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1. Introduction
Presentación

The Section of the Union of European

training across Europe and discuss har-

Medical Specialties on Occupational

monisation and equivalence of the varied

Medicine is the official body of this special-

training programmes, 3) to produce a

ity

Community

common vision for the speciality in Europe,

(http://www.uems.net/). It has been estab-

and 4) to produce an action plan to take

lished for some 8 years. It seemed timely to

forward the professional and social agen-

draw together the experience of specialists

das of the speciality.

in

the

European

from across the EC to see whether a common vision for the future of Occupational

The workshop was attended by both

Medicine in Europe could be articulated. If

UEMS Section members and official

it could be, then it would form a common

national body delegates from a majority of

basis or platform for developments in the

EC states and thus may be taken as an

existing EC and in any enlarged form.

authoritative statement of principles and
issues. There were 53 participants from 19

To deliver this vision, a workshop was

different countries (see appendix 1). In the

held in Barcelona in September 2002. Its

present document the workshop’s output

objectives were: 1) to understand our

is reported. It includes a summary of each

common views and the different perspec-

of the eight workshops that were organ-

tives in leading professional organisations,

ised and a list of the main topics and con-

2) to review the processes of specialist

clusions for each.
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2. Summary of Workshops

2.1. Training of Occupational

occupational medical practice. Only a

Physicians

minority of attendees at this workshop
considered that it was. This relates to a

This was the first topic as it is of basic

more profound, basic issue of debate

importance and relevance to the speciality.

about what the purpose of undergraduate

Both training at the undergraduate and

medical training actually is: basic, pluripo-

postgraduate levels were discussed.

tent or specialised. This subject is discussed
in more detail elsewherei1.

Undergraduate training
Postgraduate training
There were a range of perceptions, perhaps amounting at times to disagreement,

An alternative belief system, and that sup-

about whether undergraduate medical

ported by the majority of workshop atten-

training should properly be seen as part of

dees was that the learning process for

the “common” training of occupational

occupational medicine needed to be or

physicians (OPs). That is, whether or not

was entirely a postgraduate stage.

the training of OP is to be seen as wholly a

However, there were differences of view

postgraduate process.

on two issues. These were the so-called
“common trunk” pathway and the need

These perceptions stem from a range of

for it, whether standing alone or leading

premises and interpretations of belief, law,

up to subsequent further, specific, special-

etc. as discussed below. A most interesting

ist training.

primary belief relates to whether or not
basic undergraduate medical education

“Common-trunk” training is general, in-

(typically 6-7 years in most EC countries) is

service (medicine) training, typically carried

sufficient preparation of itself for specialist

out in the first three years or so after grad-

1. Cashman C, Slovak A. Delphi Survey on Occupational Medicine. ICOH meeting “Towards a multidimensional approach
in Occupational Medicine service: scientific evidence, social consensus, human values.” Modena, 13-16 October 2004.
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uation. That relevant to occupational med-

the value of

icine is general internal medical training. It

opposed to practical in-service training. In

was argued by some participants that this

some countries theoretical training may

was sufficient training to practice occupa-

“take-out” the trainee from actual work

tional medicine as a specialist, although

practice for 1-2 years, whereas in other

some acquisition of advisory, research,

countries the theoretical training has been

influencing and managerial skills (e.g.

integrated with in-service training by such

health promotion, sociology) might be use-

means as distance-learning courses and

fully superadded.

personal (own-time) study.

