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Munich Re, Occupational diseases 

Governments of many countries are currently considering
reforming or modifying methods of financing the risk of
occupational accidents and diseases. They are seeking
new solutions and additional alternatives in which private
insurance companies can play a part. The reasons for
government interest in reforming occupational accidents
and diseases insurance are diverse: constraints limiting
the national budget, the opening of the market as a result
of liberalisation measures or, occasionally, merely the
hope that the private sector can support systems in better
meeting current and future challenges arising from occu-
pational diseases and accidents.

While closely monitoring developments, Munich Re
decided to establish a centre of competence with global
responsibility and dedicated specifically to this line of
insurance. Since this Workers’ Compensation Unit func-
tions, in part, as an interface for the kind of reforms men-
tioned above, there is a clear need to systematically com-
pile experience, insights and potential solutions and to
share them with other workers’ compensation markets,
regardless of whether they are private or state run. The
activities of the centre of competence help to ensure effi-
cient operations and financial stability for all concerned.
Munich Re recognises the complicated nature of insuring
occupational diseases; in this brochure it considers some
of the most pressing issues and offers potential solutions. 

Workers’ compensation centre of competence
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Munich Re, Occupational diseases Introduction

Introduction 

Occupational diseases (ODs) are posing an ever-increasing
challenge to workers’ compensation systems. Handling
ODs has always been complex, and new conditions are
changing the face of these diseases, making them even
more difficult to manage:

– Flexibility in the job market, changes in the work environ-
ment, and the way in which work is organised lead to
new workplace hazards (e.g. teleworking, technological
progress, etc.)

– The rising number of workers moving from country to
country, from one company to another, and within differ-
ent economic activities means that – in addition to the
overlap and convergence of several occupational ha-
zards – it becomes more difficult to track the work-related
history of an employee. This results in problems diagnos-
ing ODs and allocating responsibility when a diagnosis is
confirmed.

– Improvements in occupational health and safety meas-
ures allow for better control of traditional occupational
hazards, but they also lead to new scenarios where 
“non-traditional” occupational hazards might assume
increased importance (e.g. psychological occupational
hazards) and where new occupational diseases can arise.

– Advances in medical knowledge and technology help to
bring, among other things, greater life expectancy. How-
ever, the fact that people are living longer also means
there is a higher risk of chronic diseases, such as ODs,
developing. 

In addition, current trends in ODs make more evident 
the need to review how ODs are insured and to discuss
whether the current mechanisms are appropriate for
dealing with changes we are now experiencing.

A recent study by an EU organisation (Eurogip, 2002)
indicates that the main ODs giving rise to claims are: 

– Musculoskeletal complaints and osteoarticular affections
– Hearing loss
– Asbestos-related diseases
– Skin diseases (especially allergies)

Stress is also increasingly included in discussions of work-
ing conditions and ODs. The Third European survey on
working conditions 2000 found back pain to be the first
important occupational risk related to health problems and
stress to be the second.

Although OD statistics are not standardised, and the
method of defining, codifying and recording them differs
from country to country, the findings on ODs can be con-
firmed by what is seen in other countries.

In this paper we will examine aspects of the current situa-
tion with regard to diagnosing and financing ODs and con-
sider how this can affect insurance, i.e. if the principles of
insurance are still valid for handling future OD scenarios 
or if the current mechanisms should be revised in order to
develop new alternatives. 

We also present a classification model which can be con-
sidered a step towards a sustainable and future-oriented
approach to guaranteeing fair compensation for the vic-
tims of ODs while providing a sustainable long-term sys-
tem. This model should be seen, naturally, as part of an
ongoing discussion involving the different stakeholders in
workers’ compensation systems.
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Technical aspects 

Occupational diseases are defined as diseases caused by
exposure to factors associated with work, a trade or an
occupation. Some countries define them in a list (pure list
system); others have no list but allow for the possibility of
compensation for any disease that can be shown to have
been caused by a working condition (general clause or sys-
tem of proof); others again have a list to which an open or
general clause can be added (mixed system).

There is also the question of whether a common disease
aggravated by work (i.e. hypertension aggravated by high
levels of noise, asthma aggravated by the working environ-
ment) should be considered an OD. Some systems accept
them as such, while others do not. 

