national trade unions, representatives from main companies (not usually trained 
in OSH), associations in the private sector, universities, and governmental institutions. It has 
regular monthly sessions as well as special sessions held when a specific problem concerning 
workers’ safety arises. The board also works on revising the regulations on work and safety in 
the country.  From 2007, due to the OHS law, the Minister of Labour together with the 
Hygiene and Safety National Direction, has mandated the creation of regional boards under 
the leadership of the regional representatives of the Ministry of Labour. The creation of 
tripartite bodies at enterprise level (Comisiones mixtas) has been enforced, increasing from 
400 in 2004, to 2,000 in 2009.  Although the government has mainly referred the OSH of 
Nicaraguan workers to three institutions (MITRAB, INSS and MINSA), neither the Ministry 
of Labour nor the Social Security have sufficient human and economic resources to attend the 
OSH needs of the country.  There is an enormous underreporting of hazards, injuries and 
diseases. An even more serious situation exists because of the large informal sector and the 
low coverage by social security results in more than 80% of the working population obtaining 
their health care from the public health system (MINSA) in Nicaragua. Unfortunately, this 
system is not at all prepared to address work-related illnesses. Health personnel are not 
sufficiently trained and the health system is ill prepared to register occupational health 
illnesses so they are generally reported as common injuries or diseases. At the enterprise 
level, the number of OSH specialists is low. However, the number of professionals in OSH 
has increased from around 30 during the 90´s to more than 100 and the possibilities to provide 
training in occupational health has improved. Training in occupational health has 
considerably increased. 

The participation of trade unions in the promotion of OSH programmes is limited. Only a few 
national confederations have active OSH representatives including the Agricultural Workers 
Association (ATC) and the Trade Union Confederation José Benito Escobar (CST-JBE); these 
unions are among the few that have prioritised action on OSH. The promotion of training 
programmes for their leaders and affiliates, and the appointment of OSH representatives has 
been part of their strategic planning, at least in big enterprises. However, according to official 
figures, the percentage of unionised workers is very low.  According to the Ministry of 
Labour in 2006 there were twelve confederations with 105 trade unions and 4,000 affiliated 
workers, scarcely representing 0.2% unionised urban workers. This percentage increases to 
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20,000 (1%) when rural workers’ organisations (ATC) are included. Organisations claim to 
have more members, but besides MITRAB, there are no clear sources of information 
concerning numbers of workers or numbers of unions in Nicaragua.  

The Centre for Research on Health, Work and Environment from UNAN-León has been 
working for more than 20 years on building OHS capacity in Nicaragua, through the 
generation and transfer of knowledge. The increased number of trained people and 
publications related to OSH over the last 5 years in the country relates to that effort. The 
Centre has also been engaged in a Central American programme called SALTRA, Programa 
Salud y Trabajo en América Central. The SALTRA programme has enabled a number of 
endeavours to unify the information available at the various institutions involved. This 
information is related to the type, frequency and intensity of exposure to potentially harmful 
working conditions through the development of centralised records on physical, chemical, 
ergonomic and psychosocial, pesticides and carcinogens.  
 
 
Current and future needs  

Much remains to be done in the area of OSH in Nicaragua. Despite the existing legal 
framework, there is still a need to harmonise work between various social actors and national 
organisations, not an easy task. Training capacity is also an issue. Economic constraints, low 
budget resources in formal institutions, political conflicts, lack of leadership of trade unions 
and the increasing informal sector seriously hamper the development and coverage of OSH all 
over the country. A large proportion of both informal and formal workers are suffering from 
social inequalities, environmental risks, and uncertainty due to an unstable economy and 
governmental crisis. These workers usually attend primary health care services where it is 
possible that neither the worker nor the practitioner may link   their diseases to their work. 
However, many of the traditional diseases may be work-related and in addition there 
emerging diseases linked to globalisation and the increasing number of precarious jobs that 
may be poorly paid, insecure, unprotected, and unable to support a household.  
 
Because of the circumstances outlined above, the traditional occupational safety and health 
models developed in industrialised countries needs to be reconsidered. A concept of 
occupational primary health care merits consideration. This type of primary occupational 
health care services must include health promotion, life style factors, mental and reproductive 
health, and integrate a perspective on work into health care and established health 
programmes and surveillance systems. Although the unions have an organisational structure 
that includes positions of responsibility for health and safety, there should be an increased 
emphasis on the promotion of healthy workplaces. Government, employers, employees, 
NGO´s and universities should use their networks to develop and implement OSH strategic 
plans. Work to promote healthy work environments is costly for a country like Nicaragua, so 
there is also a need to actively search for both internal and external funding sources. 
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Aurora Aragon B.                                 aurora_aragon@yahoo.com 
Centro de Investigación en Salud, Trabajo y Ambiente, UNAN-León, Nicaragua 
                                                                                                          
Dr. Aurora Aragón Benavides currently works as Director of Centre for Research on Health 
Work and Environment (CISTA) Faculty of Medical Sciences, National Autonomous 
University of Nicaragua, León. CISTA is also a reference centre for the Work and Health in 
Central America Program (SALTRA). Aurora Aragon has dedicated more than 25 years to 
occupational health, and received a PhD in Occupational Medicine at the Department of 
Occupational Health Karolinska Institute in Sweden. She has worked intensively on the 
creation and development of the CISTA and to set up OHS postgraduate training. She has also 
formed alliances with trade unions and networks with stakeholders in the fields of 
occupational and environmental health. 

 

Basic facts on Nicaragua      
Size of area                    130,000 sq km 
Population                        6 million  
Capital                              Managua 
Main religions     Roman Catholic (59%), Evangelical (22%), none (16%) 
Literacy                             68% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  2,900 
Gini index  43 
Life expectancy at birth   male 70 years, female 76 years   
Infant mortality rate   28 deaths before age 1 year/1,000 live births 
Malaria, mortality rate       less than 1 per 100,000 population 
HIV, prevalence rate    211 per 100,000 adult population 
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RUSSIA 
Mikhail Mikheev & Nikolay Shlyakhetskiy 
 
 
OSH panorama 
 
The Russian Federation has a working population of 69 million. The main sectors are the oil 
and gas industry, forestry and paper production, mining and energy production, aviation and 
space, nuclear and military industries, machine-tool production, biotechnology, and car 
production. 
 
In 2004, there were 4 million registered enterprises, 78% of which were private.  50% of the 
rest belong to the state and 50% to municipalities or foreign companies. There are about 1 
million small enterprises with 30-100 workers, the majority within trade. During the 1990s 
there was negative industrial growth and the health situation deteriorated due to economic 
instability, social stress, etc. Mortality due to cardiovascular and respiratory diseases, injuries 
and intoxication, was growing at the same time as it was decreasing in the EU. The birthrate 
is increasing over the last years but the mortality rate is still higher than the birthrate.  
 
The highest incidence for occupational accidents and diseases is found in coal mining, 
metallurgy, cellulose manufacturing, energy production, and the chemical industry. In some 
high risk sectors workers get additional payments, longer vacations and/or early retirement. 
 
The registration and recording system for occupational accidents and diseases is the 
responsibility of different authorities but unfortunately, registration criteria are not 
harmonised. State statistics are the most reliable. According to state statistics, the number of 
occupational injuries decreased from 61 per 10,000 workers in 1996 to 50 in 2001.  In 2003, 
there were 107,000 (39 per 10,000) occupational accidents registered including 
3,538 fatalities (1.3 per 10,000). In 2006 the number of accidents decreased to 71,000. 
 
8,027 cases of occupational diseases were registered in 2001, 96% were chronic and 4% acute 
cases. Respiratory diseases constituted 35 %, musculoskeletal disorders 18% and hearing loss 
16%. According to the last available statistics 7,715 cases of occupational diseases were 
registered in 2006.   
 
In Saint-Petersburg, 300-400 cases of occupational diseases are registered annually. The 
neighbouring country of Finland has a similar sized population but better working conditions, 
and  between 5,000-6,000 cases of occupational disease are registered there each year. The 
detection of occupational diseases in Russia is low, particularly in small and medium size 
enterprises, and in agriculture. There is a fast growing number of SMEs but many of them are 
not long lasting operations. Workers from these enterprises are covered by outpatient clinics 
of the general health service. Official statistics are not comprehensive and some studies 
estimate that only one case out of eight (13%) is detected and registered. 
 
 
Policy and legislation  
 
The first decree on OSH was approved in 1866, and directed factory owners to create 
hospitals for their workers. The Labour Inspection service was instituted in 1882. Labour 
inspectors and factory medical doctors made important contributions to OSH at that time. 
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Sanitary and hygiene inspection services and a network of research institutions working on 
safety, labour hygiene and occupational diseases were created.  
 
Until 2005, the Ministry of Labour and Social Development was mainly responsible for safety 
and the Ministry of Health for health. Reforms amalgamated these two ministries and in 2005 
the Ministry of Health and Social Development (MHSD) was created, and became 
responsible for general health, health care, OSH, employment, consumer safety and social 
development. There are two federal services at MHSD dealing with OSH: the Federal 
Administration Department on Consumer Protection and Human Wellbeing Supervision 
(ROSPOTREBNADZOR) and the Federal Service Department on Labour and Employment. 
 
The reforms did not create a special multidisciplinary, inter-sectorial national 
agency responsible for OSH such as OSHA in USA. The absence of such an agency makes 
OSH less visible and lowers its importance and efficiency. Policies are formulated in general 
terms. Objectives and targets are mainly of qualitative nature. On the other hand, Article 37 of 
the new Russian Constitution says that every citizen has a right to work under conditions that 
meet safety and hygiene standards. The constitutional article is further developed by the 
Labour Code (2001), a comprehensive legislative document on OSH, work organisation and 
other aspects of working life. Article 154 of this code prescribes obligatory preliminary and 
periodical medical examinations. Special attention is given to women (article 165), e.g. 
pregnant women get 140 days paid leave.  
 
A Federal law on obligatory social insurance for occupational accidents and diseases was 
approved in 1998, stating that an employer should insure their employees. The insurance 
premium is related to the level of risk at the workplace. Prevention, treatment and 
rehabilitation processes have not been defined properly in the legislation so insurance 
companies mainly deal with treatment rather than  prioritising prevention. 
 
The recent law on the ”Sanitary-Epidemiological Wellbeing of the Population” describes 
the major activity areas of inspection related to OSH including health protection and 
preventive medicine. This law also draws attention to potentially toxic chemicals 
and biologically active substances. 
 
Law No. 184 deals with harmonisation of Russian legislation on technical regulations with the 
EU. The priority sectors are: information technology, radio-telecommunication, electric 
machinery equipment, and medical equipment. There are also regulatory documents, 
standards, norms, and rules creating a legislative system for OSH management and serving as 
a mechanism for OSH implementation and monitoring of risks. Within a few years the 
majority of norms, rules, standards etc. will be replaced by technical regulations. 
 
 
Organisation 
 
MHSD provides preventive and curative occupational health services and monitors the 
implementation of OSH laws. A network of institutions develops technical OSH standards, 
norms and rules. Monitoring of laws and implementation and compliance with standards is 
carried out by regional and local centres or territorial centres of the 
ROSPOTREBNADZOR and by Labour Inspection. They also provide supervision and 
control of conditions of work.   
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Each regional and territorial centre has trained staff and equipped laboratories to identify and 
measure hazards and health risks. There are also centres for supervision of air and water 
transport.  Furthermore, there are regional centres of occupational pathology. These centres, 
as well as the clinics of some institutions, have a mandate to establish diagnosis of 
occupational diseases. 
 
There is a national institute of occupational health: the Institute for Medicine of Labour. It is 
located in Moscow and deals with research and advanced training in occupational health. 
 
A collective agreement is the main regulatory mechanism of tripartite labour relations. A 
legislative act regulates social and labour relations between employers, employees and 
government at enterprises. At federal level a tripartite Commission exists where 
representatives of trade unions, employers associations, and government are guided by federal 
law. Similar commissions are organised at regional and enterprise levels. The content and 
structure of the collective agreement is defined by the Commission itself. OSH matters are 
always included. Large industries have OSH services as defined by ILO Convention No. 161. 
Small and medium size enterprises do not always have resources for appropriate 
OSH services. 
 