A more popular view, and actually that for-

It was concluded that there were conflicts

mally endorsed by the Section is that there

to be resolved in setting a training pro-

should be a specialist training period of

gramme about whether OPs are practical

four years following qualification and/or

clinicians or more “public health adminis-

common trunk training which focussed on

trators”, or both. In relation to this discus-

OPs competencies as defined at EC level by

sion, competence in risk assessment and

the European Association of Schools of

management, and health promotion

Occupational Medicine (EASOM) .

were considered to be particularly impor-

2,3

theoretical training, as

tant issues.
It became clear in the discussion on these
subjects that some of the divergences of
view related to differences in historical
national practices but, equally clearly, that
some reflected different interpretations
on entitlement under the E.U. directive on
workers health and safety rights and the

In summary, development areas
were identified as follows:
Competence to operate health
promotion.
Competence on advising on
OHS and hygiene.

consequent establishment or modifica-

Competence in policy development.

tion of occupational health and safety

Competence in information

(OHS) services.

provision (communication).
Competence in multidisciplinary

There were also differences of view about

practice.

2. Macdonald E, Baransky B, Wilford J. Occupational Medicine in Europe: scope and competencies. Health, Environment
and Safety in Enterprises Series n. 3. Bilthoven: WHO European Centre for Environment and Health, 2000.
3. Occupational Medicine. Chapter 6, Charter on Training of medical especialists in the EU requirements for the Specialty
Occupational Medicine. Available in: www.uems.be
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2.2. Assessment of Competencies
of Occupational Physicians.

tion and practical structuring. As an example, Switzerland specifies an annual
CME/CPD mix of 90 hours comprising 40
hours reading and 50 course hours.

It was clear to the group that performance must be monitored, both technical

Compliance to these requirements is randomly audited biannually.

and behavioural aspects. Of these facets,
the latter is more difficult to assess since it

A separate issue, and a vexing and diffi-

would include communication skills, lead-

cult one, is the checking and training of

ership, team participation and customer

trainers (and indeed examiners). It was

satisfaction.

recognised that there were a variety of
quality assessment (QA), audit or monitor-

To simplify the discussion, this was lim-

ing systems in academic practice although

ited to postgraduate and, even more

seemingly little transnational standardisa-

specifically, post specialist assessment. It

tion, despite being considered quite similar

was noted that core competencies for

across countries. It was noted as examples

postgraduate training have been fully

that standardised assessment was wide-

developed and published

and therefore

spread in the USA, whereas in the UK this

little need was identified for further discus-

issue had only recently begun to be

sion, except to note the dynamic nature of

addressed by the specification of minimum

the speciality and thus the need to regularly

update training requirements.

2,3

review and update these competencies.
It was anticipated that, overall, in the
In relation to the assessment of estab-

assessment of competency the likelihood

lished specialist practitioners, it was noted

was of an increase in standardised

that the UEMS generally recommends 250

assessment instruments, e.g. multi-

hours of continuous medical education

choice tests, observed clinical situation

(CME) spread over five years , though

examinations, etc.

4

there was a differentiation to be made
between CME and Continuing Profes-

However, some colleagues considered

sional Development (CPD). This requires

that testing and written requirements

further careful thought in terms of defini-

were both bothersome and unnecessary.

4. UEMS. Charter of Continuing Medical Education of medical especialists in the European Union. Available at:
http://www.uems.net/uploadedfiles/174.pdf.
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Also, some practices, such as simply

CME/CPD/revalidation/recertification

recording reading lists, are no longer con-

equation is unclear.

sidered sufficiently rigorous. This is for
example the situation in the UK.

In summary, consensual views coming out of this workshop were that:

Other problems are economic. Thus,

CME and CPD are necessary.

for example, in Norway CME is opposed

There is a need to survey different

on economic grounds. Since there is no

national CME/CPD programmes and pub-

established mechanism for recognising/

lish the comparative findings.

rewarding those who comply with CME

Performance monitoring of both

requirements as opposed to those who

technical and behavioural skills needs to be

don’t (and thus don’t incur the costs of

part of the process.

doing it). Employers/customers have con-

The place of audit generally and as

siderable difficulty in accepting the addi-

part of CME/CPD needs to be discussed

tional costs involved, even if they are

further and established.
Economic costs of these activities

happy enough to have the benefits.

have to be addressed as a political/strucFinally, peer review, peer appraisal and

tured issue in medical practice.

auditing were discussed. These can be
effective methods of assessment and

These are grounds for standardisation at EU level.

