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Variphone is the
Inest hearing protection
on the market.

If you’re responsible for the well-being of staff who work in noisy environments,
then you don’t need to be sold on the need for effective and appropriate hearing
protection. The impact of a noise-induced hearing loss extends beyond the
damage to the individual’s hearing and affects the company’s bottom line. You’re probably unaware of the differences
between the various custom-made hearing protection products on the market. No problem. Consider the following...
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SABS mark of approval

Designed to the highest international standards and
manufactured in South Africa

International test reports - approved for use in all main markets
in Europe, USA, Australia and South Africa

Adjusted and calibrated in the ear to ensure a leak-tight fit
- an important safety feature with 100% control!

Provides BOTH optimum protection and communication in noise
- important safety features!

Hard copy printout of the leak-tight fit and attenuation for
record purposes

Proven in South Africa over B years - service you can count on!

Fully adjustable to different noise levels within
1 db of the attenuation levell

Mobile laboratories provide an on-site service, ensuring optimum
effectiveness and minimum downtime - time and cost saving!

24 years of international experience in custom-made
earmould manufacture

Lifetime guarantee if serviced annually
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The advantages of Variphone speak for themselves, and our product is a worthy world leader, for good reason.
Firstly, the product is designed to be the best. Then it is manufactured to the highest international standards.
Thirdly, we understand the needs of people in noisy work environments - they must have protection and yet still
be able to communicate in noise. And we refuse to compromise our product on safety grounds. In fact, we'll
guarantee results! So give us a call and experience the Variphone difference - we have representatives countrywide.
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Regional
co-operation
in OHS

A major feature in this issue is on regional co-oper-
ation in Occupational Health and Safety (OHS) in the
Southern African Development Community (SADC).
Most readers of this journal are probably unaware of
the initial work in OHS that has started in this region.
Some readers will question how these developments,
which seem remote, will impact on their own jobs and
working environments in the future.

The articles show that OHS is poorly developed
and even rudimentary in much of the subcontinent.
Some of the countries have been wracked by civil war
and OHS issues must be of very low priority - but
importantly, a start has been made to look at the OHS
capacity in this region, with perhaps the most impor-
tant focus on training and education. The world is
moving towards economic, labour and trading blocks
and it seems sensible to share expertise and knowl-
edge between member countries.

There is however one unique opportunity for
South Africa: the training and educational expertise
which we can offer to other SADC member countries
- for instance, why should a nurse in Namibia or
Zambia, wishing to qualify in Occupational Health,
have to go to the United Kingdom for further studies?
The cost is prohibitive with the unfavourable
exchange rates and a regional course is more likely to
cover appropriate aspects. Perhaps there is an oppor-
tunity for distance learning courses to be developed to
cater for the needs of SADC members. Could not our
own occupational hygienists be setting up business
north of our own borders and so on?

But like so many well-intentioned initiatives, one
hopes it does not disappear under a deluge of paper-
work, conferences, ministerial meetings and so on.
What is needed is a bias towards action rather than
policy- making and perhaps those involved must
focus initially on one or two key issues only. Also, an
incremental type of approach is none likely to pay
better dividends in the long run. Finally, the various
agencies will have to ensure that the many barriers
between the SADC countries are removed, otherwise
the vision will never turn into reality.
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The Professional Driver

The carnage on our roads is well-documented and
is revisited regularly in the general press and espe-
cially over the easter weekend every year. Apart from
the psychological and physical trauma suffered by
victims, families and friends, the economic impact is
enormous and any new initiatives to reduce road traf-
fic accidents are welcomed. The reasons for accidents
are multiple and diverse, but drugs and alcohol have
been implicated as a major factor in a significant pro-
portion of cases. The Department of Transport has
embarked upon a legislative programme which is ulti-
mately expected to result in testing professional dri-
vers for the use of drugs. Van Niekerk has written a
well-reasoned article which has looked at all the
aspects that need to be considered before such a pro-
gramme can be implemented.

Another interesting article by Swanepoel shows the
high incidence of disease in a group of professional
drivers in which the rejection rate is alarmingly high
due to very severe pathology, such as epilepsy, mental
retardation and poor uncorrectable vision. There is no
doubt that ill-health must be the cause of some acci-
dents, but this is not yet as well-documented as the part
played by alcohol and drugs.

Finally Mead has asked the important question
why nurses have been left out of the driver examining
process. They are already the backbone of medical
surveillance in industry under different legislation and
certainly have the competence and training to do this
type of screening. It is gratifying to note that the
Department of Transport has accepted the nurses’ sub-
missions and will amend the legislation accordingly.

SASOM and COID Act
Training

The SASOM subcommittee and all other members
involved in the COID training project are to be con-
gratulated on a job well done and it is hoped that the
Compensation Commissioner will be able to give more
funds to extend the training to other personnel. It is also
a tribute to several of the busy doctors who were
involved, that they donated their fees back to the soci-
ety and this gesture must bode well for both the society
and occupational health generally, in future.

Mike Baker
HONORARY EDITOR
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Occupational
Health and
Safety (OHS)

in the Southern
African
Development
Community
(SADC) Region

Origins of SADC

In July 1979, government and international
agency representatives met in Arusha, Tanzania, to
discuss regional cooperation in Southern Africa. The
Arusha Conference led to the Lusaka Summit in April
1980. The Summit adopted the Lusaka Declaration
entitled “Southern Africa: Towards Economic
Liberation” as well as a Programme of Action cover-
ing areas of food and agriculture, industry, manpower
development and energy. The areas of port and com-
munication were identified as the main priority for
regional cooperation,

The Lusaka Declaration also gave rise to the
establishment of the Southern African Development
Coordination Conference (SADCC). In 1989, the
Summit of Heads of State and Government meeting
in Harare, Zimbabwe, decided that SADCC should be
formalised to give it an appropriate legal status taking
into account the need to replace the Memorandum of
understanding with an Agreement, Charter or Treaty.

In August 1992, Heads of State and Government
met in Windhoek, Namibia, and signed a Declaration
and Treaty establishing the Southern African
Development Community (SADC). SADC currently
has fourteen Member States.
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The SADC Employment
and Labour Sector

The Employment and Labour Sector (ELS) was
created in August 1995 to fulfill the SADC objectives
and strategies in the field of Human Resources
Management and in particular the promotion of
Employment and Labour issues. Effectively, the
Sector replaced the Southern African Labour

- Commission (SALC) which in the past was created to

look into Labour matters in the region.

As Sector Co-ordinator, Zambia established the
Employment and Labour Sector Co-ordinating Unit
(EL SCU) under the Ministry of Labour and Social
Security to carry out the day to day co-ordination
functions. The objectives and responsibilities of the
EL SCU include the harmonisation of regulations
relating to safety and health standards at work places
across the region and the promotion of institutional
capacities as well as vocational and technical skills in
the region.

SALC/ELS OHS Activities

Ministers and Social Partners at the 1993 SALC
meeting in Arusha resolved that a progress report on
activities on OHS be submitted at every SALC meet-
ing. At the ELS meeting in Pretoria in May 1997,
Ministers and Social Partners expressed the desire for
regional cooperation in developing OHS activities
and capacities. Further it was reported that Member
States needed to develop a standardized approach to
reporting on and evaluating the impact of their activ-
ities on OHS.

At the ELS meeting in Grand Baie, Mauritius,
April 1998, Ministers and Social Partners noted that
none of the ILO core OHS conventions, notably
C155, C161, C170 and C174 had been ratified by any
of the SADC Member States (see Table 1). Ministers
and Social Partners urged Member States to ratify
these ILO Conventions with a view to harmonising
regional standards in OHS.

Other OHS agenda items at the 1998 ELS meeting
in Mauritius included the formal establishment of two
tripartite  Sub-Committees under the Technical
Committee of Senior Officials and Social Partners to
deal with:

» Employment and Productivity; and
» Social Security and Occupational Safety and Health
(SS&OSH).

Experts to serve on the sub-committees can be

drawn from all stakeholders in the region. Initial
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agenda items assigned to the Sub-committee on
SS&OSH included the proposed format for reporting
of OHS in SADC Member States and the Draft Code
on the Safe Use of Chemicals in the SADC Region.

The ELS Sub-Committee on SS&OSH will be
taking forward the resolutions of the 1997
Johannesburg Southern African meeting on OHS pro-
fessional education and training.

Table 1: Ratification of ILO OHS Conventions by SADC Member States

Country ILO Conventions on OHS

c155 | C161 | C167 170 c174 | €176

Angola No No No | No =~ No |  No

Botswana No No | RaNO T Nol ~No. - 5I06/97

DRCongo _No | No . No _MNo . No No

Lesotho No No ___I___.____ZHQHQS No L bio No

Malawi No No No No . No | No
1

Mauriius DNl e Nodsbli Mo 5 e

Mozambique No No No No | No

Namibia No No No No E tNOEPR R

Seychelles No No No " No |  No |  No

South Africa No No ~No o

Swaziland No No | WL O O . WO EOOOS. . - OO .-

Tanzania No | = No O 1 O/0GIo0 R B N O SN S

Zambia No No | No | No | No | 40199 _

Zimbabwe No No No 27/08/98 [ No No

Notes: There are some thirty ILO Conventions concerning QOHS, Table 1 includes the four core conventions (C155, C161,

CI70 and C174) plus two sector specfic conventions (C167 and C176). Information obtained fiom the ILOLEX online

database (http:/filolex.ilo.ch:1567/public/english/50normes/).

Conventions:

CI155 Occupational Safety and Health, 1981 C161 Occupational Health Services, 1985

Cl67 Safety and Health in Construction, 1988 C170 Chemicals Convention, 1990

C174 Prevention of Major Industrial Accidents, 1993 C176 Safety and Health in Mines, 1995

Guest Papers

A situation analysis of OHS in the SADC region
was prepared by Dr. Rene Loewenson for the 1998
ELS meeting. The executive summary of her paper is
reproduced with this guest editorial together with the
resolutions of the 1997 Johannesburg meeting on
OHS education and training.

Note: Mr. Matthew Ncube, Chairman of the ELS Sub-
Committee on SS&OSH was to have provided infor-
mation on progress to date with the work of this
committee, but his paper was not received in time for
this edition of Occupational Health Southern Africa.

Dr. David W. Stanton |
GUEST EDITOR

Occupational Health SA July/dugust 1999
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SASOHN AGM and
Seminar - 1998 -

Mpumalanga

The picturesque White
River was the setting for
the 1998 Mpumalanga
Health Group AGM at the
end of last year.

“What we as a group
will remember most about
the seminar is the team-
work, fun and comradeship
that there was between the
ladies as well as the new
friendships  that  were
formed,” says Elenore
Melrose,  Mpumalanga
chairperson.

During the opening
evening Gilly Thomson
from SIMS donated a tro-
phy for the group with the
most spirit and it went
among cheers and con-
gratulations to the young

(in spirit and experience, if
not in years) Mpumalanga
group.

Well-known speakers
like Charles Harbottle,
Dave Evans, Liz Thebe,
Gilly Thomson and
Denise Malloch-Brown
made the day an event to
remember. The formal
dinner dance had an “Out
of Africa” theme and even
here the ladies showed
their mettle and youthful-
ness.

A record profit was
made and all left the AGM
rejuvenated and uplifted
in spirit, full of enthusi-
asm and team spirit. The
1999 AGM will take place
in the Cape.

Internet Course

Chris Moore from the
Canadian Centre for
Occupational Health and
Safety (CCOHS) will be
back in South Africa for
the RAI SHE 99
Exhibition,  Gallagher
Estate, 14-16 September
1999,

While he is in the
country he has agreed to
present his two well
known one day courses on
the Internet at Technikon
Pretoria 16-17 September
1999.

The first course on the
16th is titled “Using the

Internet to Access Health
and Safety Resources - A
One-Day Basic Course”

The second course on
the 17th is titled “Using
the Internet for H&S
Research and Networking
- A One-Day Advanced
Course”. The courses pre-
sented by Chris are
excellent.

For more informa-
tion and details, contact
David Stanton at the
NCOH on Telephone:
(011) 725-1116, Fax: (011)
720-6608 or  (Email:
davidw@ncoh.pwv.gov.za.

6 Occupational Health SA July/August 1999

Information on
Professional Driving
Permit Regulations

The National Road
Traffic Act, No 93 of
1996, makes provision for
drivers to be medically fit
to drive on public roads.

SASOM  published
guidelines entitled “Vehicle
Drivers: Health Mana-
gement Guidelines for
Industry” in 1991. These
were revised in 1993, An
update of these guidelines
has recently been com-
pleted. The subject matter
includes:

* Aspects of legislation

*Health Management
Guideline Policy

* Categories of Drivers

* Medical Surveillance
Programs

* Health Evaluation Forms

* Medical Certification

+ Exclusion criteria due to:

- Neurological disorders

- Cardiovascular disorders

- Diabetes

- Psychiatric disorders

- Drug / alcohol depen-
dency

- Visual disorders

- HIV/AIDS

A training programme
for accreditation purposes
will be undertaken by
SASOM to enable health-
care professionals to

understand current prac-
tices on driver fitness.

The present position of
the Department of
Transport in drawing up
regulations to support the
National RTA is not con-
firmed. It seems likely that
screening for drug and al-
cohol dependency will be
required for the drivers in
Category D (i.e. dangerous
goods drivers). At present
therefore, Section 15 of the
national RTA is not sup-
ported by precise standards
and practitioners would be
well advised not to sign a
medical certificate unless
they can be sure that the
driver is healthy.

It is hoped that an
Adjudication Board, simi-
lar to that which operates in
the Civil Aviation Industry,
will be introduced to deal
with “appeals’ regarding
fitness to drive.

The new SASOM
Guidelines are available
from Dehlia Miiller at
SASOM Head Office,
telephone (012) 667-5160

Dr. Beau Dees, Chairman,
SASOM Subcommittee on
Transport and Transport
Related Industries

Medical arts exhibition

A Medical arts exhibi-
tion will be held at the
Pharmaceutical Society of
South Africa, 52 Glen-
hove Street, Houghton,
from 24 August to 5
September 1999. The ex-
hibition will be open from

8am to S5pm on weekdays
and 9am to 12h00 during
weekends.

Interested parties
can contact Roche
Products on Telephone
(011) 928-8735 for in-
formation.
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DON’T
GAMBLE
WITH YOUR
EMPLOYEES®

SAFETY. |

Anyone in the business community
who is serious about protecting their
employees’ health and safety, and saving
their company millions of rands cannot
afford to miss the SAFETY, HEALTH /
AND ENVIRONMENT EXHIBITION ‘99.

14 - 16 September 19899,

Ga“agher‘ Estate, Midr‘and, Jexhiition and conference

GaUteng, dallv from 9am - Bpm THE SOUTH AFRICAN WORKFORGE

WHY YOU SHOULD VISIT:

Learn how you can increase the profits and productivity
of your company. WHAT YOU CAN SEE:

Save millians of Rands due to loss of earnings caused * \Visitors can see exciting exhibits in all fields of safety,
by absenteeism. health and ergonomics, which allow you to cemparisen
Keep abreast with new innovations and worldwide shop for the best deals.

trends in creating a safer working environment for your Chief Inspectars in the industry will be there to provide

employees. first-hand information on critical industry topics.
Update your workplace and workferce with the latest An execiting dimension to this year’s exhibition is a
technologies. showcase of the latest fire-fighting services, products
Broaden your network of business connections. and technologies.

For further information about the exhibition, _ [ )
please contact: Joan de Beurges tel: [011) 794 5511 ¢ FAST FAX HEPLY FUHM ']11 794 5811
fax: (011)794 5811, e-mail: safety@global.co.za
For your complimentary invitations to visit the exhibition please complete this coupon and fax back to us or hand in your business card at the exhibition entrance.
TwLe: — . Namew - e e
pPOSTAL ADDRESS: 000000000000 OO CODE: /"

- D
COMPANY 0o ... - 0o o - - - - DESIBGNATIONG— . RAL GR—cg
TEL: ( | S = | | ———— - - L C———ep =\ Y | B S SOUTH AFRICA
[[] PLEASE SEND ME ............. (@TY) COMPLIMENTARY TICKETS. e ConaRESs ORGAMISERS
]:I | AM INTERESTED IN ATTENDING THE ASOSH CONFERENCE, PLEASE SEND ME MORE INFORMATION Www.rai.co.za
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Safety, Health and
Environment 99

Date : 14 - 16 September
Venue: Gallagher Estate, Midrand

Within weeks of the
official launch of Safety,
Health and Environment
99 (SHE) exhibition,
many of the industry’s
most influential industry
players have signed up
and a number of fabulous
new attractions - designed
to create a world-class,
eventful show - have been
announced by the show
organisers.

“In line with our
promise to make SHE a
premier show, we are
introducing a number of
new elements which add
interest and value for our
exhibitors and visitors,”
says Joan de Beurges,
exhibition manager. One
innovation is  The
Speaker’s Lounge, an area
where  authorities in
various SHE disciplines
will informally offer first-
hand information and
updates on legislative
standards, regulations and
other topics of interest to
safety decision-makers.
Each session will be
short, to-the-point and
interactive, encouraging
listeners to participate in
debate. “We recognise
that visitors to SHE are
there to glean as much
information as possible
about their subject,”
says de Beurges. “The
Speaker’s Lounge aims

to cut through jargon
and provide clarification
on the safety and occu-
pational acts governing
the industry.

This year, emergency
services will also form
part of SHE. As a natural
extension to workplace
health and safety, a num-
ber of exciting exhibits
will address fire-fighting
trends, products and ser-
vices. SHE will host a
number of interactive
demonstrations as part
of its Fire Week festivi-
ties. An added attrac-
tion is a historical
display reflecting on
100 years of fire-fight-
ing. As the millennium
approaches, visitors are
invited to discover how
fire-fighting and fire-
fighting technology has
advanced over the
century.

Running in conjunc-
tion with SHE *99 is the
Association of Societies
for Occupational Safety
and Health (ASOSH)
conference where high-
calibre speakers will
present papers on topical
issues and safety trends.
The conference aims to
stimulate debate and
encourage interaction
with delegates as a means
to actively address issues.

The show has the full
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endorsement and support
of all the relevant indus-
try authorities, unions
and government depart-
ments in the mining,
safety, occupational health,
labour, environmental
and allied sectors. These
include Sapema, ASOSH
and the Departments of
Labour and Compen-
sation, Environmental
Affairs and Tourism,
Minerals and
Energy and the National
Union of Mineworkers.

“The quick sign-up
responsc of many ex-
hibitors to the new-look
show has been extremely
encouraging and we
invite all companies
involved in the full spec-
trum of health, safety and
environmental products
and services to include
Safety, Health and

Environment 99 in their

marketing budgets,” says
de Beurges. Research
over the past two years
has shown that compa-
nies are making a point
of sending representa-
tives at management and
other decision-making
levels to attend the show.
“Safety, Health and
Environment tradition-
ally attracts quality trade
visitors and we expect
this trend to continue
and grow thanks to the
added attractions and
features on this year’s
show. For exhibitors this
will translate into a even
higher return on invest-
ment,” says de Beurges.

For further infor-
mation, call Joan de
Beurges at RAI (South
Africa) on Telephone
(011) 794-5511 or Fax
(011) 794-5811.

Seen at the launch of Safety, Health & Environment *99:
L-R: Joan de Beurges, exhibition organiser; Leighton Bennett,

Chairman of ASOSH; Faiza Salie,

Chief Director of

Occupational Safety of Department of Labour
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ASOSH ’99
Conference

Date:

14-16 September

Venue: Gallagher Estate, Midrand

ASOSH (the Associa-
tion of Societies for
Occupational Safety and
Health) has formed a part-
nership with RAI Sandton
to organise a conference
in conjunction with the
Safety, Health and En-
vironmental Exhibition.
The idea behind the part-
nership is provide OSHE
practitioners with a dy-
namic and professional
event.

The theme of the con-
ference is: “Taking action
to protect the South
African workforce.”

Member societies are
offered an opportunity to
participate in the confer-
ence. While there is no
financial outlay for the
societies, participating so-
cieties will receive a
minimum of R30.00 for
each delegate attending
the conference. Societies
arc required to tackle rele-
vant and even contentious
key issues affecting the
workplace - and particular
professional groups.

The format of the con-
ference has been designed
along the lines of a work-
shop. Both local and
international experts will
be approached to give
background perspectives
on each issue selected.
Delegates will be required
to participate in discus-
sion and debate.

It is intended that solu-
tions and practical
guidelines should arise
from the discussions. After
the conference, these solu-
tions will be printed and
distributed for implementa-

tion by relevant parties.

The following members
of ASOSH have indicated
that they will participate in
the conference:

+ OHASA (Occupational
Hygiene Association of
SA), including IOHSA
(Institute of Occupational
Hygienists of SA)

This group will ‘work-

shop’ the following

issues:

- What should be the
role of IOHA in Sout-
hern Africa?

- Are Approved Ins-
pection  Authorities
working?

- What  occupational
hygiene goals should
Southern Africa be
setting?

These issues will gener-

ate a lot of discussion.

OHASA will hold its

AGM at the same time

and there will be an op-

portunity for
networking at a banquet
on 14 September in the

evening.

The IOHA  (Inter-
national  Occupation
Hygiene  Association

will be holding a Board
Meeting in South Africa
two days before the con-
ference. Board members
will also participate in
the conference.
The IoSM (Institute of
Safety Management)
and the Safety First
Association
This group will ‘work-
shop’ the following
issues:
- Have the authoritics
given up on Preven-
tative Enforcement of

OH&S Legislation?

If not:

- How many persons/
companies have been
successfully  prose-
cuted (expressed in %
of incidents reported
to the Department of
Labour and  the
Department of Min-
erals and Energy?)

- Why do people act
unsafely and get injured
at work and at home?

- Is the new approach
into accident preven-
tion based on human
behaviour conditioning
an answer?!

