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This issue of Occupational Health 
Southern Africa is published at a 
pivotal moment in the history of the 
planet. Outside wars, no person has 
faced such a direct threat to their 
health and wellbeing in over 100 
years. While the World Wars had a dev-
astating impact and, more recently, 
especially in South Africa, the HIV/
AIDS epidemic threatened our infant 
democracy, control was possible. 
COVID-19’s ubiquitous presence and 
rapid spread, its severe impact, its vari-

ous unknowns, and the absence of therapeutic interventions at this 
stage, force us to develop new ways of working and engaging socially. 
This is a life-changing moment in history, indeed.

COVID-19 has dramatic occupational health consequences. Health 
workers are the single most affected working population, globally. 
While most countries are not actively collecting data on the number 
of infections and deaths among health workers, it is estimated that 
10–20% of all infected cases are health workers.1,2 The numbers 
emerging from countries such as Italy (4 800),3 Spain (12 200)4 and 
the United Kingdom (65 deaths)5 are all likely to be underestimates 
– but provide a clear picture that these are the workers that require 
our earnest attention. 

As we emerge into a new phase of the epidemic and the ‘unlock-
ing’ of the economy, workers in essential industries and other key 
sectors will bear the brunt of the infection. It becomes necessary to 
ensure that we have the appropriate protocols in place to protect 
these returning workers as best we can. There are several challenges 
emerging for occupational health professionals in this new phase. 
Our best estimates, that 10–15% of South African workplaces have 
some sort of occupational health cover, implies that there are more 
unprotected workers who will enter into the ‘unlocked’ economy. Even 
if strict criteria for ‘unlocking’ are put into place, all economic sectors are 
dependent on a supply chain of small and medium enterprises, casual 
workers and informal workers – most of whom lack the occupational 
health safety net of the larger enterprises they support. Within the sup-
port network is also public transport – a closed, high-risk environment. 
It is clear that, if we wish to ‘unlock’ our economy and simultaneously 
not overwhelm our health services and place our health workers’ lives 
at risk, we have to begin a new way of practising our discipline; the 
private sector has to take responsibility for the protection of the health 
of ALL workers within its supply chain.

In this edition of the Journal, three manuscripts provide us with 
approaches to protecting the health of workers (Singh et al., Bouwer 
et al. and Fuller). Protecting the health of our health workers, essential 
sector workers, and those tasked with saving our economy, in both 
the formal and informal sectors, becomes the responsibility of every 
reader of this Journal. Our strategies will evolve as our understanding 
improves but, armed with the basic principles of our respective disci-
plines in occupational health, we need to bring our collective strength 

From the Guest Editor . . .

to protect our workers. These manuscripts provide the first steps. 
COVID-19 is historic in its own right but, within this issue of the 

Journal, the epidemic and the history of occupational health have a 
poignant meeting. The original focus of this special issue was to have 
been solely on the history of occupational health. It was supposed to 
coincide with the International Commission on Occupational Health’s 
(ICOH’s) 7th International Conference of the History of Prevention 
of Occupational and Environmental Diseases Scientific Committee, 
scheduled for Durban in May 2020, now a minor casualty of the epi-
demic. The Conference has been postponed to 2022. Further details 
can be found in the announcement on the last page of this issue, and 
on the Journal website.

Despite the rapid turn of events, manuscripts already accepted 
for this issue reflect the original theme of ‘history’. The contents pro-
vide us pause in the context of COVID-19 – the histories of the four 
organisations primarily responsible for shaping occupational health 
in our country are traced, and prominent practitioners who led the 
way are featured. Interestingly, all of these histories in South African 
occupational health can trace their routes to the first major epidemic 
to arrive on our shores. The discovery of precious metals set South 
Africa on a new course of development. In order to exploit mineral 
wealth effectively, workers were imported from the coal mines of 
Wales and Cornwall, and from other parts of Europe. They brought 
with them tuberculosis and, faced with the high levels of silica in our 
mines, they succumbed, in their hundreds, to miners’ phthisis. This, 
at the time, was unusual, leading the Chamber of Mines, in 1902, to 
make a call to the international community to undertake research 
and propose interventions.6 From these early days, grew structures 
such as the Pneumoconiosis Research Unit and our early legislation 
in miners’ health. The professional bodies that arose subsequently, 
and the pioneers in early occupational health, were largely driven to 
address this new epidemic. Today, we recognise their rich history in 
protecting workers in this country, and find ways to apply the lessons of  
100 years ago to the new crisis facing workers today. History, in the 
shape of deadly infections affecting thousands of workers, repeats itself. 
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ABSTRACT 

The coronavirus outbreak has been declared a pandemic by the 

World Health Organization. It is a huge concern to both public and 

occupational health and is the biggest current threat to the global 

economy and financial markets. The aim of this paper is to highlight 

the key occupational health challenges based on available literature 

and to provide some guidance on preventive measures. A literature 

search was conducted on PubMed and Google for studies published 

from January to March 2020. Google translate was used for articles 

in foreign languages. The literature showed that healthcare workers 

are a high-risk group, although any worker is at potential risk. The key 

challenges identified relate to labour rights and sick leave, compensa-

tion, impact of quarantine on business continuity, and whether trans-

mission is purely through droplets or if airborne transmission plays a 

role. The evidence, although limited, provides guidance for slowing 

down and reducing the risk of spread of the virus.

INTRODUCTION
The new coronavirus disease (COVID-19) outbreak that has spread 
across several countries1 and continents has been declared a pandemic 
by the World Health Organization (WHO). The outbreak has become a 
global public and occupational health threat, raising several challenges 
for managing exposure and work-related disease.2,3 The President of 
South Africa, the Honourable Cyril Ramaphosa, declared COVID-19 a 
national disaster and announced strict measures to deal with it, includ-
ing a 21-day lockdown4 which was extended by a further two weeks.5

The purpose of this paper is to raise awareness of COVID-19 readi-
ness in the workplace and to highlight minimum preventive measures 
to control and contain the spread of the virus. Gilbert and colleagues 
determined the capacity of countries to detect and respond to cases 
and showed that South Africa, while having a high importation risk, 
also had a moderate-to-high capacity to respond to outbreaks.6 Given 
the risk, capacity-building training efforts of occupational health 
professionals must be implemented and cascaded through the labour 
and health systems for readiness at a national level.7 Also needed are 
strong partnerships across the following six streams: 1) surveillance;  
2) laboratory diagnosis; 3) quarantine, infection prevention and control; 
4) contact tracing and clinical case management; 5) risk assessment 
and communication; and 6) supply chain management and stockpiles.6 

This literature review was informed by scientific articles published 
from January to March 2020, and publicly available information as of 
24 April 2020. Due to the fact that the outbreak is still evolving, there 
is limited literature available in the scientific domain. 

SOURCES AND ROUTE OF TRANSMISSION
Coronaviruses belong to a family of enveloped ribonucleic acid (RNA) 
viruses. The species responsible for COVID-19 is severe acute respira-
tory syndrome coronavirus 2 (SARS-CoV-2). It is thought that the 
transmission chain started from bats to humans. Although it has been 
suggested that the intermediate host is the pangolin, this remains to 

be determined.2,7-9 The main route of transmission is person-to-person 
through respiratory droplets (coughing, sneezing, talking) and close 
contact (proximity of ≤ 1 metre) to an infected person.2,3,10-13 The 
expelled infectious droplets may land on objects in the workplace, 
such as tables, desks or equipment. Workers might touch these con-
taminated surfaces and then touch their eyes, noses or mouths, which 
are entry points for the virus.7 The reproductive number for the coro-
navirus is 2.5 indicating that, on average, an infected individual infects 
at least two to three additional people. The risk of transmission from 
asymptomatic individuals, although low, has also been reported.13-15

SYMPTOMS ASSOCIATED WITH EXPOSURE TO 
SARS-CoV-2
The average incubation period is 5.2 days, ranging from two to 14 days 
from exposure to onset of symptoms.9 The early clinical manifestation 
of COVID-19 is mild flu-like symptoms which can be followed by severe 
respiratory distress and pneumonia.12,16 The typical symptoms include 
fever (> 38 °C), headache, dry cough, shortness of breath, malaise and 
sore throat.8,12,16 Approximately 80% of persons present with mild 
to moderate disease (similar to the common flu or cold) and recover. 
Fifteen per cent of cases require hospital admission, and 5% of cases may 
become critically ill and require intensive care unit (ICU) admission; 3% 
might succumb to the infection.17

EPIDEMIOLOGY
From the onset of the outbreak in December 2019, until 24 April 2020, 
there have been 2 833 047 confirmed positive cases and 197 353 deaths 
across 210 countries around the world and two international convey-
ances (the Diamond Princess and MS Zaandam cruise ships). The infection 
is increasing daily due to the rapid spread of the virus and strained health 
systems, including lack of diagnostic capacity in many countries. Whilst 
the United States of America (USA) has the highest number of reported 
cases currently, Spain has been most affected by the outbreak. Spain 
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has more cases and deaths per one million population, exceeding that 
of China, the epicentre of the disease outbreak.18 In the first two weeks 
of March 2020, the number of cases outside China increased 13-fold, 
causing concern about the spread.7 However, the situation in China 
improved significantly and the lockdown in Wuhan was lifted in April. 
The latter is indicative of the reversal of the exponential  increase in 
the number of cases through lockdown measures. In South Africa, the 
infection rate of 49% dropped to 4% by the 4th week of the lockdown.5 
Table 1 shows the number of confirmed cases and deaths by country 
or conveyance, as of 24 April 2020. 

A notable number of cases reported in China and Singapore have 
been due to occupational exposure.2,11 At the time of writing this paper, 
there were 4 220 cases and 79 deaths of COVID-19 reported in South 
Africa across all provinces, with Gauteng having the highest number. The 
initial cases were imported; however, community transmission is more 
widespread now. Locally, a number of workers have been infected. An 
occupational link has been confirmed in three of 25 cases submitted 
to the Compensation Commissioner to date.These include healthcare 
workers, South African Police Service workers, correctional service offi-
cials, South African National Defence Force workers, and mining and 
energy sector workers. As defined in the Compensation for Occupational 
Injuries and Diseases (COID) Act (Act No. 130 of 1993), an occupationally 

acquired COVID-10 case has disease arising out of or contracted in the 
course of work by an employee. The lack of a robust occupational health 
surveillance system impacts on access to accurate data on risk sectors to 
enable the implementation of adequate preventive strategies. 

OCCUPATIONAL RISK GROUPS
Although every person is potentially at risk of exposure to COVID-
19, the risk is higher for workers interacting with persons (within a  
1–2 m zone) who are potentially infected due to the operations in which 
they work. Examples are:
• Healthcare (e.g. paramedics, nurses, doctors, porters, other health 

professionals)
• Airline operations (e.g. airline cabin crew, aircraft cleaners, mechanics)
• Border control (e.g. security officials, and other border officials)
• Laboratories (e.g. medical technologists, scientists, laboratory assis-

tants and researchers)
• Pathology and funeral services (e.g. mortuary attendants, autopsy 

technicians and funeral directors)
• Solid waste and wastewater management (e.g. waste pickers, water 

treatment plant workers)
The first documented occupational risk group was seafood and wet 

market animal workers at a wholesale market in China.12 Initially, in an 

Table 1.  Number of confirmed SARS-CoV-2 cases and deaths by countries with the highest number of cases, 
conveyances and the SADC countries, as at 24 April 20207,18 

Country Total cases New cases* Total deaths Active cases
Total cases/ 

1M pop┼
Total deaths/ 

1M pop┼
Total tests/ 

1M pop┼

World  countries

USA 925 758 38 958 52 217 763 109 2 797 158 15 219

Spain 219 764 6 740 22 524 104 885 4 700 482 19 896

Italy 192 994 3 021 25 969 106 527 3 192 430 27 164

France 159 828 1 645 22 245 94 090 2 449 341 7 103

Germany 154 999 1 870 5 760 39 439 1 850 69 24 738

UK 143 464 5 386 19 506 123 614 2 113 287 9 016

Turkey 104 912 3 122 2 600 80 575 1 244 31 9 844

Iran 88 194 1 168 5 574 16 021 1 050 66 4 761

China 82 816 126 4 632 838 58 3 -

Russia 68 622 5 849 615 62 439 470 4 17 474

Diamond Princess╪ 712 - 13 54 - - -

MS Zaandam╪ 9 - 2 7 - -

Southern African Development Community (SADC) countries

South Africa 4 220 267 79 2 668 71 1 2 569

Angola 25 - 2 17 0.8 0.06 -

Botswana 22 - 1 21 9 0.4 2 136

DRC§ 394 17 25 321 4 0.3 -

eSwatini 36 5 1 25 31 0.9 615

Lesotho - - - - - - -

Madagascar 122 1 - 61 4 - 85

Malawi 33 - 3 26 2 0.2 30

Mauritius 331 - 9 37 260 7 10 516

Mozambique 65 19 - 53 2 - 46

Namibia 16 - - 9 6 - 232

Seychelles 11 - - 5 112 - -

Tanzania 299 15 10 241 5 0.2 -

Zambia 84 8 3 44 5 0.2 141

Zimbabwe 29 1 4 23 2 0.3 367

*no. new cases: 23 April 2020; † total no. cases per 1 million population; ‡ conveyance; § Democratic Republic of Congo
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Job type No. cases

Retail staff selling complimentary health products 4

Domestic worker of one of the retail staff cases above 1

Tour guide who led tour group 1

Jewellery store worker 1

Multinational company staff attending international business 
meeting 

3

Taxi driver 1

Private hire car driver 1

Sentosa Resort employee 1

Security officer who served quarantine order to two persons 1

Casino worker 1

Workers at construction site 2

Table 2. Job types of 17 of the 25 probable 
occupationally-related COVID-19 cases in Singapore 
(4–11 February 2020)2

analysis of the first 425 cases in Wuhan, healthcare workers (HCWs) were 
recognised as the second-highest risk group, after workers at the wet 
market, after 14 HCWs were infected by a patient in a Wuhan hospital 
cluster.2,12 In addition, HCWs (and their families and friends) experi-
ence social stigmatisation from a fearful public as they are accused of 
spreading the virus.2 Of those infected, 77.5% worked in general wards, 
17.5% in the emergency department, and 5% in ICUs.2 Hospital-related 
transmission among HCWs could be up to 29%.19 In Singapore, 68% of  
probable occupationally-acquired COVID-19 cases included workers in 
the tourism, retail and hospitality, transport and security, and construc-
tion industries (Table 2). Other workers at risk are cruise ship crew, e.g. 
waiters and cleaners,16 and workers with co-morbidities (diabetes, renal 
disease, cardiac disease or chronic lung diseases).8,20

RECOMMENDED CONTROL AND CONTAINMENT  
MEASURES FOR COVID-19 IN WORKPLACES
Since the onset of the COVID-19 outbreak, prevention and control have 
been major factors in curbing the rapidly-spreading virus. Therefore, cur-
rent and credible information on the coronavirus and detailed protocols 
on planning and preparedness in the workplace for early detection, 
prompt isolation of contacts and suspected cases, and active surveillance, 
are essential.2,3,7,11,21 Employers should provide a safe and healthy work-
place for employees, contractors and visitors, guided by the company’s 
occupational health and safety policy. The COVID-19 outbreak presents 
new risks to organisations and, thus, employers need to review their 
biorisk assessment strategies and compile risk management matrices for 
both health and safety, and business risks. Information and understand-
ing of the likelihood and consequences of COVID-19 are needed to help 
refine risk assessments which will inform  mitigation strategies within 
the work environment. This should include  business continuity plans to 
cushion any economic or job losses. The implementation of necessary 
control measures should be tailor-made for various sectors, and risks 
should be communicated to all employees.8 Restrictions on employee 
travel (e.g. essential or emergency work) and monitoring thereof should 
be part of the mitigation plan. Occupational settings should consider 
having dedicated response teams that should remain in consultation 
with public health authorities for the early recognition and reporting 
of suspected COVID-19 cases. 

All employees should be educated and alerted about the risk of 
COVID-19. Workers can be protected by good hand and respiratory 

hygiene practices2 and practising social distancing, and should not 
rely only on personal protective equipment (PPE).11 Employers should 
therefore make provisions for wash basins, hand sanitisers and PPE (as 
informed by the risk assessment), all of which should be readily avail-
able to all employees, visitors and contractors, as determined by policy. 
Sick employees presenting with symptoms related to COVID-19 should 
be encouraged to stay at home. However, should they present at work, 
they should be separated from healthy workers. Ideally, a dedicated area 
should be identified by the employer for temporary isolation of sus-
pected cases. If an employee is confirmed to have COVID-19, employers 
should inform fellow employees of possible workplace exposure, while 
maintaining confidentiality.21

It is recommended that a tiered approach be followed to address 
primary, secondary and tertiary prevention measures. Naturally, the risks 
will be similar for some occupations, hence public and private employers 
and employees, trade unions and government should collaborate on 
preventive strategies for all concerned. The recommended approach is 
illustrated in Figure 1.

CHALLENGES
There are a number of challenges that hamper the containment and 
control of the COVID-19. Some of these are listed below: 
• There is a delay between disease development and progression, 

diagnosis and quarantine.12

• Healthcare systems are strained, surveillance is inadequate, labora-
tory capacity is limited, public health human resources are scarce, 
and there are limited financial means to address these factors.

• Multiple health challenges face the African continent, such as 
rapid population growth, increased movement of people, existing 
endemic diseases (eg. human immunodeficiency virus (HIV), tuber-
culosis, malaria), emerging and re-emerging diseases, and increasing 
incidence of non-communicable diseases.6

• The main symptoms (fever, cough and shortness at breath) may 
not all be discernible at early stages of the disease, therefore a high 
level of clinical suspicion should be maintained to prevent disease 
transmission.16

• There is no treatment, vaccine or pre-existing immunity to the virus.
• Screening efforts may miss asymptomatic individuals who could 

transmit the virus.
• A possible airborne mode of transmission is likely; however, insuf-

ficient scientific evidence is available. 
• Shortages of outbreak-related resources (e.g. PPE supply and/or uni-

versal masking) pose a challenge to workplaces globally, particularly 
in healthcare. Thus, interim measures for protecting workers must 
be put in place based on priority, i.e. imminent risk in the workplace, 
and available financial resources.

• Lack of awareness leads to individuals presenting to ear, nose and 
throat (ENT) departments, thus overloading and increasing risk expo-
sure to HCWs.

• Contact tracing may miss certain individuals as the person under 
investigation (PUI) may not recall all contacts, or fear reporting them.

• The biological agent classification for SARS-CoV-2 definition in the 
current regulation does not match the actual disease presentation.

• Immune susceptibility varies among workers and, therefore, the 
risk profiles are different. In addition, workers do not disclose their 
underlying conditions, thus making it difficult to prioritise them.

• Compliance to lockdown measures is problematic in some  
areas and occupational sectors (e.g. public transport and  
informal trade). 
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INTRODUCTION
On 18 March 2020, regulations in terms of the Disaster Management 
Act were pronounced; subsequently, on 26 March 2020, South Africa 
went into a nationwide lockdown to prevent a total collapse of the 
healthcare system.1 On 17 March 2020, the Department of Employment 
and Labour (DEL) published a COVID-19 planning guidance for  
employers2 and, on 26 March 2020, the Department of Mineral 
Resources and Energy (DMRE) issued guiding principles on prevention 
and management of COVID-19 in the South African mining industry.3 

On 20 March 2020, the DEL was also quick to respond with a notice 
on the compensation for occupationally-acquired novel coronavirus 
disease (COVID-19), which covers occupationally-acquired COVID-19 
cases resulting from single or multiple exposures to confirmed cases of 
COVID-19 in the workplace, or after official trips to high-risk countries.4 

The legislation governing non-mining industry workplaces in relation 
to COVID-19 is the Occupational Health and Safety (OHS) Act (Act No. 
85 of 1993), as amended, read with the Hazardous Biological Agents 
Regulations, Section 8 (1) of the (OHS) Act.5 Specifically, Section 8 (2)(b) 
requires steps such as may be reasonably practicable to eliminate or 
mitigate any hazard or potential hazard before resorting to personal 
protective equipment (PPE). However, in the case of COVID-19, a 
combination of controls is required, although the main principle is 
to follow the hierarchy of controls.2 The guidance is focused on the 
broader group – healthcare workers/health professionals. 

The health and safety of miners is governed by the Mine Health 
and Safety Act (Act No. 29 of 1996)6 and the mining industry has 
well-organised and well-functioning occupational health and medical  
facilities. Guided by the Minerals Industry Risk Management Process7 
and adopting the Minerals Council’s COVID-19 Ten Point Plan of 
Action,8 it is well positioned to develop customised COVID-19 prevention  
strategies for its workforce, extending to the peri-mining communities. 
In addition to the healthcare sector, the energy (including relevant 
mining activities) and food sectors have been designated as essential 
services, thus putting pressure on these sectors to comply with high 
standards of hygiene, social distancing and use of effective PPE. 

The global spread of the COVID-19 and measures to control the 
pandemic are developing rapidly, as is our knowledge on the effectiveness 
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ABSTRACT
South African industry needs to prepare for a long-term battle to control 

transmission of the 2019 novel coronavirus disease (COVID-19), guided 

by occupational health risk assessment and management. Knowledge 

of the exposure pathways is key to developing sustainable and effec-

tive control strategies. A starting point is the identification of exposure 

scenarios with enhanced transmission risk and high-risk persons who are 

predisposed to greater severity of COVID-19 illness. Workplace control 

options, according to the well-known hierarchy of controls, should 

be implemented. This will require that employers, together with their 

multidisciplinary teams and stakeholders, be decisive, weigh up the risks 

in context, and act in a manner commensurate with the magnitude of 

this threat.
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of the measures; however, there are still many unknowns. Anticipating 
a post-lockdown situation in South Africa, industry should prepare for 
continuation of preventive measures for ‘flattening the curve’ of the 
expected follow-up infection waves, when operations are restarted  
or upscaled. In this paper, we discuss the transmission pathways 
in occupational settings in more general terms and explore the 
preparedness of South African industry to comply with the general 
recommendations regarding transmission control. 

THE TRANSMISSION PATHWAYS
The severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (the 
virus that causes COVID-19) is, like other enveloped viruses, a protein 
molecule (ribonucleic acid (RNA)) covered by a protective layer of lipids 
(fat), which, when absorbed by the cells of the ocular, nasal or buccal 
mucosa, changes their genetic code (mutation) and converts them 
into aggressor and multiplier cells.9 Virus particles in the air and on 
fomites (surfaces and substrates that are likely to carry infection) are 
exposed to a range of environmental conditions that influence their 
persistence. Relative humidity, fomite material and air temperature 
can greatly impact enveloped virus inactivation rates.

In the publicly available information, e.g. the World Health 
Organization (WHO) scientific brief,10 the transmission pathways are, 
in general, well described, as well as standard precautionary measures 
to reduce the probability of transmission. However, there are still many  
unknowns, especially regarding COVID-19 virus viability, both in air and 
on surfaces under different environmental conditions.

The pathway resulting in intake by inhalation by a receptor-
person is subdivided into the so-called direct and indirect routes9-13  
(Figure 1). 

The direct route is determined by the ability to inhale droplets emitted 
into the air by the infected (index) person. The droplets consist of a 
protein nucleus surrounded by liquid (mainly water).  Both speech by 
the index person and, for example, coughing/sneezing, will generate 
droplets. However, the droplets differ, regarding size, composition and 
the number of infectious quanta per droplet. Expiration characteristics 
of speech and sneezing/coughing also affect the number of droplets 
generated, as well as their exhalation speed and the frequency and 
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Figure 1. Illustration of different transmission pathways. Small droplets (< 5 μm), sometimes called aerosols, are 
responsible for the short-range airborne route, long-range airborne route, and indirect contact route; large droplets 
are responsible for the direct spray route and indirect contact route. The balloons illustrate the determinants of the 
processes. Figure adapted and modified from Wei and Li, 201611

duration of the droplet generation. Normal breathing generates  
droplets < 1 µm in size, whereas coughing can release droplets up to 
100 µm. As a rule of thumb, at very close distances (up to 150–200 cm), 
even larger droplets (called aerosols) may reach the breathing zone 
of a receptor. Within this zone (between index and receptor persons), 
droplets are greatly affected by environmental conditions such as rela-
tive humidity and temperature which determine, in combination with 
the initial droplet size, their time of residence in the air. Smaller droplets 
of up to 5–10 µm, however, remain airborne for a longer period. With 
increasing index-receptor distance, the fate of the droplets (especially 
their time of residence in air) is affected by relative humidity and 
temperature. In general, low relative humidity and high temperature 
will enhance the evaporation of the water part of the aerosol, and the 
size of the aerosol will decrease rapidly to approximately 30% of its 
original size. These aerosols will be captured by air movement, may 
remain airborne for a long period, and may be inhaled by receptor-
person(s) much further away from the index-person. Especially for 
indoor environments, this ‘long-range airborne transport’ might be 
(or become) an important pathway. Recent experimental studies 
provide evidence that the aerosols containing COVID-19 virus have 
a half-life of approximately 1.2 hours, and can be detected for up to 
three hours,16 indicating that this route of transmission cannot be 
excluded.13-15 However, currently, the WHO states that, only in specific 
clinical circumstances and settings in which procedures that generate 
aerosols are performed, may airborne transmission be possible, and 
that the detection of COVID-19 RNA in environmental samples, based 
on polymerase chain reaction (PCR)-based assays, is not indicative of 
viable viruses that could be transmissible. Thus, the current focus is 
very much on the ‘droplet’ route. 

The indirect route is the fomite route. Droplets may have deposited 
on surfaces and substrates where the virus may survive for a while. 
Hand-contact with these surfaces (fomites), followed by hand-mouth/
nose mucous contact, is considered an important transmission route. 
Specific information for the COVID-19 virus is presently scarce16 but 
is expected to be quite similar to other coronaviruses.18 Survival time 
shows huge variation, from a few hours on porous surfaces, e.g. card-
board, to three days on smooth, non-porous surfaces, e.g. stainless 
steel and plastic.16,18 However, the viability of the virus, indicated by 
the virus titre, rapidly declines, as shown by the reported half-lives 
of 5.6 hours on stainless steel and 6.8 hours on plastic.16 Usually, the 
survival time on the skin is much shorter compared to that on non-
animate surfaces. The transfer efficacy of pathogens from surface to 
hand, and from hand to the perioral area or the nose, is highly variable 
but could be up to 30% or more.17-19 Observations from other studies 
show that the frequency of hand-to-face contact is eight times per 
hour, on average.22,23

OCCUPATIONAL EXPOSURE SCENARIOS 
There is consensus that high exposure risks are experienced by caring  
and protective service workers, e.g. healthcare workers, healthcare or 
laboratory personnel, medical transport workers, and morgue workers 
(broadly, those who may have contact with patients, patients’ tissues, 
etc., including faecal shedding).2,15,24,25 Beyond these workers, there 
is a wide range of service economy workers who have frequent and 
close interaction with many people over the course of a shift, and who 
may therefore be at risk of respiratory infections like COVID-19. Shop  
workers in high-volume retail settings, taxi and bus drivers, cleaners,  
teachers, bank workers, hospitality and penitentiary workers, etc. 
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are among the many service-sector employees who are at risk. Many 
of these workers will have either physical contact with the public or  
indirect contact through exchange of goods and money.26 In addi-
tion, all high-population-density work environments, such as labour 
centres, consulting rooms, points of entry for personnel, etc. can be 
considered as potential ‘hot spots’ for transmission. It is unknown, 
however, if specific workplace conditions, such as dust exposure, high 
air velocities, and hot and humid environments, may modify COVID-19 
transmission. For example, similar to nanoparticles, the smaller droplets 
might be scavenged by, or adhere to, dust particles and be transported 
through the air over long distances.27 However, it is also likely that  
adherence to dust will decrease the survival time of the virus.

Several sectors have been designated as ‘essential services’ during 
the lockdown, including medical care services, supply chains (e.g. energy 
and food), retail workers and public transport.28 Thus, these sectors 
should remain in full operation; however, in many instances it will be a 
challenge to comply with the precautionary measures recommended 
to the general public, such as keeping a ‘social or physical distancing’ of 
1.5 to 2 metres, and appropriate sanitation. Clearly, the currently allowed 
loading capacity of 70% for minibus taxis,29 and the transfer of money, 
increase the potential to violate these general rules.26 Specifically, for the 
energy-supply chain, the innate nature of mining operations lends itself 
to dense occupancy in living quarters, while commuting to workplaces, 
in change- and lamp-rooms, and in travelling to the stopes, whether it 
be in a vehicle or cage, or on foot. In addition, specific mining processes 
require teams whose members work in close proximity to each other, 
providing additional COVID-19 transmission points. However, surface 
mining operations and mechanised mining provide ample opportunities 
to enforce safe  hygiene practices. 

Food production involves one or more of the following processes: 
continuous or semi-continuous production, batch production, or craft 
or hand finishing. During production and transport to market, many 
people come into contact with each other and the food product, e.g. 
during harvesting, sorting and packing.30 Although the Department 
of Health (DoH) COVID-19 hygiene protocol, which emphasises hand-
washing and hygiene measures, would also apply to the food supply 
sector, circumstances encountered in the sector are not regulated. For 
this reason, lessons can be learned from the United Kingdom where the 
COVID-19 epidemic is ahead of South Africa. Here, the trade unions in 
the food sector are not convinced that the Food Standards Authority-
issued guidelines to food manufacturers, aimed at keeping workers 
safe and preventing person-to-person transmission, are adequate, and 
have called for a ‘mandatory imposition’ by government of a 2 m social 
distancing rule.31 

WORKPLACE EXPOSURE CONTROL OPTIONS
With COVID-19, it may not be possible to eliminate the hazard. The most 
effective exposure control measures are associated with prevention of 
transmission from infected persons and asymptomatic carriers; thus, the 
exposure pathways and the hierarchy of controls for COVID-19 are vital, 
i.e. engineering controls, administrative controls, safe work practices, 
behaviour risk management (a type of administrative control), and PPE. 
Thus, measures, at the source, to detect early infected and/or potentially 
infected persons, are key. 

According to the National Institute for Communicable Diseases 
(NICD) case definition, persons under investigation (PUI) who should 
be tested for COVID-19 are those presenting with acute respiratory 
illness or a cough, sore throat, shortness of breath, fever ≥ 38 °C, or a 
history of fever.32 Initiatives to detect PUIs in workplace settings should 

be governed by a workplace COVID-19 policy, and should include 
body temperature screening at points of entry as well as  measures to 
reduce the emission of exhaled droplets, i.e. behavioural practices such 
as ‘controlled-sneezing’,33 and wearing of face masks.30-32 The latter 
has been proven to be effective in healthcare settings where infected 
patients wore masks. However, it is plausible that even home-made 
cloth face masks will reduce the emission of droplets into the air to 
a certain extent. Definitely, the larger droplets will be captured, and 
the swelling of the cotton fibres when moisturised may prevent even 
smaller droplets escaping. 

Regarding the droplet transmission pathway, structural measures 
such as simple (face) screens and barriers used in some customer-facing 
roles, including those of taxi/bus drivers and banking staff, might offer 
some degree of protection from COVID-19, compared to the more open 
interactive style of work that teachers or general shop staff adopt. More 
drastic measures would be, for example, the transition to self-scanning 
of purchased goods, and replacement of traditional door handles with 
elbow-operating systems or automatic doors. Adequate room ventila-
tion in combination with reduced occupancy of rooms are key factors to 
reduce the long-range transport of aerosols and shorten the associated 
transmission pathway, as demonstrated in tuberculosis transmission 
research.20,37 Furthermore, engineering controls to reduce the emis-
sion of dust should be extended as it is hypothesised that concurrent 
exposure to dust may affect exposure to COVID-19. 

Adequate personal hygiene, including handwashing, will require that 
workers are well instructed and facilitated, and should be paired with 
cleaning procedures to provide frequent and adequate cleaning of sur-
faces, especially those that are frequently touched by different persons.38 
Personal protective equipment which includes gloves, goggles, face 
shields, face masks, aprons, overalls, hair and shoe covers, and respira-
tory protection, will only be effective if workers are adequately trained 
to use protective clothing and equipment, which includes instructions 
on how to correctly don, use/wear and doff it. 

The effectiveness of the facemask type of respirator, or the so-
called disposable filtering facepiece (FFP), is very much determined 
by the ‘fit’, i.e. the presence or absence of facial leakages, rather than 
the filtration efficacy.39 In addition, it is quite often forgotten that 
‘disposable’ implies replacement and not reuse. It will be interest-
ing to determine whether adherence of viruses to dust particles will 
result in a Trojan horse effect if the particle size is close to the so-called 
most-penetrating particle sizes, which are in the range of 40 to 300 nm, 
depending on the filter material.40  As research indicates, appropri-
ate donning practices very much determine the fit of respirators,41 
and inappropriate doffing of respirators and gloves enhances cross-
contamination.15,42 Thus, the use of masks, i.e. non-medical masks for 
non-healthcare workers and the general public, must be accompanied 
by mask hygiene, and awareness and education.

OCCUPATIONAL HEALTH PREVENTION AND  
SURVEILLANCE
The general principles that play a major role in keeping workers healthy 
and safe, i.e. IDENTIFY, PREVENT, TRACE, TEST, TREAT, through early diag-
nosis, early treatment, and rehabilitation will also apply to the control 
of COVID-19, whilst maintaining workers’ dignity.

Persons under investigation 
COVID-19 symptom and fever screening at work and at home, to identify 
suspected cases and contacts early, should be given priority. Contacts 
should be actively and promptly traced, tested and treated. Infected 
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workers should be placed in isolation immediately. Contacts and work-
ers with flu-like symptoms should remain self-quarantined at home or 
in specific quarantine accommodation. It may become necessary for 
employers to engage with local authorities to access specific COVID-19 
quarantine facilities for their employees who are unable to self-isolate 
in their usual accommodations.

Identification of persons with high-risk profiles 
As part of the risk management process, high-risk COVID-19 categories 
amongst the workforce should be actively identified and appropriately 
managed as they are predisposed to experiencing greater severity of 
COVID-19 illness. According to the Centres for Disease Control (CDC), 
older adults and people of any age who have serious underlying medical 
conditions might be at higher risk for severe illness from COVID-19.43 
Thus, employees with the following conditions should be identified 
and actively monitored:
•  pre-existing lung diseases such as asthma, obstructive airways  

diseases, active/chronic/past tuberculosis, and pneumoconiosis, e.g. 
silicosis in mine workers;

•  comorbid risk factors and pre-existing diseases such as cardiorespi-
ratory disease, diabetes, hypertension, auto-immune disorders and 
cancers;

•  human immunodeficiency virus (HIV)-infected employees with low 
cluster of differentiation 4 (CD4) cell counts or poorly managed HIV; 
and,

•  smokers, who are at higher risk for more severe COVID-19.  
The South African population has high tuberculosis and HIV rates. 

According to the WHO, tuberculosis patients who have lung damage 
from past episodes of tuberculosis or chronic obstructive pulmonary 
disease may suffer from more severe illness if they are infected with 
COVID-19.44 There is thus a strong case for concurrent testing for both 
conditions in these individuals as the COVID-19 clinical picture could 
easily mimic that of tuberculosis. The WHO also emphasises that, while 
untreated HIV is an important risk factor for progression to tuberculosis 
or for poor outcomes in tuberculosis patients, the influence of HIV on 
the prognosis of COVID-19 patients remains unclear. This means that 
employers should take “additional precautions for all people with 
advanced HIV or poorly controlled HIV”.44 With regard to smoking and 
COVID-19, a systematic review noted that, despite the limited available 
data, evidence that smoking is associated with adverse outcomes of 
COVID-19 is increasing.45

These high-risk workers and those at higher risk for severe illness 
should be fast-tracked to receive prophylaxis for the seasonal influenza 
(‘flu vaccine), pneumococcal pneumonia (pneumococcal vaccine) and 
tuberculosis (isoniazid preventive therapy), as advised by their doctors.

Customised COVID-19 workplace policies and procedures
COVID-19 policies must be integrated into strategic risk management 
frameworks and core business practices and be endorsed by top  
leadership and employees alike. In addition, employers should be acutely 
aware of the local community COVID-19 epidemiological patterns, and 
plan for community outbreak intervention strategies to provide support 
to communities. 

Workplace policies must be clear about who is entitled to sick 
leave or quarantine sick leave, and explicit about how this should be 
implemented. Multidisciplinary teams, comprising human resources 
practitioners, labour representatives and occupational medicine  
practitioners, should prepare for determining how PUIs will be 
reintegrated into the workplace. Policies and procedures for post 

lockdown, post COVID-19 illness or post COVID-19 quarantine must  
be developed and communicated to the workforce to educate and reas-
sure workers. Medical incapacity policies should be reviewed and judi-
ciously applied in suspected, infected and recovering COVID-19 cases.

Risk communications 
The information must target specific behaviour modifications that 
prevent COVID-19. Existing peer-educator platforms, and health 
and safety committees, should be used effectively to educate and  
raise awareness on prevention of contracting and prevention of  
transmission of COVID-19. General health promotion materials,  
illustrating good cough hygiene, hand washing, respiratory etiquette, 
COVID-19 symptoms, quarantine/isolation methods, and informa-
tion on available healthcare facilities, must be freely available, using  
multiple communication channels.

