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Abstract 

Background 

In France, complex cases of occupational disease (OD) are submitted to regional committees 

who are in charge of accepting, or rejecting, the claim. Their mean annual acceptance rate 

varies from one region to another, which may reflect differences in the cases, or discrepancies 

between committees. The objective of this study was to assess the comparability of the 

decisions of the committees on the basis of standardized cases. 

Methods 

Three experienced occupational physicians specialized in OD were asked to develop 28 

clinical cases representative of claims for compensation usually seen in these committees. The 

cases, in the form of short vignettes, were submitted to the 18 French regional committees, 

asking if they would recognise each case as an OD. 

Results 

All committees participated. The acceptance rate (recognition of the case as an OD) varied, 

ranging from 18% to 70%. All the committees took the same decision for only 7 out of the 28 

cases, but half accepted and half refused for 3 cases. For 10 cases, one quarter of the 

committees gave a decision different than the other 75%. The highest discordance rates were 

observed for the cases concerning musculoskeletal disorders and asbestos related diseases. 

Conclusion 

The committees take very different decisions in terms of recognition of OD, especially for the 

most frequently compensated OD in France, i.e. musculoskeletal disorders and asbestos 

related diseases. This is a major source of injustice for the employees who seek compensation 

and there is a need to develop methods to harmonize decisions between committees.  
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Résumé 

Position du problème 

En France, les demandes de reconnaissance en maladie professionnelle sortant du système des 

tableaux sont soumises à des comités régionaux qui doivent statuer sur l’acceptation ou le 

rejet de la reconnaissance. Le taux moyen de reconnaissance varie d’une région à l’autre, ce 

qui peut refléter des dossiers différents ou des variations entre les comités. L’objectif de cette 

étude était de comparer les décisions de ces comités sur la base de dossiers standardisés. 

Méthodes 

Trois spécialistes de pathologie professionnelle ont développé 28 cas cliniques représentatifs 

des dossiers examinés habituellement par ces comités. Les cas, sous la forme de courtes 

vignettes, ont été soumis aux 18 comités régionaux de reconnaissance des maladies 

professionnelles pour connaître leur décision sur chacun d’entre eux. 

Résultats 

Tous les comités ont participé. Le taux de reconnaissance (acceptation du caractère 

professionnel de la maladie) variait de 18% à 70% selon les comités. La décision était 

identique pour tous les comités pour seulement 7 des 28 cas, et elle était de 50% d’acceptation 

et 50% de rejet dans 3 cas. Pour 10 des 28 cas, un quart des comités prenait une décision 

discordante des autres comités. Le plus fort taux de discordance dans les décisions concernait 

les troubles musculo-squelettiques et les affections liées à l’amiante. 
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Conclusion 

Les comités régionaux de reconnaissance des maladies professionnelles prennent des 

décisions très différentes en termes de reconnaissance des maladies professionnelles, en 

particulier pour les troubles musculo-squelettiques et les affections liées à l’amiante, qui 

représentent la grande majorité des dossiers qui leurs sont soumis. C’est une source 

importante d’inégalité pour les victimes de maladies professionnelles en France et il est 

nécessaire de développer des méthodes pour harmoniser les décisions. 

 

Mots clés   

Maladies professionnelles. Indemnisation des accidentés du travail. Évaluation de processus 

en soins de santé. Ethique. 
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Introduction 

Occupational factors represent an important part of the global burden of disease and in 2015 

1,086,000 deaths were estimated to occur globally due to occupational risks [1]. These 

included 489,000 occupationally related cancer deaths with important causes being asbestos 

(180,000), diesel engine exhaust (120,000), silica (86,000) and second-hand smoke at work 

(96,000). Occupational exposure to asthmagens was estimated to cause 42,000 deaths, with 

particulate matter, gases and fumes causing 357,000 (mainly chronic obstructive pulmonary 

diseases) and workplace injuries causing 204,000 deaths [2]. Furthermore, work-related 

morbidity and mortality not only results in suffering and hardship for the worker and his or 

her family but also it adds to the overall cost to society through lost productivity and 

increased use of medical and welfare services. The cost to society has been estimated at 2-

14% of the gross national product in different studies in different countries [3].  

According to the International Labour Organisation (ILO), occupational diseases (OD) are 

diseases having a specific or a strong relation to occupation, generally with only one causal 

agent, and recognised as such. In the European Union context, a case of occupational disease 

is defined as a case recognised by the national authorities responsible for recognition of 

occupational diseases [4]. 

However, the recognition systems (and particularly the content of national lists and the 

recognition criteria relating to the diagnosis, to the intensity of exposure, to the job done, etc.) 

differ markedly from one country to another. It is therefore difficult to compare national 

statistics of occupational diseases. A report published in 2015 and covering five European 

countries observed that the same diseases (musculoskeletal disorders (MSDs), hypoacusia, 

skin diseases and cancers) were involved in the largest number of recognition, but in different 

quantities [5]. The report noted a certain balance in Germany and Denmark, whereas MSDs 

were clearly predominant in France. There was accordingly a difference of 1 to 20 between 
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Germany and France, where MSDs account for 25 and 492 reports per 100,000 insured, 

respectively. 

