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Occupational asthma is a respiratory disease that is largely
preventable using good practice measures to control
worker exposure to asthmagens. Health surveillance is
legally required when there is a reasonable likelihood that
workers’’ health may be affected by their work and there is
an appropriate method to detect the work-related
health
condition. Health surveillance can help make sure that any
ill health effects are detected as early as possible so that
remedial action can be taken. This report describes
research into the levels of uptake and quality of health
surveillance for occupational asthma in three industry
sectors at increased risk of occupational asthma:
woodworking; baking; and motor vehicle repair. A
summary of results was published in 2016 in the journal
Occupational Medicine (doi: 10.1093/occmed/kqw028).

Telephone interviews were held with employers from 457
organisations, of which 67% reported carrying out risk
assessments. Of those organisations that reported
exposures that might cause occupational asthma, only 19%
carried out some form of health surveillance. Health
surveillance was more commonly carried out in
medium/large than in small/micro organisations.
Telephone interviews were also held with 11 health
surveillance providers. Considerable variation in practice
was identified. For instance, not all providers assessed
annual decline in workers’ lung function, and only a
minority used the dutyholder’s risk assessment or policy or
procedure to determine the health surveillance scheme.

This report and the work it describes were funded by the Health and
Safety Executive (HSE). Its contents, including any opinions and/or
conclusions expressed, are those of the authors alone and do not
necessarily reflect HSE policy.
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KEY MESSAGES
A survey of dutyholders and occupational health professionals was carried out in three industry
sectors with potential for high risks of occupational asthma in order to assess uptake and quality of
health surveillance. Of the organisational representatives contacted and invited to participate, 457
were subsequently interviewed (31% response rate); 351 (77%) participating organisations employed
<10 employees, 79 (17%) employed between 10 and 50, and 27 (6%) employed >50. This is regarded
as being broadly representative of the business size profile of the three industry sectors providing the
focus for study.
Risk assessments were common (overall 67% of workplaces carrying these out), with little variation
between sectors studied. Risk of exposures that might cause occupational asthma (in the view of the
dutyholder) was reported in 42 (27%) motor vehicle repair enterprises, in 78 (52%) woodworking
workplaces and in 95 (62%) bakeries. Risks were reported in a higher proportion of medium/large
enterprises (22, 81%).
Levels of health surveillance were 14% across all organisations surveyed as part of the study and 19%
in those organisations reporting exposures that might cause occupational asthma. Equivalent statistics
for the specific industry sectors under consideration were 14% for the woodworking sector, 17% for
motor vehicle repair sector and 24% for the bakery sector. Health surveillance was more commonly
carried out in medium/large enterprises (74%), i.e. employing >50 people, than in micro enterprises
(7%), i.e. employing <10 people. It was not possible to judge whether there was a legal requirement
for health surveillance in any given organisation due to the limited nature of this survey.
Reporting by the organisations surveyed of how health surveillance was delivered indicated a split
between in-house (31%) and external provider (69%). HSE guidance was reported to be used
commonly (73%) when developing health surveillance. Organisation policies appeared to be used to
define health surveillance (80%), but were not often shared with the occupational health provider.
Based on the findings of the qualitative study, some dutyholders who were not providing health
surveillance thought that they had no obligation to provide health surveillance, did not need to provide
it because they were very small organisations or regarded the cost as a burden. Dutyholders who did
provide health surveillance expressed a need to protect the health of their employees and to be legally
compliant.
The occupational health provider survey identified considerable variation in practice. In some cases,
the dutyholder did not supply risk assessment information. Appropriate results, such as fitness to work
outcome, were issued to the dutyholder. Health surveillance tools, such as a questionnaire, were
generally developed “in house”. Whilst lung function assessment appeared common as part of health
surveillance programmes, only about half of respondents compared measured values to questionnaire
responses. Most but not all providers assessed annual decline in lung function. The referral of workers
with symptoms or test results of concern to local specialist respiratory services for further assessment
was reported infrequently. In the qualitative interviews, occupational health providers thought that
restrictions on their time and costs were a barrier to achieving good quality health surveillance.
Enablers for the uptake or quality of health surveillance included having a good contact within the
dutyholder organisation, a clear brief from the dutyholder on what they wanted and widespread
awareness of relevant statutory obligations.
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EXECUTIVE SUMMARY
Occupational asthma is a significant respiratory problem, and health surveillance can be used to help
identify early cases. There is anecdotal evidence to suggest that the current uptake and quality of
health surveillance for occupational asthma may be variable across different industry sectors, and that
health surveillance may be being carried out inconsistently.
The overall aim of this project was to provide HSE with evidence relating to the uptake and quality of
health surveillance for occupational asthma across three industry sectors: baking, woodworking, and
motor vehicle repair (MVR). These sectors were chosen because of their previously identified risks of
occupational asthma.
The specific objectives were to (i) assess the extent to which health surveillance for occupational
asthma was undertaken in these sectors with reference to a nationally representative data sample by
conducting a telephone survey of dutyholders, (ii) assess the nature and quality of health surveillance
provided by conducting a telephone survey of the associated occupational health service providers,
and (iii) explore their opinions on principal barriers and enablers associated with the delivery and
quality of health surveillance for occupational asthma by conducting telephone-based qualitative
semi-structured interviews with dutyholders and occupational health service providers.
The work was divided into two phases, phase 1 and phase 2:
Phase 1 used a structured telephone interview to collect quantitative data from dutyholders, and
where relevant their occupational health providers.
Phase 2 selected a subsample of representatives from the organisations that participated in phase 1
and interviewed them again using a semi-structured telephone interview. This interview collected both
quantitative and qualitative data.
A total of 1757 organisations were approached and invited to participate in the survey; 1009 refused
and 457 agreed (291 could not be contacted), giving an overall response rate of 31.2% of those
potentially available for study.
Interviews with 153 bakeries were completed; the majority (101, 66.0%) employed fewer than 10
employees, 34 (22.2%) employed 10 to 50 employees, whilst 18 (11.8%) employed more than 50. A
range of different types of bakery enterprises made up the bakery study sample, including craft
bakeries (100, 65.4%), plant bakeries (20, 13.1%) and in-store bakeries (17, 11.1%). In addition,
enterprises undertaking flour/grain-milling activities constituted 7% of the bakery study sample.
Representatives from 149 woodworking enterprises were interviewed; 116 (77.9%) employed fewer
than 10 employees, 27 (18.1%) employed 10 to 50 employees, whilst just 6 (4.0%) employed more
than 50. Over half of the woodworking enterprises (88, 59.1%) reported working with a range of
wood types, (including hardwoods, softwoods and composites), whilst 27 (18.1%) worked with two
out of three of these categories; 17 (11.4%) worked with softwoods only, 10 (6.77%) worked with
composites only, whilst 7 (4.7%) worked with hardwoods only.
Interviews with 155 motor vehicle repair enterprises were completed; the vast majority (134, 86.5%)
employed fewer than 10 employees, 18 (11.6%) employed 10 to 50 employees, whilst just 3 (1.9%)
employed more than 50. With respect to the range of motor vehicle enterprises making up the study
sample, all reported the carrying out of motor vehicle repair as opposed to manufacture but only 36
(23.2%) reported using two-pack spray paints. The reporting of exposures to agents that might cause
occupational asthma by organisations involved in motor vehicle repair was therefore low (27%).
Equivalent figures for woodworking and bakery enterprises were much higher, i.e. 52.3% and 62.1%
respectively. Reported occupational asthma risks varied even more markedly with the size of
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enterprise, with the reporting of such risks increasing with increasing size of enterprise (i.e. micro =
41.6%, small = 59.5%, medium/large = 81.5%, P<0.001). Nearly half of those interviewed who
reported the absence of exposure to agents that might cause occupational asthma in their workplaces
(45.5%) attributed this view to the fact that no such exposures occurred. A similar proportion (51.5%),
were of the view that, whilst exposure to such agents did occur, they were well controlled and
therefore posed an insignificant risk.
The survey design did not allow for any form of confirmation of the processes or controls used in the
workplaces. As a consequence, it was not possible to validate the self-reported data on occupational
asthma risk. If exposure was very well controlled, the risk may have been greatly reduced, and it may
not have been necessary to provide heath surveillance.
Risk assessments were commonly reported; 66.0%, 71.8% and 65.2% for the bakery, woodworking
and motor vehicle repair sector respectively. Risk assessments were significantly more likely
(P<0.001) to be reported in small and medium/large enterprises (91.1%, 100%) than in micro
enterprises (59.8%).
The prevalence of health surveillance for occupational asthma across all 457 participating
organisations was 14.0%, with a 95% confidence limit (95%CI) between 11.0% and 17.5%. In those
organisations answering positively to whether workers were exposed to agents that might cause
occupational asthma, this figure was marginally higher (19.1%, 95%CI 14.1-25.0). Equivalent sector
specific statistics were 17% (7/42) for the motor vehicle repair sector, 14% for the woodworking
sector (11/78) and 24% for the bakery sector (23/95). Around a third of all those reporting carrying
out health surveillance (22 organisations) reported its carrying out in the absence of workers being
exposed to agents causing occupational asthma. Prevalence rates of health surveillance in micro, small
and medium/large enterprises were 7.1%, 24.1% and 74.1% respectively, and significantly more
common in larger than smaller sized enterprises (P<0.001), although there were no significant
differences in these uptake rates between sectors.
Most health surveillance was provided by external contractors (68.8%), and carried out either by an
occupational health nurse or other responsible person. The three most common reasons influencing
the choice of external provider (in those that procured external services) were recommendation
(43.2%); the provider being local (38.6%), and the competence of the provider (22.7%). Those
interviewed from the woodworking sector were significantly more likely to report their decision as
being based on the provider competency, whilst those from the motor vehicle repair sector were
significantly less likely to report this as the reason (P=0.003).
Dutyholders used the risk assessment (53.1%) or an organisational policy for managing workers
exposed to agents causing asthma (50.0%) to decide which workers needed health surveillance. In
addition, 35.9% reported that the decision rested with management, whilst 15.6% reported that their
occupational health provider decided.
Approximately one third of the dutyholders interviewed reported that information outputs from health
surveillance included recommendations regarding fitness for work and restriction of exposure for at
risk workers. The same proportion said that they took action to review the risk assessment as a
consequence of receiving feedback. In addition, three quarters reported that subsequent actions taken
included the issue and checking of personal protective equipment, checking of exposure controls and
relevant employee training. Similarly, three quarters of dutyholders interviewed reported that
employee health records were kept.
Responses from the occupational health providers were more limited. Eleven respondents provided
details of their health surveillance and overall service to relevant companies. Of these, the vast
majority confirmed use of HSE guidance and a written procedure to assist delivery of health
surveillance, although only a minority used either a risk assessment (4/11) carried out by the
workplace or a workplace policy or procedure (2/11) to help formulate the scheme. Whilst the
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majority (7/11) did not visit the company to identify what workers did prior to formulating health
surveillance, the majority (10/11) either regularly met or communicated with the company in order to
better understand likely workplace exposures.
Questionnaires used in health surveillance schemes were reported to be most commonly developed
“in house”. Lung function was commonly measured using a calibrated spirometer according to a
written procedure; results were compared to predicted values and most assessed for accelerated
decline year on year. Only half of respondents compared lung function values to questionnaire
responses. Workers with abnormal results were referred fairly equally to occupational nurses,
occupational physicians and general practitioners. Onward referral for a medical opinion was
identified as possible by most respondents (normally via the GP) although there were mixed feelings
about the local specialist expertise available, and particularly whether the specialist advice given was
useful.
In terms of the qualitative data from dutyholders, five themes emerged relating to why some
dutyholders did not offer health surveillance to their employees. These were, in no particular order, (i)
"risk reduction measures (LEV, PPE, employee interviews) can replace health surveillance", (ii)
"health surveillance does not apply to us (e.g. company is too small, we are a special case)" (iii)
"health surveillance is an employee responsibility" (iv) "health surveillance is a costly burden" and (v)
"we do not know what health surveillance is".
In terms of the qualitative data from occupational health providers, interviews were completed with
four health professionals including one operating in the NHS, an independent occupational health
practitioner and one working for a private occupational health provider organisation.
Basing the need for, and content of, health surveillance on a risk assessment process was practiced in
the main, although it was noted in some cases that details of the risk assessment were not supplied to
the occupational health provider by the dutyholder. In terms of identifying early symptoms of
occupational asthma, some practitioners did not describe the full range of symptoms that would be
considered important. Variations in practice were seen between interviewees, for example in terms of
frequency and content of health surveillance, and the quality and subsequent interpretation of
procedures carried out, including lung function measures.
Occupational health professionals regarded some barriers to the uptake and quality of health
surveillance to be time and cost restrictions. Enablers included receiving a clear brief from the
dutyholder as to their expectations, a good contact within the company and widespread awareness of
the relevant statutory obligations.
This report is aimed at occupational health specialists and researchers.
HSE’s current guidance, advice and information for duty holders related to occupational respiratory
diseases, exposure control and health surveillance is available at www.HSE.gov.uk. Readers are
advised that this report describes evidence gathered through telephone interviews with duty holders
and occupational health providers; the interviewees’ responses reflected their own understanding of
what guidance, advice and information is available.
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1. INTRODUCTION
The Health and Safety Executive (HSE) has identified the need to determine the extent to which
employers carry out health surveillance for occupational asthma. Health surveillance may not be
carried out in workplaces when it should, or it may be carried out ineffectually, both potentially
resulting in an increased risk of workers developing serious respiratory problems related to exposures.
In addition, health surveillance may be being carried out unnecessarily, resulting in wasted
expenditure and lost business opportunity. Some workers in the motor vehicle repair, bakery and
woodworking trades are at heightened risk of developing occupational asthma. However, the uptake
and quality of health surveillance for occupational asthma provided in these sectors is currently not
quantified.

