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EESSONA

1. Rahvusvaheline T6otervishoiu Komisjon (International Commission on Occupational
Health, ICOH) véttis vastu ,,Rahvusvaheline tdo6tervishoiuspetsialistide eetika-
koodeksi kdikide meedikute eetikakoodeksist eraldiseisvana mitmetel pdhjustel.
Esiteks, tiha suurenev tunnustus to6tervishoiu- ja tééohutuse spetsialistide keerulise ja
vahel ka konkureeriva vastutuse Ule to6tajate, t06andjate, avalikkuse, rahvatervise ja
to6-ametivdimude ning teiste asutuste nagu sotsiaalkindlustusameti ja kohtuorganite
suhtes. Teiseks, kasvav tootervishoiu- ja tdoohutuse spetsialistide arv, mille pohjuseks
on tootervishoiuteenistuste kohustuslik v6i vabatahtlik loomine. Oluliseks teguriks
tootervishoius on ka multidistsiplinaarne ldhenemine, mis eeldab erinevate
spetsialistide kaasamist to0tervishoiuteenistustesse.

2. ,,Rahvusvaheline todtervishoiuspetsialistide eetikakoodeks on asjaomane paljudele
ametigruppidele, kes tdidavad tooilesandeid ja omavad vastutust nii era- Kkui
riigiettevotete tookeskkonna ohutuse, toohlgieeni ja tdotajate tervise ees.
Tootervishoiuspetsialistide kategooria mdistes on koodeksi eesmérk madratud
laiemale sihtgrupile, kelle Uhiseks kutsumuseks on ametialane pihendumine
tootervishoiu eesmérkide saavutamiseks. Koodeks hélmab tootervishoiuspetsialistide
tegevusi nii omal joul kui ka organisatsiooni osana vai teenuseosutajana klientidele ja
tootervishoiuteenuse ostjatetele. Koodeks kehtib tootervishoiuspetsialistidele ja
tootervishoiuteenistustele, olenemata sellest, kas teenuste pakkumine toimub vabaturu
konkurentsi tingimustes vOi avalike terviseteenuste raames.

3. 1992. aasta rahvusvahelise eetikakoodeksiga kehtestati Gldised pdhimotted
tootervishoius. Need on endiselt siduvad, kuid vajavad ajakohastamist ja Umber-
sOnastamist, tugevdamaks pohimotete osatahtsust muutuva keskkonna tingimustes,
kus tdotervishoidu praktiseeritakse. Arvesse tuleks votta muutusi toétingimustes ja
uhiskonna ndudluses, sealhulgas poliitikast ja Uhiskonna sotsiaalsest arengust
pdhjustatud muutusi, nagu naiteks néudlus kasumi véartuse jarele, jatkuv kvaliteedi
taiustamine ja l&bipaistvus, maailma majanduse globaliseerumine ja rahvusvahelise
kaubanduse liberaliseerumine, kus tehniline areng ja infotehnoloogia kasutusele
vOtmine on tootmise ja teenusepakkumise terviklikuks elemendiks. Kaoigil neil
aspektidel on moju tootervishoiu praktikat mbritsevale kontekstile, mdjutamaks ka
kutsealast kaitumist ja tootervishoiuspetsialistide eetikat.

4. RTTK ndukogu arutas ,,Rahvusvahelise td6tervishoiuspetsialistide eetikakoodeksi*
ettevalmistamist 1987. aastal Sydneys. Ettevalmistatud kavand oli Ghisnéupidamise
objektiks. 1992. aasta tootervishoiuspetsialistide eetikakoodeks kiideti heaks RTTK
ndukogu poolt novembris 1991. aastal. See publitseeriti inglise ja prantsuse keeles
1992. a. ning jargnevatel aastatel anti valja arvukad kordustrikid ja tdlked teistesse
keeltesse. 1993. a. moodustati t6ogrupp eesmargiga kaasajastada ,,Rahvusvaheline
eetikakoodeks tootervishoiuspetsialistidele ja pérast pohjalikku l&dbivaatamist RTTK
ndukogu kinnitas selle 1997. Aastal. Eesmérgiks oli avaldada téiendatud koodeks uue
valjaandena koos uute vajalike teemadega. Uuesti moodustatud ,,Rahvusvahelise
tootervishoiuspetsialistide eetikakoodeksi* toogrupp (J. F. Gaillard, G.H. Coppee ja P.
Westerholm) alustas koodeksi tlevaatamise protsessiga 1999. aastal. Konsulteerinud



valitud ICOH liikmetega, kirjutati tekst umber slistemaatilisemal moel, séilitades selle
algstruktuuri.

RTTK ndukogu Kiitis tootervishoiuspetsialistide eetikakoodeksi uuendatud versiooni
heaks 2002. mértsis. 2002. aasta koodeks leidis laialdast tunnustust ning seda kasutati
hariduslikel eesmarkidel ja riiklike eetikakoodeksite tdpsustamiseks. See seati
tootervishoiu ja todohutuse raamseaduse referentstingimuseks Argentiinas ja Itaalias.
Samuti lisati see Rosenstocki ja Culleni 6piku véljaandesse. Lisaks ametlikele RTTK
keeltele tolgiti RTTK eetikakoodeks hiina, kreeka, itaalia, jaapani, portugali, hispaania
ja turgi keeltesse. 2010. aastal ndustus Uhinenud Rahvaste Organisatsiooni (URO)
meditsiinijuhtide toéogrupp soovitusega, et iga URO tootervishoiueetikat puudutav
seisukoht peaks olema kooskdlas RTTK eetikakoodeksiga. Samuti kohandati seda
mitmeti vabatahtlikkuse alusel standardiks, defineerimaks ja hindamaks ametialast
kaitumist ning viidates laialdaselt tootervishoiule ning sellega seotud valdkondadele.

RTTK juhatus otsustas 2008. aastal ile vaadata koodeksi 2002. a. versiooni ja andis
selle Glesande Eetika L&bipaistvuse ja Téokomisjoni juhatusele (Working Committee
on Ethics and Transparency of the Board) taitmiseks juhtkonna kohtumisel Kaplinnas
2009. a. mértsis. Komisjoni kuulusid jargmised juhtkonna liikmed: P. Westerholm
(esimees), G. Costa, M. Guillemin, J. Harrison ja J. Howard Jr., kes taitsid lesannet
kui koodeksi ulevaatamise grupp RTTK juhatuse juures. Juhatuse liige M. Fingerhut
oli Uhinenud grupiga, et tugevdada vdimekust Ulesande globaalses ulatuses.
Valdkondlike kontaktide tugevdamiseks liitusid koodeksi Ulevaatamise gruppi J.F.
Caillard (RTTK endine president) ja S. lavicoli (RTTK peasekretér). Kontaktide
laiendamiseks maailma regioonides ning Ladina- ja Lduna-Ameerika, Aafrika ja Aasia
erialavlrgustikes liideti grupiga ka J. Rodriguez-Guzman, L. London ja S. Horie.
Lisaks moodustati koodeksi tlevaatamise grupi alarihm koosseisus G. B. Tangwa, R.
B. Matchaba-Hove, A. Nyika, N. MKhize ja R. N. Nwabueze, kes tegeleks
eetikakoodeksi kultuuriliste kiisimustega Aafrika mandril. Ulevaatamise tooks viidi
labi jarjestikku mitmeid teksti Ulevaatamisi. Koodeksi Ulevaatamise grupi liikmed
kasutasid selleks RTTK konverentse Euroopas, Aafrikas, Aasias ning LOuna- ja
Ladina-Ameerikas, arutamaks koodeksi (levaatamisega seotud teemasid teiste
liilkmete ja erialavorgustikega.

Koodeksi tlevaatamise grupi tegevusaruanne oli esitatud arutamiseks RTTK juhatuse
vahekohtumisel Milaanos 2011. aasta veebruaris. RTTK liikmeid kaasati esialgsete
raporti tulemuste tutvustamisel RTTK sekretéridele ja teaduskomisjonide juhatajatele
ning RTTK maade sekretdridele. Koodeksi Ulevaatamise grupi raport esitati Eetika ja
Léabipaistvuse Komisjoni esimehe P. Westerholmi poolt ja selle arutelu toimus 2011.
aasta septembris koodeksi ulevaatamise ndupidamisel. See oli organiseeritud RTTK
presidendi K. Kogi poolt ja seal osalesid RTTK juhatuse ning Eetika ja Labipaistvuse
Komisjon liikmed. Lepiti kokku, et koodeksi muudatuste hulka minimeeritakse,
vaadates (le valjaandes muudatusi vajavad teemad. 2012. aasta martsis Cancunis
toimuva RTTK kongressi erisessioonil arutleti veelkord Ulevaatamisest tulenenud
kisimuste ule. Koodeksi soovituslikke muudatusi arutleti RTTK Eetikakoodeksi
tootoas Too- ja Keskkonnatervise Ulikoolis, Kitakyushus 2012. aasta augustis.
Koodeksi Ulevaatamise ldpetamiseks protsessi kdigus tehtud parandusettepanekute
valguses kutsus RTTK president K. Kogi kokku Koodeksi toimetusgrupi, kuhu
kuulusid RTTK asepresidendid S. Lehtinen ja B. Rogers, peasekretar S. lavicoli,
endine president J. Rantanen ning juhatuse lilkkmed G. Costa, N. Kawakami, C.
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Nogueira, E. Santino ja P.Westerholm. Koodeksi toimetusgrupi kohtumisel 2013.
aasta juunis tunnistati koodeksi muudatused I8plikuks. Lisaks me véga tunnustame
koodeksi kolmanda véljaande toimetust: Carlo Petyx’it (koordinaator), Valeria
Boccuni’t, Erika Cannone’i, Pierluca Dionisi ja Antonella Oliverio’t.

Ulevaatamise protsessi pohiseisukohaks oli sailitada 2002. aasta koodeksi struktuur
selle jarjepidevuse huvides, eesmargiga tunnustada selle sisu ka edukalt tulevastele
RTTK liikmete pdlvkondadele ning kdigile todtervishoiuspetsialistide kogukonna
lugejatele tle kogu maailma. Ulevaatamise protsessi tulemusena on RTTK kodulehel
lisadena koodeksi avaldamise jargselt saadaval ka tdomaterjalid ja dokumentatsioon.
Koodeksi muudatusettepanekud esitati RTTK juhatuse vahekohtumisel 2014. aasta
veebruaris Helsingis. RTTK juhatus vaatas veel kord lle muudatusettepanekud ning
vOttis uue Tootervishoiuspetsialistide Eetikakoodeksi vastu 10. veebruaril 2014. aastal.

