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abstraCt   
The author briefly summarizes the tasks to which the solutions were developed in Hungary in ac-
cordance with the spirit of ILO Convention 161 for the purpose of training and continuing education 
of occupational medicine specialists, and which were introduced in specialist training, continuing 
education as additions to the basic knowledge of the field with the help of the staff of the National 
Institute of Occupational Health (hereinafter: NIOH) and the Haynal Imre University of Health Sci-
ences, Postgraduate Medical Faculty (hereinafter HIETE) Department of Occupational Health. He 
points out that the results achieved through the solving and application of these tasks – determination 
of stress and strain, exploration and qualification of internal factors and all factors originating from the 
external environment that affect the human body, the risk assessment, management and communica-
tion of all stress factors – in everyday occupational health practice suggest that additional tasks need 
to be introduced and solved even following the significant advances made. He stresses specifically 
the importance of the more comprehensive reporting and diagnosis of occupational diseases, their sci-
entific and practical significance. He adds: these are not exclusively Hungarian issues; their solution 
requires international collective thinking and cooperation. To achieve these goals in Hungary – in ad-
dition to resolving several other problems requiring international agreement/action only tangentially 
mentioned in this current article – he suggests partly the analysis of the activities of the occupational 
health services, their re-regulation, amending of their finances, partly the renewal of specialist train-
ing – specially the continuing education of specialists. He sees the solution to this, in accordance 
with Hungarian traditions, in the organization and operation of a re-created independent department 
operating as part of a postgraduate medical university/faculty based on an independent institute with 
up-to-date infrastructure, instrumentation, scientifically prepared, professional staff capable of pro-
viding higher education, also in accordance with Hungarian traditions.  Regarding the content of the 
continuing education, he believes the presentation of the most up-to-date scientifically based results 
to be of utmost importance. 

Key WOrds: ratification of ILO 161, factory health to occupational health, professional knowl-
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RATIFICATION OF ILO CONVENTION 161: 1988. FACTORY HEALTH CARE TO 
OCCUPATIONAL HEALTH – RE-ORGANIZATION

In the 1980s, the decade preceding the social, political and economic regime change, average life 
expectancy at birth of the Hungarian population was distressingly low. In 1990, life expectancy 
at birth in the developed Western-European countries was ~79-81 years for women, ~72-73 years 
for men, in Hungary the numbers were ~73 and ~65 years respectively (Tomak, 2009; KSH, 
2010). The alarming economic, social, health, environmental, work safety, etc., data, indicator 
parameter values showed the deep crisis, inoperability of the so-called socialist society, forecast-
ing the need for radical change. The solution for this was introduced by reform ideas – including 
the development of the health care reforms. A reform committee had already been created in the 
second half of the 1980s by the Hungarian Academy of Sciences chaired by the academic Rudolf 
Andorka and the Ministry of Health led by András Jávor M.D. for the comprehensive analysis of 
the social situation of the society, the improvement of the living conditions of the population, de-
velopment of recommendations, programmes aimed at changing lifestyles that threatened health. 
The problems of public health were addressed within both committees by sections made up of 
the professionally recognized leaders of the era, under the chairmanships of Professor Pál Kertai 
and Dr. Mihály Kökény, respectively. This author, as a Doctor of Medicine and the head of the 
Department of Occupational Health of the Postgraduate Medical University1, as a member of the 
public health sections of both committees, strived to assist the work of the committees primarily 
through analysing and addressing occupational health issues (Ungváry et al., 1988). As a result of 
the efforts in part of these reform committees, in part of those working in the field of labour safety 
urging reforms, Hungary was among the first countries to ratify ILO Convention 161 published 
in 1985 and legislated its implementation. The date of “birth” of the introduction of occupational 
health care can therefore in principle be regarded as being the year 1988.The practical imple-
mentation of ILO Convention 161, the transposition of the Convention in Hungary was begun in 
parallel with the development of NPHMOS Act of 1991 regulating the operation of the National 
Public Health and Medical Officer Service (hereinafter: NPHMOS) that was re-created following 
the regime change, as well as that of the Labour Safety Act of 1993 (hereinafter Mvt.), and it was 
finished following the entry into force of these two laws.

1 Following the transition to a market economy, the Postgraduate Medical University took the name of Professor 
Imre Haynal and continued to operate as the Haynal Imre University of Health Sciences (HIETE) with an added 
department providing graduate training for non-physician professionals working in health care. The depart-
ments providing specialist and continuing education made up the Postgraduate Medical Faculty of the HIETE. 
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The leadership of the Ministry of Welfare of the first government of the free Hungary, the Minis-
try of Labour, or more precisely the National Labour Safety and Labour Inspectorate (hereinafter 
OMMF2) changed/restructured following the regime change, as well as the institute operating in 
the field of occupational medicine and work hygiene (the previously mentioned NIOH), the pro-
fessional association, the Hungarian Society of Occupational Health and Medicine (hereinafter: 
MÜTT), the leadership of the newly formed occupational health section of the Hungarian Cham-
ber of Medicine and the Department of Occupational Health of the HIETE played especially im-
portant roles in this effort.  The government and ministry decrees regulating in detail the structure 
and operation of the occupational health system to be established from the factory health system3, 
in line with the Mvt. and the NPHMOS acts were published in 1995. 

Until the entry into force of the regulations of occupational health – primarily due to the dis-
mantling of the giant state-owned enterprises, factories, at the start of the privatisation process – 
factory physicians left the specialty in droves, their numbers fell to ~50% of the original numbers. 
The re-regulation of the field, giving priority to prevention, but above all the new funding system4 
dependent on the number of employees served and the workplace risks, provided by the employers, 
independent of the National Health Insurance Fund (OEP) quickly brought the expected results. 
The number of physicians working in the field increased by 50% in 1996, and in 1997 achieved the 
number that (in theory) was necessary to fully “cover”/serve all employees in the country. 

The process, and within this the development of the professional expectations, can be followed 
well in part through the reports and communications of the national institute (NIOH, 1991-1998., 
Ungváry, 1991., Ungváry et al., 1994., 1997., Grónai et al., 1996., Béleczki et al., 1996.), in part 
through the publications, chapters in books written at the request of international organizations 
and leading institutes of several countries (Ungváry, 1994A,B,C; 2003, Bencko and Ungvary, 
1994, Ungváry et al., 1995), indicating the international recognition for the organization of oc-
cupational health in Hungary. The quality assurance system for the service was also developed 
(Ungváry and Grónai, 2017), however we were unable to make this mandatory and have it intro-
duced nationally. As previously mentioned, the regulations determining the steps of reorganiza-
tion were published in 1995, therefore the technical execution of the reorganization began in 1995 
and finished in 1998 (NIOH, 1991-1998). I.e. 10 years had passed since the ratification of ILO 
Convention 161. This is a long time, but since actual work only started following the transition 

2 The effect of the reforms, history of the OMMF on the effectiveness of the operation of Hungarian labour safety 
could form the subject of a separate study (Ungváry, 2016).