Other support mechanisms
Employers would do well to engage with the service providers of  
their employee assistance programmes to provide advice, stress man-
agement and psychosocial support to their workers. A COVID-19 hotline, 
managed by the company’s occupational health staff, could assist with 
triaging workers. This would take a substantial burden off the public 
health systems and hotlines managed by the NICD and other agencies.

CONCLUSION
There is no doubt that the South African workforce is vulnerable to 
COVID-19. In the 1990s, when the mining sector was most impacted 
by HIV and tuberculosis, without life-saving antiretroviral drugs, it had 
to respond in a most decisive and unprecedented manner by applying 
multipronged, multidisciplinary and novel approaches to tackle the 
extraordinary burden of disease. Other sectors should take cognisance 
of the lessons learned and not reinvent the wheel. Leading practices 
that worked to contain the HIV and tuberculosis epidemics should be 
adopted and enhanced to contain and mitigate the impact of COVID-19 
on the South African economy. For the various exposure scenarios, it is 
necessary to determine the most effective measure to limit COVID-19 
transmission. Exposure science and occupational hygiene are impor-
tant fields of expertise to assist in exposure-control decision making.

There is no time for complacency. Employers, together with their 
multidisciplinary teams and stakeholders, need to be decisive, weigh 
up the risks in context, and act in a manner commensurate with  
the magnitude of this threat. The COVID-19 workplace policies should 
not only be aligned to the prompt governmental response and progres-
sive legislative frameworks, but, as outlined in this paper, go beyond 
this and be reflective of a relentless and tenacious fight against the 
impact of COVID-19.
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Twenty years of warning

Twenty years ago, a Pulitzer prize-winning author, Laurie Garrett, wrote a 
book called Betrayal of Trust 1 which decried the breakdown of the global 
public health infrastructure. She chronicled and warned that the collapse 
of systems intended to prevent the spread of infectious diseases, gross 
inequities between the rich and poor, and failure to protect the environ-
ment and ecosystems, would lead to economic, social and political insta-
bility on a global scale. In an earlier book, The Coming Plague,2  written in 
1994, she warned about the emergency of recurrent eruptions of newly 
discovered emerging diseases. She complained that society tended to 
learn little from past mistakes and ignored the signs that resources were 
needed to support healthcare infrastructure, public health capacity, and 
basic human needs.

In November of 2002, a new strain of influenza coronavirus arose, 
called severe acute respiratory syndrome (SARS). It began in Guangdong 
province, China, and spread via Hong Kong and international air travel to 
dozens of countries over the next several months. By the time the out-
break had been curtailed, more than 8 000 people had become infected 
and 916 had died.3 It wasn’t until well after the disaster that studies 
reported that the agent was transmissible through aerosols, and that 
the infectious virus could exist for several hours in the air. We also came 
to learn that healthcare workers comprised one fifth of the global cases.4

A number of important lessons were provided by the SARS outbreak. 
One was that hospitals were ill-prepared to track infected patients as 
they entered healthcare facilities, so it was difficult, if not impossible, 
to identify which staff or other patients had come in contact with SARS 
patients before they were diagnosed. Another lesson was that hospital 
ventilation systems were woefully inadequate to help protect workers and 
patients from SARS. Last, there was a misunderstanding of what personal 
protective equipment (PPE) was appropriate for nurses and physicians 
treating SARS patients, and the guidelines changed several times over 
the progression of the outbreak.

It is unspeakably disappointing that, after 20 years of mesmerising 
advancement in areas such as information technology, communica-
tions, and other specialties, our medical and public health systems in 
many countries – even the most advanced – have lagged far behind. 
The lessons learned from the SARS disaster were forgotten and never 
adequately addressed, and we are now plagued by the same problems 
during the COVID-19 pandemic. Hospitals cannot accurately identify, track 
and segregate infected patients and identify asymptomatic individuals; 
as a result, healthcare workers and other patients are being infected. The 
inability of hospital ventilation systems to minimise the concentration and 
spread of airborne virus aerosols allows the agents to spread throughout 
the environment.  

Even though inadequate nursing protocols and failure to use PPE 
properly were identified as primary causes for the spread of SARS in 
2003, neither the US Centers for Disease Prevention and Control (CDC) 
nor the World Health Organization (WHO) are able to agree on what PPE 
should be worn for healthcare workers assigned to COVID-19 patients. 
In a 2005 study by Yassi et al. on the lack of understanding of effective 
controls against SARS, it was reported that, “it is likely that a pandemic 
strain of influenza could produce similar or worse effects if these issues 
are not addressed”.5 Studies of nursing practice since the SARS outbreak 
have shown that only 20–90% of healthcare workers practise correct PPE 

compliance.6,7 In a study in 2008, only 60% of healthcare workers received 
respirator fit-testing and training annually, as required.8 We seem to have 
learned very little over the past 20 years in the area of infection control, 
and occupational health and safety for healthcare practitioners.

Occupational hygiene is the profession dedicated to the protection of 
worker health and safety. Despite the fact that communicable diseases 
contribute 9% of occupational fatalities, on average, and up to 30% in 
developing nations,9 and hospital-acquired infections occur in up to 25% 
of hospital patients globally,10 there has been little expansion of the use 
of occupational hygiene principles or practice in healthcare. Occupational 
hygienist expertise in ventilation, contamination control, environmental 
monitoring, and personal protection is a recognised asset to general 
industry and is seen as an economic benefit, yet it often goes underutilised 
by hospital medical teams and administrations. Only the largest hospitals 
tend to have occupational hygienists on their staff. Smaller facilities hire 
consultants only when they are obliged to do so by legislation, or perceive 
a need and have the funds.

If there is a bright side to this pandemic, it might be that, in future, there 
will be an increased interest in the services and expertise that occupational 
hygienists can bring to infection control and protection of health workers. 
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Disclaimer:  IOHA would like to provide clarification on an article published 
in the January/February 2020 IOHA Newsletter &Technical Update  
(Vol. 26 No.1 pg 29).  While the article, entitled ‘New Zealand Whakaari 
volcano eruption and occupational hygiene responses’, was written by 
Philippa Gibson, CIH COH, WorkSafe New Zealand, all of the commentary 
and content of the article is her own opinion.  It was not written on behalf of 
WorkSafe New Zealand or discussed with WorkSafe prior to publication; it 
should not and cannot be attributed, in any way, to WorkSafe New Zealand.
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Committed, knowledgeable, effective and capable are a few of the 
words that come to mind when you consider the impact made by 
The South African Society of Occupational Medicine (SASOM) which 
has been in existence since July 1948. It is not surprising that, even 
after being around for more than 70 years, ethos is still evident in 
the people, their delivery and impact, and their collective expertise.

It all began when a dedicated group of industrial health experts 
birthed the idea of setting up the first South African Society of 
Industrial Health on 8 October 1947. Although a small group of men, 
their vision and passion to advance the impact of this Society in the 
workplace will be remembered as a giant undertaking. Evidenced in 
the Society’s records is their determination, efficiency and forward 
thinking. They perceived the need for a formalised occupational 
medicine body to advance South Africa’s productivity, by caring 
for the employees and improving the working conditions in key 
economic industries. 

From its inception, SASOM was an official group within the South 
African Medical Association (SAMA), and its mission has always 
been to promote, protect and enhance the health, quality of life 
and wellbeing of the working population of South Africa. From 
the very beginning, the founding members had a clear idea of the 
Society’s aims which were drafted into the Constitution towards 
the end of 1947.

The original Constitution of the South African Society of 
Industrial Health was developed with the following objectives in 
mind:
1. To further all aspects of occupational health in South Africa
2. To be involved in improving the health of all those at work and  

the quality of the working environment, and to be concerned with 
relevant issues affecting the health of workers’ families

3. To promote a sound knowledge of the interrelationship that exists 
between industry and the environment, and to seek to improve 
the impact of industry thereon

4. To strengthen and promote sound communication between the 
Society and its members, governmental authorities, commerce 
and industry, labour organisations, the medical profession and the 
public, as well as with international occupational health bodies

5. To advance occupational health by means of continuing educa-
tion, meetings and discussions about academic and practical 
aspects of the discipline, as well as promoting the discipline of 
occupational medicine

6. To further the professional interests of the members of the Society
7. To promote rational legislation related to occupational health.

Despite evolving to meet the needs of industry, the core vision 

of the original SASOM remains intact today:
• To promote, protect and enhance the health of the working popula-

tion of South Africa
• To further all aspects of occupational health in South Africa
• To be the guardian for ethical and medical standards of occupa-

tional medicine
• To be the professional information resource on occupational health 

matters.
In an era where advanced communication technology like e-mails, 

computers and the Internet were non-existent, the core group of five 
elected members multitasked and worked tirelessly to get occupa-
tional medicine the recognition it deserved in South Africa. An interim 
committee comprised Dr CJ Albertyn who was appointed the chair;  
Dr AJ Orenstein, Dr HB van der Merwe and Dr RA Mathews who 
served as executive members; and Dr M G Woolff who was appointed 
as secretary and treasurer. Driven by the country’s needs and the 
objectives stated in the Society’s Constitution, these experts in their 
fields boldly sought recognition by the International Committee of 
Industrial Medicine even before the inaugural general meeting was 
held in July 1948.

 The post-Second World War era gave the world a sense of hope 
with many changes taking place as countries started rebuilding their 
economies. These were some of the newspaper headline stories in 
1948: on 7 April, the World Health Organization (WHO) was estab-
lished by the United Nations (UN) to promote healthy practices all 
over the world; King George VI was still the ruling British monarch; in 
the USA, President Truman issued executive orders, abolishing racial 
discrimination in the USA military; and, closer to home, on 14 July, 
Zulu King Goodwill Zwelithini was born in Nongoma.

The original SASOM Constitution
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Also in 1948, the newly-
established UN, of which 
the International Labour 
Organization (ILO) became 
the first specialised agency, 
proclaimed the Universal 
Declarat ion of  Human 
Rights. This created a legal 
framework for subsequent 
implementation of occupa-
tional health protections in 
the workplace, globally. It 
was evident that South Africa 
had to gear up for significant 
changes, including in the 
field of occupational medi-

cine. The establishment of 
the South African Society of 
Industrial Health was timely.

The first meeting of the 
Society saw the election of office bearers to the executive committee, 
many of whom remained in those roles to make meaningful contri-
butions for many years to come. Dr HB van der Merwe was the first 
elected chair and Dr MG Woolff served as vice chair. Drs Orenstein, Van 
Blommenstein and Strachan were elected as representatives of the 
Society in the International Committee of Industrial Medicine.

The first annual general meeting (AGM) was held on 8 December 
1949. Dr CJ Goedvolk was elected as chair. The Society comprised  
29 members. The second AGM took place in 1951. Dr RA Mathews was 
elected as chair. The Society then had 33 members and eight associate 
members. 

Meetings continued regularly, with increasing clinical talks and visits 
to different industries. The Society’s name changed to the South African 
Society of Occupational Health on 18 September 1957, and then to 
SASOM on 24 August 1985.

The position of chair rotated among those who formed the original 
group. In 1975, Prof. A Coetzee was elected as chair; he served until 1982. 
Prof. J Mets was the chair from 1985 to 1989, followed by Dr D Whitaker 
for a year, and Dr M Baker from 1990 to 1993. During this time, branches 
were established for the Inland Region, and the Natal and Cape prov-
inces. Dr F Smith served as chair from 1993 until the current chair, Prof. 
DJ ‘Daan’ Kocks, took over in 1997. As the longest-serving chair, having 
held this position for 22 years to date, Prof. Daan Kocks is equipped with 
the qualifications, expertise, experience and institutional memory to 
have brought the Society into the 21st century. His professional career 
has seen him in leadership roles where he has made valuable contribu-
tions to, and immense impacts in, the world of occupational health. 

Prof. Daan Kocks’ influence and expertise have afforded him the 
personal recognition of SASOM’s legacy:
• 1997 to present date: SASOM chair
• 2005: ‘Medical Specialist in Occupational Medicine’ introduced as a 

specialist discipline for the Health Professionals Council of South Africa 
(HPCSA), after motivations to recognise this specialty started in 1983

• 2009: Chair of the organising committee of the International 
Commission on Occupational Health’s (ICOH) 29th Triennial 
International Congress on Occupational Health (ICOH2009 Congress), 
held in Cape Town in March 2009 

• 2018 to 2021: ICOH national secretary for South Africa.

“In my years of involvement in occu-
pational medicine in South Africa, I am 
challenged and motivated to witness the 
advances being made, which are aligned 
to the changing work environment, 
policies and health influences. I know 
that South Africa will lead innovative 
solutions and stimulating collaborations 
to advance all areas of occupational 
medicine which best serve its people.” 

Prof. Daan Kocks

With these key people in place, the early days of the Society made 
meaningful contributions towards providing freedoms and fair prac-
tice to workforces in factories. The role of the industrial medical officer 
in relation to cases occurring under the Workmen’s Compensation 
Act was clarified, and the worker’s right to choose his/her own doctor 
was established.

The highly knowledgeable and competent members of the South 
African Society of Industrial Health were sought after to draft codes of 
practice for the Prevention and Treatment of Dermatitis through the 
Bureau of Standards. The codes were implemented, and rehabilitation 
facilities for injured and disabled workers were established; these were 
operationally aligned to centres in the UK and the USA. 

High on the agenda of 
the Society was the need 
to include a short course 
on industrial health into the 
public health and social med-
icine syllabus at the University 
of the Witwatersrand, at both 
under- and post-graduate 
levels. The original syllabi 
were tweaked and changed, 
and the recommendations 
made were the result of a 
collaborative effort with the 
Faculty of Industrial Medicine, 
South African College of 
Physicians, Surgeons and 
Gynaecologists, and the University of South Africa (UNISA). The long-
term plan was for the training to develop into a full diploma course 
in future years. Some 59 years later, in 2007, SASOM established the 
SASOM Medal of Excellence which is awarded, annually, to the best 
post-graduate occupational medicine student from the College of 
Public Health Medicine, a division of the Colleges of Medicine of 
South Africa. 

Dr Shahieda Adams of the University of 
Cape Town (UCT) was the first recipient of the 
SASOM Medal of Excellence. Dr Adams com-
menced her specialist training in occupational 
medicine at UCT in 2004, and completed the 
MMed degree as well as the specialist examina-
tions (FCPHM (OccMed)) in 2007. She was the 
first South African to graduate locally in this 
speciality. In May 2008, she was admitted to the 

College of Public Health Medicine (Division: Occupational Medicine).

A 1984 SASOM newsletter

Dr Shahieda Adams

The South African Society of 
Industrial Health, established 
in 1948, can be considered the 
original ancestor of SASOM
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Knowledge sharing and learning came naturally to the Society, 
and executive members were invited to produce papers for publica-
tion in medical journals and presentation at congresses; research 
findings were shared at several local and international symposia. 
Over the last 72 years, the Society has been represented widely on 
the global occupational health stage, including in Tokyo, Buenos 
Aires, London, Helsinki, Morocco and Milan. The Society has also 
been active widely on the African continent where the respected 
executive members have presented relevant papers on the occu-
pational health issues facing South Africa and the world. This was 
no easy task at a time when travel was not as simple as it is today, 
and funding for these opportunities was scarce. Many personal 
sacrifices were made so that SASOM could be recognised on a par 
with similar organisations, globally.

Industry bodies were hungry for knowledge, and the Society 
received invitations to participate in mining, motor manufactur-
ing, food processing and production of fossil fuels by the Chamber 
of Mines (now the Minerals Council South Africa), Sasol, Chrysler, 
Western Deep Levels Mine, and government departments. Much of 
the work done in these settings encouraged extensive collabora-
tion between industry and the Society, and went on to influence 
policies, legislation and workplace standards. 

Creating awareness of the issues within occupational medi-
cine, and building the Society’s brand, was accomplished through 
delivering lectures and providing opinions on important propos-
als. The prestige of the Society grew and many individuals and 
organisations were interested in becoming members. However, 
the Society was very specific about its membership criteria, and 
confident of its constitutional mandate, and often had to decline 
both requests for membership of the Society and requests for the 
Society to join other bodies. 

Attracting members who would add value and further the 
research and influence of the Society was an important consid-
eration for the executive committee. By 1958, membership was 
opened to all members of the Medical Association who had occu-
pational health interests, and associate membership was extended 
to persons in the allied scientific disciplines of physiology, hygiene, 
engineering and physics. 

Interest in mem-
bership was increas-
i n g  i n  t h e  ( t h e n ) 
provinces of Natal and 
the Cape as indus-
tries grew through-
out South Africa. This 
prompted the need 
for Society branches 
and chapters across 
South Africa and in 
neighbouring coun-
tries. Over the years, 
branches have been 
established in various 

cities (in some cases, merging to become provincial chapters), 
and beyond national borders: Port Elizabeth, Klerksdorp, Richards 
Bay, Bloemfontein, Witbank, Pretoria, East London, Polokwane, 
Mpumalanga, Northern Cape, KwaZulu-Natal, Western Cape, 
Zimbabwe and Namibia.

The determination and steadfast purpose of the Society’s executive 
committee is commendable in that the members have remained firm in 
their approach to the scope of work under the Society’s responsibility. 
This clarity of vision allowed the Society, in those early days, to exert 
considerable effort in terms of the objectives set out in the Constitution. 
The Constitution was amended in September 1949 to include a clause 
stating that no member of the Society will be remunerated for advisory 
services to the Society, as its identity is built on being the occupational 
medicine body of expertise that advises and influences on general 
principles of health and welfare in industry.

The administrative tasks and good governance undertaken by the 
Society have, from the beginning, been of the highest ethical standard. 
High quality, succinct minute keeping, and meticulous financial record 
keeping have remained part of the culture of the Society since its 
inception. 

With changes in leadership, the identity and purpose of the Society 
have constantly been revisited and aligned to stay abreast of envi-
ronmental and workplace changes. This is why SASOM has remained 
relevant, and constantly strives to meet current challenges. 
 
HIGHLIGHTS IN 
THE HISTORY OF 
SASOM
Init ia l ly,  executive 
committee meetings 
were held every three 
months and valuable 
codes of practice and 
rules for part-time and 
full-time appointments 
were discussed. At one 
meeting, the commit-
tee was addressed by 
a psychiatrist, Dr Alice 
Cox, on ‘Psychological 
causes of absenteeism in 
industry’. The topics and 
areas of discussion were well-received and relevant for the issues that 
were of concern for the industry at the time. Topics ranging from food 
handling to alcohol and drug abuse in the workplace, and from diabetes 
to tuberculosis and human immunodeficiency virus (HIV), were shared 
with members via SASOM newsletters and communiqués.

In order to share this information with professionals in other 
occupational health disciplines, and with those SASOM members who 
were unable to attend the Society meetings, a peer-reviewed Journal, 
Occupational Health Southern Africa, was launched in January 1995. This 
was a joint venture between SASOM and the South African Society of 
Occupational Health Nursing Practitioners (SASOHN). The Southern 
African Institute for Occupational Hygiene (SAIOH) and the Mine Medical 
Professionals Association (MMPA) subsequently joined to provide 
broader content and a sustainable future for the Journal. The Journal 
was later shared with a wider audience which included the Society’s 
international partners and colleagues. The editorial board consists of 
leaders in various fields within occupational health who collectively 
ensure that information sharing remains a key priority, as the Society’s 
footprint extends throughout the country and beyond national borders. 

SASOM launched its own website in 2004, enabling improved com-
munication and access to information for members, and serving as an 

The South African Society of 
Occupational Health, established in 
1957 for medical doctors only, was 
the predecessor of SASOM

The archives of official documents 
from SASOM and its predecessor 
Societies capture historical 
milestones of the development of 
occupational health and medicine in 
South Africa
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information hub for specialised content. A redesigned and modernised 
version of the website was launched in October 2018 as a dynamic, user-
friendly and interactive platform for the benefit of SASOM members.

ACHIEVEMENTS
Members of the executive 
committee invested heavily 
in the aims and initiatives of 
SASOM, to serve and promote 
the discipline of occupational 
medicine. Some of the out-
standing achievements over 
the years include:
• Participating in the Erasmus 

and Wiehahn Commissions 
of Inquiry leading to the 
drafting of the Labour 
Relations Amendment Act 
(Act No. 57 of 1981) and the 
Machinery and Occupational 
Safety Act (Act No. 6 of 1983) 

• Involvement in drafting the 
Mine Health and Safety Act 
(Act No. 29 of 1996)

• The creation, drafting and 
ongoing update of SASOM 
guidelines - ‘living’ documents on various aspects of occupational 
medicine practice that reflect the dynamic and evolving practice of occu-
pational health; practitioners are encouraged to refer to the guidelines 
as a framework for compiling policies and procedures for the unique 
requirements in their particular work environments

• Hosting successful annual conferences
• Initiating the Occupational Health Southern Africa Journal in 1995
• Establishing the Association of Societies for Occupational Safety and 

Health (ASOSH) - an umbrella organisation for various occupational 
health and safety (OHS) Societies in South and southern Africa, providing 
a forum for discussion and idea exchanges in OHS topics

• Implementing the permit system for dispensing of medicines in occu-
pational health clinics

• Motivating the recognition of occupational medicine as a speciality
• Leading and hosting the ICOH 29th Triennial International Congress on 

Occupational Health (ICOH2009 Congress) in Cape Town in March 2009
• Registering the SASOM logo with the Bureau of Heraldry in 2008
• Partnering with the University of Limpopo Medunsa Campus (now the 

Sefako Makgatho Health Sciences University) to spearhead efforts to 
circulate information and policies, facilitating the drafting of a prelimi-
nary constitution and plan for the Pan African Congress on Occupational 
Health (PACOH) and the African Regional Association of Occupational 
Health (ARAOH)

• Participating in the Department of Employment and Labour’s (previously 
the Department of Labour) Occupational Health Forum as a liaison 
body with SASOHN, SAIOH and the National Institute for Occupational 
Health (NIOH) 

• Encouraging researchers working in the field of occupational health in 
Africa to publish their research findings in Occupational Health Southern 
Africa. SASOM recently introduced a cash award to a novice author who 
is first author of the best paper published in the Journal in a calendar 
year, as judged by the editorial advisory panel.

In a paper by Jeebhay and Jacobs on occupational health services 
in South Africa,1 it was stated that the two main professional entities 
that have contributed to occupational health service delivery are 
SASOM and SASOHN. Furthermore, SASOM advocated the establish-
ment of a “fully integrated health and safety agency (executive), and 
the rationalisation of health and safety legislation into a single Act 
enforced by a dedicated Inspectorate”; funded by taxpayers’ contri-
butions. Both SASOM and SASOHN recommended the establishment 
and delivery of occupational health services on-site at workplaces, to 
be managed by appropriately-qualified and registered occupational 
health practitioners. The services should be provided mostly by nurses 
under the supervision of medical doctors, and should be integrated 
with primary healthcare for workers. The occupational health services 
should be regulated by district health authorities (and not the health 
and safety executive) and be subjected to regular audits, and moni-
tored to ensure adherence to approved guidelines and protocols, and 
accurate record keeping of health information statistics, to guarantee 
ongoing quality healthcare. 

Hippocrates (460–375BCE) taught his students to consider envi-
ronmental factors when diagnosing diseases. Bernardino Ramazzini 
(1633–1714) is known as the father of occupational medicine for his 
classic text, De Morbis Artificum Diatriba [Diseases of Workers]. However, 
in South Africa, it was only after Dr AJ Orenstein was appointed as a 
sanitation engineer and then the chief medical officer by the Rand 
Mines Group in 1914, and set about regulating mining conditions 
and improving their health services, that occupational healthcare was 
formally practised in this country. He was instrumental in the formation 
of the South African Society of Industrial Health in 1948 and is rightfully 
known as the ‘South African Father of Occupational Health.’

 It was Dr AJ Orenstein who, in those early 
days, recommended the Society’s affiliation 
with the International Committee of Industrial 
Medicine. The legacy of the SASOM pioneers 
remains prominent to this date; numerous 
awards presented by an array of societies in 
recognition of outstanding performances by 
individuals still bear their names. 

During the early 1990s, Dr M Baker and the 
executive team of SASOM worked together 
with a legal team, and were instrumental in drafting the guidelines 
around the ethics for employees living with HIV and acquired immu-
nodeficiency syndrome (AIDS). These early interventions and thorough 
considerations were instrumental in shaping the policy for HIV and 
AIDS in the workplace.

In celebration of its 60th anniversary, SASOM hosted a conference 
in Bloemfontein on 21 November 2008, which was followed by the 
AGM and a celebratory dinner. The theme of the conference was 
Occupational Medicine Diamonds, which included clinical and ethical 
aspects of occupational medicine. The Bureau of Heraldry-registered 
SASOM logo was also unveiled to members during the occasion.

At the Diamond Jubilee celebratory dinner in the evening,  
Prof. J Mets highlighted the progress made in occupational health 
education, from the first one-week introductory course attended by 12 
doctors in 1964 to negotiations with the (then) South African College 
of Physicians, Surgeons and Gynaecologists, to the first Diploma in 
Occupational Health course in 1967. Prof. J Mets stressed the continual 
development in occupational medicine and the need to stay informed 
of the latest scientific and technical advances.

The SASOM logo is registered at 
the Bureau of Heraldry

Dr AJ Orenstein
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At the time of its 70th anniversary in May 2018, SASOM mem-
bership stood at 349 individual and corporate members. As at 31 
October 2019, SASOM had 404 members in good standing, including 
new members, honorary life members and corporate memberships. 

As the world of work and its demands on the employee increased, 
the Society proved to be ahead of the curve at its August 2011 
congress where the main topic for discussion centred around ‘Care 
for the occupational health needs of the worker: Biological, physical 
and psychological’. 

Testimony to its work on the African continent, SASOM hosted 
the ARAOH/SASOM Congress in Johannesburg at the beginning of 
August 2014, which further upskilled industry specialists and was a 
drawcard for delegates and presenters who attended from Botswana, 
Benin, Cameroon, Italy, Japan, Namibia, Nigeria, Senegal, South 
Africa, the USA, Uganda and Zimbabwe. The Zimbabwe SASOM 
branch was established during the Congress, and Dr Dingani Moyo 
was elected chair. 

Presently, SASOM’s activities include a high degree of collabora-
tion and association with:
• MMPA – Mine Medical Professionals Association (South Africa)
• SASOHN – South African Society of Occupational Health Nursing 

Practitioners
• SAMA – South African Medical Association
• HPCSA – Health Professionals Council of South Africa
• SASTM – South African Society of Travel Medicine 
• SAIOH – The Southern African Institute for Occupational Hygiene
• OTOH – Occupational Therapy in Occupational Health (as an interest 

group; South Africa)
• NIOH – National Institute for Occupational Health (South Africa)
• National Department of Employment and Labour (South Africa)
• The Compensation Commissioner (South Africa)
• ARAOH – African Regional Association of Occupational Health
• ICOH – International Commission on Occupational Health (SASOM 

is the first and only affiliated member from Africa and is viewed by 
ICOH as a prominent leader in the field of occupational medicine 
for the continent)

• IOMSC – International Occupational Medicine Society Collaborative.
SASOM’s honorary life members were awarded this prestigious 

title because of their important contributions to occupational 
medicine since the formation of the Society. These are occupational 
medical practitioners (OMPs) who advanced occupational medicine 
through clinical, policy and legislative changes. Dr M Richter, Prof. 

A Coetzee, Dr M Baker, Dr D Whitaker, Dr CP Roos (deceased), Prof. I 
Webster (deceased), Prof. J Mets (deceased), Prof. Daan Kocks, Dr FH 
Fox, Prof. MH Ross and Dr D Ungerer have received due recognition 
as honorary life members.

In existence for 72 years, there is substantial evidence of the 
positive impact that SASOM has had in the South African world of 
work. It has harnessed medical insights and combined these with 
practical solutions to promote, protect and enhance the health of 
the working population of South Africa. The executive committee 
has been steadfast in advancing and leveraging the workers’ health 
agenda in South Africa. The Society is well respected and regarded 
as the guardian of ethical and medical standards in South African 
occupational medicine. It furthers the knowledge base and skills 
development of the sector by continually providing professional 
information resources on occupational health matters. 

SASOM chair, Prof. Daan Kocks, believes that one of the greatest 
achievements of occupational medicine in the country, Africa, and 
globally, is that an OMP now has a separate medical practitioner 
identity and a separate occupational medicine speciality. In his 22 
years as chair of SASOM, he says that the greatest hurdles the leader-
ship team had to overcome were for SASOM to gain recognition as 
a peer-review entity, and to achieve sustainable financial indepen-
dence in the long term. 

SASOM has influenced other related industry bodies to further 
occupational medicine by ensuring that the OMP is an independent 
practitioner, detached from other occupational health practitioners, 
but there to assist when necessary.

Proudly reminiscing, Prof. Daan Kocks reflects, “The characteristics 
that have remained in the Society since its inception are its inde-
pendence, ethical practice and the network of supreme knowledge 
brought about by its members”. Those who have partnered with, 
collaborated with, contributed to, benefitted from, and worked 
alongside SASOM since its inception in 1947 can attest to this being 
a true embodiment of the Society.

Congratulations, SASOM, for putting South Africa on the map 
as a force to be reckoned with in occupational medicine excellence 
and for making valuable contributions to the global occupational 
health arena.

REFERENCES
1. Jeebhay M, Jacobs B. Occupational health services in South Africa. South 

African Health Review. 1999; 29(19):257-276.

ICOH track presenters at the ARAOH/SASOM  
2014 Congress. L-R: Dr K Kogi (ICOH president),  
Ms C Nogueira (ICOH board member), Prof. M Ross 
(ICOH board member) and Dr. S Porru from Italy 
Photograph: Courtesy of SASOM

Participants and presenters of the session titled ‘Tuberculosis: 
A new strategy for an ancient disease’ at the SASOM Annual 
Congress 2017 in Johannesburg, South Africa
Photograph: Dr Arne von Delft, © TB Proof 
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What qualities are associated with the 40th anniversary? Trust, loyalty, 
‘brand’, quality, dedication, achievement, strength, maturity – and 
the list goes on. At 40 years, despite challenges and hardship along 
the way, an important milestone is reached, proving nothing need 
stand in the way as one keeps reaching to accomplish more, with 
the right frame of mind.

This year, the South African Society of Occupational Health 
Nursing Practitioners (affectionally known by members as ‘SASOHN’) 
turns 40. The anniversary is auspicious as it coincides with the 
celebrations of the World Health Organization’s (WHO’s) Year of the 
Nurse and Midwife 2020. Irespective of their speciality, nurses make 
up more than 50% of the global healthcare workforce; this year we 
will be honouring the 200th anniversary of the birth of Florence 
Nightingale, the founder of modern nursing. 

SASOHN has stood the test of time for all occupational health 
nurses in South Africa. The Society continues to make inroads and 
collaborates with most stakeholders and like-minded individuals 
who have an impact on their daily work activities. Despite the chal-
lenges that occupational health nurses in South Africa face, playing 
a dual advisory function to both employees and employers, often 
work independently, have their own mobile units, or are consul-
tants in the occupational health arena. These individuals are brave, 
determined, vocal go-getters who try to resolve issues that affect 
them, employees, employers, and the community at large, all while 
working within the boundaries and scope of professional practice. 
The multi-disciplinary team approach has also been enhanced with 
the assistance and inputs of trade unions in clarifying matters, and 
we continue to embrace the cordial relationship that has been 
established. 

When SASOHN celebrated its 25th anniversary in 2005, and its 
35th in 2015, articles were published in Occupational Health Southern 
Africa Journal (OHSA), concentrating on the timelines of occupational 
health nursing (OHN) as a profession. However, this time around, it is 
necessary to highlight some of the achievements along this fantastic 
historical journey of SASOHN.

SASOHN celebrates 40 years of excellence serving 
South African OH nursing practitioners
Ms Denise Minnie - SASOHN president, e-mail: dminnie@randwater.co.za 

 In April 1980, the newly formed  SASOHN established an 
executive committee which comprised one representative from 
each region across South Africa. An observer attended at inter-
vals when necessary. The office bearers held the positions of 
president, vice president, secretary and treasurer. SASOHN’s first 
democratically-elected president was Stella Coetzee. Presidents 
and the other office bearers are elected by members and can 
serve up to two terms of office. Members cast their votes for office 
bearers in September, before the annual general meeting (AGM) in 
November. Each new president has contributed fresh, innovative 
ideas, displaying all the qualities a leader should have. 

Initiatives to host workshops, seminars and, eventually, confer-
ences have led to members to look eagerly forward to two national 
highlights per year. The Academic Days and the SASOHN Annual 
Conference are a means for South African occupaional health 
nurses to get current evidence-based practice tools that can be 
shared and/or implemented in their workplaces. The opportuni-
ties also allow the multidisciplinary occupational health teams to 
network and present their cases or research via poster displays. 

By 1981, the South African Nursing Council (SANC) approved 
the opening of a school in the (then) northern Transvaal, named 
Pretoria School for Occupational Health; on 7 October 1982, the 
SANC recognised occupational health as an additional quali-
fication. As the industry needs evolved and roles expanded, it 
became necessary to work together with the SANC to compile 
a competency framework for occupational health nurses, which 
was estalished in 2013. Today, occupational health nursing prac-
titioners (OHNPs) are recognised by the SANC in the categories of 
Advanced Nurse Practitioners when they have achieved a South 
African Qualifications Authority (SAQA) National Qualifications 
Framework (NQF) level 8 qualification, and as Specialist Nurses 
when they achieve a Masters in Nursing at NQF level 9 and/or 
a Doctorate in Nursing at NQF level 10. We salute all the BTech 
degrees, Masters degrees and PhDs as these qualifications serve 
to pave the way for the future generation of occupational health 
nurses. 

Karen Michell, editor of the SASOHN textbook,  
A Practical Approach to Occupational Health Nursing, 
signs copies at the book launch during the 2011 AGM 
gala evening

Mrs Jenny Accutt (lecturer) with SASOHN Pretoria 
members in first Occupational Health Certificate course
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Once again, it is vital to acknowledge that SASOHN has always 
encouraged its members to do research, write articles and present 
their research at conferences and other forums. SASOHN guidelines 
have been written and adopted to provide direction for inspired 
members. 

On 25 November 1983, the first national textbook, An introduc-
tion to Occupational Health Nursing in South Africa, compiled and 
edited by M Baker and AC Coetzee, was published by Wits University 
Press. In 1984, a meeting was held with Prof. Kotze at the University 
of Port Elizabeth to discuss establishing a diploma course in OHN. 
At the 2011 AGM in Mpumalanga, SASOHN proudly launched 
A Practical Approach to Occupational Health Nursing, edited by  
K Michell. This book gave our members better insight into occu-
pational health and remains an invaluable resource for our young, 
upcoming OHNPs.

In 1987, the first honorary life membership was awarded. This is 
reserved for members who have achieved beyond the objectives of 
SASOHN. The criteria are stringent, and one must meet the require-
ments with a portfolio of evidence that is reviewed by the relevant 
regional committee before it can be considered by the national office 
bearers. This prestigious award is handed out at the gala dinner 
evening at each AGM. Honorary life members are very active within 
SASOHN and their valuable contributions will help to take the Society 
forward for another successful 40 years.  

In 1991, Jenny Serfontein was elected as the SASOHN president 

and presented a paper at the PAN African Congress in Lusaka. In 
1993, she was nominated as the first South African nurse to serve 
on the Scientific Committee of Occupational Health (SCOHN) and 
continued to become the first OHNP to serve as a board member of 
the International Commission for Occupational Health (ICOH). She 
received an Emeritus Award in recognition for her efforts in promot-
ing occupational health nursing at an international level. She was also 
invited by the (then) Minister of Health to serve on the Committee 
for the Occupational Health and Safety Act. Since then, SASOHN 
members have been affiliated with ICOH through any one of its 37 
Scientific Committees. Here, they make contributions to evidence-
based practice from southern Africa that influence global standards 
and policies. SASOHN encourages all the regional chairpersons and 
its membership to be part of the ICOH Scientific Committee for 
Occupational Health Nursing. 

The Academy of Nursing of South Africa (ANSA) was constituted 
in 2011 with the vision of recognisng and utilising excellence in 
nursing, midwifery and other speciality areas of nursing. The aim is 
to contribute to the nursing profession by promoting excellence in 
nursing and healthcare through the generation, synthesis, and dis-
semination of knowledge in specialist areas. The award categories 
include nursing education, practice (different specialities, including 
occupational health), management and research. Various members 
of SASOHN have been deservingly honoured for their contributions 
in their fields of expertise.

SASOHN soon discovered a need for all its members to have 
indemnity cover against medical malpractice claims and, in 2001, all 
paid-up members were awarded professional indemnity. Professional 
indemnity malpractice insurance is much needed in a field where 
OHNPs are expected to render occupational health services while 
also collaborating within a multidisciplinary team. SASOHN members 
now have peace of mind when they suspect a potential claim will be 
laid against them. They are covered for malpractice damages, which 
include their legal defence costs and those of the plaintiff in the 
event that a costs order is made against them. This remains one of 
the many benefits that SASOHN paid-up members enjoy as specific 
to our field of nursing. The indemnity offered by the other nursing 
associations is predominantly for nursing practice in hospital settings. 

