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Occupational Health Challenges 
Facing the Department of Health: 
Protecting employees against tuberculosis and caring  
for former mineworkers with occupational health disease

Healthcare workers, who 
are increasing in number in 

the South African workforce, 
are at risk of tuberculosis 

from their occupational 
activity and from exposure 

as members of communities 
with a high HIV and 

tuberculosis disease burden. 

In addition, the Department 
of Health has a statutory 
obligation to provide for 

free medical examinations 
and timeous compensation 

for former mineworkers, 
a large population with 

a high burden of silicosis, 
tuberculosis and HIV 

infection.

This chapter reviews two occupational populations for which the South African 
Department of Health has legal responsibilities, although in different ways. 
These are healthcare workers at risk of tuberculosis, to which the Department 

has responsibilities as an employer, and former mineworkers with occupational lung 
disease, to which the Department has legal responsibilities for examination and 
compensation under the Occupational Diseases in Mines and Works Act (ODMWA). 
Both of these mandates have implications for the healthcare system in South Africa.

Healthcare workers, who are increasing in number in the South African workforce, 
are at risk of tuberculosis from their occupational activity and from exposure as 
members of communities with a high HIV and tuberculosis disease burden. Local 
epidemiologic studies are limited, but suggest rising occupational risk, which includes 
the risk of contracting multidrug-resistant tuberculosis. One such study is a provincial 
audit of administrative compliance with occupational health and safety requirements 
relevant to the protection of staff from tuberculosis in the Western Cape. This audit 
has revealed substantial gaps.

Besides infection control and prevention measures, protection of healthcare workers 
requires an integrated management system that incorporates commitment from 
top management; comprehensive, locally appropriate and practicable policies; 
appropriate training; continued surveillance; and the provision of comprehensive 
occupational health services to healthcare workers.

Among the growing population of former mineworkers, the Department of Health 
has major shortcomings in fulfilling its legal mandate of providing statutory medical 
examinations (in addition to the treatment of tuberculosis and HIV-related disease 
in all public healthcare facilities). The Department is also failing to adjudicate and 
arrange for the payment of compensation to workers with occupational lung disease. 
Legal, financial and managerial reform of the ODMWA system is required.
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Source:  Western Cape Department of Health, 2011.4

Figure 1:  Employment distribution pattern of the healthcare 
workforce in Western Cape Department of Health, 
2010/11 (n=28 500)
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Introduction

This chapter focuses on two growing problems facing the South 
African health system and specifically the Department of Health. 
The first problem is tuberculosis (TB), which includes multidrug-
resistant tuberculosis (MDR-TB), among healthcare workers. The 
second is the failure of the statutory examination and compensation 
system for occupational lung disease among former mineworkers.

In response to the first of these problems, the state’s responsibility is 
primarily that of employer and its responsibilities are those conferred 
by the doctrine of duty of care, national policy and occupational 
health and safety legislation. In the second, the state’s responsibility 
is a historical one defined by statute. The occupational contexts are 
different. In the case of healthcare workers the context is caring for 
infected patients; in the case of mineworkers the context is exposure 
to hazardous dust. However, the HIV and TB epidemic is common 
to both.

Both challenges provide case studies of the functioning of the 
occupational health and safety dispensation in South Africa. Both 
also have implications for the functioning of the public healthcare 
system. It is contended that properly addressing the occupational 
health needs of healthcare workers; i.e., “caring for the carer”, will 
positively affect the quality of care that public sector staff provide 
to clients. In the case of former mineworkers, while the burden of 
lung disease has been ‘externalised’ from the industry to the public 
healthcare system, it is a matter of social justice that the historical 
contract between mineworkers and the state be upheld. This does 
not preclude continued efforts aimed at the prevention of disease 
being firmly rooted in changed industry practices. 

Employment in health care and 
mining

The characteristics of the South African working population have 
changed in the past eight years. The community, social and personal 
services sector, the second-largest sector, constitutes an increasing 
proportion of the total labour force. In contrast the mining population 
as a percentage of the total labour force has remained static over 
this period. (See Table 1) The healthcare workforce comprises a 
large proportion of the community, social and personal services 
sector, with the state being the major employer at the national, 
provincial and local levels. In contrast, the private sector is the 
major employer of workers in the mining industry.

Healthcare workers

Since 2004, the number of health professionals in the public sector 
has grown, with a considerable increase of 153 383 to 210 511 
between 2004 and 2010 reported. This increase has been 
mainly in the nursing category.3 The distribution of the healthcare 
workforce in a province, with the Western Cape as an example, is 
outlined in Figure 1. More than 60% of the workforce is engaged 
in providing healthcare services to patients, which exposes them 
directly to occupational risks associated with patient care. Nursing 
staff comprise the biggest such category (41%). The introduction of 
National Health Insurance (NHI) will most likely result in a further 
expansion of this workforce.3

Mineworkers

Although the proportion of mineworkers as a part of the total non-
agricultural labour force has remained more or less constant, the 
number of employees in the mining sector also increased between 
2002 and 2012. (See Table 1) In 2011, platinum group metals 
(38%), gold (28%) and coal (15%) were the dominant employment 
sectors by commodity, as outlined in Figure 2 and Table 2. A 
striking feature, however, is the decline of gold mining employment 
relative to platinum, iron ore and coal. This has implications for 
the risk of occupational lung disease, as the platinum, iron ore 
and coal sectors carry lower silicosis risks than gold mining, which 
has historically been responsible for the major occupational lung 
disease burden in the mining industry.