3 In this article (and in professional language in Hungary) factory health means the healing-preventive service/
system based on a Soviet model within which the workers of state or cooperative-owned industrial units, farms, 
as well as the employees of mostly state-run institutions (e.g. hospitals, schools, ministries or councils) received 
treatment / preventive care prior to the transition to a market economy.

4 Success was ensured by the Mvt, which mandated that employers provide occupational health primary services 
covering all workers in addition to all other obligations also specified in the Mvt (as specified in separate legisla-
tion – legislations of 1995).  This could be done through employer operated services, or through a contract between 
the employer and an external service provider. Occupational medicine specialists worked in the primary services, 
the majority of these services were headed by these specialists. Note: i) occupational medicine specialists were au-
thorized to carry out occupational health activities, ii) most of the leaders responsible for the field considered direct 
employer financing to be a temporary emergency solution, no other resources were available between 1993-1995.  
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to a market economy, very intensive work was required from those participating in the execution 
of the tasks. Just as a reminder: these activities include, among others, the solving, elaboration, 
fulfilment of the Functions specified in part II of the Convention, the Organizational requirements 
summarized in part III, the Conditions of Operation described in Part IV. Having said this, it must 
be stressed that during the reorganization the day-to-day theoretical and practical activities of oc-
cupational medicine had to be defined and elaborated according to the spirit of ILO Convention 
161, and for the education of the practitioners of occupational medicine, all of these had to be 
organized into a “textbook format”! I would like to refer to our previous communication (Ung-
váry, 2017) regarding several historical details of this work. I would like to briefly highlight: we 
began working on the theoretical foundation already prior to the regime change, independent 
of ILO 161. We relied on the works of Professor Dr. Andor Erdélyi, the recommendations of 
the WHO-EURO and our own experiences from the department and national institute (Erdélyi 
et al., 1981, Erdélyi, 1983, WHO-Euro, 1985, Ungváry, 1989A,B; 1991, 1997A; NIOH, 1991-
1998). We helped interested factory medicine or other specialists understand the rudiments of 
occupational medicine, as well as the main differences compared with factory medicine as early 
as between 1991 and 1993 through a series of presentations and by handing out the photocopied 
abstracts of the presentations.  The first summaries were published in 1994, the first lecture notes 
used for specialist training in 1997 (Ungváry, 1994A,B,C; 1997B). Following the publications 
and lecture notes, textbooks for specialist training were also published in 2000, 2004 and 2010 
(Ungváry, 2000; 2004; Ungváry and Morvai, 2010). The textbooks were/are consistent with the 
spirit of ILO Convention 161. Primarily the members of the HIETE department /chair (built on 
the base of NIOH) and – in the teaching of individual subskills – the professional leaders of the 
NIOH and several highly qualified teachers working in other departments played determining 
roles in achieving this. This same committee – consisting mostly of qualified professionals – car-
ried out specialist training, administered practical examinations to specialist candidates, provided 
continuing education for occupational medicine specialists. It should be emphasized that special-
ist training and continuing education for specialists were carried out at the national institute, a base 
institution with near optimal infrastructure and instrumentation in all subfields of the profession, 
without which educational activity of expected level cannot be carried out5. 
5 The NIOH which was created by the legal act in 1949, and began its operations in 1950, had an occupation-

al in-patient department and outpatient clinics (occupational toxicology, pulmonology, dermatology, vibration, 
audiology, allergology, neurology, occupational psychology, clinical laboratory, radiology).  These units carry/
carried out the investigation, review and treatment of occupational diseases at the outpatient clinics and the 
in-patient department which was closed in 2006, in addition to the country-wide professional, organizational, 
methodological activities. Similar departments, clinics did not operate and do not currently operate at any other 
university (including all graduate medical universities). Later on, starting in 2004, preventive medicine and work 
hygiene training based on public health specialist qualification also started in Hungary. Training (continuing 
education) took place in the professional units of the base institute under the direction of the department based 
on the base institute. Experimental and applied toxicology, experimental and applied physiology, biochemistry, 
pathology, cytogenetics, chemical, dust, noise, vibration, lighting measurement, biological and environmental 
monitoring departments, laboratories, the toxicology rapid reaction unit, toxicology 24-hour information service 
participated in the training and continuing education of work hygienists.  Microbiology-epidemiology, food safety 
and radiation health education were provided by the postgraduate medical departments build on the base of the 
partner institutes (National Centre for Epidemiology, National Institute of Nutrition and the National Research In-
stitute for Radiobiology and Radiohygiene). The heads, teachers of the individual educational areas were teaching 
certified; between 1992 and 2005 more than 1/3 of the graduate staff of the base institute had academic degrees; 
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INTRODUCTION AND DEVELOPMENT OF THE BASIC THEORETICAL AND 
PRACTICAL CONCEPTS OF OCCUPATIONAL MEDICINE 

As previously noted, the ILO published its Convention 161 on the Occupational Health Services in 
1985, in accordance with the ILO Convention 155 on occupational safety and health. The Conven-
tion expects from occupational health (very simply put) primarily the operation of a system whose 
priorities are preventive and advisory functions, but whose activities include the development of 
criteria for the safety of work environment that does not threaten health, or more precisely, partici-
pation therein, as well as guaranteeing the adaptation of work to the physical, mental health of the 
worker. Naturally – as previously mentioned - the Convention provides more detail on the tasks 
than this concise summary. These were specified in more detail in the Mvt., the NPHMOS act, as 
well as the relevant government and ministry legislation that entered into force in 1995, and the 
legal acts (regulations, directives, decisions, recommendations) that became part of the Hungarian 
legal system prior to the accession to the European Union. We can state that by 2004 (the coun-
try’s accession to the EU) the regulation of the workplace health and safety of workers in Hungary 
became similar to that of the most developed EU Member States and other developed industrial-
ized countries6. Taking all these into account, knowledge needed to address new or novel tasks 
which could be implemented into everyday practice and which at the same time could make wholly 
achievable, feasible the prevention/prevention objectives defined in the Convention, legislation, 
legal acts had to be incorporated into the syllabus of occupational medicine specialist training and 
specialist continuing education. These – as previously noted – had to be   organized into a “textbook 
level” form. Their knowledge and application make it clear that occupational medicine preventive 
work is guaranteed to be significantly more effective than the previous factory-health that copied 
the Soviet system. From the newly introduced knowledge, tasks, we would like to highlight here 
– due to their importance – the issues of risk analysis to guarantee health and safety at work that 
deals with stress-strain, as well as the origin, quality and measure of stress, and is related to both.

during this period 4-6 Doctors of the Hungarian Academy of Sciences and 12-16 Candidates (PhD equivalents) 
worked at the institute. The institute worked as the WHO collaborating centre in the field of occupational health. 
The institute earned permanent merits for its work in European legal harmonization. The institute – relying pri-
marily on its highly qualified toxicologists – developed the world’s first chemical safety legislation; since 2000, in 
the framework of the WHO and ILO joint programme, with support from the EU, the institute publishes the official 
Hungarian translation of the so-called Chemical Safety Cards (ICSC) drawn up in English (these are available on 
the website of both the ILO and the institute). During this period the institute operated as part of the Fodor Jozsef 
National Public Health Centre, whose director was a leading member of the IPCS Steering Committee, the experts 
from the Central and Eastern European countries elected him Chair of  the Central and Eastern European Region 
of the Intergovernmental Forum on Chemical Safety (IFCS) and he also served as one of the vice-presidents of 
the IFCS; at his recommendation and organization, with the approval of the senior leadership, Europe’s second 
National Chemical Safety Institute began its operations in Hungary. 