On 7 March 2001, SASOHN submitted a proposal to assist the 
(then) Department of Labour with administering an audiometry data-
base which is still active today. All members with a valid certificate of 

Karen Michell, president (2005) Kim Davies, president (2015) Denise Minnie, president (current)

SASOHN Pretoria delegates at the 1995 SASOHN 
Conference in at Eskom Conference Centre
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competency in occupational audiometry are listed on the database 
as legally licensed to practice, as enforced by the Noise-Induced 
Hearing Loss Regulation of 2003. These paid-up members also 
receive regular, updated communications so that they adhere to 
relevant legislation and are kept abreast of all new information in 
the field of audiometry. The updated information is also widely 
spread via the chat line, the SASOHN website and the regional 
executive representatives. 

Because occupational health nurses work independently and 
often in remote locations, it is not always easy to attend the regional 
meetings. The Yahoo chat line is always buzzing with questions and 
information, and this online communication platform continues to 
provide information to all our members. This form of communica-
tion is efficient, reliable, and helps our OHNPs keep abreast of new 
legislation, regulations and updates. It is also used to raise aware-
ness and address issues that the OHNPs might encounter at their 
places of work. Most regions have gone a step further and ensured 
that members also make use of other forms of social media, such 
as WhatsApp and Facebook, as tools for an effective and readily 
available communication strategy.

In 2001, the national office was launched, initially for two hours 
per day. Due to the growing demand, a half-day position was soon 
considered and adopted. Recently, the workload and administration 
have expanded even further, so SASOHN has employed a full-time 
office administrator in the national office. The need for formal office 
space grew steadily as increased stakeholder and service provider 
meetings needed to be accommodated. On 15 August 2019, the 
SASOHN executive committee celebrated the official opening of 
the new SASOHN offices in Benoni, Gauteng. Past presidents, hon-
orary life members, and the current executives were welcomed to 
celebrate this event. 

The SASOHN logo was revised in 2008 and gazetted in November 
2009 for public comment. In May 2010, it was accepted as a regis-
tered trademark by the (then) Department of Arts and Culture, and 
is the proud trademark of SASOHN today.

The need to grow and have high-quality occupational health 
centres across the country gave rise to the initial SASOHN audit 
tool that was developed in 2002. It was revised regularly to ensure 
that it kept abreast of what is required in the occupational health 
sphere. In 2013, SASOHN initiated the Auditors Course for the 
OHNP. The aim was to uplift and ensure that the highest level of 
occupational healthcare services was rendered. SASOHN is proud 
of its own internal auditors across the country. 

AWARDS
Through the years, SASOHN has introduced many awards that recog-
nise occupational health nurse excellence. The following awards hold 
great inspiration, value, and honour amongst our own members.
 
Ian Webster Gold Medal
Professor Ian Webster donated the Ian Webster Gold Medal to 
SASOHN in 1998 on his retirement from the (then) National Centre 
for Occupational Health. This medal was initially awarded on an 
annual basis to an outstanding student who had completed a 
diploma-level course in occupational health nursing and who was 
a paid-up member of SASOHN. Ian Webster was a source of inspira-
tion and always encouraged nurses working in the occupational 
health field to further their studies. Due to changes in South African 
education, the SASOHN executive committee decided to award 

the medal to an outstanding student who completed a Master’s 
degree in occupational health. The medal is now awarded on an 
annual basis to a student who achieves a Master’s degree or PhD 
degree in occupational health nursing from an accredited tertiary 
institution, and who is a current SASOHN member. 
 
Ian Webster Silver Medal
The Silver Medal was donated by SASOHN in 1998, to be awarded 
on an annual basis to an outstanding student who completed 
a diploma-level course in occupational health nursing. Due to 
changes in South African education, the SASOHN executive com-
mittee decided to award the medal to an outstanding student 
who completed a BTech degree in occupational health nursing. 
The medal is now awarded to the student who achieves the high-
est final mark for a BTech degree in occupational health nursing, 
as listed with the SANC through an accredited tertiary institution. 
The student must not previously have written the examination, 
the final mark must exceed a 75% average, and the degree must 
be completed in the minimum duration of one year (full-time) or 
two years (part time). 
 
Janet Taylor Award
The Distance Learning Trophy was donated to the Society by the 
Vaal Triangle Regional Society of Occupational Health Nurses in 
1987 to be awarded to an outstanding student who has com-
pleted a course in occupational health nursing on a self-study, 
distance-learning basis. 

In 1998, it was decided to give the award on an annual basis 
to the best student who completed either a distance or certificate 
course. The Vaal region later requested that the award be renamed 
the Janet Taylor Award. Today, the annual trophy is presented to 
students who achieve the highest average marks in an advanced 
diploma in occupational health nursing, as listed with the SANC, 
through an accredited tertiary institution. The student’s final mark 
must exceed a 75% average and be completed in the minimum 
duration of one year (full time) or two years (part time). 
 
President’s Award
Bernadine Kuchinski, on behalf of the Scientific Committee 
on Occupational Health (SCOHN), presented a silver bowl to 
SASOHN at the 1997 Pan-African Congress on Occupational 
Health in Durban. It was decided to use the gift as a trophy for 
the Occupational Health Nursing Practitioner of the Year Award. 
In 2008, sponsorship and a new trophy for the OHNP of the Year 
Award were offered by IsoMetrix Software Solutions, and the 
SASOHN executive commitee agreed to use the SCOHN bowl 
for the President’s Award in the future. In 2010, the trophy was 
replaced with a new trophy and the old trophy was kept in the 
national office. The president may award the trophy at the end 
of each two-year term to the executive committee member who 
distinguished her/himself during the year. The award is not made 
to the committee member with the most portfolios, but to the 
person who excelled in the functions, he/she accepted as an 
executive committee representative.
 
Mentor of the Year
This floating trophy is awarded to the SASOHN member who is 
identified and nominated as the SASOHN Mentor of the Year. The 
mentor must be nominated by a tertiary institution, a mentee 
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or a peer. Although recognition through the Mentor Certificate 
of Recognition is made available to all OHNPs who are paid-up 
SASOHN members, and have mentored at least one learner 
through an accredited academic programme, there can only be 
one winner of the trophy. Through the years, many occupational 
health nurses have been dedicated to fulfilling their teaching role 
with the novice student and/or novice OHN. SASOHN is deeply 
grateful to all of them for keeping the lamp burning for occupa-
tional health. SASOHN looks forward to receiving nominations for 
Mentor of the Year for 2020 to concurrently celebrate the WHO’s 
Year of the Nurse and Midwife. 
 
SASOHN – Best Journal Article of the Year
This annual certificate, awarded together with a floating trophy, 
was initiated by past president Dr Karen Michell, in 2010. It 
recognises novice writers who are SASOHN members and who 
contribute to the knowledge base of OH, by publishing either 
a back-to-basics article and/or an original research article in 

Occupational Health Southern Africa. Although their MSc and PhD 
publications are acknowledged as highly valuable by the two 
SASOHN representatives on the Journal editorial board, the weight-
ing of the score matrix is in favour of the novice writer. This is to 
encourage and develop confidence in OHNPs who do not yet have 
the writing skills to contribute to evidence-based practice in the 
field and need assistance to develop these skills. They can start by 
writing simple case reports.

SASOHN – Best Conference Poster (research and 
non-research)
The award of this annual certificate was initiated by the past presi-
dent, Dr Karen Michell, at the SASOHN National Conference in eThe-
kwini, Durban, in 2002. This was inspired by the interprofessional 
poster presentations at International Commission on Occupational 
Health (ICOH) conferences. There was, unfortunately, a slow decline 
in poster submissions from about 2012. The poster competition was 
revived by Dr Penny Orton in 2015, a past educational representa-
tive, and further refined by Angie Butkovic in 2017. SASOHN’s poster 
competition continues to evolve, and now showcases two award 
categories (a research category and a non-research category) with 
a refined poster design guideline and scoring matrix. The poster 
competition encourages interprofessional occupational health 
and/or safety professionals to exhibit significant evidence-based 
information from the workplace and/or from formal research at 
national SASOHN events, as well as at international events such 
as ICOH conferences.

OHNP of the Year Award
This annual floating trophy is awarded to an individual OHNP who 
has excelled in service delivery in an occupational health setting. 
The trophy was donated to SASOHN and was first awarded to a 
recipient in 2002. The nominees must have been employed in 
their current clinic for a minimum of one calendar year and have 
produced a self-audit using the SASOHN audit tool. The regional 
societies then determine, through a regional audit, whether the 
candidate has met the required criteria. This is no easy task as the 
candidate needs to achieve 90% or more to qualify for the next 
verification audit. The best two candidates compete against each 
other for the winner in the category.
 
Corporate OHNP of the Year Award
This floating trophy is awarded to the corporate OHNP of the year. 
Occupational Care South Africa (OCSA)  donated the trophy in 2008. 
It is awarded to an OHNP who is employed by a company that pro-
vides support in the delivery of occupational health services. This 
is the provision of policies, procedures and other support material. 
The same process is followed for the nominee as for the individual 
OHNP of the Year Award.

The above Awards are what make our gala dinners at the AGM 
exciting and memorable. Each regional society feels proud when a 
member from their region achieves any of these awards. 

In 2020, the theme for the gala dinner will be The Night of the 
Oscars, which promises poise, glamour and loads of cheerfulness. 

 
SASOHN has, for many years, generously provided bursary and 
sponsorship support, despite its limited funds as a non-profit 
organisation, to its qualifying members who seek to develop their 
professional status in the field of occupational health. SASOHN has 

Awarding the OHNP of the Year trophy at the 2005 AGM 
gala dinner

SASOHN’s first president (1980), Stella Coetzee, and 
Karen Michell receiving awards at the AGM gala evening 
in 2005
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proudly been able to increase sponsorship of its members to 
the Academic Days, the SASOHN annual conferences and ICOH 
events. There are specific criteria that should be met. The invest-
ment is beneficial to all members, as the empowered member 
is only released from the agreement once she/he has provided 
a detailed report that can be distributed to all members. This 
enables all members access to at least partial knowledge of 
content that affects practice.

Last, the SASOHN objectives serve the four pillars of the 
Society. These objectives are communicated to members at 
the national AGM for regions to implement timeously. The 
current objectives are: 
 
1. To upgrade and maintain the professional image of 
occup-ational health, which is achieved through: 

a. Improving the standards and professional qualifications in 
occupational health nursing

b. Marketing the SASOHN brand to Government, the SANC, 
Department of Health (DoH), Department of Employment 
and Labour (DEL), National Institute for Occupational 
Health (NIOH), Nursing Education Association (NEA), ICOH, 
Department of Mineral Resources (DMR), SCOHN, Medical 
Education Centre (MEC), PCB, and trade unions

c. Upgrading of the SASOHN website to ensure all information 
is accessible to our members

d. Identifying relevant research projects and supporting cur-
rent OHN students in research with the assistance of the 
regional and national educational representatives, and 
the active participation of our members to complete the 
questionnaires, interviews, interventions, etc. 

e. Motivating the above students to publish at least one article 
in Occupational Health Southern Africa and present at the 
SASOHN Academic Days as an inspiration and motivation 
for others to follow 

2. To build relations with other professional bodies involved 
in occupational health, which is achieved through:
a. SASOHN being represented and playing the role of active 

and positive change agents on committees of organisa-
tions such as the SANC, DoH, DOL, NIOH, Democratic 
Nursing Organisation of South Africa (DENOSA), NEA, ICOH, 
SCOHN, MEC, PCB and trade unions

b. These representatives providing quarterly reports at the 
SASOHN executive meetings, which are then cascaded 
down to the regions to be communicated to members

3. To revisit back-to-basics principles in occupational health 
practice, which is achieved through:
a. The regional society educational representatives review-

ing members’ learning needs to align them with the SANC 
continuing professional development (CPD) domains in the 
annual academic regional programmes and workshops, 
accordingly

b. Assisting students through the ongoing supportive struc-
tured mentorship programmes 

c. Receiving at least two regional articles per region for the 
annual newsletter, per year

d. Submitting at least one regional article per region for 
Occupational Health Southern Africa 

4. To enhance awareness of national policies and guidelines affect-
ing occupational health practice, which is achieved through:
a. Addressing at least one national document (policy/guideline/rules 

of procedure) at each regional meeting
b. Updating and reviewing all national and regional SASOHN docu-

ments to align with the ISO standards of 9001:2015
c. Ensuring all SASOHN documents are available centrally from the 

SASOHN national office (regional societies can access these docu-
ments through the website portal)

d. Ensuring the updated SASOHN guidelines are available to paid-up 
members by January of each year. These guidelines are also put 
onto a compact disk (CD) and distributed at the Academic Days

e. Making the SASOHN guidelines available to the lecturers and 
students registered with tertiary institutions at a discounted rate

Currently, SASOHN’s office bearers are drafting new objectives 
as part of the Society’s five-year plan. These will concentrate on the 
continual improvement of occupational health services to enable 
effective, efficient, reliable and high standards of occupational 
healthcare. More focus will be placed on the quality of occupational 
health services that incorporate innovative technology and research 
that will assist the Society in achieving the its objectives. Another 
important aspect of the objectives is to address the compliance and 
legal frameworks that are required by members at their places of 
employment. For this to happen, strategies for continual improve-
ment in communication and awareness will be necessary for all 
members. We hope to achieve this by using our website and other 
social media platforms where members can get the information first 
hand. The CPD pilot study that was conducted by the Western Cape 
region highlighted the use of podcasting that could be used by the 
members. Currently, members are encouraged to use MedTalkz. As 
a value-added benefit to members, the new website will be assisting 
members to track their CPD progress. 

The year 2020 holds a special place in our hearts as SASOHN 
will mark 40 years of existence and, as one can see, this non-profit 
organisation has grown from strength to strength. Today, SASOHN 
stands proudly with a membership of more than 1 300, which includes 
international and affiliated members. SASOHN will continue with the 
improvement and quality of occupational health services in southern 
Africa. SASOHN will lead this trend by equipping the OHNPs with loads 
of valuable information, refined skills, encouragement and enhanced 
aptitude to function as Advanced Nurse Practitioners and specialists 
in occupational health. 

SASOHN executives meeting with the DoL in 2003
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Graphic source: National Institute for Safety and Health, USA

SAIOH’s history of serving the noble profession  
of occupational hygiene
Compiled by Deon Jansen van Vuuren – SAIOH fellow, and SAIOH past president, past SAIOH PCC chair, past IOHA board director, past 
IOHA-NARC chair, and SAIOH PCC chief examiner, e-mail: deon.jvvuuren@gmail.com 
Contributors: 
Dr David W Stanton – First SAIOH president and OH consultant
Dr John R Johnston – SAIOH fellow, and IOHSA past president
Julie Hills – SAIOH fellow, past SAIOH PCC chair, and SAIOH past president
Rob Ferrie – IOHSA and IOHA past president, past IOHA NARC member, and past SAIOH PCC chair 
Dr Dawie J van den Heever – SAIOH PCC member and co-author of the most recent OH handbooks published in South Africa, Occupational     

Hygiene: The Science (volumes 1 and 2) 
Dr Johan J Schoeman – IOHSA past president, past SAIOH PCC chair and co-author of the most recent OH handbooks published in South 

Africa, Occupational Hygiene: The Science (volumes 1 and 2) 
Dr Hennie van der Westhuizen – SAIOH vice-president (2020)
Edgar FE Waller – SAIOH ROH and managing member of an OH AIA consultancy
Norman Khoza – SAIOH president (2020)
Melinda Venter – SAIOH past president
Ray Strydom – Managing member of ‘Ray of Safety’ and past provider of secretarial services for IOHSA and SAIOH 
Lee Doolan and the administrative staff of the SAIOH PCC and SAIOH council
Claudina Nogueira – SAIOH past council member, ICOH vice president for Scientific Committees (2018-2021)  
Dr Jessica Hutchinson – ESSA president
Neels Nortje – Saiosh chief executive officer
Dr Jimmy I Perkins – Author of Modern Industrial Hygiene Handbook (volumes 1 and 2), published by the American Conference of 
Governmental Industrial Hygienists (ACGIH), USA

INTRODUCTION TO OCCUPATIONAL HYGIENE
Occupational hygiene (OH), also known as industrial hygiene (IH), is the 
‘science and art’ that recognises, examines and evaluates the working 
environment by means of scientific observation and measurements, 
identifying health hazards, quantifying the risks, and applying preven-
tive (control) measures, thus reducing the probability that hazards 
will culminate in risks. This allows the occupational hygienist to use 
findings and information, so obtained, to implement engineering and 
design techniques to control occupational exposures, i.e. through the 
‘hierarchy of controls’, as graphically indicated below – elimination, 
substitution, engineering controls (including isolation), administrative 
controls (including training and some ergonomic interventions), and, as 
a last resort, personal protective equipment (PPE) – thereby protecting 
the worker (and, by extension, the community). 

Occupational hygiene is still not really understood as a professional 
discipline and, therefore, not valued by the general population in South 
Africa or, in many instances, by employers and employees alike. Several 
terms are used interchangeably and not always correctly, namely OH, IH, 
occupational (industrial) health, and occupational (industrial) medicine. 

One of the first attempts to define ‘occupational health’ came from 
a joint committee of the International Labour Organization (ILO) and 
the World Health Organization (WHO) in 1950:

The promotion and maintenance of the highest degree of physi-
cal, mental and social well-being of workers in all occupations; the 
prevention among workers of departures from health caused by 
their working conditions; the protection of workers in their employ-
ment from risks resulting from factors adverse to health; the placing 

Figure 1. The hierarchy of controls applied by occupational hygienists
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and maintenance of the worker in an occupational environment 
adapted to his physiological and psychological equipment; and, to 
summarise: the adaption of work to man and each man to his job.

The WHO further declares: 

It is clear from this definition that occupational health covers a wide 
field. It calls for specialised knowledge from many disciplines – medi-
cine, engineering, psychology, physiology, statistics, etc. – and close 
team-work among workers in these different spheres is essential.

Accordingly, ‘occupational health’ is the all-embracing concept, with 
the disciplines of OH and occupational medicine being the two main 
pillars. The occupational hygienist evaluates and controls health hazards 
in the workplace, whereas the occupational medical practitioner ensures 
that, through regular medical examinations and timely diagnoses, the 
work does not affect the worker’s health or the safety and health of 
others  and, when a worker is ill, the appropriate care and treatment will 
be administered. Occupational hygiene is therefore primarily preventive, 
while occupational medicine is primarily curative; these two separate 
aspects demand different qualifications, experience and competencies, 
even though they are two pillars of occupational health.

While the USA professionals prefer and use the term ‘IH’, the Southern 
African Institute for Occupational Hygiene (SAIOH) and the International 
Occupational Hygiene Association (IOHA) prefer to use the broader 
term ‘OH’. The American Industrial Hygiene Association (AIHA) defines 
IH/OH as: 

That science and art devoted to the anticipation, recognition, evalu-
ation and control of those environmental factors and stresses arising 
in or from the workplace and which may cause sickness, impaired 
health and well-being or significant discomfort and inefficiency 
among workers or among the citizens of the community.

 
Both SAIOH and IOHA accept and use the AIHA definition of IH/OH.

HISTORICAL PERSPECTIVE ON OCCUPATIONAL HEALTH 
AND OCCUPATIONAL HYGIENE IN SOUTHERN AFRICA
In southern Africa, the history of occupational health (and OH) devel-
oped over many decades and is intrinsically linked with the history 
of mining and the associated occupational health issues. At the end 
of the 19th century, South Africa underwent a radical transformation 
from a pastoral country to an industrialised one; in the main, this was 
brought about by the discovery of gold on the Witwatersrand in 1886, 
which contributed a new ‘hustle and bustle’ in the country. This newly 
acquired ‘mineral wealth’ brought about key issues that needed to be 
addressed effectively to safeguard the health and safety of the mining 
workforce, e.g. ventilation, underground safety, and exposure to high 
dust concentrations. Sadly, this was not to be, as mine owners were 
driven by the desire to maximise productivity and profits. 

The mining boom called for the introduction of appropriate infra-
structure for the transportation of materials, minerals and machinery 
(roads, harbours, railways), and demanded an ongoing supply of water 
and energy resources. Mining required an immense workforce; the latter 
was drawn not only from the South African populace but also from the 
neighbouring territories of Basutoland (now Lesotho), Bechuanaland 
(now Botswana), Nyasaland (now Malawi), Swaziland (now eSwatini) and 
Mozambique. Gradually, other industries were introduced, most of these 
being complementary to mining, e.g. explosives, steel production from 

iron ore, arms, agriculture, electrical power, fuel, telecommunications, 
and the motor industry.

With the new industrialisation in South Africa, several organisa-
tions were established and developed to support mining; examples 
are indicated below:
• The Chamber of Mines (CoM – 1887) was tasked with improving mine 

health and safety through its committees, occupational health and 
safety departments, research organisations, and training departments 
for mine rescue, ventilation, and health and safety. Over the decades, 
the CoM published and sponsored health and safety publications, 
codes of practice, and conference and congress proceedings. The 
CoM also fostered the development of several societies related to 
mining and housed them for many years. The CoM was eventually 
renamed  the Minerals Council South Africa. 

• The Mine Medical Officers’ Association (MMOA – 1921) served as the 
representative organisation of medical practitioners who watched 
over the health and safety of the mining workforce; today, the 
Association is known as the Mine Medical Professionals Association 
(MMPA).

• The Mine Ventilation Society South Africa (MVS SA – 1944) was 
tasked with refining ventilation practices and techniques, as well as 
appointing and training dust inspectors who were the forerunners 
of the modern-day ventilation officers and environmental engineers.

Over the 20th and 21st centuries, a number of other associations and 
organisations have been established to contribute to the development 
of OH in South Africa. Most started out being heavily involved in the 
mining industry, but became more encompassing of all workplaces 
as time passed. Many continue to be active in occupational health 
today and have established successful working relationships with 
associations representing similar disciplines, and with other interna-
tional organisations. Some examples are listed below:
• The South African Society of Occupational Medicine (SASOM – 

1948), an affiliate member of the International Commission on 
Occupational Health (ICOH), was tasked with promoting, protect-
ing and enhancing the quality of life and well-being of the working 
population of South Africa. Its members are medical practitioners 
registered with the Health Professions Council of South Africa 
(HPCSA). The SASOM guidelines cover areas where industry has 
needed guidance on occupational health matters. The initial set 
was completed in 1996 but the guidelines continue to be updated, 
with new additions being published as the need arises. 

Niek Genis, OHASA president 1989 (left), hands the 
first print copy of the Afrikaans occupational hygiene 
handbook, Inleiding tot Beroepshigiëne, to Dr DH Wiid, 
Wits Technikon rector, while Dr Johan J Schoeman 
(right), looks on with pride Photograph: courtesy of SAIOH
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• The South African Society of Occupational Health Nursing Practitioners 
(SASOHN – 1980) was tasked with promoting occupational health nurs-
ing through accredited standards of practice, education and training, 
and co-operation with national and international organisations. Over 
the years, SASOHN has published a range of guidelines covering a 
variety of areas within occupational health nursing. 

• Ergonomics Society of South Africa (ESSA – 1985) is a federated society 
with the International Ergonomics Association (IEA), and represents 
predominantly ergonomists and human factor specialists. The Society 
actively aims to promote an awareness of ergonomics in South Africa 
and of both the health and safety and productivity benefits that can be 
derived from the implementation of sound ergonomic principles.

• South African Institute of Occupational Safety and Health (Saiosh 
– 2010) is a professional body accredited to register occupational 
health and safety professionals in South Africa, and is committed to 
the prevention and reduction of workplace incidents and accidents in 
South Africa.

Achievements in the development of occupational health, as well as 
the introduction and implementation of legislation and the holding of 
commissions of inquiry, paved the way for various sister organisations in 
occupational health, including SAIOH and its predecessors, to become 
established entities in their own rights; many continue to be active today. 

Dr David W Stanton’s contribution, in the chapter on South Africa, in the 
ICOH 2003 book, Origins of Occupational Health Associations in the World, 
incisively documents this history.

SAIOH TODAY
SAIOH is the officially recognised and accredited professional organisa-
tion responsible for the certification and registration of OH professionals 
in southern Africa.

The objectives of SAIOH are: 
• To advance the OH discipline
• To promote the activities of the Institute
• To nurture the interest and status of the Institute’s members
• To promote education and training in the OH discipline.

SAIOH’s mission is to ‘establish and provide for sustainable support 
systems in ensuring excellence in OH in the African context’, and its vision 
is to ‘ensure healthy working environments in Africa through excellence in 
occupational hygiene’. 

SAIOH serves a noble profession and prides itself in having the follow-
ing values: 
• Respect – SAIOH believes that all people are entitled to a healthy work-

place and a healthy work life, and to retire free from workplace-related 
illness or disease

• Caring – SAIOH is committed to serving its members with empathy and 
compassion

• Teamwork – SAIOH is committed to effective partnerships between 
volunteers and members and seeks opportunities to form alliances with 
sister organisations locally, and from developing countries and across 
the globe

• Integrity – SAIOH is committed to act in an ethical, honest and transpar-
ent manner

• Quality – through the creation and maintenance of systems, SAIOH 
strives to ensure that all practising occupational hygienists perform their 
duties in line with world-class standards

SAIOH’s strategic objectives for its most recent five-year plan (2015–
2019) were as follows:
• To establish and provide for sustainable support systems, ensuring 

excellence in OH in the African context (2015)

• To build SAIOH capacity at all levels (2016)
• To entrench excellence, professionalism and competence in the 

OH profession (2017)
• To promote the OH profession (2018)
• To grow SAIOH membership within southern Africa across vari-

ous sectors (2019).
SAIOH is dependent on sponsorship and membership fees to 

sustain itself and to provide quality service to its members. Today, 
SAIOH has close to 1 000 members across two categories, namely 
individual (certified, non-certified, student) and organisational. 
SAIOH membership benefits include: (i) members subscribe to and 
abide by the SAIOH code of ethics; (ii) members enjoy international 
recognition of their qualifications and expertise; (iii) members have 
access to mentoring opportunities; (iv) members have access to an 
active website and a web-based platform for professional devel-
opment and record keeping; (v) members have access to ongoing 
learning opportunities through their participation in the annual 
conferences (with local and international presenters and training 
courses), branch meetings and workshops; and (vi) SAIOH is a pro-
fessional organisation with the required systems and structures to 
support its members.

SAIOH has an annual budget of approximately one million 
Rands which is applied to expenses incurred by its head office in 
Greater Johannesburg, Gauteng and various regional branches/
discussion groups.

The purpose of the SAIOH branches/discussion groups is to 
provide focus for local meetings and events for members and non-
members with an interest in OH, and to facilitate communication 
with regional members and potential members. Branches/discus-
sion groups try to involve as many members and non-members 
as possible and are a point of contact to gain participation as 
well as to contribute to the continuing professional development 
(CPD) of members. SAIOH branches also offer the opportunity for 
SAIOH members and non-members to meet the SAIOH president 
and management board, raise issues related to the discipline, and 
address any questions that they may have.

Over the past decade, SAIOH has initiated and maintained 
memoranda of understanding (MoUs) and informal working agree-
ments and with recognised occupational health entities, at national 
and international levels, and with both public and private sector 
entities. These agreements are for the benefit of its members in 
terms of providing them with opportunities to enhance OH knowl-
edge, expertise and skills sets that are required for the profession.

SAIOH and three sister organisations in occupational health, 
namely SASOM, SASOHN and MMPA, share a common official 
journal, Occupational Health Southern Africa. SAIOH also makes 
regular contributions in the form of communications or more 
in-depth articles to the National Safety Magazine (now the African 
Occupational Safety and Health Magazine).

THE ORIGINS OF SAIOH
The early years of occupational hygiene
The 1975 Erasmus Commission of Inquiry on Occupational Health 
in Industry (not mining per se) in South Africa, culminated in the 
publication of the famous Erasmus Report in 1976. This report high-
lighted the lack of awareness of OH in South Africa and identified 
that there were very few practitioners of the discipline, with many 
of them employed at that time at Iscor Ltd (now Arcelor Mittal SA) 
which was a parastatal steel company.



65Vol 26 No 2   March/April 2020Occupational Health Southern Africa     www.occhealth.co.za

SAIOH HISTORY

Some interesting facts, events and timelines of these early devel-
opments are eloquently recounted by Dr John R Johnston, retired 
occupational hygienist and the first SAIOH fellow:

In 1976, I joined the Industrial Hygiene Unit (under Derick Rendall) 
at the (then) National Research Institute for Occupational Diseases 
(NRIOD), now known as the National Institute for Occupational 
Health (NIOH). The NRIOD was an evolutionary step from the previ-
ous Pneumoconiosis Research Unit (PRU) under the directorship 
of Prof. Ian Webster but, when I joined, it fell under the Medical 
Research Council (MRC) which was fixated on research only. I rapidly 
rebelled against this and started (without approval and until I got 
caught!) to take instrumentation out into the field to get a feeling 
for the workplace conditions ‘out there’. I was frankly horrified and, 
although Derick Rendall turned a bit of a blind eye, I was eventually 
instructed from ‘on high’ to desist …

At the NRIOD, one of my duties was to lecture on OH to the 
medics studying for their post-graduate Diploma in Occupational 
Health (DOH) and I was offered a position at Haggie Rand’s 
Medical Department to establish, from scratch, the OH unit for the 
Haggie Rand Group. This was a great opportunity for networking 
and for doing practical work throughout the country. The main 
points arising from this were that I perceived a real need for OH in 
industry (as per the Erasmus Report) and the overall awareness of 
this was starting to grow, albeit slowly. I still have the letter from  
Prof. Ian Webster, warning me that I was making a mistake leaving 
the NRIOD and joining the Haggie Rand Group, as industry ‘wasn’t 
ready for this’!

When I was at the NRIOD, I contacted Rudi du Toit (whom I 
had met at the Institute of Occupational Medicine (IOM) in 1975), 
who was then at the (then) South African Department of Minerals 
and Energy (DME), and the South African editor of the Annals of 
Occupational Hygiene. I said that there was a real need for some 
sort of OH body in the country and he came back to say that such 
a body existed! He was under the impression that the Association 
of Societies for Occupational Safety and Health (ASOSH) served this 
purpose, but this was only an umbrella body. It was at about this 
time that I started to meet people like Willem Barwise, Alex Holmes, 
Dr Johan J Schoeman, etc. who were in the process of setting up 
the Occupational Hygiene Association of Southern Africa (OHASA), 
specifically for professionals practising OH.

In 1983, I was privileged to be part of Technical Committee No.1 
(TC1) of the (then) Department of Manpower, tasked with report-
ing on ‘An investigation into safe working conditions regarding 
thermal requirements, ventilation and lighting in workplaces’. TC1 
was chaired by Manie Mulder (Department of Manpower) and the 
three other members were Dr Dawie Pretorius from the South African 
National Defence Force (SANDF), John Senior from the Council for 
Scientific and Industrial Research (CSIR) and yours truly, seconded 
from the African Explosives and Chemical Industries (AECI) which I 
had joined in 1982, as the first Group Occupational Hygienist. TC1 
had a very hard task as it had to balance rigorous theoretical knowl-
edge with what was practicable at the workplace, considering the 
lack of technical expertise generally available. The ‘Environmental 
Regulations for Workplaces’ were created from TC1’s work and they 
are still in the occupational health and safety (OHS) legislation today. 
The Machinery and Occupational Safety Act had been promulgated 
in 1983 and there was an urgent need for regulations to ‘back it up’.

It was during 1983’s deliberations at TC1 that the concept of 

‘Approved Inspection Authorities’ (AIAs) was put forward. The 
reason for this is that the Department of Manpower did not have the 
capacity (or knowledge) at that time to know whether a workplace 
complied with the legislation or needed expert OH input to support 
its endeavours.

During the 1980s and 1990s, ASOSH started to grow and it 
became important to put some formal professionalism into the 
discipline. Anybody could join ASOSH (if I recall) but that didn’t 
make them occupational hygienists. The time for the professional 
society (which I raised concerns about in 1976) had come, and the 
work done by those in practice during the intervening years was 
coming to fruition.

It was also during this time that OHASA recognised a serious 
need for training in OH, and especially a lack of South African study 
material in this field. OHASA then commissioned a handbook in 
Afrikaans, Inleiding tot Beroepshigiëne. Drs Harald HE Schröder and 
Johan J Schoeman compiled and edited it, with the help of several 
reputable OHASA members and subject specialists. This historic 
handbook was first published in 1989 and launched at an OHASA 
Conference at the Elangeni Hotel in Durban that year. Not long after 
the launch, Dr Johan J Schoeman was tasked by OHASA to not only 
update the handbook, but to publish an English version. The OHASA 
handbook, An Introduction to Occupational Hygiene, was published 
in 1994. These handbooks became prescribed study material for 
most universities and technikons (now known as universities of 
technology), for many years.

Formation of the Occupational Hygiene Association of South 
Africa (OHASA)
Several meetings and discussions followed the release of the Erasmus 
Report, with the aim of forming an OH Society. This led to the estab-
lishment of OHASA in 1983, to create awareness and enhance OH as 
a discipline.

On 28 March 1983, at Eskom Megawatt Park Club, with 15 persons 
present, including Willem Barwise, Piet Marais, Alex Holmes, Frikkie 
Sauer, Drs Johan J Schoeman and John R Johnston, OHASA was officially 
launched. Willem Barwise was the first president, Alex Holmes the vice 
president, and Dr Johan J Schoeman the secretary.

In no particular order, the OHASA presidents were: Willem Barwise 
(first), Dr Harald HE Schröder (second), Alex Holmes, Dr Phil Piek, Nic 
Genis, Piet Marais, Hein Hughes-Treherne, Roelie Cronjé, Jo-Ann Bradley 
(later Jo-Ann Benjamin), Willem Lombaard, and Johan Jacobs, among 
others. The secretaries for most of these years were Deon Jansen van 
Vuuren and Cathy van der Vyver, with OHASA ‘going professional’ in 
1993 by appointing Brenda Webster (from Brenor) as its part-time 
secretary.

OHASA held several meetings and workshops whenever the need 
arose, and eventually also started organising annual conferences. To 
enable all members to be reached and be served better, the concept of 
‘OHASA branches’ was rolled out in the (then) provinces of South Africa: 
Transvaal, Orange Free State, Natal, and the Cape. 

Several annual national conferences followed, usually with the 
associated social events ensuring their success. Most conferences were 
held in Gauteng, at the CSIR Conference Centre, Eskom Training College, 
Witwatersrand Technikon, etc., but some were held in (then) Natal 
(Karridene Hotel, Elangeni Hotel, Itala Game Reserve), Port Elizabeth 
(Port Elizabeth Technikon) and in Cape Town (Cape Technikon). OHASA 
even had its own conference logo at one time, an elephant called ‘Ockie 
OHliphant’, and its own OHASA tie. 
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Although these events were always successful, especially on a 
social level, it became clear that much more would be required to 
grow the Association and improve the competencies of the OH 
practitioners. All agreed and, as  ASOSH evolved, it became a priority 
to have a mechanism in place to ensure that OH practitioners were 
properly trained to a level in line with international standards. Over 
several years, interested and affected parties held several informal/
impromptu discussions, especially in OHASA council and branch 
meetings. 

The (then) Department of Manpower, which later became the DoL 
and is now  the Department of Employment and Labour, requested a 
meeting to discuss the possibility of establishing an organisation for 
occupational hygienists. This meeting took place at the Witwatersrand 
Technikon on 5 October 1990. Dr Johan J Schoeman chaired the 
meeting, and Susan Burke (later Susan Cronjé) recorded the minutes.

The prime objectives were to determine the need for an organisa-
tion to promote and protect the professional status of occupational 
hygienists. To this end, a sub-committee was formed to:
• Investigate and define an ‘occupational hygienist’
• Define the responsibilities of OHASA and the new organisation
• Aim for the establishment and maintenance of international 

recognition
• Register occupational hygienists according to certain criteria
• Ensure a good working relationship between this organisation 

and OHASA.
Fourteen persons were present: Richard Truter, Rob Ferrie, 

Roelie Cronjé, Piet Marais, E Ellis, Edgar Waller, SN Middel, Dr Johan J 
Schoeman, Hein Hughes-Treherne, Sandy Nicoll, Willem Lombaard, 
Deon Jansen van Vuuren, Dr John R Johnston and Susan Cronjé.

Formation of the Institute of 
Occupational Hygienists of 
Southern Africa (IOHSA)
In Februar y 1992,  nomina-
tions were made for the transi-
tional committee of the newly 
formed Institute of Occupational 
Hygienists of Southern Africa 
(IOHSA). Representatives were 
elected from those nominations at 
a meeting at the CSIR Conference 
Centre. The committee consisted 
of elected representatives from the 
following sectors (with the names 
of elected and co-opted persons 
indicated in brackets): 
• Education (Dr Johan J Schoeman, Pierre Wepener and Leon 

Harmse)
• Practising consultants (Harold Gaze, Julie Brailsford (later Julie 

Hills), Piet Marais, Roelie Cronjé and Willem Lombaard)
• General industry (SN Middel, Jo-Ann Benjamin, Dave McDowell 

and Rob Ferrie)
• Trade unions (Jace Naidoo)
• Mining industry (Sandy Nicoll and Dr Johan Kielblock)
• Government agencies (Dr Retief Kok and Deon Joubert 

[Department of Manpower], JMO van Sittert and Trevor Muntingh 
(Governmental Mining Engineer [GME]) 

• Local government (Richard Truter) and other members (Faizel 
Salie, H Gordhan).