-OH&S practitioners:
are they striving for the

good of employees or

for financial gain and

status? The National

Council of [oSM will

be meeting on 13

September 1999 fol-

lowed by a banquet for

all participating mem-
bers.

+ SASOM (SA Society of
Occupational Medicine)
and the MVSSA (Mine
Ventilation Society of
SA) have also indicated
that they will support
the conference.

For further informa-
tion, contact Brenda
Webster on Telephone or
Fax: (012) 46-7424 or email
brendaw(@icon.co.za

CPD Accreditation

Occupational Health
SA is currently being ac-
credited.

It is hoped to initiate
this in the September/
October edition and the
method used will be the
same as for CME and the
SAMJ. At this stage, it will
only apply to medical
practitioners but once the
nurses and occupational
hygienists have CPD ar-
rangements in place in
their respective profes-
sions, it will be extended
to them.

The procedure will be
as follows:

* A loose questionnaire
will be inserted into the
journal and will be sent
to all medical praction-
ers on the mailing list.
The questions will be
published in the journal
and will relate to the ar-
ticles in the particular
edition.

* Once the questionnaire
has been completed, it
should be sent directly
to the SASOM national
offices where they will

be batched and sent to
Stellenbosch University
for electronic marking.

+ It should be noted that
there is a cost to
SASOM for the pro-
cessing and thus only
questionnaires  from
paid-up members of
SASOM will be pro-
cessed, i.e. it will form
part of the membership
fees.

* At the end of each year
SASOM will send
members a certificate
indicating how many
CPD  points  were
earned which they can
then submit to the
Health  Professionals
Council  of  South
Aftrica.

Obviously this is
something new for both
journal staff and SASOM
and we will evaluate the
whole proces after a year
to determine how it can
be improved upon.

Dr Mike Baker,
Honorary Editor
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Situation
Analysis and
Issues in
Occupational
Health and
Safety in the
SADC Region

(Executive Summary of Paper prepared for the
SADC ELS Meeting, Mauritius, April 1998)

Dr Rene Loewenson
OATUU Health Safety and Environment Programme
Occupational Health SA 1999; Vol 5, No. 4: 10 - 11

This paper outlines the major features of the
current situation on occupational health and
safety in the Southern African Development
Community (SADC) Region and the issues that
it raises for future OHS action. The paper notes
major production changes in the SADC region,
with new production processes, new hazards and
a pressure to demonstrate economic returns to
investments made in the social protection and
human development aspects of production.

The impact of these changes on the occupational
health of people in the region is poorly explored.
Reported data indicate annual injury rates for wage
workers in the SADC region ranging from 0.35 to
49.42 injuries per 1000 workers, with a median of
6.26 injuries / 1000 workers. The data further indicate
that the reported occupational fatality rate in the SADC
region ranges from 0.85 to 21.6 fatalities / 100 000
workers, with a median fatality rate of 14.02 fatalities
/ 100 000 workers.

Even the most comprehensive notification sys-
tems in the region do not cover small scale or infor-
mal sector production. Surveys of informal sector
workers note occupational injury and mortality rates
similar to those found in the formal sector, and high-
er rates of occupational illness. Informal sector risks
include poor work organisation, poor access to clean
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water and sanitation, ergonomic hazards, hazardous
hand tools and exposure to dusts and chemicals.
Given the growth in informal sector employment, it is
proposed that SADC countries address the preven-
tion, monitoring and management of occupational
risks and injury in the informal sector, and develop a
comprehensive system for incorporating the sector
into national programmes.

In the formal sector, reported data indicates that
high risk sectors are transport, forestry, electricity
production, mining and construction, while workers
exposed to mechanical, ergonomic and chemical haz-
ards are most likely to experience injury or fatality.
Injury rates vary however between countries, and for
different jobs within sectors. Road traffic accidents
are likely to be a rising cause for concern. While this
reflects the reported patterns, there is a tendency for
acute traumatic injury to be reported, and chronic
health damage to be under-reported. Hence hazards
like chemicals that cause chronic diseases may be
underestimated.

Risk management has in the main been practised
in the region by the provision of personal protective
equipment, which is in fact a last line of defence.
More effective risk control is obtained by giving a
greater emphasis on work environment (engineering)
and work organisation (administrative) controls.
SADC member states are urged to identify priority
areas for risk management and promote safe tech-
nologies and improved work procedures. At the same
time, the shortages of inspection services calls for
discussion of options for improving the overall sup-
port of inspection services, such as increased budget
commitments, more efficient use of inspectorates and
increased use of cost recovery methods to finance
inspection services.

While the norms of ILO Convention 155 on
Occupational Safety and Health are generally com-
plied with in the region, with some exceptions, ratifi-
cation of the core OHS conventions (155, 161, 170,
174) was non existent in the region as of December
1997. In relation to Convention 155 the major gaps to
be addressed in law relate to coverage of all work-
places, setting clear rights and duties for tripartite co-
operation, explicitly enabling and setting procedures
for the right to refuse dangerous work, overcoming
the administrative fragmentation of enforcement sys-
tems, strengthening penalties and ensuring greater
regional harmonisation of standards.

The underestimation of occupational disease is
one of the most serious sources of bias in the current-
ly reported data. Reported occupational disease rates
of about 14.49 diseases / 100 000 workers are esti-
mated to underestimate actual occupational disease
rates using WHO estimates 50-fold'. Ad hoc surveys
indicate a significant risk of occupational discase,
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indicating a need for more comprehensive and accu-
rate surveillance and a greater level of professional
training and deployment to this end. The paper
endorses the resolutions of the recent meeting of
occupational health professionals in the SADC
Region noting that recognition, training and develop-
ment was needed across the major categories of per-
sonnel, ie occupational safety professionals,
inspectorates, occupational nurses, occupational med-
ical practitioners and occupational hygienists’, and
that this would best be achieved through regional co-
operation.

The paper notes the spillover of occupational risks
to non employed populations, and the substantial
problem of undetected chronic occupational disease
in workers who have left employment. The most sig-
nificant group in this last category that need to be
addressed in terms of systems for detection and man-
agement of occupational illness are the former
mineworkers. Many of these workers were migrant
workers and are now spread across the SADC region,
often in poor rural communities with weak health
infrastructures.

The paper notes the weakness of existing penalty
systems and the need to give greater profile to the
productivity, trade and investment consequences of

structure. This calls for the systematic collection of
information on how occupational health improve-
ments have enhanced productivity or market access.

The paper estimates the direct costs of lost work
time due to reported occupational injury and fatality
at 3% GDP annually. The cost analysis signifies huge
potential losses due to illness and injury and a clear
economic gain from risk prevention. The paper pro-
poses that better monitoring of occupational morbidi-
ty and mortality and its costs is needed for raising the
profile of the costs of occupational injury and death
and enhancing investment in prevention.

It is suggested further that Southern African coun-
tries, linked to the national household survey pro-
gramme, implement a survey module on occupational
injury and illness to provide a national estimate of the
distribution and burden of occupational injury and as
a basis for occupational health planning. SADC coun-
tries could develop a harmonised survey tool for this
module.
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A meeting of occupational health and safety (OHS)
professionals' from Southern Africa was held in
Johannesburg, South Africa on the 22-24 October
1997. Itinvolved 37 OHS professionals from thirteen
countries together with representatives of the
Southern African Development Community (SADC)
Employment and Labour Sector, World Health
Organisation (WHO) and International Labour
Organisation (ILO). The current situation, needs,
problems, capacities and priorities for professional
occupational health and safety education and
training in the SADC Region were discussed.

Current levels of profes-
sional OHS skills in the
SADC region: Status and
Issues

The major feature of current professional OHS
education and training is its absence in many countries
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of the region. Some countries have limited or ad-hoc
training programmes, existing with a shortfall of OHS
professionals and weak OHS competencies among
the primary care practitioners who in practice provide
the bulk of OHS services. This situation exists
despite the significant challenges posed by legal and
administrative changes in OHS, by the complex and
significant OHS problems to be addressed and by the
increase in new processes and products brought
about by liberalisation and globalisation. Tripartite
structures in the SADC region, that is government,
employers and labour, have expressed a commitment
to OHS, but this needs to be backed by professional
OHS competencies if it is to be realised.

The current situation in the region with respect to
the core OHS professional skills compiled by the
meeting participants is shown in Table 1 overleaf.

It was further noted that regional OHS training has
also been carried out by ARLAC in Zimbabwe and by
the Commonwealth Secretariat in Kenya. These
courses have however not been clearly linked to
accredited professional qualifications recognised in
the sending countries. OHS training also takes place
within industry with variable quality and recognition
of the qualifications obtained.

Personnel who have OHS roles exist at the work-
place at general practitioner and OHS practitioner
levels. In many countries professional OHS level
skills are absent, general practitioners have variable
levels of OHS education and training and workplace
level personnel are often untrained. Professional
OHS qualifications are generally not recognised in
the professional registers in the region. Professional
OHS training needs are often addressed by sending
people at relatively high cost on training courses in
countries outside the region (eg: Australia, Europe,
New Zealand, Singapore and the USA).

Many countries have inadequate human and capi-
tal resources to design and carry out professional
OHS training, but some do have the institutional
resources (infrastructure, administrative capacity,
general skills) and adequate personnel in need of
training to run professional OHS training if adequate
support is mobilised from international institutions. It
was noted that there are significant international tech-
nical, institutional and financial resources that can be
mobilised for support of professional OHS training.
While professional OHS skills are scarce, and may be
less likely to be developed in the short term, they are
needed to establish curricula and materials for train-
ing at all levels.

Participants in the meeting identified the need for
the development of professional OHS education and
training and for improving OHS skills in general
practitioners and in workplace personnel. It was noted
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Table 1: Existing professional OHS education and training in the SADC region

COUNTRY | Occ.Medicine | Occ.Nursing | Occ.Hygiene Occ.Safety | Other
Angola __Nil | S AR | (| — Nil | NI
Botswana Nil Nil RSN I Nil | Nil
D.R. Congo No information z e 8 =
Lesotho Nil Nl i | Nil E Nil
Malawi | . O B— |- CNE N Nil
Mauritus | Nil Nil : Nl ! Nil Nil
Mozambique Nil )| — Nil ) N Nil
Namibia il Nil ; Nil l Nil ‘ Nil
Seychelles Nl Nil _ Dip:EHSciences | NI NI
South Africa *AFOM/MFOM |+ Cert OHN (x8) * BSc (Hons) & MSc + N Cert (x4) + Cert. Industrial
(ad hoc) |+ Diploma OHN IndustrialPhysiology +» N Dip (x4) Ergonomics
+DOH/Cert (x6) | +BTech OHN (x5) + BEBOH Certificate + BTech (1999) * BSc (Hons) planned
+ Speciality OH - « OHN Module in and Diploma * Managerial & Prof in Ergonomics
Sub speciality of |  Community Health + ND EH (x10) Safety Skills (MAPSS) + BSc (Hons) &
Community Health | Nursing Degree + BTech EH (x9) + H&S Inspectors MSc Epidemiology
* BSc (Hons) EH (in house) + Dip. Radiation
{ + Chamber of Mines * NOSA courses Protection (1999)
courses * DPH, MPH
: MPhil PH, DCH
Swaziland NIl ; Nil Nil , Nil \ Nil
Tanzania T e _ il Ee { Nil
Zambia MPH | OH in Basic Nursing Cert & Dip EH Cert & Dip EH Rad. Protection
‘ & Hygiene and Hygiene | Officer Dip & Degree
Zimbabwe ! DOH (1999) Cert OHN Cert EH Safety Advisors i MPH
i Training %

AFOM/ MFOM = Associate/ Member of the Faculty of Occupational Medicine, Royal College of Physicians, London

BEBOH = British Examining Board in Occupational Hygiene
Dip = Diploma

DCH = Diploma in Community Health

MPH = Masters in Public Health

OHN = Occupation Health Nursing

Cert = Certificate

DOH = Diploma in Occupational Health

EH = Environmen

tal Health

NOSA = National Occupational Safety Association
(x2) = Two courses in the country

that the coverage of OHS in general practitioner train-
ing (medical, nursing, inspection etc) is inadequate for
these personnel to adequately manage their basic OHS
roles. Participants identified core OHS practitioner
skills and the general practitioners who have OHS
roles. The most significant of these in terms of OHS
systems in the region are shown in Table 2 overleaf.

Objectives
The meeting was convened to:

» Identify key principles for addressing professional
OHS education and training needs;

* Propose follow-up activities to enhance professional
OHS education and training and competencies in the
SADC region in line with these principles; and

» Identify mechanisms for taking these forward in a
regional framework under the auspices of SADC.

Resolutions

Principles for the development of professional
OHS skills

Participants identified the principles required for
the future development of professional OHS skills
training in the region. These are:

* Political commitment needs to be mobilised to
build OHS skills. Important contributors toward
building political commitment that will be followed

up are:

- research, surveillance and analysis of existing
information to show the extent and costs of the
burden caused by occupational risks;

-active presentation of specific OHS issues at
national and regional policy platforms backed by
adequate information;

- greater participation of OHS professionals in
SADC policy deliberations through participation
in national delegations, through participation in
the SADC Employment and Labour Sector (ELS)
tripartite committee on Social Security and OSH
(SS&OSH), and through a Southern African
Association of OHS practitioners;

- improved links between OHS professionals and tri-
partite constituent organisations (government, trade
unions, employers) in policy review of OHS issues.

.

OHS skills should be built from the shopfloor level

through general practitioner to specialist levels,
with the possibility of people moving through these
levels by obtaining credits for prior education and
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Table 2: Core OHS Practitioners and General Practitioners with OHS roles

Occupational Safety Practitioner
Occupational Health Nurse
Occupational Hygienist
Occupational Medicine Specialist
Inspector (Factory/Mines)
Ergonomist

Occupational Epidemiologist
Toxicologist

Occupational Psychologist
Radiation Protection Officer

- GENERAL PRACTITIONERS WITH OHS ROLES

~Medical Practitioner

Nurse

Inspector (Labour/ Environmental Health)
Health and Safety Representative

Health Educator

Occupational Social Worker

Health Administrator

Clinical Officer

training, experience and for competencies built. A
continuum of education and training should be built
through short course, vocational and formal educa-
tion and training.
OHS training should be standardised through a
national standards system and professional body
that will use OHS expertise to set and audit cur-
riculum requirements, qualifications and competen-
cies. Such standards shall, where relevant, be in line
with international standards and draw input from
international professional expertise. Professional
training should achieve the accredited and certified
standards set and be audited through a national
qualifications authority and harmonised at regional
level through a SADC linked regional qualifica-
tions authority. National and regional OHS profes-
sional registers should be established.

Training capacity could best be developed by:

- Strengthening the capacity of existing institutions
providing OHS education and training in the
region,

- Defining roles and competencies needed by general
personnel with OHS functions and ensuring ade-
quate quality curricula and teaching for such per-
sonnel, including short course certificate training
and common OHS modular training for different
personnel with common OHS functions;

- Technical co-operation with countries in the
region that have training programmes and capaci-
ties, and dissemination of information on OHS
courses available in  Southern  Africa.
Implementation of the 1997 SADC protocol on
Education and Training and specifically Article
7(A)1 which requires a quota of at least 5 percent
enrolment in such existing national OHS training
programmes from SADC member states;

- Building regional education and training pro-
grammes, including distance learning programmes,
for those skills areas where it would not be cost
effective or where there is inadequate manpower to
have such training at national level. It was proposed
that such areas include initial training for inspec-
torates, occupational safety practitioners, occupa-
tional hygienists, occupational medicine specialists,
and occupational health nurses. It was noted that
such training would be built on the existing institu-
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tional capacities in higher education institutes, but
would need inputs of human resources and exper-
tise, curriculum design and financial resources
including scholarships. Existing capacities for areas
of OHS professional training were noted, and are
shown in Table 3.

- Building strong links with institutions of higher
education to establish, register, and accredit OHS
professional skills training programmes.

* Regional education and training programmes could
be co-ordinated through the networking of educa-
tion and training institutions in the SADC Region,
this being termed a Regional Institute of
Occupational Health and Safety.
Such national and regional education and fraining
could usefully link with and be supported by inter-
national skills and experience to ensure that it
incorporates international OHS standards and new
areas of knowledge and skill. SADC OHS training
institutions should build collaborative links with _
leading OHS / academic institutions in other parts
of the world. B e
The existing frequent provision of short courses
that do not have formal status should be linked
through a qualifications system to build towards
recognised qualifications or towards accredited
post-graduate training. The institutions providing
such training should provide courses that meet
national / regional / international standards.

The content and quality of existing OHS education

and training in general practitioner courses should be

reviewed and upgraded. Such reviews should be
done by OHS professionals, taking account of the
roles of general practitioners within the OHS system.

In order to achieve these principles, a regional

listing should be maintained consisting of:

- current courses and curricula and the institutions
offering them;

- current OHS practitioners within their professional
disciplines and countries;

- current capacities and constraints within training
institutions in the region and their potential and
needs for development to play a role as regional
training centres.

This should be used for information dissemination

on the current situation, assessment by regional and

.
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Table 3: Capacities for Regional OHS education and Training
COUNTRY | OCCUPATIONAL OCCUPATIONAL [ OCCUPATIONAL 0CCUPAT|0NALF INSPECTION
J MEDICINE NURSING HYGIENE SAFETY ‘ ;
Angola e B I P I— A—
Botswana R R* ’ R I R* | R
_D.R Congo __Noinformation | - L __ =
 Lesotho | ? R ' R R R
_ Malawi - R R =he R
L e R e R S e i L R
Mozambique . I B S—— . ee— _R T
Nerpiai T T R [ ARERT T I i R N
Seychelles | R | R R | R R
South Africa RN B TR N N | N NG
Swaziland _R______| R B o LB
Tanzania | e R ] R R [ R
_Zamba R | R R , R
Zimbabwe | R | N** | R [ N*
R = Training best done at regional level N = Training best done at national level
* = Has capacity to host regional training *% = Existing programmes that can include regional participants

international OHS experts of training standards and cur-
ricula, and as input to a review by SADC member state
OHS professionals and education institutions for the
development of future regional training programmes.

Progress Since the
Johannesburg Meeting

A Working Group was established to implement the
resolutions of the meeting. Focal persons were estab-
lished in each SADC Member State to provide the
Working Group with a list of OHS practitioners and
OHS education and training centres in their countries.

The resolutions of the Johannesburg meeting were
tabled at the 1998 ELS meeting in Mauritius and
Ministers and Social Partners were invited to note that
most Member States lack human and capital
resources as well as institutional capacities to design
and carry out professional OHS training. This has con-
tributed to a shortfall of OHS professionals and weak
OHS competencies. Ministers and Social Partners
were invited to recommend to Council approval of the
resolutions of the Johannesburg meeting. These
included principles for the development of professional
OHS skills, strategies for building capacities and
areas of follow-up for the implementation of regional
co-operation in professional OHS education and
training. Ministers and Social Partners were also
invited to direct the EL SCU to monitor the imple-
mentation of the resolutions.

Resolutions Adopted by
SADC

The resolutions of the Johannesburg meeting were
adopted at the 1998 SADC ELS meeting, and
approved at the Council of Ministers meeting in

Mauritius in September 1998,

At the first meeting of the ELS Sub-Committee on
SS&OSH held in July 1998 in Kadoma, Zimbabwe, it
was resolved that the Working Group set up under the
Johannesburg meeting should be brought under the
auspices of the Sub-Committee to formalise the ini-
tiative.

The ELS Sub-Committee on SS&OSH is to take
forward the resolutions of the Johannesburg meeting.
A joint meeting will be held with OHS practioners
and representatives of institutions of higher education
to review and identify concrete proposals for regional
training and education in OHS.

SADC Page at ASOSH.ORG

The full report of the 1997 Johannesburg meeting
is available via the SADC page of the web site
ASOSH.ORG (http://www.asosh.org) and includes
the list of participants plus the areas of follow up par-
ticipants proposed to promote the development of
professional OHS skills in the region.

The web site also includes the full paper by Dr. Rene
Loewenson of which an executive summary was pub-
lished in this special feature on SADC OHS activities.

1 Planning committee: Dr. David W. Stanton, National Centre for
Occupational Health (NCOH), Department of Health, South
Africa; Dr. Rene Loewenson, Training and Research Support
Centre (TARSC) and Mr. Matthew Ncube, National Social
Security Authority (NSSA), Zimbabwe; Dr. Kin M, Gyi and Ms
Nungwa Mabongo, Occupational Health Unit, Ministry of Health,
Botswana; and Mr. Y. James Kaminyoge, Occupational Safety and
Health, Ministry of Labour and Manpower Development, Malawi.
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The inadequacy
of the
professional
driver’s
medical
examination

Dr Francois Swanepoel

General practitioner and senior aviation medical
examiner, Pretoria

Occupational Health SA 1999; Vol 5, No. 4: 16 - 19

It is common knowledge that motor vehicle accidents
in South Africa are frequently attributable to driver
error. This survey highlights data on the physical
fitness of professional drivers, indicating a high
incidence of pathology in the study group. The survey
gives cause for concern, as there are many currently
employed drivers who are unfit to cope with the
demands of their jobs, and who represent a threat to
road safety. The current system requiring
professional drivers to undergo medical screening
appears to be inadequate at detecting pathology and
therefore at protecting the public. The suggestion is
made that a more comprehensive and better
regulated medical examination should be introduced
for professional drivers along the lines of that
required for pilots. This should provide economic
benefit both for society and fleet owning companies
employing professional drivers.

The normal professional driver spends an average
of ten to twelve hours a day on the road. This is longer
than the maximum hours of continuous duty permit-
ted for pilots, who have the additional assistance of a
co-pilot and autopilot to relieve work loads. The
health requirements for a professional driver should
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thus be at least of the same standard as that demand-

cd of pilots, if not greater.

