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ABSTRACT
Background: Regional Centers for Occupational and Environmental Pathologies (CRPPE) are responsible for
identifying possible occupational etiologies of pathologies. When an occupational origin is determined, an Initial
Medical Certificate (IMC) is given to the patient to allow him fo initiate a procedure for recognition as an occupa-
tional disease (OD) by his health insurance organization. Objectives: The main aim of this study was to investi-
gate the outcome of occupational disease claims in patients who received an IMC delivered by the CRPPE of Lyon.
Methods: A telephone interview was systematically conducted with patients who consulted the CRPPE for a claim
for occupational disease recognition between 07/2020 and 06/2021, about six montbhs after the consultation. It was
conducted by a physician using a standardized questionnaire. Results: Our of 128 patients eligible for this study,
98 were included. Diseases of the respiratory system (34.7%) and cancers (28.6%) were the most common pathologies
in our population. A process of OD compensation was initiated by 86 patients (87.8%). At the time of the study, the
outcome was favorable for 63 patients (73.3%). Moreover, 18 patients (18.4%) wished for additional help from the
CRPPE to carry out the procedures. Nine patients requested a new consultation, including five who still needed to
complete the process. Conclusion: 75is study shows the benefit of a consultation by occupational disease consultants.
Howewver, difficulties still need to be solved in these procedures. Thus, the systematic follow-up of patients shows its
advanmges. The provisian of support to carry out the process seems necessary.

1. INTRODUCTION under which they work [1]. This definition is inter-

nationally approved. Thus, the International Labor

A disease is considered of occupational origin ~ Office (ILO) publishes and periodically updates a

if it is the direct consequence of a worker’s expo-  list of pathologies and nuisances for which a causal

sure to a hazard (physical, chemical, biological, or relationship has been established. Each country can
psychological risk) or results from the conditions then adapt this list to its regulations [2, 3].
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In France, to be recognized as occupational and
to be compensated, a disease must correspond to
one of the following two systems [4]:

- 'The system of occupational disease tables
(OD): The disease must be designated in an
OD table and meet the medical, administra-
tive, and job-related criteria detailed in the
table. The disease is then considered occupa-
tional by the presumption of origin.

- 'The additional system for compensation: ei-
ther the disease is listed in a table but it does
not meet all the criteria, or the disease is not
listed in a table but leads to a significant dis-
ability. The occupational origin of the disease
may be recognized after the assessment of
a Regional Committee for the Recognition
of Occupational Diseases (CRRMP), which
has to establish a direct causal link if there
is a table or an immediate and essential link
between the victim’s pathology and his usual
working activity for pathologies not listed in
any table.

This definition concerns all employees, whether
the French general health insurance system or the
French agricultural health insurance system covers
them. For employees of the public sector, there is
a specific system based on the tables of the general
health insurance system.

Several scientific, administrative and parlia-
mentary publications report a limited access to
recognition and compensation of pathologies as oc-
cupational diseases in France and other European
countries. This system is marked mainly by the
under-reporting and under-recognition of sev-
eral ODs. A literature review published in 2021
regarding these two phenomena noted, first of all, a
lack of involvement of the victims in the process of
recognition as an OD [5]. The reasons mentioned
were a lack of information on the work-related risks
they had been exposed to, lack of knowledge of their
social rights, a poor health status (especially for
victims suffering from pathologies requiring heavy
treatment), [6] and fears of the impact on their rela-
tionship with their company or their employability.
Secondly, in the event of a declaration, the victims

experience medico-administrative difficulties due
to a lack of understanding of the procedures of the
National Health Service or difficulties in compiling
the documents requested under the procedure.

Moreover, the physician who issues the medical
certificate plays a central role in the recognition pro-
cess. However, the question of the lack of training on
the links between health and occupational exposure
in most medical specialties and the overall lack of
interest in occupational diseases has been raised by
several studies [7-10]. Also, the frequent represen-
tation of cancers as related to lifestyle, hygiene, and
smoking is an essential factor of under-recognition
in OD. The authors Counil and Henry [11] have
pointed out that an epidemiology focusing on life-
style habits could more easily be used to manage a
preventive action than an approach that would focus
on the social determinants of health, taking into ac-
count the working conditions.

