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EDITORIAL

Why our occupational history matters

Ntombizodwa Ndlovu,
Assistant Editor

Recently, a colleague questioned the 
value of analysing “old” data, prompt-
ing me to reflect because I use such 
data in my own research and, at 
the time, I was preparing to attend 
the 8th International Conference 
on the History of Occupational and 
Environmental Health in Leuven, 
Belgium. While historical health 
issues may not directly benefit those 
affected, they inform how we address 
current challenges, reminding us, as 
Kipling wrote, “Lest we forget.”

The history conference is one of 
the smaller ICOH conferences, which brought together about  
100 occupational health practitioners with an interest in the past. It 
was heartening to see many young attendees, but greater representa-
tion from the African continent is needed. The three-day conference, 
with the theme, Recognizing the rich history of occupational and envi-
ronmental health, provided rich reflections of occupational diseases 
and the societal and political contexts in which they occurred.  The 
conference abstracts are published in the Journal of Occupational 
Medicine and Toxicology (doi: 10.1186/s12995-026-00505-9).

While the “dusty legacies” of the past remain a burden, they provide 
the historical evidence needed to build a more just and protective 
occupational health culture. A central theme at the conference 
was agnotology, that is, how ignorance about workplace risks is 
socially and politically produced. This was illustrated by silicosis 
in Japan, which remained “invisible” for decades despite being 
a major industrial killer, due to its long latency, stigma, and the 
isolation of affected workers. Today, silicosis is re-emerging with 
new industries such as artificial stone production, raising concerns 
about the health costs of rapidly expanding, unregulated sectors 
like artisanal mining.

Approaches to workplace health have shifted over time. In 19th-
century England and France, responsibility was initially individual, 
with workers encouraged to use respirators, which they often 
resisted. This later gave way to state-mandated measures such as 
mechanical ventilation. This evolution highlights the importance 
of prioritising collective engineering controls over individual pro-
tection, to avoid placing undue responsibility on workers while 
hazardous conditions persist.

Equally important is worker awareness of hazards. The gap between 
formal medical knowledge and workers’ lived experiences led to the 
Italian Workers’ Model of the 1960s–1970s, which promoted collabora-
tion and recognised shop-floor knowledge as valid evidence. Listening 
to and partnering with workers remains essential for preventing occu-
pational diseases.

Occupational health is deeply shaped by colonial extraction and racial 
hierarchies. In colonial Ghana and the Democratic Republic of the Congo, 
indigenous workers were often denied compensation, while stricter 
regulations in developed countries displaced hazardous industries to less 
regulated regions. Gill Nelson traced the history of manganese toxicity 
from an 1837 case in Scottish miners to contemporary Zambian smelter 
workers, showing the persistent “cock-walk” as an enduring marker of 
unregulated exposure – an “echoing burden”. I presented a method 
for digitising pathology records from the 1970s and prior, to quantify 
occupational lung disease in deceased South African miners and enable 
analysis of historical data that are buried in archives.

My key take-home message from the Leuven conference was the need 
to nurture our history – be it by keeping artefacts in museums, preserv-
ing historical medical and occupational records, or writing occupational 
history books – in order to prevent history from repeating itself. We must 
learn from the histories of negligence and ignorance on our continent 
to ensure that the quest for modern economic development does not 
come at the cost of worker health.

In this issue, there are four original research papers. Ochieng’ and col-
leagues explore tuberculosis preventive therapy (TPT) uptake among 
healthcare workers in southern Kenya. Whilst there was moderate TB 
screening coverage, TPT uptake was suboptimal. The study highlights 
the need for improved TPT uptake to prevent TB in healthcare workers. 
Tamenti and co-authors investigated the relationship between visual 
ergonomics and working conditions, and the prevalence of ocular, visual, 
and musculoskeletal symptoms among call centre workers. Munsamy et al.  
investigated stressors associated with sick building syndrome (SBS) 
among workers in an administrative office in South Africa. Several occu-
pational and environmental factors were associated with SBS. In their 
paper, Ingram and Eygelaar identified several individual, environmental, 
and occupational factors that are associated with stress and burnout 
among professional nurses working in single-staffed occupational 
health clinics.

I hope you are staying warm and safe in these uncertain times in our 
country.
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