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ABSTRACT
Background: Effective governance of healthcare services is essential for achieving national health objectives and safe
quality care. The governance of occupational healthcare services has received scant scholarly attention both globally and
in South Africa. This paper uses ILO Convention 155 as a conceptual framework for the review of the governance of
occupational healthcare services in South Africa.
Objectives: To investigate the nature and extent of involvement of legislated bodies in the governance of occupational
healthcare services in South Africa and explore stakeholders’ perceptions of occupational healthcare services
governance.
Methods: There were three components to the study: a review of relevant legislation and policy documents; 12 key
informant interviews; and 11 focus group discussions in three South African provinces. The data were analysed using
thematic content analysis.
Results: Occupational healthcare services occupy a relatively low priority on the health reform agenda and are delivered in
a fragmented and complex legislative framework with multiple government departments tasked with various occupational
health functions. The results suggest that there are gaps in governance because of conflicting or overlapping relationships, and poor cohesion among the statutory departments. These, in turn, contribute to poor quality control of occupational healthcare service delivery and insufficient accountability.
Conclusion: The improvement of occupational healthcare services governance requires intersectoral collaboration,
enforcement of existing legislation, and involvement of all relevant stakeholders.
Keywords: enforcement, legislation, statutory structures, perceptions, fragmentation

INTRODUCTION

In South Africa, many government policies emphasise leader-

Globally, health systems governance has received increased atten-

ship and governance as critical success factors for the achieve-

tion1,2 as it influences the core goals of good health outcomes,

ment of health, social and economic development goals.11-13

responsiveness to community expectations, and fair financial con-

However, numerous scholars have highlighted weaknesses in

The World Health Organization (WHO) has proposed

relation to: the stewardship of both the public14 and private health

six building blocks of a health system (Box 1) that are essential to

sector,15 achievement of health outcomes,16 financial manage-

3-5

tribution.

achieve these goals, with leadership and governance as the most

ment, and the prevention of corruption17 of the entire health

important building block.5,7 The 2015 sustainable development goals

system.18,19 Notwithstanding the increasing global focus on health

6

have underscored the importance of governance in achieving health
and development objectives.8 Numerous definitions of health systems governance have been proposed.1,5,9 King has proposed that
effectiveness and ethical leadership constitute the most important
characteristics of organisational governance.10 This paper uses the
WHO definition which states that health systems governance is a
national function that requires the existence of strategic frameworks
‘combined with effective oversight, coalition-building, the provision
of appropriate regulations and incentives, and accountability’.4

10
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Box 1. The WHO six building blocks for a
health system6
1. Service delivery
2. Health workforce
3. Health information systems
4. Access to essential medicine
5. Financing
6. Leadership/governance
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PEER REVIEWED

governance, there has been insufficient scholarly focus on the

geographical location or mode of employment. The BOHS model

governance of occupational healthcare services (OHS) both at

proposes four levels of service delivery, ranging from services to

20,21

22

The reasons for

employees where there are no on-site OH services to comprehen-

this relatively low priority accorded to OHS are multi-factorial, and

sive OHS delivered through multi-disciplinary teams,33 creating a

include inadequate understanding of the nature and benefits of

diverse system of service delivery.

an international level

and in South Africa.

OHS, financial and human resource constraints, and insufficient
21

technical capacity.

The legislative framework within which OH is practiced in
South Africa is complex, with several government departments

The International Labour Organization (ILO) Convention 161

having a legislative responsibility. Two government departments

defines OHS as ‘services entrusted with essentially preventive

administer OH activities in the workplace, i.e. the Department of

functions and responsible for advising the employer, the work-

Mineral Resources (DMR) through the Mine Health and Safety Act

ers and their representatives on matters relevant to establishing

(MHSA)34 which administers OH in mines and quarries, and the

a healthy and safe working environment.

