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Executive summary
Introduction and
background

Asbestos has been and remains one of the main occupational health challenges
facing Europe. The widespread uncontrolled use of asbestos, particularly in
Western Europe, during the last century, has resulted in hundreds of thousands of
workers dying prematurely from mesothelioma, lung cancer, and other asbestosrelated diseases. The only important cause of mesothelioma is asbestos and so
the annual incidence of this disease is a clear marker of the effects of past
exposure to asbestos, which in particular shows how the use of asbestos in
buildings has resulted in carpenters, plumbers and other construction trades being
at high risk of disease.

Objectives

This Directive has as its the aim the protection of workers against risks to their
health, including the prevention of such risks, arising or likely to arise from
exposure to asbestos at work and the definition of limit values for this exposure, as
well as other specific requirements.

Methodology

Findings are based on an analysis of the OSH legislation in each of the MSs
(embodied in Country Summary Reports (CSRs) prepared by national experts for
the project), official statistics at national and EU level, National Implementation
Reports (NIRs) (submitted to the Commission by the MSs by end of 2013) as well
as on scientific articles, existing studies and interviews with both national and EU
stakeholders.

Provisions

The Asbestos Directive, targets the risk of injury arising from exposure to asbestos
at work through defining a series of measures including:
•

Prohibiting certain activities using asbestos;

•

Prohibiting other uses of asbestos;

•

Introducing measures to reduce exposure to asbestos to a minimum (and in
any case below the limit value laid down);

•

Establishing maximum limits for exposure to asbestos;
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•

Requiring the measurement of asbestos exposures;

•

In the case of certain activities such as demolition, asbestos removal work,
repairing and maintenance, adopt measures intended to ensure protection of
the workers while they are engaged in such activities;

•

Monitoring the health of those working with asbestos.

Implementation

Although there are some isolated observed discrepancies or additional
requirements, the Asbestos Directive has been transposed and implemented in all
MSs.

Compliance

Data on compliance is patchy and incomplete. Such data as are available suggests
variable degrees of compliance with different provisions ranging from 15%
(consultation) to 80% (ensuring protective and preventive services). Interestingly,
these two extremes are from one MS (Poland), suggesting that there is a variation
in emphasis on different requirements rather than an overall absence of
compliance. However, this data is derived from a limited number of MSs and
should not necessarily be considered as representative of the wider EU-27.

Accompanying
actions

Guidance, and other supporting material, has been prepared at both MS and EU
level, and the views expressed from individual MSs seems to suggest that this is
sufficient (although there are some conflicting views over whether or not enough
has been done to support SMEs). Very little support for SMEs relating specifically
to asbestos has been identified. Consideration could be given to encouraging
greater coordination of efforts between MSs and, in particular, better targeting
towards SMEs.

Relevance

There are currently a considerable number of deaths from asbestos-related
diseases across the EU and, given the long-latency for the emergence of such
diseases, it is widely expected that the number of such deaths will increase for a
few more years (estimated approximately 3-4). However, looking further ahead,
such projections suggest that, once this peak is reached, asbestos-related deaths
will start to decline, as protective measures taken previously (including the banning
of the use of asbestos in products) begin to have an effect. The Directive (Article
21) requires MSs to keep a register of recognised cases of asbestosis and
mesothelioma. Some countries regularly publish these data, but it is suggested that
this would be more insightful if this was done at a European level. The possibility of
collecting and collating this information should be explored.
However, it is widely recognised that this anticipated decline is no cause for
complacency, and that the Asbestos Directive is and will remain relevant for the
future.

Effectiveness

Quantitative determination of the effectiveness of the Directive in terms of health
benefits is difficult, because of the issue of latency. However, other data, such as
the reduction to zero in the use of asbestos across the MSs, supports the view that
it has been effective (although care should be taken over such attribution because
of measures taken in addition to the Asbestos Directive).

10
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It would seem likely that the prohibition of the application of asbestos by spraying
and on activities which expose workers to asbestos fibres during the extraction of
asbestos or the manufacture and processing of asbestos products, are the most
effective aspects of the Directive (together with restrictions in other asbestosspecific legislation), although some MSs had already implemented such
prohibitions before the Directive was enacted and there are no data sources which
enable the determination of the effectiveness of other component parts.
Exposure limit

Two MSs have adopted a lower exposure limit than that provided for in the
Directive. There would seem to be some support from epidemiological material to
support such a lowering of the limit to increase the ongoing relevance and
effectiveness of the Asbestos Directive and it is suggested that this issue is
explored in more depth.
Related to this topic, no data is collected or collated regarding exposure
surveillance, although this is understood to be carried out in some MSs and would
be helpful in evaluating the extent of compliance with the Directive. The possibility
of collecting and collating such information at EU-level should be explored.

Coherence

Some coherence issues were identified between the Asbestos Directive and the
Chemical Agents and Carcinogens or Mutagens Directives. A number of
amendments could be considered to better align their provisions although, in each
case, any amendment would be to the ‘other’ Directive not the Asbestos Directive.

Overall conclusions
and
recommendations

Although the long latency of the diseases caused by asbestos and the lack of
centralised data collection and collation severely restricts the evidence on which
any conclusions can be based it appears that the provisions of the Asbestos
Directive are currently relevant and are likely to remain relevant for the foreseeable
future.
To better gauge the impact and effectiveness of the directive, collation of data
which MSs should currently already collect would be of undoubted benefit. For
example, Article 21 of Directive 2009/148/EC (asbestos) requires MSs to keep a
register of recognised cases of asbestosis and mesothelioma. Such data provides
an invaluable indicator of the effectiveness of European OSH legislation on
asbestos, albeit lagging by around 40 years. Some countries regularly publish
these data, but it is suggested that this would be more insightful if this was done at
a European level. The possibility of collecting and collating this information
should be explored.
In order to obtain an earlier insight into the impact of the provisions of the Directive
than is provided by data on the incidence of asbestos and mesothelioma, some
more active reporting of exposure surveillance in MSs would be helpful in
evaluating the extent of compliance with the Directive, and the possibility of
collecting and collating such information at EU-level should be explored.
Such surveillance usually applies to those working in removing asbestos. The
issue of incidental exposure is also pertinent, given the provisions within the
European Parliament resolution on asbestos related occupational health threats
calling on the EU to develop, implement and support a model for asbestos
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screening and registration and to request owners of public or commercial buildings
to:
(a) screen buildings for the presence of asbestos-containing materials;
(b) prepare plans to manage the risks they present;
(c) ensure that such information is available to workers who may disturb such
materials;
As also noted in the resolution (and referred to in the report) some MSs already
have such measures in place and it is suggested that a good starting point in
introducing such a requirement would be to explore the experiences of all
such MSs who already require or maintain registers of asbestos in buildings.
The data relating to suggestions that the current OEL for asbestos is reduced was
explored. Although such a change will require significant changes in measurement
technologies it seems that these have already been introduced in a small number
of MSs and are presumably therefore feasible.
It would seem therefore that there is some evidence to support a lowering of
the limit to increase the ongoing relevance and effectiveness of the Asbestos
Directive and it is suggested that this issue is explored in more depth.

12
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Introduction

About this report

This report is a Directive-specific report which forms part of the reporting of an
overall evaluation of 24 Directives on Occupational Safety and Health (OSH)
commissioned by DG Employment. The report concerns Directive 2009/148/EC on
the protection of workers from the risks related to exposure to asbestos at work,
from here on referred to as the “Asbestos Directive". This Directive is a codified
version of Directive 83/477/EEC and its subsequent amendments on the same
topic.

Evaluation of OSH
Directives

The evaluation of 24 OSH Directives was initiated in 2013 and finalised in June
2015. The evaluation produced cross-cutting findings on the implementation of the
24 Directives, which are documented in the main report. Annexed to this main
report are Directive-specific reports for each of the 24 Directives (Appendix E) and
reports on the implementation of the 24 Directives in the Member States (MSs)
(Appendix G comprising 27 reports as Croatia was excluded from the study).

Objective of the
evaluation

The objective was to evaluate the practical implementation of EU OSH Directives
in the EU Member States with a view to assessing their impacts and with a view to
identifying their strengths and weaknesses with the aim of possibly putting forward
improvements to the regulatory framework. The evaluation was guided by a set of
questions and evaluation criteria, which were to be addressed for all Directives and
Member States. There are two main sets of questions.
The first set relates to the implementation of the Directives in the Member States:

›

Implementation: MQ1-MQ7 are mapping questions that as part from
addressing the overall implementation of the Directives look into specific
implementation issues such as derogations, transitional periods, compliance
and enforcement:

MQ1: Across the Member States, how are the different Common Processes and
Mechanisms foreseen by the Directives put in place, and how do they operate and
interact with each other?
MQ2: What derogations and transitional periods are applied or have been used
under national law under several of the Directives concerned?
MQ3: What are the differences in approach to and degree of fulfilment of the
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requirements of the EU OSH Directives in private undertakings and public-sector
bodies, across different sectors of economic activity and across different sizes of
companies, especially for SMEs, microenterprises and self-employed?
MQ4: What accompanying actions to OSH legislation have been undertaken by
different actors (the Commission, the national authorities, social partners, EUOSHA, Eurofound, etc.) to improve the level of protection of safety and health at
work, and to what extent are they actually used by companies and establishments
to pursue the objective of protecting safety and health of workers? Are there any
information needs that are not met?
MQ5: What are the enforcement (including sanctions) and other related activities of
the competent authorities at national level and how are the priorities set among the
subjects covered by the Directives?
MQ6: What are the differences of approach across Member States and across
establishments with regard to potentially vulnerable groups of workers depending
on gender, age, disability, employment status, migration status, etc., and to what
extent are their specificities resulting in particular from their greater unfamiliarity,
lack of experience, absence of awareness of existing or potential dangers or their
immaturity, addressed by the arrangements under question?
MQ7: What measures have been undertaken by the Member States to support
SMEs and microenterprises (e.g. lighter regimes, exemptions, incentives,
guidance, etc.)?

The second set addresses the three main evaluation criteria of relevance,
effectiveness and coherence (a total of 11 evaluation questions):

›

Relevance: EQR1-EQR2 relate to the extent to which the provisions of the
Directive are relevant for the current as well as future risks and composition of
industry sectors:

EQR1: To what extent do the Directives adequately address current occupational
risk factors and protect the safety and health of workers?
EQR2: Based on known trends (e.g. new and emerging risks and changes in the
labour force and sectoral composition), how might the relevance of the Directives
evolve in the future, and stay adapted to the workplaces of the future in light of the
horizon of 2020? Does the need for EU level action persist?

›

Effectiveness: EQE1-EQE7 explore whether the introduction of the Directive
has led to changes to enterprise behaviour and the occupational safety and
health of workers:

EQE1: To what extent has the Directive influenced workers' safety and health, the
activities of workers' representatives, and the behaviour of establishments?
EQE2: What are the effects on the protection of workers' safety and health of the
various derogations and transitional periods foreseen in several of the Directives
concerned?
EQE3: How and to what extent do the different Common Processes and
Mechanisms that were mapped contribute to the effectiveness of the Directives?
EQE4: To what extent do sanctions and other related enforcement activities
contribute to the effectiveness of the Directives?
EQE5: What benefits and costs arise for society and employers as a result of
fulfilling the requirements of the Directives?
EQE6: To what extent do the Directives generate broader impacts (including side
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effects) in society and the economy?
EQE7: To what extent are the objectives achieving their aims and, if they are not,
what cause could play a role? What factors have particularly contributed to the
achievement of the objectives?

›

Coherence: EQC1-EQC2 concern the extent to which the objectives and
actions from a given OSH Directive interact or overlap with other OSH
Directives and/or with other EU policies:

EQC1: What, if any, inconsistencies, overlaps, or synergies can be identified
across and between the Directives (for example, any positive interactions
improving health and safety outcomes, or negative impact on the burdens of
regulation)?
EQC2: How is the interrelation of the Directives with other measures and/or
policies at European level also covering aspects related to health and safety at
work, such as EU legislation in other policy areas (e.g. legislation: REACH,
Cosmetics Directive, Machinery Directive, policy: Road Transport Safety, Public
Health, Environment Protection), European Social Partners Agreements or ILO
Conventions?
Methodology and
sources of
information

The overall methodology applied for the evaluation – and thus also for the analysis
presented in this report – is presented in detail in Chapter 2 in the Main Report.
The findings in this Directive report are based on the analysis of the OSH
legislation in each of the MSs; official statistics at national and EU level; National
Implementation Reports (NIRs) submitted to the Commission by each MS by end
of 2013 together with scientific articles, existing studies and interviews with both
national and EU stakeholders.
The report is structured according to the themes and issues listed above.

›

Chapter 2 presents the overall understanding of the Directive, i.e. its rationale,
its provisions, and its intervention logic, and introduces the issue of measuring
the impacts of the Directive.

›

Chapter 3 provides the relevant findings with regard to the implementation of
the Directive in the MSs (addressing questions MQ1-MQ7).

›

Chapter 4 provides the relevant findings with regard to the relevance of the
Directive (addressing questions EQR1-EQR2).

›

Chapter 5 provides the relevant findings with regard to the effectiveness of the
Directive (addressing questions EQE1-EQE7).

›

Chapter 6 provides the relevant findings with regard to the coherence of the
Directive (addressing questions EQR1-EQR2).

›

Chapter 7 draws the main conclusions emanating from the findings presented
in Chapters 3-6
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Background

2

The Directive

2.1

Background and objective

15

Asbestos is recognised as a harmful agent still found in a large number of
workplaces, leading to many workers potentially being exposed to a significant risk
to their health. In acknowledgement of this, a Council Resolution of 29 June 1978
(on an action programme of the European Communities on safety and health at
work) provided for the establishment of specific harmonised procedures regarding
the protection of workers with respect to asbestos.
These procedures were initially encapsulated in Council Directive 80/1107/EEC
which included asbestos amongst a number of chemical, physical and biological
agents for which specific requirements were considered necessary.
This was followed by Council Directive 83/477/EEC as the second individual
directive within the meaning of Article 8 of Directive 80/1107/EEC. It had, as its
aim, the protection of workers against risks to their health, including the prevention
of such risks, arising or likely to arise from exposure to asbestos at work and laid
down the limit values for this exposure, as well as other specific requirements.
In the ensuing years, this Directive was substantially amended several times and it
was decided that, in the interests of clarity and rationality, Directive 83/477/EEC
should be codified. The present Directive (2009/148/EC), the Asbestos Directive, is
the result.
This Directive has the same aim as its predecessor, namely the protection of
workers against risks to their health, including the prevention of such risks, arising
or likely to arise from exposure to asbestos at work and the definition of limit values
for this exposure, as well as other specific requirements.
The Asbestos Directive applies to activities in which workers are or may be
exposed in the course of their work to dust arising from asbestos or materials
containing asbestos. However, it recognises that not all instances of potential
exposure carry the same risk and allows for certain provisions to be waived where
the work involves:

16
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(a) short, non-continuous maintenance activities in which only non-friable
materials are handled;
(b) removal without deterioration of non-degraded materials in which the
asbestos fibres are firmly linked in a matrix;
(c) encapsulation or sealing of asbestos-containing materials which are in
good condition;
(d) air monitoring and control, and the collection of samples to ascertain
whether a specific material contains asbestos.
As noted in Annex 1 to the Directive, current knowledge indicates that exposure to
free asbestos fibres can give rise to the following frequently fatal diseases:


asbestosis,



mesothelioma,



bronchial carcinoma,



gastro-intestinal carcinoma.

However, more recent reviews of the evidence (see below, section 2.2) have cast
doubt on a role for asbestos in gastro-intestinal carcinoma. In addition to these
diseases, asbestos can also cause diffuse pleural thickening and has been linked
to an increased prevalence of chronic obstructive pulmonary disease1.
Objective

This Directive includes provisions relating to all of the CPMs introduced in the
Framework Directive (for ‘Preventive Services’ the Directive requires that sampling
must be carried out by suitably qualified persons with analyses of such samples in
laboratories equipped for fibre counting). It also includes a number of further Key
Requirements (KRs) which include prohibition of the use of asbestos for certain
specified applications; notifications for intended work; maximum exposure limits
during such work; and measures to reduce exposure. The employer must maintain
a register of workers who are or may be exposed in the course of their work to dust
arising from asbestos or materials containing asbestos, indicating the nature and
duration of the activity and the exposure to which they have been subjected. MS
are required to keep a register of recognised cases of asbestosis and
mesothelioma.

2.2

Risks

The International Agency for Research on Cancer (IARC) reviewed the evidence
for the carcinogenicity of asbestos in 2009 and concluded that exposure can cause

1

Meldrum et al. (2005, pp.212-214) ‘The role of occupation in the development of chronic
obstructive pulmonary disease (COPD)’
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mesothelioma, bronchial cancer, cancer of the larynx and ovarian cancer2. In
addition they noted there was limited evidence for causation of cancer of the
colorectum, pharynx, and stomach from asbestos exposure.
As noted above, the main risks which the Asbestos Directive addresses are those
of asbestosis, mesothelioma and bronchial carcinoma.
The World Health Organisation (WHO) received reports of mesothelioma deaths
from 83 countries between 1994 and 20083. There were on average 6,250 deaths
per year, with 54% of these deaths occurring in Europe and 45% of the European
deaths occurring in Western Europe. Current reports show there are around 2,500
new cases of mesothelioma a year in Great Britain alone4.
Bianchi and Bianchi5 report incidence of mesothelioma for a range of countries
where data were publically available, and the European data are summarised in
Table 2-1. The authors comment briefly on variations in reporting systems. It
should be noted that reporting rules are extremely varied, and different, across the
EU hence, in many cases, such estimated incidences are very likely to
underestimate the true picture.
Table 2-1: Mesothelioma incidence in Europe

2

Country

Estimated
annual
crude
incidence
rates per million

Britain

30

Belgium

29

The Netherlands *

23

Italy *

17

Denmark

13

Germany

13

Sweden *

12

France *

10 - 13

Finland *

>10

Cyprus

9

Hungary

8

Croatia *

7.4

Romania

6

Austria *

5.6

Poland *

4

Slovakia

4

Slovenia

4

Straif et al. (2009, pp.453-454) ‘A review of human carcinogens—Part C: metals, arsenic,
dusts, and fibres’
3
Delgermaa et al. (2011, pp.716–724) ‘Global mesothelioma deaths reported to the World
Health Organization between 1994 and 2008’
4
HSE (2015) http://www.hse.gov.uk/statistics/causdis/lungcancer/index.htm
5
Bianchi and Bianchi. (2007, pp.379–387) ‘Malignant Mesothelioma: Global Incidence and
Relationship with Asbestos’
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Spain *

4

Estonia

3

Latvia

3

Portugal

2–3

* excludes peritoneal mesothelioma

Bronchial carcinomas (lung cancer) are caused by many exposures, particularly
cigarette smoking and, in individual cases, it is difficult to differentiate the role of
asbestos from other factors such as smoking; in fact co-exposure to asbestos and
smoking may substantially increase the risk for lung cancer in workers6. It has been
estimated that asbestos-related lung cancer is likely to have accounted for 2–3% of
all lung cancer deaths among males in Great Britain over the last two decades of
the 20th century7.
It is likely that, for each mesothelioma death, there is more than one additional
death from lung cancer. However, Hodgson and Darnton8 showed that the ratio
depends on the type of asbestos fibre and the level of exposure, with for example
the ratio of lung cancer to mesothelioma death varying from around 0.4 to 2.5 for
exposures between 1 and 10 fibres/ml for 10 years, although the ratio is less than
one for lower exposures. McCormack and colleagues9 showed that all types of
asbestos other than crocidolite have killed at least two workers from lung cancer
for every mesothelioma death. In the EU-27 there were an estimated 289,000 new
cases of lung cancer diagnosed in 200810, implying around 6,000 – 9,000
attributable to asbestos per year if the GB figures are extended. However, this
average figure masks considerable variation in background lung cancer death
rates between MSs as illustrated in Figure 2-1.

6

Frost, Darnton and Harding (2011, pp.239-247) ‘The effect of smoking on the risk of lung
cancer mortality for asbestos workers in Great Britain’ (1971-2005).’
7

Darnton, McElvenny and Hodgson (2005, pp. 29-38) ‘Estimating the number of asbestos
related lung cancer deaths in Great Britain from 1980-2000.’
8
Hodgson and Darnton (2000, pp. 565–601) ‘The quantitative risks of mesothelioma and
lung cancer in relation to asbestos exposure.’
9
McCormack et al. (2012, pp.575-584) ‘Estimating the asbestos-related lung cancer burden
from mesothelioma mortality’
10
Cancer Research UK (2014) ‘Lung cancer Key Stats’ http://www.cancerresearchuk.org/cancerinfo/cancerstats/keyfacts/lung-cancer/cancerstats-key-facts-on-lung-cancer-and-smoking
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Figure 2-1 Lung Cancer (C33-C34), European Age-Standardised Incidence Rates,
EU-27 Countries, 2008 Estimates*11

*European age-standardised lung cancer rates were calculated by the Statistical Information
Team at Cancer Research UK, 2011, using data from GLOBOCAN, IARC, 2010, version
1.2. GLOBOCAN (2011) http://globocan.iarc.fr [Accessed May 2011].

