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We systematically reviewed more than 25 years’” worth of epidemiologic literature on the
relationship between pesticide chemical groups and active ingredients with NHL. This review
indicated positive associations between NHL and carbamate insecticides, OP insecticides, the phenoxy
herbicide MCPA, and lindane. Few papers reported associations with subtypes of NHL;
however, based on the few that did, there were strong associations between certain chemicals and B
cell lymphomas. Our results show that there 1s consistent evidence that pesticide exposures
experienced in occupational agricultural settings may be important determinants of NHL. This review
also revealed clear research needs, including further investigation of some already studied pesticide

5. Conclusions

active ingredients, of additional pesticides that have not yet been investigated in epidemiologic
analyses, of the strength of association of pesticide exposures with subfypes of NHL,
and of the relationship between NHL and pesticides in middle- and low- income areas.
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Label + Category

Substance identity Hazard classification & labelling

EC / List no.: 213-997-4
CAS no.: 1071-83-6

Mol. formula: C3HEBNOSP Danger! According to the harmonised classification and

O labelling (CLPOO) approved by the European Union, this
substance is toxic to aquatic life with long lasting effects and
OH causes serious eye damage.
( NH
HO—P=0
I
OH

The InfoCard summarises the non-confidential data on substances as held in the databases of the European Chemicals Agency (ECHA), including data
provided by third parties. The InfoCard is automatically generated. Information requirements under different legislative frameworks may therefore not be
up—to—date or complete. Substance manufacturers and importers are responsible for consulting official publications. This InfoCard is covered by the ECHA

Legal Disclaimer.

CECHA




SDS

11.1 Informatie over toxicologische effecten

Acute toxiciteit

Toxiciteit - Plaatselijke effecten

INADEMING Over dit product zijn geen gegevens beschikbaar.
Contact met de ogen Irriterend voor de ogen. (konijn).
Contact met de huid Geen huidirritatie. (konijn).
INSLIKKEN Over dit product zijn geen gegevens beschikbaar.
LD50 oraal > 4000 mg/kg (rat)
LD50 huid > 4000 mg/kg (rat)

Chronische toxiciteit

Huidcorrosie/-irritatie Geen informatie beschikbaar.
Sensibilisatie Veroorzaakte geen sensibilisering.
Kankerverwekkende effecten Geen informatie beschikbaar
Mutagene effecten Geen informatie beschikbaar
Effecten op de voortplanting Geen informatie beschikbaar

STOT - bij eenmalige blootstelling Geen informatie beschikbaar.

STOT bij herhaalde blootstelling Geen informatie beschikbaar.
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Label + Category

Glyphosate

Substance identity Hazard classification & labelling
EC / List no.: 213-997-4
CAS no.: 1071-83-6
Mol. formula: C3H8NOSP Danger! According to the harmonised classification and
O labelling (CLPOO) approved by the European Union, this
substance is toxic to aquatic life with long lasting effects and
OH causes serious eye damage.

NH

HO—P=0

OH

The InfoCard summarises the non-confidential data on substances as held in the databases of the European Chemicals Agency (ECHA), including data
provided by third parties. The InfoCard is automatically generated. Information requirements under different legislative frameworks may therefore not be
up—to—date or complete. Substance manufacturers and importers are responsible for consulting official publications. This InfoCard is covered by the ECHA




Differences in the carcinogenic
evaluation of glyphosate between the
International Agency for Research on
Cancer (IARC) and the European Food
Safety Authority (EFSA)
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The International Agency for Research on
Cancer (IARC) Monographs Programme
identifies chemicals, drugs, mixtures,
occupational exposures, lifestyles and per-
sonal habits, and physical and biological
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agents that cause cancer in humans and
has evaluated about 1000 agents since
1971. Monographs are written by ad hoc
Working Groups (WGs) of international
scientific experts over a period of about
12months ending in an  cight-day
meeting. The WG evaluates all of the
publicly available scientific information on
cach substance and, through a transparent
and rigorous process,' decides on the
degree to which the scientific evidence

Glyphosate

Commentary

supports that substance’s potential to
cause or not cause cancer in humans.

For Monograph 112,% 17 expert scien-
tists evaluated the carcinogenic hazard for
four insecticides and the herbicide glypho-
sate.” The WG concluded that the data
for glyphosate meet the criteria for classi-
fication as a probable human carcinogen.

