w

v

Occrflpah_'_onal
M lf f/

SOUTHERN AFRICA

ONTRAK TESTSTIK™

o ‘ ONTRAK TesTcup®
Rfﬁ

Vol5 No 6 November/December 1999

SR,

o

ISSN 1024-6274



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...

FEATURE Variphone |Product N

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% contral!

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 level!

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

NSNENENENSNENANNAS
333|335 3% %% %

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
SABS) VA Y
o i

APPROVED

Pretoria (Head Office) Cape Province Kwazulu-Natal

H.A.S.S. Industrial Wayne Turner Louis Smith
Tel: (012) 333 - 3130 Tel: (021) 788 - 6890 Cell: 083 761 7577
Fax: (012) 333 - 9745 Cell: 082 789 8635

Manufactured exclusively by H.A.S.S. Industrial (Pty) Ltd.
Ear Institute Building, 1240 Webb Street, Queenswood, Pretoria, 0186. Tel:(012) 333-3130 Fax:(012) 333-9745.
Visit our website: www.hass.co.za :

GENDEL 34602



Nov/Dec 1999
Vol 5 No 6

This journal focuses on
Occupational Health, Medicine,
Hygiene and Safety, Primary
Health Care at the workplace,
Environmental Health and other
employee health benefits

Honorary Editor

Mike Baker
MBBCh DOH MFGP

Editorial Board

Dee Boorman
RN RM OHN

Arthur Begley
MBBCh DOH DTM&H

Leon Harmse

Bev Hoggins
RN RM OHN IPM Dip

David Stanton
PhD FRSC FBIOH FIOSH Dip Oce Hyg

Advertising Sales & Enquiries

Theresia Hartslief
Tel (011) 791-2615 Cell 083 301 6454

Publisher
Roger Short

Director
Charmaine Upton

Managing Editor
lise Dreyer

Design and Layout
The Design Channel

Production Co-ordinator
Anita Angus

Distribution Logistics
Frans Kamela

Reproduction
Output Repro

Printed by
Beith Digital

Published by

Cannon Medical Media (Pty) Ltd

119 Oxford Street, Ferndale, Randburg
PO Box 1307, Ferndale 2160, South Africa
Tel (011) 791-2615

Fax (011) 791-2618

e-mail: jeni@cmmaccess.co.za

CPD answer form
printed and scanned by MINDS

Subscriptions

Enquiries: Ranjini Naidoo

R82.08 per annum (incl VAT)
R100.00 per annum (Africa)

$36.00 per annum (overseas subscriptions)
Tel (011) 791-2615/6/7

The reproduction, adaptation or broadcast without permission of any
articles or photographs in this publication is forbidden and copyrightis
expressly reserved to Cannon Medical Media (Pty) Ltd under the
Copynght Act of 1978 as amended.

A CANNON MEDICAL MEDIA PUBLICATION

ISSN 1024-6274

THER

CPD accreditation number; A016/87/6/99

Guest Editorial 2
News & Events é
Congresses & Conferences 7
Articles

HIV/AIDS and the Workplace: Impacts and Responses 9
HIV Disease Management as an employer initiative 16
Y2K + AIDS: the Future? 20
STD interventions for HIV/AIDS control in Africa 27
Needle-stick injuries and healthcare students 31
Hazardous Chemical Substances (HCSs) in South African Construction 34
Cellphones and health 38
Biological effects of EMF emissions by cellphones - an overview 40
The health crisis - a solution 42
NetPage

L e L R e I X S ik R e S Y B ) RS DN I SR R DB i e R
Occupational and Environmental Medicine sites 24
Health and Safety Mailing Lists 25
Letters 44
Product News 47

The SA Society of The SA Society of The Occupational
Occupational Occupational Hygiene Association of
Health Nurses Medicine Southern Africa
(SASOHN) (SASOM) (OHASA)

Sonya Kruger Dehlia Mller Bertie Brits

Tel: (011) 481-8212 Tel: (012) 667-5160 Tel: (0351) 901-3240

The opinions expressed do not reflect the official policy of either SASOHM, SASOM or OHASA unless otherwise stated; ne-
ther do the societies nor he journal endorse or quarantee the products advertised or claims made by the manufacturers.
The publisher and editors are not responsible for any loss or damage to advertising or any material entrusted to them and reserve:
the right lo et all contributions. Whilst every effort is made to ensure accuracy in this publication, the publisher, editors and print-
ers do not accept any responsibilty for errors or omissions in the content. The publisher and editors are not liable for damages
incurred whatsoever by any person, company or enfity as a result of action upen any statement contained in this publication.
Articies from this journal may be reproduced with permission from the publisher and provided the source is acknowledged.

Occupational Health SA Novw/Dec 1999 1



T8 =DITORIAL

The Growing
Challenge of
HIV/AIDS

The well-established red ribbon symbol of
HIV/AIDS is rapidly becoming a popular lapel choice
of politicians and newsreaders. This is a signal that
HIV/AIDS is entering these high profile persons’
consciousness as well as indicating their commitment
to raise the awareness of HIV/AIDS among their
supporters. These gestures need resonance in the
workplace.

An adequate response to the HIV/AIDS epidemic,
however, needs to go beyond symbols and gestures.
Much has been learnt about HIV/AIDS in the
workplace in terms of prevention, management and
impact. Employers and cmployees, especially those
with defined responsibility for HIV/AIDS in the
workplace, need to re-examine their contributions to
help stem the tide of future infections and mitigating
the impact of existing infections.

HIV/AIDS Resources

Employers and employees have a wealth of
resources at their fingertips. A description of the
broad impacts of HIV/AIDS in South Africa and the
priority responses required was recently distributed
by the Department of Health, guidelines for
developing workplace policies and programmes for
HIV/AIDS arc available; an excellent resource
manual dealing with HIV/AIDS and the Law has been
published; and numerous Internet sites are now
~available, offering excellent search facilities for
education and prevention, medical aspects, social
issues and statistics and epidemiology.

Priority Issues

Resources need to be employed and modified for
the specific context. Even so, they remain tools for
use by responsible individuals and organisations. The
invited articles in this edition of Occupational Health
SA attempt to remind workplace stakeholders of the
critical issues that confront them in dealing with
HIV/AIDS as they select those resources that can best
compliment their efforts.

The first article extends the general understanding
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of HIV/AIDS impact and examines the specific
impacts of HIV/AIDS on business. In suggesting a
way forward, the authors emphasise the need for
business leadership to speak out and mobilise action
around HIV/AIDS at every opportunity. In this
respect, the authors suggest that HIV/AIDS become a
part of core business and that serious cfforts requirc
significant investment now to reduce future impacts.

The second article discusses HIV Disease
Management as an employer initiative. The authors
remind us that, as with other chronic diseases, the
underlying principle in managing groups of ‘at-risk’
individuals is to reduce the overall levels of risk and
to achieve desirable (preferably measurable) clinical
outcomes, whilst impacting positively on the
economics of caring for affected individuals. The
authors call for a Systems approach to this challenge
and suggest that both individuals and organisations
can be thought of as undergoing processes of change.

The third article turns to look at HIV prevention
programmes in more detail. The authors remind us
that prevention of new infections remains the most
cost-effective response to the epidemic. They insist
that HIV/AIDS should appear on several agendas
within the workplace, as a standing item. The core of
their recommendations is that a group of well trained
HIV/AIDS peer educators, within each department, is
required to ensure an adequate response to the
cpidemic.

The issues in these three articles highlight the
nature of the programmes required for a response to
this epidemic. Clearly, South Africa lacks sufficient
resources to fully replicate the kind of responses we
are witnessing in parts of the developed world. This is
an impediment to the development challenges of this
country. Notwithstanding, we need to take cognisance
of the sheer size of this epidemic and be challenged
by our ability to find our own solutions. These will
undoubtedly call for difficult decisions to be made
regarding resource allocation, but unless we confront
the need to make these decisions we will not achieve
cost effective use of the limited resources we have.

Dr. Malcolm Steinberg |
GUEST EDITOR f
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BTN EVENTS

A heart in a million

A donation of 480
Swiss-designed, top-of-
the-range Microlife blood
pressure monitors valued
at more than R300 000

has helped the Heart
Foundation achieve its
objective of monitoring
the blood pressure of one
million South Africans

2y i

Dr Jack van Niftrik of Life Works with Uwe Diegel, MD of

Microlife and George Pappas of the Heart Foundation at the

presentation of the donation.

during September this
year.

The monitors, dis-
tributed by the Heart
Foundation to designated
doctors associated with
the Life Works organisa-
tion, was also made avail-
able for the general public
at selected shopping cen-
tres. In exchange for a free
test, recipients were asked
to complete a questionnaire
which formed part of the
Heart Foundation
database, aiding in its
research programme.

Once identified, blood
pressure values can be
positively influenced in a
variety of ways and cor-
rected in consultation
with a doctor. Microlife
blood pressure monitors
enable ordinary people to
check the state of their

health simply and reliably,
anywhere and any time,
without having to consult
a doctor each time.

Five models are avai-
lable, ranging in price
from R400 for home use
to R700 for more sophis-
ticated use by doctors.
Lower-end models are
operated by a manual
pump with a compressor
being incorporated into
the upper-end models.
As the majority of peo-
ple are right-handed, the
monitors are calibrated
to the left for conve-
nience. A small, conve-
nient wrist machine
provides guideline read-
ings for travellers. All
monitors carry a lifetime
warranty.

For more informa-
tion call (011) 787-2438.

SAMA on IOD paxments

SAMA’s board of di-
rectors agreed that the
significant delay in pay-
ments to doctors by the
Compensation
Commissioner for injury
on duty (IOD) cases has
got totally out of hand.
The Board recommended
that a SAMA delegation
sets up meeting with
major labour and busi-
ness leaders and the
ministers of Labour and
Health to discuss a plan
of action for prompt pay-
ment. A Medigram sur-
vey done a few months
ago indicated that ap-

proximately R11m was
spent outstanding for 217
practitioners of which
50% was outstanding for
six months.

Many practitioners
have been waiting a year
or longer for settlement
of their accounts. The
outstanding amounts on
10D cases alone threaten
the viability of some of
these practices. SAMA
already had several mee-
tings with the Compen-
sation Commissioner to
discuss quicker settle-
ment of outstanding ac-
counts, but there has
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been no substantial im-
provement. Dr Richard
Tuft, chairman of the
Private Practice Com-
mittee, emphasised that
the fund for compensat-
ing IOD cases had enor-
mous reserves, but that
doctors just did not re-
ceive prompt payments.
Source: SAMA Newsletter:
13 Sept. 1999

Editor’s comment:
Many doctors and nurses
in occupational health
remain frustrated with
the difficulty in commu-
nicating with the commis-
sioner s office. Telephones

are always engaged, with
the result that many
OHNs take home their
queries and fax them
through at night when
there is a line available;
use of intermediaries is
increasing - they are ex-
staff who seem to have
access into the offices
and speeding up of pay-
ments. Perhaps readers
of the journal would like
to write in and give their
views on whether the ser-
vice is getting better, or
worse.
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NOSA adopts
market-driven

ageroach

Meeting the millenium
head-on, NOSA, the pre-
mier occupational health,
safety and environmental
risk management system,
has actively taken a trans-
formational role in order to
be perfectly poised for the
challenge of change.

In his introductory
speech at the launch of the
“New look NOSA”,
Enrico du Plessis,
Executive director, mar-
keting, said: “For those
who thought there might
be another chance or an-
other time, this is not a
dress rehearsal - what we
see happening around us is
the main event.”

According to Du Plessis,
change is neither new nor is
our need to master it, what
is new is prevalence and
pace.

Now NOSA is looking
forward to the change with
regard to safety, health and
environment (SHE) risk
management and will be
providing an integrated, in-
ternationally accredited oc-
cupational SHE  risk
management system along
with internationally ac-
credited auditors.

NOSA will also pro-
vide outcomes-based edu-
cation and  training
delivered by international-
ly accredited trainers and
facilitators.

NOSA has embarked
on a journey to provide
world-class  consultancy
services on the implemen-

tation of best practices in
the SHE risk management
arena and also products
and services in chosen
market segments. NOSA
will also provide an infor-
mation platform for the
practicing of e-commerce.

NOSA’s new website,
found at www.nosa.co.za
has been designed to facili-
tate the changes and to pro-
vide easy access to
information.

All these innovations
will enhance customers’
requirements for total qual-
ity management (TQM)
and ISO recognition.

The Professional
Society of Occupational
Health Nurses (Western
Cape) had the honour once
again in July, to host the
South African Society of
Occupational Health Nurse
Practitioners (SASOHN)
President, Louwna
Pretorius, at a lunch where
one of their members was
the proud recipient of the
Janet Taylor Award.

This award had been
awarded to Western Cape
members twice during the
past 14 years, and the Tan
Webster gold medal 11
times.

Previously the Ian
Webster gold medal was
presented to the candidate
with the highest marks for

Marina Clarke (lefi) received the Janet Taylor award fiom Louwna

Pretorius, (right) SASOHN president

Janet Taxlor award given

any certificate course in

OHN science in SA;

while the Janet Taylor

award was for the best
candidate in a distance
learning course.

Due to the accredita-
tion of diploma as well as
degree courses in OHN
Science, SASOHN Exco
decided that the awards
will in future be issued as
follows:

The Ian Webster gold
medal - to the candi-
date with the highest
final mark for a post
basic bachelors degree
in OHN.

The silver medal - to the
candidate with the high-
est final mark for a post
basic diploma in OHN

The Janet Taylor award
- to the candidate with
the highest final mark
for a certificate in
Occupational Health;
either done with dis-
tance learning or block-
ing at a tertiary
institution.

The criteria for the above
includes:

*a minimum mark of
75%

*The course must be
listed by the South
African Nursing Council
(SANC)

* The awardee must be a
paid-up member of the
SANC

* The awardee must be a
paid-up member of
SASOHN
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SASOM press release to the media:

Medical fitness to drive

The South African
Society of Occupational
Medicine (SASOM) con-
sisting of medical practi-
tioners in occupational
health, has published re-
quirements for Medical
Fitness to Drive since the
mid 80s. International
guidelines have compelled
the Society to review the
SA guidelines and incor-
porate more stringent
medical requirements par-
ticularly with regard to
drug and alcohol use, dia-
betes and HIV/Aids.

In the light of the cur-
rent spate of bus acci-
dents, it is imperative to

remind the public of not
only vehicle roadworthi-
ness and road conditions,
but also the National Road
Traffic Act, Act 93 of
1996, that makes provi-
sion for drivers to be med-
ically fit to drive on public
roads. It is obligatory for
every vehicle driver who
is driving for gain to un-
dergo a medical examina-
tion to comply with the
Act.

A recent survey by a
member of SASOM eva-
luated the fitness of 580
drivers, of whom 299 were
found to have medical
problems. Although the

problems were not of suf-
ficient severity to warrant
ceasing driving, 98 drivers
were found to be unfit to
commence driving duties.
The certificate known
as the public driving per-
mit is issued by a qualified
medical practitioner and is
valid for one year
Currently the professional
driver’s permit has super-
seded the public driver’s
permit and makes provi-
sion for four categories of
drivers. However, there is
good evidence that this
system is not being pro-
perly enforced or con-
trolled. Although SASOM

does not wish to com-
pound an already emotive
and complex situation,
Section 15 of the National
Road Traffic Act includes
many precise standards
but excludes the compul-
sory screening for drugs
and alcohol during the
medical examination.,

SASOM  and the
National Pathology Group
(NPG) have been lobbying
for such standards and
hope that the current albeit
sad events will expedite the
setting of such standards.

A draft set of guide-
lines, currently being peer
reviewed by the Society
members, will shortly be
made available to medical
practitioners, the transport
industry and all road
users.

Is MALARIA hampering your operation?
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Calender of Congresses and Conferences

2000
February
16-18

24-25
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April
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May
24-26

July

9-14
August

27 - 1 Sept

September

15-17

24-27

October
6-8

December
4-7
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ESSA Conference
The Challenge for Public Health in
Southern Africa (Poverty and Inequality)

South African Society of Dermatologists Congress

Environmental Geochemistry

NOSHCON 2000

International Aids Congress

ICOH 2000 - 26th International Congress on
Occupational Health

SAPS CME (South African Pulmonology Society)
Official Congress of the Infection Control Society of S,
Emergency & Services Industry Exhibition

Physicians Refresher Course

Medicine Refresher for GP's

Breakwater Lodge
UCT Waterfront Campus

The Regent Hotel Conference
Centre - East London

Sun City

Education Building UCT

Sun City

Durban ICC

Singapore

Elangeni Durban

ICC Durban

Kyalami

Education Building
University of Cape Town

Middle Campus

Education Building
University of Cape Town
Middle Campus

.
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_Dr Gustaf Wolhardt, Tel: (012) 481-2031

ICOH 2000 Congress Secretariat, Dept
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Faculty of Medicine MD3, National University of
Singapore, Lower Kent Road, Singapore 119260
Tel: (65) 874-498%r Fax: (65) 779-1489

_ Email: icoh2000@post1.ocm

Sally Elliott
Tel (021) 406-6381, Fax: (021) 448-6263
E-mail: sally@medicine.uct.ac.za

John Grande, Tel: (031) 463-2323

~ Fax: (031) 44-6565, Tel: (011) 787-2183

Ocean Media, Tel: (011) 796-1700

Sally Elliott, Tel (021) 406-6381
Fax: (021) 448-6263,E-mail: sally@medicine.ucy.ac.za

Sally Elliott, Tel (021) 406-6381

Fax: (021) 448-6263,E-mail: sally@medicine.ucy.ac.za

To advertise conferences, please contact Jenny Anderson,
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BTN QUESTIONNAIRE
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9

Which of the following strategies are

recommended for the construction

industry?