Table 2-2 summarises the main risks arising from asbestos exposure
Table 2-2

Acute and long-term risks associated with asbestos exposure

Risks
Acute risks
The adverse effects of asbestos exposure are all long-term, due to the long period for
asbestos-related disease to become apparent (latency).
Long-term risks
Mainly mesothelioma and lung cancer plus lesser risks of other forms of cancer and
asbestosis.

Interaction with other
Directives and
international
legislation in the field

The Directive is an individual Directive within the meaning of the Framework
Directive (Council Directive 89/391/EEC). The Directive should be seen in close
relation with the other OSH and non-OSH Directives, e.g. the Chemical Agents and
Carcinogens or Mutagens Directives and with REACH and Directive 87/217/EEC
on the prevention and reduction of environmental pollution by asbestos.

11

Cancer Research UK (2014)’ Lung cancer incidence statistics – In Europe and worldwide’

http://www.cancerresearchuk.org/cancer-info/cancerstats/types/lung/incidence/#geog
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The coherence with other Directives is analysed further in Chapter 6, providing an
analysis of coherence of the Directive with other OSH and non-OSH legislation.

2.3
Scoping and
definitions

Provisions

Table 2-1 lists the KRs of the Asbestos Directive, which specifically targets the risk
of injury arising from exposure to asbestos at work. It does so through defining a
series of measures including:


Prohibiting certain activities using asbestos;



Prohibiting other uses of asbestos;



Introducing measures to reduce exposure to asbestos to a minimum (and
in any case below the limit value laid down);



Establishing maximum limits for exposure to asbestos;



Requiring the measurement of asbestos exposures;



In the case of certain activities such as demolition, asbestos removal work,
repairing and maintenance, adopt measures intended to ensure protection
of the workers while they are engaged in such activities;



Monitoring the health of those working with asbestos.

The Directive defines ‘asbestos’ (Art 2) as the following fibrous silicates:
(a) asbestos actinolite, CAS No 77536-66-412;
(b) asbestos grunerite (amosite), CAS No 12172-73-5;
(c) asbestos anthophyllite, CAS No 77536-67-5;
(d) chrysotile, CAS No 12001-29-5;
(e) crocidolite, CAS No 12001-28-4;
(f) asbestos tremolite, CAS No 77536-68-6.
CPMs and other
KRs

Table 2-1 also lists the provisions of the Directive that during the analysis have
been identified as the ones that in particular need to be addressed when assessing
the impacts of the Directive. Hence, the assessment focuses on the so-called
Common Processes and Mechanisms (CPM) and other KRs:

12

CAS (2015) ‘Number in the register of the Chemical Abstracts Service’ http://www.casmsds.com/77536-66-4
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CPMs are the KRs that derive from the Framework Directive 89/391/EEC and
that are included in all or several of the individual Directives (i.e. specific
Directives such as the Asbestos Directive).
Other KRs are the Directive-specific provisions that in addition to the CPMs
are considered to be central for generating workplace impacts and safety and
health impacts, e.g. provisions on limit values.

While Table 2-1 shows that all six CPMs are included in the articles in the
Asbestos Directive, the intervention logic figure (Figure 2-1) puts a few more words
on how the CPMs are presented in the Asbestos Directive. For example, with
respect to information for workers the employer is required to provide information
to the worker on all aspects of work involving exposure to asbestos.
The Directive aims to protect workers “against risks to their health, including the
prevention of such risks, arising or likely to arise from exposure to asbestos at
work”. It seeks to achieve this aim through multiple channels. Thus, the risk
assessment should lead to a better understanding of the risks which need to be
managed and will guide actions under many of the KRs. In particular it should lead
to an awareness of the nature and degree of the workers’ exposure to dust arising
from asbestos or materials containing asbestos. Workplaces are frequently
dynamic and changing, especially in areas such as asbestos removal where, until
the work starts, it cannot be stated for certain what will be encountered and what
additional challenges might have to be met. Revising assessments as required
therefore helps to ensure that knowledge and awareness of the risks is as accurate
and up to date as possible.
These are supported by a series of CPMs and KRs which all relate to the
management of work with asbestos and the associated risks. They should
therefore lead to a reduced exposure of workers to the risks of asbestos-related
disease which should, in time, lead to the intended impact of a reduction in the
incidence of such disease. As part of this, regular measurement of asbestos fibre
levels provides reassurance that control measures are sufficient and effective in
reducing exposure at least to below the maximum exposure limit specified. The
actions required where levels are excessive provide further safeguards.
Involving workers in investigations carried out, and in devising workplace
improvements, is widely recognised as good practice and the CPM on consultation
embodies such an approach. Consultation with workers will help to raise their
awareness of the risks associated with asbestos and ensure that the assessment
takes into account actual working practices as closely as possible.
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Table 2-1

Key requirements for the Asbestos Directive

Directive 2009/148/EC on the protection of workers from the risks related to exposure to asbestos at
work.
Key requirements: Scoping and definitions
Scope of application
Arts 1, 2 & 3(1)

The Directive relates to the protection of workers from risks to their health and safety
arising or likely to arise from exposure to asbestos at work where asbestos is defined as
any one of six fibrous silicates. It applies to activities in which workers are or may be
exposed in the course of their work to dust arising from asbestos or materials containing
asbestos.

Key requirements: Common processes and mechanisms
CPM

Conducting
a
risk
assessment

Ensuring
internal
and/or
external
preventive
and
protective
services

Information
for workers

Training
workers

Relevant Articles

3(2)

7(4)#

4(4), 17

14

of

Health
surveillance

Consultation
of workers

18

3(5),
12,

7(3),

Key requirements: Directive-specific provisions
Waiver of some
provisions for
sporadic and low
intensity exposures.

Where exposure is sporadic and of low intensity, with no possibility of the exposure limit
being exceeded, then such work may be excluded (by MSs) from selected provisions of
the Directive (subject to further provisions as laid down in Articles 3 a, b, c & d).

Art. 3(3)
Guidelines (MS level)

MS are required to lay down practical guidelines for the determination of such sporadic

Art. 3(4)

and low-intensity exposures.

Notification system.

Employers are required to notify the responsible authority of any planned activities in

Art 4

which workers are or may be exposed in the course of their work to dust arising from

Prohibition of selected
activities.

The Directive prohibits the application of asbestos by means of the spraying process;

Art. 5

also prohibits activities which expose workers to asbestos fibres during the extraction of

asbestos or materials containing asbestos before the commencement of such work.

working procedures that involve using low-density materials which contain asbestos. It
asbestos or the manufacture and processing of asbestos products or the manufacture and
processing of products containing intentionally added asbestos.

Measures to reduce
exposure.

The Directive specifies a series of measures to be taken to reduce the exposure of
workers to asbestos.

Art. 6
Regular measurement
of exposure.

Employers are required to carry out regular measurement of asbestos fibres in the air at
the workplace to ensure compliance with the limit value laid down (see Art. 8).

Art. 7
Maximum exposure
limit.
Art. 8
Cessation of work

Employers are required to ensure that no worker is exposed to an airborne concentration
of asbestos in excess of 0,1 fibres per cm3 as an 8-hour time-weighted average Time
Weighted Average (TWA).
Where the limit value is exceeded measures must be taken to rectify this and work in the
affected area must not continue until such measures are in place.
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Art. 10
Identifying asbestos
containing material.
Art. 11
Exceeding exposure
limit.

Before beginning demolition or maintenance work, employers are required to take, if
appropriate by obtaining information from the owners of the premises, all necessary
steps to identify presumed asbestos-containing materials.
Where it is foreseeable that the limit value will be exceeded despite the use of technical
preventive measures for limiting asbestos in air concentrations, employers are required
to determine the measures intended to ensure the protection of the workers while they

Art. 12

are engaged in such activities, in particular: suitable respiratory and other Personal
Protective Equipment (PPE) equipment provided and worn; warning signs erected; and
prevention of the spread of dust arising from asbestos or materials containing asbestos
outside the premises or site of action.
Employers are required to draw up a plan of work before demolition work or work on

Plan of work.

removing asbestos and/or asbestos-containing products from buildings, structures, plant

Art. 13

or installations or from ships is started.

Demonstration of
competence.

Before carrying out demolition or asbestos removal work, firms must provide evidence of
their ability in this field.

Art. 15
Access to risk areas
and hygiene and
individual protection
measures

The Directive details measures to be taken wherever activities in which workers are or
may be exposed in the course of their work to dust arising from asbestos or materials
containing asbestos are to be undertaken.

Art. 16
Register of workers
who are or may be
exposed in the course
of their work to dust
arising from asbestos
or materials
containing asbestos.

The employer must enter the workers responsible for carrying out the activities referred
to in Article 3(1) in a register, indicating the nature and duration of the activity and the
exposure to which they have been subjected.

Art. 19(2)
Penalties (MS level)

MS are required to provide for adequate penalties in the event of infringements of related

Art. 20

national legislation.

Register of cases (MS
level)

MS are required to keep a register of recognised cases of asbestosis and mesothelioma.

Art. 21
Non-key Directive-specific provisions
The following Directive-specific provisions are not considered to constitute key requirements in the context of the
evaluation:

›

provisions that do not have a direct impact on the risks arising from exposure to asbestos at work, such as
provisions of a technical nature (amendments to the annex (Art. 9), reporting to the commission, etc (Arts. 2226)).

# Sampling must be carried out by suitably qualified persons and analysis of those samples performed in
laboratories equipped for fibre counting. This can be seen as an integral part of the protective and
preventive measures required where, according to the Framework Directive, the employer shall enlist
competent external services or persons in the absence of competent personnel in the undertaking and/ or
establishment.
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2.4
Impact logic

Intervention logic

Figure 2-1 illustrates the logical steps of how the Asbestos Directive – represented
by its CPMs and other KRs – leads to impacts, i.e.:

›

CPMs and other KRs are, as discussed above, the provisions of the Directive
that during the analysis have been identified as the ones that in particular
need to be addressed when assessing impacts. The figure tries to illustrate
that because of the multifaceted nature of the Directive it is not possible to
identify what impact each of the KRs will have. In other words, the KRs work
collectively to produce impacts and so they are analysed as such.

›

Workplace impacts constitute the direct changes/improvements that occur at
the workplace as a result of implementing the KRs. For instance, better safety
and health surveillance, organizational changes, higher awareness among
workers about potential safety and health issues, etc. These changes come at
a cost to the workplace, but are also the drivers by which the safety and health
impacts occur.

›

Safety and health impacts constitute the actual elimination or reduction in
asbestos exposure in order to protect against the risks to health arising from
such exposure. These impacts occur as a result of the Directive (KRs) through
the above-mentioned workplace impacts.

›

Broader impacts constitute the impacts that may occur more broadly
speaking as a result of the above mentioned safety and health impacts.

The impact outline shown in Figure 2-1 shows that, in the first place, the Asbestos
Directive is expected to lead to increased evidence of a number of impacts; risk
assessments, information, training, consultation, health surveillance, notification,
risk management actions, register of workers. This Directive is expected to result in
a MS level asbestosis and mesothelioma register. Furthermore, changes in
management of asbestos working is expected e.g. management of asbestos
removal work.
Health and safety impacts of this Directive should include the prohibition of the
application of asbestos by means of the spraying process and working procedures
that involve using low-density (less than 1 g cm-3) insulating or soundproofing
materials which contain asbestos; as well as the prohibition of activities which
expose workers to asbestos fibres during the extraction of asbestos or the
manufacture and processing of asbestos products or the manufacture and
processing of products containing intentionally added asbestos.
These prohibitions, together with measures in this Directive intended to avoid or
reduce to a minimum exposure or workers to dust arising from asbestos or
materials containing asbestos will have also reduced substantially the number of
people exposed to asbestos in the EU.
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Figure 2-1

13

Conceptual Diagram of Asbestos Directive Intervention Logic13

A more detailed description of the ‘Other KRs’ can be seen in Table 2-1
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2.5
Three levels of
impacts

Indicators must be
quantifiable

Measuring impacts

Assessment of the impact of the directive takes place via an analysis at three
levels; namely (i) workplace impacts; (ii) safety and health impacts; and (iii) broader
impacts. There are two important considerations in this regard:
1

While workplace impacts do not necessarily say anything about specific
improvements concerning occupational diseases arising from exposure to
asbestos, they can provide important indications about these; i.e. relating to
the fact that the safety and health impacts from the Directive stem from the
associated changes at the workplace.

2

As indicated in the intervention logic, the broader effects of the Directive have
mainly been assessed at the acquis level. This analysis is presented in the
Main Report. However, the impact on the manufacture, use and placing on the
market of asbestos and articles containing asbestos in this Directive and the
REACH Regulations are discussed below.

Any assessment of impacts requires that the impact indicators are quantifiable.
Based on the intervention logic and impact summary a set of potential impact
indicators was developed. This set, shown in Table 2.2, represents the list of
workplace as well as safety and health impacts that ideally should be considered in
the evaluation of the Directive. However, not all of these impacts have statistics
available. Because of the inclusion of prohibitions on asbestos in other legislation
(e.g. REACH) it should not be assumed that quantified impacts are necessarily
attributable to the impact of the Asbestos Directive.
Note that assessments of the workplace impacts and the safety and health impacts
within this evaluation are also based on the results of existing studies and on
stakeholder views gathered through interviews.
Table 2-2

Impact indicators

Workplace impacts

Safety and health impacts

Evidence of risk assessments

Reduction to zero in the number of
workers exposed to uses of asbestos
(manufacturing & construction)

Evidence
guidance

of

provision

of

information

and

Evidence of provision of training
Evidence of consultation
Evidence of health surveillance
Evidence of notification system
Evidence of other risk management actions
Evidence of register of workers
Asbestosis and mesothelioma register (MS)
Changes in management of asbestos working
(e.g. clearance work)

Reduction in the number of workers
exposed to asbestos
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Statistics available to
analyse impacts
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None of the main EU databases on accidents, injuries, occupational diseases or
adverse exposures (Labour Force Survey (LFS), European Statistics on Accidents
at Work (ESAW), European Working Conditions Survey (EWCS)) contain any
material relating to workplace or safety and health impacts of the Asbestos
Directive. For example, although the LFS database includes values for pulmonary
disorders14, this is too general and non-specific to be considered to give any insight
into the relevance or effectiveness of this Directive. National Mesothelioma
registers, set up in MSs in compliance with the requirements of the Directive, would
provide this information but this information is not currently publically available or
centrally collated.
In order to inform the evaluation of this Directive therefore, attention was directed
to other sources such as published papers and reports, and the NIRs, which
included responses to specific questions relating to the Asbestos Directive.
Table 2-3 provides a summary of the resources identified and the nature of the
information obtained from them and presented in Chapters 3 (Implementation), 4
(relevance) and 5 (effectiveness). No data on workplace impacts were identified
and the table is therefore restricted to material relating to safety and health
impacts.
Table 2-3
Safety
impacts

Sources of data and information
and

health

Variable

Source

Reduction in the number of
workers exposed to new
uses of asbestos
(manufacturing &
construction)

Bans and usage rates
for asbestos

Kamedaet et al, (2014) Asbestos: use,
bans
and
disease
burden
in
Europe.WHO

Reduction in the number of
workers exposed to
asbestos

Bans and usage rates
for asbestos

Kamedaet et al, (2014) Asbestos: use,
bans
and
disease
burden
in
Europe.WHO

Changes in rates
mesothelioma

Montanaro
et
al,(2003)
Pleural
mesothelioma incidence in Europe:
evidence of some deceleration in the
increasing trends, Causes and Control
14: 791–803

Increase in health of
workers

Data challenges

of

One of the greatest challenges identified with respect to the effects of asbestos
exposure and resultant ill-health lies in the extremely long latency for the
emergence of signs and symptoms of disease and subsequent diagnosis. This has
been put as typically 30-40 years15 although in individual cases it can be much
longer. This creates an extensive hiatus between the implementation of any
change and any benefits from that change becoming apparent. This is reflected in
14

Persons reporting their most serious work-related health problem work in the past 12
months, by type of problem - % [hsw_pb5]
15

HSE (2014) Mesothelioma in Great Britain 2014

http://www.hse.gov.uk/statistics/causdis/mesothelioma/mesothelioma.pdf
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details of current levels of reported cases linked to asbestos (e.g. mesothelioma).
This issue is discussed further later in the report.
Additional data

As mentioned above, in addition to the sources qualitative information from studies
and interviews will inform the analysis. For a complete overview of sources, see the
list of references in Appendix A.
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3
Mapping the
implementation
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Implementation in Member States

For the purpose of the evaluation, a mapping exercise of the implementation of the
24 Directives in the MSs has been conducted. Each Directive, including the
Asbestos Directive, has been mapped according to seven MQs. This chapter
provides a summary of the findings of the mapping exercise for the Asbestos
Directive.
The NIRs have constituted an important data source for the mapping, but other
sources of data have also been consulted. Additional information on
implementation in the individual MSs can be found in the individual country
summary reports available in the Main Report. It should be noted that this chapter
reflects only the Directive-specific data collected. For an overview of crossDirective data, please refer to the main evaluation report.

Structure of this
chapter

The chapter is structured in accordance with the seven MQs and presents data
collected through the country-specific data collection. Data is presented across
MSs. For the purpose of presenting information across MSs, country codes are
used in the tables in this chapter16.

3.1

MQ1: Common Processes and Mechanisms

MQ1: Across the MSs, how are the different Common Processes and Mechanisms foreseen
by the Directives put in place, and how do they operate and interact with each other?”

Summary of CPM
implementation

Table 3-1 below shows an overview of data collected in the national studies
regarding the CPMs and their transposition into national legislation.

