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Support for occupational medicine in 
the Czech Republic is six times lower 
than in Germany

The Czech Republic has the longest-established tradition of occupational health 
in Eastern Europe. The beginnings of health care for workers can be traced to 
the development of the ore-mining industry. Occupational medicine as a special 
branch began to develop in the 1930s and flourished in the communist era. With 
the transition to capitalism, occupational medicine has been privatized and the 
country faces now an acute shortage of occupational doctors. HesaMag asked 
Milan Tucek, professor of occupational medicine at Prague’s Charles University, 
to take stock of the current situation.

Occupational health training in the Czech Republic has been  
undermined by the government’s austerity programme.
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The number of occupational 
doctors in a country reflects 
the importance that society places 
on the profession.

Tell us a bit about how occupational 
medicine developed in the Czech Republic. 
What are its traditions and the specific laws 
governing it? 

Milan Tucek — It is a very long tradition go-
ing back to the 1930s. The first occupation-
al hygiene textbook was published in 1929. 
My own view is that occupational medicine 
was highly developed pre-1989 compared 
to other countries, albeit partly shaped by 
old socialist ideas. I feel there has been no 
significant targeted support for the field – 
which should be a key component of public 
health, along with hygiene and epidemiolo-
gy – over the period that has seen capitalism 
restored to its current form in the Czech Re-
public. Globalisation and pressure towards 
specific ideas of competitiveness mean that 
social aspects of the field are being notice-
ably suppressed by business practices. This 
trend is, unfortunately, governed by the in-
centives applied to business and employee 
behaviour. A typical problem is reform of the 
accident insurance system, which has been 

consistently put off and now contains no 
incentives for employers to improve health 
and safety at the workplace but rather pas-
sive compensation for injuries and illnesses 
already incurred.

As a professor of occupational medicine at 
Charles University you have to compete with 
the supposed greater appeal of other medical 
specialities like surgery or oncology. Can 
individual fields of medicine be compared 
like that?

I don’t think they can, each field is different 
and specific. I think it’s less about competi-
tion than appropriate understanding of in-
dividual fields. It depends what you mean by 
the appeal of a field. Almost no medical stu-
dents start out wanting to specialise in pre-
vention; it takes experience and detachment. 
Where getting people to enter the field is con-
cerned, the lack of support and understand-
ing of its importance to society and busi-
ness means that we only have about 16% as 
many specialists as Germany in comparable 

relative numbers. We have about 120 occupa-
tional physicians1 for five million production 
workers, though only 80 of them actually in 
practice. That comes to almost six times few-
er than in Germany.

Is the simple number of occupational 
doctors a relevant criterion?

It is, because the number of occupation-
al doctors in a country reflects the impor-
tance that society places on the profession. 
In the Czech Republic, austerity measures 
from 2004 to 2014 meant that occupation-
al health was no longer supported as a core 
subject of medical training while others 
were. Vocational training for young occupa-
tional doctors has also been severely hit by 
these measures. At the same time, such pub-
lic policies were a response to pressure from 
family doctors’ claims to be able to provide 
workers with the same level of occupational 
health services as occupational physicians. 
Current practice has proven otherwise, be-
cause the approach to occupational medicine 

1. Around 600 doctors 
who do not hold the 
specialized occupational 
medicine diploma provide 
occupational health-related 
care, normally after short-
course training.



autumn-winter 2014/HesaMag #1034 Special report 23/28

taken by general practitioners is much more 
focused on medical check-ups than on pri-
mary prevention. 

Why has occupational medicine been 
marginalised in the Czech Republic 
compared to other EU countries?

The Occupational Medicine Society of the 
Czech Republic contends that through no 
fault of the professional community, the sit-
uation of occupational medical service provi-
sion in the Czech Republic has become quite 
unique as a result of well-developed legisla-
tion and a long tradition of risk assessment. 
But practice here isn’t the same as in other EU 
countries, including all our neighbours, Slo-
vakia, Poland, Austria and Germany. 

How is it unique and not the same as in 
neighbouring countries? What consequences 
does that have for workers’ health?

It is not the same because occupational hy-
giene, which deals with exposures, is not seen 
here as an independent technical domain but 
as a building block of medical doctors’ edu-
cation. The faculty of occupational medicine 
was turned into a general medical faculty. I 
firmly believe that what is needed is not just 
a medical and clinical background but also 
knowledge about risk assessment based on 
evaluation of exposures. Of course, cooper-
ation with non-medical staff in preventive 
services is compliant with EU law which has 
been fully taken over.

In 2014, occupational medicine re-
turned to being a core subject of medical doc-
tors’ education. But it is completely unpro-
moted and unsupported by the state. When 
something has been missing for years, you 
cannot change things overnight. Hopefully, 
change will come. The key lies in a profession-
al approach towards major hazards for occu-
pational health. General practitioners are 
not interested in that2. They are concerned 
with the health of individuals, not workforc-
es. Workplace visits are extremely rare. They 
have no practical training in how to go about 
it. Freedom of enterprise is unchecked here. 

This would not be possible in Germany, Slo-
vakia, Poland or Croatia.

The result is that the causes of some 
work-induced problems are not an objective 
for some who deal with occupational health. 
Workers may fall ill. Workplaces suffer from 
a lack of prevention. Sick and injured work-
ers are sent back to work too soon. They can 
suffer pressure of work while still sick. In 
such cases there is often no communication 
with the employer over improvements to the 
workplace. And the problems are even great-
er where physically-demanding work or older 
workers are concerned. As yet, only a minor-
ity of employers are sensitive to these prob-
lems in the Czech Republic.  

European countries differ in wealth; is 
this reflected in local healthcare and the 
incidence of occupational disease?