A - partnering, constructability, and total quality
management (TQM)

B - systems such as a quality management sys-
tem (QMS)

C - multi-disciplinary contributions

D - policy and procedure development

E-ABCD

28% of contractors keep records of

training done with workers. In your

opinion, which os the following is

acceptable?

A - 28% is an acceptable level of training

B - 28% meets all legal and general require-
ments

C - 28% is the norm for the industry, but is unac-
ceptable

D - 28% does not meet all legislative and general
requirements

E-CandD

Allergic skin reactions are caused by
the following:

A - tiling adhesives

B - wet cement

C - nickel

D - bitumen

E - all of the above

Clients influence health and safety both
positively and negatively, either directly
or indirectly.

True or false

Medical surveillance cannot be
approached in the way it is applied in
the construction industry because of
the nomadic nature of the industry and
a transient workforce.

True or false

The provision of health services by the
occupational health service results in
an increased high risk pool and conse-
quential increased medical aid claims
for major medical events.

True or False

The provision of occupational health at
the workplace is a benefit fully sub-
sidised by business, yet not acknow-
ledged by government and the medical
aid industry.

True or False

Which of the following statements is

true? Choose one. The government’s

goals include:

A - increased utilisation of community health cen-
fres

B - decreased waiting time for referred patients

C - A healthier workforce

D - Reduced healthcare costs

E-B,CandD

Which of the following statements is
true, choose one. The employer’s goals
include:

A - Increased healthcare costs

B - An increased annual premium escalation

C - Limited access to medical information

D - reduced healthcare costs

E - More patients to be seen by attending doctors

10 Which one of the following bloodborne

infectious agents is known to be con-
siderably more infectious than HIV?

A - hepatitis C virus

B - hepatitis B virus

C - hepatitis G virus

D - hepatitis D virus

E - Epstein-Barr virus

11 Zidovudine (AZT) alone can reduce the

risk of HIV transmission in occupation-
al needle-stick cases by:

A-25% B - 42%
C-66,7% D - 30%
E-79%

12 The risk of acquiring HIV after a super-

ficial, hollow-bore needle-stick injury is

approximately:

A-0,3% B-5%
C-28% D-0%
E - 100%

13 To which body fluid do universal pre-

cautions not readily apply:
A - Blood

B - semen

C - vaginal secretions

D - nasal secretions

E - pleural fluid

14 Cellphones work in the following fre-

quency band:

A-ELF B- X Ray
C - Gamma D - Microwave
E-RF

15 Which is not a reported symptom of

cellphone use?
A - Fatigue

B - Headaches

C - Eye problems
D - Tumours

E - Halitosis

16 It is important to think about STDs and

HIV infection together because:

A - The presence of a STD indicates that the
person is sexually active and therefore at risk
of acquiring an additional STD

B - STDs impact on the natural history of HIV
infection

C - The genital mucosa of STD infected individu-
als brings CD4 lyphocytes into close proximi-
ty to HIV particles, present in vaginal and
seminal fluids of the infected sexual partner,
and these HIV particles can then bind to the
receptor sites on these lymphocytes resulting
in HIV infection in the person with the STD

D - Workplace STD treatment centres offer
opportunities for employees at risk of HIV
infection to access HIV education, coun-
selling and testing

E - Both HIV infection and syphilis can transmit
to the newborn and efforts to prevent these
maternal - foetal transmissions should be
integrated

Which of the above is INCORRECT?

17 Indirect economic impact of HIV/AIDS

on businesses include the following:

A - Loss of skilled workers due to AIDS illness
and deaths

B -Intermittent absenteeism from repeated
episodes of HIV/AIDS complications

C - Reduced job performance

D - Costs of providing special HIV/AIDS Disease
Management Programmes

E - Stress and reduced morale

Which of the above is INCORRECT?

18 Employers considering responding to
HIV/AIDS can make the following
assumptions:

A - Because more highly skilled workers make .
up a smaller proportion of the workforce and
are also at lower risk of HIV infection, by
virtue of their higher socio-economic status,
they will contribute marginally to HIV/AIDS
costs.

B - Government health care services will
inevitably pick up the responsibility for
HIV/AIDS clinical management once medical
scheme limils have been exceeded

G - HIV prevention programmes have been
shown to be ineffective and so most
resources should be steered towards manag-
ing the impact of existing infections

D - Cost implications for labour intensive opera-
tions will always be far greater than capital
intensive ones because HIV/AIDS can more
easily disrupt production processes

E - A key stumbling block for workplace
HIV/AIDS programmes is the stigma
attached to the disease. Every effort needs to
be made to overcome this.

Which of the above is CORRECT?

19 Effective employer responses to ma-
naging HIV in the workplace could
include the following:

A - High-profile HIV-specific Occupational Health
programmes

B - Integrated population health and disease
management programmes provided by con-
tracted specialists

C - In-house employee wellness and assistance
programmes that focus on HIV/AIDS preven-
tion and clinical care provision

D - Workplace health initiatives that focus on the
prevention of HIV only

Which of the above is CORRECT?

20 Behaviour-change models provide
useful insights into the management of
HIV in the workplace as they:

A - Predict the level of HIV risk exposure in the
workplace

B - Determine whether workplace strategies will
be successful

C - Assist in understanding the requirements for
the optimal timing and nature of specific inter-
ventions

D - Help with the organisational planning process

Which of the above is CORRECT?
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HIV/AIDS and
the Workplace:
Impacts and
Responses

Dr Anthony Kinghorn, Dr Malcolm Steinberg

Abt Associates SA Inc
Occupational Health SA 1999; Vol 5, No. 6: 9 - 14

Introduction

The extent of HIV/AIDS has reinforced the need
for each individual business to consider strategic re-
sponses to this epidemic. For most businesses, the
costs of HIV/AIDS among employees are unlikely to
be devastating in any one year but, over time, costs
will become substantial. Companies will all have to
confront HIV/AIDS at some stage and cannot insulate
themselves through pre-employment testing or dis-
missing infected workers.

Many employers are considering strategic responses
to the epidemic but are not able to integrate the expe-
riences gained from dealing with HIV/AIDS. In addi-
tion, they are distanced from the growing
understanding of the vulnerabilities of the workplace
to the epidemic.

This article describes the potential effects of the
epidemic for businesses and suggests a framework for
an integrated response.

Effects on businesses

Over the next 10 years, the number of employees
likely to be lost to AIDS is expected to be the equiva-
lent of 40-50% of the current workforce in many
South African companies. AIDS deaths will soon easily
outstrip “normal’ deaths among employees (Figure ).

Despite the extent of the HIV/AIDS epidemic there
is little publicly available data on the impacts of
HIV/AIDS at company level. Published studies of the
impact on business in South Africa and elsewhere are
limited and have often been conducted at relatively
early stages of the epidemic. These studies, however,
give useful information on many dimensions of impact.

Susceptibility to infection

HIV/AIDS mainly occurs in adults in their prime
productive years. All owners, managers and employ-
ees of companies are at risk of HIV unless they ab-
stain from sex or have one stable, faithful, uninfected
partner. Several high-risk situations have been identi-
fied which are of particular relevance to business:

* Separation of people from their families due to
work circumstances, e.g. due to long- distance truck
driving, construction project work, business trips
and conferences.

« Living in single-sex quarters such as mine hostels,
and police and military barracks

*Other sexually transmitted dis-
cases. These are a marker of
high risk behaviour and also
make it easier for the HIV virus
to be transmitted during sex.
People with other STDs are esti-
mated to be 3-5 times more like-
ly to be infected with HIV than
other those without

» Commercial sex work, Women
who depend on sex with several
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partners to obtain money or
other benefits are very suscepti-
ble to infection, as are their

partners

Figure 1. Projected AIDS deaths among employees in a South African workforce.
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* Wealth and higher social status. Although the main
burden of HIV is in poorer countries and communi-
ties, higher socio-economic status creates more op-
portunities for high-risk sexual behaviour. Many
studies in other countries have shown that HIV
prevalence is often greatest among the people with
higher incomes and education levels, although these
people also tend to be able to modify behaviour rel-
atively quickly once they realise they are at risk.'

Types of costs to firms

HIV/AIDS in workforces will impose direct and
indirect costs on companies.

Direct costs will result from increasing claims
against medical, life and disability cover by employ-
ees with HIV/AIDS. HIV/AIDS is already resulting in
rapidly rising costs of employee benefits in South
Africa. The cost of an average set of risk benefits is
expected to double over the next 5-10 years, unless
they are restructured. Projected cost increases for spe-
cific benefits are illustrated in Table 1.

* Loss of skilled workers due to AIDS illness and
deaths. This can disrupt production in individual
companies and increase market wages for people
with scarce skills. An increasing proportion of
workers will be inexperienced, reducing potential
for experienced workers to provide formal or infor-
mal training

* Reduced job performance due to physical disability
or increased stress created by knowledge of diagno-
sis and stigmatisation

* Stress and reduced morale caused by illness and
death of fellow employees, friends and family mem-
bers. This effect is widely reported in countries with
advanced epidemics

* Potential labour relations breakdowns and litigation
costs in companies which fail to manage human re-
source issues arising from HIV/AIDS.

The contribution of various types of costs to over-
all HIV/AIDS costs varies, and some cannot easily be
quantified. However, studies consistently show that
non-health care and indirect costs can contribute a

of salary in South Africa

Table I: Projected costs of risk benefits as a percentage

very substantial proportion of costs.
Table II shows the findings of studies

- 7 I 1997 2_002
Lump sum death or disability benefit 1.5 2.9
Spouse’s pension 4.0 59
Disability pension 1.5 24

(Source: Metropolitan Life Ltd)

of costs in companies in Botswana,

2007 . :

a5 Zambia, Kenya and Malawi. The
75 greatest contributor to costs tends to be
26

absenteeism, followed by training and

recruitment costs. As medical benefits

In addition, the cost of many medical insurance
schemes in South Africa could double

are low in most countries, these often
do not constitute a large component of costs.

within five years unless effective man-
agement of care is implemented. A

Table II: Types of HIV/AIDS costs to companies as a
proportion of total HIV/AIDS costs 2

large South African employer has esti- |TyPe of cost

mated that the cost per case of
HIV/AIDS could be as high as R 50 000
for certain un- and semi-skilled em-
ployees, rising to R 500 000 or more for
professional and managerial staff,

Absenteeism

Training and recruitment
Funerals and travel
Medical costs

Other benefits

TOTAL

Botswana 1997 Zambia 1992/3‘ Kenya 1994 = Malawi 1995/6

54% 32% | 54% 25%
23% 20% | 24% 2
1% 18% | 10% 5%
14% 15% | 12% 38%
8% L .
100% 100% |  100% 100%

based on current cost structures.

Indirect costs will include:

* Worker absenteeism due to illness, funeral atten-
dance or caring for sick family members

* Higher recruitment and training costs. Replacement
involves time and training. Many new employees or
trainees will themselves become ill with AIDS

1 0 Occupational Health SA Nov/Dec 1999

Source: BIDPA 1998

Factors influencing
iImpacts on costs

The significance of various costs of HIV/AIDS
among employees will vary between different busi-
nesses, depending on combinations of factors. These
include the following:
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Risk profile of employees. This is influenced by
factors such as age, gender and geographic origin of
employees. Employees at particular risk are those ex-
posed to factors previously mentioned.

Mode of production. Labour intensive firms will
often be at higher risk of large numbers of employees
developing AIDS. Cost implications can however be
relatively small depending on the significance of
other factors listed below. Capital intensive firms can
be even more vulnerable if HIV/AIDS affects key
workers who are difficult to replace.

Employee benefits and salaries of affected indi-
viduals. Companies providing more generous em-
ployee benefits may be more vulnerable to direct
costs. However, direct costs of certain benefits may be
offset by reduced indirect costs. For example, better
medical benefits may enable key employees to remain
well and productive. Fear of losing medical or other
benefits may delay disclosure of HIV status by em-
ployees, reducing opportunities to manage other indi-
rect costs.

Skills of affected employees. Health and other
benefit costs per skilled or professional worker affect-
ed by HIV/AIDS tend to be higher, as are costs of ab-
senteeism, and of permanent replacement. In certain
organisations, particularly smaller enterprises, loss of
key personnel or entrepreneurs to AIDS can be crip-
pling. A Kenyan study found that skilled employees

represented only [3% of affected persons but con-
tributed 47% of company HIV/AIDS costs (Figure 2).
Nevertheless, employers in countries with more ad-
vanced epidemics are reporting that even “unskilled”
workers often have skills which cannot be easily re-
placed.

Vulnerability of production processes to disrup-
tion due to sickness and death of employees.
Certain production processes may be particularly in-
flexible and vulnerable to unanticipated absence or
low productivity of key employees. Examples of key
occupations include rock drill operators in mines, fur-
nace operators in some industries, and drivers in the
transport industry.

Baseline performance and cost structures.
Companies with low initial profitability are more like-
ly to find that HIV/AIDS becomes a key determinant
of profitability and viability. Companies where labour
costs amount to relatively small proportions of costs
or profits may face small impacts on viability even
when extra costs per employee are quite high.

Bascline employee turnover rates. A World Bank
study indicated that baseline employee turnover rates
in many African companies with AIDS epidemics
greatly exceeded deaths due to sickness. Delays in
finding replacement workers were not enough to sig-
nificantly raise costs, although in the case of skilled
professionals, this could take up to 6 months.

However, replacement may become
significantly more difficult as the
epidemic progresses.

B ° employees
B % costs

Vulnerability to disruption if
suppliers of key inputs or services
are severely affected by AIDS im-

% of Total

Supervisors I
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pacts. Disrupted supply of inputs or
services essential to businesses,
such as power, telecommunications
and transport, could lead to signifi-
cant downstream impacts.

Success of active efforts in pre-
venting new infections and man-
aging impacts of established
infections. Apart from preventing
new infections among employees,
companies can reduce impact in a
number of ways. These include
adapting the production process,

Senior
Management

Figure 2. Company HIV/IAIDS costs contributed by different employee categories

(Forsythe 1996)

strategic use of multi-skilling,
training and effective succession
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planning, and restructuring employee benefits to
ensure both sustainability and effectiveness in
keeping workers motivated and productive. In
general, firms with well developed and integrated
human resource and industrial relations capacity
are likely to be more able to manage potential
HIV/AIDS costs.

A way forward

Reducing impacts of HIV/AIDS will clearly be to
the benefit both of business and the economy in gen-
eral. Businesses can actively manage many of the im-
pacts on their own operations and competitiveness.
They can also contribute to reducing effects on the
broader society and business environment.

Businesses need to invest in reducing impacts, as
they will have to confront HIV/AIDS at some stage.
They should not ignore the issue through preoccupa-
tion with immediate challenges and targets, while the
full force of the epidemic builds up and costs accu-
mulate. Potential problems posed by lack of capacity
or incentives to respond effectively as individual com-
panies need to be overcome.

Several responses by the private sector are likely to
yield good returns for business and the economy. They
include:

Leadership

Commitment to HIV/AIDS issues by business
leaders at all levels is critical to reduce impacts in
business and society. They should speak out and mo-
bilise action around HIV/AIDS at every opportunity.
Experience in countries such as Uganda and Thailand,
and many Southern African firms confirms that clear,
repeated demonstrations of commitment by leader-
ship are an essential component of successful re-
sponses.

Reducing stigma

Companies need to actively strive to reduce the
perceived stigma around HIV/AIDS. This will re-
duce negative effects on infected individuals, and en-
courage them to reveal their diagnoses. This can be a
major boost to prevention as it makes the threat of
HIV/AIDS more real to target groups. Openness also
makes active management of HIV/AIDS impacts in
the workplace easier.

12 Occupational Health SA Nov/Dec 1999

Workplace programmes

All workplaces will be affected by HIV/AIDS di-
rectly or indirectly. Employers can manage impacts of
HIV/AIDS on the organisation and its employees
through appropriate workplace programmes.
Attempts to avoid AIDS impacts through pre-employ-
ment HIV testing policies are of very limited benefit
and cannot substitute for effective programmes.
Existing or newly hired employees can still become
infected, and many people who can still be productive
for many years will be excluded from work. Such
policies tend to reinforce the stigma that drives the
epidemic underground, which makes further preven-
tion and impact management more difficult. Pre-em-
ployment testing is also against the SADC Code of
Conduct on HIV in employment.

Prevention of new infections
Prevention of new HIV infections is a corner stone
of business responses. There is widespread evidence
that well-designed prevention programmes can be cf-
fective. They are also likely to be much less costly
than managing infections among employees at a later
date: costs averted are estimated to be around 3.5 to
7.5 times the costs of interventions, and can be much
higher.” Cost benefit is particularly high in areas with
earlier stage epidemics. However, even in areas with
high prevalence, prevention remains highly relevant
as projections indicate that rates of new infections will
remain high over the next decade. Indirect benefits in-
clude improved attitudes to HIV/AIDS in the work-
place, and building positive relationships with
employees which enable companies to manage
HIV/AIDS impacts in the workplace more effectively.

Impact management

Strategies to manage the impact of employees with
HIV/AIDS need to consider a range of human resource,
legal, industrial relations and production issues. They
need to balance financial and other cost implications
for employers, employees, the broader community and
government. A key objective is to develop policies and
strategies that remove barriers to employees’ disclosing
their HIV status. Many aspects of impact management
represent strengthening of basic human resource man-
agement and planning, which has breader implications
for improving productivity.
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Key components of impact management to be con-
sidered by firms include the following.!