23

OHS are regarded

Department of Labour (DoL) through the Occupational Health and

as specialised healthcare services, of which one of the goals is

Safety Act (OHSA)35 which administers OH in all other sectors.

to monitor and protect workers’ health in their place of employ-

In addition, all healthcare establishments are administered by

ment.

20,24

OHS governance is critical as ineffective governance

the Department of Health (DoH) through the National Health Act

contributes to financial losses through work-related ill-health,

(NHA).36 The activities and scope of practice of OH professionals

injuries and sickness absenteeism,

25

and the large burden of

is regulated by their autonomous professional councils and Acts,

occupational disease and injury.26,27 Evidence also shows that

i.e. the Health Professions Council of South Africa (HPCSA),

poorly-regulated health services lead to distortions in the type,

through the Health Professions Act,37 regulates the practice of

quantity, distribution, quality and price of services,

3,28

a concern

that has been raised in the occupational health (OH) sector.29,30
South Africa is a member state of the ILO ratified International
31,32

Convention 155,

doctors, and the South African Nursing Council (SANC), through
the Nursing Act, regulates the practice of nurses.38
We could not find empirical studies on the governance of OHS

known as the Occupational Safety and Health

in South Africa. In the light of this knowledge gap, we argue that a

Convention. In consort with the WHO building blocks for a health

critical discussion on OHS governance is an important component

system (Table 1),6 this Convention requires that member states

of achieving universal health coverage in South Africa because

develop a national policy for health and safety with objectives; indi-

of the 15 million workers in formal sector employment39 and the

cate the roles, functions and responsibilities of stakeholders; apply

recognised burden of occupational diseases in the country.26,27

a system of inspection with adequate penalties to enforce the laws
and regulations; provide guidance to employers and stakeholders

METHODS

on compliance with legal obligations; and, through consultation,

There were three components to the data collection: review of

ensure necessary co-ordination between stakeholders to give

legislation and policy documents, key informant interviews, and

effect to Convention 155. The Convention also recommends the

focus group discussions. This research used the principles of

establishment of a central, oversight body.

ILO Convention 155 as a conceptual framework; data from 12

The objectives of Convention 155 were endorsed at the 13th

key informant interviews (KIIs) and 11 focus group discussions

Joint ILO/WHO Committee on Occupational Health, which recom-

(FGDs); and thematic content analysis of legislation and policy

mends that basic occupational health services (BOHS) should

documents to explore governance of OHS.

be available to all workers.21,33 The objective of BOHS is the
provision of OHS to all workplaces that either do not have such

Review of legislation and policy documents

services or have services that do not meet the current OH needs.

From July 2013 to July 2014, a review was conducted of the

It is estimated that 10% to 15% of the global working popula-

South African legislation and policy documents governing OH,

tion have access to some form of OHS,33 and that coverage is

OHS and occupational healthcare establishments. Reviewed

required in all sectors of the economy, including formal, informal

data sources included the websites of the ILO, WHO, South

and self-employed, regardless of occupation, size of workforce,

African National Government, Department of Health, Department

Table 1. Comparison between the objectives of the WHO Building Blocks for Health Systems and ILO
Convention 155
WHO Building Blocks objectives

ILO Convention 155 objectives

Develop a framework to monitor and improve a country’s health
system

Protection of workers’ health in the workplace arising from safety and
hygiene concerns

Maintain and implement policy direction for health services

Develop a national policy for health and safety with objectives

Detect and control undesirable trends in service delivery

Apply a system of inspection with penalties to enforce laws and regulations

Regulate the behaviour of role players

Indicate the roles, functions and responsibilities of stakeholders

Establish mechanisms of accountability

Ensure necessary coordination between stakeholders
Create central body to achieve the objectives
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of Labour, Department of Mineral Resources, and Sabinet. Key

controls for establishment of OHS, government involvement in the

words in the document review included: occupational health,

control of these services, and the perceived strengths and weak-

occupational healthcare services, occupational health legislation,

nesses of these controls. Each FGD lasted one to two hours and

and governance of occupational health. The specific laws reviewed

was audio recorded.

were the South African Constitution, OHSA, MHSA, NHA, Civil

The recorded FGDs were transcribed verbatim. Data clean-

Aviation Act, Merchant Shipping Act, Health Professions Act, and

ing consisted of an iterative process of checking the transcribed

the Nursing Act.