Finally, diseases arising from occupational accidents are
viewed as ODs in some workers’ compensation systems
and as occupational accidents (OAs) in others (i.e. bio-
logical accidents: AIDS, hepatitis).

ODs are more difficult to handle than OAs for the following
reasons:

– Causation is not simple to trace, and it is not always easy
to make an objective diagnosis.

– Latency periods are difficult to define.

– It is hard to define the exact moment when the workers’
compensation system should assume responsibility for
benefits in kind or in cash in the case of an OD.

– As a consequence, suitable and long-lasting solutions 
for calculating the appropriate risk cost are difficult to
establish.

The complexity of determining causation and making
objective diagnoses

Some ODs are strongly linked to specific occupational haz-
ards (i.e. asbestosis caused by asbestos and silicosis
caused by silica), whereas others result from a combin-
ation of the general/daily living environment and the work-
ing environment (ergonomic hazards: lower back pain;
psychological hazards: stress).

As ODs can be influenced by additional external factors
(such as general living conditions, public health policies,
general environment, etc.), it is normally accepted that the
mere presence of an occupational hazard is not enough to
confirm an OD; for example, deafness (hearing loss) is not
automatically accepted as an OD because of the presence
of noise at the workplace. Further evidence is required to
prove that there was exposure to high levels of noise with-
out proper protection being provided to the employee. 



Figure 1 illustrates that the confirmation of an OD can be
complex, especially if one takes into consideration the fol-
lowing issues commonly referred to in the ongoing discus-
sions of ODs:

– Multi-causality, i.e. several hazards involved in a specific
OD make it technically much more complicated to arrive 
at a proper diagnosis. For instance, there is no objective
mechanism for assessing the contribution of each occu-
pational hazard, making it difficult to determine causality
and establish which hazard contributed in which propor-
tion to a specific OD. This situation becomes even worse
when occupational hazards are mixed with external haz-
ards. 

It is also common to discover that one or several occupa-
tional hazards to be analysed no longer exist(s). This 
may be due to changes in technology, or because the
employer/company cannot be traced, making it difficult
to verify causality and assign responsibilities. 

– The absence of occupational exposure limits for several
occupational hazards also affects the possibility of
objectively determining whether an OD was actually
caused by a certain hazard or not. For example, it is
accepted that if the occupational hazard is present in a
specific dosage or at a particular level, a significant per-
centage of employees will become ill, given sufficient
exposure and an absence of proper safety measures.
Therefore, for the purpose of preventing ODs and for
establishing causality, dosage or level limits are always
helpful. But if such definitions do not exist, objectivity is
hardly achievable (this might be the case, for example,
with psychological occupational risks). 

– Obtaining an incomplete employment history of the
insured, which is particularly widespread in a flexible
labour market, can affect decisions concerning ODs.
Without a complete employment history, it is virtually
impossible to establish where and when the employee 
was exposed to a particular occupational hazard.

– Insufficient occupational health and safety knowledge in 
a country in order to identify or analyse some occupa-
tional hazards and the general lack of medical expertise
for diagnosing ODs can negatively impact their preven-
tion, diagnosis and treatment.

– The absence of good and reliable statistics, past and
present, has an impact on the possibility to well measure
the magnitude of the problem of ODs.

Figure 1: Major elements in assessing occupational diseases

“Sufficient” exposure of the
employee to the occupational hazard

Occupational exposure limit

Presence of the occupational hazard

Presence of a disease Listed or not, depending on the system

Biological, physical, ergonomic, chemical, etc.

Threshold limit values (TLV), permissible exposure
limits (PEL), maximum concentration values in the
workplace (MAK), etc.

Working conditions, occupational health and 
safety measures, etc.

To properly diagnose an OD, four major elements should be taken into consideration.
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Latency periods of occupational diseases

Comparison of the potential time lag between the beginning of exposure and the manifestation of cancer.

Latency periods

A latency period is the time between the date of first ex-
posure to an occupational hazard and the manifestation 
of a disease. Not all ODs have the same long latency peri-
ods. For instance, the average latency period for occupa-
tional deafness (noise-induced hearing loss) can be less
than 15 years, whereas the period for work-related cancer
is about 30 years. Certain diagnoses can take more than
40 years (see table above).