To evaluate and address these issues, several oc-
cupational risk surveillance systems contribute to
assessing occupational exposures that may contrib-
ute to diseases and the visibility of these pathologies.
For example, in France, the National Mesothelioma
Surveillance Program (PNSM), which contributes
to the estimation of mesothelioma cases and the as-
sessment of unreported mesotheliomas, has noted
a significant under-reporting of 42% of cases that
did not apply for occupational disease compensation
over the period 1998-2017 [12].

To better take into account occupational
pathologies, Regional Centers for Occupational
and Environmental Pathologies (CRPPE/Centres
Régionaux de Pathologies Professionnelles et Envi-
ronnementales) are expert structures that offer spe-
cialized medical and socio-professional advice. Their
mission is to provide technical advice and assistance
in searching for the observed pathologies’origin and
occupational etiology [13-15].

Indeed, when a patient consults CRPPE for an
illness suspected of being of occupational origin,
the specialist carries out an exhaustive occupational
interview. If the practitioner identifies a possible
link between the pathology and occupational expo-
sure, an Initial Medical Certificate (IMC) is com-
pleted to enable the patient to initiate a procedure
for recognition as an occupational disease (OD)
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with their health insurance organization. Then, the
declaration as an occupational disease remains the
patient’s initiative. Therefore, after the consultation,
the practitioner who has issued the IMC has no
information regarding the actual declaration of oc-
cupational disease by the patient nor its outcome if
the patient does not inform him about the decision
of his Primary Health Insurance.

'The main objective of our study was to analyze
the outcome of the procedures for recognizing
occupational disease in patients who received an In-
itial Medical Certificate at the CRPPE of the Lyon
University Teaching Hospital. The secondary objec-
tive was to identify ways to improve the care and

support of patients referred to the CRPPE.
2. METHODS

'The study population consisted of patients who
attended a consultation at the Regional Center for
Occupational and Environmental Pathologies of the
Lyon University Teaching Hospital (second largest
university teaching hospital in France) between July
2020 and June 2021 for an assessment of the oc-
cupational origin of their disease and to determine
whether to apply for recognition as an occupational
disease. The inclusion criterion was the delivery of
an IMC to the patient by a CRPPE physician. The
requirements for non-inclusion were the absence of
an IMC during consultation and a lack or refusal to
respond to the telephone interview.

Following a consultation for OD at the CRPPE
with delivery of an IMC, an occupational physician
systematically conducted a telephone interview with
all patients or their relatives. A single practitioner
(Scherer Mathilde) led all the interviews in a system-
atic way using a standardized questionnaire in De-
cember 2021. First, the practitioner questioned the
patients on whether or not they had applied for rec-
ognition as an OD by their health insurance organi-
zation. Patients were also asked if they had received
the certificate in person during the consultation or
by postal mail afterward. Then, if the patient had ap-
plied, the practitioner would ask about the outcome
of the process and the entitlement to a possible
compensation. If the health insurance organization
refused, the practitioner would ask the patient why

and then propose a new consultation. If the patient
encountered difficulties, a further consultation was
also offered to support the patient in this process.
If the patient had yet to make the request, the prac-
titioner asked them to explain why and suggested
a new consultation to enable them to initiate the
process. Finally, all patients were asked about their
professional situation during the telephone inter-
view and their opinion regarding the assistance
provided by the CRPPE and any improvement that
could be made to assist them better. As a follow-up
to the first telephone interview, the practitioner con-
ducted a second interview in June 2022 and then a
third interview in November 2022 with patients still
waiting for a decision from their health insurance
organization to update the outcomes.

Medical-administrative data were collected in the
patient’s medical file to build an anonymized data-
base with the following variables: age, gender, level
of education, socio-professional category coded in
ISCO-2008 (International Standard Classifica-
tion of Occupations) and NAF-2008 (Nomenclature
d’Activités Frangaise), pathology, table of declared
OD, primary occupational exposure.

Descriptive analyses were performed with the
statistical software R by applying a chi-square test
or Fisher’s exact test when the conditions did not
allow for a chi-square test, with o risk set at 5%.