Members of this transitional committee, especially Rob Ferrie 
and Richard Truter, worked tirelessly for several years, establishing 
an examination committee, professional categories, evaluation 
standards, and a constitution.

On 10 February 1993, the first IOHSA council meeting was held.
IOHSA was officially launched at an inaugural dinner at Eskom 
Megawatt Park Club, on 19 February 1993, with the following 
office bearers: president: Richard Truter, vice president: SN Middel, 
honorary secretary and treasurer: Dr Retief Kok, council members: 
Dr Johan Kielblock, Dave McDowell, Dr Johan J Schoeman, Sandy 
Nicoll, Jace Naidoo and Deon Joubert.

Dr John R Johnston was asked to chair the embryonic examin-
ing board, to give structure and formal standing to the discipline 
going forward but, as were no examinations yet prepared, this was 
a dilemma. To quote Dr John R Johnston: 

We did not wish to have a clique of people getting into profes-
sional categories (that classification no longer exists; you are 
either an occupational hygienist or not), or having the conten-
tious ‘granny clause’ (for many years thereafter, also known as the 
‘grandfather clause’ i.e. equating two years of practical OH work 
in the field to one year of a tertiary qualification), forever. People 
could argue about this but, in hindsight, the members of the 
board all acted in the best interests of the profession and were 
exemplary in their conduct. Eventually, the suggestions of the 
examining board were implemented (with the necessary tweak-
ing) and I feel happy that the discipline has evolved to a true 
professional level, although not without a lot of effort all round. 

International standards were previously highlighted as a priority. 
IOHA was an established entity and growing its global footprint, 
and essentially open to countries, worldwide, with functioning OH 
professions. IOHSA made the decision to apply to become an IOHA 
member. Reminiscing, Dr John R Johnston said: 

In 1989, as I would be at a British Occupational Hygiene Society 
(BOHS) conference in the UK (Warwick University), I was asked 
to travel to Geneva, Switzerland to present IOHSA’s case. Dr 
Johan J Schoeman joined me (for moral support) and the cat 
was truly set among the pigeons. Although apartheid was on 
its way out, there was a huge stigma attached to South Africa, 
and this was also the perception among members of the IOHA 
board, i.e. about apartheid’s ‘exploitation of black people’ and 
related matters. I had to go to great pains to explain the evolu-
tion of IOHSA (and OH in South Africa), and that most of the 
South African workforce was black, and these people would be 
the ultimate beneficiaries of good OH practices implemented 
by recognised professionals. The decision-makers had to caucus 
on it, but eventually we did get entry into IOHA.

Following the presentation by Drs John R Johnston and Johan 
J Schoeman in Geneva, IOHSA was granted membership to the 
IOHA in Stockholm in September 1996. For many years after that, 
Rob Ferrie represented IOHSA, and later SAIOH, on the IOHA board; 
working hard and assisting IOHA to develop internal criteria and 
procedures, eventually becoming the IOHA president in 2004. Dr 
John R Johnston is very proud of this: “I am so very proud that 
Rob Ferrie, my OH successor at AECI, went on to become the IOHA 
President.”

Dr David W Stanton – 
first SAIOH president 
(2000–2001)
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Some of the many IOHSA highlights (1993–2000), include:
• Setting up the examining board, including application procedures, 

evaluation criteria, competency requirements, and written and 
oral examinations (the year 1995 saw the start of certification 
examinations)

• Dr David W Stanton, then at the National Centre for Occupational 
Health (NCOH), now the National Institute for Occupational 
Health (NIOH), establishing and organising the ‘WHO/SA Technical 
Cooperation Programme in Occupational Health and Safety (1996–
2003)’ - which sponsored capacity-building courses in occupational 
health. At the time, concerned about the low IOHSA written exami-
nation standards, he arranged for examiners from the (then) British 
Examining Board in Occupational Hygiene (BEBOH), now the BOHS 
Faculty, to travel to the NCOH to certify and test a core of BEBOH 
examiners for South Africa, namely Drs David W Stanton and Johan J 
Schoeman, and Vali Yousefi

• Dr David W Stanton’s initiative in establishing the first BEBOH exam-
iners for South Africa, to support the BEBOH courses in OH arranged 
by Leon Harmse at the (then) Pretoria Technikon (now the Tshwane 
University of Technology – TUT). The WHO/SA Programme sponsored 
OHS practitioners interested in developing their OH skills to attend 
these courses. Dr David W Stanton not only initiated but ensured the 
sustainability of these courses, which was the major positive force 
that influenced IOHSA to raise its examination standards

• The WHO/SA Programme, through Dr David W Stanton, arranging for 
OHASA and IOHSA council members to sit examinations to obtain 
the Certificate of Operational Competency in OH (under the auspices 
of the (then) BEBOH) 

• Leon Harmse from Pretoria Technikon co-ordinating and arranging 
the delivery of BEBOH (later the British Institute of Occupational 
Hygienists – BIOH, and now BOHS) OH courses, first for OHS practi-
tioners to obtain the Certificate of Operational Competency in OH, 
and then progressing to the level of BIOH (now BOHS) Diplomates 
(holders of Professional OH Diplomas)

• Developing a points maintenance system in line with the system 
used by the AIHA, where points can be earned for CPD in OH, as well 
as involvement in IOHSA’s activities (1995)

• Growing the IOHSA membership from approximately 30 members in 
1993, to around 160 in 1999

• Collaborating with the (then) National DoL Directorate to draft 
new guidelines on AIA requirements, thus ensuring that AIAs be 
managed by an occupational hygienist certified by IOHSA, and all 
operational staff in AIAs be certified by IOHSA, in their respective 
work categories. Furthermore, the DME (later the Department of 
Mineral Resources – DMR and, more recently, the Department of 
Mineral Resources and Energy – DMRE) including the IOHSA certifi-
cation requirements in the regulations of the Mine Health and Safety 
Act in 1997

• One of the first IOHSA bank account statements (dated 8 September 
1993) reflecting R3 375 (which was on budget) versus one reflecting 
R45 365 in 1999

• Having prominent IOHSA presidents, such as: Richard Truter (first), 
SN Middel (second), Rob Ferrie, Dr Johan J Schoeman, Dr John R 
Johnston and Jace Naidoo

• Developing IOHSA guidelines (with permission of the Health and 
Safety Executive (HSE), UK) on ‘Occupational Health Risk Assessment 
Guidance Notes’ (1997), and the ‘Employers’ Guide to Monitoring 
Strategies for Hazardous Chemical Substances in Workplaces’ (1998), 
mainly due to the work of Rob Ferrie

• Holding certification examinations regularly, first at the NCOH in 
Braamfontein and later with Ray Strydom (‘Ray of Safety’, taking over 
the secretarial duties from Brenor, with effect from April 1998), at 
the Building Industries Federation of South Africa (BIFSA) College in 
Midrand, Gauteng

• IOHSA being accepted as a member of IOHA at an IOHA meeting in 
Stockholm, Sweden, in 1996.

During the 1990s, the IOHSA board introduced the honorary title of 
‘Fellow of IOHSA’. Dr John R Johnston was the first recipient in 1999; this 
standing was also awarded to Dr Johan Kielblock not long thereafter. 

MORE RECENT DEVELOPMENTS IN  
OCCUPATIONAL HYGIENE
Amalgamation of OHASA and IOHSA to form SAIOH
After several difficult and unproductive meetings dating as far back 
as 1994, the OHASA and IOHSA councils started holding joint OHASA-
IOHSA meetings. At one of these joint meetings, early in 1998, the date 
of amalgamation was agreed: 6 October 1998. Both presidents – Johan 
Jacobs (OHASA) and Jace Naidoo (IOHSA) – agreed, in a joint statement 
on 12 October 1998, that the respective institutions would remain in 
contact until their 1999 annual general meetings (AGMs). In 1999, at a 
joint AGM, Hein Hughes-Treherne was elected as the president of the 
(then) OHASA (incorporating IOHSA) council, with Dr David W Stanton (as 
the vice president). Following the tragic death of Hein Hughes-Treherne 
in January 2000, Dr David W Stanton took over as president. He arranged 
a strategic and objective-setting workshop, in Bryanston (at Piet Marais’ 
home) on 4 March 2000, where SAIOH was officially launched, and a 
new logo and name (proposed by Dr David W Stanton) was accepted. 
New council members were also elected, namely Dr David W Stanton 
(first SAIOH president), Piet Marais (vice president), Rob Ferrie, Coen 
Buddingh, Dr John R Johnston, Hennie van der Westhuizen, Schu Schutte 
and Deon Jansen van Vuuren. Rob Ferrie was elected as the chair of 
the new SAIOH Certification Board (CB), an autonomous certification/
examination entity.

The formation of SAIOH was the first step in attaining the initial and 
long-cherished objective of creating an official OH professional institute 
and enhancing OH as a discipline. 

Mining versus industry: the SAIOH challenge  
(1995 to 2012)
From the outset of the official launch of SAIOH, one of the significant 
challenges was the integration and acceptance of candidates from two 
very different areas of practice.

The mines implemented specific training and education requirements 

IOHSA AGM and awards ceremony. L - R: Rob Ferrie and 
Drs Johan J Schoeman and John R Johnston were ‘Three 
Musketeers’ who worked tirelessly to launch IOHSA  
in 1993 Photograph: courtesy of SAIOH
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for mine ventilation officers, with relevant qualification criteria and 
outcomes. Issues related to this mining background would cause a 
significant change in the registration criteria, as the scope of subjects 
covered was found to be lacking in some critical areas of competence 
required by occupational hygienists. However, these practitioners would 
eventually become an essential stable of members for SAIOH, bringing 
excellent knowledge and capabilities related to OH to SAIOH. Many of 
these early members held senior positions on the SAIOH council and 
the (then) SAIOH CB.

The OH profession was growing exponentially, with an increasing 
number of industry-based occupational hygienists. These hygienists 
generally had formal qualifications with more emphasis on the full 
range of OH skills. The introduction of post-graduate qualifications 
in OH, and the BIOH Certificate and Diploma of Competence in OH at 
Pretoria Technikon, presented opportunities for the previously mixed 
entry criteria to become more aligned.

In theory, the availability of modular learning via the BIOH training 
and qualification system had allowed a levelling of the playing field, 
and many members from both mines and industry took advantage of 
this enhanced offering. As can be expected with any change process, 
the introduction and alignment of new systems and qualifications also 
led to disagreements and differences of opinion amongst members 
from different sectors, resulting in many years of robust debate and 
drawn-out negotiations.

Introduction of the Occupational Health and Safety Act 
(OHSAct), 1993 (Act No. 85 of 1993) and the Mine Health and 
Safety Act (MHSAct), 1996 (Act No. 29 of 1996): new chal-
lenges emerge for SAIOH
A higher recognition of, and emphasis on, occupational health and 
OH in the two South African OHS Acts increased the need for SAIOH to 
ensure that its registered members delivered high levels of quality and 
professional service. 

The early years of the 2000s saw many challenges in both industry 
and mining sectors, and the officers of the (then) SAIOH Professional 
Certification Board (PCB) spent many hours in meetings with government 
departments, member groups and academic institutions, trying to find 
acceptable entry criteria; it certainly wasn’t a ‘one size fits all’ situation for 
the practice of OH.

The OHSAct and MHSAct each set different criteria and expectations 
for the OH professionals in their individual sectors, with SAIOH committees 
and officers having to navigate an integrated system that would work for 
all. This was, and will be for the foreseeable future, an ongoing process. The 
SAIOH Professional Certification Committee (PCC) had already started an 
engagement process with the MVS SA to investigate a mining certification 
stream to accommodate the OH practitioners who work only in mines.

CERTIFICATION AND REGISTRATION OF OCCUPATIONAL 
HYGIENE PRACTITIONERS
The SAIOH Professional Certification Committee 
(PCC); previously the SAIOH Certification Board (CB) 
and the SAIOH Professional Certification Board (PCB) 
In 2004, under the leadership of Rob Ferrie, Dr Johan J Schoeman, Deon 
Jansen van Vuuren, Melinda Venter and Johann Beukes, SAIOH started 
developing and implementing procedures, standards/criteria and official 
forms – this was the beginning of a quality management system (QMS). 
As a growing concern, operating with consultant secretarial support 
and a transitional council, the need for a more continuous and formally-
managed process became evident.

The implementation of the QMS was also a prerequisite for applica-
tion to the National Accreditation Recognition Committee (NARC) of 
IOHA for recognition of SAIOH’s certification system.

The old examination committee (or IOHSA), initially the SAIOH CB, 
was renamed the SAIOH PCB and, more recently, the SAIOH PCC. Thus 
began the development and implementation of a formal, stricter and 
internationally-aligned certification process.

The SAIOH PCC consists of approximately 40 registered occupa-
tional hygienists (ROHs) who have been registered with SAIOH for three 
to five years. PCC members join on an invitation basis and undergo 
training as assessors, with emphasis on the oral assessment process 
in conjunction with set procedures, question criteria, and marking sys-
tems, to ensure a relatively fair application across the board. This is an 
important process as these members work across the various provinces. 
These ‘provincial’ assessment centres enable written and oral assess-
ments to occur locally for SAIOH members throughout southern Africa.

PCC members meet every quarter to discuss operations, improve-
ment and PCC-related issues. The PCC must remain independent from 
the national SAIOH council and is directed by a chair, a vice chair and 
a chief examiner (the PCC executive committee). These PCC officers, 
co-ordinated by the chief examiner and PCC administrator, not only 
manage the day-to-day running of the PCC but are also responsible 
for developing the assessment materials, generating the examination 
papers, and marking and evaluating the written and oral assessments.

Unlike the SAIOH council, these PCC officer positions have no set 
time frames for their individual portfolios, hence the appointed officers 
can serve for extended periods, ensuring continuity and uniformity, 
and allowing for the efficient implementation of  projects. Generally, 
the officers serve for three to six years, and only leave the PCC upon 
resignation. The chair and vice chair also automatically serve on the 
SAIOH council and on the council’s management board.

IOHA-NARC recognition of the SAIOH certification system
In 2005, after the hard work and dedication of Deon Jansen van 
Vuuren, Rob Ferrie, Julie Hills and the PCB team, Deon Jansen van 
Vuuren handed the IOHA secretariat a hard copy of the PCB application 
documentation with supporting evidence, for consideration by  NARC. 
This took place on the first day of the IOHA 2005 Scientific Conference, 
held in the Pilanesberg, South Africa. At the Conference, Deon Jansen 
van Vuuren (then the SAIOH president) participated in a ‘question 
and answer’ session with the IOHA-NARC members who were pres-
ent. During the remainder of 2005, further requests and clarification 
questions were received and additional support documentation was 
submitted to IOHA.

In 2006, SAIOH was finally awarded recognition of the PCB certi-
fication system by the IOHA-NARC. SAIOH was the 6th ‘National OH 
Associations’ Certification Body’ to be recognised by the IOHA-NARC 
since the inception of this recognition system. This was a significant 
leap forward, as SAIOH’s registered OH members were now recognised 
and aligned with their international peers. This made it possible for 
ROHs to apply for international positions and take up registration with 
other NARC-recognised international sister organisations, without the 
need to undergo extensive re-assessment. This achievement, attained 
in 2006, formed the basis of the reciprocity agreement between all 
IOHA-NARC-recognised national associations’ certification bodies.

As the IOHA-NARC recognition certification is valid for five years, the 
SAIOH PCB, under the chairmanship of Deon Jansen van Vuuren, re-
applied for IOHA-NARC recognition in 2011. Peter-John (Jakes) Jacobs 
(SAIOH councillor) and a dedicated PCB team assisted Deon Jansen van 
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Vuuren with this re-application and, in 2012, SAIOH again received 
recognition for the PCB certification system, for a second five-year term.

In September 2016, a team comprising Julie Hills, Deon Jansen van 
Vuuren and Jakes Jacobs applied, with supporting documents, to the 
IOHA-NARC for certification recognition for a third term. A breakdown 
of the IOHA-NARC from August 2015 to the end of 2018 effectively ren-
dered this IOHA sub-committee non-functional during this period, with 
no re-submissions or new applications being considered or processed. 
After numerous communications to the IOHA presidents (2015–2018) 
and requests through the SAIOH representative on the IOHA board, 
the new SAIOH representative to the NARC, Garth Hunter (SAIOH ROH 
and co-opted member of the PCC ExCo), had a teleconference with 
the chair and regional co-ordinator of the new, reinvigorated NARC in 
October 2018. Eventually, while attending the IOHA board and NARC 
meetings in 2019 in Bali, Indonesia, Garth Hunter was presented with 
the SAIOH PCC’s new IOHA-NARC Recognition Certificate, for a third 
five-year term, effective from 2019.

These are no mean feats, as the requirements are based upon proof 
of alignment to the International Organization for Standardization (ISO) 
International Electrotechnical Commission (IEC) 17024 quality management 
system standards continuous improvement and strict audit requirements. 
On each certified SAIOH member’s annual membership certificate, the IOHA 
logo appears with the wording ‘IOHA-Recognised Certification Scheme’.

IOHA and SAIOH: a close and long-standing collaboration
Mention has been made of how IOHSA (now SAIOH) became a member 
of IOHA. SAIOH was accepted as an IOHA member in September 1996 
and, to this day, continues to be the only IOHA member in Africa. 
IOHA is an association of OH/IH societies. The criteria for individual 
associations to become IOHA members are relatively straightforward: 
the organisation must be solely dedicated to OH/IH and it must be 
the only OH/IH association in a country, i.e. the national association. 
Currently, there are 37 national associations worldwide that are IOHA 
members. The IOHA sub-committee, NARC, sets standards and evalu-
ation criteria,  and recognises the certification systems of its members. 
Presently, there are 16 such recognised certification bodies, of which 
the SAIOH PCC is one. 

The first SAIOH (then IOHSA) representative on the IOHA board 
and the NARC was Rob Ferrie, from 1997 to 2008; Rob was recognised 
for his valuable contributions and was elected IOHA president for the 
2006-2008 term. 

Late in 2007, Deon Jansen van Vuuren became the SAIOH rep-
resentative, first on the IOHA-NARC, and then taking over from Rob 
Ferrie on the IOHA board in 2009. He become an IOHA board director 
in 2010 and served two three-year terms on the IOHA board until 
September 2015. During his tenure, he was elected the IOHA-NARC 
chair (September 2012), a position he held until May 2015. During this 
time (2008 to 2015), the NARC evaluated and recognised seven new 
national certification bodies and processed the certification renewals 
of five associations.

Jakes Jacobs took over as SAIOH representative on the IOHA-NARC 
in 2012 when Deon Jansen van Vuuren became the NARC chair. Jakes 
Jacobs was nominated by SAIOH and became an IOHA board director 
in September 2015; he was then elected and served as IOHA president 
for the 2018-2019 term. 

Garth Hunter was recently nominated to take over from Jakes 
Jacobs on the IOHA-NARC (early in 2019) and, in September 2019 in 
Bali, Indonesia he became the SAIOH representative on the IOHA board, 
and an IOHA board director (current appointment).

SAIOH recognition by the South African Qualifications 
Authority (SAQA) 
The South African Qualifications Authority (SAQA) is a legislated gov-
ernmental body that not only provides oversight of the conduct of the 
SAIOH PCC (as a professional registration body in South Africa), but also 
ensures that the PCC carries out OH candidate assessments following 
its own rules and procedures. SAQA ensures that the PCC treats all 
applicants in an equitable manner. SAQA also maintains an accurate 
and up-to-date record of registered members and will investigate and 
respond to complaints and appeals. SAQA provides representatives of 
interested and affected parties with a means of interacting with SAIOH 
to ensure that OH professionals serve the needs of broader society as 
well as the OH profession itself. 

Once a candidate has completed and passed the required assess-
ment at the appropriate OH practitioner level and paid the applicable 
fees, the candidate’s name is forwarded to SAQA for registration in the 
SAQA National Register. 

Early in 2011, SAIOH started an application and motivation process, 
spearheaded by Jakes Jacobs, assisted by Deon Jansen van Vuuren and 
the PCC team, to become the SAQA-recognised professional body for 
the registration and certification of OH practitioners in South Africa, who 
practise at different OH designation and registration levels.

The application process and criteria were extensive and required 
commitment and hard work by Jakes Jacobs, the sitting SAIOH council 
and the PCC. After a review of the SAIOH application, which included an 
on-site assessment by SAQA, the SAIOH PCC was accredited as the only 
professional registration body for OH in South Africa, in 2011.

The SAQA recognition, similar to the IOHA-NARC accreditation, is 
a five-year renewable accreditation, with mid-term audits and proof 
of continuous improvement. This means that the SAIOH council and 
the PCC are continually working to ensure that SAIOH delivers quality 
systems and certified registered members.

SAIOH’s SAQA recognition was successfully renewed in 2016, and 
SAIOH is presently undergoing its mid-term audit for the current period.

The occupational hygiene approved inspection authority 
(OH AIA) system
In the early 1990s, the (then) DoL, now the Department of Employment 
and Labour, became concerned about the poor quality of OH consulting 

Occupational hygiene professionals dedicated to the 
enhancement of the discipline in South Africa strike a 
pose at the official launch of IOHSA at Eskom Megawatt 
Park Club, February 1993. L-R: SN Middel, Jo-Anne 
Bradley (now Benjamin), Faizel Salie (chief inspector, 
DoL), Rob Ferrie, Jace Naidoo and Richard Truter 
Photograph: courtesy of SAIOH



70 Vol 26 No 2   March/April 2020 Occupational Health Southern Africa     www.occhealth.co.za

SAIOH HISTORY

services. These concerns led to the implementation of the assessment 
and approval of all AIAs. The guideline document encompassed the 
SAIOH certification and registration system for OH practitioners, and 
the registered occupational hygiene technologist (ROHT) level became 
the critical standard for working on site without direct supervision. This 
criterion was also included in the Mine Health and Safety Act as the 
minimum level of practice for mine-based OH practitioners, with ROHs 
in possession of the Intermediary Mine Environmental Certificate being 
allowed to carry S16.1 appointments at surface works/mines. 

In 2013, new guidelines for OH approved inspection authorities 
(OH AIAs) were published by the (then) DoL, making it mandatory for 
all approved OH AIAs to apply for accreditation by the South African 
National Accreditation System (SANAS), aligned with the SANS ISO IEC 
17020 Inspection Body system. The OH AIAs were allowed just over 
two years to obtain their SANAS accreditation. The OH AIAs then had 
to undergo an assessment by the DoL, and if successful, were approved 
as OH AIAs (also for a five-year term). 

The guidelines developed by the SANAS OH specialist technical 
committee (STC) have to be be complied with, and regular surveillance 
audits by SANAS follow during a five-year period. Additionally, the 
managers of OH AIAs must be SAIOH ROHs and all inspectors/OH field 
officers must be certified and registered by SAIOH at their respective 
competency levels. Technical managers and technical signatories must 
also be SAIOH ROHs, especially as the latter do quality checks and sign off 
on all OH inspection reports. Furthermore, all OH inspection equipment 
must have annual calibration certificates issued by SANAS-accredited 
laboratories, and all chemical analyses are to be carried out by SANAS-
accredited analytical laboratories, in line with SANS ISO IEC 17025, etc.

THE INNER WORKINGS OF SAIOH
The SAIOH administration and alignment of the quality 
management system (QMS) to ISO IEC 17024
The year 2012 was pivotal for SAIOH. After many years of commission-
ing secretarial services (via ‘Ray of Safety’, owned and managed by Ray 
Strydom), exponential growth in membership numbers and professional 
registrations, and the ongoing onerous requirements for attaining and 
maintaining IOHA-NARC and SAQA accreditations, SAIOH made the 
following decisions to provide the necessary permanent support to 
serve its members better:
• First SAIOH employed a part-time consultant, Bernd Oellermann, to 

drive SAIOH projects and in March 2012, the SAIOH PCC appointed 
Lee Doolan as the PCC administrator, in full-time employment

• In August 2012, SAIOH employed Kate Smart as the SAIOH admin-
istration officer (later promoted to chief administrative officer, after 
Bernd Oellermann left the employ of SAIOH). They were tasked with 
opening SAIOH’s first dedicated office in Midrand, Gauteng

• In 2015, the PCC offices relocated to Kyalami Estate and Rebecca 
Dick joined Lee Doolan as a full-time PCC administrative assistant

• In 2016, the council administration office relocated to Willow Wood 
Office Park in Broadacres, Gauteng. Tracy Mphaphuli joined the 
council administration team in 2018, as an administrative assistant 
to Kate Smart

• Another ground-breaking project was the purchase and adaptation 
of a formal and fit-for-purpose membership database, ‘MySAIOH’. 
This integrated management and membership software programme 
is an essential tool for maintaining the data of SAIOH’s approximate 
1 000 members. This system includes original applications, member 
profiles, evaluations, assessments, CPD points loading, SAIOH 
membership certificates, registrations and attendance registers 

of SAIOH branch meetings/discussion groups, workshops and the 
annual conference, invoices, etc. The ‘MySAIOH’ database is linked to 
the SAIOH website

• The SAIOH website www.saioh.co.za also hosts the SAIOH 
Constitution, QMS, all forms, procedures, OH technical and training 
information, registration criteria, etc.

• The four permanently employed SAIOH administrative staff mem-
bers have worked hard to support and aid the growth of SAIOH into 
the successful business it is today

• In April 2019, SAIOH embarked on a recruitment and interview pro-
cess for its first general manager on a contract basis. Deon Jansen 
van Vuuren was appointed in this post, following his official retire-
ment as an occupational hygienist after working in industry, AIA OH 
consulting and training OH practitioners for many years.

SAIOH is registered in terms of Section 14 of the Companies Act, 
Act 71 of 2008 and with the Companies and Intellectual Properties 
Commission of South Africa. SAIOH is a not-for-profit (NPO) organisation 
in terms of the Nonprofit Organisations Act, 1997 (Act No. 71 of 1997). 
These registrations and the legal ramifications mean that SAIOH oper-
ates as a recognised business. 

In 2013, it quickly became apparent that the original QMS and 
procedures required a significant transformation and alignment to the 
ISO IEC 17024 quality management system. In 2014, the sitting SAIOH 
council, under the presidency of Jakes Jacobs, worked with consultants 
and internal council members to upgrade the SAIOH policies and proce-
dures to be aligned with this ISO standard. This process was repeated in 
2018, as part of a comprehensive review of a growing and changing OH 
entity and is envisaged to be finalised and approved by the end of 2020. 

One of the significant changes and projects within the QMS was a 
total revision and modification to the (then) PCB application and assess-
ment procedures described in more detail below. The changes to the 
QMS also led to a name change for the PCB, to ‘PCC’.

SAIOH branches, discussion groups and the regional  
strategic plan
SAIOH has always had active regional branches, and more recently discus-
sion groups. The committees and members of these branches ensure that 
SAIOH communications and support systems are available as widely as pos-
sible. Regions and provinces currently covered are Gauteng North, Gauteng 
South, Central (Free State and Northern Cape), Eastern Cape, Mpumalanga, 
KwaZulu-Natal, Zululand, Western Cape, North West (Rustenburg), North 
West (Potchefstroom), Botswana, and Namibia. SAIOH also has an approved 
regional strategic plan, which includes the appointment of regional co-
ordinators, currently in the roll-out phase, to strengthen communication 
and contact between SAIOH members. SAIOH’s strategic plan also includes 
further growth and development beyond national borders into more 
member states of the Southern African Development Community (SADC) 
and the rest of Africa.

The SAIOH application and skills management system  
and tools
The SAIOH KwaZulu-Natal branch is one of the oldest and most active, with a 
good contingent of long-serving members. In 2013, after a productive meet-
ing and discussion with local branch members, the (then) sitting committee 
(of which the majority also sat on the PCC as oral assessors) approached 
SAIOH council with a proposal for a significant overhaul and improvement 
of the SAIOH application and certification system. The proposed system 
would be based on a skills matrix and the establishment and maintenance 
of a ‘personal learning portfolio’ (PLP) for individual members. 
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The skills matrix doubles as a gap analysis tool and a draft syllabus 
to allow members to understand the level and scope of knowledge 
of a set of skills required to practise OH at the various designated and 
recognised levels of registration for OH practitioners.

The skills definitions were developed and benchmarked against 
international sister organisation requirements as well as SAQA and 
local academic syllabi. Candidates conduct their own self-analysis, 
which yields scores to enable them to identify their readiness for 
assessment, or to arrange additional study and practice in weak areas 
(e.g. the identified gaps), as part of their ‘self-assessment matrix’. From 
2018 onwards, no new or upgraded applications could be accepted by 
the SAIOH PCC for consideration if they did not include the completed 
’self-assessment matrix’.

In 2012, IOHA recognised the Occupational Hygiene Training 
Association’s (OHTA’s) training modules and qualifications. More 
information on OHTA, its modules and qualifications, and the 
approved training providers (ATPs), is available on the OHTA website:  
www.OHLearning.com. 

OHTA negotiated with various training service providers to develop 
and offer a set of modular learning packages on specialised subjects in 
OH, many of the modules being based on the previous BIOH (now BOHS) 
modules originally offered at the (then) Pretoria Technikon (now TUT). 
From a basic introductory module, candidates for OH registration can 
work through a set of six or more intermediate modules. Completion of 
at least six of the core modules (week-long practical courses presented 
by licensed ATPs, with a BOHS Faculty Examination on the final day), in 
combination with a collection of reports as part of a  PLP to prove OH 
experience and competence, and an oral assessment by an international 
committee, can lead to an Intermediate Certificate of Competence in 
Occupational Hygiene (ICertOH). This ICertOH is internationally rec-
ognised by IOHA and all its OH Associations, globally. Modules for an 
upgrade from ICertOH to a Diploma in OH Competence (DipOH) are 
currently under development.

SAIOH has a MoU with OHTA, as well as a SAIOH representative 
(nowadays designated a director) on the OHTA board. Deon Jansen 
van Vuuren was the first representative, followed by Jakes Jacobs and 
now Garth Hunter, thus ensuring seamless and parallel collaboration 
between SAIOH and OHTA with IOHA. SAIOH evaluates all OHTA ATP 
applications in southern Africa and conducts regular quality audits of 
the ATPs at a nominal fee, and has permission from OHTA to set and 
mark examination papers for the foundation OHTA module (W201 – 
Basic Principles in OH). SAIOH also recognises the OHTA qualifications 
in the PCC certification qualification requirements and uses this as the 
‘recognition of prior learning’ (RPL) route, as required by the SAQA. More 
information is available on the SAQA website, and in the PCC certification 
sections on the SAIOH website.

The PCC recognises these OHTA training modules and qualifications 
as meeting the SAIOH certification requirements:
• OHTA W201: Basic Principles in OH – at the Registered Occupational 

Hygiene Assistant (ROHA) level, and with effect from 1 January 2020, 
replacing the PCC ROHA written assessment

• ICertOH – at the ROHT level
• For the future: DipOH (or the BOHS Diploma of Professional 

Competence in OH) – at the ROH level
The PCC system requires candidates to keep a PLP, which comprises 

proof of various learning and experience-related documentation. The 
inclusion of this type of portfolio as part of the assessment system aids 
the PCC assessors to have a better understanding of the candidate’s 
experience in OH. The PLP policy and guidelines are available on the 

SAIOH website. The PLP doubles as a file for the annual collation of proof 
for CPD point claims, which certified SAIOH members are required to 
submit every year via the ‘MySAIOH’ platform, as part of the requirements 
for renewal of their certified membership. The categories and activities 
that are eligible for CPD points are comprehensive, covering all OH 
aspects, and assist SAIOH not only to encourage member participation, 
but also to ensure a vibrant and active Institute. The CPD system and 
guidelines are available on the SAIOH website.

During the development of the system and tools, the project team 
realised that to ensure support to address the recognised skill gaps and 
the identified learning requirements, the system would also need a men-
torship system and procedure. Currently there are 23 full-time mentors 
on a voluntary basis and 26 mentees registered in the SAIOH system. 
This project was developed and rolled out in 2015. The mentorship 
procedure, guidelines and forms are available in the QMS and thus on 
the website. Mentors and mentees can claim a specified number of CPD 
points annually for the mentorship process – if they are registered and 
the mentee development is maintained with proof of activities provided.

The skills definitions developed for the application and assessment 
system also enabled the PCC assessors to start a more streamlined 
and user-friendly oral assessment process. The model uses the skills 
definitions in various work-related scenarios, which are given to the 
candidates to discuss.

The new scenarios have model answers for use by the PCC assessors, 
resulting in a fairer, more objective, and aligned marking system across 
the board. This reduces variables between assessors and assessment 
teams, especially at the different SAIOH assessment centres, namely 
Gauteng (Midrand), KwaZulu-Natal (Durban), Western Cape (Cape 
Town), Free State (Bloemfontein), Eastern Province (Port Elizabeth), 
Northern Province (Kathu), Namibia (Windhoek and/or Swakopmund) 
and Botswana (one of the Debswana mines). This new oral assessment 
system is currently a work in progress with implementation planned 
during 2020. Extensive local training will be rolled out countrywide for 
all PCC assessors, as soon as the new oral assessment process has been 
completed and approved by the SAIOH PCC.

How it works: the certification and registration system of the 
SAIOH Professional Certification Committee (PCC) 
From the outset SAIOH set three designated levels of registration, now 
also SAQA-registered designations:
• Registered occupational hygiene assistant (ROHA)

This designation allowed entry-level candidates with acceptable 
tertiary qualifications to sit a written examination covering the basic 
principles of OH. 

Entry-level candidates were often employed as junior practitioners 
and worked with qualified and experienced occupational hygienists, 
or OH technologists, while learning the hands-on skills required to 
develop competency. Their registration and membership of SAIOH 
introduced them to OH as a profession and allowed them the benefits 
of membership, including participation in branch meetings, confer-
ences and other forms of peer interaction.

However, it became apparent over time that some employers 
abused and misused the ROHA designation. They employed or 
appointed young, sometimes poorly qualified, ROHAs on a contract 
basis, expecting them to work long hours and carry out field work 
in OH monitoring and other tasks, but did not pay them fair wages, 
nor assist or allow them to progress to the next level of SAIOH cer-
tification. After numerous complaints to SAIOH and the (then) DoL, 
the latter requested that SAIOH address this situation of concern.
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The PCC then amended the ROHA requirements, setting a five-
year limitation rule for progress to the next level. Thus, with effect 
from 1 January 2018, any ROHAs certified and registered with SAIOH 
have five years to become certified at the next OH registration level. 

With effect from 1 January 2020, the PCC written assessment has 
been replaced by the successful completion of the foundation OHTA 
module (W201 – Basic Principles in OH). Julie Hills and Kevin Renton 
were the drivers and originators of the project, which culminated in 
SAIOH receiving permission from OHTA to set and mark the W201 
examination papers in South Africa. 

• Registered occupational hygiene technologist (ROHT)
Once candidates achieved two years of experience, working full-time 
in OH (a minimum of 70% working time per year), and providing their 
qualifications met the entry-level requirements, they could upgrade 
to ROHT level of OH registration.

The minimum qualifications were always a three-year tertiary quali-
fication in OH, or a related science, at the SAQA National Qualifications 
Framework Level NQF07. IOHSA implemented a ‘granny clause’ (later 
referred to as the ‘grandfather clause’) to enable OH practitioners who 
had worked for many years in this field, without the correct tertiary 
qualifications, to exchange two years of OH practical experience for 
one year of tertiary qualification. Thus, to qualify for assessment at the 
ROHT level, an applicant needed six years OH experience (= 3 x 2, to 
cover the qualification requirement) and another two years of work 
experience (to comply with the two years of OH experience require-
ment); a total then of eight years working in OH.

This ‘allowance’ created many issues of concern at the IOHA-NARC, 
with SAIOH having to prove in 2011 that this ‘informal conversion 
system’ was in the process of being phased out. Fortunately for SAIOH, 
as early as 2008, the Institute had already started alerting its members 
and prospective applicants that the ‘grandfather clause’ would be 
terminated within five years (officially by 31 December 2014). 

The ROHT assessments are comprised of a written examination of 
three hours, with more complex essay and calculation questions. Upon 
a successful written examination outcome, the candidate then under-
goes an oral evaluation with a team of experienced assessors. The oral 
assessment is based on practical aspects of OH practices and aims to 
ensure the hands-on competence and ability of the candidate to per-
form surveys in line with accepted quality methodology. A minimum 
pass rate of 65% is required for each of the ROHT assessments. The 
ROHT level is also the maximum entry level into the SAIOH certifica-
tion system, meaning that any first-time applicant cannot be assessed 
at the ROH level if he/she did not pass the ROHT assessments first. 

Finally, with effect from 1 Jan 2021, the ROHT applicant will need a 
SAIOH-recognised OH qualification at SAQA NQF level 7, or a scientific 
qualification at NQF 7 and at least three core OHTA modules, or the 
OHTA ICertOH certificate (RPL route).

• Registered occupational hygienist (ROH)
This level of registration is the full professional grade. Candidates must 
be registered as ROHTs and gain a further three years of experience 
(again full-time, at 70% working time in OH), resulting in five years in 
total. They then sit a written assessment (three hours), and if success-
ful, they also sit an oral evaluation. The minimum pass rate for each 
of these ROH assessments is 70%. At ROH level, the expectation and 
emphasis are on management and control aspects of OH practice.