For the insurance sector, the importance of these long
latency periods is that the underwriting year of an insurer
is not closed until these long latent claims are reported,
acknowledged and paid, thus affecting reserving proced-
ures and payout patterns.

Additionally, long latency periods make the diagnosis 
and recognition of ODs more difficult. Procedures used to
prove the existence of an OD and to determine the con-
ditions of exposure to specific occupational hazard(s) can
be extremely complicated, especially when one tries to re-
construct history over a long period of time.

Assigning responsibilities over time

The question here is not when to pay, as this is normally
defined as the time at which the claim is made or accepted
(further examined on page 9). The question, rather, is to
define at what point the workers’ compensation system
should assume responsibility for paying benefits in kind
and/or in cash in the case of an OD.

This question is of special interest when one considers 
that in the majority of cases the final acceptance of an 
OD – which is a necessary step in establishing the defini-
tive payout conditions of the respective benefit in cash and
in some cases of benefits in kind – takes place because the
insured has been or still is sick, or after the exposure to the
occupational hazard has already be terminated, making it
difficult to assign responsibility.

On the other hand, the way in which this responsibility is
established can dramatically change the financial exposure
of the insurer (IBNR).

In other words, workers’ compensation systems have to
find a solution to balance fairness and the proper alloca-
tion of responsibility and resources amongst the victim
and the employer and workers’ compensation system.

Occupational diseases Age at beginning Age at end Age at beginning Age at death Latency 
caused by: of exposure of exposure of illness period

Halogenated hydrocarbons 32.1 52.9 55.2 58.3 23.1

Chrome 33.2 50.6 59.7 62.2 26.5

Benzene 29.6 53.2 57.9 59.7 28.3

Ionising radiation 30.5 42.2 60.4 61.8 29.9

Asbestos (asbestosis) 30.2 49.1 61.5 63.4 31.1

Arsenic 29.3 50.2 62.4 63.9 33.1

Aromatic amines 29.1 46.7 63.2 67.6 34.1

Silica (silico-tuberculosis) 25.6 48.6 60.0 64.0 34.4

Asbestos (mesothelioma) 26.2 43.9 59.8 61.0 33.7

Silica (silicosis) 22.6 47.3 64.9 67.3 42.3



Figure 2: Assigning responsibilities over time
Time-frame

To answer from what point the workers’ compensation system should assume responsibility for paying benefits in kind as well as benefits in
cash, six different alternatives were found within the workers’ compensation systems analysed.

An example may help to illustrate the complexity 
of this issue:

A 55-year-old worker is diagnosed with a bronchopul-
monary disease caused by exposure to cotton (byssinosis). 
The worker is currently employed in a job with no expo-
sure to cotton but was exposed to it for 15 years while
working with employer A who, incidentally, exercised inad-
equate occupational hazard controls. The worker was also
exposed to cotton for another 16 years with employer B,
who had adequate hazard controls in place.

The insured started visiting the doctor three years ago, and
the first diagnosis was chronic obstructive pulmonary dis-
ease due to smoking. Hence, healthcare and the necessary
benefits in cash were paid by systems other than the work-
ers’ compensation system. 

One year ago, the insured decided to claim an OD and one
month ago a diagnosis of byssinosis was recognised.
Now the insured is entitled to receive a disability pension
due to an OD.

Some questions to ask might be: Who should pay,
employer A or B, or both? What insurance company should
pay? Should the payment be retroactively granted from the
moment of first exposure to the occupational hazard or
from the moment the insured made the claim? Or might it
be better from the moment the first visit to the doctor took
place? Or from the time the OD was confirmed?

In order to answer the above questions, workers’ compen-
sation systems have established various alternatives for
when the workers’ compensation system should assume
responsibility for benefits in kind and in cash in the case of
an OD. 