«A clear assessment of potential impacts of
HIV/AIDS on the company, including vulnerability
of employees and production processes’

* Modification of work organisation and processes.
This can reduce vulnerability to absenteeism or
deaths

* Development of clear policy on HIV/AIDS among
employees, to balance the concerns of all stakehol-
ders, and deal with basic principles around issues
such as discrimination. Policies provide a frame-
work to guide development of other aspects of im-
pact management

* Development of appropriate stategies and processes
for training and succession. Strategies used by firms
include multi-skilling, apprenticeship, management
development programmes and succession planning

* Strengthening human resource management capaci-
ty and systems. These are required to, for example,
actively manage sick and compassionate leave, deal
with employees whose work performance is affec-
ted, make difficult decisions on termination or rede-
ployment, and monitor and plan around impacts
such as lost time and employee turnover

* Appropriate structuring of employee benefits, in-
cluding disability, death and housing benefits.
Approaches need to ensure that benefits are finan-
cially sustainable while preserving the motivation
and productivity of employees and reducing
HIV/AIDS impacts on their dependents. Many op-
tions are likely to be available, and companies and
government need to ensure that the most appropri-
ate statutory and voluntary benefit structures are
identified
Health care and support. Management of ill health
among employees becomes increasingly important.
Effectiveness and affordability of workplace and
other health care for employees needs to be assured.
Access to adequate workplace or off-site primary
medical care has helped to reduce absenteeism.
Assisting workers with TB treatment has helped to
ensure that they are diagnosed and cured, thereby
protecting fellow employees from infection and pro-
longing productive life of the worker. Many em-
ployers provide on- or off-site counselling for
employees infected or affected by HIV.

Home based care systems are used increasingly to

help employees recover more quickly from bouts of

illness, and to support the terminally ill.

Co-ordination between
businesses

Problems created by HIV/AIDS, and effective
responses, require that companies see HIV/AIDS as
a shared problem that will benefit from co-ordinated
responses to many issues. Effective responses to
HIV/AIDS often require expertise, understanding
and resources which may be difficult for individual
companies, particularly smaller firms, to develop.
Individual companies may not have the incentive to
develop some initiatives alone, even if these could
benefit many businesses. Inadequate responses by
any individual sector or company also has potential
to create negative knock-on effects on other busi-
nesses.

In countries such as Botswana and Thailand,
Business Coalitions on AIDS have been formed to
strengthen private sector responses to HIV/AIDS.
Other types of co-ordination also occur. As businesses
are quite diverse and may have different priorities and
needs, several different bodies or types of partner-
ships may be appropriate. Functions served by such
partnerships have included: co-ordinated initiatives
for training, skills development and prevention; shar-
ing of knowledge and experience; identifying and ac-
cessing HIV/AIDS management resources for
member firms; research into issues of interest to busi-
ness; and development of common approaches to cer-
tain key issues.

Co-ordination with
government

Initiatives to increase co-ordination with govern-
ment should be explored. Government and business
may both have resources and potential to support each
other’s responses to HIV/AIDS. In addition, govern-
ment and business are likely to have to co-ordinate
their strategies in many areas. Other specific areas
where co-ordination with government may be rele-
vant, include: defining appropriate systems of em-
ployee benefits, particularly in relation to health and
social security; training and education; monitoring of
various aspects of HIV/AIDS and impacts of rele-
vance to the economy and development; and appropri-
ate incentives to firms to develop HIV/AIDS
inferventions.
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Make strategic choices

At all levels, needs created by HIV/AIDS will far
exceed resources available to satisfy them. Difficult
decisions will have to be made on appropriate alloca-
tion of resources to HIV/AIDS specific needs in the
light of the interests of businesses, affected individuals
and broader social and development goals. Within
available resources for meeting AIDS-specific needs,
the priority, for example, of prevention programmes,
health care for people with HIV/AIDS and support of
surviving dependents will have to be established.
Within each of these areas, it will be important to
identify the most cost-effective and sustainable use of
resources. In addition, HIV/AIDS will require that
many firms address issues that they may not previous-
ly have seen as “core” business. These include, for
example, openness about AIDS and sexuality, policy
on funeral attendance and other absenteeism, and
ensuring that children currently in schools survive and

continue their education so that adequate supplies of
skilled employees are available in future.

Strategic decisions about how to respond to
HIV/AIDS therefore need to be taken in individual
businesses and at higher levels to ensure that unsus-
tainable and inefficient responses to HIV/AIDS are
avoided, as they could have serious negative conse-
quences in future,
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Introduction

Without doubt, the primary challenge facing those
employers interested in responding to the HIV/AIDS
epidemic is to reduce the incidence of new HIV infec-
tions. Notwithstanding, there is growing pressure to
develop cost-effective approaches to manage those al-
ready infected. Fortunately, since the advent of com-
bination antiretroviral therapy, HIV disease has
virtually transformed into a manageable chronic dis-
ease for those infected individuals who are able to use
these drugs. With effective antiretroviral therapies,
HIV discasc outcomes have improved, leading to
fewer HIV-related deaths, fewer opportunistic infec-
tions, and less frequent need for hospitalisation.! The
main barriers to managing HIV disease in this man-
ner, and to achieving these outcomes, remain the high
costs of the pharmaceuticals employed and their ad-
ministration and maintenance in effective regimens.

As with other chronic diseases, the underlying
principle in managing groups of ‘at-risk” individuals
is to reduce the overall levels of risk and to achieve de-
sirable (preferably measurable) clinical outcomes,
whilst impacting positively on the economics of car-
ing for affected individuals.” This article explores an
approach to the management of HIV disease within
the occupational setting and suggests a Systems ap-
proach to the management of HIV disease in the
workplace.

HIV risk management

Individual risk is encountered at each stage of a
particular disease process. In the case of HIV, there
may be risk of becoming infected with HIV (from an
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infected partner), risk of progressing to immune sys-
tem deficiency (once infected), and of developing the
complications of this (such as opportunistic infec-
tions), and ultimately an increased risk of dying.

Most chronic diseases such as Diabetes and HIV
result in similar (often-predictable) risk progressions.
The overall objectives of managing this risk are to
prevent and manage the potential complications of the
underlying disease process and to retard the indivi-
dual’s progression to disability so as to improve their
quality of life and lessen their dependency on medical
care.

The potential for achieving these objectives, in the
case of HIV infection, will be dependant on the co-or-
dinated implementation of an integrated approach to
HIV prevention, effective management of the infected
individuals’ health care needs and the extent to which
individuals become involved and take control of their
own health.

The responsibility for delivering interventions,
that meet these objectives, extends beyond the health
care provider. Also, the motive for ensuring that the
objectives are being realised lies with the individuals
or organisations that stand to gain from achieving
them if they are not effected. This places the locus of
control directly with the individual and the responsi-
bility for providing the system through which appro-
priate care can be delivered with the employer, health
care fund or relevant group of providers. In many in-
stances, the entity that is given the task of managing
this care provision is a contracted managed care or-
ganisation(MCQ).

HIV management within
the occupational system

Employers have an important role to play in inte-
grating health and disease management strategies to
deal with HIV within the occupational system for a
number of reasons:*

* They usually have a degree of responsibility for the
wellbeing of a significant number of individuals
(and their dependants) within well-defined popula-
tions

+ Concerns about high (and rising) costs of care, es-
pecially as HIV prevalence increases

* Their financing of a large portion of their emplo-
yees’ medical aid contributions (future health legis-
lation is also likely to broaden this responsibility to
include previously unfunded employees)

+ Concerns about lost work time, productivity, absen-
teeism and fitness-for-duty, as well as the impact
that this could have on fellow employees
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* Increasing precedent in setting standards for, and
restructuring the delivery of, health services
through group purchasing arrangements and closed
company medical funds.

A Systems approach to
managing HIV

Disease management programmes have evolved as
a managed care response to managing the prolonged
care needs of individuals with chronic disease. In
more sophisticated models, these can become the un-
derlying mechanism for reinforcing a systems ap-
proach to integrated care delivery and population
health.

It is imperative that the employer, funder (and
fund administrator), employee and providers all
identify (or negotiate, if necessary) their respective
roles and work together with the same objective of
delivering an integrated programme. This pro-
gramme needs to be effective for the specific
disease, acceptable to the affected individual, and a
positive contribution to the overall wellness of the
employee population.

For individual employees who are affected by the
disease, the importance of having their personal care
needs met, as well as becoming empowered to care for
themselves, is often best achieved through individual
case management by appropriately skilled case man-
agers.

Without the corresponding policies and pro-
cedures within the workplace that can support an
integrated approach to managing this disease, the
workplace ‘System’ will be unable to effectively
achieve its intentions for better managing HIV
and the outcomes of its programmes will be com-
promised.

Individuals’ changing behaviour in relation to their
disease or health beliefs has been described as a pre-
dictable process with well-defined stages.’ In a similar
way, organisations can be thought of as undergoing
processes of change as they move towards a decision
to manage health risk and wellness within the organi-
sation. The development of disease management pro-
grammes could be seen as one of the outcomes of
such a process.

The various activities within workplace systems
that contribute to the wellbeing of the organisation
and its employees, occur within an hierarchy where
the wellness of the organisation is built upon man-
agement systems and processes that support em-
ployee wellness, which includes regulatory,
compensation and managed care components.
(Figure 1) *

Organisational
_ Health

Employee Wellness

© Health
Education/Awareness
Productivity

Workplace Health, Industrial Hygiene,
Regulatory Compliance

Case Management
Managed Care Systems

Medical Aid
Woarker's Compensation
Emergency Medical Care for Injury/ lliness

Figure 1. A health hierarchy within the workplace system

Adoptin?l a systems
approac

The majority of employers who embark on develop-
ing a managed approach to employee wellness or to a
specific disease entity, would contract the services of ex-
ternal wellness or disease management expertise.
Traditionally, managed care programmes have been of-
fered from the company’s supporting medical fund
through its association with managed care organisations.

Itis desirable that these external programmes integrate
with the workplace strategy to manage the disease, but
often this is not the case as both the management of this
care and the delivery of the programme are fragmented.
Also, initiatives that occur through the company’s me-
dical fund would exclude unfunded employees who are
often the highest risk sub-group within the organisation.

It is possible to achieve integrated disease ma-
nagement that becomes part of the workplace system
and strengthens other employee health benefits and
programmes. This needs to be done through integrating
or initiating employment policies, employee wellness
programmes and disease management systems that all
work together towards this specific outcome.

The basic steps in developing this integrated ap-
proach are outlined below.

The most important precursor to this is for the or-
ganisation to move from contemplating whether to
manage the HIV risk in their employee population to-
ward making the commitment to do this and acting on
it. It is also beneficial to identify the disease manage-
ment expertise and delivery system that would best
meet their needs.
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Development of HIV
(disease) management
programmes

An approach to developing a management pro-
gramme for any specific disease-state (such as HIV)
might include the following steps:®

* Agree on the necessity to implement a disease ma-
nagement programme for the specific disease state
on the principle of integrating this with the existing
system that supports the individual’s wellness and
health care

* Determine the impact of the disease on the specific
population, together with statistical projections of
the future probable impact, and profile the levels of
risk within the specific population in order to esti-
mate the health needs of the population

* Identify the specific interventions for which there is
good evidence (or compelling reason) that the inter-
vention can lead to improved outcomes

* Design the mechanisms for delivering and sustain-
ing these interventions (this is usually the step that
requires the greatest degree of innovation and con-
sideration and can be more effectively achieved by
working together with all involved stakeholders)

* Cost the programme and agree on an appropriate

- budget

* Put the systems in place that are required to man-
age, deliver and monitor the programme

* Promote the programme to the target population,
preferably with incentives for affected individuals

* Enrol affected individuals into the programme

* Deliver the specific interventions, or facilitate and
manage their delivery, whilst enabling the individ-
ual to manage their own disease

* Monitor the delivery and measure the outcomes of
the programme

Support through
employer initiatives

The infected individual

The HIV infected individual has needs that
change as the duration of the infection progresses.
The aim of any disease management programme
should be to facilitate these needs being met, such as:
* Through the provision of advice and reading mate-
rial, to meet the need for information

*Linking the individual with experienced HIV
providers or supporting current providers (see
below) to facilitate their health care needs

* Encouraging safer sex and partner disclosure to re-
duce their risk of transmitting the virus

* Managing the provision of HIV drugs to maintain
the most cost-effective and reliable supply of anti-
retroviral therapies

* Monitoring the results of laboratory and clinical
parameters to detect changes in clinical condition
and drug effectiveness

* Linking the individual with support groups and
community resources to build their support net-
work

1. Build a shared vision

to participate

2. Establish a

PLANNING
shared reality -

Ly
E

3. Understand and
share key benefits

A

4. Identify Barriers
to change

* Monitoring adherence to best health
practices

* Providing access to basic health infor-
mation (such as through an advice line)
to assist with healthcare decision-mak-
ing and self-care.

Care providers
The task of providing competent care

A
Y

8. Learn and
continuously improve

to patients infected with HIV is extremely
challenging. A competent HIV/AIDS

5. Develope Strategic
Options

A
Y

6. Identify leverage
options

A [ mPLEMENTATION |
Y

7. Determine how to
measure results

provider must be proficient in screening
and counselling, able to recognise com-
mon clinical findings and to deal with the
complications associated with HIV infec-
tion, as well as being able to manage com-
plex drug regimens, all within the
restricted budgets allocated to HIV-related
care. Given this complexity, it is perhaps
not surprising that the AIDS experience of
clinicians has been significantly associa-

Figure 2: Systems-thinking Model: The Process for Developing Disease

Management Initiatives *
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ted with the survival of their patients. ’
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HIV/AIDS Clinical guidelines for the use of anti-
retroviral drugs offer opportunities for continuing to cap-
italise on the benefits offered by antiretroviral drugs
and new technologies for HIV care. At the same time,
these tools provide some direction for clinicians regard-
ing the use of these drugs or technologies.’

These guidelines should provide direction for
managing complex HIV care without compromising
provider autonomy. They also serve an educational
function, help monitor and maintain quality of care,
and manage the use and costs of antiretroviral drugs
and technologies related to treatment. Monitoring per-
formance from practice guidelines can be useful in
designing patient care strategies and for quality assur-
ance/improvement purposes (i.c., making changes to
improve outcomes).

HIV Disease Management programmes can bene-
fit from accessing the care provided by experienced
HIV clinicians who are familiar with best practice
guidelines. Some programmes even offer provider
support through developing and disseminating con-
sensus guidelines and facilitating provider access to
expert advice.

The employer

Employers need information in order to manage
the HIV risks in their organisation and can be assisted
in conducting impact assessments and in planning
strategies to manage the projected impact.

The capacity of the organisation’s personnel

- department to assist with HI'V issues as well as to de-

velop appropriate policies and procedures relating to
HIV can also be supported. Workplace initiatives to
prevent the spread of HIV, such as peer counselling
and health promotion activities could be integrated
into the disease management strategies.'

Conclusion

Although the workplace is not the only setting
through which HIV disease can be managed, it
provides an important opportunity to integrate HIV
health risk management, demand management,
disease management and outcomes management, to
the benefit of both the employer and the employee (as
well as their dependants).

Employers have the opportunity to make a very
important statement concerning the value of mana-
ging HIV prevention and care and are responsible to
make this investment.

HIV disease management that is properly integrated
into the employment system offers the potential to
lessen the impact of HIV on the workplace and to
influence its effect on related populations.
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Y2K + AIDS:
the Future?

Engela Roos, Dr. Leighton McDonald
Mx Health Institute, Centurion
Occupational Health SA 1999; Vol 5, No. 6: 20 - 22

Introduction

A huge billboard at Johannesburg International air-
port draws the attention of every passer-by to the exis-
tence of the Y2K bug! Every newspaper, magazine and
most television programmes have dealt with this sub-
ject and the possible disruptive effect it might have on
the productive capability of computer systems.
Millions of rands have been poured into preventive
measures - this is a focus point and agenda item of
management throughout SA and the world.

The HIV/AIDS epidemic requires the same con-
certed preventive response. Reports of the severity of
this epidemic continue to remind us of its severe threat.
One such report compared the 200 000 Africans killed
in armed contflict in the last year with the 2 million
Africans that died from AIDS in the same period. This
prompted- Carol Bellamy, executive director of
UNICEF (United Nations Children’s Fund) to issue the
following comment concerning these figures: “By any
measure, the HIV/AIDS pandemic is the most terrible
undeclared war in the world™'

Being infected with HIV/AIDS requires ongoing
prevention of new infections, as well as attempts to
mitigate the impact of the established epidemic.
Prevention of new infections remains the most cost-ef-
fective response to the epidemic. Treatment strategics
remain very expensive and adequate social support for
the millions of infected South Africans is beyond the
national budget.

It is therefore essential for management and labour
to collaborate in finding a pro-active, holistic preven-
tive solution to the HIV/AIDS crisis facing the work-
place in South Africa. Failure to do so will have a
significant economic impact and result in less global
competitiveness. Many people might lose their jobs
and others their lives. This article addresses the key is-
sues that need to be addressed by management and
labour in a workplace HIV/AIDS prevention pro-
gramme.
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General trends

During the 1980s many workplace prevention pro-
grammes were implemented, with little in the way of
outcomes to show for huge budget spends. As a result,
employers that were willing to minimise the impact of
HIV/AIDS in their work environments became scepti-
cal regarding HIV education. The 1990s brought new
prevention approaches and programmes where peer
education, impact studies and condom dispensing ma-
chines became the new buzzwords. During 1998 and
1999 the “invisible” HIV epidemic became visible as
AIDS deaths started to present. With this reality a new
search has developed to find “the right prevention so-
lutions”™ to the challenges of the epidemic.

The reality is that there is no quick-fix solution to
the HIV/AIDS crisis. HIV/AIDS is a complex issue re-
quiring the expertise of a wide range of specialists for
its prevention and management as well as attention to
critical issues required for successful outcomes.

Key issues during
programme
iImplementation

Role players like management and labour must
strategise in a co-ordinated way to find holistic, ac-
ceptable, client-specific, long-term solutions to their
challenges. It is important to obtain expert advice on
managing all aspects of HIV/AIDS; thus ensuring
realistic outcomes and that resources are well spent.