The European Food Safety Authority
(EFSA) is the primary agency of the
European Union for risk assessments
regarding food safety. In October 2015,
EFSA reported* on their evaluation of the
Renewal Assessment Report® (RAR) for
glyphosate that was prepared by the
Rapporteur Member State, the German
Federal Institute for Risk Assessment
(BfR). EFSA concluded that ‘glyphosate is
unlikely to pose a carcinogenic hazard to
humans and the evidence does not
support classification with regard to its
carcinogenic potential’. Addendum 1 (the
BfR Addendum) of the RAR” discusses the
scientific rationale for differing from the
IARC WG conclusion.

Serious flaws in the scientific evaluation
in the RAR incorrectly characterise the
potential for a carcinogenic hazard from
exposure to glyphosate. Since the RAR is
the basis for the European Food Safety
Agency (EFSA) conclusion,” it is critical
that these shortcomings are corrected.

THE HUMAN EVIDENCE
EFSA concluded ‘that there is very limited
evidence for an  association between
glyphosate-based  formulations  and
non-Hodgkin lymphoma (NHL), overall
inconclusive for a causal or clear associa-
tive relationship between glyphosate and
cancer in human swdies. The BIR
Addendum (p. ii) to the EFSA report
explains that “no consistent positive asso-
ciation was observed” and ‘the most
powerful sdy showed no cffect’. The
IARC WG concluded there is limited evi-
dence of carcinogenicity in humans which
means “A positive association has been
observed between exposure to the agent
and cancer for which a causal interpret-
ation is considered by the Working Group
to be credible, but chance, bias or con-
founding could not be ruled out with rea-
sonable confidence.”"

The finding of limited evidence by the
IARC WG was for NHL, based on high-
quality case—control studies, which are
particularly valuable for determining the
carcinogenicity of an agent because their
design facilitates exposure assessment and
reduces the potential for certain biases.
The Agricultural Health Study® (AHS)
was the only cohort study available pro-
viding information on the carcinogenicity
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Abstract  Glyphosate is the most widely used herbicide
worldwide. It is a broad spectrum herbicide and its agri-
cultural uses increased consi after the

for some uses. Two y expo-
sure assessments, human-biomonitoring and  food-resi-
d jtoring, suggests that actual exposure levels are

of glyphosate-resistantgenetically modified (GM) varic-
ties. Since glyphosate was introduced in 1974, all regu-
latory have ished that glyp has
low hazard potential to mammals, however, the Interna-
tional Agency for Rescarch on Cancer (IARC) concluded
in March 2015 that it is probably carcinogenic. The IARC
conclusion was not confirmed by the EU assessment or the
recent joint WHO/FAO evaluation, both using additional
evidence. Glyphosate is not the first topic of disagreement
between IARC and regulatory evaluations, but has received
greater attention. This review presents the scientific basis
of the glyphosate health assessment conducted within the
European Union (EU) renewal process, and explains the

i in the carcinogenici with TARC.
Use of different data sets, particularly on long-term toxic-
ity/carcinogenicity in rodents, could partially explain the
divergent views; but methodological differences in the
evaluation of the available evidence have been identified.
The EU assessment did not identify a carcinogenicity haz-
ard, revised the toxicological profile proposing new toxico-
logical reference values, and conducted a risk assessment

Electronic supplementary material The online version of this
article (doi:10. 017-1962-5) contains
‘material, which is available to authorized users,
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below these reference values and do not represent a public
concern.

Keywords  Glyphosate - Toxicity - Carcinogenicity -
TARC - EFSA - Public health - Consumer risk

Introduction

Glyphosate is the most widely used herbicide in the world.
A broad spectrum herbicide, its uses include weed control
in agriculture, vegetation control in non-agricultural areas,
and harvesting aid as crop desiccant. Tts use in agricul-
ture has increased considerably due to the development of
glyphosate-resistant GM crop varieties; the herbicide has
also been used to control illegal crops through massive
aerial applications (Solomon et al. 2007). The widespread
use and public debate regarding these uses have aroused
societal concern and a scientific controversy on the toxic-
ity of glyphosate (Faria 2015) beyond the scientific debate
(Blaylock 2015).