This study was approved by the Scientific and
Ethical Committee of the Hospices Civils de Lyon
(N°22_704 on April 22, 2022). It conforms to the
research methodology MR-004 and is registered in
the CNIL register of the HCL (under the number
22_5704). During the telephone interview, the in-
terviewer systematically informed patients of the
study being conducted. Participants received a
detailed written information note describing the
study’s objectives, the nature of the data collected,
and their rights, and they could oppose their partici-
pation in the study.

3. RESULTS

During the period covered by the study,
562 patients underwent consultation at the CRPPE
to assess the occupational origin of one or more
pathologies and recommend a compensation
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procedure if it appeared to be relevant. Among
them, 128 patients were eligible for our study,
and we finally included 98 patients (76.6%):
26 did not respond to the phone call, 1 refused, and
3 responded to the interview but did not consent
for their data to be used. The complete flowchart of
this study is available in Figure 1. Table 1 shows the
main sociodemographic characteristics. The mean

age of the study population was 61.9 years. Most of

the patients were retired (51%), while 41.8% were of
working age. Most patients (84.7%) had less than a
secondary education degree. It should be noted that
five patients received several IMCs during the exact
consultation, either for multiple associated patholo-
gies of the same anatomic system or for a bilateral
pathology. Since these IMCs were issued under the
same OD table, these patients were counted only
once in our data collection.

Patients who consulted the CRPPE
for an assessment of the
occupational origin of their
pathology
N=562

Patients considered eligible for the
study
N=128

No reply
N=26

Patients who received a telephone
interview

N=101

Non-consent

A,

v

N=3

Study population
N=98

Patients who did not

A

A

complete the procedure

N=12

Patients who completed the
procedure

N=386

Patients asking for a

new consultation

N=9

v

v

Patients compensated for
occupational diseases

N=63

Patients still waiting for a decision

N=11

Patients with rejected occupational
disease

N=12

Figure 1. Flowchart.
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Table 1. Sociodemographic characteristics of patients.

Number Percentage

Caracteristics (n=98) (%)
Age (years) <49 12 12.2
50-59 26 26.5
60-69 24 24.5
70-79 27 27.6
>80 9 9.2
Sex Male 85 86.7
Female 13 13.3
Education No qualification 26 26.5
Level 3 (GCSE) 57 58.2
Level 4 (A-level) 12 12.2
Level 5 (Higher 1 1.0
national diploma)
Level 6 (BSc/BA) 1 1.0
Level 7 (MSc/ 1 1.0
MA/MBA)
Level 8 (PhD) 0 0
Employment Active 36 36.7
status
Looking for a job 3 3.1
Disabled 2 2.0
Retired 50 51.0
Deceased 7 7.1
(next of kin)

'The outcomes of the occupational disease recog-
nition procedures and their possible causes are sum-
marized in Table 2. Of 98 patients interviewed by
telephone, 86 (87.8%) had initiated the recognition
process as an occupational disease with their health
insurance organization. Of these, 56 patients (65.1%)
had received help from a third party to complete the
procedure. On the other hand, 12 patients (12.2%)
had not undertaken the procedure for recognition
as an occupational disease. The main reasons were
administrative difficulties (33.3%) and the patient’s
unwillingness to make a declaration (25%). Another
reason mentioned was the death of the patient and
the lack of motivation to initiate new administrative
procedures by the family members.

Table 2. The outcome of the occupational disease compen-
sation procedure.

Percentage
Number (%)
Process completed 86 87.8

Positive decision 63 73.3
Compensated patients 35 55.6
Non compensated patients 28 44.4
(ongoing)

Negative decision 12 14.0
Non-compliance with one 3 25.0
or more criteria of the
occupational disease table
Direct and essential 4 33.3
association not accepted for a
disease not listed in a table
Disability rate <25% for 1 8.3
disease not listed in a table
Other situation 4 33.3
(self-employed, unknown)

Ongoing process 11 12.8

Process not completed 12 12.2
Difficulties in applying for 4 333
compensation
Patient refusal 3 25.0
Initial medical certificate lost 2 16.7
Death of the patient 2 16.7
Other situation / unknown 1 8.3

In our study population, we investigated the way
the IMC was delivered. 53 IMCs (54.1%) were
hand-delivered at the end of the consultation and
45 (45.9%) were sent to patients by postal mail. Of
the patients who completed the process, 47 had re-
ceived their IMC by hand and 39 had received it by
postal mail. Thus, the circumstances of delivery of
the IMC did not seem to have any impact on the
actual completion of the procedure (p=0.76).