The components of prevention programmes, listed
below, will not be successful if implemented in isola-
tion. Their effectiveness lies in the integration of indi-
vidual strategies into one holistic prevention
programme.

HIV/AIDS should appear on several agendas with-
in the workplace, as a standing item e.g. the business
plan, budget, training, human resource planning, etc. A
useful approach is to establish a project support forum
to facilitate an integrated HIV prevention programme,

Projections of those infected and sick and dying of
HIV/AIDS are needed to alert role players to the se-
riousness of the epidemic. These projections are also
required for economic impact studies that can enable
management to do effective planning with regard to
the epidemic in the long term.

A clear overview of the current response of the
company to HIV/AIDS, and an understanding of the
workplace culture helps to ensure a customised ap-
proach to the epidemic. This includes a detailed de-
scription of the demography of the workforce, a
critical assessment of previous prevention strategies,
including STD (sexually transmitted disease) treat-
ment strategies, as well as a detailed understanding of
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other contributing factors to the spread of HIV infec-
tion such as work situations that take employees away
from home.

A company HIV/AIDS policy (updated annually)
provides a framework for committed interventions
and management of HIV/AIDS in the workplace. This
should, however, be transformed into practical proce-
dures known to all employees.

A Project Support Forum comprising the relevant
role-players should be established to maintain ongoing
planning, evaluation and support to workplace inter-
ventions. This will assist to create the necessary under-
standing and enthusiasm for the project amongst all
role-players (management, middle management and
union).

The programme should be driven by an implemen-
tation plan that is strictly monitored by all the role-
players and that is tailored to suit the needs of the
specific company. This is essential to ensure owner-
ship of the project.

Projects must meet legal and confidential require-
ments according to South African Law and other
human rights principles respected by the role players.

Effective treatment and management of Sexually
Transmitted Diseases is an essential component of
workplace programmes and needs to be accessible to
all employees.

An effective communications strategy is required
and needs to be culturally sensitive and consistent with
growing knowledge about the epidemic

A core group of well-trained HIV/AIDS peer edu-
cators within each department is required to ensure ad-
equate understanding of HIV/AIDS, the development
of appropriate attitudes to the epidemic and those in-
fected and living with HIV/AIDS, and the required
support, referral and general management of HIV pos-
itive employees.

Training must be ongoing. Peer educators must be
exposed to regular update sessions as the HIV/AIDS
field is quite dynamic and information rapidly
changes.

Targeted education is required, especially for those
individuals who have an increased risk of contracting
HIV infection. Special events also offer focused edu-
cation opportunities:

* Individuals and groups with special risks of HIV in-
fection are best targeted through peer educators and
often require an outreach component that goes be-
yond the confines of the work place

* Existing opportunities for ongoing training like in-
duction, health and safety, regular union meetings,
management and personnel meetings, should be
utilised to re-inforce the programme

*Special projects like participation in Condom
Awareness Week in February, and World AIDS Day

awareness on 1 December, offers a good opportunity
for additional programme events
A sound understanding of the epidemic and a long-
term commitment at every level of employment is es-
sential to secure a successful ongoing prevention
programme. This includes management, union and
employees. Commitment needs to be translated into
practice and usually requires:
* A budget to train peer educators and render ongoing
support to them
* A budget to obtain limited educational materials and
tools
* Available time for meetings and awareness opportu-
nities
» Effective project management and the resources to
achieve this
Community outreach projects should be consi-
dered. These initiatives are targeted at communities
from which employees are drawn and attempt to com-
pliment other HIV prevention efforts directed at these
communities by government, NGOs and other private
sector companies.
Supporting interventions could include:
+ A condom distribution system
* Wellness management programmes
* Health awareness days that will raise awareness of
issues like the role of nutrition and health in the
broader context
* Employee assistance programmes that deal with
literacy, self-esteem, empowerment, and other issues
that support the individual response to the epidemic.
* HIV/AIDS programme that are linked to the TB and
STD programme within the medical centre

Non negotiable principles
By using participants’ knowledge and practices,

beliefs, fears and hopes as a point of departure, the

programme is able to empower employees to identify

and understand their problems. This cnables people to

explore opportunities for change and development,

and to take responsibility for their lifestyle and treat-

ment. The following principles are useful to consider:

* Usc participants’ existing knowledge, beliefs, fears,
hopes, attitudes and practices as a point of departure

» Take participants’ socio-economic and cultural con-
text into account

* Provide correct information in a supportive way

* Help participants to express their feelings and de-
scribe their own experiences

* Help participants to identify, understand and articu-
late their own problems and explore opportunities
for change and development by themselves

* Ensure that the responsibility of deciding what to do
next is solely that of the participants (The facilitator
is in the background to support and guide the group
but they own the project!)
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Summary of necessary

interventions
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Conclusion

During an AIDS in the Workplace Conference held
in Gauteng, Deane Moore of the Metropolitan Group
stated that “A company which implements a pro-
gramme which successfully prevents new HIV infec-
tions will reap the reward 8 to 10 years later, when
fewer HIV- and AIDS-related costs are incurred.”

“Projections show that a company of 1000 employees
spending R100 000 up front and a further R25 000 per
annum on AIDS education, could save approximately R10
million in indirect costs over a period of 10 years: a return
on investment of over 50% per annum. This is likely to be
the best investment a company could make.”?

is visible and well-defined messages are communicated.
In 1991, Thailand and South Africa had similar

AIDS epidemics. Yet, today, Thailand’s epidemic has

declined and South Africa’s has soared. (Figure 1)

Why? The answer lies in an explanation given by
the Thai AIDS director in 1992. He said: “In Thailand,
80% of HIV infection occurs through commercial sex.
To stop AIDS, at least 75% of commercial sex acts
must be protected by condoms. 550 000 commercial
sex acts occur nightly in Thailand. 250,000 or 45% are
protected by condoms. Within 6 months, 410 000 or
75% will be protected and within 12 months, 500 000
or 90% will be protected.” Within a year, Thailand’s
AIDS Committee, chaired by the Prime Minister, in-
troduced laws requiring all sex establishments to en-
sure that all clients always use condoms. HIV
transmission fell steeply. Decisive action reduced
Thailand’s expected AIDS epidemic by 70%, proving
that AIDS prevention works. The Thai approach is a
perfect example of core business skills: focus, a sim-
ple, effective business plan, precise targets and strong
performance monitoring.

“This is the single most important point I can make today.
If South African business applies its core management skills
to AIDS prevention, it will succeed. After all, if business can
extract gold four; soon five, kilometres underground, in tem-
peratures approaching 70 degrees and build Africa’s largest

dam to channel water from Lesotho’s mountain peaks to
Gauteng, business can get employees to use condoms. If we
take AIDS education and condom promotion a fraction as
seriously as production training or brand promotion,
we will succeed.”
Prof. D. Wilson, University of Zimbabwe

Uganda succeeded in lowering HIV prevalence at
sites where proper interventions were implemented by
applying sound business principles. Interventions are fo-
cused on the younger generation; political commitment
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Figure 1. Source: Prof. D. Wilson, University of Zimbabwe
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Effective partnerships between government, the
private sector and non-governmental sector could save
millions of lives over the next decade... let’s make it
happen. “Future generations will judge us on the ade-
quacy of our response.” Former President Nelson
Mandela.*
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Some initial comments on the
ASOSH web site sent to the
ASOSH.ORG Webmaster:

Coen Buddingh, Immediate past President, Institute
of Safety Management (loSM)

Congratulations on a fine site, | am sure it will be well
patronised by our fraternity.

Rob Ferrie, AECI and the Institute of Occupational
Hygienists of Southern Africa (IOHSA)
The site looks great - congrats!

Hein Hughes-Treherne, MD Poltech (Pty) Ltd.
What a show. It was long overduell!

Darren Joubert, Department of Environmental Health,
Mangosuthu Technikon

I have just accessed the site again, and the access
speeds were excellent. Al [ can say is WOW you
really have done an excellent job, it must have taken
you a real long time and a lot of effort, well done, |
can see why it has been voted as one of the top 50
OHS sites in the world.

Howard Palmer, Envirocon Instrumentation
Accessed your Web Page and we are suitably im-
pressed. It certainly looks good and has some great
information and links.

Rakesh Maharaj, Industrial Health Unit, University of
Natal
The site is impressive.

Ralph Mcintyre, Department of Minerals and Energy
f just want to congratulate you on a “great site”. This
is truly a one stop Health and Safety site. Thanks for
all the hard work and effort put in to establish this
site. [ know you must have used up some heavy mid-
night oil.

Dr. Clifford Panter, Occupational Medicine Consult-
ant, Eastern Cape

The site is looking really great and already proving to
be very useful - congrats Clifford. How do | go about
getting listed as a consuitant on your services list?

Satisfied Consultant shortly after being listed on the
Services page

I did not expect such a rapid (and overwhelming)
response.

Unknown (Sent via Feedback page)
I have been using your site frequently David it is a
great help.

Teresa Whitford, Communication Officer, NCOH
David, | just want to thank you for the work you did
preparing this site. | have used it a number of times
since you showed it to me, and have extracted some
really useful information refevant to what | have been
preparing recently. Thanks again.

The Education & Training, Events, Jobs, Products and
Services pages are now open for business.

ASOSH.ORG The place to be
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This fourth NetPage lists occupational and envi-

Occupational &
E ronmental medicine and related web sites. A more
nVI ro n m e n a comprehensive listing is provided on the

Occupational Medicine page of ASOSH.ORG

[ - . (located via Societies & Related at World Links).
e I c I n e I es The next issue will focus on Occupational Health
David W Stanton', Frank F0x§, Nursing 'sites. Nurses please forward your favorites or
bookmarks to the NetPage team.
We look forward to your comments, suggestions

— and links for the NetPage and ASOSH.ORG.

Hans van der Merwe' '
Chamber of Mines'; Mondi Ltd.’; Polifin
Occupational Health SA 1999; Vol 5, No. 6: 24

Government and Public Service
British Occupational Health Research Foundation (BOHRF) (http://www.bohrf.org.uk/index.htm) UK
CCOHS (hlt-r;://wwwc.(‘;éhs.ca/) Canada o o - .
CDC Tr;wel Informgﬁon (hltp:/MWWcdc.goniravel.’index.htm) CbC, USA“" -

Center for Occﬁb'éfional & Environmental Medicine (http://wwviéoem.coml) USA
Finnish Institute of Occupational Health (http:/iwww.oocppnealth.fifeg ' ' , ,

Occupational Health Services (http://www.occuphealth.fi/e/info/anl/298/index.htm) African Newsletter on Occupational Health and
Safety, Volume 8 number 2, 1998

Health (http://www.gov.zalyearbook/health.htm) South Africa Year Book 1999, GCIS, South Africa
National Institute of Environmental Health Sciences (NIEHS) (http:/www.niehs.nih.gov/) USA
NIOSH (http:i.’www.cdé.govfniosh/) CDC, USA o i -

6c:rcupati6rg and Environmental Medicine Resources 7(http://wwﬂaécénvmed.ﬁét/\;’velcome.rhthrl) Dr. Geoffrey Kelafant, USA

International

International Commission on Occupational Health (ICOH) (http:/Awww.icoh.org.sg/) Singapore

Society

American Colle.g-é of Occupat|ona|and Environmental Medicine (ACOEMj-.(Http://www.acé-em.orgl)
Association of Obcupatioh'él & Environmental Clinics (A.O.E.C.r) (http://occ-env-med.me.duke.edu/oem/acec.htm) USA

Aﬂsir-alasian'Féculty of Occupational Medicine (AFOM) (http:llwww,medeserv.com,au/afom/openlafomhtm) Royal Australasian
College of Physicians

Irish Society of Occupational Medicine (I.S.O.VM'.) (http:l}ireland.ioI.ie}';iéom/)

The Australian and New Zealand Society of Occupétional Medicine Inc. {ANZSOM) (http:/fwww.anzsom.org.au/)

The VFacuIty of Occupatrirrorrlél Medicine (FOlVIj (H'ttp:/,’WM\;.'facoccmed.aé.ﬁkf) ﬁq}al Collegrewof Physicians, UK o 7
The Society of Occupational Medicine (SOM) (http://www.med.ed.ac.uk/hew/som/) UK

University
Directory of Sites in Occupational & Environmental Health (http://www.med.ed.ac.uk/hew/links/default.htm) University of Edinburgh, UK

Duke Occupational & Environmental Medicine World Wide Web (http://gilligan.mc.duke.edu/oem/)
Occ-Env-Med-L Internet Mail-list (http:/gilligan.mc.duke.edu/oem/occ-env-.htm) o
Qccupational and Environmental Medicine WWW Resource Index (http://occ-env-med.mc.duke.edu/oem/index2.htm) Duke University, USA

Hardin MD - Occupational & Environmental Health (http:/www.lib.uiowa.edu/hardin/md/occu.html) University of lowa, USA
Medical, Clinical & Occupatiohal Toxicology Resource Home Page (hitp:/iwww.pitt.edu/~martint/welcome.htm) University of Pi{tsburgh. USA

The Southern Alberta bécupational Medicine Page (http://mir.med.ucalga;yc"é}oemv'\.reb/) Univérsity of_-(se-ll_g-e;;,maénada

University of Cincinnati Oécupational Medicine Residency (http:.’/oz.uc.edu!~freémaaw/Reside'n(':y.html) USA

Contact the authors at the following addresses: David W Stanton - davidws@iafrica.com
Frank Fox - Frank_Fox@mhs21.tns.co.za, Hans van der Merwe - polimed.merwe(@cyberserv.co.za
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Health and
Safety
Mailing Lists

David W Stanton

Occupational Health SA 1999; Vol 5, No. 6:2.

Introduction

Mailing lists work the same way as personal
e-mail, except when you send a message to a mailing
list, everyone who has subscribed to the list will
receive a copy of your message. This allows you to
provide information to fellow practitioners on a
workshop or conference or ask a question and tap into
the expertise of the members of the mailing list.
Likewise, if someone asks a question and you have
relevant information to relay, you can respond to the
question. It is not unusual for questions put to mailing
lists to be fully answered the same day.

Currently there are over 200 mailing lists world-
wide that have something to do with health and safety.
There are probably 5-10 that cover a range of major
health and safety subject areas. A list
(http://www.ccohs.ca/resources/listserv.htm) of
known health and safety mailing lists is maintained
by Chris Moore at the Canadian Centre for
Occupational Health and Safety. He considers the
main health and safety lists to be:
GlobalOccHyg-List, HS-Canada, IH-List,
Occ-Env-Med-L, and SAFETY.

These all use some form of mailing list manage-
ment software such as Majordomo, LetterRip and
Listserve.

In 1999 a very simple and easy way to establish
group communication became available through
eGroups (http:/www.egroups.com)

Southern African
Discussion Groups

Several Southern African discussion groups have
recently been established at eGroups as a valuable
free resource for ASOSH and its member societies.
These include: ASOSHNET, IoSMnet, OHASAnet,
SASOHNnet, SASOMnet, and Safety First

Association. It is envisaged that for example
OHASAnet will be limited to OHASA members
while all SHE practitioners in the SADC region and
friends of Southern Africa can join ASOSHNET. If a
question is not fully answered in one discussion group
then it could be put to another group via the relevant
group moderator or put to ASOSHNET. The free ser-
vices provided by eGroups includes secure on-line
voice chat and low-cost teleconferencing, computer
searching and archiving of all the e-mail correspon-
dence, a calendar where society events can be listed,
a 20 MB vault where files can be stored and accessed
by members, and a database where up to ten tables
(each with up to a thousand rows and up to ten
columns) can be generated and stored. The group
moderator can set the policies for the group.

E-mail messages can accessed in four ways, either
by receiving all the group e-mail, or have the choice
of two forms of digest, or not receive any e-mails but
take the option to read the messages at the group web
site at eGroups.com.

The links to the Southern African discussion
groups can be located via the Contacts page of
ASOSH.ORG. OHASAnet is now active and it is
envisaged that the various ASOSH member societies
will activate their own discussion groups shortly.

* One can subscribe to OHASAnet via the OHASA
page of ASOSH.ORG or by sending an e-mail to:
ohasanet-subscribe@eGroups.com.

» To unsubscribe send an e-mail to:
ohasanet-unsubscribe@eGroups.com.

* To post messages send to:
ohasanet@eGroups.com.

With the availability of free e-mail through for
example Hotmail (http://www.hotmail.com) and
WebMail (http://webmail.netscape.com/) and the ease
of establishing sophisticated free e-mail discussion
groups through eGroups, the sharing of information
and ideas between SHE practitioners via the Internet
is set for rapid expansion in South and Southern
Africa.
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Tle official web site (ASOSH.ORG) for
the Association of Societies for Occupa-
tional Safety and Health, consists of a
Southern African component, and
through the World Links page, a World
component. Currently on the Internet
there is only a limited amount of Safety,
Health and Environmental (SHE or EHS)
Information available from Southern Af-
rica, but this is set to grow in the coming
years. ASOSH.ORG takes you to the
current links and to the new SHE links as
they come online around Southern Africa.
Through the World Links page of
ASOSH.ORG you have access now to a
vast library of SHE resources around the
world plus extensive online training
courses on the Internet, Internet tools, and
SHE. The ASOSH website takes you to
the best SHE links around the world,
the links are regularly checked and up-
dated and new important links added
when published. Navigation around
ASOSH.ORG in the Southern African
component and the World component
is very simple and new users find their
way around quickly and easily. Access to
this vast world library of SHE information
through ASOSH.ORG is FREE.

Open for Business!
A chance to get seen!