Benefits in kind, i.e. healthcare provisions, are always
provided to the insured from the very start, independent 
of the origin of the disease (whether a disease is an occu-
pational disease or a common disease). What might vary
are the payment agreements among the different institu-
tions or individuals involved in the healthcare provision
(for instance, the first to pay the victims’ health service, the
insured, the healthcare provider, the healthcare system,
the workers’ compensation system, etc. …).  Examples of
how these arrangements can differ are: 

– No recourse is possible, because the workers’ compensa-
tion system does not provide benefits in kind but only in
cash, and the provision of healthcare benefits is a unique
responsibility of the healthcare system.

– Total or partial recourse is possible under a predefined
tariff decided by the government.

– Total or partial recourse is possible under free tariff
arrangements.

Fact of injury Clinical manifes-
tation of a disease.
First visit(s) to a
physician

Exposure to
occupational
hazard(s)

Medical accept-
ance of the
presence of an OD

Legal acceptance
or additional
approval of the
diagnosis of an OD

The insured starts to receive benefits 
in cash from a social security scheme
different to the one, if any, responsible
for occupational diseases.
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However, these agreements do not completely answer the
fundamental question about from what point the workers’
compensation system should assume responsibility for
paying benefits in kind as well as benefits in cash.

The decision to accept one alternative or another, or a com-
bination of them, is based upon the peculiarities of each
system and the socio-economic arrangements within each
country (see Figure 2).

Exposure to occupational hazard(s)

In this case, the insured is entitled to retroactively receive
benefits in cash from the moment it is proved that an occu-
pational exposure to a specific hazard (or group of hazards)
is responsible for causing a particular disease.

Some systems accept this alternative only if occupational
exposure took place under working conditions where the
occupational hazard was uncontrolled, while others award
the benefit in cash independent of this fact.

Fact of injury 

The fact of injury can be a lesion, for instance, affecting an
organ without manifest symptoms. Discovery of this lesion
usually takes place during a casual examination or while
conducting a periodical set of examinations on a popula-
tion at risk from a certain OD. 

With this alternative, the fact of injury is considered to 
date from the first manifestation of an OD and therefore,
the payment of the benefit will be retroactively applied. 

On the other hand, it is debatable whether the fact of injury
will ultimately be regarded as an OD, especially if the
insured has been released from his/her current job and
transferred to a working environment where no further
exposure to the occupational hazard will take place. There-
fore, some systems do not accept the fact of injury to be an
OD, but as a premonitory sign that a future OD may
develop if no safety measure is applied.

Clinical manifestation of a disease – First visit(s) to a
physician

For this purpose, the workers’ compensation system con-
siders the first visit to a physician as one where a symptom
related to the current OD can be proven. 

In this alternative, it is accepted that the OD started not 
on the date when a disease was finally acknowledged as 
an OD but from the moment it was clinically detected,
whether or not it was correctly diagnosed at the time.  

The intention here is to protect the insured from errors in
diagnosing diseases or excessive delays in arriving at a
medical confirmation of an OD. 

Difficulties arise when attempting to establish a timeline
and determining what should be considered the first symp-
tom. Although this task may seem to be easy, in some
cases it can be rather complicated. 

For instance, initial symptoms of certain diseases, whether
common or work-related, might be similar (i.e. fever,
fatigue, nausea) and, as already discussed, making a final
diagnosis of an OD can take some time. Therefore, when
looking from the moment of the final acceptance of a dis-
ease back to the first symptoms of a disease, it can be
rather difficult to conclude which symptoms really were
work-related. 

The situation can be even more difficult when examining
psychological diseases, where symptoms like frustration,
anger, depression, dissatisfaction, or anxiety might be nor-
mal attributes of an OD but may also arise from living con-
ditions.

Generally, this and the following option are also consid-
ered to be the “diagnosis” alternative, meaning that some
systems refer to them as the date when the disease was
first discovered or diagnosed. However, important discus-
sions might arise in practice when it comes to defining
what a “diagnosis” is and consequently which of these two
options is appropriate. 

Medical acceptance of the presence of an OD 

The final diagnosis is usually made by a physician who,
depending on the case, normally takes into consideration
opinions from other physicians or professionals (i.e. en-
gineers, OHS professionals).

Other disciplines can also take part in the process of diag-
nosing an OD in order to determine whether the occupa-
tional hazard responsible for the disease was present
during the working period of the employee and if the
occupational exposure was high enough to explain the
presence of the disease.