In a large enterprise OSH services are provided by their own safety engineer and occupational 
physician or medical department that may also have an outpatient department and hospital. 
Some large enterprises buy OSH services. Medium size and small enterprises are covered by 
territorial medical outpatients departments. Recently, consideration has been given to 
implementation of the concept of the “healthy company” (similar to the “healthy cities” 
concept) as recommended by the WHO. This means a company should develop its own 
programmes on health and safety, giving special attention to health education including 
healthy lifestyle choices and products safe for humans and the environment.  In addition, 
decree No. 12 of the former Ministry of Labour on workplace assessment has been made 
obligatory every 5 years. Workplaces are classified as optimal, allowable, dangerous, or 
extremely dangerous on the basis of these assessments.  Measures for improving working 
conditions are also developed on this basis. 
 
Preliminary and periodical medical examinations are prescribed by Decree No. 90 of the 
Ministry of Health. Diagnosis of occupational disease can only be established by specialised 
clinics or centres of occupational pathology.  
 
The main task of OSH services was recently defined as improvement of working conditions,    
and the strengthening of workers health through the improvement of health protection and 
health promotion. The majority of ILO conventions on OSH have been ratified. Some large 
companies are certified according to ISO standards. 
 
There are considerable differences in occupational health practice between major cities like 
St. Petersburg and Moscow, and small villages, between industry and agriculture, and 
between small and large enterprises.  In major industrial cities the OSH system has qualified 
staff, modern equipment and covers all main areas and functions. In small Russian towns 
there is often a lack of trained personnel, modern equipment and sometimes lack of support 
from local administration. National, regional and local objectives are formulated in a very 
general way as there is no National OSH Agency, and OSH is very much top-bottom, with 
duplications in practice and research.  
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Current and future needs 
 
Occupational hazards influence life quality and life expectancy. The negative aspects of these 
hazards cannot only be measured by the number of injuries and diseases because the number 
of registered occupational diseases is just the top of the iceberg. In political terms OSH should 
become a higher priority with creation of a federal multidisciplinary OSH Agency, 
responsible for all aspects of OSH at all levels. Safety and health should be under one 
umbrella. Legislation on OSH should be developed that harmonises with the standards of 
international organisations, EU and other developed countries. 
 
Occupational health service providers lack the experience to perform effectively under a 
market economy and the new socio-economic conditions. Due to the shortage of resources, 
old technology is often used and occupational hygiene standards are not met. Significant 
numbers of the working population are overexposed to occupational hazards. Legislation 
relevant to the relationship between social partners requires further development to reinforce 
prevention. Economic stimulus for employers to improve OSH needs to be developed. 
 
Health promotion at work is seldom seen as a component of OSH practice.  The national 
regulatory system creates decentralisation and duplication of work so the position of OSH is 
not as strong as it should be in order to meet new demands in health protection and health 
promotion at work. Furthermore, training and education in OSH requires improvements: new 
technology, methodology and approaches.  
 
 

 

 

Basic facts on Russia      
Size of area                       17,100,000 sq km 
Population                       140 million  
Capital                         Moscow 
Main religions    Russian Orthodox (15-20%), Muslim (10-15%), and large 
                                          populations of non-practicing believers and non-believers 
Literacy  99% of the population age 15 and over can read and write 
GDP per capita (PPP) US$ 16,100 
Life expectancy at birth male 60 years, female 73 years 
Infant mortality rate  10 deaths before age 1 year/1,000 live births 
Malaria, mortality rate 0 per 100,000 population 
HIV, prevalence rate 774 per 100,000 adult population 
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Mikhail Mikheev                                                                                     mikheevm@mail.ru 
Department of Occupational Health, Medical Academy of Postgraduate Studies, 191015,  
Saint-Petersburg, Kirochnaya  Street 41, Russian Federation 
 
Professor Mikhail Mikheev is an occupational health expert at  the Occupational Health 
Department of the Saint-Petersburg Medical Academy for Postgraduate Studies. He graduated  
as an occupational hygienist from the Medical Institute for Sanitation and Hygiene in Saint-
Petersburg and has a PhD in Occupational Health and a MD in toxicology from the same 
Academy. He has a Diploma from the National Institute for Working Life, Sweden, and a 
Certificate from the Institute of Occupational Safety and Health and Social Partnership, Saint-
Petersburg. Currently, he is involved in national and international research on prevention of 
occupational diseases and injuries, development of basic occupational health services, an 
OSH programme for health care workers, and models for safety in SSEs and MSEs.  

 
 
 

Nikolay Shlyakhetskiy                                                                                medtrud@mail.ru 
Department of Occupational Health,   Medical Academy of Postgraduate Studies, 191015, 
Saint-Petersburg, Kirochnaya Street 41, Russian Federation 
 
Professor Nikolay Shlyakhetskiy is an occupational health expert, and Head of the 
Occupational Health Department of the Saint-Petersburg Medical Academy for Postgraduate 
Studies. He graduated as an occupational hygienist from the Medical Institute for Sanitation 
and Hygiene in Saint-Petersburg. He has a PhD in occupational health and a MD in 
occupational hygiene from the same Academy. He has a Diploma from the National Institute 
for Working Life, Sweden. Currently, he is involved in national and international research on 
prevention of occupational diseases and injuries, development of basic occupational health 
services, an OSH programme for health care workers, and models for safety in SSEs and 
MSEs.  
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SOUTH AFRICA 
Shahieda Adams & Rodney Ehrlich 
 
 
OSH panorama 
 
The economically active population number approximately 13 million. Unemployment is high 
at 24%, with 4 million unemployed. There is also a large informal sector accounting for 30% 
of the economically active population. The past decade has witnessed a contraction of mining 
and agriculture, historically major employment sectors, whilst non-manufacturing sectors 
have grown. Within the formal sector, the non-industrial sectors of trade, community and 
social services and finance now account for 69% of employment.      
 
Only 32% of workers were unionised in 2006, with the highest rate (76%) being in mining 
and the lowest among domestic workers (2%) and agricultural and forestry workers (8%).    
Currently, the largest three trade union federations in South Africa have a combined 
membership of just under 3 million.  
 
South Africa has separate occupational health and safety (OHS) systems for mining and non-
mining sectors. OHS surveillance relies on statutory reporting of compensation claims, 
although it is likely that there is a high degree of underreporting of occupational disease and 
injuries. This is less of a problem in the mining sector owing to greater regulation and the 
mandatory provision of occupational health services   
 
In the mining sector an injury rate of 4.1 per million hours worked was reported in 2006 (gold 
mining accounted for 56% of all such reported injuries). During the same year a fatality rate 
of 0.20 per million hours worked was reported for the mining sector, 202 deaths. In 
recognition that safety standards in South African mines are still not in line with international 
standards, the Mine Health and Safety Council  has set the goal of achieving international 
safety benchmarks by 2013 in all underground metalliferous mines. In the non-mining sector 
a total of 219,399 occupational injuries were reported in 2006. This represents a reported 
injury rate of 42 per 1,000 workers registered with the compensation fund. 
 
In the non-mining sector, occupational diseases account for only one percent of all claims 
certified. On average three to five thousand occupational disease claims were reported 
annually to the compensation fund between 2001 and 2006. The most common were noise-
induced hearing loss, post-traumatic stress disorder, tuberculosis in health care workers, 
occupational skin disease and pneumoconioses. Occupational lung disease and noise-induced 
hearing loss account for most occupational diseases reported in the mining sector.   
 
 
Legislation, policy and organisation  
 
Multiple statutes provide for OHS in the different sectors.  Tripartite advisory boards 
involving state official and representatives of business and labour operate under these statutes. 
 
Enforcement is currently the responsibility of two different inspectorates. The Department of 
Labour is responsible for OHS enforcement outside the mining sector and the Department of 
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Minerals and Energy within the mining industry. Resources for enforcement of occupational 
health legislation are limited and unevenly distributed. As a result little capacity exists for 
effective accident investigation, workplace risk assessments and oversight over occupational 
health services.  This is compounded by the lack of a national consistent reporting system for 
accidents and occupational disease.  
 
OHS research is concentrated in the parastatal National Institute of Occupational Health and a 
number of university departments of public health.  The only sustained source of major 
research funding is derived from a levy on the mining industry. This underwrites the tripartite 
Mine Health and Safety Council which solicits research into mining safety and health. 
 
Information on employer provided workplace based health services outside the mines is 
scarce. Previous studies have found such services in 11-18% of workplaces.  Employees in 
sectors such as agriculture and government have little or no access to occupational health 
services.   The National Health Act refers to the delivery of occupational health services as a 
function of the provincial departments of health. However, this is ill defined. Outside of 
specialised occupational medicine referral clinics in a few of the provinces, occupational 
health is not part of the services provided to users of the public sector health system, although 
80 percent of the population is dependent on this system for health care. Integration of 
occupational health and primary care for clients of public sector health services has been tried 
in some places, but without success. 
 
In the professional OHS workforce, there are approximately 1,000 occupational health nurses,   
470 occupational medicine practitioners and 130 occupational hygienists, almost all in the 
private sector. Most occupational medicine services are provided by general practitioners with 
a postgraduate diploma.  A recent advance has been the establishment of occupational 
medicine as a medical specialty in its own right, requiring four years of postgraduate study. 
 
 
Current and future needs  
 
Overcoming fragmentation in occupational health and safety OHS legislation 
 
A national strategy focusing on strategic targets for prevention of occupational injury and 
disease is desperately needed. A National Occupational Health and Safety Bill was 
promulgated in 2005 to provide for the establishment of a single National Health and Safety 
Authority, with the aim of achieving integration in prevention and compensation activities.  If 
promulgated, this legislation could have a positive impact via improved enforcement capacity, 
uniform standard setting, improved information systems and research capacity, and an 
enhanced unified compensation system.  However, there has been very little progress towards 
promulgation. 
 
The South African trade union movement is strong but has not been effective in these national 
health and safety endeavors. This is paradoxical as the Congress of South African Trade 
Unions, the largest federation, is part of the governing alliance.  
 
Surveillance and research  
 
South Africa currently does not have a nationally coordinated surveillance system for 
occupational injuries or diseases. It is therefore impossible to assess the full extent and impact 
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of occupational injury and disease and the impact of any policy intervention. The 
development of a national reporting system that builds on existing databases is therefore a 
priority.  Further, the lack of a national OHS research strategy and of significant funding for 
research outside of the mining industry remains a deficiency. 
 
 
Achieving equity in workers’ compensation  
 
The government sponsored Commission into a Comprehensive System of Social Security 
identified the problem of exclusion of workers in large labour sectors such as domestic 
workers, informal sector employees and self-employed persons from the compensation 
system.  Any new compensation system would need to broaden coverage to include such 
workers.   Another source of historical inequity is the specialised legislation covering mining 
related lung diseases which offers fewer benefits than those given for the same diseases 
acquired in non-mining industries. 
  
 
Rehabilitation of injured and disabled workers  
 
The lack of compulsory rehabilitation or vocational training programmes to assist injured or 
disabled workers to return to work results in a huge loss to the economy; there is also a high 
probability of unemployment following significant injuries or occupational disease.  The 
burden of occupational disability is shifted from employers to workers and their families and 
onto social security. The no-fault principle on which the compensation system is based shields 
employers from the full cost of occupational injuries and diseases and also proscribes 
workers’ recourse to civil litigation. An actuarial assessment of the entire compensation 
system is required to assess the feasibility of increasing employer premiums, both to improve 
employee disability benefits and to allow for the funding of compulsory occupational 
rehabilitation programmes. 
   
 
HIV/AIDS and tuberculosis 
 
The scale of the HIV/AIDS epidemic has led to the development of workplace-based HIV 
education and prevention programmes such as voluntary counselling and testing, mainly in 
larger companies. Some of these companies finance anti-retroviral treatment or even provide 
treatment through their own medical services. However, the stigma attached to being 
identified as HIV positive and the fear for job security are likely to remain barriers to 
workers’ use of workplace-based health services for HIV/AIDS treatment. 
 
The HIV/AIDS epidemic has also fuelled a secondary tuberculosis (TB) epidemic.  One of the 
consequences has been a rising risk of tuberculosis among health care workers, including drug 
resistant tuberculosis. This had led to renewed interest in screening of health workers for 
tuberculosis disease through novel methods and in improving access for TB and HIV care in 
this high-risk group.   
 
The impact of the dual epidemic has been particularly severe on the gold mining industry 
since silica dust, silicosis and migrant labour patterns had already resulted in very high rates 
of TB.  This epidemic has occurred despite the intensive tuberculosis screening and treatment 
services provided by mining companies. Improved TB control in the mining sector thus needs 
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stricter dust control in mining operations and extension of TB programmes to include rural 
areas where labour is recruited. 
 