Among the 86 patients who completed the pro-
cedure, 63 patients (73.3%) had their occupational
disease accepted, 42 of them were assisted by a
third party. However, assistance by a third party in
the procedures was not significantly linked with a
favorable notification (p value=0.33). In addition,
12 patients (14%) had received a negative decision
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regarding their occupational disease and 11 patients
(12.8%) were still waiting for a decision from their
health insurance organization at the time of the last
telephone interview (in November 2022). It should
be emphasized that 4 patients (2 having received
a refusal and 2 still awaiting a decision by their
health insurance office) who had at the same time
filed a claim with the FIVA (Fonds d’Indemnisation
des Victimes de I’Amiante / French Asbestos Victim
Compensation Fund) for compensation for occupa-
tional exposure to asbestos indicated that they had
received a favorable response from this organiza-
tion. As a consequence, they reported that they had
abandoned the procedure with their health insur-
ance fund. As they did not receive any compensa-
tion from their health insurance organization, these

4 patients were not considered in the percentage of
compensated patients.

Table 3 details the distribution of the patients ac-
cording to their pathologies based on the ICD-10,
grouped by OD table of the General Regime (RG)
of the National Health Insurance. Asbestos diseases
were the most declared diseases; it concerned 44 pa-
tients (44.9%), followed by hearing loss caused by
[noise exposure (12 patients (12.2%)), silica diseases,
and musculoskeletal disorders (for both 7 patients
(7.1%)).

In addition, we analyzed the outcome of the rec-
ognition procedures for occupational disease ac-
cording to the disease categories most represented
in our population. The results are globally compa-
rable to those of the total population of our study,

Table 3. Classification of patients by disease according to ICD-10 and grouped by occupational disease tables defined by the

National Health Insurance.

Patients who Compensated
Total Population completed the process patients
OD Table number and declared diseases N % N % N %
N°4 Benzene 1 1.0 0 0 0 0
Acute myeloblastic leukemia 1 0 0 0 0
N°6 Ionizing radiation 1 1.0 1 100 0 0
Bronchial and lung cancer 1 1 100 0 0
N°10 TER Chromium and derivate 3 3.1 3 100 1 333
Bronchial and lung cancer 2 2 100 1 50.0
Sinus cancer 1 1 100 0 0
N°25 Silica Diseases 7 71 5 71.4 4 80.0
Silicosis 3 3 100 3 100
Systemic sclerosis 2 1 50.0 1 100
Rheumatoid lung disease 1 1 100 0 0
Pneumoconiosis of coal miners 1 0 0 0 0
N°30 Asbestos diseases® 30 30.6 27 90.0 21 77.8
Pleural mesothelioma® 6 6 100 3 50.0
Asbestos pneumoconiosis 14 12 85.7 12 100
Pleural effusion 2 2 100 2 100
Pleural plaque* 6 5 83.3 3 60.0
Other specified pleural diseases 2 2 100 1 50.0
N°30 BIS Asbestos diseases® 14 14.3 12 85.7 10 83.3
Bronchial and lung cancer” 14 12 85.7 10 83.3
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N°33 Beryllium 1 1.0 1 100 0 0
Beryllium disease 1 1 100 0 0
N°36 Mineral or synthetic oils 2 2.0 2 100 2 100
Allergic contact dermatitis 1 1 100 1 100
Irritative contact dermatitis 1 1 100 1 100
N°42 Noise 12 12.2 12 100 10 83.3
Bilateral sensorineural hearing loss 12 12 100 10 83.3
N°57 Musculoskeletal disorders 7 7.1 5 71.4 3 60.0
Rotator cuft syndrome 3 3 100 2 66.7
Epicondylitis 1 1 100 1 100
Ulnar nerve compression 1 0 0 0 0
Carpal tunnel syndrome 2 1 50.0 0 0
N°63 Enzymes 1 1.0 1 100 1 100
Allergic rhinitis 1 1 100 1 100
N°65 Contact dermatitis 4 4.1 4 100 4 100
Allergic contact dermatitis 4 4 100 4 100
N°66 Rhinitis and Asthma 1 1.0 0 0 0 0
Allergic rhinitis 1 0 0 0 0
N°69 Vibrations 1 1.0 1 100 0 0
Hypothenar hammer syndrome 1 1 100 0 0
N84 Organic solvents 3 31 3 100 2 66.7
Allergic contact dermatitis 1 1 100 1 100
Acute conjunctivitis 1 1 100 1 100
Accidental intoxication by organic solvents 1 1 100 0 0
and halogenated hydrocarbons