appear to be being increasingly used. It

Training in the skills to operate these

was noted that internal crossover audit-

processes is needed and would be easier if

ing had been successfully used in a num-

practice was standardised.

ber of enterprises in some EC countries.
However, there are some reservations
about the rigour of such arrangements as

2.3. Delphi discussion – What does
it mean for societies?

they may fall into mutual and critical complacency. As an alternative, an external
OPs specific audit process has been devel-

A Delphi study had been carried out

oped in Germany in the last few years,

previously (see appendix 2) and its

and is gaining increased usage and

results were discussed in the work-

acceptance. The place of such audit in the

shop.
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The group considered there were two

(occupational health) services, both from

ways of addressing this title. The first on

workers and society generally, the benefi-

which the group concentrated was

cial impetus of EC directives as a stimulus

about what occupational physicians do,

for action was often pivotal.

or aspire to do, and what impact this has

Learning from (shared) experience:

on the societies in which they work: also

even where there were low expectations,

what the expectations of those societies

there were a substantial minority of

are or are becoming. The other way of

employers who were very positive about

looking at it was about what changes

the potential of OH to optimise the per-

will be required of our professional soci-

formance of human capital as being the

eties to meet the coming challenges.

“most valuable assets”. Such situations

Clearly, the first approach leads organi-

where available to be used as “path find-

cally to the second, and so professional

ing” examples for others to follow.

societies will have to reflect on the issues
thrown up.

What people want as opposed to
what they need: there were unresolved
and substantial differences between what

It was noted, as a preliminary and

individual work people sought from OH

basic observation, that expectations

services, as opposed to the more strategic

placed upon us were strongly influenced

views of stakeholders such as trade union

by the economic health of societies, and

organisations, employers, etc.

it was further noted that this was

All too difficult: the necessary pub-

reflected in practice currently according

lic dialogue needed to inform/influence

to the stage in the economic cycle of dif-

ostensible stakeholders seemed often to

ferent EC states.

be suppressed not infrequently by selfcensorship. This seems to require new tac-

Members of the workshop came
from 11 EC members, or aspirant states,

tics to “break out” of these constraints
and engage in meaningful dialogue.

and their input to the following bullet

Optimism: nevertheless most EC

points derives from this wide range of

societies were seeing a big growth curve

national societal expectations:

for OH services at present.
Opportunities thus came from a

Directives as drivers: in those states

number of sources (not always wholly

where there was a low expectation of OH

welcome) like “work/life” legislation,

8
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aspirations to “OH for all”, litigation,

and the nature of the activities carried

etc.

out there, and interest in the technical
Threats came from dismantling of

existing and quite sophisticated/ com-

aspects of the examination of the workplace and workers.

plex/rich OH provision in some EC countries, lack of physicians, increasing num-

It is noted that professionally the

bers of small, medium-sized enterprises

Occupational Health and Safety speciali-

(SMEs), increasing fragmentation of

ties have a split of client groups, with a

employment continuity (outsourcing, con-

potential for conflicts of interest which

tractorisation, etc.).

have to be bridged by careful observance
of the niceties of good professional prac-

2.4. Delphi discussion – Reflection
on values and practice

tice. These client groups comprise workers and employers, as well as the wider
society in which they live. This range of
clienteles is somewhat greater than the

Of necessity, this section has a philo-

traditional medical model, and thus OPs

sophical, rather idealistic tone which cre-

have to build their values uniquely in a

ates the risk that it can be dismissed as

way which meets all these needs.

somewhat unrealistic. However, it can
and should be acknowledged that there
is a strong aspirational driver to the prac-

These values can be summarised as
follows:

tice of occupational health, which is

A duty of service to our clients.

reflected in its often quite heavy politici-

A duty of confidentiality to individ-

sation in different EC societies. The aspi-

uals balanced against a duty of fairness to

rational drivers for the practice of occu-

those for whom they work.

pational health, derive from a set of
ethical perceptions which we hold pro-

A duty of transparency and consistency.

fessionally about how our societies

A duty to follow best practice,

should properly behave towards their

maintain knowledge and acquire appro-

worker members. They also derive from

priate new knowledge.

interest: interest in the provision of care,
interest in the condition of the workplace

A duty within the wider practice of
medicine not to do harm.