was i an herbicide
until its use led to the evolution of glyphosate-resistant
weeds (Duke and Powles 2008) and studies suggest-
ing effects of glyphosate-based formulations in humans
and wildlife were published. Interest in glyphosate has
increased exponentially among scientists, and the subject
accounted for 5% of the articles on pesticides included
in PubMed during 2015. About 25% of the articles cover
the toxicity endpoints in humans and all types of organ-
isms, and the majority is conducted with glyphosate-
based fors i ining other i i Some

&) Springer




Table 3
Overall comparison of the carcinogenicity assessments of pesticides conducted by EFSA
and IARC (see supplementary material for information on the pesticides classified in

each category)
Category Category Category No classification Not assessed/no
1A 1B 2 data
EU 0 17 53 30 4
Group 1 Group 2A Group 2B Group Group Not assessed

3 4

IARC 3 8 13 34 0 56







Conclusionl
e Hazard identification

* |ARC assessed 900 agents
* 1000s agents unknown hazards
° EXpOSUFG assessment

* 1in5 EU-workers exposed to
carcinogens

e Underestimate?

* Risk assessment
e ‘Acceptable’ cancer risk: 10
* Uncertainty
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Pharmacovigilance

Science and activities relating to the
detection, assessment,
understanding and prevention of
adverse effects or any other drug-
related problem




OSH vigilance

Science and activities relating to the
detection, assessment,
understanding and prevention of
adverse effects or any other work-
related problem




OSH vigilance

Worker backing heads

\

Worker removing

brains g g G Porcine sk

‘e 4. Photograph of brain removal compressed-air device during operation.
).1371/journal.pone.0009782.g004
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Monitoring systems

Compensation-based

Closed list

Comprehensive systems

Sentinel systems

Public health systems
aimed at workers and
non-workers

All work-related diseases

Specific group of work-
related diseases

All work-related diseases

Specific group of work-
related diseases

All work-related diseases

Specific group of work-
related diseases




Compensation-based systems

Switzerland: SUVA

Hungary: Registration
system of ODs
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Belgium: Fund for
Occupational Diseases

Washington SHARP (3
programs aimed at  ----.___
dermatitis, asthma,

musculoskeletal disorders) s CEPROSS
pain:

and PANOTRASTS




Comprehensive systems

The Netherlands:
NROD, PIM Finland: Register of occupational

safety and health administration

UK and Ireland: Norway: RAS
THOR; UK: Riddor | ; (

-

France: MICP,
RNV3P, ONAPZ2,

Canada: OWRAS -—-=7"777~ ‘ EpiNano

Spain: Navarre
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South Africa;: SORDSA



Sentinel systems

Belgium and the Netherlands:

SIGNAAL (
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France: OccWatch, f
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New Zealand: NODS;
Specialist Panels (Cancer

USA: SENSOR, HHE, SENSOR
(Pesticides)




Sentinel sy

Mysignal.be Signal.info

Signaling New Occupational Diseases Counter

FEDRis..o B B S I 9 naa ]

Signalering Nieuwe Arbeidsgerelateerde Aandoeningen Loket

e} pilot project. ===
[ ) Q S — -
I NAA'. Login  Sitemap ..o' — - A i
q » Login Sitem;
HOME OVERZICHT MELDINGEN OVER ONS CONTACT HELP Home About us Contact Help
Contact eczeem Meldingsformulier SIGNAAL Popcorn long SIGNAAL NOTIFICATION FORM

SIGNAAL

Contact eczeem na contact met planten
of bloemen, bijvoorbeeld de tulpen
vinger

Via dit web formulier kunt u melding maken van door u
gesignaleerde gevallen waarbij het zou kunnen gaan over
nieuw verbanden tussen gezondheidsproblemen en
blootstelling in het werk.

Vraag hier een account aan om te melden.

SIGNAAL staat voor Signalering Nieuwe Arbeidsgerelateerde Aandoeningen Loket

SIGNAAL is een nieuw online loket waar u vermoedens over nieuwe verbanden tussen gezondheid en werk kunt voorleggen aan een panel van beroepsziektespecialisten: in Nederland

aan de beroepsziektespecialisten van het Nederlands Centrum vaor Beroepsziekten (NCvB) en aan Belgische zijde aan deskundigen van Centrum Omgeving en Gezondheid van de

KULeuven.

Lees verder

Bronchiolitis obliterans after exposure to
butter flavouring in the production of
popcarn

3IGNAAL

Through this web form you can submit your identified
cases which might have new links between health
problems and exposure at work.

Request here an account to register yourself.