6 Note: the establishment of an integrated workplace safety and labour safety supervision responsible for the operation 
and supervision of the uniform/integrated workplace safety and occupational health did not take place. The creation 
of the integrated labour safety supervision dates to 2007. A comprehensive analysis was prepared on the work, current 
issues of the Labour Inspectorate for the Preventive Medicine Committee of the Department of Medical Sciences of the 
Hungarian Academy of Sciences (Ungváry, 2016). Important: the creation of an integrated labour safety raises the issue 
of the need for the operation of an integrated background institution working at equally high levels in management, re-
search and education. The national institute operating in the field of labour safety was closed in 2007 (Ungváry, 2016). 
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The reason for this: these were given enhanced priority; but this is precisely the area where 
we have been less successful than expected7, and more progress is needed. 

Stress and strain. In the 2000, 2004 and 2010 editions of our Occupational Health textbook 
(subsequent editions were expanded taking into account new knowledge), we relied primar-
ily on the research at the institute when elaborating the topic. As previously mentioned, we 
especially relied on the work of Professor Erdélyi defining and introducing the concept of 
occupational physiology distinct from work physiology (Erdélyi et al., 1981; Erdélyi, 1983)8. 
We first wrote a summary of the complex stress-strain system we developed based on Profes-
sor Erdélyi’s works as a chapter of the publication urged by the International Commission on 
Occupational Health (ICOH) written at the request of the editors of the publication, to improve 
occupational health. (Ungváry, 1994). The upgraded versions of the schematic illustration 
published in the international monograph were presented in a series of Hungarian textbooks 
and periodicals for continuing education (Figure 1; Dési, 1998; Ádány, 2006; Ember, 2007; 
Ungváry, 2008; 2009A,B; Ungváry et al., 2008).

Stress: The physiological definition of stress was formulated by Miller in 1965 in the following 
way: „In every living system, each of the many variables has a stability range. This is the range in 
which the degree of correction of deviations is minimal or zero, and outside of which correction is 
made; therefore, any material, energy, or information uptake or release that causes the variables to be 
outside their stability range due to a lack or excess of any component, is stress.” (cit.: Erdélyi, 1983)

According to the occupational physiology/medicine definition the summary of the impacts 
from the internal environment of the human/worker’s body, and those from the surrounding 
external environment is called stress (see also Figure 1 and explanation). I.e.: the classic physi-
ological and occupational medicine definitions of stress are not identical. The occupational 
physiological/medicine definition makes the estimation of stress simple and usable in every day 
practice from the aspect of occupational health practice.  Its reduction is also simple because by 
eliminating and/or reducing the size of one or more of its components, the total stress responsible 
for strain can be reduced, or in some cases, by adding another component, it can be increased or 
made more varied. This latter, for example, is important for the prevention of monotonous work. 

The interaction between the effects of total stress and the responses of the body is called 
strain (Figure 1). It follows logically from the definition that strain cannot be broken down 
into components, its change can only be achieved by changing the stress.

7 The newly introduced theoretical and practical developments serve the special occupational medicine clinical 
prevention and the purpose of assessing the fitness for work of workers for a specific job. Naturally clinical 
prevention is not the same as primary, secondary or tertiary prevention applicable as a public health obligation 
and is also not identical to the technical, work organization or personal protective equipment prevention known 
from the physician’s work hygiene function. 

8 Note: as far as we are aware, it was Professor Erdélyi who first introduced the concept of occupational physiol-
ogy. He wanted to indicate that the physiology of occupations cannot be simplified to work physiology as many 
of its characteristics work physiology does not even know about. Professor Erdélyi developed and published the 
concept prior to the publication of ILO 161 (Erdélyi et al., 1981; Erdélyi, 1983).



114 · Hungary ratified iLO COnventiOn 161 tHirty years agO

From the aspect of occupational medicine practice, the measurement and the measured 
values of an ever increasing number of so-called strain indicator parameters (e.g. in addi-
tion to heart rate, respiratory rate, respiratory minute volume, other ergometric parameters, 
biochemical, chemical parameters suitable for assessing fatigue, fitness, detoxification) are 
important; but we also believe the evaluation of the data obtained from so-called paper and 
pencil tests and the results of work-psychology tests to be important for assessing strain.  For 
more details we would like to refer to the relevant chapters of our textbooks (Ádány, 2006; 
Ember, 2007; Ungváry and Morvai, 2010). It is evident that close to optimum strain is the 
basis for the attainment of health and safety at work. Its determination is the ultimate goal 
and number one task of the clinical prevention task of the occupational medicine practitioner. 
In order to provide close to optimum strain value, the first mandatory task of occupational 
health (specialist) is determination, qualification of various factors from the internal or ex-
ternal environments involving a flow of materials, energy and/or information, reaching the 
worker’s body. Their analysis is also the basis for determining and qualifying work-capacity. 
Figures 2 and 3 provide help to correctly perform this activity. Factors causing stress origi-
nate from the internal and external environments. The diseases of the internal environment 

Figure 1. Explanation of 24-hour and workplace stress and strain. The left side of the figure shows the effects from 
work and work environment/work conditions [the components of classic stress (S): physical, physiological, mental, 
psychic; Pathological agents (PA): physical, chemical, biological, psychosocial, ergonomic; risk of accidents 
(RA)]. These effects [together total workplace stress (∑ stress)] reach the human body (W) and trigger responses.  
The interaction between current stress and the human body’s responses is the strain (Strain). Further explanation 
can be found in the text section. Source: Ungváry, 1994A.
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(the human body) must receive special attention from the aspect of complex stress. The ex-
ternal environment is divided into workplace and residential environment9, and both into 
physical and social one (Figure 2). 