FGDs against the original recordings, correcting the text, checking the recordings again, and making final corrections. Prior to

Key informant interviews

analysis, each FGD was allocated a code to ensure confidentiality

The purpose of the KIIs was to explore the complexities and

of information.

nuances of the governance of OHS from the perspective of major
stakeholders. Interviews were conducted from June to November

Data analysis

2014. Participants were purposively selected, based on the loca-

The data were analysed using thematic content analysis. First,

tion of the relevant OH authorities, location of the national health

the words and phrases of the participants in the KIIs and FGDs

authorities, and the participant’s being active in the occupational

were examined without preconceived notions or classification.

healthcare sector.

Two researchers with OH experience were given the same two

Semi-structured recorded interviews were conducted with the

transcripts to code independently from the first researcher, to

key informants, using an interview guide developed for the study.

ensure reliability. The coded transcripts were reviewed to ensure

The questions covered government departments’ involvement in

the same coding had been applied. Where there was inconsistency

OH, the current controls for establishment of OHS, and factors

in coding, these differences were discussed until agreement was

that influence the governance of OHS. The interview schedule

reached, and a code book was developed based on the recurring

was pre-tested with an OH expert to test clarity of questions. All

themes. All KII and FGD transcripts were analysed using the code

interviews were conducted in English. Probes were used to clarify

book and employing MAXQDA version 11; all identifying state-

responses and obtain more detailed information.

ments were removed prior to publication of the results.

Each key informant interview lasted approximately one hour.
Interviews were digitally recorded, and detailed notes were taken.

Ethical approval

The recorded interviews were transcribed verbatim. Data clean-

The University of the Witwatersrand Human Research Ethics

ing consisted of an iterative process of checking the transcribed

Committee (Medical) granted approval for the study (clearance

interviews against the original recordings, correcting the text,

certificate no. M140442). All participants received a study informa-

checking the recordings again, and making final corrections. Prior

tion sheet and were required to sign informed consent, including

to analysis, each key informant was allocated a code to ensure

consent to be audio recorded where appropriate, prior to data

confidentiality.

collection.

Focus group discussions
FGDs were conducted from June to August 2014 in Gauteng,

RESULTS
Profile of FGD and KII participants

KwaZulu-Natal and Western Cape provinces by one researcher

Eleven FGDs (n=69) and 12 KIIs were conducted (Table 2) with

(KM). These provinces were selected based on the concentra-

participation from private quality assurance providers, the DoL, the

tion of industries, and the availability of and researchers’ access

Office of Health Standards Compliance (OHSC), a professional

to stakeholder interest groups. FGD participants were recruited

council, a professional non-profit association, the National Institute

through the South African Society of Occupational Health Nurses

for Occupational Health (NIOH), service providers, employers,

(SASOHN), the South African Society of Occupational Medicine

OH practitioners, and academia. Study participants included the

(SASOM), recognised OH service provider companies, tertiary

public and private sectors as well as OH service providers in rural

institutions offering OH qualifications, and employers who engage

and urban settings.

