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Occupational and
Environmental Medicine

Editorial

FOR DEBATE

From time to time we will be publishing papers that take a
clear position about a topical issue. These "FOR DEBATE"
papers are not attempting to give a balanced picture of
both sides of a debate. They will often be controversial
because they give a view that is not shared by everyone.
Readers are invited to respond to these articles, usually by
way of letters. Do you agree with the authors? Do you dis-
agree? Why do you think the authors have got it wrong?
Do you have alternatives to propose?
The following article sets out to describe the current

problems faced by Occupational Medicine in the United
Kingdom as seen by the authors, and suggests ways to
change the situation in the future. The views expressed
are those of the authors themselves, rather than the
Journal. I look forward to receiving letters for or against
their conclusions and proposed solutions. Subsequent
"FOR DEBATE" articles will appear before the correspon-
dence.

ANNE COCKROFT
Editor, OEM

Occupational medicine: the way ahead

The origins of the specialty
The practice of occupational medicine may be traced
back historically through two traditions. The first is that
established by Ramazzini and, in the United Kingdom, by
Thackrah, and passed through such hands as those of
Arlidge, Legge, Baker, Merewether, Hamilton, Browning,
Meiklejohn, and Hunter; this might be regarded as the
academic tradition, concerned primarily with the investi-
gation, causation, and prevention of occupational disease.
The second is that which started in the industrial revolu-
tion with the early Factories Acts, when it became neces-
sary to ensure that children were not employed below a
certain age and employers started to engage doctors for
pre-employment examinations. This tradition was devel-
oped through the public health movement, assisted by
doctors such as Southwood Smith, and more recently by
the contributions of occupational physicians such as Peter
Taylor. These two complementary traditions may be
summarised as the roles of the doctor in preventing work
related disease and in ameliorating the effects of ill health
on the capacity to work.
The development of occupational medicine in Britain

has continued to follow these two paths. Moreover, the
academic and the clinical practices of the discipline
remain largely distinct. Academic practice maintains a
tenuous hold in some universities and research institutes,
whereas clinicians practise, often in relative isolation, in
industry. This isolation is increased by the historical sepa-
ration of occupational medicine from the NHS, where
most British doctors work.

The problem
Three factors have brought about a serious weakness of
occupational medicine in Britain. Firstly, the academic
base was seriously eroded when Public Health became
Community Medicine and, in concentrating on health

services research and epidemiology, lost its traditional
role in teaching medical undergraduates about occupa-
tional diseases; thus most British doctors now qualify
without any real instruction in the subject.' Secondly,
there has developed a widespread perception that occupa-
tional diseases are no longer a problem in Britain, and
specialists in many subjects such as orthopaedics,
rheumatology, and general medicine are often quite un-
familiar with the techniques required to investigate and
manage such conditions, even when they are recognised.
And, thirdly, general practitioners are unable to keep
themselves updated on the subject because there is no
consultation service easily available to them. These three
problems mean that a young doctor will often qualify and
become a specialist or general practitioner without even a
basic understanding either of the diagnosis or of the man-
agement of occupational disease.

Such widespread ignorance in the medical profession
would be excusable if occupational diseases were indeed
rare or if health problems related to work were uncom-
mon. The facts, however, clearly indicate otherwise. The
1990 labour force survey showed that some 750 000 peo-
ple in England and Wales in that year with musculoskele-
tal, psychological, skin, or lung disease, or with deafness,
attributed it directly to their work, and a similar number
also thought that their work made their condition worse.
Altogether, some 2-2 million people that year had an ill-
ness that they thought was caused or made worse by their
work.2 These illnesses include, of course, the commonest
chronic diseases, and it was estimated that about 7% of
general practice consultations are on account of illness
caused or exacerbated by work. Any doctor confronted
with such patients should be in a position to investigate
the possibility of an occupational factor in the aetiology of
their disease. Even in our personal practice, in what
would be regarded as low risk service industries, some
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