Ké&esolev eetikakoodeks piliab sdnastada professionaalsete kaitumisreeglite vaartused
ja eetilised pb6himdtted tootervishoius. Taotluseks on juhendada kdiki neid, kes
tegutsevad to6tervishoiu valdkonnas ja luua vorreldav tase, mille alusel saaks hinnata
tOGalaste kohustuste téaitmist. Samuti on selle eesmargiks panustada Uldiste
koostoopbhimdtete valjaarendamisse kdikide asjassepuutuvate spetsialistide vahel, et
edendada meeskonnatood ja multidistsiplinaarset lahenemist tootervishoius. Koodeks
tagab raamistiku, mille alusel on v@imalik dokumenteerida kdrvalekaldeid uldiselt
tunnustatud praktikast ja kohustuslikest vastutusaladest nendele, kes ei ole oma tegude
osas selgesdnalised. Samuti vajab &ramdrkimist asjaolu, et detailsemaid juhtndore
mitmetes erinevates kusimustes vOib leida riiklikes eetikakoodeksites Vi
konkreetsetele ametialadele mdeldud juhendmaterjalides. Veelgi enam, eetikakoodeksi
eesmérgiks ei ole katta kdiki rakendusvaldkondi voi tdotervishoiuspetsialistide
tegevusvaldkonna kdiki aspekte vOi nende suhteid sotsiaalpartnerite, teiste elukutsete
esindajate v&i avalikkusega. Uldtunnustatud on, et mdnede erialade eetika aspektid
voivad olla ametispetsiifilised ning vajavad tdiendavaid eetika juhtndore.

Oluline on rdhutada, et eetika puhul tuleks arvesse votta, et teemavaldkond ei ole
selgelt piiritletav ning vajab multidistsiplinaarset koost6dd, suhtlemist, osalemist ja
konsultatsioone. Protsess vOib osutuda olulisemaks kui selle 16pptulemus.
Tootervishoiuspetsialistide eetikakoodeksit ei tuleks votta kui ,,10plikku®, vaid kui
dinaamilise protsessi teetdhist, mis hdlmab kogu toéotervishoiu kogukonda kui
tervikut, RTTK-d ja teisi ohutuse, tervise- ja keskkonnaga seotud organisatsioone,
sealhulgas t6dandjate ja to6tajate organisatsioone.

Aarmiselt oluline on réhutada, et tootervishoiu valdkonnas on eetika pdhiolemuselt
paljude partnerite koostod tulemus. Hea tootervishoid on kbikehdlmav, mitte mingi
valistav susteem omaette. Professionaalse kaitumise standardite tapsustamine ja
rakendamine ei hdélma vaid tootervishoiuspetsialiste, vaid ka neid, kes nimetatud
spetsialistide t60st kasu saavad vOi end sellest ohustatuna tunnevad, aga ka neid, kes
aitavad kaasa eetikakoodeksi valutule kasutusele votmisele voi mdistavad hukka selle
kitsaskohti. Seetottu tuleks kéaesolevat dokumenti perioodiliselt Ule vaadata ja
vajadusel muuta. Kommentaarid koodeksi sisu tdiustamiseks tuleks edastada RTTK
sekretariaati.



12. ,,Rahvusvahelist tootervishoiuspetsialistide eetikakoodeksit“ vdib vabalt levitada.
Uhisettepanek tdlkeks teistesse keeltesse peale inglise ja prantsuse keelte tuleb thiselt
esitada RTTK presidendile ja peasekretérile. TOlke teistesse keeltesse peale ametlike
keelte peab teostama konkreetseks otstarbeks (ad hoc) RTTK presidendi poolt
madratud t60grupp. RTTK president vOib vajadusel mé&arata tblget hindama
spetsialistide to6ruhma. Toorihma esimees edastab 16pliku redigeeritud tdlke
ndusoleku saamiseks RTTK presidendile. RTTK eetikakoodeksi tdlgitud versioon
peab sisaldama koodeksi koopiat kas inglise vdi prantsuse keeles. RTTK
eetikakoodeksi trikkimiseks peab eelnevalt ndusoleku andma RTTK president.
Ukskaik, millise organisatsiooni poolt igasuguseks trilkkimiseks mdeldud finantsabist
tuleb eelnevalt teavitada RTTK presidenti ning saada temalt ndusolek.

Kazutaka Kogi, MD, Dr.Med.Sci Sergio lavicoli, MD, PhD
RTTK president RTTK peasekretar



SISSEJUHATUS

1.

Tootervishoiu eesmérgiks on kaitsta ja edendada tdotajate tervist, hoida ja parandada
nende toOvdimekust ja -k&itumist, panustada turvalise tookeskkonna rajamisse ja
hoidmisse, edendada tootajate tooulesannete mugandamist, vottes seejuures arvesse
nende tervislikku seisundit.

Tootervishoiu valdkond on lai ja katab kdigi t66st pohjustatud kahjustuste ennetamise,
to6dnnetused ja todga seotud tervisehdired, kaasa arvatud kutsehaigused ja kdik too ja
tervisega seotud aspektid. Tootervishoiuspetsialistid peaksid olema kaasatud, kus
iganes vdimalik, tervise- ja ohutusvahendite disainimisse ja valikusse, sobivate
t0OvOtete, protseduuride ja turvaliste tOoalaste tegevuste tervisendustamisse. Nad
peaksid julgustama to6tajaid tegema koostdod ja andma kogemuste pdhist tagasisidet.

Oigluse pdhiméttel peaksid todtervishoiuspetsialistid ndustama to6tajaid, aitamaks
leida ja hoida tédkohta, hoolimata tervise puudujadkidest vdi puuetest. Oigel ajal
tuleks tunnistada, et konkreetsed tootervishoiu nduded on maaratletud teguritega nagu
vanus, sugu, rahvus, fusioloogiline seisund, sotsiaalsed aspektid, suhtlemisbarjéarid
jm. Niisuguste vajadustega tuleb tegeleda individuaalsel tasandil, kaitsmaks ttotaja
tervist seoses t60ga, jatmata vahematki vdimalust diskrimineerimiseks.

Ké&esolevas koodeksis on mdistega tootervishoiuspetsialist tahistatud koiki neid, kes
oma ameti tdttu tegelevad tootervishoiu ja -ohutuse Ulesannetega, pakkudes
tootervishoiuteenust voi tegelevad tootervishoiu praktikas. Terve rida erialasid on
seotud todtervishoiuga, kuna need on seotud tehnoloogia ja tervist puudutavate
tehniliste, meditsiiniliste ja diguslike aspektidega. Todtervishoiuspetsialistide hulka
kuuluvad tootervishoiuarstid ja tootervishoiubed, todinspektorid, toohigieenikud ja
to6psihholoogid, ergonoomid, taastusraviarstid, t060nnetuste ennetamise, t60-
keskkonna parandamise ning todtervishoiu ja tdoohutusalase uurimistddga tegelevad
spetsialistid.  Too6tervishoiuspetsialistide padevus tuleks mobiliseerida multi-
distsiplinaarses meeskonnattds koostoovorgustiku pdhimottel.

Tootervishoiu praktikaga vdivad olla mingil mééral seotud paljud teised valdkonnad
nagu keemia, toksikoloogia, tehnika, radioloogia, epidemioloogia, keskkonnatervis,
rakendussotsioloogia, tervise- ja sotsiaalkindlustus ning tervisedpetus. Veelgi enam,
rahvatervise- ja toovaldkonna ametnikel, tédandjatel, tootajatel ja nende esindajatel
ning esmaabi andjatel, kuigi nad ei ole ameti poolest tootervishoiuspetsialistid, on
oluline roll ja isegi otsene vastutus tootervishoiupoliitika ning -programmide
rakendamisel. Lisaks on ka paljude teiste erialade esindajatel, nditeks juristidel,
arhitektidel, ettevotjatel, disaineritel, todanaltutikutel, tookeskkonnaspetsialistidel,
tehnikakoolide, ulikoolide ja teiste dppeasutuste dppejoududel, samuti ajakirjanikel,
tahtis roll tookeskkonna ja to6tingimuste parandamisel.

Termin td0andjad tahistab isikuid, kel on tootajate ees vastutus, pihendumine ja
kohustused nende t66s vastastikku sGlmitud lepetes mdlemapoolse vabatahtlikkuse
alusel. Termin t66tajad kehtib iga t66tava isiku kohta, kas taiskoormuse, osalise td6aja
vOi ajutise toolepinguga tddandja alluvuses; terminit on siin kasutatud laias
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tdhenduses, téhistamaks kdiki toovotjaid, kaasa arvatud juhtivpersonal ja flusilisest
isikust ettevotjad (FIE-d, kes omavad nii tddandja kui ka todtaja kohustusi). Valjend
padev institutsioon tahistab ministrit, valitsuse allliksust vOi teist avaliku vdimu
esindajat, kellel on v8im anda vélja eeskirju, méaruseid voi teisi juhiseid, millel on
seaduse joud ja kes vastutab nende jarelevalve ning rakendamise eest.

Tooohutuse ja -tervishoiu valdkonnaga seotud isikutel ning tksustel on suur hulk
ulesandeid, kohustusi ja vastutust ning keerulisi suhteid. Uldiselt méaaratletakse
kohustused ja vastutusvaldkonnad seadusandlikult. Iga td0andja vastutab oma
tOGtajate tervise ja ohutuse eest. lga eluala siseselt eksisteerivad selle spetsiifikast
tulenevad kohustused. Sotsiaal-, keskkonna-, majandus- ja tervisepoliitika
rakendusvaldkonnas on oluline defineerida to6tervishoiuspetsialistide rolli ja nende
suhet teiste spetsialistidega, padevate ametiasutusega ning erialaste liitude ja
seltsidega. See eeldab selget arusaama tootervishoiuspetsialistide eetikast ja kaitumis-
normidest. Multidistsiplinaarse lahenemise korral, kui mitmete elualade spetsialistid
tootavad koos, peaksid nad puldma oma tegevuse Ules ehitada Uhistele vaartustele
ning mdistma Uksteise llesandeid, kohustusi, vastutust ja erialaseid standardeid.