OHS. Only OH nurses or doctors currently practicing OH, or service

12

providers offering – or employers engaging OHS – were included

Fragmentation of governance structures

in the FGDs. The FGDs sought to explore a range of perspectives

The analysis of legislation and policy documents revealed a

from diverse OH interest groups that differed in terms of industry,

complex, fragmented structure and framework with numerous

geographic location, model of service delivery (e.g. company or

government departments tasked with different responsibilities in

service provider), and sector of service delivery. Some groups

OH, summarised in Tables 3 and 4.

were homogenous, based on characteristics such as employer

Two government departments, i.e. the DoL and DMR, legislate

representation and professional registration. FGDs comprised

the provision of a healthy and safe work environment, as well

four to 14 participants.

as the need for medical surveillance and medical examinations

The principal investigator (KM) facilitated the FGDs and used

to determine fitness for work. Neither the OHSA nor the MHSA

a FGD guide for discussion. The questions focused on the current

prescribe how these activities should be performed, nor do

Vol 23 No 2   March/April 2017
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Table 2. Stakeholders and sectors included in the focus group discussions and key informant interviews
Key Informant Interviews
n = 12

Focus Group Discussions
n = 11

Department of Labour

Occupational health nurses

Department of Health – Office of Standards Compliance

Occupational health doctors

National Institute for Occupational Health

Employers

Professional councils

Service providers

Professional organisations

Professional organisations

Academia

Academia

Voluntary accreditation body

Table 3. Statutory bodies governing occupational health services in South Africa
Governing Body

Legislation

Scope

Constitutional Court

South African Constitution

Makes strong provision for the rights to health and basic health services. Provides for
the right to a safe and healthy work environment.

Department of Health and
Office of Health Standards
Compliance (OHSC)

National Health Act No. 61
of 2003

OHSC is a regulated body under this Act. Requires all healthcare establishments to
comply with quality requirements and national core standards for health establishments. OH services have not been included at this time.

Department of Labour

Occupational Health and
Safety Act No. 85 of 1993

To provide for the health and safety of persons at work and of persons in connection
with the use of plant and machinery; . . . to establish an advisory council for occupational health and safety; and to provide for matters connected therewith.

Department of Mineral
Resources

Mines Health and Safety Act
No. 29 of 1996

To safeguard the health and safety of mine employees and communities affected by
mining operations.

Department of Civil
Aviation

Civil Aviation Act No. 74 of
1962, as amended (Part 67)

Regulates the medical examinations required for persons employed in this sector.

Department of Maritime
Affairs

Merchant Shipping Act No. 57
of 1951, as amended

Regulates the medical examinations required for persons employed in this sector.

Health Professions Council
South Africa

Health Professions
Amendment Act No. 29 of
2007

The Act entitles the Council to oversee doctors’ training in order to maintain standards, describe the scope of practice, and register professionals who have met the
prescribed training requirements.

South African Nursing
Council

Nursing Act No. 33 of 2005

The Act entitles the Council to oversee nurses training in order to maintain standards,
describe scope of practice and register professionals who meet the prescribed training requirements. Includes training as an occupational health nurse.

National Institute for
Occupational Health

Department of Health

Responsible for supporting occupational health at all levels, promoting occupational
health services, and fulfilling statutory obligations.

Medical Bureau for
Occupational Diseases

Department of Health

Responsible for discharging duties in terms of, and administering, the Occupational
Diseases in Mines and Works Act of 1973, as amended.

Table 4. Role players in the governance of OHS
State

Service Providers

Client

Department of Health

Private

Employers

Department of Labour

Public

Employees

Department of Mineral Resources

Occupational Health Nurses

South African Nursing Council

Occupational Medical Practitioners

Health Professions Council of South Africa
Department of Aviation
Department of Maritime Affairs
National Institute for Occupational Health
Medical Bureau for Occupational Diseases

they provide guidelines on the establishment of OHS that stem

healthcare in all healthcare establishments; by implication, this

from this legislation, a critical omission from the legislation. The

should include occupational healthcare establishments /services.