Not listed diseases 10 10.2 9 90.0 5 55.6
Malignant tumor of the sigmoid colon 1 0 0 0

Kidney cancer 1 1 100 0 0
Bladder cancer 1 1 100 0 0
Post-traumatic stress disorder 1 1 100 1 100
Sleep disorders 1 1 100 1 100
Chronic bronchitis 1 1 100 1 100
Centro-lobular emphysema 1 1 100 0 0
Other interstitial lung diseases with fibrosis 1 1 100 1 100
Rheumatoid arthritis 1 1 100 1 100
Cervical disc disease with radiculopathy 1 1 100 0 0

4 patients (2 having received a refusal and 2 still awaiting a decision by their health insurance office) who had at the same time filed a
claim with the FIVA (Fonds d’Indemnisation des Victimes de I’ Amiante / French Asbestos Victim Compensation Fund) for compensa-
tion for occupational exposure to asbestos indicated that they had received a favorable response from this organization.
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both for the proportion of patients who have com-
pleted the procedure and for the proportion who
received a positive decision. However, for the tumor
subgroup (28 patients), the proportion of patients
who received a favorable notification is slightly
lower. Of the 24 patients (85.7%) who completed
the process, 14 patients (58.3%) received a positive
decision, 4 (16.7%) received a negative decision, and
6 (25%) were still waiting for a decision at the time
of the last telephone interview. In comparison, pa-
tients from the diseases of the respiratory tract and
noise-induces hearing loss subgroups were respec-
tively 29 (85.3%) and 12 (100%) to complete the
process among which 24 (82.8%) and 10 (83.3%)
received a positive decision.

During our telephone interview, we asked all
the patients included in the study population about
the quality of their management at the CRPPE of
Lyon. The results of this evaluation are summarized
in Table 4. A great part of patients (79.6%) was sat-
isfied with the service provided and did not suggest
any improvement, while 18 patients (18.4%) declared
they would have liked to benefit from additional
help. The main suggestions for improvement were
access to a social worker to help them with admin-
istrative procedures, but also access to a telephone
help line to ask questions to a qualified person in
occupational pathologies, or links with associations
helping victims of occupational diseases. In addition,
among the 47 patients initially identified as having
difficulties to whom we proposed a new consulta-
tion, 9 patients (19.1%) agreed to this offer, in order
to be accompanied in initiating or continuing their
process of recognition for occupational disease.

Table 4. Patients’ evaluation of their management at the

CRPPE of Lyon.

N8 %

Satisfied by their care management at 78 79.6
the CRPPE

Would have appreciated additional 18 18.4
assistance

Appointment with a social worker 14 77.8
Telephonic assistance 3 16.7
Connection with associations 1 5.6
Other / do not rate 2 2.0