Seadusega on satestatud tootervishoiuteenistuse toimimine ja moned tootervishoiu-
spetsialistide Ulesannete taitmise tingimused nagu tegevuste regulaarne planeerimine
ja Ulevaatamine ning pidev konsulteerimine td0tajate ja juhtkonnaga. Téielik
kutsealane sdltumatus on usaldusvaarse todtervishoiualase teeninduse pdhindue, ehk
tootervishoiuspetsialistid peaksid omama erialast sdltumatust oma funktsioonide
taitmisel langetada iseseisvalt otsuseid ja anda ettevGtetes ndu, et kaitsta tootajate
tervist ja tagada ohutus vastavalt oma teadmistele ja stdametunnistusele.
Tootervishoiuspetsialistid peaksid hea seisma selle eest, et todtervishoiualane tegevus
vastaks hea tava ja kdrgeima professionaalse taseme nduetele. See peaks endas
hdlmama adekvaatset meeskonda, koolitust ja teadmiste arendamist, sealhulgas
pidevat teadmiste ja oskuste kontrolli, toetust ja ligipadsu kdrgema juhtkonna tasemel.

Edasised pohitingimused vastuvdetavale tootervishoiupraktikale - sageli t&psustatud
siseriiklike Gigusaktidega — on vaba juurdepaés tookohale ja vajaliku adekvaatse info
olemasolu tootervishoiu eesmarkide taitmiseks. Teised pdhinduded ndevad ette
tingimuste loomist tookeskkonna madtmiste labiviimiseks, téokohtade hindamiseks,
kisitluse labiviimiseks ja konsulteerimiseks juhtkonnaga ohutuse- ja tervise-
standardite rakendamisel. Erilist tdhelepanu tuleks poorata eetilistele dilemmadele,
mis vdivad tekkida, kui plutakse samaaegselt saavutada mitut potentsiaalselt
vastandlikku eesmaérki — néiteks tookoha sdilitamine ja tervise kaitse, kus on digus
informatsioonile ja konfidentsiaalsusele ning tekivad konfliktid individuaalsete ja
kollektiivsete huvide vahel.

Tootervishoiupraktika peaks vastama tootervishoius seatud eesmarkidele, mis on
méaratletud Rahvusvahelise Tddorganisatsiooni  (ILO, International Labour
Organization) ja Maailma Terviseorganisatsiooni (WHO, World Health Organization)
poolt 1950. aastal ja uuendatud ILO/WHO To6tervishoiu Uhisndukogu poolt 1995.
aastal jargnevalt:

Tootervishoiu eesmargid peaksid olema: koikide ametialade tOotajate kdrgeimal
tasemel fldsilise, vaimse ja sotsiaalse heaolu edendamine ja sailitamine;
tootingimustest  pdhjustatud  tervisehdirete ennetamine; tOOtajate  kaitsmine
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tervisekahjustusi pdhjustatvate riskide eest tookohal; t6okeskkonna kohandamine
vastavalt tootaja fusioloogilistele ja psuhholoogilistele vBimetele; ning kokkuvdtteks,
t00 kohandamine inimesele ja iga inimese kohandamine oma tddle. Tahelepanu
keskpunkt tdotervishoius tugineb peamiselt kolmel eesmargil: (i) tootajate tervise ja
t06vOime sailitamine ja edendamine; (ii) t00 ja tookeskkonna parandamine ohutuks ja
tervist toetavaks; ja (iii) tervist ja ohutust toetava tookorralduse ning tookultuuri
valjaarendamine suunas, mis edendaks seelébi ka positiivset suhtlemiskliimat ja
silutud toovotteid ning tdsta ettevotmiste tulemuslikkust. Mdiste ‘tookultuur’
peegeldab antud kontekstis tootajate poolt omaks voetud pdhivaartuste siusteemi, mis
puudutab kohandatud ettevdtmisi. Niisugune kultuur kajastub juhtimisststeemide
praktikas, personalipoliitikas, osalemise pdhimdtetes, koolituspoliitikas ja ettevotte
kvaliteetses juhtimises.

Pole vdimalik liigselt rdhutada, et iga tootervishoiupraktika keskne eesmark on
kutsehaiguste ja to6ga seotud haiguste ning vigastuste vahetu ennetamine. Niisugust
tootervishoiupraktikat tuleks rakendada kontrollitud tingimustes ja organiseeritud
raamistikus, mis hdlmab kdikidele tootajatele kattesaadavaid universaalseid tootervis-
hoiuteenuseid. See praktika peaks olema asjakohane ja teadmistepdhine, juhinduma
teaduslikest, eetilisest ja tehnilisest seisukohtadest, kohandatud t66tajaskonna
tootervishoiualastele vajadustele ja kutseriskidele ettevottes.

Jarjest enam mdistetakse, et kvaliteetse tootervishoiupraktika eesméark ei ole ainult
hinnangu andmine ja teenuste pakkumine, vaid katkeb ka tootajate tervise ja toovoime
eest hoolitsemist, et seda Kkaitsta, sdilitada ja edendada ning votta arvesse
perekondlikku situatsiooni ja asjaolusid véljaspool t66d. Niisugune ld&henemine
tootervishoiupraktikale ja tervisedendamisele to0l kasitleb todtajate tervist ja nende
inimlikke ja sotsiaalseid vajadusi sidusalt ja kdikeh8lmavalt. See sisaldab ennetavat
tervishoidu, tervisedendust, ravile orienteeritud tervishoidu, esmast rehabilitatsiooni ja
kohast kompensatsiooni, nii nagu ka paranemise ja toole tagasipéordumise
strateegiaid. Sarnaselt mdistetakse jarjest enam seoste téhtsust tdotervishoiu,
keskkonnatervise, kvaliteetse juhtimise, tooteohutuse ja vastutustundliku disainimise
ning késitlemise, kogukonna ja rahvatervise ning julgeoleku vahel. See strateegia on
tootervise ja -ohutuse juhtimissiisteemide arengut soodustav. ROhk on laitmatul
tehnoloogial ja liitudel tootjatega, et muuta areng jarjepidevaks, Giglaseks, sotsiaalselt
kasulikuks ja inimvajadustele vastavaks.
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POHIPRINTSIIBID

Kolm jargmist paragrahvi votavad kokku eetikaprintsiibid ja hinnangud, millel pdhineb
Rahvusvahelise Too6tervishoiuspetsialiside Eetikakoodeks.

Tootervishoiu eesmérk on teenida tootajate vaimse ja fudsilise tervise ning sotsiaalse heaolu
kaitset ja edendada seda nii individuaalses kui kollektiivses vdtmes. Tootervishoiualane
tegevus peab vastama korgeimatele kutsenduetele ja eetikaprintsiipidele. Tod6tervishoiu-
spetsialistid peavad panustama kogukonna- ja keskkonnatervisesse.

Tootervishoiuspetsialistide kohustuste hulka kuuluvad tootajate elu ja tervise kaitsmine,
nende inimvéaarikuse austamine ja kdrgeimate eetiliste printsiipide edendamine to6tervishoiu-
poliitikas ning -programmides. Aus ja diglane kutsealane kaitumine ning t06tajate tervist ja
eraelu puudutava informatsiooni konfidentsiaalsuse kaitse on osa nendest kohustustest.

Tdotervishoiuspetsialistid on eksperdid, kes peavad oma Ulesannete tditmisel olema
kutsealaselt tdiesti sdltumatud. Nad peavad omandama ja sdilitama oma kohustuste taitmiseks
vajaliku pédevuse ning ndéudma tingimusi, mis v@imaldavad neil tdita oma ulesandeid
vastavalt heakskiidetud praktikale ja kutseeetikale.
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TOOTERVISHOIUSPETSIALISTI ULESANDED JA KOHUSTUSED

Eesmargid ja nbustav roll

1. Todtervishoiualase praktika peamine eesmérk on kaitsta todtajate tervist ja edendada
ohutut ning tervist sadstvat tOokeskkonda, kaitsta tOOtajate toGvOimet ja nende
ligipdédsu todturule. Selle eesmargi saavutamiseks peavad tootervishoiuspetsialistid
kasutama valideeritud riskihindamise ja tervise edendamise meetodeid, soovitama
tbhusaid ennetavaid abindusid ja jalgima nende rakendamist. Vastavalt tootervishoiu-
ja -ohutuse vajadusele peavad tootervishoiuspetsialistid t66andjale, tO6tajale voi
ametivéimudele andma asjatundlikku ndu ennetavate tegevuste kohta tédohutuse ja
tervise parandamiseks t6ol, tuginedes oma ametialasele pédevusele ja eetilistele
otsustele. Tootervishoiuspetsialistid peavad andma tddandjale pédevaid ja ausaid
nduandeid, et nad saaksid tdita oma kohustusi td6ohutuse ja -tervise valdkonnas, sama
hasti kaitsta ning edendada todtajate tervist tool. Tootervishoiuspetsialistid peavad
hoidma otsekontakti to6tervishoiu ja todohutuse komisjoniga, kui see on seal olemas.

Teadmised ja ekspertiis

2. Tootervishoiuspetsialistid peavad pidevalt olema kursis t60 ja tookeskkonnaga, samuti
oma teadmisi tdiendama ja olema hasti kursis teaduse ja tehnika edusammudega,
kutseiskide ning kdige tbhusamate vahenditega vdimalike riskide kdrvaldamiseks ja
vahendamiseks. Pohir6hk peaks olema esmasel ennetusel, mis on méaératud labi
poliitiliste hoiakute, kavandamise, laitmatute tehnoloogiate valiku ja tehnika kontrolli-
meetmete ning tookorralduse ja téokoha kohandamise tddtajatele. Tootervishoiu-
spetsialistid peavad kilastama tookohti regulaarselt ja igapéaevaselt, kus igati voimalik
ning andma ndu tootajatele ja juhtkonnale tehtava t66 osas.