9

The Future of Occupational Medicine in Europe

mate one, the practical activities of the
2.5. Vision
– Training and assessment

specialities were rather different. Thus
occupational medicine was a clinical individual-based discipline with strong mana-

To a certain extent the discussion in

gerial

and

structural

frameworks,

this workshop and that on competencies

whereas public health was most directly

(section 2.6) had to address some of the

focussed on management, structure and

issues explored in 2.1 (training) and 2.2

policy.

(competencies). It is of interest to note the
summary views derived from part of the
exercise:

As well as between-nation differences in emphasis, some difficulties came
from problems of definition and the

The differences of approach and the

incomplete understanding of our clients,

service demands in different countries

particularly the general public, about the

(e.g. sickness absence – core activity in

objectives of the speciality. To be specific,

some countries, prohibited in others).

OPs have a good understanding of com-

The variations in proximity and relationships with public health as a speciality.

petencies and aims but societal stakeholders in many countries do not.

As a consequence it was considered

Thus, the aim must be to derive from

that the teaching of occupational medi-

the core competencies already pub-

cine needed to be very close to reality: it

lished2, a common core of training and

has to be of relevance to real current day

assessment needs which can gain accept-

practice and that it be done as close as

ance across UEMS and hence, within our

possible to that practice. Thus a problem-

stakeholder societies.

based approach might well be developed
with most training being “on the job”

In conclusion, the group’s vision for
training and assessment is that:

and theoretical aspects being attended to

OH competencies at present vary to

mainly by processes such as distance

some extent due to different societal demands

learning rather than more traditional

and cultural expectations across the E.U.

didactic methods. It was also necessary to

Competencies across occupational

recognise that whilst the common border

health need to be broad but a common

with public health was a long and inti-

core is necessary and achievable.
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Training will need to be modified to

skills of existing specialists.

a mixture of methodologies deploying

e) To develop a hierarchy of competen-

the benefits of modern technology.

cies: some are key; others less so, or sub-

Future practitioners will need to be

ject to some variation according to

trained using evidence-based medicine,

national traditions (see also 2.5 above).

learning through problem-based resolu-

f) To develop competence to deliver

tion and addressing clinical, risk and

“bottom up”/”grass roots” OH initiatives.

event-related learning situations.

g) To develop enhanced communication skills to better influence and interact
with both stakeholders and colleagues in

2.6. Vision – Competencies, Scope

allied disciplines.

and Societal Need
Out of these discussions it was posIn essence, this workshop group was

sible to identify some key areas for

given an unlimited remit to envision the

action which might comprise a specific,

position of the speciality in 5-10 years.

action plan for the next 5-10 years:

This proved very challenging.
The consolidation of core compeAreas of discussion were as follows:

tency criteria.2,5,6
The identification of areas of

a) To obtain a better match/balance

improvement/skill development in influ-

between our own vision of what our spe-

encing, communication, audit, visible

ciality attempts to deliver and that which

assessment, financial/economic justifica-

our general publics (society at large)

tion, leadership, regular review and

expect from our speciality.

update to maximise relevance.

b) To deliver the core competencies as
a product by speciality training institutions.
c) To develop the future profile of the
OP, particularly the key skill of responding

2.7. Action Plan – Strengthening
the profession

to and influencing stakeholders.
d) To invest in developing new skills by

This workshop strand served to

focussing on new entrants to the special-

consolidate many of the themes dis-

ity, whilst maintaining and enhancing the

cussed earlier in this text and it is thus

11
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of benefit and importance to set down
here the “top” or “key” themes which
emerged:

2.8. Action Plan – Influencing the
European Agenda

Expansion of the concept of

The ultimate objective of the work-

Occupational Medicine into broader and

shop was the production of an action

more relevant societal delivery needs. Thus

plan for the UEMS Section to take to

to develop the concepts of work ability

influence the European debate.

and work-relatedness/multi-functionality
in illness.
Differentiating clearly the boundary

Two questions were addressed to
focus the debate:

between OH and primary care whilst working diligently to enhance communication
effectiveness at that boundary.
Closer working relationships with
specific important groups of medical colleagues, e.g. outreach into primary care

1) What is our vision of what we can
offer and what is the message we would
like to give?
2) Within five to ten years, who should
we contact?

clinics to try and detect occupational disease earlier and more accurately. Similarly

2.8.1. Our vision/message

with other specialities, especially public
health, rheumatology and psychiatry.
In relation to working relationships
the development of a co-ordinating facili-

This took up a large part of the
workshop strand and the outcomes
resonate with the foregoing sections:

tator role for OH.
Better networking within the speciality (especially lone practitioners) to

Health promotion / promoting
work ability.

share and develop a common vision as well
as technical competencies.

This is a big issue according to

Enhance the visibility and attractive-

responses to the Delphi survey1. We do

ness of the speciality to medical students

not pay sufficient attention to wellness

and new doctors.

programmes and especially not to leader-

5. Westerholm P, Baranski B. Guidelines on quality management in multidisciplinary Occupational Medicine
Services. Health, Environment and Safety in Enterprises Series n.1. Bilthoven: WHO European Centre for
Environment and Health, 1999.
6. Rantanen J. Challenges for occupational health from work in the information sociedad. Am J Ind Med 1999;Suppl 1:1-6.
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ship, which we leave to others. Yet occu-

gests that we mostly see primary care as

pational physicians occupy a pivotal posi-

marginal to our role, although not neces-

tion in respect of influencing the work/life

sarily to our links. These are areas to think

balance even if, in some EC countries

about further and work on.

there were currently legislative obstructions to the discharge of such influencing

OHS programmes.

roles. The “enabling” of promotion/workability by the pressure to remove such

There was general agreement that all

obstructions could become a UEMS

workers should have access to these, a

Section objective.

simple objective, as yet unmet, which
would have great benefit globally. As gov-

The role of our academic institutions.

ernments and businesses see themselves
largely operating in economic rather than

In many EC states, it was felt the spe-

altruistic mode currently, the promotion of

ciality academic institutions were seen to

health at work has to be presented in

be “invisible” at grass-roots level. Our

those terms. This emphasis does have a

vision should therefore be to maintain and

danger which is that it would align us with

strengthen grass-roots professional and

public health as a “policy” discipline,

“public” links. This was seen as being of

rather than a “care” function and so, to

primary importance if one is thinking of

avoid being too abstract, we need to

maintaining good competencies.

emphasise the practical delivery of health
promotion and work ability.

What sort of doctors are we?
2.8.2. Our Contacts – within 5-10 years
If we consider OH links with the workplace, our general perception is that we

Our position needs to be that OH is

may be seen to have stronger links to the

a good “company” because it has a

human resources (HR) function than to

good product to sell. If we are satis-

production management or workers. On

fied about this then, at the appropri-

the other hand, the Delphi survey sug-

ate EC level, we can identify our cus-
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tomers and sell the product. This
implies that we would wish to talk to:

European Network for Workplace
Health Promotion.
Dublin – European Foundation for

Employer bodies.

the Improvement of Living and Working

Human Resources bodies.

Conditions.