In terms of Government Gazette No. 6103 volume
392 February 23, 1998, professional drivers are
required to undergo a medical examination once
every two years. This is verbalised as follows, “A pro-
fessional driving permit shall not be issued by a dri-
vers’ license testing centre unless a registered medical
practitioner has examined the applicant to determine
whether or not he or she is disqualified from driving
a miotor vehicle as contemplated in section 18(1)(f),
and has certified the applicant to be medically fit on
form “MC” as shown in schedule 2 not more than 2
months prior to the date of the application.” The reg-
ulations further state: “A professional driving permit
shall be valid for a period of 24 months from the date
of authorisation thercof.”

Medical conditions of importance when assessing
applicants for fitness to drive are the following:

1. Uncontrolled non-insulin dependent diabetes
mellitus (NIDDM).

2. The presence of insulin dependent diabetes mellitus
(IDDM).

3. Uncontrolled hypertension. In this regard hyper-
tensive cardiomegaly, as well as hypertensive
nephropathy and retinopathy should be included.

4. The presence of epilepsy or any other neurological
disorder capable of impairing a driver’s ability to
perform his duties.

5. The presence of psychiatric conditions that in them-
selves may impair a driver’s ability to perform his
duties, or for which medication may be prescribed
that would interfere with a driver’s ability to con-
centrate or maintain full control of his vehicle.

6. The use of any pharmaceutical agent that may affect
a driygr’s ability to adequately perform his duties.

7. The presence of any cardiac condition liable to
cause sudden death or dysrhythmia. Ischaemic
heart disease and known dysrhythmia fall into this
category.

8. The presence of severe pulmonary disease, includ-
ing COPD (Chronic Obstructive Pulmonary
Disorder), neoplasia and atelectasis.

9. Visual acuity as measured with a Snellen rating
must be at least 6/12. This reading may be with
refraction. Should the visual acuity of one eye be
less than 6/12, the minimum acuity required of the
other eye is 6/4.
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Methodology:

The survey consisted of a standard physical exam-
ination, performed on a group of 580 professional
drivers, all of whom were in possession of valid pro-
fessional driver’s permits and medical certificates at
the time of examination, as stipulated in the relevant
legislation.

The physical examination followed the format

applied to the standard aviation medical examination .

for pilots, and was conducted by a senior aviation
medical examiner receiving assistance from a regis-
tered nursing sister and an audiometrist.

Essential elements of the physical
examination included

* The taking of a comprehensive personal and family
medical history.

* Visual assessment using an orthorator,

* Formal audiometry.

* Stress electrocardiogram using a treadmill (ECG)

* Lung function testing

* Chest x-ray

* Urine dipstick Combur (10)

* Haemo gluco test for random blood glucose level

* Random total serum cholesterol measurement

« Comprehensive physical examination by a medical
practitioner with senior aviation medical examiner
status

* Analysis and evaluation of all findings by the same
practitioner.

In the event of an adverse finding with the poten-
tial implication of rendering a driver unfit to perform
his duties, specialist opinion was obtained. Referral
was with a view to confirming diagnosis and initiat-
ing therapy.

In all cases where adverse findings were noted, a
certificate detailing the abnormality and recommend-
ed remedial action were issued to the examinee.

Results

Of the 580 professional drivers examined, 299
were found to be suffering from significant disease.
Of these, 98 were found to be suffering from patholo-
gy severe enough to warrant declaring them perma-
nently unfit to drive.

The pathology was represented in all race and age
groups, and is summarised below.

Hypertension
Drivers with Hypertension . .................... 87
Drivers with hypertension and unaware thereof ..... 62
Drivers declared permanently unfit on account
of uncontrollable Hypertension ............... 29
Drivers declared temporarily unfit on account
ofihypertensipnEE SR e s el Laa el L 12
Age group :
30-39 6
40-50 15
50-60 4

Principal reasons for being declared unfit on
account of Hypertension

Uncontrolled hypertension and obesity ............ 8
Malignant hypertension and obesity .............. 7
Cardiomegdalysasesiaiieis sl e e g et e s 6
Ischaemic electrocardiographic changes

in the presence of hypertension. . .............. 3
Previously undiagnosed hypertension in

a first time applicant fora PDP ... ............ 5

Diabetes mellitus

Driverstwithel D BN S e e 0
Drivers it B M L 20
Drivers suffering from diabetes mellitus

and unaware thereof . ..................... 13

Drivers declared permanently unfit on
account of either uncontrollable diabetes

ol DDV ke leistn ettt bR e R b g e 7
Drivers declared temporarily unfit on account
ofidliabetesimellitist e 4

Drivers suffering complications of diabetes
rendering them:

e R RTINS o it b i o oo b et B b e 4
R ek ame AU ] e 7
Age group:
30-40 3
40-50 9
50-60 8

Principal reason for being declared permanently
unfit on account of diabetes mellitus:

Uncontrolled diabetes . ........................ 3
WVistiglidetetioration S i L s e e 2
Cardiovascular complications ................... 2

Visual acuity

Drivers suffering and aware of decreased

visual acuity,but unrefracted ................. 10
Drivers suffering decreased visual acuity but
CIREWETE MIEREEN o ieiom oo 5o i i o i o 47
Drivers declared temporarily unfit on account
of reduced and uncorrected acuity. . ............ 4
Drivers declared permanently unfit on account
of inadequately correctable reduced acuity. .. . ... 16
Age group:
30-40 13
40-50 33
50-60 11

Main reason for being declared permanently

unfit on account of reduced visual acuity:
Veryipaonvision e S iRl U s e s 16
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Neurological disorders

Drivers suffering from a neurological disorder

and unaware thereof ...................... 12
Drivers declared permanently unfit on
neurological grounds . ........ ... .. 0. 8
Drivers declared temporarily unfit on account
of a neurological disorder ...................... 2
Neurological disorders detected included
Epliepsyisseiis vt s il sl s 2
Vertigo of various aetiologies ................... 6
Age groups
30-40 3
40-50 6
50-60 ool

Main reason for being declared permanently
unfit due to Neurological Disorders:
DIZZINESSEa i nra = # e MRt P A et b AT 5
Epilepsyii e am e et i e i 2
Mental retardation . . . .

Cardiovascular conditions
Drivers aware of cardiovascular abnormalities . . . ... 7
Drivers unaware of cardiovascular abnormalities. . . 58
Drivers declared permanently unfit on account of

cardiovasculardisorders . .. .................. 22
Drivers declared temporarily unfit on account of
cardiovascular disorders. . . ............ ... 5
Age group
30-40 17
40-50 35
50-60 13

Main reason for being declared permanently

unfit on account of cardiovascular conditions:

Severe Hypercholesterolaemia with obesity . . . ... ... 6
Ischaemic heartdisease ....................... 6
Inverted “t” waves seenon ECG .. .............. 1
Previous cardiac surgery ...............00n. 1
Gardiomegals S et s e i G ame el s T 3
Gardiomyopath YA 1
Right or left axis-deviation ..................... 1
Right bundle branch block with symptoms .. ....... 3

Respiratory disorders

Drivers suffering from and aware of lung disease .. .28
Drivers suffering from and unaware of lung disease . 19
Drivers who was declared temporary unfit on

account of lung disease ..................... 3
Drivers declared permanently unfit on account

ofdunodiseasess sre 2 Sl e s sl R e 1
Age group
30-39 14
40-50 30
50-60 3

Main reason for being declared permanently
unfit on account of respiratory disorders:

;B & atalectasisi s b s Sehiiy e o el 3
PO Ay AT B s e ot 3
COPD Hyperinflation and Bronchitis .. ............ 5
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Psychiatric conditions

Drivers declared temporarily unfit . ............... 1
Drivers declared permanently unfit ............... 2
Age group

30-39 4

40-50 3

50-60 0

Main reason for being declared unfit on
account of psychiatric conditions:

Sujcidalaarsalamiisir s 6 S b o 1
Patient with long-standing psychiatric history. ....... 1
Table 1: Summary
Total patients evaluated | 580
Pathology Detected:
Hypertension 87
Diabetes Mellitus 20
Neurological disorders 13
Unacceptable visual acuity 57
Cardiovascular abnormalities 65
Respiratory disorder 47
Psychiatric illness 7
Other e
Total patients with medical problems 299

Drivers declared permanently unfit

Pathology detected:
Hypertension 29
Diabetes Mellitus 7
Neurological disorders 8
Unacceptable visual acuity 16
Cardiovascular abnormalities 22
Respiratory disorders 11
Psychiatric illness 2

~ Other | 3

Total number of patients declared unfit 98

Conclusion

The study demonstrated that of the 580 drivers
examined 98 were permanently unfit to drive a motor
vehicle. There is no reason to believe that the position
would be any different in other groups of profession-
al drivers. Socio-economic deprivation may account
for some of this undetected burden of pathology. It is
likely that many employees neither have the resources
nor the time to attend to regular examination and
medical care. Lack of ready access to medical facili-
ties may be at least responsible for some of the inad-
equate care evidenced above. Of alarm must be the
detection of suicidal drivers and those with mental
retardation, allowed to be in charge of heavy vehicles
conveying large numbers of passengers. The implica-
tions for public safety are truly frightening. The eco-
nomic impact must also give cause for concern, both
for vehicle owners and operating companies, and for
society as a whole. The cost implications of a single
public transport vehicle accident are enormous, taking
into account the loss of income, cost of care for the
injured and disabled, and damage to property. The inade-
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quate control of drivers” health when compared to the
strict regulation of pilots’ health points the way for-
ward to the avoidance of an impending occupational

and public health catastrophe. The following should
be noted:

* Inadequate pre-employment screening of employ-
ees results in the hiring of personnel with problem-
atic or unacceptable pathology. There is little
monitoring by employers of the prospective -
employee’s fitness to drive. Excellence in Health Care

* A lack of interest or expertise on the part of exam-
ining medical practitioners may be responsible for
allowing numerous drivers with unacceptable
pathology onto South African roads.

* The above data clearly shows an unacceptable level
of pathology in South African professional drivers.
This is likely to be costing the employer dearly in
terms of reduced productivity and absenteeism. It is
also likely that insurers of commercial vehicles

Occupational Health Nursing Services

Occupational Health Services cc

would possibly be in a position to reduce premiums PO Box 666  Tel: (011) 454-1543/787-2732
if the medical risk is reduced. Employers should Isando 1600  Fax: (011) 787-1873

pay attention to adequate medical screening to E-mail houtecon@icon.co.za

reduce costs and save lives. Licensing authorities

might well consider the adoption of a system of Johannesburg - Durban - Cape Town
medical examination and review with a limited

panel of examiners, as is currently operative with
aviation medical examinations.
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The debate continues: A review of the current
situation emphasises the need for drug testing in the
transportation industry. The procedures currently
in place and those still required to achieve the goal
of universal drug testing are discussed.

Introduction

In South Africa the use of illicit drugs is increas-
ing dramatically. There is overwhelming scientific
proof that alcohol or drug use - either licit or illicit -
affects a person’s cognitive abilities and enhances the
likelihood of such a person causing or being involved
in an accident, particularly on our roads.*-**

Motor vehicle accident statistics for South Africa
for the first six months of 1997 paint a grave picture,
as they indicate that 4 805 buses and 35 000 minibus-
es were involved in road accidents over this period.
Studies conducted worldwide also confirm the role of
drugs of abuse (DOA) in traffic accidents.” 2% %1
One local example is a study conducted in the
Western Cape which shows that DOA played a role in
more than 15% and alcohol in more than 50% of traf-
fic injuries.'

According to epidemiological evidence, cannabis
(marijuana, dagga) is the most common illicit drug
detected in injured drivers (those randomly subjected
to a blood alcohol test and, by means of urinalysis, to
DOA tests) and in drivers who are arrested for
impaired driving ability.>*

The prevalence of cannabis is second only to that
of alcohol among drivers involved in road accidents.”
The general trend in the relevant studies reflects an
increase in the seriousness of accidents and injuries in
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cases where drugs have been used in combination
with alcohol. Various studies conducted in the USA,
for example, show that the incidence of alcohol use in
motor vehicle accidents varies between 14% and 50%
and that of marijuana in 13% to more than 34% of
cases.*** In the light of these statistics, it is not sur-
prising that screening for DOA has been firmly estab-
lished as a prerequisite for obtaining a Professional
Driver’s Permit in many countries, inter alia in the
USA and the UK. ™

Following the Department of Transport’s publica-
tion of the National Road Traffic Act (No. 93 of
1996) to implement the Professional Driving Permit
(PrDP Goods - March 1998; PrDP Passenger - March
1999; PrDP Dangerous Goods - March 2000,
Regulation 108*), the medical requirements remain as
specified in the public driving permit legislation of the
Road Traffic Act (No. 29 of 1989, Regulation 251 ?).

As it was recognised that medical requirements
referred to in the legislation needed to be internation-
alised and uniformly set, a medical subgroup was
formed. One of the recommendations made by this
medical subgroup included urinalysis for DOA
screening.

The overall goal of a drug-testing programme is to
serve the public by ensuring a drug-free transporta-
tion environment and thereby reducing the number of
road traffic accidents. For any such programme to
succeed, it is essential that the general public’s aware-
ness be raised and their specific educational needs be
addressed."*

The Department of Transport and other role players
should first of all conceptualise the need for such a
programme. The candidates for the Professional
Driving Permit (PrDP) must subsequently be made
aware of the programme and of the ultimate benefits
thereof.

Key issues to be addressed prior
to the implementation of a drug-
screening programme’”

Variety of drugs to be considered for testing

Different countries have different drug testing
profiles according to their local needs. In South
Africa marijuana (cannabis, dagga) is the most com-
monly used illicit drug besides alcohol.

Specifications of the population group to
be tested

It is predicted that more than 400 000 applications
will be received for the PrDP, in other words 400 000
potential professional drivers will in terms of the screen-
ing programme be screened for the use of marijuana.

Financial impact

* Cost of urinalysis
The financial outlay should be kept as low as possible.
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Although it is generally known that cannabis is not the
only drug being abused, it makes financial sense to
start with cannabis only in the initial screening pro-
gramme and to develop the programme as the specif-
ic need arises. A positive screening result for cannabis
will preclude the certification of a PrDP.
« Counselling programme
Counselling is required to inform the screened indi-
vidual of the reason(s) why the licence has been
refused, what the alternatives are, as well as advice
or information on how to deal with the problem.
« Legal and emotional costs *"
In the case of cannabis a urine-screening test will
merely indicate that cannabis has been used some
time prior to the collection of the sample. Cannabis
is detectable in urine 1 to 2 days after a single
“reefer”, but up to 40 days or, in a chronic user,
even as long as 11 weeks after cessation.
Screening for cannabis as part of the PrDP appli-
cation may have medico-legal implications. A posi-
tive result may be scientifically and legally
defensible. However, for the preclusion of PrDP cer-
tification, the chain of custody documentation,
preservation of sample integrity, etc, will have to be
totally unquestionable.

Planning the implementation of a
drug-screening programme® """

Chain of custody & ™"

This refers to documented proof that the urine
specimen is from the same individual who gave the
specimen, as well as the audit trail accounting for the
specimen from collection to handling, testing, storing
and the final disposition thereof.

To conform to the strict chain of custody require-
ments, the laboratory needs to handle DOA speci-
mens differently from their routine clinical work. The
facility for analysis and storage must therefore ideal-
ly be in a separate location. Positive specimens
should be kept for a year or even longer to cover the
eventuality of appeals.

The test result is not supported by a patient-doctor
relationship, which may benefit the interpretation: it
is interpreted in isolation and therefore a positive
result may be confirmed by an alternative method in
order to obtain a definitive unassailable result.

Laboratories that are affiliated to the National
Pathology Group (NPG) - a subgroup of the South
African Medical Association- uphold professionalism,
ensure good laboratory practice and participate in
proficiency testing - internally and externally.

NPG-affiliated laboratories were accredited by
LOA Insurance (Life Offices Association) to perform
the pathology tests requested by their members. LOA
requirements specify that specimen tracking be of a
sufficiently high standard to reasonably ensure posi-
tive identification throughout transportation and pro-
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cessing of specimens. All NPG-affiliated laboratories
follow good laboratory practice, which in itself
ensures integrity of results.

The measures already in place can serve as the
basis to develope a chain of custody procedures for
forensic investigation as well.

Drug of abuse specimen type ™"

Urine is preferred for the following reasons:

« It is readily available in sufficiently large volumes.

« It is non-invasive.

« The concentration of the drug is higher in urine than
in blood.

« Provided that chain of custody protocols are fol-
lowed, staff with minimum training can collect the
urine specimen.

« It can be adequately analysed by means of existing
techniques.

Requirements for specimen collection

procedure®'* ® 17

Collection of the urine specimen is the first link in
the chain of custody procedure. The following
requirements must therefore be strictly adhered to
during this procedure:

« Staff at the collection site must receive sufficient
training to understand the collection process and the
significance of the laboratory results. These
include counselling before and after drug of abuse
testing.

« The candidate should be allowed to produce the
urine specimen in private.

« Measures must be put in place to prevent tampering
with the specimen.

« The staff at the collection site are responsible for
collecting, labelling, and packaging of the samples
as well as the documenting of these procedures to
ensure that the chain of custody procedure has been
adhered to.

In South Africa, the chosen pathology laborato-
ry(ies) will be able to provide training to all relevant
staff. Different options are available for collection
sites, inter alia:

« Existing collection depots of an NPG-affiliated lab-
oratory

+ A physician’s consulting room

« A professional nursing sister’s consulting room

Testing/screening procedure® ™ "™

The possibility of false negative results in the
screening procedures for DOA testing is negligible.
However, in a small percentage (less than 1%) false pos-
itive results may occur. For this reason, a positive result
from a screening procedure must be confirmed by a
second and distinctly different analytical technique.”

The screening procedure that is most often
employed is an immunoassay, especially enzyme
immunoassay or fluorescence polarisation
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immunoassay. The principle on which both tests are
based is competition between labelled and unlabelled
antigen (drug) for binding sites on a specific antibody.

Cut-off point can be defined as the lowest concen-
tration of the drug in the urine that will serve to label the
test as positive. The current cut-off point for marijuana
used in the USA and in the UK is 50 ng/ml (159
nmol/L).""

Sensitivity of an assay refers to the lowest concen-
tration of the drug in the urine sample that can be
accurately measured. The cut-off point of 50 ng/mL
(159 nmol/L) for urine-cannabis levels is well above
the sensitivity of the test, which is 20 ng/mL (64
nmol/L) or even lower. This measure further dimin-
ishes the possibility of a false positive test.

Centralised screening tests "

The main advantages of centralising the screening
tests to one of the laboratories appointed by the
Department of Transport are the following:

» Tests are automated, eliminating human error.

» Tests are cost effective.

* Precision of the test with regard to the cut-off point
is guaranteed. Quality control is an integral part of
the procedures followed in a professional pathology
laboratory."

* The expertise of the laboratory personnel can be
applied to assist with questions that may arise from
the DOA testing programme.'

* A cut-off point of 50 ng/mL (159 nmol/L) is well
within reach of the laboratory.

* A turn-around time of 48 to 72 hours from time of
collection of the urine specimen to the delivery of a
test result can be guaranteed.

The main disadvantages of centralising the screen-
ing tests are the following:"

» The test result is not immediately available.

» The specimen must be transported to the laboratory
(the chosen laboratory should provide the service).

Near-patient testing, on-site testing or

screening without instrumentation " *°
This type of test is available as a rapid test, in kit
form (eg. dipstix) and is performed at sites away
from the laboratory. The advantages of such test-
ing/screening are as follows:

* The result of the test is immediately available.

* The number of people handling the specimen is
reduced, which again reduces the potential for error.
The disadvantages are the following:

* Most of the available point-of-care tests can only
use a cut-off point of 100 ng/mL (318 nmol/L).

* Qualitative assays are subjective by nature, and
often present problems with the interpretation of
results at or near the cut-off concentration.

* Quality control is not always adequate.

* High cost of material (eg. dipstix) used in test pro-
cedure.
* Testing of this kind is very labour intensive.

The timing of the procedures is critical, thus
negating the performance of several screens in paral-
lel. Since a positive and negative control should be
run with the specimens to demonstrate that the test is
valid, the timing and cost of analysis is markedly
increased.

Although it is claimed that untrained staff can per-
form these tests, there are rigid criteria that need to be
adhered to. For example, to obtain reliable results
only clear urine specimens should be used, air bubbles
should be avoided, and the test should not be allowed
to stand longer than specified before reading, etc, as
this may influence the test result.

Confirmation test of a positive screening
result

The screening test must be confirmed by a second,
distinctly different analytical technique. Chrom-
atography is the most frequently used procedure, with
liquid-gas chromatography/mass spectrometry as the
preferred method.

Currently this methodology is available in only a
few research centres and sophisticated private patho-
logy laboratories in South Africa. Others will be
unable to confirm positive cannabis test results.

Reporting of test results

The results are confidential and reporting of
results should follow a strict protocol. A protocol
must be designed to the satisfaction of all concerned
parties and always take the individual’s right to priva-
cy into consideration.

The procedure to implement a drug-testing pro-
gramme as prerequisite for obtaining a PrDP is a for-
midable task.

Conclusion

There are many issues to be addressed, to name
but a few:

+ Should we screen only for cannabis?

* In developing this screening programme, should a
positive screening test be accepted as adequate /
conclusive proof of an individual using cannabis?

* Who should be authorised to perform the screening tests?

* What cut-off point should be used?

* Who should collect the specimen?

* To whom should the final test result be submitted?

The Department of Transport has therefore decided
to delay the screening for drugs of abuse as part of the
application for a PrDP. However, it is almost certain
that, with the ever-increasing body of evidence avail-
able, it is only a matter of time before this procedure
will have to be implemented. DOA testing will
undoubtedly reduce the number of road accidents
involving drivers who have taken illicit drugs.

For references, see page 25
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Opinion

The type of medical screening an OHN performs
in terms of the OHS Act is far more varied and com-
plex than the one required by the Department of
Transport. OHNs have been deemed competent to
perform these medicals.