Departments of Aviation and Maritime require medical examina-

The two professional councils (Nursing and Health Professions)

tions to be conducted on workers by service providers approved

are concerned with the training of OH as a specialisation and the

and registered for the purpose, but do not stipulate that this should

practice of nurses and doctors, respectively, with no further role

be done by an OH practitioner. The Department of Health, through

in service delivery or establishment.

the NHA and, more specifically, the recently established Office of

The document analysis found that, although South Africa

Health Standards Compliance, is concerned with the quality of

has ratified two conventions, viz. ILO convention C155 – the
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“The perception was that the only control
over OHS is through the DoH with the inspection of premises for the issuing of dispensing licences, which is not applicable to
all OHS, resulting in many practices never
being inspected. This was highlighted by

“It [OHS] is not on the list of the most important services that
needs to be put in place in terms of the government’s policy around
national health.” (KII 8, OHSC)
“I know that there are an awful lot of other things on his [Minister
of Health] plate and he may not feel that it [referring to OHS] is
addressing the needs of a sufficiently large trunk of the population
to warrant his attention . . . I think that his track record would give
me faith that if it was successfully placed on his agenda, then I
think he would step up to the plate, and he would achieve.” (KII
7, COHSASA)
Participants were of the opinion that the relevant govern-

doctors and nurses . . .”

ment departments have different priorities. They reported that

Occupational Health and Safety Convention, 1981, which requires

which includes HIV and AIDS and other communicable diseases,

member states to formulate and implement a national policy on

maternal and child conditions, non-communicable diseases, and

occupational health and safety in the workplace; and C176 – Safety

violence and injuries; the DoL focuses primarily on the safety of

and Health in Mines, 1995, which addresses health and safety

workers with limited focus on OH (FGD 6 and KII 2 and 3); and

in the mining sector, there is no national policy on occupational

the DMR is believed to be losing its focus on OH as its attention

health and safety.

has shifted to tuberculosis prevention and HIV programmes (FGD

the DoH focuses primarily on the quadruple burden of disease

The study participants identified the statutory structures respon-

8). Although workers are also affected by these conditions, a

sible for the governance of OHS in South Africa, namely three

dedicated OH focus is missing. Furthermore, the DoH’s mandate

government departments (Labour, Health and Mineral Resources),

is to govern all healthcare establishments, but it pays insufficient

and two professional councils (Nursing and Health Professions).

attention to the OH clinics and the quality of OHS delivery.

The roles of the Departments of Aviation and Maritime were rec-

Study participants were of the opinion that there is insufficient

ognised by only one focus group participant and by both DoL key

accountability from service providers. This creates gaps in gover-

informants. FGD participants identified two voluntary professional

nance because of different focus areas, conflicting or overlapping

organisations, i.e. SASOHN and SASOM, as promoting the devel-

functions and relationships, and poor cohesion among the statutory

opment of OHS but with no statutory authority. They were of the

departments. These, in turn, contribute to poor quality control of

opinion that these organisations should be given more authority

OH service delivery and insufficient accountability. Although the

for OHS in South Africa.

professional councils register OH qualifications and provide profes-

FGD participants indicated that the poor inter-sectoral collaboration among the DoH, DoL and DMR around OHS delivery

sionals with a licence to practice within their areas of specialisation,
they do not play a central role in OHS governance.

has created a fragmented approach, contributing to poor quality
of service delivery. This is exacerbated by the lack of national

Insufficient oversight over OHS

standards for the establishment of OHS. In those instances, where

Despite both the OHSA and the MHSA legislated requirement for

codes of OH practice have been published by the DMR, they are

employers to conduct medical surveillance and medical examina-

only applicable in sectors governed by this department.

tions, participants believed that few or no controls exist to manage
the establishment of OHS. As stated by key informants from two

Perceptions of OHS governance

state structures and a service provider:

The main themes that emerged from the FGDs and the KIIs were:

“From us [DoL] as a regulator there is nothing [referring to

the low prioritisation of OH by the Department of Health, insuf-

control] . . . and I know from the health side that there is nothing

ficient control over OHS delivery, inadequate understanding of

and any person can be a [OH] service provider.” (KII 2, DoL)

what OHS delivery involves, insufficient resources to steer OHS,

“I don’t think we have controls that are governing us in

and the lack of a national policy and guidelines for occupational

OH . . . As long as you can get the practice number from SANC,

health and safety in South Africa.