Poliitika ja programmi arendamine

3. Tootervishoiuspetsialistid peavad juhtkonda ja tootajaid nGustama ettevttes esinevate
tOGtajate tervist kahjustada vOivate tegurite osas. Kutsetdost tulenevate ohtude
riskihinnang peab viima to6tervishoiu- ja tooohutuspoliitika ning kohandatud ennetus-
programmi saavutamisele, mis on kohandatud t6okohtade ja ettevotmiste vajadustele.
Tootervishoiuspetsialistid peavad, toetudes kattesaadavale teaduslikule ning tehnilisele
teabele ja oma teadmistele tookeskkonnast, soovitama just sellist poliitikat.
Tootervishoiuspetsialistid peavad seisma sellise poliitika ja programmide eest, mis
tuginevad hetkel kattesaadavatele teaduse ja tehnika saavutustele, samuti nende
teadmistele tookorralduse ja -keskkonna kohta. Tdotervishoiuspetsialistid peaksid
olema veendunud, et nad omavad ndutud oskusi vOi tagama vajaliku ekspertiisi,
kindlustamaks nouanded ennetusprogrammi labiviimiseks, mis sisaldaks vastavaid
seiremeetmeid, td6ohutuse- ja terviseriskide juhtimist ning dnnetuse korral tagajargede
minimeerimist, moistvalt arvesse vottes riiklikke regulatiivseid ndudmisi. Jarjepideva
parandamise eesmargi nimel tuleks to6tervishoiuprogrammide kvaliteeti ja efektiivsust
regulaarselt hinnata.
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Rdhk ennetamisel ja kiirel tegutsemisel

4. Erilisel kaalutlusel tuleks anda kiireks kohaldamiseks lihtsad ennetusmeetmed, mis on
tehniliselt kindlad ja kergesti rakendatavad. Edasised uuringud peavad selgitama, kas
need abindud on efektiivsed voi vajaduse korral tuleb leida keerukamaid lahendusi.
Ohuteguri tdsiduse kahtluse korral tuleb koheselt rakendada asjakohaseid ja sobivaid
ennetavaid abindusid. Kui on erinevaid arvamusi vOi ebamddrasusi riskide vOi
ohtutegurite olemuse osas, peavad todtervishoiuspetsialistid olema oma hinnangutes
selgesbnalised, austama koOiki asjaosalisi, valtima oma arvamustes mitme-
tdhenduslikkust ning vajadusel konsulteerima teiste spetsialistidega.

Parandustegevuste jalgimine

5. Adekvaatsete sammude tegemata jatmisel vOi lubamatu riski k&rvaldamisest
keeldumisel voi kui abindud situatsioonis kujutavad ohtu t06taja tervisele vdi ohutuse
ollukorrale, peavad tootervishoiuspetsialistid vdimalikult Kiiresti ja kirjalikult
teavitama kdrgemalseisvat, otsuseid tdidesaatvat Glemust. Sealjuures tuleb réhutada
teadusliku informatsiooni ja vastavate tervisekaitsenormide, sh piirnormide arvesse
vOtmise vajadust ja tuletada tddandjale meelde tema kohustust, rakendada Gigusakte ja
regulatsioone ning kaitsta tootajate tervist nende tdokohustuste taitmisel.
Asjassepuutuvaid to6tajaid ja nende esindajaid tuleks ettevottes informeerida ning kus
iganes osutub tarvilikuks, votta hendust kompetentse institutsiooniga.

Informatsioon, suhtlemine ja koolitus

6. Tootervishoiuspetsialistid peavad kaasa aitama to6tajate informeeritusele tédga seotud
ohuteguritest, milledele vdidakse olla eksponeeritud ning varjamata fakte, objektiivsel
ja ettendgelikul viisil rbéhutama ennetavate abindude téhtsust. Todtervishoiu-
spetsialistid peavad tegema koostodd juhtkonna, tO6tajate ja nende esindajatega
tagades adekvaatse informatsiooni ning koolituse tervise ja ohutuse kisimustes
juhtkonnale ja tootajatele. Edastades teavet riskidest ja nende juhtimisest téokohal,
peavad tootervishoiuspetsialistid arvestama keelebarjdari, rahvuste kultuuriliste ja
teiste erisustega juhtkonna ja to6tajate hulgas, mis voib mdjutada suhtlemise tdhusust.
Tdootervishoiuspetsialistid peavad edastama tOdandjatele, tOdtajatele ja nende
esindajatele asjakohast infot tuntud ja vGimalike to6keskkonna ohutegurite kohta, mis
on nii teaduslikult tdestatud kui ka mitte tGestatud.

Arisaladused

7. Tootervishoiuspetsialistid on kohustatud mitte avaldama td0stus- vOi arisaladusi,
millede kohta on tdoullesannete téitmisel teada saadud. Siiski ei tohi nad varjata
informatsiooni, mis on vajalik t0otajate vOi kogukonna tervise ja ohutuse kaitsmise
seisukohalt. Vajaduse Kkorral peavad tdotervishoiuspetsialistid konsulteerima
kompetentse asutusega, kes on vastutav konkreetse 6igusakti rakendamise eest.

Meditsiinilised labivaatused
8. Tootajate meditsiinilise labivaatuse eesmargid, meetodid ja protseduurid peavad olema

tootervishoius selgelt méératletud, eelistamaks tddkohtade kohandamist tdotajale, kes
peab olema sellest informeeritud. Meetodite ja protseduuride asjakohasus ja kehtivus
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peab olema kooskdlas voimaliku teadusliku tdenduspdhisusega ja asjakohase hea tava
praktikaga. Tervisekontroll tuleb l&bi viia to6tajate informeeritud ndusoleku vormis.
NOustumise taotlemise kaigus tuleks I&bi arutada kliiniliste analttside ja
tervisekontrolli protsessi potentsiaalsed positiivsed ja negatiivsed tagajarjed, mis on
ndusoleku andmise uUheks osaks. Meditsiinilise labivaatuse peab labi viima
todtervishoiuarst, kellel on vastava asutuse poolt tdestatud padevus.

Tootajate informeerimine

9. Meditsiinilises labivaatuses osalenud tootajale tuleb selgitada selle raames teostatud
uuringute tulemusi. Konkreetne todle sobivuse otsus peaks antama tookoha ja
todnduete hea tundmise ning to6taja tervisehinnangu pdhjal. To6tajad peavad olema
informeeritud véimalusest vaidlustada nende to6lesobivuse kohta tehtud otsust, juhul
kui nad peavad seda oma huvidele mittevastavaks. Edasikaebamise puhuks peavad
olema kindlaks méadratud vastavad protseduurireeglid.

Toodandja informeerimine

10. Siseriiklikes 0igusaktides vOi juhendites ettendhtud meditsiiniliste uuringute
tulemustest tuleb juhtkonnale teatada ainult seda, mis on seotud té6taja sobimisega
antud tookohale, meditsiinilistel ndidustustel todilesannete taitmise piirangutega voi
kokkupuutumisel kutseriskidega. Sellise info edastamisel peaks olema p6&hirdhk
ettepanekutel kohandada tooulesanded ja tootingimused tootaja vdimetele sobivateks.
Uldist informatsiooni todtaja toole sobivuse vOi tema tooga seotud tervise kohta vdi
kutseriskidest vOimalike vdi olemasolevate tervisemdjude kohta voib avaldada vaid
todtaja ndusolekul ja juhul kui see on tarvilik tema tervise kaitsmise seisukohalt.

Oht kolmandatele osapooltele

11. Kui tootaja tervislik seisund ja toodllesannete taitmine vdivad tGendoliselt teisi
ohustada, tuleb ttotajat olukorrast kahtlemata informeerida. Eriti ohtliku olukorra
puhul peab teiste isikute kaitseks rakendatavatest abinGudest informeerima ka
juhtkonda ja kui seda nduavad Oigusaktid, siis ka padevat asutust. Tootervishoiu-
spetsialist peab ndu andes puldma lepitada tootaja to6d jatkamist, tagades teiste
tOGtajate ohutuse voi tervise, juhul kui nad on ohustatud.

Bioloogiline seire ja uuringud

12. Bioloogilised testid ja teised uuringud tuleb valida l&htudes nende asjakohasusest ja
usaldusvaarsusest, arvestades nende tundlikkust, eripdra ja ennustatavat vaartust ning
kaitsmaks tootaja tervist. Tootervishoiuspetsialistid ei tohi kasutada uuringuid, mis ei
ole usaldusvéérsed voi millel ei ole tOoollesannete taitmise seisukohast killaldast
vadrtust. Valikuvdimaluse korral tuleb alati eelistada mitteinvasiivseid meetodeid ja
uuringuid, mis ei kujuta mingit ohtu t06taja tervisele. Invasiivuuringut voi labivaatust,
mis kujutab uuritava to6taja tervisele riski, voib soovitada ainult pérast kdigi eeliste ja
ohtude hindamist. Niisugune uuring toimub t66taja ndusolekul ja seda tuleb teostada
vastavuses korgeimate kutsenduetega. Seda ei saa digustada kindlustuse eesmargiga
vOi seoses kindlustusnduetega.
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Tervisedendus

13. Tegutsedes tervisehariduses, tervisedenduses, tervise sdeluuringus ja rahvatervise
programmides, peavad tootervishoiuspetsialistid pliddma kaasata kavandamise ja
rakendamise protsessi nii todandjaid kui tootajaid. Samuti peavad nad kaitsma
tootajate  isiklikke terviseandmete konfidentsiaalsust ja ennetama nende
vaarkasutamist.

Kogukonna ja keskkonna kaitse

14. Tootervishoiuspetsialistid peavad olema teadlikud oma osast kogukonna ja keskkonna
kaitses. Pidades silmas panust keskkonna- ja rahvatervisesse, peavad tootervishoiu-
spetsialistid vdimalust modda osalema ja algatama to0keskkonna ohutegurite
valjaselgitamist, riskide hindamist ning néustamisel juhtima téhelepanu téokeskkonna
riskide ennetamise eesmérkidele.