From the outset, the requirements for the ROH grade were aligned 
with international criteria. In the early years, due to a lack of formal 

education options in OH, and in line with several national sister 
associations in OHS, SAIOH implemented the ‘grandfather clause’ 
already mentioned, allowing candidates with many years of practical 
experience to substitute experience years for qualification criteria of 
the NQF. Although eventually abolished, this practice was justifiable at 
that time, due to a shortage of competent personnel on the ground, 
providing much-needed resources. 

In 2016, the SAIOH PCC decided to set the minimum OH content 
of the recognised qualifications at not less than 50%, and ‘clean up’ 
the qualification requirement to align it with the required standard 
of IOHA, namely ‘Minimum OH competency requirements for an OH 
practitioner’ and the SAQA NQF rating(s). 

On 31 December 2020, this three-year grace period will also come 
to an end and the ROH criteria will come into effect; namely, a tertiary 
qualification, meeting the 50% OH content requirement and at the 
NQF 08 or better rating, or the scientific degree (NQF 08) and the 
additional OHTA ICertOH qualification, or the DipOH from OHTA or 
BOHS qualification(s) as per the RPL route. More information on this 
important development is already available on the SAIOH website and 
will, in due course, also be available in the PCC section in the QMS.

The only exception to this rule is as follows: until 31 July 2022, 
holders of a BTech degree (NQF 07) in Environmental Health from an 
university of technology will still qualify to be assessed at the ROH 
level. SAQA previously rated a BTech degree at the same level as BSc 
(Hons) degrees, thus NQF 08. SAQA reviewed its ratings two years ago, 
re-rating the BTech degree (NQF 07). Universities of technology are 
currently phasing out BTech degrees, effectively replacing them with 
Bachelor degrees at a SAQA NQF 08 rating. Currently there is no ‘quick 
route’ to upgrade the BTech to the Bachelor qualification.

The observed high failure rate for the assessments, not only at the 
ROHT level, but becoming higher at the level of occupational hygienists, 
became a serious concern for the SAIOH PCC. Under the leadership of 
the various PCC chairs and senior PCC assessors, i.e. Deon Jansen van 
Vuuren, Julie Hills, Richard Mdlalose, Sean Chester, Jaco van Rensburg 
and Andrew Dickson, the PCC proceeded to develop a complete OH 
question database, with enough questions verified by tertiary institu-
tions, and covering a wider variety of topics. New written assessment 
papers were developed; these were marked by teams of qualified ROHs. 
The pass rate did improve somewhat, i.e. increasing to 59% for ROHTs 
(from 41% in the previous years) and 32% for ROHs (up from 19% in 
previous years). This was still not an acceptable quality standard, and 
all PCC members agreed on the simple fact that candidates did not 
have enough knowledge in both basic and advanced OH principles. 
Ultimately this meant that SAIOH was losing more ROHs to other safety, 
health, environment and quality (SHEQ) jobs, and through retirement 
and death, than could be grown organically within the OH profession, by 
upgrading to the next OH registration level. Over the years, occupational 
hygienists became scarce and sought-after resources with specialised 
skills and experience. Hence, many employers opted to appoint several 
ROHTs working under only one ROH and paying salaries well above the 
market benchmark for both categories (ROHT and ROH). Effectively, the 
ROH registration has been rendered as ‘elitist, non-lucrative and unat-
tractive’ as it was perceived to be unattainable. 

With jobs still readily available in the OH profession, there was also 
an influx of poorly qualified practitioners into SAIOH, with no specific 
qualifications in OH. This caused discontent amongst members who 
could not progress, and with employers and the (then) DoL alike, who 
did not see high-quality OH work.

The SAIOH PCC started to address this issue of declining standards in 
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OH training in 2016 already, as previously indicated, by means of setting 
the minimum OH content of the recognised qualifications at not less 
than 50%, and in alignment with the IOHA standards and SAQA NQF rat-
ings. During 2020, the first five tertiary institutions that have applied for 
this new SAIOH accreditation of their qualifications will be assessed, and 
the qualifications that are accredited will be posted on the SAIOH web-
site, to assist in the career choices of current and prospective students. 

After notifying all new and upgraded certification candidates about 
these imminent changes to the specific requirements for OH qualifica-
tions, in their application correspondence from 2016 already, on 31 
May 2019 the PCC disseminated a general notification for all interested 
parties. A statutory six-week comment period followed, and in July 
2019 the PCC approved and circulated an ‘Amendment to the Original 
Notification’. Each SAIOH member was requested to acknowledge and 
sign this new amendment (now part of any new or upgraded certifica-
tion application). Thereafter, the PCC embarked on an intensive ‘market-
ing campaign’ across the provinces, delivering detailed presentations at 
SAIOH branch meetings and workshops, at the meetings and workshops 
of the OH AIA Association, and also publishing an article in both the 
Occupational Health Southern Africa journal and the National Safety 
Magazine (now the African Occupational Safety and Health Magazine) 
towards the end of 2019. The marketing campaign culminated in a 
professional development course (PDC) (a half-day session) at the 2019 
SAIOH Annual Conference, held in Magaliesburg in October 2019, as well 
as an information session within the 2019 SAIOH AGM.

SAIOH HIGHLIGHTS AS IT MOVES WITH THE TIMES 
The SAIOH Mining Forum
After many years of discussion and negotiation around the practice 
of OH in the mining sector, and issues relating to SAIOH assessment 
and certification requirements, SAIOH council proposed the forma-
tion of the ‘SAIOH Mining Forum’, to be managed and integrated 
as a sub-committee of SAIOH council and PCC members, led by  
Prof. Cas Badenhorst and Brian Mongoma.

The ‘SAIOH Mining Forum’ was officially launched at the 2018 SAIOH 
Annual Conference held in the Drakensberg, in KwaZulu-Natal. The 
Conference programme allocated a full day for presentations and the 
launch of the ‘SAIOH Mining Forum’. The new sub-committee organised 
the content of the programme, and the session turned out to be one of 
the highlights of the Conference. Riding on the wings of the initial suc-
cess, the ‘SAIOH Mining Forum’ sub-committee then offered to organise 
the 2019 SAIOH Annual Conference. Last year’s (2019) Conference was 
another resounding success, with excellent content and presenters 
(especially from abroad). 

SAIOH looks forward to a more interactive involvement with these 
keen and supportive sub-committee members, in terms of ongoing 
collaboration to align the mining sector requirements with the SAIOH 
development system. This collaboration dovetails very well with the 
established partnership between the MVS SA and SAIOH, referred to 
earlier.

The SAIOH Fellow Awards 
The category ‘SAIOH fellow’ was adopted from the initial IOHSA 
Constitution and written into the SAIOH QMS. In effect, a SAIOH fellow is 
a longstanding SAIOH member who is nominated by the SAIOH council 
or PCC in recognition of his/her contribution to OH. The nominees are 
required to have been SAIOH-certified members at the ROH level for at 
least ten years, to have participated at branch, PCC and/or council levels 
for several years, and to have made significant contributions to the field 

of OH (at the levels of education and OH practice), and to the Institute. A 
comprehensive curriculum vitae (CV), with supporting evidence of said 
contributions, must accompany the nomination. A matrix with set criteria 
was developed for assessing nominees (by Hennie van der Westhuizen), 
and only if a score higher than 70% is awarded by the SAIOH evaluation 
sub-committee, will the nomination be put forward to the SAIOH council 
and PCC for final adjudication and award of the Fellowship. 

At the following SAIOH annual conference, the new SAIOH fellow is 
required to deliver a short presentation on OH and lessons learned. A 
certificate is then handed over to the new SAIOH fellow at the confer-
ence’s gala dinner. 

Benefits extended to SAIOH fellows include free life-long SAIOH 
membership with the associated free subscription to the official journal, 
Occupational Health Southern Africa, a requirement for fewer CPD points 
to continue being a SAIOH-certified member, and free registration for 
the SAIOH annual conferences.

During the IOHSA period, only two nominees were successful 
in receiving SAIOH Fellow Awards, as mentioned earlier, namely  
Drs John R Johnston and Johan Kielblock. In the years that followed, 
no SAIOH Fellow Awards were bestowed until Deon Jansen van Vuuren 
received this coveted recognition in 2012. 

In 2019, the SAIOH council and PCC decided at a joint workshop to 
reinstate the nomination process for more deserving SAIOH members 
to become SAIOH fellows. Hennie van der Westhuizen (as mentioned 
above) developed a matrix with a scoring system that incorporated all 
Fellowship criteria on a weighted scale. Following the evaluation process, 
and using this new matrix, three SAIOH Fellow Awards were bestowed 
at the 2019 Annual Conference; namely, to Julie Hills, Johann Beukes 
and Prof. Fritz Eloff, bringing the total number of SAIOH fellows to six.

The SAIOH Annual Awards
From as far back as the OHASA and the IOHSA days (from 1989), every 
year at the annual conference, SAIOH bestows annual awards, to honour 
and recognise valuable contributions made by its members to the OH 
discipline and profession. Members are invited to nominate their peers 
of choice and provide supporting motivations for consideration by 
SAIOH. Following a review process, the Awards are bestowed for the fol-
lowing categories: (i) Occupational Hygienist of the Year; (ii) Personality 

IOHA-NARC recognition certificate: Ray Strydom (left) 
and Deon Jansen van Vuuren (centre) prepared SAIOH’s 
application for recognition of the PCB certification 
system for submission to IOHA. Deon hands his OHASA 
tie to Emmanuel Rushford (SAIOH Western Cape Branch 
Conference Organiser) at the SAIOH 2006 Annual 
Conference held at the Cape Peninsula University of 
Technology Photograph: Bertie Brits
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of the Year; (iii) OH Article of the Year; (iv) OH Student of the Year – Tertiary 
Institutions; (v) OH Student of the Year – Vocational Education and Training; 
and (vi) candidate(s) with the highest average marks in the three assessment 
categories (ROHA, ROHT, ROH).

Select SAIOH achievements to date
• SAIOH co-hosted the 6th IOHA Scientific Conference in the Pilanesberg 

(2005) in partnership with the MVS SA. Dr David W Stanton co-ordi-
nated and submitted a bid in 2002 for SAIOH to host this prestigious 
global event; he was responsible for most of the organisational and 
management aspects, aided by a small team comprising members 
from SAIOH and the MVS SA, with Ray Strydom of ‘Ray of Safety’ 
assisting with the logistics. The successful conference was attended by 
approximately  
350, mostly international, delegates

• A significant contribution to the literature was the 2007 Mine Health 
and Safety Council-sponsored Handbook on Mine Occupational Hygiene 
Measurements by Drs David W Stanton, Johan Kielblock, Johan J 
Schoeman and John R Johnston. It was dedicated to Derrick Beadle, a 
former president of the MVS SA and a world authority on occupational 
exposure to airborne dust in gold mining

• The SAIOH PCC has been officially accredited as an IOHA-NARC-
recognised certification body for three five-year terms to date (2006–
2019, and onwards)

• SAIOH bestowed four new SAIOH Fellow Awards during the period 
2012 to 2019

• SAIOH established and continually maintains a question database with 
model answers for the SAIOH PCC written assessment

• The SAIOH PCC researched and established effective certification crite-
ria for the SAIOH certification system (2016–2019)

• SAIOH has successfully grown its membership from 200 members in 
2002 to almost 1 000 in 2020

• SAIOH set up its own administrative offices (effective 2012), first in 
Midrand, followed by a relocation to Broadacres (SAIOH council) and 
Kyalami Estate (SAIOH PCC) a few years later, and has employed four 
full-time staff members (two in each office) and, more recently, a part-
time a part-time general manager (effective April 2019)

• SAIOH purchased and adapted an integrating membership database 
software programme, ‘MySAIOH’, for the benefit of its members and to 
ensure good practice in its record keeping

• SAIOH developed its own website: www.saioh.co.za
• SAIOH developed its own QMS, which is aligned to ISO IEC 17024, and 

is updated regularly
• SAIOH has been officially recognised by SAQA as the only ‘Professional 

Registration Body for Occupational Hygiene’ in South Africa, for three 
approved registered designations, namely ROHA, ROHT, and ROH

• SAIOH maintains MoUs with recognised occupational health/OH 
bodies at national and international levels, and with both public and 
private sector entities, e.g. IOHA, OHTA, AIHA, BOHS, MVS SA, SASOM, 
SASOHN, Saiosh, South African National Department of Employment 
and Labour, the US National Institute for Occupational Safety and 
Health (NIOSH), Australian Institute of Occupational Hygienists (AIOH), 
and WHWB (Workplace Health Without Borders)

• SAIOH makes valuable contributions to STCs of various entities, e.g. 
South African National DMRE, South African National Department of 
Employment and Labour, SANAS, SAQA and the South African Bureau 
of Standards (SABS)

• SAIOH provides expert input towards the development and update of 
the Occupational Health and Safety Acts and Regulations

• SAIOH hosts successful annual conferences on a rotational basis 
across the provinces and has co-hosted joint conferences, e.g. with 
the IOHA board after an IOHA meeting in Durban, SA (2013)

• The SAIOH PCC offers three written and oral assessment sessions 
every year. The 2019 statistics are: total number of candidates 
assessed – 331 (all categories); pass rate for all the written assess-
ments – 81%; pass rate for all the oral assessments – 82.2%

• Presidents of SAIOH: Dr David W Stanton (2000–2001), Piet Marais 
(2002–2003), Coen Buddingh (2004–mid-2005), Deon Jansen van 
Vuuren (mid-2005–2007), Sibongiseni Myeni (2008–2009), Melinda 
Venter (2010–2011), Johann Beukes (2012–2013), Jakes Jacobs 
(2014), Prof. Cas Badenhorst (2015), Jaco Pieterse (2016), Kenneth 
Hlungwane (2017), Julie Hills (2018), Celia Keet (2019), and Norman 
Khoza (2020).

Current SAIOH projects 
As we move into a new and exciting decade, the SAIOH council and 
PCC members are working diligently on various projects, including the 
development of:
• The SAIOH ‘Occupational Hygiene Skills Forum’ (OHSF), with the objective 

of providing more module-based specialised subject training, locally
• Communication and education materials and activities about the OH 

profession, for schools and career development agencies as the main 
target audiences

• Communication and education materials and activities about technical 
issues in OH for dissemination to SAIOH members, the media and the 
general public

• An electronic question database for the SAIOH PCC written assessments; 
the latter are to be made available online in due course.

CONCLUSION
As part of an ongoing process to ensure continuous high-quality stan-
dards for the OH profession, SAIOH evaluates its success and progress 
against the following Institute objectives: 
• Advancing the discipline of OH
• Promoting the activities of the Institute
• Upholding and promoting the interests and status of members
• Recognising appropriate qualifications and/or experience
• Committing to strict ethical standards
• Offering opportunities for professional development.

Occupational hygiene and the related occupational health societies, 
have a long and rich history in South Africa. Through society efforts, occu-
pational health has become well established in legislation and in govern-
ment structures. Reports of occupational health activities and articles are 
published in Occupational Health Southern Africa and occupational health 
subjects are taught in tertiary institutions, i.e. universities and universities 
of technology. A wide range of occupational health research activities are 
conducted through established and recognised organisations, such as 
the CSIR, NIOH, Safety in Mines Research Advisory Committee (SIMRAC), 
and the various tertiary institutions. All occupational health societies in 
South Africa have well-cemented links with international organisations, 
e.g. ICOH, ILO, WHO, IOHA, NIOSH and several international conferences 
on occupational health have been hosted in South Africa.

Despite efforts from society and professionals alike, a considerable 
amount of work and ongoing commitment is still required to improve 
the working conditions and health of the population, to address the 
fragmentation in legislation and government structures, and to improve 
occupational health services and workers’ access to medical examinations 
for compensation of occupational diseases. 
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INTRODUCTION
In July 1886, gold was discovered on the farm, Langlaagte, in an 
area of the Transvaal Republic known as the Witwatersrand. As 
fortune seekers from all over the world flocked to claim their share 
of the buried riches, a sprawling mining town sprang up. The great 
Johannesburg Gold Rush had begun. From 1886 to 1900 a number 
of large mining companies were established and large-scale formal 
mining operations came into being. There was a burgeoning need 
for unskilled manual labourers and these were recruited from the 
indigenous black African population. As the mining operations 
expanded, the labour force grew into the tens of thousands. It was 
not long before it became apparent that all was not well with the 
health of this workforce. 

Many mining company directors were worried by the extent of 
ill-health of the supposedly ‘tough’ indigenous Africans that they 
had recruited as mine workers. They had good reason to be; the 
mortality rate was appalling. Early in 1903, Sir Godfrey Lagden, 
Commissioner for Native Affairs in the Milner Administration, had 
called a meeting of representatives of the Chamber of Mines and 
the medical practitioners who then acted as part-time mine doctors, 
to discuss the problem. It was decided to appoint a committee of 
doctors to investigate and report. This committee comprised of 
Drs LG Irvine, D Macauley, JS Morton, E Pollak, A Watt and CJ Lyons, 
all of whom were mine doctors, which meant that they combined 
general practice and/or duties as district surgeons or panel practice 
with mine medical officers’ duties. Their report, presented to Sir 
Godfrey in June 1903,1 showed exactly how serious the situation 
was. They based their findings on the mortality returns supplied 
to them for the period November 1902 to April 1903, which were 
the only figures available. 

From these data, they showed that pneumonia and other respi-
ratory diseases were responsible for 41.7% of all deaths.1 There were  
493 deaths from pneumonia in the six-month period; approximately  
50 000 black Africans were employed. Scurvy was responsible for  
186 deaths and meningitis for 122. The total number of deaths from 
all causes, including accidents, was 1 541; the annual death rate 
amongst the black African mine workers was thus 57.7 per 1 000. 
The death rate from sickness alone was 54.5 per 1 000. There were 
86 deaths from accidents in the six-month period, and the same 
number from enteric fever. 

Reflecting on these appalling statistics, Dr AP Cartwright, in his 
treatise on the Mine Medical Officers’ Association (MMOA),2 pub-
lished to coincide with its 50th Anniversary, commented: 

Very largely it was the result of the ignorance of the doctors then 
practising of how to prevent the diseases that killed so many 

MMPA celebrates celebrates 100 years of medical 
service to mine workers
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School of Public Health, Faculty of Health Sciences, University of the Witwatersrand; Associate of the College of Public Health Medicine of 
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African mineworkers before ever they had begun work. For this 
they were not to blame. The medical profession throughout 
the world had much to learn then. The training of doctors was 
concentrated on treatment and taught them virtually nothing 
about prevention.

ESTABLISHMENT OF THE MMOA
Dr AP Cartwright’s observation sent  out a clarion call for the estab-
lishment of a medical discipline where prevention rather than cure 
became the main focus of attention. This historical hiatus in medical  
practice is now the responsibility of the relatively young, but already 
major, medical discipline of occupational medicine, within the 
wider practice of occupational health. As will become apparent, the 
MMOA (later renamed the Mine Medical Professionals Association 
(MMPA)) has been a major driving force in the establishment of 
this discipline and can, in fact, claim the honour of being one of 
the pillars on which the practice of occupational health is founded. 
In this regard, the role of the MMOA in establishing South Africa 
as a major player on the world stage in the field of occupational 
medicine has, perhaps, not received the credit that it deserves.

White miners had their own sickness benefit organisations and 
access to private medical specialists. As alluded to above, black 
African workers were looked after by part-time ‘mine doctors’ who 
carried on their private practices at the same time, and also often 
acted as government district surgeons. No one will be surprised to 
learn that this system proved unsatisfactory. 

The need for more effective medical care of these labourers 
was all too apparent and, finally, towards the end of the second 
decade of the 20th century, the mining companies made the deci-
sion to appoint full-time medical officers whose whole duty was to 
attend to the black African mine workers. This was to bring about 
a rapid and spectacular improvement in the health and clinical 
care of the men. 

Three of the most prominent mine medical officers of the time, 
Drs AJ Orenstein, AI Girdwood and HTH Butt, met to discuss the 
possibility of establishing an association that would represent all 
mine medical officers. The upshot was a meeting, held under the 
aegis of the Chamber of Mines, of everyone who was interested. 
This took place on 3 March 1921, and it was decided to form a body 
to be known as the Mine Medical Officers’ Association. 

The name was later changed to Transvaal Mine Medical Officers’ 
Association but, many years later, reverted to the original name 
since, by that time, there were many members at work outside the 
Transvaal, notably in the Orange Free State. At the first general 
meeting of the Association, at the Crown Mines Native Hospital on 
12 April 1921, a draft constitution was presented and adopted with 
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some minor amendments. It set out two of the principal objects of 
the Association: to study and discuss all problems of special inter-
est relating to the work of mine medical officers; and to promote 
and foster friendly intercourse and the exchange of views among 
members of the Association and with other organisations con-
nected with the mining industry. 

At this meeting, it was agreed that the proceedings of the 
Association should be printed and made available to all members. The 
first officers elected were: Dr HTH Butt (president), Dr AJ Orenstein 
(vice-president), and Dr AI Girdwood (honorary secretary and  
treasurer). Members of the executive committee, in addition to the  
three mentioned, were Drs SA Hawarden, S Donaldson, A Frew,  
AB Dodds, A Black, FJ Allen, AJ Smith, EL Ferguson and LE Hertslet. In 
the year that the Association was formed, there were 50 members. 
Twenty-five years later, there were 104 members, of whom 11 were 
honorary members. Branches of the Association were later to be 
established at Witbank and in the Orange Free State.

ACHIEVEMENTS OF THE MMOA
Nothing better illustrates how rapidly the Association got down to  
business in the year of its birth than the list of the matters that were  
discussed at the monthly meetings held under Butt’s chairman-
ship in 1921. To deal with some of these subjects, specialists were 
asked to lecture. On other sujects, members of the Association 
read papers which were later discussed, sometimes quite heatedly. 
The first paper was on the treatment of scurvy and was read by Dr 
Orenstein. Other subjects that followed in quick succession were 
the treatment of cerebro-spinal meningitis, degrees of disability 
caused by injuries at work, sepsis, the diagnosis of silicosis and 
tuberculosis (paper by Dr W Watkins-Pitchford, Chairman of the 
Miners’ Phthisis Bureau, and Drs LC Irvine and JM Smuts of the 
Bureau staff ), intravenous infusion of vitamin C in cases of scurvy, 
early treatment of injuries, first aid training, and plague prevention. 
There were many other subjects discussed, as well as a number 
of interesting cases discussed at clinical meetings. Clearly, the 
Association got off to a flying start. 

As far back as 1924, three years after its formation, the South 
African Medical Record, which at that time was a privately owned 
Journal that had no connection with the official body, paid the 
Association this tribute: 

We know of no medical society with so small a membership 
that has done such sound and, in some cases, brilliant work 
and which, apart from the strictly scientific side, has effected 
so much for the people with whom its members are principally 
concerned: the Natives. It might, indeed, almost as well be 
called ‘Association for the Study of Medicine and Surgery in 
the Native Population’ and therein lies its main raison d’ être. 

The history of the MMOA closely mirrors the history not only of 
the diseases prevalent in society at large but, more especially, the 
diseases that specifically plagued the mining industry.

In the early years of the MMOA, the major diseases that needed 
to be researched, treated and overcome included pneumonia (to 
which the rural Africans proved to be unusually susceptible), scurvy, 
enteric fever, leg ulcers, sporotrichosis and hookworm.  As the mines 
became deeper and more mechanised, heat-related disorders and 
noise-induced hearing loss became major problems. 

Throughout the history of mining, two diseases that have always 
been present, but that have grown exponentially in importance and 
remained a major area of focus for medical officers and the MMOA, 
were silicosis and tuberculosis. More will be said about these two 
scourges in the pages that follow. 

Physical injury, including spinal injury, has always been an unfortu-
nate consequence of mining. For the mine medical officers who are, of  
necessity, the doctors called upon to deal with injured patients,  
emergency stabilisation, treatment and rehabilitation of these 
patients has always been a major topic. Many papers have been 
presented at MMOA meetings and much time and energy has been 
spent by members of the MMOA on efforts to prevent traumatic 
incidents.

At the 50th anniversary of the Mine Medical Officers’ Association 
in 1971, it was stated (and celebrated) that:

...the health services main achievements have been: 

1. To reduce the mortality from diseases from 24 per 1 000 sixty 
years ago to less than 2 per 1 000 at the present time.

2. To eliminate, almost entirely typhoid fever, hookworm disease 
and scurvy.

3. To supervise the training of some thousands of African 
nurses and male hospital orderlies who now serve in the 
mine hospitals.

4. To have taught the elementary principles of first aid to close 
on 2 million of the men who have come to the mines. In many 
cases these men have carried their knowledge and their 
acquired skill in treating injuries back to some of the most 
remote corners of Africa where there has never been medical 
care of any kind.2

MEDICAL HISTORY: EARLY 1930s

The development of the sulpha drugs and their dramatic suc-
cess in the treatment of pneumonia and meningitis was, of 
course, a milestone in the history of the Association. The story 
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of how the first large-scale test of M & B 693 (2-sulphanilyl-amino 
pyridine) came to be carried out on the Witwatersrand is well 
worth recording. The drug was discovered in the laboratories of 
May & Baker Limited early in 1938.3 Experiments on mice carried 
out by Dr LEH Whitby4 showed a significant reduction in mortal-
ity and, after his results were published in The Lancet, tests were 
carried out on pneumonia patients in Bart’s and the Dudley 
Road Hospital, Birmingham, UK. On 1 June 1938, Dr TB Maxwell, 
a director of May & Baker, wrote to Dr Orenstein at Rand Mines 
Limited, suggesting that he might care to give M & B 693 a trial. 
Dr Orenstein immediately agreed to arrange a test involving  
200 unvaccinated cases of pneumonia and a further 200 as con-
trols. The prospect of carrying out a test on such a large scale in a 
short time, which would have been impossible in any one hospi-
tal, or probably anywhere but in the mine hospitals of the Rand, 
naturally delighted the manufacturers of the drug and aroused 
the widest interest in the medical profession in other parts of the 
world. May & Baker sent Dr Orenstein 20 000 M & B 693 tablets.  
Dr Marguerite Kettle, renowned assistant editor of The Lancet, 
wrote “to put in an early claim for first refusal of the account of the 
results of these tests”. The drug was tested at the City Deep Hospital, 
the Witwatersrand Native Labour Association (WNLA) Hospital, 
Randfontein Estates Hospital, and the Johannesburg General 
Hospital; some 550 cases were involved, of whom approximately 
half were controls. Three papers by Drs AL Agranat (Johannesburg 
General Hospital), AO Dreosti (City Deep Hospital, Johannesburg) 
and D Ordman (South African Institute for Medical Research), TF 
Anderson (Colonial Medical Service, Kenya) and RM Dowdeswell 
(Medical Research Laboratory, Nairobi) were published in The Lancet 
on 4, 11 and 18 February 1939.5-7 The MMOA held its own sympo-
sium on 16 November 1939 on the treatment of various diseases 
with the sulphonamide preparations. Commenting on the papers 
presented, Dr A Miller said that it was instructive to note that, within 
12 months of the introduction of sulphapyridine, members of the 
Association were able to report on its effects in over 5 000 cases of 
lobar pneumonia, 250 cases of meningococcal meningitis and more 
than 50 cases of pneumococcal meningitis.

Dr AO Dreosti called his valedictory address, delivered at the 
end of his presidential year in May 1956, ‘Yesterday and Today’, and 
described the amazing progress that medicine had made in his 
lifetime. He recalled that, in 1936, just prior to the advent of the 
sulphonamides, there had been 465 cases of pneumonia at the City 
Deep Hospital and 65 deaths. In 1955 there were 790 pneumonia 
cases and two deaths. 

In the early years of the MMOA, much emphasis was placed on 
the training of medical orderlies, chosen from the ranks of the work-
force recruits, in first aid. Such was the emphasis on, and the role of 
the MMOA in, first aid training that, for several decades, the president 
of the MMOA was co-opted to serve on the council of the Southern 
Transvaal Region of the South African Red Cross Society (SARCS); a 
number of MMOA presidents were, in their time, also elected to serve 
as presidents of the Society. Dr AJ Orenstein succeeded Sir Evelyn 
Wallers as president in 1926; he served again from 1928 to 1939. Dr PA 
Peall was president from 1946 to 1948 and, subsequently Dr LRB Birt, 
then senior medical consultant to the Anglo American Corporation, 
was elected in 1964 and served to the end of 1969. All told, mem-
bers of the Association held the office of president of the SARC for  
24 years during its first 50 years.

By 1920, some mines in the Central Reef had penetrated to  
1 300 m (4 000 feet) below the collar of the shaft, and there 
was an increasing awareness that the heat and humidity of the 
air at these depths could affect the health and productivity of 
the workers. The high temperatures and humidities were due 
to the relatively high rock temperatures, the low air movement 
(the science of ventilation of mines had hardly begun), and the 
wetness of the stopes due to the legal requirement to water-
down the working places at frequent intervals in order to allay 
the silica-containing dust. 

The concern that per forming manual labour in this 
environment could lead to heat stroke was sadly born 
out when the first such death was recorded in 1924. The 
response of the mining companies to this threat was to 
attempt to acclimatise workers to the heat. Sadly, these early 
attempts at acclimatisation were unsuccessful and, in 1930,  
26 deaths from heat stroke were recorded. The alarm that this 
high death-rate caused in the gold-mining industry is told 
by Dreosti in his classic paper presented to the Chemical, 
Metallurgical and Mining Society of South Africa at a meeting 
in November 1935. He stated: “Heat-stroke was now becoming 
a serious menace at City Deep mine, especially as still greater 
depths were contemplated.”8

Dr E Cluver, then Secretary of Public Health, carried out 
the first epidemiological survey of the causes of heat stroke in 
the gold-mining industry. He found that 92 deaths from heat 
stroke were reported from 1924 to 1930.9 It was at this time 
that Dreosti, senior medical officer of the City Deep Hospital, 
under the inspiration of Orenstein, carried out a series of 
investigations into the heat tolerances of African miners, 
which led to the development of a new, improved method of  
acclimatisation to heat. Dreosti’s paper in 19358 has received 
world-wide recognition and acclaim as the first thoroughly 
scientific study of this subject. There can also be little doubt 
that the form of acclimatisation that was introduced, as a 
result of Dreosti’s research, played a major role in reducing the 
rate of heat stroke deaths in the gold-mining industry in the 
latter part of the 1930s and in the 1940s, and gave the mining 
engineer confidence that he could plan for mining at even 
greater depths. Dreosti’s main contribution was to show that 
the African recruits to the mines varied greatly in their toler-
ance to work in heat. He used a severe heat tolerance test: the 
men shovelled rock for one hour at a wet-bulb temperature 
35 °C (95 °F). In a sample of 20 000 men, he showed that 15% 
were heat intolerant in that their oral temperatures, after one 
hour of work in the test, rose above 38.8 °C (102 °F); 25% were 
heat tolerant in that their oral temperatures rose to just above 
37.8 °C (100 °F); and the remaining 60% had normal responses 
in that their oral temperatures were intermediate between 
these two extremes. 

Those most sensitive to heat were categorised as ‘heat 
intolerant.’ Those most resistant to heat were categorised 
as ‘heat tolerant’, with the remainder of recruits classified 
as ‘normal’. As a result of these studies, the method of accli-
matisation was altered in City Deep mine in March 1932. 
‘Heat intolerant’ recruits were acclimatised for 14 days; ‘heat  
tolerant’ recruits received four days of acclimatisation; and 
‘normal’ recruits received seven days of acclimatisation.
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The success of these procedures at City Deep mine was such 
that, in the period 1932–1935, there were only two more heat stroke 
deaths; in the period 1932–1940 there were only four such deaths. 
Some of the credit for the improvement in the heat stroke position 
in the 1930s and 1940s must go to the ventilation engineer. The con-
dition of the air was improved by increasing the volume of air sent 
underground by means of powerful fans; by cooling the air entering 
the working places by refrigeration of the air entering the mine; and 
by better direction of air within working areas.  

In 1965, a radical change was made in the method of acclimatising  
the recruits to the mines. This came about because it was increas-
ingly difficult to provide the correct combinations of work rate (from  
shovelling rock in stopes) and atmospheric heat, due to the greater 
use of mechanical aids in the removal of rock from stopes. A new accli-
matisation procedure was therefore tested on the surface of a mine 
in a room in which the temperature and humidity of the air could 
be controlled to within narrow limits. The acclimatisation procedure 
lasted for eight days and the men worked for four hours each day. 
Although this new procedure was started in 1965 on one mine, it was 
rapidly adopted throughout the industry. In 1971, it was estimated 
that some 250 000 mine workers were acclimatised by these means. 
Over time, the methods of acclimatisation have been further refined, 
including the introduction of electronic digital monitoring, enabling 
the recruits to be individually monitored in real time.

PNEUMOCONIOSIS, MINERS’ PHTHISIS AND  
SILICOSIS
The first International Conference on Silicosis to be convened by 
the International Labour Office – and the only one convened by 
the International Labour Organization (ILO) in South Africa – was 
held in Johannesburg from 13 to 27 August 1930. Dr Louis G Irvine, 
president of the Conference, together with Dr A Mavrogordato 
(Institute for Medical Research) and Hans Pirow (government mining 
engineer) presented a paper, ‘A review of the history of silicosis on 
the Witwatersrand gold fields.’10 They divided the history into four 
periods:
1. First period, 1886 to 1889: complete ignorance of the danger, or 

even existence of silicosis;
2. Second period, 1901 to 1910: realisation of the menace and  

introduction of tentative preventive measures. It was during this 
period that Drs Donald Macaulay, Andrew Watt and Louis Irvine 
pioneered the Inquiries;

3. Third period, 1911 to 1916: systematic preventive measures were 
initiated and compensation introduced; and

4. Fourth period, 1916 to 1930: expansion of preventive and com-
pensation procedures.
In 1911 a ‘Medical Commission' was appointed to inquire into 

the prevalence of miners' phthisis and tuberculosis, and to advise 
on compensation ‘from the medical point of view’. This Commission 
examined 3 163 miners; 326 radiologically by Dr AH Watt. This was, 
as far as is known, the first time that radiography was used on such 
a relatively large scale for the diagnosis of silicosis. Definite disease 
was found in 26% of miners, and doubtful disease in an additional 
5.5%. The average total duration to dust exposure was 8.2 years; for 
those who worked with rock drills, it was only 6.1 years.

A series of Commissions and Acts followed, as did many 
Regulations under these Acts. Much improvement in the avoidance 
of dust production and control was achieved. From the point of view 
of mine medical officers, the establishment, in 1916, of the Miners’ 
Phthisis Bureau is of major importance. Under the law now in force, 
the mine medical officers are ‘examiners’ with prescribed duties. 
These include the surveillance of all mine workers to prevent the 
employment of any suffering from tuberculosis or silicosis. All new 
arrivals are examined clinically and radiographically by a mine medi-
cal officer. Mine medical officers also examine the radiographs taken 
on discharge from employment, as prescribed by law. The workers 
are further examined radiographically at six-monthly intervals; 
this is elaborated upon in the discussion of tuberculosis, below. 
Surveillance is also maintained by a regular weighing routine. This 
is primarily aimed at the early detection of tuberculosis, but is also 
valuable in the surveillance of silicosis as the two diseases often 
co-exist. Miners who show a loss of weight are subjected to clinical, 
laboratory and radiographic examination.

Another example of the interest of mine medical officers in  
pneumoconiosis was the invitation of Prof. EH Kettle, an eminent  
visiting pathologist, to address the MMOA. This took place at the 
August 1928 meeting. Further, he advanced the theory that the  
presence of silica in the lung favoured the development of pulmo-
nary tuberculosis which, at that time, was the cause of the high 
death-rate of the victims of silicosis, and was probably the reason 
for the term ‘miners’ phthisis’ that was in common use.

At the meeting of the Association on 19 October 1950, Dr 
AJ Orenstein reported on the proceedings at the conference on  
pneumoconiosis convened in Sydney, Australia, by the ILO, which he 
had attended at their invitation. Others invited were Dr W George 
(Australia), Prof. C Gernex-Rieux (France), and Drs E Middleton (UK) 
and A Vorwald (USA). The Conference was attended by a number of 
delegates appointed by their respective governments – a total of  
about 75 participants. The agenda included discussions of recent 
advances in knowledge of the pneumconioses; diagnosis; func-
tional and laboratory tests relevant to assessment of disability and  
diagnosis; clinical manifestations of pneumoconiosis; investigation 
procedures; and preventive measures. The Conference was in ses-
sion from 28 February to 11 March 1950. Several resolutions were 
adopted, some of which had considerable influences on the orienta-
tion of future research. Of immediate practical importance was the  
recommendation that radiographic images be classified and coded. 
The coded classification would identify the radiographic features 
in communications between workers in this field, without having 
to describe the details seen.

Silicosis nodules 
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Silicosis remains a problem in 
the gold mines to this day as the 
gold-bearing rock contains a large 
proportion of silica; dust with a 
high content of respirable silica 
particles is an ever-present hazard. 
At this time, there is still no treat-
ment for silicosis but the detection 
and prevention of silicosis, as well 
as the classification of patients for 
compensation purposes, remain 
high on the agenda of the MMPA. 
Awareness and the measures that 

have been instituted to limit dust exposure, including more rigorous 
monitoring of dust levels and improved ventilation, have increased. 
It should also be noted that the number of workers who develop 
silicosis appears to be declining.11 

Of note is that a recent class action suit, filed in the Supreme 
Court of South Africa and finalised on 26 July 2019, resulted in a 
settlement whereby the mining houses have made available five 
billion rands to meet the compensation claims of ex-mine workers 
with silicosis. 