4. DISCUSSION

In this survey, 87.8% of the patients had initiated
the process towards occupational disease compensa-
tion. This high rate can be explained by the fact that
the CRRPE practitioner made an exhaustive occu-
pational interview, giving the patients detailed ex-
planations of their past occupational exposure. This
enabled them to establish a link between the work
performed and their pathology. In addition, the de-
livery of information regarding their right to claim
compensation for the damage suffered and the ex-
planations provided by health specialists in occupa-
tional diseases concerning the occupational disease
claim process may also explain this high rate of
patient involvement. Indeed, Gisquet et al. [16] in-
sisted on the fact that educational and personalized
information, transmitted by the doctor to the patient,
on the past occupational exposure and on the exist-
ing procedures is decisive to initiate an occupational
disease declaration. In their study, 83.1% of the pa-
tients for whom an occupational exposure had been
identified had made the occupational disease claim.
In addition, the GISCOP 93 study, carried out on
patients suffering from respiratory cancers that may
be work-related, found a far lower claim rate of 53%.
Of these patients, 67% received compensation for
occupational disease. The authors partly explain this
low rate of claim by a gap between the seriousness of
the disease experienced by the patients and claim-
ing financial compensation [17, 18]. In the current
study, 63 (73.3%) of the patients who completed the
procedure obtained compensation for occupational
disease from their health insurance company. This
result is close to that of the GISCOP 93 study in
which the IMCs were delivered by an experienced
physician with regard to medico-administrative is-
sues. Indeed, the wording of the IMC must be pre-
cise and include some crucial information such as
the date of the first medical diagnosis of the dis-
ease [19]. However, several studies have shown that
the practitioners experience difficulties in complet-
ing the IMC, as it is a medico-administrative exer-
cise outside the purely medical field [9, 10]. In the
present study, the high rate of occupational disease
compensation may be linked to the fact that the
initial medical certificate was properly completed
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by occupational pathology specialists who were fully
aware of the medico-administrative subtleties.

Moreover, the CRPPE’s medical team provides
a copy of the medical records that support the di-
agnosis of the disease, as requested by the health
insurance organization. It is also suggested that the
patient enclose the report of the CRPPE consul-
tation, detailing the medical and occupational in-
formation, which provides clinical and scientific
support for the compensation of the disease as an
occupational disease. And yet, as noted by Anne
Marchand [6], the difficulties in collecting and as-
sembling medical documents within the framework
of the procedures constitute an obstacle to obtaining
compensation. Compared with the statistics of the
French Health Insurance (FHI) for 2020, the rate
of OD compensation in our study is higher than
the average national rate of positive decisions of
65.4% among claims with complete files. However,
consider the number of positive decisions on all the
occupational disease declarations (including incom-
plete files) received by the FHI, which is much more
representative of reality. In that case, the average rate
drops to 55.5% [20]. However, it should be pointed
out that our study population, composed mainly of
diseases of the respiratory system (34.7%) and tu-
mors (28.6%), differs from the general population
claiming for occupational diseases, more than 87%
of which consists of musculoskeletal disorders. The
characteristics of our population can be explained
by the fact that the patients referred to the CRPPE
have more complex pathologies in terms of their
origin than other pathologies with etiologies that
are more easily identifiable by general practitioners,
such as musculoskeletal disorders.

Our work follows the implementation of a col-
laboration between the Reference Center for Rare
Pulmonary Diseases and the CRPPE, two depart-
ments of the Lyon University Hospital Center, with
the objective of assessing the proportion of work-
related Interstitial Lung Disease (“ILD”). This
work highlighted the relevance of a dedicated oc-
cupational interview, allowing 15.6% of patients not
previously identified to be eligible for a claim for
occupational disease [21].