Examination standards and practices in oc-
cupational medicine are very similar. The in-
cidence of occupational diseases is not com-
parable between countries, since schedules 
of occupational diseases are regulated by dif-
ferent national laws, notwithstanding the ex-
istence of a European schedule. Also, occupa-
tional diseases cannot be seen as the primary 
concern of occupational medicine; the main 
issue tends to be the relationship between 
work, health and prevention, i.e. prevention 
of those diseases. Our principal focus is on 
providing high-quality professional advice, 
including at company level.

Is it fair to say that workplace prevention, 
including prevention services, is of a higher 
standard in wealthy countries? 

Personally, I do not think so. It depends on 
what resources are allocated to health care, 
how the available resources are distributed, 
and finally how much goes to prevention. I am 
not talking about care for individuals, such as 
screening for colon cancer, which are funded 
by the insurance companies. Another key role 
in prevention must be played by the accident 
insurance system with a high share of pre-
vention which, when accepted by society, can 
help deliver longer life expectancy and a bet-
ter quality of life. 

How would you characterise preventive 
health care in the Czech Republic?

Historically, we are an industrial manufac-
turing country, but one which has undergone 
major changes since the reintroduction of cap-
italism because new advanced technology has 
not been introduced and maintained every-
where and manual labour with overloading of 
the musculoskeletal system is still widespread. 
Many industries have disappeared or been 
transferred to other countries, but I think that 
we are still close to classical central Europe 
and significantly influenced by industry in 
neighbouring countries, especially Germany. 
We must not forget the hazards of agricultural 
work. The trade and services sector is expand-
ing steadily, and has a very specific profile in 
terms of occupational medicine.

Where preventive health care is con-
cerned, there has in recent years been a re-
newed focus on individual risks (tumours, 
etc.) for those insured by health insurers. 

"We cannot look to save on labour costs by 
reducing health protection at work."

2. In the Czech Republic, 
occupational medicine 
is open to general 
practitioners who have 
followed and passed 
training in occupational 
medicine. 
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"Occupational doctors 
try to determine 
suitable jobs for 
each individual. 
Unfortunately, this 
does not suit many 
employers who want 
'one size fits all' 
workers."
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That is a good thing. Interest in primary pre-
vention of diseases is heavily influenced by 
media interest and people’s motivation in 
general. With some exceptions, this is not too 
impressive or effective in terms of occupa-
tional health protection. The position of the 
social partners has been weakened in many 
companies, and accident insurance is ineffec-
tive. The results of prevention will not be seen 
immediately, but in the years and decades to 
come. Prevention is still a peripheral concern.

What are the priorities in regard to 
prevention and why?

Financial resources need to be used to mo-
tivate employers. A no-claims bonus system 
is a keystone of that. Then we need support 
for SMEs through reasonable programmes 
or specifically targeted measures for im-
provements in working environments. There 
is a clear need to tackle stress at work, night 
work, MSDs, work-related fatigue through 
monotonous work in difficult positions, vibra-
tions and carcinogens including the manufac-
turing and application of nanoparticles.

We lack data on the economic benefits 
of investment in prevention because such in-
vestment may go against certain interests in 
health care. Also general public opinion is not 
favourable to prevention. Politicians tend to 
publicize bad examples in order to avoid ad-
dressing matters that are unlikely to have visi-
ble effects during their term of office. Evidence 
that prevention works can be validated only on 
the basis of sufficient data, preferably collected 
from insurance companies and disease regis-
tration, by epidemiological studies including 
biostatistics. The current data from the United 
States or Taiwan are unambiguous.

By contrast, the biggest source of work-
place exposure is noise, but prevention is rel-
atively effective so noise-related occupational 
diseases are rare. The hazards of allergic dis-
eases – for example due to exposure to isocy-
anides, asthma, eczema and asbestosis – are 
underestimated. Eyestrain is a typical cur-
rent work-related fatigue, especially for work-
ers who work on VDUs. It requires a proper 
work regime and sufficient breaks. 

Historically, miners, for example, retired 
earlier than other workers. How does an 
occupational doctor assess the issue of 
a miner inhaling dust underground yet 
smoking once back above ground? Is there 
a scale that takes this into account when 
assessing health problems?

It is wholly unreasonable for people in phys-
ically demanding jobs to keep on working 
into old age – the age of 70 is frequently 
mentioned. Occupational doctors try to de-
termine suitable jobs for each individual and 
match medical fitness to individual options; 
unfortunately, this does not suit many em-
ployers who want "one size fits all" workers. 
This is pretty inconceivable for people with 
allergies or musculoskeletal problems, for 
instance. Personally, it concerns me that 
not enough is being done to take account 
of non-occupational influences on the de-
velopment of some diseases. If someone is 
under excessive strain both at work and out-
side of work, it follows that they will fall ill 
more easily. Besides, a number of problems 
have not been resolved, such as the impact 
of work on allergies or the effect of passive 
smoking in certain occupations.

Employers have a duty to take care of their 
workers’ health, but don’t you believe that 
workers should also be the "architect of their 
own health"?

I don’t know how employees or workers 
themselves could be "the architects of their 
own occupational health". Occupational 
medicine is a medical discipline that looks 
for a connection between work and health, 
and with occupational diseases, the root of 
the problem lies in the work itself. These 
days, people are afraid to admit to having 
these diseases; often they fear losing their 
jobs. The EU has stated that a healthy and 
motivated workforce is the source of its so-
cioeconomic development, so a socially-ori-
ented market economy is necessary. In my 
view, we cannot back away from this stand-
ard and look to save on labour costs by re-
ducing health protection at work.•