The SA Society of Occupational

Medicine (SASOM)

SASOM has given support to the principle of
OHNs performing the PrDP medicals - provided cer-
tain competency criteria are met. An official letter to
this effect has been sent to the Department of
Transport.

The next statement may appear to be controver-
sial. However, in light of the lack of progress, it needs
to be stated. There is a strong perception amongst
OHNs that there are certain SASOM members that do
not support the proposal submitted to the Department
of Transport and that this is impacting on the
Department’s decision making.

The Democratic Nursing

Organisation

DENOSA has also backed the role of the OHN in
performing the PrDP medicals and has provided a let-
ter of support to the Department of Transport.
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Introduction

There can be few factors in the area of health and
safety about which there is as much ignorance as the
major negative contribution of alcohol. During the
past few years several organisations have developed
and implemented carefully designed programmmes to
reduce the detrimental effect arising from abuse of
alcohol and other drugs in the workplace.

These programs incorporate the testing of all
employees for alcohol in particular, by means of ran-
dom and other regularly conducted testing scenarios
utilising accurate, high speed and easily calibrated
Breath Alcohol Detectors.

The data from such tests reveals the remarkably
high levels of employees arriving at site entrance/exit
points in an intoxicated state.

At one South African industrial site, tests showed
that 30 % of employees were arriving at site entrance
points intoxicated but below the 0.08 % Blood
Alcohol Concentration level. A further 10 % had
alcohol concentrations exceeding 0.08 %, thus 40 %
of employees were intoxicated to some extent.'

The commencement of random and other alcohol
testing procedures reduced the numbers of intoxicat-
ed employees arriving at the workplace from 40 % to
4 %. (Figure 1) Within 6 months, disabling injuries
were reduced by 52.3 % whilst non-disabling injuries
were reduced by 44.6 %.
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This highly significant reduction in injuries can be
understood when considering that 20 % to 40 % of
industrial accidents may be alcohol related.

Such information reveals a situation which should
provoke urgent and immediate corrective action coun-
trywide.

In the past and unfortunately at present, testing for
intoxication is generally only undertaken after an inci-
dent has occurred. This in no way reveals the true pic-
ture and can be likened to shutting the barn door after
the horse has bolted - too little, too late. Industry must
learn to be pro-active and prevent intoxicated persons
from entering or remaining in the workplace rather
than responding only after problems have occurred.

A few years ago one would have had to look far
and wide in South Africa to find an organization oper-
ating a properly constructed substance abuse pro-
gramme. As the knowledge necessary to develop such
programmes has developed and become available,
more and more organisations are implementing pro-
grammes. Increasing awareness of the extent of the
substance abuse problem and its negative conse-
quences, coupled with evidence of the success of pre-
vention programmes, is providing a driving force for
development and implementation. It is important that
a substance abuse programme should be promoted
and developed with the primary focus on the enhance-
ment of safety, health and productivity and the reduc-
tion of losses. Obviously, disciplinary proceedings
and sanctions will need to form part of the process in
order to ensure that it works, but these should not be
seen as the main object.

The word programmes is being used in this article
because a substance abuse policy should ideally be

35 Percentage tested below but near 0,08% BAC

Percentage tested above 0,08% BAC

% of those Breathalysed
5 & 3 &% 8
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Figure 1: BAC - Blood Alcohol Content
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just one part of a comprehensive programme which
incorporates the policy and its procedures as just one
element.

Five basic components of
a substance abuse free
workplace programme

No two workplaces are the same and no two
employers will take exactly the same approach to
addressing the substance abuse problem.

A frequently used model uses a five pronged
approach. (Figure 2) '

The five elements are:

» creation of a written substance abuse policy with
procedures

* supervisor training

« employee education

« rehabilitation of employees

* substance abuse testing programime
Before looking individually at the five steps of the
above approach it is important to give serious consid-
eration as to which parties would best be involved in
the design and development of the programme.
The many negative effects of intoxication can
affect every aspect of your organisation. It is for this
reason that those who develop the program should be
as broadly representative of the total complement of
staff as possible.
Some of the substance abuse related negative fac-
tors as they affect your organisations different activi-
ty areas follow:
¢ The Chairman, the directors, the shareholders,
the CEO and Senior Management
Poor productivity, expensive equipment down time
and replacement costs, theft, increased healthcare
costs, inferior workmanship plus the negative influ-
ences of all the other loss factors.

* The employees and their trade union and other
representatives

Health problems, 3 to 4 times more injuries, lower
promotion and salary increase prospects, more vio-
lence, conflicts in employee/employer relation-
ships.

¢ Industrial relations, human resources, personnel
Employer/femployee conflict, typically only 2/3
work potential achieved, 3 times average sickness
level, significant increase in work absence and late-
ness, high employee turnover, low morale and moti-
vation.

* Health and safety
Increased injurics and deaths; abusers experience
on average 3 to 4 times more accidents, increased
health problems (both physical and psychological)
bad driving and careless equipment operation.

* Security
Increased violence and confrontation, bad driving
behaviour, increased theft.

Involve employees

Work with your most valuable resource - your
employees. Union and/or workforce representatives
can help get the message out, clarify goals and ensure
that the programme fits into the daily working routine
of your workplace. Showing employees that you
value their input involves them in the programme and
helps to make it work.

Step one - Creating a
written substance abuse
policy / procedures

Writing a clear and comprehensive substance
abuse policy should be the first step in the develop-
ment of a substance abuse program.

The policy must ensure that preventative and dis-
ciplinary actions are consistent.

This consistency is often absent where a written,
and agreed substance abuse policy does not exist.

A written policy:
*Is easier to explain to employees, supervisors and
contractors.
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* May protect the employer from certain kinds of
claims by employees.

» Provides a reference if the policy is challenged.

* Facilitates opinion and review.

It also allows employees and job applicants to
know that the company’s commitment to an substance
abuse free workplace is strong and serious.

One thing that has become very clear is that no
single policy can be written for all companies. The
situations and the appropriate responses vary consid-
erably. The policy should reflect the needs of cach
workplace.

All existing policies, agreements and relevant reg-
ulations concerning the workforce should be reviewed
to identify changes that need to be made so that they
are consistent with the substance abuse policy. For
example, it may be necessary to change a company’s
existing rules of conduct which apply to the use of
substance abuse at company-sponsored activities.

If policies for similar organizations or work set-
tings are available, it may not be necessary to develop
one from “scratch”. Various policy models are now
available and they can be adapted for specific cir-
cumstances.

The format of substance
abuse policies/
procedures

Different formats have been used by different
organisations for substance abuse policies/proce-
dures.

Often the term ‘policy’ is used to describe a short
statement of policy which is incorporated into a larg-
er document. An example of such a statement fol-
lows:

Policy on Intoxication

It is the policy of the company that intoxicated
personnel may not enter or remain in the workplace.

The policy applies to all persons involved in the
company’s activities and all persons found to be
intoxicated or in possession of or trafficking in intox-
icating substances except where possession or con-
sumption is linked to their prescribed workplace
activities, will be subject to disciplinary action.

Nothing further in the policy or its procedures will
any way detract from this principle.
(This example policy statement concludes here).

Policies and procedures have different emphases
but they are most frequently contained in one docu-
ment under separate sections.

Sometimes however, the procedures are not set
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down separately but are incorporated into one docu-
ment, simply described as a substance abuse policy.

General speaking the policy outlines the compa-
ny’s attitude to intoxication, the background to and
the reasons for the policy’s existence and states the
rules to be adhered to and the objectives to be
attained. i

The emphasis of the procedures is to set down the
manner in which the rules are to be carried out, who
will be involved in their implementation and the way
in which the objectives are to be achieved on a day-to-
day basis.

There is no standard format for a substance abuse
policy. For example, some items contained in the
background statement of one policy may be para-
phrased separately or supplemented by further com-
ment elsewhere in another. Nonetheless certain
essential elements should be contained in the docu-
ment.

Contents of a policy

The information to follow lists items which may
be considered for inclusion in a substance abuse pol-
icy. Items for the procedures are listed separately.

Background - This outlines the reasons why the orga-
nization has a policy and programme.

Policy - The policy statement of the organisation.

Objectives - What is hoped to be achieved by the pro-
gramme.

Definitions - Descriptions of the key terms used.

Disciplinary action - The procedures to follow any
transgressions of the policy.

Possession, consumption and trafficking in sub-
stance abuse - The rules that apply.

Obligations of employers, obligations of employees,
identification of intoxicated persons - Describes
the methods to be employed.

The removal of offenders —A statement outlining
the organisation’s legal obligations under the
Occupational Health and Safety Act to remove
offenders and deny entry.

Refusal to take a test - A statement that this is unac-
ceptable and that appropriate action will be taken.
Responsibility for the policy - A statement defining
the job category/ies of those responsible for the pol-

icy.

Education - A description of education and aware-
ness programmes that will be conducted before and
after implementation of the substance abuse pro-
gramme.

Pre-employment medical - Describes the substances
to be tested for, who will be tested and how.

Periodic medical tests - Describes the substances to
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ALCOHOL RELATED PROBLEMS IN YOUR ORGANISATION

THEY COULD BE COSTING YOU A GREAT DEAL AND IN
MANY WAYS MORE THAN YOU REALISE

ITIS RECOGNISED THAT ALCOHOL DETECTORS ARE HIGHLY EFFECTIVE IN
HELPING TO SIGNIFICANTLY REDUCE ACCIDENTS, INJURIES, DEATHS AND LOSSES

HERE ARE OUR LION ALCOLMETERS......

LION ALCOLME-
TER SD-400PA/P
Consists of a portable
re-chargeable printer
connected via a
flexible cable to a
LION SD-400PA Alcol
meter. Both are con-
tained in a waterproof
nylon carry bag which
also contains a battery
charger and accesso-
ries. The printer is
activated and fully
controlled by the
breath instrument and automatically
delivers a test record which includes the
test result with date and time of test along
with the serial , user reference and test
record numbers. Also printed are the dates
of the last calibration and calibration
checks. Space is provided on the printout
slip for the insertion of the names and
signatures of the operator, the subject, and
a witness such as a shop steward or
supetrvisor.

Beware!

of cheap
breath testers!

Many of these devices are available
ranging in cost from around R60,00 to
R1800,00

THEY CAN PROVE TO BE VERY EXPEN-
SIVE. Because they cannotbe

easily calibrated (checked & adjusted), if at
all, they frequently provide false high or low
readings. Further, they are not specific to
alcohol and may respond to other
substances such as acetone often found in
the breath of diabetics or people on low
calorie diets. Menthol, certain breath
fresheners and other substances will also
produce false readings. THIS CAN LEAD
TO ACCIDENTS OR FALSE ACCUSA-
TIONS.

The LION ALCOLMETER SD-400PA
This is a dual mode device operating either
in a conventional mode using a disposable
mouthpiece or in a high speed mode using
are-usable sampling cup.

OUTSTANDING FEATURES INCLUDE:

% simple operation, only one control for
normal operation; the on/off switch!

% Fool proof operation - Fully automatic
operation and calibration requiring no
manual adjustments.

The resultant elimination of any
operator error makes the SD-400PA the
ideal tester for use in alcohol control
programmes, benefitting both manage-
ment and unions alike.

% Internal data recording

Data from up to 500 tests is automatically
recorded. This data can be down loaded at
any time to a PC for statistical and/or for
management purposes using the optional
DATA-400 SOFTWARE PACKAGE. This
package is supplied in a 3.5 inch disk
format together with an instruction manual
and a cable for connecting the instrument
toaPC.

L I O N
ALCOLME-
TERSD-2
Thousands of
these highly
accurate and
effective
testers are in
use and the
SD-2 has been
in use for more
than 12 years
in South Africa.
USERS
INCLUDE: Most municipal and provincial
traffic forces, industry, transport operators,
retailers, medical services, security
services, mining and many others.
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When used with a
sampling cup the
SD-400PA can
easily test up to six
subjects per min-
ute. This is achiev-
ed by replacing the
normal mouthpiece
with a re-useable
cup into which the
subject blows. A
visual and audible
warning is given when the alcohol
concentration of the subjects breath
sample exceeds a preset level. This makes
it ideal for the rapid testing of large
numbers of drivers and pedestrians at
entrance/exit points.

LION ALCO-
BLOW™
A fast, simple to use
instrument, ideal for
the rapid testing of
large numbers of
people at site
entrance/exit points
or at police road-
blocks.
The operator can
obtain a breath
sample from an
unco-operative
person, simply by
pressing a button to draw in a sample of
the subjects breath as he is talking or
breathing
Features:
* Resets for the next test in seconds even
after high alcohol readings, enabling up to
6 tests per minute to be performed.
No-contact with the subject. NO

MOUTHPIECE OR SAMPLE CUP USED
*high specificity to alcohol, unaffected by
other likely breath contaminants

very low battery power requirement

ong working life: minimal calibration and
maintenance requirements
*always ready for immediate use, with no
warm-up time

1131 Duncan St Brooklyn, Pretoria 0181 @ Box 4332 Pretoria 0001 South Africa N\ /
Tel (012) 46-9251 International 27 12 Fax: (012) 346- 1937 International 27 12 :} E
ALCO-Safe Alco-Safe c.c. Reg. no CK 88/17566/23

Call us to assist you in setting up and operating /\;
an alcohol policy / programme.
We have 25 years of experience to draw on




rticles

Review

be tested for, the frequency of testing, who will be
tested, and how.

Confidentiality - A statement that when an employee
seeks treatment or is referred for assessment, that the
employee’s personal details will remain confidential.

Rehabilitation - Acknowledgement that rehabilitation
is available for persons having addiction/depen-
dence problems and the rules that apply e.g.
actions which apply when the treatment is not
correctly followed or where the disciplinary code
is breached.

Contents of procedures for a policy / pro-
gramme

The procedures set down the actions required to
ensure that the objectives of the policy/programme
can be achieved. The job categories responsible for
specific tasks are stipulated, as are the interactions of
personnel in the different departments for example, if
a Security Officer finds that an employee tests posi-
tive for substance abuse, to which person or depart-
ment must the matter be reported.

Some items which may be considered for inclu-
sion are: Purpose; responsibility - which job cate-
gories for which tasks; methods for the
identification of intoxicated persons; actions
required for the different identification methods;
identification when an inadequate or when no ade-
quate sample can be obtained; identification by
observation; refusal to provide; voluntary test;
procedures for call-out, stand-by and prior-
arrangement employees; possession of intoxicating
substances while on duty and/or on company
premises; calibration check and calibration;
training of breathalyser operators; Discipline -
Stipulates that a person found to be intoxicated will
be subject to a disciplinary hearing and sets down the
arrangements. Sanctions - A statement of the sanc-
tions which will prevail for transgressors of the poli-
cy. Rehabilitation - It will be established whether the
employees transgression was a result of a behavioural
problem or whether an addiction-dependence prob-
lem exists. Procedures must then be taken in accor-
dance with the policy guidelines; Orientation -
Indicates when the procedures will come into effect
and what activities will take place in the interim for
e.g: education; Evaluation and review - A procedure
for auditing the effectiveness of the policy;
Annexures - Items such as descriptions of subject test
procedures, calibration records, subject test registers
and standard forms for various purposes.

Consideration should be given to employing an
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external consultant to assist in the preparation of sub-
stance abuse programmes, not just in the area of the
writing of the policy/procedures but especially in the
area of implementation. A great deal of time and
money may be saved bearing in mind that accidents,
injuries and losses are occurring on an ongoing basis.

Step two - training of
supervisors

Supervisors can play a key - if not essential - role
in the operation of the programme. They must under-
stand the practical working of the policy, explain the
policy to employees and know what action to take and
when. Proper attention to supervisor training is
essential. They must take appropriate action when an
employee transgresses the policy and learn to observe
behavioural patterns which may indicate substance
abuse or a return to abuse for employees being reha-
bilitated.

Operators of Breath Alcohol Detectors (often
supervisors) should be trained and certificated in the
operation of the equipment and in the correct
approach to those being tested. This should include
the imparting of information about consumption and
intoxication levels aimed at reducing the number of
intoxicated persons in the workplace. Such training
should preferably be undertaken by an external
agency.

Step three - employee
education

Ongoing education should be provided for all
employees in all job categories and the company
should ensure that existing employees are informed of
the requirements of the substance abuse policy and
procedures prior to implementation and/or prior to a
new employee’s commencement of duties.

It should be explained why the company has a pol-
icy and programme and be made very clear that the
purpose is to enhance safety and health, to reduce
losses and to abide by national laws. Disciplinary
codes and sanctions are only there to ensure that the
programme can be enforced and rehabilitation is
available for substance-dependant employees.

Education should at least include: the time - relat-
ed affect of alcohol on the bodily alcohol concentra-
tion, the contribution of intoxicating substances to
accidents, injuries and deaths, to serious health prob-
lems and to extensive losses to the organisation.
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Step four - rehabilitation
of employees

Once having assessed that an employee has an
addiction-dependence problem, rehabilitation should
be offered either via an existing in-house programme
or an external agency.

Affected persons should be regarded in the same
way as employees who are ill with regard to assistance
for treatment and sick leave, providing the employee
assiduously follows the prescribed treatment. They
should be assured that they will not be dismissed until
medical treatment has been fully explored provided
that they are not found guilty of any breach of the dis-
ciplinary code during the treatment period, although
leniency with respect to sanctions following trans-
gressions is often considered with employees being
given two to three chances before dismissal.

Employees refusing to accept treatment are sub-
ject to disciplinary policy in the normal way leading
to sanctions up to and including dismissal.

Step five - substance test-
ing programme

Once steps one to four are in place a substance
testing programme should be put into place. This
should provide for the testing at one time or another
of all employees with no exceptions. Consideration
should be given to pre-employment testing in addition
to various other testing scenarios such as random test-
ing at both entrance/exit points and inside the work-
place, post- accident testing, voluntary testing and
follow-up testing for previous transgressors and those
undergoing rehabilitation.

Overall responsibility for the programme should
be assigned to the head of one department and other
responsibilities should be assigned to different
departments and persons for specific aspects, for
example: who will be tested; where and when and
who will be responsible for instrument calibration and
for the keeping of breath test registers.

Written standard testing formats should be created
for each type of test, examples being urine tests for
drugs and breath tests for alcohol. The documents
can then be annexed to the substance abuse
policy/procedures.

Great care should be taken when choosing Breath
Alcohol Detectors which must be accurate, reliable,
specific to alcohol and easily calibrated. The many
cheap testers available of which several are in use,
normally provide incorrect readings which could lead
to unwarranted disciplinary action, mistrust and even
dismissals.

A variety of testers are now available, such as
high-speed testers for use at site entrance/exit points

which are very economical, using no mouthpieces.
Also available are testers providing immediate print-
ed evidence of the test result and other data. A care-
fully considered choice of testers can impact heavily
on the effectiveness of any testing programme.

Conclusion

The considerable extent to which alcohol and
other drugs contribute to accidents, injuries, deaths
and losses in the workplace demands an immediate
response.

The knowledge required to develop and imple-
ment written substance abuse policies and pro-
grammes is now at hand. Such development and
implementation will quickly bring about a consider-
able reduction in accidents, injuries and deaths. Many
other loss factors will be quickly curtailed, especially
if the programme incorporates the regular use of
accurate, reliable and easily calibrated Breath Alcohol
Detectors utilising random and other testing methods.
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Common Skin
Infections in
the Workplace

Dr Hilary Carman
Dermatologist in private practice
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Skin infections are an everyday occurrence and some
infections may be caused or aggravated by the work
environment. Health workers in an occupational
setting may well be confronted with having to diagnose
and treat workers with such conditions, whether the
infection was contracted in the workplace or not.

Infections may be divided into several groups
depending on its causative organisms. The following
common conditions may present themselves to the
health worker:

Fungal Infections:
: Candida albicans
Dermatophytic infections
Tinea Versicolour
Sporotrichosis
Bacterial Infections:
Folliculitis
Furunculosis
Carbuncle
Impetigo and Ecthyma
Erysipelas and Cellulitis
Viral Infections:
Warts (Human papilloma virus/HPV)
Herpes Zoster/Varicella
Herpes Simplex
Molluscum contagiosum
Parasitic Infections:
Scabies
Lice
Cutaneous larva migrans

Although HIV and AIDS will not be discussed in
this article it has to be stressed that infection with the
Human immunodeficiency virus predisposes sufferers
to develop other infections and they tend to be much
more severe than in normal people.

Fungal Infections:
Candida albicans (Thrush)

This is the causative organism of Thrush in babies
which affects the oral mucosa or the perianal area. In
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adults it tends to occur in the flexures, especially in over-
weight individuals. It may cause vaginal thrush in women
and balanitis in men. Predisposing factors include oral or
topical corticosteroids, broad-spectrum antibiotics, and the
contraceptive pill. Diabetes and possible HIV infection
should be considered. Prolonged contact with water and
heat acts as a predisposing factor and in an occupational
setting paronychia - which results in tenderness and
swelling around the nails - and digital intertrigo may
occur in domestic or kitchen workers and housewives, of
course.

Treatment includes mycostatin cream and the broad
spectrum antifungal Imidazoles. Griseofulvin and terbe-
nafine are not effective. For severe candidiasis oral agents
such as ketoconazole, fluconazole or itraconazole may be
used.

Dermatophytic infections

(Ringworm infections)

These affect the hair, skin and nails and there are a
variety of organisms that may cause this problem. The
source of the infection depends on whether the organism

Tinea pedis

normally resides in humans, animals or the soil. In gener-
al the animal “ringworms” tend to cause a more inflam-
matory response than the human type. The condition is
named depending on the site affected e.g. Tinea pedis is
athletes foot and Tinea capitis affects the scalp. Clinically
the lesions are scaly and have a distinct margin. There
tends to be central clearing of the lesions. Note that with
one exception, namely Favus or “Witkop,” Tinea capitis
occurs in children and not in adults. Thus it is most
unlikely that a scaly scalp condition in an adult can be
attributed to “ringworm.”

The diagnosis is suggested clinically and confirmed
on microscopy and culture.