Apart from primary prevention, recognition and compensation of OD are major factors for 

reducing social inequities induced by these OD. 

The French OD compensation was created in 1919, on the basis of a closed list. A 

complementary system was introduced in 1993, based on 18 specific committees in the 

different French Region, which have to decide for complex OD whether or not the claims can 

be recognised as an OD, and therefore compensated. The statistics of the decisions of these 

committees point out large discrepancies in the acceptance rate, ranging from 19% in 

Provence to 67% in Britany. However, the diseases, as well as the occupational risk factors, 

vary from one region to the other, according to the type of industries for example, and it is 

difficult to know if these discrepancies reflect real differences in the incidence of OD or 

differences in the process of recognition, which would lead to major social inequities. 

Therefore, we performed a study to assess the regional differences in the French 

complementary system of recognition of OD on the basis of standardized cases. 
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Material and Methods 

Compensation system in France 

In France, all employees are covered by the Social Security system (SS), known as 

"compulsory general scheme" which is organized around four Branches, one of them being in 

charge of “Occupational Diseases" and "Occupational Injuries": the National Health 

Insurance Fund for Employees (Caisse Nationale de l’Assurance Maladie, CNAMTS) [6].  

In the French OD compensation systems, the victim (or the victim’s beneficiaries) has to send 

to the SS the claim for recognition, backed up with a wage certificate and the descriptive 

medical certificate issued by the doctor who diagnosed the disease. On receipt of the claim for 

recognition, the SS opens an administrative and medical enquiry. It informs the employer, the 

occupational physician and the labour inspector about this claim. 

Since 1919, there is a presumption of occupational origin (i.e. the worker does not have to 

prove the link between his disease and his professional activity and his disease is recognised 

as an occupational disease) if all the following criteria are met: 

1. The disease is listed in one of the 115 tables in force attached to the Social Security 

Code (e.g. silicosis), and fulfil the medical criteria;  

2. The job (or former job) of the patient is listed in the table concerning this disease as a 

job where the exposure to the risk factor is or was considered usual (e.g. sandblasting) 

3. The length of time between cessation of exposure and onset of the disease is lower 

than the maximum latent period specified in the table (e.g. 7 days for asthma, 5 years 

for silicosis, 40 years for mesothelioma) 

4. For some tables, there is also a minimum duration of exposure (e.g. 5 years for silica 

and silicosis or 10 years for asbestos and lung cancer). 

In this case, the worker does not have to prove the link between his disease and his 

professional activity and his disease is automatically recognised as an occupational disease.  
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Since 1993, there is also a complementary system dealing with two different situations: 

• Either the disease is listed in one of the tables but one or more criteria (criteria 2, 3 or 

4) are not met; 

• or the disease is not listed in one of the tables but may be the consequence of 

professional activity and cause to the victim a permanent disability of at least 25% or 

his/her death (e.g. laryngeal cancer with exposure to asbestos or kidney cancer with 

exposure to trichloroethylene).  

In these two situations the SS prepares a medical and occupational record (with data on the 

disease and on exposures of the patient) and submits the record to an Occupational Diseases 

Recognition Regional Committee (Comité Régional de Reconnaissance des Maladies 

Professionnelles, CRRMP) whose decision imposes on the SS which passes it on to the 

victim. The CRRMP is a committee composed of a professor or assistant professor specialised 

in occupational diseases, an occupational physician from the regional branch of the ministry 

of labour, a physician from the SS and an engineer in occupational hygiene. There are 16 

CRRMP in metropolitan France and 2 overseas, in charge for the claims for compensation in 

their geographical area. In 2016, they examined 16,898 files, with a mean of 30 files per half-

day and per CRRMP. 

 

Construction of the clinical and occupational situations. 

In order to assess the comparability of the decisions of the CRRMP, three occupational 

physicians specialized in occupational diseases, and members of these CRRMP, were asked to 

develop 28 clinical cases representative of claims for compensation usually seen in the 

CRRMP. They were asked to specify for each situation (a) the disease; (b) the job or former 

job of the patient; (c) the duration of exposure and (d) the length of time between cessation of 

exposure and onset of disease. The clinical situations were presented in short vignettes. 
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Nineteen vignettes concerned a disease mentioned in one of the tables of OD, with only one 

of the criteria of the tables for that disease being out of the range of the table: 

• 9 vignettes concerned a job different than the jobs specified in the corresponding table 

of OD; 

• 5 vignettes concerned a duration of exposure lower than the criteria in the 

corresponding table of OD; 

• 5 vignettes concerned a latent period longer than the criteria in the corresponding table 

of OD; 

In addition, 9 vignettes concerned a disease not listed in one of the tables of OD.  