Legal acceptance and other sources of approval 
of an OD diagnosis 

Final acceptance that an insured is entitled to receive bene-
fits due to an OD follows numerous mechanisms which
can generally be divided into five groups, which are some-
times also combined: 

– Insurance carriers
– Government decisions
– Arbitration mechanisms 
– Independent third-party groups
– Courts and judicial system 

A diagnosis made by a physician is not enough to deter-
mine that an illness is a work-related disease. Thus, the
workers’ compensation system will start to pay once one
of these mechanisms confirms that the claim was work-
related and consequently an OD.

The insured begins receiving cash benefits from a social
security scheme or from an employer

As already pointed out, reaching a final decision on a
definitive payment in the case of an OD can be a time-con-
suming process. 

If, while waiting for a decision, the employee is unable to
work, some systems have internal arrangements whereby
the insured will receive, either from (other) social security
schemes or from the employer, his/her normal salary (or a
percentage of it) until such time as the OD is finally
accepted as the responsibility of the workers’ compensa-
tion system. 

Consequently, some legislation on workers’ compensation
systems have established that responsibility starts with the
first OD-related payment. 

Financial mechanisms for ODs

Pricing

Financing ODs is a very complicated procedure. In general,
the character of the risk does not allow the different work-
ers’ compensation systems the same approach in deter-
mining a price. Long latency periods, multi-causality, and
most of the issues discussed above lead to different
models for financing ODs, normally grouped as follows:

– Combined model: OD and occupational accident (OA)
risks are priced together. 

– Stand-alone model: OD risk is priced apart from the
OA risk.

– Mixed model: Some OD risks are priced together with the
OA risk, while others are priced apart (for instance lung
diseases).

No clear trend can be detected among the different  work-
ers’ compensation systems, in both competitive or non-
competitive markets, with regard to the selection of a
specific pricing method.

The management of resources also follows no particular
rule. For instance, a competitive workers’ compensation
system with the OD risk priced under the combined model
might work without any claims reserving mechanism,
while another workers’ compensation system with the
same model might be running the OD risk under a full
claims reserving system.
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Sharing the burden of OD payments

Different approaches to allocating the burden of OD pay-
ments present a wide range of possibilities, from placing
the responsibility on the current insurance carrier to creat-
ing the basis for allocating to and sharing risk among
previous risk carriers. 

Thus, three major mechanism groups can be defined:

– No recourse
– Recourse
– Pool solution

No recourse
This approach establishes that the last insurance carrier at
the time of the diagnosis of an OD or from the notification
and/or acceptance of a claim is liable to pay compensation,
regardless of whether exposure continued during the final
policy period. There is no possibility of recourse to any
other workers’ compensation carrier. 

In no recourse cases, it is argued that the pressure on the
financial resources of the current insurance carrier, espe-
cially on cash flow, can have a substantial impact on the
future viability of the insurance carrier. It is also considered
to be unfair because of the absence of solidarity between
the companies who already assumed the risk and, accord-
ingly, received the premium.

Arguments for this mechanism include lower administra-
tive costs and easier allocation of responsibility for pay-
ments. 

Recourse
With the recourse approach, four options are possible: 

– Full recourse, seen in some reformed workers’ compen-
sation systems, is where the transitional scheme estab-
lishes that during a pre-defined period the new system
recovers everything from the previous one.

– Pro rata means the insurers share the costs on an equal
footing, regardless of the duration of the insurance con-
tracts and the actual contribution of the insured’s
employment to the development of the OD.

– Pro rata temporis means that the insurers have to pay 
the part of the costs corresponding to the duration of the
respective insurance contract in relation to the time of
exposure.

– Pro rata causation means that insurers have to pay 
that part of the costs corresponding to the actual contri-
bution of the insured’s employment to the development
of the OD.

In the case of recourse, the main arguments against it are:
high administrative costs; delays in providing benefits; dif-
ficulties in properly defining the percentage of liability for
each insurance carrier that participated in the past (even
more difficult if older insurance carriers have already
disappeared); high exposure of the different insurance
carriers to IBNR and IBNER; disincentives for prevention
measures; difficulty in defining bonus-malus mechanisms. 