Panus teadusesse

15. Tootervishoiuspetsialistid peavad teadlastele, avalikkusele ja t06j0u institutsioonidele
andma objektiivset informatsiooni kutsetddga seotud uute vBi vBimalike ohutegurite
kohta. Samuti peavad nad informatsiooni jagama uute ja asjakohaste ennetusmeetodite
kohta. Teadusuuringutesse kaasatud to6tervishoiuspetsialistid peavad kavandama oma
tegevusi teaduslikult tdestatud alustel, tegutsema téieliku ametialase iseseisvusega
ning jargima terviseuuringutele ja meditsiinilisele teadustddle seatud eetika
pohimdtteid. Need hélmavad sotsiaalset ja teaduslikku véartust, teaduslikku valiidsust,
ausat teemavalikut, riski ja kasuteguri suhet, informeeritud ndusolekut, austust
vOimalike ja kaasatud subjektide vastu, iseseisva ja kompetentse eetikakomitee
protokollide Ulevaadet potentsiaalsetest huvide konfliktidest ja konfidentsiaalsete
andmete kaitsest. Tootervishoiuspetsialistidel on kohustus teha oma uurimistulemused
avalikkusele kattesaadavaks. Nad vastutavad oma raportite tapsuse eest.
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TOOTERVISHOIUSPETSIALISTI ULESANNETE TAITMISE
TINGIMUSED

Padevus, ausus ja erapooletus

16. Tootervishoiuspetsialistid peavad alati tegutsema esmajoones tOotajate tervise ja
ohutuse huvides. Tdotervishoiuspetsialistide otsused peavad olema teaduslikult
pohjendatud ning tehniliselt kompetentsed ja vajaduse korral ekspertidega
kooskdlastatud. Tdotervishoiuspetsialistid peavad hoiduma igasugustest otsustest,
nduannetest voi tegevusest, mis vdib ohustada usaldust nende erapooletusse ja
aususesse.

Kutsealane sdoltumatus

17. Tootervishoiuspetsialistid peavad ndudma ja sdilitama taielikku kutsealast sdltumatust
ja jargima oma ulesannete taitmisel konfidentsiaalsuse pohimdotet. Mitte Ghelgi juhul ei
tohi tootervishoiuspetsialistid oma otsustes lahtuda huvide konfliktist, eriti td6andjate,
tOotajate vOi nende esindajate ndustamisel tookeskkonna ohuteguritest tulenevate
terviseriskide ja ohuolukordade kohta tervise v3i ohutuse suhtes.

Erapooletus, mittediskrimineerimine ja suhtlemine

18. Tdootervishoiuspetsialistid peavad todtervishoiuteenuse osutajatega looma usaldusel,
Oiglusel ja konfidentsiaalsusel pohinevad suhted. Kdoiki tO6tajaid tuleb kohelda
Oiglaselt, ilma igasuguse diskrimineerimiseta terviseseisundi, sotsiaalsete aspektide,
usuliste tdekspidamiste suhtes vOi tootervishoiuspetsialisti kilastamise pdhjuste
parast. Tdotervishoiuspetsialistid peavad looma ja séilitama selged suhtlemisliinid
Uksteisega, tootajate esindajate ja ettevotte juhtidega, kes kérgemal tasandil vastutavad
todtingimuste, tookorralduse ning todokeskkonna eest.

Organisatsioonieetika ja to6lepingud

19. Tootervishoiuspetsialistidele t06d andvad eraettevotted vdi organisatsioonid peaksid
vastu votma organisatsioonieetika kava, mis on kooskdlas ké&esoleva koodeksi eetiliste
pdhimotetega. Need institutsioonid ja organisatsioonid peaksid vdimaldama ja toetama
tootervishoiuspetsialistide kaitumist kdesoleva eetikakoodeksi jargi. Tootervishoiu-
spetsialistid peavad taotlema, et nende to6lepingusse lisataks eetika klausel. See peaks
igal juhul sisaldama tdotervishoiuspetsialisti digusi jargida oma kutsendudeid,
juhtnoore ja eetikakoodeksit. Tootervishoiuspetsialistid ei tohi ndustuda tingimustega,
mis ei vOimalda neil oma (lesandeid tdita vastavalt kutsenduetele ja eetika-
printsiipidele ning -juhtndoridele. To6lepingud peaksid kirjeldama soovitatavaid rolle
ja vastutust, kehtestama tootervishoiuspetsialistide iseseisvuse ja sisaldama juhtndére
juriidiliste, lepinguliste ja eetiliste aspektide kohta. Lahenemisel konflikti juhtimisele
peaks olema vdimaldatud konfidentsiaalse informatsiooni kaitse ja ligipaas
haiguslugudele. Too6tervishoiuspetsialistid peavad olema kindlad, et nende leping ei
sisalda klausleid, mis voiksid piirata nende kutsealast sdltumatust. Kahtluse korral
tuleb otsida juriidilist abi ning konsulteerida pddeva ametiasutusega.
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Dokumenteerimine

20.

Tootervishoiuspetsialistid peavad tootervishoiu probleemide kindlaksmadramiseks
ettevottes koostama pédevaid dokumente, arvestades seejuures konfidentsiaalsuse
nduetega. Ulestahendused sisaldavad teavet tookeskkonna vaatlustest, samuti toétajate
isikuandmeid nagu té6anamnees ja todga seotud andmeid nagu kutseekspositsiooni
ajalugu, individuaalse ekspositsiooni tulemusi Kkutseriskidele ja td0lesobivuse
tdendeid. ToOo6tajatel peab olema ligipdds enda isiklikele terviseandmetele, samuti
andmetele tookeskkonna seire tulemuste kohta.

Meditsiiniline konfidentsiaalsus

21.

Meditsiinilisi isikuandmeid ja meditsiiniuuringute tulemusi peab séilitama
konfidentsiaalsetes meditsiiniregistrites (failides), mida tuleb hoida turvaliselt
tootervishoiuarsti voi tootervishoiude vastutusel. Juurdepédas meditsiinifailidele, nende
edasitoimetamine, samuti valjaandmine ning nendes toimikutes sisalduva
informatsiooni kasutamine on maaratud siseriiklike Gigusaktide vdi juhenditega ning
arstide eetikakoodeksiga. Toimikutes leiduvat informatsiooni tuleb kasutada vaid
tootervishoiualastel eesmarkidel.

Kollektiivi puudutavad terviseandmed

22.

Juhul kui individuaalse identifitseerimise véimalus on vélistatud, vOib rihma kohta
kaivat meditsiinilist informatsiooni avaldada juhtkonnale ja to0tajate esindajatele voi
tookeskkonnandukogule, kui need on olemas, eesmérgiga aidata neid oma kohustustes
ohustatud tootajarihmade tervise ja ohutuse kaitsmisel. Toovigastustest ja tddga
seotud haigestumistest tuleb teatada pédevale asutusele vastavalt siseriiklikes
digusaktides ja juhendites ettenahtud korrale.

Suhted teiste tervishoiuspetsialistidega

23. Tootervishoiuspetsialistid ei tohi nduda isikuandmeid, mis ei ole seotud todtajate

tervise kaitsmise, séilitamise ja edendamisega voi t06tajaskonna Uleuldise tervisliku
seisundiga tool. Tootervishoiuarstid voivad tootaja informeeritud ndusolekul taotleda
meditsiinilist informatsiooni vO8i andmeid tema raviarstilt voi haigla meditsiini-
personalilt, kuid ainult eesmérgiga kaitsta, sdilitada ja edendada antud to6taja tervist.
Sealjuures peab tootervishoiuarst informeerima to0taja raviarsti vOi haigla
meditsiinipersonali oma rollist ja taotlusest, millist meditsiinilist informatsiooni voi
andmeid vajatakse. To6taja ndusolekul vdib tootervishoiuarst voi -6de vajadusel anda
asjakohast informatsiooni to6taja raviarstile, muuhulgas kutsetdtga seotud ohtudest,
eksponeeritusest ja piirangutest t66l, mis kujutavad endast ohtu ttotaja tervise-
seisundile.

Voitlus vaarkaitumisega

24.

Tootajate  meditsiiniliste  ja  terviseandmete salastatuse Kkaitseks peavad
tootervishoiuspetsialistid  tegema  koost6dd  teiste  tervishoiuspetsialistidega.
Tootervishoiuspetsialistid peavad kindlaks mé&arama, hindama ja juhtima tahelepanu
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protseduuridele voi praktikatele, mis on nende arvates vastuolus kéesoleva koodeksi
pdhimdtetega ja vajadusel informeerima sellest padevat asutust. See tdhendab eeskatt
tootervishoiu andmete véarkasutamist, leidude varjamist vOi edastamata jatmist,
meditsiinilise konfidentsiaalsuse rikkumist vOi ebaadekvaatset andmekaitset ja seda
eriti arvutitesse sisestatud informatsiooni 0sas.

Sidemed sotsiaalpartneritega

25. Tootervishoiuspetsialistid peavad teavitama to6andjaid, tootajaid ja nende esindajaid
taieliku Kkutsealase so@ltumatuse vajadusest ja kohustusest kaitsta meditsiinilist
konfidentsiaalsust, et austada inimvaarikust ning suurendada to6tervishoiu tegevuste
vastuvdetavust ja tbhusust.

Kutsealase kaitumise ja eetika edendamine

26. Selleks, et rakendada tootervishoiupraktikas kérgeimaid eetika standardeid, peavad
tootervishoiuspetsialistid taotlema t6oandjate, tG6tajate ja nende organisatsioonide,
samuti padevate asutuste, erialaseltside ja teadusthingute ning teiste asjakohaste
riiklike ja rahvusvaheliste organisatsioonide toetust ja koostdtd. Sobivate nduete
kehtestamiseks ja vOimalike puuduste avastamiseks ning kdrvaldamiseks peaksid
tootervishoiuspetsialistid algatama oma ametialase tegevuse auditeerimise programme,
veendumaks, et vastavad standardid on saavutatud ning juhul kui on avastatud
moningaid puudujadke, on need parandatud ja ettevoetud samme, mis Kindlustaks
professionaalse arengu jarjepidevuse.
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PREFACE

1. There are several reasons why the International Commission on Occupational Health
(ICOH) has committed itself in the development of an International Code of Ethics for
Occupational Health Professionals, as distinct from codes of ethics for all medical
practitioners. The first one is the increased recognition of the complex and sometimes
competing responsibilities of occupational health and safety professionals towards the
workers, the employers, the public, publik health and labour authorities and other bodies
such as social security and judicial authorities. The second one is the increasing number of
occupational health and safety professionals as resulting from the compulsory or voluntary
establishment of occupational healt services. Yet another factor is the emerging development
of a multidisciplinary approach in occupational health which is implying an involvement in
occupational health services of specialists who belong to various professions.