There have been many publications on silicosis in the inter-
national literature (too many to list here) by mine medical 
officers; often in collaboration with researchers from the South 
African Institute for Medical Research, the National Institute for 
Occupational Health (NIOH), The Medical Bureau for Occupational 
Diseases (MBOD), and a number of local and overseas universi-
ties and research institutions. Among the leading researchers in 
this field with an affiliation to the mining industry are Professors 
Jill  Murray, David Rees, Gill  Nelson and Pam Sonnenberg. 
	
TUBERCULOSIS
In 1971, Dr AP Cartwright, in his treatise on the MMOA, wrote the 
following:

	  Pulmonary and other forms of tuberculosis have been a scourge 
of many people of Africa for as far back as there are any records, 
certainly many years before recruiting for mine work was insti-
tuted. The problem facing the mines is, therefore, a dual one –  to 
keep out infected and therefore most probably infective men, and 
to detect new infections at as early a stage as possible. To these 
ends diagnostic procedures are constantly evaluated and refined. 
Many mine medical officers have played an important role in the 
evaluation of existing methods. The improvements made in the 
last few decades in the technique of radiography, particularly 
in the use of small films in mass radiography, enable the use of 
this most important diagnostic aid in quantity, as well as quality, 
probably unequalled anywhere else. Mine medical officers read 
many thousands of lung radiographs every year. The Chamber 
of Mines sponsored financially several investigations into the 
prevalence of tuberculosis in the territories in South Africa. The 
most comprehensive of these was that carried out under the 
general direction of the late S Lyle Cummins.2

As previously stated, tuberculosis has plagued the mining industry 
since its inception. The widespread introduction of mass miniature 
radiography (MMR) as a screening method for tuberculosis in the 

1940s and 1950s has played a major role in bringing the epidemic 
under control. Although the technology required for MMR machines 
necessitated that they be manufactured overseas, the invention 
of MMR has a strong South African connection. It begins with the 
submission of a patent for the first MMR apparatus by Captain KGF 
Collender12 to the Office of the Registrar of Patents in Pretoria in 
1927. 

Mass miniature radiography served the mining indus-
try for more than 50 years until it was replaced by digital 
radiography in the early part of the 21st century. Although 
MMR offered a solution to the problem of X-raying large 
numbers of people and was ‘state of the art’ in its time, it is  
relevant, at this juncture, to list the benefits of the new digital X-ray  
technology that is in use today, and remains a mainstay in the 
diagnosis and monitoring of tuberculosis. Although the X-ray films 
produced by MMR measured only 100 mm by 100 mm, they required 
approximately four times the amount of radiation that is needed to 
produce a full-sized digital radiograph. Because of their small size, 
they were difficult to read, and reading was usually done through a 
magnifying glass. For the same reason, it was almost impossible to 
visualise the subtle findings of early silicosis, so they were unreliable 
in this setting; so much so that they were considered to be non-diag-
nostic for early silicosis. Not only are digital radiographs full size but, 
with their newer technology, their resolution is superior and ideal for  
the diagnosis of early silicosis. The archiving and viewing of digital 
radiographs is achieved with the click of a mouse, while managing 
and handling MMR films was, at best, problematic. Many a mine 
medical officer experienced the heart-stopping effect of dropping 
a pile of MMR films and having to spend much precious time re-
sorting them into chronological order!

When the changeover to digital X-ray machines took place at the 
AngloGold Ashanti medical stations, and the MMR machines were 
destined for the scrap heap, the chief radiologist at AngloGold, Dr 
DJ Emby, contacted the University of the Witwatersrand and the 
University of the Free State (both having had a long association 
with the mining industry) to enquire if they would be interested 
in acquiring MMR machines for their museums. Both universi-
ties were delighted to take up the offer. Following the necessary 
arrangements, an MMR machine now stands in the museum of the 
University of the Free State, while the Adler Museum of the History 
of Medicine at Wits has installed their piece of mining medical his-
tory in the foyer of the Medical School.    

A mass miniture radiography (MMR) machine

Dr DJ Emby
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Several members of the executive committee of the MMPA have, 
over the years, contributed significantly to the scientific body of  
knowledge regarding tuberculosis in the mines. Two researchers 
worthy of special mention in this field are Professors Jill Murray 
and Mary Ross. In 2008, recognising that there were links between 
tobacco smoking and tuberculosis, as regards increased risk for  
infection, relapse, mortality and drug resistance, the MMPA lob-
bied the director of the Health Promotions Unit in the National 
Department of Health (DoH) to introduce smoking cessation pro-
grammes in the national tuberculosis/human immundeficiency 
virus (TB/HIV) five-year strategic plans.13

Through the efforts of the screening programmes carried out 
by the mine medical officers, the tuberculosis epidemic was on 
the verge of being brought under control in the 1980s when, to 
everybody’s alarm and dismay, there was a sudden explosion in the 
number of cases. The cause for this soon became apparent. A new 
epidemic, one that fuelled the spread of tuberculosis by destroy-
ing the body’s immune system, had hit: human immunodeficiency 
virus/aquired immunodeficiency syndrome (HIV/AIDS).

HIV/AIDS
Two episodes of disease nearly 100 years apart have wreaked 
havoc among mine workers. As previously discussed, tuberculosis, 
at the inception of the gold mining industry in 1886, when there 
was no treatment and no preventive measures, was one of the  
industry’s greatest challenges. In the early 1990s, a new epidemic 
resulting from the spread of the human immunodeficiency 
virus, which weakened immunity to tuberculosis, resulted in 
the emergence of HIV-TB co-infection and a spike in mortality. 
(The ‘unholy alliance’ between two pathogens, namely HIV and 
TB, is often referred to as the ‘twin’ epidemic’.) This resulted in 
paradigm shifts in the mining industry from eras of silicosis, 
an incurable disease, to tuberculosis, a preventable and cur-
able disease, to HIV, for which prevention was dependent upon 
behavioural changes and for which there was no cure. The great 
tragedy was the HIV/AIDS denialism that was characterised by 
a distinct lack of leadership and national political will to make  
lifesaving antiretroviral (ARV) drugs available in South Africa. 

Several large mining houses, supported by the Chamber of 
Mines, took the lead and started to provide more holistic HIV 
programmes that incorporated counselling and testing for HIV, as 
well as HIV treatment, with the costs being borne by the mining 
companies. On 30 April 2003, at Gallagher Estate in Johannesburg, 
the inaugural HIV/AIDS Mining Summit, in collaboration with 
employers, government and organised labour, was convened. This 
event culminated in the signing of a declaration of intent to fast-
track the response to the HIV epidemic.14

In later years, through initiatives by the Mine Health and Safety 
Council (MHSC), a more comprehensive response, befitting the 
mining industry’s burden of chronic disease, was tailored. From 
focusing on offering only HIV counselling and testing, only for 
employees, to an era of intensified awareness, education and pre-
vention, the mining industry arrived at the current state of promise 
for all employees, including contractors, as well as communities. 
Early diagnosis, treatment, rehabilitation and accommodation at 
the workplace are now the common practices, along with screen-
ing, not only for HIV, but for tuberculosis and risk factors for chronic 
diseases of lifestyle. Conversations on the eradication of the virus, 

and ending stigma and discrimination, are now the norm, and 
reflect the paradigm shift in leadership regarding health issues 
in the mining industry.15

With the advent of effective ARV therapy and more integrated 
health programmes, the incidence of tuberculosis is once again 
on the decline,16 but the danger posed by drug-resistant strains 
of the mycobacterium means that the fight is far from won. 
Tuberculosis, together with HIV/AIDS and silicosis, remain some 
of the main focus areas of the doctors on the mines. As with sili-
cosis, the contribution to world medical literature on the topics of 
tuberculosis and HIV/AIDS has been significant, and collaboration 
with other research organisations has been extensive. In the case 
of research into the control of tuberculosis in the context of the 
HIV epidemic, special mention must be made of the co-operative 
initiatives between the medical officers on the mines and Aurum 
Health, now known as the Aurum Institute.

FINANCIAL CONSTRAINTS
In the early years of the MMOA, the membership fee was nominal, 
and financial assistance in the form of grants was obtained from 
the WNLA and the Native Recruiting Corporation. These two 
organisations agreed to subscribe R360 a year between them. A 
few years later, they increased this joint subsidy to R500. In later 
years, it became necessary to increase the membership fee, but 
responsibility for payment of the subscription was taken over 
by the employer. Thus, if a doctor joined a mining company or 
was employed by the Chamber of Mines, he or she automatically 
became a member of the Association at no personal financial cost.

In the 1990s, major restructuring took place within the mining 
industry; the medical services were not spared. A process of scal-
ing back the medical services provided to mine workers began. 
The Cottesloe Hospital, which was owned by the Chamber of 
Mines and had served as a tertiary referral hospital for white mine 
workers, was closed down and sold to Netcare. White miners were 
transferred to the much larger Rand Mutual Hospital in Eloff Street 
Extension, which had, until that time, served as a tertiary referral 
hospital for black mine workers. In 1998, a decision was taken to 
close the Rand Mutual Hospital, and the era of an in-house tertiary 
referral hospital for mine workers came to an end.

The initial response of the major mining companies was to  
increase the capacity of their mine hospitals to provide  
specialist services. However, this was shortlived and, through-
out the industry, a programme of downsizing hospitals and 
outsourcing specialist services was implemented. At around 
the same time, the mining houses changed their policy 
on the payment of MMOA membership fees for doctors. 
Over the following years, almost all companies discontin-
ued the subscription payment; membership was no longer  
automatic. Those wishing to remain or become members had to 
pay the membership fee themselves. 

Over the next few years, a crisis followed with the major-
ity of mine medical officers either leaving the industry or 
discontinuing their MMOA membership. By the end of 2005, 
almost all the clinicians (who had constituted the largest group 
in the Association before the scaling back of the hospitals) 
had left, and it became the responsibility of the occupational 
health practitioners, most of whom had conversely (and 
fortunately) elected to stay on, to save what was left of the 
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Association. Occupational health practitioners who helped steer the 
Association through these troubled times included Dr Zahan Eloff,  
Dr DB de Villiers, Dr Vanessa Govender, Dr Vusi Nhlapho, Dr Pravesh 
Lakha, Dr Elton Dorkin and Dr Deodat Kritzinger (general manager,  
Medical Services, Rand Mutual Assurance), amongst others. 
Commendations must also go to the current president,  
Dr Moufhe Murwamphida, and the immediate past president,  
Dr Nothando Moyo-Mubayiwa, for their tireless efforts to  uphold 
and strengthen the role of the MMPA as a major player in the field 
of occupational health.

In an attempt to increase membership, a decision was taken 
to attract members from all medical disciplines within the mining 
industry. Membership criteria were changed so that member-
ship was no longer restricted to doctors and the name of the 
Association was changed to the Mining Medical and other Health 
Care Professionals Association.

In 2009, at a meeting of the executive committee, Dr DJ Emby 
(a long-standing member of the executive committee), suggested 
that the name be shortened to the Mine Medical Professionals 
Association (MMPA); the name was unanimously adopted.  
Dr Emby subsequently drew up new vision and mission statements 
for the Association. 

AWARDING OF MEDALS
The awarding of medals, in recognition of 1) the publication of 
a paper that advanced knowledge within the scope of medicine 
in mining, and 2) meritorious service to the Association, was 
introduced in 1956 at the instigation of Dr LR Birt, who was a 
member of the executive committee at that time. The practice of 
awarding medals was sadly not fostered, and gradually became 
less frequent; by 1970, it had ceased altogether. However, at a 
meeting of the executive committee in 2010, it was suggested 
that the practice of awarding medals in recognition of meritori-
ous contributions to the medical literature by members and/or 
for dedicated service to the Association should be re-introduced. 
The suggestion was received with enthusiasm and the proposer,  
Dr DJ Emby, was tasked with seeing this to fruition. Arrangements 
were made to search the Chamber of Mines building for any 
surviving medals from the previous era and for the dies used for 

producing the medals. The senior committee secretary of the 
Mine Professional Associations’ Secretariat (MPAS) at the time  
(Mrs Shirli Geere) and Dr Emby embarked on the search which, with 
the assistance of the head of security and permission of the manage-
ment, included all the safes and display cabinets. The search yielded 
one solid nine-carat gold medal. Sadly, the dies were never found. 
The gold medal was used as a template for a new set of medals, 
with the lettering, MMOA, replaced by MMPA. An order was placed 
with the Gold Reef City Mint and the first of the new medals was 
awarded a few months later. Because of obvious cost constraints, 
the gold medal was minted as a gold-plated silver medal.

Consideration was now given to what should become of the 
original gold medal. Because of the long association between the 
mining industry and the University of the Witwatersrand, a consen-
sus was reached that it should be donated to the Adler Museum 
of Medical History at the Wits Medical School. The medal was duly 
delivered to the curator of the museum, where the donation of a 
solid nine-carat gold medal, a good bit larger than a Kruger Rand, 
caused quite a stir! The medal can be viewed by arrangement with 
the curator of the Museum. 

COLLABORATIONS
Throughout its history, collaboration with other organisarions in 
the fields of occupational and industrial health, and safety and 
preventive medicine, have been at the forefront of the work of the 
MMPA in its mission to improve the health and safety of the mine 
workers it serves. A number of examples of these collaborations 
have already been mentioned. A detailed account of all collabora-
tive efforts would require a separate paper. There are, nonetheless, 
a few further examples of major collaborative efforts that illustrate 
the importance of the MMPA in carrying out its mandate to the 
mining industry while, at the same time, advancing its role as a 
major player on the occupational health front. 

There was extensive collaboration between the MMOA, its 
members and the Safety in Mines Research Advisory Committee 
(SIMRAC) occupational health programme established in 1999 
to identify and research findings, together with the MHSC-
sponsored launches and education sessions for the MMOA to 
inform its members of research findings. People who made  

MMPA vice president, Dr Dipalesa Mokoboto, with Dr 
Thuthula Balfour, MMPA council member, at the 2019 
MMPA Annual Congress

MMPA past presidents, from L-R: Drs Khanyile Baloyi, 
Vanessa Govender, and Elton Dorkin
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substantial contributions include 
Drs Neil White, Gavin Churchyard 
and Lettie la Grange. The concept of 
an organisation combining labour, 
government and employers in track-
ing the health status of miners, and 
determining occupational health 
research priorities for the mining 
industry, was a major contribution 
to occupational health improvement. 
Mention must also be made of the 
involvement of the MMOA member-
ship with SIMRAC, in producing the 

Handbook of Occupational Health Practice in the Mining Industry,17 
edited by Drs Guild, Ehrlich, Johnston and Ross in 2001; a major 
contribution to mining occupational health and the first relevant 
handbook, globally.

In 2004, SIMRAC produced an electronic compilation of  
80 years of historical data (1921-1989) from the major Health 
and Safety Commissions and the Proceedings of the MMOA – a 
project that was undertaken by Dr Ronald (Haggis) Guild and Dr 
David Stanton.18 From its inception in 1921, the MMOA recorded 
its meetings, often verbatim, in the Proceedings. In 1987, the 
Association decided that much of the information recorded did 
not warrant publication. In line with this shift in emphasis, it was 
decided that publication would henceforth be changed into the 
format of a journal. As a result, the Mine Medical Officers’ Journal, 
comprising articles and research relevant to the mining industry, 
came into being.

As a further and important example of collaboration in the field 
of occupational health, mention must be made of Occupational 
Health Southern Africa. The Mine Medical Officers’ Journal was an 
in-house publication and, although much interesting and valuable 
medical material was published, the Journal had a limited circula-
tion and was, sadly, a low-key, non-peer-reviewed publication 
with no real standing in the medical literature. Subsequently, as a 
collaborative effort between the four associations in the southern 
African occupational health field, namely, The South African Society 
of Occupational Medicine (SASOM), the Southern African Institute 
for Occupational Hygiene (SAIOH), the South African Society of 
Occupational Health Nursing Practitioners (SASOHN), and the 
MMPA, together with a dedicated editorial team, Occupational 
Health Southern Africa came into being.  The Journal is peer reviewed 
and, from the outset was widely respected. Under the leadership 

of the current editor-in-chief, Prof. Gill Nelson, the reach and 
accreditation of the Journal continue to grow. 

The MMPA is honoured to be a part of this endeavour and has, 
over the years, contributed to the Journal’s content through peer-
reviewed papers, advertising of forthcoming events, and high-
lighting outcomes of annual general meetings, conferences and 
regional symposia. In the May/June 2010 issue, the immediate 
past president, Dr Vanessa Govender, highlighted the importance 
of mine medical professionals, saying that “Health, along with 
safety, is a key driver of productivity in the mining industry” and 
that we “should use every opportunity to create awareness of the 
health priorities in the mining industry, putting health on every 
agenda of every meeting, from the board room to the coal face, 
and that we display our commitment as leading advocates of all 
health-related issues in the industry, thereby raising the profile 
of medicine in mining’”.19

In this same issue of the Journal, the names of those who were 
awarded medals during the 13th MMPA annual general meeting 
at Gold Reef City on 21 May 2010, were published, namely Prof. 
J Murray (Gold), Prof. MH Ross (Gold), Dr VG Govender (Silver), Dr 
DJ Emby (Silver), Dr DB de Villiers (Silver), Dr D Kritzinger (Silver), 
and Dr EW Geddes (Silver).19

CONCLUSION
As an organisation, the MMPA has  proud and meritorious history.  
It is an Association that has gone beyond he call of duty in fostering 
healthcare services and advocacy for the health and wellbeing of  
mine workers while, at the same time, setting the benchmark in  
promoting health and safety leadership in the workplace. It has 
punched above its weight in raising the standards of occupational 
health, well beyond the confines of the mining industry. It has 
survived change in challenging times and has emerged energised 
and unshaken in its quest to improve and safeguard the lives of 
all workers. It is an Association that will reach the milestone of 
having served the greater good for 100 years when it celebrates 
its centenary in 2021.  

Authors’ Note
In the preparation of this history of the MMPA, we have drawn  
heavily on, and quoted extensively from, the treatise by  
AP Cartwright, published as part of the 50th Anniversary com-
memoration of the MMPA (formally MMOA) in 1971, titled Doctors 
of the Mines.2

Year Name Award

1969 Dr AJ Orenstein Honoris Causa Award for 48 years service to the Association, which he helped found

1958 Dr NJ Weinberg For paper: “Knotting of the bowel in Africans”

1959 Dr EM Mclean For paper: “An investigation into the occurrence of a specific dermatitis in the native mine workers in the OFS”

1961 Dr RC Dickson For paper: “A pilot survey of otitic conditions in Bantu mine workers of the East Rand”

1963 Dr GH Ellacombe For paper: “Cross-infection – the story of a hospital outbreak”

1967 Dr RC Dickson For paper: “The normal hearing of Bantu and Bushmen”

2010 Prof. Jill Murray For outstanding service to the mine health services

2010 Prof. Mary Ross For outstanding service to the mine health services

Gold medals awarded to MMOA/MMPA members

Dr VG Govender
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Years Name

1921–1922 Dr HTH Butt

1922–1923 Dr A Frew

1923–1924 Dr AJ Orenstein

1924–1925 Dr S Donaldson

1925–1926 Dr AI Girdwood

1926–1927 Dr A Smith

1927–1928 Dr JF Young

1928–1929 Dr HTH Butt

1929–1930 Dr C Justin Scott

1930–1931 Dr A Percival Watkins

1931–1932 Dr HQF Thompson

1932–1933 Dr WG Goudie

1933–1934 Dr AB Tucker

1934–1935 Dr HJ Brady

1935–1936 Dr H Daubenton

1936–1937 Dr AW Goldsmith

1937–1938 Dr JHG van Blommestein

1938–1939 Dr LE Miller

1939–1940 Dr PA Peall

1940–1941 Dr AO Dreosti

1941–1942 Dr LS Williams

1942–1943 Dr F Retief

1943–1944 Dr A Miller

1944–1945 Dr K Sartorius

1945–1946 Dr JR Counihan

1946–1947 Dr CH Hutchinson

1947–1948 Dr GF Eagle

1948–1949 Dr WG McDavid

1949–1950 Dr ET Clifton

1950–1951 Dr NRA MacColl

1951–1952 Dr JS Lawrie

1952–1953 Dr LF Dangerfield

1953–1954 Dr RCT Pearson

1954–1955 Dr C Berman

1955–1956 Dr AO Dreosti

1956–1957 Dr RA Caldwell

1957–1958 Dr LR Birt

1958–1959 Dr H le Helloco

1959–1960 Dr SJ Levy

1960–1961 Dr D Oberholzer

1961–1962 Dr MAF Helm

1962–1963 Dr RC Dickson

1963–1964 Dr ME Barry

1964–1965 Dr AM Coetzee

1965–1966 Dr EM McLean

1966–1967 Dr VMF Wright

1967–1968 Dr P Smit

1968–1969 Dr JB Rossiter

Years Name

1969–1970 Dr AT Halliday

1970–1971 Dr JGD Laing

1971–1972 Dr L Hurwitz

1972–1973 Dr RDW Reid

1973–1974 Dr JC de W Becker

1974–1975 Dr EW Geddes

1975–1976 Dr JP Lowe

1976–1977 Dr D Mirman

1977–1978 Dr I Potgieter

1978–1979 Dr WG Alexandra

1979–1980 Dr RB Taylor

1980–1981 Dr PM Moir

1981–1982 Dr CHC Thomas

1982–1983 Dr O Martiny

1983–1984 Dr DJ Heyderych

1984–1985 Dr HSM Falcke

1985–1986 Dr PJ Demmer

1986–1987 Dr PJ Gillies

1987–1988 Dr DS Mackenzie

1988–1989 Dr BR Glover

1989–1990 Dr RL Cowie

1990–1991 Dr JFC Snyman

1991–1992 Dr PWTN Allin

1992–1993 Dr JC Andrews

1993–1994 Dr R Guild

1994–1995 Dr EJC Prinsloo

1995–1996 Dr EJC Prinsloo

1996–1997 Dr LR McBey

1997–1998 Dr EW Louw

1998–1999 Dr AP Bester

1999–2000 Dr GCD Dees

2000–2001 Dr MJ Mentz

2001–2002 Dr AJ de Coito

2002 Dr M Thomson (to Sep 2002)

2002–2004 Dr C Biden (from Sep 2002)

2004–2005 Dr JJ Pretorius

2005–2006 Dr JZ Eloff

2006–2007 Dr EP Dorkin

2007–2008 Dr MR Hansia

2008–2009 Dr DB de Villiers

2009–2010 Dr V Govender

2010–2011 Dr D Kritzinger

2011–2012 Dr C Mbekeni

2012–2016 Dr V Nhlapho

2016–2017 Dr K Baloyi

2017–2019 Dr N Moyo-Mubayiwa

2019–2020 Dr M Murwamphida

Presidents of the MMOA/MMPA
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OCCUPATIONALhealth

Commemorating 25 years of publishing research and 
information for OH practitioners
Written and compiled by Gill Nelson – Editor-in-Chief, Occupational Health Southern Africa,  e-mail: gill.nelson@wits.ac.za
Contributions by Chris van Selm (editor, OHSA, 1995–1998); Mike Baker (editor, OHSA, 1998–2000); Fiona Robinson 
(editor, OHSA, 2000–2005); and Linda Grainger (editor, OHSA, 2006–2012)

THE EARLY YEARS 
During 1994, the suggestion of a journal for The South African Society 
of Occupational Medicine (SASOM) was raised, spearheaded by Chris 
van Selm and Mike Baker. At this time, SASOM was regularly sending a 
short newsletter to its members. It was important for SASOM to join with 
the South African Society of Occupational Health Nursing Practitioners 
(SASOHN) because, in many instances, the nurses were running the 
occupational health clinics in industry. Doctors, many of whom were 
not trained in occupational medicine, visited the clinics infrequently. This 
was also an opportunity to increase the numbers of people to whom the 
Journal would be distributed, making it more financially viable. It was 
agreed that primary healthcare (PHC) would be included in the content 
as this was an important function at company clinics. At that time, the 
majority of lower-income workers in South Africa did not have access to 
affordable healthcare services.

Discussions about the Journal took place at a time when new leg-
islation was being promulgated, following the report of the Erasmus 
Commission of Enquiry on Occupational Health in 1976, which had 
been appointed due to the high and increasing incidence of occupa-
tional diseases. The new and amended Acts and Regulations (e.g. the 
Compensation for Occupational Injuries and Diseases Act, and the 
Occupational Health and Safety Act) addressed occupational health 
and disease more comprehensively. Owners or chief executive officers 
(CEOs) of companies became responsible for occupational health diseases 
and injuries on duty, and workers were given the freedom of choice of 
medical attention and attendants (with the employer carrying the costs). 

The objectives of the Journal were defined as follows:
• to provide up-to-date information on occupational health and safety 

practice in southern Africa, including information on primary healthcare 
at the worksite, environmental health, and other employee health 
benefits

• to present current original work and research in the field
• to offer the opportunity for communication between the diverse 

groups that work in occupational health and safety – not only to health 
personnel, but also to government departments, academia, employers 
and trade unions

• to assist in educating all the groups in this discipline, with the objective 
of protecting the worker

• to provide a forum for discussion and debate on the many issues in this 
field as well as to identify areas that need to be addressed

• to inform readers about conferences, seminars, courses and related 
events

• to inform readers of the various occupational health and safety resources 
and products available by means of advertising and other means

• to promote the discipline of occupational health and to further the 
aims and objectives of the societies that founded the Journal, namely 
SASOM and SASOHN

Chris van Selm remembers some teething problems with the publisher 
and other minor issues, but remarked that he and Mike were very proud 
when the first draft, with its ‘African’ border, was submitted. 

“Mike and I were active at most of the occupational health and 
safety conferences, which helped us to find content during this period 
of political change in South Africa and the field of occupational health.”  
Chris van Selm, editor 1995–1998

The two societies each generously donated R10 000 and, after burning of 
the midnight oil for weeks, the first edition of Occupational Health Southern 
Africa (Vol.1 No.1 January/February 1995) was sent to the members of the 
two founding societies. A few months later, the Leon Commission of Inquiry 
into Safety and Health in the Mining Industry was released. 

‘Southern Africa’ was used in the title as there were other occupational 
health services in neighbouring countries such as Botswana, Namibia, 
Zimbabwe and Zambia, and it was important for the Journal to include 
them. Many of the clinics and services in these countries were aligned with 
the South African mining industry.

The publishing model of Occupational Health Southern Africa offers sev-
eral advantages. Of greatest value is the way that the Journal has increased 
the society members’ understandings of the different roles of the occupa-
tional medicine and hygiene teams, and promoted co-operative practice. 
Journal subscription, a benefit of society membership, provides society-
related news of changes in office bearers, events, and developments such 
as successes in raising standards of exposure or good-practise resources. 

FRONT COVERS
At the start, the front cover of each issue of Occupational Health Southern 
Africa was designed with a different vibrant colour, and a border resem-
bling Ndebele art. “After all, this was an African journal”, says Mike Baker. 
Until 1997, only the list of contents appeared on the front cover. In 1998, 
photographs, relevant to occupational health, replaced the list of contents 
but this changed from 1999 to mid-2003, when the majority of covers were 
dominated by advertisers. The border was removed as a feature of the 
cover for a couple of issues in 2001. It made a comeback in 2002, slightly 
altered, after which it did not feature again. Interestingly, for much of the 
time that Fiona Robinson was editor, the covers comprised occupational 
health-related drawings by Alain Loretz (mid-2003 to mid-2005), a designer 
employed by Technique Publishing. In 2006, under the editorship of Linda 
Grainger, the front cover changed to incorporate both a relevant photo and 
a list of the papers published in that issue. After discussions about how to 
make the Journal look ‘more scientific’ and, following the example of some 
international medical journals, there was an overhaul of the front and back 
covers in 2018; the comprehensive list of contents, including page numbers, 
was moved to the back cover. At the beginning of 2020, Occupational Health 
Southern Africa was again rebranded. 
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THE SOCIETIES
While SASOM and SASOHN were the founding societies of Occupational 
Health Southern Africa, both the MMPA and SAIOH eventually joined 
their ranks. Chris remembers the concerns and motivational enthu-
siasm of trying to incorporate occupational hygiene into the Journal 
fold, strongly stimulated by health risk assessment courses run by Shell 
International in The Hague and Shell and BP South African Petroleum 
Refineries in the UK.

The Occupational Hygiene Association of South Africa (OHASA) 
joined the Journal in the third quarter of 1998. This was a natural and 
much-welcomed progression. Consequently, Leon Harmse joined 
the editorial board and OHASA became an active contributor to the 
Journal. Subsequently, OHASA and the other South African occu-
pational hygiene body – the Institute of Occupational Hygienists 
of Southern Africa (IOHSA) – merged to form the Southern African 
Institute for Occupational Hygiene (SAIOH). Dr David Stanton was 
the President of SAIOH, which was positive for the Journal as he had 
links to a number of international organisations and had extensive 
Internet expertise.

Although SASOM invited the Mine Medical Officers’ Association 
(MMOA) to join Occupational Health Southern Africa in 1994, this offer 
was turned down as the Association was aligned to the Chamber of 
Mines and the mining houses. Nevertheless, in 2002, the MMOA (now 
the MMPA) did join, and Occupational Health Southern Africa became its 
Official Journal too.

There was some discussion, at the start, about aligning with the 
Journals of the Medical Association of South Africa (MASA), but SASOM 
and MASA had different political views and it was agreed not to add extra 
layers of administration to the Journal. Thus, Occupational Health Southern 
Africa remained fully independent.

Pooling the members of the four societies created a wide range of 
expertise from which to draw content and provided a sufficiently large 
subscriber base to allow the production of a journal. 

CONSTITUTION, POLICIES, PROCEDURES  
AND GUIDELINES
The constitution – the guiding document for the societies – was written in 
2003, and updated in 2007, and again in 2015. In addition, the memoran-
dum of understanding between the Societies and the publisher specifies 
expectations with regard to publication of the Journal.

The editorial board developed a range of policies, procedures and 
guidelines to ensure that each issue was of a good standard and that the 
selection, review and publication of material was transparent and appro-
priate; Linda Grainger facilitated their development and implementation. 
As editor at the time, she became a member of the World Association of 

Medical editors (WAME). Many of the Journal’s policies, procedures and 
guidelines were based on those of WAME, the Committee on Publication 
Ethics (COPE) and the International Committee of Medical Journal editors 
(ICMJE), to promote best practise in our publishing. 

Under the watchful eye of Gill Nelson, the current editor, the 
Journal gradually became more research-oriented, and more aligned 
with international scientific journals. The layout was changed in that 
photographs that accompanied scientific papers were removed. The 
full contents were listed on the back cover – a position that had been 
saved for prime advertisers in the past. In 2020, full citations were 
included on the first page of each paper for ease and correctness of 
referencing. Contributions of authors are now included at the end of 
each paper. Many of these changes followed the official addition of 
Occupational Health Southern Africa to the International Committee of 
Medical Journal Editors (ICMJE) list of ‘Journals Following the ICMJE 
Recommendations for the Conduct, Reporting, Editing and Publication 
of Scholarly Work in Medical Journals’ in 2017. 

EDITORS
Initially, the Journal was run by an honorary editor and an editorial 
board. The first editor was Dr Chris van Selm who occupied this posi-
tion until the beginning of 1998. In spite of being in a busy general 
practice, Chris initiated and steered the Journal format. 

“Chris deserves to be acknowledged for this sterling effort.”  
Mike Baker, editor 1998–2000

Mike Baker took over as editor until his resignation at the end of 2000, 
after which the baton was passed to Dr Fiona Robinson (Table 1). In 
2006, Linda Grainger was appointed as the editor, followed by Gill 
Nelson and Andrew Swanepoel in 2013. Andrew resigned in 2016, 
and Gill became editor-in-chief in 2018, with Ntombizodwa Ndlovu 
joining as assistant editor later that year.

 Vol. 2, No. 1, 
Jan/Feb 1996   

Vol. 9, No. 2  
March/April 2003

 Vol. 15, No. 4 
Jul/Aug 2009

Vol. 26, No. 3 
Jan/Feb 2020

Name Years

Chris van Selm Jan 1995–Feb 1998

Mike Baker Mar 1998–Dec 2000

Fiona Robinson Jan 2001–Apr 2005

Linda Grainger May 2006–Dec 2012

Gill Nelson and Andrew Swanepoel Jan 2013–Feb 2016

Gill Nelson Mar 2016–Aug 2016

Gill Nelson and Ntombizodwa Ndlovu Sep 2016–current

Table 1. Editors: Occupational Health Southern Africa, 
1995–2020
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Although most editorials have been written by the editor of the 
time, many occupational health experts have served as guest editors 
over the years (Table 2), all of whom continued to make valuable 
contributions to the Journal.

EDITORIAL BOARD
The editorial board has always comprised only members of the 
four societies, and the publisher. The first editorial board had equal 
representation from both founding societies: Dr Chris van Selm and 
Dr Mike Baker from SASOM, and Sr Brenda Webster and Sr Penny 
Mead from SASOHN (Table 3). The Constitution of the editorial board 
requires that two representatives from each society serve as members 
of the board. Most members have remained on the board for several 
years, the longest standing being Karen Michell who resigned in 
2018 after 17 years.

The editorial board meets at least three times a year, usually in 
Johannesburg where most of the members are based. The Board 
provides guidance and oversight by developing policies, processes 
and standards, planning and eliciting content, suggesting review-
ers, and conducting post-publication reviews. Another essential 
function of the editorial board and the publisher is to consider 
the Journal’s financial viability, which includes innovative ways to 
increase advertising. 

PUBLISHERS
The Journal was, and still is, based on a sound publishing model 
and, from the beginning, was produced by independent publishers 
(Table 4). Kevin Beaumont, the current publisher, has proved to be 
a backbone of the Journal from when he started in 2003 under the 
auspices of Technique Publishing, changing to the sole proprietor 
of MettaMedia in 2017.

Name Issue

Brenda Webster May/Jun 1998

Murray Coombs Jul/Aug 1998

Malcolm Steinberg Nov/Dec 1998

David Stanton Sep/Oct 2001

Jenny Serfontein and Claire Deacon Nov/Dec 2002

Linda Grainger May/Jun 2005

Stephanus Snyman Jul/Aug 2005

David Stanton Sep/Oct 2005

Karen Michell Nov/Dec 2005

David Stanton Jan/Feb 2006

Mary Ross Mar/Apr 2006

Delene Bartie Sep/Oct 2006

Leslie London Nov/Dec 2006

Jacques Goosen Jul/Aug 2007

Karen Michell Sep/Oct 2007

Hanli de Wet Jul/Aug 2008

Sibongiseni Myeni Sept/Oct 2008

Rajen Naidoo Nov/Dec 2009

Gail Todd Sep/Oct 2010

Penny Orton Nov/Dec 2015

Sophie Kisting Jul/Aug 2016

Table 2. Guest editors: Occupational Health Southern 
Africa, 1995–2020

Society Name (years)

SASOM Chris van Selm (1995–1998)

Mike Baker (1995–2000)

Arthur Begley (1999–2005)

Terry Geddes (1998–1999)

Fiona Robinson (2001–2005)

Stuart Shearer (2002–2005)

Frank Fox (2003–2011)

Hanli de Wet (2006–2010)

Daan Kocks (2010–current)

Spo Kgalamono (2012–current)

SASOHN Penny Mead (1995–1996)

Brenda Webster (1995–1999)

Bev Hoggins (1996–2000)

Dee Boorman (1999–2000)

Karen Michell (2001–2018)

Jenny Edmonds (2001–2006)

Linda Grainger (2006–2013)

Melinda Venter (2009–2011)

Penny Orton (2011–2016)

Sibongiseni Myeni (2007–2012)

Margot Pretorius (2007–2008)

Angela Butkovic (2017–2018)

Michelle Bester (2018– current)

Babusisiwe Thandi Evan Kumalo (2019)

Natalie Copeling (2020–current)

SAIOH Leon Harmse (1998–2000)

David Stanton (1999–2008)

Johan Schoeman (2001–2006)

Andrew Swanepoel (2012–2016)

Cas Badenhorst (2011–current)

Johan du Plessis (2012–current)

MMPA Ronald Guild (2002–2005)

James Malemela (2002–2005)

Elton Dorkin (2004–2012)

Charles Mbekeni (2012–2015)

Jill Murray (2007–2013)

Gill Nelson (2012–current)

Vusumuzi Nhlapho (2013–current)

Jim Phillips (2015–2019)

Dipalesa Mokoboto (2020–current)

Other Ntombizodwa Ndlovu (2016–current)

Kevin Beaumont (2003–current)

Table 3. Editorial board members: Occupational Health 
Southern Africa, 1995–2020

Name Years

Delinds Publications 1995–1996

Cannon Medical Media 1996–2000

Safety First 2001–2002

Technique Publishing 2003–2017

MettaMedia 2017–current

Table 4. Publishers: Occupational Health Southern Africa, 
1995–2020
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ADVERTISING AND FINANCES
The financial aspect of the Journal started off badly. The Compensation 
Commissioner at the time, Mr Louis van Assen, had agreed that the 
Compensation Fund would sponsor the Journal but, disappointedly, 
he reneged a month before publication of the first issue. Mike Baker’s 
wife, Pru, was urgently recruited as the advertising manager to raise 
the funds. Credit to her, she managed to raise enough money for the 
first issue and, thereafter, never missed the financial target for any issue. 
No funds were required from either of the societies. 