 
Informal and casual labour  
 
Little is known about the OHS needs of the shifting population in the informal sector. A 
striking example is informal gold mining where mercury is used for small scale extraction or 
where dormant underground shafts are worked.  A White Paper on the Transformation of the 
Health System proposed that the Department of Health provide occupational health services 
to the neglected and/or marginal sectors such as small and medium enterprises, the public 
sector, workers in the informal sector and the recently unemployed. However, this has not 
happened. 
 
The provision of labour to the formal sector through labour brokers has grown very rapidly, 
fuelled by efforts by business to achieve labour flexibility and reduce labour costs. Although 
covered by OHS legislation, such workers are likely to fall outside the safety net of such 
legislation.  Currently there are moves to restrict and even ban labour brokerage; however, 
pressure to weaken labour regulations is likely to remain. There is a concurrent initiative to 
extend medical care access to the whole population via mandatory national health insurance 
payments.  Paradoxically this may weaken occupational health services as companies 
perceive such payments as a way to discharge their responsibility for health services to their 
employees, including preventive services. 
 
 
 
Basic facts on South Africa       
Size of area 1,219,000 sq km 
Population 49 million  
Capital   Johannesburg 
Main religions    Christian (47%), Pentecostal/Charismatic (8%), Catholic 
                                                  (7%), Methodist (7%), Dutch Reformed (7%), none (15%) 
Literacy 86% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  10,100 
Gini index 65 
Life expectancy at birth   male 52 years, female 55 years   
Infant mortality rate   46 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    less than 1 per 100,000 population 
HIV, prevalence rate    16,293  per 100,000 adult population 
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Shahieda Adams                                                                      shahieda.adams@uct.ac.za 
Centre for Occupational and Environmental Health Research, School of Public Health and 
Family Medicine, University of Cape Town, Cape Town 7925, South Africa 
 
Dr Shahieda Adams is an occupational medicine specialist and researcher, affiliated to the 
Centre for Occupational and Environmental Health Research and the Lung Infection and 
Immunity Unit, University of Cape Town. She holds a MMed (Occupational Medicine) from 
the University of Cape Town and a Fellowship in Public Health Medicine.  She has worked as 
an occupational medicine physician in the Occupational Diseases Clinic, Groote Schuur 
Hospital, Cape Town, and has extensive experience in occupational disease compensation. 
Her research interests include the determinants of occupational lung disease and 
the occupational hazards of health care workers, particularly tuberculosis.   
 
 
 
Rodney Ehrlich                                                                           rodney.ehrlich@uct.ac.za 
Centre for Occupational and Environmental Health Research, School of Public Health  
and Family Medicine, University of Cape Town, Cape Town 7925, South Africa 
 
Prof. Rodney Ehrlich holds specialist qualifications in occupational medicine and public 
health medicine and is a professor in the School of Public Health and Family Medicine, 
University of Cape Town.  He directs the Occupational Diseases Clinic, Groote Schuur 
Hospital, Cape Town, and trains occupational medicine practitioners.  He has served on 
advisory bodies to the South African Ministries of Health and Labour. He co-edited the 
Handbook of Occupational Health Practice in the South African Mining Industry. His 
research interests lie in occupational and environmental disease, particularly lung disease, 
compensation systems, and quality improvement in research. 
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SOUTH KOREA 
Chang Bum Byun & Domyung Paek 

 
OSH panorama  

The economically active population of Korea is 22 million, of whom around 1 million (4%), are 
unemployed. Among the economically active population, 16 million are waged workers, and the 
rest are self-employed. Only about 8 million waged workers work at workplaces employing 5 or 
more workers, and the other 8 million are working at small enterprises with less than 5 workers. 
More than 3 million workers are in the retail and restaurant industry, two thirds of whom work at 
small enterprises with less than 5 workers. Private tutoring and training is another major sector 
of small enterprises employing about a million workers.  

In Korea, about 13 million workers from of 1.5 million enterprises are covered by the workmen’s 
compensation insurance programme. In 2007 the insurance programme compensated 77,292 
injured workers, 10,449 workers with occupational diseases and for 2,406 work related deaths. 
Over the last 10 years the total injury rate (the number of injured workers per 100 insured 
workers), has been around 0.7-0.8%, and the fatal injury rate has been around 1-2/10,000. 
Injuries requiring 4 or more days of treatment should be compensated by the insurance 
programme. The number of deaths from occupational accidents is believed to be almost 
completely accurate, but under-reporting of non-fatal injuries is still prevalent, especially in big 
enterprises, and the total figure of occupational accidents should be much higher. The number of 
diseased workers has fluctuated depending on societal concerns and changes in diagnostic 
criteria. Musculoskeletal diseases, especially back pain, currently make up the largest number of 
compensated occupational diseases. The 1998 Korean national health and nutrition examination 
survey of the general population revealed that about 25% of patients treated at a hospital reported 
that their diseases were work-related. Musculoskeletal diseases such as arthritis and back pain 
ranked first, followed by cardiovascular diseases including hypertension and stroke.  

 

Policy and legislation  

Occupational health and safety law was enacted in 1981, and a major revision followed in 1989. 
Basically, the original structure and content of the law were quite similar to the Japanese 
Industrial Health and Safety Law of 1972, except that the Ministry of Labour is in charge in 
Korea while in Japan the merged Ministry of Labour and Health is in charge. There are about 
1,200 labour inspectors, 340 of whom are health and safety inspectors. Because more than 1.5 
million enterprises are covered by the insurance programme, each inspector covers an average of 
4000-5000 enterprises. 

There is rather limited participation of workers in setting occupational health and safety policy in 
Korea.   
 
Korea has not been significantly influenced by international bodies including the ILO, with 
relationships being diplomatic rather than substantive. Up to 2009, out of 19 ILO conventions on 
occupational health and safety, Korea has ratified no 155 (Occupational Safety and Health 
convention), no 162 (Asbestos convention), no 170 (Chemicals convention), and no 187 
(Promotional framework for the Occupational Safety and Health convention). The Korean 
government has not yet ratified ILO convention no 161(Occupational Health Services). 
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Organisation   

There has been a tripartite body of labour, employers and government dealing with labour issues, 
including occupational health and safety, since 1998. However, because of the incomplete 
participation of trade unions and hostile labour-management relationships, very few, if any, 
agreements have been made or implemented by this tripartite body. There are two major trade 
unions with a total of 10% of waged workers being unionised.  

The law states that occupational health services, including annual health examinations and work 
environment measurements, should be provided at each enterprise (similar to the Japanese 
system). More than 100 physical and chemical hazards should be evaluated by the workplace 
environment measurement programme. Annual health examinations should be provided for  
identified hazards. In 2007, about 800,000 workers (i.e. 6% of workers covered by the 
workmen’s accident compensation scheme) were screened because of their exposures to 
occupational health hazards. Out of those examined. 4,825 (2.6%), workers were diagnosed with 
occupational diseases. More than 90% of the occupational diseases diagnosed were noise 
induced hearing loss, and 6% were pneumoconiosis, both relatively easily diagnosed 
occupational diseases. The remaining cases, including poisoning cases, numbered less than 100. 
No musculoskeletal or skin diseases were identified through this health examination programme.  

There are separate training and certificate programs for occupational medicine, hygiene, and 
nursing respectively.  The respective boards of certification or academic associations were 
established around early 1990’s, and at present there are about 500 occupational health 
physicians, 100 industrial hygienists, and 100 occupational health nurses certified by the 
Government. 
 
 
Current and future needs  

Since 1963, health examinations of workers have been mandated by regulation as a part of 
economic development policies. Examinations were originally introduced in large manufacturing 
and mining enterprises, and later extended to smaller ones over time. Political ambitions were 
the underlying motivation for the programme, and bureaucrats played a major role in setting up 
the programme based on technical codes. However, because of profoundly inadequate manpower 
and facilities, there have been frequent irregularities in programmes, e.g. x-rays have been taken 
without any film inside the x-ray machine. Issues of quality and quantity of inputs of health and 
safety programmes were important. 

In 1981, the Occupational Safety and Health law was enacted, and a process of rationalisation of 
health and safety programmes followed after some the resolution of a number of issues including 
the frequency and content of services, and the qualifications of providers. Professionals were the 
major players in setting the direction of the programmes with employers and workers remaining 
minor players in the running of programmes. However, the drive for economic prosperity was 
the major underlying motive of the programme, and as the service was financed by employers, 
the professional providers were cautious not to threaten their financial ties with employers. As 
the economic constraint was the limiting force for this process rationalisation stage, 
improvements of health and safety programmes beyond basic requirements have been regarded 
by government to belong to the discretion of management.  

 Nowadays, the utmost important action needed in Korea is to change the whole system of 
occupational health and safety into a performance based management system dependent on 
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outcomes. As yet, issues of outcome or health problems themselves have seldom been raised. At 
present, the current system has fallen into a set of self-perpetuating series of exams and 
measurements specified by codes that fail to produce any meaningful outputs. A move to a 
performance based approach would require Korea to shake up the roles of labour, government 
and management in tackling health and safety problems at enterprise level. Up to now, no active 
roles have been given to these stakeholders, and the content and style of health and safety 
management has been solely determined by occupational health and safety professionals in most 
of the enterprises. Health and safety programmes have been promoted as a management duty 
only in some big enterprises where the role of labour in health and safety issues has become 
prominent. However, even in these cases, the running of the programmes depends on the 
provision of economic resources rather than health based principles. 
 
Risk assessment, as proposed in 1987 EU framework directive, is currently being discussed as 
one of the potential ways to upgrade the Korean system. However, having the process of the 
programme extensively codified has made the role and  general duty of employers  rather limited 
in scope . In addition to these limitations, the legal system in Korea has not yet been able to 
decide whether employers can be prosecuted based for repeated fatal occupational deaths. 
Labour inspectors can impose fines only based on infringement of codes, not on the basis of 
malicious neglect of employers’ duty. Still the inspectors’ judgments on the intention of 
employers are subject to vicarious whims and a code based approach is been preferred. The 
active participation of labour is another issue where a total revamp is needed. Up to now, only 
unionised workers, (less than 10% of waged workers) have had meaningful ways to participate. 
Safety representatives, irrespective of union membership, should be a way to overcome workers 
representation, irrespective of the low unionisation rate. 
 
In the following table, a summary is given of the main phases of development of occupational 
safety and health in South Korea; 

         Industrial 
             phases 
 
OSH          
Components 

Industry starting  
and expanding 

 
Industry expanding and 
maturing  

Industry shrinking  

  Input dominant phase Process dominant phase Output dominant phase
Objective  Politics based  Economy based  Health based  
Main players  Bureaucrats, employers Professionals, unions  Workers, NGOs  
Orientation  Technical  Management  Culture  
Main tools  Codes  Workers´ activities  Management systems  

 

In retrospect, the role of politicians and bureaucrats was important in initiating the first stage, 
that is, the input dominant stage of development, and in the same way, the role of 
professionals was pivotal in initiating the process dominant stage. As for the transition of 
stages, we think that a phase shift is not an automatic happening in the developmental 
process, including in health and safety. A shift to the next stage of health and safety 
development, however, will not be possible without the active role of victims in Korea. In this 
respect, the Korean government, with active participation of NGOs, should promote not just 
management oriented policies but also culture oriented policies. 
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Chang Bum Byun (MD, MPH) is an occupational physician by training, and received  
MPH degree from Seoul National University, School of Public Health. He works currently  
as a medical labour inspector at the Seoul Regional Ministry of Labour. He is interested in 
compliance measures of health and safety regulations, particularly in ways to increase 
compliance with asbestos abatement procedures. 
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School of Public Health, Seoul National University, 28 Yeongeon-Dong, Jongno-Gu,  
Seoul, Korea 

Domyung Paek (MD, MSc, ScD) has been Professor of Occupational and Environmental 
Medicine in the Department of Environmental Health, School of Public Health, Seoul 
National University since 2002. He has been a fellow of Collegium Ramazzini since 2008. 
His previous work includes work as visiting scientist at National Institute for Occupational 
Safety and Health, US, (1990-1992) and  work as scientist at the World Health Organisation, 
European Centre for Environmental Health (2006-2007). One of his major interests includes 
the comparative study of occupational health and safety cultures, and organisational change. 
He is particularly interested in understanding why asbestos is banned in some countries while 
it is still accepted as a useful material in others. 
 