1.1

AIMS AND OBJECTIVES

The aim of this project was to provide HSE with evidence relating to the uptake and quality of health
surveillance for occupational asthma across three high-risk industry sectors: (i) baking, (ii)
woodworking, and (iii) motor vehicle repair (MVR).
Specific objectives were:
1. To assess the extent to which health surveillance for occupational asthma was undertaken in
these sectors by conducting a structured telephone interview with dutyholders with reference
to a nationally representative data sample,
2. To assess the nature and quality of health surveillance provided by conducting a structured
telephone interview with the associated occupational health service providers,
3. To explore the opinions of dutyholders and occupational health service providers on principal
barriers and enablers associated with the delivery and quality of health surveillance for
occupational asthma by conducting semi-structured telephone interviews with them.
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2. METHODOLOGY
A purposive sample of both dutyholders and providers of occupational health surveillance services
was interviewed, in order to assess views of both of these groups independently. A combined
quantitative and qualitative methodological approach was employed. More specifically, the
quantitative approach was used to document certain basic elements; for example the process of risk
assessment, carrying out health surveillance, specific workplace-related policies and access to
specialist support for workers identified by the surveillance process as requiring further assessment.
Qualitative approaches were used to investigate more fully any issues relating to the quality of health
surveillance carried out in organisations, and to assess barriers to the successful completion of health
surveillance.
The research was carried out in two phases:
Phase 1 used a structured telephone interview to collect quantitative data from dutyholders, and
where relevant their occupational health providers.
Phase 2 selected a subsample of representatives from the organisations that participated in phase 1
and interviewed them again using a semi-structured telephone interview. This interview collected both
quantitative and qualitative data and targeted individuals specifically involved in the delivery of
health surveillance services.
2.1

PHASE 1 – QUANTITATIVE SURVEY

2.1.1

Study Power Calculations

Sample size calculations were carried out during the study planning stage. These suggested that a
study dataset of responses from 450 companies (150 from each industry sector) would allow the
uptake of health surveillance for each sector to be quantified in a statistically robust manner. Details
are shown in tables A and B in Appendix A. Therefore, a target was set to identify a total of 1700 to
1800 organisations across the three industry sectors for prospective recruitment to the process, based
on the assumption that the survey would achieve a response rate of around 33%.1
2.1.2

Development of Data Collection Procedures and Piloting

Data collection procedures, and supporting proformas, were developed separately for both (i) the
Dutyholder interviews and (ii) the Health Surveillance Service Provider Interviews. These were
produced using an iterative process, with input from both the research team at HSE’s laboratory and
HSE’s Corporate Medical Unit. The proformas were designed to record the required data from a key
representative from each participating organisation, either the Company Director (for micro/small size
organisations), or a Senior Manager, a Human Relations, or Health and Safety Manager (for
medium/large organisations).

1

In detail, these calculations were developed to provide an a priori point estimate of health surveillance uptake, and a target of keeping the
margin of error around the estimate below a given level. Study power calculations are summarised in Appendix A. The data presented
illustrate that when the uptake of health surveillance is, for example, 30%, then for a survey size of n=50, the margin of error around the
estimate is estimated to be 17 to 43%. Conversely, with a survey size of n=1000, the margin of error is estimated to be 27-33%. If uptake is
different from 30% (or p=0.3), then the corresponding margins of error are also shown. Referring to the data, it can be seen that, with a
sample size of 500 and an assumed uptake of health surveillance of a third, the margin of error around the a priori point estimate of health
surveillance uptake is expected to be +/- 4%, whilst the equivalent value for a sample size of 100 (i.e. the sector specific sample sizes) is
expected to be +/- 9%.
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Provisional data collection proformas were then supplied to Peak Answers2 (the subcontractor
commissioned to carry out the telephone survey) for piloting on a sub-sample of interviewees,
following which the efficacy of the methods and quality of incoming data was assessed by the
research team. The results of the pilot were then used to determine if any changes were required to
each of the two forms.
2.1.3

Recruitment of Organisations/Study Sampling Frame

Three industry sectors were identified for inclusion in the survey, as described above, based on the
risk of occupational asthma3. Supporting statistics are summarised in Table C of Appendix A. The
research team provided Peak Answers with a list of standard industrial classification (SIC) codes (see
Table D of Appendix A), used to establish a sample base of around 2000 companies, operating across
the three chosen industry sectors, including micro, small, medium and large enterprises. Peak
Answers sourced company names and contact information from Dun and Bradstreet4.
2.1.4

Dutyholder Interviews

The companies within the sample frame were contacted by Peak Answers, and invited to participate in
the study. Those that agreed were subsequently interviewed using a structured telephone interview
(the question set used in the telephone interview is shown in Appendix B). Recruitment effort was
tailored so that the relative frequencies of micro, small, medium and large enterprises represented in
the final study dataset broadly reflected the national picture for each of the industry sectors of interest.
Data sourced from Dun and Bradstreet provided an indication of the business profiles of the three
sectors of interest, and such data is summarised in Table E of Appendix A. Peak Answers continued
approaching and interviewing companies from the sampling frame until the sector targets were met 5.
All interview data collected by Peak Answers was subsequently collated and returned to the research
team for anonymous analysis.
2.1.5

Health Surveillance Services Provider Interviews

During the dutyholder telephone interviews, permissions were sought to approach the health
surveillance providers of those organisations that undertook health surveillance. For those
organisations that undertook health surveillance, and delivered such services in-house, the name of a
company representative responsible for the delivery of health surveillance services was requested and
subsequently contacted. The approach described previously, to source data from dutyholders, was
then repeated to collect required data from the health surveillance service providers (the question set
used is shown in Appendix C).
2.1.6

Data Collation and Analysis

Data analyses undertaken by the research team included the generation of descriptive statistics for the
variables of interest, although analyses also explored the existence of any significant associations in
data across the three sectors being considered, and also across different organisation types. The latter
were post hoc analyses, not specifically supported by the original power calculations.

2

http://www.peakanswers.co.uk/
http://www.medicine.manchester.ac.uk/oeh/research/thor/
4
http://www.dnb.co.uk/
5
As part of Phase 1 interviews, dutyholders were also asked if they were willing to participate in a further qualitative interview to be
undertaken at a later date
3
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2.2

PHASE 2 – QUALITATIVE SURVEY

To obtain further insights into the quality of health surveillance provided and into the reasons why
certain dutyholders were not carrying out health surveillance for occupational asthma, a total of 17
semi-structured telephone interviews were carried out. Eleven of these were with dutyholders who did
not carry out health surveillance, 2 with dutyholders who did and 4 with occupational health
providers.
This sample was drawn from the survey respondents that had already agreed to potentially take part in
the subsequent telephone interview. These telephone interviews were semi-structured and conducted
by a senior occupational health nurse. A topic question guide for each of the three types of
interviewees was developed in collaboration with the HSE customer (See Appendix D). Interviews
were digitally recorded with the permission of the participant and subsequently transcribed for
analysis.
A descriptive thematic analysis was carried out, summarising first each transcript and then drawing
out the themes reflecting the range of experiences and views of participants. One researcher
performed the analysis, whilst a second researcher checked the data coding and themes to minimise
subjective bias in data interpretation. Technical aspects of the transcripts were analysed by the senior
occupational health nurse. Verbatim quotes from the semi-structured telephone interviews are cited in
the results section to enrich and triangulate the quantitative data. The interviewee quotes are presented
in speech marks and italicised font. A break in speech is represented in the text by two full stops and a
comma.
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3. RESULTS
3.1

PHASE 1 – QUANTITATIVE SURVEY

3.1.1

Description of Study Population

The pilot process did not identify any issues that significantly altered the forms used for the main data
collection period of phase 1. Given this, the pilot data were included in the main data set used for
analysis. A total of 1757 organisations satisfying study eligibility criteria were approached and invited
to participate in the survey; 1009 refused and 457 agreed (291 could not be contacted), giving an
overall response rate of 31.2%.
3.1.2

Dutyholder Survey6

Bakeries
Interviews with 153 bakeries were completed; the majority (101, 66.0%) employed fewer than 10
employees, 34 (22.2%) employed 10 to 50 employees, whilst 18 (11.8%) employed more than 50. A
range of different types of bakery enterprises made up the bakery study sample, including craft
bakeries (100, 65.4%), plant bakeries (20, 13.1%) and in-store bakeries (17, 11.1%). In addition,
enterprises undertaking flour/grain-milling activities constituted 7% of the bakery study sample.
Woodworking
Representatives from 149 woodworking enterprises were interviewed; 116 (77.9%) employed fewer
than 10 employees, 27 (18.1%) employed 10 to 50 employees, whilst just 6 (4.0%) employed more
than 50. Over half of woodworking enterprises (88, 59.1%) reported working with a range of wood
types, (including hardwoods, softwoods and composites), whilst 27 (18.1%) worked with two out of
three of these categories; 17 (11.4%) worked with softwoods only, 10 (6.77%) worked with
composites only, whilst 7 (4.7%) worked with hardwoods only.
MVR sector
Interviews with 155 motor vehicle repair enterprises were completed; the vast majority (134, 86.5%)
employed fewer than 10 employees, 18 (11.6%) employed 10 to 50 employees, whilst just 3 (1.9%)
employed more than 50. With respect to the range of motor vehicle enterprises making up the study
sample, all reported the carrying out of motor vehicle repair as opposed to manufacture but only 36
(23.2%) reported using two-pack spray paints.
A summary of the total study population and breakdown across specific organisational categories is
provided in Figure 1.

6

Minor denominator differences in results in text relate to differences in available data for each specific analysis

14

Study dataset
N=457

Sector

Bakers
153/457
33.5%

Self-reported
occupational asthma
risks in workplace

Woodworkers
95/153
62.1%

149/457
32.6%

Self-reported
occupational asthma
risks in workplace

Motor vehicle
repairers

78/149
52.3%

155/457
33.9%

Business size

Business size

Micro

Small

Medium/Large

Micro

Small

<10
employees

10-50
employees

>50
employees

<10
employees

10-50
employees

116/149
77.9%

27/149
18.1%

Hardwood only

5
4.3%

2
7.4%

Softwood only

14
12.1%

3
11.1%

3
16.7%

Composites only

9
7.8%

1
3.7%

1
2.9%

4
22.2%

All 3

69
59.5%

13
48.1%

7
6.9%

3
8.8%

0
0%

Other combination

19
16.4%

8
29.6%

53
52.5%

26
76.5%

16
88.9%

Self-reported
occupational asthma
risks in workplace

54
46.6%

18
66.7%

101/153
66.0%

34/153
22.2%

18/153
11.8%

Plant

2
2.0%

7
20.6%

11
61.1%

In store

16
15.8%

1
2.9%

0
0%

Craft

75
74.3%

22
64.7%

Milling

1
1.0%

Other

Self-reported
occupational asthma
risks in workplace

Possible minor denominator differences in results relate to differences in available data for each specific analysis

Figure 1: Summary of study population
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Self-reported
occupational asthma
risks in workplace

Business size

Medium/Large

Micro

>50
employees

<10
employees

6/149
4.0%

6
100%

6
100%

Small
10-50
employees

Medium/Large
>50
employees

134/155
86.5%

18/155
11.6%

3/155
1.9%

Use of two-pack paints

28
20.9%

7
38.9%

1
33.3%

Self-reported
occupational asthma
risks in workplace

39
29.1%

3
16.7%

0
0%

42/155
27.1%

3.1.2.1

Uptake of health surveillance

Uptake of health surveillance by industry sector is shown in Table 1, with more detailed data shown
in Tables F and G in Appendix E. The results of tests for significant differences in prevalence of
health surveillance across specific categories are shown in Table 2. A summary of the context in
which health surveillance for occupational asthma was carried out in the organisations surveyed is
provided in Figure 3 of Appendix E.
The point prevalence of carrying out health surveillance for occupational asthma across all
participating organisations (n=457) was 14.0% (95%CI 11.0-17.5). In those organisations answering
positively to whether workers were exposed to agents that might cause occupational asthma, the
prevalence of health surveillance was marginally higher (19.1%, 95%CI 14.1-25.0).
Prevalence rates of health surveillance in micro, small and medium/large enterprises were 7.1%,
24.1% and 74.1% respectively, and significantly more common in larger than smaller sized
enterprises (P<0.001). However, apparent differences across specific industry sectors were not
significant (P=0.103). The uptake of health surveillance was higher in organisations reporting the
carrying out of work where workers were exposed to agents that might cause occupational asthma.
However, such an association was not consistent across industry sectors. Specifically, uptake of health
surveillance in those reporting the presence of exposures that might cause occupational asthma was
24.2% in bakery enterprises, 16.7% in motor vehicle repairers, and 14.1% in woodworking
enterprises.
Reported levels of risk assessments were found to vary little across industry sectors (i.e. 66.0%,
71.8% and 65.2% for the bakery, wood working and motor vehicle repair sector respectively,
P=0.406). However, risk assessments were significantly more likely (P<0.001) to be reported in small
and medium/large enterprises (91.1%, 100%) than in micro enterprises (59.8%).
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Table 1: Uptake of Health Surveillance – Sector Specific
Interviewees (n=457)
Bakers (n=153)

Woodworkers (n=149)

n

%

Yes to health surveillance for
occupational asthma? (Q6)*

27/153

17.6

Micro (<10 employees)
Small (10-50 employees)
Medium (50-250 employees)
Large (>250 employees)

101/153
34/153
10/153
8/153

Plant
In store
Craft
Milling
Other
Yes to self-reported
occupational asthma risks in
workplace? (Q3)*

n

%

Yes to health surveillance for
occupational asthma? (Q6)*

14/149

9.4

66.0
22.2
6.5
5.2

Micro (<10 employees)
Small (10-50 employees)
Medium (50-250 employees)
Large (>250 employees)

116/149
27/149
3/149
3/149

20/153
17/153
100/153
6/153
10/153

13.1
11.1
65.4
3.9
6.5

Hardwood only
Softwood only
Composites only
All 3
Other combination

95/153

62.1

Yes to self-reported
occupational asthma risks in
workplace? (Q3)*

No to self-reported
occupational asthma risks in
workplace? (Q3)*
Because? (Q3b)**:
No exposures
Exposures controlled