To help support and further develop this world
class SHE resource, the Education & Training,
Events, Jobs, Products and Services pages in
the Southern African component will include your
information at a competitive price and for as long
as you choose.

Education page:

Promote your SHE education and training
courses

Events page:

Publish details of your SHE conference or semi-
nar

Jobs page:
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Introduction

Management of conventional sexually transmitted
diseases (STDs) has become recognised as an impor-
tant component in efforts to control the spread of
HIV/AIDS. While compelling biological/scientific
evidence to justify the need for improved STD control
has been present for a number of years, the publica-
tion of the now-famous Mwanza (Tanzania) trial gave
programme managers world-wide the direct evidence
they needed; that improved STD management could
make a major impact on HIV incidence. However,
earlier this year, another STD intervention trial, this
time undertaken in the Rakai district of Uganda,
failed to demonstrate any effect of a STD intervention
on HIV incidence. Against the background of these
apparently conflicting results, further STD interven-
tions are either being undertaken or being planned. It
is therefore important to recognise the limitations of
the two studies and also to highlight their strengths
and weaknesses in order that their results can be eval-
uated in a balanced manner. In this paper the results of
the initial phase of a targeted STD intervention under-
taken in South Africa are outlined and the advan-
tages/disadvantages of this approach compared and
contrasted with both the Mwanza and Rakai studies.

The Mwanza study

The study undertaken in Mwanza, Tanzania was
designed as a community-based randomized trial to
assess the impact, cost and cost-effectiveness of avert-
ing HIV infection by improving the management of
symptomatic STDs by primary health care workers.

The impact of these improved services was as-
sessed by comparing six intervention communitics

with six matched control communities. A random co-
hort of approximately 1 000 adults aged 15-54 years
from each community was recruited into the study
and measurements of STD prevalence and HIV status
measured at baseline and two years later. The inter-
vention comprised the establishment of a STD refer-
ence clinic and laboratory, staff training in syndromic
management of STDs, provision of a regular supply of
drugs, regular supervisory visits to health-care facili-
ties, and health education about STDs. Control com-
munities continued to receive the basic STD care that
they had previously received.

Baseline HIV prevalence was 3.8% and 4.4% in in-
tervention and comparison communities respectively.
Of those found to be HIV-seronegative at the initial visit,
1.2% seroconverted within two years in the intervention
communities, while 1.9% seroconverted in the control
communities. HIV incidence was found to be consis-
tently lower in the intervention communities when com-
pared to their match pairs. The authors estimated that,
allowing for the community-randomized design and the
effects of confounding factors, the estimated risk ratio
was 0.58 (95% CI1 0.42 - 0.79, p = 0.007). Since no ap-
parent change in sexual behaviour was reported in either
group, it was concluded that the introduction of syn-
dromic management was responsible for an approxi-
mate 40% reduction in HIV incidence.

The Rakai study

In view of the fact that syndromic management
has an effect only on symptomatic STDs, it was
thought that provision of mass antibiotic treatment
would result in the treatment of both symptomatic and
asymptomatic disease and therefore reduce both shed-
ding and acquisition of HIV by individuals who were
at greater risk of transmission owing to their ulcera-
tions/inflammations. Thus the Rakai study, undertak-
en in Uganda, was designed as a randomized,
controlled community-based trial of intensive STD
control via home-based mass antibiotic tfreatment. In
the study, ten community clusters were randomly as-
signed to either intervention or control groups. All
consenting residents aged 15 - 39 years were enrolled
and measurements of STD prevalence and HIV status
measured at baseline and at 10-monthly intervals
prior to provision of mass treatment with either antibi-
otics (intervention group) or vitamin/anthelminthic
preparations (control group). Overall,-the baseline
prevalence of HIV infection was 15.9%.

While STD treatment resulted in a significant de-
crease in syphilis and trichomoniasis among the inter-
vention group, compared to controls, the incidence of
HIV-infection was 1.5 per 100 person-years in both
groups [rate ratio 0.97 (0.81-1.16)].
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The Great Debate

The initial reactions to the conflicting results ob-
tained in the two studies described above were in-
evitably that one of the studies was wrong. However,
much has been said subsequently about the role of
STD interventions at various stages of the HIV epi-
demic, since Mwanza was early in the epidemic and
Rakai later. Theoretically it is believed that the great-
est effect of STD interventions will be early in the epi-
demic when high plasma viral loads following
seroconversion are found in association with STDs
which would enhance transmission by core transmit-
ters. In a more mature epidemic, the majority of per-
sons with high plasma viral loads (with late disease)
would be less likely to be co-infected with STD or-
ganisms since the HIV epidemic has passed from core
spreaders into the general population. These individu-
als will have more acts of intercourse per partner than
those infected earlier in the epidemic and thus HIV
spread will be less dependent upon the STD cofactor
effect than previously. Unfortunately, these considera-
tions do not take into account the high rates of STD
which occur in those areas where the HIV epidemic
has flourished. They also do not consider that the con-
ventional STDs are usually inapparent despite the
presence of signs of infection. Thus any young person
becoming sexually active will usually acquire a con-
ventional STD during their years of experimentation
before they acquire HIV and that STD will render
them more susceptible to acquisition of HIV. It is
therefore imperative that the total burden of STDs
(and, therefore, genital inflammation) be reduced on a
population basis in order to reduce increased suscep-
tibility to HIV.

Much has been said about core transmitters of dis-
ease and their role in STD and HIV spread. Above all,
it is clearly important that genital inflammations be
reduced in these populations to reduce both acquisi-
tion and transmission of HIV. Their status is unlikely
to be changed by the stage of the HIV epidemic since
they continue to change partners and place themselves
at risk of both STD and HIV. In turn they place their
regular sexual partners at increased risk.

With this in mind, what approach is suitable for
Southern Africa? Clearly it is necessary to provide on-
going care for STDs - and syndromic management is
undoubtedly the best way to provide that, bearing in
mind local conditions and health-care facilities.
However, mass treatment options such as those used
in Rakai are not feasible in Southern Africa since im-
mense resources would be needed to provide such
cover. Indeed, in Rakai itself, rounds of treatment
were initially to be undertaken every six months, but
the logistics proved so difficult that treatment was
only provided every ten months. This offered every

opportunity for high rates of re-infection to occur be-
tween treatment rounds. If this was the case in Uganda
where the infrastructure and communication are poor,
how would we be able to cope in a region with superb
communication and large population movements?

Southern Africa and the Targeted
Intervention Option: the Lesedi

Project

The highest rates of HIV infection in the world
occur in Southern Africa, where some of the countries
with the highest per capita incomes on the continent
are most affected. Factors such as rural poverty and
the migration of individuals in search of work con-
tribute to the separation of families and resulting
high-risk sexual behaviour. Moreover, high rates of
curable STDs also create conditions promoting the ef-
ficient transmission and rapid spread of HIV.

South Africa has seen a major HIV/AIDS epidem-
ic unfold with alarming speed since HIV prevalence
rates were first measured in 1990. HIV prevalence
rates among pregnant women have increased from
less than 1% in 1990 to more than 20% in some
provinces. Urban areas and regions with large mining
communities or those based on other industries are
strongly affected, but HIV rates are also high in the
rural areas from which many migrant workers origi-
nate. By the end of 1997, 2.9 million South Africans
were living with HIV, an estimated 420,000 people
had developed AIDS, and 360,000 people had died of
AlIDS-related illness. In addition, almost 200,000
children under 15 had lost one or both parents to
AIDS.

Commercial sex is a prominent feature around
many South African gold mines. It is widely regarded
as one of the key factors in maintaining high STD
rates in the mining communities. Genital ulcer disease
due to chancroid, syphilis and herpes simplex virus is
common, and non-ulcerative STDs, such as gonor-
rhoea, chlamydial infection and trichomoniasis, are
even more prevalent. Such high rates of curable STDs
in South African mining communities create ideal
conditions for HIV transmission.

Previous efforts to control STDs in these mining
communities have yielded minimal results in reducing
community levels of disease. Educational programs,
condom distribution and improved STD treatment,
initiated by some mines for their workers, have not de-
creased STD rates. Until recently, few efforts to con-
trol STDs have encompassed the sexual contacts of
the miners - even the identified partners of infected
miners often were not eligible for treatment in mine
clinics.

Against this background, the Lesedi Project was
started.
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[t sought to address this imbalance by providing
effective STD services for women living near the
mines and at high risk of STD infection. A mobile
clinic staffed by a nurse was set up, and peer educators
were recruited and trained to promote the services
among their peers,

In this first nine months of the project, peer educa-
tors raised awareness in the community of STDs and
prevention methods. More than 400 women attended
the clinic at least once for examination, counselling
and treatment. Clinic protocols were designed to pro-
vide effective treatment for the most common curable
STDs in the community. All women attending the
clinic were treated presumptively, based on their high
risk of exposure. Additional treatment was added as
needed for women who were symptomatic.

In evaluating this first phase of the intervention,
STD rates were measured both for the women attending
the clinic, as well as for miners living in the area.
Among women using the services, STD prevalence was
reduced by 70% to 85%. Local miners screened nine
months after the start of the project were found to have
43% less gonorrhoea/chlamydial infection than before
the intervention, and 78% had fewer genital ulcers.
STD consultation rates at mine health services were
also monitored, and miners living in hostels near the in-

tervention had significantly lower rates of symptomatic
STDs than those living farther away. In addition, self-
reported condom use during commercial sex rose from
negligible levels to 20% to 30% of encounters.

Based on these results, estimates of the impact of
the services on HIV transmission were developed
using the AVERT model, a Tool for Estimating
Intervention Effects on the Reduction of HIV
Transmission, developed by Family Health
International’s AIDSCAP and IMPACT Projects. It
was estimated that HIV incidence was reduced by
over 40% among the miners and by over 30% among
the women. A cost-benefit analysis of the Lesedi
Project was prepared and presented to mine manage-
ment. Based on conservative estimates of the cost sav-
ings of providing services for the women, mine
management agreed to take over costs of implement-
ing the intervention.

Conclusion

Clearly further studies are required to validate the
results obtained in this ‘hybrid’ intervention, includ-
ing direct measurement of HIV incidence. However,
there is a great need to innovatively apply what is
known about STD/HIV interactions to control the
spread of both threats to public health.
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injuries and
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students
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Summary

Healthcare students are at risk of exposure to
human immodeficiency virus (HIV) and hepatitis B,
as part of their training, clinical duties and service de-
livery. Annually 250-300 occupational exposure inci-
dents are reported to the Department of Medical
Virology’s diagnostic laboratory and in 1998 121 of
these injuries were reported by healthcare students.
On the background of the number of reported inci-
dents and the growing HIV epidemic, healthcare stu-
dents decided to address the issue of occupational
hazards for students. The students launched an aware-
ness programme on the occupational risks and man-
agement of occupational exposure and are actively
negotiating for an HIV-related insurance policy spe-
cific to the needs of healthcare students. Staff mem-
bers at the Faculty of Medicine are intensively
involved in formulating policies regarding student and
patient safety aspects. The University of Pretoria
model has shown that students and professionals
working together as a team can bring about changes to
actively control hazards in the working environment.

Introduction

Healthcare workers (HCW) have always known
that the risk of acquiring infectious diseases is an in-
tegral aspect of their profession. This fear has, until
recently, been allayed as a result of the availability of
antibiotic treatment and vaccines and the implementa-
tion of eradication and infectious disease control pro-
grammes internationally. HCWs are at risk of
acquiring a spectrum of infectious and communicable
diseases in many different ways such as via respirato-
ry droplets and the bloodborne route. However, the
global human immunodeficiency virus (HIV) pan-
demic and the real fear of being exposed to and possi-
bly acquiring HIV has recently and dramatically
altered the perceptions and practices of most health-

care professionals. Despite hepatitis B virus (HBV)
being much more infectious than HIV, reports are still
received that HCWs do not receive or even have vac-
cinations against it." A healthcare worker can be de-
fined as any individual who, within his or her
occupational capacity works with, or has contact with
patients or any patient body fluids and tissues. Thus
healthcare students, in most cases seen to be medical,
dental and nursing students, fall into this category
with all the implications and precautions that apply to
their profession. Following the success of certain anti-
retroviral drugs in dramatically decreasing the HIV
viral load in HIV-positive patients and the proof that
zidovudine (AZT) alone can reduce the risk of HIV
transmission by 79% in occupational exposure cases,
new guidelines addressing the management of occu-
pational exposure to HIV and the approach to assess-
ing and treating HCWs were recently published.?

South African conditions

Modifications to these international public health
guidelines are necessary to suit the particular and
unique conditions in South Africa.” The following as-
pects need to be highlighted:
= South Africa is currently experiencing the fastest
growing HIV and acquired immunodeficiency syn-
drome (AIDS) epidemic globally

« many HIV-positive patients at this stage are HIV
treatment naive

* in many occupational exposures the source patient
HIV status is often unknown

« the number of babies born to HIV-positive mothers
is rapidly increasing;

= and the HBV prevalence is still high in certain areas
and populations of the country.**

In addition, it can be readily estimated that the
HIV seroprevalence in certain hospital populations
could easily lie between 40-60% and this may even be
higher in certain healthcare disciplines.

Annually more than 250 occupational exposure in-
cidents are reported to the Department of Medical
Virology’s routine diagnostic laboratory and the ma-
jority of these injuries are incurred at two academic
hospitals, Pretoria Academic and the Kalafong
Academic hospitals. (Dr L Webber, unpublished data -
see figure I) In 1998, 121 occupational incidents of
which 108 (89%) were needle-stick injuries, were re-
ported by healthcare students (over 40% of all report-
ed exposures). Until July 1999, 66 incidents occurred
among healthcare students (Dr L Webber, unpublished
data). The remainder of the occupational exposure in-
cidents included body fluid splashes into the eyes,
human bites and instrumentation injuries. Of all the
student-related incidents, 64% were reported by med-
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ical students and 24% by dental students. Close to
30% of the injuries experienced by oral healthcare
students occurred as a result of injury from instru-
mentation not in immediate use, but soiled with pa-
tient fluids or tissues and lying on the work surface.
The risk of acquiring HIV from an occupational expo-
sure such as a needle-stick injury is low (0.3%) and is
even lower in cases of mucosal splashes (0.1%).7 (See
Figure 2) However, the number of reported injuries
coupled with the background HIV prevalence in
South Africa prompted medical and dental students at
the University of Pretoria to address the issues of oc-
cupational hazards for students pro-actively.

country, was a tremendous achievement. This initia-
tive by GlaxoWellcome is a novel approach and a
global first; and has done much to alleviate possible
fears and concerns of students, particularly those
working in areas where the infrastructure may not be
optimal. In spite of this, medical and dental students
from the University of Pretoria still felt that more
should be done to eliminate or minimise potential oc-
cupational risks. The 1998 Medical Student
Committee launched an awareness programme among
healthcare students regarding the risks and hazards of
their profession, particularly with regard to hepatitis B
virus (HBV) (risk of transmission from HBV carriers

Figure 1: Number of occupational exposure
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is 2-40%) and HIV:** The medical students have
also played an active role in formulating a stan-

incidents reported to diagnostic laboratory of the | 4ard approach to the management of student-

related occupational incidents for all hospitals
and places where they undergo training and
perform service delivery.

HIV insurance policy

One of the major problems identified by the
students was the urgent need to obtain an insur-
ance policy against possible HIV infection dur-
ing clinical contact with patients and patient
specimens. A seminar on HIV-related insurance
policies was thus arranged by the Student
Committee and was then followed by a student-
initiated and -driven referendum early in 1999
to determine the opinion of healthcare students.
The response was overwhelmingly in favour of
an insurance policy specific to healthcare stu-

Figure 2: Occupational exposure risks of
transmission of bloodborne viral
pathogens'?
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Awareness programmes

The GlaxoWellcome HIV post-exposure prophy-
laxis two-drug starter pack initiative, freely and readi-
ly available for all healthcare students around the

32 occupational Health SA NovDec 1999

dents’ needs. Active negotiations regarding the choice
of insurance package and cover as well as other as-
pects such as education and counselling that may be
required are ongoing. The University of Pretoria has
also been approached to consider including the
monthly insurance premium in the student university
fees.

Immunisation service

The Medical Faculty requires the hepatitis B
serostatus of all prospective medical students entering
the Faculty and doctors at the Faculty, after evaluating
these results, offer advice regarding vaccination and
provide information to students possibly at risk, in-
fected or in the carrier state. Knowing the infectious
nature of HBV and the efficacy and safety of the vac-
cine, the medical students also identified a need to ini-
tiate a mass HBV immunisation service for all
healthcare students. The students felt it would be eas-
ier to have definite dates set for the vaccination sched-
ule as the third injection, and in some cases the second
one, was easily forgotten once the academic year was
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under way. The pharmaceutical company SmithKline
Beecham was approached and the vaccine was made
available at a special cost. The vaccination campaign
was introduced in 1998 with resounding success and
enthusiasm.

Oral healthcare

The unique nature of dental procedures, the instru-
ments used and the particular infrastructure and set-
tings require specific strategies to minimise
occupational incidents and prevent infectious discase
transmission among patients and staff. No specific
guidelines currently exist for the prevention of the
spread of infection, particularly with regard to HIV, in
the oral healthcare setting in South Africa. (Professor
M Rudolph, Department of Community Dentistry at
the University of the Witwatersrand: personal com-
munication). The Dental Faculty Student Committee
recognised these safety needs and organised seminars
and presentations on potential oral health occupation-
al risks and hazards. The Dental Faculty and the
Department of Medical Virology provide a 24-hour
advice service for all students working on the
Phelophepha Community Dentistry train as regards
exposure risks and the management thereof, particu-
larly in rural areas. As this train is a private initiative
and a unique setting for oral healthcare students and
professionals in the country, novel and interesting
strategies had to be put in place by all the university
and training institutions involved. Staff members and
students from the Dental Faculty have played a major
and active role in ensuring that the University of
Pretoria covers all costs of HIV post-exposure pro-
phylaxis for students occupationally exposed to HIV.