   
 

Basic facts on South Korea     
Size of area  100,000 sq km 
Population  49 million  
Capital    Seoul 
Main religions    Christian (26%), Buddist (23%), none (49%)  
Literacy  98% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  27,600 
Gini index  31 
Life expectancy at birth   male 76 years, female 82 years   
Infant mortality rate   4 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    0 per 100,000 population 
HIV, prevalence rate    33 per 100,000 adult population 
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TANZANIA 
Vera Ngowi 
 
 
The OSH panorama 
 
The main economic sectors in Tanzania are farming, livestock production, services, 
construction and fishing. It is estimated that the country has a working population of 
approximately 21 million (53% of the population). Only 7% or 1.5 million can be said to be  
in formally registered enterprises and they contribute 15% to the national total tax income 
revenue. The vast majority of the population (80%) are engaged in small scale farming. The 
informal sector employs 93% and household work accounts for 4%. Official unemployment 
stands at 30% but is estimated to be higher. Accordingly, agriculture is by far the most 
important sector in the labour market.  Women represent slightly less than half of the total 
workforce.  
 
There are no accurate statistics for occupational accidents and diseases and there is no data 
recording and reporting system. Moreover, reporting accidents and diseases is perceived to 
tarnish the image of a workplace. There is lack of common understanding about what is meant 
by occupational accidents, and injury incidents. Incidents are reported to several stakeholders 
(compensation agencies, occupational safety and health agency, etc), but there are no common 
reporting forms since each organisation has its own purpose and institutional arrangements.  
There is also a lack of expertise and facilities for the diagnosis of occupational diseases. There 
were 1,448 industrial accidents reported to the Labour Office for compensation from 1987 – 
1993, with a fatality rate of approximately 2%. Accidents reported from 1980 – 1990 were on 
average 3,142 per year with 4% being chemical related. A survey conducted in 2000 reported 
3,216 occupational accidents between 1990-99, but there was no indication of sectors 
involved.  Sectors with the major risks for accidents today are transport, construction and 
mining in that order. Occupational diseases occur mostly in agriculture. Some of the most 
frequently encountered occupational risks are traffic accidents, musculoskeletal injuries, 
pneumoconiosis, and noise induced hearing loss, silicosis, chronic obstructive lung diseases, 
and pesticide poisoning.  

 
Policy and legislation 
 
OSH decision making in Tanzania is dominated by the government and company managers to 
such an extent that workers’ demands get stifled.  The Occupational Health and Safety Act 
was enacted by parliament in 2003, replacing the Factories Ordinance of 1950. The new act 
makes provisions for the safety, and health and welfare of persons at work in factories and 
other places of work, to provide for the protection of persons other than persons at work 
against hazards to health and safety arising out of or in connection with activities of persons at 
work, and to provide for connected matters.  Much of the OSH legislation reflects the old 
Factories Act (1950) that required examinations of cranes and lifting equipment, steam boilers 
etc, and only lightly covers health issues. The legislation is not encompassing as it only 
provides OSH services to enterprises that can pay for the services, hence excluding the 
informal sector because of their low economic capacity. Although agriculture is the mainstay 
of the economy, employing more than 80% of the population, the Act covers only persons 
employed in agriculture, not those engaged in subsistence farming. The Occupational Safety 
and Health Authority (OSHA) is the designated authority for implementation of the Act. 
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OSHA has three managers and 40 inspectors to cater for a vast country with many economic 
sectors. The Act provides for pre-employment, periodic, and exit medical examinations, 
however, implementation is inadequate because of lack of capacity and the overlap of roles 
played by the OSHA and the Local Government Authorities (LGAs). While OSHA is 
supposed to regulate OSH in the country they also provide such OSH services. The LGA 
institutions have powers to demand and carry out periodic routine medical examinations, 
especially to workers in the food and service industries located within their areas. The OHS 
Act is not comprehensive and is outdated.  

Other legal provisions for the protection of health and safety are contained in the Local 
Government Act, 1982;  Atomic Energy Act  No.7, 2003; Industrial & Consumer Chemical  
(Management & Control) Act,2003; Employment and Labour Relations Act, 2004; Workers 
Compensation Act, 2008; and Social Security (Regulatory) Authority Act, No.8 of 2008; 
Environmental Management Act, 2004.  

The main responsibility for OSH is with the Ministry of Labour through OSHA. Other players 
include the Ministry of Health who are responsible for policy making, monitoring and 
supervision, facilitating training and research in OSH, enforcement of public health laws and 
coordinating other ministries and relevant bodies involved in OSH; Ministry of local 
government who are charged with implementation of the national legislations including OSH; 
Ministry of Agriculture through the Tropical Pesticides Research Institute (TPRI) regulates 
importation and use of pesticides; several other Ministries are also concerned with 
occupational health and safety issues. But, because there is no linkage between the different 
actors there is increasing duplication on OSH work.  

Tanzania has ratified 35 ILO Conventions including Occupational Safety and Health (Dock 
Work) Convention, 1979; Prevention of Accidents (Seafarers) Convention, 1970; and 
Freedom of Association and Protection of the Right to Organise Convention, 1948. 
 

Organisation  
 
Occupational health and safety services are organised both collectively and in single 
institutions. OHS services exist in some large farms, factories, mines and at ports. OSHA 
provides health surveillance, risk assessment, health education on accident prevention, 
research, training and record keeping. The Tanzania Occupational Health Services (TOHS) 
provide all services provided by OSHA plus diagnosis of occupational diseases and 
emergency preparedness. Universities such as Muhimbili University of Health and Allied 
Sciences (MUHAS) provide risk assessment, diagnosis of occupational diseases, research and 
training. The Ministry of Health provide health surveillance, diagnosis of occupational 
diseases, emergency preparedness, research, training and record keeping through Primary 
Health Care (PHC) and local government. TOHS provide OHS centralised services to 
member companies in urban areas, mostly curative services to workers and their families. The 
general population can also pay a fee to use these services. OSH activities are mainly carried 
out by the Ministry of Labour, with other organisations working for different employment 
sectors, overseen by the Ministry of Health. 

OSHA is divided into two technical divisions and a number of support units, each providing 
services in specialised areas. Currently, four inspectors are located outside of Dar-es-Salaam 
in Moshi, Arusha, Iringa and Tabora. They are placed in the respective labour offices. OSHA 
has prepared a very ambitious business plan that aims at establishment of several regional 
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offices, extensive acquisition of new equipment and tools, and training of their personnel to 
degree level. 
 
About 3% of workers in the country are unionised but trade unions have been heavily 
controlled to comply with the interests of the government and this has crippled trade union 
contributions to the advancement of occupational health. There is a person responsible for 
OSH at the Trade Union Congress level, however, at workplaces it is rare to find a union 
representative, unless they happen to be a member of a safety committee. 

 
Current and future needs 
 
There are difficult challenges in working life resulting from the changes taking place globally 
including globalisation, privatisation and liberalisation. Occupational Safety and Health 
systems in Tanzania have been greatly affected because of the social and political 
transformation that has taken place since 1985. 
 
Much of the OSH legislation still reflects the 1950 Factories Act and badly needs updating to 
embrace all sectors of employment.  According to the legislation, inspections focus more on 
safety while attention needs to be shifted to occupational health. 

Occupational safety and health in Tanzania, like in many other developing countries, lacks 
resources, including funds, human resources, equipment, managerial skills and political will. 
In order to achieve the OSH objectives a new concept of basic occupational health services 
should be integrated within the primary health care system.  

The country has taken occupational health on board by enacting legislation and creating 
structures for its implementation, however, budget allocations are inadequate to support OSH 
activities. A priority should be support to build up higher learning institutions that provide 
OSH training. This would help in the recruitment of qualified occupational health personnel, 
including inspectors to carry out surveillance, and to extend provision of OSH services 
throughout the country. The organisation of relevant short and degree courses in any health 
training institution involves both resources and political will. There is also a need for training 
and education of workers especially in the informal economy. Investment in research, training 
and development of OSH professionals is a necessary condition for risk identification and 
collection of data on occupational health incidence. The acute shortage of data on 
occupational accidents and diseases calls for a data recording and reporting system. 

There is a need to address shortages of equipment for risk management and monitoring of 
occupational health practices and outcomes. Investment in a preventative culture must go with 
modernising and strengthening the capacity of inspectorates.  

Consolidating legislation is necessary as several agencies and government ministries often 
deal with occupational health and safety issues individually without linking with other 
relevant agencies. Networking through partnerships, including employer and worker 
organisations, manufacturers and suppliers, other government departments, schools and 
colleges, vocational training centres and international organisations is necessary to promote 
compliance with the law.   
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Vera Ngowi holds a BSc (General) (Dar), Dipl. EST (Delft), MSc (OHS) (Manchester, UK), 
Dipl. (NIWL) (Stockholm), PhD (Tampere). She is a Senior Lecturer at Muhimbili University 
of Health and Allied Sciences. She was project scientist for Work And Health in Southern 
Africa: Action on Health Impact of Pesticides project (2004-2008) funded by Sida, Sweden; 
research scientist, Tropical Pesticides Research Institute, 1980-2007; principal investigator, 
East Africa Pesticide Network project funded by International Development Research Centre, 
Ottawa, and supported by Finnish Institute of Occupational Health, 1989-2003. She was also 
a co-investigator for Health and Economic Consequences of Pesticide Usage in Tanzania and 
South Africa (2003-2005), a project funded by Fogarty International Centre. 
 
 

 

Basic facts on Tanzania      
Size of area  947,000 sq km 
Population  41 million  
Capital    Dar Es Salaam 
Main religions    Mainland: Christian (30%), Muslim (35%), indigenous beliefs 
                                            (35%); Zanzibar: Muslim (99%) 
Literacy   78% of the population age 15 and over can read and write 
GDP per capita (PPP)  US$  1,300 
Gini index   35 
Life expectancy at birth    male 51 years, female 52 years   
Infant mortality rate    73 deaths before age 1 year/1,000 live births 
Malaria, mortality rate     98 per 100,000 population 
HIV, prevalence rate     5,771 per 100,000 adult population 
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THAILAND 
Somkiat Siriruttanapruk 
 
 
OSH panorama 
 
Thailand has a population of 65 million with a working population, aged 15-59 years, 
(approximately 56%). Among these 37 million, 99% are employed. 18 million work in 
agricultural sector and 19 million are non-agricultural workers. The non-agricultural sector 
includes manufacturing industries (5 million), construction (2 million), trade/business (5 
million), and service sectors (7 million). The labour force structure and the OSH situation is 
expected to change rapidly as higher proportions of the population move to work in the 
industrial sector. 
 
Occupational injuries and diseases are one of the main burdens of disease in the Thai working 
population. 2-4% of workers registered with the Workmen’s Compensation Fund, were 
diagnosed with occupational diseases or injuries each year from 1992-2008. More than 
176,000 cases of occupational injuries and diseases were reported in 2008, of which 96% 
were occupational injuries leading to 613 fatalities. 7, 200 occupational or work-related 
diseases were reported, of which 4,900 were musculoskeletal disorders, 2,200 cases were skin 
diseases, 94 cases were lead poisoning, and 34 cases were noise induced hearing loss.  
 
According to the data from the Thai Workmen's Compensation Fund in 2008, the top five 
manufacturing sectors with have high numbers of cases of occupational injuries and diseases 
(including fatal accidents) were as follows: 

   1. Construction 
   2. Food and beverage manufacturing 
   3. Electronic manufacturing 
   4. Metal processing manufacturing 
   5. Plastic manufacturing 
 
 
Policy and legislation 
 
National policies on OSH have been developed over the last 30 years. Initially most activities 
were in research and capacity building. A high incidence of workplace accidents, such as the 
fire at the Kader factory, increased concern about OSH in both governmental and non-
governmental agencies. There have been considerable improvements in legislation and 
enforcement, and in occupational health services. The Ministry of Labour has recently 
announced a national policy to decrease the incidence rate of occupational injuries in 
workplaces by 10% per year. 
 
The Ministry of Industry has also demanded that all high-risk workplaces conduct risk 
assessments and improve management strategies to prevent chemical accidents. The Ministry 
of Public Health has conducted national programmes, including the active disease 
surveillance programme, the silicosis elimination project, and the healthy workplace project.  
 
The Bureau of Occupational and Environmental Diseases has the main duty to set up and 
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develop OSH surveillance systems. The aims are to identify high-risk groups, describe the 
occupational disease situation, and to lead efforts on disease control and prevention. There are 
8 groups of diseases under the surveillance scheme including silicosis, byssinosis, asbestosis, 
lead poisoning, noise induced hearing loss, solvent poisoning, pesticide poisoning, and 
occupational injuries. All governmental agencies under the Ministry of Public Health, includ-
ing local agencies, collaborate in the scheme on tasks such as workplace surveys, early 
disease detection, the provision of suitable control measures, etc. Although the active disease 
surveillance programme has been conducted for many years, the scheme still faces many 
problems such as lack of staff and equipment, poor co-operation with employers, and poor 
coverage. The lack of national standard guidelines for health assessment and environmental 
monitoring is another major problem.  
 