Motor vehicle repairers (n=155)
n

%

Yes to health surveillance for
occupational asthma? (Q6)*

23/155

14.8

77.9
18.1
2.0
2.0

Micro (<10 employees)
Small (10-50 employees)
Medium (50-250 employees)
Large (>250 employees)

134/155
18/155
2/155
1/155

86.5
11.6
1.3
0.6

7/149
17/149
10/149
88/149
27/149

4.7
11.4
6.7
59.1
18.1

Body shop
Manufacture
Use of two-pack paints

155/155
0/155
36/155

100
0
23.2

78/149

52.3

Yes to self-reported
occupational asthma risks in
workplace? (Q3)*

42/155

27.1

62/111
45/111

55.9
40.5

No to self-reported
occupational asthma risks in
workplace? (Q3)*
23/57
33/57

40.4
57.9

Yes to risk assessments
carried out in workplace?
(Q4a)**

101/153

66.0

Yes to with OHP (Q4b)

27/101

26.7

Because? (Q3b)**:
No exposures
Exposures controlled

No to self-reported
occupational asthma risks in
workplace? (Q3)*
Because? (Q3b)**:
No exposures
Exposures controlled

22/67
43/67

32.8
64.2

Yes to risk assessments
carried out in workplace?
(Q4a)**

107/149

71.8

Yes to risk assessments
carried out in workplace?
(Q4a)***

101/155

65.2

Yes to with OHP (Q4b)

36/107

33.6

Yes to with OHP (Q4b)

41/101

40.6
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Interviewees (n=457)
Bakers (n=153)

Yes to with workers (Q4c)

Woodworkers (n=149)

n

%

69/101

68.3

No to risk assessments
carried out in workplace?
(Q4a)
Because? (Q5)***:
Alternative
No need
No time
Don’t know how

Yes to with workers (Q4c)

Motor vehicle repairers (n=155)

n

%

89/107

83.2

No to risk assessments
carried out in workplace?
(Q4a)
3/52
47/52
1/52
2/52

5.8
90.4
1.9
3.8

Because? (Q5)***:
Alternative
No need
No time
Don’t know how

Yes to with workers (Q4c)

n

%

83/101

82.2

4/53
40/53
3/53
5/53

7.5
75.5
5.7
9.4

No to risk assessments
carried out in workplace?
(Q4a)
2/40
34/40
0/40
4/40

5.0
85.0
0
10.0

Because? (Q5)***:
Alternative
No need
No time
Don’t know how

Notes: * Self-reported by dutyholder in telephone interview; ** Numbers for “other” categories unreported; *** Categories not mutually exclusive (therefore do not total 100%)
Possible minor denominator differences in results relate to differences in available data for each specific analysis
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Table 2: Uptake of health surveillance in organisations reporting occupational asthma risks in the
workplace
Sector/Business Size

Count/N

%

95% Confidence limit*

Bakery

23/95

24.2

16.0-34.1

Woodworking

11/78

14.1

7.3-23.8

Motor vehicle repair

7/42

16.7

7.0-31.4

Micro (<10)

12/146

8.2

4.3-13.9

Small (<25)

10/47

21.3

10.7-35.7

Medium/Large
(<250/250+)

19/22

86.4

65.1-97.1

All

41/215

19.1

14.1-25.0

P-value**

0.220

<0.001

-

* Exact confidence limit; ** P-value associated with Fishers Exact test for significant differences in counts across 3 groups

3.1.2.2

Dutyholders’ reported risks of occupational asthma

The reported risks of occupational asthma associated with the work undertaken at their workplaces
varied across each industry sector. For example, only 27.1% of MVR enterprises reported exposure to
agents that might cause occupational asthma, whereas this figure was 52.3% for woodworking, and
62.1% for bakeries (P<0.001).
Reporting of occupational asthma risks varied even more markedly with the size of enterprise, with
identified risks tending to rise with increasing size of enterprise (micro; 41.6%, small; 59.5%,
medium/large; 81.5%, P<0.001). Nearly half of those interviewed who reported the absence of
exposure to agents that might cause occupational asthma in their workplaces (45.5%) attributed this to
the fact that no such exposures occurred. A similar proportion (51.5%), said that, whilst exposure to
such agents did occur, they were well controlled and therefore posed an insignificant risk.
3.1.2.3

Quality of health surveillance

Summary statistics describing the quality of health surveillance services delivered, and associated
factors, are shown in Table 3 and Figure 2. These data relate to the 64 organisations that reported
carrying out regular health surveillance for occupational asthma. Equivalent data with the study
dataset categorised by industry sector and business size are shown in Tables H and I of Appendix E.
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Table 3: Quality of Health Surveillance – All Sectors
All (n=64)

Yes to use of HSE guidance
on HS? (Q9)
Specific guidance used
(Q10):
General guidance 11
General guidance 22
Who carries out HS? (Q11)
In house provision
External provider
Reason for choice of
external provider? (Q12)3
Competence
Well known
Cost
Local
Recommended
Yes to policy for managing
workers exposed to agents
causing asthma? (Q13a)
Yes to given to OHP?
(13b)
Yes to OHP visits site?
(Q14a)
How often? (Q14b)
More than once per
year
Once per year
Less than once per
year
Who carries out HS? (Q15)
OH doctor
GP
OH nurse
OH technician
Other responsible person
Do you check
qualifications? (Q16a)
Yes to new employees have
an initial health check? (Q18)
How is it decided which
workers need HS? (Q19)
Policy
Risk assessment
OHP decides
Management decides
Frequency of HS (Q20):
More than once per year
Once per year
Less than once per year

n

%

95% CI

47/64

73.4

60.9-83.7

4/64
5/64

6.3
7.8

1.7-15.2
2.6-17.3

20/64
44/64

31.3
68.8

20.2-44.1
55.9-79.3

10/44
6/44
6/44
17/44
19/44

22.7
13.6
13.6
38.6
43.2

11.5-37.8
5.2-27.4
5.2-27.4
24.4-54.5
28.4-59.0

51/64

79.7

67.8-88.7

23/64

35.9

44.8-77.5

35/44

79.5

64.7-90.2

15/34

44.1

27.2-62.1

14/34
5/34

41.2
14.7

24.7-59.3
5.0-31.1

4/64
6/64
18/64
7/64
29/64

6.3
9.4
28.1
10.9
45.3

1.7-15.2
3.5-19.3
17.6-40.8
4.5-21.3
32.8-58.3

20/28

71.4

51.3-86.8

45/64

70.3

57.6-81.1

32/64
34/64
10/64
23/64

50.0
53.1
15.6
35.9

37.2-62.8
40.2-65.7
7.8-26.9
24.3-48.9

22/64
34/64
6/64

34.4
53.1
9.4

23.0-47.3
40.2-65.7
3.5-19.3
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Information provided by
OHP following HS? (Q21):
Fitness for work
Restrict exposure
Specialist referral
Actions taken following
feedback from OHP? (Q22):
Review risk assessment
Reduce exposure
Remove from exposure
None of above
Actions taken to reduce
exposure? (Q23):
PPE given
PPE checked
Controls checked
Worker training
Manager training
Yes to keep employee health
records? (Q24)
2

21/64
22/64
10/64

32.8
34.4
15.6

21.6-45.7
23.0-47.3
7.8-26.9

25/64
21/64
14/64
22/64

39.1
32.8
21.9
34.4

27.1-52.1
21.6-45.7
21.5-34.0
23.0-47.3

18/21
15/21
16/21
18/21
16/21

85.7
71.4
76.2
85.7
76.2

63.7-97.0
47.8-88.7
52.8-91.8
63.7-97.0
52.8-91.8

50/64

78.1

66.0-87.5

2

Notes: G402 – Health surveillance for occupational asthma; MS25 – Medical guidance for workers exposed to occupational asthmagens;
3
Categories not mutually exclusive. Possible minor denominator differences in results relate to differences in available data for each specific
analysis

3.1.2.4

Who carries out health surveillance?

Of the 64 organisations reporting regular health surveillance, 44 (68.8%) sourced services from an
external provider, whilst 20 (31.2%) used an in-house provider. Whilst data collected was suggestive
that the use of external or in-house health surveillance services differed across industry sectors and
enterprises of different size, such apparent differences were not statistically significant.
The three most common reasons offered by interviewees as influencing the choice of external
provider (in those that procured external services) were recommendation (43.2%), the provider being
local (38.6%), and the competence of the provider (22.7%). Interviewees from each of the three
industry sectors studied were equally likely to report the reason for the choice of provider as them
being local, well-known and their low cost. However, those interviewed from the woodworking sector
were significantly more likely to report their decision as being based on the provider’s competency,
whilst those from the motor vehicle repair sector were significantly less likely to report this as the
reason (P=0.003). With respect to who carried out the health surveillance procedures, 28.1% reported
an occupational health nurse, 10.9% an occupational health technician, 9.4% a GP and 6.3% an
occupational health doctor. However, most (45.3%) reported that another responsible person carried
out health surveillance procedures. More details relating to this final category were not collected.
3.1.2.5

How often is health surveillance carried out and on whom?

The majority (79.7%) of interviewees reported the existence of an organisational policy for managing
workers exposed to agents causing asthma, and this was reported as being one of the principal
vehicles for deciding which workers needed health surveillance (50.0%), the other being a formal risk
assessment (53.1%). In addition, 35.9% reported that this decision rested with management, whilst
15.6% reported that their occupational health provider decided. Regarding the frequency of health
surveillance, the majority (87.5%) of interviewees reported testing being carried out on exposed
workers annually or more frequently.
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3.1.2.6

Outputs of health surveillance and subsequent actions taken

Approximately one third of the dutyholders reported that information outputs from health surveillance
included recommendations regarding fitness for work and restriction of exposure for at-risk workers.
In addition, three quarters reported that subsequent actions taken included the issue and checking of
personal protective equipment, checking of exposure controls and relevant employee training.
Similarly, three quarters of dutyholders reported that employee health records were kept.

Quality of health surveillance

How is it decided who needs
health surveillance?

Policy

Risk
assessment

OHP
decides

Management
decides

32/64
50.0%

34/64
53.1%

10/64
15.6%

23/64
35.9%

Frequency of health
surveillance?

> Once per year

Once per year

< Once per year

22/64
34.4%

34/64
53.1%

6/64
9.4%

Information provided by OHP
following health surveillance?

Fitness for
work

Restrict
exposure

Specialist
referral

21/64
32.8%

22/64
34.4%

10/64
15.6%

Reduce
exposure

Remove from
exposure

None of these

21/64
32.8%

14/64
21.9%

22/64
34.4%

PPE given

PPE
checked

Controls
checked

Worker
training

Manager
training

18/21
85.7%

15/21
71.4%

16/21
76.2%

18/21
85.7%

16/21
76.2%

Actions taken following
feedback from OHP?

Review risk
assessment

25/64
39.1%
Actions taken to reduce
exposure

Possible minor denominator differences in results relate to differences in available data for each specific analysis

Figure 2: Summary of quality of health surveillance

3.1.3

Occupational Health Provider Survey

Responses from the occupational health providers were much more limited. Eleven respondents
provided details of their health surveillance and overall service to relevant companies. Given that
these numbers were small, the responses are summarised here descriptively only.
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Of the eleven respondents, the vast majority (10/11) confirmed use of HSE guidance (this being a
combination of MS257 and G4028) and a written procedure to assist delivery of health surveillance,
although only the minority used either a risk assessment (4/11) carried out by the workplace or a
workplace policy or procedure (2/11) to help formulate the scheme. Whilst the majority (7/11) did not
visit the company to identify what workers did prior to formulating health surveillance, the majority
(10/11) either regularly met or communicated with the company in order to better understand likely
workplace exposures.
It appears that workers requiring health surveillance were identified by either using a risk assessment
or an employer policy, or a combination of these. Only in two cases were these decisions made by the
employers themselves. Only approximately half of respondents identified that an initial assessment
was carried out prior to exposure. In terms of the actual frequency and content of the health
surveillance, this appeared to be mostly carried out annually, and mostly consisted of a questionnaire
and lung function testing carried out by an occupational physician (6/11), general practitioner (5/11),
occupational health nurse (9/11) or technician (5/11).
Questionnaires appeared to be developed “in-house” mostly, although three providers noted that they
used an HSE provided questionnaire. There were highly varied responses to the question relating to
specific questionnaire items that help decisions in relation to fitness to work (as varied as “full
history” to “sensitisation” to “smokers and symptomatic, breathless”).
Lung function was commonly measured using a calibrated (8/11) spirometer according to a written
procedure (9/11), compared to predicted values (8/11) and assessed for accelerated decline year on
year (8/11), and only half (6/11) compared lung function values to questionnaire responses9.
Abnormal results were referred fairly equally to occupational nurses, occupational physicians and
general practitioners.
Other tests commonly included skin prick testing for allergy to inhaled agents at work, although
almost half of respondents also cited use of urine testing. Record keeping was universal, although
their content varied from fitness to work only, to this information plus medical diagnoses and
recommendations or restrictions relating to exposures for individual workers. Feedback of
information to the workplace, in anonymous format, appeared common. Notably, however, the
majority of providers (7/11) had not previously worked with the employer to develop a procedure for
handling abnormal results. Onward referral for a specialist opinion was identified as possible by most
(8/11), generally via the general practitioner, although there were mixed responses about the local
specialist expertise available (4 good and 3 average) and whether the specialist advice given was
useful (3 yes and 4 no).
3.2

PHASE 2 – QUALITATIVE SURVEY

3.2.1

Interviews with Dutyholders

The sections that follow present the results of the 13 dutyholder interviews undertaken as part of the
qualitative survey.
3.2.1.1

Reasons for undertaking health surveillance

Managing the risk to employee health, recognition of responsibility for health protection, being
legally compliant and meeting insurance obligations were the main reported reasons for undertaking
health surveillance.
7