5IGNAAL is the acronym for Signalering Nieuwe Arbeidsgerelateerde Aandoeningen Loket (Signaling New

Jccupational Diseases Counter)

JIGNAAL is a new online service where suspicions about new relations between health and work can be reported and reviewed by a panel of occupational
pecialists: in the Netherlands the Occupational Health Specialists of the Dutch Centre for Occupational Diseases (NCOD) and in Belgium to Occupational
{ealth Experts of the Centre for Environment and Health from KULeuven and the External Service for Prevention and Protection IDEWE.

‘ead more




Sentinel systems

1. Completeness of information to
assess the case?

2. Known occupational or work-related
health problem?

3. Preliminary literature search is
performed

Evaluation of the work-relatedness
Prioritization for further research
Follow-up research

Conclusion
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Sentinel systems

Probability (%) of

Product of discriminant
function® and probability,

Product of discriminant
function™ and probability,

Hill’s Criterion Evidence Summary criterion being true CD (C2A)

Constant — 14.7799 — 10.0835

1. Strength One study (Nijem) presented relative 60 3.7338 (0.06223 < 60) 1.1538 (0.01923 < 60)
risk ratio of 1.7%*

2. Consistency Studies varied in symptoms and 50 2.0305 (0.04061 X 50) 0.9015 (0.01803 X< 50)
findings™®*

3. Specificity No findings specific to diisocyanates 40 — 1.1148 (— 0.02787 X 0) — 1.5508 (—0.03877 X 0)

4. Temporality All case reports preceded by 100 7.657 (0.07657 X 100) 8.281 (0.08281 X 100)
diisocyanates exposure

5. Biologic gradient Dose-response data lacking™* 50 — 1.764 (— 0.03528 X 50) — 1.767 (—0.03534 X< 50)

6. Plausibility No mechanism of toxicity found 0 0.00 (0.23025 <X 0) 0.00 (0.21689 < 0)

7. Coherence No early objective effects or other 0 0.00 (0.009621 X< 0) 0.00 (— 0.00334 < 0)
abnormalities were measured as a
result of exposures

8. Experimental Animal studies have not demonstrated 0 0.00 (0.00843 < 0) 0.00 (— 0.00659 X< 0)

evidence neurotoxicity from diisocyanate

exposure

9. Analogy Data to similar class of agents 50 —0.6470 (—0.01294 <X 50) —0.5055 (—0.01011 X 50)

Probability of causality

lacking™*

Sum

e/ (eC! +e“2) 21.2%

Cl = —4.8844

C2A = —3.5705

Hughes MA, Carson M, Collins MA, Jolly AT, Molenaar DM, Steffens W, Swaen GM. Does diisocyanate exposure result in

neurotoxicity? Clin Toxicol (Phila). 2014 Apr:52(4):242-57.




Sentinel systems

BMJ Case Reports 2015; doi:10.1136/bcr-2015-212936

CASE REPORT

Ear and vestibular symptoms in train operators
after sudden air pressure changes in trains

Hugues M A Francois'!, Luc Vantrappen?, Vincent Van RompaeyZ2, Lode Godderis3
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Summary

A healthy 31-year-old train operator presented to our occupational health clinic reporting ear
aches, headaches, dizziness, unsteadiness and even slight tinnitus. These symptoms first
appeared when the patient started operating from a new train cabin. He described a sudden
pressure gradient, experienced on some parts of the trajectory, which might have caused these
problems. Although the cabins were equipped with a pressure equalising device, this was
usually switched off because of the device creating an uncomfortable feeling in the cabin. The
literature describes sudden pressure gradients as possible factors for passenger discomfort.

TBV - Tijdschrift voor Bedrijfs- en Verzekeringsgeneeskunde
-~ April 2016, Volume 24, Issue 4, pp 186-189

Ruik je dat niet? Reukstoornissen door
blootstelling in het werk
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Annet Lenderink, Sanne Maleszka, Lode Godderis

Beroepsziekten Cite this article as:

23
First Online: 15 April 2016 Lenderink, A., Maleszka, S. & Godderis, L. TBV
DOI: 10.1007/512498-016-0072-2 - Tijdschr Bedrijfs- en Verzekeringsgeneeskd Downloads

(2016) 24: 186.
doi:10.1007/512498-016-0072-2

Samenvatting

Veel mensen ervaren wel eens dat ze minder goed kunnen ruiken, bijvoorbeeld na een
verkoudheid. In zo’n periode is ook de smaak minder, maar gelukkig herstellen reuk en smaak
zich meestal vanzelf weer, nadat de verkoudheid is verdwenen. Toch kan het reukvermogen
door uiteenlopende oorzaken ook langdurig of blijvend worden aangetast en dat heeft grote

invloed op het welbevinden en het functioneren van mensen.