The Ministry of Agriculture is responsible for the control, import and use of pesticides and 
agricultural chemicals. Regulations require all pesticide and chemical sellers to register all 
products with the local authority. Consumer concern about pesticide contamination in food 
products has resulted in a number of campaigns conducted by both the Ministry of 
Agriculture and the Ministry of Public health to stop or reduce the use of pesticide and other 
chemicals in farming. 
 
Up to now, Thailand has ratified 14 ILO Conventions: No. 14, 19, 29, 80, 88, 100, 104, 105, 
116, 122, 123, 127, 138 and 182. The Ministry of Labour is responsible for the 
implementation of all ILO Conventions. Currently there is pressure to encourage the Ministry 
of Labour to ratify ILO conventions on control and prevention of asbestos related disease, and 
the convention on provision of occupational health services. 
 
 
Organisation  
 
Three government agencies have a major role in occupational safety and health. Firstly, the 
Ministry of Labour has functions and responsibilities in the enactment of legal issues, 
enforcement of OSH standards, and the inspection and promotion of safe working 
environments. There are also provincial labour inspectors who enforce OSH standards under 
the Labour Law. The Social Security Office, under the Ministry of Labour, has a duty to 
provide both welfare and compensation for workers. All legislation includes tripartite 
“occupational health and safety committees” to deal with OSH at all levels. According to the 
Labour Law, the total number of occupational health and safety committee members is 21. 
These include the Permanent Secretariat of the Ministry of Labour as a chair of the 
committees, another 6 government officers from the Ministry of Labour and other relevant 
ministries (e.g. Ministry of Industry, Ministry of Public Health, Ministry of Natural Resources 
and Environment, etc.) and other 14 members from employers’ and employees’ representative 
(7 persons each). 
 
The Ministry of Industry issues permits for factory construction, enactment and enforcement 
of the Factory Act, machine safety standards, does site inspections and oversees the establish-
ment of factories. The agencies with OSH responsibilities include the Department of 
Industrial Works, Office of the Permanent Secretariat, and the Industrial Estates Authority of 
Thailand. 
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The Ministry of Public Health has the main governmental responsibility for public health and 
also for some OSH functions. 
 
There are a total of 678 labour inspectors in Thailand; 210 work in central government and 
468 work at the provincial level. They work under the Ministry of Labour and their job 
includes health and safety inspection. 
 
Occupational health services are integrated into existing health care service from regional to 
sub-district levels. At each level there are hospitals and health centres that provide 
occupational health services including health screening, health education, and diagnosis and 
treatment of occupational diseases. In spite of a good health service system, the coverage of 
occupational health services in the country is still very low, possibly because of a lack of 
occupational health professionals. 
 
Thailand has a large number of institutions providing training in OSH. Six universities offer 
training courses for a B.Sc degree in Occupational Health and Safety and a Masters degree in 
Occupational Hygiene. Three universities teach a Masters degree for occupational health 
nursing and one university offers residential training programmes in occupational medicine 
for occupational physicians. Each year there are several short training courses arranged by the 
universities and Ministry of Public Health for occupational physicians, occupational health 
nurses, and health officers. All enterprises with more than 50 employees are required to 
provide safety officers in their workplaces so training courses for safety officers are provided 
by both governmental and private organisations, under supervision of the Ministry of Labour.  
 
 
Current and future needs 
 
The OSH situation in Thailand is in transition, as the country faces both old and new 
occupational health problems. Many traditional health hazards, such as silica, lead, and unsafe 
work practices, still exist, and cannot be eliminated or controlled effectively. At the same 
time, new hazards such as stress at work are emerging. In addition, changes in work 
organisation, e.g. moves from large-scale enterprises to smaller ones, or from formal 
employment to contract work, are making the management of OSH more difficult. 
 
There are both strengths and weaknesses in the organisation of OSH under the Ministry of 
Public Health. One strong point is the very good collaboration and networking system among 
central organisations and local health agencies in the Ministry of Public Health. This enhances 
the effectiveness of capacity building, technology transfer, and the public health surveillance 
system and will improve the coverage of occupational health service provision. Weak points 
include a shortage of staff in the field and poor co-operation among other governmental 
agencies, employers and employees. In addition, the government policy to down-size all 
governmental organisations will make the situation worse. Currently (January 2010), the 
policy is no replacement for those who retire meaning all governmental organisations face the 
problem of staff shortages.  All relevant organisations need to work together to plan for these 
challenges. 
 
In the near future non-governmental agencies, especially those in the private sector, will have 
to play a major role in the provision of OSH services. Participation of employers and 
employees has to be encouraged by both legal enforcement and on a voluntary basis. 
Academic institutions must assist the system by improving research-based knowledge and 
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capacity building. Although many research studies are conducted each year, very few have 
any impact on national policy or lead to practical improvement of OSH management in 
workplaces. The most important research questions are not the identification of new 
occupational health hazards, but the practical implementation of current knowledge. 
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occupational health services (BOHS), at national and local levels. He has a special interest in 
developing occupational health for workers in the informal economy.  
 

 

 

Basic facts on Thailand      
Size of area  513,000 sq km 
Population  66 million  
Capital    Bangkok 
Main religions    Buddhist (95%), Muslim (5%) 
Literacy  93% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  8,400 
Gini index  42 
Life expectancy at birth   male 66 years, female 74 years   
Infant mortality rate   6 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    less than 1 per 100,000 population 
HIV, prevalence rate    1,191 per 100,000 adult population 
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TURKEY 
Yücel Demiral 
 

OSH panorama 
  
Turkey has a population of 70 million; 52 million are over 15 years of age. The labour force is 
approximately 25 million. There is significant difference in the labour force in terms of 
gender with a 25% participation rate for females and 72% participation rate for males. The 
participation of women in the labour force is one of the most important problems of Turkish 
working life in relation to women getting in and out of the workforce, and in relation to 
discrimination against women.  
 
The agricultural sector has a significant portion of the working population. 32% are employed 
in the agricultural sector, 20% are employed in industry and 47% in services. 80% of  the 
agricultural workers are female (57% of total female workers). The dissolution of state 
subsidies in the agricultural sector, enforced by the international policies, has resulted in an 
annual reduction in the agricultural sector of 1-2%. In practice this means that approximately 
300,000 agricultural workers are going out of work each year.  

The unemployment rate has increased from 10% in 2005 to 14% in 2009 after the 2008-2009 
economic depression. The rate is 16% in urban areas and 26% among youth.  

The conditions of the working population are gradually degenerating. Turkey is becoming a 
country where cheap labour is increasingly employed in labour intensive and insecure jobs. 
Turkey has longer working hours than any country within EU. Despite the fact that the legal 
working week is 45 hours, the average worked is 52 hours per week.   

The labour force is fragmented into three different health and/or social security systems that 
are segregated and vague in terms of their coverage and types of services. The Social 
Insurance Institution (SSK), the General Directorate of Social Security Agency for Artisans 
and the Self-Employed (Bağ-Kur), and the Civil Servants Retirement Fund are the social and 
health insurance institutions. There is an additional programme for poor people  (Green Card) 
that provides limited health insurance. Overall, 87% of the population is covered by health 
insurance schemes.  
 
Work related accidents and occupational diseases are only defined for SSK and cover 
employees within the scope of the Labour Law. This means that 8.5 million workers, (34% of 
the working population), are insured for occupational diseases and accidents. Informal or 
unregistered labourers constitute 54% of the labour force, (34% in urban areas and 76% in 
rural areas), and don’t have insurance.  
   
Industrial production in Turkey is mainly carried out in small scale enterprises with 98% of 
businesses employing less than 50 workers and 88%  employing less than 10 workers. 57% of 
those employees covered by social security are working in small scale businesses with less 
than 50 employees.  

To summarise, it is estimated that 20-25% of the labour force in Turkey is employed in a 
regular job that provides a living (thought to be the case for 5-10% of females and 40-50% of 
males). 
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Data concerning occupational accidents and diseases in Turkey are acquired through the 
records of the Social Security Organisation and through research. Due to the low coverage of 
social security, many occupational accidents are not notified or defined as occupational 
accidents. Official records showed that 80,600 occupational accidents and 1,208 occupational 
diseases occurred in Turkey in 2007, 1,044 of them resulting in death and 1,550 in permanent 
incapacity for work. In the same year, approximately 2 million work days were lost from 
work accidents, most of which occurred in small scale work places.  

Diagnosis of occupational diseases is lagging far behind the expected numbers. 
Approximately 1,000 occupational diseases are diagnosed annually, most of which are lead 
poisonings and silicosis. While there is divergence between different countries, the 
predictable rate of occupational diseases   ranges between 0.04% and 0.12%. If this rate is 
used r a projection for Turkey, there should be 45,000-130,000 occupational disease 
diagnoses each year. A recent important development is granting authority to the state 
university hospitals to diagnose occupational diseases.  

 
Policy and legislation  

The Ministry of Labour and Social Security (MLSS) is responsible for the organisation and 
coordination of occupational health issues. The original Labour Act was passed in 1936 after 
Turkey had become a member of International Labour Office (ILO). Turkey has ratified 56 
ILO conventions since then, among them the Occupational Safety and Health Convention (no. 
155), and the Occupational Health Services Convention (no. 161). The current Labour Act 
came into force in 2003, however, it excludes certain groups including agricultural workers, 
civil servants and the self employed.  

A swift transformation is taking place in legal matters due to Turkey’s involvement in the EU 
accession process. Following the 2003 Labour Act, legal regulations on occupational health 
and safety have been harmonised with EU Directives and a number of regulations on OSH 
have been issued. The most important outcome of these regulations is the provision of 
flexibility in working life and new working methods including part-time work, casual 
working job sharing, fixed term contracts, and broadening of sub-contracting. A recent 
important and positive development is the drafting of a single and separate OSH Act by 
MLSS, intended to cover all employees.  

An auditing function is assigned to the MLSS Labour Inspection Board. The Board is an 
autonomous structure executing its duty through regional group administrations established in 
10 provinces. While the Board is fairly competent in terms of quality and structure, the 
number of labour inspectors is far from adequate. There is a total of 600 labour inspectors so 
considering that there are 850,000 establishments in the country, the shortage is evident. 
 
 
Organisation 
  
 There are four divisions carrying out OSH activities in the MLSS:  

• Directorate General of Occupational Health and Safety  
• Labour Inspection Board  
• Labour and Social Security Training and Research Centre  
• Social Security Institution – Social Insurance Institution.   
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The Directorate General of Occupational Health and Safety is the unit responsible for 
preparing legislation and defining national OSH policies. 

One of the major constraints is the absence of a division associated with occupational health 
within the Ministry of Health (MoH) which is in fact the key responsible authority concerning 
the provision of health services. Occupational health services have never been considered 
within the context of primary health services in Turkey. Recently, the Turkish health system 
has been changing from primary health care to a family physician system. This transformation 
is obstructing the formation of a sound structure of occupational health services. On the other 
hand, the MoH recently initiated a study and projects with national and international 
institutions to form basic occupational health services for everyone. This can be considered as 
a positive step even if it will take long time. 

Labour organisations have been regressing during the last 20 years. Conventional trade unions 
are losing their power while being replaced by associations, trade organisations and similar 
non-governmental organisations. There are no reliable data concerning the unionisation rate in 
Turkey and even the unions themselves are unable to present accurate membership numbers. 
The unionisation rate is about 50% according to the MLSS data. On the other hand, the unions 
that have collective agreement right is presumed to be only 10%. The unions do not have 
activities related to occupational health. The focus of the unions on organisational issues and 
wage policies marginalises occupational health issues.  

Implementation of an occupational health unit is a legal obligation only for enterprises with 
50 or more workers. It is not mandatory for smaller businesses to incorporate a health unit, to 
employ an occupational health physician or to purchase OSH services from an outside unit. 
Enterprises employing more than 50 workers are obliged to incorporate an occupational 
hygienist or nurse. Recent regulations make risk assessment obligatory for larger enterprises.  

The National Council of Occupational Health and Safety was established in 2005. The 
Council is constituted of workers’ and employers’ unions, related public bodies, universities, 
non-governmental organisations, and representatives of other related institutions and 
corporations. The Council develops suggestions and gives advice on the necessities, priorities, 
policies and strategies on occupational health and safety and establishes a platform for the 
parties to express their opinions and ideas. 

