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Editorial

Occupational health for all?
The World Health Organisation has recently declared
its objective of achieving health for all by the year
2000. This is a laudable aim that deserves universal
support even if some of us may doubt that it is actu-
ally feasible. But what about occupational health for
all? Do we need it? And if so, how is it to come about?

In the United Kingdom it is generally accepted that
not more than half the working population has access
to any form of occupational health service and several
reports have shown repeatedly that the provision
of occupational health is inversely related to the size
of company. The industrialised industries and the
large multinationals have, in the main, excellent
occupational health services (OHS) and the control of
specific occupational hazards is usually first rate. This
has resulted in the view that occupational diseases
have become a thing of the past and many
occupational physicians are finding themselves div-
erted into areas of work which formerly they might
not have considered within the main stream of their
discipline. They have had to become familiar with
work induced stress, with musculoskeletal problems,
with exposures that might affect behaviour or
reproduction, and with the much wider implications
of work related diseases and with health education
and health promotion. Anyone who takes the trouble
to visit small factories, however, quickly realises that
the old diseases are with us yet and that we should not
be too complacent about the disappearance of the
toxic disorders.

The prevalence of occupational disease among the
sector of the working population not covered by an
OHS appears to be quite unknown. This is partly
because the system of reporting occupational diseases
has been defective in the past and it remains to be seen
how effective the new Reporting of Industrial Dis-
eases and Dangerous Occurrences Regulations (RID-
DOR) are in repairing the deficiencies. Probably not
very, if much reliance has to be placed on those out-
side the mainstream of occupational medicine for the
completion of the forms. Most doctors have only the
sketchiest knowledge of the way in which their
patients' occupation and their state of health are
interrelated, a fault that may be squarely laid on their
medical education. We know of one famous medical
school at which the students have two hours of
instruction in occupational medicine, a session that is
included in a module on community medicine that

also includes three hours of chiropody.
We think that the estimation of the prevalence of

occupationally induced disease in those working in
small industries is a matter that requires urgent atten-
tion and that the only way in which it can be done will
be through a programme of government sponsored
research. It is a matter that could properly be deemed
to be within the remit of the Employment Medical
Advisory Service but its numbers are too few to allow
it to do so and there seems little prospect that the
situation will change for the better in the foreseeable
future.

But let us take it as read that there is a case to
extend OHS to all those at work. How may this best
be achieved? In our view there should be a national
OHS which runs parallel with the national health ser-
vice and, as it were, interdigitates with it. In this way
occupational physicians would have immediate access
to their colleagues within the NHS and to the facilities
that the NHS has to offer. Special services would be
required in addition and these would have to be fun-
ded separately. Unfortunately, we see no prospect
whatever of such a service being instituted-certainly
not by the year 2000-and so we need to look at other
possibilities.

Several models might be considered. Several group
OHS together provide some cover for up to half a
million employees in small companies. They do not
provide a uniform service, however, and have rather
tended to take a narrow, somewhat parochial, view
of the way in which they should operate. An extension
of the group OHS is nevertheless one that might be
followed. It has also been mooted from time to time
that the OHS of large companies should go into the
market place and offer themselves, for a fee, to
smaller companies within the vicinity but this notion
has yet to receive much support. An extension of the
OHS in district health authorities is likewise seen by
some in these times of financial constraint and pri-
vatisation as a way in which the NHS might gain a
little extra revenue. We are not yet convinced that the
NHS offers its own employees such an adequate OHS
that it is at present able to offer it to others.
One serious drawback in planning for the extension

of OHS is that there is little research into either the
expectations of the customer or of those forms of
OHS that are cost effective and more should be done
in both areas. If-as is almost certain-any extension
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of OHS will have to be financed by the small compa-
nies themselves then the best way of persuading them
to do so-short of forcing them by law-is to show
that such an investment will actually at least pay for
itself or, better still, provide a positive financial
benefit. But where are the data to be used in such a
context? So far as we are aware, they do not exist, at
least not in a form that would convince the owner of
a small company. It is indeed a difficult problem to
tackle since it is by no means obvious how to quantify
the benefits of an OHS, and there are many who
would consider that the provision of an OHS is so self
evidently beneficial that it does not require any formal
auditing. We think otherwise and consider that the
best and easiest way to speed the extension ofOHS is
to show that such a provision will be a profitable
investment.
The most practicable way to extend OHS into areas

where they do not presently exist does seem to be
through the establishment of local services which
'would be paid for by the companies who wished to
use them. It would be desirable, however, if they were
linked into a more general framework so that there

could be access to the expertise which might be avail-
able in several localities. How these services should be
paid for needs some consideration. It might be possi-
ble to establish them as independent units paid for by
a special levy on employers, so much for each
employee as is done in some of the Scandinavian
countries. This would have the benefit of enabling the
OHS to operate in a truly independent capacity. Or
their cost might be defrayed indirectly by grants, or
by setting them against tax, or through lower insur-
ance premiums. There are several possibilities which
could be considered.

It is our firm belief, and we would suppose that of
most occupational health practitioners that extending
OHS to every person at work is a desirable end and
that it should certainly be achieved by the end of this
century. The best way to do it and the best way to pay
for it are matters that need a great deal more attention
than they have been given to date, and so is the matter
of showing the benefits such an extension of services
would have. We need a little imaginative thinking to
set us on the right road.
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