16

Eurostat country codes: Belgium (BE), Bulgaria (BG), Czech Republic (CZ), Denmark
(DK), Germany (DE), Estonia (EE), Ireland (IE), Greece (EL), Spain (ES), France (FR),
Croatia (HR), Italy (IT), Cyprus (CY), Latvia (LV), Lithuania (LT), Luxembourg (LU), Hungary
(HU), Malta (MT), Netherlands (NL), Austria (AT), Poland (PL), Portugal (PT), Romania
(RO), Slovenia (SI), Slovakia (SK), Finland (FI), Sweden (SE), United Kingdom (UK)
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Table 3-1

CPM implementation

Member
State

One
(O)
several
laws

BE

Infringement
proceedings /
delays (Y/N)

Observed
discrepancies
(Y/N)

O

N

N

BG

S

N

N

CZ
DK

S
S

N
N

N
N

DE

S

N

N

EE

S

N

Y

IE

O

N

N

EL

S

N

N

ES

O

N

N

FR

S

N

N

IT
CY

S
O

N
N

N
N

LV

O

N

Y

LT

S

N

N

LU

O

Y

N

HU

O

N

N

MT

O

N

N

NL

O

N

N

AT

O

N

N

PL

S

N

N

PT

O

N

N

RO

S

N

Y

SI

O

N

N

SK

S

N

N

FI

O

N

N

SE
UK

O
S
S= 13
O= 14

N
N
Y= 1
N= 26

N
N
Y= 3
N= 24

Sums

or
(S)

More detailed
requirements
(Y/N)
Y (Art. 3, 7, 14,
18)
Y (Art. 14, 18,
Annex I
Y (Art. 3, 18)
Y (Art. 4, 14, 17
Y (Art. 1, 2, 3, 4,
7, 17, 18, Annex
I)
Y (Art. 14, 18)
Y (Art. 3, 18,
Annex I)
Y (Art. 3, 14, 18,
Annex I)
Y (Art. 1, 2, 3,
13, 18, Annex I)
Y (Art. 1, 2, 3, 8,
14, 18, Annex I)
Y (Art. 4, 17, 18)
Y (other)
Y (Art. 3, 7, 14,
18, Annex I)
Y (Annex I)
Y (Art. 3, 7, 12,
14)
Y (Art. 1, 2, 3, 4,
7, 12, 14, 17,
18, Annex I
Y (Art. 14, 18)
Y (Art 3, 7, 8,
12,
14,
18,
Annex I)
Y (Art. 3, 4, 17,
18, Annex I)
Y (Art. 18, Annex
I)
Y (Art. 1, 2, 18,
Annex II)
Y (Art. 18, Annex
I)
Y (Art. 4, 14, 17,
18, Annex I)
Y (Art. 3, 18,
Annex 1)
Y (Art. 18, Annex
I)
Y (Art. 14, 18)
Y (Art. 3, 8, 18)
Y= 27
N= 0

Source: Summary Reports on each Member State

Table 3-1 shows that the MS have quite evenly chosen to implement the Asbestos
Directive in one piece of legislation and/or in several pieces. For the majority of the
MS, there have been no infringement proceedings initiated for non-communication
of transposing measures. In all instances where there have been such
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proceedings, the cases have been closed as the necessary steps have been
taken.
As shown in Table 3-1, the national summary reports indicate that, in three MSs,
there was an observed discrepancy (case of incorrect transposition) between the
Directive and national legislation. In one case (Portugal) the MS had yet to
transpose the provisions of the most recent Asbestos Directive (2009) with national
legislation still based on the 2003 version. However, since Directive 2009/148/EC
codifies directive 83/477/EEC, as substantially amended by subsequent Directives,
Member States who have transposed that Directive and the Directives that
amended it are not required to communicate measures transposing Directive
2009/148/EC. This does not therefore constitute a material discrepancy.
Two of the MSs had discrepancies relating to training. These were the omission of
the sentence (Article 14(1)) relating to training at regular intervals at no cost to the
workers (Estonia); and not including training for those exposed to ‘materials
containing asbestos’ (Romania). Other omissions related to consultation (Estonia)
where no provision appears to have been provided for legal acts corresponding to
Art 3 (5) and Art. 12.; use of the term ‘informing’ rather than ‘consulting’ (Lithuania)
or an absence of provision for informing workers or allowing them to review risk
assessments (Art 4 (4) and 17 (1)) (Estonia).
There was also one discrepancy over the timing of health surveillance (Estonia)
where it is not sufficiently clear from the legal provision that the worker is entitled to
undergo health surveillance before being assigned to duties.
All of the MS have implemented more detailed requirements. This is in particular
regard to Article 18 (health surveillance), Article 3 (risk assessment) and Annex I
(Practical recommendations for the clinical assessment of workers). However,
there are a wide range of Articles and Annexes in this Directive to which the MSs
have applied more detailed requirements. More details can be found in the Country
Summary Reports although the main findings are summarised below.
Examination of the country summary reports reveals that 23 of the 27 MSs (see
Table 3-1) have more detailed requirements relating to Article 18 (health
surveillance) and 15 of the 27 MS (see Table 3-1) have more detailed
requirements relating to Annex I (Practical recommendations for the clinical
assessment of workers). These more detailed requirements generally come under
the following headings, in order of frequency:


Arrangements for health surveillance records (AT, BE, CZ, DE, EE, EL,
ES, FI, FR, IE, IT, LT, LV, MT, NL, PL, PT, SE, SK, SL)

The arrangements for keeping health surveillance records vary between MSs.
Some have defined a specific period of time, for example Latvia and Spain have
specified that health surveillance records be stored for 40 years after exposure.
However, some MSs, for example Germany, have used duration of employment as
the requirement of duration for storing health surveillance records, requiring the
employer to keep and update a health surveillance register for each worker as long
as he/she is employed rather than the 40 years after exposure. As the long latency
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of asbestos-related disease extends for many years, the retention of records
beyond the end of employment is essential if they are to have any value; and the
Directive requires that data shall be kept for 40 years and transferred to the
authority concerned if the firm ceased to exist.
However, in this context, a stakeholder from the Senior Labour Inspectors
Committee (SLIC) has questioned the relevance of health surveillance for asbestos
workers, due to the absence of identifiable specific signs and symptoms until any
disease is well-advanced. This view was endorsed by several subject specialists
questioned on this issue.


Periodicity of health surveillance (AT, BE, CZ, DE, EE, EL, ES, FI, FR, HU,
IE, IT, LT, LV, NL, PL, RO, SK, SL, UK).

Each specifies the periodicity of health surveillance for periods ranging from one to
three years with some allowing for shorter periods at the discretion of the
physician.


Sporadic and low intensity exposure (BE, CZ, DE, EE, EL, ES, FI, FR, LT,
LV, PL, SE, SK).

These MSs have all exercised the option to require health surveillance for those
workers experiencing sporadic and low intensity exposure to asbestos or materials
containing asbestos.


Continued health surveillance after exposure (BE, CZ, EE, ES, FI, FR, LT,
NL, PL, SK, SL).

These MSs have all exercised the option to require health surveillance to continue
after exposure to asbestos or materials containing asbestos, usually at the behest
of the advising physician.


More specific conditions for health surveillance (CZ, DE, LV, SK).

These MSs often have a general requirement for health surveillance for all workers
and their legislation relating to the Asbestos Directive includes wording to align
these requirements (e.g. CZ).
Article 3 (risk assessment) was implemented with more detailed requirements in 17
of the 27 MS. These more detailed requirements generally come under the
following headings, in order of frequency of inclusion:


A more specific description of sources of information and persons in
charge (DE, EL, ES, LV).

These usually relate to the requirement that the person conducting the risk
assessment shall be competent. In some cases this extends to a specific
qualification (e.g. ES – Industrial Hygiene).


A more specific description of the risks to be included (AT, EL, SK, UK).
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This usually reflects a more detailed listing of factors contributing to the risk
such as the duration of exposure, perhaps suggesting an overlap with the
issue below regarding the content of the risk assessment.


A more specific methodology provided (BE, DE, HU, LV, SK).

In some cases, (e.g. BE, HU) more specific detail is included to align the risk
assessment requirements with those in general national OSH legislation. In
other MSs (e.g. SK, DE) details are included to align the requirements with
those of the CMD).


More detailed content for risk assessment (CZ, DE, ES, FR, HU, IE, UK).

These usually specify factors such as taking the duration of exposure into
account. Again some MSs (e.g. DE) align the content with that of the CAD &
CMD. One MS (ES) appears to require measurement in all circumstances and
another (FR) defines different levels of action depending on the level of
exposure.
In the UK the details of the risk assessment in the legislation are considerably
more detailed than in the directive.
Many more of the Articles were implemented in more detail by some of the
MSs. In order of frequency those Articles are as follows:


Article 14 – Training for workers (BE, BG, DE, DK, EE, EL, FR, HU, LU,
LV, MT, NL, SE, SL).

These usually relate to the periodicity of the training (one to three years). In SE
both persons directing and those carrying out work have to receive training.


Article 7(4) – Ensuring preventive and protective services (HU, LV, SK).

Two MSs (HU, LV) specific the frequency of sampling whilst in SK sampling
shall be determined by the preventive services.


Article 4(4) & 17 – Information for workers (AT, DE, DK, FI, IT, SE, SL).

A requirement that the information is easy to understand (DE, FI) or that written
instructions shall be given (SE) feature amongst specific requirements here.
Other specific details include information regarding the use of tobacco products
(SL).


Article 1 & 2 – Scope and definitions (ES, FR, HU, PT).

Two MSs (ES, FR) identify specific types of activity (e.g. asbestos removal)
within their scope. FI includes erionite (CAS no 12150-42-8) in the list of
asbestos materials. HU defines the concepts of asbestos material and air
measurement whilst PT includes definitions of asbestos breathable dust and of
asbestos dust.
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Article 8 – Limit values (FR, NL, UK).

Two MSs (FR and NL) include a limit of 0.01 fibres per cm3 as an 8-hour timeweighted average. In the UK, the legislation uses a 4-hour weighted average
instead of 8 hours.


Article 12 – Consultation of workers (FI, HU, NL).

In two MSs workers are to be informed when the Limit Value is exceeded. One
MS (NL) includes detailed issues on which workers are to be consulted
including measurements, additional measures, and notifications to authorities.
MQ1: Answer

MSs have implemented the Asbestos Directive in one piece of legislation or in
several pieces in almost equal numbers. Although there are some minor variations
in detail in implementing the separate CPMs (and KRs) they appear generally to
function as a coherent legal entity.
All of the MSs have implemented more detailed requirements. This is in particular
regard to Article 18 (health surveillance), with more detailed arrangements for
health surveillance records (21 MS) or the periodicity of health surveillance (19
MS).
The arrangements for keeping health surveillance records vary between MSs.
Some have defined a specific period of time, whilst others, for example Germany,
have used duration of employment as the requirement of duration for storing health
surveillance records. As the long latency of asbestos-related disease extends for
many years, the retention of records beyond the end of employment is essential if
they are to have any value; and the Directive requires that data shall be kept for 40
years and transferred to the authority concerned if the firm ceased to exist.
However, countering this, some have questioned the utility of health surveillance in
the case of asbestos-related disease.

3.2

MQ2: Derogations and transitional periods

MQ2: “What derogations and transitional periods are applied or have been used under
national law under several of the Directives concerned?”

MQ2: Answer

The Asbestos Directive does not contain any provisions for extended deadlines.
Furthermore, it does not contain any possibilities for derogations.

3.3

MQ3: Compliance

MQ3: What are the differences in approach to and degree of fulfilment of the
requirements of the EU OSH Directives in private undertakings and public-sector bodies,
across different sectors of economic activity and across different sizes of companies,
especially for Small and Medium Enterprise (SMEs), microenterprises and self-employed?
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Summary of
compliance

Table 3-2 summarises the information available in terms of percent of
establishments that comply with the CPM requirements of the Directive. The
template for the CSRs included the non-CPM KRs but national experts were
unable to locate any data for any of the non-CPM KRs. For brevity, only those MSs
from whom data were available are shown.
Table 3-2

Member
State

Perform
regular risk
assessment
17

BE
LT
NL
PL
RO
SK

35

47%
52%
35%
73%
55%
55%

Compliance with CPMs in Member States (% of establishments)

Ensuring
protective
and
preventive
services
47%
48%
80%
55%
55%

Information
to workers

Training
workers

47%
48%
75%
55%
55%

47%
51%
75%
55%
55%

of

Health
surveillance

Consultation
of workers

60-79%
56%
78%
55%
55%

47%
42%
15%
55%
55%

Source: Country Summary Reports on each Member State

Table 3-2 gives rise to two main findings. The first finding is that data on levels of
compliance with the requirements of the Directive is scarce. The experience from
conducting the studies at the national levels is that national authorities do not, in a
directive-specific way, keep account of levels of compliance and, further, national
stakeholders are reluctant to make concrete statements about levels of compliance
during interviews as they consider their knowledge on these specificities to be
limited (most have a general idea about levels of compliance across all or groups
of directives – but not down to the individual Directive level).
The second finding is that for those MSs where data is available, the level of
compliance with the CPMs is assessed as quite varied – ranging from 15% - 80%.
In some CSRs, in the absence of any firm data, experts applied an estimate of
compliance based on their own knowledge and expertise. This usually resulted in a
common estimate being applied to all CPMs. However, because this data is
derived from a limited number of MSs it should not necessarily be considered as
representative of the wider EU-27.
It appears that, with the occasional exception of the CPM for risk assessment, few
MSs have developed any picture of the extent to which individual CPMs or other
KRs are complied with. As noted below in responses from the NIRs, even where
formal notifications are required, the availability of formal statistics is limited and,
even here, the number of notifications alone gives no insight to the number there
should have been and therefore the extent of compliance.
The national studies have also sought to establish whether there are differences in
levels of compliance depending on size of establishments. The data indicates that
the level of compliance increases with the size of establishment. This is also
supported by NIRs, where a number of MSs highlight the difficulties faced by SMEs
17

Is the risk assessment reviewed regularly and in any event when any changes occur in
the conditions which may affect workers exposure?
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and microenterprises in complying with the requirements. Lack of knowledge,
specialised personnel and financial resources, are common explanations to the
challenges in implementation. Some examples are given in Box 3-1 below.
However, some MSs also indicate that SMEs have no difficulties in implementing
the Directive (Austria, Czech, Latvia, Lithuania, Luxembourg, Romania, Slovenia
and Sweden).
No data were available to reflect differences in compliance in different sectors of
activity.
Box 3-1

Examples of difficulties related to compliance for SMEs and microenterprises
(quoted from NIRs)

The difficulties that SMEs have in applying the Directive are, conventionally, linked to a
lack of in-house skills. A lack of awareness of the problem and a lack of prior
identification of materials which may contain asbestos are still too common (Belgium)
Many small undertakings are run to act ‘here and now’, and lack resources such as time
and knowledge to familiarise themselves with the rules on the working environment and
to solve any working-environment problems (Denmark)
Problems could be situations where small construction or demolition companies do not do
any asbestos mapping of buildings being demolished or renovated and do not notify the
Labour Inspectorate of the work with asbestos (Estonia)
SMEs which do not regularly carry out asbestos work have serious difficulty identifying
asbestos (construction) products (Germany)
These enterprises lack the necessary certification and the adequate equipment. In
addition, their staff-members do not have the necessary experience or training (Greece)
In a substantial part of SMEs, the manager and most workers do not have any relevant
qualifications. Due to their operational and administrative expenses, they do not employ a
health and safety (occupational safety) expert despite the statutory obligation (Hungary)
Ireland has found that clarification is sometimes sought regarding notification of certain
lower risk asbestos materials scheduled for removal and disposal (Ireland)
SMEs find difficulty in adjusting and updating the work plan and the risk evaluation
(Malta)
Operators, including SMEs, have pointed to difficulties in following the requirements of
the Directive (Poland)
With regard to the removal of these materials (places with asbestos, such as buildings,
machines, and others) there may be a greater difficulty in complying with the legal
provisions due to the increased costs of removing these materials (Portugal)
Based on the experience gained from the performance of labour inspections, difficulties
mainly exist among small enterprises and result from underestimating the dangerous
effects of asbestos (Slovakia)
The main difficulty is the financial cost of this work, owing to the application of the
specific medical protocol, preventive measures of greater or lesser complexity, and
assessments involving measurements (Spain)
Particular difficulties of SMEs, though not exclusive to them, in following the requirements
of the Directive include interpreting terms and understanding (UK)
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Information from
NIRs
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The template for the NIRs included the following questions:
“Please provide the number of notifications made for each year by employers
on the basis of Article 4(2) (notification before work starts). How is
enforcement of this requirement carried out?”
“Please describe the Member State's experiences regarding the provisions of
Article 10 which determines the measures to be taken when the limit values
set out in Article 8 are exceeded. Please provide an estimate of the number of
workers exposed to such situations for each year in the reporting period and
any difficulties in practical implementation.”
“Please provide information about the practical actions taken for the
establishment of individual health records (Article 18) and the availability and
maintenance of the register established by Article 19.”
The responses to each of these are summarised below, with additional information
available directly from the NIRs from each MS.

Notifications

“Please provide the number of notifications made for each year by employers
on the basis of Article 4(2) (notification before work starts). How is
enforcement of this requirement carried out?”
Not all MSs provided a direct response to this question. Some, such as Cyprus,
and Finland, did not offer any response whilst others, such as the Czech Republic
responded by indicating that information on notifications was not collated
(‘tracked’). A third group (e.g. Germany, Greece, Malta) described the procedures
for notifications but provided no data.
Amongst those who have reported data as requested, the level of annual
notifications ranged from four (Romania) to over 80,000 (Italy). Although as
detailed elsewhere in this report it is recognised that previous use of asbestos
varied widely between MSs such a wide range implies variation in the level of
compliance, although there could be national differences in reporting requirements.
Although no data are available to interpret this information, one MS reporting a low
rate of reporting (Estonia) comments on this stating:
“The number of notifications made is not too high and remains rather modest.
There may be several reasons for this: little awareness of the possible
occurrence of asbestos in construction works, disregard for the notification
requirement, or classification of the work as low-risk work with asbestos (it is
possible for an employer not to provide notification of work with asbestos
which entails low-risk work with asbestos).” (Latvia NIR)
The NIR from Denmark included the statement that the employees feel “that the
notification scheme is often ignored, which results in a significant and worrying
amount of under-reporting”.
On enforcement, again some MSs offer no response whilst others described the
national mechanism (usually the same MSs as failed to detail notifications). The
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extent of data reporting varied considerably with some just reporting either
inspection activity or breaches and some detailing both.
Thus, Italy reported that about 15% of the notified work sites (~80,000) were
subjected to on-the-spot inspections (breaches not detailed) whilst the Czech
Republic reported simply that, over the last five years, one penalty has been
imposed for a breach of the obligation to report work with asbestos (again the
numbers of notifications, or inspections are not given). In contrast, France reported
that about 18,000 to 20,000 operations are declared each year and that, in 2010,
about 46,000 observations of these operations were made by the Inspectorate and,
in the same year, a total of 504 decisions were taken to halt operations. Similarly,
Ireland reported that on average, over 50% of notifications annually (number of
notifications not given) are followed up with an unannounced workplace inspection
and that, in 56% of these, verbal or written advice was required during site visits
regarding control measures. In the same year, Portugal reported 166 notifications
which resulted in 13 ‘Breaches subject to notice’.
Limit values
exceeded

“Please describe the Member State's experiences regarding the provisions of
Article 10 which determines the measures to be taken when the limit values
set out in Article 8 are exceeded. Please provide an estimate of the number of
workers exposed to such situations for each year in the reporting period and
any difficulties in practical implementation.”
As with the previous question the level of response to this question varied widely
with some offering no response (e.g. Cyprus, Finland) and others simply indicating
that such information was not collected (e.g. Bulgaria, Denmark, Estonia, UK). A
third sub-group restricted their response to a statement that, in the period in
question, no exceedances had been reported (e.g. Hungary, Malta, Romania,
Slovakia).
Amongst those who offer actual statistics the numbers vary widely, thus Austria
estimate that, in a one year period the ELV was exceeded by approximately 120
workers whilst, in the Czech Republic, the figure is put at 404. Usefully, these latter
figures include a comparator of the numbers carrying out relevant work (702)
suggesting a high ‘failure rate’. In contrast, in one area of Spain (Autonomous
Community of Navarre) over the last five years (where 300 jobs were carried out),
there was only a single case where the limit value was exceeded leading to three
exposed workers.
Although not detailing actual exposures, the NIR for France reports that:
“every year several hundred sites where asbestos is being removed or
encapsulated are the subject of labour inspectors’ decisions to halt operations,
which means that two to three thousand workers are withdrawn from
hazardous situations.”
One particular comment contained in the NIR for Greece offers an interesting
insight:
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“Our experience has shown that the general infringement of the overall
relevant legislation without taking any measures to protect workers occurs
more often than just exceeding limit values.”
Although again offering no formal statistics, the NIR for the Netherlands states:
“Inspections carried out in 2009 and 2010 reveal that taking measures to
prevent the limit value from being exceeded is not always done properly. This
includes the construction of proper containment, correctly following the
decontamination procedure with a properly and completely constructed
decontamination unit and the wearing of correct protective equipment, as well
as the obligations arising from [national legislation].”
On the subject of measures taken, almost all of the MSs respond to this by
outlining (in varying amounts of detail) what it is considered should happen, rather
than outlining actual courses of action.
Health records

“Please provide information about the practical actions taken for the
establishment of individual health records (Article 18) and the availability and
maintenance of the register established by Article 19.”
With the exception of the few MSs who provided no response (e.g. Cyprus,
Finland), most MS primarily respond to this question by providing details of the
national arrangements in place. The level of detail entered into varies from simply
confirming the maintenance of a register of health records (e.g. Austria, Czech
Republic, Slovenia, Spain) up to listing, in some detail, the medical examination
requirements (e.g. Latvia). Portugal indicate that they have no provision for
establishing such records (or therefore presumably a register).
On the actual register contents, one MS (Netherlands) reports on compliance
stating that:
“The results of inspections carried out in past years reveal that the keeping of
a register for each worker showing the nature, duration and extent of exposure
is not, or only rarely, breached. Based on (provisional) figures for inspections
carried out in 2011, this concerns 1% of the total breaches observed.”
The UK NIR states that:
“..licensed contractors, i.e. those undertaking high-risk work with asbestos, are
required to demonstrate that they have effective record-keeping arrangements
in order to be granted a licence. This includes the records required under
Article 18 and the maintenance of the register required under Article 19. They
must demonstrate that they continue to update and maintain these records in
order for the licence to be renewed”.
This indicates an ongoing check on compliance.
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Although some MSs indicate that such registers are at least copied centrally no
actual statistics are provided and there are no indications of any potential for
aggregating such data to provide further insight at EU level.
MQ3: Answer

Data on levels of compliance with the requirements of the Directive is scarce. For
those MSs where data is available, the level of compliance with the CPMs is
assessed as quite varied, ranging from 15% - 80%, although this is derived from
very few MSs. Such data as were sourced made no distinction between private
undertakings and public-sector bodies, or across different sectors of economic
activity. However, limited data indicates that the level of compliance increases with
the size of establishment.
Information from the NIRs from MSs suggest wide variations in the levels of
notifications of asbestos work received by the authorities, of inspections carried out
and of breaches or inadequacies identified through these.
Similarly, although few MSs collect information regarding breaches of exposure
limits, those which do suggest a wide range of such exposures.

3.4

MQ4: Accompanying actions

MQ4: What accompanying actions to OSH legislation have been undertaken by different
actors (the Commission, the national authorities, social partners, European Agency for
Safety and Health at Work (EU-OSHA), Eurofound, etc.) to improve the level of protection
of safety and health at work, and to what extent are they actually used by companies and
establishments to pursue the objective of protecting safety and health of workers? Are
there any information needs that are not met?”