Public health systems

UK: Self-reported Work

Ireland: Quarterly National related lliness survey (SWI)
Household Survey (QNHS)

' France: TMS PNMS(

o

USA:Pesticide lliness
Surveillance Program (PISP)



SENSOR Pesticides

1) State Department of
Agriculture

2) Poison Control
Centers

ot
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Reporting sources

3) Workers’
Compensation System




SENSOR Pesticides

The collected data on each poisoning case are organised using standardized variables:

* Administrative and demographic variables
* QOccupation and industry data (coded)

* Exposure description: type of exposure (drift, direct spray, indoor air, contact, etc.), route(s) of
exposure, the person’s activity at the time of exposure, protective equipment worn by the exposed
person, equipment used to apply the pesticide, where the pesticide was being applied, etc.

« Chemical information: information on the pesticide products associated with the exposed person’s
iliness or injury

* Health effects description
* Investigation findings

* Case classification (probability, severity)




Flow diagram to show steps in the follow-up of pesticides poisoning reports

(adapted from NIOSH’s Pesticide=related illness and injury surveillance - How-To Guide for State-Based
Programs; https://www.cdc.gov/niosh/docs/2006-102/pdfs/2006-102.pdf)

Receiver report of potential pesticide poisoning

\ 4
Does the report meet screening m

criteria for a pesticide exposure with Stop
temporally-related illness or injury?

here

Yes

\ 4

Interview case or proxy and complete Questionnaire or
Data collection form. If medical treatment was sought,
request medical records. Does the exposure meet
program criteria for field follow-up?

[
\ 4

Conduct field investigation. Classify case. Code —
and key data. Provide

feed-back to partners

Stop
here

Contact appropriate regulatory
agency if applicable

l

Classify case.
Code and key

Prepare written

investigation report.
Provide feedback to
partners




SENSOR Pesticides

Example of new WRD

« SENSOR data from 2001 to 2005 were analysed to investigate possible health risks related to

exposure to pyrethrins and pyrethroids (widely used pesticides introduced as a substitution for
organophosphates)

« SENSOR data revealed several pyrethrin or pyrethroid pesticide poisonings,
of which approximately one-quarter were work-related cases

« Alist of reported clinical signs and symptoms revealed several additional health effects
that had not been previously recognised in this context (mainly respiratory symptoms)

heeoraoe M S.F.

« Significant association was found between the presence of pre-existing conditions
such as allergies, asthma, chemical sensitivity, and illness severity




SENSOR Pesticides

o,

|

Ongoing re-evaluation
process of new chemicals

Restrictions on pesticides
use

LINK WITH PREVENTION

Identification of

vulnerable groups
(pregnant farm workers,
adolescent workers, etc.)

Preventive actions and
policies /
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SENSOR Pesticides

‘ EPA: (1) Change product labels for unrestricted pesticides to warn sensitive subpopulations to avoid exposure, lengthen
the amount of time people are advised to wait before entering a treated area; (2) require commercial applicators to
initiate mechanical ventilation for indoor applications of pyrethroid products; (3) define optimal mechanical ventilation.

‘ State agencies or health departments: (1) Continue to monitor the health effects of indoor use of pyrethrins and/or
pyrethroids; (2) develop outreach to organizations that educate asthma and allergy patients on potential risks of these
pesticides; (3) educate applicators and consumers about the importance of reading pesticide product labels and

directions.

‘ Emergency response workers: (1) Evaluate protective equipment and response protocols, and respiratory protection
when entering enclosed environments; and (2) know how to locate information on chemical hazards.

‘ Health-care providers: (1) Be aware that these chemicals are respiratory irritants and have the potential to cause
severe and prolonged asthmatic reactions; (2) be aware that cases of pesticide exposure or poisoning are reportable
conditions to public health authorities; and (3) obtain an adequate history of any exposures that could cause or
exacerbate disease.




Conclusion 2

Deduction Induction

Op medisch onderzoek
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Periodical check-up?