Collaboration

One of the current dilemmas facing healthcare stu-
dents in training is where they fit in within the state
and training institutions’ organisation and system.
One of the important questions to be considered is,
who is actually responsible for the wellbeing and safe-
ty of the student in training? This needs to be ad-
dressed urgently, as the student is not currently
regarded as a permanent employee of the state nor
training institution. Many aspects of work safety and
occupational risk assessment as well as management
have been addressed at the Faculties of Medicine and
Dentistry at the University of Pretoria and the follow-
ing achievements should be highlighted. A staff and
student-driven incentive led to the University of
Pretoria approving and agreeing to cover all costs re-
lated to student occupational exposure to HIV. This in-
cludes the cost of all laboratory tests required such as
baseline tests, drug toxicity monitoring and subse-
quent HIV serostatus over time; the cost of prophylac-

tic anti-retroviral drugs prescribed and the coun-
selling, monitoring and subsequent follow-up of the
wellbeing of the student. A recently appointed Health
Committee for the Faculty of Medicine is addressing
the ethical and legal issues relating to the health as-
pects of prospective and current healthcare students
and is currently formulating a policy to address the
protection of students and patients. A new problem-
oriented medical and dental curriculum has been in-
troduced at the University of Pretoria. The level of
training for each student and the skills required for pa-
tient management is under rigorous and continuous
scrutiny to ensure safe and controlled working condi-
tions for all students. Time spent at the Skills
Laboratory is an integral component of the medical
student’s training and necessary and basic skills are
demonstrated and practised.

Conclusion

Much has been achieved in a short time in the
Medical and Dental Faculties and a lot of the acclaim
must go to those students and professionals actively
involved. However, a long and rough road still lies
ahead regarding occupational health safety policies
and guidelines for all healthcare students, both pre-
and post-graduate. However, the University of
Pretoria has shown that together, students and staff
members can bring about the required changes in the
student and professional working environment.
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Construction is a process which requires the use
of a diverse range of materials, inter alia, chemi-
cal substances, some of which are hazardous. The
hazardous nature of certain chemical substances
is compounded by the nature of the construction
process, inter alia: separation of design and con-
struction; exposure to the elements; once-off
product; multi-contributors; changing work-
place; nomadic, and low skilled workforce.
However, various processes and interventions by
contractors and other construction stakeholders
can minimise the risks.

This paper tables the findings of a pilot survey
conducted among contractors based in two met-
ropolitan areas. Findings include, inter alia: ma-
terials safety data sheets (MSDSs) are not readily
supplied; the amount of hazardous chemical sub-
stance (HCS) training is minimal, and HCSs are
stored in an arbitrary manner.

Introduction

A large number of chemical substances are used in
the construction of buildings and their infrastructure.
They are found in: adhesives, cleaning agents for brick-
work and stonework, decorative and protective treat-
ments for timber and metals, floor treatments,
fungicides, cements and grouts, insulants, sealants,
paints and solvents. Of particular importance are sol-
vents, which are liquids commonly used in paint strip-
pers, lacquers, varnishes, surface coatings, thinners and
similar cleaning materials.
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Given the aforementioned, a study was conducted in
1998 to determine, relative to HCSs, level of awareness,
types encountered, types of training and other practices.

Entry into the Body

A chemical can cause injury in various ways depend-
ing upon whether it is solid or liquid, or in the form of air-
borne dust, vapour, fumes or gas. The routes into the body
are by : inhalation or breathing in; ingestion or swallow-
ing, and absorption through the skin.! Inhalation or
breathing is the most important route of entry. Some toxic
gases and vapours cause irritation in the nose and throat
and give warning of their presence. Others do not and
penetrate to the lungs or blood stream. However, it is the
smallest dust particles which reach further into the lungs,
and accumulate, producing changes and causing an incur-
able disease called pneumoconiosis.” Dusts such as quartz
and asbestos may lead to the development of TB or cancer.
Ingestion or swallowing is possible where chemicals such
as lead-based paints are handled and then the handler eats
or smokes without first washing his/her hands. Toxic
vapours can contaminate drinking or eating utensils, or
when meals are eaten on site. Some solvents can be ab-
sorbed through the skin into the bloodstream and may
travel to internal organs such as the brain and liver.

The South African Regulations for HCSs® require a
risk assessment for ‘potential exposure’ needs to be
done. The risk assessment requires the identification of
substances, toxicity and route of entry, usage, existing
hygiene measures and potential for absorption by em-
ployees.

Chemicals and risks

Many chemicals are hazardous with a potential for
fire and explosion, or toxic, with an inherent potential o
cause poisoning. Toxic substances cause both acute ef-
fects, such as dizziness, vomiting and headaches, pro-
duced in a short time by exposure to solvents, as well as
chronic effects resulting from exposure over a long peri-
od as in lung diseases such as asbestosis and silicosis.
Acids and alkalis are corrosive and can damage both skin
and the eyes.

Common construction chemicals include: skin sensi-
tising substances i.e. those that cause an allergic
response: diphenylmethane - 4,4 diisocyanate in polyuret-
hane; nickle in welding electrodes, and oil of turpentine.
Bitumen products used in sealing and waterproofing is a
suspected carcinogen. However, when polycyclic aro-
matic hydrocarbons are added, the hazard increases. Hot
bitumen irritates the eyes, skin and respiratory tract.
Separating agents used to separate shuttering from par-
tially or totally dried concrete contain, among others :
mineral oils; aromatic, and halogenated hydrocarbons.
The produced vapours and mists can irritate the respira-
tory tract, eyes and the skin.” Concrete causes both an ir-
ritant and allergic contact dermatitis due to its abrasive
and alkaline properties.*
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Carbon monoxide is a commonly encountered gas.
Sources include internal construction plant combustion
engine exhausts and carbon dioxide welding. During
welding the parent metal and its coatings together with
the weld metal and rod coatings release a variety of com-
plex fumes which cause a flu-like illness called metal-
fume fever® Solvents not only cause dermatitis, but can
cause headaches, dizziness and vomiting. Long-term ex-
posure can be extremely toxic to the body’s nervous sys-
tem (neurotoxic).’

Silica is found in rock, sand and concrete. Quartz, a
form of silica, is the most common mineral in the earth’s
crust. Upon entering the lungs, crystaline silica can
cause silicosis, a disabling lung disease; silicosis is also
suspected of causing lung cancer.*

Asbestos causes several diseases, including: asbesto-
sis, a disabling disease of the lungs; lung cancer; and
mesothelioma, a usually fatal cancer of the chest or ab-
dominal cavity lining.*

Flammable HCSs

In addition to being toxic, many HCSs are highly
flammable.' The following precautions are recommend-
- ed : a flammable goods store [FGS]; availability of
MSDS:s for reference; no-smoking requirement due to
flammable vapours; secure upright storage; control of
empty drums due to flammable vapours; decant to small
containers in the open air; use of funnels and spouts to
prevent spillage, and ensure an adequate supply of fresh
air if HCSs are being used in an enclosed area.

Education and Training

The Occupational Health & Safety (OH&S) Act,
1993¢ stipulates that the employee needs to be made con-
versant with the health and safety (H&S) hazards related
to work which needs to be performed, articles which are
produced, processed, handled, stored or transported, and
the relevant H&S precautionary measures taken with re-
spect to those hazards. The provision of MSDSs are the
responsibility of the supplier or manufacturer, Induction
training should address likely hazards which could be
encountered.’

The Universal Studios Florida [USF] Safety
Department’ requires all contractors’ workers to be
trained, that the workers understand the HCSs pro-
gramme, and documentary proof thereof prior to com-
mencing work on site.

Preventative Action

Client/ Designer Influence

Clients influence H&S both positively and negatively,
either directly or indirectly. An indirect intervention such
as pre-qualifying contractors on health and safety proce-
dures assures the engagement of health and safety con-
scious contractors. A direct intervention such as the
imposition of permit systems requires contractors to fol-

low client H&S procedures® The USF Safety
Department makes the MSDSs for all chemicals available
for contractor review. A basic review of the chemicals lo-
cated in the immediate work area are also provided to the
contractor as part of the pre-project review meeting,’
Designers also influence construction. Directly
through selection of frame type, design, detail and speci-
fication, all of which may require the use of HCSs and in-
directly through preparation of contract documentation.’

Medical Surveillance/ Biological

Monitoring

Medical surveillance refers specifically to examina-
tion of individuals for the purpose of detecting health ef-
fects of substances used in the work environment at
pre-employment and periodic monitoring." Biological
monitoring measures the extent of absorption of an HCS
by the employee and medical screening detects any ad-
verse affects of an HCS on the employee. Design and
implementation of a Medical Surveillance Programme
[MSP] should follow a structured process: risk assess-
ment; identification of the potential organs which could
be damaged; scheduling tests, actions and ethics; em-
ployee fitness; evaluation of control, and record keeping.
Abnormal findings should trigger further actions, such
as occupational hygiene investigations and a review of
control strategies.'

Storage and Labelling

MSDSs specify the labelling and storage required for
HCSs, especially those which are flammable such as sol-
vents, or those recognised as possibly carcinogenous.

Construction workers generally underestimate the
dangers of HCSs because many of the same materials are
used at home. More to the point, workers often decant
products and solvents into different containers, increas-
ing the risk of damage and inappropriate use."

Although the issue of personal protective equipment
[PPE] becomes a last resort should the preceding steps
not eliminate or mitigate the risk, PPE is of no protective
value if management does not ensure correct training,
usage, storage and changing."

Engendering Strategies

Partnering is a process which brings together the var-
ious stakeholders involved in a construction project :
client; designers; general contractor; subcontractors, and
suppliers, to develop mutually acceptable goals.”

Constructability management is a system which en-
ables designers and contractors to achieve optimum inte-
gration of construction knowledge and experience.
Health and safety is one of sixteen criteria addressed."”

Total Quality Management [TQM] has as its main
thrust continuous improvement in customer satisfaction,
employee satisfaction, health and safety, productivity
and quality by integrating the processes of health and
safety, productivity and quality."” '
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Research
Introduction

A pilot descriptive survey was conducted in May
1998. A written questionnaire was mailed to all the
members of the Master Builders & Allied Trades
Association [MBA] [Cape Peninsula] and the Port
Elizabeth- and Uitenhage- based general contractor
members of the East Cape MBA. 16 questionnaires
were returned which represents a response rate of 4,7%.
The low level of response is likely to be attributable to
the hypothesised lack of awareness for and prioritisa-
tion of HCSs by contractors and industry-related stake-
holders.

Results

62.5% of respondents were main contractors, 29.2%
were subcontractors and 8.3% a combination of both.

29.2% of contractors were aware of the Regulations
for HCSs.

Only 4% of contractors responded that suppliers ‘al-
ways’ provided MSDSs with HCSs, the level of response
for the other frequencies being: ‘often’ (16%); ‘some-
times’ (32%); ‘never’ (24%), and ‘don’t know’ (24%).
19.2% of contractors stated that they encountered cement
on a ‘daily’ basis. Other HCSs encountered on a daily
basis include: solvents/thinners/mineral turpentine
(7.7%) and adhesive/glue, bitumen, liquid gas and white
spirits (3.9%). 7.7% of contractors stated that they en-
countered petrol and adhesive/glue on a “weekly’ basis.
Other HCSs encountered on a weekly basis by 3.9% of
contractors include: power paraffin; gas; cement; bitu-
men; methane gas; oil, and silica.

‘Activity related’ (20%) and ‘toolbox talks’ (16%0)
predominated among HCS related training, and ‘activity
related’ (20%) and ‘toolbox talks’ (16%) among re-train-
ing (Table I). The high level of ‘don’t know’ responses
should be noted.

‘General knowledge’ (28%) and ‘supplier representa-
tives’ (24%) predominated among material used to con-
duct the training. MSDSs were used by only 12% of

respondents. 36% of respondents did not know.

28% of contractors responded that a record of training
was kept for legal purposes. 46% of contractors used
‘workplace observation’ fo test the effectiveness of train-
ing, 8% used ‘verbal testing’ and 40% ‘other’ methods.
Gloves (60%) goggles (52%) and gum boots (48%) pre-
dominated among (PPE) used in conjunction with HCSs
(Table 11).

The minority of contractors included the use
(36.4%), inspection (9.5%) and, maintenance (14.2%)
of PPE in training.

Only 16.7% of contractors conducted HCS risk as-
sessments. 12.5% did not know the status quo.

Table II: Type of PPE used in conjunction
with HCSs
Type of PPE Extent of use (%)
Gloves 60.0
Gum boots 48.0
Goggles 52.0
Respirators 36.0
Suits 16.0
Other 4.0
Don't know 16.0

Table I: Types of HCS related training and
re-training
T Percentage of contractors who conduct
ype Training ' Re-training
Induction [ 8.0 4.0
Toolbox talks* 16.0 | 16.0
Videos 4.0 8.0
Courses 8.0 4.0
Activity related 20.0 | 20.0
Other 0.0 : 20.0
Don'’t know 36.0 24.0

* Toolbox talks = Forum to address a specific H&S related
theme or topic.
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With respect to the storage location of HCSs, ‘gener-
al store’ was identified by 44% of contractors, flammable
store’ by 20%, ‘other’ by 8% and 32% did not know.

‘General written record” predominated among the
methods used by contractors to monitor the use of HCSs
followed by ‘other’ (12%) and ‘specific HCS record’
(4%). 44% didn’t know.

Only 8% of contractors responded that a specific per-
son was appointed per site to monitor HCSs. A similar
percentage of responses conducted medical surveillance
of workers who use HCSs. Relative to HCSs, only 9.1%
conducted tests in the environment.

23% of contractors had comments in general regard-
ing HCSs in construction. Five selected comments in-
clude: “Itis assumed that the HCSs used by our operation
are very minor!”; “Few people actually understand the
implications. We all need the information and greater
awareness as to how to implement the necessary checks
and balances”; “We are painting contractors”; “We give
very little consideration to HCSs”; and “HCSs in con-
struction are virtually non-existent.”

Discussion

Generally, contractors: are not aware of the regula-
tions for HCS Regulations; are not in possession of
MSDSs; do not undertake the requisite training and re-
training; make use of various sources for knowledge; pro-
vide PPE to a degree; store HCSs inadequately; adopt an
informal approach to the management of HCSs, and do
not plan relative to HCSs.
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Limitations

Given that, generally speaking, the more committed
contractors respond to postal surveys, the respondents to
the descriptive survey constituting part of this study are
likely to constitute the more committed contractors in
terms of HCSs. Therefore the situation with respect to
HCSs is likely to be much worse.

Conclusions

Construction requires the use of various HCSs in
most trades and activities.

Beside the direct health risk HCSs pose to workers,
there are also allied risks due to the flammable nature of
certain HCSs.

Education and training is both a legislated require-
ment and essential to empower workers to handle, use and
store HCSs safely.

Preventative action requires multi-disciplinary contri-
butions by various stakeholders: client assistance to con-
tractors; non-specification of HCSs by designers;
provision of MSDSs by suppliers; implementation of pro-
cedures for storage, use and handling by contractors; and
medical surveillance and monitoring by contractors.

Various strategies, systems and processes, namely
partnering, constructability management and TQM en-
gender health & safety and the circumspect use of HCSs.
These strategies, systems and processes all require multi-
disciplinary contributions by various stakeholders.
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Cellphones
and health

Vodacom Group (Pty) Ltd

Occupational Health SA 1999; Vol 5, No. 6: 38 -39

As the leading player in the South African cellular
phone industry, Vodacom has taken the issue of
possible health risks as a result of the use of cell-
phones very seriously.

Facts about health risks

* Cellphones are designed to operate within rigorous
safety guidelines that are set by independent expert
scientific bodies

* Electromagnetic energy has been the subject of in-
tensive study for many years and recent advances in
our scientific understanding have provided new
areas for research

* Research projects are continually underway but, to
date, expert scientific bodies have not considered
that there should be any changes to the limits

* The cellular industry supports efforts to expand its
scientific knowledge in this field, both through its
own research and through co-operation with leading
scientists and organisations around the world.

Vodacom supports research on this issue, both fi-
nancially and in terms of human resources.

Summary of recent

opinions

* “While there has been renewed media interest in
this subject, there has been no new evidence recog-
nised by the scientific community on which to base
any changes to the guidelines. There are no plans to
require mobile phones to have a health warning”
The British Government,

* “There is no convincing evidence that exposure to
radio frequency energy shortens the life span of hu-
mans, induces or promotes cancer” '

* “Current scientific evidence indicates that normal
use of a cellular phone... is unlikely to cause any ad-
verse health effects, including cancer. The depart-
ment has indicated that the levels of radio frequency
energy emitted by cellular telephones in normal use
are well below internationally accepted limits.” SA
Minister of Telecommunications, Jay Naidoo.?
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The issue

All electrical appliances - such as light bulbs, mi-
crowave ovens, TVs and cellphones - emit electro-
magnetic radiation. Cellphones using the GSM
standard (the standard used by Vodacom and 323 cel-
lular networks worldwide) are designed to operate at
the lowest power necessary and scientists studying the
transmission of radio signals indicate that GSM hand-
sets easily comply with current exposure guidelines.

Who sets the guidelines?

In the United Kingdom, guidance as to accepted
levels of electro-magnetic radiation is produced by the
National Radiological Protection Board (NRPB), an
independent statutory body which conducts research
and provides information on all types of radiation.
World-wide, the International Non-Ionizing Radiation
Committee (INIRC) of the International Radiation
Protection Association (IRPA) in co-operation with
the World Health Organisation (WHQO) has developed
a database on non-ionising radiation.