then that’s it, you can do whatever you like.” (FGD 2, OHN)

Low prioritisation of OHS

still a free for all.” (KII 10, NIOH)

“In South Africa . . . everybody can open an OH service . . . it’s
Study participants were of the opinion that there was low prioritisa-

The perception was that the only control over OHS is through

tion of OHS on the government’s agenda, and that the concern for

the DoH with the inspection of premises for the issuing of dispens-

improvements in governance came primarily from voluntary OH

ing licences, which is not applicable to all OHS, resulting in many

organisations and service providers. An OHN stated:

practices never being inspected. This was highlighted by doctors

“We are currently sitting with a system where the authoritative
structures don’t support it [OHS].” (FGD 2, OHN, 100)
This statement was supported by key informants who stated:

14
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and nurses who stated:
“Ever since we started [offering OH services] there is nothing
[referring to controls]. There is absolutely nothing, the only thing
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that you need to have is when you need to dispense medication,

resources within the DoH, and the apparent inability of the DoH

you need to have a dispensing licence.” (FGD 8, OMP)

to cope with its existing work load. The majority of KIIs and FGD

“The controls that we have . . . it depends on the services you

participants were unfamiliar with the OHSC, established in 2014.

are going to deliver. If you dispense [medication] then you find

The absence of a national policy with guidelines for establish-

that there is control because you have to meet those requirements

ing OHS was viewed as a contributing factor to suboptimal gov-

. . . but for OH there is nothing.” (FGD 2, OHN)

ernance. Although the NIOH is a national OH resource financed

The DMR has qualified health inspectors inspecting OHS at

by the DoH, study participants considered the involvement of the

mines and quarries governed by the MHS Act, and both discus-

NIOH in OH policy development as insufficient, a situation exac-

sants and informants believe the control over DMR-regulated

erbated by inadequate human and financial resources. Resource

services is better than that of the DoL, but remains sub-optimal.

constraints also hinder the DoL’s ability to enforce basic OHSA

The majority of OHS are provided to workers outside the public

safety requirements, and discussants were not confident that the

health sector in unregistered facilities and are often provided by

DoL would cope with inspection and enforcement of the additional

non-medical personnel. Although the Health Professions and

health component. The fact that health is not seen as a DoL

Nursing Acts prohibit the provision of healthcare services by non-

core function and the Department’s lack of skill and knowledge

medical persons, in practice, the legislation is poorly enforced. As

in health, exacerbate this concern. As stated by one discussant

stated by an OMP:

when describing where the statutory control of OHS should lie:

“ . . . that’s one of the big arguments . . . around the whole

“Well . . . I suppose to me it will be a toss-up between the DOL

notion of companies that are non-registered entities performing

and the DOH but from the point of view of looking at what can go

health services, which is an illegal practice. So the only control

wrong in OH, I think for the DOL probably health would not be

. . . is a breach of health services and health professions law. But

on their agenda. They would acknowledge that it’s important but

whether it is policed or not, or whether there are means to address

that’s not their core business, so they would be distracted into

it, is apparently very problematic.” (FGD 11, OMP)

the things that are their core business and I think that it is more
likely that they would overlook the health aspect.” (FGD 4, OMP)

Lack of understanding of OHS delivery

Study participants indicated that the DoL appears motivated to

The power of the DoL and DMR is seen to lie in penalties

address these concerns and improved governance could result

imposed for non-compliance with legislation but the perception

from intersectoral collaboration among all statutory and voluntary

is that these penalties are applied with insufficient insight and

professional organisations, which will enable the sharing of knowl-

understanding of health issues as opposed to issues of safety.

edge, skills and expertise.