The 28 vignettes are summarized in Table 1. They were submitted to the 18 CRRMP in 

March 2017, by the Direction Nationale des Risques Professionnels of the CNAMTS, with a 

deadline for answering in May 2017. 

 

Submission of the vignettes to the CRRMP 

The CRRMP were asked if they would recognise, or not, the case as an occupational disease. 

For each vignette, we computed a “concordance index” (CI), as follows. If all the CRRMP 

accepted or refused the case as an occupational disease, the CI was 1. If 50% of the CRRMP 

accepted and 50% refused the case as an occupational disease, the concordance index was 0. 

In between, every 5% difference in the decisions of the CRRMP increased the CI by 0.1. 

The data were collected and analysed with Excel. 
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Results 

All the CRRMP from metropolitan France (n=16), and from La Martinique and La Reunion 

participated in the study, covering 99.02% of the French population.  

Overall, the rate of positive (recognition of the case as an occupational disease) decisions was 

38%, but this rate varied across the CRRMP, ranging from 18% in Auvergne to 70% in 

Britany (Table 2). 

On the 504 clinical cases analysed by the CRRMP (28 clinical cases x 18 CRRMP), a 

decision was taken for 434 cases (86.1%). However, for 70 cases (13.9%), the CRRMP 

considered that there was not enough information to make a decision. This attitude was highly 

dependent on the CRRMP and whereas the CRRMP of Burgundy did not answer for 50% of 

the vignettes, the CRRMP from North East (Nord Est), from Normandy or from the North 

(Hauts-de-France) answered all the vignettes (Table 2). It was also dependent on the clinical 

case, and 8 CRRMP (44%) refused to give an answer for case 3, and 6 (33%) for cases 7 and 

19. 

Considering only the 434 cases for which the CRRMP took a decision, a perfect agreement 

(acceptance or refusal) was observed for 7 out of the 28 cases (cases 2, 4, 13, 14, 18, 23 and 

24), but wide variations (concordance index = 0, i.e. half of CRRMP accepted and half 

refused) were observed in 3 cases (cases 1, 3 and 7) (Table 1). For the 21 other cases, the 

concordance index varied but was lower than 0.5 in 7 cases. Therefore, for 10 cases (36% of 

the cases), one-quarter of the CRRMP gave a decision different than the other 75%, and for 

10 cases, the level of concordance was very high (all the CRRMP or all but one took the same 

decision). 

The reason (i.e. criteria which would have been necessary for automatic recognition and 

which is not fulfilled) why the file would have been submitted to the CRRMP had a mixed 

influence (Table 1). 
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The acceptance rate was high for the cases concerning a lower exposure, or a longer latent 

period, that what was needed according to the official tables, with a rate of 71% and 82%, 

respectively. On the opposite, the acceptance rate was low for the cases where the job was not 

mentioned in the table, or when the disease was not in the list of occupational diseases, with a 

rate of 29% and 29%, respectively. However, the concordance indexes were, on average, 

0.73, 0.69, 0.68 and 0.77 for these four situations, respectively. 

On the other hand, the homogeneity of the decisions depended strongly on the type of disease 

(Table 1). For the 5 cases of work-related upper limbs disorders (cases 8-12), the mean CI 

was 0.5 and 6 regions had an acceptance rate equal or above 60% whereas 10 regions had an 

acceptance rate equal or lower than 20%. 

For the five cases on asbestos-related diseases (cases 1, 3, 4, 5), the discrepancies were even 

higher and the CI was 0 for cases 1 and 3 (half of the CRRMP accepted and half refused). 

For the two cases of occupational noise-induced hearing loss, two regions refused the 

occupational disease for both cases whereas 8 regions accepted both. 

For the 5 cases (cases 15-19) of herniated disc, 3 regions accepted only one case out of 5 and 

two regions accepted the 5 cases. 

For the diseases that are not mentioned in the official tables, the homogeneity among the 

regions was better, with a CI of 0.77 (Table 1). However, 7 regions accepted only one case 

out of 9 and 5 regions accepted 4 or 5 cases. 
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Discussion 

The main result of this study is that the regional committees in charge of recognition and 

compensation take different decisions on similar standardized clinical cases and the highest 

discordance rates are observed for the cases concerning musculoskeletal disorders and 

asbestos-related diseases, which are the leading causes of compensated occupational diseases 

in France. 

The two main limits of our study are short description of the cases in the vignettes submitted 

to the CRRMP and the fact that, in 70 situations (13.9%), one of the CRRMP refused to give 

an answer on a vignette, considering that they had not enough information on the exposure to 

occupational risk factors. 

Each meeting of the CRRMP involve a high number of cases (approximately 30 per half day) 

and it was considered unrealistic to build long cases, and to hope that all CRRMP will answer. 