Should we abandon the periodic health examination?

Micheal Howard-Tripp Mecha corp

YES

n 2005, INS Health published a statsstical snapshot of the

top 10 reasons patients in Canada visit family physicans
and other specialists.! Sccond only to visits for hyperten-
sion was “general medical cxam™ at 1¢.5 millzon visits per
yecar. Assuming fee-for-service remuncration. and con-
sidering that on average a routinc medical exam:nation
(zlso known as an annua: physical or a pericdic health
examination [PHE]) takes up double the time of a regu-
lar appointment, this represents approximately 21.4 m
lion appointments a year at an expense of $2 billion in
consultation costs alone. Add to this the expense of all
the unrecessary testing, investigatons. and recalls, and |
would estimate the total cost to be much greater. 1 helicve
that the Canadian Medicare system can no longer sustain
this resource-intensive, non—cvidence-based practice.

Outdated

Historically., the annual physical is a generalized head-
to-toc examination. accompaniec by comprehensive
multiphasic investigation and laboratory screening. The
rcots of the annual physical date back to 1861, with eco-
nomics being the prime motivating force for its continu-
ance.’ In the 197Cs and 1980s, both the Canadian Task
Force on the Perodic Health Examination and the United
States Preventive Services Task Force recommended
anandoning the comprehensive systemic examination in
favour of casc-finding mancuvers curing regular visits.
Scheduling appropriate evidence-based preventive care
Curing regular visits is achicvable, particularly with the
increasing computerization of practices.

Efforts to streamiine complete health assessments®
and to focus on evidence-based interventions of known
efficacy, while improw Zciivery of some recom-
mended services, have failec to halt annual. non-evi-
cence-based, head-to-toe examinations and multiphasic
testing. Essentially, there is no difference between an
annual physical and a PHE, except in the terminol-
ogy. Patients and physicians alike still refer to it as an
annual physical, and two-thirds of both physicians and
paticnts still delieve that it involves a head-to-toe
examination and muitiphasic testing.** 1 commonly see
nonrecommendcd tests. such as compicte blocod count,
liver function, thyroid-stimulating hormone. vitamin B12,
and even international normalized ratio and troponin
testing deing routinely ordered for healthy indivicuals.

Better use of resources

Of particular importance is that patients who alreacy
regularly visit family physicians, and cven paticnts who
alreacy have 4 extended chronic-discasc visits per year,
arc also those most lkely to schedule dedicated PHES
There is no convincing cvidence that having a ded:i-
cated appointment for a PHE. in place of casc-finding
mancuvers during regular vi . leads to better health
outcomes, or that those who undergo this annual ritual
are healthier or have decreased morbidity and mortality
compared with those who do not. In fact, there is suff-
cient cvidence to show that many of the investigations
conducted during the PHE might be harmful and not in
the best interests of the patient.” Advocating for patients
includes not subjecting them to unnecessary medical
interventions, and both the CMA Coade of Ethics” and the
College of Family Physicians of Canada’s 4 principles of
family medicine® make merntion of a responsibility for
the judicicus use of health care resources.

A disturbing emerging trend is that of practices offer-
ing improved access and scrvices for an annual uscr
fec. Onc of the cornerstones of the “improved care™
offered by these practices is a “comprehensive health
asscssment,” which claims to be evidence-based. These
asscssments can take anywhere from 3 hours to 3 days
and include non-evidence-based investigations, such as
wholie-body computed tomography scanning, and might
in fact e more harmful than beneficial.”

One of the main arguments in favour of a PHE is that
preventive carc services arc more lkely to take place
during a dedicated visit.’”” With the computerization of
medical practices, it should not be difficult to schecule
nccessary preventive carce at appropriate intervals and
curing regular visits. A substantial proportion of taxpay-
ers” money is being spent on electronic medical records,
and alreacy the public s demanding a return on their
investment. In ©SSCNce, €vVery acute care visit should
also include a component of preventive care.

While physicians are spending a substantial amount of
their time conducting PHES, provincial governments are
having 10 rely more on nurse practitiorers, pharmacists, and
other health professionals to provide acute care to those in
need. Emergency departments are filled with patients who
would be better served by family physicians, and most of
these paticnts do not receive any preventive care.

Provincial funding agencies need to discontinue pay-
ing for dedicated PHEs anc redirect those “ees to pri-
mary care practices that are absorbing new paticnts,
providing patients with medical homes. and usine their

Should we abandon the periodic health examination?