Respondents believe that the situation is exacerbated by insufficient expertise in OH as opposed to safety within the DoL. As

DISCUSSION

stated by a discussant:

The governance of OHS globally and in South Africa has received

“At the moment, the DoL is like a scarecrow. You just scare

scant attention.20, 22 This study found a lack of cohesion and, at

people with the DoL but you never see them anywhere . . . So,

times, conflict, in the governance of OHS, despite policy pro-

if the DoL was functioning as a DoL, I think it would have been

nouncements on the importance of these services in both the

different. But at the moment I think it is just the lack of resources,

1997 White Paper for the Transformation of the Health System40

the staff, the competence in the DoL, it is not there.” (FGD 4, OMP)

and ILO Convention 155.31 The study participants’ perceptions of

A lack of understanding of what OHS delivery involves was

the low prioritisation of OHS are supported by the South African

expressed by a discussant who stated:

health sector reform proposals that are silent on the governance

“I have encountered the DoH and they have absolutely no

and integration of OHS into the healthcare system.41,42 The study

understanding of OH, to the point of being obstructive.” (FGD

found that there are multiple statutory stakeholders in OH, but

11, OMP)

no one structure takes the lead responsibility for governance

This statement was supported by the OHSC representative

of the OHS. In addition, OH legislation tends to be governed by

(KII 11) and consultant (KII 8) who stated that OH services/clin-

the Departments of Labour43 and Mineral Resources34 and not

ics established outside a healthcare setting, e.g. a hospital or

the Department of Health, creating role confusion with regard to

primary health clinic, are not classified as healthcare establish-

accountability for the OHS offered by nurses and doctors.

ments (HCE) as defined in the NHA. However, after reviewing

Leadership and governance are important building blocks

the definition, it was agreed that these services meet the criteria

of a health system 6 as emphasised in many South African

to be defined as HCE. This lack of understanding of what OHS

policies.10,11,12 Furthermore, South Africa has strong OH legisla-

delivery involves contributes to the low prioritisation of OHS on

tion.34,35 However, this study found that leadership and governance

the government agenda.

in OHS are sub-optimal. This complex and fragmented framework
within which OHS are delivered, with multiply stakeholders assum-

Insufficient resources within government departments

ing varied authority, has created gaps in governance in terms of

Study respondents raised concerns about the poor implementation

directing and overseeing the services established to protect workers’

of inspections for the issuing of dispensing licences, insufficient

health. The low prioritisation of OHS within the DoH, accompanied by

Occupational Health Southern Africa
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a perceived lack of OH expertise, the historical inability of the gov-

Workplace exposures have the potential to cause debilitating

ernment departments to form collaborative inter-sectoral partner-

ill-health in workers47-49 with a resultant financial burden on both the

ships,16 and insufficient resources, are important issues to address.

individual and society, which could be ameliorated through quality

Greater cooperation and cohesion are required between

OHS.50-52 A significant burden of occupational disease has been

the statutory authorities to improve the governance of OHS, an

described in South Africa26,27 and the sub-optimal governance of

approach that would align OHS governance to the objectives of

these services, with resultant poor enforcement and compliance,

31

both ILO Convention 155 and the WHO Building Blocks for Health

might be contributing factors. Study participants were of the opinion

Systems.6 The various departments would be required to develop

that OHS are low on the DoH policy agenda as they serve a rela-

a national strategic framework that clearly defines the roles and

tively small sector of the population. However, statistics estimate

responsibilities of each of the departments in the governance of

that, of the 51 million population in South Africa, more than 15

OHS, with one body assuming overall responsibility for the coor-

million are employed39 – a significant proportion and one worthy

dination of this strategy. The strategy would also require attention

of greater policy attention. In a country with limited resources, the

to the monitoring of quality of OHS delivery through reporting and

effective and efficient use of these resources is imperative. OHS

inspections, and a combination of incentives and penalties to

need to become a priority item on the government policy agenda

ensure legislative compliance.

in order to improve governance and service delivery.