Furthermore, in many cases, the level of information, especially for remote exposure, is 

scarce. For example, for cases such as those described in situations 1, 3 or 5, it is usually 

impossible to obtain information on remote exposure, apart from the job description. The 

committees have then to rely on the experience of industrial hygiene engineers and specialists 

in occupational diseases, using sometimes job-exposure matrices. This is also the case for 

more recent exposures, but for jobs such as childminder or housemaid, which are performed 

at home or in several different workplaces. Therefore, the vignettes we used were 

representative of many files that are submitted to the CRRMP. 

Another limit is that we could not compare the decisions of the CRRMP to a gold standard, 

i.e. to a clear decision on whether or not each case was really in relation to the job. However, 

our purpose was not to investigate if the decisions were relevant, but if they were discrepant. 
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Furthermore, an occupational disease is a legal concept, created for insurance purposes (and 

not prevention purposes). Its definition corresponds to legal, not medical, criteria. The 

occupational disease insurance system thus reflects a social and political compromise [5]. 

Such a system exists in nearly all European countries. It takes the form of a more or less 

specific insurance organization depending on the country: a separate organization, different 

financing from that of the other national insurance organizations, and special benefits for the 

victims of occupational injuries.  

We already know the poor performance by physicians in diagnosing and reporting 

occupational diseases [7], and the fact that numerous cases of work-related diseases are not 

registered as such with the appropriate insurance organizations, due to a lack of reporting by 

the victim, their doctor or their employer [5]. 

We demonstrated in our study that a regional system, relying on different, although highly 

skilled, people does not ensure homogeneity in the recognition and compensation of 

occupational diseases. 

This leads to injustice and prejudice for the workers since, for the same disease and the same 

exposure, some will get benefits provided by the occupational risk insurance system, and 

some will not. The prejudice relies in part on the fact that the benefits provided by the 

occupational risk insurance system are more advantageous in France (like in many countries) 

than those paid for illness or disability/death.  

Furthermore, the definition of risk prevention priorities needs a reliable count of occupational 

diseases, which is a necessary tool for the authorities to target risk prevention efforts and 

focus on the areas in which the challenges are greatest. Therefore, regional disparities can 

have an impact, not only on workers asking for compensation but on all workers. 

Therefore, there is an urgent need to harmonize the way French regional committees take their 

decision in order to ensure equal treatment of workers victim of an occupational disease in 
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France. Since there is rarely an obvious and undisputable answer to the question “is it an 

occupational disease?”, especially for the files that are submitted to the CRRMP, it is not 

possible to assess the validity of the decisions taken, and therefore to identify the “best” or 

“worse” CRRMP. The first step toward harmonization should be to organize on a periodical 

basis a meeting of all the physicians who are members of those CRRMP and discuss some 

files, to compare the decisions that each one would have taken. The second step could be to 

integrate to these meetings an expert of each disease which is discussed, to improve the 

quality of answers. However, expert advice should explicitly refer to up-to-date research 

literature, since experts sometimes give unreliable answers [8]. The last step could be to 

improve the quality of the answers provided by the CRRMP, and therefore probably to 

improve the homogeneity of the answers as a collateral benefit. A database of up-to-date 

evidence in terms of occupational and environmental determinants of the most frequent 

occupational diseases should be built and maintained. It should include mostly 

epidemiological studies [9], and should be available online for all members of the CRRMP. 

However, all the diseases that are included in the files submitted to the CRRMP cannot be 

predicted. Therefore, all members of the committees should have access online to PubMed, 

ideally using search filters that allow using the best search strings in terms of precision and 

recall for the identification of occupational risk factors [10]. Finally, all these efforts could 

possibly be useless if a global discussion around the concept of causality was not started. 

Many diseases, occupationally related or not, have multiple contributing factors, which have 

different impacts on the onset or progression of the disease. Therefore, there is a continuous 

distribution of causality but the legislation imposes a binary decision process (recognition or 

no recognition and therefore compensation or no compensation). Awarding compensation 

even though only a part of the cause in an individual person is due to occupational factors 

raises the underlying question of the cutoff point. This percentage point at which an 
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occupational risk factor is considered sufficient to result in compensation varies widely with a 

range from 50% in some jurisdictions to 5% in others [11]. This cutoff point has not been 

clealry assessed in France, and this is probably also one of the important causes of 

discrepancies among the different CRRMP. 

  



15 
 

References 

1. GBD 2015 Risk Factors Collaborators. Global, regional, and national comparative 

risk assessment of 79 behavioural, environmental and occupational, and metabolic 

risks or clusters of risks, 1990-2015: a systematic analysis for the Global Burden 

of Disease Study 2015. Lancet 2016; 388: 1659-724.  

2. Rushton L. The Global Burden of Occupational Disease. Curr Environ Health Rep 

2017; 4: 340-8.  

3. Driscoll T, Takala J, Steenland K, Corvalan C, Fingerhut M. Review of estimates 

of the global burden of injury and illness due to occupational exposures. Am J Ind 

Med 2005; 48: 491-502.  