Furthermore, we find similar results to a previous

study (PROPOUMON) conducted by the Léon

Bérard Regional Cancer Center (CLCC) and the
CRPPE of Lyon as part of a program to improve
the identification and compensation of occupational
lung cancers. In this series of cases, 66.7% had re-
ceived a positive decision for compensation, with an
initial application rate of 77.1% [22, 23]. Among
patients with a tumor in our study, there is a bet-
ter rate of application (85.7%) but a lower rate of
acceptance as a work-related disease at 58.3%. In
comparison, European statistics concerning com-
pensation for occupational cancers in 2016 reveal
that in Denmark, only 28.2% of reported cancer
cases were compensated as OD. In contrast, we find
arate of 79.1% in France and a rate as high as 87.2%
in Austria. However, it should be noted that com-
paring national statistics remains difficult. Indeed,
on the one hand, there are differences in the levels
and conditions of exposure between countries, af-
fecting the number of workers exposed to occupa-
tional risks and potentially suffering from OD. On
the other hand, the conditions for compensation
differ from one country to another due to the di-
versity of insurance systems for the compensation of
occupational diseases, and this has an impact on the
number of cases compensated as work-related [24].
The PROPOUMON program also performed a
psychosocial study highlighting the essential role
played by healthcare workers in informing victims
of their rights and emphasizing the need to provide
more support to patients who may be victims of oc-
cupational disease in order to complete the required
declaration forms and provide additional medical
information [25]. This need for help is indeed found
in our study, showing that most patients who had
carried out the occupational disease process (76.8%)
had been supported by a third party. A Spanish
study also raised this need for support, in particular
for cases of occupational cancers that often occur
after retirement and in elderly patients, but also for
patients suffering from MSDs and still in profes-
sional activity with potential consequences of the
compensation process on their employment pres-
ervation [26]. Several other studies have been con-
ducted in France by CRPPEs in collaboration with
health care services [27-30]. A study conducted at
the CRPPE in Grenoble, aiming to identify all oc-

cupational lung cancers followed up at the Grenoble
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University Hospital [27], found 20% of patients
eligible for a claim for occupational disease out of
a population of 305 identified. Of the 39 occupa-
tional disease claims finally filed, 77% were certified
as occupational diseases. A study at the CRPPE in
Rouen [28], aiming to identify occupational blad-
der cancers in Upper Normandy, found a 55% rate
of claims. The compensation rate for these patients
was about 42%.

In summary, these programs aiming at improving
the identification and compensation of occupational
diseases by the health insurance system show a real
medico-social relevance in order to allow patients to
benefit from their right to compensation and to de-
tect and count occupational diseases. In this context,
Barlet and Prete [5] call for the implementation of
systems dealing with the identification and support
of patients and for the implementation of sustain-
able cooperation between hospital services treating
diseases that may have occupational etiologies and
occupational disease specialists. Moreover, 12.8% of
patients who had filed a claim were still waiting for
a decision more than one year after their consulta-
tion at the CRPPE. The long time taken for the in-
vestigation has been described by some authors as
the main reason for discouraging patients, in addi-
tion to a procedure that is unclear and even stressful
for patients who are weakened by their illness [31].

Most patients (79.6%) in our study population
expressed satisfaction with their care at the CRPPE
of Lyon. However, a significant proportion (18.4%)
of patients would have appreciated additional help.
As mentioned by Benavides et al., a follow-up dur-
ing the whole process of occupational disease claim
and assistance by frequent contact with the patient
during his interactions with the Health Insurance
would be useful [26]. In our work, several sugges-
tions have been made to improve patient care and
support. Implementing telephone assistance or an
appointment with a social worker is useful in help-
ing the patients initiate and make their process of
OD compensation successful.

In addition, we observed significant changes in pa-
tients’ professional activities in our study population
in relation to their occupational disease. Among the
36 employed patients, only one third were working
in the same position as before they claimed for their

occupational disease. Hence, an appointment with a
social worker at the CRPPE would allow patients suf-
fering from occupational diseases to ensure that their
medico-social rights are preserved as much as possi-
ble, but also to facilitate and sustain return to work.

5. CONCLUSION

'This study has confirmed the value of a specific
occupational disease consultation providing assess-
ment and information on the link between occu-
pational exposure and the pathology observed, and
explaining the procedure for occupational disease
claim and its challenges. However, our work has
highlighted a real need for patient support after the
delivery of the initial medical certificate, in order to
help patients initiate and complete the claim process.
'The systematic follow-up of patients after the con-
sultation for occupational diseases at the CRPPE of
Lyon has demonstrated its usefulness and its con-
tinuation seems appropriate. The implementation of
an appointment with a social worker would be an
improvement to consider for efficient medico-social
management of CRPPE patients. To our knowledge,
this is the first study in France to evaluate the out-
come of occupational disease compensation proce-
dures initiated by a CRPPE. It would be interesting
to scale up this project at the national level to collect
more data on the outcome of OD recognition pro-
cedures undertaken within the CRPPEs and to in-
vestigate possible inequalities that might be reduced.
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