2. The International Code of Ethics for Occupational Health Professionals is relevant to many
professional groups carrying out tasks and having responsibilities in enterprises as well as in
the private and publik sectors concerning safety, hygiene, health and the environment in
relation to work. The term occupational health professionals category is for the purpose of
the Code defined as a broad target group whose common vocation is a professional
commitment in pursuing an occupational health agenda. The scope of this Code covers
activities of occupational health professionals both when they are acting in individual capacity
and as part of organizations or undertakings providing services to clients and customers. The
Code applies to occupational health professionals and occupational health services regardless
of whether they operate in a free market context subject to competition or within the
framework of public sector health services. 3. The 1992 International Code of Ethics first
edition laid down general principles of ethics in occupational health. These are still valid but
need to be updated and rephrased to reinforce their relevance in the changing environment
where occupational health is practiced. Changes in working conditions and in social demand
should be taken into account including those brought about by political and social
developments in societies; demands on utility value, continued quality improvements and
transparency; globalization of the world economy and liberalization of international trade;
technical development and introduction of information technology as an integral element of
production and services. All these aspects have repercussions on the context surrounding the
occupational health practice and thereby influence the professional norms of conduct and the
ethics of occupational health professionals.

4. The preparation of an International Code of Ethics for Occupational Health Professionals
dates back to 1987 when it was discussed by the Board of the ICOH in Sydney. The prepared
draft was subject to a process of consultations. The 1992 Code of Ethics for Occupational
Health Professionals was approved by the ICOH Board in November 1991 and published in
English and French in 1992, with many reprints and translation into other languages in the
following years. A Working Group was established in 1993 with the aim of updating the
International Code of Ethics for Occupational Health Professionals and agreed with the ICOH
Board in 1997 that an in-depth revision of the Code of Ethics was necessary aiming at
supplementing the Code with new issues and themes needing to be addressed. The
reconstituted Working Group on Ethics in Occupational Health (J.F. Caillard, G.H. Coppée and
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P. Westerholm) started the revision process of the Code in 1999 in consultation with selected
ICOH members retaining its original structure and reorganizing the text in a more systematic
manner.

5. The updated version of the Code of Ethics for Occupational Health Professionals was
approved by the ICOH Board in March 2002. The 2002 Code was widely recognized and used
for the elaboration of national codes of ethics and for educational purposes. It was adopted
as terms of reference in Argentina and lItaly in the Framework Act for occupational safety and
health. It was also included into the Rosenstock and Cullen text edition. Apart from the ICOH
official languages, the ICOH Code of Ethics was translated into Chinese, Greek, ltalian,
Japanese, Portuguese, Spanish and Turkish. In 2010, the United Nations Medical Directors
Working Group agreed to advise that any organizational statements of ethics in occupational
health mattes should be guided by, and consistent with the ICOH Code of Ethics. Furthermore
there have been many adoptions on a voluntary basis as a standard for defining and
evaluating professional conduct and it was widely referred to in occupational health and
related fields.

6. The ICOH Board decided in 2008 to review the 2002 Code, and commissioned the Working
Committee on Ethics and Transparency of the Board to perform the task at a Board meeting
in Cape Town in March 2009. The committee consisted of Board Members P. Westerholm
(chair), G. Costa, M. Guillemin, J. Harrison and J. Howard Jr. acting as the ICOH Board Code
Review Group. Board member M. Fingerhut was affiliated to the Group to strengthen capacity
for liaison in view of the global scope of the task. For strengthening field contacts, the Code
Review Group was expanded by affiliating J.F. Caillard (ICOH Past President) and S. lavicoli
(ICOH Secretary-General). For expanding contacts with world regions and professional
networks in Latin and South Americas, Africa and Asia, J. Rodriguez-Guzman, L. London and S.
Horie were commissioned and affiliated to the Code Review Group. In addition, a task group
was constituted as a subgroup of the Code Review Group to address Ethical Code issues
related to the cultural context on the African continent, with G. B. Tangwa, R. B. Matchaba-
Hove, A. Nyika, N. MKhize and R. N. Nwabueze. The review work was carried out by drafting a
series of text reviews. The Code Review Group members used opportunities at ICOH
conferences in Europe, Africa, South and Latin Americas and Asia to discuss Code review
matters with the members they met and with other professional networks.

7. A progress report of the Code Review Group was presented and discussed at the ICOH
Board Midterm Meeting in Milan in February 2011. The ICOH Membership became involved
through communication of the preliminary review results to ICOH scientific Committees
Chairs and Secretaries and ICOH National Secretaries. The Code Review Group’s report
submitted by P. Westerholm, Chair of the Ethics and Transparency Committee, in September
2011 was discussed at a Code review meeting organized by ICOH President K. Kogi and
attended by ICOH Officers and the members of the Ethics and Transparency Committee. It
was agreed to minimize the changes in the Code by examining the issues requiring revisions.
A special session at the ICOH Congress held in Cancun in March 2012 further discussed these
issues based on the review results. The changes required for the Code were discussed at a
workshop on the ICOH Code of Ethics organized at the University of Occupational and
Environmental Health in Kitakyushu in August 2012. To finalize the Code revisjon work in view
of the suggested amendments generated throughout the review process, ICOH President K.
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Kogi organized a Code Editing Group comprising ICOH Vice-Presidents S. Lehtinen and B.
Rogers, Secretary-General S. lavicoli, Past President J. Rantanen and Board members G. Costa,
N. Kawakami, C. Nogueira, E. Santino and P. Westerholm. In the meeting of the Code Editing
Group held in June 2013, the draft revisions of the Code were finalized. In addition, we greatly
acknowledge the editorial support for this third edition of Mr. Carlo Petyx (Coordinator), Ms.
Valeria Boccuni, Ms. Erika Cannone, Mr. Pierluca Dionisi and Ms. Antonella Oliverio. 8. In the
review process, the fundamental point of departure and aim have been to retain the already
existing structure of the 2002 Code throughout the review, for the purpose of serving
continuity and recognition of its contents by the successive generations of ICOH members
and all readers within the occupational health professional community of the world. The
review process has resulted in working materials and documentation envisaged to be made
available as supplementary entries on the ICOH website following the adoption of the revised
Code by the ICOH Board. The proposed Code revisions were presented to the ICOH Board
Midterm Meeting held in Helsinki in February 2014. By further revising the proposed changes,
the ICOH Board adopted the new International Code of Ethics for Occupational health
Professionals on 10 February 2014.

9. This Code of Ethics represents an attempt to translate in terms of professional conduct the
values and ethical principles in occupational health. It is intended to guide all those who carry
out occupational health activities and to set a reference level on the basis of which their
performance can be assessed. Its purpose is also to contribute to the development of a
common set of principles for cooperation between all those concerned as well as to promote
teamwork and a multidisciplinary approach in occupational health. It provides a framework
against which to document and justify departures from accepted practice and places a burden
of responsibility on those who do not make their reasons explicit. It should also be noted that
more detailed guidance on a number of particular aspects can be found in national codes of
ethics or guidelines for specific professions. Furthermore, the Code of Ethics does not aim to
cover all areas of implementation or all aspects of the conduct of occupational health
professionals or their relationships with social partners, other professionals and the public. It
is acknowledged that some aspects of professional ethics may be specific to certain
professions and need additional ethical guidance. 10. It should be stressed that ethics should
be considered as a subjekt that has no clear end boundaries and requires interactions,
multidisciplinary co-operation, consultations and participation. The process may turn out to
be more important than its ultimate outcome. A code of ethics for occupational health
professionals should never be considered as «final» but as a milestone of a dynamic process
involving the occupational health community as a whole, the ICOH and ohter organizations
concerned with safety, health and the environment, including employers’” and workers’
organizations.

11. It cannot be overemphasized that ethics in occupational health is by essence a field of
interactions between many partners. Good occupational health is inclusive, not exclusive. The
elaboration and the implementation of professional conduct standards do not involve only
the occupational health professionals themselves but also Athose who will benefit from or
may feel threatened by their practice as well as those who will support its sound
implementation or denounce its shortcomings. This document should therefore be kept
under review and its revision should be undertaken when deemed necessary. Comments to
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improve its content should be addressed to the Secretary-General of the International
Commission on Occupational Health.

12. The Code of Ethics of the International Commission on Occupational Health may be freely
reproduced. Proposals of translation into other languages, other than English and French,
must be addressed jointly to ICOH President and Secretary-General. Translation into other
languages, other than the official ones, must be done by an ad hoc Working Group appointed
by ICOH President. ICOH President could nominate a Peer Reviewing Group to revise the
translated version, if necessary. The Chair of the Working Group will submit the final revised
translated text for approval by ICOH President. Translated versions of ICOH Code of Ethics
must include a copy of the Code either in English or French. Printing of the ICOH Code of
Ethics is subject to prior authorization by ICOH President. Any financial support for printing by
any kind of organizations has to be preliminarily communicated and approved by ICOH
President.

Kazutaka Kogi, MD, DMSc Sergio lavicoli, MD, PhD
ICOH President ICOH Secretary-General
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INTRODUCTION

1. The aim of occupational health practice is to protect and promote workers’ health, to sustain and
improve their working capacity and ability, to contribute to the establishment and maintenance of a
safe and healthy working environment for all, as well as to promote the adaptation of work to the
capabilities of workers, taking into account their state of health.

2. The field of occupational health is broad and covers the prevention of all impairments arising out of
employment, work injuries and workrelated disorders, including occupational diseases, the
protection and promotion of workers’ health and all aspects relating to the interactions between
work and health. Occupational health professionals should be involved, whenever possible, in the
design and choice of health and safety equipment, appropriate work methods and procedures and
safe work practices relevant to health, safety and work ability of workers. They should encourage
workers’ participation in this field as well as feedback from experience.

3. On the basis of the principle of equity, occupational health professionals should assist workers in
obtaining and maintaining employment notwithstanding their health deficiencies or their handicap.
It should be duly recognized that there are particular occupational health needs of workers as
determined by factors such as gender, age, ethnicity, physiological condition, social aspects,
communication barriers or other factors. Such needs should be met on an individual basis with due
concern to protection of health in relation to work and without leaving any possibility for
discrimination.