Arguments in favour are that spreading financing between
different insurance carriers is a call to solidarity; pro rata
mechanisms offer insurance carriers incentives to improve
the knowledge of insured risks; and this alternative is
believed to help ensure the current and future sustainabil-
ity of the system.
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Pool solutions
Pool solutions may be entirely financed by employers, by
insurance carriers, by the state or by a combination of the
three. The pool can be liable for all ODs or can be limited to
a specific type of disease (i.e. lung diseases, cancer, etc.).

Disadvantages of pool solutions are the difficulty in defin-
ing responsibility for handling the claim (the fund or the
carriers?), in properly defining the respective financial con-
tribution for each insurance carrier without being unfair to
those applying risk management measures and those
showing good results. It is also argued that this type of
solution might exert undesirable influence (especially in
competitive workers’ compensation systems where its
decisions can affect premiums of the market), and also that
the risk of accumulation scenarios – in addition to the long
latency periods – can be even more problematic than leav-
ing ODs to be handled by each company.

Among the advantages are: easier allocation of responsi-
bilities between the insurers and the employers; the prin-
ciple of solidarity is respected; there are fewer barriers to
delivering services to the insured; the handling of statistics
is considered to be better than with other alternatives;
transparency with regard to the financial liabilities of 
the system may be better and financial stability can be
expected.
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Impact on workers’ compensation systems

The conditions mentioned above – multi-causality, inade-
quate statistics, long latency periods, difficulty in making
objective diagnoses of many ODs, the absence of technical
parameters to measure various existing and future occupa-
tional hazards, the general lack of knowledge and prepared-
ness of manpower to properly diagnose occupational
diseases and occupational hazards and difficulties in
financing – lead among other things to

– technical barriers to dealing better with diagnoses and 
to assessing the expected behaviour of ODs;

– costly and probably unaffordable future conditions for
those workers who have a high risk of contracting an OD; 

– a negative effect on the future availability of cover for
occupational diseases and therefore difficulty in adding
new diseases to those covered;

– a reduction of insurance capacity;

– the risk of financial instability.

Risk of uncertainty 

OD lists are based on traditionally known risks, and there is
not enough evidence to show how these risks are changing
due to exposure to new technologies and environmental
conditions. New risks and new technologies are influenc-
ing the current and future status of occupational diseases,
and there is much uncertainty:

– It is not clear whether the traditional risks are being
amplified or attenuated by the current working and gen-
eral living conditions.

– What unidentified occupational hazards are workers’
compensation systems currently insuring or soon to be
insuring that after a long latency period will be respon-
sible for occupational diseases now unknown? 

– There is no generally established formula for assessing
the contribution of different causes to an OD. The situa-
tion is even more difficult where multi-causality involves
several hazards originating outside the working environ-
ment or when the hazards thought to be responsible for a
specific disease no longer exist at the time the investiga-
tions are carried out (i.e. old technologies already
removed from the market, companies that have disap-
peared, etc.).
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Financial and administrative risks

These uncertainties can result in a latent financial and
administrative risk. Where long latency appears to be com-
bined with multi-causality and ongoing risks, it becomes
apparent that ODs are poorly financed and administered
by the financial mechanisms (see “Financial mechanisms
for ODs” on page 9). 

If, for example, one tries to apply the pro-rata mechanism
with an insurance carrier that no longer exists or if a for-
mer insurance carrier has to pay a portion of a current
pension for an OD that did not exist in the past (i.e. future
possible acceptance of unexpected consequences of new
technologies), the financial stability of workers’ compen-
sation systems can suddenly be impacted, meaning for
example inadequate reserves or high and unspecified
IBNRs.

Pricing and reserving are therefore challenged: as a gen-
eral rule, premium calculations should be based on clear
assumptions. Basing premium calculations on clear as-
sumptions, however, is difficult or impossible due to

– new diseases or new patterns of diagnosing or recognis-
ing diseases; 

– great uncertainty regarding risks and the effect of add-
itional external causes (i.e. changes in law, jurisprudence,
etc.); 

– extension of the scope of responsibilities through
recourse actions. 