Many treatments are available and they vary in price!
The old cheap compounds include Whitfields ointment
and Mycota cream and powder. Griseofulvin is the long-
standing oral antifungal agent which is indicated for
extensive infections or for tinea capitis. Unfortunately it is
poorly absorbed and has to be crushed and taken with a
fatty meal. Newer effective treatments include the broad
spectrum antifungals of the imidazole group which
include such topical creams as clotrimazole, miconazole,
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bifonazole and econazole. Terbenafine is available in a topi-
cal preparation and together with itraconazole and flu-
conazole are availalable in the oral forms. Albeit
extremely effective these treatments are expensive.

Tinea versicolour

This is caused by a dimorphic fungus known as
Malassezia Fufur or Pityrosporum orbiculare. As the
yeast form it is a normal commensal of the skin. In hot
and humid conditions such as might be present in a facto-
ry environment or certainly underground, the organism
invades the superficial layers of the keratin of the skin and
causes the characteristic clinical appearance.

The rash is distributed from the centre of the chest and
back and extends downwards and onto the shoulders and
upper arms. The lesions are discoloured and superficially
scaly.

Treatment includes:

* Selsun shampoo which is worked into a lather and
applied overnight for three consecutive nights.

+ 20% sodium sulphite solution applied to the entire area
as above.

+ Topical imidazoles e.g. Pevaryl foaming solution,
Nizshampoo, or equivalent lotions or solutions.

* Topical Lamisil.

* Oral treatments may be indicated in severe or recurrent
infections and these include oral ketoconazole or itra-
conazole.

Treatment will remove the fine scaliness of the lesions
but pigmentation will take longer to recover. However the
condition is recurrent and may well recur the following
summer or if the patient continues to work in a humid
environment.

Sporotrichosis

Sporotrichosis

This is a fungal infection caused by the fungus
Sporotrichium schenkii. The fungus is found as a contam-
inant on organic plant material such as wood, straw, or
rose thorns. Thus sporotrichosis may be an occupational
hazard for gardeners and agricultural workers. Mine
workers may contract sporotrichosis  from the timber
props used to support the underground tunnels, During
the 1940s an epidemic occurred affecting thousands of
workers,

Clinically the condition is characterised by a non-ten-
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der scaly papulo-nodule on an exposed area of skin. If
untreated, further similar nodules will develop proximal
to the initial lesion and also along the line of lymphatic
drainage. Occasionally the infection may become system-
atised and cause joint swelling,

The diagnosis is confirmed on histology or culture of
the superficial scales.

Treatment with mist potassium iodide (600 mg t.d.s)
over a period of 4-6 weeks is effective and cheap. The
newer antifungal agent, itraconazole, is effective yet
expensive.

Bacterial infections:
Folliculitis

This is a superficial infection surrounding the hair fol-
licles. It may be precipitated by contact with oils or by
heat, humidity and friction. The organism involved may
be a coagulase positive or negative staphylococcus.

Treatment would consist of topical antiseptic creams or
soap such as hibitane or topical antibiotics such as fucidin or
bactroban. If severe or extensive an oral antibiotic of the
tetracycline class may be indicated.

Furunculosis (boils)

This is a deep necrotic infection of the hair follicle. It
is caused by staph. aureus. It is uncommonly associated
with underlying immune conditions such as diabetes.
Recurrent boils may be associated with carriage of the
staphylococcal organism in the nose of the patient or of
his family or work associates.

Treatment would include lancing of the abscess if
necessary and the indicated antibiotics would be
cloxacillin, flucloxacillin, erythromycin, or first-genera-
tion cephalosporins which are likely to be beta lactamase
resistant.

Topical creams include bactroban and fucidin. Nasal
swabs from the patient and his family may yield staph
aureus in which case fucidin or bactroban should be used
intranasally.

Carbuncles

Unlike boils carbuncles are almost invariably associat-
ed with underlying diseases such as diabetes and this
should be investigated. Penicillinase resistant antibiotics
are the indicated treatment.

Impetigo and Ecthyma

Impetigo
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Impetigo is an infection of the superficial layers of the
epidermis with the pyogenic organisms streptococcus or
staphylococcus or both. It often occurs in children, espe-
cially on the face and as its name implies, it is extremely
infectious. Treatment involves topical or oral antibiotics.
In view of the fact that the staphylococcal organism is
often found in these lesions penicillinase resistant antibi-
otics would be preferred. Ecthyma or “veld sores” is a
similar infection but sited more deeply and penetrating
the dermis. It therefore leave scarring upon healing. It
often occurs on the legs . Treatment is the same as for
impetigo.

Ecthyma

Erysipelas and cellulitis

Erysipelas and cellulitis are caused by Lancefield
group A streptococci. In children it may be caused by
H.influenza.

Erysipelas affects the dermis and is characterised by a
tender diffuse red swelling with a defined edge. It may
blister. It often occurs on the face.

Cellulitis affects the dermis and the subcutaneous tis-
sues and is therefore less defined. It often affects the
lower legs and may be associated with venous insuffi-
ciency. It may have to be distinguished from deep vein
thrombosis in this site. Cellulitis may be recurrent and
causes lymphatic damage.

Complications caused by the spread of this organism
may be severe. They include myositis, necrotising fasciitis
and abscesses. Spread from orbital cellulitis may result in
meningitis or cavernous sinus thrombosis.

The organism may be cultured from blister fluid or
possibly a throat swab.

In severe cases, treatment includes admission to hos-
pital and intravenous penicillin. If less severe, oral antibi-
otics may be used.

Viral infections:
Warts ( HPV infection)

There are at least 55 different serotypes of the Human
papilloma virus. Type 1 is associated with plantar warts
and 16 and 11 with genital warts. Types 16 and 18 are
premalignant. It spreads through direct or indirect contact
and the infectivity is high especially in genital warts.

It is important to differentiate plantar warts from cal-
losities (corns). To do this the lesion should be pared

down with a scalpel blade. Warts are characterised by
small bleeding points or black dots which are thrombosed
capillaries. Callosities on paring demonstrate a smooth
yellow uniform appearance that is the thickened keratin.
They may have a central keratin core that is well described
by the Afrikaans name for callosity i.e. “liddoring”.
Workers who wear ill-fitting and heavy boots are far more
likely to have corns than warts and treating corns inap-
propriately will aggravate the problem.

Because warts are caused by a virus they are eventu-
ally self- limiting and will spontaneously resolve once the
body’s immune system is stimulated. Overtreatment must
be avoided. In the past, severe and often crippling defor-
mities have been caused by radiotherapy and removal by
surgery or cautery causing scarring. On the soles of the
feet this scarring may predispose to the development of
painful callosities.

Thus treatment includes an explanation as to their
self-limiting nature. Spread should be prevented by cov-
ering the warts with a plaster if communal showers are
used. Conservative topical applications such as duofilm
with detailed instructions as to its use over a period of 3
months, posalfilin and 3% formalin soaks are useful and
often effective. Saturated solution of monochloroacetic
acid may be applied by the doctor but this may cause
severe pain. Cryotherapy (liquid nitrogen) may be applied
if available. Removal with curettage and light cautery
under local anaesthetic is in my view the best treatment.
Genital warts are treated with podophyhyllin or cautery
under general anaesthetic.

Herpes zoster and varicella

Varicella or chickenpox represents the primary infec-
tion with the herpes varicella virus. Herpes zoster or shin-
gles is a reactivation of the virus, which in its latent form
resides in the dorsal root ganglion of the spinal cord. On
reactivation the virus travels down the nerve and infects
that area of skin that the nerve supplies. The manifestation
of the infection in an individual depends on the state of his
immunity. A fully immune person will not develop the
infection at all. A non-immune individual will develop
chickenpox and a partially immune person will develop
Herpes zoster. Herpes zoster may affect anyone including
children, but nowadays is commonly the presenting con-
dition in HIV-infected individuals.

Clinically the individual lesions are umbilicated blis-
ters. In chickenpox they are distributed on the face and
body and are found in varying stages of development. In
herpes zoster the lesions are grouped according to the
dermatome supplied by the particular nerve and thus
characteristically are unilateral and do not cross the mid-
line.

If the trigeminal nerve is affected the blisters will
occur on the face and may involve the eye. Both varicella
and herpes zoster are self-limiting and do not necessarily
require treatment. Complications may arise and suggest
that treatment with the newer antiviral agents is indicated.

Chickenpox occurring in an adult may be complicated

Occupational Health SA July/August 1999 35



imary Health Care

by pneumonia and herpes zoster, especially in old people,
and may cause post-herpetic neuralgia. If infection is con-
tracted in early pregancy it may result in foetal abnormal-
ities, and perinatal infection may result in severe systemic
disease in the neonate.

In HIV-infected people the herpes zoster may be
severe and recurrent. Treatment in high risk patients con-
sists of the antiviral agents acyclovir, valacyclovir and
famcyclovir. Vaccination is available and in high risk
neonates specific immune globulin may be used. In her-
pes zoster the oral treatment needs to be started within 72
hours after onset of the first symptom.

Herpes simplex

Herpes simplex

Type 1 and type 2 herpes virus cause a similar picture
and may overlap. Generally the type 2 virus is the cause
of genital herpes and is venereally transmitted.

As with the varicella zoster infection, the primary
infection varies in severity from a mild subclinical infec-
tion to a severe ulcerating form. This in the type 1 form is
likely to be a gingivo-stomatitis and probably in child-
hood. In the type 2 form the primary form is likely to be
in the ano-genital area and occurs after puberty.

During the latent phase the virus lies dormant in the
sensory ganglion of the nerve that supplies that area of
skin which was initially infected.

Triggering factors which would provoke a recurrence
include menstruation, a fever, or sun-exposure. Typically
recurrent type 1 infection occurs on the lip and results in
the well-known fever blister or cold sore. It may however
occur on any site of the body. The type 2, as is well
known, mainly affects the ano-genital area.

The recurrent infection is usually mild and self-limit-
ing after about one week. Complications will occur in
immune-suppressed individuals and AIDS patients may
develop severe non-healing ulceration. Eczema her-
peticum oceurs in people with severe atopic eczema and
the infection becomes generalised but confined to the
skin. Primary infection of the mother or the neonate dur-
ing the peri-natal period may result in severe systemic dis-
ease. The baby may become infected during vaginal
delivery if the mother has an active infection.

The diagnosis is easily made on viral culture and the
result is available within 2 days. The correct viral trans-
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port medium needs to be obtained from the laboratory.
Cytology can also yield a rapid answer (Tzanck smear). In
this procedure the blister is gently opened and a scraping
taken from the undersurface of the roof of the blister. The
scraping is smeared onto a slide and fixed with the Pap
smear fixative. After H&E staining the typical giant cells
with “ground glass™ nuclei can be identified. Serology
can be done and a positive anti-herpes IgM antibody will
point to a recent infection. Tests can distinguish antibod-
ies against the type 1 infection from those of the type 2 or
genital type.

Many of the type 2 infections are subclinical and
transmission occurs unbeknown to either of the sexual
partners. This has distressing psycho-sexual implications
for the genital herpes carrier and therefore influences
choice of treatment.

Treatment is usually symptomatic only. The antiviral
ointments are probably not really effective because they
are not absorbed into the skin. However zovirax ointment
is available. The oral treatments include Famcyclovir ,
acyclovir and valcyclovir. In severe and frequently recur-
ring infections oral treatment is indicated. It may be pre-
scribed as a 5-day course and the tablets must be started
very soon after the onset of the first symptom. It may also
be used prophylactically. This would be indicated if the
patient is having numerous and severe recurrent episodes
of infection, or perhaps if one partner is infected while the
other is not. Prophylactic treatment involves a lower dose
of the oral antiviral agent but over a period of about one
year. This is expensive.

Molluscum contagiosum

[

Molluscum contagiosum

This is a viral infection caused by a pox virus which is
one of the largest viruses. It occurs mainly in children and
babies, but can occur in adults and especially in HIV
infection may be extremely florid.

The lesions consist of papulo-nodules with an umbili-
cated centre which contains cheesy material. They occur
in the groin and inner aspects of the thighs and upper arms
but may also occur on the trunk. As their name implies
they are infectious from one area of the body to another
and from one person to another.

Treatment involves destroying the lesion, either with
light cautery, cryotherapy, or curetting the umbilicated
centre.
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Parasitic infestations
Scabies:

Scabies

Scabies is caused by the human mite, Sarcoptes scabiei
var hominis. “ Mange” is the canine equivalent.

The transmission is direct and spreads amongst mem-
bers of a family, amongst children at school, and venere-
ally. The mite may also be picked up from unwashed
sheets or clothing,.

Infection with this parasite is an occupational hazard
of nurses and doctors especially in old age homes or other
institutions. Infected workers may be a source of infection
to others if they work in close physical contact with one
another.

The incubation period is between 3-4 weeks.

Clinically it is characterised by severe itch and it is
known as “jollie juk” and * lekkerkrap.”

Suspect scabies if more than one family member is
itchy.

Small itchy and excoriated papules are typically distrib-
uted between the fingers, the anterior aspects of the wrists,
the posterior aspects of the elbows, the periumbilical area
and the nipple area, and in the male on the penis and scro-
tum. In the genital area the lesions may be nodular.

On close inspection the pathognomonic “burrows”
may be seen. These represent the track that the female
mite makes as she burrows into the epidermis where she
lays her eggs. A skin scraping can be done, and if skilful-
ly performed, the female mite together with several ova in
varying phases of development can be demonstrated
microscopically to the horrified but impressed host!

Complications occur as a result of the severe itch and
resultant scratching. They include impetigo and eczemati-
sation of the skin.

Normally between 8-10 female mites only account for
the infection. In Norwegian scabies the patient is infested
with thousand of mites. This type of infection may be
found in immuno-suppressed people or mentally retard-
ed people in institutions and they are a source of potential
infection to their carers.

Various treatments are available but specific and care-
ful instructions must be given to the patient as to their use.

* Tetmesol soap should be worked into a lather and left

on the skin for 12 hours. This should be repeated twice.

It is related in structure to antabuse and so your patient

should be instructed not to imbibe alcohol for a few

days.

* Benzyl benzoate (ascabiol) is applied to the skin
overnight for 3 days only. It is unpleasant and irritating.
It may cause eczema and therefore perpetuation of the
itch even though the mite has been effectively
destroyed.

* Quellada lotion or gamma benzene hexachloride is
effective and non-irritating and is used as a single 24
hour application. It should be re-applied after one week
if the itch persists. In small children it should be applied
for only 6 hours.

+ Malathion 0.5% in water is available in the UK. but not
in South Aftica.

* Permethrim 5% cream should be applied for three con-
secutive nights.

* 5% sulphur in aqueous cream. This must be applied to
the whole body for three nights consecutively. It is the
preferred treatment in pregnant women and small -
babies since the previous medications have not been
proven to be safe in pregnancy or early infancy.

- N.B. Care must be taken to explain to patients that
clothes and bed linen may be infested with the mite
and that these should be washed and hung in the sun.
Blankets, duvets and mattresses should be exposed to
sunlight to kill the mite. Boiling is unnecessary.

- Secondary infection and eczema should be treated
with antibiotics and a dilute topical steroid cream.
Warn your patient that the itch may persist after the
mite has been destroyed because of the ongoing aller-
gic reaction.

« Ivermectim is an oral drug that has been used for years
by vets for the treatment of mange in dogs (but not col-
lies in whom it causes hepatitis). It has been supplied
free of charge by the drug company, Merck Sharpe and
Dome, to the W.H.O. which has organised the treatment
of millions of people in West Africa at risk of the dis-
ease River blindness. It is taken as a single oral dose and
is safe and effective. It is available on a named basis but
has not yet been registered.

Humans can be affected by animal mites such as the
sarcoptic mange mite. It is rare for this mite to take up res-
idence on a human. The cheyletiella mite may infest dogs
or cats and bite humans. Bird mites may be a problem as
well as harvest mites in old stored grain or straw. These
may cause itchy rashes in workers exposed to infected
animals or products.

Lice

Three different species of lice cause three different
infestations in humans.

Pediculus humanus capitis is the head louse well
known to all with children at school no matter the social
class or level of enthusiasm for cleanliness.

Pediculus humanus humanus is the body louse. This
actually infests clothing rather than the wearer and is
related to hygiene and the availability of water and soap.
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This louse is responsible for epidemic louse-borne fever.
Treatment would be to disinfect all clothing. Infestation
with this louse is associated with poverty, homelessness
and displacement in warfare,

Phthirus phthirus is the crab louse and is spread vene-
really. It may infest the eyelashes.

The treatment involves insecticides such as quellada ,
malathion and permethrim . Resistance to medication is
becoming a problem. Soaking the hair in liquid paraffin
and using a nit comb sometimes works.

Although this would not be regarded as an occupa-
tional disease certainly lice are a common problem and
would present to an occupational health clinic.

Cutaneous larva migrans
(sandworm)

Cutaneous larva migrans

This is caused by the larva of the dog hookworm. Eggs
are deposited in dog faeces in sand. They hatch into larvae
that will penetrate the skin of a human. However the
human is a dead end host. The larva therefore migrates in
the dermis to give rise to the typical serpiginous inflamed
swelling before being destroyed and reabsorbed by the
host.

The treatment is Albendazole 400mg daily for three
days.

Conclusion

Although these infections may not be primarily con-
tracted in a workplace setting, they are common and
would certainly, at one time or another, present to occu-
pational health nurses and doctors. They should be recog-
nised, diagnosed and usually treated in a primary health
care setting.
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The Compensation for Occupational Injuries and
Discases (COID) Training Project arose out of a
common concern about the under-reporting and
the quality of reporting of occupational injuries and
diseases. Particular problems identified were the

lack of knowledge about the obligations to report

and assist patients with compensation claims and the
correct reporting procedures. Under the provisions
made in the Compensation for Occupational
Injuries and Diseases Act (Act 130 of 1993), the
Compensation Commissioner granted funding to the
South African Society of Occupational Medicine
(SASOM) to develop a training programme and to
train 2000 South African medical practitioners
within a period of one year. SASOM undertook to
provide the training at various centres around the
country.

The project started in July 1997 and a decision was
taken by the SASOM Executive Committee to end
Phase 1 of the project at the end of January 1999. By
this time, SASOM trainers had succeeded in training
1 456 doctors. '
SASOM and its Executive can look back on 20
months of hard work. The project proved to be the
highlight of the Society’s 50th Anniversary. The
feedback from delegates has been very positive and
medical practitioners and other health professionals
agree that there is a significant need for this training.

Introduction

There is concern about the under-reporting of
occupational diseases as well as the quality of report-
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ing of both occupational injuries and diseases under
the COID Act. Figures from the Compensation
Commissioner show that in 1991 there were 185 725
cases notified whilst for the 1997 year, the total num-
ber of claims had increased to 263 340. In 1991, there
were only 104 cases of industrial (occupational) dis-
ease compensated i.e. a rate of 0,06% of total notifi-
cation - in comparison with the1997 year when there
were 3 615 cases of occupational disease submitted
for compensation i.e. a rate of 1,4% of total notifica-
tions.

The notification of the 1997 cases submitted for com-
pensation included:

1903 cases of noise-induced

hearing loss
605 cases of major depression/post
traumatic stress

388 cases of dermatitis

250 cases of asbestosis/silicosis

231 cases of tuberculosis

184 cases of occupational asthma
54 cases of mesothelioma

The increase in notification of occupational dis-
eases can be ascribed to the introduction of the
Occupational Health and Safety Act as well as the sig-
nificantly higher profile that noise-induced hearing
loss has had. However, compared to developed coun-
tries, the number of notifications of occupational dis-
eases are grossly under-reported.

As a result, SASOM undertook a project - with
financial and other assistance from the Compensation
Commissioner - to train medical practitioners about
the reporting of occupational diseases and injuries.
The objective was twofold:

* To improve the under-reporting of claims, especially
occupational disease

* To improve the general quality of the reporting pro-
ceedure

A target of 2 000 medical practitioners or 6-7% of
doctors in each province was set.

Training manual

A comprehensive fraining resource manual was
developed using documentation and input from the



office of the Compensation Commission, the National
Centre for Occupational Health and the executive
committee of SASOM. Several individuals gave com-
ment and reviewed the contents before the manual was
printed. This manual was given to all medical practi-
tioners who attended the training courses.

Universities have subsequently included the COID
manual as part of their curriculum for post-graduate
studies for the Diploma in Occupational Health
(DOH).

Trainers

All trainers themselves underwent training in all
aspects of the COID training programme and the man-
ual. SASOM’s three regions were invited to submit
names of members interested in becoming trainers.
Only five names were returned and, as a result, four-
teen additional SASOM members and one non-mem-
ber were approached. Finally, the project was carried
out by eleven trainers.

Marketing of training
sessions

The project was announced through advertise-
ments in Occupational Health Southern Africa, the
Medigram and over the SAMA network by e-mail to
all subscribing practitioners. As a result, 74 inquiries
were received from around the country. Attendance at
a training session was free of charge to the doctors
and they were promised a manual and a certificate
for attending. They would be required to supply their
HPCSA number and if applicable, a practice number.
The target audience included all registered medical
practitioners. However, registered chiropractors, den-
tal practitioners, osteopaths and homeopaths were
permitted to attend provided they had dealings with
the Compensation Commissioner.

The market was split into ‘soft” and ‘hard’ groupings.
A “soft’ group was a captive audience, for example,
students attending a DOH or Family Medicine cours-
es. ‘Soft’ groups offered only minimal marketing
costs for SASOM and this sometimes included cov-
ering the cost of teas and venues. 300 doctors were
trained in this way. ‘Hard’ groups were those where
SASOM would have to spend money on marketing,
This usually consisted of sending invitations (by fax
approximately 2-3 weeks before the session) to doc-
tors living in the vicinity of a training session.