4. European Agency for Safety and Health at Work. Report on the current situation in 

relation to occupational diseases' systems in EU Member States and EFTA/EEA 

countries, in particular relative to Commission Recommendation 2003/670/EC 

concerning the European Schedule of Occupational Diseases and gathering of data 

on relevant related aspects. March 2013. Available at 

http://ec.europa.eu/social/BlobServlet?docId=9982&langId=en.  

5. Eurogip. Reporting of occupational diseases: Issues and good practices in five 

European countries. 102/E. February 2015. Available at 

https://www.eurogip.fr/images/documents/3933/Report_DeclarationMP_EUROGI

P_102EN.pdf.  

6. Eurogip. Statistical review of occupational injuries - FRANCE 2013 data. 104/E. 

December 2014. Available at 

https://www.eurogip.fr/images/documents/3890/Eurogip_Point_stat_FR104_en.pd

f.  

7. Spreeuwers D, de Boer AG, Verbeek JH, van Beurden MM, van Dijk FJ. 



16 
 

Diagnosing and reporting of occupational diseases: a quality improvement study. 

Occup Med (Lond) 2008; 58: 115-21. 

8. Schaafsma F, Verbeek J, Hulshof C, van Dijk F. Caution required when relying on 

a colleague's advice; a comparison between professional advice and evidence from 

the literature. BMC Health Serv Res 2005; 5: 59. 

9. Muir DC. Compensating occupational diseases: a medical and legal dilemma. 

CMAJ 1993; 148: 1903–1905. 

10. Mattioli S, Zanardi F, Baldasseroni A, Schaafsma F, Cooke RM, Mancini G, 

Fierro M, Santangelo C, Farioli A, Fucksia S, Curti S, Violante FS, Verbeek J. 

Search strings for the study of putative occupational determinants of disease. 

Occup Environ Med 2010; 67: 436-443. 

11. Muir DC. Cause of occupational disease. Occup Environ Med 1995; 52: 289–293.  

 

  



17 
 

Acknowledgements 

We are grateful to Christine Daigurande, Eddy Kaczmarek and to Odile Vandenberghe for 

their help in implementing this study. 



18
 

  T
ab

le
 1

. S
um

m
ar

y 
of

 th
e 

ca
se

s,
 m

e
an

 a
cc

ep
ta

n
ce

 r
at

e
 a

s 
an

 o
cc

up
at

io
na

l d
is

ea
se

 b
y 

th
e 

C
R

R
M

P
s 

an
d 

co
nc

o
rd

an
ce

 in
de

x 

C
as

e  
D

is
ea

se
 

P
at

ie
nt

 
D

at
e 

of
 

di
ag

no
si

s 
P

er
io

d 
of

 e
xp

os
ur

e 
/ j

ob
 

P
ot

en
tia

l 
ex

po
su

re
 

P
ar

am
et

er
* 

M
ea

n 
ac

ce
pt

an
ce

 
ra

te
 

C
on

co
rd

an
ce

 
in

de
x 

1 
P

le
ur

al
 

pl
aq

ue
 

M
an

, 7
7 

ye
a

r-
ol

d
 

20
15

 
E

le
ct

ric
ia

n 
19

54
-1

95
6

 
A

sb
es

to
s 

E
xp

os
ur

e,
 2

 y
e

ar
s 

in
st

ea
d 

of
 5

 
50

%
 

0 

2 
P

le
ur

al
 

m
es

ot
he

lio
m

a 
M

an
, 7

4 
ye

a
r-

ol
d

 
20

14
 

H
an

dl
er

 in
 a

n 
as

be
st

os
 

co
m

pa
n

y 
19

61
-1

97
0.

 
W

or
k 

on
 in

du
st

ria
l 

ga
sk

et
s 

19
70

-1
97

8
 

A
sb

es
to

s 
La

te
nt

 p
er

io
d,

 4
6 

ye
a

rs
 in

st
ea

d 
o

f 
40

 

10
0%

 
1 

3 
Lu

n
g 

ca
nc

er
 

M
an

, 6
1 

ye
a

r-
ol

d,
 

no
n 

sm
ok

er 
20

15
 

B
ric

kl
a

ye
r 

19
80

-1
98

6
 

A
sb

es
to

s 
E

xp
os

ur
e,

 6
 y

e
ar

s 
in

st
ea

d 
of

 1
0

 
50

%
 

0 

4 
Lu

n
g 

ca
nc

er
 

M
an

, 6
3 

ye
a

r-
ol

d,
 

no
n 

sm
ok

er  
20

14
 

C
ha

ng
e 

o
f c

yl
in

de
r 

h
ea

ds
 

an
d 

ex
ha

us
t p

ip
es

 1
97

3-
19

80
 

A
sb

es
to

s 
E

xp
os

ur
e,

 7
 y

e
ar

s 
in

st
ea

d 
of

 1
0

 
10

0%
 

1 

5 
Lu

n
g 

ca
nc

er
 

M
an

, 6
2 

ye
a

r-
ol

d,
 

no
n 

sm
ok

er 
20

14
 

T
ru

ck
 m

ec
h

an
ic

s 
19

75
-

19
80

 
A

sb
es

to
s 

E
xp

os
ur

e,
 3

 y
e

ar
s 

in
st

ea
d 

of
 1

0
 

69
%

  
0.