MS25 – Medical guidance for workers exposed to occupational asthmagens
G402 – Health surveillance for occupational asthma
9
Multiple responses possible
8
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“We feel there’s a risk to the employees”
The wood working sector respondent explained their motivation for providing health surveillance
from a perspective of caring for their staff:
“We just care about our staff as well; we’ve got a responsibility to them”
The respondent in the bakery sector placed an emphasis on “custom and practice”, explaining their
motivation for providing health surveillance in terms of how things are traditionally done in that
industry:
“……something that they’ve traditionally done to ensure the.., obviously the health of their workers
and as part of what their.., what the industry does as a whole..”
Two aspects emerged from interviewee responses on the topic of the perceived value of providing
health surveillance; these were (i) the benefits of being legally compliant and (ii) compliance with
insurance company requirements.
3.2.1.2

Dutyholders not undertaking health surveillance

The views of dutyholders who did not undertake health surveillance appeared to fall into five themes,
shown below in Table 4:
Table 4: Views of dutyholders not conducting health surveillance and sectors
Theme

Mentioned by:
Bakery

1.Risk reduction measures (LEV, PPE, employee interviews)
can replace health surveillance
2. Health surveillance does not apply to us (e.g. company is too
small, we are a special case)
3. Health surveillance is an employee responsibility

MVR

Woodworking

*

*

*

*

*

*

*

*

4. Health surveillance is a costly burden

*

5. We do not know what health surveillance is

*

Notes: LEV; local exhaust ventilation, PPE personal protective equipment

These themes provide an overview of reasons why some dutyholders did not offer health surveillance
to their employees.
“we are very very low key, we’re very small.”
This finding suggested that this dutyholder thought that they fell outside the criteria for undertaking
health surveillance.
Concerns about cost of health surveillance were also expressed by one dutyholder:
“But, you know, adding it on top of any, you know, expenses for companies, that’s another burden
you know? And this is probably why most of companies don’t do it really.”
In addition, a recurrent view identified was that responsibility was on employees to protect themselves
once awareness has been raised:
“I would say they’re all aware, they’ve all got the booklet, they’ve read it, you know and there has to
come a point I believe when you have to take responsibility for yourself…..”
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Respondents in the MVR sector reported that their companies were not involved in paint spraying or
bodywork repair.
3.2.1.3

Understanding of the term “health surveillance”

When dutyholders not providing health surveillance were asked what the term health surveillance
meant to them, their answers varied. Examples included:








Being aware of employee’s health
Monitoring staff health and discussing concerns
Looking after yourself
Observing risks in work environment
Health surveillance is like risk assessment
An annual interview for staff
Don’t know

Comparing these responses to an HSE definition of health surveillance (“putting in place systematic,
regular and appropriate procedures to detect early signs of work-related ill health among employees
exposed to certain health risks; and acting on the results”), it is clear that some respondents’
understanding of the term was not in line with the HSE definition.
3.2.1.4

Deciding on a competent health surveillance provider

Dutyholders described two approaches to choosing a competent occupational health adviser: the first
was by sending out a questionnaire to occupational health providers in the geographical locality and
the second was by considering occupational health providers used by companies in the same industry.
3.2.2

Interviews with Occupational Health Providers

Interviews were completed with four occupational health providers, from a range of different settings;
(i) the NHS, (ii) an independent OH practitioner, (iii) a private OH provider organisation and (iv) a
practitioner delivering health surveillance services only. The objective of these interviews was to
explore the opinions of occupational health practitioners regarding the effectiveness of health
surveillance programmes in identifying early cases of occupational asthma, to determine how these
health surveillance programmes were managed and what the programmes included. Ultimately, this
was undertaken to gain an understanding of the potential effectiveness and quality of existing health
surveillance programmes.
3.2.2.1

Effectiveness of health surveillance programmes in the early identification of
occupational asthma

All of the occupational health professionals interviewed used a questionnaire and spirometry (lung
function testing) to identify workers with breathing problems (using both methods is considered as
good practice). One practitioner specifically reported using a lifestyle questionnaire with a respiratory
element, although the utility of such approaches is not evidence based and could complicate the
process of health surveillance.
Basing the need for, and content of, health surveillance on a risk assessment process was practiced in
the main, although it was noted in some cases that details of the risk assessment were not supplied to
the occupational health provider by the dutyholder.
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3.2.2.2

Identifying early symptoms of occupational asthma

Occupational health professionals were also asked about the symptoms they would consider for
identifying workers with early breathing problems. Responses (actual) included: “breathlessness”,
“rhinitis”, “sore eyes”, “cough”, “repeated chest infections” and “sore throat”.
Comparing this range of symptoms to current HSE guidance, they appear reasonably comprehensive,
although some practitioners did not describe the full range of symptoms that would be considered
important. This may suggest a knowledge gap in the understanding of the key early symptoms of
occupational asthma or simply a lack of recall ability for this particular question.
3.2.2.3

Feedback to employees and dutyholders

A consistent approach was reported concerning the feedback provided to employees following health
surveillance. Employee feedback was provided at the time of health surveillance, with follow up for
cases with abnormal results.
The content of feedback to dutyholders was based on summaries and reports, including fitness for
work information, unless an onward referral to see an occupational health physician was required
following an abnormal result. If this was the case, then further advice on fitness for work would
follow from the occupational health physician.
Occupational health professionals reported that the processes used for feedback were clearly
established. However, it was noted that the feedback was only as effective as the decisions made by
dutyholders on receipt of the information provided. Poor communication between occupational health
professionals and dutyholders was seen as a factor that could impact negatively on the effectiveness of
the feedback provided.
3.2.2.4

Frequency of health surveillance

Occupational health professionals were asked about the frequency of health surveillance carried out.
Spirometry was consistently reported as being undertaken on an annual basis, and one practitioner
noted that if abnormal results were obtained, tests would be repeated at an interval of three months. A
particular practice reported by one occupational health professional was to carry out baseline lung
function testing at the commencement of employment for each worker, then at six weeks and then six
months, before entering into the normal health surveillance programme.
3.2.2.5

Reliability of the lung function testing process

All occupational health professionals reported annual calibration of spirometers, pre-test verification
of spirometers and carrying out height measurements; all recognised as important quality contributors
to health surveillance. Training of those undertaking testing (e.g. the practitioner) and ensuring a good
technique from the employee were also mentioned.
Some interviewees reported practices (e.g. the number of blows an employee is allowed to carry out
when undergoing lung function assessment), which suggest that refresher training might be useful. A
lack of recall of the standards used for the interpretation of lung function test results was also noted.
3.2.2.6

Barriers and enablers to uptake of good quality health surveillance

The main barriers to the uptake of health surveillance reported by occupational health professionals
were cost, time, and the practicality of running the testing process. In the opinion of one practitioner,
limitations on time and cost restrict the quality of what can be offered. Another respondent explained
that cost and practicality issues are the main reasons that health surveillance was delivered through
mobile clinics:
“because really they’re paying us for three hours and they do get more than three hours because a lot
of what we do, we do have to come back and do in the office so we’re very restricted in what we can
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do because, fair enough, you’re there but you’re there and then it’s like boom boom boom and out the
door again”
Employee belief systems about health surveillance were also implicated as barrier to uptake. One
occupational health professional mentioned employees associating health surveillance with company
disciplinary processes:
“I can’t think of another word for it but it’s almost sort of disciplinary thing. If you find anything
wrong, they’re gonna fire me aren’t they, they’re gonna sack me"
Occupational health professionals mentioned a number of factors enabling the practice of good quality
health surveillance: these included (i) a clear brief from the dutyholder as to what they want or expect
from the occupational health professional, (ii) a good contact within the company and (iii)
dissemination of knowledge to make people more aware of issues and statutory obligations.
3.2.2.7

Summarising the employee “journey”

The employee “journey” typically starts with a risk assessment carried out by the dutyholder,
followed by the identification of early symptoms suggestive of asthma by one or more medical
doctors. The expectation is that the dutyholder will manage the risks of occupational asthma, with
clinical management of diagnosed conditions being typically carried out in the NHS. In all cases,
interviewees reported that the employee “journey” ends with referral to the GP or other medical
assessor.
However, there appeared to be differences between occupational health professionals in terms of the
specialist input they provided through this typical journey. Two organisations reported direct referral
to a worker’s GP after abnormal results were identified, with what appears to be minimal further
occupational health input. By contrast, the other occupational health professionals reported engaging
in a process of formal follow-up, and possibly referral to an occupational physician. The main
differences appeared to be in the degree of occupational health input to the condition management
process after initial symptom identification.
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4. DISCUSSION
The overall response rate seen in this study was 32%. This value is deemed to be acceptable 10, given
the nature of the study; although inevitably low response rates introduce potential participation bias
and difficulties with generalisability of the results.
There were no opportunities, given the design of the project, to comment further on the reasons for
non-response. It seems reasonable, however, to assume similar (or less) health surveillance uptake in
non-respondents in comparison to respondents, given that responders may already represent a more
interested and engaged group in relation to current requirements and provision. Examination of the
limited data relating to non-respondents suggests rates of non-response were comparable across the
different industry sectors investigated.
In the dutyholder survey, most respondents were from micro sized organisations, employing fewer
than 10 employees, given their predominance in the sampling frame.
Risk assessments were common across all sectors (overall seen in 67% of the sample). Risk
assessment involved discussion with workers (for example 83% in the woodworking sector), but not
with the occupational health provider (for example 34% in the woodworking sector). Workplace size
had some bearing on risk assessment; these were universal in medium/large workplaces, very
common (91%) in small workplaces, and less common in micro workplaces (60%). Reasons cited for
lack of risk assessment were (most commonly) "no need", followed in order of decreasing frequency
by "don't know how", "alternative assessment" and "no time".
Responses to questions relating to exposures that were able to cause asthma generally reported the
presence of such exposures at these worksites. The exception was the MVR sector, with just under a
quarter reporting the use of two pack paint systems. It was not possible to preferentially target motor
vehicle repairers specifically undertaking isocyanate paint spraying bodyshop repairs in the
methodology used.
The reported occupational asthma risk as identified by the dutyholder was rather low (overall 47% of
all respondents identified this), particularly considering that the sectors were chosen for their
established increased risk of occupational asthma. In general, it was higher in bakers (62%) and in
medium/larger enterprises (82%).
The findings from the qualitative interviews produced a few lines of reasoning to explain the nonprovision of health surveillance. Some respondents said they thought that they belong to organisations
that do not have obligations or responsibilities to provide health surveillance, either because they have
other measures in place (for example the provision of equipment), they see health surveillance as an
employee responsibility or because they see themselves as “special cases” that do not need to provide
health surveillance (for example the quote; “we’re very… small”). The study protocol did not allow
for any form of confirmation of the processes or controls used in the workplaces. It was therefore not
possible to validate the self-reported data on occupational asthma risk. If exposure is very well
controlled, the risk may be greatly reduced and it may not be necessary to provide heath surveillance.
The level of uptake of health surveillance was 19%, focusing just on those businesses reporting their
view of exposure to asthmagens in the workplace. This finding is comparable to that of a similar study
of the uptake of health surveillance for noise/vibration exposed workers (see HSE RR94811).
10
Kelly BJ et al. Response rates to a mailed survey of a representative sample of cancer patients randomly drawn from the Pennsylvania
Cancer Registry: a randomized trial of incentive and length effects. BMC Medical Research Methodology 2010; 10:65.
11
Mason HJ. Uptake and quality of health surveillance for hand arm vibration and noise exposure: A telephone based survey among
dutyholders. Research Report RR948 [Online] Health and Safety Executive 2012. Available at
http://www.hse.gov.uk/research/rrhtm/rr1057.htm
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Level of uptake of health surveillance was found to vary significantly with business size. Levels were
markedly higher in larger organisations. Particularly low levels of uptake were found in micro
businesses employing less than 10 workers (7%). Again, this is similar to previous findings
(RR948)10.
In terms of the quality of health surveillance provided, findings generally suggested that the content of
health surveillance was based on some form of guidance, although the source of that guidance
appeared to vary widely, even within a sector. Similarly, a mix of internal (minority) and external
providers delivered health surveillance, the latter most likely identified due to their locality and from
recommendations, although competence was also cited as a reason for their choice.
Health surveillance was delivered primarily by nursing or other responsible persons at work, often
incorporating a "new employee" check. It was less clear exactly how health surveillance programmes
were developed, with only approximately a half of dutyholders noting that there were associated
policies and risk assessments. Health surveillance was carried out either annually or more frequently,
but only one third of dutyholders reported receiving information on, for example, fitness to work from
those delivering their health surveillance programme.
With regard to the occupational health provider survey, although much smaller than the dutyholder
survey, the responses supplied by occupational health professionals added a further dimension to the
overall findings of this project. Whilst it was not possible to be certain that this small sample was
representative of the wider occupational health providers for the dutyholders, it was evident that
occupational health providers used HSE guidance to formulate their health surveillance procedures.
There was, however, significant variation seen in the type of guidance used.
Only a very small number of occupational health providers reported using a risk assessment from the
worksite to help inform their approach to health surveillance. Health surveillance tools used (such as a
questionnaire) appeared to be developed predominantly in-house, although certain providers
mentioned an HSE questionnaire that was in use. Lung function appeared to be measured
appropriately, with the majority calibrating relevant equipment, but there was a lack of comparison of
measures with individual questionnaire responses.
Whilst dutyholders did not commonly report fitness to work as an outcome fed back to them from
occupational health professionals, the latter group noted that this outcome was commonly evaluated.
Finally, whilst access and referral to local respiratory specialists was identified as possible, the
occupational health professionals often questioned how useful the advice was when it was received.
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5. APPENDICES12
5.1

APPENDIX A: SURVEY DESIGN

Table A: Margin of Errors Associated with a Range of Estimates of Health Surveillance Uptake (P
alpha=0.05)
Sample Size (n)
50