The NRPB/INIRC conclude that there are no
known harmful effects through the normal use of cell-
phones.

The GSM Association - a world-wide industry as-
sociation representing cellular network operators
using the GSM cellular standard - has agreed that no
part of the human body shall have a temperature rise
of more than one degree centigrade. This is converted
into a Watts/kg below which this temperature rise will
not occur. All member organisations then divide this
figure by 10 as a safety margin, with some making a
further division by 5 as an extra safety measure.

The EBRC (EMC and Bio Effects Review
Committee) of the GSM Association then ensure that
all the activities of the industry are on the safe side of
these values.

Financial contributions and a watching brief have
been maintained on studies managed by the World
Health Organisation (WHO) to assess the health ef-
fects of electric and magnetic fields. One such study
has been completed and has been published by the
WHO. The report concludes that no GSM mobile
phone exceeds the guidelines laid down by the WHO
on health and safety.

Researchers from Nanyang Technological
University in Singapore said a cellphone user’s head
was heated up to no more than 0,15 degrees centigrade
and concluded that the device was generally safe.?

International guidelines state that electro-magnet-
ic waves equal to 0,25 degrees centigrade or lower are
negligible as a health hazard.
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The following are other concerns associated with
the use of cellphones:

Interference with hearing aids

A number of international bodies have produced
immunity standards for hearing aids which will eli-
minate incidental interference caused by people using
GSM cellphones in the presence of a hearing aid user.

Implanted cardiac pacemakers

There is no evidence that people using cellphones
can interfere with a pacemaker implanted in another
person or that signals at reasonable distances from
base station antennas are capable of causing interfer-
ence to implanted cardiac pacemakers.

People who have implanted cardiac pacemakers
and who want to use a GSM cellphone should seek the
advice of their cardiologist. Individual cardiologists
should be encouraged to refer their questions to the
manufacturer of the pacemaker.

Automotive systems

Vehicle manufacturers have investigated the possi-
bility of cellphone interference into vehicle computer
management systems. They have shown no interfer-
ence effects on airbags, automatic braking or cruise

control systems when tested with a high-powered
transportable phone place anywhere inside the vehi-
cle. In some instances a mobile phone may cause in-
terference to the vehicle audio and remote locking
systems if held close to the devices.

Aircraft
It is recommended that airline instructions about
not using mobile phones while in flight be observed.

Conclusion

Based on current knowledge, any risk attached to
mobile phone use is minimal compared with the
everyday risk faced from, for example, driving cars
and direct sunlight. A cellphone is a genuine security
asset and a vital communication tool.

For more information, contact Joan Joffe,
group executive (corporate affairs), Vodacom, tele-
phone (011) 653- 5884
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Biological
effects

of EMF
emissions by
cellphones -
an overview

Pete Jensen
RadioCellutions, Johannesburg
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“It is not acceptable to force risk upon individual
human beings; neither is it in the interest of the
general public to dispense with technological op-
portunity because of the possibility that individu-
als may suffer harm. What is required, therefore, is
a general consensus on how much risk individuals

may reasonably be expected to accept.”
Swiss Re-insurance - a Phantom Risk."

Overview

Recent developments such as the European parlia-
ment’s unanimous decision to have health warnings
affixed to cellphones and one of Lloyds’ underwriters’
refusal to underwrite cellphone manufacturers due the
heavy losses sustained within the asbestos industry,
coupled with increasing calls for more research into
the biological effects of EMF (electro-magnetic fre-
quency) radiation, have created ongoing doubt as to
the absolute safety of cellphones.

Symptoms

Although standards have been set to protect the
cellphone user, many users are complaining of symp-
toms. The world’s largest epidemiological study con-
ducted by Sweden’s National Institute of Working Life
in collaboration with Norwegian phone company
Telenor involved 17 000 people over a period of 18
months.> 11 000 responded and the results showed a
correlation between length and number of calls with
the occurrence of symptoms. Subsequent surveys
have shown concern by 43% of users in the U.K.” and
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a 300% increase in tumours in Australia.
The symptoms experienced fall into the same gen-

eral categories:

- unexplained headaches and migraines

- eye problems (cataracts, internal bleeding, cornea
and retinal problems)

- ear and throat problems

- tingling/burning sensations (especially on ears and
skin)

- a numbness or soreness on the side of the face, head
or neck

- nausea and dizziness

- a feeling of stress and confusion

- fatigue

- short-term memory loss

- pain or heat felt in teeth (particularly ones with
metal fillings and bridges)

- Several users have reported tumours, either located
behind the ear or neck, or on the side on which they
hold their phone.

The key issue: Thermal
vs non-thermal effects

Standards have been set and one would expect
that all mobile phones conform with these standards,
although the standards vary from 1,6mW/g to
10mW/g.* These standards were set based on the un-
derstanding that microwave frequencies are easily
absorbed by tissue (80% by the head) and together
with high power levels could result in heating which
could lead to biological and physio-chemical effects.

The question then is if all phones conform to the
prescribed safety recommendations or standards as
set out by international governing bodies, why are
people still suffering from the apparent effects of cel-
lular phone use? What could it be that causes science
to show effect at these frequencies and power levels?

If it is not the Thermal effect (high intensity) then
it must be a combination of the athermal effect (low
intensity), of the digital pulses (217/second for GSM)
together with the 900MHz frequency and a power
level of 2W that is causing the symptoms and showing
effects in research.

Calls for further research have been voiced from
all quarters and many programmes are in place, yet
the cellphone industry dismisses the symptoms and
findings as merely anecdotal and inconclusive. The
simple question remains: “How does any health prob-
lem manifest itself in the first place without anecdotal
evidence?” As in the past, technology appears to be
way off in the distance, and research although pro-
gressing is lagging seriously behind.
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Many of the studies were conducted at low-inten-
sity levels i.e. well below the levels which would pro-
duce significant body heating - yet this is the
foundation for current standards.

Industry positions

Warnings have been sounded from various non-
cellular related industries, e.g. Swiss Re - “On the
basis of today’s present knowledge alone it must be
expected that a claim would succeed” *, Lloyds - “We
are convinced that there are biological effects” ©, The
American Bar Association - “More studies exist that
appear to link exposure to an increased risk of cancer,
than existed linking asbestos exposures at a similar
embrionic stage of litigation” 7, Sterling Underwriters
- «...a few years ago I began writing exclusion clauses.
I’m convinced there is a problem™, Australian
Consumer Association - A health fact sheet issued to
the public.’

Regarding the cellular industry, in my opinion the
network operators are in a state of denial, service
providers have issued health fact sheets and cellphone
manufacturers as far back as 1991 patented devices to
reduce the effect of radiation on the human body, none
of which have ever been implemented. The Tobacco
industry similarly, had lodged 57 patents to make cig-
arettes less carcinogenic, which were never imple-
mented due to cost and possible litigation.

Conclusions

Against the above background of physical mani-
festation of symptoms, increasing research pro-
grammes into the biological effects of low-intensity
exposure and cautionary statements from various in-
dustries, implementation of the “Precautionary

Principle” and practising “prudent avoidance” is ap-
plicable.

Under the Maastricht treaty, parties signed up to
apply the “Precautionary Principle” which is general-
ly understood as follows:

“When potential damage is both uncertain and signifi-
cant it is necessary to act on the basis of the
Precautionary Principle. This is to take precautionary
action to limit the use of potentially dangerous pollu-
tants, even where the scientific knowledge is not con-
clusive, if the balance of likely cost and benefit
justifies it. Lack of full scientific certainty shall not be
used as a reason for postponing cost-effective mea-
sures to prevent environmental degradation or danger.”

Professor Rex Keddy (Head of Medical Physics at
the University of the Witwatersrand) has also ex-
pressed his concern and advised that exposure can be
reduced in three ways:

- Reduce the time of exposure to the minimum

- Increase the distance between yourself and the
source as much as possible

- Make use of a shielding device - available in South
Africa.
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The health
crisis - a
solution

Dr Terry Berelowitz

Chairman, SA Society of Occupational Medicine,
Western Cape
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President Mbeki in his recent address to
Parliament called for the country to partner the
government in building a ‘winning nation’. We all
echo this.

The health crisis has not gone away. It remains, like a
cancer always present and mostly problematic. It needs to be
managed and treated with all the energy and imagination
harnessed to treat any malady.

A solution lies in our backyard, untapped, unrecognised,
misunderstood. Its potential unrealised. Some may feel the
employer has an unstated obligation, a responsibility to pro-
vide and to ensure that all his employees have access to
health care. (I shall refer to employees only. The issue of de-
pendents applies as well, yet would require a more imagina-
tive approach.)

The major player in the matrix of health care, employer
and employee is/could be/should be, the occupational health
centre and its staff. Herein lies the untapped potential. The
value of this service is grossly underestimated and un-
tapped. Here already we have a form of social health insur-
ance. The provision of occupational health at the workplace
is a benefit fully subsidised by business, yet not acknowl-
edged by government and the medical aid industry.

A significant amount of workplaces already provide the
facility of primary health care at the workplace. This is usu-
ally coupled with the practice of occupational medicine.
There is a wide discrepancy in the quality of care and the fa-
cilities. Nevertheless, basic health care is provided, and oc-
cupational medical surveillance and consultation is
delivered by, in the main, specialised medical and nursing
practitioners. The costs for all of this are unsanctioned, yet
borne entirely by business.

Why not harness this network of subsidised health care?
Build upon it and create a vehicle to deliver health care to
employees. This would free the government to only focus on
the unemployed and indigent. By fieeing the government to
concentrate and focus on one sector of the community only,
our health crisis could begin to dissipate.

There are already medical aid schemes that cover pa-
tients for major crises. Coupled to this is ever diminishing
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cover for basic medical care and medication. This leads to
major hardship, even for the so-called covered. The day-to-
day requirements - and the lack of sufficient funds to cover
them - causes annual financial and social hardship.

Once again, a partnership with the medical aid industry
and the occupational health vehicle, could go a long way to
solving this ever-present and escalating problem. We should
not be fooled by the low-cost, short-on-value medical aids
that many people are joining.

In 1994 I wrote to Ministers Zuma and Rasool inviting
them to explore my vision. Minister Zuma did reply.
Unfortunately the opportunity to enlarge upon this initial
show of interest did not materialise. Minister Rasool never
replied. In 1998 I approached Minister Marais, who again
showed a lack of insight.

Nevertheless the South African Medical Journal did
pick up on the issue and ran a leader article addressing my
points.

With the change in cabinets, the ongoing change in the
medical aid industry and the worsening health crisis, I feel
emphatic about making one last attempt to make my vision
known.

My vision is a simple, uncomplicated one. As President
Mbeki so convincingly elucidates, partnerships can lead to
solutions. I envisage a partnership between government,
business, the medical aid industry and the occupational
health team.

The employed will have their medical care delivered by
way of this partnership. The template already exists. It needs
to be manipulated, improved and empowered to deliver ser-
vices to a greater community in a more effective manner.

Legislative, tax, social and other incentives and motiva-
tors will drive this partnership.

Increased employment-based medical insurance cover
is needed. This is already being verbalised by many and de-
manded by more. The occupational health centre (OHC)
can go a long way to deliver this. The issue of rebates and
preferential premiums will inevitably have to be considered.

The OHC can deliver all of this with built-in appropriate
standards of care. Primary health delivery would be satis-
fied as well as Occupational Health and Safety legislation
which in the main is still far from being universally com-
plied with.

The OHC has a wonderful opportunity to intimately im-
pact on employees” health status, thereby maintaining and
improving their health status. The result is a decreased high
risk pool and consequently reduced claims for major me-
dical events. If managed well, the claims for minor events
could also be reduced. A postulated essential component for
the success of a medical insurance programme is in essence,
providers themselves actively embracing rationing - this
cannot be done at arms length by funders. The staff of an
OHC would automatically embrace these concepts. They
are not influenced by personal financial gain, or the fear of
loss of a “client’ base, as are the private practitioners.
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Opinion

A recent seminar put forward three scenarios for the fu-
ture of health care. A fourth scenario was omitted.

My experience at the workplace validates me to warn
against this scenario.

Increasing premiums will force current medical aid
members to withdraw. This will further load the already
floundering government health services. Further chaos will
ensue, with even longer waiting lists, even more impenetra-
ble walls to basic care and decreased quality of care.

Most medical aid members do not look at the benefits,
but at the costs. Increased premiums will escalate resigna-
tions from the schemes. The government cannot afford this.
A system to include more of the employed is needed. Guard
against securing medical aids by withdrawal of the ‘un-
wanted’ leaving them to seek care from government.

Is the employer’s provision of occupational health facil-
ities not a form of social health insurance? Of course it is.
Recognise it, use it and widen the net. All employers must
be encouraged, legislated to provide this cover.

The OHC can deliver rationing and managed care.
Essential primary health care is delivered, leaving the med-
ical aid industry to provide the more critical care and the go-
vernment to cater to the unemployed. The millions of
employed not covered, place an unnecessary burden on the
government.

A partnership to embrace this neglected population
would fiee the government to provide more easily accessi-
ble and a greater quality of care to the millions of unem-
ployed people. Thus a semblance of social health insurance
is created.

Medical aids could subsidise the opening, running and
founding of on-site OHCs, providing a fiee service to the
employees. The OHC would act as a portal managing the
care and costs to the medical aid-affiliated providers. High
quality care at reasonable cost results.

Providing it at wholesale costs with no profit to a third
party, has already reduced the provision of pharmaceuticals.
The cost is below the retailed price and the cost from chro-
nic health providers. Amazingly the government or the
pharmacist does not encourage this system!

Problems and obstacles always abound. So - let’s work
to remove them. Current legislation seeks to disempower
and fetter the practice and delivery of health care at the
workplace. Urgent attention is needed to give insight to
those seeking to demolish this vehicle of health care deli-
very.

What is obvious, is the wonderful satisfaction and the
attainment of these ambitions by way of the partnership and
system I have expounded upon.

The next step is to gather the players and create a system
to rescue the health system. A champion with insight vision
and motivation is needed to drive the vision.

Let’s get it right!

Government’s goals

» Decreased utilisation of primary health care facilities (day hos-
pitals)

» Delivery of primary health to a wider community, especially the
employed

+ An improved doctor:patient ratio at government clinics and
hospitals

+ Decreased waiting time for referred patients

*» Reduced utilisation of government health facilities by those
who can afford alternative vehicles of health care delivery

+ Reduced health care costs

+ OHSA, Occupational Health legislative compliance

« Appropriate occupational health surveillance

+ Protection of the workforce from chemical, physical and other
risks and hazards

+ A healthier workforce

+ Greater access for employees to occupational health expertise
and facilities

+ A social health insurance without much effort

Employee’s goals

+ Improved doctor:patient ratio

+ Decreased waiting time to access medical care
* Reduced health care costs

+ An acceptable cost:benefit ratio

* A reduced annual premium escalation

* Access to occupational health expertise

« Access to occupational health surveillance
* Quality health care

« Efficient and rapid delivery of health care
* Access to medical information

* Wellnesslhealth promotion

Employers’ goals

* Reliable medical aid cover

* Affordable medical aid contributions

* Reduced annual medical aid premium escalation
* Reduced health care costs

« A good cost:benefit ratio.

* Occupational health legislative compliance

* Access to occupational health expertise

+ Reduced absenteeism

+ A healthy workforce

Medical Aid industry goals

* Access to new markets

+ A relatively healthy .and educated client base

+ Partnerships

* Marketing opportunities

+ Access to insightful, willing managed care suppliers,
embracing the concept of rationing and managed care

+ Intimate ongoing access to members

+ Maintenance of health members
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Sick certificates issued by

pharmacists

The following is a letter received by SASOM from
the SA Pharmacy Council:

The above matter was referred to the Council’s
Practice Committee meeting held on 26 August 1999.
The Committee is recommending to Council that phar-
macists who have obtained and registered the Primary
Care Drug Therapy (PCDT) additional qualification,
may write sick certificates for conditions which they
may legally diagnose and treat.

Some of the clinical conditions that may be identi-
fied, and fall within the scope of practice of pharmacists
qualified to practice PCDT, are:

Trauma/inflammation Gout
Rheumatoid arthritis Osteo-arthritis
Dysmenorrhoea Analgesia
Pyrexia Bronchitis
Sinusitis Otitis

Urinary tract infections Tick-bite fever

Gastro-intestinal infections Trachoma
Respiratory tract infections ~ Amoebiasis
Urogenital trichomoniasis Gastro hypomotility
Sexually transmitted diseases e.g. Gonorrhoea,
Urethritis or Cervicitis
The recommendation by the committee still has to be

ratified at the Council meeting in October 1999. It

should be borne in mind that pharmacists are subject to

‘ethical rule’ 22 in terms of professional acts performed

by them for which they are inadequately trained or insuf-

ficiently experienced.

Editor’s comment “with tongie in cheek”:

This has many implications. It seems in SA that doc-
tors want to be pharmacisits and pharmacists want to be
doctors and nuises - and nurses want to be doctors and
pharmacists. Maybe we will end up with a single person
called a "health care worker”” who does everything.

AIDS: Where are we heading?

The Editor
Dear Madam

With various events and scenarios developing [
thought it timeous to put my thoughts as a Union Official
on paper. In essence it addresses the delivery of health
services at the workplace.

The workers’ dilemma is what is occupational health
care as opposed to primary health care. As far as workers
are concerned their well being impacts directly on the
ability to function at their particular job. Workers are
generally not equipped to separate OHC from PHC.

The worker’s exposure to the Occupational Health
Centre would primarily be related to his/her primary
healthcare needs. More often than not a worker will find
himself in the OHC to deal with a PHC issue rather than
a OHC one. Very often this visit comes as a result of dis-
satisfaction with the PHC provided by state institutions
such as clinics, day hospitals and sometimes even state
hospitals.