It is important to be aware that the effects of the stress factors from these reaching the body 
also depend on whether they originate from the zone closest to, farther or farthest away from 
the worker (at his residence: resident) (Figure 3) since the factors reaching the body from the 
different zones are of different nature and have different effects (Ungváry, 2000; 2004; Ádány, 
2006; Ember, 2007; Ungváry and Morvai, 2010). To fully consider them we are preparing a 
questionnaire which, knowing the job, includes factors from work and the work environment 
presumably reaching the body, and in addition to these, the most important qualitative and 
quantitative characteristics can also be recorded.

9 Note: in case analysis becomes necessary, the natural environment is analysed together with the residential environ-
ment; the part of the environment serving as the place of work is logically analysed as the workplace environment.

Figure 2. The relationship between man and the environment I. The white circle and the human figure inside together 
symbolise the human body (internal environment). After Erdélyi (1983) the external environment is divided into phys-
ical (P), social (S), residential (R) and workplace (W) environment. In all sections of the external environment, the 
zone (red) immediately surrounding the human (internal environment) is called the micro-zone, the zone surrounding 
this (yellow) is the meso-zone and the zone farthest away from the human (blue) is called macro-zone. Further expla-
nation can be found in the text section. Source: Ungváry, 2000; 2004; Ungváry and Morvai, 2010.
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Textbooks provide detailed information on e.g. what factors should/could be considered from 
the inner, middle or outer zone of the workplace physical or social environment. To ensure 
that workplace stress and its impact can be separated from residential effects and effects of 
life events, during family, personal history taking (also on a questionnaire, form prepared by 
a physician) stress factors arising from the physical and social “half” of the residential envi-
ronment, as well as the inner (indoor and out-door features of the home/family circle), middle 
(environment of the residence/friends, relatives), outer (built and natural environment/society 
of the country) zones, as well as those e.g. originating from life events or even the country’s 
relationships with neighbouring countries, political-economic groups of countries are record-
ed. Without knowing these, workplace and non-workplace effects and the addition of the two 
types of resulting effects or the possible interactions between them cannot be determined. Good 
doctor-patient relationship, compliance with medical ethics during the recording of these fac-
tors is very important! (Ungváry and Morvai, 2010). Note: both completed questionnaires are 

Figure 3. The relationship between man and his environment II. Internal and external environmental impacts with 
material, energy and information content. S: social; P: physical; R: residential; W: workplace environment (SR: 
residential-social, SW: workplace-social, PR: residential-physical, PW: workplace-physical environment). ;Blue: 
macro-, yellow: meso-, red: micro-zone; continuous arrow: material and/or energy flow; broken arrow: informa-
tion flow; the events, characteristics of the internal environment (e.g. diseases, anthropometric, ethnic differences) 
are symbolized by the two interconnected ∑ and <  signs enclosed within the squares. Further explanation can be 
found in the text section. Source: Ungváry, 2000; 2004; Ungváry and Morvai, 2010. 
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attached to work history recorded according to the professional requirements which includes 
the stress, consequences of strain affecting the worker in any previous jobs, workplaces.

To ensure close to optimum strain, the second mandatory task of the occupational health 
service specialist (in some cases the occupational hygiene specialist, occupational psychology 
specialist employed by the service) is the risk analysis (risk assessment/evaluation; risk man-
agement; risk communication) aimed at eliminating, or at least reducing to a tolerable level the 
“pathological factors” determined during the course of the first mandatory task. The steps of 
risk analysis are shown in Table I. Regarding its implementation, we would like to refer to the 
occupational health textbooks, the relevant chapters of Hungarian textbooks. (Ungváry, 2000; 
2004; Ádány, 2006; Ember, 2007; Ungváry and Morvai, 2010). 

To ensure close to optimum strain the third mandatory task of the occupational health service 
specialist is knowledge of the latest literature on the advances in occupational health (occupa-
tional medicine, work hygiene), and the incorporation of the relevant achievements by related 
specialities into the above system. The appropriate theoretical and practical (!) continuing edu-
cation courses need to provide support for this. We would like to note here: in the first decade of 
the 21st century already, we focused on the newest science-based tasks of occupational health. 
We were particularly concerned about the four interrelated shock waves of civilization – demo-
graphic, economic, technical-technological, ecological – afflicting society and the effect these 
have on health, as well as their expected demands on occupational health (Rorbach and Dézsy, 
2008; Ungváry, 2008; 2009A; 2009B; 2016; Ungváry et al., 2008; MÜTT Presidency, 2010; 

1. Risk assessment 2. Risk management 3. Risk communication

1.1 Hazard identifica-
tion

1.2 Hazard characteri-
zation

1.3 Exposure estima-
tion/ measurement

1.4 Risk characteriza-
tion (quantitative/
qualitative)

2.1 Risk evaluation

2.2 Risk management strategy

2.2.1. a) measures to avoid risk

          b) measures for risk reduction

2.2.2 Continuous risk control programme

2.2.3 Measuring the effectiveness of risk
management – measures: controlling 
the work of persons in charge with 
repeated risk assessments

2.2.4 Assessing the effectiveness of risk 
management – costs

3.1 Determining the tasks of the man-
agement and publicize to workplace, 
home and business partners

3.2 Determining the tasks of the employ-
ees and controlling the execution of 
the tasks

3.3 Education, training, PR activities

3.4 Public information

3.5 Worker satisfaction with workplace 
risk management

3.6 Public satisfaction with environmental 
risk management

tabLe i. 
The process and steps of risk analysis (Analysis).
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Professional College, 2010; Morvai, 2010; Ungváry and Morvai, 2010). In addition to these, 
or among these, priority must be given to stress, distress and the consequences of this latter, 
the series of behavioural, psychosomatic and psychiatric disorders. Brundtland (2001) called 
chronic stress and its consequences the plague of our times, which, at the end of the 20th and the 
beginning of the 21st century also gained significant ground at the workplaces. Considering the 
Hungarian traditions as well (namely the works of Selye, 1936; 1956; Palkovits, 198510) and the 
alarming domestic situation (Léder et al., 2002; Ungváry et al., 2002), we developed a so-called 
stress monitor (Ungváry et al., 2008; Ungváry, 2009B) for the prevention of workplace strain. 
Unfortunately, the mandatory implementation of the monitor in Hungary never took place.  In 
2017, the legal successor of the NIOH states in its 2016 annual report that 946,272 and in 2015: 
836,827  workers were exposed to increased psychic stress (Nagy et al., 2017) based on the 
reports of occupational medicine specialists who took into account (at least in part) the funda-
mental innovations in occupational health. Considering that these cases were out of a total of ~3 
million workers, the proportion of those affected is very high. It would be useful to address the 
issue in more detail and with a more professional approach. E.g. the effects of psychic stress as 
stressors, the resulting strain and its consequences should be evaluated (chronic strain, distress, 
other disorders). The stress monitor is well suited for this purpose. 