38
 

6 
O

cc
up

at
io

na
l 

no
is

e 
in

du
ce

d 
he

ar
in

g 
lo

ss
 

M
an

, 7
0 

ye
a

r-
ol

d
 

20
10

 
B

oi
le

r 
m

ak
er

 1
97

9-
20

05
 

N
oi

se
 

La
te

nt
 p

er
io

d,
 5

 
ye

a
rs

 in
st

ea
d 

o
f 1  

87
%

 
0.

74
 

7 
O

cc
up

at
io

na
l 

no
is

e 
in

du
ce

d 
he

ar
in

g 
lo

ss
 

M
an

, 5
4 

ye
a

r-
ol

d
 

20
15

 
D

ig
ge

r 
dr

iv
er

 1
97

2-
20

12
 

N
oi

se
 

La
te

nt
 p

er
io

d,
 3

 
ye

a
rs

 in
st

ea
d 

o
f 1  

50
%

 
0 

8 
S

up
ra

sp
in

at
us

 
te

ar
 o

f t
he

 
ro

ta
to

r 
cu

ff
 

W
om

an
, 5

6 
ye

a
r-

ol
d

 
20

15
 

A
m

bu
la

nc
e 

dr
iv

e
r 

20
03

-
20

13
 

M
an

ua
l 

ha
nd

lin
g 

Jo
b 

no
t i

n 
th

e 
lis

t 
28

%
 

0.
44

 



19
 

 9 
C

hr
on

ic
 

ro
ta

to
r 

cu
ff

 
di

se
as

e
 

W
om

an
, 5

2 
ye

a
r-

ol
d

 
20

14
 

C
hi

ld
m

in
de

r 
si

nc
e 

19
90

, 
fo

r 
4 

ch
ild

re
n 

6 
m

on
th

s 
to

 
3 

ye
ar

-o
ld

 

M
an

ua
l 

ha
nd

lin
g 

Jo
b 

no
t i

n 
th

e 
lis

t 
35

%
 

0.
30

 

10
 

R
ot

at
or

 c
uf

f 
pa

rt
ia

l t
ea

r 
W

om
an

, 5
1 

ye
a

r-
ol

d
 

20
15

 
C

he
ck

-o
ut

 a
ss

is
ta

nt
 in

 a
 

su
pe

rm
ar

ke
t s

in
ce

 1
99

5
 M

an
ua

l 
ha

nd
lin

g 
Jo

b 
no

t i
n 

th
e 

lis
t 

71
%

 
0.

42
 

11
 

C
ar

pa
l t

un
ne

l 
sy

nd
ro

m
e

 
W

om
an

, 4
9 

ye
a

r-
ol

d
 

20
14

 
C

hi
ld

m
in

de
r 

si
nc

e 
19

90
, 

fo
r 

4 
ch

ild
re

n 
6 

m
on

th
s 

to
 

3 
ye

ar
-o

ld
 

M
an

ua
l 

ha
nd

lin
g 

Jo
b 

no
t i

n 
th

e 
lis

t 
6%

 
0.

88
 

12
 

C
ar

pa
l t

un
ne

l 
sy

nd
ro

m
e

 
W

om
an

, 4
9 

ye
a

r-
ol

d
 

20
14

 
H

ou
se

m
ai

d,
 p

ar
t t

im
e 

(2
0h

/w
ee

k)
 s

in
ce

 1
99

9
 

R
ep

et
iti

ve
 

m
ov

em
en

ts
 Jo

b 
no

t i
n 

th
e 

lis
t 

28
%

 
0.

44
 

13
 

M
en

is
ca

l 
le

si
on

s 
of

 th
e 

kn
ee

 

M
an

, 5
7 

ye
a

r-
ol

d
 

20
15

 
B

ric
kl

a
ye

r 
an

d 
til

e
r 

19
78

-
20

10
 

K
ne

el
in

g 
an

d 
sq

ua
tt

in
g 

La
te

nt
 p

er
io

d,
 5

 
ye

a
rs

 in
st

ea
d 

o
f 2  

10
0%

 
1 

14
 

M
en

is
ca

l 
le

si
on

s 
of

 th
e 

kn
ee

 