Administrative costs (especially for complex diseases giv-
ing rise to a need for extensive documentation and assess-
ment), medical progress, refined occupational health and
safety diagnoses, which are involved in properly diagnos-
ing diseases with long latency periods, can also be of con-
siderable importance.
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The more complex the diagnosis and definition of OD cov-
erage, the more difficult it is to assign responsibility with-
out distorting the fundamental mechanism of insurance. 
Since diagnosing ODs can be extremely complex, it might
be suitable to have a solution of financing the most com-
plex/unclear ones through a pool mechanism and the
easy/clear ODs via one of the financing options presented. 

Easy/clear attribution group 

Diseases of this group have either a shorter latency period
or a strong mono-causal aetiology. Therefore, they appear
to be clearly work-related, and in most cases it is possible
to identify the causal agent, working period and employer.

This first group can be handled and financed by insurance
carriers through one of the mechanisms discussed (see
“Financial mechanisms” on page 9), provided a good
mechanism for claims reserving exists.

Complex attribution group 

Diseases belonging to this category have either a long
latency period, such that in most cases it is rather difficult
to identify a causal agent, working period and employer, or 
a strong multi-causal aetiology; they are also not clearly
work-related. This group of diseases can only be financed
through a different funding mechanism. All market partici-
pants, i.e. insurance carriers and/or the state, justify – as
the carrier responsible in some cases for claims on the pre-
vious period and also as the carrier responsible for helping
to balance the load of the risk – setting up a pool from
which insureds of such diseases can be compensated.

Administration could still be carried out by individual
insurers, but, in contrast to recourse/pro rata sharing, this
would be easier, since the diagnosis is a clear indicator of
financial responsibility. In the case of a transition from
non-competitive to competitive market, one could also
imagine setting the state’s pool share quite high at the
beginning and reducing it gradually, in accordance with
the number of claims filed.

Occupational diseases are insurable

Figure 3: Complexity coverage for occupational diseases

Two major groups of ODs can be established: ODs with easy/clear attribution and ODs with complex attribution.

Traditional, e.g. metal poisoning, dermatitis,
vibration diseases, etc.

Easy/clear attribution Complex attribution

Long latency, multi-causality, diseases induced by new technology,
mobile and flexible work force, etc.
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Conclusion

This paper should be regarded as a proposed step towards
a sustainable and forward-looking approach to guarantee-
ing fair and just compensation for OD victims.

Despite the complexities, ODs are insurable. What should
always be a matter of analysis is how to best protect the
insured while providing a sustainable system. Quality of
service as well as financial viability must be combined in
order to guarantee the objectives of the system.

1 Conjunctival ailments due to infrared radiation

2 Conjunctival ailments due to ultraviolet radiation 

3 Diseases produced by a lack of light: nystagmus

4 Hypoacousis or deafness caused by noise

5 Diseases caused by mechanical vibration 

6 Diseases due to low temperatures (below permissible values)

7 Diseases due to high temperatures (above permissible values)

8 Diseases caused by atmospheric compression or decompression 

9 Carpal tunnel syndrome

10 Infectious and parasitic diseases

11 Occupational skin ailments caused by scientifically recognised allergy-provoking or irritative substances

12 Diseases due to an occupational accident with high exposure to a risk factor

1 Asbestosis

2 Silicosis

3 Diseases caused by asbestos (mesothelioma, other types of pulmonary and larynx cancer)

4 Siderosis

5 Pneumoconiosis from coal mining

6 Diseases caused by chemical substances/agents (e.g. ammonia or compounds thereof, arsenic or com-
pounds thereof, beryllium or compounds thereof, carbon, chromium or compounds thereof, cadmium or
compounds thereof, mercury or compounds thereof, manganese or compounds thereof, nickel or com-
pounds thereof, vanadium or compounds thereof, etc.)

7 Cancer of occupational origin

8 Diseases caused by ionising radiation

9 Psychosocial disorders or mental diseases 

10 Musculoskeletal disorders: lower back ailments, overstraining of the tendon sheaths, overstraining of the
peritendineum, overstraining of the muscular and tendinous insertions

11 Other diseases of the respiratory system and cancers not included under other headings

Easy/clear attribution group

Complex attribution group
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