100

300

500

1000

0.9

0.082

0.059

0.033

0.025

0.018

0.8

0.112

0.078

0.045

0.035

0.025

0.7

0.127

0.090

0.051

0.039

0.027

0.6

0.135

0.096

0.055

0.043

0.029

0.5

0.139

0.098

0.057

0.043

0.031

0.4

0.135

0.096

0.055

0.043

0.029

0.3

0.127

0.090

0.051

0.039

0.027

0.2

0.112

0.078

0.045

0.035

0.025

0.1

0.082

0.059

0.033

0.025

0.018

Proportion (p)

Table B: Margin of Errors for a Postulated HS Uptake of 30% (P alpha=0.05)
Sample Size (n)
50

100

300

500

1000

17-43%

21-39%

25-35%

26-34%

27-33%

HS Uptake (%)
30%

Table C: High Risk Sectors for Occupational Asthma
Cases of OA
(per million)1

Approx. sector size
(thousands)3

Cases of OA
(total for sector)

Cases of OA
(% contribution)

Bakery

610

100

61

24%

Motor Vehicle
Repair

130

537

70

28%

Woodworking

2342

128

302

12%

10

24,946

249

100%

Industry Sector

All Sectors

Notes: 1Based on SWORD/OPRA data for the period 2007-09; 2Derived by scaling data from Bakerly et al. 2008; 3LFS data

12

Possible minor denominator differences in results in all the appendices relate to differences in available data for each specific analysis
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Table D: Industry Sectors of Interest to Study and Associated SIC Codes
SIC 2007 Codes
10.7, 10.6
45.2, 29.2
16, 31

Description
Manufacture of bakery, farinaceous and
grain mill products
Maintenance and repair of motor vehicles,
manufacture of vehicle bodies
Manufacture of wood products and furniture

Table E: Industry Sector by Business Size – National Picture
% Medium and large enterprises
(>50 employees)

% Micro enterprises
(<10 employees)

% Small enterprises
(10 to 50 employees)

Bakery sector

71

18

9

Motor vehicle
repair sector

86

9

1

Woodworking
sector

79

18

3

Based on Dun and Bradstreet data
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5.2

APPENDIX B: DUTYHOLDER INTERVIEW PROFORMA

Occupational Asthma Dutyholder Questionnaire
Good morning/afternoon. My name is ....... from Peak Answers, calling on behalf of the Health & Safety Laboratory. Can I
speak to the person responsible for health and safety within your organisation. INTERVIEWER NOTE – this might be a
supervisor, managing director or health and safety manager, depending on the size or nature of the company.
I’m calling to see if you could help us with a telephone survey that the Health and Safety Laboratory are running for the
Health and Safety Executive (government body). All of the information you give us will be anonymous and your
organisation will not be identified in our final report or charged for your time. We appreciate that time is limited, but if you
could spare us a small amount of time, we would be really grateful.
The aim of the study is to investigate the uptake and quality of health surveillance for occupational asthma in high-risk
industry sectors in Great Britain. In simple terms, we are trying to find out what sort of health checks are undertaken for
occupational asthma for people working with wood/flour/vehicle body paints.
We simply could not do this without your help.
The questionnaire shouldn’t take longer than 15 minutes of your time. The questions mostly need a yes, no or don’t know
answer or choices from a list that will be read out to you.
Would you be happy to help with this survey please? Yes / No
If yes, continue with the questions.
If the person feels they are still not the best person to help us, ask them to put us in touch with someone who could complete
this quick survey. If asked who? Say that you would like to speak with an appropriate representative for your organisation
(the Company Director (especially for small size organisations), a Senior Manager, a Human Resources, or Health and
Safety Manager).
If no, (they do not want to participate) thank them for their time and end call.
SECTION 1
Q1 How many people approximately does your company employ nationally?
1 person
2-5
6-9
10-25
26-50
51-100
101-250
250+

1
2
3
4
5
6
7
8

Q2a Does your company conduct any of the following on site?
Baking with flour or milling grain
Wood working or manufacture of furniture
Motor vehicle repair or manufacture of vehicle bodies
None of these

1
2
3
4

IF NONE, THANK AND CLOSE
If Q2a = 1
Q2b Is your company or organisation a (SINGLE CODE ONLY):
Plant Bakery
An “in store” Bakery
Craft Bakery
Milling Organisation
Other SPECIFY:

1
2
3
4
5

If Q2a = 2;
Q2c Does your company handle or use (MULTICODE OK)
Hardwoods?
Softwoods?

1
2
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Wood composites?

3

If Q2a = 3;
Q2d Is your company or organisation a: (SINGLE CODE ONLY)
Motor vehicle repairer or body shop
Motor vehicle manufacturer

1
2

Q2e Does your company use two pot or two pack paints (isocyanate based paints)
Yes
No
Don’t know

1
2
3

ASK ALL
Q3a Are there any activities or processes where workers can breathe in dust or aerosols at your company that might cause
occupational asthma? e.g. flour, enzymes (bread improvers), hard woods, soft woods, wood composites, two pack paints.
Yes
1
No
2
Don’t know
3
ASK IF NO. OTHERS GO TO Q4A
Q3b Have you answered ‘No’ because: SINGLE CODE ONLY
There are no exposures at all that might cause asthma
There are exposures but these are well controlled
For another reason (SPECIFY):

1
2
3

ASK ALL
Q4a Does your company carry out a risk assessment of the workplace to help identify and control any agents that might
cause asthma?
Yes
1
No
2
Don’t know
3
ASK If YES AT Q4a. OTHERS GO TO Q5
Q4b Do you involve your occupational health provider when doing this?
Yes
No
Don’t know
Not applicable

1
2
3
4

Q4c Do you involve workers when doing this?
Yes
No
Don’t know

1
2
3

ASK IF NO, DON’T KNOW OR NOT APPLICABLE AT Q4a
Q5 If the company does not use a risk assessment please tell us why not from these options: READ OUT. MULTICODE OK
We use another form of assessment;
1
If yes, please state what you use
Did not know there was a need to conduct one;
2
There is not enough time;
3
4
Did not know how to do one;
Other reason (SPECIFY)
5
ASK ALL
Q6 Do you carry out any form of regular health checks (or health surveillance) for occupational asthma at your company?
Yes
1
No
2
Don’t know
3
INTERVIEWER NOTE If respondents are unclear about what health surveillance is, use the following description: Health
surveillance means that you have a nurse and/or doctor helping you look after the health of workers who may be at risk of
developing asthma because of exposures at work.
ASK IF NO OR DON’T KNOW AT Q6. OTHERS GO TO Q9
Q7 Why have you made a decision not to carry out regular health checks?

33

Q8a Would you be willing to help us with a further quick anonymous interview at a later date?
Yes
No

1
2

ASK IF YES. OTHERS THANK AND CLOSE
Can I just take organisation details:
Q8b Organisation Name:
Q8c Contact Name:
Q8d Telephone Number:
Q8e Email Address:
SECTION 2
Q9 Do you use HSE guidance to help you develop and run your health surveillance programme for occupational asthma?
Yes
1
No
2
Don’t know
3
ASK IF YES. OTHERS GO TO Q11. ONLY SHOW RELEVANT SECTIONS BASED ON Q2a
Q10 What guidance do you use?
G402 - Health Surveillance for Occupational Asthma
MS25 - Medical Guidance for workers exposed to occupational asthmagens

1
2

Sector specific guidance (may need to use as prompts) for example:
PROBE TO CODE. ONLY DISPLAY RELEVANT SECTIONS BASED ON Q2
Bakery
Bakers - time to clear the air! flour dust can cause asthma
Guidance on dust control and health surveillance in bakeries
Interactive training package "Breathe Easy"
Priorities for health and safety in the flour and grain milling industries FIS13
Don’t know name of guidance

3
4
5
6
7

Vehicle spray painter / Motor Vehicle Repair (MVR)
Safety in Motor Vehicle Repair: Working with 2-pack isocyanate paints
Motor vehicle repair: Good practice for SMART sprayers
Controlling isocyanate exposure in spray booths and spray rooms
MVR topic inspection pack – Isocyanate exposure
COSHH and vehicle spray painters - key messages
COSHH Essentials - motor vehicle repair
Motor vehicle repair - Respiratory health in the workplace
Don’t know name of guidance

8
9
10
11
12
13
14
15

Woodworker
COSHH Essentials
Wood dust: Controlling the risk - WIS23REV1
COSHH and the woodworking industries - WIS6REV
Selection of respiratory protective equipment suitable for use with wood dust
Don’t know name of guidance

16
17
18
19
20

Other (SPECIFY)
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Q11 Are the regular health checks you provide conducted by: (SINGLE CODE ONLY)
An in-house occupational health provision?
`
An external occupational health provider?

1
2

ASK IF Q11 = 2. OTHERS GO TO Q13a
Q12 Which of the following were the major factors in your choice of provider? You can choose more than one option.
READ OUT. MULTICODE OK
Competence
1
Well known Provider
2
Cost
3
Local provider to your company
4
Recommended by someone
5
Other (SPECIFY)
6
ASK ALL
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Q13a Does your company have procedures or policies in place for managing workers exposed to agents that may cause
asthma?
Yes
1
No
2
Don’t know
3
ASK IF Q13a=1 AND Q11=2OTHERS GO TO Q14a
Q13b Do you provide your occupational health provider with a copy?
Yes
No

1
2

ASK IF Q11=2. OTHERS GO TO Q15
Q14a Does your occupational health provider visit your company to get familiar with what your company does, and what
type of exposures there may be that could cause asthma?
Yes
1
No
2
ASK IF YES. OTHERS GO TO Q15
Q14b How often do they visit?
Every six months
Once a year
Other, (SPECIFY)

1
2
3

ASK ALL
Q15 Which of the following people are involved in carrying out health surveillance?
MULTICODE OK
1
An Occupational Health Doctor?
A General Practitioner?
2
An Occupational Health Nurse?
3
An Occupational Health Technician/Support Worker?
4
A Responsible Person at work?
5
Other (SPECIFY)
6
INTERVIEWER NOTE regarding ‘responsible person’ - An individual appointed as part of a health surveillance
programme, acting as a communicator with employees. These individuals are not usually medically qualified but should
have received general training on specific topics and understand health surveillance procedures in their organisation.
ASK IF CODED 1-3 AT Q15. OTHERS GO TO Q17
Q16a Do you check (where applicable) that the nurses and doctors that are carrying out your health checks are suitably
qualified?
Yes
1
No
2
ASK IF YES. OTHERS GO TO Q17
Q16b How do you do this?
ASK ALL
Q17 Can you say which qualifications your providers have?
Q18 Do employees who will be under health surveillance who are new to the job have an initial assessment before they are
exposed?
Yes
1
No
2
Don’t know
3
Q19 How is it decided which workers need health surveillance?
READ OUT. MULTICODE OK.
Company policy that recommends HS for all workers in certain areas
Based on a risk assessment
With OH Provider
Determined by workplace management only

1
2
3
4

Q20 How often does your company carry out health surveillance for workers exposed to agents at work that might cause
asthma? Is it:
Twice yearly
1
Annually
2
Other (SPECIFY)
3
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Q21 Which of the following information do you get from the Occupational Health provider following health surveillance?
READ OUT. MULTICODE OK.
Fitness for work with current job only
1
Recommendation on possible restrictions of exposure
2
Recommendation for the need for specialist medical referral
3
Any other information (SPECIFY)
4
Q22 Which of the following actions have you taken following feedback from health surveillance? READ OUT.
MULTICODE OK
Reviewed your risk assessment to further control or reduce exposure
1
Reduced exposure to an individual / or group(s)
2
Removed individual from exposure totally, if necessary
3
None
4
Other (SPECIFY)
5
ASK IF YES TO ‘REDUCE EXPOSURE TO AN INDIVIDUAL/OR A GROUP(S). OTHERS GO TO Q24
Q23 Do you MULTICODE OK:
Provide PPE or RPE
1
Check / refine existing PPE/RPE
Check / refine existing controls
Provide training to workers
Provide training to managers
Other (SPECIFY)
None of these.