M
an

, 4
8 

ye
a

r-
ol

d
 

20
14

 
C

le
an

in
g 

an
d 

m
ai

nt
en

an
ce

 
in

 a
 to

w
n 

ha
ll 

si
nc

e 
19

87
 R

ep
et

iti
ve

 
m

ov
em

en
ts

, 
m

an
ua

l 
ha

nd
lin

g 

Jo
b 

no
t i

n 
th

e 
lis

t 
0%

 
1 

15
 

H
er

ni
at

ed
 

di
sc

 a
t t

he
 

L5
-S

1 
le

ve
l 

M
an

, 4
9 

ye
a

r-
ol

d
 

20
11

 
C

on
st

ru
ct

io
n 

dr
iv

er
 o

n 
co

ns
tr

uc
tio

n 
si

te
s 

si
nc

e 
20

08
 

W
ho

le
-

bo
d

y 
vi

br
at

io
ns

 

E
xp

os
ur

e,
 3

 y
e

ar
s 

in
st

ea
d 

of
 5

 
86

%
 

0.
72

 

16
 

H
er

ni
at

ed
 

di
sc

 a
t t

he
 

L4
-L

5 
le

ve
l 

M
an

, 4
7 

ye
a

r-
ol

d
 

20
12

 
P

ac
ka

ge
 D

el
iv

er
y 

D
riv

er
 

19
91

-2
01

2 

W
ho

le
-

bo
d

y 
vi

br
at

io
ns

, 
19

83
-2

01
2 

Jo
b 

no
t i

n 
th

e 
lis

t 
14

%
 

0.
72

 

17
 

H
er

ni
at

ed
 

di
sc

 a
t t

he
 

L5
-S

1 
le

ve
l 

M
an

, 5
0 

ye
a

r-
ol

d
 

20
14

 
H

ea
vy

-d
ut

y 
e

qu
ip

m
en

t 
m

ec
ha

ni
c,

 1
98

3-
20

12
 

W
ho

le
-

bo
d

y 
vi

br
at

io
ns

 

La
te

nt
 p

er
io

d,
 2

 
ye

a
rs

 in
st

ea
d 

o
f 6

 
m

on
th

s 

71
%

 
0.

42
 

18
 

H
er

ni
at

ed
 

di
sc

 a
t t

he
 

L4
-L

5 
le

ve
l 

M
an

, 5
2 

ye
a

r-
ol

d
 

20
15

 
Ja

ni
to

r 
in

 a
 r

es
id

en
tia

l 
ac

co
m

m
od

at
io

n 
si

nc
e 

19
85

 

M
an

ua
l 

ha
nd

lin
g 

Jo
b 

no
t i

n 
th

e 
lis

t 
0%

 
1 



20
 

 19
 

H
er

ni
at

ed
 

di
sc

 a
t t

he
 

L4
-L

5 
le

ve
l 

M
an

, 5
1 

ye
a

r-
ol

d
 

20
15

 
W

ar
eh

ou
se

m
an

 a
nd

 
fo

rk
lif

t d
riv

er
 

W
ho

le
-

bo
d

y 
vi

br
at

io
ns

, 
m

an
ua

l 
ha

nd
lin

g 

Jo
b 

no
t i

n 
th

e 
lis

t 
75

%
 

0.
50

 

20
 

Lo
w

 b
ac

k 
pa

in
 

M
an

, 5
2 

ye
a

r-
ol

d
 

20
11

 
W

ar
eh

ou
se

m
an

 a
nd

 
fo

rk
lif

t d
riv

er
 s

in
ce

 1
97

5
 

W
ho

le
-

bo
d

y 
vi

br
at

io
ns

, 
m

an
ua

l 
ha

nd
lin

g 

D
is

ea
se

 n
ot

 in
 th

e 
lis

ts
**

 
35

%
 

0.
30

 

21
 

C
ox

at
hr

os
is

 
M

an
, 5

1 
ye

a
r-

ol
d

 
20

11
 

B
ut

ch
e

r 
in

 a
 s

up
er

m
ar

ke
t,

 
19

80
-2

01
5 

M
an

ua
l 

ha
nd

lin
g 

D
is

ea
se

 n
ot

 in
 th

e 
lis

ts
**

 
6%

 
0.

88
 

22
 

C
er

vi
ca

l 
ar

hr
os

is
 

M
an

, 5
5 

ye
a

r-
ol

d
 

20
14

 
B

ric
kl

a
ye

r 
si

nc
e 

19
80

, 
fr

eq
ue

nt
 li

fti
n

g 
of

 c
in

d
er

 
bl

oc
ks

 o
n 

th
e 

sh
ou

ld
er

 

M
an

ua
l 

ha
nd

lin
g 

D
is

ea
se

 n
ot

 in
 th

e 
lis

ts
**

 
19

%
 

0.
62

 