Trade union bodies.
Official EU bodies (H and S at work, etc)

2.8.3. Methodology actions

It also implies that we would have

So, if we are to speak with one

working relationships with these bod-

voice the above forms a framework

ies, but these would have to be under-

plan. Next steps are:

pinned by linkages or alliances with
other players from whom, and for

To review and peruse the London

whom, we would provide mutual sup-

Declaration of Ministers of Health

port (“singing from the same song-

(1999) – i.e. to challenge it construc-

sheet”):

tively.
Produce a very careful short posi-

Bilbao – European Agency for
Health and Safety at Work.
ICOH/ILO.

tion paper to give ourselves a platform
for making the contacts and exerting
the influence we intend.
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3. Conclusion

The purpose of the Barcelona workshop was to see whether at the EC
level, our speciality of occupational medicine could identify common values
and a common platform for future action.

Structurally, because of our role and because of our often institutional
semi-marginalisation, this could have been difficult and indeed some specific
barriers did become apparent.

However, the commonality of most of the vision and the unanimity of purpose were much the stronger themes, perhaps to some extent, surprisingly so.
There was agreement that it is vital to improve training, QA and responsiveness to stakeholders. Occupational health physicians’ leading role in maintaining healthy organisations and healthy workplaces, should be further developed. This does indeed give us a common view and a common platform, and
one where any barriers become challenges to overcome

15
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Appendix

1
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(Barcelona, September 2002)
Giorgio Assennato, Italy
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Ahlborg Gunnar, Sweden
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Knut Skyberg, Norway

Catherine Harrison, United Kingdom

Andy Slovak, United Kingdom

John Harrison, United Kingdom

Bastiaan Sorgrager, The Netherlands
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Metka Terzan, Slovenia

Kaj Husman, Finland
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Appendix

2

DELPHI STUDY

UEMS – Delphi Survey of European Occupational Medicine Practitioners and
their Organisations.

One of the actions from our last UEMS meeting was to conduct a Delphi exercise to assess our different viewpoints of our speciality, our different interests
and our aspirations.

The purpose of this was so that UEMS could have a sound understanding of
its member’s values, beliefs and aims and so could better represent their views
in the European Forum.

We now send you a copy of our questionnaire, which we have designed for this
purpose. We would be grateful for quick responses until January 20th 2002 to:

Reinhard Jäger,
Secretary OM Section UEMS.
Kaplanhofstrasse 1, A-4020 Linz (Austria).
Tel.: +43 732 78 15 600.
Fax.: +43 732 78 45 94.
e-mail: jaeger@amd.at
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This survey is limited to 40 key questions, 10 questions in each field. This is to
make replying easy and quick and to ensure that only core issues are addressed.

THE FIELDS ARE:

1.

What our speciality aims to do? (scope)

2.

What is important? (objectives/priorities)

3.

Where have got to in achieving our aims and objectives/priorities? (positioning)

4.

Where do we want to be/where should we want to be? (aspirations)

The questions are related to the positions established in the WHO document
“Occupational Medicine in Europe: Scope and Competencies”. (2000).

Please arrange to have the questionnaire completed by a person or group who
fully represents the views of your national professional opinion.

Please read the guidance on completing the questionnaire before you do so to
ensure that it is done in a standard way.

Ewan B. Macdonald

Andy J.M. Slovak

President OM Section UEMS.

Treasurer OM Section UEMS
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Country: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Person completing: . . . . . . . . . . . . . . . . . . . . . . . .
...........................................

UEMS Delphi Survey

Q1 – 10:

Scope of Occupational Medicine in your Country
In our country we are involved in the following activities:

YES
Q1.

Assessment of fitness to work

Q2.

Health promotion/promoting work ability

Q3.

Diagnosing occupational ill – health and injury

Q4.

Advice on the prevention of occupational disease

Q5.

First aid/emergency management

Q6.

Primary care/treatment (general health)

Q7.

Quality Systems

Q8.

Surveillance of work – related conditions

Q9.

Exposure assessment/measurement

Q10.

Sickness absence surveillance/control

NO
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UEMS Delphi Survey

Q11 – 20:

What is important to you?
How important is each of the activities that you do?
Rank each activity listed in Q1 – 10 by giving it a score in the box (1 is the most important, 10 is least
important – each number can only be used once).