2
3
4
5
6
7

ASK ALL
Q24 Do you keep health records for each employee?
Yes
No
Don’t know

1
2
3

Q25 Can I just ask your name?:
Q26 And what is your job title?
Q27 Can I just confirm your telephone number?
Q28 Date of call? (FROM SYSTEM)
Q29 And what is your postcode?
Q30 What is the primary SIC code for the company? (FROM SAMPLE)
Q31 Would you be happy to share the details of your Occupational Health Provider as we would like to contact them also for
this survey?
Yes
1
No
2
IF YES, ASK Q31. IF NO, GO TO Q33
Please provide contact details including contact name if possible, telephone number and e-mail address:
Q32a Name of Occupational Health provider?
Q32b Contact Name:
Q32c Phone number:
Q32d Email address:
Q33Would you be happy to be part of our next survey looking at more in depth some aspects of health surveillance for
occupational asthma please? It will be of 30 minutes duration over the phone?
Yes
1
No
2
IF YES AT Q33 ASK Q34, OTHERS GO TO Q35
Q34 Which phone number should we use for this please?
Phone number
THANK RESPONDENT AND CLOSE
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5.3

APPENDIX C: OCCUPATIONAL HEALTH PROVIDER INTERVIEW
PROFORMA

Good morning/afternoon. My name is . . . . . from Peak Answers and I am phoning on behalf of the Health and Safety
Laboratory, a research agency of the Health and Safety Executive (government body). Would it be possible to speak to the
person (clinical director/occupational physician or health nurse? with day-to-day responsibility for providing occupational
health services to Company X”?
Once the appropriate person is on the phone
Once you have the correct person on the telephone, continue below. If not, try to find out the contact details of the person
with the above responsibility.
“I’m calling to see if you can help us with a telephone survey that the Health and Safety Laboratory are running for the
Health and Safety Executive. The aim of the study is to investigate the uptake and quality of health surveillance for
occupational asthma in high-risk industry sectors in Great Britain.
You have been invited to take part in this brief survey following contact with a company you provide Occupational health
services to. There is no HSE inspection or charging involved. We are really keen to speak to companies like yours who have
experience of health surveillance for occupational asthma.
The questionnaire shouldn’t take longer than 15 minutes of your time, and mostly need a ‘yes’ or ‘no’ answer or choices
from a list of alternatives that will be read out to you. All of the information is anonymous and confidential. You or your
organisation will not be identifiable in any way when the results will be reported.
You do not, of course, have to take part at all but we hope that you could spare a short time to help. This is an important
survey, the findings of which we hope will help understanding how to improve the health of workers further.
Would you be happy to help with this survey please? Yes / No
If yes, continue with the questions.
If no, thank them for their time and end call.
Note for interviewer: If asked by participants,
In simple terms, we are trying to find out what sort of health checks are undertaken for occupational asthma for people
working with wood/flour/vehicle body paints.
We simply could not do this without your help.
Q1a Can you confirm that you carry out health surveillance for occupational asthma at company X (INSERT FROM
SAMPLE THROUGHOUT)?
Yes
1
No
2
ASK IF NO AT Q1a. OTHERS GO TO Q2
Q1b Why do you think Company X thought you did?
THANK AND CLOSE
ASK ALL CODED YES AT Q1a
Q2a Did you use HSE guidance to help you develop and run your health surveillance programme for occupational asthma?
Yes
1
No
2
Don’t know
3
ASK IF YES AT Q2a. OTHERS GO TO Q3
Q2b What guidance do you use?
G402 - Health Surveillance for Occupational Asthma
MS25 - Medical Guidance for workers exposed to occupational asthmagens

1
2

Sector specific guidance (may need to use as prompts) for example:
PROBE TO CODE. ONLY DISPLAY RELEVANT SECTIONS BASED ON Q2
Bakery
Bakers - time to clear the air! flour dust can cause asthma
Guidance on dust control and health surveillance in bakeries

3
4
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Interactive training package "Breathe Easy"
Priorities for health and safety in the flour and grain milling industries FIS13
Don’t know name of guidance

5
6
7

Vehicle spray painter / Motor Vehicle Repair (MVR)
Safety in Motor Vehicle Repair: Working with 2-pack isocyanate paints
Motor vehicle repair: Good practice for SMART sprayers
Controlling isocyanate exposure in spray booths and spray rooms
MVR topic inspection pack – Isocyanate exposure
COSHH and vehicle spray painters - key messages
COSHH Essentials - motor vehicle repair
Motor vehicle repair - Respiratory health in the workplace
Don’t know name of guidance

8
9
10
11
12
13
14
15

Woodworker
COSHH Essentials
Wood dust: Controlling the risk - WIS23REV1
COSHH and the woodworking industries - WIS6REV
Selection of respiratory protective equipment suitable for use with wood dust
Don’t know name of guidance

16
17
18
19
20

Other (SPECIFY)

21

ASK ALL
Q3 Does your company have a written procedure that describes the system you use when carrying out health surveillance for
occupational asthma?
Yes
1
No
2
Don’t know
3
Q4 Before any health surveillance was undertaken did Company X provide you with:
The results of a risk assessment of the workplace, including information about exposures that can cause asthma
Yes
No
Not applicable
Don’t know

1
2
3
4

A procedure or policy for managing workers exposed to agents at work that can cause asthma
Yes
No
Not applicable
Don’t know

1
2
3
4

Q5 Did you visit Company X to find out what the workers do?
Yes
No
Don’t know

1
2
3

Q6a Do you directly meet or communicate with the company in order to get an understanding about exposures that might
cause asthma at work?
Yes
1
No
2
ASK IF YES AT Q6A. OTHERS GO TO Q7
Q6b How often do you do this?
Twice yearly
Annually
Other, (SPECIFY):

1
2
3

Q6c If yes how useful have you found this?
Very useful
Somewhat useful
Not really useful.

1
2
3

ASK ALL
Q7 Which of the following people are, or maybe, involved in carrying out health surveillance?
READ OUT. MULTICODE OK
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An Occupational Physician?
General Practitioner?
An Occupational Health Nurse?
An Occupational Health Technician/Support Worker?
A Responsible Person at work?
Other (SPECIFY)

1
2
3
4
5
6

Q8 Do employees who will be under health surveillance (e.g. new workers) have an initial assessment before they are
exposed?
Yes
1
No
2
Don’t know
3
Q9 How is it decided which workers need health surveillance?
READ OUT. MULTICODE OK.
Employer’s policy
Based on a risk assessment carried out by Company X
Based on a risk assessment carried out by yourself
Company Procedure/policy in place, risk assessment and consultation with management and yourself
Determined by workplace management only

1
2
3
4
5

Q10 How often do you carry out health surveillance for workers exposed to agents at work that might cause asthma? Is it:
Twice yearly
1
Annually
2
Other (SPECIFY)
3
Q11 Does your health surveillance for occupational asthma include (this can be one or more elements): READ OUT.
MULTICODE OK
1
A questionnaire about respiratory and symptoms
Lung function testing
2
Neither of these
3
Q12 Does your health surveillance for occupational asthma include any of the following tests? (this can be one or more
elements): READ OUT. MULTICODE OK
Skin testing for allergy
1
Blood tests
2
Breath test for nitric oxide
3
Urine testing
4
Other (SPECIFY)
5
ASK IF USE QUESTIONNAIRE AT Q11. OTHERS GO TO Q15
Q13 Is the questionnaire you use during health surveillance for occupational asthma:
READ OUT. SINGLE CODE ONLY
One that you have developed
One available from HSE
Other: please state
Do not know where it is from

1
2
3
4

Q14a Are there any questions on your questionnaire that you take note of more than others to help you decide on fitness for
work?
Yes
1
No
2
Don’t know
3
ASK IF YES AT Q14a. OTHERS GO TO Q15
Q14b Which questions are these? PROBE FULLY
ASK IF USE LUNG FUNCTION TESTS AT Q11. OTHERS GO TO Q20
Q15 Thinking about the lung function tests you carry out as part of the health surveillance, do you: READ OUT.
MULTICODE OK
Check that the results are in the normal range for each worker
Compare with the previous lung function test result for that individual
Compare with the questionnaire findings
None of these
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1
2
3
4

Q16 And what prompts you to take action about a result? READ OUT. MULTICODE OK
If the values are not in the normal range
If the values are getting worse year on year
Other (SPECIFY)

1
2
3

Q17 If you get an abnormal result from a lung function test how is that managed? Is it: READ OUT. MULTICODE OK
Referred to Occupational Health Nurse
1
Referred to Occupational Physician
2
Referred to General Practitioner
3
Other (SPECIFY)
4
Q18 Do you calibrate your spirometer before use in lung function tests?
Yes
No
Don’t know

1
2
3

Q19 Do you have standard written procedures for carrying out spirometry?
Yes
No
Don’t know

1
2
3

ASK ALL
Q20 Do you keep medical records for each worker which contain the outcome of their health surveillance?
Yes
No
Don’t know

1
2
3

Q21 Which of the following information do you provide to the employer following health surveillance? READ OUT.
MULTICODE OK
1
Fitness for work with current exposures only
Medical diagnosis only
2
Both fitness for work information and diagnosis
3
Recommendation on possible restrictions of exposure
4
Recommendation for the need for specialist medical referral
5
Any other information (SPECIFY)
6
Q22 Do you provide feedback on anonymised groups of workers following the completion of health surveillance?
Yes
No
Don’t know

1
2
3

Q23 Are you involved in giving information to get better compliance in relation to COSHH health surveillance?
Yes
No
Don’t know

1
2
3

Q24a Did you involve the employer in producing a procedure for responding to abnormal results?
Yes
No
Don’t know

1
2
3

ASK IF YES AT Q24a. OTHERS GO TO Q25
Q24a are workers aware of this?
Yes
No

1
2

SK IF YES AT Q24a. OTHERS GO TO Q25
Q24b are workers involved in producing this?
Yes
No

1
2

ASK IF NO AT Q24a. OTHERS GO TO Q25
Q24c Why not?
ASK ALL
Q25a When employees present with abnormal results, can you refer to specialists in secondary care?
Yes
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1

No
Don’t know

2
3

ASK IF YES AT Q25a. OTHERS GO TO Q26
Q25b Was this via their General Practitioner?
Yes
No
Don’t know

1
2
3

ASK IF YES AT Q25b. OTHERS GO TO Q26
Q25c How would you characterise your local expertise link? Would you say it is:
Good
Average
Poor

1
2
3

Q25d Do workers attend for their appointments?
Yes
No
Don’t know

`

1
2
3

Q25e Is the advice given useful?
Yes
No
Don’t know

1
2
3

ASK ALL
Q26 Would you be willing to help with a more detailed telephone interview at a later date?
Yes
No

1
2

Q28 Date of this interview: FROM SYSTEM
Q29 Can I just confirm your name?:
Q30 And what is your job title?
Q31 Can I just confirm your telephone number?:
ASK IF YES AT Q26
Q32 And can I take your email address please?
THANK AND CLOSE
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APPENDIX D: QUALITATIVE TOPIC GUIDE

5.4

Dutyholder – With Health Surveillance (qualitative Question Set A)
A. Information about the dutyholder & organisation background
1. I will begin by asking you some background questions regarding the company you work for and your role
within the company: Can you confirm your industry sector? Prompts: bakery, wood working, MVR.
2. What is your job title in the company? Prompts: HR, Manager.
3. What is your role with respiratory health surveillance (or health checks) for occupational asthma in the
company? Prompts: take managerial decision of hiring OH provider, other, etc.
B. Approach taken to implement HS with OHP
4. Why does your organisation undertake health surveillance for asthma?
Prompts:

Being a legal requirement

Employee sickness absence

HSE guidance

Trade association information

Previous case of ill health/RIDDOR

Advice from insurers

Risk & COSHH assessment
5. Can you describe how respiratory health surveillance was initiated/is organised in the company?
6. Who is involved?
7. What information do you give to the OH provider to assist them to carry out this health surveillance?
Prompts:

Risk assessment

Access to your in-house policies
8. In your view, what facilitates or hinders the provision of this information to the OH provider?
9.

How does your company choose a competent OH provider for respiratory health surveillance? Prompts:
checking and ensuring qualifications of nurses, doctors; Specialist training in respiratory health surveillance;
SEQOHS OH provider etc.
10. Have you ever had a visit from a HSE Inspector relating to health surveillance? If yes, what
impact or influence (if any) did this have on the health surveillance you undertake?
Guidance: interviewee’s answer could include an HSE visit but also a prosecution by HSE, so
make sure that the interviewee understands that they do not need to elaborate further on their
answer if they do not wish to talk about the prosecution.
C. Feedback of Health Surveillance
11. How do results of respiratory health surveillance get fed back to your company?
Prompts:

Individual feedback (health record)

Just fitness to work or other information about results and/or group anonymised data

In writing; how quickly, what format
12. What do you do with the results of health surveillance?
Prompts:

Refer to company policy

Review exposure, review COSHH/risk assessments

Change PPE
Remove from exposure
D. Suggestions and way forward
Given your experience:
13. What would you say are the key factors that help you carry out health surveillance?
14. What are the main obstacles?
15. In what ways can health surveillance be made more effective? (e.g. Internal versus external OH provider
issues, legislation, education, training, costs). I have no other questions.
Please feel free to make further comments if you wish. Thank you for your time.
I have
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Dutyholder – No Health Surveillance (qualitative Question Set B)
1.
2.
3.

4.

5.
6.
7.

8.

I will begin by asking you some background questions regarding the company you work for and
your role within the company: Can you confirm your industry sector please?
Prompts: bakery, wood working, MVR
What is your job title in the company? Prompts: HR, Manager, H&S Manager
What current arrangements do you have in place for ensuring workers are not at risk of developing occupational
asthma?
If no arrangements, could you tell me why please?
Prompts:
Not aware of the risk; Cost; Did not know had to do anything
What prevents you from providing health surveillance?
Prompts:
Do not think that health surveillance is needed
Size of organisation
Cost
Never heard of health surveillance
Difficulty accessing competent OH advice
If arrangements are in place (but not HS).
What factors have motivated you to manage this risk?
Against which criteria do you assess the risk?
Who is involved in assessing and managing the risk of occupational asthma?
Prompts:
Health and safety
Risk manager
OHP
How satisfied are you with your current management approach to controlling the risks?
If satisfied or not satisfied, why is this?
Prompts:
Do you think the risk is low? Why?
Have you seen a reduction in employee absence using your current approach?

Mandatory Questions
9.

What does health surveillance mean to you?