The Turkish Medical Association has rolled out a certification programme for occupational 
health physicians with the participation of approximately 30,000 health practitioners since 
1988. At present, occupational health physician training courses can be organised by certain 
private and public institutions approved by the MLSS. There are insufficient numbers of 
master and doctorate programmes on occupational health available at the medical schools of 
the universities.  
 
 
Current and future needs 

Due to the Turkey’s strategic position and the fact that it is a developing country, 
occupational health is influenced by numerous international political and financial factors. 
The topics listed below include problems and priorities regarding OSH in Turkey:  
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• Low labour force participation and high unemployment present a substantial problem 
because people work in informally and in unsafe working conditions. Employment 
policies on OSH should be improved, and new employment opportunities must be 
generated that offer decent and safe work.  

• A separate law dealing only with OSH should be put into force. This new law should 
cover everyone. 
 

• Occupational health services within public health services should be considered, 
especially for small enterprises. A separate department in the MoH is needed for the 
development of OSH within primary health services. The scope should be extended to 
include all basic occupational health services and MoH and MLSS should contribute 
to provision of services.  

• Labour unions are losing power. Support for union organisation and incorporation of 
occupational health into union work is required.  

• While the organisation of the Labour Inspection Board is adequate, the number of 
inspectors should be increased. 

• A national multidisciplinary OSH institute/center should be established for research 
and advanced training, to provide knowledge and qualified human resources in 
occupational safety and health. 

• OSH experts and professionals other than the medical doctors are needed, such as 
occupational nurses, hygienists, and ergonomic specialists.  

 
 

 

 

Yücel Demiral                                                                       yucel.demiral@deu.edu.tr 
Dokuz Eylül University, Medical Faculty, Public Health Department, 35340, Inciralti,  
Izmir, Turkey 
 
Yucel Demiral is a medical doctor with a PhD in Occupational Safety and Health. He  
works as an Associate Professor in the Dokuz Eylul University Medical Faculty, Public 
Health Department, in Izmir, Turkey. His research has focused on the psychosocial work 
environment, unemployment and informal work, cardiovascular and mental health, and the 
health care sector. He works on a number of national and international projects, and is 
currently the ICOH National Secretary for Turkey.  
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Basic facts on Turkey      
Size of area  784,000 sq km 
Population  77 million  
Capital    Ankara 
Main religions    Muslim, mostly Sunni (100%) 
Literacy    87% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  11,900 
Gini index  44 
Life expectancy at birth   male 71 years, female 76 years   
Infant mortality rate   21 deaths before age 1 year/1,000 live births 
Malaria, mortality rate     0 per 100,000 population 
HIV, prevalence rate    less than 14  per 100,000 adult population 
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VIETNAM 
Nguyen Bich Diep     
 
 
OSH panorama 
 
The total number of enterprises in Vietnam is approximately 300,000, more than 95% of 
which are small and medium scale enterprises. The majority of enterprises are in trade, hotels 
and restaurants (44%), industry (25%) and construction (13%). 93% are non-state enterprises, 
and 4% are state owned. The workforce is 44 million (2007), half of whom are occupied in 
agriculture, forestry and fishing, 14% in industry, and 5% in construction. The unemployment 
rate is 5%.t. 
 
Workers are exposed to many occupational hazards. The working environment is polluted; 
14% of samples taken in working environments exceed the permissible limits. The main 
hazards that exceed the limits are noise (22%), dust (12%), and toxic gases (7%). Other 
hazards that exceed limits are radiation, vibration, lighting, and heat stress. Risks in mining 
and construction exceed the permissible limits with 45% and 30% respectively. 
 
In 2008 there were 753 fatalities from occupational accidents, and another 1,262 persons were 
severely injured. There were 24,175 persons suffering from occupational diseases, the 
majority of whom were suffering from occupational silicosis (74%). 
 
 
Policy and legislation 
 
Vietnam has a system of legislative documents on OSH including legislation and regulations 
issued by Government and related Ministries. The most important legislation is Article 56 of 
the Vietnamese Constitution (1992); the Law on People’s Health Protection 1989; the Law on 
Trade Unions 1990; the Law on Environmental Protection 1993; the Labour Code 1994; and 
the Law on Social Insurance 2006. In addition, there are many regulations issued by the 
Government that provide guidance for the enforcement of the Labour Code and stipulate in 
detail how OSH activities should be carried out including the rights and responsibilities of 
employers and employees, fines for violations of labour laws, compensation for workers 
suffering from occupational diseases and injuries, etc. There is also a National Programme on 
OSH for the period 2006-2010. 
 
Article 185 and 187 of the Labour Code lists the functions of the State Labour Inspection 
service including the right to carry out inspections at any time without prior notification on 
issues concerning labour policies, occupational safety, and occupational hygiene in places 
under assigned scope and objectives of the Labour Code. Item 3, Article 191 of the Labour 
Code, covers inspection on occupational safety and health in sectors such as radiation, oil 
exploration and exploitation, rail, sea, land and air transport, and armed forces units. Such 
inspections are implemented by management bodies of these sectors in collaboration with 
State Labour Inspection service. Before 2002, safety inspections and health inspections were 
conducted independently; the Ministry of Health (MOH) was responsible for health 
inspection and the Ministry of Labour, Invalid and Social Affairs (MOLISA) was responsible 
for safety inspection. Since 2002, safety and health inspections have joined together and 
MOLISA is responsible. 
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Vietnam has ratified 12 ILO Conventions related to OSH. The ILO Convention No.155 on OSH 
and Convention No 184 on OSH in agriculture will be ratified soon.   
 
The Vietnam Constitution, Labour Law and other legislative documents sets up a complete 
legislative system to cover the implementation of all OSH activities. However, the number of 
enterprises complying with OSH regulations and ILO Conventions is still not very high because 
the majority of enterprises are small and medium sized and using hazardous old machinery and 
technology. In addition, some large enterprises, including joint-ventures, foreign capital 
investments, and private and joint-stock companies, violate the regulations on working hours and 
overtime. 
 
 
Organisation  
 
With the motto of ensuring sustainable and rapid economic growth of the country, the 
Government of Vietnam has established legal frameworks for a tripartite mechanism involving 
the Government, and representative bodies of employers and workers aimed at regulating and 
harmonizing the benefits of each party, particularly in the field of OSH. Most OSH activities, 
(e.g. developing legal documents to developing and implementing national target programs, 
national action programs, workshops and conferences, etc) involve tripartite representatives of 
government, employers and workers. The tripartite consultative mechanism is clearly stipulated 
in the Labour Code, the Law on Trade Unions and some other legal documents. In Vietnam, the 
representative organisations of workers are the Vietnam General Confederation of Labour and 
the Vietnam Farmers’ Association; the representative organisations of employers are the 
Vietnam Chamber of Commerce and Industry (VCCI) and Vietnam Cooperative Alliance; and 
the representative organisations of Government are the General Department of Preventive 
Medicine and Environment, MOH and MOLISA. 
 
 
Central level organization 
 
The competent agencies responsible for making policies and strategies on labour protection, 
organise discussions with representative organisations of workers and employers prior to a final 
decision being made. Members of the National Council for Labour Protection include tripartite 
representatives. The government has periodical meetings with the presidium of Vietnam General 
Confederation of Labour and meets with the Vietnam Farmers’ Association twice a year to 
review commitments between the government and these organisations and to hear opinions and 
petitions on issues related to workers’ rights, industrial relations and OSH. MOLISA also meets 
with the Vietnam General Confederation of Labour twice a year to review its relationship with 
the confederation and to hear recommendations and petitions on issues related to workers’ rights, 
industrial relations and OSH from the confederation.  Every year, the MOLISA and the MOH 
collaborate with Vietnam General Confederation of Labour and provincial confederations of 
labour to review the implementation of OSH at enterprises and establishments. State agencies, in 
collaboration with organisations of employers and workers, issue information and organise 
publicity activities during the national week for OSH and the prevention of fires and explosions.  
 
The National Institute of Occupational & Environmental Health (NIOEH) is under the Ministry 
of Health and the National Institute of Labour Protection (NILP)  belongs to Vietnam General 
Confederation of Labour. NIOEH deals with occupational health whereas NILP deals with safety 
issues. Among their tasks is research assigned by the state, MOH and Vietnam General 
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Confederation of Labour, e.g. technological development and application of OSH; assessing 
criteria, impact on environment and workers’ health;  providing information, and training to 
managers, employers and employees; coordinating national OSH activities and participating in 
international OSH issues. 
 
 
Enterprise level organization 
 
Local specialised administrative agencies are responsible for disseminating legal documents on 
OSH, fire and explosions, for guidance, monitoring, inspections, and implementation of and 
reporting on government policies. Employers are responsible for compliance with OSH 
regulations and policies, and for discussions with workers’ representatives on issues related to 
workers’ rights. The provincial labour confederation, together with competent agencies should 
implement, guide, supervise and propagate compliance of OSH regulations. Workers’ 
representatives at enterprises should contribute their opinions to employers, make assessments 
on the implementation of State regulations on labour protection, organise activities to ensure 
good OSH and provide refresher training to safety and health officers in collaboration with other 
organisations. They should also participate in inspections and evaluations on labour protection at 
enterprises, make recommendations for solutions to deficiencies, and attend review meetings 
held by inspectors on labour protection and occupational accidents.  
 
Vietnam has  a relatively complete occupational health system from central to local levels, 
including: a General Department of Preventive Medicine, 4 regional research institutes, 57 
provincial Preventive Medicine Centres, 6 Provincial/City Centres for Occupational Health and 
Environment, 509 Preventive Medicine Centres and 163 preventive medicine teams at district 
level as well as health units in enterprises. In addition, there are 13 Occupational Health Centres 
in Ministries/Branches. Basic occupational health services are provided by Provincial/ 
District/Branch Preventive Medicine Centres and Health Units at most state owned enterprises, 
however, this accounts for only for 7% of all enterprises. Employees in the majority of 
enterprises in the informal sector have no access to even basic occupational health services. 
 
The number of occupational health staff is very low in relation to the size of the labour force. At 
present only 31 out of 63 provinces and six sectors have got occupational clinics with a total staff 
of 600 persons.. According to the 2008 Occupational Health Report by MOH , 30% of reporting 
enterprises conducted periodic health checks. 11% of enterprises have health stations and 12% 
have health staff. Among 8,800 health staff, 15% are physicians. Less than 10% of enterprises, 
mainly large scale enterprises, have basic occupational health services.  
 
 
Current and future needs 
 
There are huge needs for developing OSH including the following: 

- Revising and supplementing the system of legal documents on OSH, including 
establishing incentives for enterprises to carry out  OSH activities 

- Enhancing state administration over OSH in the informal sector 

- Renewing state labour inspections; establishing and strengthening specialised 
inspections 

- Training for an increased number of OSH officers 
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- Consolidating and setting up better statistics on OSH  

- Accelerating OSH publicity programs via mass media; developing a national OSH 
information network. 

- Building and improving sanatoria and hospitals for workers suffering from 
occupational diseases. 

Given the above situation, the government is implementing a National Programme 2006 – 
2010 to: 
 

- Improve working conditions  
- Reduce pollution of the work environment  
- Prevent occupational accidents and occupational diseases. 
 

Specific targets for 2010 include: 
 
       -    More than 80% of workers and OSH officers in sectors and jobs with strict 
            occupational safety and health requirements are to be trained in OSH. 
  

- Occupational accidents in hazardous sectors (mining, construction, use of electricity) 
should be reduced by 5%. The number of cases of occupational disease should be   
reduced by 10%. 
  

- Ensure that more than 80% of workers in high risk production have health checks 
  

- Ensure that 100% of occupational injuries and diseases are treated. 
 

To conclude, there are many challenges in Vietnam. It is important that Vietnam learn about 
how other advanced countries address OSH problems to avoid repeating mistakes.  