Pru worked for the societies under Delinds Publications for a year, 
and then for the medical publishers, Cannon Medical Media, which 
employed her to do the advertising, and produced the Journal. 

“When my wife, Pru, and I started this journey, we really had little 
idea of what was to come. There were tough times and teething 
problems and it was hard work, with many late nights and early morn-
ings. But we both look back and feel it was a very gratifying project. 
From our small beginnings, we were delighted to see the growth, the 
improved standard of the articles, and the increase in readership, and 
we felt that it had achieved many of the original objectives.”

Mike Baker, editor 1998–2000

Mike Baker initially sourced and requested many of the articles and, 
depending on what was received, he and Pru would agree on a theme 
around which Pru focused her advertising campaign. Pru resigned in 
mid-1999, after which Cannon Medical Media was appointed to find 
advertisers.

Unfortunately, Cannon Medical Media went into liquidation at the 
beginning of 2001, and there were no issues of Occupational Health 
Southern Africa published for the first six months of that year. However, 
Safety First stepped in to fill the void, and business continued at usual. 

After Pru Baker resigned, Theresia Hartslief took over the respon-
sibility of finding advertisers, followed by Jenny Anderson, Hillary 
Howie, Joan de Buerges, Gary Steyn, Tracy Karam, Leigh Scott, Tania 
Milic, Anne van Vliet and, currently, Tracy Wolter. 

The length of the Journal depended largely on the advertising 
revenue generated, from the start; it still does. In the early years, 
issues usually consisted of 32 pages, but in July/August 1997, the issue 
was a bumper 76 pages, coinciding with the Pan African Conference 
of Occupational Health in Durban. Most issues over the years have 
remained at around 36 pages as the Journal remains reliant on advertis-
ing to cover production and print costs. Despite the drive for adverts, 
they have always had to be appropriate, responsible and meet high 
standards to be included in the Journal.

In addition to advertisers, the Journal has always been supported 
by society members’ subscriptions. Annual society membership fees 
include a cost to receive six hard-copy issues of the Journal by mail. 

ADMINISTRATIVE ASSISTANCE
Sr Brenda Webster, the permanent part-time secretariat for SASOHN, 
was the first person responsible for management of annual subscrip-
tions for Occupational Health Southern Africa, the cost of which was 
R41.00, including VAT, in 1995. The international subscription rate 
was R60.00. The people who have assisted with production, printing, 
subscriptions, layout, design, etc. are too many to list, but special 
mention must be made of Jenny Gent and her production team, under 
the able management of Carol Finn. Jenny was totally committed to 
preparing the Journal for publication and printing for many years. 
Sadly, she passed away in 2016.

“I cannot say the period of 2000 to 2005, when I was editor of 
Occupational Health Southern Africa, was always a pleasure. My 
busy occupational health life was punctuated by e-mails and calls from 
Jenny Gent, saying, “It’s that time again!” What I can say is that it was an 
honour to have been the editor, and an absolute privilege to work with 
the likes of Jenny. In my opinion, she kept the Journal alive and was a 
pivotal figure in its on-going appearance.

An incident which occurred when I was stuck in Nigeria illustrates 
this so well. I was on contract in Port Harcourt for the week prior to the 
Journal coming out. My nickname, “Last-minute Robinson”, was well 
known to Jenny and I had, of course, left all the editor-type activities for 
the Monday, safe in the knowledge that I would be back in South Africa 
the previous Friday and well rested by then.

A strike by the ground crew of the Airports Company South Africa 
the week I was in Nigeria halted all traffic to the (then) Johannesburg 
International Airport (now O.R. Tambo International Airport). I was 
stuck in Port Harcourt! Those who have had the pleasure of travelling to 
Nigeria will know that movement within the country and communica-
tions out of the country were extremely difficult. I could only imagine 
the chaos this was causing for Jenny, as she received no replies to her 
e-mails and calls.

But, true to form, she showed no sign of panic when I eventually 
returned to Johannesburg on the following Tuesday with only a day 
to get everything sorted out. She had taken on many of the editorial 
tasks, and the Journal went to print only a day late! 
As I reflect, I must say that the amazing input of the 
authors, advertisers and other contributors, without 
which we would not have had a journal, could not 
compete with my memories of my interactions with 
Jenny. It was with sadness, and a feeling of the end of a 
brilliant chapter in my life, that I heard of her passing.”

Fiona Robinson, editor 2000–2005

ACCREDITATION AND RECOGNITION
In 2004, the Journal was officially accredited by the Department of 
Higher Education and Training (DHET) and, since then, South African 
universities have received subsidies for research papers written by their 
staff and students, and published in the Journal. This accreditation 
attracted submissions of manuscripts to the Journal. Although cor-
respondence to the editors, abstracts, keynote addresses, obituaries, 
book reviews, news articles and advertorials are not subsidised by the 
DHET, this content is important for the professional societies and their 
members. Therefore, to meet the different needs, the editorial board 
stipulated that every issue should include such content as well as at 
least three research papers. 

In 2011, the editorial board agreed to have the Journal added to the 
SABINET African Journals online journal platform. All the South African 
academic institutions subscribe to SABINET, so all our content became 
available to academics and students. It could be used for academic 
courses and made the Journal more attractive to authors because 
it increased the likelihood of their papers being cited. The member 
societies also successfully encouraged academic institutions offering 
occupational health courses to use articles published in the Journal. 
Consequently, research and other papers were included in course 
materials and were cited in students’ research reports. 

At the beginning of 2012, the African Index Medicus agreed to 
include Occupational Health Southern Africa in its online database of 
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journals. This meant that the Journal would also be listed in the Global 
Index Medicus, thus making our open content available worldwide and 
increasing our exposure. 

CONTINUING EDUCATIONAL UNITS
The awarding of continuing educational units (CEUs), or continuing 
professional development points (CPDs), was introduced at the end of 
1999. Answers to multiple-choice questions were submitted by SASOM 
members, who then received certificates at the end of each year. This 
practice continues today. Questions were originally developed by  
Dr Danie Ungerer. Prof. Mary Ross is the current quiz master.

WEBSITE 
Cannon Medical Media introduced a system by which all past Journal 
articles were placed on their website. Unfortunately, this functionality 
was lost when the relationship with the publisher ended. However, in 
2018 Kevin Beaumont (MettaMedia) made a concerted effort to have 
hard copies of all these early issues scanned and posted online in PDF 

format. All past issues and papers are now accessible via the website 
archive. 

In 2007, the editorial board tasked Kevin Beaumont to contract a 
developer to build a website for the Journal. Testing began in April 2007 
and the website was launched in November of that year. The home, 
subscriptions, guidelines for articles and contact pages were open 
access, and the remainder were password protected. The upgrade was 
completed by the end of 2010. 

Features of the content management system included news, upcom-
ing events, abstracts and full articles, as well as supplementary materi-
als such as case studies and data files, useful resources, online article 
submission and tracking, and a search facility. Non-society subscribers 
were given the option to subscribe to the digital content only (but at a 
non-preferential cost in relation to that applicable to society members 
who have full access to both print and online versions). This was to attract 
subscribers from other African countries who might otherwise view the 
high international postage costs and unreliable delivery service to be 
disincentives. Developing the online article submission facility was a 
lot of work and involved Linda Grainger, the publishing team and the 
editorial board. It included:
• explaining how to use the facility
• revising the general instructions for authors
• revising or producing guidelines for different types of articles
• developing the article tracking system
• revising or developing the peer-review forms for different types of 

articles
• developing a communication system
• developing copyright forms and a system for uploading completed 

ones
Developing the Journal’s website was a significant step and 

enhanced interactivity with societies, subscribers, authors and peer 
reviewers. Plans are in motion to launch a new website which will 
include a digital ‘flipbook’ version of the Journal, as the architecture and 
functionality of the current website are now outdated.

The manual tracking of manuscripts submitted, and subsequently 
rejected or accepted for publication, was an arduous undertaking. 
Administratively, it was almost impossible to maintain once the editor-
ship was handed over, in 2013, to Gill Nelson and Andrew Swanepoel, 
who both had full-time university positions. Together with the publisher, 
Kevin Beaumont, an academic manuscript management software and 
service provider was identified. Scholastica was launched at the end of 
2018 and tracking of manuscripts immediately became easier.

In 2019, it became clear that more hands were needed. Gill Nelson 
(editor-in-chief ) and Ntombizodwa Ndlovu (assistant editor) were 
struggling to keep up with the continuous demands of identifying and 
following reviewers. Consequently, an editorial advisory panel was con-
stituted. Andre Rose, a public health specialist, was the first appointee; 
followed by Tom Fuller, occupational hygienist and president-elect of 
the International Occupational Health Association (IOHA); Jim Phillips 
occupational health researcher and retired from the NIOH; and Mary 
Ross, occupational medicine specialist and former executive director 
of the National Institute for Occupational Health (NIOH).

THEMES
In past years, the editorial board identified important and useful themes 
for upcoming issues, as well as possible authors. Themes included work 
and vision, trauma, noise and noise-induced hearing loss, respiratory 
health, managing chronic diseases in the occupational health setting, 
shift work, infections, ethical and human rights, reproductive health, 

  “Producing the Journal with content that met the needs of the pro-
fessional society members and at the same time attracted authors of 
good-quality articles was one of the most important and challenging 
aspects of my role as editor. Most of the society members wanted a 
journal with content that was evidence-based, practical and relevant 
for implementation to provide occupational health services that were 
of a high standard and complied with legal standards.

We were particularly fortunate to have Jenny Gent allocated to 
Occupational Health Southern Africa. She cared deeply about the 
Journal, really understood how it was published and what we wanted 
to achieve, and considered it an honour to work with us. 

Once Jenny had laid the material out on the pages, I would 
proofread the issue and help finalise it for publication. This required 
a very quick turnaround and so, unsurprisingly, meeting deadlines 
is a key memory! All the team members were proactive, reliable, and 
dependable, and worked hard to ensure the high quality of each issue 
of Occupational Health South Africa.  

A remarkable part of my experience as editor was the excellent 
support I received from the publishing company and its production 
team. Kevin Beaumont was the publisher, and Carol Finn the produc-
tion manager. Both had immense expertise in all facets of production. 

Jenny managed the subscription list and circulation, and I was 
amazed at how many of the members’ names she knew. She was 
the first point of contact for the Journal, so dealt with enquiries and 
author queries, and monitored the online submission facility.

During my six-year term, I learned so much about the different 
disciplines, our professional societies and publishing. As the first editor 
to be drawn from SASOHN, I found it a stimulating role, and the experi-
ence has been put to good use in my subsequent publishing positions.

 I have wonderful memories of working with the professional 
societies, their members and the editorial board members. United 

in their enthusiasm, commitment and drive to 
make Occupational Health Southern Africa 
successful, they gave me great support by offer-
ing guidance and innovative ideas for growing 
the Journal, providing articles, ensuring that the 
Journal was relevant and met members’ needs, 
and being willing peer reviewers.”

Linda Grainger, editor 2006–2012
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skin disease, and nanoparticles and nanotechnology – all in relation to 
occupational health. Over time, the number of submitted manuscripts 
increased and issues became more general rather than based on par-
ticular themes. 

ASSISTANCE TO AUTHORS
From the beginning, the editorial board members encouraged those 
who were keen to publish articles, based on their research and recent 
developments, in Occupational Health Southern Africa. While emerging 
academics and post-graduate students in occupational health and 
related fields might prefer to publish in journals with high citation indices 
or impact factors, many look to Occupational Health Southern Africa as a 
first step in their research publishing careers.

The editors have always helped novice authors – society members 
and others – to write papers that can be published. After submitted 
articles have been peer reviewed, the editor sends the feedback to 
the author and, if the reviewers have judged it suitable for publication, 
explains what needs to be changed for it to meet the publication stan-
dards. Authors often need encouragement to persevere through the 
(sometimes arduous) process, which can entail feedback over several 
versions. Although this is very time consuming, it is well worth the effort, 
and many authors have expressed their gratitude for the assistance. 

In 2007, a project was initiated to develop research writing skills. It 
consisted of a series of workshops, funded by the publisher, in which 
several interested members were shown how to write up their work for 
publication. A few papers were subsequently peer reviewed and pub-
lished. There are plans underway to repeat this exercise later this year. 

INITIATIVES TO INCREASE THE JOURNAL’S EXPOSURE
South African researchers need to publish their work in well-known 
international journals with wide readerships, but this has often meant that 
their work was not accessible to local readers because the subscriptions 
are too costly. The Journal offers authors a channel for dissemination of 
their research locally, as subscriptions remain affordable, especially for 
members of the four stakeholder societies.

It was also important to make Occupational Health Southern Africa 
truly a journal for southern Africa. However, it was difficult for people in 
neighbouring countries to participate because Internet access in some 
regions was (and still is) poor, and the subscription fee is too costly for 
some individuals and organisations, including academic institutions. Also, 
professional societies are almost non-existent in neighbouring countries. 
We had modest successes by promoting the Journal through the profes-
sional societies’ activities and other initiatives, such as the International 
Commission on Occupational Health (ICOH) and The Work and Health in 
Southern Africa (WAHSA) Programme special issues in 2009. 

SPECIAL ISSUES
The Journal has also benefitted from initiatives of the individual profes-
sional societies, which resulted in the production of several special issues, 
examples of which are listed below.

SASOM hosted the  ICOH congress in March 2009 in Cape Town, 
having won the bid in 2000. The three other Societies supported SASOM 
in planning and staging the congress. A special issue of Occupational 
Health Southern Africa contained the keynote presentations for all the 
ICOH delegates. It was a great honour to be chosen to publish these, and 
it increased the Journal’s exposure because the issue was taken back to 
numerous countries. Although most of the society members were unable 
to attend the conference, they were able to read the presentations and 
abstracts. 

The 50th anniversary of the  NIOH was celebrated with a special 
issue of papers on its work in 2006. A practical guide to noise and 
vibration control in the South African mining industry, produced 
by the NIOH with the Mine Health and Safety Council, was included 
as a compact disk (CD).

The Work and Health in Southern Africa (WAHSA) Programme 
also involved the four societies. Funded by the Swedish International 
Development Co-operation Agency, it ran from October 2004 to 
May 2009 and did much to improve occupational health in the 
region. The last issue of 2009 featured content on WAHSA.

In 2016, another special issue was published to celebrate the 
NIOH’s 60th anniversary. Dr Sophie Kisting, the executive director 
of the NIOH at that time, was the guest editor. Findings from recent 
research by NIOH staff were published, as was an article from Prof. 
Tony Davies, director of the NIOH from 1983 to 1996 (although he 
continued working there for another 19 years); and an obituary 
for Dr Danuta Kielkowski who worked as an epidemiologist at the 
Institute from 1983 to 2014, and is still sorely missed.

The most recent special issue is the current one which showcases 
the histories of the four professional societies. The special issue was 
planned to coincide with ICOH 7th International Conference on the 
History of Occupational and Environmental Health in May this year, 
in Durban. Unfortunately, the conference, along with many others, 
was cancelled due to the COVID-19 pandemic – something that 
will be read about in history books by generations to come. The 
conference organisers are hoping to hold the conference in 2022.

CONCLUSION
Occupational Health Southern Africa is the only occupational health 
journal in the Southern African Development Community (SADC) 
region. The people who are responsible for producing each issue 
are dedicated to disseminating research findings from local studies, 
supporting young emerging researchers to publish, and promoting 
the health of workers from all industries. None of this would be 
possible without the society members’ assistance and contribu-
tions to the Journal.

“Working on Occupational Health Southern Africa is stressful 
and, at times frustrating, but the satisfaction of creating each issue is 
immense. The team is a ‘family’ dedicated to delivering occupational 
medicine and hygiene research findings, and related information, 
news and updates. The experience of being the editor of the Journal 
has increased my knowledge about occupational health issues in 
general, and has enriched me in many ways. I thank the production 
team members in KwaZulu-Natal, especially Carol Finn and Michelle  
Perry (and the late Jenny Gent) for the sterling job they do; Zodwa Ndlovu, 
the assistant editor, for so often stepping in before I fall over the edge; 
and Kevin Beaumont, the publisher, for his constant support, his end-
less flow of ideas about how to improve the Journal, and for having the 
patience of a saint. 

The Journal is published bimonthly but there is no 
break from the work that needs to get done in prepara-
tion for the next issue. When any of us takes an annual 
holiday, or a break from our usual jobs in December, 
Occupational Health Southern Africa comes along 
for the ride, and is as demanding as a hungry child with 
an insatiable appetite. It needs our constant attention.” 

Gill Nelson, editor-in-chief 2013–current
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The history of the International Occupational Hygiene 
Association

Occupational hygiene is the discipline of anticipating, recognising, 
evaluating and controlling health hazards in the working environment 
with the objectives of protecting worker health and wellbeing, and 
safeguarding the community at large. The focus is on prevention of 
worker injuries and illnesses.

THE EARLY YEARS
In early April 1987, at the University of Nottingham, England, a group 
of 15 occupational hygienists from various countries met to discuss 
the creation of an international association of the profession. Under 
the leadership and vision of Dr Jeffrey Lee, a group of national pro-
fessional associations, came together to exchange knowledge and 
advance the profession.

At this first meeting, the group agreed that the goals of the pro-
posed association would be:
• To promote and develop occupational hygiene around the world
• To promote the exchange of occupational hygiene information 

among organisations and individuals
• To encourage and advance the development of the occupational 

hygiene profession
• To promote high standards of ethical practice in occupational 

hygiene
Shortly after this initial meeting, representatives from 10 of the 

leading national organisations met on 2 June 1987 in Montreal, 
Canada, to take the discussions forward. The group toasting the event 
is pictured opposite. During this meeting, it was also formally agreed 
that the name of the group should be the International Occupational 
Hygiene Association (IOHA). Again under the guidance of Dr Lee, the 
aforementioned goals of the Association were formalised.

In April of 1988, the first board meeting of the IOHA was held in 
Nottingham, England. Representatives from several countries, repre-
senting different associations attended, and the first order of business 
was to elect Dr Lee as chair of the board. During this meeting, the 
first governance structure and guidelines for the Association were 
discussed, but it took an additional three years to finalise the details 
of how the organisation would work and to create the associated gov-
ernance documents. The first official acceptance of the Association’s 
bylaws was signed into effect by the board in April 1989.

ORIGINAL MEMBERS
Professional organisations approved as members at the time of the 
board meeting in 1988 were:
• The American Conference of Governmental Industrial Hygienists
• The American Industrial Hygiene Association
• The Australian Institute of Occupational Hygienists
• The British Occupational Hygiene Society
• The Canadian Registration board for Occupational Hygienists
• The Dutch Occupational Hygiene Society
• The Finnish Occupational Hygiene Association

• The Institute for Occupational Hygienists
• The Italian Association of Industrial Hygienists
• The Swiss Occupational Hygienists Association
• The Swedish Industrial Hygienists Association
• The Swedish Occupational Hygiene Association

From its creation in 1987, the IOHA has grown to 36 member 
organisations (Table 1), representing more than 20 000 occupational 
hygienists worldwide. The IOHA continues to be an international voice of 
the occupational hygiene profession, through its recognition as a non-
governmental organisation (NGO) by both the ILO (International Labour 
Organization) and, until recently, the WHO (World Health Organization).

CONFERENCES AND MEETINGS
Over the past 33 years, board meetings have been conducted in numer-
ous member nations. They are typically held twice a year and, now, 
if board members cannot attend meetings in person, they have the 
option of participating via telephone or the Internet. An effort is always 
made to coincide the IOHA board meeting with national association-
related professional conferences. This supports the profession in that 
country and shares knowledge as broadly as possible. Accordingly, the 
IOHA has also conducted international scientific conferences every two 
or three years in various regions over the past three decades. A list of 
past IOHA conferences and locations is provided in Table 2. 

COMMUNICATIONS
For several years, the IOHA has published a newsletter, up to three 
times per year. In 2004, the IOHA created a website (www.ioha.net) to 
make information about the organisation available. Older newsletters 
are also available on the website, in addition to current scientific and 
other relevant information. For several years, a version of the IOHA 
newsletter, called the Global Exposure Manager (GEM), was published 
periodically in the Chemwatch Journal; however, since September 2019, 
the GEM has been published in the bimonthly issues of Occupational 
Health Southern Africa (OHSA). The GEM articles published in OHSA are 
also available on the IOHA website.

Representatives of 10 leading national occupational 
hygiene Associations gathered in Montreal, Canada, in 
1987 to discuss the founding of the IOHA Photograph: unknown
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Table 1. Current members of the IOHA

Name of organisation Acronym Country

American Conference of Governmental Industrial Hygienists ACGIH USA

American Industrial Hygiene Association AIHA USA

Asociación de Higienista de la Republica Argentina AHRA Argentina

Argentine Society of Occupational Hygiene SAHIO Argentina

Australian Institute of Occupational Hygienists AIOH Australia

Belgian Society for Occupational Hygiene BSOH Belgium

Associação Brasileira de Higienistas Ocupacionais ABHO Brazil

British Occupational Hygiene Society BOHS UK

Conseil Canadien d’Agrément des Hygiénistes du Travail CCAHT Canada

Central Industrial Hygiene Association CIHA India

Asociación Colombiana de Higiene Ocupacional ACHO Colombia

Sociedad Colombiana de Higienistas Ocupacionales SCHO Colombia

Nederlandse Vereniging voor Arbeidshygiëne NVvA The Netherlands

Société Française des Hygiénistes du Travail or French Occupational Hygienists Society SOFHYT France

Suomen Työhygienian Seura STHS Finland

Deutsche Gesellschaft für Arbeitshygiene DGAH Gemany

Hong Kong Institute of Occupational and Environmental Hygiene  HKIOEH China

Indonesian Industrial Hygiene Association IIHA Indonesia

Italian Industrial Hygiene Association IIHI Italy

Japan Occupational Hygiene Association  JOHA Japan

Japan Association for Working Environment Measurement JAWE Japan

Korean Industrial Hygiene Association  KIHA South Korea

Malaysian Industrial Hygiene Association MIHA Malaysia

Asociación Mexicana de Higiene Industrial AMHI Mexico

New Zealand Occupational Hygiene Society  NZOHS New Zealand

Norwegian Occupational Hygiene Association NYF Norway

Occupational & Environmental Health Society of Singapore OEHS Singapore

Occupational Hygiene Society of Ireland OHSA Ireland

Asociación Peruana de Higiene Ocupacional APEHO Peru

Polskie Towarzystwo Higienistów Przemysowych PTHP Poland

Asociación Española de Higiene Industrial AEHI Spain

Southern African Institute for Occupational Hygiene SAIOH South Africa

Swedish Association of Occupational and Environmental Hygiene  SYMF Sweden

Schweizerischen Gesellschaft für Arbeitshygiene, Société Suisse d’ Hygiène du Travail SGAH-SSHT Switzerland

Taiwan Occupational Hygiene Association  TOHA Taiwan

Vietnamese Industrial Hygiene Association  VIHA Vietnam

AWARDS
In 1997, the IOHA created a Lifetime Achievement Award; Jeffrey 
Lee (USA) was the first recipient. Since then, there have been seven 
additional awardees (see Table 3).

In 2018, the IOHA created the Collaboration Award to honour 
work between occupational hygiene organisations and other 
countries or organisations. This is a means to share ideas, promote 
occupational hygiene, and improve worker health worldwide. The 
first recipients of this award, in 2018, were the Brick Kiln Committee 
of Workplace Health Without Borders (WHWB) and the Global 
Fairness Initiative (GFI), through their joint work on hazards faced 
by brick kiln workers. They worked together to establish a Centre 
at Kathmandu University in Nepal to collect data on sampling, 
results of analysis, medical information, child labour, and hazard-
ous exposures in brick kilns. Through this international database, 
researchers around the world can better co-ordinate information 
on health and safety issues in brick kilns. The Centre will provide 
valuable insights into working conditions and child labour in brick 
kilns, effective exposure measurement techniques, and solutions 
for controlling exposure and protecting worker health. 

The IOHA has a permanent secretariat in South Africa and an exec-
utive committee consisting of a president, a president-elect, a past-
president and a secretary/treasurer. Currently, these positions (in 
2019–2020) are filled by Rene Leblanc (Canada), Thomas P Fuller (USA), 
Peter-John (Jakes) Jacobs (South Africa), and Ruth Jimenez (Spain).  
Past-presidents of the IOHA constitute an impressive list of profes-
sionals in the field of occupational hygiene (see Table 4).

Each member association designates one person to serve on 
the board (the IOHA does not place a time limit on this position 
and prefers long-term appointments). The IOHA holds two board 
meetings a year and an international scientific conference every 
two to three years. The last IOHA conference took place in the USA 
in September 2018. The next conference will take place in Korea 
in October 2021. 

AFFILIATIONS WITH OTHER ORGANISATIONS
The IOHA is working (via the ILO and, until recently, the WHO) to 
raise the profile of occupational hygiene worldwide, and to show 
that we can offer a cost-effective way to reduce the burden of illness 
and disease in workplaces. The IOHA also co-operates with other 
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Table 4. Presidents of the IOHA

Year President Country

1988–1989 JS Lee USA

1989–1990 PE de Silva Australia

1990–1991 M Guillemin Switzerland

1991–1992 V Riveira Rico Spain

1992–1993 WH Krebs USA

1993–1994 A Burdorf The Netherlands

1994–1995 L Lillienberg Sweden

1995–1996 RF Herrick USA

1996–1997 TGE Gillanders UK

1997–1998 R Viinanen Finland

1998–1999 B Davies Australia

1999–2000 P Oldershaw UK

2000–2001 VE Rose USA

2001–2002 V Leichnitz Germany

2002–2003 D Zalk USA

2003–2004 H Jackson Australia

2004–2005 T Spee The Netherlands

2005–2006 TW Tsin Hong Kong (China)

2006–2007 R Ferrie South Africa

2007–2008 R Ferrie South Africa

2008–2009 T Grumbles USA

2009–2010 D Cottica Italy

2010–2011 L Hamelin Canada

2011–2012 N Tresider Australia

2012–2013 J Naerheim Norway

2013–2014 CC Chen Taiwan

2014–2015 J Perkins USA

2015–2016 K Niven UK

2016–2017 DY Park South Korea

2017–2018 A Hiddinga The Netherlands

2018-2019 P-J Jacobs South Africa

Table 2. Location of IOHA Conferences, 1992–2020

Year City Country

1992 Brussels Belgium

1994 Hong Kong China

1997 Crans-Montana Switzerland

2000 Cairns Australia

2002 Bergen Norway

2005 Pilanesberg National Park South Africa

2008 Taipei Taiwan

2010 Rome Italy

2012 Kuala Lumpur Malaysia

2015 London UK

2018 Washington, D.C. USA

2021 (October) Daegau South Korea

Table 3. IOHA Lifetime Achievement Awards

Year Name Country

1997 Jeffrey Lee USA

2000 R. Jerry Sherwood UK

2002 Bernice Goelzer Brazil

2005 David Grantham Australia

2008 Kurt Leichnitz  Germany

2010 Brian Davies    Australia

2010 Trevor Ogden  UK

2012 Michael Guillemin  Switzerland

2014 Noel Tresider Australia

2018 Roger Alesbury UK

international organisations, such as the ICOH (International 
Commission on Occupational Health) and the IEA (International 
Ergonomics Association). 

In recent years, the IOHA has entered into memorandums of 
understanding (MoUs) with a variety of affiliate organisations. In 
2009, the IOHA created an MoU with the Occupational Hygiene 
Training Association (OHTA) to promote the development and 
implementation of a common international framework for occu-
pational hygiene training. In 2018, the IOHA signed a five-year 
agreement with WHWB to share the common mission to prevent 
occupational injuries and illnesses. The MoU serves as a pledge 
that WHWB and the IOHA will work in partnership to maximise 
efforts to reach those in greatest need of occupational health, 
occupational hygiene, and occupational safety resources and 
services. This will aid progress towards the combined WHWB 
and IOHA vision, viz. ‘A world in which workers, their families, 
and communities do not get ill because of their work, and a 
safe and healthy working environment for all’. Also in 2018, the 
IOHA and the European Network of Education and Training in 
Occupational Safety and Health (ENETOSH) created an MoU of 
support and collaboration. This encourages the development of 
a culture of prevention related to occupational safety and health 
in Europe, and globally. The plan is to encourage worldwide col-
laboration on education and training in the field of occupational 
safety and health. Since the initial agreement, the IOHA and 
the ENETOSH have held several meetings and joint sessions at 
international conferences.

THE FUTURE
The IOHA’s mission is to enhance the international network of occu-
pational hygiene associations that promotes, develops and improves 
occupational hygiene worldwide, providing a safe and healthy working 
environment for all. The strategic goals are: 
1. To promote occupational hygiene
2. To improve occupational hygiene capabilities and practises
3. To enable effective networking and knowledge management
4. To provide robust governance 

The IOHA is concerned that there appears to be a perception, in 
the developed world, that occupational health and safety issues have 
largely been resolved. The demand for undergraduate studies in occu-
pational health is diminishing and several universities have stopped 
offering courses. At the same time, perhaps due to globalisation and the 
export of ‘dirty’ industries, the occupational health challenges facing 
economically-developing regions are increasing rapidly. The IOHA is 
addressing the need for occupational hygiene capacity through strong 
educational and training initiatives especially designed to transfer occu-
pational hygiene knowledge and skills to where they are most needed. 

Additional information regarding the IOHA organisation and its 
activities can found on the website (www.ioha.net).  Specific questions 
regarding IOHA history or this article can be directed to Thomas Fuller 
at tpfuller1@gmail.com.
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Alexander Jeremiah Orenstein (26 September 1879, 
Odessa, Russia – 7 July 1972, Johannesburg)

Alexander Jeremiah Orenstein, referred to as 
the ‘father of occupational medicine’ in South 
Africa, was an internationally renowned expert 
in tropical medicine, public health, and medical 
research. He helped formulate policies in many 
fields of medicine in southern Africa, in these and 
other areas, making fundamental changes to the 
operation of mining in southern Africa. 

Orenstein was born in Odessa, Russia in 1879 
but grew up in the USA. He studied medicine at 
Jefferson Medical College in Philadelphia, and 
graduated as a doctor (MD) and received USA 
naturalisation in 1905. 

That same year, he joined the American Armed 
Forces where he became a General and served 
until 1912. His first posting was to the Panama Canal Zone; the 
Canal was under construction at the time. There he served under 
General William C Gorgas, KCMG (1854–1920), a US Army physi-
cian and a pioneer in the eradication of yellow fever and malaria. 
Orenstein assisted Gorgas by controlling the mosquitoes that 
carry these diseases. The measures that were subsequently 
implemented by the Panama Canal Zone Sanitation Commission 
saved thousands of lives and contributed to the success of the 
Canal’s construction. During that time, Orenstein also did pio-
neering work in combating pneumonia. 

During 1913–1914, Orenstein accompanied Gorgas to 
German East Africa (now Tanzania) as an advisor on the control 
of malaria and plague to the German administration. 

In 1914, Gorgas went to Johannesburg at the request of 
Rand Mines Ltd to advise on the health of miners in the gold 
mining industry with regard to measures to reduce the high 
incidence of pneumonia and tuberculosis (TB). He recom-
mended that Orenstein be invited to help in the implementa-
tion of some of his recommendations. When Orenstein came 
to Johannesburg, he was appointed as superintendent of 
sanitation at Rand Mines Ltd as his American qualifications 
were not recognised. He later became chief medical officer 
there, a post he held until 1969.  

In 1915, Orenstein went to London and, in 1916, qualified as a 
member of the Royal College of Surgeons (MRCS), England, and 
as a licentiate of the Royal College of Physicians (LRCP), London. 

Towards the end of World War I, from February 1917 to June 
1919, he served in the South African Medical Corps, attaining 
the rank of Lieutenant Colonel when he was appointed Director 
of Medical Services in November 1918. He was mentioned in 
despatches, and was created a Companion of the Order of St 
Michael and St George. He directed the public health measures 
introduced during the Spanish influenza pandemic just after 
the end of the War, through the Union Health Department, and 
helped curb the devastating epidemic that hit Kimberley, saving 
the lives of many citizens.

After the War, Orenstein established a 
Department of Sanitation (later of Health) for 
Rand Mines Ltd and began to improve the 
poor sanitation and health conditions of mine 
workers, particularly their living conditions and 
diets. He introduced the appointment of full-
time medical officers on the mines, introduced 
sweeping reforms in the layout of mine hospi-
tals and compounds housing mine workers, 
greatly improved hospital facilities, gradually 
replaced male orderlies in the hospitals with 
black nurses, introduced training in first aid 
for mineworkers, and formed first aid teams.  

Orenstein soon became recognised as 
the authority on the health of mine workers 

and a leader in the affairs of the mining medical profession, 
reorganising the Mines Medical Services. The reforms that he 
introduced were soon adopted by other mining companies. He 
also acted as an unpaid consultant to the Chamber of Mines, 
and his work was later used in planning health services at new 
mines, such as those in the (then) Orange Free State province 
and the Zambian Copperbelt. 

Orenstein worked in many southern African countries. He 
was asked to assist with malaria prevention in the Belgian Congo 
(now the Democratic Republic of Congo), and with the high 
mortality of Ovambo mine workers on the diamond fields in 
Namibia. In 1921, he and Prof. FK Kleine (1869–1951), an expert 
in tropical diseases, visited Northern Rhodesia (now Zambia) in 
connection with the control of Nagana (sleeping sickness). In 
1925 and 1928, he was a delegate to the International Labour 
Conference in Geneva, Switzerland, representing South Africa. 

During World War II, Orenstein served as Director-General 
of Medical Services in the South African Medical Corps, and 
left for east Africa in May 1940. He was promoted to Brigadier 
in October 1940. He served in east Africa, the middle east and 
in the United Kingdom. He was created a Commander of the 
Order of the Bath and a Companion of the Order of the British 
Empire. Orenstein was released from military service in August 
1945 with the rank of Major-General.

Orenstein was a foundation member and first vice-president 
of the Mine Medical Officers’ Association (now the Mine 
Medical Professionals Association), and sat on the Prevention 
of Accidents Committee, now the Mine Safety Division, of the 
Chamber of Mines from 1914 to 1956. He was also a member of 
the South African Association for the Advancement of Science 
(1915), and the South African Institute of Mining and Metallurgy 
(1916). As the representative of the Witwatersrand Branch of 
the British Medical Association, he was one of the founders of 
the Associated Scientific and Technical Societies of South Africa 
(1920); he served as vice-president during its first year and as 
president in 1921 and 1922. In 1917, he was a member of the 

Rochelle Keene - Independent Curator

Alexander Jeremiah 
Orenstein



94 Vol 26 No 2   March/April 2020 Occupational Health Southern Africa     www.occhealth.co.za

PIONEERS IN AFRICAN OCCUPATIONAL HEALTH 

Medical Advisory Committee that participated in negotiations 
to establish a medical school in Johannesburg. In 1923, he 
was appointed as the first lecturer in tropical medicine at the 
University of the Witwatersrand and, in 1931, he was awarded 
a Doctor of Laws (LLD) degree (honoris causa) by the same 
university. 

Other honours awarded to him include gold medals from the 
Mine Medical Officers’ Association, the South African Medical 
Association for distinguished services in the field of medicine 
(1926), and the Institution of Mining and Metallurgy (1958), 
London, the last being the highest honour to be bestowed on 
men who had served the mining industry. In 1970, he received 
the Alumni Achievement Award from the Alumni Association 
of the Jefferson Medical College. He was an honorary fellow of 
the Royal Society of Tropical Medicine and Hygiene, and of the 
Royal Society of Medicine.

Orenstein was also presented with numerous civilian awards, 
including the Panama Canal Service Medal, the Belgian Croix de 
Chevallier de l’Orde de la Coutonne in 1925 (Order of the Crown 
of Belgium) for his work in the Belgium Congo, and the gilt 
emblem to the Voluntary Medical Service Medal from the Red 
Cross Society. 

In 1956, Orenstein was appointed as the first director of the 
Pneumoconiosis Research Unit (PRU) established by the Council 
for Scientific and Industrial Research, in Johannesburg, but con-
tinued to consult to Rand Mines. He served as general secretary 
to the Pneumoconiosis Conference in Johannesburg in February 
1959, and as editor of its proceedings (1960). 

Orenstein wrote a book on Mosquito Control in Panama; The 
Eradication of Yellow Fever in Cuba and Panama (New York, 1916) 
and published around 100 papers in local and international jour-
nals, on topics such as malaria prevention, the etiology of scurvy, 
hookworm disease, public health, and the health of miners. 

Orenstein lived in a house in Saxonwold, Johannesburg, 

now known as the Villa d’Este, now a National Heritage site. He 

enjoyed music, reading, and the theatre, and was one of the 

founder members of the Johannesburg Repertory Players and 

the Alexander Theatre. He also enjoyed motoring and flying, and 

was one of the founders of the Light Plane Club.