Priority/Rank (1 - 10)
Q11.

Assessment of fitness to work

Q12.

Health promotion/promoting work ability

Q13.

Diagnosing occupational ill – health and injury

Q14.

Advice on the prevention of occupational disease

Q15.

First aid/emergency management

Q16.

Primary care/treatment (general health)

Q17.

Quality Systems

Q18.

Surveillance of work – related conditions

Q19.

Exposure assessment/measurement

Q20.

Sickness absence surveillance/control
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Q21 – 30:

Where have you got to in achieving your aims
and objectives in your country?
Please compare your aspirations (see Q31 – 40 ) to how far you believe they have actually been
achieved till now. Show how you rank current performance on the scale provided.

Rating Scale
Comprehensive / Well developed / Acceptable / Under developed / Non existent
Q21.

Assessment of fitness to work

Q22.

Health promotion/promoting work ability

Q23.

Diagnosing occupational ill – health and injury

Q24.

Advice on the prevention of occupational disease

Q25.

First aid/emergency management

Q26.

Primary care/treatment (general health)

Q27.

Quality Systems

Q28.

Surveillance of work – related conditions

Q29.

Exposure assessment/measurement

Q30.

Sickness absence surveillance/control
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Q31 – 40:

What are our aspirations?
Essentially what we are trying to see with these questions is how far we share the same vision for the
future. This is very important for our future advancement as a specialty in the European arena. It combines
aspects of the measurements that we have made in the previous sections (Q1 – 10, Q11 – 20, Q21 – 30).
However it is important to recognise the difference between what is important to us as specialists in a
particular medical area as opposed to what we judge politically to be important in establishing and advancing the specialty. It is more the political view we are looking for in this section.
In your country say what you believe that occupational medicine will best be advanced by concentrating
on. Rank each activity, listed below according to your belief by giving it a score in the box (1 is the most
important 10 is the least important – each number can only be used once).

Priority/Rank (1 - 10)
Q31.

Assessment of fitness to work

Q32.

Health promotion/promoting work ability

Q33.

Diagnosing occupational ill – health and injury

Q34.

Advice on the prevention of occupational disease

Q35.

First aid/emergency management

Q36.

Primary care/treatment (general health)

Q37.

Quality Systems

Q38.

Surveillance of work – related conditions

Q39.

Exposure assessment/measurement

Q40.

Sickness absence surveillance/control
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Guidance

Guidance –
completing the UEMS Delphi Questionnaire.
1. The questionnaire is intended to capture our joint

this should be numbered 1 and the least important

European perceptions of the practice of occupa-

should be numbered 10. The others would fall in

tional medicine.

between.
e.g.

2. To do this it is necessary to examine the

Priority/Rank (1 – 10)

following headings.

Q11

Scope.

Assessment of fitness to work:

Objectives/priorities.

Q16

Position now.

Primary Care:

Aspirations.

Q20
Sickness absence surveillance/control

3. The same 10 key issues are used in looking at each
heading. However the response required is different

6. Q21 – 30: Position now

in each case.

This is intended to show where you have got to on each
subject in your country compared to where you believe

4. Q1 – 10: Scope

you aspire to get. Describe your current general level of

This is a simple choice between whether or not you

achievement by picking one of the boxes for each subject.

believe a particular activity to be part of occupational

For Example:

medical practice in your country. For example, you may

Comprehensive/Well developed/Acceptable/Under developed/Non existent

consider assessment of fitness to work to be part of OM

Q21

practice but not primary care so:

Assessment of fitness to work:

Q1.

Q23

Assessment of fitness to work:

Health promotion/
Yes

No

promoting work ability:

Preg. 6.

Q27

Primary care/treatment (general health):

Diagnosing occupational ill –
Yes

No

health and injury:

5. Q11 – 20:
Here we are ranking priorities. If you believe, for example

7. Q31 – 40: Aspirations

that “fitness for work” is the most important activity then

This is scored in exactly the same way as Q11 – 20.
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