10. Have you ever had a visit from a HSE Inspector?
If yes, what was the outcome?
11. Was health surveillance discussed? If yes, what was discussed?
I have no other questions. Please feel free to make further comments if you wish.
Thank you for your time.
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Occupational Health Providers (qualitative Question set C)
A. Background Questions
I would like to begin by asking you some background questions.
1. Can you tell me what your profession is? Prompts: OHN, OHP, GP, other.
2. What type of OH organisation do you work for? Prompts: in-house provider, external provider, sole practitioner
etc.
3. What is your role in health surveillance for the occupational asthma programme at Company X? Prompts:
Undertakes spirometry; review results.
4. How often are you personally involved in carrying out respiratory health surveillance?
B. Approach taken with DH
5. Can you describe how you initially set up respiratory health surveillance for occupational asthma at Company
X?
6. Why was it done this way?
Guidance: Remember we are trying to establish use of competence and influence by OH practitioner on the
dutyholder for those that require respiratory health surveillance, i.e. which is not for all employees.
7. What information do you require from the company for undertaking respiratory health surveillance? Prompts:
Risk assessment; Access to in house policies.
8. In your view, what facilitates or hinders access to this information?
9. Does your approach vary from client to client?
If yes- in what ways? Prompts: Communication strategies with DH, feedback, management of results.
C. Effectiveness of Health Surveillance
10. How do you use health surveillance to identify workers with breathing problems? Prompts: questionnaire,
spirometry, both.
If OHP complete a questionnaire (see quantitative questionnaire responses), then ask:
11. What are the symptoms that you consider as most helpful in identifying workers with early breathing
problems?
12. What happens with the results of health surveillance for occupational asthma? Prompts: Individual feedback
(health record); Feedback to Company (verbal or written) HSE pocket guide as additional information).
13. How effective is this feedback process?
14. What do you do for workers with abnormal results?
15. Is there an agreed procedure as to how employees with abnormal results will be managed?
16. Do workers with abnormal results all see an OHP?
17. Are some workers referred to their GP with abnormal results?
If yes, what are the reasons for this?
18. Do you ever refer directly into secondary care if workers have abnormal results?
If yes, what are the reasons for this?
If referrals are made to either the GP or secondary care:
19. Do you follow these up?
If yes, how do you do this?
20. How do you use the health surveillance results to manage groups of exposed workers?
D. Quality of Spirometry
Ask these questions if the OHP noted they undertake spirometry on the quantitative questionnaire.
21. How frequently do you conduct lung function testing on an individual and how do you decide this?
22. How do you ensure a reliable test result from lung function is obtained?
Prompts:
Calibration/frequency spirometer. Accuracy range for calibration.
Verification/frequency spirometer. Accuracy range for verification.
Height measurement before lung function testing
Interpretation of results, standard used (ATS/ERS/GOLD/NICE)
E. Suggestions/Way forward
Given your experience:
23. What would you say are the key factors that help you to carryout health surveillance?
24. What are the main obstacles?
25. Are there any ways that health surveillance can be made more effective? Prompts: Internal versus external
OH provider issues, legislation, education, training, costs, etc.
I have no other questions. Please feel free to make further comments if you wish.
Thank you for your time.
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5.5

APPENDIX E: SURVEY RESULTS CONTINUED

Table F: Uptake of Health Surveillance – All Sectors
All (n=457)
n

%

95% CI

215/457

47.0

42.4-51.7

107/235
121/235

45.5
51.5

39.0-52.1
44.9-58.0

309/457

67.6

63.1-71.9

104/309
241/309

33.7
78.0

28.4-39.2
73.0-82.5

9/145
121/145
4/145
11/145

6.2
83.4
2.8
7.6

2.9-11.5
76.4-89.1
0.8-6.9
3.9-13.2

64/457

14.0

11.0-17.5

Yes to risk assessments and
health surveillance

62/309

20.1

15.7-25.0

Yes to occupational asthma risks
and health surveillance

41/215

19.1

14.1-25.0

Yes to risk assessments,
occupational asthma risks and
health surveillance

40/167

24.0

17.7-31.2

Yes to self-reported occupational
asthma risks in workplace? (Q3)
No to self-reported occupational
asthma risks in workplace? (Q3)
Because? (Q3b):
No exposures
Exposures controlled
Yes to risk assessments carried out
in workplace? (Q4a)
Yes to with OHP (Q4b)
Yes to with workers (Q4c)
No to risk assessments carried out in
workplace? (Q4a)
Because? (Q5):
Alternative
No need
No time
Don’t know how
Yes to health surveillance for
occupational asthma? (Q6)
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Table G: Uptake of Health Surveillance – Business Size Specific
Interviewees (n=457)

Micro (n=351)

Small (n=79)
n

%

Yes to health surveillance for
occupational asthma? (Q6)*

25/351

7.1

Yes to self-reported occupational
asthma risks in workplace?
(Q3)*

146/351

41.6

No to self-reported occupational
asthma risks in workplace?
(Q3)*

Medium/Large (n=27)
n

%

Yes to health surveillance for
occupational asthma? (Q6)*

19/79

24.1

Yes to health surveillance for
occupational asthma? (Q6)*

20/27

74.1

Yes to self-reported occupational
asthma risks in workplace?
(Q3)*

47/79

59.5

Yes to self-reported occupational
asthma risks in workplace?
(Q3)*

22/27

81.5

1/5
4/5

20.0
80.0

No to self-reported occupational
asthma risks in workplace?
(Q3)*

n

%

No to self-reported occupational
asthma risks in workplace?
(Q3)*

Because? (Q3b):
No exposures
Exposures controlled

95/198
96/198

48.0
48.5

Because? (Q3b):
No exposures
Exposures controlled

11/32
21/32

34.4
65.6

Because? (Q3b):
No exposures
Exposures controlled

Yes to risk assessments carried
out in workplace? (Q4a)

210/351

59.8

Yes to risk assessments carried
out in workplace? (Q4a)

72/79

91.1

Yes to risk assessments carried
out in workplace? (Q4a)

27/27

100

Yes to with OHP (Q4b)
Yes to with workers (Q4c)

57/210
160/210

27.1
76.2

Yes to with OHP (Q4b)
Yes to with workers (Q4c)

27/72
56/72

37.5
77.8

Yes to with OHP (Q4b)
Yes to with workers (Q4c)

20/27
24/27

74.1
88.9

0/0
0/0
0/0
0/0

0
0
0
0

No to risk assessments carried
out in workplace? (Q4a)
Because? (Q5):
Alternative
8/138
No need
115/138
No time
4/138
Don’t know how
10/138
Notes: * Self-reported by dutyholder in telephone

No to risk assessments carried
out in workplace? (Q4a)
5.8
83.3
2.9
7.2

No to risk assessments carried
out in workplace? (Q4a)

Because? (Q5):
Alternative
No need
No time
Don’t know how

1/7
6/7
0/7
1/7

46

14.3
85.7
0
14.3

Because? (Q5):
Alternative
No need
No time
Don’t know how

Occupational asthma
risks in workplace?

Any health
surveillance?

Yes
64/457
14.0%

Risk assessments carried
out in workplace?

No

Yes

No

Yes

No

393/457
86.0%

215/457
47.0%

242/457
53.0%

309/457
67.6%

148/457
32.4%

Exposures
controlled
121/457
26.5%

No exposures

Alternative
assessment

No need

No time

Don’t know
how

107/457
23.4%

9/457
2.0%

121/457
26.5%

4/457
<1%

11/457
2.4%

Occupational asthma
risks in workplace?

Yes

No

167/309
54.0%

137/309
44.3%

Health
surveillance

Health
surveillance

Health
surveillance

Health
surveillance

41/215
19.1%

62/309
20.1%

40/167
24.0%

21/137
15.3%

Figure 3: Context in which health surveillance is carried out in workplaces
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Table H: Quality of Health Surveillance – Sector Specific
Health surveillance for occupational asthma (n=65/457, 14.0%)

Bakers (n=27)

Yes to use of HSE guidance on
HS? (Q9)
Specific guidance used (Q10):*
General guidance 1
General guidance 2
Bakery guidance 3
Bakery guidance 4
Bakery guidance 5
Bakery guidance 6
MVR guidance 7
MVR guidance 8
MVR guidance 9
MVR guidance 10
MVR guidance 11
MVR guidance 12
MVR guidance 13
Woodwork guidance 14
Woodwork guidance 15
Woodwork guidance 16
Woodwork guidance 17
Who carries out HS? (Q11)
In house provision
External provider
Reason for choice of external
provider? (Q12)
Competence
Well known
Cost
Local
Recommended
Yes to policy for managing
workers exposed to agents causing
asthma? (Q13a)
Yes to given to OHP? (13b)

Woodworkers (n=14)
n

%

19/27

70.4

1/27
1/27
4/27
0/27
6/27
0/27

3.7
3.7
14.8
0
22.2
0

6/27
21/27

22.2
77.8

6/21
2/21
3/21
10/21
8.21

28.6
9.5
14.3
47.6
38.1

25/27

92.6

10/20

50.0

Yes to use of HSE guidance on
HS? (Q9)
Specific guidance used (Q10):*
General guidance 1
General guidance 2
Bakery guidance 3
Bakery guidance 4
Bakery guidance 5
Bakery guidance 6
MVR guidance 7
MVR guidance 8
MVR guidance 9
MVR guidance 10
MVR guidance 11
MVR guidance 12
MVR guidance 13
Woodwork guidance 14
Woodwork guidance 15
Woodwork guidance 16
Woodwork guidance 17
Who carries out HS? (Q11)
In house provision
External provider
Reason for choice of external
provider? (Q12)
Competence
Well known
Cost
Local
Recommended
Yes to policy for managing
workers exposed to agents causing
asthma? (Q13a)
Yes to given to OHP? (13b)
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Motor vehicle repairers (n=23)

n

%

13/14

92.9

1/14
2/14

7.1
14.3

2/14
3/14
3/14
3/14

14.3
21.4
21.4
21.4

Yes to use of HSE guidance on
HS? (Q9)
Specific guidance used (Q10):*
General guidance 1
General guidance 2
Bakery guidance 3
Bakery guidance 4
Bakery guidance 5
Bakery guidance 6
MVR guidance 7
MVR guidance 8
MVR guidance 9
MVR guidance 10
MVR guidance 11
MVR guidance 12
MVR guidance 13
Woodwork guidance 14
Woodwork guidance 15
Woodwork guidance 16
Woodwork guidance 17

7/14
7/14

50.0
50.0

Who carries out HS? (Q11)
In house provision
External provider

4/7
2/7
1/7
3/7
1/7

57.1
28.6
14.3
42.9
14.3

12/14

85.7

7/7

100

Reason for choice of external
provider? (Q12)
Competence
Well known
Cost
Local
Recommended
Yes to policy for managing
workers exposed to agents causing
asthma? (Q13a)
Yes to given to OHP? (13b)

n

%

15/23

65.2

2/23
2/23

8.7
8.7

0/23
0/23
0/23
0/23
1/23
1/23
1/23

0
0
0
0
4.3
4.3
4.3

7/23
16/23

30.4
69.6

0/16
2/16
2/16
4/16
10/16

0
12.5
12.5
25.0
62.5

14/23

60.9

6/10

60.0

Health surveillance for occupational asthma (n=65/457, 14.0%)

Bakers (n=27)

Yes to OHP visits site? (Q14a)
How often? (Q14b)
More than once per
year
Once per year
Less than once per year
Who carries out HS? (Q15)
OH doctor
GP
OH nurse
OH technician
Other responsible person
Do you check qualifications?
(Q16a)
Yes to new employees have an
initial health check? (Q18)

Woodworkers (n=14)
n

%

16/21

76.2

6/15

40.0

6/15
3/15

40.0
20.0

3/27
2/27
10/27
3/27
9/27

11.1
7.4
37.0
11.1
33.3

11/15

73.3

19/27

70.4

How is it decided which workers
need HS? (Q19)
Policy
Risk assessment
OHP decides
Management decides

10/27
17/27
4/27
8/27

Frequency of HS (Q20):
More than once per year
Once per year
Less than once per year

6/27
17/27
4/27

Information provided by OHP
following HS? (Q21):
Fitness for work

10/27

Yes to OHP visits site? (Q14a)
How often? (Q14b)
More than once per
year
Once per year
Less than once per year
Who carries out HS? (Q15)
OH doctor
GP
OH nurse
OH technician
Other responsible person
Do you check qualifications?
(Q16a)
Yes to new employees have an
initial health check? (Q18)

Motor vehicle repairers (n=23)

n

%

7/7

100

3/7

42.9

3/7
1/7

42.9
14.3

0/14
1/14
4/14
2/14
7/14

0
7.1
28.6
14.3
50.0

4/5

80.0

10/14

71.4

Yes to OHP visits site? (Q14a)
How often? (Q14b)
More than once per
year
Once per year
Less than once per year
Who carries out HS? (Q15)
OH doctor
GP
OH nurse
OH technician
Other responsible person
Do you check qualifications?
(Q16a)
Yes to new employees have an
initial health check? (Q18)

n

%

12/16

75.0

6/12

50.0

5/12
1/12

41.7
8.3

1/23
3/23
4/23
2/23
13/23

4.3
13.0
17.4
8.7
56.5

5/8

62.5

16/23

69.6

14/23
9/23
2/23
7/23

60.9
39.1
8.7
30.4

37.0
63.0
14.8
29.6

How is it decided which workers
need HS? (Q19)
Policy
Risk assessment
OHP decides
Management decides

8/14
8/14
4/14
8/14

57.1
57.1
28.6
57.1

How is it decided which workers
need HS? (Q19)
Policy
Risk assessment
OHP decides
Management decides

22.2
63.0
14.8

Frequency of HS (Q20):
More than once per year
Once per year
Less than once per year

5/14
5/14
2/14

35.7
35.7
14.3

Frequency of HS (Q20):
More than once per year
Once per year
Less than once per year

11/23
12/23
0/23

47.8
52.2
0

37.0

Information provided by OHP
following HS? (Q21):
Fitness for work

21.4

Information provided by OHP
following HS? (Q21):
Fitness for work

8/23

34.8

3/14
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Health surveillance for occupational asthma (n=65/457, 14.0%)

Bakers (n=27)

Restrict exposure
Specialist referral
Actions taken following feedback
from OHP? (Q22):
Review risk assessment
Reduce exposure
Remove from exposure
None of above
Actions taken to reduce
exposure? (Q23):
PPE given
PPE checked
Controls checked
Worker training
Manager training

Woodworkers (n=14)
n

%

11/27
6/27

40.7
22.2

10/27
11/27
9/27
5/27

10/11
10/11
10/11
11/11
10/11

Restrict exposure
Specialist referral

37.0
40.7
33.3
18.5

Actions taken following feedback
from OHP? (Q22):
Review risk assessment
Reduce exposure
Remove from exposure
None of above

90.9
90.9
90.9
100
90.9

Actions taken to reduce
exposure? (Q23):
PPE given
PPE checked
Controls checked
Worker training
Manager training

Motor vehicle repairers (n=23)

n

%

4/14
3/14

28.6
21.4

7/14
6/14
3/14
5/14

5/6
2/6
3/6
4/6
4/6

n

%

7/23
1/23

30.4
4.3

50.0
42.9
21.4
35.7

Actions taken following feedback
from OHP? (Q22):
Review risk assessment
Reduce exposure
Remove from exposure
None of above