In this section, we distinguish between actions at the MS level (data collected
through the national studies) and actions at the EU level (data collected through
desk research and interviews with EU level stakeholders).

3.4.1 Actions at Member State level
Summary of
accompanying
actions

Table 3-3 shows the type and number of actions undertaken in each MS from
2007-2012. Emphasis is on key documents and actions. In many MSs additional
items, such as leaflets etc., may have been produced. No requirements for
additional supporting actions were identified in any interviews. It should be noted
that material produced prior to the reference period is not necessarily included and
that this should therefore be regarded as an indication of the minimum amount of
material produced.
Table 3-3 indicates that guidance documents are by far the most common action
undertaken by MSs in respect to supporting the implementation of the legislation
transposing the Asbestos Directive. Support tools and awareness campaigns are
also undertaken quite commonly. It is not typical to have financial incentives or
education and training directly related to the risks associated with asbestos.

Evaluation of the Practical Implementation of the EU Occupational Safety and Health (OSH) Directives in EU Member States

41

Descriptions of these, including the sources and summaries of their contents are
included in the individual Country Summary Reports. In each case, data are
restricted to material which is freely and generally available and excludes any
which requires membership or subscription.
Table 3-3

Type and number of accompanying actions in Member States

Member
State

Guidance
documents

Awareness
raising
campaigns

BE
BG
CZ
DK
DE
EE
IE
EL
ES
FR
IT
CY
LV
LT
LU
HU
MT
NL
AT
PL
PT
RO
SI
SK
FI
SE
UK
Sums

3
2
4
4
2
1
1
12
3
4
1
1
7
5
5
5
3
5
1
2
1
1
1
4
78

1
6
1
5
3
1
1
12

Support
tools
(possibly
IT)
1
1
2
12
1
1
3
1
22

Financial
incentives

Education
and
training

1
1

1
1
2

Source: Country Summary Reports on each Member State

Although many MSs make reference to guidance material, campaigns, etc. relating
to asbestos in their NIRs, there is little information provided regarding their uptake
and actual use.
Generally, the MSs consider that available information and guidance is sufficient.
When asked directly about whether there are gaps, no stakeholders answered yes.
However, as already mentioned above under compliance, some NIRs which
highlight challenges to SMEs, also mention a lack of knowledge about
measurement methods, etc. which could indicate a need for additional
accompanying actions in this area. However, as the Directive (Article 7(4)) requires
sampling to be carried out by suitably qualified personnel with analysis in
appropriately equipped laboratories (and would usually therefore be expected to be
contracted to a specialist company) this should not be a barrier to compliance,
even amongst SMEs.
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3.4.2 Actions at EU level
Commission guidelines:
European Commission (2012), ‘Practical guidelines for the information and
training of workers involved with asbestos removal or maintenance work’18:
These guidelines are targeted toward employees and employers of companies
whose focus is on the removal of asbestos.
EU-OSHA:
A practical guide on best practice to prevent or minimise asbestos risks19:
The Senior Labour Inspectors Committee (SLIC) prepared this guideline together
with the European Social Partners (trade union and employers representatives)
and the Advisory Committee for Safety and Health at Work (ACSH) in 2006. It is
distributed via EU-OSHA. It provides information on the identification of asbestos
and asbestos products and raises awareness of the asbestos presence. Although it
predates the current Asbestos Directive (and does not therefore provide a direct
guide to its provisions) the fact that the latest Directive is a consolidated version of
earlier directives means that its contents remain valid.
As with national data, no information is available regarding the uptake and use of
such EU material.
MQ4: Answer

Guidance documents are by far the most common action undertaken by MSs in
respect to supporting the implementation of the legislation transposing the
Asbestos Directive. However, no evidence is available regarding the extent to
which this or other support material is used by employers. It is not typical to have
financial incentives or education and training directly related to the risks associated
with asbestos.
Generally, the MSs consider that available information and guidance is sufficient
and no interviewed stakeholders identified any gaps in support. However, some
NIRs mention a lack of knowledge about measurement methods, etc. amongst
SMEs which could indicate a need for additional accompanying actions in this
area. However, as the Directive (Article 7(4)) requires sampling to be carried out by
suitably qualified personnel with analysis in appropriately equipped laboratories
(which would usually therefore be expected to be contracted to a specialist
company) this should not be a barrier to compliance, even amongst SMEs.
Information and guidance at national level is supported by additional guidance
material from the EU Commission and EU-OSHA.
18

European Commission (2012)
http://ec.europa.eu/social/BlobServlet?docId=7478&langId=en
19
EU-OSHA (2015) A practical guide on best practice to prevent or minimise asbestos risks
https://osha.europa.eu/data/links/a-practical-guide-on-best-practice-to-prevent-or-minimiseasbestos-risks
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MQ5: Enforcement

MQ5: What are the enforcement (including sanctions) and other related activities of the
competent authorities at national level and how are the priorities set among the subjects
covered by the Directives?

MQ5: Answer

The data from the Country Summary Reports shows that the MSs typically have a
general enforcement authority responsible for OSH enforcement and inspections
related to all OSH matters. The same can be said about enforcement strategies.
But there are exceptions. Table 3-4 below indicates whether there are:

›

specific authorities (different from the general OSH enforcement authority)
involved in relation to enforcement of the legislation transposing the Directive
(column 1)

›

specific enforcement strategies, elements of strategies or procedures covering
the implementation of the Directive (column 2)

›

specific criminal or administrative sanctions which can be applied in cases of
non-compliance with the Directive (column 3)

In the case where the answer to the questions is no, reference is made to the
Directive report on implementation of the Framework Directive, which provides a
summary of the general systems in force. For specific details, please see the
individual country summary reports.
Table 3-4
Member
State
BE
BG
CZ
DK
DE
EE
IE
EL
ES
FR
IT
CY
LV
LT
LU
HU
MT
NL
AT
PL
PT
RO
SI
SK

Enforcement of the Asbestos Directive
Specific authorities
relevant for
Directive?
Y
N
N
N
N
N
N
N
N
N
N
N
N
Y
N
N
N
N
N
Y
Y
N
N
N

Specific strategic
focus on Directive?
N
N
N
N
Y
Y
N
N
N
N
N
N
N
N
N
N
N
N
Y
N
Y
N
N
Y

Specific criminal or
administrative
sanction?
N
N
N
N
Y
Y
Y
Y
Y
N
Y
N
N
N
N
N
N
N
Y
N
Y
Y
N
Y

44

Evaluation of the Practical Implementation of the EU Occupational Safety and Health (OSH) Directives in EU Member States

Member
State
FI
SE
UK
Sums

Specific authorities
relevant for
Directive?
N
N
N
Y= 4
N= 23

Specific strategic
focus on Directive?
N
Y
N
Y= 6
N= 21

Specific criminal or
administrative
sanction?
N
N
N
Y= 10
N= 17

Source: Country Summary Reports on each Member State

Table 3-4 shows that only four MSs have designated a specific authority
responsible for the enforcement of the Asbestos Directive. The enforcement of the
Directive typically comes under the general authority responsible for OSH
inspections/enforcement.
Fewer than a quarter (6/27) report a specific strategic focus on the provisions of
this Directive and less than a half (10/27) report having specific criminal or
administrative sanctions.
Few details of any strategies relating to asbestos or the basis of their selection are
available although it would seem that some of the training campaigns referred to
below in respect of SME would come under this category as would the general
policy of inspections relating to notifications.
Article 20 of the Asbestos Directive requires MSs to provide for “adequate
penalties to be applicable in the event of infringement of national legislation
adopted pursuant to this Directive. These penalties must be effective, proportionate
and dissuasive.” It appears that the majority of MSs consider their general legal
sanctions (legal or administrative) to be sufficient and have not found it necessary
to make any directive-specific provisions.

3.6

MQ6: Vulnerable groups

MQ6: What are the differences of approach across MSs and across establishments with
regard to potentially vulnerable groups of workers depending on gender, age, disability,
employment status, migration status, etc., and to what extent are their specificities
resulting in particular from their greater unfamiliarity, lack of experience, absence of
awareness of existing or potential dangers or their immaturity, addressed by the
arrangements under question?”

MQ6: Answer

The findings from the national studies show that most MSs have general
approaches to vulnerable groups, which are not targeted at specific Directives
(except for the specific provisions of those Directives which are designed to
address vulnerable groups: (the Temporary Workers, Pregnant/breastfeeding
Workers, and Young People Directives). For the purposes of this report vulnerable
groups include women (pregnant or breastfeeding), ageing workers, workers with
disabilities, young workers, migrant workers, temporary workers and low-qualified
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workers20. There are no specific tools or approaches which focus in particular on
vulnerable groups and the risks associated with asbestos.

3.7

MQ7: SMEs and microenterprises

MQ7: What measures have been undertaken by the MSs to support SMEs and
microenterprises (e.g. lighter regimes, exemptions, incentives, guidance, etc.)?

Summary of SMEs
and microenterprises

Table 3-5 below indicates whether the MSs have developed particular measures to
support SMEs and microenterprises in the implementation of the legislation
transposing the Directive and the types of measures available. Only those where
special measures have been adopted are shown. No Directive-specific guidance
targeted directly at SMEs was reported in any Country Summary Reports.
Table 3-5

Measures to support SMEs and microenterprises

Member
State

Exemptions
(Y/N)

CZ
EE
PL

Y
N
N
Y= 1
N= 26

Sums

Lighter
Regimes
(Y/N)
N
N
Y
Y= 1
N= 26

Incentives
(Y/N)
N
Y
Y
Y= 2
N= 25

Source: Country Summary Reports on each Member State

The exemption provided by the Czech Republic is not specific to the Asbestos
Directive and excludes classes of micro-business from any requirements for
information, training and consultation.
The incentive offered by Estonia again is not specific to the Asbestos Directive but
relates to EU support for risk assessments and health surveillance to SMEs.
The ‘lighter regime’ referred to in respect of Poland is not SME-specific but relates
to a relaxation of the frequency with which measurements have to be carried out
where previous successive measurements have indicated low levels of exposure.
In the same MS, the main ‘financial incentive’ is that former workers at a number of
asbestos treatment plants are entitled, free of charge, to periodic medical
examinations and the supply of drugs necessary for the treatment of diseases
caused by work in contact with asbestos, and to an annual spa treatment.
In the template for the NIRs MSs were specifically asked about any specific
measures taken by the Member State or the social partners to support SMEs in
implementing the Directive and, if so, to describe these measures.
20

Vulnerable groups as defined within the report: Occupational health and safety risks for
the most vulnerable workers.
http://www.europarl.europa.eu/RegData/etudes/etudes/join/2011/464436/IPOLEMPL_ET%282011%29464436_EN.pdf
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Clearly, details of the measures taken are available in the NIRs. However, in
summary, apart from the few MSs who offered no response at all to this question, a
small minority simply indicated that they did not differentiate the advice given to
suit enterprises of different sizes. The majority detailed guidance tools, training,
web sites and other initiatives taken in respect of asbestos work although the
details given make no specific reference to SMEs or their particular needs. Several
for example refer to guidance based on the SLIC guide.
In the NIRs of a few MSs, specific initiatives clearly described as being targeted at
SMEs are described. For example, Greece describe the provision of training
seminars aimed at SMEs; Poland refers to a training initiative to raise the
awareness of farmers (presumably mainly SMEs) to the risks of asbestos exposure
on farms; Spain (Autonomous Community of Castille and León) describe training
sessions for and direct advice to SMERs; Sweden describe the development of a
training course by a trade association predominantly formed from SMEs (~80%);
and the UK refers to its ‘Toolbox’ web pages which are specifically focussed on
providing basic information suitable for SMEs (although available to all).
MQ7: Answer

Table 3-5 shows that virtually no MS has developed specific guidance for SMEs—
or other measures targeted at SMEs—which are particular to the requirements
under the Asbestos Directive. However, it needs to be understood that many MSs
have developed various accompanying actions targeted at SMEs, which are
typically of a more general nature, see e.g. Directive report on the Framework
Directive (89/391/EEC).
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Relevance in relation
to relevant work and
workforce
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Assessment of relevance

In this section, the relevance of the Directive in relation to the coverage of
workforce and MSs, and the severity and extent of risks covered is investigated.
The conclusions from the five parameters used to assess relevance are
summarised in the table below.
Table 4-1

Summary of the five relevance parameters

Coverage of Workforce and Member States

Fatalities and health problems

Number of MS
where the
Directive is
potentially
relevant

Proportion of EU
workforce to whom
the Directive is
potentially relevant

Fatalities

27

7.2%

5,000*

Work-related health problems

See Section 4.1

* Estimated mesothelioma deaths in 1998. See Section 4.1 for more detail and data on
deaths from other causes.

Coverage of
Member States

All MS have transposed the provisions of this or the earlier Asbestos Directives
which it consolidates into national legislation according to evidence from the
NIRs21. In addition to those directly employed in the removal of asbestos, EUOSHA has indicated that all construction, maintenance, and cleaning workers are
potentially at risk from exposure to asbestos.22 Occupational groups at risk include:
plumbers; heating engineers; electricians; joiners; carpet fitters, and fitters of other
floor finishes; shop fitters; maintenance staff, including contract staff and janitors;
roofers; cleaners and many others that may occasionally encounter asbestos, e.g.
fire fighters. This is complemented by material in the SLIC guide referred to earlier
which takes at its focus material containing asbestos rather than the occupations
which might encounter that material.
All of these occupational groups are present in all MSs. No MS is known where
asbestos has not been used in the past and it is clear from the listing in the SLIC

21
22

Individual National Implementation Reports (NIRs) as submitted to Commission by MSs
EU-OSHA (2015) E-fact 51 https://osha.europa.eu/en/publications/factsheets/51
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guide that many commonly encountered materials can contain asbestos. As such it
is clear that there will be workers in all MS potentially at risk from asbestos
exposure and for whom therefore the provisions of this Directive are relevant.
Workforce coverage

Turning to the labour market, the potential for exposure to asbestos is most
marked in the construction sector. As the use of asbestos or asbestos-containing
products is prohibited under this and other legislative provisions (e.g. REACH), no
construction workers involved in new-build projects will be at risk. However, it is not
possible to differentiate this subgroup within general employment statistics.
Rushton et al (2010) provide a useful indication of the occupational groups where
cancer registrations are recorded, together with potential exposures to carcinogens
including asbestos. This identifies construction workers as the main group at risk.
A UK-based study, specifically of mesothelioma23, again identified construction
trades (especially carpenters) as being at particular risk. Other high-risk
occupations included lagging and shipyard work although, in these cases, many
will probably reflect historical exposures when asbestos was still used for insulation
and fire protection. On this basis, data on employment in the construction sector
(Nomenclature of Economic Activities (NACE) Code F) was obtained from the LFS
database as an indicator of the proportion of the EU-27 workforce potentially
covered by the provisions of this Directive. Although this probably constitutes an
over-estimate, it was considered that this would, in some way, compensate for the
omission of other small sectorial sub-groups not included.
As described earlier, there are many occupations in other sectors where there is a
possibility of exposure to asbestos (including of course those engaged in asbestosremoval activities). However, there are considerable difficulties in estimating the
proportion of any such sectors likely to be exposed and to whom this Directive is
therefore relevant. On the asbestos clearance sector itself, although the Directive
provides for approval of asbestos removal contractors and the registration of
asbestos workers and many MSs have provisions for such registers, such data is
not collated centrally and seldom documented in the NIRs. They are therefore of
little value in estimating EU-wide exposure to asbestos at work.
LFS data24 documents that, for 2012, a total of 215,678,600 people were employed
within the EU-27 (15-74 years). Of these, 15,438,900 were employed within the
construction sector. The Asbestos Directive can therefore be regarded as relevant
to at least 7.2% of the EU workforce. This is, as noted above, likely to be an
underestimate as, for example, construction only accounts for about half of the
mesothelioma deaths in the UK. However, as these others at risk are spread
across a disparate group of workers, from a number of different sectors, it is
difficult to provide a reliable estimate of this additional number.

23

Peto et al. (2009) Occupational, domestic and environmental mesothelioma risks in
Britain. A case-control study.
24
Eurostat (2015) Employment by sex, age and economic activity (from 2008 onwards,
NACE Rev. 2) - 1 000 [lfsa_egan2]
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=lfsa_egan2&lang=en
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EQR1: Current relevance

EQR1: To what extent do the Directives adequately address current occupational
risk factors and protect the safety and health of workers?

Work-related
fatalities

Because of the long latency of development of asbestos-related disease, deaths
attributable to asbestos are not always recorded as occupational. Additionally,
recognition of some asbestos-related diseases as occupational varies between
MSs (and with the specific disease). The EU Parliament included the statements
that “there are still unacceptably high differences between Member States’
schedules for recognising occupational asbestos-related diseases” and
“underreporting of asbestos-related diseases is one of the main obstacles for the
treatment of victims”25.
Despite the provisions of the Commission Recommendation of 19 September 2003
concerning the European schedule of occupational diseases,26 it appears that
these inconsistencies and underreporting issues still remain, making it difficult to
obtain an accurate, up to date estimate of relevant occupational diseases.
However, as asbestos exposure can result in death it seems appropriate to present
these statistics here. UK data records that, in 2012, there were 2,126 male deaths
and 409 female deaths for mesothelioma, the vast majority of which will have been
work-related 27. An estimate from Peto et al (1999)28 suggests approximately 5,000
male deaths in 1998 from mesothelioma in Western Europe, again the vast
majority of which will have been work-related. Although somewhat dated, this
appears to offer the best EU-wide estimate.
Statistics on mesothelioma predominate, however, some limited data are available
on asbestos-related lung cancer and pleural plaques. Banduch & Lissner (2013)
collated data on these two diseases from a number of Central and East European
countries29. Their findings are presented in Tables 4-2 (lung cancer) and 4-3
(pleural plaques). However, it should be recognised that the authors cite expert
opinion that, in some MSs at least, large numbers of asbestos-related diseases
remain undiagnosed. In addition, some of the differences in statistics reflect
national differences in the diagnosis of a disease as related to occupational
asbestos exposure. For example, whilst officially, in Lithuania there are no
recognised cases of occupational lung cancer, the authors cite one study in
25

Asbestos-related occupational health threats and prospects for abolishing all
existing asbestos. European Parliament resolution of 14 March 2013 on asbestos related
occupational health threats and prospects for abolishing all existing asbestos
(2012/2065(INI))
26
Commission Recommendation of 19 September 2003 concerning the European schedule
of occupational diseases. (2003/670/EC)
27
HSE (2014) Mesothelioma in Great Britain 2014. Mesothelioma mortality in Great Britain
1968-2012. http://www.hse.gov.uk/statistics/causdis/mesothelioma/mesothelioma.pdf
28
Peto et al. (1999) The European mesothelioma epidemic
29
Banduch and Lissner (2013) Asbestos-related occupational diseases in Central and
East European Countries
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Lithuania which estimates that 3.4% of lung cancer cases in Lithuania could be
attributed to heavy occupational exposure to asbestos (using the Helsinki criterion
of >or = 25 fibre years) suggesting that 50 lung cancer cases annually could be
asbestos-related, compensable occupational diseases30.
To put these into perspective, the authors also present data on asbestosis and
mesothelioma which indicate 4,738 deaths from asbestosis and 1,260 from
mesothelioma across the study period. It is worth noting that more than half of the
asbestosis deaths recorded were in Poland (2,863).
According to the SLIC guide referred earlier, at a conference on asbestos in 2003
the likely total deaths annually from asbestos-related disease (presumed to be
predominantly work-related) across seven European countries (UK, Belgium,
Germany, Switzerland, Norway, Poland, Estonia) was estimated to be about
15,00031.
Table 4-2: Recognised cases of lung cancer (from Banduch & Lissner, 2013) Cases
Country

Period

Cases

Lung cancer rate

Bulgaria

NA

NA

NA

Croatia

1990-2013

7

0.1

Cyprus

-*

-

-

Czech Republic

1964-2012

103

0.2

Estonia

NA*

NA

NA

Hungary

1990-2011

11

0.1

Latvia

NA

NA

NA

Lithuania

-

-

-

Poland

1976-2011

564

0.4

Romania

1999-2011

6

0.02

Serbia

-

-

-

Slovakia

NA

NA

NA

Slovenia

1998-2013

52

1.7

Turkey

NA

NA

NA

32

* - no cases, NA not applicable

11

30

Everatt et al., (2007) Occupational asbestos exposure among respiratory cancer patients
in Lithuania. (cited in Banduch & Lissner)
31
A practical guide on best practice to prevent or minimise asbestos risks in work
that involves (or may involve) asbestos: for the employer, the workers and the labour
inspector. A guide issued by the Senior Labour Inspectors Committee (SLIC). 2006
32
Annual cases rate per million (following EUROSTAT population statistics of the 2010)
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Table 4-3: Recognised cases of pleural plaques (from Banduch & Lissner, 2013)
Country Period Cases Lung cancer rate
Country

Period

Cases

Pleural plaque rate

Bulgaria

NA

NA

NA

Croatia

1990-2013

810

14.2

Cyprus

-*

-

-

Czech Republic

1996-2012

219

1.3

Estonia

NA*

NA

NA

Hungary

-

-

-

Latvia

NA

NA

NA

Lithuania

-

-

-

34

2003-2011

464

1.5

Romania

2006-2011

9

0.08

Serbia

-

-

-

Slovakia

-

-

-

Slovenia

1998-2013

1,189

39.6

Turkey

NA

NA

NA

Poland

33

* - no cases, NA not applicable
Work-related health
problems

Stakeholder
interviews

Although there are a number of work-related cancers which can be caused by
asbestos (including asbestosis, mesothelioma, lung cancer, gastrointestinal
cancer) these are not routinely collated as part of occupational health statistics
concerning ongoing health problems amongst workers. Although asbestos-related
cancers (such as those affecting the respiratory tract) do eventually manifest
themselves as physical symptoms (for example, a persistent cough can be
indicative of lung cancer) symptoms are not specific and do not emerge until the
cancer is well-advanced, usually after the worker has retired.
This latter issue is reflected in the views of one EU stakeholder interviewed (Senior
Labour Inspectors Committee (SLIC)) who questioned the relevance of health
surveillance for asbestos workers, as the long latency between exposure and the
emergence of disease symptoms meant that it was not possible to identify disease
at that time. This view has been echoed by a number of national OSH experts and
professionals questioned on this specific point.
No national stakeholders questioned the current relevance of this Directive.