 

 
 

Nguyen Bich Diep                                                                   diepyhld@yahoo.com 
Department of Planning and International Collaboration, National Institute of Occupational  
& Environmental Health, 1B Yersin Street, Hanoi, Vietnam 
 
Dr. Nguyen Bich Diep is an occupational health expert, and the deputy head of the 
Department of Planning and International Collaboration. She graduated as occupational 
psychologist from Debrecen University, Hungary, has a MSc in Ergonomics from Lulea 
Technical University in Sweden, and a PhD in Public Health from the National Institute of 
Hygiene and Epidemiology, Vietnam. She has a Diploma of OSH & Development from the 
National Institute for Working Life, Sweden. Currently, she is involved in national and 
international research on protection of workers’ health, prevention of occupational diseases 
and injuries, development of basic occupational health services, OSH programmes for health 
care workers, and OSH models for small and medium-sized enterprises. 
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Basic facts on Vietnam      
Size of area  331,000 sq km 
Population  87 million  
Capital    Hanoi 
Main religions    Buddhist (9%), Catholic (7%), none (81%) 
Literacy  90% of the population age 15 and over can read and write 
GDP per capita (PPP) US$  2,800 
Gini index  37 
Life expectancy at birth   male 70 years, female 75 years   
Infant mortality rate   13 deaths before age 1 year/1,000 live births 
Malaria, mortality rate    less than 1 per 100,000 population 
HIV, prevalence rate    446 per 100,000 adult population 
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SUMMARY AND REFLECTIONS 
Tom Dwyer, Kaj Elgstrand & Nils F Petersson 
 
 

Sample of countries  
 
One factor influencing the choice of the 21 countries represented in the publication has been 
the wish to have countries representing different parts of the world. Six countries are from  
Asia (China, India, Iran, South Korea, Thailand, and Vietnam), six from Africa (Egypt, 
Ghana, Kenya, Morocco, Tanzania, and South Africa) seven from Latin America (Argentina, 
Brazil, Chile, Colombia, Costa Rica, Ecuador, and Nicaragua), and two from Europe (Russia 
and Turkey). Another factor that influenced the choice of countries was the availability of 
authors, known by the journal editors, who have knowledge of their nation’s situation related 
to occupational safety and health. A total of 28 authors have contributed, 19 of whom are 
physicians. 
 
The populations in the countries featured in the articles vary from 4 million in Costa Rica to 
1,389 million in China. All together the 21 countries featured have more than half of the 
global population. The BRIC countries are included: Brazil, Russia, India and China.  
 
If developing countries are defined as those with a per capita GDP lower than US$ 15,000 per 
year, 19 of the countries are developing countries; only two, Russia and South Korea, have a 
higher per capita GDP  and are classified as industrialised countries. Using a more detailed 
economic classification, the countries can be described as: 
  
   Lower middle-income countries; US$  976-3,855 per capita per year:  
   China, Ghana, India, Kenya, Nicaragua, Tanzania, Vietnam.  
 
   Upper-middle income countries; US$  3,856-11,905 per capita per year:  
   Brazil, Colombia, Costa Rica, Ecuador, Egypt, Morocco, South Africa, Thailand, Turkey.  
 
   High income countries; US$  11,906 and more, per capita per year: 
   Argentina, Chile, Iran, Russia, South Korea. 

 
OSH panorama 
 
Industrial development is ongoing but agriculture is still an important part of production and 
work in almost all countries. South Korea and Russia are the exceptions with only 3% and 5% 
respectively of the working populations active in agriculture. Rapid growth and global 
integration over the last 50 years has seen South Korea become a high-tech industrialised 
economy. Mining is an important source of production and employment in several of the 
countries, including Chile, China, India, Iran, Ghana, Morocco, and South Africa.  
Construction work is mentioned as a source of employment in most of the countries, and seen 
as a dangerous sector. A statement in the article from Brazil may be valid for most of the 
countries, i.e. “Brazil has to simultaneously deal with occupational health problems related to 
all stages of development”. 
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The informal economy is big in most of the countries, engaging 20-90% of the total  
working population mainly in agriculture, construction work, small enterprises, and self-
employed. The Indian author reports that 60% of the working population are self-employed 
and 30% have no regular jobs. From Ecuador it is reported that 54% of the working 
population are under-employed.  
 
Over-employment, i.e. having more than one job and/or working very long hours, may be 
necessary for employees in many of the 21 countries. Turkey has an average working week of 
52 hours, despite the fact that the legal working hours are 45 per week. 
 
Reservations about the real figures of occupational accidents and diseases are expressed in 
many of the articles. There is lack of accurate statistics due to underreporting and poor data 
collection, as mentioned in 14 of the articles. In particular, occupational diseases are 
underrepresented in statistics because of deficient diagnosis and lack of acknowledgement of 
the work-relatedness. Comparisons between countries are often made in relation to fatal 
occupational accidents, as the statistics in these cases are supposed to be more reliable than 
other kinds of OSH statistics and statistics for work related fatalities are given in most of the 
articles. China tops the list with 101,480 fatalities due to occupational accidents (2007). In 
India only 1,387 fatal accidents were reported from registered factories (2008), representing 
5% of India´s total workforce.  
 
The OSH risks reported in many of the articles include occupational accidents, silicosis, 
asbestosis and other lung disorders, pesticide poisonings, noise-induced hearing loss, and 
musculoskeletal disorders. These risks are generally related to work in mining, agriculture, 
construction, metalworking and chemical industries.   

 
Policy and legislation 

A few authors give overviews of national policies in their articles and a variety of policies can 
be observed. For example, Egypt has a tripartite body that formulates and reviews national 
policy. Korea, on the other hand, has rather limited participation of workers in OSH policy 
making. In Kenya, the Ministry of Labour is responsible for national OSH policy, and is 
assisted by a national council with representatives from all main stakeholders. 
 
All the countries in this publication have specific OSH legislation, except Turkey. Some of 
the countries have passed modern legislation recently, e.g. Nicaragua and Kenya in 2007. A 
few countries have laws dating back 50 years or more, e.g. India has the Mines Act from 
1952, and the Factories Act from 1948 (amended in 1987).  
 
However, as many authors claim, the main OSH problem is not absent or inappropriate 
legislation but the lack of surveillance, e.g. poor, corrupt or inadequate inspection services. 
There is also a lack of enforcement that allows enterprises to escape with only very light 
penalities when they do not follow laws. On the other hand, too many laws can constitute a 
difficulty for employers, as noted in the article from Costa Rica.  
 
As the informal economy is often where most people work in many of the countries, the 
majority of workplaces are not covered by any legislation. OSH legislation may exclude 
certain parts of the working population, e.g. the Factory Act in India, only applies to factories 
employing more than nine workers. Turkey´s OSH legislation does not cover workers in 
agriculture. Ghana´s legislation covers agriculture in general terms, but it is unclear how it 
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applies to work in the formal versus the informal economy. 
 
Of the 21 countries examined, Costa Rica has one of the highest proportions of the working 
population employed in the formal sector. During 2005-2006, nearly two thirds of the 
country’s fatal work accidents victims were unregistered workers. As these were about one 
third of the total working population, their fatal accident rate is twice that of their formal 
sector counterparts. This is in agreement with findings in other countries and suggests that the 
current system of occupational safety and health in developing countries ignores the safety 
and health of the most needy workers. A number of authors discuss the inequity of this 
situation and describe steps being taken to correct it. In South Africa, for example, “The 
government sponsored Commission into a Comprehensive System of Social Security 
identified as a problem the exclusion from the compensation net of large labour sectors such 
as domestic workers, informal sector employees and self-employed persons. Any new 
compensation dispensation would need to broaden coverage to include such workers.”  

In Ecuador the inequity of a massive sub-contracting system that left many without any form 
of prevention, compensation or rehabilitation, drew a response from the government that 
introduced a system in 2009 whereby “Employers now must directly care for workers. This is 
not a complete solution but rather a starting point to better working conditions and increase 
company responsibility.”  
 
Rehabilitation is only mentioned specifically in a few articles, (Argentina, China, Ghana, 
Kenya, Russia). Rehabilitation may also be included under the more generic notion of 
medical care that aims to rehabilitate when it is not preventive or diagnostic. There are 
concerns about a lack of equity in treatment. For example, in South Africa ”The lack of 
compulsory rehabilitation or vocational training programmes to assist injured or disabled 
workers to return to work results in a huge loss to the economy, with a high probability of 
unemployment following significant injuries or occupational disease.” However, faced with 
current inequity in treatment, the government of Vietnam sets a goal for 2010 that will see 
“100% of occupational accidents and diseases being treated.”  
 
A few countries, e.g. Iran, have laws obliging employers to provide occupational health 
services, while other countries have not even ratified the ILO convention on occupational 
health services. 
 
The number of ratified ILO conventions varies significantly between the countries, which to 
some extent may be a result of how an author defines an OSH related convention. The author 
from Turkey mentions that the country has ratified 56 ILO conventions in total. The author 
from South Korea pinpoints that the country has only ratified four OSH-related conventions; 
this country’s relationship to ILO is seen in diplomatic rather than substantive terms. 
However, even conventions that have not been ratified in a given country, may still play an 
important role in the country’s discussions and definition of OSH issues, e.g. in the case of 
occupational health services in Argentina. It is worth noting that while some of the countries 
have ratified many conventions, they can still have very poor OSH statistics gathering and 
very precarious OSH structures, e.g. Morocco, Nicaragua, Tanzania and Turkey. Such figures 
invite questions as to the meaning and impact of convention ratification; how can convention 
ratification become a path to progress and well-being in individual countries? 
 
In some cases, one can see the influence of globalisation on lawmakers and adjustments to 
neighbouring countries or important trade partners. For example, Morocco has adopted the 
OHSAS18001 and other standards; in Russia a law deals with harmonisation with EU  
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technical regulations. The harmonisation to EU regulations is also an important issue for 
Turkey. One might assume and hope that ISO and other standards are of increased importance 
in a globalised world where foreign subcontractors may be asked to fulfil certain standards 
that have an impact on OSH performance. Certifications such as “green labels” (e.g. for 
flowers), are criticised in the article from Ecuador as they don´t reach their goals. 
 
 
Organisation 
 
In most of the 21 countries examined, governmental responsibility for issues of occupational 
health and safety are divided between the Ministries of Health and Labour. This seems to be 
an accepted, or at least unquestioned, model even if coordination difficulties are mentioned in 
some cases. In Ecuador, Ghana, India and South Africa, where mining is important, the 
Ministry of Mines play a significant role in overseeing the safety and health of workers in this 
sector. China has a full cabinet ministry level national administration specifically for safety 
and health at work. 
 
Tripartite collaboration between government, employers and trade unions is mentioned in 
most articles. This collaboration is stipulated at a national level and many articles also 
mention that it exists at other levels, e.g. in the form of tripartite OSH committees at 
enterprises of a certain size. In the case of China, a tripartite mechanism for consultations 
about labour relationships has been stipulated, but is yet to be implemented. Trade unions are 
weak in most of the countries covered because only a small proportion of workers are 
members, and this makes for unfavourable conditions for such tripartite collaboration. 
Argentina and Brazil are somewhat exceptional, having strong trade unions. However, despite 
the remarkable power of the Argentinian trade unions, they have not shown much concern for 
the health and safety of workers. Kenya, on the other hand, reports that the trade unions are 
very active in OSH issues. 
 
In some of the countries there are national institutes for research and advanced training in 
OSH issues: Brazil, China, Egypt, India, Russia, South Korea, South Africa and Vietnam. In 
Morocco, the establishment of a national institute is being planned. The establishment of such 
institutes is considered an urgent measure in Argentina, Chile, Kenya and Turkey. 
 
In a majority of the 21 countries, preventive occupational health services are non-existent at 
medium and small-sized enterprises and in the informal economy. While medical services 
may be provided for injuries and common diseases at enterprises in the formal economy, 
occupational health problems are ignored. On the other hand, many multinational and other 
large enterprises organise occupational health services in agreement with ILO´s convention 
no. 161 (independently of whether or not the convention has been ratified by the country).  
 
The lack of surveillance of occupational safety and health is attributed to insufficient numbers 
and/or training of labour inspectors in 12 of the countries: Colombia, Costa Rica, Ecuador, 
Ghana, Kenya, Morocco, Nicaragua, South Africa, South Korea, Tanzania, Turkey, and 
Vietnam. Large, remote areas and a lack of reliable transport to take inspectors to these areas 

are also blamed. Some countries divide inspection services between different bodies, e.g. 
Chile has labour inspectors, health inspectors, agricultural inspectors and mining inspectors. 
 
Many of the 21 countries report a lack of trained specialists in occupational safety and health. 
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India reports that for the organised sector, employing 5% of the working population 
(approximately 25 million workers), there are currently less than 1,000 occupational health 
physicians and industrial hygienists when in fact 10,000 are needed. Brazil, Colombia, Iran, 
Kenya and Thailand have sufficient opportunities for specialist training. In Colombia and 
Ecuador, most of those trained in OSH are employed as administrators or auditors rather than 
as OSH specialists active at the workplaces.  