The European Commission’s periodic safety and health at work strategy (EU Commission, 
2014), and the National Labour Safety Policy (2016) based on this provide rapid information 
on the detection and management of new and emerging factors from the constantly and rapidly 
changing world of work. However, the regular and precise publication and execution of these can-
not replace the knowledge provided by international literature, for the understanding and transpo-
sition into domestic practice of which the activities of professionals experienced in the scientific 
achievements in the specialty, participating in scientific research therein, are indispensable. 

Solving the three tasks developed to optimize strain can increase the effectiveness of the 
prevention work of the occupational health services several fold over the effectiveness of the 
prevention activity required in factory health, therefore carrying this out in occupational health 
is theoretically a requirement.  

RESOLVING THE PRIMARY PREVENTION TASK OF OCCUPATIONAL MEDI-
CINE IN THE SPIRIT OF ILO 161 UP TO NOW 

It was made mandatory for the physicians working in the occupational health service set up by 
1998 to obtain occupational medicine specialist qualification. Specialist examination was not 
mandatory for the doctors working in the factory health system organized Soviet-style, which 
functioned practically as a second general practitioner system. Therefore, doctors working in 
occupational health provide clinical prevention to the workers under their care based on a higher 
qualification level than the factory health physicians, while the content of clinical prevention 
has also changed considerably and expanded with the practical application of the concept of 
10 Regarding the discovery of strain we would like to mention that Kálmán Lissák, a Hungarian professor of med-

icine also contributed to the discovery of Cannon’s acute stress response. (Cannon and Lissák , 1939).
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stress strain. As a result of this (also) the adaptation of work to the worker (the priority task of 
labour safety) became more precise. We rightly expected from this medical staff capable of a 
higher-than-before level of clinical prevention a decrease in the frequency of similar types of 
occupational diseases and cases of increased exposure among the workers in enterprises that 
continue to operate using the same technology following the regime change. The economic sys-
tem and/or structural change that were part of the transition to a market economy, and the mass 
unemployment this entailed drastically reduced the numbers of occupational diseases and cases 
of increased exposure (Figure 4), which however made it impossible or hardly possible to judge 
the effectiveness of the newly introduced prevention system. A subsequent retrospective analysis 
showed the impressively improved figures resulting from the re-regulation (e.g. occupational 
health care covering almost all workers, close to optimum number/proportion of doctors with 
specialist qualification working in occupational health, the more professional documentation 
possibility of the registration than before, analysis of work environment pathological factors). 
However, the publication indicated: “the efficiency of the operation of the service can hardly be 
assessed from the implemented controls and the expected reports” (Ungváry and Grónai, 2007).  
Another analysis following the finding also stated: the functional structure of the occupational 
health service is capable of providing occupational health care to the workers regardless of the 
so-called headcount categories. But at the same time, it highlighted: “Yet, the service lags be-
hind expected efficiency!” (Ungváry, 2017). This statement is in line with the positions of the 
scientific society and professional college operating in the field, and the reports of the NIOH. 
These organizations’ documents state: there is a serious deficiency in the reporting and/or regis-
tering of occupational diseases. Since in this country 80-90% of the addressing of these tasks is 
expected from the occupational health service (including the national institute and the specialist 
locations), the unresolvedness of the problem also burdens the service11. The situation is similar 
in the case of extreme reduction in the frequency of cases of increased exposure; the difference 
is that the responsibility for the latter lies 100% with the occupational health service. 

The above problems mean: if we are unable to find the occupational diseases and cases of 
increased exposure caused by working conditions and/or work, logically we will not be able to 
find their sources either; however the elimination of the sources – also as a key (single?) tool for 
preventing occupational diseases – is one of the cornerstones of our primary prevention (includ-
ing clinical prevention) work. 

Let us briefly confirm that the problem raised is real. 

In Hungary the reporting and registration of occupational diseases have been documented since 
1956 (Figure 4). The decrease in incidence following the regime change, the collapse of the industry 
of the so-called “country of iron and steel” was logical. The very low frequency of occupational dis-
eases of the past 10-12 years can only be explained by the insufficient reporting. The frequency of re-
porting of occupational diseases in Hungary is not realistic, the incidence of registered occupational 
diseases is significantly below the actual value. This statement is confirmed by the following data. 

11 Since occupational diseases manifesting after active working age do not come to the attention of the service (the 
mutual information exchange system between the general practitioner and the occupational health systems does 
not or barely operates).
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Comparing the annual frequency of reported and registered occupational diseases standardized 
for 100,000 workers between 1990 and 1999 in Hungary with the similar data from Sweden, 
Switzerland, Portugal, Austria, Germany, Italy and France, extreme differences were observed: 
between 1990 and 1994 the frequency of occupational diseases was higher in all countries than in 
Hungary; in Sweden for example, the frequency was 10-30 times higher in each year of the period 
than in Hungary. We concluded (considering e.g. the modernity of the national economies of the 
countries, national incomes, quality of life of workers, etc.) that the low frequency in Hungary was 
unrealistic, and could only be explained by the incomplete, inaccurate reporting, and/or reporting 
systems not based on the same principle (Ungváry, 2016; 2017). Kudász et al. (2017) compared 
the Hungarian data with the data from the Czech Republic and Belgium: the frequency of occu-
pational diseases was the lowest in Hungary; summarizing their findings they concluded that the 
“critically low Hungarian case numbers are not a cause for reassurance but rather concern.”  

Figure 4. Annual number of reported and confirmed/registered occupational diseases and cases of increased exposure in 
Hungary from the beginning of the mandatory reporting (from 1956, and 1982) until 2017. Following the transition to a 
market economy, between 1989 and 1994 (period marked with a red horizontal arrow) the frequency of both parameters 
decreased drastically; the reason: the structural change of Hungarian industry and agriculture related to the regime 
change (termination of the “further development” of the “country of iron and steel” based on unsustainable conditions – 
collapse/ending of heavy industry, deep mining), as well as the mass unemployment that emerged in connection with this. 
Occupational health service transformed from factory health service, primarily responsible for the reporting of the two 
indicator parameters began its operation in 1995 and it seemed that the reporting of the two parameters would approach 
a realistic value (1995-1998, period marked with a green horizontal arrow). However, starting from 1999-2000 the two 
indicator parameters dipped below real values. Between 2003 and 2005 the case numbers temporarily increased (to a 
slight extent) following the professional instructions/measures of the occupational health surveillance, chief medical of-
ficer; due to the changes entailing downsizing that affected the occupational health system between 2005-2007, followed 
by the global financial-economic crisis adding to the operation-inhibiting effect of the restructurings between 2008-2014, 
the frequency of the two indicator parameters fell to unrealistically low levels from which they were unable to meaning-
fully increase even after the crisis (from 2015 to present day) (see further explanation in the text section). Source: Based 
on the annual reports of the national institute (NIOH, 1991-1998; 2018; Ungváry, 2016).
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According to the seemingly most accurate and most recent estimates (Hämäläinen et al., 2017; 
Takala et al., 2017), in Hungary the annual number of cases of fatal occupational diseases is 
almost 4000 (Table II), while the total number of reported and registered cases of (practically 
exclusively non-fatal) occupational diseases in the country in the past 10-15 years is just 200-
300 (Figure 4). Even more striking is that distribution by diagnosis, organ damage of the im-
probably small number of occupational diseases is not in harmony with not just the estimated 
work-related mortality in the world12, but also with the estimated work-related mortality in 
Hungary (Figure 5) or the WHO European Region (Figure 6) either.  