Commentary on
relevant issues

As noted above, obtaining accurate, up to date estimates of asbestos-related
occupational diseases is difficult. Even more so is the challenge of attempting to
relate these to the types of work in which those exposed to asbestos were
engaged in. Other than historical studies of those occupations where asbestos was
actually used, there are no data which permits the determination of whether those
who died from such diseases worked in asbestos removal or in other occupations
where exposure to asbestos was in effect coincidental to their main job (e.g. where

33
34

Annual cases rate per million (following EUROSTAT population statistics of the 2010)
All cases of pleural or pericardium
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asbestos lagging was used on pipework they were working on). Widening the ‘net’
to recognise the potential for those where the exposure was accidental (e.g.
accidental disturbance of asbestos in schools or offices) will make this even more
problematic.

EQR1: Answer

The Asbestos Directive can be regarded as relevant to at least the 7.2% of the EU
workforce employed in the construction sector. This is likely to be an underestimate
as, for example, construction only accounts for about half of the mesothelioma
deaths in the UK. However, as these others are spread across a disparate group of
workers it is difficult to provide a reliable estimate of this additional number.
There are no fatal or non-fatal accidents relevant to asbestos exposure. However,
one estimate suggests approximately 5,000 male deaths (in 1998) from
mesothelioma in Western Europe. Another study suggests 4,738 deaths from
asbestosis and 1,260 from mesothelioma across the study period (8-13 years up to
around 2013) in a group of six Central and East European countries for whom data
were available.
One challenge in determining current relevance is the long latency of asbestosrelated disease and the fact that symptoms are not specific and do not emerge
until the cancer is well-advanced.
Although the use of asbestos is now banned, it is understood that asbestos can still
be found in a considerable number of locations. In 1997, it was estimated that
some 75% of commercial buildings in the UK still contained some asbestos.
Although relatively old data, it is clear that residual asbestos remains a problem. A
recent (2015) opinion of the European Economic and Social Committee (EESC)
stated: “The total removal of all used asbestos and all asbestos containing
products has to be a priority target of the European Union.” It is clear therefore that
the Asbestos Directive remains relevant.

4.2

EQR2: Future relevance

EQR2: Based on known trends (e.g. new and emerging risks and changes in the
labour force and sectoral composition), how might the relevance of the Directives
evolve in the future, and stay adapted to the workplaces of the future in light of the
horizon of 2020? Does the need for EU level action persist?

The study by Peto et al (1999) cited above, predicted that the number of men dying
from mesothelioma in Western Europe each year will almost double over the next
20 years (1999-2019), suggesting that the Directive will remain relevant. However,
this reflects historical asbestos usage and exposures. The ban on the use of
asbestos in new products and other controls over exposure appear to have
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resulted in a reduction in the rate of increase in mesothelioma35 but clearly the
measures already in place will need to continue if this trend is to continue.
Hutchings et al (2012)36 explore the possible future risk of mesothelioma and other
asbestos-related cancers in Britain over the period until 2060. They estimate 3,841
cancer cases in 2010 related to past asbestos exposure and, if the current situation
is maintained, then by 2060 there will be just 268 asbestos-related deaths
occurring. This reinforces the likelihood of a decreasing future disease burden
because of the regulatory regime in Europe.
EU stakeholder
interviews

During an interview with an EU SLIC representative the interviewee offered the
opinion, that the Directive was likely to increase in relevance, especially in those
MSs where there had been extensive use of asbestos such as the UK. They
expressed the opinion that the full impact in MSs of the Asbestos Directive will not
be seen for around 15-20 years, when the impact of early action to reduce
exposures will become apparent in mortality rates. It was therefore essential to
ensure continuing compliance with the Directive.
One EU stakeholder has commented that there is no criterion within the directive to
define sporadic and low intensity. This is clearly important because of the possible
exemption within Article 3(3) from certain duties “Provided that worker exposure is
sporadic and of low intensity,..”. Related to this it is noted that the NIR from one
MS (UK) comments on other aspects of the same article with the use of terms such
as “non-friable” and “deterioration of non-degraded materials” that are not defined.
It is understood that the concept of sporadic and low intensity exposure is subject
to different interpretations within individual MS, where each MS is defining it in
different ways. This could become of increasing importance with the growing
attention to locations such as schools and offices, in accordance with the European
Parliament resolution of 14 March 2013, where exposures might normally be
expected to be sporadic and low intensity.
Other EU stakeholders agreed that the Asbestos Directive was (and would remain)
relevant.

National stakeholder
and expert
interviews

Few national stakeholders interviewed expressed any specific views regarding the
future relevance of the Asbestos Directive although most (four) of those who did
considered that it would remain relevant. One MS stakeholder expressed the view
that its importance would decline and another commented that asbestos in the
environment was an emerging issue that required attention. It was not clear
whether this was in the general environment, or if this comment related to asbestos
disposal.

35

Montanaro et al. (2003) Pleural mesothelioma incidence in Europe: evidence of some
deceleration in the increasing trends.
36
Hutchings et al. (2012) Intervening to reduce the future burden of occupational cancer in
Britain: what could work?
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An expert stakeholder questioned whether asbestos continued to be mined in any
MS and therefore whether this aspect of the Directive remained relevant. In
addition, concerns were expressed about new methods being developed for
asbestos removal (e.g. abrasive blasting) which might have implications for risk
control measures not reflected in the Directive.
Information from
NIRs

In the context of ensuring the ongoing relevance of the Directive one MS, in their
NIR, specifically advocated a reduction of the exposure limit specified in the
Directive. No other MSs suggested such a measure although it is noted that two
MSs (NL & FR) have already implemented a lower limit. This issue is discussed
below (section 7.5).
No other comments relating to the future relevance of this Directive were made in
the NIRs.

EQR2: Answer

Although the ban on the use of asbestos will have a lasting and sustained benefit
there is widespread opinion that, although difficult to be certain because of the
long-latency of the disease, the Directive and its provisions will remain relevant
with no relaxation of standards justified.
The question has been raised of introducing a lower limit value (as already
implemented in two MSs with a third adopting a slightly different approach). This
issue will be discussed further below (Section 7.5).
There are suggestions that more consistent implementation of aspects of the
Directive could be achieved.
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Assessment of effectiveness

The assessment of the effectiveness of the protection of workers from risks related
to exposure to asbestos at work takes its point of departure the impact storyline
presented in Chapter 2 of this report. On the basis of data gathered from statistics
and studies, we examine whether the initial hypotheses regarding the impact of the
Directive on the protection of workers from risks related to exposure to asbestos at
work can be confirmed. This is done by looking at the impact indicators identified
as part of the elaboration of the intervention logic for the Directive.

5.1

EQE1: Effect on occupational safety and
health

EQE1: To what extent has the Directive influenced workers' safety and health, the
activities of workers' representatives, and the behaviour of establishments?

5.1.1 Workplace impacts
Workers directly
exposed to asbestos
have high risk of
developing cancer

The correlation between asbestos exposure and mesothelioma is well established.
Among asbestos-exposed populations, e.g. workers directly exposed to asbestos
in their daily work, it is estimated that about 80% of malignant mesothelioma
develop among those workers.37 Also, cancer of the lung, larynx, ovary and
possibly pharynx, stomach, and colorectal cancers, have been positively correlated
with asbestos.38 As an example, researchers have estimated that 41% of workrelated lung cancers in Britain (2004) correlated with the use of asbestos.39
Workers who were involved directly in the extraction, manufacturing and
uncontrolled use of asbestos products, e.g. miners, asbestos-cement workers,
shipyards workers, and insulators, have the highest risk of pleural mesothelioma.
However, mesothelioma cases and deaths have also been found among workers

37

Montanaro et al. (2003) “Pleural mesothelioma incidence in Europe: evidence of some
deceleration in the increasing trends”.
38
39

IARC (2012) http://monographs.iarc.fr/ENG/Monographs/vol100C/mono100C-11.pdf
Hutchings and Rushton (2012) Occupational cancer in Britain
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in workplaces where asbestos exposure was at a relatively low level, e.g. in
bakeries, or among subgroups of workers, e.g. maintenance workers in oil
refineries.40 The issue of wider, generally low-level, exposures to asbestos
amongst, for example, workers in or inhabitants of buildings containing asbestos
within their structure is discussed in section 7.5.
Workers' exposure
to asbestos
diminished

Altogether, general figures (see 5.1.2) reveal that the exposure to asbestos has
diminished in the EU-28, primarily due to the ban on asbestos use in the Asbestos
Directive and other legislation. However, as the mean latency time for pleural
mesothelioma is 48.7 years41 this reduction will clearly take a lengthy period to
manifest itself in a reduction in asbestos-related disease.
In general, data at EU level on the increase or reduction of asbestos use, incidence
and mortality rates reflects the trends at country level and not the trend at
workplace level or the specific groups of workers exposed to asbestos.

Very little data on
specific impacts

The Asbestos Directive contains a number of specific CPMs and other KRs which,
as noted earlier, should result in changes in workplaces where exposure to
asbestos might occur. This includes notifications, the provision of information and
training, measures to avoid exposure or reduce it to a minimum, etc. Although, as
reported earlier, some limited data on some of these duties (e.g. notifications) is
available there are no data sources which permit the elucidation of trends to
determine the growing impact of the Directive. The facts that such notifications
appear to take place (although not all MSs reported details); that workplace
inspections, recommendations for action, and other enforcement actions (including
prosecutions) are taking place are in themselves evidence of the impact that the
Directive (and its antecedents) has had although again, despite the specific
request for such material in the NIR template, the information from MSs is often
limited and of poor quality. In particular no information is available to indicate the
degree of compliance (e.g. the proportion of activities where a notification should
be submitted where this does or does not occur). One comment from one MS
(Greece) suggests that complete non-compliance is more of an issue than
workplaces subsequently exceeding the limit value which would suggest that such
non-compliance is an issue. It might be assumed that this is a particular problem in
those MSs where extremely low levels of notifications are recorded, although there
is no evidence to support any such assumption.
The details provided relating to such notifications gives no insight into the locations
or types of work concerned although, as they relate to the intention to work where
asbestos (or materials containing asbestos) is known (or believed) to be present,
they clearly give no insight into accidental or unexpected exposures.

40

Montanaro et al. (2003) Pleural mesothelioma incidence in Europe: evidence of some
deceleration in the increasing trends
41

The longest latency period observed has been found for maritime traders (56.2 years),
while the shortest has been observed for insulators (29.6 years). Montanaro et al. (2003)
Pleural mesothelioma incidence in Europe: evidence of some deceleration in the increasing
trends
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Article 11 requires employers, before beginning demolition or maintenance work, to
take all necessary steps to identify presumed asbestos-containing materials, if
appropriate by obtaining information from the owners of the premises. Some MSs
(e.g. the UK) include legal requirements on building owners such that owners have
a duty to manage any asbestos in that building. This includes all non-domestic
premises including industrial and commercial buildings such as factories,
warehouses, offices and shops as well as public buildings such as hospitals,
schools, museums, libraries, leisure centres, churches and other religious
buildings. The duty includes making and keeping up-to-date, a record of the
location and condition of the asbestos-containing materials, or materials which are
presumed to contain asbestos and making that available to contractors doing work
which might disturb the asbestos.

5.1.2 Safety and health impacts
Use of Asbestos
banned in all EU-28
member states

The first impact, as shown in Table 5-1 is that the use of asbestos and asbestoscontaining materials has been banned in all of the EU-28 MSs, in accordance with
the prohibitions in Article 5 in the Directive and other statutory provisions (e.g.
REACH). In 13 of the EU MSs, a ban was adopted by 2000. For the remaining 15
EU MSs, a ban was adopted between 2001 and 2013.42 Before a total ban was
adopted, most of the EU MSs enacted legislation that partly prohibited the use of
various forms of asbestos.
Table 5-1 also indicates that the consequence of the prohibition of the use of
asbestos in EU-28 has been that the average per capita asbestos use, measured
in kg/capita/year, has diminished from an average of 1.7 in 1971-2000 to an
average of 0.1 in 2001-2012. The impact has been that half (14) of the EU MSs in
2012 had abandoned the use of asbestos. In the other half (14) of the EU MSs, the
per capita asbestos use had declined to between 0.1 and 0.39 kg/capita/year.43
Nine of these MSs (Bulgaria, Croatia, Cyprus, Czech Republic, Estonia, Hungary,
Latvia, Romania, and Slovakia) joined EU after 2004. It is thus likely that these
states prohibited the use of asbestos as part of the EU accession process, but that
the ban has not (yet) fully been reflected in practice and in these figures.44 Those
countries with a relatively late ban are highlighted in blue in the table. It should be
noted that the six EU MSs that still used asbestos in the 2000s, (although at a
much lower level, from 0.06-0.65 kg/capita/year), belonged to this group of the
newest EU MSs (from 2002-2013).
This table also shows that the age-adjusted mortality rate45 per million people is
still high for both mesothelioma and asbestosis. As it takes 30-40 years to develop
a cancer related to mesothelioma and asbestosis, it may be expected that these
figures will not drop significantly in the next 10-15 years.

42

Kameda et al. (2014) Asbestos: use, bans and disease burden in Europe
Kameda et al. (2014) Asbestos: use, bans and disease burden in Europe
44
Kameda et al. (2014) Asbestos: use, bans and disease burden in Europe
45
Adjusted to the WHO World Standard age distribution.
43
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Table 5-1: Status of asbestos bans, asbestos use and related diseases, EU-28 (including
Croatia), 1920–2012

EU-28 a

Status of
asbestos
banb

Austria
Belgium
Bulgaria (n)
Croatia (n)
Cyprus (n)
Czech Republic (n)
Denmark
Estonia (n)
Finland
France
Germany
Greece
Hungary (n)
Ireland
Italy
Latvia (n)
Lithuania (n)
Luxembourg
Malta (n)
Netherlands
Poland (n)
Portugal
Romania (n)
Slovakia (n)
Slovenia (n)
Spain
Sweden
United Kingdom
f All

Early
Early
Late
Late
Late
Late
Early
Late
Early
Early
Early
Late
Late
Early
Early
Late
Late
Late
Late
Early
Early
Late
Late
Late
Early
Late
Early
Early

Average per capita asbestos use, Age-adjusted mortality rate, per
million people (no. of reported
kg/capita/yearc
years)d
1920–1970 1971–2000 2001–2012 Mesotheliomae Asbestosis e
1.17
2.09
0.00
6.35 (9)
0.42 (8)
3.08
3.02
0.00
9.34 (5)
1.26 (5)
0.14
1.31
0.02
1.21 (6)
1.41 (6)
0.78
3.57
0.39
7.58 (16)
0.94 (11)
6.41
2.36
0.01
7.72 (7)
0.73 (1)
0.82
1.85
0.06
3.12 (17)
0.42 (12)
2.16
1.97
0.00
8.87 (13)
1.91 (13)
0.07
0.06
0.26
5.78 (14)
0.44 (1)
1.49
0.86
0.03
8.96 (15)
2.39 (15)
1.08
1.44
0.00
7.74 (10)
0.79 (10)
1.17
2.18
0.00
7.04 (13)
0.71 (13)
0.41
1.28
0.00
–
–
0.78
2.36
0.03
3.01 (14)
0.24 (6)
–
1.57
0.19
5.77 (4)
0.96 (3)
0.83
1.61
0.00
10.37 (5)
0.30 (5)
0.26
0.66
0.08
5.68 (15)
–
0.05
0.14
0.00
3.53 (13)
–
3.48
3.13
0.08
13.59 (12)
2.45 (2)
–
–
0.00
21.33 (15)
6.31 (7)
0.84
0.87
0.00
15.91 (15)
0.49 (15)
0.39
1.72
0.00
2.19 (12)
0.16 (12)
0.27
1.06
0.11
1.97 (6)
0.19 (4)
0.62
0.76
0.24
2.19 (12)
0.12 (5)
1.52
3.01
0.02
2.92 (17)
1.43 (9)
1.70
6.78
0.00
9.11 (14)
2.81 (14)
0.51
1.35
0.03
4.13 (12)
0.21 (12)
1.20
0.51
0.00
7.65 (14)
0.60 (14)
1.92
1.03
0.00
18.36 (11)
1.16 (11)
1.20
1.7
0.1
7.76 (17)
1.03 (17)

Source: Kameda et al, (2014) Asbestos: use, bans and disease burden in Europe. WHO
Notes: (n) Became members of EU in 2004, 2007 or 2013 (Croatia).
b

a

Countries that belong to the

European Region of WHO. Early: ban adopted by 2000; Late: ban adopted 2001–2013; None: no ban.

c

Values below 0.05 were given the value 0.00. d Time period 1994–2010. e International classification of
diseases, 10th Revision, C45 and J61. f As the sum (All) in the original version of the WHO article was
miscalculated, this has been corrected in the table

Figure 5-1 (from Peto et al 1999)46 suggests that, based on overall pleural cancers,
asbestos-related deaths have risen across the period including the introduction of
the Directive across MSs, and are likely to increase in the next few years, at least
in the countries shown. The historical usage data are shown in more detail in Table
5-2.

46

Peto et al. (1999) The European mesothelioma epidemic.

Evaluation of the Practical Implementation of the EU Occupational Safety and Health (OSH) Directives in EU Member States

59

Figure 5-1. Observed (to 1989) and predicted (1990-2029) annual deaths from pleural
cancer in men in six Western European countries (from Peto et al, 1999)

Table 5-2: Historical trend in use of asbestos (kg per capita/year) and status of national bans in 15
EU countries
Historical trend in use of asbestos (kg per capita/year) and status of national bans in 15 EU countries
Country
1950s
1960c
1970s
1980s
1990s
2000s
Ban year
Denmark
3.07
4.80
4.42
1.62
0.09
NA
1986
Sweden
1.85
2.30
1.44
0.11
0.04
NA
1986
Austria
1.16
3.19
3.92
2.08
0.36
0.00
1990
Finland
2.16
2.26
1.89
0.78
ND
?
1992
Germany
1.84
2.60
4.44
2.43
0.10
0.00
1993
Netherlands
1.29
1.70
1.82
0.72
0.21
0.00
1994
France
1.38
2.41
2.64
1.53
0.73
0.00
1996
United Kingdom
2.62
2.90
2.27
0.87
0.18
0.00
1999
Luxembourg
4.02
5.54
5.30
3.23
1.61
0.00
2002
Spain
0.32
1.37
2.23
1.26
0.80
0.18
2002
Czech Republic
1.62
2.36
2.91
2.73
1.30
0.14
2005
Hungary
0.76
1.23
2.87
3.29
1.50
0.16
2005
Lithuania
ND
ND
ND
ND
0.54
0.06
2005
Romania
ND
ND
1.08
0.19
0.52
0.55
2007
Croatia
0.39
1.13
2.56
2.36
0.95
0.65
2013

Source:

http://monographs.iarc.fr/ENG/Monographs/vol100C/mono100C-11.pdf,

2012;

Kameda et al, (2014) Asbestos: use, bans and disease burden in Europe, WHO (with regard
to year of ban in Croatia only).
Notes: ND: no data available; NA: not applicable because of negative use data; 0.00 when
the calculated data were < 0.005; ? if there are no data after the year the ban was
introduced.
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Research published in 2003 also supports these findings. Figure 5-2 indicates a
positive correlation between changes in trends between 1982 and 2000 and the
year of national asbestos bans in nine European countries, including in seven EU
countries. However, it also shows that the number of incidences of pleural
mesothelioma continued to increase (although the rate of that increase is
reducing), particularly in France and England, which can be explained by the long
latency period for mesothelioma.
Figure 5-2: Estimated annual percent change of the truncated (age 40–74) age-standardized
rates for pleural mesothelioma among males between 1982 and 2000 in European cancer
registries, including seven EU-countries, contrasted with year of national asbestos bans
(regression line and 95% confidence intervals are reported).