The authors from South Korea offer an overview of the deficiencies of the occupational safety 
and health work in their country. “Professionals were the major figure in setting the direction 
of the programme, while employers and laborers remained as minor figures in the running of 
the programme. However, even to the professionals, the economic drive was the major 
underlying motive of the programme, and as the service was financed by employer’s 
payment, the providers were cautious not to lose economic ties with employers. As the 
economic constraint was the limiting force for this process rationalisation stage, 
improvements of health and safety programmes beyond basic requirements have been 
regarded by government to belong to the discretion of management.” These words come from 
the country with the greatest growth in the last two decades; the OSH system has been shaped 
by professional power’s submission to economic power, and the State stands on the sidelines 
wherever this does not affect adherence to acceptable standards (and, we could also add, 
political stability).  
 
 
Current and future needs 
 
Updating and/or enforcing OSH regulations are urgent needs according to some authors. 
Many authors mention the need to implement adequate information, surveillance and/or 
reporting systems. Lack of reliable OSH data is a major problem in most of the countries. 
Several authors request improved supervision of workplaces, mainly through an increase in 
the number of inspectors.   
 
Employers who neglect the law seem to be a major problem everywhere, but only the authors 
from Ghana, Russia, Thailand and Vietnam mention the need to provide incentives for 
employers to improve OSH. The author from India points out the need to increase awareness 
of OSH issues among stakeholders. The need for an efficient and fair compensation system is 
mentioned by the authors from Colombia, Kenya and South Africa. 
 
Although a tripartite system exists in most of the countries, several authors would like to see 
better cooperation on OSH between employers and trade unions but low trade union 
membership in most of the countries is an obstacle to improved collaboration. 
 
Gender issues are mentioned in only a few articles, possibly because the guidelines for 
authors didn’t specifically request treatment of gender issues. The author from Turkey reports 
that "The participation of women in the labour force is one of the most important problems of 
Turkish working life in relation to women getting in and out of the workforce, and in relation 
to discrimination against women". The author from India points at that "The increasing 
proportion of females in the workforce adds to the traditional OSH issues", one being the 
double burden of home work and occupation. 
 
The emerging risks of globalisation are something to be considered according to the authors 
from six countries. About the same number of countries wants to promote OSH research, and 
some point to the need to create a national institute or centre of OSH. The author from 
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Thailand mentions that the most important research questions are not the identification of new 
occupational health hazards, but the practical implementation of current knowledge.  
 
14 articles said that the number of OSH specialists should be increased by extended training 
activities (Argentina, Chile, Colombia, Costa Rica, Ecuador, Egypt, Ghana, India, Kenya, 
Morocco, Russia, Tanzania, Turkey and Vietnam). The author from Ghana mentions the 
”brain-drain” of professionals leaving the country for better working conditions abroad as one 
reason for the lack of OSH specialists. 
 
Only the authors from South Africa mention actions against HIV/AIDS and tuberculosis as 
important. This may reflect the fact that other authors may not consider the prevention of 
HIV/AIDS and tuberculosis to be part of the occupational safety and health agenda. 
 
Several countries stress the need to improve OSH in the informal economy. The wide gap 
between those who are covered by OSH prevention and protection legislation and measure is 
a major problem and a common thread in many papers.  
 
According to the author from Brazil, it seems that most traditional approaches to OSH 
promotion and protection have not reduced the increasing gaps in OSH, so innovative and 
unconventional approaches must be explored and seriously considered. Such an 
unconventional approach might be what the authors from South Korea have in mind. 
According to them, the most important action needed in Korea is a change in the whole 
system of occupational health and safety to a performance based system. “The current system 
has fallen into a set of self-perpetuating examinations and measurements specified by codes 
that fail to produce any meaningful outputs. A move to a performance-based approach would 
require Korea to shake up the roles of labour, government and management in tackling health 
and safety problems at enterprise level. Up to now, no active roles have been given to these 
stakeholders, and the content and style of health and safety management has been solely 
determined by occupational health and safety professionals.” 
 
 
Concluding reflections 
 
The industrial OSH paradigm is reflected in all 21 articles and analyses, a paradigm that is a 
child of the industrial revolution. It was developed on the idea that it was necessary to have a 
series of uniformly applied regulations that would require equivalent investments into 
working conditions by all employers in order to improve the conditions of safety in all 
workplaces. Prevention was the preferred action, and employers, workers and government   
should cooperate. If the preventive actions failed, rehabilitation and economic compensation 
should be provided. 
 
Many of the countries examined here bear the historical traces of quite different colonial 
histories: British (Ghana, India, Kenya, South Africa, Tanzania), French (Vietnam), Spanish 
(Argentina, Chile, Colombia, Costa Rica, Ecuador, Nicaragua), Japanese (South Korea) and 
Portuguese (Brazil). Other countries, even though subject to diverse foreign influences, 
remained relatively independent throughout most of their modern histories (China, Egypt, 
Iran, Morocco, Russia, Thailand, and Turkey). The strength of the industrial OSH paradigm is 
that its key components can be found in all of these countries, independent of their diverse 
histories.  

However, the weaknesses of the paradigm can also be identified based upon the  
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information given in the articles. OSH regulations need to be updated, supervision 
and control at workplaces needs to be improved. Lack of reliable OSH data is a 
major problem in most of the countries. Tripartite cooperation suffers from the 
weaknesses of one of the parties, the trade unions. The training of OSH specialists, 
including labour inspectors, needs to be extended and improved. Great parts of the 
working populations do not have access to any OSH services. 
 
Naturally, many of the authors advocate the further development of the mentioned 
components of the OSH system and work, thereby confirming the industrial OSH 
paradigm. In several articles, amongst them the ones from India and South Africa, 
priorities for this further development are set out in a systematic way. 
 
There are also more global approaches to reforming the OSH system and work that 
question the industrial OSH paradigm.  
 
The author from Nicaragua states that “...the traditional occupational safety and 
health models as they were developed in industrialised countries need to be 
reconsidered. A concept of occupational primary health care merits consideration. 
This type of primary occupational health care services must include health 
promotion, life style, mental and reproductive health, integrating the work 
perspective with the health care, and into the already established health programs 
and surveillance systems.” In suggesting this approach, the author is breaking with 
the idea of the existence of a separate administrative OSH sphere dedicated to the 
regulation of formal sector work. 
 
Low coverage by OSH services seems to be a significant threat to the current OSH 
system and to the industrial OSH paradigm. Large numbers of the working 
populations have no access to any OSH services, especially in the informal 
economy where the occupational safety and health risks are frequently higher than 
for those who have access to OSH services. The possibilities to provide the 95% of 
India´s working population working in the informal economy with OSH services 
seems utopian, especially when we consider that the 5% belonging to the formal 
economy only have 10% of the number of OSH specialists currently needed within 
the formal economy alone. 
 
The authors from Brazil and South Korea indicate needs for developments to create 
a new OSH paradigm that would probably seek to articulate different elements that 
have thus far been excluded. This new paradigm would seek to deal with the 
injustice that currently accords greater life chances to those who are subject to OSH 
regulation than those who are not; special attention would be paid to those working 
in the most dangerous and unhealthy jobs. Workers utilise their knowledge, 
motivation and autonomy when they face dangers in the workplace and their 
experience should have an important role to play in the development of a new OSH 
paradigm; the question of participation will need to be re-examined. The 
relationship between improvements of occupational safety and health, production 
and the environment has to be explored. Finally, it is highly likely that the 
developments leading towards a new OSH paradigm will be anticipated or followed 
by changes in other areas of science, policy and more general cultural change. 
These changes occur in a world that for some has become increasingly socially and 
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economically developed, transparent, and inter dependent, while for many others 
the world has become increasingly unintelligible, uncertain and risky. 
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CURRENT OSH NEEDS IN DEVELOPING COUNTRIES 

Synopsis for articles to be published as a special issue of the Journal "OSH & Development" 
(no.10). Articles from approximately 25 developing countries will be included. 

Each article should be not longer than 1,500 words. We would ask that the major part of each 
article be devoted to issue 4 below (Current and future needs). The most important 
information is not a flood of facts and figures but your analysis of the current occupational 
safety and health (OSH) situation and how this should be improved. 
 

Proposed synopsis: 

Issue 1 OSH panorama  
  - Which are the main sectors of working life in your country? How many persons are  
       employed in formally registered enterprises? How many persons work in small, 
               informal enterprises? Unemployment?  
   - Are accurate statistics available for occupational accidents and diseases? Which sectors 
     have the major OSH risks for accidents and diseases? Briefly include figures on 
     occupational accidents and deaths (if they are available) 

Issue 2 Policy and legislation on OSH 
 - Briefly comment on the state of the legislation in your country, e.g. is it up to date or  
    are revisions needed? Are the current laws on OSH implemented and monitored? 
   - Which Ministry or Ministries have the main responsibility? Do you have sufficient 
    factory or labour inspectors and are they able to work effectively?  
    - Which ILO Conventions on OSH has your country ratified (if any)? 

Issue 3 Organisation of OSH  
  - Are there tripartite or bipartite bodies dealing with OSH at any level (i.e. national,  
    regional, enterprise)?  
   - What percentage of workers belongs to trade unions in your country? Are there trade 
       union representatives with responsibility for OSH at workplace level? 
   - Are there enterprise level occupational health services as defined by ILO Convention  
  no. 161? Are there any specialist training programs on OSH?  

Issue 4 Current and future needs  
  - Please outline the most urgent, current actions that you think are needed in relation to  
    OSH in your country. Consider both policy, legislative measures, organisation of  
  occupational health services, and education and training. Give your personal views.   
  If there is a national action programme, please give your personal comments. 

We do not want any footnotes, and no references. The name of the author is the reference. 

For each country there will be a box informing about the size of the area and the population, 
capital, main religions, infant mortality rate, life expectancy, HIV/AIDS, tuberculosis, malaria, 
GDP and Gini Index. This box is not included in the 1,500 words. We will get the information 
from UN statistics. 
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OSH for Development Textbook published in June 2009 by the Royal Institute of Technology, Stockholm. Editors: Kaj Elgstrand & Nils F Petersson.  ISBN 978-91-633-4798-6.  The book has 47 chapters and 798 pages. It is written for professionals in developing countries, for occupational safety and health specialists, production engineers, managers and trade union representatives. The book links occupational safety and health with production and productivity, showing the positive relationship between good and safe working conditions and sustainable high productivity. The focus is action for change to eliminate or reduce risks at workplaces.  The price of the book is 40 Euro excl freight costs. It can be order by email to kajelg@kth.se  or  ocka@kth.se      
 
This 798 page volume first gives an impression: is it another new ILO Encyclopaedia? No, it is not. Although it 
covers many or most topics of such an encyclopaedia, and has a large number of qualified  – mainly Swedish -  
authors, this is more discursive and thought provoking rather than just providing facts. And mostly very  
up-to-date. 
    OSHA-Europe website 
 
The book widely covers the whole topical spectrum of occupational health and safety. The balance of the 
content is excellent: history, future perspectives, main risk factors and outcomes, key target groups, OSH 
system at all levels (workplace, national and global), and finally the generation of change, including project 
guidelines…..To sum up, the book is very useful for all trainers and trainees in occupational health and safety,  
in developing countries in particular, but also in the industrialized world. 
    Asian-Pacific & African Newsletter on Occupational Health and Safety 
 
OSH for Development is comprehensive textbook, covering an unusually wide scope. It begins with the history 
of occupational safety and health (OSH) and its envisaged future, including a new OSH paradigm, and moves on 
to the prevention of traditional hazards and psychosocial factors, followed by the development of work 
organizations, the sustainability of enterprises, and good workplace models. In the concluding chapters, the 
focus is on globalization’s impact on OSH. Throughout the book, an emphasis is placed not only on the descrip-
tion but also the prevention of occupational hazards, risks, and adverse working conditions. 
    Scandinavian Journal of Work, Environment and Health 
 
The style of scientific writing is at its best – clear, crisp and peppered with interesting examples and supporting 
material to keep the reader connected with the subject matter. There is generous use of excellent figures, 
tables, pictures and graphs to back up the text. Although broad in its scope, this book achieves an excellent 
balance of simple explanation and detail. I honestly recommend OSH for Development for occupational health 
consultants, family physicians with special interest in occupational health, and company medical officers. All 
Medical College & Industry libraries must have this book for ready reference. 
    Indian Journal of Occupational and Environmental Medicine 
 
The book could not have been written in the USA or the UK, where we lack a research culture with sufficient 
critical mass and self-confidence. It includes contributions from a formidable array of Swedish researchers in 
Occupational Safety and Health, from an institution which had been held in high esteem, and whose reputation 
they preserve. They come from a culture which values social equity, social partnership, consensus and 
dialogue. 
    Artificial Intelligence & Society – Journal of Knowledge, Culture and Communication 
 