12 We recommend the introduction of the recording of the annual data of work-related mortality developed by   
Hämäläinen (2010), which can now be estimated using an internationally accepted method. “Work related mor-
tality” (“work related mortality”/mortality rate/ratio) is the sum of the annual number of cases of fatal occupa-
tion-related diseases and work accidents, which are determined for individual countries, geographical regions, 
groups of countries at different levels of social development or even the whole world (globally). Working out a 
way to join work-related mortality with etiological factors can be the basis for the effective prevention of the 
worst occupational diseases.  

tabLe ii.

Number of work-related fatalities in Hungary and in the European Union in 2011 

*WHO-EURO as reference; number of fatal cases of malignant neoplasm of occupational 
origin in Hungary according to EU-28 reference: 1 808. Source: Takala et al., 2017.

Work-related diseases, work 
accidents 

European Union Hungary*

Circulatory diseases
Malignant neoplasms
Communicable diseases
Respiratory diseases 
Other diseases

53 419
102 527
5 000
12 079
14 467

2639
1072
86
102
87

Total diseases
Fatal work accidents 

Work-related mortality 
(total)

187 492
4 692

192 184

3986
96

4082
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�

Figure 5. / A: % distribution and total case numbers of occupation-related fatal diseases in the WHO-Euro Region 
in 2015. Source: Hämäläinen et al., 2017.

Figures 5. / B, C, D: % distribution and total annual number of cases of reported and registered occupational dis-
eases in Hungary in 2015 (B), 2016 (C), 2017 (D). The number of cases in each disease group is shown on top of 
each column. There is no comparison between the pattern of occupation-related fatal diseases shown by the WHO-
EURO Region bar chart and the distribution of the reported and registered occupational diseases in Hungary be-
tween 2015 and 2017.  The high proportion of communicable diseases, which is ~ 40% of the total number of cases, 
in the Hungarian data series is striking (note: fatal cases are very rare among this group). 
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This comparison row which exceeds by more than one order of magnitude the frequency of Hun-
garian reporting, discredits their quantitative and qualitative characteristics even if we take into 
account that on the one hand Hungarian reportings were made according to a list set out in Hun-
garian legislation that barely differs from the EU schedule of reportable occupational diseases; 
[the distribution of fatal occupational diseases were shown according to the estimates drawn up 
by Hämäläinen (2010)]; on the other hand the first detection of fatal occupational diseases and 
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the time when the suspicion of their occupational origin is even raised, unless it is during the 
active working age of the worker, will not even get to the sphere of vision of the occupational 
health service due to the imprecise regulation of our reporting system; thirdly: during the past 
years no occupational disease examinations were conducted in accordance with the rules of the 
profession in the case of a group of about 100,000 workers exposed to workplace psychic stress. 

These deficiencies/inaccuracies/omissions can hint not just at the low level of the prevention 
activities of the occupational health services but also raise serious ethical, health care organiza-
tional-regulatory/professional and regulatory oversight as well as economic issues.  The issues 
and the responses to the issues are summarized and commented below. 

Ethical issues. We have no data on the deliberate non-reporting of an occupational disease 
that was intended to help cover up a bad labour safety solution. There is also no proven case in 
which an unfit for work worker is given fit qualification due to “humane” compassion on the 
part of the doctor, this solution can endanger the life of the worker who “gets helped out” and 
in some cases even the health and safety of his/her colleagues. The two types of reporting ir-
regularities described are also serious ethical violations. 

Health care organizational-regulatory issues. The professional leadership of the field (sci-
entific society, professional college, successor organization of the NIOH, heads of department) 
deemed/deems several decisions by the top decision makers related to the correct reporting of 
occupational diseases to be expressly disadvantageous.   

On the one hand: „In line with the concept of WHO “Occupational Health Care for All” strategy, 
which was declared and adopted with resolution 49.12 of the UN General Assembly in 1996, and 
further in line with the document entitled “Declaration on Workers’ Health” adopted by the repre-
sentatives of 45 WHO Collaborating Centres in Occupational Health in Stresa, Italy, June 8-9, 2006, 
in line with the National Labour Safety Policy (2001) published in resolution No. 20/2001 (III. 30.) 
OGY of the Hungarian Parliament, we, the participants of the 26th Congress of the Hungarian Soci-
ety of Occupational Health and Medicine, would like to draw attention to the following: 

Although ILO Convention 161 requires that work be adapted to the worker’s physical, men-
tal (we would like to add: psychic) abilities, despite many years of protest by the profession, 
unlike the specialists in other fields, Hungarian regulations do not allow the specialists of the 
occupational health service to call for specialist consultation, examination financed by the Na-
tional Health Insurance Fund” (MÜTT General Assembly, 2006). 

The professional bodies repeatedly addressing the issue believe that the Hungarian regulatory 
decision according to which an occupational health specialist cannot refer a worker to a doctor of 
another specialty at the expense of the National Health Insurance Fund (e.g. to obtain knowledge 
necessary to assess fitness for job) must be based on a professional misunderstanding because i) 
it can increase the frequency of workers’ morbidity, mortality, endanger their ability to work and 
earn; ii) instead of saving money, it causes serious financial losses for both the National Health In-
surance Fund and the Hungarian taxpayers (MÜTT General Assembly, 2008; 2010; Morvai, 2010). 
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No action was taken by the decision makers. This hinders the effective prevention work, 
may adversely, and not without errors, affect its effectiveness. (Note: the doctors of the oc-
cupational health services may request, use other specialist examinations by going through the 
general practitioners.)

On the other hand: the financing of the services based on direct contract by the employer in 
compliance with regulation (for more details see footnote 4) is such that in many cases the spe-
cialists not just do not have any interest in the complete solving of all tasks listed, but adhering 
to a professional solution may conflict with their own existential interests, as well as with the 
employers’ and even the workers’ interests and this in itself may call into question the accuracy 
of the reporting of occupational diseases, and significantly impedes prevention work13 (Profes-
sional College, 2010).  

Professional and regulatory oversight efficiency. We have no evaluable analysis of the effec-
tiveness of the chief medical specialist oversight activities of the occupational health services. 
Of the control activities of the Labour Safety Authority, we can state that they perform their 
work in a professional manner but within very narrow possibilities (Ungváry, 2016). The au-
thority manages to visit each employment unit once every 30-50 years at most (Groszmann and 
Nagy, 2012; Madarász, 2016; Ungváry, 2016). Both professional and official controls are insuf-
ficient. Their inadequate operation in the inadequate reporting of occupational diseases requires 
analysis and the consequences drawn from the analysis will most likely require measures.  