Source: Montanaro et al,(2003) “Pleural mesothelioma incidence in Europe: evidence of
some deceleration in the increasing trends”, Causes and Control 14: 791–803.

Table 5-3 gives an overview of the process in relation to banning the use of
Asbestos in 20 EU countries, and particularly the banning of different types of
asbestos.
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Table 5-3: Details of steps to ban asbestos in 20 EU countries (1986-2002)
Year
1986
1986
1988
1990

Details of national legislation and steps to ban asbestos in 20 EU countries (1986-2002)
Denmark introduces ban (with exceptions) on chrysotile
Sweden introduces the first of a series of bans (with exceptions) on various uses of chrysotile
Hungary bans amphiboles
Austria introduces ban on chrysotile (some exceptions)

1991

The Netherlands introduces the first of a series of bans (with exceptions) on various uses of chrysotile
1992 Finland introduces ban (with exceptions) on chrysotile (came into force 1993)
1992 Italy introduces ban on all types of asbestos (with some exceptions until 1994)
Germany introduces ban (with minor exemptions) on chrysotile, amosite and crocidolite having been
1993 banned previously. The sole derogation remaining is for chrysotile-containing diaphragms for chlorinealkali electrolysis in already in existing installations. These will be banned as of 2011
1993 Croatia bans crocidolite and amosite
1996 France introduces ban (with exceptions) on chrysotile
1996 Slovenia introduces ban on asbestos-cement
1997 Poland bans asbestos
1998 Belgium introduces ban (with exceptions) on chrysotile
1998 Lithuania issues first law restricting asbestos use; ban expected by 2004
1999 UK bans chrysotile (with minor exemptions)
2000 Ireland bans chrysotile (with exceptions)
Latvia bans asbestos (exemption for asbestos products already installed, however, they must be
2001
labelled)
Spain and Luxembourg plan to ban chrysotile, crocidolite and amosite having been banned under earlier
2002
EU directives
2002 Slovak Republic expects to adopt EU asbestos restrictions banning all asbestos

Source: Kazan-Allen (2015) http://www.ibasecretariat.org/chron_ban_list.php, modified in
Montanaro et al. (2003) “Pleural mesothelioma incidence in Europe: evidence of some
deceleration in the increasing trends”.

Table 5-4 presents the estimated annual percent changes (EAPCs) in two periods
(1978-1986/7) and (1986/9-1995/7), together with 95% confidence intervals for
those estimates. During the first period (1978-1986/7), the EAPCs were
significantly higher than in the second period (1986/9-1995/7).
The EAPCs were 10.2 in England, 7.7 in Scotland, 6.3 in Finland, 5.9 in Sweden,
and 3.5 in Denmark in the first period (1978-1986/7), compared to the second
period (1986/9-1995/7), where the EAPCs were 4.7 in England, 0.2 in Scotland,
2.7 in Finland, 1.4 in Sweden, and 3.2 in Denmark. In France, Italy, and the
Netherlands, the EAPCs were 6.5, 3.2 and 2.1 respectively in the second period.
The table also shows the EAPCs in selected regional registries in Italy, the
Netherlands and France in the second period (1986/9-1995/7). They range from 1.1 to 4.8 and are also below the average changes in the 1980s.
Thus, even though the incidences were still increasing in the 1990s, the EAPCs
were falling compared to the 1980s. This indicates that the increase in incidences
peaked in the 1980s. This is supported by the WHO findings above (Kamedaet et
al, 2014: see Table 5-1).
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Table 5-4. EAPCs and 95% confidence intervals (CL) of the truncated (age 40-74) agestandardized rates for pleural mesothelioma among males in two recent periods (where
available)

Registry

First period EAPC (95% CI)

Second period
EAPC (95% CI)

National cancer registries for pleural mesothelioma
Scotland
1978-1987 7.7 (3.9 to 11.6) 1988-1997
England
1978-1987 10.2 (5.8 to 14.6) 1988-1997
The Netherlands
N/A
1989-1997

0.2
4.7
2.1

(-2.5 to 3.0)
(1.6 to 7.8)
(-1.5 to 5.6)

Italya
Denmark
Sweden
Finland

1987-1995
1987-1996
1988-1997
1988-1997

3.2
3.2
1.4
2.7

(-1.5 to 8.0)
(-1.2 to 7.5)
(-3.1 to 6.0)
(-1.9 to 7.4)

1988-1996

6.5

(0.6 to 12.4)

1986-1995 1.4
1989-1997 -1.1
1988-1997 2.3
1988-1997 3.1
1989-1997 0.3
1988-1997 4.8
1988-1997 -3.4

(-0.7 to 3.6)
(-3.6 to 1.5)
(-0.3 to 4.9)
(0.4 to 5.8)
(-3.3 to 3.8)
(0.8 to 8.8)
(-7.7 to 1.0)

N/A
1978-1986 3.5
1978-1987 5.9
1978-1987 6.3

(-1.9 to 8.9)
(0.6 to 11.3)
(0.8 to 11.8)

France a
N/A
Regional cancer registries for pleural mesothelioma
Genoa (I)
N/A
Rotterdam (NL)
N/A
Amsterdam (NL)
N/A
Maastricht (NL)
N/A
Twente (NL)
N/A
Isere (F)
N/A
Varese (I)
N/A
-

Sources: Montanaro et al. (2003) “Pleural mesothelioma incidence in Europe: evidence of
some deceleration in the increasing trends”.

Estimated annual
percent changes
higher in the age
group 65-74

Table 5-5 shows the EAPCs of the truncated age-standardized rates for pleural
mesothelioma from 1986/9-1995/7 in the age groups 40–64 and 65–74 in eight EU
countries and seven regions. The EAPCs for men in the age group 65-74 were
significantly higher than for men in the age group 40-64 in the period. The EAPCs
for the age group 65-74 ranged from 2.6 in Scotland, 2.9 in Sweden, 3.1 in the
Netherlands, to 5.2 in Italy, 7.8 in England, 8.7 in Finland, 9.1 in Denmark, and
10.1 in France. At the same time, the EAPCs for men in the age group 40-65 was
significantly lower in all countries (-0.6-3.6). This trend was also reflected in the
regional cancer registries.
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Table 5-5 EAPCs and 95% confidence intervals (CL) of the truncated (ages 40–64 and 65–
74) age-standardized rates for pleural mesothelioma by age in the last available period
among males in cancer registries in eight EU countries and seven regions.
Registry
mesothelioma

pleural

Period

Age
40–64
EAPC

National cancer registries

-0.2

Age 65–
74
95% CI

EAPC

95% CI

(-6.1 to 2.1)

2.6

(-0.5 to 5.8)

Scotland

1988-1997

England

1986-1995

2.6

(-1.7 to 6.8)

7.8

(3.9 to 11.7)

The Netherlands

1989-1997

1.3

(-3.7 to 6.3)

3.1

(-1.2 to 7.4)

a

Italy

1987-1995

1.8

(-4.9 to 8.5)

5.2

(-0.6 to 11.0)

Denmark

1987-1996

-0.6

(-6.5 to 5.4)

9.1

(3.5 to 14.6)

Sweden

1988-1997

0.4

(-6.0 to 6.8)

2.9

(-2.6 to 8.4)

Finland

1988-1997

-1.2

(-7.6 to 5.2)

8.7

(2.8 to 14.6)

a

1988-1996

3.6

(-4.8 to 12.1)

10.1

(3.0 to 17.2)

Genoa (I)

1986-1995

0.9

(-2.1 to 3.9)

2.2

(-0.5 to 4.9)

Rotterdam (NL)

1989-1997

-0.3

(-6.5 to 0.6)

1.8

(-1.4 to 5.0)

Amsterdam (NL)

1988-1997

0.5

(-3.4 to 4.4)

4.3

(1.3 to 7.2)

Maastricht (NL)

1988-1997

0.1

(-3.5 to 3.8)

7.5

(4.1 to 10.8)

Twente (NL)

1989-1997

1.1

(-4.0 to 6.2)

-0.8

(-5.0 to 3.5)

Isere (F)

1988-1997

-1.2

(-6.8 to 4.5)

13.0

(8.0 to 18.0)

1988-1997

-0.8

(-7.0 to 5.5)

-6.7

(-11.9 to -1.5)

France

Regional cancer registries

Varese (I)

Sources: Montanaro et al. (2003) “Pleural mesothelioma incidence in Europe: evidence of some
deceleration in the increasing trends”

Rank of rates similar
to men and women,
although much lower
for women

Lung cancer related
to asbestos – lack of
figures about
estimated annual
percent changes at
EU level

Research indicates that the rank of the rates for women are similar to the rates
observed for men, although the rates are considerably lower for women. The malefemale ratio also varied markedly across different EU countries, from 1.8 (1.8 men
to one woman) in Estonia to 9.0 (9 men to one women) in the Netherlands. The
rates also varied across EU regions studied, from 1.2 in Varese (in Italy) to 14.2 in
Rotterdam (the Netherlands).47
Although there are no figures on the EAPCs that compare the estimated
attributable fractions, deaths and registrations for mesothelioma with lung cancer in
the statistics available, Table 5-6 indicates that lung cancer in total registrations in
Great Britain (in 2004) exceeded the number of registered cases of lung cancer
related to mesothelioma by 15%. It may thus be expected that this trend could be
found in other EU countries and may impact on the estimates on annual percent
changes for both types of cancers related to asbestos.

Montanaro et al. (2003) “Pleural mesothelioma incidence in Europe: evidence of some
deceleration in the increasing trends”.
47
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Table 5-6: Occupational cancer in Great Britain. Estimated attributable fractions, deaths and
registrations related to asbestos by cancer site in 2005 (deaths) and 2004 (registrations).
Total cancer
registrations in
relation to
mesothelioma
and lung
cancer

Attributable fraction
(%)
(95% confidence
interval)

M

F

Attributable numbers
(95% confidence interval)

Registrations
related to
asbestos
(95%
confidence
interval)

Deaths (2005)

Registrations (2004)

M

F

Total

M

F

Total

Registrations
(2004)
attributable to
asbestos

Total

Cancer type
Mesothelioma
(C45)

97

82.5

94.9

1699

238

1937

1699

238

1937

1937

Lung
(C33-C34)

21.1

5.3

14.5

4020

725

4745

4627

815

5442

2223

Source: Rushton et al. (2012)
Notes: Whereas Mesothelioma is 94.9% attributable to asbestos, lung cancer is considered
to be 14.5% attributable to asbestos. Confidence intervals are not included in the table.

Demolition and
removal of
asbestos

According to Article 5 in the Directive, the treatment and disposal of products
resulting from demolition and asbestos removal is exempted from the prohibition of
the use of asbestos. The reported use of asbestos probably reflects this
exemption, but the figures cannot be drawn from the statistics.

EQE1: Answer

Although the long-latency of asbestos-related diseases makes it impossible to be
certain, there is widespread belief that the ban on the use of asbestos, now almost
completely in place across the EU, will have had a major impact on reducing
asbestos exposure and therefore reducing the risk of asbestos-related ill-health.
However, much asbestos remains in place (mainly in buildings but also in some
other areas such as a ground contaminant) and a need will remain for care in its
removal and disposal.

5.2

EQE2: Effect of derogations and transitional
periods

EQE2: What are the effects on the protection of workers' safety and health of the
various derogations and transitional periods foreseen in the Directive concerned?
EQE2: Answer

The Asbestos Directive does not contain any provisions for extended deadlines or
for derogations, although a delay for the transposition of the Directive into national
law was allowed for Greece.
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EQE3: Effect of Common Processes and
Mechanisms

EQE3: How and to what extent do the different Common Processes and
Mechanisms that were mapped contribute to the effectiveness of the Directives?
EQE3: Answer

There are no statistics or data available which allow the separate examination of
the contribution of the different CPMs to the effectiveness of this Directive with the
exception that information on the implementation on bans in the MSs provides a
direct indication of the implementation of Article 5 which embodied that ban.

5.4

EQE4: Effect of enforcement

EQE4: To what extent do sanctions and other related enforcement activities
contribute to the effectiveness of the Directives?

EQE4: Answer

There are clear indications that national legislation prohibiting the use of various
forms of asbestos and the ban on asbestos in all EU-28 countries have been the
most important factors contributing to the effective enforcement of the Directive on
Asbestos and for the significant decrease in the use of asbestos (see chapter 5.1).
However, apart from national usage data, there is no information available on the
enforcement of those provisions.
National Implementation Reports from 2013 indicate that most EU MSs have
legislation in place for the enforcement of the Directive, including carrying out
demolition, renovation, repair, maintenance, or removal work, or asbestos work as
such, and that the MSs enforce the legislation. In practice national legislations
require that companies should obtain a permit from national authorities or be
certified, prove their technical knowledge and expertise, report on their work,
and/or be subject to control by inspectors in order to be allowed to carry out work
on asbestos.
Also, most MSs live up to the minimum requirement set in the Directive of a single
maximum limit value for airborne concentration of asbestos which is 0.1 fibres cm-3
as an eight-hour time-weighted average. Two MSs have set lower values (0.01
fibres cm-3) and one utilises a four-hour rather than an eight-hour average in
calculating exposure. The basis for these changes is not known although
presumably the latter reflects the fact that, given the requirements for preparation
and cleaning-up, together with the limitations of working with RPE without a break,
four hours is probably a better reflection of the time spent in the exposed
environment.
At the same time, it is also clear, due to the long latency period for developing
cancer related to the exposure to asbestos it will not be possible to draw firm
conclusions about the detailed impact of the ban’s effectiveness for the next 15-20
years. However, many EU countries have reportedly established central registries
that either report on cancer, including cancer related to asbestos, and/or registries
reporting on asbestos work. Greater access to and central collation of such registry
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data would provide a valuable source of data for any future evaluations of the
Asbestos Directive.

5.5

EQE5: Benefits and costs

EQE5: What benefits and costs arise for society and employers as a result of
fulfilling the requirements of the Directives?
Answer to EQE5

This question is addressed in the Main Report in a cross-Directive perspective.

5.6

EQE6: Broader impacts

EQE6: To what extent do the Directives generate broader impacts (including side
effects) in society and the economy?
Answer to EQE6

This question is addressed in the Main Report in a cross-Directive perspective.

5.7

EQE7: Objective achievement

EQE7: To what extent are the Directives achieving their aims and, if they are not,
what cause could play a role? What factors have particularly contributed to the
achievement of the objectives?
Answer to EQE7

This question is addressed in the Main Report in a cross-Directive perspective.
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Assessment of coherence

With regard to internal coherence, this section focuses primarily on coherence
between Directive 2009/148/EC (the Asbestos Directive) and the two directives, on
chemical agents (CAD) and carcinogens or mutagens (CMD).
No major internal coherence issues were identified, apart from the identification of
provisions under the Asbestos Directive that could potentially apply to all
hazardous chemical agents under the CAD or that could apply to all carcinogens or
mutagens under the CMD. The analysis also suggests clarifying the interface
between the CMD and the Asbestos Directive. This could be done by defining what
would be the provisions of the CMD that should apply to workers exposed to
asbestos.
No external coherence issues were identified between the Asbestos Directive and
other EU policies, legal instruments and international texts. The asbestos control
measures under REACH Regulation, Regulation (EU) No 1257/2013 on ship
recycling, are limiting workers exposure to asbestos and contributing to the
objectives under the Asbestos Directive. Finally the EU environmental legislation
controlling emission of asbestos into the environment (e.g. Directive 87/217/EEC
on the prevention and reduction of environmental pollution by asbestos, Directive
2000/60/EC Water Framework Directive) are benefiting from the application of the
Asbestos Directive to achieve their objectives.
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6.1

EQC1: Coherence and complementarity
between the Asbestos Directive and the other
OSH Directives (Internal coherence)

EQC1: What, if any, inconsistencies, overlaps, or synergies can be identified
across and between the Directives (for example, any positive interactions
improving health and safety outcomes, or negative impact on the burdens of
regulation)?

Scope of application

This Directive applies to activities in which workers are or may be exposed in the
course of their work to dust arising from asbestos or materials containing asbestos
as defined under its Article 2.
The provisions of the CMD apply to asbestos whenever these provisions are more
favourable to health and safety at work. The requirements of the CAD also apply,
as asbestos falls under the definition of chemical agents. It is however unclear in
practice how the provisions of the CAD AND CMD apply to asbestos. For example
it is difficult to identify where a provision of the CMD is more favourable than the
Asbestos Directive. The interlinkages between the three Directives should be
further clarified.
Preliminary conclusion:

Risk assessment

›

Consider the preparation of guidelines to define what would be the provisions under the
Carcinogens or Mutagens Directive that are more favourable than the provisions under the
Asbestos Directive

The Asbestos Directive provides that in the case of any activity likely to involve a
risk of exposure to dust arising from asbestos or materials containing asbestos,
this risk must be assessed in such a way as to determine the nature and degree of
the workers’ exposure to dust arising from asbestos or materials containing
asbestos. The provisions of the CMD on risk assessment provide that the
assessment shall be renewed regularly and in any event when any change occurs
in the conditions which may affect workers' exposure to carcinogens or mutagens.
They also require that the employer shall supply the authorities responsible at their
request with the information used for making the assessment. They finally require
employers to give particular attention to any effects concerning the health or safety
of workers at particular risks. These provisions, since they are considerable more
favourable for the health and safety of workers, should also apply in case of
workers exposed to asbestos.
Preliminary conclusion:

›

Ensure that employers are applying more favourable provisions of the Carcinogens or Mutagens
Directive on risk assessment in case of workers exposure to asbestos (i.e. assessment to be
renewed regularly, obligation to supply authorities on request with information used for the risk
assessment)
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All directives that regulate worker risks from exposure to chemical agents set
detailed risk management measures, derived from the risk assessment, that are
different in their approach and structure. Under the Asbestos Directive, two types
of risk management measures apply depending on the result of the risk
assessment. In case of sporadic and low intensity exposures under specific works
(e.g. short non-continuous maintenance activities), and if it is clear from the results
of the risk assessment that the exposure limit for asbestos will not be exceeded in
the air of the working area, certain risk management measures will not apply (e.g.
the notification procedure, assessment of worker’s state of health prior exposure,
registration of workers exposed to asbestos).
The following measures must apply independently of the level of exposure
identified under the risk assessment:
›

the number of workers exposed or likely to be exposed to dust arising from
asbestos or materials containing asbestos must be limited to the lowest
possible figure;

›

work processes must be designed so as not to produce asbestos dust or, if that
proves impossible, to avoid the release of asbestos dust into the air;

›

all premises and equipment involved in the treatment of asbestos must be
capable of being regularly and effectively cleaned and maintained;

›

asbestos or dust-generating asbestos-containing material must be stored and
transported in suitable sealed packing;

›

waste must be collected and removed from the place of work as soon as
possible in suitable sealed packing with labels indicating that it contains
asbestos.

Additionally, depending on the results of the initial risk assessment, and in order to
ensure compliance with the limit value laid down in Article 8, measurement of
asbestos fibres in the air at the workplace shall be carried out regularly.
The following risk management measures must also be taken where the work does
not involve sporadic and low intensity exposure not exceeding limit values for
certain type of work:
›

A notification system administered by MSs;

›

An assessment of health worker prior to exposure;

›

Register of workers exposed indicating the nature and duration of the activity
and the exposure to which they have been subject;

›

Demarcation sign and hygiene measures.

The CMD and Asbestos Directives both contain provisions requiring employers to
register workers exposure. However the provisions under the Asbestos Directive
are more stringent since they require employers to indicate the nature and duration
of the exposure to which they have been subjected, whereas the CMD requires
that employers must indicate only (if available) the exposure to which they have
been subjected. As there are no major differences of risk between the
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characteristics of the substances covered by these Directives (asbestos is a
carcinogen), such difference in the wording of these two provisions does not seem
to be justified.
Preliminary conclusion:
› Consider the review of the provision of a register of workers under the Carcinogens or Mutagens
Directive to align it with the similar provision under the Asbestos Directive.

-

Risk management measures under CMD applicable to asbestos.

The substitution requirements are not applicable in the case of asbestos. Asbestos
cannot be placed on the market anymore. Workers are exposed to asbestos during
removal or demolition work. In this case asbestos cannot be substituted.
No risk management measures derived from the risk assessment under the CMD
that could be more favourable for the protection of workers were identified, apart
may be the obligation to evacuate carcinogens or mutagens at source through
local extraction system or general ventilation appropriate and compatible with the
need to protect public health and the environment, which is not explicitly mentioned
in the Asbestos Directive48.