Governance is a key responsibility of the state but achieving

A key recommendation of the study is that the Departments

sound governance requires stakeholder collaboration.3 In OH there

of Labour, Health and Mineral Resources, in consultation with

are multiple stakeholders,24 each with differing objectives,24 creat-

stakeholders, need to develop a strategic framework to improve

ing a complex environment within which OHS are delivered, a situa-

workers’ health and OH service delivery, with an outline of roles and

tion similar to that in other countries. At the same time, this complex

responsibilities, as well as a robust system of OHS governance.

environment creates an opportunity where engaging and utilising
the skills and knowledge within the diverse stakeholder groups

Limitations

could present a solution to the limited availability of resources

Despite attempts to include representation from the Department of

within government structures.44 Both SASOHN and SASOM, as

Mineral Resources and trade unions, this study does not include

voluntary professional organisations and stakeholders in OH, have

the views of these stakeholders. Further research is required to

the required skills, knowledge and motivation to collaborate with

explore client (employer and employee) perceptions of governance.

government structures to intensify and support the development

The study was conducted at one point in time and is influenced

and implementation of a system of sound governance. These are

by context, and the perceptions and characteristics of the key

resources that can be used to effectively augment the capacity of

informants and focus group discussants.

the statutory bodies.
The impact of poor health sector regulation has been described,

CONCLUSION

and includes a rapid expansion of unregistered clinics, poor inspec-

This is one of the first studies to explore stakeholders’ perceptions

tion of facilities, and unregistered persons providing healthcare.14,45

of the governance of OHS in South Africa. Notwithstanding policy

In the broader PhD study of which this paper is a part, stakehold-

pronouncements and recognition of the importance of effective

29

have identified similar concerns in OHS delivery and have

OHS governance, this is hindered by a complex and fragmented

recommended that service providers are held accountable for their

ers

legislative environment, perceptions of low prioritisation, insufficient

acts and omissions through a system of inspection and enforce-

control over OHS delivery, inadequate understanding of what OHS

ment. A strong legislated framework is in place for healthcare in

delivery involves, insufficient resources, and the lack of a national

46

South Africa but with limited control over the behaviour of service

policy and guidelines for OH in South Africa. The findings of the

providers in the private sector28 where governance is perceived as

study suggest that there are gaps in governance because of con-

voluntary.29 This situation is exacerbated by gaps in governance

flicting or overlapping relationships, and poor cohesion among the

in terms of confusion or conflict in the roles and responsibilities

statutory departments. These in turn, contribute to poor quality

of the statutory bodies. Evidence suggests that self-regulation is

control of OH service delivery and insufficient accountability. South

successful under conditions of effective governance.3,28 Given the

Africa has ratified ILO Conventions 155 and 161, and is obliged to

gaps in governance in the occupational healthcare sector, it follows

achieve the objectives outlined in these Conventions, which include

that quality of care and service delivery should not be reliant on

developing a national policy for OHS, indicating responsibilities of

31

self-regulation. In accordance with Convention 155, regulation of

stakeholders, enforcing laws and regulations through inspection

service provider behaviour should be managed through a system of

and, through consultation, ensuring the coordination between

laws and regulations enforced through inspection which will require

stakeholders. The improvement of OHS governance requires

cohesion, power sharing and collaboration between the govern-

intersectoral collaboration, enforcement of existing legislation, and

ment departments. Historically, this inter sectoral collaboration has

involvement of all relevant stakeholders.

been difficult to achieve44 but in the current political environment,

16

where improving governance is a priority, this cohesion among the
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LESSONS LEARNT
1. Globally and in South Africa, the governance of OHS has
received insufficient scholarly focus
2. The identified obstacles to governance include the fragmented and complex legislated framework, low prioritisation of OHS by the DoH, and insufficient resources
3. The improvement of OHS governance requires intersectoral collaboration, enforcement of existing legislation, and
involvement of all relevant stakeholders
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