An inaugural lecture, held in 1962 at the inception of the 

Museum of the History of Medicine, was delivered by Major 

General Orenstein under the auspices of the Museum and the 

Medical Graduates’ Association. After he died in 1972, at the 

age of 92, the name was changed to the AJ Orenstein Memorial 

Lecture at the suggestion of the Chamber of Mines of South 

Africa to perpetuate his memory and to commemorate the 

part he played in the establishment of the medical services in 

the mining industry.
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John Christopher Wagner  
(11 April 1923, Pretoria – 25 May 2000, Dorset)

John Christopher Wagner was a pathologist who 
researched the health effects of exposure to asbestos 
fibres. He was one of the most outstanding authorities 
on asbestos-related diseases, both from a pathologi-
cal point of view and in relation to his expertise on 
the experimental approach to asbestos toxicology. 
His work provided milestones in research work on 
asbestos toxicity. His results were of paramount 
importance in the regulation of asbestos use, provid-
ing a better understanding of asbestos-related dis-
eases. In addition to his work on asbestos, he and his co-workers 
studied a similar type of fibre, called erionite, in collaboration with  
Prof. I Baris, a Turkish clinician, who had discovered a high mortal-
ity rate due to mesotheliomas in some areas in Turkey. The findings 
of fibrogenicity and carcinogenicity of erionite in rats provided 
an important demonstration of the ability of other types of fibres 

to produce lung and pleural damage. He became 
internationally known for his work on occupational 
lung diseases.

John Christopher Wagner was born in Pretoria 
in 1923. His father, Percy Wagner, was an eminent 
economic geologist, and the Director of the South 
African Geological Survey. He described many min-
eral deposits in Africa, including asbestos, diamonds, 
gold and platinum. The family, originally German, had 
emigrated from London in 1810. He was six years-

old when his father died. He was educated at Michaelhouse in 
present-day KwaZulu-Natal and went to the University of Natal 
in 1941. In 1942 he joined the South African Field Artillery, taking 
part in the north African and Italian campaigns. 

After the war, he returned to Johannesburg to study for a 
MBBCh degree at the University of the Witwatersrand Medical 
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School, graduating in 1951. He then trained in pathology at the 
South African Institute for Medical Research (SAIMR) and, in 1954, 
was appointed Asbestos Research Fellow at the Pneumoconiosis 
Research Unit (PRU) in Johannesburg. He enjoyed original 
observation, being involved in the identification of a new type of 
organism similar to a tubercle bacillus. This organism was found 
in inflammatory lesions affecting the Cape hyrax (the dassie). 
His work on asbestos-related lung diseases began at this time. 
South Africa is unique in having asbestos deposits of all the 
main commercial types – chrysotile (white), crocidolite (blue) 
and amosite (brown), each situated in a different area. The PRU 
studied disease in asbestos miners of the different fibre types.

In 1956, while working at the PRU, he conducted an autopsy 
on a black miner thought to have died from tuberculosis. He later 
wrote: “On opening the thoracic cavity, I was amazed to find a 
huge gelatinous tumour.” The tumour was a mesothelioma, and 
further examination of the lung revealed clumps of asbestos 
bodies. It was a finding that influenced the rest of his life, the 
work of his fellow researchers, and the understanding of the 
toxic health effects of asbestos.

After he diagnosed this first mesothelioma case, he conferred 
with colleagues and discovered that a group of similar cases had 
occurred at a tuberculosis hospital in Kimberley. He hypothesised 
that asbestos could be involved, and soon made the link with 
exposure to blue asbestos (crocidolite). This required some 
detective work, as many of the patients had never worked with 
asbestos but lived near the asbestos fields; others had left the 
areas while they were still children.

In 1959, Dr Wagner presented a seminal paper at the 
International Pneumoconiosis Conference held in Johannesburg. 
This included his observations on mesotheliomas occurring in 
association with asbestos exposure. The paper was published in 
19601 and has become the most cited occupational medicine 
paper of all time. In this paper, he established, for the first time, 
a relationship between pleural mesothelioma and crocidolite 
asbestos exposure. It was also in this paper that mesothelioma 
was finally accepted as a pathological entity separate from 
tuberculosis. Malignant mesothelioma of the pleura of the lung 
usually occurs decades after exposure to asbestos fibres.

These findings led to him being awarded a doctorate from 
the University of the Witwatersrand in 1962. They also initiated 
an explosion of research into asbestos-related diseases. It was 
the first time that a specific type of asbestos had been implicated 
in a particular cancer, for Wagner and his colleagues had found 
that this very rare tumour occurred only in individuals living in 
the Northern Cape. This was where blue asbestos was mined.

In 1962, Dr John Gilson, director of the Medical Research 
Council’s Pneumoconiosis Research Unit at Llandough Hospital 
in Wales, persuaded Dr Wagner to join his team. He worked 
there until his retirement in 1988. During this time he had the 
opportunity to conduct experimental and human studies. He 
was the first to establish a colony of rats with lungs free from 
organisms causing lung disease, for use in following disease 
patterns after exposure to dusts. He established both intra-
pleural and inhalation methods for the study of lung fibrosis, 
lung cancer, and pleural mesotheliomas. He and his team found 
that asbestos dimensions were an important parameter in the 
induction of pathogenesis. He put together a formidable team 
for conducting experimental studies.

In 1964, at a New York Academy of Sciences conference,  

Dr Wagner made another influential contribution to knowledge 

of the effects of asbestos. He presented studies that showed that 

mesothelioma could be induced experimentally in rats by the 

implantation of asbestos. This set in train experiments in different 

parts of the world to study the mechanisms of the pathogenic-

ity of asbestos. Dr Wagner and his team’s experiments showed 

the importance of characterising the dusts used in the studies, 

showing that the morphology of asbestos fibres was of great 

importance: long, thin fibres were much more dangerous. A 

further observation was that mesotheliomas could develop not 

only in asbestos workers but also in their household contacts as 

a result of laundering the asbestos-contaminated clothes. Dust 

fibres from contaminated clothes were also liberated in homes, 

causing disease in family members. This research was pivotal in 

the introduction of safety standards and the banning of blue 

asbestos in the United Kingdom.

Dr Wagner collaborated with Dr Muriel Newhouse in study-

ing asbestos diseases occurring in workers and their relatives 

from an east London asbestos factory where exposures and the 

prevalence of disease were high. He forged strong links with a 

number of investigators to look into the patterns of disease con-

nected with the use of asbestos in different locations around the 

world. He was also engaged in collaborative research in many 

parts of the United Kingdom and in other parts of the world, 

such as Cyprus, Turkey, Greece and Canada, and gave freely of 

his help and advice.

In 1985, Dr Wagner received the prestigious Charles S Mott 

Prize of the General Motors Cancer Research Foundation for 

‘the most outstanding recent contribution related to the causes 

and ultimate prevention of cancer’. Despite having dyslexia,  

Dr Wagner published 85 research papers, as well as many book 

chapters and reviews.

Dr Wagner married Margaret, a haematologist, in South 

Africa. They retired to Dorset in 1985. He continued to be a 

consultant until shortly before his death in May 2000. 

Aided by his son, Charles, he developed a good wine cellar. 

He also enjoyed archaeology, rugby and gardening, and became 

a respected member of the Dorset Archaeological Society. 
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PIONEERS IN AFRICAN OCCUPATIONAL HEALTH 

Archibald Sutherland Strachan (23 November 1891, 
Glasgow – 20 February 1949, Johannesburg)
Prof. Emeritus Cedric Bremner - Department of Surgery, Faculty of Health Sciences, University of the Witwatersrand
Rochelle Keene - Independent Curator

Archibald Sutherland Strachan, in conjunction with 
Dr FW Simson, and colleagues at the Miners’ Phthisis 
Medical Bureau in Johannesburg, did pioneering 
work on the pathology of silicosis from the late 
1920s until the early 1940s, which did much to elu-
cidate the pathogenesis of the disease. This led to 
the detection of the disease in many other parts of 
the world where cases were recognised in workers 
in the mining industry, as well as in other industries 
where workers were exposed to silica dust. Their 
work also led to South Africa being recognised as 
the world authority on the disease. In addition, the 
high prevalence of iron overload in black South 
Africans, so-called ‘Bantu Siderosis’, was recognised 
for the first time by Strachan in 1929.1  

Strachan was born in GIasgow in 1891. He attended Glasgow 
High School, and entered the University of Glasgow where he 
completed the degrees of MA (Honours) and BSc in pure science. 
He pursued a degree in medicine and had a distinguished record 
as a medical student, graduating in 1918. He served for a short 
period in the Royal Army Medical Corps Special Reserve in the 
rank of Lieutenant towards the end of World War I. Thereafter, he 
returned to Glasgow where he joined the staff of the Department 
of Pathology, under Sir Robert Muir. 

In 1919, he came to South Africa to the Department of 
Pathology and Bacteriology at the University of Cape Town for 
a period of two years. At the request of the previous head of 
department, he returned to the University of GIasgow and became 
a Senior Lecturer in Pathology. In 1924, he returned to South 
Africa as a senior pathologist at the South African Institute for 
Medical Research (SAIMR), and Senior Lecturer in Pathology at the 
University of the Witwatersrand where he was appointed Professor 
of Pathology in 1943. The following year, in 1944, he was appointed 
dean of the Wits Faculty of Medicine for a year. 

Strachan was awarded the Doctor of Medicine (MD) degree by 
the University of Glasgow in 1929 and, in 1934, obtained member-
ship of the Royal College of Physicians (London). 

Strachan’s research focused primarily on silicosis and led, to 
a large extent, to the First International Conference on Silicosis 
in Johannesburg in 1930.2 The Conference was jointly sponsored 
by the International Labour Organization (ILO) and the Transvaal 
Chamber of Mines, and was an important moment in the history 
of silicosis. South Africa’s achievements in terms of research, data 
collection and state regulation were acknowledged and discussed. 
Those data included the world’s largest collection of X-rays of a 
workforce. The gold mines also assembled dust samples: by 1925, 
more than 100 000 samples were being analysed annually. The 
ILO, which was founded in 1919, hoped that the Conference would 
establish a global network of health specialists for the purpose of 
promoting workplace reform.  

Leading scientists from South Africa, the USA, 

Germany, Belgium, Italy, the UK and Australia met to dis-

cuss their research. The Conference participants agreed on 

the following points concerning the pathology and diag-

nosis of silicosis: a definition of what constitutes silicosis as 

an occupational disease (and, therefore, compensation to 

be claimed when diagnosed); a common terminology for 

the description of the characteristic lesions and varieties 

of silicosis; and a common terminology, descriptive of the 

various types of radiographic changes found in cases of 

silicosis. Delegates also agreed on the need for a universal 

standard of dust measurement so that risks in different 

industries could be compared.  

In 1933, the ILO revised the Convention on 

Occupational Diseases and, in 1934, silicosis was added to the schedule 

of diseases for which compensation should be paid. 

Prof. Strachan was known as a brilliant teacher and was in the unique 

position, in South Africa, of having been intimately concerned with the 

Departments of Pathology at three medical schools, almost since their 

inceptions. He was an external examiner at the University of Cape Town 

from 1924, and at the Medical Faculty of the University of Pretoria from 

1945. He was also an external examiner of research in pathology at the 

veterinary laboratory at Onderstepoort. His services as an examiner and 

his many other roles at the University of Pretoria were recognised by the 

conferral of an Honorary MD in 1948. 

Strachan was the doyen of pathological anatomists in South Africa. 

Official positions he held included member of the Federal Council of 

the South African Medical Association; dean of the Faculty of Medicine, 

University of the Witwatersrand; president of the Southern Transvaal 

Branch of the South African Medical Association; vice-president of the 

National Cancer Association of South Africa; and member and vice-

president of the South African Medical Council.

Eighteen months before his death, Prof. Strachan was informed that 

he had multiple myeloma. Despite his continual pain, he performed his 

duties – academic and extra-academic – to the full, sparing neither his 

mind nor his body. His devoted students took turns to sit outside his hos-

pital ward during the last days of his illness in case he needed attention. He 

died at the Johannesburg General Hospital in 1949, at the age of 59 years.
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Contributors: Devin and Shonagh Cheevers – Sean’s son and daughter; Dr Kevin Rainier – OMP, SASOM KZN Chapter ExCo,  
and long-time friend; Sr Jane Knight Taylor – OHNP, SASOHN, SAACHS, UKZN colleague and long-time friend;  
Carol Meyer - long-time friend

In memoriam – Dr Sean Cheevers: 1 Jul 1942 – 4 Feb 2020 

Born in 1942, Dr Edward John Cheevers was the eldest son 
of Thomas and Delia who owned a small shop in Athenry, a 
town just outside Galway, on the west coast of Ireland. He had 
a happy childhood with his sister, Eileen, and his two younger 
brothers, Brendan and Thomas. Edward John Cheevers was 
called ‘Sean’ which is the Irish equivalent of John, by his mother, 
and it was by this name that he was affectionately known by 
all friends and family. 

Sean attended St Mary’s College (aged 12 to 17), taking 
the train from Athenry to Galway every day, and working in 
his parents’ shop in the afternoons and weekends, close to 
the famous archway in Athenry. He was not expected to get a 
medical degree, and was instead encouraged to join the local 
County Council. However, he chose to cycle to college and back to complete 
his medical degree at the National University of Ireland in Galway. He gradu-
ated in 1973, proudly flanked by his parents, and sporting a fashionable 1970s 
moustache. 

During his years at medical school, Sean looked dashing and dapper in 
his convertible sports car, attending local dances and invoking envy from his 
brother, Thomas. One day Thomas decided that he should have a turn in the 
sports car, only to end up in a ditch and needing to be rescued by his irate older 
brother! Sean loved to sing and dance and play the piano; his favourite tune 
was ‘From a Jack to a King’ by Ned Miller. Soon after graduation, he married 
Ruth Faherty, from Oughterard, near Galway. 

During a house call in Dublin one night, he was told about an opportunity 
in a small mining town called Mangula (now Mhangura) in Rhodesia (now 
Zimbabwe) – a world away from Ireland. Taking a leap of faith, he visited 
Mangula and was impressed by the small hospital, nurses and doctors in the 
town. He also fell in love with Africa. 

Sean and Ruth moved to Rhodesia in 1977, a bold move for two young 
people from small rural villages in Ireland. Outside of a brief sabbatical in 
the UK, Sean would remain in Africa for the rest of his life. In 1979, after an 
enjoyable couple of years in Rhodesia, Sean and Ruth moved to South Africa 
where Sean had an offer to be a medical officer with the Anglo American 
Corporation Western Deep Levels in Johannesburg. He worked for Anglo 
American for seven years. 

A scholar throughout his life, Sean completed a Diploma in Tropical 
Medicine and Hygiene in 1980, a Diploma in Public Health in 1981, and 
a Diploma in Occupational Health in 1984, all from the University of the 
Witwatersrand. In 1981, he was also elected a Fellow of the Royal Society of 
Tropical Medicine and Hygiene (London). In 1986, Sean moved to Durban 
with his wife and two children (Devin and Shonagh), to work for the Illovo 
Sugar Company.

In 2001, Sean took a two-year sabbatical in Plymouth, England where his son 
was completing his undergraduate degree. Sean worked as a medical officer at 
the Medical School and added an Advanced Diploma in Occupational Medicine 
from the University of Manchester to his professional qualifications. 

He returned to South Africa in 2004, as an occupational health specialist at 
the University of KwaZulu-Natal (UKZN), until 2017. He also provided primary 
health care to students at the Nelson Mandela School of Medicine from 2004 to 
2019, and was contracted to the African Health Research Institute (AHRI) at UKZN 
where he was involved with setting up world-class laboratories until his death.

Sean played a major role in guiding the UKZN registered 
nurses to acquire their dispensing licenses, and was very 
involved with the South African Association of Campus Health 
Services (SAACHS), and with organising the KZN Regional 
Conference in January 2020. He developed the SAACHS web-
site, an active website used by SAACHS branches, nationally, 
and was instrumental in preparing a memorandum of agree-
ment for UKZN, University of Zululand, Durban University of 
Technology (DUT), and Mangosuthu University of Technology 
(MUT). Another of Sean’s achievements was the develop-
ment of clinic software which included occupational health, 
primary healthcare and HIV monitoring, in collaboration 
with the Information and Communication Services Division 

(ICS) of UKZN. 
Sean was a dedicated member of The South African Society of 

Occupational Medicine (SASOM) and served on the executive committee 
(ExCo) of what was initially known as the ‘Coastal Branch’ (now the KZN 
Chapter) from the late 1980s. He was the branch secretary for a number of 
years and became treasurer on his return to South Africa after his sabbatical. 
He went on to become chair of the KZN Chapter and served on the national 
ExCo of SASOM. He continued to serve as a valuable member of the KZN 
Chapter ExCo and was still an active member at the time of his death.

He was bestowed with the ‘Occupational Hygienist of the Year’ award by 
the National Occupational Safety Association (NOSA) in 1994. He represented 
Business South Africa (BSA) on the Compensation Board from the time the 
Board was established until leaving for his sabbatical in Plymouth.

Sean continued to complete courses, attend workshop and participate 
in seminars to keep himself informed of developments in medicine, includ-
ing good clinical practice courses, a laboratory safety and chemical grades 
seminar, a dispensing practitioners’ course, an HIV/AIDS clinical management 
programme, and a course on integrated management of tuberculosis, HIV 
and STIs in the primary healthcare setting. He set up his own company, OHA-
Occupational Health and Safety Consultancy Services’ in 2006. 

He worked as a consultant occupational medical practitioner to Sappi at 
the Stanger Mill, and was a valuable member of the Centre of Excellence for 
Health for Sappi South Africa. In 2009, he received a Certificate of Recognition 
from Sappi for his contribution and dedication to employee wellbeing, and was 
awarded a Certificate of Appreciation during a UKZN leadership course, in 2010. 

Sean was a colleague, friend and mentor and was immensely respected. 
The nurses he worked with describe him as being humble, kind, dignified, 
passionate and involved, a true medical officer, often lending an ear when 
advice was needed. He was an advocate for occupational health nursing 
practitioners and was always willing to give advice based on his entrenched 
expertise, vast knowledge and access to his national and international profes-
sional networks. He worked right up until his death, after practising medicine 
for 47 years and helping numerous people along the way.  

Sean was an avid sports enthusiast, enjoying fishing, golf, tennis and 
squash; he was a founder member of the South African Sports Association. 
In 2016 and again in 2018, he became a grandfather. He was at his happiest 
when talking to his friends, colleagues and the nurses with whom he worked 
about his children. Sean, you have left a deep legacy and will be sorely missed 
by all the people whose lives you touched.

Dr Sean Cheevers
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Information supplied by Jeannette Christian – daughter of the late Johann Mets

In memoriam – Dr Johann Teunis Mets 
MRCS-LRCP, London (1962); CIH, Netherlands (1968); MD, Pretoria (1979); Fellow, AOMA (1979); DBG, Stellenbosch (1983);  
Community Medicine (Public Health) Specialist (1984); Occupational Medicine Specialist (2006)

Dr Johann Mets was born on 30 October 1924 in Bandung, 
West Java, Indonesia. He spent his childhood in Bandung, 
apart from the period 1928–1933 when his family lived in 
The Hague in the Netherlands. The young Johann Mets 
attended the Christelijke Lyceum in Bandung, studying 
Latin, Greek and Dutch in addition to the more conventional 
subjects. He was a dedicated boy scout and embraced his 
love for hiking, adventure and community service, even-
tually becoming a patrol leader and then the most senior 
Leader of the Wolves.

In 1941, when war broke out in east Asia, he was too 
young (at 17 years old) for the Voluntary Air Corps or army 
so he joined a training camp with the Volunteer Training 
Corps. The invasion of Indonesia began in January 1942 and 
Johann was captured by the Japanese in August 1942. He 
spent time in solitary confinement and was moved to three 
Japanese concentration camps in as many years. After work-
ing as a kitchen assistant, latrine cleaner and a nurse aid, he 
became a male nurse in the camp hospital, working under a 
mentor who inspired him to become a doctor. Here he also 
developed his life purpose of service to others, living and 
working under harsh camp conditions. His boy scout train-
ing (first aid, Morse code, problem solving, steadfastness, 
honesty and integrity) was put into practice in a multitude 
of ways. He was elected leader of the Boys Barracks and 
was part of a small group that secretly constructed a radio 
and was thus able to get news from the outside world. 
Discovery meant death, but these fragments of news about 
developments in the war gave the captives hope and kept 
them going. After the Japanese surrender in August 1945, 
Johann was freed with the others. He located his mother 
and sisters and managed to get word of his father who had 
been interned as a prisoner of war in Burma. Six months 
later, in February 1946, he arrived in the Netherlands with 
a group of 18–20 year-olds, having travelled from Jakarta 
on the old mail ship, the Johan Oldenbarneveldt.

After completing an accelerated high school-leaving 
curriculum, Johann studied medicine at Leiden University 
after which he served in the Royal Netherlands Army 
Medical Corps and worked in hospitals in the Netherlands 
until 1955. Dr Mets met Thea Pleysier, a nurse, in the Zuidwal 
Ziekenhuis in The Hague and they married in 1954. Two 
years later, they moved to Indonesia where Dr Mets worked 
for Shell International Medical Services. From 1956 to 1960, 
he worked in Pladju, Badjubang (Sumatra) and Surabaya 
(Java) as the medical doctor for the Shell International oil 
refineries personnel and their families. He also assisted 
those in the surrounding villages. Dr Mets was considered 

a valuable health professional as he was fluent in Bahasa 
Indonesia and had an in-depth knowledge of the country 
that he loved.

Dr Mets was sent to study tropical medicine in the 
Netherlands, and treatment of burns at the Birmingham 
Hospital Burn Unit in 1959, after which he returned to 
Indonesia. In the early 1960s, he was sent to St Mary’s Hospital 
in London for special surgical training. Following this, he was 
sent to Pulau Bukom in Singapore where he ran the Shell 
out-patient clinic and small hospital from 1962 to 1963. This 
further developed his interest in occupational diseases and 
occupational health which soon became the focus of his career. 
He continued working for Shell International with further 
deployments to Jakarta, Indonesia and Curaçao, Netherlands 
West Indies until 1968.

Based on his proven track record of excellence – both medi-
cally and managerially – Dr Mets was offered the position of 
chief medical officer of Shell International (although after first 
working in Nigeria, which would have necessitated his three 
children attending boarding school). However, this meant that 
the family would then have to live in the Netherlands. After 
careful consideration, he declined this prestigious position and, 
at the end of 1968, he moved with his family to South Africa.

Dr Johann Mets



99Vol 26 No 2   March/April 2020Occupational Health Southern Africa     www.occhealth.co.za

OBITUARY

Dr Mets settled his family in Port Elizabeth and, after a 
two-year internship at the provincial hospital, he registered 
as a medical doctor in South Africa. At this point, he had 
added Afrikaans and isiXhosa to his ‘language bank’. 

In 1971, he was appointed as medical  off icer at 
Volkswagen SA in Uitenhage where he established a com-
prehensive occupational health service. After many years of 
meticulous research, he wrote his thesis on ‘Absenteeism in 
a motorcar manufacturing plant’ for which he was awarded 
the degree of Doctor of Medicine by the University of 
Pretoria in 1979. 

He also held additional South African, Dutch, British 
and American qualifications, and was a member of occu-
pational medicine organisations. In 1981, he and Thea 
moved to Cape Town where he took up the post of Senior 
Lecturer in Occupational Health at the University of Cape 
Town Medical School Community Health Department. He 
presented papers and lectures at national and international 
conferences, served on numerous professional committees 
(also as chair), and published many articles and papers. He 
strove for occupational health/medicine to be recognised 
as a specialty field of medicine in South Africa and assisted 
in developing courses for nurses, health workers and 
medical students, as well as for post-graduate studies. He 

contributed articles and chapters for textbooks on occu-
pational health and medicine and remained a passionate 
advocate for this specialty to be formally recognised, even 
after, much to his regret, he retired at the age of 65 in 1989.  

Retirement did not sit well with him. He was a talented 
sportsman in his day and loved being outdoors in nature; 
he loved nurturing the proteas and silver trees in his 
garden, and continued to hike well into his 80s. He was 
an avid reader and was knowledgeable on many subjects, 
including medicine, science, history, exploration and travel, 
music, philosophy, religions, wine, and world affairs. Nearly 
every chair in his house had at least three books next to it. 

Sadly, Thea Mets died in December 2015. Johann died 
four years later, on 12 December 2019. He leaves behind 
his three children and their spouses, five grandchildren and 
a great-grandchild.

Johann Mets’ children describe him as a loving, gener-
ous, kind, dependable, compassionate, wise, clever, articu-
late, hardworking, dependable, dedicated, academically-
excellent man who was steadfast, loyal and honest in 
everything he said and did. He was a true, loving role model 
and mentor, not only to his own children and grandchildren, 
but also to numerous others with whom he interacted 
throughout his long life. 

As part of the occupational health programme in the 
early seventies for a worker population of more than 
6 000 employees I started to offer management an 
annual ‘health check-up’ at work on a voluntary basis. 
Interestingly enough peer pressure appears to have led 
to fairly wide participation. Members of middle manage-
ment, which I had noted were often under higher stress, 
were later also invited to take part. 

The consultation involved the usual preliminary 
interview about health, followed by a general physical 
examination, urine and blood (liver function) tests and a 
physical stress test with ECG (our medical facility included 
equipment for resuscitation, a defibrillator as well as a 
small laboratory). It was, I think, not at once appreciated 
by my subjects that this medical check-up was not only 
aimed at finding possible ill-health indicators (which 
would then be passed on to the family physician for fur-
ther action), but also at health education with regard to 
physical exercise, mental relaxation (taking holidays), and 
smoking and alcohol usage habits. The latter two aspects 
led me to introduce some not very popular changes in 
the lunchroom of senior management. Every workday 
we were served a two- or three-course lunch with coffee 
afterwards while, on each table, cigarettes and cigars 
were provided for an after lunch smoke and chat.

Over a period of a few months I had produced a short 
‘Health Newsletter’ for management to advise them on 

Johann Mets: excerpt from a letter to the editor, 2011
matters regarding health preservation and health promotion 
of the workforce in general, later more particularly directed 
at management level. A first step to practise what I had 
preached was having cigarettes removed from the lunch 
tables, later followed by also taking away the cigars. The 
adage was that it was felt, that if people wished to poison 
themselves by smoking, they should not expect the Company 
to provide the means to do so! On arriving in the lunchroom, 
I was not really booed but neither was I invited as readily as 
before to join the table of some of my colleagues. Others, the 
non-smokers, saw this as a big joke!

The next, less unpopular minor step, was to reduce the 
calories (Joules) of our meals by banning sweets - this only 
after having preached the virtue of preserving the right value 
of BMI (body mass index) for each of us. All this and other 
aspects of diet and lifestyle had been highlighted before 
in the health promotion pamphlets mentioned above, but 
for some time after introducing these changes, I was not a 
very popular person to come to lunch! Some of the remarks 
made were to the effect that I should restrict my medical 
intervention to matters of an ‘occupational risk’ nature and 
not meddle in personal affairs such as eating, drinking and 
smoking!

However, I think that the programme I introduced at 
that time would now be considered as part of the practice 
of occupational health, falling under the aegis of ‘managing 
diseases of lifestyle in an occupational health setting’ 
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BBE Laboratory supplies state-of-the-art analysis and  
sampling technologies to reduce airborne occupational  
hazards in African mines and manufacturing industries
BBE Laboratory plays a leading role in diminishing the impact of airborne 
occupational hazards in the sub-Saharan African mining and manufacturing 
industries. Consistently achieving the best turnaround times in the industry 
for years, BBE Laboratory strives to give accurate and traceable results on all 
samples. We employ qualified and competent staff, use state-of-the-art equip-
ment, and apply relevant and up-to-date analysis methods.

We have close links and long-standing associations with most 
national and international role players in the field. While we always 
work to strict confidentiality guidelines, we are also willing to sign non-
disclosure agreements (NDAs) to give our clients full peace of mind. 

ANALYTICAL SERVICES
BBE Laboratory provides the following services:
• Gravimetric analysis of dust on occupational hygiene filters
• Quartz analysis by: 
   o X-ray diffraction (XRD) analysis  
   o  Fourier transform infrared (FTIR) spectrometry 
• Elemental analysis by inductively coupled plasma optical emission  
  spectrometry (ICP-OES)

GRAVIMETRIC ANALYSIS
We do the pre- and post-weighing of occupational hygiene filters in accor-
dance with Standard Method MDHS14 (Methods for the Determination of 
Hazardous Substances, issued by the Health and Safety Laboratory of the 
Health and Safety Executive (HSE), UK): “General methods for sampling and 
gravimetric analysis of respirable, thoracic and inhalable aerosols.” A Mettler 
XS3DU Microbalance is giving exceptional detection limits and reproducibility.

RESPIRABLE CRYSTALLINE SILICA (RCS) QUARTZ ANALYSIS 
METHODS 
By X-ray diffraction 
Filters analysed include mixed cellulose ester (MCE), polyvinyl chloride (PVC) 
and silver, preferably 25 mm, but 37 mm ones are also accepted. Filters are 
analysed for respirable alpha quartz content by direct-on-filter X-ray diffrac-
tion (DoF XRD) according to Standard Method MDHS101: “Crystalline silica in 
respirable airborne dusts. Direct-on-filter analyses by infrared spectroscopy 
and X-ray diffraction.”

A Bruker D4 Endeavour automated X-ray spectrometer with a 66-position 
sample changer is utilised to meet customers’ requirements with regards to 
turnaround times. National Institute of Standards and Technology - Standard 
Reference Material (NIST-SRM) 1878a is used to prepare the calibrations filters.

By Infrared spectroscopy 
A Bruker Tensor 27 FTIR spectrometer is used to analyse the samples, pellets 
and/or filters.

The alpha quartz content of filters can also be determined by preparing 
potassium bromide (KBr) pellets and analysing the pellets by  FTIR spectroscopy 
according to Standards Method NIOSH 7602: “Silica, respirable crystalline, by 
IR (KBr pellet).”

BBE Laboratory analyse client-prepared KBr pellets and also prepare, 
press and analyse pellets from supplied filters; either MCE or PVC filters, with  

25 mm or 37 mm diameters. KBr pellets are pressed using an automated 
press to ensure quality and consistency. NIST SRM 2950 is used to prepare 
the calibrations filters.

Direct-on-filter respirable alpha quartz content determination can also be 
conducted by FTIR spectroscopy on PVC filters according to Method MDHS 
101: “Crystalline silica in respirable airborne dust. Direct-on-filter analyses by 
infrared spectroscopy and X-ray diffraction.” NIST SRM 1878a is used to prepare 
the calibrations filters.

ELEMENTAL ANALYSIS BY ICP-OES 
A Thermo Scientific iCAP 7200 Duo ICP-OES is used to analyse the solutions 
prepared from the dissolved filters (PVC or MCE) for the typical elements pres-
ent in welding fumes, or as requested by the customer. 

ACCREDITATION
BBE Laboratory is an ISO/IEC 17025-accredited laboratory 
(SANAS Facility Accreditation Number T0496).

PROFICIENCY TESTING SCHEMES
BBE Laboratory regularly participates in proficiency-testing schemes that pro-
vide independent verification of the analytical competence of the laboratory.

BBE Laboratory has been participating in the international Workplace 
Analysis Scheme for Proficiency (WASP) testing scheme, hosted by the Health 
and Safety Laboratory (HSL) in the United Kingdom, from round 81 in April 
2009 to round 100 in February 2014. Since April 2014, the WASP scheme has 
been managed by LGC Standards under a comprehensive air & stack (AIR) 
proficiency scheme; BBE Laboratory participates in both annual rounds each 
year, for gravimetric as well as quartz by XRD and FTIR analysis.

BBE Laboratory is a subsidiary company of South African-based  
Bluhm Burton Engineering Group (BBE).
For further information, contact Retha Rossouw: Tel: +27 (0)12 349 5111 
E-mail: retha@bbelab.co.za,  
Website: www.bbelab.co.za

Exercising and intermediate check of the performance of the 
microbalance with the calibrated mass pieces prior to weighing 
the filters Photograph: BBE Laboratory
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It makes us proud to declare that we have surpassed another record 
as South Africa’s leading administrator in occupational injuries and 
diseases for the mining and metals industry. 

Reaching our 125th year milestone, in June 2019, makes us proud 
of the successes that we have achieved as a group. Through our diver-
sification strategy we have successfully created the foundation for 
longer-term sustainability so that RMA may continue to deliver on its 
promise of ‘Caring, Compassionate Compensation’ well into the future. 
 
TAKING CARE OF LIVES
Our clients work in one of the most important industries driving the 
country’s economy, while ensuring that many families who depend 
on it can eat and afford basic needs. We are also aware of how much 
they love and care for their work; and how they go out of their way to 
perform with the highest standards of safety to avoid injuries. However, 
despite adhereing to all precautions, accidents still occur. So, what hap-
pens should a worker get injuries that are detrimental to their ability to 
do their job and earn further income? What happens to their families?

This is where RMA comes in. For the past 125 years, we have made 
sure that any worker who gets injured while at work can receive 
payments to cover medical costs, disabilities, pensions and ongoing 
income in case of death. This is in terms of the Compensation for 
Occupational Injuries and Diseases Act (COIDA) 1993, (Act No. 130 of 
1993, as amended under license from the Minister of Employment 
and Labour). 

Disability as a result of an injury at work, whatever the degree of 
severity, affects the worker’s life in many ways and the personal journey 
in dealing with the consequences of physical injury is unique to each 
individual. The emotional and practical challenges that sudden disabil-
ity presents are equally complex. We understand these challenges and 
have adopted a culture of caring, compassionate compensation when 
assisting injured workers. Mobility and transport, as well as access to 
the necessary specialist healthcare, may pose difficulties. We have 
taken responsibility to lessen such burdens and developed a range of 
services to provide meaningful assistance to the worker.  As part of our 

125 years of taking care of lives
commitment we have established a 
network of local preferred healthcare 
providers near our beneficiaries 
that offer healthcare support to the 
injured worker. If a disabled worker 
needs to travel long distances to 
access healthcare, we help with 
their transport, both to and from the 
health facilities, to help make the 
process more convenient for them. To add more to our services, we 
have partnered with prosthetics and orthotics specialists to provide 
prosthetic devices, as well as their sustained annual maintenance and 
replacement, when necessary. Also, we have a mobile prosthetic clinic 
which travels each year to bring these services to our beneficiaries, 
visiting rural areas to bring its special brand of care to claimants.

Our state-of-the-art Care Facility in Welkom, in the Free State 
province, provides full-time care for claimants who reside there during 
their rehabilitation after an injury. The facility offers a range of services, 
including rehabilitation and proactive health interventions. 

Embracing a diverse approach to care, with the help of our partners, 
employees and clients, lends a more intuitive level of support and com-
mitment in our mission of assisting people living with life-changing 
injuries. This would not have been achieved without the assistance of 
each employee who has played a significant role in the improvement 
of our organisation. We are also thankful to our clients who entrust 
us to look after their employees’ lives. Their ever-changing needs and 
feedback have afforded us an opportunity to strive continuously to 
increase value in our products and services offering. Not only have 
they made us a part of their lives, but they also helped us make a 
difference in our claimants’ lives. 

We shall continue with our promise of taking care of lives and 
providing caring, compassionate compensation for many more years 
to come!

Let RMA protect your employees’ needs. E-mail us at  
sales@randmutual.co.za

Photograph: Gareth Jacobs
Rand Mutual Admin Services (Pty) Ltd is an authorised Financial Services Provider (FSP No. 46113) licensed with the Financial Sector Conduct Authority and forms part of the Rand Mutual 
Group of Companies.
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Rajen Naidoo – Conference Chair

Announcement: Conference  Postponement 

The COVID-19 epidemic has left us without any options but to 
announce that the ICOH History Conference (7th International 
Conference on the History of Occupational and Environmental 
Health) scheduled for Durban, South Africa from 27–29 May 2020 will no longer take 
place on this date. The worldwide travel ban was implemented as a means to reduce 
the impact of the epidemic. Without doubt, we need to ensure that we direct our 
resources towards ending this global health crisis.

The ICOH Scientific Committee as well as the Conference’s Scientific Committees 
agreed to delay the meeting. Postponing to later this year, without a sense about the 
direction of the epidemic, and the impacts on scheduling and competition with other 
international conferences, did not seem a likely option. Similarly, because next year 
is the ICOH International Triennial Congress, we’re not able to hold this meeting in 
2021, leaving 2022 as the only other option.

With over 100 registered delegates, about 40 African participants, 30 oral pre-
sentations, 35 poster presentations, and a well-subscribed pre-conference workshop, 
we were set for an exciting conference. But, we hope that we can put together a 
similar programme in the next two years, and we hope you will, once again, plan 
to join us in Durban!

We will make direct contact with all of you who have registered for the Conference 
to discuss options related to the fees that have been paid. We sincerely apologise to 
all of you who have invested monies in flights and accommodation, and we hope 
that you will be able to recoup some of these payments.

If you have any further queries, please drop an e-mail to icohhistory2020@ukzn.
ac.za. In the meantime, we trust that you, your families and colleagues will be safe 
wherever you may be.
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