23
 

C
er

vi
ca

l 
ar

hr
os

is
 

W
om

an
, 5

1 
ye

a
r-

ol
d

 
20

15
 

A
ss

em
bl

y-
lin

e 
w

or
ke

r 
an

d 
vi

su
al

 in
sp

ec
tio

n 
in

 th
e 

gl
as

s 
in

du
st

ry
 s

in
ce

 1
97

7
 A

w
kw

ar
d 

w
or

k 
po

st
ur

es
, 

m
an

ua
l 

ha
nd

lin
g 

D
is

ea
se

 n
ot

 in
 th

e 
lis

ts
**

 
0%

 
1 

24
 

C
er

vi
ca

l 
he

rn
ia

te
d 

di
sc  

W
om

an
, 4

5 
ye

a
r-

ol
d

 
20

16
 

N
ur

se
 a

ss
is

ta
nt

 in
 a

 
co

m
m

un
ity

 r
es

id
en

ce
 fo

r 
th

e 
di

sa
bl

ed
 

A
w

kw
ar

d 
ce

rv
ic

al
 

po
st

ur
es

 

D
is

ea
se

 n
ot

 in
 th

e 
lis

ts
**

 
0%

 
1 

25
 

N
on

 H
od

gk
in

 
ly

m
ph

om
a

 

M
an

, 6
1 

ye
a

r-
ol

d,
 

no
n 

sm
ok

er  
20

16
 

H
er

bi
ci

de
 m

an
u

fa
ct

ur
in

g 
W

or
ke

r,
 1

97
5-

20
07

 
P

es
tic

id
es

 
D

is
ea

se
 n

ot
 in

 th
e 

lis
ts

**
 

92
%

 
0.

84
 

26
 

B
la

dd
e

r 
ca

nc
er

 

M
an

, 6
2 

ye
a

r-
ol

d,
 

no
n 

sm
ok

er  
20

14
 

R
oo

fe
r 

(r
oo

fin
g 

as
ph

al
ts

),
 

19
80

-2
00

5 
 

P
A

H
**

* 
D

is
ea

se
 n

ot
 in

 th
e 

lis
ts

**
 

88
%

 
0.

76
 

27
 

B
la

dd
e

r 
ca

nc
er

 

M
an

, 6
2 

ye
a

r-
ol

d,
 

sm
ok

er
 (

20
 20

14
 

R
oo

fe
r 

(r
oo

fin
g 

as
ph

al
ts

),
 

19
80

-2
00

5 
 

P
A

H
**

* 
D

is
ea

se
 n

ot
 in

 th
e 

lis
ts

**
 

6%
 

0.
88

 



21
 

 

pa
ck

 y
e

ar
s)  

28
 

B
la

dd
e

r 
ca

nc
er

 

M
an

, 7
1 

ye
a

r-
ol

d,
 

no
n 

sm
ok

er 
20

12
 

F
io

ul
 d

el
iv

er
y 

dr
iv

e
r,

 
19

67
-2

00
3 

P
A

H
**

* 
D

is
ea

se
 n

ot
 in

 th
e 

lis
ts

**
 

19
%

 
0.

62
 

 * 
R

ea
so

n 
(c

rit
e

ria
 w

hi
ch

 w
ou

ld
 h

av
e 

be
en

 n
ec

es
sa

ry
 

fo
r 

au
to

m
at

ic
 r

ec
o

gn
iti

on
 a

nd
 w

hi
ch

 is
 n

ot
 fu

lfi
lled)

 w
h

y 
th

e 
cl

ai
m

 w
ou

ld
 h

av
e 

be
en

 
su

bm
itt

ed
 to

 th
e 

C
R

R
M

P
  

**
 T

he
 d

is
ea

se
 is

 n
ot

 in
cl

ud
ed

 in
 th

e 
F

re
nc

h 
cl

os
e

d
 li

st
 o

f o
cc

up
at

io
na

l d
is

ea
se

s 

**
* 

P
A

H
: C

ar
ci

no
ge

ni
c 

po
ly

cy
cl

ic
 a

ro
m

at
ic

 c
om

po
un

ds
 

 



22 
 

 

Table 2. Percentage of acceptance (recognition of the case as an occupational disease) or 
refusal rate according to the geographical area. 
 

CRRMP Acceptance rate Refusal rate No decision 

Grand Est 
(Alsace, Champagne-
Ardennes, Lorraine) 

39% 43% 18% 

Nouvelle Aquitaine 54% 46% 0% 

Auvergne 18% 82% 0% 

Burgundy-Franche-
Comté 

36% 14% 50% 

Britany 70% 12% 18% 

Centre-Ouest 32% 68% 0% 

Centre-Val de Loire 33% 31% 36% 

Hauts-de-France 64% 36% 0% 

Île-de-France 36% 43% 21% 

La Réunion 54% 39% 7% 

Languedoc- 
Roussillon 

38% 55% 7% 

Martinique 54% 32% 14% 

Midi-Pyrénées 50% 21% 29% 

Nord-Est 50% 50% 0% 

Normandy 50% 50% 0% 

Pays de la Loire 42% 51% 7% 

Rhône-Alpes 33% 42% 25% 

Sud-Est  35% 47% 18% 

Total  44% 42% 14% 

 
 

 