8/23
4/23
2/23
12/23

34.8
17.4
8.7
52.2

83.3
33.3
50.0
66.7
66.7

Actions taken to reduce
exposure? (Q23):
PPE given
PPE checked
Controls checked
Worker training
Manager training

3/4
3/4
3/4
3/4
2/4

75.0
75.0
75.0
75.0
50.0

Restrict exposure
Specialist referral

Yes to keep employee health
Yes to keep employee health
Yes to keep employee health
20/27
74.1
11/14
78.6
19/23
82.6
records? (Q24)
records? (Q24)
records? (Q24)
Notes: * 1 G402 – Health surveillance for occupational asthma; 2 MS25 – Medical guidance for workers exposed to occupational asthmagens; 3 Bakers – Time to clear the air; 4 Guidance on dust control and health
surveillance in bakeries; 5 Interactive training package – Breathe easy; 6 Priorities for health and safety in the flour and grain milling industries; 7 Safety in motor vehicle repair – Working with 2-pack isocyanate paints;
8
Motor vehicle repair – Good practice for SMART sprayers; 9 Controlling isocyanate exposure in spray booths; 10 MVR topic inspection pack – Isocyanate exposure; 11 COSHH and vehicle paint sprayers; 12 COSHH
Essentials – Motor vehicle repair; 13 Motor vehicle repair – Respiratory health in the workplace; 14 COSHH essentials – Woodworking; 15 Wood dust – Controlling the risk; 16 COSHH and the woodworking industries;
17
Selection of respiratory protective equipment suitable for use with wood dust
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Table I: Quality of Health Surveillance – Business Size Specific
Health surveillance for occupational asthma (n=65/457, 14.0%)

Micro (n=25)

Yes to use of HSE guidance on
HS? (Q9)
Specific guidance used (Q10):*
General guidance 1
General guidance 2
Bakery guidance 3
Bakery guidance 4
Bakery guidance 5
Bakery guidance 6
MVR guidance 7
MVR guidance 8
MVR guidance 9
MVR guidance 10
MVR guidance 11
MVR guidance 12
MVR guidance 13
Woodwork guidance 14
Woodwork guidance 15
Woodwork guidance 16
Woodwork guidance 17
Who carries out HS? (Q11)
In house provision
External provider
Reason for choice of external
provider? (Q12)
Competence
Well known
Cost
Local
Recommended
Yes to policy for managing
workers exposed to agents causing
asthma? (Q13a)

Small (n=19)
n

%

19/25

76.0

0/25
0/25
1/25
0/25
0/25
0/25
0/25
0/25
0/25
0/25
1/25
0/25
0/25
0/25
0/25
1/25
0/25

0
0
4.0
0
0
0
0
0
0
0
4.0
0
0
0
0
4.0
0

11/25
14/25

44.0
56.0

1/14
0/14
0/14
6/14
8/14

7.1
0
0
42.9
57.1

15/25

60.0

Yes to use of HSE guidance on
HS? (Q9)
Specific guidance used (Q10):*
General guidance 1
General guidance 2
Bakery guidance 3
Bakery guidance 4
Bakery guidance 5
Bakery guidance 6
MVR guidance 7
MVR guidance 8
MVR guidance 9
MVR guidance 10
MVR guidance 11
MVR guidance 12
MVR guidance 13
Woodwork guidance 14
Woodwork guidance 15
Woodwork guidance 16
Woodwork guidance 17
Who carries out HS? (Q11)
In house provision
External provider
Reason for choice of external
provider? (Q12)
Competence
Well known
Cost
Local
Recommended
Yes to policy for managing
workers exposed to agents causing
asthma? (Q13a)
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Medium/Large (n=20)
n

%

13/19

68.4

3/19
3/19
1/19
0/19
0/19
0/19
0/19
0/19
0/19
0/19
0/19
1/19
1/19
2/19
2/19
2/19
2/19

15.8
15.8
5.3
0
0
0
0
0
0
0
0
5.3
5.3
10.5
10.5
10.5
10.5

6/19
13/19

31.6
68.4

3/13
4/13
2/13
6/13
4/13

23.1
30.8
15.4
46.2
30.8

16/19

84.2

Yes to use of HSE guidance on
HS? (Q9)
Specific guidance used (Q10):*
General guidance 1
General guidance 2
Bakery guidance 3
Bakery guidance 4
Bakery guidance 5
Bakery guidance 6
MVR guidance 7
MVR guidance 8
MVR guidance 9
MVR guidance 10
MVR guidance 11
MVR guidance 12
MVR guidance 13
Woodwork guidance 14
Woodwork guidance 15
Woodwork guidance 16
Woodwork guidance 17
Who carries out HS? (Q11)
In house provision
External provider
Reason for choice of external
provider? (Q12)
Competence
Well known
Cost
Local
Recommended
Yes to policy for managing
workers exposed to agents causing
asthma? (Q13a)

n

%

13/20

65.0

1/20
2/20
2/20
0/20
6/20
0/20
0/20
0/20
0/20
0/20
0/20
0/20
0/20
0/20
1/20
0/20
1/20

10.0
20.0
20.0
0
60.0
0
0
0
0
0
0
0
0
0
10.0
0
10.0

3/20
17/20

15.0
85.0

6/17
2/17
4/17
5/17
7/17

35.3
11.8
23.5
29.4
41.2

20/20

100

Health surveillance for occupational asthma (n=65/457, 14.0%)

Micro (n=25)

Yes to given to OHP? (13b)
Yes to OHP visits site? (Q14a)
How often? (Q14b)
More than once per
year
Once per year
Less than once per year
Who carries out HS? (Q15)
OH doctor
GP
OH nurse
OH technician
Other responsible person
Do you check qualifications?
(Q16a)
Yes to new employees have an
initial health check? (Q18)

Small (n=19)
n

%

6/9

66.7

11/14

78.6

Yes to given to OHP? (13b)
Yes to OHP visits site? (Q14a)
How often? (Q14b)
More than once per
year
Once per year
Less than once per year

n

%

5/11

45.5

9/13

69.2

36.4
18.2

1/25
3/25
2/25
2/25
15/25

4.0
12.0
8.0
8.0
60.0

5/6

83.3

17/25

68.0

Yes to new employees have an
initial health check? (Q18)

13/19
9/19
3/19
8/19

68.4
47.4
15.8
42.1

How is it decided which workers
need HS? (Q19)
Policy
Risk assessment
OHP decides
Management decides

6/19
13/19
0/19

31.6
68.4
0

Frequency of HS (Q20):
More than once per year
Once per year
Less than once per year

9/25
11/25
1/25
12/25

36.0
44.0
48.0

How is it decided which workers
need HS? (Q19)
Policy
Risk assessment
OHP decides
Management decides

Frequency of HS (Q20):
More than once per year
Once per year
Less than once per year

13/25
7/25
4/25

52.0
28.0
16.0

Frequency of HS (Q20):
More than once per year
Once per year
Less than once per year
Information provided by OHP

4/9
0/9

44.4
0

1/19
2/19
6/19
0/19
10/19

5.3
10.5
31.6
0
52.6

4/9

44.4

13/19

68.4

How often? (Q14b)
More than once per
year
Once per year
Less than once per year

4/11
2/11

Do you check qualifications?
(Q16a)

55.6

Yes to OHP visits site? (Q14a)

45.5

Who carries out HS? (Q15)
OH doctor
GP
OH nurse
OH technician
Other responsible person

5/9

Yes to given to OHP? (13b)

5/11

How is it decided which workers
need HS? (Q19)
Policy
Risk assessment
OHP decides
Management decides

Information provided by OHP

Medium/Large (n=20)

Who carries out HS? (Q15)
OH doctor
GP
OH nurse
OH technician
Other responsible person
Do you check qualifications?
(Q16a)
Yes to new employees have an
initial health check? (Q18)

Information provided by OHP
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n

%

12/17

70.6

15/17

88.2

5/14

35.7

6/14
3/14

42.9
21.4

2/20
1/20
10/20
5/20
4/20

10.0
5.0
50.0
25.0
20.0

11/13

84.6

15/20

75.0

10/20
14/20
6/20
3/20

50.0
70.0
30.0
15.0

3/20
14/20
2/20

15.0
70.0
10.0

Health surveillance for occupational asthma (n=65/457, 14.0%)

Micro (n=25)

following HS? (Q21):
Fitness for work
Restrict exposure
Specialist referral
Actions taken following feedback
from OHP? (Q22):
Review risk assessment
Reduce exposure
Remove from exposure
None of above
Actions taken to reduce
exposure? (Q23):
PPE given
PPE checked
Controls checked
Worker training
Manager training

Small (n=19)
n

%

7/25
9/25
0/25

28.0
36.0
0

following HS? (Q21):
Fitness for work
Restrict exposure
Specialist referral

40.0
28.0
8.0
40.0

Actions taken following feedback
from OHP? (Q22):
Review risk assessment
Reduce exposure
Remove from exposure
None of above

71.4
42.9
42.9
57.1
42.9

Actions taken to reduce
exposure? (Q23):
PPE given
PPE checked
Controls checked
Worker training
Manager training

10/25
7/25
2/25
10/25

5/7
3/7
3/7
4/7
3/7

Medium/Large (n=20)
n

%

6/19
5/19
3/19

31.6
26.3
15.8

6/19
7/19
1/19
10/19

6/7
6/7
7/7
7/7
6/7

n

%

following HS? (Q21):
Fitness for work
Restrict exposure
Specialist referral

8/20
8/20
7/20

40.0
40.0
35.0

31.6
36.8
5.3
52.6

Actions taken following feedback
from OHP? (Q22):
Review risk assessment
Reduce exposure
Remove from exposure
None of above

9/20
7/20
10/20
2/20

45.0
35.0
50.0
10.0

85.7
85.7
100
100
85.7

Actions taken to reduce
exposure? (Q23):
PPE given
PPE checked
Controls checked
Worker training
Manager training

7/7
6/7
6/7
7/7
7/7

100
85.7
85.7
100
100

Yes to keep employee health
Yes to keep employee health
Yes to keep employee health
16/25
64.0
17/19
89.5
17/20
85.0
records? (Q24)
records? (Q24)
records? (Q24)
1
2
3
4
Notes: * G402 – Health surveillance for occupational asthma; MS25 – Medical guidance for workers exposed to occupational asthmagens; Bakers – Time to clear the air; Guidance on dust control and health
surveillance in bakeries; 5 Interactive training package – Breathe easy; 6 Priorities for health and safety in the flour and grain milling industries; 7 Safety in motor vehicle repair – Working with 2-pack isocyanate paints;
8
Motor vehicle repair – Good practice for SMART sprayers; 9 Controlling isocyanate exposure in spray booths; 10 MVR topic inspection pack – Isocyanate exposure; 11 COSHH and vehicle paint sprayers; 12 COSHH
Essentials – Motor vehicle repair; 13 Motor vehicle repair – Respiratory health in the workplace; 14 COSHH essentials – Woodworking; 15 Wood dust – Controlling the risk; 16 COSHH and the woodworking industries;
17
Selection of respiratory protective equipment suitable for use with wood dust
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Use of HSE guidance material
on health surveillance

Yes

No

47/59
80.0%

12/59
20.3%
Sector
Bakers

Woodworkers

Motor vehicle
repairers

19/27
70.4%

13/14
92.9%

15/23
65.2%

Specific guidance used
Generic
1 G402 – Health surveillance for
occupational asthma
2 MS25 – Medical guidance for workers
exposed to occupational asthmagens

4/64 (6.3%)
5/64 (7.8%)

Sector specific
Bakers
3 Bakers – Time to clear the air
4 Guidance on dust control and health
surveillance in bakeries
5 Interactive training package – Breathe
easy
6 Priorities for health and safety in the flour
and grain milling industries

n=27
4
0

Woodworkers
7 COSHH essentials - Woodworking
8 Wood dust – Controlling the risk
9 COSHH and the woodworking industries
10 Selection of respiratory protective
equipment suitable for use with wood dust

n=14
2
3
3
3

Motor vehicle repairers
11 Safety in motor vehicle repair – Working
with 2-pack isocyanate paints
12 Motor vehicle repair – Good practice for
SMART sprayers
13 Controlling isocyanate exposure in
spray booths
14 MVR topic inspection pack – Isocyanate
exposure
15 COSHH and vehicle paint sprayers
16 COSHH Essentials – Motor vehicle
repair
17 Motor vehicle repair – Respiratory
health in the workplace

n=23
0

Figure 4: Summary of use of HSE guidance material

6
0

0
0
0
1
1
1
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Uptake and quality of health surveillance
for occupational asthma in the
woodworking, baking and motor vehicle
repair sectors
Occupational asthma is a respiratory disease that is largely
preventable using good practice measures to control
worker exposure to asthmagens. Health surveillance is
legally required when there is a reasonable likelihood that
workers’ health may be affected by their work and there is
an appropriate method to detect the work-related health
condition. Health surveillance can help make sure that any
ill health effects are detected as early as possible so that
remedial action can be taken. This report describes
re search into the levels of uptake and quality of health
surveillance for occupational asthma in three industry
se ctors at increased risk of occupational asthma:
woodworking; baking; and motor vehicle repair. A
sum mary of results was published in 2016 in the journal
Occupational Medicine (doi: 10.1093/occmed/kqw028).
Telephone interviews were held with employers from 457
organisations, of which 67% reported carrying out risk
assessments. Of those organisations that reported
exposures that might cause occupational asthma, only 19%
carried out some form of health surveillance. Health
surveillance was more commonly carried out in
medium/large than in small/micro organisations.
Telephone interviews were also held with 11 health
surveillance providers. Considerable variation in practice
was identified. For instance, not all providers assessed
annual decline in workers’ lung function, and only a
minority used the dutyholder’s risk assessment or policy or
procedure to determine the health surveillance scheme.
This report and the work it describes were funded by the
Health and Safety Executive (HSE). Its contents, including
any opinions and/or conclusions expressed, are those of
the authors alone and do not necessarily reflect HSE policy.
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