Currently the worker finds himself the victim of a
mechanistic approach to health care, where it is expected
through legislation that an occupational healthcare prac-
titioner needs to separate occupational healthcare from
that of primary care, even though the specific need
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is only for the latter, The dilemma with which an
occupational health practitioner is faced is to make the
distinction and then to decide whether or not to treat the
‘warker’ or the ‘patient’.

The dilemma which Labour is faced with is that a
decline in Primary Health Care in state run institutions
and a lack of access to Primary Health Care in
Occupational Health Centres inevitable leads to high in-
cidents of absenteeism which has further ramifications
in terms of productivity and industrial relations.

The future dilemma which all parties in industries
will be faced with is the impact which AIDS will have
on our workplace. While we are currently faced with a

" small ‘erisis’ when attempting to provide Primary

Healthcare in whatever form at whatever institution,
what will industries be faced with when the AIDS
epidemic becomes more than just a statistic (already
happening?). Will they be taking a mechanistic ap-
proach towards separating Occupational Health Care
from Primary Health Care?

Thanking You

Richard Juul

Full time Senior Shop Steward and NUMSA W.Cape
Senior Oficial



HIV: Impact on the

Compensation Fund

Letter from SASOM to the Compensation
Commissioner:

It has become evident at public, private and industrial
health care services that the natural course of trauma and
disease are significantly affected by the presence of the

HIV virus with prolonged illness, more complications and :

increased death.

Recent experience, where minor injuries have resulted
in significant disability due to underlying HIV infection, is
cause for concern. Two examples are quoted to demonstrate
this:

Case 1: A man in his mid twenties sustained a laceration of
the lower leg which was minor enough to suture in casu-
alty department and which one would normally have ex-
pected to heal within two weeks. Due to underlying
compromised immunity from HIV infection the wound
became gangrenous and eventually had to be amputated,
the end effect being an individual with a 45% disability
resulting from a minor laceration.

Case 2: Following blunt abdominal trauma at work, a per-
son received a laparotomy with splenectomy for a rup-
tured spleen implying a 5% permanent disability.
Subsequently the person developed sepsis, required ex-
tensive and prolonged intensive care, amounting to more
than R400 000,

It is evident that HIV would have major compensation
implications and increased medical costs which will impact
on the Compensation Fund. SASOM believes that the fu-
ture management of occupational injuries and diseases
where HIV is a significant contributing factor is an issue
that the Commissioner needs to consider.

Bearing in mind the magnitude of the HIV epidemic in
South Africa, there is an urgency to address this issue. The
policy of the Compensation Board on awarding benefits
and payment of medical costs where HIV is an aggravating
factor and the basis thereof would be appreciated. The view
of the Commissioner regarding the management of HIV as
an aggravating factor in terms of section 26 of the Act

would also be welcomed.
SASOM (SA Saociety of Occupational Medicine)

Editor’s comment: SASOM has raised a very important
issue with the Compensation Commissioner regarding the
impact of HIV/Aids on injuries. The reply will be published
in the journal when received from the Compensation
Commissioner.
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KLINTRON

P.O.Box 48331, Hercules 0030.
Tel: (012) 305-6171 « Fax: (012) 305-6431
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CLOSING THE KNOWLEDGE GAP

Turnkey solutions to employee, community and individual
health care through a multi-disciplinary consultancy

- Doctor services

* Nursing services

« Psycho-social services

» Occupational Hygiene services

- Health Care benefit services

» Mobile services

« Human resources & legal services

* Education and training services _ i

- Information services W TH é= |

- Customised research services INSTITUTE
Occupational Medicine & Health Risk Management Institute (Pty) Ltd

P.O.Box 397, Irene 0062. Tel: (012) 667-2847, Fax: (012) 667-2846
E-mail: institute @iafrica.com - OR - mom@iafrica.com
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Early detection of hearing loss made

eas!

Early signs of hearing
loss can now be detected
using Otoacoustic Emis-
sion OAE) testing before
the condition is identified
through traditional audio-
metric hearing tests. To
avoid compensation claims
at a later date, prudent em-
ployers should make OAE
testing mandatory for
newly recruited emplo-
yees required to work in a
noisy environment, so that
a hearing baseline can be
determined prior to his or
her appointment.

This opinion was ex-
pressed by Dr. Brenda
Lonsbury-Martin, a Chand-
ler professor, ENT surgeon
and research director of
the University of Miami
Ear Institute. She was
guest speaker at a series of
seminars and workshops
hosted by the H.A.S.S.
Group as part of their ongo-
ing commitment to the ad-
vancement of hearing
protection education to
South African industry.

Until recently the
cochlea was the only por-
tion of the hearing system
which could not be tested
accurately. OAE testing
cnables us to check the
low-level sound energy
produced by the hair cells
within the cochlea and
identify irregular cochlea
functioning. It is becom-
ing an indispensable aid to
routine audiometric tes-
ting. The extent of hearing
loss depends on the
amount of damage sus-
tained by the hair cells

within the cochlea, which
can be attributed to exces-
sive loud noise, certain
drugs that are toxic to the
ears, the effects of viruses
and bacteria, hereditary
disorders, congenital di-
sease, and the ageing process.

Currently studies are
being carried out with a
view to finding a way to
stimulate the regeneration
of damaged hair cells,
which occurs naturally in
pigeons and chickens
where the cells supporting
the hair cells take over the
role of the sensory recep-
tor. Perhaps in the future a
chemical substance will
be identified to trigger
this response in humans.
In the meantime OAE
testing provides a simple,
quick and non-invasive
tool for the determination
of the extent of hearing
loss that also has applica-
tions beyond the industrial
arena.

In many countries the
procedure is routinely
conducted on new-born
infants so that remedial
action can be taken early
in life. The procedure re-
quires specialised equip-
ment that is available in
South  Africa through
H.A.S.S. and makes hearing
conservation programmes
feasible in industries
where excessive noise is
experienced. The fact that
OAE testing is quick and
objective makes it ideal
for the annual screening
of industrial workers and
eliminates the possibility

of malingerers manipula-
ting test results as is possi-
ble with conventional
audiometric testing.

The GSI 70 is one of
the fastest automated OAE
screening units available.
It is easy to use and per-
forms a non-invasive OAE
test using a soft flexible
eartip which is fitted in the
ear canal. Within 40 seconds
per ear, it produces a prin-
ted record which is un-
equivocal evidence if there
is damage to the worker’s
outer hair cells, even be-
fore conventional audio-
logical testing can identify

Antiglare filters

for PCs

the problem. Apart from
the provision of hearing
loss screening equipment,
H.A.S.S  manufactures
custom-made Variphone
hearing protection sys-
tems from its Pretoria lab-
oratories and is the sole
representative in  sub-
Saharan Africa of a num-
ber of high-tech industrial
audiometers and sound
level meters for the assess-
ment of noise in industry.

For further informa-
tion contact Pieter van
Deventer on tephone
(012) 333-3130.

Polaroid has released a
new range of anti-glare PC
screen filters. The screens
are optometrist-endorsed
and will be available
through Tarsus Consu-
mables, part of the MB
Technologies Group.
Their retail outlets include
Incredible Connections
stores and Eagle Vision
Spec Savers.

Nic Slack, MD of
Tarsus Consumables,
comments: “The Polaroid
anti-glare filters are com-
patible with virtually all
monitor brands. They have
also been accepted and
recognised by the American
Optometric Association as
effectively reducing moni-
tor glare.”

The new product de-
livers the performance and
ergonomic advantages of a
high optical quality glass
filter combined with
multi-layer anti-reflection
coatings for 99% glare re-
duction and contrast
enhancement. Most models
include a conductive coat-
ing that eliminates static
and provides up to 98%
reduction of VLF/ELF
e-field radiation.

The Polaroid range is
available in many sizes
and include an easy-fit
universal mounting system
or wrap around contour
mounting system.

Further information
from 0800 200 933.
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New Nassau Rave eye gear

When it comes to safe-
ty spectacles the most
common complaint ex-
pressed by wearers is that
they seldom fit properly.
The new range of Rave
Eye Wear, distributed by
MSA Campbell Gardwell,
with its adjustable lens
angle and temple lengths,
solve this problem by al-
lowing a custom fit.

Wearers can adjust the
lens up or down to protect
the eye area, ensuring pro-
tection no matter what the
task  requirement is.
Wearers can choose from
three different lens angles.

Roche launches Multiple

Another feature unique
to Rave Eye Wear is ad-
justable temple lengths
which can be altered to a
choice of four positions,
ensuring a snug and com-
fortable fit.

Rave safety glasses are
coated with a patented DX
anti-fog hard coat which
protects against fogging,
scratching, static and
chemical attack. This
coating helps keep vision
consistently clear and ex-
tends the protective life of
the eyewear.

The lenses are made of
tough Duralite polycar-

bonate which absorbs
99.9% UV and is impact
resistant. In addition, Rave
spectacles have a built-in
vertically-vented brow-
guard to help provide bet-
ter coverage and protection
from flying particles.

It features contempo-
rary styling and is avail-
able in three frame colours
- new metallic slate, pur-
ple or blue.

More information
from MSA Campbell
Gardwell, telephone
(011) 623-2222/3.

Drug Testing device

OnTrak TesTcup is a
unique integrated collec-
tion, testing and trans-
portation  device for
simultaneous qualitative
detection of multiple illicit
drugs in urine. It is a par-
ticularly useful screening
tool with the emergent pat-
tern of polydrug abuse in
the urban sector.

A urine sample can be
collected directly into the
TesTcup. After securing
the lid, the TesTcup is til-
ted forward for 10 seconds
allowing the urine to flow
through a membrane into
a sample reservoir in the
cup. After the cup is righted
and left undisturbed, a dis-

tinct blue line develops
(controls) for each para-
meter tested in the “Test
Valid” window indicating
the results are ready. Clear
positive or negative results
are obtained in less than 5
minutes without timing,.
The OnTrak TesTcup
device eliminates the ne-
cessity for prolonged
handling of urine samples,
timing, pipetting, mixing,
instrument calibration and
maintenance, OnTrak
TesTcup offers a signifi-
cant benefit when urgent
demands for small test se-
ries and single analyses
are  required.  Three
TesTcup series are avail-
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able: TesTcup 4 (am-
phetamines, cocaine, THC
and morphine), TesTcup 5
(amphetamines, cocaine,
THC, morphine and PCP)
and TesTcup-ER (am-
phetamines, barbiturates,
benzodiazepines, cocaine
and morphine). TesTcup
assists healthcare profes-
sionals to quickly deter-
mine if a patient is under
the influence of multiple
drugs, thus allowing for
quick intervention.

For more informa-
tion contact Dr Alfredo
Giangregorio on (011)
886-2400 or your local
Roche Diagnostics repre-
sentative.

Steri_lab
services

Sterilab is a well-
known distributor of diag-
nostic products in SA and
has recently been acquired
by the Adcock Ingram
group. Adcock Ingram is a
JSE-listed company and
one of the leading suppli-
ers of pharmaceutical and
critical care products in
the country.

The Sterilab organisa-
tion was a logical choice
for the group, whose aim
was to diversify into the
diagnostics market to
complement its existing
ranges.

The acquisition agree-
ment was reached on 1
August 1999. It was an-
nounced that Sterilab
would continue to operate
as an independent division
of the group, while enjo-
ying the advantages of a
group operation. Sterilab
distributes  diagnostics
reagents to the blood
transfusion, immunology,
virology, and serology
markets and will maintain
this focus with products
from leading principles
world-wide.

The acquisition of an
additional diagnostic pro-
duct range, entry into the
rapid diagnostics market
and the inclusion of the
distribution of laboratory
instrumentation is envi-
sioned for the near future.

More information
from (011) 974-5641
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Closing the knowledge gap

The Institute has been de-
scribed as a multi-disciplinary
health care organisation which
closes the knowledge gap in
occupational and environmen-
tal health.

The joint International
Labour Organisation (ILO)
World Health Organisation
(WHO)  committee  on
occupational health in 1995
declared that the focus towards
health, safety and environ-
mental matters should be on:
*The maintenance and pro-

motion of workers health
and working capacity

*The improvement of the
working environment and
work to become conducive
to safety and health

*The development of work or-
ganisation and working cul-
tures, in a direction which
supports health and safety at
work and in doing so also

promotes a positive social cli-
mate and smooth operation
and may enhance producti-
vity of the undertaking
The “Substantiation docu-
ment for the Third EU
Ministerial Conference on
Environment and health in
London in June 1999 states:
“There is an added value in
combining the expertise of
policymakers, environment
management, i.e. occupational
health and safety, occupational
health services, workplace
health promotion, environ-
mental protection; and to
utilise them all for the imple-
mentation of good practice in
health and environmental
health management in indus-
trial and other enterprises.
The development of col-
laboration among the existing
activities, both inter sectorally
and among professionals, is

needed rather than keeping
them isolated or creating new
concepts, new activities or
new organisations.

The Institute hopes to
bring fresh and innovative
technologies and initiatives to
the health care arena. We be-
lieve in closing the knowledge
gap: clients and consumers are
given the opportunity to make
informed decisions, through
centres of excellence devel-
oped geographically. Multi-
disciplinary teams operate in
these centres.

The Institute supplies doc-
tor services which include:
corporate medical advice, oc-
cupational and environmental
health risk evaluation as well
as safety programme design
and implementation and medi-
cal surveillance programmes.

Nursing services, occupa-
tional hygiene services, health

care benefit services which in-
clude help with death and dis-
ability and compensation
claim assistance, as well as
human resource and legal ser-
vices are supplied to clients.

Further specialised ser-
vices include: psycho-social
services which include post
traumatic stress debriefing,
mobile health services which
offer X-ray facilities, audiom-
etry and may others, as well as
cducation and training ser-
vices which spans presenta-
tions as well as courses on
subjects like biological moni-
toring are also included.

The Institute also provides
information services through
their local library and internet
website as well as personal
consultants. Customised re-
search services such as health
status profiles and applied re-
search into related issues are
also done on commission.

For more information,
contact The Institute at
(012) 667-2847.
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Nation Wide Occupational Health (:onsultants

We specialize in the following analysis:

* Noise o Dust

¢ Audiometry

e lllumination

¢ Ventilation

* Ergonomic stresses
¢ General loss control
* Chemical hazards

CAPE OCCUPATIONAL HEALTH & SAFETY CONSULTANTS
Tel: (021) 930-6347  Fax: (021) 930-6421  Cell: 082 922 1004

¢ Thermal stresses

o Safety training

» Water analysis

* Personal protective
and safety equipment

REGISTERED INSPECTION AUTHORITY WITH DEPARTMENT OF LABOUR.

Risk assessments
- Physical stress measurements
- Chemical stress measurements
- Sampling, analysis & interpretation
- Isokinetic (stack) monitoring

- Department of Labour
Approved Inspection Authority

- OHS Act compliance

- SABS IS0 9002 Accreditation

- NOSA compliance

Contact: Jan Kornelius
Fax: (011) 606-3191

Tel: (011) 606-3403

Gell: 083-282-4530
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U Chemicals/dusts O Heat Stress ®, Systems, Selection of Personal Protective Equipment, Targeted Training

*"":"scﬂt;(“‘f:
Lead and Asbestos 3 Pollution X 7 /ﬁ

Approval Number: {1 010 OH ()/rjr }/(){{]/(
Noise O Audiometric Screening I
Lighting 1 Hazardous Chemicals Contact:
Ventilation Risk Assessment Rob Randolph
For further information visit our web site at: or Sean Chester Tel/Fax: (013) 751-2212

www.icon.co.za/~polycon TellFax: (031) 9033225 P.0.Box 3631, White River, 1240, Mpumalanga.
e-mail: polycon@icon.co.za
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Consultancy Service Laboratory Facilities:

+ Heat Stress Management + Exercise Laboratory: to measure THE ULTIMATE NAME IN INDUSTRIAL HYGIENE

* Hearing Conservation physiological work performance We offer the ]'()]]()ng

+ Ventilation Studies + Climatic Chamber: to assess heat stress in workers 5

+ Ergonomics * Water Laboratory: radionuclide analysis and Services: Equipment:

* Risk Assessments conventional water analysis * Physical & Chemical Stress Measurements Filtration Media - Gelman Science
* Approved | nspacnon Auihonty + Dust Laboratory: analysis and quantification of dust

* Analysis Environmental Monitoring Equipment
* |sokinetic (stack) Sampling Dust/Fume sampling equipment
* Environmental Monitoring Isokinetic (stack) sampling equipment
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No 1a Sommerville Avenue, Klipoortjie, 1400 Germiston. * lllumination Monitoring equipment
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- & (DME accredited)
,//// y 1' ey + Breathing Simulator: functional performance of
NINGT o breathing apparatus
f//// /// MIN NEm + Calibration Laboratory: calibration of an extensive

range of occupational hygiene equipment

Further information: Schu Schutte, CSIR:Miningtek, P.0.Box 91230, Auckland Park, 2006
Tel: (0‘11) 358-0000 Fax: (011) 482-3267

P.0. Box 5245, Delmenville, 1403, Germiston. Gas Sampling Equipment
Tel:(011) 873-3882 Fax: (011) 873-3881 Ventilation Equipment )
Visit our website at: www.msp.co.za Water Sampling + Testing Equipment
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Poltech an Approved Inspection F HINDOC (PTY) LTD Approved inspection authority:
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i ; s : Cert. No. C1 036 OH
Authority is dedicated to the science Health in Industrial Occupations TEL: (011) 475 3161

of devising and assisting in the P.0. BOX 287, ALLENS NEK, 1737 FAX: (011) 475 1110
implementation of client-specific 7 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 , g
e e-mg‘n: p)olcape@mweb,co,za (021) CONTACT PEOPLE: Lorraine Hodge, Margot Saner and Greg Alborough