Names and fax numbers were obtained from the
SAMA database for a fee or at no cost from private
hospital lists or from the telephone directory. It was
found that the South African Medical Association’s
database was less than 70% accurate in terms of both
numbers and details. So, apart from the Gauteng
area, this was only used on a few occasions. The rea-
son for using the SAMA database rather than the
telephone directory was that the directory often did
not list the fax number, necessitating two calls and
extra expense.

There was an average 10% response rate to these
invitations and approximately 66% of those who
accepted the invitation actually turned up. There was,
however, quite a variation regionally. For example, in
Pietermaritzburg, 255 invitations were sent out, 59
accepted and 45 attended (almost 20%), whereas in
Florida 460 were invited, only 18 accepted and 17
(less than 4%) were ultimately trained. In general,
response rates in Gauteng were poor.

Results

Table 1 shows the number of sessions offered in
each province and the number of delegates who
attended each session.

Table 2 shows the percentage of doctors (general
practitioners and specialists) working in each
province who have been trained. The percentages are
based on the distributions contained in the HPCSA
register for September 1998 and, of course, the details
contained in the register do not always accurately
reflect where a doctor is practising. Nevertheless, it
gives an idea of the penetration of the project in each
province. The small numbers of non-medical trainees
(dentists, chiropractors etc) have been excluded:

The target was to train 6 - 7% of the doctors in
each province. The result in Gauteng was disappoin-
ting in view of the intensive marketing campaign in
that province which is estimated to have reached at
least 70% of all doctors, mainly through personal
invitations. Gauteng doctors were offered 29 training
sessions at 9 different sites. Sessions were offered
during the afternoons, in the evening and on various
days of the week. The result is especially disappoint-
ing in view of the high concentration of industries in
the province. The number trained in the Western Cape
is also low, however, a contributing factor may have
been that effectively there were only two trainers and
one trainer was not available for most of the time due
to pressure of work.
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Table 1
Province | Town ‘Session | Attended
Eastern Cape 5 151
East London 1 35
Mossel Bay 1 13
Umtata 1 40
N . | Port Elizabeth 2 63
Northern Cape 3 ‘ 17
Kimberley 1 6
Springbok 1 2
| Upington 1 9
Western Cape 15 151
Cape Town 10 67
Moreesburg 1 7
Paarl 1 10
Stellenbosch 1 22
Tygerberg 1 | 35
| Worcester _ 1 i 10
Free State 4 ' 77
Bloemfontein 2 32
. | Welkom 2 38
Gauteng 29 ] 523
Benoni 1 46
Carletonville 1 12
Florida 1 17
Garankuwa 1 12
Johannesburg 15 253
Pretoria 9 | 173
| Vanderbijlpark = 1 | 10
Kwazulu Natal 16 326
Durban 11 229
Estcourt 1 10
Ladysmith 1 14
Newcastle 1 14
Pietermaritzburg 1 45
B | Richards Bay 1 14
Mpumalanga 4 119
| Middelburg 1 48
Nelspruit 1 26
| Secunda 1 34
. ~ | Witbank 1 o
Northern 3 62
Province Phalaborwa 1 l 10
| Pietersburg 2 | 52
North West 3 i 37
Province | Klerksdorp 1 | 14
| Potchefstroom 1 12
, ' Rustenburg 1 ‘ A1
Grand total 82 1456
Table 2 :
Provincea Percentage (%) of
bR doctors trained
Eastern Cap S 52
Northern Cape 6.4
Western Cape 2.0
Free State 27
Gauteng 4.4
Kwazulu Natal 6.9
Mpumalanga 25.7
Northern Province 9.7
North West Province 4.6
Total 438
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Accreditation

SASOM held a full-day seminar on 30 July 1999
at the CSIR. This was well attended by other health
professionals, such as occupational health nurses as
well as management and administrative staff of vari-
ous companies. 7 Accrediatation points have been
allocated by SAMA.

The society will also hold similar accredited sem-
inars in Natal, the Western Cape and the Eastern Cape
during the year 2000.

Conclusion

The number of cases of both occupational diseases
and injuries will continue to increase in the future and
due to the complexity of the notification process and
the various forms that are required to be completed,
on-going training of medical practitioners is essential.
It is also important that this training should be
expanded to other health care professionals such as
occupational health nurses who also play an impor-
tant role in the notification procedure.

However, it is difficult to establish how effective
the actual training has been and whether those doctors
who have been trained process claims more quickly
and accurately and whether they report a greater num-
ber of occupational diseases and injuries. The
Compensation Commissioner has indicated that she
will attempt to assess this aspect.
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Accurate noise measurement and determination of
noise levels within the work environment is a crucial
part of control. Without accurately measured noise
levels, correct absorption materials or adequate
personal protective equipment cannot be selected. This
could result in waste of money on inferior absorption
material or selection of personal protective equipment
that does not adequately reduce noise levels with noise
reduced hearing loss as the outcome.

Background

Noise levels in most of industry worldwide are usual-
ly of such a nature that it could lead to hearing loss or
specifically noise-induced hearing loss. There are three
possible scenario’s with regard to hearing loss, i.e.:

» Conductive hearing loss which is the result of a “mal-
function” in the outer or middle ear. This type of hearing
loss is very rarely brought on by exposure to noise

» Natural hearing deterioration with increasing age

* Noise-induced hearing loss brought about by damage or
change to the hair cells in the inner ear. Exposure to
intense noise levels or long-term exposure to high noise
levels causes these changes.

Exposure to high noise levels can also produce other
effects such as:

» Tinnitus, which is a ringing, or buzzing sound heard by
the affected person. This often accompanies noise -
induced hearing loss

» Irritation and annoyance, i.e. the monotonous noise pro-
duced by a vibrating loose panel of an airconditioning
unit in an office environment. This type of continuous
background noise can easily lead to irritation and
annoyance.

There are a few control options for reducing or remov-
ing noise levels in the work environment. These include:
» Control noise levels at the source
» Control noise along the transmission path
* Reduce the exposure time of the workforce by imple-

mentation of administrative control measures

» Control noise exposure at the exposed persons through
provision of personal protective equipment as a last resort.

In order to implement the above control measures we

would need to know what the noise levels are. For insula-
tion purposes or for the use of absorbent materials it is
imperative to know the sound/noise characteristics and
this can only be obtained through monitoring. The same
applies for the selection of adequate personal protective
equipment. You would need to know the noise level in the
work environment in order to select protective equipment
with a sufficient noise reduction rate to ensure adequate
personal protection.

Monitoring noise exposure

SABS 083 of 1996 - “Measurement and assessment of
occupational noise for hearing conservation purposes” is
the method used for monitoring purposes in the South
African industrial environment and it includes specific
audiometric test and monitoring equipment requirements.

Specific instrumentation would include an integrating
sound level meter that complies with requirements speci-
fied for a type one instrument in IEC 651 and IEC 804
and as an in-house calibration source a sound calibrator
that complies with the requirements prescribed for a type
one calibrator in IEC 942.

Preparation for a noise exposure assessment would
include:

* Obtain/draw floor diagrams of the area intended for
measurement and indicate all equipment and noise
sources on the plan

» Ensure the instrument’s annual calibration is still valid

* Perform a pre-survey calibration of the sound level
meter

* Carry out a “scanning” survey of noise levels in the
entire measurement area, using short-duration LAR,T
measurements

» Identify work areas where the noise rating levels LAR, T
exceeds 85dB. Draw boundaries in on the floorplan for
those areas where the noise rating levels were in excess
of 85dB(A)

Note that this is not a noise survey but rather a pre-
liminary noise survey.

Once properly prepared, a comprehensive assessment
of the measurement area would be conducted as follows:

» Carry out detailed surveys in each identified area where
the rating level was above or equal to 85dB(A) during
the “scanning” survey

» If there is only one person in the work environment that
will be exposed to noise then place the sound level meter
microphone at the approximate position of the person’s
ear which is closest to the noise source

* For larger arcas where the average exposure should be
determined, ensure that the microphone is 1,5 m above
floor level and at least 1,2m away from any surface that
may reflect sound

+ There are also alternative measurement positions where
the microphone height is prescribed for sitting and
standing persons. This may be the more accurate route
to follow with regard to personal exposure

« It is important to ensure that the noise levels measured
relate to normal operating conditions. There may be
some maintenance work in the area that does not form
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part of the normal exposure of employees in the area. level, in decibels, within a specified time interval T, that

This can be corrected by ensuring that the measured is representative of the noise in the working environ-

noise is at least 10 dB higher than the interference. If ment

the levels are below that, corrections need to be made to * Windscreen - a fitting, supplied by the soundlevel meter

the measured levels as per table 1 of SABS 083 of 1996 manufacturer that fits over the microphone to reduce
* Most processes either have cycles or may be continu- influence of air movement on readings.

ous. This needs to be determined beforehand to ensure .

that measurement represents a true reflection of expo- Co n CI usion

sure. It would be utterly useless to measure noise levels Industry noise levels can and does cause noise-

in a plant area during a quiet cycle of the process. induced hearing loss in many who are subjected to this

Communication with plant personnel in this regard is noise over extended periods of time. Manufacturing com-

important panies and mining houses could do much to minimise this
*Always perform a post-survey calibration on the instru- problem which affect almost all workers - even those in

ment. If there is a difference of more than one dB from office environments! The above suggestions could be fol-

the pre-survey calibration level the readings should be lowed to measure noise levels in everyday working envi-

ronments and then implementing changes to alleviate
problems at the source. Noise problems should ideally be
considered at the time of installation of machinery, plan-
ning of buildings, or preferably right from the design
stages of industrial processes.

regarded as non-representative and repeated.

Note: Make use of a windscreen during all measure-
ments as any air movement could influence the results, It
is also good practice to measure wind speed throughout
the monitoring process, as wind speed above 5m.s” will

influence the readings irrespective of the windscreen. If
the wind speed is above 5m.s" at any time during the Refe rences
assessment, measurement should be postponed. 1. SABS 083 of 1996 “The measurement of assessment of occupa-
tional noise hearing conversation purposes.
: . = 2. SABS 0103 of 1994 “Measurement and rating of environmental
Other Issues for COHSIderatlon noise with respect to annoyance and to speech communications™.
* Noise measurement and zoning should be repeated at 3. University of Portsmouth, “Physical agents Part 2 - noise measure-

regular intervals. Any changes in the process or equip- peni Forsment, 1500,

ment should also result in re-assessment of the noise
levels in the area

« It is good practice to consider the maintenance plan or
schedule for a specific area, as this will also be an indi-
cation of a possible rise in noise levels

* Carefully consider installation of new machinery. The
supplier’s specification may indicate that the noise levels
for a specific machine is below 85dB. However by
installing two of the same machines in one area where the
supplier indicated the noise level to be 83dB will result in
a noise level of 86dB and a doubling in sound power.

SABS 0103 of 1994 - “Measurement and rating of

environmental noise with respect to annoyance and to

speech communication” is generally used for determining

the influence of noise levels coming from a factory would

have on the surrounding community with regard to distur-

1:%

OHM for Windows- an Occupational Health Management
Software package for Windows 3.1 & 95, with over 8 years
experience in the Occupational Health field.

OHM for Windows comprises :

bance. SABS 0103 of 1994 can also be used to evaluate the PRIMARY HEALTH CARE (INCLUDING DISPENSING MODULE)
influence of low noise levels on speech communication INJURIES ON DUTY/OGG DISEASE (INCLUDING COID)
within the office environment. INJURIES OFF DUTY
OCCUPATIONAL HEALTH - MEDICAL SlgléEENIN(é OF
it i EMPLOYEES BY HAZARD AND AREA ( DIN
Abbreviations, definitions and PRE-EMPLOYMENT, ANNUAL AND EXIT MEDICALS)

explanations E:\pl\\;:\[\' PLANNING
* Noise reduction rate - The amount, in decibel, by which SHSETERE

noise is reduced REPORTS, STATISTICS + GRAPHS
* Type one sound level meter - A sound level meter that

complies with the IEC specification OHM for Windows offers:

* IEC - International Electromechanical Commission TRAINING & SUPPORT IN MOST MAJOR CENTRES
* Type one calibrator - An external acoustic calibrator USER GROUP MEETINGS & NEWSLETTERS
that complies with the IEC specifications HOTLINE TELEPHONIC SUPPORT

e M.s"- meters per second GONTINUAL ENHANCEMENTS TO OHM

+ dB - decibel, the unit for measuring noise
* LAR,T - rating level - The value of the impulse-correct-
ed equivalent continuous A-weighted sound pressure

For more information on OHM for Windows contact:

UMMM shona Bettison - Dasys 082 552 7753 /(021) 783-1234
O ASSY S  Clive Bradley - Graphic Data Systems (031) 465-8268

O AT e ©€ - Linda de Beer - Julinze 082 651 7109
N W
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Has never been easier

TREMETRICS AUDIOMETERS WITH WINDOWS-BASED SOFTWARE

Innovative
software for
faster results

Time-saving
hearing testing is
guaranteed.
Every Tremetrics
audiometer
contains
propriety
programming
w h i ¢ h
dramatically cuts

test time while
maintaining the |

accuracy and
validity of the
results. The
audiometer
continuously
analyzes,
responses, then
presents tones at
levels closer to a

subject’s hearing |
threshold levels. |

Tests can be
completed in as

little as three

minutes. Have '
hard to test|
subjects? An
“adaptive” mode
allows a longer |
response window |
and minimizes

the need to switch |
to manual testing, |

RA'S/437/0799

oy

Digital Screening Audiometer.

RA 300 digital screening audiometer from Tremetrics.
The unit is affordable, requires minimal operator

training and provides valid hearing test results -
automatically.

*  Microprocessor Audiometer.

‘The Tremetrics RA 500 has a versatile, touch sensitive
alphanumeric keyboard, which allows the user to enter up
to 25 customised test questions as well as Company name

and location, subject names, etc. This unit will store up to \ 0\ ;
.400 audiograms. A built-in printer, intercom and dual '
RS 232C interface are standard features. 7 -
(- -]
===
B

| Group Audiometric
Testing System.

The Tremetrics RA 600 fully automatic system
provides a one to ten person testing capability in the
space required by a single audiometer. The complete
audiometer is controlled and monitored'by a
Personal Computer on which all results are
stored and categorised using our special
software programimne.

Group Audiometric Testing System.

« Integrated Windows® - based software / i

audiometer package. | :
* Increased productivity - one operator can ' g s
simultaneously manage eight tests. ' .

* Fewer retests - advanced software adapts
automatically when testing difficult subjects.

» Individual and group audiogram printouts.

» Interfaces with popular Hearing Conservation
database software programmes. |

RA 650 saves time and money.

Tremetrics RA 650 can test as many as 48 people

per hour (with an 8-channel system). It can be

easily operated by one person which substantially.

reduces overhead costs.

F01 nore mformatlon and advice on which Aud1ometer i8 nght for you contact:

Amtronix (Pty) Ltd
P.O.Box 630, Bedfordview, 2008 ¢ Tel: (011) 622-1743 = Fax: (011)622—1306
E—mall dmuomx@lafnca .com
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Online OHS
Training

David W Stanton®, Frank Fox8,

Hans van der Merwe®
NCOH'; Mondi Ltd.5; Polifin®
Occupational Health SA 1999; Vol 5, No. 4: 46 - 47

There is a large number of short courses in occupa-
tional health and safety (OHS) that can be accessed
online via the Internet. This form of education and
training is rapidly expanding. In 1998 an MPH in
Occupational Health and Safety Management was
introduced by Tulane University, USA, and is
offered via distance learning using the Internet
(http://caeph.tulane.edu/mph_occupational _health.htm).

The WHO sees the new information and communication
technologies creating unprecedented opportunities for
human development, particularly in education, and has
published several online public health lectures.

Through the Internet, high quality learning opportu-
nities can be made available to many people, in many
locations, on a 24-hour basis.

This second NetPage provides a list of sites pro-
viding free online OHS and related education and
training and training material. You can easily access
the listed sites through World Links (Online Training
page) at. ASOSH.ORG (http://www.asosh.org).
Additional OHS and related sites for Kids, Students
and Teachers are also listed at ASOSH.ORG.

The next issue of the NetPage will cover impor-
tant OHS sites (which will also provide extensive
education and training resource material). We look
forward to your comments and suggestions for the
NetPage.

Agrlcultural Safety

AgSafe Agrrcultural Safety Training Materials (http Iiwww.cdc. gov/n|oshlnasd/docs/ashome html) The Natronal Ag Safety Database USA.

Farm Safely & Health Information Clearinghouse (http://www.bae.umn. edu/~fsl) Unwersny of M|nnesota USA.

Chemical Safety

Chemlcal safety (http Iwww.ilo. orglpubllclengllsh!90trava|/0|slchem|calsafety html) ILO. Safe use of chemicals at places of work, classifi-
cation systems for the labelling and transport of dangerous goods, reading and use of chemical safety cards, basic overview of toxrcology

Hazardous Materials Transportation Training Course: Air and Hrghway (http://www.text-trieve.com/tsi/) U.S. Department of Transportatron

Pesticide Education Resources (http:/fianrwww.unl. eduhanr/patfephome htm) University of Nebraska-Lincoln, USA.

Pestrcrcle and Environmental Stewardship (http://pep.wsu.edu/) Washmgton State Unwersrty, USA.

Ergonomrcs
Computers and Eye Strain (http: [hwww. eyenet org!pub |c/taqs/computers faq html) American Academy of Ophthalmology
Ergonomrcs (http: [hwww.inform.umd. edu/des/erg/index.html) University of Maryland, USA.

Ergonomics Guidelines (http:/iwww.lb.utexas.edulPubsetfiquidelines. html) University of Texas, USA.

Ergonomlcs Program (http I, vrrgrnra a.edu/~enhealth ERGONOMICS/toc. html) Unlversrly of Virginia, USA.

Occupatlonal and Environmental Health

Carbon Monoxide Learnmg Site and Lead Learning Site (http://www.njpies.org/) New Jersey Poison Information and Education
System (NJPIES), USA.

Environmental Management (http://www.es.lancs.ac. uk/esfpeople/teacn/sjl.’env11'1ll57l\ll/111 html) Lancaster Uni\rersity, UK.

:Enéie)t; of 'I};ea;:{(rmg Resources in Occupational & Environmental Health (http://www.med.ed.ac.uk/HEW/alpha.html) University of
inburg
Educational Resources (hitp:/iwww.med.ed.ac.uk/HEW/links/educatn.html).

Indoor Air Qualrty (http Ihwww.he-sc. gc calehp/ehd/bch/air qualrly/mdoor air. htm) Health Canada

Ozone via Cartoons (http: I, unep orglozone/cartoons!) UNEP Ozone Secretariat.

Supercourses (http'/lwww who.int/peh-super/othlecfindex. html) WHO Leotores on arsenic, health telematlcs lrn'dooriair and Legionellosis.

Workplace Health: A Professional Development Programme (hitp:/imww.med.ed.ac.uk/HEW/wh/default. htm) Health Education Board
for Scotland (HEBS), UK.

Workplace Health (http:llwww.wearwork.co.uk/control/pro.html) Wearsioe;el-l_ealtlry Workplace, UK.
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OHS - General

Abrasive Blasting Training Manuals (http://www.chm.msu_edu/oem/index.htm) Michigan State University, USA. Training manual and-
instructors manual with transparencies.

Education and Training (http://www1.safetyline.wa.gov.au/education.asp) SafetyLine Institute, WorkSafe Western Australia.
Information on OHS specifically designed for students, persons undergoing vocational training and young workers.

SafetyLineilrn;ﬁt{the Courses (http:/.’wWw1 .‘se‘lfétﬁkli_r;.\:\;é_.ésviédfiﬁstitdte/defau_I-tT;s_pS WorkSafe Western Australia. Wide variety of lec- )
tures available at two levels after enroliment: OSH Management Essentials and Advanced OSH Management.

OHS's Website for Youth (httpiwww.osﬁzigl.gov[.nszidzfindex.html) Safe-t.s-/. Net, Depaﬁment of labour, New Zealand. Includes: | fo'u.ghf
the Law, Back on the Farm, Workshops of Horror (with graphic pictures of disease or accidents), Brain Strain (computer generated
quiz).

Vl_é{baratory"Survival Manual (http:/lwww.virginia.-éduf;enhealth/guide-..html) Universify of Virgin_i.a, USA.

E)'ccupaiional Hearing Conservation Home Page (http://facstaﬁ.uww.edulbradleys}'aﬁahome.html) University of W{éaﬁﬁsin-Whi{éWét;f,
USA. Provides links to online resources.

Online Training Modules (http:/www.pp.okstate.edu/ehs/modules/home.htrm) Oklahoma State University, USA.

OSHA's Small Business Outreach Training Program (http:/.}www.osha:slc.gov/SLTC/smaIIbusiness.’index.html) us. Deparrtm'e'ntr of
Labour. Basic information about selected topics in OHS. The topic discussions are available in both HTML and PDF formats.
Overhead masters for presenting the topic and student handouts are available in PDF format.

OSHA L-c_nag-iﬁQ-Advi-sor -(hitp://www.osha-sic.govlSLTClloggingfadvisor/mainpage.htrhl).

OSHA Respiratory Protection Advirsrcrnrr”(rﬁbzﬁwww.osha«slc.goVISLTC/respireitofy_advisbr/mainpage.html).

OSHA Silicosis Advisor (http:/www.osha-slc.gov/SLTC/silica_advisor/body_mainpage.htmi).

Safety education (http://www.rospa.co.uk/safeeduc.htm) The Royal Soéiéty for the Prevention of Accidents (RoSPA), UK. Guides on: -
Minibus Safety, School Trips, Road Safety, Home Safety, Occupational Safety, Product Safety, Water and Leisure Safety.
Web-Based Trammi; Courses @ LLNL (http:/.'www-traihing.IInI.gov/wbt/) Lawrence Livermore National Laboratnijrri/.ﬁ[js?\/ariety of
OHS training courses for new employees plus refresher training.

www.Free-Training.com (Htt?);flii;\}vw.free-training.com/) USA. Courses available: Forkiift Operatic_)rm_ and Safety, Hazard -
Communication, Personal Protection Equipment, Back Safety and Hearing Conservation.