4. For the purpose of this Code, the expression «occupational healt professionals» is meant to include
all those who, in a professional capacity, carry out occupational safety and health tasks, provide
occupational health services or are involved in an occupational healt practice. A wide range of
disciplines are concerned with occupational health since it is at an interface between technology
and health involving technical, medical, social and legal aspects. Occupational healt professionals
include occupational health physicians and nurses, labour inspectors, occupational hygienists and
occupational psychologists, specialists involved in ergonomics, in rehabilitation therapy, in
accident prevention and in the improvement of the working environment as well as in occupational
health and safety research. The competence of these occupational health professionals should be
mobilized within the framework of a multidisciplinary team approach.

5. Many other professionals from a variety of disciplines such as chemistry, toxicology, engineering,
radiation health, epidemiology, environmental health, environmental protection, applied sociology,
healt and social insurance and health education may also be involved, to some extent, in
occupational health practice. Furthermore, publik health and labour authorities, employers,
workers and their representatives and first aid workers have an essential role and even a direct
responsibility in the implementation of occupational health policies and programmes, although
they are not occupational health specialists by profession. Finally, many other professions such as
lawyers, architects, manufacturers, designers, work analysts, work organization specialists,
teachers in technical schools, universities and other institutions as well as the media personnel have
an important role to play in relation to the improvement of the working environment and of
working conditions.

6. The term «employers» means persons with recognized responsibility, commitment and duties
towards workers in their employment by virtue of a mutually agreed relationship. The term
«workers» applies to any persons who work, whether full time, part time or temporarily for an
employer; this term is used here in a broad sense covering all employees, including management
staff, the self-employed and informal sector workers (a self-employed person is regarded as having
the duties of both an employer and a worker). The expression «competent authority» means a
minister, government department or other publik authority having the power to issue regulations,
orders or other instruction having the force of law, and who is in charge of supervising and
enforcing their implementation.
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There is a wide range of duties, obligations and responsibilities as well as complex relationships
among those concerned and involved in occupational safety and health matters. In general, these
duties, obligations and responsibilities are defined by statutory regulations. Each employer has the
responsibility for the health and safety of the workers in his or her employment. Each profession
has its responsibilities which are related to the nature of its duties. It is important to define the role
of occupational health professionals and their relationships with other professionals, with the
competent authority and with social partners in the purview of economic, social, environmental
and health policies. This calls for a clear view about the ethics of occupational health professionals
and standards in their professional conduct. When specialists of several professions are working
together within a multidisciplinary approach, they should endeavour to base their action on shared
sets of values and have an understanding of each other’s duties, obligations, responsibilities and
professional standards.

Some of the conditions of execution of the functions of occupational health professionals and the
conditions of operation of occupational health services are often defined in statutory regulations,
such as regular planning and reviewing of activities and continuous consultation with workers and
management. Basic requirements for a sound occupational practice include a full professional
independence, i.e. that occupational health professionals must enjoy independence in the exercise
of their functions which should enable them to make judgments and give advice for the protection
of the workers’ health and for their safety within the undertaking in accordance with their
knowledge and conscience. Occupational health professionals should make sure that the necessary
conditions are met to enable them to carry out their activities according to good practice and to the
highest professional standards. This should include adequate staffing, training and competence
development, which includes the continuous updating of knowledge and skills, and support from
and access to an appropriate level of senior management.

Further basic requirements for acceptable occupational health practice, often specified by national
regulations, include free access to the workplace, and to relevant information needed for
occupational healt objectives. Other basic requirements are the possibility of taking samples and
assessing the working environment, making job analyses and participating in enquiries and
consulting the competent authority on the implementation of occupational safety and health
standards in the undertaking. Special attention should be given to ethical dilemmas which may
arise from pursuing simultaneously objectives which may be competing such as the protection of
employment and the protection of health, the right to information and confidentiality, and the
conflicts between individual and collective interests.

The occupational health practice should meet the aims of occupational health which have been
defined by the ILO and WHO in 1950 and updated as follows by the ILO/WHO Joint Committee
on Occupational Health in 1995:

Occupational health should aim at: the promotion and maintenance of the highest degree of
physical, mental and social well-being of workers in all occupations; the prevention amongst
workers of departures from health caused by their working conditions; the protection of workers in
their employment from risks resulting from factors adverse to health; the placing and maintenance
of the workers in an occupational environment adapted to his physiological and psychological
capabilities; and, to summarise, the adaptation of work to man and of each man to his job. The
main focus in occupational health is on three different objectives: (i) the maintenance and
promotion of workers’ health and working capacity; (ii) the improvement of working environment
and work to become conducive to safety and health; and (iii) development of work organisations
and working cultures in a direction which supports health and safety at work and in doing so also
promotes a positive social climate and smooth operation and may enhance productivity of the
undertakings. The concept of working culture is intended in this context to mean a reflection of the
essential value systems adopted by the undertaking concerned. Such a culture is reflected in
practice in the Manageril systems, personnel policy, principles for participation, training policies
and quality management of the undertaking.
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11. It cannot be overemphasized that the central purpose of any occupational health practice is the
primary prevention of occupational and work-related diseases and injuries. Such practice should
take place munder controlled conditions and within an organized framework involving competent
occupational health services universally accessible for all workers. This practice must be relevant,
knowledge-based, sound from scientific, ethical and technical points of view, and appropriate to
the occupational risks in the enterprise and to the occupational health needs of the working
population concerned.

12. It is increasingly understood that the purpose of a sound occupational health practice is not merely
to perform assessments and to provide services but implies caring for workers’ health and their
working capacity with a view to protect, maintain and promote them and taking into account the
family situation and the life circumstances outside work. This approach of occupational health
practice and occupational health promotion addresses workers’ health and their human and social
needs in a comprehensive and coherent manner which includes preventive health care, health
promotion, curative healt care, first-aid rehabilitation and compensation where appropriate, as well
as strategies for recovery and reintegration into the working environment. Similarly, the
importance of considering the links between occupational health, environmental health, quality
management, product safety and stewardship, public and community health and security is
increasingly understood. This strategy is conducive to the development of occupational safety and
health management systems, an emphasis on the choice of clean technologies and alliances with
Athose who produce and those who protect in order to make development sustainable, equitable,
socially useful and responsive to human needs.
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BASIC PRINCIPLEs

The following three paragraphs summarize the principles of ethics and values on which is based
the International Code of Ethics for Occupational Health Professionals.

The purpose of occupational health is to serve the protection and promotion of the physical and
mental health and social well-being of the workers individually and collectively. Occupational
health practice must be performed according to the highest professional standards and ethical
principles.

Occupational health professionals must contribute to environmental and community health. The
duties of occupational health professionals include protecting the life and the health of the worker,
respecting human dignity and promoting the highest ethical principles in occupational health
policies and programmes. Integrity in professional conduct, impartiality and the protection of the
confidentiality of health data and of the privacy of workers are part of these duties.

Occupational health professionals are experts who must enjoy full professional independence in the
execution of their functions. They must acquire and maintain the competence necessary for their
duties and require conditions which allow them to carry out their tasks according to good practice
and professional ethics.

Duties and obligations of occupational health professionals

Aims and advisory role

1.

The primary aim of occupational health practice is to safeguard and promote the health of workers,
to promote a safe and healthy working environment,to protect the working capacity of workers and
their Access to employment. In pursuing this aim, occupational health professionals must use
validated methods of risk assessment and health promotion, propse effective preventive measures
and follow up their implementation. While responding to the health and safety needs expressed by
employers, workers or authorities, the occupational health professionals should be proactive in
terms of improving health and safety at work on the basis of their professional competence and
ethical judgment. The occupational health professionals must provide competent and honest advice
to the employers on fulfilling their responsibility in the field of occupational safety and health as
well as to the workers on the protection and promotion of their health in relation to work. The
occupational health professionals should maintain direct contact with safety and health
committees, where they exist.

Knowledge and expertise

2.

Occupational health professionals must continuously strive to be familiar with the work and the
working environment as well as to develop their competence and to remain well informed in
scientific and technical knowledge, occupational hazards and the most efficient means to eliminate
or to minimize the relevant risks. As the emphasis must be on primary prevention defined in terms
of policies, design, choice of clean technologies, engineering control measures and adapting work
organization and workplaces to workers, occupational health professionals must regularly and
routinely, whenever possible, visit the workplaces and consult the workers and the management on
the work that is performed.

Development of a policy and a programme
3. The occupational health professionals must advise the management and the workers on factors at

work which may affect workers’ health. The risk assessment of occupational hazards must lead to
the establishment of an occupational safety and health policy and of a programme of prevention
adapted to the needs of undertakings and workplaces. The occupational health professionals must
propose such a policy and programme on the basis of scientific and technical knowledge currently
available as well as of their knowledge of the work organization and environment. Occupational
health professionals must ensure that they possess the required skill or secure the necessary
expertise in order to provide advice on programmes of prevention which should include, as
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appropriate, measures for monitoring and management of occupational safety and health hazards
an understanding of national regulatory requirements, and, in case of failure, for minimizing
consequences. The quality and effectiveness of occupational health programmes should be
regularly audited in the objective of continual improvement.

Emphasis on prevention and on a prompt action

4.

Special consideration should be given to the rapid application of siple preventive measures which
are technically sound and easily implemented. Further evaluation must check whether these
measures are effective or if a more complete solution must be sought. When doubts exist about the
severity of an occupational hazard, prudent precautionary action must be considered immediately
and taken as appropriate. When there are uncertainties or differing opinions concerning nature of
the hazards or the risks involved, occupational healt professionals must be transparent in their
assessment with respect to all concerned, avoid ambiguity in communicating their opinion and
consult other professionals as necessary.

Follow-up of remedial actions

5.

In the case of refusal or of unwillingness to take adequate steps to remove an undue risk or to
remedy a situation which presents evidence of danger to health or safety, the occupational health
professionals must make, as rapidly as possible, their concern clear, in writing, to the appropriate
senior management xecutive, stressing the need for taking into account scientific knowledge and
for applying relevant health protection standards, including exposure limits, and recalling the
obligation of the employer to apply laws and regulations and to protect the health of workers in
their employment. The workers concerned and their representatives in the enterprise should be
informed and the competent authority should be contacted, whenever necessary.

