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WORLD CLASS EDUCATION 

The Burden of Injury and Illness 

Based on different starting points the International Labor Organization (ILO) and the World 
Health Organization (WHO), have made estimates of occupational injuries and illnesses or burden 
of disease. ILO has made global estimates from the point of view of occupational burden and 
WHO from the health point of view. Both of them have come to the conclusion that of all 
fatalities in industrial countries some 5–7% is attributed to work-related illnesses and occupational 
injuries. This percentage is somewhat smaller in developing countries where non-occupational 
health problems have a bigger share. While new information gradually becomes available from 
various sources, and when work processes, work environment, and working populations change 
quantitatively and qualitatively, updates of the estimates become important. Better evidence is 
needed for policy and practices in countries, companies, and organizations. This article and related 
presentation provide the latest updated information for such purposes. The article is based on the 
Yant Award Lecture of the American Industrial Hygiene Association (AIHA) at its 2013 Congress. 

Economic cost studies related to injuries and illnesses have been carried out using different 
methods. The most appropriate method has been the incidence approach where new injuries, 
diseases, and disorders occurring in a particular year are counted. Once this is known— e.g., by 
using the attributable fraction (AF) method—all direct and indirect costs can be calculated, 
including costs that are extended to the expected total work life starting from an incidence in the 
year under consideration. Usually long term disabilities, reduced work ability and capacity due to 
partial disabilities, premature retirement from work, and deaths cause a lion share of economic 
costs. Studies and estimates by many countries and the ILO have shown that economic costs of 
work-related illness and injury would be equivalent to a range from 1.8%–6% of GDP. 

MATERIALS AND METHODS 

Member states of ILO and WHO report their own statistics regularly and these are collected, 
recorded, and reported by these United Nations (UN) bodies. Reports from developed countries 
are usually more comprehensive but a large number of countries do not properly report their data 
on occupational injuries and illnesses. Such missing data for occupational injuries may be replaced 
by a proxy, a country, or an average of several countries that have closely resembling economic 
structures and methods of production and work cultures, and that have reported such data well. 

Occupational injuries (accidents) are followed and recorded in many countries and the ILO, 
European Union (EU), and to some extent other regional organizations collect and record such 
national data. However, national systems are usually poorly standardized and international 
comparisons are difficult. The best recorded data involves fatal injuries and this is also the starting 
point for estimating the number of less severe injuries. The methodology on establishing more 
comparable estimates for occupational deaths and injuries has been described in several papers 
while the methodology has gradually been improved. 

Reliable and comparable occupational disease statistics based on compensated cases are not 
available at the global level. This lack has been compensated for by the population attributable 
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fractions (AF) for work-related illnesses—a wider concept than the usually legally defined term of 
“occupational diseases.” The AFs are commonly used to measure the component or fraction of 
such illnesses and deaths that are related to work. Those fractions have been extensively studied in 
developed countries but very limited information from developing countries exists. WHO 
mortality tables by different regions provide background data and by using the AF component as a 
percentage, it is possible to provide a rough estimate of the fatalities for each disease or group of 
diseases. ILO and WHO data and complementary data from individual member states and from 
the EU have been used. These data are based on latest possible sources from the years 2008–2011. 
Updating is done regularlyThe most important AF values used by the ILO study were as follows(8): 

(i) Work-related cancer: AF = 8.4% (13.8% male, 2.2% female) of all cancer deaths 

(ii) Asbestos: lung cancer and mesothelioma 12.2% (14.0% male, 0.6% female) 

(iii) External tobacco (passive) smoke, lung cancer, and circulatory diseases: AF lung cancer = 3.0 − 
2.0% m/f 

(iv) Circulatory system diseases: AF=12.4% (14.4% male, 6.7% female) 

(v) Respiratory system diseases: AF = 4.1% (6.8% male, 1.1% female) 

(vi) Communicable diseases: AF = 8.8% (4.8% male, 32.5% female, the latter being high due to 
occupational infections in the health sector). 

 This high AF value was adjusted for developing countries where health sector exposure is small 
compared to other exposures in agriculture and elsewhere, such as tropical diseases, bacteria, 
viruses, and vector-borne diseases. 

Studies adapted by ILO for use as global estimates state that the overall AF for work-related causes 
was 6.7% (2005). The AF method is widely used to assess work-relatedness of a broad range of 
diseases and disorders 

RESULTS 

Globally 2.3 million deaths take place due to occupational injuries (318,000 deaths) and work-
related diseases (2,022,000 deaths) annually,. The biggest killers are work-related cancer (32%); 
work-related circulatory diseases (23%), cardiovascular and stroke; communicable diseases (17%), 
in particular, in developing countries and farming, and occupational accidents (18%). The last two 
causes, however, are less common in the established market economy countries. The main reason 
for the difference is that the overall number of communicable diseases has been relatively low in 
high-income countries, and that pattern seems to continue also in rapidly developing countries 
such as China. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4003859/#R8


3 | P a g e  
 

 

However, while there has been a clear long-term declining trend for occupational injuries, in global 
terms this has been offset by the increase in occupational injury fatalities due to shifting of 
manufacturing, construction, mining, and agriculture in rapidly industrially progressing countries, 
in particular Asian countries. 

While industrialized economies have gained through better leadership, management, and cultures 
and reduced the number of industrial injuries, another major part of the gain is caused by the 
gradual move of hazardous industries to Asia. Furthermore, in many high-income countries that 
positive development has become increasingly difficult to continue. Fatal injuries have stagnated 
and another quantum leap or paradigm change is required. 

Today, occupational injuries form a small part of the mortality of high-income countries, the goal 
posts for prevention of risks are moving, and new disorders are becoming more important. Long-
term latency disorders continue to grow and cause fatalities—for example lung cancer and 
circulatory diseases—and long-term absences caused by musculoskeletal disorders and psychosocial 
factors. These are ranked as major problems by enterprises and organizations in economic sectors 
employing a large number of people. These are ranked as major problems by enterprises and 
organizations in economic sectors employing a large number of people, such as government and 
municipal workers, health and education sectors. 

Competitiveness and safety and health go hand-in-hand; the lower the number of accidents the 
higher is the competitiveness and productivity.  

 

 