Toxicology

Introduction to Applied Toxicology (http://www.bio.hw.ac.uk/edintox/page.htm) The Edinburgh Centre for Toxicology (EdinTox), UK.

Tutorials (http://sis.nlm.nih.gov/tehip.htm): Toxicology and Environmental Health Information Program Slide, Demonstration of TEHIP
Databases, Toxicology Tutor | (Basic Principles) and Toxicology Tutor Il (Toxicokinetics), National Library of Medicine, USA.

Contact the authors at the following addresses: David W Stanton - davidw@ncoh.pwv.gov.za
Frank Fox - Frank_Fox@mbhs21.tns.co.za, Hans van der Merwe - polimed.merwe@cyberserv.co.za

Mobile
Occupational Health Services

(PTY)LTD

Services Available Nationwide
Medical Examinations
Hearing Tests
Lung Functions

TR : Vision Screening
Ly - All Occupational Requirements
On Your Doorstep

P.O. Box 145664 Bracken Gardens 1452 Tel: 082 443 7832 Fax: (011) 948-9569
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In this issue:

0 SORDSA reporting results.

O Health effects associated with indoor work
environment

0 Occupational lung disease in labour sending areas.

Unfortunately Dr Eva Hnizdo has recently left us to work
for NIOSH (National Institute for Occupational Safety
and Health) in the USA. However, she will continue to be
involved with SORDSA, and I am certain she will be a
valuable contact person, and strengthen the ties between
NIOSH and NCOH. Eva has contributed an article to this
issue on respiratory effects related to the indoor work
environment, as this is becoming a high priority research
area for NIOSH.

SORDSA’sresults were presented at the SA Pulmonology
Congress held at the Wild Coast from the 20th to 25th
March. SAPS has always been very supportive of
SORDSA, and I am grateful to have been given this
opportunity in which SORDSA received some valuable
exposure. The conference included a symposium on
current perspectives on occupational lung disease, and we
held a meeting for participants in the SORDSA
multicentre occupational asthma study at this conference.
Minutes of the meeting are available to those participants
who could not be present.

SORDSA exhibited at the Rand Mutual Assurance TB,
AIDS and Dust Conference, held on the 22nd April in
Woodmead, Gauteng. This proved to be an excellent
opportunity to introduce SORDSA to occupational health
practitioners in many different industries, including the
mining industry. This issue includes part two of thc
feature article in our January 1999 issue, on mining
related lung diseases in the labour sending areas.

SORDSA’s web site address is http://www.asosh.org/
Programmes/SORDSA /Sordsa.htm. ASOSH.ORG has
been listed in the top 50 OHS sites in the world, and is
well worth a visit by anyone interested in occupational
and environmental health and safety.

RESULTS FOR THE REPORTING PERIOD
OCTOBER 1996 TO APRIL 1999

After a slight delay with printing of the SORDSA
reporting books for 1999, reporting for the third year is
now well underway. Table 1 shows that 3760 cases of
occupational respiratory disease have been reported to
SORDSA since October 1996. Since October 1998, 504
new cases have been reported. Pneumoconiosis still
makes up the majority of cases (58.1%), but occupational
asthma is now the second most frequently reported
condition, increasing from 6.8% to 7.6% of the cases in
the last six months. Reports of inhalation accidents have
also increased, from 4.5% to 5.8% of the cases. Average
annual incidences per million are also shown in Table 1.

Table 1: Cases by Disease Group(ending 04/1999)

Disease Group N % Annual
Incidence
Pneumoconiosis 2184 58.1 21.5:*
Occupational asthma 287 7.6 12.6
TB and Pneumoconiosis 271 7.4 2.7%*
COPD and Pneumoconiosis 228 6.1 2:2%
Inhalation accident 218 5.8 9.6
Non malignant pleural disease 121 3.2 53
TB work related 120 3.2 53
Latex allergy 58 1.5 2.6
Mesothelioma 57 1.5 2.5
COPD 54 1.4 2.4
Bronchitis 44 1.2 1.9
Rhinitis 30 0.8 1.3
Lung cancer 26 0.7 1.2
Irritant reaction 24 0.6 1.0
Other 18 0.5 0.8
Byssinosis 14 0.4 0.6
Total 3760 100.0

* A denominator of 40 583 373 (total population of South Africa
according to 1996 census) was used for these diseases since the
population also included retired workers. For all other diseases, a
denominator of 9 113 847 was used (employed economically active
people). -

The mean number of cases per reporting membeiis
highést in the Northern Province (59.5), followed by
Gauteng (25.5), Western Cape (12.3), Mpumalanga (4.5),
and KwaZulu Natal (3.9). Figure 1 shows the proportion

of cases reported by province. Although most cases were
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reported from Gauteng, a large number of these cases
were actually from the Northern Province, but the
reporting doctor resides in Gauteng (see SORDSA News,
2 [4]: 3-4). Figure 1 shows that 5 out of the 9 provinces
report less than 7% of SORDSA’s cases.

Fig 1: Cases by Province (10/1996 to 04/1999)

Gauteng 71.5%

Free State 0.1%
NW Province 0.5%
Eastern Cape 1.5%
Mpumalanga 1.5%
Northemn Province 3.2%
Kwa-Zulu Natal 9.2%

Western Cape 12.4%

An estimate of the average annual incidence of reported
diseases per province is shown for all diseases reported to
SORDSA, and for occupational asthma in Table 2. The
figures for employed economically active people per
province, according to the 1996 census were used as
denominators. Surveillance systems like SORDSA are not
designed to, and cannot accurately measure disease
incidence, due largely to gaps in reporting. However, this
does give us a means to compare reporting in the
provinces. Table 2 shows that Gauteng reported the
highest annual incidence of respiratory diseases to
SORDSA, but the Western Cape reported the highest
incidence of occupational asthma. KwaZulu Natal showed
the second highest reported annual incidence of
occupational asthma, followed by Gauteng. The Gauteng
incidence of OA was the same as that estimated for South
Africa as a whole (12.6 per million).

Table 2: Average annual incidence per million

employed people by province (10/1996 to 04/1999)

Province All diseases Occupational asthma
Gauteng 419.16 12.6
Eastern Cape 28.0 1.5
Western Cape 136.2 29.1
- Northern Cape 7.4 0
Kwa-Zulu Natal 88.4 234
Northern Province 83.5 2.
Mpumalanga 38.3 4.0
N W Province 9.9 1.1
Free State 2.3 0
South Africa 165.0 12.6

Northern Cape 0.1%

The general category of causative agents most frequently
reported to SORDSA, was dust (3057 cases, 81.5%), of
which asbestos was the most common (2294 cases),
followed by silica (288 cases), and combination of
asbestos and silica (254 cases). Chemicals were the
second most frequently reported general category (318
cases, 8.5%), with sulphur dioxide (81 cases), chlorine (79
cases), and isocyanates (51 cases) frequently reported.
Formulated products (140 cases, 3.7%) included latex
(108 cases) and welding fumes (16 cases). Other general
categories included organic agents (80 cases), metals (58
cases), combinations (54 cases), unknown (28 cases), and
miscellaneous (18 cases).

Cases from the mining industry continue to dominate
SORDSA’sreports (2492 cases, 66.4%). These are mainly
ex miners (see pages 3 and 4 of this issue). Cases of
currently employed miners, who have been reported, are
not presently included in the results, until full statistics are
available from MBOD. The asbestos industry had 201
cases reported; health care, 137; paper and pulp, 112;
building and roadworks, 106; and the chemical industry,
91. Only 8 cases have been reported from the agricultural
sector so far. Our next issue concentrates on this exposure
and the associated diseases.

HEALTHEFFECTS ASSOCIATED WITHINDOOR
WORK ENVIRONMENT
Eva Hnizdo

Health problems associated with the indoor work
environment are receiving more attention in recent years
as the number of workers who spend their time indoors
increases, as well as the number of people who share the
same indoor environment. The most common health
problems attributable to the indoor work environment are
non-specific symptoms such as eye, nose, and throat
irritation; headache, rhinitis, and sinusitis with skin
irritation; cough, shortness of breath; and dizziness,
nausea, and mental confusion. The symptoms (sometimes
referred to as sick building syndrome, SBS) usually occur
on entering the problem building, tend to be worse in the
afternoon, and usually clear shortly after leaving the
building. A more serious health problem is building-
related disease, and although there might be an overlap
with SBS, building-related disease is a much more
definite condition with recognizable medical signs and
positive laboratory findings and includes illnesses such as
humidifier fever, allergic alveolitis, asthma, allergic
rhinitis, and Legionnaires’ disease.

The main air pollutants that are known to, or potentially
can cause these diseases are viruses, bacteria and fungi
that are polluting the heating, ventilation and air
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conditioning system. Although air conditioning systems
probably play a minimal role in viruses multiplication and
dissemination, their transmission through the ventilation
system cannot be completely ruled outas some viruses are
transmitted by air droplets (e.g. influenza, measles) or by
material shed from the body such as scabs (smallpox,
chicken pox). Some species of bacteria can swim through
liquid media or swarm over moist surfaces. Most of the
bacteria found in the indoor environment are harmless,
but some species can cause serious health problems (e.g.
Legionnaires’ disease). Fungi can reproduce sexually and
asexually and produce abundance of spores that can be
carried in air streams. They are ubiquitous in nature and
are very resistant, and once they have established
themselves in the building are difficult to completely
eradicate. They can cause infectious as well as allergic
conditions. Some species such as Aspergillus spp. are
known to cause serious lung infections. Other important
organisms are protozoans which can move and reproduce
in stagnant waters and serve as carriers of other
microorganisms. This can give rise to potent allergens
which if inhaled can cause allergic alveolitis, humidifier
fever, asthma, or allergic rhinitis or serious infections.

Fungi and bacteria isolated from heating, ventilation, and
air conditioning system and other parts of buildings can
cause problems in susceptible people by causing infection
or allergic reactions. In the case of infection, the living
organisms penetrate the body’s defenses and colonize
tissues, causing eye, nose, and throat irritation or
respiratory tract disease. In the case of allergic conditions,
individuals become sensitized and suffer a variety of
symptoms and even more serious conditions such as
asthma, humidifier fever, etc. The affected individuals
usually show acute symptoms such as malaise, fever,
shortness of breath, dizziness, coughing, rhinitis, and
muscular pain. The symptoms are reduced on leaving the
building for several days.

LLE L X

OCCUPATIONAL LUNG DISEASE IN LABOUR
SENDING AREAS
JCA Davies and T Esterhuizen

The compilation of a register of cases of occupational
lung diseases should result in intervention. The obvious
intervention is in the workplace, but there are other issues
which must be given prominence, particularly among
those who currently report to SORDSA. As a rule, the
diagnosis of a work related condition should lead to
reports to the compensation authority, the employer, and

the Department of Labour. It is the issue of compensation
which is addressed here.

As a result of community based action to provide access
to compensation for women and men who have worked in
mines, between seven and eight thousand individuals have
attended benefit examinations in the Northern Province
during the period November 1991- November 1992. Since
October 1996, the clinical diagnosis made as a result of
the benefit examination has been reported to SORDSA. In
a previous essay (1) we demonstrated that the pattern of
clinical and geographic data entered into the SORDSA
data base is overwhelmed by this activity, so much so that
those who read the SORDSA newsletter need to
understand the background in order to interpret the
summary statistics published quarterly.

Using pneumoconiosis as an example, we ranked the
postal codes given by the patients by frequency. Twenty-
seven postal codes occur ten or more times. All but three
of these are from the Northern Province, and 22 lie along
the Driekop axis. The geographical features of the area
and the position of the asbestos mines in the "Pietersburg
asbestos field" have been important in determining the
areas from which workers had easy access to the mines,
the route taken by the main roads and the preferred sites
for medical practitioners to settle or visit. The Strydpoort
Mountains, on the southern slopes of which most asbestos
mines occur, run west to east from Potgietersrus to meet
the Drakensberg range as it turns inland towards Tzaneen
(see figure 2). The main road from Pietersburg to
Lydenburg, via Steelpoort or Burgersfort, parallels the
Strydpoort Mountains once it has passed through
Chuenespoort. Not surprisingly the commonest postal
code is Driekop (440 cases), followed by Burgersfort
(302), Mathabatha (140), Mphahlele (140), Mmafefe (87)
and Penge (79). The remainder are situated along and to
the south of a line from Gompies and Koringpunt in the
east to Ohrigstad in the west. The epicentre, as judged by
the postal codes of the addresses given by the applicants,
is at Driekop, 25 km south of Penge mine and 25 km west
of Burgersfort.

Apart from asbestos mines, all of which are now closed,
there are or have been chrome, platinum, vanadium,
manganese and andalusite mines in the area. In adjacent
areas there are diamond and tin mines, and further west
the major gold and platinum mining areas of the
Witwatersrand and Rustenburg. During the 19th century
migrants from Sekhukhuneland worked on the fruit farms
of the Cape and the diamond mines at Kimberley. In
Sekhukhuneland today the are sizeable communities of
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Xhosa speaking people recruited to work on Penge mines
who elected not to return home. A recent study of a
random sample of ex-miners in the Eastern Cape (2) has
shown how common occupational lung diseases is in
another of the major labour sending areas within South
Africa. Based on the findings of that study, and the
findings of a similar study in Botswana (3) an estimate of
the likely costs to the community has been made (4). The
estimate is very large - 9 billion rand if the compensation
liability to the workers migrating to the mines from
outside South Africa is included.

The role of compensation for occupational injury and
disease in injecting funds into the impoverished rural
areas which have been the source of the muscle which
built our economy cannot be overemphasised. For anyone
with basic medical examination skills, a sabbatical spent
examining former miners in the rural areas would be both
instructivg and rewarding.

REFERENCES:

1. Davies JCA, Esterhuizen T. Occupational lung disease
in the Northern Province. SORDSA News Vol 2, No 4.
2. Trapido AS, Mqoqi NP, Williams BG et al. Prevalence
of occupational lung diseases in a random sample of
former mine workers, Libode district, Eastern Cape
Province, South Africa. AmJ Ind Med. 1998; 34:305-313.
3. Steen TW, Gyi KM, White et al. Prevalence of
occupational lung disease among Botswana men formerly
employed in the South African mining 1ndustry Occup
Environ Med. 1997; 54:19-26.

4. Trapido A, Goode R, White NW. Costs of occupational
lung disease in South African Gold Mining. J Mineral
Policy Business and Environment. 1998; 13:26-33.
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Forthcoming Events

1. SASOM is holding a COID Seminar at CSIR Conference
Centre, Pretoria on the 30 July 1999. Please call (012)667
5161/0 for details, or e mail sasomdm@iafrica.com

2. Safety, Health and Environment Exhibition 1999 will be held
at Gallagher Estate, Midrand, from 14th -16th September. This
includes a Speaker’s Corner, with interactive discussions on
critical topics in occupational health and safety. Call Joan de
Beurges at RAT on (011) 794 5511 for details.

To advertise an upcoming event of interest to SORDSA
News readers, please contact SORDSA well in advance and
we will print the details in this slot free of charge.

SORDSA Regional Representatives

Province Regional Representatives (Physicians)
Gauteng: Johannesburg Prof David Rees (011) 720-5734
Pretoria Dr Ferdie Smith (012) 323-5394
Vereeniging
Krugersdorp
Eastern Cape Dr Clifford Panter (0431) 40-1040
Port Elizabeth
George

Dr Rodney Ehrlich (021) 406-6435
Prof Neil White (021) 404-4434
Dr E van Schalkwyk (021)938-5790

Western Cape: Cape Town

Stellenbosch

Northern Cape Dr Joseph H Mynhardt (0531) 814-914
KwaZulu Natal: Durban Dr Mandy Ryan (031) 902-1818
Pietermaritzburg

Richards Bay

Northern Province Dr H P Vorster (0154) 7353/4/5

Regional Representatives (Sisters)
Sr Bev Hoggins (011) 871 8600

Sr Louwna Pretorius (012)321 7736

Sr Annemarie Hattingh (016)421 3396/7
Sr Doreen Botha (011)762 1036

Sr Denise O Hagan (0431) 311 111

Sr Sharon Alfond (041)396 1073

Sr Charmaine Wilbrahm (044)875 9030
Sr Dalene Lorimer (021)550 2417/6

Sr E Nolokwe (021)981 1111

Sr Hannetjie Van der Merwe (053)741 1234
Vacant

Sr Marie Janse Van Vuuren (0331)951 331
Sr Sally Van Vuuren (0351)904 040

Sr Lona Wepener (015)293 8401

Mpumalanga Dr 1S van der Merwe (013)755-6170 Sr Susan Pieterse (013)719 9711
North West Province Dr J R Blankson 082 8501128 Sr Dalene Sadler (018) 484 1461
Free State Dr M Prins (051) 4053130 Sr Trish Housten (05776)31151

SORDSA Office

Epidemiology and Surveillance, National Centre for Occupational Health
PO Box 4788, JOHANNESBURG, 2000
Tel: (011)725-5978/ 720 5734 ext 2105

Fax: (011)725-5978, E-mail: sordsa@ncoh.pwv.gov.za
SORDSA News Editor: Tonya Esterhuizen

SORDSA Team: Tonya Esterhuizen, David Rees,
Bridget Maclou




The Custard slice

test

To the Editor

Recall the custard
slices at the school tuck-
shop, delivered on a large
metal tray fifty or more at
a time? Was icing ever so
sweet, custard ever so well
set, or pastry so tasty?
Except for those round the
edges, the successive lay-
ers of icing, pastry, custard
and more pastry were, as
near as makes no differ-
ence, absolutely uniform
in depth and flavour. Each
individual slice was sepa-
rated from those adjoining
and became a sample of
the whole population of
the large metal tray. It dif-
fered not at all from the
rest, excepting those on
the fringes. '

It has become the
norm in epidemiology to
decry studies which do not
fulfil strict criteria for rep-
resentivity - that is that the
sample studied truly rep-
resents the population

from which it was drawn.

World
Class

To the Editor

In a series of recent
presentations [ have been
providing the profile of a
world-class  company
today. Apart from char-
acteristics like focus,
being unique, having a
global reach and inspir-
ing a perpetual spirit of
innovation, a world-class
company now neceds to
have environmental and
social responsibility.

Some years ago in report-
ing the reasons for
admission to the isolation
hospitals in Harare I
wrote: “It is customary, in
academic departments and
among statistically orient-
ed epidemiologists, to
decry the value of hospital
statistics. It can be said
with confidence that this
hospital is an accurate re-
flection of the community
problems in the field of
infectious disease. The
tragedy is that hospitals do
not communicate their ex-
perience better.”

Health planning be-
comes much easier if
reliable routinely collected
data is.carefully studied,
particularly if it is possible
to plot change over time.
Despite this the bulk of
routine information is not
used productively.

During the examination
of 2 205 former mine-
workers in the Northern
Province a huge data set

Consumers simply
will no longer purchase
from a company that
they are not happy with
in terms of treatment of
its employees, the public
and the environment.

Hence, the EHS func-
tion, i.e. the Environment,
Heath and Safety is now a
central part of manage-
ment along with produc-
tion and finance.

Moreover, it has been
shown that there is no
trade-off between a high
level of EHS performance
and bottom-line results.

Quite the reverse.
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was compiled in order to
describe the population of
ex-miners in what was
once called “the Pieters-
burg asbestos field”. A
random sample of the pop-
ulation of about 250 000,
of whom tens of thousands
are thought to be former
miners, was impossible as
no sampling frame exists,
and a preliminary census
was beyond our resources.

Now that we are
analysing the data it be-
comes obvious that the
case series, collected over
a period of six months at six
widely separated centres, is
surprisingly uniform. In the
single slice of the popula-
tion which enrolled for
benefit examinations in
terms of the Occupational
Diseases in Mines and
Works Act about one third
are women. In an analysis
of the first 200 persons
seen 67 were women
(33,5%) and in the whole
sample 770 women ac-
count for 35%. In the first
200, 36/67 women (54%)
were widowed, as com-
pared with 410/770 (53%)
in the whole group.

Companies that have a
good all-round record of
management provide the
best resturns for share-
holders.
The key elements of
a world-class EHS func-
tion are now as follows:
*» Assigning the EHS re-
sponsibility to a
member of the board of
directors
» Having an EHS commit-
tee as a full committee
of the board which for-
mulates an EHS policy
for the company and
monitors performance
» Having regular internal

Based on the individu-
al’s mining history, a
single chest X-ray and a
careful examination 98%
of the women occupation-
ally exposed to asbestos
were found to have as-
bestosis, posing the
obvious question: “do
98% of the women who
have worked in the as-
bestos mines of the
Northern Province have
asbestosis?” Considering
the size of this case series
and the uniformity of the
sample it seems very like-
ly that they do.

In due course we will
carry out some more so-
phisticated statistical tests
of the thickness of the
icing, the custard and the
two layers of the pastry in
the slice we studied. We
hope thereby to find sup-
port for the hypothesis
that any other slice of the
mining population will
show a comparable preva-
lence of asbestosis. We
may even add to the epi-
demiological repertoire!
Professor Tony Davies,
Ferndale,

Randburg

and external audits to
ensure compliance with
the policy

* Setting measurable goals
which lead to a continual
improvement in EHS
performance

* Incorporating EHS
awareness as a key
component in the train-
ing of all employees

* Providing a regular re-
port to shareholders and
the public on progress in
EHS matters.

Clem Sunter,

Anglo American

Corporation of SA Ltd,

Johannesburg
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CLINICAL
TECHNOLOGIES

MlcroGP

The ineXpensive MicroGP
is the device of choice for
~ COPD and asthma screen-

ing offering a high degree

of accuracy with smlphmty
of operation.

Measuring and displaying !_
FEV/FVC/PEF with per-

cent predicted as well as
allowing a direct printout
which includes the small
airways flow indicators of

F50/F25/MEF and the
Flow/Volume and Volume/

Time curves.