Information, communication and training
6. Occupational health professionals must contribute to the information for workers on occupational

hazards to which they may be exposed in an objective and understandable manner which does not
conceal any fact and emphasizes the preventive measures. The occupational healt professionals
must co-operate with the employer, the workers and their representatives to ensure adequate
information and training on health and safety to the management personnel and workers. In
communicating about risks at work and their management, occupational health professionals are
required to address language barriers, crosscultural differences and other diversities among the
management personnel and workers that may affect the effectiveness of communication.
Occupational health professionals must provide appropriate information to the employers, workers
and their representatives about the level of scientific certainty or uncertainty of known and
suspected occupational hazards at the workplace.

Commercial secrets

7.

Occupational health professionals are obliged not to reveal industrial or commercial secrets of
which they may become aware in the exercise of their activities. However, they must not withhold
information which is necessary to protect the safety and health of workers or of the community.
When needed, the occupational health professionals must consult the competent authority in charge
of supervising the implementation of the relevant legislation.

Health surveillance
8. The occupational health objectives, methods and procedures of healt surveillance must be clearly

defined with priority given to adaptation of workplaces to workers who must receive information
in this respect. The relevance and validity of these methods and procedures should be consistent
with available scientific evidence and relevant good practice. The surveillance must be carried out
with the noncoerced informed consent of the workers. The potentially positive and negative
consequences of participation in screening and health surveillance programmes should be
discussed as part of the consent process. The health surveillance must be performed by an
occupational health professional approved by the competent authority.

Information to the worker
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9. The results of examinations, carried out within the framework of healt surveillance must be
explained to the worker concerned. The determination of fitness for a given job, when required,
must be based on a good knowledge of the job demands and of the work-site and on the assessment
of the health of the worker. The workers must be informed of the opportunity to challenge the
conclusions concerning their finess in relation to work that they feel contrary to their interest. An
appeals procedure must be established in this respect.

Information to the employer

10. The results of the examinations prescribed by national laws or regulations must only be conveyed
to management in terms of fitness for the envisaged work or of limitations necessary from a
medical point of view in the assignment of tasks or in the exposure to occupational hazards. In
providing such information, the emphasis should be placed on proposals to adapt the tasks and
working conditions to the abilities of the worker. General information on work fitness or in relation
to health or the potential or probable health effects of work hazards, may be provided with the
informed consent of the worker concerned, in so far as this is necessary to guarantee the protection
of the worker’s health.

Danger to a third party

11. Where the health condition of the worker and the nature of the tasks performed are such as to be
likely to endanger the safety of others, the worker must be clearly informed of the situation. In the
case of a particularly hazardous situation, the management and, if so required by national
regulations, the competent authority must also be informed of the measures necessary to safeguard
other persons. In his advice, the occupational health professional must try to reconcile employment
of the worker concerned with the safety or health of others that may be endangered.

Biological monitoring and investigations

12. Biological tests and other investigations must be chosen for their validity and relevance for
protection of the health of the worker concerned, with due regard to their sensitivity, their
specificity and their predictive value. Occupational health professionals must not use screening
tests or investigations which are not reliable or which do not have a sufficient predictive value in
relation to the requirements of the work assignment. Where a choice is possible and appropriate,
preference must always be given to non-invasive methods and to examinations, which do not
involve any danger to the health of the worker concerned. An invasive investigation or an
examination which involves a risk to the health of the worker concerned may only be advised after
an evaluation of the benefits to the worker and the risks involved. Such an investigation is subject
to the worker’s informed consent and must be performed accordingto the highest professional
standards. It cannot be justified for insurance purposes or in relation to insurance claims.

Health promotion

13. When engaging in health education, health promotion, health screening and public health
programmes, occupational health professionals must seek the participation of both employers and
workers in their design and in their implementation. They must also protect the confidentiality of
personal health data of the workers, and prevent their misuse.

Protection of community and environment

14. Occupational health professionals must be aware of their role in relation to the protection of the
community and of the environment. With a view to contributing to environmental health and
publik health, occupational health professionals must initiate and participate, as appropriate, in
identifying, assessing, advertising and advising for the purpose of prevention on occupational and
environmental hazards arising or which may result from operations or processes in the enterprise.

Contribution to scientific knowledge

15. Occupational health professionals must report objectively to the scientific community as well as to
the public health and labour authorities on new or suspected occupational hazards. They must also
report on new and relevant preventive methods. Occupational health professionals involved in
research must design and carry out their activities on a sound scientific basis with full professional
independence and follow the ethical principles relevant to health and medical research work. These
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include social and scientific value, scientific validity, fair subject selection, favourable risk benefit
ratio, informed consent, respect for potential and enrolled subjects, review of protocols and
potential conflicts of interest by an independent and competent ethics committee and protection of
confidential data. The occupational health professionals have a duty to make their research results
publicly available. They are accountable for the accuracy of their reports.

Conditions of execution of the functions of occupational health professionals

Competence, integrity and impartiality

16. Occupational health professionals must always act, as a matter of prime concern, in the interest of
the health and safety of the workers. Occupational health professionals must base their judgments
on scientific knowledge and technical competence and call upon specialized expert advice as
necessary. Occupational health professionals must refrain from any judgment, advice or activity
which may endanger the trust in their integrity and impartiality.

Professional independence

17. Occupational health professionals must seek and maintain full professional independence and
observe the rules of confidentiality in the execution of their functions. Occupational health
professionals must under no circumstances allow their judgment and statements to be influenced
by any conflict of interest, in particular when advising the employer, the workers or their
representatives in the undertaking on occupational hazards and situations which present evidence
of danger to health or safety. Such conflicts may distort the integrity of the occupational health
professionals who must ensure that the harm does not accrue with respect to workers’ health and
public health as a result of conflicts.

Equity, non-discrimination and communication

18. The occupational health professionals must build a relationship of trust, confidence and equity with
the people to whom they proovide occupational health services. All workers should be treated in an
equitable manner, without any form of discrimination as regards their condition, gender, social
aspects, convictions or the reason which led to the consultation of the occupational health
professionals. Occupational health professionals must establish and maintain clear channels of
communication among themselves, the senior management responsible for decisions at the highest
level about the conditions and the organization of work and the working environment in the
undertaking, and with the workers’ representatives.

Organizational ethics and contracts of employment

19. The public or private institutions and organizations employing occupational health professionals
should adopt a programme of organizational ethics that is aligned with the ethical principles of this
Code. These institutions and organizations should enable and support the conduct of occupational
health professionals according to the Principes of the Code. Occupational health professionals must
request that a clause on ethics be incorporated in their contract of employment. This clause on
ethics should include, in particular, their right to apply professional standards, guidelines and codes
of ethics. Occupational healt professionals must not accept conditions of occupational health
practice which do not allow for performance of their functions according to the desired
professional standards and principles of ethics. Contracts of employment should describe advisory
roles and responsibilities, state professional independence of occupational health professionals and
contain the guidance on the legal, contractual and ethical aspects. Approaches for the management
of conflict, access to medical records and the protection of confidential information should also be
addressed. Occupational health professionals must ensure that their contract of employment or
service does not contain provisions which could limit their professional independence. In case of
doubt about the terms of the contract legal advice must be sought and the competent authority must
be consulted as appropriate.

Records

20. Occupational health professionals must keep good records with the appropriate degree of
confidentiality for the purpose of identifying occupational health problems in the enterprise. Such
records include data relating to the surveillance of the working environment, personal data such as
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the employment history and occupational health data such as the history of occupational exposure,
results of personal monitoring of exposure to occupational hazards and fitness certificates. Workers
must be given access to the data relating to the surveillance of the working environment and to
their own occupational health records.

Medical confidentiality

21. Individual medical data and the results of medical investigations must be recorded in confidential
medical files which must be kept secured under the responsibility of the occupational health
physician or the occupational health nurse. Access to medical files, their transmission and their
release are governed by national laws or regulations on Medial data where they exist and relevant
national codes of ethics for healt professionals and medical practitioners. The information
contained in these files must only be used for occupational health purposes.

Collective health data

22. When there is no possibility of individual identification, information on aggregate health data on
groups of workers may be disclosed to management and workers’ representatives in the
undertaking or to safety and health committees, where they exist, in order to help them in their
duties to protect the health and safety of exposed groups of workers. Occupational injuries and
work-related diseases must be reporter to the competent authority according to national laws and
regulations.

Relationships with health professionals

23. Occupational health professionals must not seek personal information which is not relevant to the
protection, maintenance or promotion of workers’ health in relation to work or to the overall health
of the workforce. Occupational health physicians may seek further Medial information or data
from the worker’s personal physician or hospidal medical staff, with the worker’s informed
consent, but only for the purpose of protecting, maintaining or promoting the health of the worker
concerned. In so doing, the occupational health physician must inform the worker’s personal
physician or hospital medical staff of his or her role and of the purpose for which the medical
information or data is required. With the agreement of the worker, the occupational health
physician or the occupational health nurse may, if necessary, inform the worker’s personal
physician of relevant healt data as well as of hazards, occupational exposures and constraints at
work which represent a particular risk in view of the worker’s state of health.

Combating abuses

24. Occupational health professionals must co-operate with other healt professionals in the protection
of the confidentiality of the health and medical data concerning workers. Occupational health
professionals must identify, assess and point out to those concerned procedures or practices which
are, in their opinion, contrary to the principles of ethics embodied in this Code and inform the
competent authority when necessary. This concerns in particular instances of misuse or abuse of
occupational health data, concealing or withholding findings, violating medical confidentiality or
of inadequate protection of records in particular as regards information placed on computers.

Relationships with social partners

25. Occupational health professionals must increase the awareness of employers, workers and their
representatives of the need for full professional independence and commitment to protect medical
confidentiality in order to respect human dignity and to enhance the acceptability and effectiveness
of occupational health practice.

Promoting ethics and professional conduct

26. Occupational health professionals must seek the support and cooperation of employers, workers
and their organizations, as well as of the competent authorities, professional and scientific
associations and other relevant national and international organizations, for implementing the
highest standards of ethics in occupational health practice. Occupational health professionals must
institute a programme of professional audit of their activities to ensure that appropriate standards
have been set, that they are being met, that deficiencies, if any, are detected and corrected and that
steps are taken to ensure continuous improvement of professional performance.
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