Preventive and
protective services

Information requirements
to workers

The Asbestos Directive does not include any requirement relevant to the
appointment of preventive and protective service49. This is the case for all
Directives relating to chemicals and does not create any issue of coherence, as the
requirement to appoint such services/persons is linked with every specific
establishment/undertaking and is not risk specific. The requirement applies through
the Framework Directive and these services carry out their activities with regards to
any agents present in the specific workplace, including asbestos.
The Asbestos Directive contains information requirements that could apply to all
workers, e.g. information on safe working practices (Framework Directive Report),
but also specific requirements targeting workers exposed to asbestos, e.g. special
precautions designed to minimise exposure to asbestos, However, there is one
requirement identified in this Directive that could also apply to all chemical agents
under the CAD:
Details concerning information relevant to PPE are provided under the Asbestos
Directive, whereas the CAD does not include a requirement to provide information
on the wearing and use of protective equipment and clothing. A similar requirement
is also set in the CMD.
48

The Asbestos Directive refers to work processes that must be designed to avoid the
release of asbestos dust into the air which would implicitly require the use of evacuation
systems at source (e.g. extraction systems)
49
The Asbestos Directive requires that sampling shall be carried out by suitably qualified
personnel (and measurement at registered laboratories). Although seen earlier as
approximating to this requirement legally this provision does not necessarily entail that
preventive and proactive services will be involved in risk management and is not therefore
directly comparable.
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Preliminary conclusions:
› Consider the review of the information provisions under the Chemical Agents Directive to include
information requirement on wearing and use of protective equipment and clothing.

Some information requirements under the CMD could also apply to workers
exposed to asbestos since they are considered more favourable for the protection
of workers exposed to asbestos:
-

Workers must be informed of the steps to be taken by workers,
including rescue workers, in the case of incidents and to prevent
incidents.

-

Workers and/or any workers' representatives in the undertaking or
establishment are informed as quickly as possible of abnormal
exposures, including those referred to in Article 8, of the causes
thereof and of the measures taken or to be taken to rectify the
situation.

Preliminary conclusions:
› Ensure that employers are applying more favourable provisions of the Carcinogens or Mutagens
Directive on worker information in case of workers exposure to asbestos (i.e. workers to be
informed on the steps to be taken in case of incidents and to prevent incidents, workers to be
informed as quickly as possible of abnormal exposure,

Training requirements

The Asbestos Directive contains some general requirements on training that could
bring an added value to the general principle set in the Framework Directive (see
Framework Directive Report), as well as some risk specific requirements which are
justified by the scope of this particular Directive (e.g. the properties of asbestos
and its effects on health, including the synergistic effect of smoking). Some
provisions on training from this Directive could also apply to all carcinogens and
chemical agents under the CMD and CAD:
›
The Asbestos Directive is the only chemicals directive that includes the
requirement to provide training on medical surveillance requirements. However,
health surveillance is potentially of equal importance in relation to all chemicals and
carcinogens.
›
The Asbestos Directive includes training requirements relevant to the potential
risks/effects to health. Such a requirement is also set under the CMD but not under
the CAD.
›
Details concerning training relevant to PPE are not provided under the CAD,
whereas the Asbestos Directive includes training on the appropriate role, choice,
selection, limitations and proper use of PPE (in this case, respiratory equipment). A
similar requirement is also set under the CMD.
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Preliminary conclusions:
› Consider the review of the training provisions under the Chemical Agents Directive to include
training requirements relevant to the potential risks/effects to health of chemical agents, to hygiene,
PPE, health surveillance requirements.

No training requirements were identified under the CMD that are considered more
favourable for the protection of workers exposed to asbestos.

Health
surveillance

The Asbestos Directive sets very detailed and comprehensive requirements on
health surveillance of workers. Some of these requirements are very specific to
asbestos (e.g. examination of the chest) whereas others could apply to all workers
independently of the risk they are exposed to (see Framework Directive Report).
Finally two requirements on health surveillance from this Directive could also apply
to all chemical agents under the CAD since they are unlikely to be tailored to the
specific hazards and risks derived from asbestos:
›

The doctor or the authority responsible for the health surveillance must be
familiar with the exposure conditions or circumstances of each worker.50

›

The possibility by workers concerned or the employer to request a review of the
results of health surveillance.

There are also important differences between the health surveillance requirements
under the Asbestos Directive and the CMD.
The Asbestos Directive requires that health surveillance must be mandatory for
each worker prior to exposure whereas the CMD only requires health surveillance
to be carried out for workers for whom the results of the risk assessment reveal a
risk to health or safety. The CMD refers to the requirement to ensure health at
regular intervals, if appropriate whereas under the Asbestos Directive a new
assessment must be available at least once every three years for as long as
exposure continues. Unlike the Asbestos Directive the health surveillance
requirements under the CMD do not provide that the doctor or authority
responsible for the medical surveillance of workers may indicate that medical
surveillance must continue after the end of exposure for as long as they consider it
necessary to safeguard the health of the person concerned.
The health surveillance requirements under the Asbestos Directive are therefore
more stringent than the ones under the CMD. Such a difference is not justified by
the specific hazards of asbestos which is classified as a carcinogen.

50

This is a practical recommendation included in Annex I to the Asbestos Directive
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Preliminary conclusions:
› Consider the review of the health surveillance provisions under the Chemical Agents Directive to
include a measure requiring that the doctor or the authority responsible for the health surveillance
must be familiar with the exposure conditions or circumstances of each worker and the possibility
to review the results of the health surveillance, upon request of the worker concerned or the
employer.

›

Health Records

Consultation of
workers

Consider the review of the health surveillance provisions under Carcinogens or Mutagens Directive
to align them with the health surveillance requirements under the Asbestos Directive (i.e. health
surveillance mandatory prior to exposure, at regular intervals, medical indication where necessary
to continue health surveillance after exposure).

The Framework Directive does not regulate health records, whereas almost all of
the individual Directives contain a provision dedicated to health records, including
the Asbestos Directive. This specific directive, in addition to the health records
requirements under the CAD provides that medical records shall be kept for at
least 40 years following the end of exposure. This requirement is also set under the
CMD.
The Asbestos Directive provides that the risk assessment must be the subject of
consultation with the workers and/or their representatives within the undertaking or
establishment. Such requirement could overlap with Article 11(2) of the Framework
Directive requiring consultation on the risk assessment with the workers and/or
their representatives. In practice such overlaps does not lead to double regulation.
The Asbestos Directive also sets other requirements specific to the risk posed by
asbestos. It requires that sampling must be carried out after consultation of the
workers and/or their representatives within the undertaking or establishment. It
prescribes that during periods of work which require the use of such equipment,
provision must be made for breaks appropriate to the physical and climatological
conditions and, where relevant, in consultation with the workers and/or their
representatives within the undertaking or establishment.

Adoption of
Limit Values

Unlike the other two chemical agents Directives which provide that binding limit
values must be adopted by the European Parliament and Council in accordance
with Article 153(2) of the Treaty on the Functioning of the European Union (TFEU),
the Asbestos Directive does not refer to any procedure of adoption of exposure
limit values. This is not a coherence issue since in practice new binding limit values
for asbestos will have to be adopted under the same procedure.

Workers at particular
sensitive risk

There is no reference to workers at particular sensitive risk under the Asbestos
Directive.

Reporting
requirements

The Asbestos Directive contains several reporting requirements that are very
specific to the risks related to asbestos: Employers must submit a notification
document to MSs authorities before the work involving exposure to asbestos
commences (e.g. information on the location of the worksite, the type and
quantities of asbestos used or handled, the workers involved). As mentioned above
under the CMD employers shall supply the authorities responsible at their request
with the information used for making the assessment. Such requirement should
also apply to risk assessment of workers exposed to asbestos. This requirement is
not similar to the notification document under the Asbestos Directive.
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Employers must draw up a plan before demolition work or work is started on
removing asbestos and/or asbestos-containing products from buildings, structures,
plant or installations or from ships. At the request of the competent authorities, the
plan must be notified to them before the start of the projected work.
Inspection and
enforcement
measures

The Asbestos Directive requires MSs to provide for adequate penalties to be
applicable in the event of infringement of national legislation adopted pursuant to
this Directive. It mentions that these penalties must be effective, proportionate and
dissuasive. As mentioned in the Framework Directive report such provisions on
enforcement should be introduced in the Framework Directive to cover all OSH
requirements.

EU stakeholders’
views

None of the EU or national stakeholders identified any internal coherence issues
related to the Asbestos Directive.

Information from the
NIRs

None of the Member States identified internal coherence issue related to the
Asbestos Directive. One Member State flagged that the Asbestos Directive the
CMD supplement the CAD and place additional focus on a number of particularly
hazardous chemical agents that can have serious, irreversible and possibly even
life-threatening effects on health. If there are instances of a substance or material
being carcinogenic, it is important for undertakings that there are binding limit
values in the CMD. On this basis, it is argued that it is inappropriate to bring the
Directives together under one common regulation. The division is easy to
understand and deal with, and it supports chemical working-environment
management at undertakings in a simple way.

EQC1: Answer

With regard to internal coherence, this section focuses primarily on coherence
between the Asbestos Directive and the other two directives on chemicals (CAD
and CMD). No major internal coherence issues were identified apart from the
identification of provisions under the Asbestos Directive that could potentially apply
to all hazardous chemical agents.

6.2

EQC2: Coherence between the Asbestos
Directive and other EU measures and
policies/international instruments (External
coherence)

EQC2: How is the interrelation of the Directives with other measures and/or
policies at European level also covering aspects related to health and safety at
work, such as EU legislation in other policy areas (e.g. legislation: REACH,
Cosmetics Directive, Machinery Directive, policy: Road Transport Safety, Public
Health, Environment Protection), European Social Partners Agreements or
International Labour Organisation (ILO) Conventions?

Other EU non-OSH legal acts
›

REACH Regulation
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In its Annex XVII (entry 6), REACH prohibits the manufacture, placing on the
market and use of asbestos fibres and of articles and mixtures containing these
fibres added intentionally. However, it allows MSs to exempt the placing on the
market and use of diaphragms containing chrysotile (and of bulk asbestos fibres
used exclusively for the maintenance and repair of such diaphragms) under very
strict conditions. It also permits the use of articles containing asbestos fibres
already installed and/or in service before 1 January 2005, although MSs may
restrict, prohibit or make the use of such articles subject to specific conditions until
they are disposed of or reach the end of their service life.51
Such restrictions are in line with the Asbestos Directive which provides that,
without prejudice to the application of other EU provisions on the marketing and
use of asbestos, “activities which expose workers to asbestos fibres during the
extraction of asbestos or the manufacture and processing of asbestos products or
the manufacture and processing of products containing intentionally added
asbestos must be prohibited, with the exception of the treatment and disposal of
products resulting from demolition and asbestos removal, which includes recycling
of waste containing asbestos”.
It is interesting to note that in the opinion by RAC and SEAC52 (as part of the ongoing process to amend the restriction in entry 6 of annex XVII to REACH) the
benchmark value used in the worker risk assessment considered by the Committee
was of 250 f/m3 which is 400 times lower than the value for maximum airborne fibre
concentration in the Asbestos directive. The value used by ECHA was derived
using current ECHA guidance for DNEL/DMEL derivation. Such a difference
indicates that perhaps the limit value for airborne asbestos (or at least for
chrysotile) could need reconsideration. SCOEL is understood to currently be
considering the need to review the limit values for asbestos.
›

Regulation (EU) No 1257/2013 on ship recycling

The purpose of this Regulation is to prevent, reduce, minimise and, to the extent
practicable, eliminate accidents, injuries and other adverse effects on human
health and the environment caused by ship recycling. It lays down rules to ensure
the proper management of hazardous materials. Each new ship and, as of 31
December 2018 at the latest, all ships must have on board an inventory of
hazardous materials, which must identify at least the hazardous materials (e.g.
asbestos) contained in the structure or equipment of the ship, their location and
approximate quantities.

51

according to the interpretation of the Commission's services responsible for REACH,
communicated to MSs and members of RAC and SEAC Committees of ECHA, the
exemption covers not only the placing on market and use of diaphragms containing
asbestos (for existing electrolysis installations) but also of bulk asbestos fibres used
exclusively for the maintenance and repair of such diaphragms.
52
http://echa.europa.eu/documents/10162/13641/annex_xvi_chrysotile_en.pdf
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This asbestos inventory should allow a better implementation of the Asbestos
Directive in the ship dismantling industry and is seen as a synergy which should
limit the risks of workers exposed to asbestos.
The Regulation further requires that the installation or use of asbestos (qualified as
a hazardous material under Annex I) must be prohibited or restricted without
prejudice to other requirements of relevant Union law which may require further
measures. This is in line with the Asbestos Directive and REACH Regulation.
›

Directive 87/217/EEC on the prevention and reduction of environmental
pollution by asbestos

This Directive lays down measures to prevent and reduce pollution by asbestos.
Regarding the Asbestos Directive it provides that the demolition of buildings,
structures and installations containing asbestos and the removal therefrom of
asbestos or materials containing asbestos involving the release of asbestos fibres
or dust must not cause significant environmental pollution by asbestos. It also
requires MSs to ensure that in the course of the transport and deposition of waste
containing asbestos fibres or dust, no such fibres or dust are released into the air
and no liquids which may contain asbestos fibres are spilled. Finally it requests
MSs to ensure in case asbestos is landfilled that waste is treated, packaged or
covered in order to prevent the release of particles.
The application of the Asbestos Directive (e.g. Article 12(c) on the prevention to
spread dust around premises) is contributing to the reduction of the emission into
the environment (air and water) of asbestos and supports the objectives of
Directive 87/217/EEC.
Note that, however the operative provisions of Directive 87/217/EEC have become
either obsolete, as they are concerned with asbestos activities that are now
prohibited under EU law, or redundant as their requirements are duplicated in other
EU instruments. It appears therefore that Directive 87/217/EEC could be repealed
without either creating regulatory gaps at EU level or jeopardising/decreasing the
level of environmental and human health protection.
›

Water Framework Directive (Directive 2000/60/EC)

The Water Framework Directive sets the legal framework for the protection and
restoration of clean water across Europe, with the aim of ensuring its long term
sustainable use. It addresses surface waters (rivers, lakes, transitional waters and
coastal waters) and groundwater. In protecting waters against pollution, the Water
Framework Directive uses quality objectives to facilitate the management of
concentrations of pollutants in surface waters and groundwater. In order to control
pollutants53, which include asbestos, the Water Framework Directive requires MSs
to take the following measures:

53

‘Pollutant’ means any substance liable to cause pollution under the Framework Directive

Evaluation of the Practical Implementation of the EU Occupational Safety and Health (OSH) Directives in EU Member States

77

-

for point source discharges liable to cause pollution, a requirement for
prior regulation, such as a prohibition on the entry of pollutants into
water, or for prior authorisation, or registration based on general
binding rules, laying down emission controls for the pollutants
concerned, including controls;

-

a prohibition of direct discharges of pollutants into groundwater.

Such measures are in line with Directive 87/217/EEC on the prevention and
reduction of environmental pollution by asbestos. The application of the Asbestos
Directive (e.g. Article 12(c) on the prevention to spread dust around premises) is
indirectly contributing to the reduction of the emission into water of asbestos and
supports the objectives of the Water Framework Directive.
›

Industrial Emission Directive (IED)

The IED lays down rules on integrated prevention and control of pollution arising
from industrial activities giving rise to pollution. The IED places emphasis on the
prevention, and where that is not practicable, on the reduction of emissions of
pollution. The IED aims to protect the environment as a whole by addressing the
issue of pollution emissions in an integrated way, i.e. through the reduction of
emissions into air, water, and land, and the prevention of the generation of waste,
odour, and noise, all through more efficient use of resources. Therefore, in addition
to the protection of environment, the IED aims to raise the competiveness of EU
industrial activities.
The production of asbestos or the manufacture of asbestos-based products are
listed under Annex I of the IED and are thus regulated by Chapter II of this
Directive.
This Chapter contains general principles governing the basic obligations of the
operators, what an application for the permit must contains as well as the permit
conditions. Chapter II further contains provisions on best available techniques,
environmental inspection, public access to information, public participation and
access to justice. Finally, Chapter II contains provisions on trans-boundary effects.
The manufacture, use and placing on the market of asbestos fibres and of articles
and mixtures containing intentionally added asbestos fibres is prohibited in the EU,
with the exception set under REACH (Annex XVII (entry 6)) of a very limited use
until end of 2017 of certain asbestos products (e.g. asbestos diaphragms) put into
service before 01-01-2005. However, the IED, and its provisions applying to
asbestos emissions, remains relevant to the chlor-alkali installations where
asbestos products are used.
-

Landfill Directive (Directive 1999/31/EC108)

The Landfill Directive sets technical and operational requirements for dumping of
waste in landfills with the aim of preventing or reducing negative effects on the
environment, in particular the pollution of surface water, groundwater, soil and air.
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Asbestos is considered as a hazardous waste under Commission Decision
2000/532/EC establishing a list of hazardous waste. Under the Landfill Directive
hazardous waste landfill is subject to more stringent requirements than nonhazardous waste. Article 6 provides that only hazardous waste that fulfils the
criteria set out in accordance with Annex II is assigned to a hazardous landfill ( e.g.
the composition, leachability, long-term behaviour and general properties of a
hazardous waste to be landfilled must be known as precisely as possible). Among
others, the Landfill Directive requires more stringent requirements on leachate
collection, bottom sealing, drainage layer, top soil cover for hazardous waste such
as asbestos disposal than non-hazardous waste.
The Landfill Directive as therefore a positive impact on the effectiveness of the
Asbestos Directive since its provision regulating the disposal of asbestos may limit
workers exposure to asbestos at landfill sites.

Other EU Policies
-

European Parliament resolution on asbestos54

This resolution on asbestos-related occupational health threats and prospects for
abolishing all existing asbestos was adopted in March 2013. It proposes several
EU policy actions to eliminate occupational health threats from asbestos. These
policy actions are:

54

-

To develop, implement and support a model for asbestos screening
and registration for all public and commercial buildings.

-

To ensure qualification and training programmes for workers exposed
to asbestos but also for civil engineers, architects and employees of
registered asbestos removal companies.

-

To develop removal programmes and among other actions share
related good practices between social partners and other stakeholders
at European, national and regional levels.

-

To further enhance the recognition of asbestos-related diseases
through for example better registration of asbestos related cancers
and more medical research.

-

To support asbestos victims’ groups through for example the creation
of a EU network of asbestos victims.

-

To develop a strategy for a global ban of asbestos through for
example the development and support for export of non-asbestos
technologies and of knowledge of asbestos to developing countries

European Parliament resolution of 14 March 2013 on asbestos related occupational
health threats and prospects for abolishing all existing asbestos (2012/2065(INI))
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and the inclusion of chrysotile in Annex III to the Rotterdam
Convention.
This resolution does not contradict the objectives of the Asbestos Directive. The
recommendation suggests measures that will on the contrary support the
implementation of the Asbestos Directive requirements and its objectives.
Relevant European
Social Partners
Agreements

None identified

Other international
instruments

The ILO 1986 Asbestos Convention (No. 162), ratified by 11 EU MSs, applies to all
activities involving exposure of workers to asbestos in the course of work. In
general, the obligations set by the Convention are based on the same principles
reflected in the Directive, e.g. protective and preventive measures, exposure limit
values, waste disposal, worker information, health surveillance. In addition to the
Directive, the Convention provides that the monitoring of workers' health in
connection with the use of asbestos must not result in any loss of earnings for
them. It shall be free of charge and, as far as possible, shall take place during
working hours.55 The Convention applies to workers exposed during asbestos
processing and manufacturing of products containing asbestos. This is not the
case under the EU legislation which is more stringent, since REACH prohibits the
manufacture of asbestos fibres and of articles and mixtures containing these fibres
added intentionally and therefore workers in the EU are mainly exposed to
asbestos in cases of demolition and removal of asbestos. The only exceptions is
the use of diaphragms containing chrysotile for existing electrolysis installations
until they reach the end of their service life, or until suitable asbestos-free
substitutes become available, whichever is the sooner56.
Preliminary conclusions :

›

EU Stakeholders’
views

Review of the health surveillance requirements under the Asbestos Directive to align them with the
ILO Convention (health surveillance to take place as far as possible during working hours).

None of the EU stakeholders identified external coherence issue related to the
Asbestos Directive.

55

European Commission – DG Employment, Social Affairs and Inclusion, Analysis – in the

light of the European Union acquis- of the ILO Conventions that have been classified by the
International Labour Organisation as up to date, Luxembourg, 2014, p.90
56
Exemptions have been granted only to four countries (Bulgaria, Germany, Poland and
Sweden). The exemptions given by Bulgaria and Poland are no longer relevant as the
electrolyse installations have ceased their activities.
See European Commission (2011) Exemptions to the Asbestos Restriction, Reports from
the MS, available at http://ec.europa.eu/enterprise/sectors/chemicals/files/reach/restrasbestos-report_en.pdf
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National
stakeholders and
experts’ views

None of the national stakeholders identified external coherence issues related to
Directive 2009/148/EC (asbestos).