MANUAL AUDIOMETERS
AUTOMATIC AUDIOMETERS

- TESTING AUDIOMETERS
AUDIOMETRIC SOFTWARE
AUDIOMETRIC BOOTHS
CALIBRATION AND REPAIRS ON ALL AUDIOMETERS

Contact:
Neil Schalkwyk Cell: 082 567 5725
William de Klerk Cell: 082 458 4515

50# sounod servvice

PROVIDER
SOUTHERN
AFRICA

Gauteng agent
P.O.Box 73084,
Fairlands 2030.

Tel: +27 011 476-1934,
Fax: +27 011 476-4746.

P O Box 202 Groenkloof 0027. 338 Eridanus Street Waterkloof Ridge Pretoria. Tel / Fax (012) 46-7676

Medical

Other ranges
of spirometry
equipment
available:

Microlab 3300
Microloop II
Microplus
MicroCO monitor
Micro D L

&\

Meditend
Medical
Services

Cape Town agent:
P.O.Box 36818,
Chempet 7442.

Tel: +27 021 592-1603
Fax: +27 021 591-8925



Calender of Congresses and Conferences

QOccupational Health

1999
August
24 -Sept 5 Medical Arts Exhibition Houghton, Jhb Pharmaceutical Society of SA
52 Glenhove STr, Houghton
e Lol 2 colo || R | | Roche Products (011) 928-8735
September
12-16 X1th International Conference Lusaka, Zambia X1-ICASA Secretariat
on AIDS/STDs in Africa PO Box 38718 Ridgeway Lusaka Zambia
T I R N AT GBI Pl R I N T _Tel : +260-1-254 621/614; Fax: +260-1-254 626
13-17 XIV International Symposium on Night and Wiesensteig, Germany Symposium Secretariat, Heidi Dolde,
Shiftwork: Shiftwork in the 21st Century Hertzstr.16, D-76187 Karlsruhe Germany.
Tel: +49-721-608-4461, Fax: +49-721-75 8909,
ERSEN - )| R SR  E-mail: peter.knauth@wiwi.uni-karisruhe.de
14 -16 ASOSH '99 Conference Gallagher Estate, Brenda Webster
Midrand, Johannesburg Conference Co-ordinator
PO Box 35764 Menlo Park 0102
Tel/Fax: (012) 467424
I e e AN R S S SO | Email: brendaw@icon.co.za
14 - 16 Safety, Health and Environment '99 Exhibition Gallager Estate, Joan de Beurges, PO Box 652495 Benmore 2010
Midrand, Johannesburg Tel: (011) 794-5511; Fax: (011) 794-5811
Sy YR Mg s Email: raisa@iafrica.com
29 - 2 Oct 5th PACOH '99 - Pan African Conference on Tunis Secretariat, PACOH '99, 138 Boulevard du 9
Occupational Health Avril - 1006 Tunis - Tunisia Tel: (216-1) 596244
5 - _Fax: (216-1) 564280; Emailrafik gharbi@ing.tn
October
7-9 Allergy Conference Spier Estate Professor Bardin
O o e _ Tel: (021) 938 9554 Fax: (021) 9333591
14-17 Dermatology Congress Wilderness Ms Sally Elliott, Postgraduate Conference Division
UCT Medical School Observatory 7925 Cape Town
Tel: (021) 406-6381; Fax: (021) 448 6263
B .. 0o s A s R MR _Email:sally@medicine.uct.ac.z
10-14 EPICOCH, 14th International Conference Herzlia, Israel Conference Secretariat
on Epidemiology in Occupational Health Optra Ld 1 Nirim Street
PO Box 9352 Tel Aviv. 61092 Israel
Tel: +972-3-638 4444; Fax: +972-3-638 4455
] R R e | o ) Email: info@ortra.co.il
October
21-24 Lesedi Afrika '99. International Union against Sun City Lesedi ‘99, Congress Secretariat
Sexually Transmitted Infections (IUSTI) and Priscilla May, South African Institute for
Sexually Transmitted Diseases Society & Medical Research PO Box 1038
Infectious Diseases Societies of Southern Africa, Johannesburg 2000
Medical Society for the Study of Venereal Diseases Tel : (011) 489 9011; Fax: (011) 489 9012
(MSSVD) 6th World Congress and 38th Email : website: or http://www.mssvd.org.uk
B |_IUSTI General Assembly .
2000
July
9-14 Xl International Conference on AIDS Durban Administative Secretariat
X111th International AIDS Conference Congrex
Sweden AB PO Box 5619 Linnegarten 89A
114 86 Stockhol Sweden.
Tel : +46-8-459 6600; Fax : +46-8-661 9125
Web-site: http://www.ias.se
August
27 - 1 Sept ICOH 2000 - 26th International Congress on Singapore ICOH 2000 Congress Secretariat, Dept

Community, Occupational and Family Medicine
Faculty of Medicine MD3, National University of
Singapore, Lower Kent Road, Singapore 119260
Tel: (65) 874-49890r Fax: (65) 779-1489

Email: icoh2000@post1.ocm

To advertise conferencés, please contact Jenny Anderson,
Tel: (011) 791-2615 / Fax: (011) 791-2618 or e-mail:jeni@cmmaccess.co.za
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Alwaxs safe with ALCO-Safe

ALCO-Safe is the major
supplier of electronic Breath
Alcohol Detectors and acces-
sories in South Africa with a
25 -year history in manufac-
turing,  distribution  and
suppott.

ALCO-Safe’s extensive
experience with both large

countered in the workplace.
This includes assistance with
the development of substance
abuse policies and control
programmes that have proven
to bring about a rapid and
considerable reduction in ac-
cidents, injuries and losses for
management and workforce

Instruments supplied in-
clude high-speed testers
capable of testing up to six
people per minute at site en-
trance/exit points and portable
instruments for use at remote
sites which provide immedi-
ate printed evidence.

A complete repair and

instruments is regularly un-
dertaken.

In-house awareness pro-
grammes are offered to
clients, highlighting alcohol’s
many negative effects in the
workplace; legal aspects,
consumption versus bodily
alcohol concentration, myths,

and smaller companies en- representatives. calibration service is provided health and other matters.
ables guidance to be given ALCO-Safe represents and training and certification For further informa-
across the entire spectrum of ~ LION - CMI, world leaders in of personnel in the correct op- tion, contact ALCO-Safe at
substance abuse problems en- alcohol detection technology. eration and calibration of telephone (012) 46-9251

Noise induced deafness - a scourge of the East

A safety feature that is
being appreciated increasing-
ly by those working in noisy
environments is the guaran-
teed, leak-proof fit provided
by Variphone hearing protec-
tors which protects them
from noise-induced hearing
loss.

According to HASS
Industrial CEO, Nico van der
Merwe, Variphone is the only
hearing protector available in
South Africa that can be test-
ed for a leak-proof seal. This
absolute leak-tightness is
tested using an extra test
channel incorporated into

Variphone hearing protectors
and is carried out while each
custom made unit is fitted in
the ear of the wearer. The
complete system is also test-
ed to ensure it is functioning
at its optimum.

An outstanding feature is
that Variphone allows the

wearer to communicate with
fellow workers in a noisy en-
vironment and use a radio or
telephone without removing
his hearing protection,

For further informa-
tion contact Pieter van
Deventer on telephone:
(012) 333-3130

Detect risks & prevent Occupational Health problems
with these little numbers

UA-767
Automatic

Pony Graphic
Portable spirogEE Al
wide graphig

MAICO automatic
computer audiometer

MAICO MA 25 pure tone
audiometer

MAICO features Ultra-lightweight

portable Lung Zleilely

\[[Fdsures 29 parameters
Real time flow and graphic display
Keyboard calibration

One button operation

Easy to read, liquid crystal display
Advanced oscillometric
measurement technique

Storage of up to 500 audio-
grams and 500 baselines in a
non-volatile memory, along with
subject information

A variety of hearing loss
calculations, including STS with
or without age correction

Ability to compare today’s test
with baselines stored in the on
board memory for easy STS
calculations

Air conduction

Battery operated, optional
AC adaptor

Continuous, pulse, warble 3 ; . :
tones ® Audio DOC — Dynamic Occupational care audio software programme
Exceptionally lightwei

@® Audiometric testing booths

Optional spesiiEls(lelil=lisY
Wialuligsphone / CD / tape

@ Vision screener

@ Technical expertise with full service backup

Needler Westdene Hearing (Pty) Ltd.

26 - 7th Avenue, Edenvale 1609.
P.O.Box 13123, Witfield 1467.
Tel: (011) 453-7533/4

Fax: (011) 453-7518

0 Occupational Health Professionals
Coleen at:




Tel: (011) 606-3403

Largest safety
company formed

bx merger

Africa’s largest and
most prominent safety
company has been formed
through the merger be-
tween  two leading
industry players - MSA
and Campbell Gardwel.

The deal was signed
after Sentry Group Ltd
announced its decision to
sell Campbell Gardwel in
a bid to focus on its secu-
rity business.

The merger will join
their strengths to form the
most influential manufac-
turer and supplier of
personal protective equip-
ment (PPE) and allied
safety products in all of
Africa. Currently the com-
panies enjoy the largest
share of the African safety
market which is expected
to increase over the next
five years as a result of the
merger.

Both companies are
ISO 9002 registered and
enjoy good synergy in

NATIONAL

We Offer:

- Risk assessments

- Physical stress measurements

- Chemical stress measurements

- Sampling, analysis & interpretation
- Isokinetic (stack) monitoring

terms of their product
ranges, management
styles, technical expertise
and national distribution
infrastructure.

MSA is a global com-
pany based in Pittsburgh,
USA, with companies in
28 countries. Its primary
product range comprises
respiratory products, gas
detection  instruments,
fire-fighting equipment,
self-rescuers, industrial air
filters and mining cap
lamps. MSA (Africa) are
also at the forefront of the
fall-arrest (safety harness)
and skin protection mar-
kets.

“The merger of the
two companies will create
an organisation capable of
servicing customers with
a complete range of safety
requirements” says Cliff
Roberts, MD of MSA
(Africa).

Campbell Gardwel has
been leading player in SA

and neighbouring African
countries for over 25 years
originally specialising in
above-the-neck safety
products, the company di-
versified into personal
protective clothing, shoes
and gloves in 1994, It also
exports safety products to
South America, Europe,
Africa and the Middle East.

The company has ex-
clusive agencies for
world-renowned hearing
and eyewear protection
products (AEARO) as
well as special types of
safety cans.

For more informa-
tion, contact  CIiff
Roberts at telephone
(011) 394-5630/47.

Influenza Pill

Roche Products and
Quintiles has announced
that they are conducting
clinical trials on an oral
flu pill for the treatment of
influenza.

The trials underway are
targeting specific groups
of patients, over and above
those already tested during
the 1998/99 Northern
Hemisphere flu season, in-
cluding asthmatic children
between six and 12 years
of age, geriatrics and at
risk adults for example: pa-
tients with cardiac or upper
respiratory disease. (Only
patients that fit the above
criteria will be eligible to
enrol in the studies)

Directory of
Occupational Hygienists

MODDERFONTEIN OCCUPATIONAL
HYGIENE SERVICES

You Get:

- Department of Labour
Approved Inspection Authority

- OHS Act compliance

- SABS 150 9002 Accreditation

- NOSA compliance

Contact: Jan Kornelius

Fax: (011) 606-3191

Cell: 083-282-4530

NATIONAL

Local flu testing sites
have been activated and
anyone with flu-like
symptoms, which includes
the chills, fever, body
aches and lethargy, should
immediately call the trial
hotline (tollfree number
0800 116692) for possible
inclusion in the studies.

Advisors manning the
hotline will supply infor-
mation on the doctors
involved in the research.
If patients do not see one
of the trial doctors within
36 hours of the appear-
ance of  symptoms,
however, they will not be
able to participate in the
study.

Nation Wide Occupational Health Consultants

We specialize in the following analysis:

* Noise

* Audiometry

¢ |llumination

« Ventilation

¢ Ergonomic stresses
¢ General loss control
¢ Chemical hazards

¢ Dust

CAPE OCCUPATIONAL HEALTH & SAFETY CONSULTANTS
Fax: (021) 930-6421

Tel: (021) 930-6347

* Thermal stresses

+ Safety training

+ Water analysis

* Personal protective
and safety equipment

REGISTERED INSPECTION AUTHORITY WITH DEPARTMENT OF LABOUR.

Cell: 082 922 1004
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Occupational Hygienists

ATIONA NATIONAL
JGCUPATIONAL AND ENVIRG ) O H S A Approved inspection
: OF THE 90 L) LS L78 (I authority for all
Occutech is an inspection authority for the work and business environment OCCUPATIONAL chemicals and
?urrgzlsr:(dﬂi;[;;sl;?:eé by the Department of Labour. - “E{;DGMSE“E“#PS‘ESAI]% AND HEALTH AND SAFETY physical stresses.
e L ADVISORS el This includes noise,
«  Indoor air quality assessment QCCUPATIONAL

PO BOX 645 IFAFI 0260 load, asbestos and
"PREVENTION IS BETTER THAN CURE!" PHONE/FAX: (012) 371-9277 | hazardous chemical
p ocoutech.co.za CELL PHONE: 082 451-8702 substances

0 ech@global.co.za

NATIONAL

As specialists in the field of Occupational Health
and Safety. Polycon offers user friendly reports
with workable recommendations for all physical
and chemical stresses monitored.

.
5
These include: X%L
&
QO Chemicals/dusts Heat Stress 2

iy W
* "SpecmioN
K

MPUMALANGA
Occupational Hygiene Advisory Services cc.

CK 96/16802/23 AlA No. CI0460H

Focus your Health and Safety Programme

Risk Assessment, Hazard Identification, Monitoring, Recommendation of Control
Systems, Selection of Personal Protective Equipment, Targeted Training

/(i’.’/’/’y . /ﬁ)/’ﬂ (7t
[ 1<

AMore than 17 ypeari e yherie e (i 4 cenfieelre nerl }%/r/mnr

Lead and Ashestos Pollution

Naise

Approval Number: €1 010 OH
Audiometric Screening

Q
a
Q
a

Lighting Hazardous Chemicals Contact:
Ventilation Risk Assessment Rob Randolph
For further information visit our web site at: or Sean Chester

www.icon.co.za/~polycon TelFax: (031) 9033225
e-mail: polycon@icon.co.za

Tel/Fax: (013) 751-2212
P.0.Box 3631, White River, 1240, Mpumalanga.

NATIONAL ' INTERNATIONAL

= = ; [ WETENSKAPLIKE | DIENSTE
Environmental Safety and Health M.S.P FH G {@5ere) ok
: R R mconroraTG
Occupational Hygiene Occupational Hygiene !
Consultancy Service Laboratory Facilities: G R 0 U P
+ Heat Stress Management « Exercise Laboratory: to measure THE ULTIMATE NAME IN INDUSTRIAL HYGIENE
+ Hearing Conservation physiological work performance We offer > followine
+ Ventilation Studies * Climatic Chamber: to assess heat stress in workers the follc _” g
+ Ergonomics + Water Laboratory: radionuclide analysis and Services: Equipment:

* Risk Assessments conventional water analysis * Physical & Chemical Stress Measurements Filtration Media - Gelman Science
+ Approved Inspection Authority * Dust Laboratory: analysis and quantification of dust * Analysis Environmental Monitoring Equipment

L]
.
DME accredited et : % )
r////// { . (Breathing Simula)tor: functional performance of ¢ !sok_lnenc (stack) Sa_ml?l‘"g * DUSt_"FUme sampling equipment
7 Rty breathing apparatus * Environmental Monitoring « |sokinetic (stack) sampling equipment
f///////// // PEARELEN houk + Calibration Laboratory: calibration of an extensive No 1a Sommerville Avenue, Klipoortjie, 1400 Germiston. * Illumination Monitoring equipment
h range of occupational hygiene equipment P.0. Box 5245, Delmenville, 1403, Germiston. * (as Sampling Equipment
Further information: Schu Schutte, CSIR:Miningtek, P.0.Box 91230, Auckland Park, 2006 Tel:(011) 873-3882 Fax: (011) 873-3881  Ventilation Equipment
Tel: (011) 358-0000 Fax: (011) 482-3267 .

Visit our website at: www.msp.co.za Water Sampling + Testing Equipment

‘NATIONAL NATIONAL
Poltech an Approved Inspection :j HlNDOC (PTY) LTD Approved inspection authority:

: : . Cert. No. Cl 036 OH
Health in Industrial Occupations TEL: (011) 475 3161

( . . & P0. BOX 287, ALLENS NEK, 1737 FAX: (011) 475 1110
implementation c_>f cl|ent~spemf|c_ Occupational Hygiene Surveys CEL: 0824434029
solutions in the fields of occupational all physical and chemical hazards - noise illumination

health, environmental management ventilation ergonomics hazardous chemical substances
and chemical analysis. Occupational Medicine
Gauteng Tel: (012) 663-7007 Fax: (012) 663-1783 medical surveillance and biological monitoring
e-mail: poltech@poltech.co.za Education and Training
Kwazulu-Natal  Tel:(031) 765-5368 Fax:(031) 765-3466 wide choice of health and safety courses and newsletters
e-mail: poltech@global.co.za Occupational Safety

onsultation implementation design
Western Cape  Tel: (021) 419-6258 Fax:(021) 21 2310 consu ; &
e-m(ail: chape@mweb@o‘za el GONTACGT PEOPLE: Lorraine Hodge, Margot Saner and Greg Alborough

Authority is dedicated to the science
of devising and assisting in the




MAKING HEPATITIS

A PRIORITY IN THE WORKPLACE

very employer has the responsibility to promote health and

safety within the workplace and help prevent infectious

occupational hazards'. As hepatitis B is one of the most
prevalent occupational diseases, it places a sizeable proportion
of the working population at serious risk every day of their lives'.
Hepatitis A, on the other hand, is the most frequent vaccine
preventable infectious disease to threaten international
fravellers®. It is therefore, imperative that measures are taken to
prevent the spread of both hepatitis A and hepatitis B.

Hepatitis B

Healthcare workers have long been recognised as the classic
group at high risk of contracting hepatitis B, the largest single
group being nurses'. Unvaccinated healthcare workers, are on
average, twice to ten times more likely to get hepatitis B than the
general population’,

AT RISK HEALTHCARE WORKERS INCLUDE':

:  Doctors
2 Nurses
& Midwives

& Ambulance staff

& Paramedics

£ Firefighters

& Laboratory workers

$ leaners/laundry :
2 %leoners of healthcare eqplpment

& Medical equipment technicians

Infected blood is the major vehicle for the transmission of the
hepatitis B virus (HBV) . However, the virus has also been detected
in almost all body secretions and excretions, although only blood,
saliva, semen and vaginal fluids have shown to be infectious'.

In the workplace, infection can be spread by accidental needle
stick injuries or penetrafion of the skin by an infected object.
Infection can also occur during exposure to, or contact with
infected material and small lesions on the skin'.

Dutcome of hepatitis B inFections in high-risk
healthcare workers in the U5
[1883-1887 estimates)’

Hepatitis B inFection 12 000/year

— T

G 000 asymptomatic & 000 symptomatic

1000 hepatitis B chronic carriers 600 hospitalized

chronic liver disease 15 Fulminant deaths

/T

200 deaths W0 deaths From
From cirrhosis primary liver
cancer
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Havrix 1440: Each 1 ml dose contains not less than 1440 Elisa unils of viral antigen.
Reg. No. :29/30.1/0310
Engerix-B: Each 1 ml dose consists of 20pg antigen protein adsorbed on 0,5 mg Al as aluminium
hydroxide Reg. Ne. :U/30.1/186

6\ PREVENTION

Vaccination against HBV"

Vaccination with ENGERIX-B will provide:

2 Immunity against HBV for at least 5 years if three injections are
given over 6 months

Hepatitis A

Hepatitis A in unprotected travellers is 1000-times more common
than cholera and 100-times more common than typhoid?.
Business fravellers may be further exposed to hepatitis A as they
make several short visits to a number of destinations®. The business
fraveller is not the only person at risk®, if hepatitis A is brought
home, susceptible family members, friends and contacts at work
may dlso become infected®. The incidence of hepatitis A in
fravellers staying in high-quality accommodation, in tourist areas,
is reported as 3-6 cases/ 1000 travellers/month of travel®.

The hepatitis A virus (HAV) is fransmitted mainly via the faecal-oral
route® and hence the fravel-related risk factors for HAV include:?
i Drinking contaminated water

13 Eating salads and fruit washed in contaminated water

£+ Drinking beverages with contaminated ice cubes

3 Uncooked foods prepared by
an infected person

1+ Eating contaminated
shellfish

1% Bathing in
contaminated water

The business traveller will
want to avoid being ]
incapacitated for 4 to 6
weeks with hepdatitis A,
therefore  the long-term \
immunity provided by a
hepatitis A vaccination is highly |
recommended?.

Healthcare workers are also at
risk of contracting hepatitis A.
Nurses are most commonly
affected, although doctors,
denfists, medical studenfs,
therapists, laboratory workers,
cleaning staff, laundry staff and
food handlers in hospitals are
also at risk. The fransmission of
HAV is usudlly through close
person to person contact,
especially if the patients are very
young, immobile, mentally
retarded or faecally incontinent.
The handling of nasogastric
tubes and catheters are also a
source of infection?.

Vaccination against HAV®
Vaccination with HAVRIX 1440 will provide:
23 Immunity against HAV within 156 days of the initial single dose

3 Long lasting protection after the booster dose is given
6-12 months after the first dose

For further information,
please contact SmithKline Beecham
on (011) 239-4500.

SmithKhne Beecham
Pharmaceuticals

Privata Bag x13, Sunninghi, 2157

[s2
Havrix 1440

Hepatitis A vaccine

Inactivated Hepatitis A virus vaccine
Reg. No. :29/30.1/0310

'Engerix<B]

Recombinant DNA Hepatitls B vaccine
Reg. No:, U/30.1/186.