Clea AL Mavriplis wo coie rore

t is often difficult to codicate tme for preventive care

in a busy family practice. Fatients scem to consult their
family doctors more for specific health complaints than
for advice on prevention. The periodic health exami
tion (PHE) is a tradi » North amcrica; however, it
is not used in most cther countries. such as the Urnited
Kingdom. where preventive care is stil: Sclivered. Do we
really need the PHE in Canada?

c PHE can advance 2 critical elements of care for

our paticnts: relationship building and preventive care. A
large systematic review of studies on the value of pericdic
health evaluation ‘ound that the PHE was consistently
associated with an improved delivery of Papanicolaou
tests, cholesterel screening, and fecal occult blood test-
ing.' The PHE was zalso found to decrease patient worry.
A third of the studies reviewed were done before 1989,
before large-scale dissemination of Canadian and
American task force recommendations on preventive care.
As the number of evidence-based preventive care recom-
mendations grows, a PHE that offers a planned focus on
preventive care might become even more valuable.

lime for prevention
Many provincial health care billing syvstems in Canada
currently include a ‘ec for an annual examination. a visit
usually double the length of time of the average visit.
Having more allotted time allows physicians to deal with
their patients’ immediate concerns as well as to pursue
other ssucs that might be neglected over the course of a
year. Many physicians appreciate a longer visit to obtain
a more holistic view of their paticnts, via discussions
anout family, work, and social life. These conversations
build relationships, give context to medical issucs. and
provide opportunitics te screen for less obvious cond:i-
tions, such as depression jan evidence-based recom-
mendation}. A longer visit also prowvides time to inquire
about exercise and style issuces, as symptom-driven
discussions at other visits might preciude this. A regularly
scheduled health examination helps build important rap-
port and understanding. while cnadling the delivery of
preventive care: for healthy individuals, this is often the
only contact they have with their family physicians.

A certain proportion of cur patient population is
already used to receiving PHEsS, and many physicians
have been informing patients of the new focus on

preventive care. Taking advantage of an cstablished
cultural habit, we can piggyback much-necded preven-
tive care onto these visits. Unfortunately, patients in
lower sociocconomic groups’ and some other subscts
of patients (cg. new immigrants,’ mcn,** and African-
American men’] are less likely to attend preverntive care
wisits. Rescarch is needed to ascertain how to reach
these populations more effectively and include them
in preventive care mancuvers. For those paticnts who
do not welcome regularly scheduled PHEs, physicians
should develop ficxible approaches and pursuc other
opporturities for preventive screcning and delivery of
preventive care when appropriate

Some physicians feel overwheimed or distracted by
the long list of symptoms that patients often bring to
the appointment. Learning to reframe the agenda with
the patient has helped many learners manage these
situations. additionally. oducating the patients in your
practice with handouts explaining the PHE's focus on
prevention might help raise the profile of that aspect
of the visit. Providing questionnaires for patients to fll
out in the waiting room can streamline the process.
1 worked in a clinic where the patients completed a
lifestyle guestionnaire as well as a short functional
ingquiry before being scen by the doctor. [ found this to
De a time-saving mcasure, as a quick look helped me to
identify arcas to focus on and gencral patterns pointing
to probdlems, such as anxicty or mental hea’th concerms.

Althcugh it is true that preverntive care can be deliv-
ered well without the PHE, or can dbe carrie€ ocut by
nonphysician members of primary care tecams, it is
nonctheless a valuable tocol. If considering eliminating
the PHE, physicians should review what clse they have
in place to meet the need for preventive care and health
promotion. Similarly, physicians should consicer what
ics will be provided to ensure that buildl
relationships and working to put patients’ care issucs
into context are not continually overshadowed by the
pressing concerns of that cay.

Use what works

Ome size docs not fit all. If a longer appointment for pre-
wventive services and holistic care does not work well for
certain patients or family physicians. they should be free
to usc a different system. But con't throw out the badby
wiith the hath water—if the PHE works for many patients
and physicians, why anandon To Improve Celivery of
the PHE, we need to ceducate paticnts on the mportance
of a dedicated visit for preventive mancuvers. We need
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Figure Legend:
Proportion of employees per sector with a registered neuropsychological health complaint, medication use or sickness absence in 2013.
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