Economic issues. The inadequate reporting of occupational diseases, the level lagging behind 
attainable of the effectiveness of primary and/or secondary prevention raises major economic ques-
tions, including the question of cost-benefit. According to calculations made within a SROP project 
in 2015, the cost effect of work accidents and occupational diseases in Hungary was estimated at 
HUF 214.2 billion (EUR ~720 million) for 2013 (Nesztinger, 2016). The cost implications are sig-
nificant. We did not find any data on cost-benefit analysis (Morvai and Ungváry, 2010). 

We believe the summarized official decisions expressly obstructing prevention work – in 
line with the resolutions and opinions of the scientific society and the professional college in the 
field - require unconditional and immediate correction. We would like to add: the elimination of 
the deficiencies identified in Hungary, the solving of the problems will alone not solve the issue 
of the correct reporting of occupational diseases, but their implementation may significantly 
improve the prevention of occupational diseases.

The questions arise: 1. Is the accurate reporting of occupational diseases important, and 2. How 
can accurate reporting be achieved? Can it be achieved? 

13 We would like to note: the document developed together with top decision makers, the National Health Insur-
ance Fund and the profession intended to place the ethically, professionally and economically equally objection-
able financing on a new footing was published in a 2001  Parliament decree and called for the establishment of 
a third insurance (or so-called accident insurance fund), as well as included the obligation to provide mutual 
reporting with the general practitioner practices (MÜTT General Assembly, 2010). The solution was rejected 
by the new government that took office in early summer 2002.  
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ad1. The importance of the accuracy of the reporting is determined by the importance of the 
objective of the creation of the reporting system. Based on the above it can again be stated 
that the current Hungarian reporting system is unsuitable for achieving any known objective. 
Based on their investigations Kudász et al (2017) state that (currently) it is unsuitable for either 
the purposes of assessing individual indemnities, the objective in most Western countries, or 
for the full prevention of occupational diseases (elimination of the pathological factors of the 
diseases) or even for defining a national strategy aimed at eliminating health impairment from 
disease-causing exposures at the workplaces. We concur with the statement based on our previ-
ous findings and the present review.  However, our position is that the importance and necessity 
of accurate reporting are indisputable.  The number one objective and task of labour safety is 
the prevention of occupational diseases and work accidents. Knowledge of the full range of 
potentially recognizable occupational diseases is therefore an obligation14. 

ad2. The regular and precise recording of the incidence of encountered occupational diseases 
must be resolved. To this end: the current reporting system must be corrected forthwith with 
changes to resolve the identified problems.  Here we would only like to refer to the itemized list 
above. Just as an example: the issues of the financing of the occupational health care systems, 
referral to specialists, the insufficient oversight system await resolution, among others. Activi-
ties to be carried out under the improved reporting system must be enforced by compliance with 
laws. This is in the interest of labour safety and public health in Hungary. 

Note: The international comparability of the reporting could significantly facilitate the accuracy 
of reporting, approximating the frequency reported diseases to the actual frequency of diseases. 
The regulation of labour safety is identical in the EU Member States. Therefore, it seems pos-
sible to work out a similar (perhaps identical) reporting system for the EU Member States. In 
the case of a system of similar/identical structure the countries that are behind in the reporting 
ranking can rectify their shortcomings (knowing the reasons for their lagging behind) in light 
of the analysis of the results of the leading groups of countries. 

SPECIALIST TRAINING, CONTINUING EDUCATION FOR DOCTORS 

The occupational medicine specialist training and continuing education of professionals played a 
key role in the process transforming factory health into occupational health.  However, the above 
seem to point to the fact that the lack of accurate reporting of occupational diseases can be traced 
back to the noted ethical, health care organizational, oversight, etc. irregularities. Although this 
seem undoubtable, at the same time the question arises whether the professional knowledge of the 
reporting doctors and the professional contents of the reports kept up with the developments in the 
field. Undoubtedly, for example, the diagnosis of occupational diseases is not a simple task. This 
is demonstrated by initiatives such as the Guide published by the EU Commission (2009). For our 
part we find such initiatives to be of dubious value. It would be strange if specialists engaged in 

14 We would like to note: the accurate operation of the reporting system is logically indispensable for assessing in-
dividual indemnifications, the calculation of the occupational disease burden, or effective workplace prevention 
activities.  



CentraL eurOpean JOurnaL Of OCCupatiOnaL and envirOnmentaL mediCine 2018; 24 (3-4); · 127

occupational health professional work were advised to diagnose from a playbook. We consider it 
a proven fact that the way to maintain, develop and enhance professional knowledge is the spe-
cialist training and continuing education operating under conditions known worldwide15, and this 
is also the case for occupational medicine specialists. The question arises: what is the continuing 
education for doctors like in Hungary?  

Specialist training and continuing education of appropriate level for doctors require an inde-
pendent institute with state-of-the-art infrastructure and instrumentation that meets the require-
ments of the field as well as a department based on this (Ungváry, 2016; 2017). In Hungary this 
had been achieved until the integration of universities in 2000, with the department operating 
as part of the HIETE, which was built on the national institute as the base institute16. However, 
since specialist training and continuing education for specialists in the field of occupational 
health are carried out at institutions formerly undertaking only graduate training at the four 
universities providing graduate medical training, the situation changed significantly. At these 
institutions (through no fault of their own) the above conditions were not available at the time 
of integration and are not presently available, either. The author is convinced that professional 
staff familiar with both the theoretical and practical aspects of the subfields, performing scien-
tific activities expected of participants in higher education, with the heads of the subfields, the 
heads of staff academically qualified must be available for specialist training and (especially) 
continuing education for specialists. The institutes previously providing only graduate training 
cannot (also through no fault of their own) meet this requirement, either. 

The firm opinion of the former president of the Hungarian Academy of Sciences, which is 
about an independent postgraduate medical institution, university (and professional continuing 
education in general), also indicates the severity of the problems briefly outlined in connection 
with specialist training. Ferenc Glatz wrote in 2005 – among other things – “As after 15 years 
it is now perhaps time to prepare the political-social balance of the regime change, so it would 
perhaps also be time in intellectual policy to look back at our own past now with a European 
horizon? Also, at continuing education?” (Glatz, 2005.) The independent postgraduate medi-
caluniversity/institute has not been operating in Hungary for 17-18 years now17.

15 Note: it is logical that the EU labour safety campaigns are not substitutes for specialist trainings, continuing 
education. Campaigns and continuing education for doctors have different target groups and these target groups 
have different basic education and knowledge enhancements needs. 