Information from the
NIRs

None of the MSs identified external coherence issues related to the Asbestos
Directive.

EQC2: Answer

No external coherence issues were identified between the Asbestos Directive and
other EU policies, legal instruments and international texts. The asbestos control
measures under REACH Regulation, Regulation (EU) No 1257/2013 on ship
recycling and Directive 87/217/EEC on the prevention and reduction of
environmental pollution by asbestos are limiting workers exposure to asbestos and
contributing to the objectives under the Asbestos Directive.
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Equal implementation
in one or more pieces
of legislation

7

Conclusions and recommendations

7.1

Implementation

81

MSs have implemented the Asbestos Directive in one piece of legislation or in
several pieces in almost equal numbers. Although there are some minor variations
in detail in implementing the separate CPMs (and KRs) they appear generally to
function as a coherent legal entity.
All of the MSs have implemented more detailed requirements. This is in particular
regard to Article 18 (health surveillance), with more detailed arrangements for
health surveillance records (21 MSs) or the periodicity of health surveillance (19
MSs).
The arrangements for keeping health surveillance records vary between MSs.
Some have defined a specific period of time, whilst others have used duration of
employment as the requirement of duration for storing health surveillance records.
As the long latency of asbestos-related disease extends for many years, the
retention of records beyond the end of employment is essential if they are to have
any value; and the Directive requires that data shall be kept for 40 years and
transferred to the authority concerned if the firm ceased to exist. However,
countering this, some stakeholders and experts have questioned the utility of
health surveillance in the case of asbestos-related disease.

No extended deadlines
or derogations

The Asbestos Directive does not contain any provisions for extended deadlines or
derogations.

Limited data on
compliance

Data on levels of compliance with the requirements of the Directive is scarce. For
those MSs where data is available, the level of compliance with the CPMs is
assessed as quite varied, ranging from 15% - 80%. However, these figures are
derived from a very small sample and should not be regarded as necessarily
reflecting the situation in the wider EU-27. Data on compliance with different
requirements is even more limited, although some data is available from some MSs
on the number of notifications.
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Such data as were sourced made no distinction between private undertakings and
public-sector bodies, or across different sectors of economic activity. However,
limited general data indicates that the level of OSH compliance increases with the
size of establishment.
Guidance main
form of supporting
action

Guidance documents are by far the most common action undertaken by MSs in
respect to supporting the implementation of the legislation transposing the
Asbestos Directive. However, no evidence is available regarding the extent to
which this or other support material is used by employers. It is not typical to have
financial incentives or education and training directly related to the risks associated
with asbestos.
Generally, the MSs consider that available information and guidance is sufficient
and no interviewed stakeholders identified any gaps in support. However, some
NIRs mention a lack of knowledge about measurement methods, etc. amongst
SMEs which could indicate a need for additional accompanying actions in this
area. However, as the Directive (Article 7(4)) requires sampling to be carried out by
suitably qualified personnel with analysis in appropriately equipped laboratories
(which would usually therefore be expected to be contracted to a specialist
company) this particular issue should not be a barrier to compliance, even amongst
SMEs.
Information and guidance at national level is supported by additional guidance
material from the EU Commission and SLIC (via EU-OSHA).

Enforcement mainly
under general
authorities

Only three MSs have designated a specific authority responsible for the
enforcement of the Asbestos Directive. The enforcement of the Directive typically
comes under the general authority responsible for OSH inspections/enforcement.
Fewer than a quarter (6/27) report a specific strategic focus on the provisions of
this Directive and less than a half (10/27) report having specific criminal or
administrative sanctions.

No specific material
for vulnerable
groups

The findings from the national studies show that, most MSs have general
approaches to vulnerable groups, which are not targeted at specific Directives
(except for the specific provisions of those Directives which are designed to
address vulnerable groups). Typically, there are no specific tools or approaches
which focus in particular on vulnerable groups and the risks associated with
asbestos.

Very little specific
material for SMEs

Virtually no MS has developed specific guidance for SMEs, or other measures
targeted at SMEs, which are particular to the requirements under the Asbestos
Directive. However, it needs to be understood that many MSs have developed
various accompanying actions targeted at SMEs, which are typically of a more
general nature, see e.g. report on the Framework Directive.

7.2
Asbestos Directive is
still relevant

Relevance

The Asbestos Directive can be regarded as relevant to at least the 7.2% of the EU
workforce employed in the construction sector. This is likely to be an underestimate
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as, for example, construction only accounts for about half of the mesothelioma
deaths in the UK. However, as these others are spread across a disparate group of
workers it is difficult to provide a reliable estimate of this additional number.
It has been estimated that there were approximately 5,000 male deaths (in 1998)
from mesothelioma in Western Europe. Another study suggests 4738 deaths from
asbestosis and 1260 from mesothelioma across the study period (8-13 years up to
around 2013) in a group of six Central and East European countries for whom data
were available.
One challenge in determining current relevance is the long latency of asbestosrelated disease and the fact that symptoms are not specific and do not emerge
until the cancer is well-advanced.
Asbestos Directive
will continue to be
relevant

Although the ban on the use of asbestos will have a lasting and sustained benefit
there is widespread opinion that, although difficult to be certain because of the
long-latency of the disease, the Directive and its provisions will remain relevant
with no relaxation of standards justified.
The question has been raised of introducing a lower limit value (as already
implemented in two MSs with a third adopting a slightly different approach).

7.3

Effectiveness

Ban on asbestos use
effective

Although the long-latency of asbestos-related diseases makes it impossible to be
certain, there is widespread belief that the ban on the use of asbestos (now
covered by REACH), which appears to be almost completely in place across the
EU, will have had a major impact on reducing asbestos exposure and therefore
reducing the risk of asbestos-related ill-health. However, much asbestos remains in
place (mainly in buildings but also in some other areas such as a ground
contaminant) and a need will remain for care in its removal and disposal.

No deadlines or
derogations

The Asbestos Directive does not contain any provisions for extended deadlines or
for derogations, although a delay for the transposition of the Directive into national
law was allowed for Greece.

Limited data to
assess effectiveness
of CPMs

There are few statistics or data available which allow the separate examination of
the contribution of the different CPMs (and other KRs) to the effectiveness of this
Directive. One exception is that information on the implementation on bans in the
MSs provides a direct indication of the implementation of Article 5 which embodied
that ban.
Some national statistics are available relating to notifications and subsequent
inspections and enforcement activity. Although it is not possible to identify any
specific data to indicate the effectiveness of such measures, the fact that some at
least resulted in work being suspended can be assumed to indicate that some
workers at least were protected from excessive exposures to asbestos as a direct
result of such actions.
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Ban (including
REACH) most
effective measure

There are clear indications that national legislation prohibiting the use of various
forms of asbestos and the ban on asbestos in all EU-28 countries have been the
most important factors contributing to the effective enforcement of the Directive on
Asbestos and for the significant decrease in the use of asbestos (see chapter 5.1).
However, apart from national usage data, there is no information available on the
enforcement of those provisions.
National Implementation Reports from 2013 indicate that most EU MSs have
legislation in place for the enforcement of the Directive, including carrying out
demolition, renovation, repair, maintenance, or removal work, or asbestos work as
such, and that the MSs enforce the legislation. In practice national legislations
require that companies should obtain a permit from national authorities or be
certified, prove their technical knowledge and expertise, report on their work,
and/or be subject to control by inspectors in order to be allowed to carry out work
on asbestos.
It is clear that such actions do take place indicating some impact of the Directive.
However, no data are available regarding the extent to which work is performed by
unlicensed enterprises or unregistered workers.
Also, most MSs adhere to the minimum requirement set in the Directive of a single
maximum limit value for airborne concentration of asbestos which is 0.1 fibres cm-3
as an eight-hour time-weighted average. Some countries have set lower values.
At the same time, it is also clear, due to the long latency period for developing
cancer related to the exposure to asbestos, it will not be possible to draw firm
conclusions about the detailed impact of the effectiveness of the bans in this
legislation and REACH for the next 15-20 years. However, many EU countries
have reportedly established central registries that either report on cancer, including
cancer related to asbestos, and/or registries reporting on asbestos work. Greater
access to and central collation of such registry data would provide a valuable
source of data for any future evaluations of the Asbestos Directive

7.4

Coherence

No major internal
coherence issues

No major internal coherence issues were identified apart from the identification of
provisions under the Asbestos Directive that could potentially apply to all
hazardous chemical agents.

No external
coherence issues

No external coherence issues were identified between the Asbestos Directive and
other EU policies, legal instruments and international texts. As summarised in
Section 6.2, the asbestos control measures under REACH Regulation (e.g.
prohibitions on asbestos use); Regulation (EU) No 1257/2013 on ship recycling
(further prohibitions on asbestos use and other measures); Directive 87/217/EEC
on the prevention and reduction of environmental pollution by asbestos (e.g.
controls on the treatment and disposal of asbestos waste) and the Industrial
Emission Directive (inclusion of the production of asbestos or the manufacture of
asbestos-based products) are believed to be further limiting workers exposure to
asbestos and contributing to the objectives under the Asbestos Directive.
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Overall discussion

There is good evidence that, past regulatory interventions in Europe, particularly
efforts to ban or restrict the use of asbestos materials, and the sale of products
containing asbestos, have resulted in decreased risks for occupational cancer
amongst those who work with asbestos and has almost certainly reduced the
prevalence of exposure in workplaces. It is likely that the peak incidence of
mesothelioma in Europe has or will soon occur. This does not mean that asbestos
will become less important as a workplace risk, because there were many millions
of tonnes of asbestos previously imported into Europe and this material remains in
buildings, on plant, or buried in waste sites. The potential for worker exposure will
continue for the foreseeable future, and we estimate there may be more than 7% of
workers in Europe still at risk of asbestos exposure.
Publishing statistics on
asbestos-related
occupational diseases
would enhance future
assessment of
effectiveness

Article 21 of Directive 2009/148/EC (asbestos) requires MSs to keep a register of
recognised cases of asbestosis and mesothelioma. Such data provides an
invaluable indicator of the effectiveness of European OSH legislation on asbestos,
albeit lagging by around 40 years. Some countries regularly publish these data,
but it is suggested that this would be more insightful if this was done at a
European level. The possibility of collecting and collating this information
should be explored.

Should the exposure
limit be reduced?

One issue of particular concern is the question as to whether or not the current limit
of no more than 0.1 fibres.cm-3 should be reduced, as is the case in two MSs.
Writing in 2000, Hodgson and Darnton provide a detailed appraisal of the available
evidence which shows that long term exposures at the Limit Value (of 0.1
fibres.cm-3) or even at the lower limit (0.01 fibres.cm-3) used by some MSs creates
a risk for amphibole (amosite or crocidolite asbestos) that epidemiological evidence
indicates to be significant.57
Hutchings et al (2012) state:
“Low-level exposures will also continue to give high forecast numbers of
asbestos related mesotheliomas for both baseline scenarios (63 in men and
208 in women for baseline trend) because of the increasing proportion
exposed at low levels, even though a 13% annual reduction in average
exposure levels has been assumed, and the mesothelioma projections used
to estimate our forecast numbers have also taken falling exposure levels into
account. However, this is not the case for lung and the other asbestos-related
cancers as, in the absence of a suitable risk estimate, zero excess risk has
been assumed other than for mesothelioma at this low (non-occupational)
level. Even if exposures could be reduced to the levels indicated by the
strictest scenario tested, that is, to below 1/100th of the existing standard,
some mesotheliomas remain in 2060 (61 men and 182 women), because of
continued exposure at the level of additional background risk estimated for the
57
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1940s birth cohort, above the low threshold at which it is believed excess risk
will be zero. However, these forecasts do not take account of any change to
the background risk among later birth cohorts. Our forecast mesothelioma
estimates for women are higher than for men because of the higher RRs for
medium and low exposure used in their calculation; they are given separately
as we have less confidence in the results for women because of the small
number of cases on which the risk estimates were based.”58
Although not explicitly stated, the implication from this paper is that the authors
would endorse a lower limit. A French paper (Yamani et al, 2012) is more explicit in
arguing for a reduction:
“AFSSET59 is calling for the OEL for asbestos to be lowered. Presently set at
0.1 f/cm3 (100 f/L), this leads to an excess risk for a worker that cannot be
regarded as acceptable. Initially and without delay, AFSSET is suggesting
lowering it to 10 f/L, as an average over 8 hr, In addition, AFSSET
recommends that over a period of 15 minutes a concentration equal to 5 times
the 8-hr value (8-hr OEL) should not be exceeded, in order to protect workers
from the effects of potential peaks in exposure. Moreover, AFSSET
recommends changing from optical to electronic microscopy to count asbestos
fibers, within the framework of workplace regulations. This will allow thin
asbestos fibers to be included.”60
It would seem that there is some evidence to support a lowering of the limit
to increase the ongoing relevance and effectiveness of the Asbestos
Directive and it is suggested that this issue is explored in more depth.
However, one of the implications of such a change would be, as the AFSSET
paper indicates, a need to change the standard method of measurement. The
experience of those MSs (France and Germany) where a lower limit is already in
place will be informative here although discussions with experts with direct
experience of asbestos-fibre counting techniques suggest that routine electronic
microscopy would be feasible and the technique has significant practical
advantages. However, it will obviously be restrictive in terms of the numbers of
centres capable of adopting this technology compared to those currently using
optical microscopy. It is noted that such a development is included within the
European Parliament resolution of 14 March 2013 on asbestos related
occupational health threats and prospects for abolishing all existing asbestos.
A further practical issue is that the use of electron microscopy is likely to make the
turn-round of the rapid evaluation of samples much more difficult. Experience from
the UK suggests that there are some works on major commercial sites where
58
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protection of the public is aided by rapid results from leakage testing samples.
Clearly all such issues need to be explored in making an in-depth appraisal of any
proposal to lower the current limit.
Publishing statistics on
asbestos
exposures
would
aid
future
evaluations
of
the
effectiveness of the
directive.

Based on the long experience of regulating asbestos use, the Asbestos Directive
provides a comprehensive set of controls on current workplace exposures. There
were no serious concerns raised by the consulted stakeholders about the likely
effectiveness of the legislation. It also appears as though the requirements of the
Directive are appropriately implemented in each MS. Nevertheless, there is little
objective information available to substantiate the current effectiveness of the
Directive. This is of particular concern because most current exposures either
occur through planned remediation work, where despite the obligation under the
Directive to minimise emissions of fibres into the air there is still a high reliance on
the use of respiratory protection, and from accidental disturbance of asbestoscontaining materials by construction and other workers. There is very little recent
exposure data available for workers undertaking remedial works or from incidental
exposure (e.g. Burdett and Bard, 2007)61. Some more active reporting of
exposure surveillance in MSs would be helpful in evaluating the extent of
compliance with the Directive and the possibility of collecting and collating
such information at EU-level should be explored.

The implications and
practicalities of
registering the
presence of asbestos in
all buildings should be
explored.

The issue of incidental exposure raised above is particularly pertinent, given the
provisions within the European Parliament resolution of 14 March 2013 on
asbestos related occupational health threats and prospects for abolishing all
existing asbestos calling on the EU to develop, implement and support a model for
asbestos screening and registration in accordance with Article 11 of Directive
2009/148/EC and to request owners of public or commercial buildings to:
(a) screen buildings for the presence of asbestos-containing materials;
(b) prepare plans to manage the risks they present;
(c) ensure that such information is available to workers who may disturb such
materials;
As also noted in the resolution (and referred to above) some MSs already have
such measures in place and it is suggested that a good starting point in
introducing such a requirement would be to explore the experiences of all
such MSs who already require or maintain registers of asbestos in buildings.
A key point in this resolution relates to making the information available to those
workers (such as the plumbers referred to in the paper by Burdett and Bard
referred to above) who might disturb the asbestos and inadvertently be exposed.
An American paper explored the issue of the risks to building occupants such as
school children from low-level exposures. The authors (Hughes and Well, 1986)
indicated that:
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“The risk to students exposed to an average asbestos concentration of 0.001
f/ml of mixed asbestos fiber types for an average enrolment period of 6 school
years is estimated as 5 lifetime excess cancers per one million exposed. If the
school exposure is to chrysotile asbestos only, then the estimated risk is 1.5
lifetime excess cancers per million.”62
However, to put this into context, the authors continue:
“Risks from other causes are presented for comparison; e.g., annual rates
(per million) of 10 deaths from high school football, 14 from bicycling (10-14
years of age), 5 to 20 for whooping cough vaccination.”
Thus, although there is an identifiable risk from asbestos exposure it is
considerably smaller than other risks (presumably regarded as acceptable in that
such activities are permitted).
To maintain the effectiveness of the Directive it is important to support the
legislation through appropriate guidance documents, awareness raising initiatives
and other approaches. All MSs undertake this type of activity to a greater or lesser
extent, although greater coordination of efforts between MSs and better targeting
towards SMEs, who have been identified as requiring greater support, would be
beneficial. In addition, material developed at EU level (by the Commission and
SLIC) is of undoubted benefit in MSs. For example, the NIRs from several MSs
make reference to the use of SLIC material in developing national guidance.
No major internal coherence issues were identified, although there were some
provisions under the Asbestos Directive that could potentially apply to all
hazardous chemical agents. No external coherence issues were identified between
the Directive and other EU policies, legal instruments or international texts.
The utility of health
surveillance should
be explored

Finally, the Asbestos Directive has provisions for health surveillance for asbestos
workers but, as one stakeholder commented, the long lag between first exposure
and the diagnosis of any serious disease means that the benefit of such
surveillance is debatable. In addition, for those with mesothelioma or lung cancer,
there is a very poor prognosis, making early detection ineffective in protecting
health. Despite this, many MSs have implemented more detailed health
surveillance requirements than are contained in Article 18 of the Directive, which
often relate to the arrangement for and the storage of surveillance records. The
purpose and use of these records was also unclear from the stakeholder
discussions. It would be beneficial to attempt to harmonise the requirements for
health surveillance across the EU, focussing on actions that have clear benefit to
individual workers or more widely to public health.
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Conclusions and recommendations

There would appear to be some merit in exploring the value of health surveillance,
not only for asbestos workers but also to consider wider provisions relating to
exposures to carcinogens and mutagens as well as other chemical substances
where such surveillance would be of some merit. However, in reviewing health
surveillance provisions, consideration should be given to the benefits provided by
such surveillance. One imperative would seem to be that such surveillance
identifies individuals whose health is being adversely affected by the relevant
exposure and where reduction or cessation of further exposure would be of future
benefit in terms of expediting treatment and reducing further ill-health.
Where health surveillance is considered to be of value then it would be beneficial
to attempt to harmonise the requirements for such surveillance across the EU,
focussing on actions that have clear benefit to individual workers or more widely to
public health.
Thus, consideration could be given to:


the provision of a register of workers under the CMD to align it with the
similar provision under the Asbestos Directive;



a review of the training provisions under the CAD to include training
requirements relevant to the potential risks/effects to health of chemical
agents, to hygiene, PPE, health surveillance requirements;



a review of the health surveillance provisions under the CAD to include a
measure requiring that the doctor or the authority responsible for the health
surveillance must be familiar with the exposure conditions or
circumstances of each worker and the possibility to review the results of
the health surveillance, upon request of the worker concerned or the
employer.

Article 21 of the Asbestos Directive requires MSs to keep a register of recognised
cases of asbestosis and mesothelioma. Such data provides an invaluable indicator
of the effectiveness of European OSH legislation on asbestos, albeit lagged by
around 40 years.
In addition, the provisions of the Commission Recommendation of 19 September
2003 concerning the European schedule of occupational diseases for MSs to
introduce a system for the collection of information or data concerning the
epidemiology of diseases of an occupational nature; and to forward to the
Commission statistical and epidemiological data on occupational diseases
recognised at national level, should be of great future benefit in determining the
extent of asbestos-related occupational diseases and, over time, identifying
ongoing trends in that data for the better understanding of the impact of the
Directive and other measures.
It is suggested that, as part of this obligation, consideration could be given
to collating and publishing these data at a European level.
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There is very little recent exposure data available for workers undertaking remedial
works or from incidental exposure.
Consideration could be given to encouraging more active reporting of
exposure surveillance in MSs, as an aid to evaluating the extent of
compliance with the Directive.
Two MSs have already implemented a lower limit of exposure for asbestos workers
than that provided for in the Directive. There would seem to be some justification
for such a move, based on current assessments of the epidemiological literature
although such a move would not be without practical difficulties.
Such a move would increase the ongoing relevance and effectiveness of the
Asbestos Directive and it is suggested that this issue is explored in more
depth.
To maintain the effectiveness of the Directive it is important to support the
legislation through appropriate guidance documents, awareness raising initiatives
and other approaches. All MSs undertake activity to support the provisions of the
Asbestos Directive to a greater or lesser extent.
However, consideration could be given to encouraging greater coordination
of efforts between MSs and, in particular, better targeting towards SMEs.
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