16 Following the transition to a market economy, from 2006, the national institute – whose heyday was between 1991 
and 2005 – gradually deteriorated coupled with multiple reorganizations. Today it can no longer fulfil the role 
it played in occupational medicine and work hygiene specialist training and continuing education through the 
department based on it. Multiple of its departments (e.g. occupational health inpatient department, experimental 
and applied toxicology, physiology, pathology department) are no longer operational. Currently it does not even  
statutory cooperation with the Semmelweis University that includes the former HIETE (Ungváry, 2016). 

17 Note: the inclusion of occupational health (labour safety?) in the graduate training of physicians is not the subject 
of this publication. The issue of including this educational activity of public health significance in the programme 
should be the subject of a separate study.  The inclusion of occupational health (occupational medicine and work 
hygiene) in graduate training is supported by numerous arguments not presented here; the author knows from his 
own experience that his occupational medicine lectures held as part of an optional course at the Szeged Univer-
sity of Sciences Faculty of General Medicine were met with surprisingly great interest by the medical students. 
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It is worth noting in connection with this that the resolution of the Presidency of the Medical 
Research Council (ETT) stated in 2015:

„The integrated university operating system initiated in 1997 and created in 2000 did not strength-
en the training of doctors in Hungary, but in many ways weakened it. … This unfortunate process 
has been confirmed with facts, comprehensive statistics by the parallel accreditation procedure 
of the Hungarian Accreditation Committee (hereinafter MAB) conducted in 2014.”

The Presidential resolution went on to say:

„In connection with this we recommend the restoration of the integrity of Hungarian health 
specialist training and continuing education, the medical-health research-development, the top 
institutions of the patient care system!” 

The recommendations we made years earlier were in full agreement with the Presidential 
executive summary. 

The recommendation of the author, consistent with the past president of the Hungarian Acad-
emy of Sciences, the opinion of the MAB, the resolution and recommendations of the Presi-
dency of the Hungarian Research Council, as outlined above: in accordance with the success-
ful Hungarian traditions of prior to 2000, the training, and continuing education of specialists 
require the organization and operation of an independent specialist training and postgraduate 
training department operating at a university /university faculty, which on the one hand focuses 
exclusively on postgraduate training, and on the other hand, is based on an institute/institution 
operating in the field, with the infrastructure of the individual professional subfield units (de-
partments, laboratories) always at state-of-the-art level, and in which a professional staff works 
under the direction of scientifically qualified heads of subfields and highly qualified institute di-
rector. It is important that the department be able to provide individual practical training within 
the framework of specialist continuing education. 

THE CONTENT OF MEDICAL CONTINUING EDUCATION

The issue of medical continuing education was raised primarily to illuminate and solve problems 
in Hungary. The “infrastructure” and professional staff of medical continuing education serve the 
objective and content of continuing education. If the content of the continuing education reaches 
its target (in the case of medical continuing education the target group is the group of occupational 
medicine specialists), it significantly promotes/periodically defines the effectiveness of the work 
of the professionals in the field; the effectiveness is confirmed by the practice, it is controlled 
and recorded by the professional and supervisory authorities. The analysis and resolution of the 
problem in Hungary is/was also warranted by the fact that neither the knowledge in adequate pro-
fessional detail, nor the solution options of such studies of discovery significance, such as e.g. the 
estimation results of occupational related fatal diseases (Hämäläinen, 2010;  Hämäläinen  et al., 
2017; Takala et al., 2017), or the occupational health consequences of civilization shock waves  
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that have already emerged as problems (Rorbach and Dézsy, 2008) or even the effects of work-
place stress affecting large groups of workers (Brundtland, 2001)  reach/reached our specialists.  

It seems however that the definition, drawing up of the content of continuing education 
for specialists is not just a problem in Hungary but can also raise issues internationally. Un-
fortunately, we did not find an international analysis or review summary of the continuing 
education for physicians related to labour safety. We do not know how information about the 
above mentioned or other emerging occupational diseases is delivered to the doctors work-
ing in labour safety in the individual countries? What is current information? Or: what are the 
practical results of the knowledge gained through continuing education by doctors working in 
labour safety in the individual countries?  We do know however what international literature 
makes undoubtable: if the prevention of occupational diseases is treated as a priority task in 
accordance with the requirements of labour safety, then neither the problems listed above, nor 
the facts/factors potentially harmful to health uncovered through the most recent scientific ad-
vances can/should be avoided. 

What we see instead, however, is that neither diseases caused by the factors listed above 
nor those related to newly emerging factors (e.g.  psychic stress increasing non-optimal strain, 
burnout, distress caused by workplace stressors, psychosomatic, behavioural psychiatric disor-
ders, health impairment caused newly emerging infections – SARS, bird flu – nanoparticles) 
are listed in not just the Hungarian but also the EU or ILO schedules of mandatorily reportable 
occupational diseases.  In order to expect the accurate reporting of occupational diseases and 
their effective prevention, these must be included in the schedules. 

Although – as previously noted – the reporting of occupational diseases may serve other 
purposes (e.g. assessing individual indemnifications, calculating the burden of diseases needed 
for developing budgets), from the aspect of labour safety its priority and single purpose is the 
prevention of occupational diseases. If we acknowledge that the primary task of labour safety, 
or of even occupational health that operates as a part of this, is the prevention of occupational 
diseases and work accidents, then this is evident. 

I.e.: since the primary task of the occupational health service is the prevention of occu-
pational diseases, to this end, the detection of every single occupational disease is an obli-
gation. Therefore, a reporting system (“register”/schedule) must be developed which, with 
appropriate diagnostic activity, makes this possible. We believe that a technically/structurally 
identical register that enables comparison between countries has the same content, if it is 
up-to-date, continuously updated, facilitates prevention by requiring the identification of the 
sources, the pathogens of the diseases.   Note: the background information for the accuracy 
of the register is not the subject of this article. As an indication of its importance, we would 
just like to mention work history: the work history of every single worker from starting at the 
first job until finishing work at the last job must be available to the labour safety authority, 
respecting confidentiality and personal rights. Stress and (at least estimated) strain must be 
continuously recorded in the work history.   We believe that with international cooperation 
this goal/task is not just achievable and feasible but also an obligation.
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Reviewing the 30-year history of ILO Convention 161 in Hungary, it seems proven that its 
spirit played decisive roles in both the change in approach and practical activity of the specialty. 
The spirit of ILO Convention 161 should be retained in the future, but greater emphasis must 
be placed on the fact that the activities of decision makers, specialists directing or carrying out 
day-to-day practical work who take into account numerous other aspects, be more in synch with 
the spirit of the Convention.   This requires the solving of definable tasks by those preparing 
decisions, decision-makers and those implementing decisions in day-to-day practice working 
in labour safety in individual countries, country-communities and international organizations. 
Solving these tasks is the cornerstone of the successful work requiring improvements in the field.
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