Table 1:  Trends in the distribution of employment in the community, social and personal services and mining and quarrying 
sectors in SA, 2004-2012

Total no. of employees x 103

(% of total of all formal non-agricultural industries)
Dec 2004 June 2006 June 2009 June 2012

Industry No.
(x 103) (%)

No.
(x 103) (%)

No.
(x 103) (%)

No.
(x 103) (%)

Community, social and personal services 1 782 25.0 2 001 27.4 2 180 26.4 2 358 28.0

Mining and quarrying 456 6.4 459 6.3 492 6.0 533 6.3

Source:  Statistics South Africa, 2012; 2006.1,2
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Figure 2:  Mining employment distribution by commodity, 
2011

Source:  Chamber of Mines, 2012.5
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Table 2:  Mining employment trends (numbers) by 
commodity, 2002-2011

Commodity 2002 2006 2011

Gold 199 378 159 782 145 561

Platinum group metals 111 419 168 530 194 929

Iron ore 5 389 8 859 22 342

Copper 5 107 3 993 N/A

Chrome 5 404 7 899 16 389

Manganese 2 581 3 332 7 356

Diamonds 16 346 19 686 12 030

Coal 47 469 57 778 78 580

Aggregate and sand 3 220 5 133 7 086

Other mines and quarries 19 675 21 345 28 938

Total 415 988 456 337 513 211

Source:  Chamber of Mines, 2012.5

Tuberculosis in healthcare workers

SA is currently ranked third among the high TB burden countries, 
with an estimated 0.40 to 0.59 million incident cases in 2010, and 
is outranked only by India and China.6 While all of the high burden 
countries have demonstrated declines or stabilisation in their 
incident rates, SA has shown an increasing trend in new cases, 
with the latest TB incidence estimated to be 1 170 per 100 000 of 
the population. The importance of HIV infection as a risk factor is 
underscored by the latest estimate of a 60% HIV prevalence among 
incident TB cases in SA.

Within this context, this review covers the epidemiology of TB risk 
in healthcare workers in SA and the regulatory and management 
frameworks applicable for ensuring their occupational health and 
well-being. Findings from an audit conducted to evaluate health and 
safety policy and practice in Western Cape Department of Health 
facilities are presented to illustrate the gap between employer 
policy and practice, and to highlight areas that require intervention 
within provincial health departments.

Healthcare workers globally find themselves at the coal face of the 
dual epidemic of TB and HIV. It is well recognised that they have 
an increased risk of contracting TB on account of their occupational 
exposure to tubercle bacilli.7-9 Furthermore, this risk has been 
demonstrated to be greater for healthcare workers in low- and 
middle-income countries, which have a higher TB burden than high-
income countries.

Healthcare workers in high TB-incidence countries thus experience 
increased exposure to TB in their dual role as carers to those who 
have contracted TB and as members of communities where TB is 
highly prevalent. While they are considered a high-risk occupational 
grouping for contracting TB, limited research exists that quantifies 
their risk in this regard. There is, however, a growing recognition 
globally that the increasing impact of TB and HIV on healthcare 
workers in such settings could have a negative impact on public 
health programmes and the capacity of health systems to respond 
to the challenges of TB and HIV.

Tuberculosis – burden of disease among 
healthcare workers

As discussed above, the occupational risks of TB and HIV among 
South African healthcare workers are greater than those in 
developed countries.10

A 2003 review of 51 studies summarised the burden of TB in 
healthcare workers in low- and middle-income countries.9 The 
prevalence of latent tuberculosis infection (LTBI) among healthcare 
workers was found to be 54% (range 33% to 79%) and was positively 
associated with increasing age and duration of employment in 
a healthcare facility. LTBI incidence was measured in six studies, 
which showed an annual risk of infection that ranged from 3.9% to 
14.3%. The attributable risk fraction from occupational exposure 
ranged from 2.6% to 11.3%.

TB disease incidence was found to be higher than in the general 
population. The estimated incidence due to nosocomial exposure 
was between 25 and 5 361/100 000 per year. A positive 
association was made between low healthcare worker : TB patient 
ratio and a higher incidence of TB disease. 

While healthcare workers are recognised as a vulnerable and high-
risk population for contracting TB, only a few small-scale studies 
have been conducted in SA to quantify this problem or evaluate 
factors associated with this risk. (See Table 3) 

An early study by Balt et al., who reviewed staff health records 
between 1986 and 1997 from four dedicated TB centres in 
Mpumulanga (MP), concluded that healthcare workers were not at 
increased risk of TB when compared to the general population.11 
Wilkinson et al., in a 1998 study, similarly demonstrated a lower 
incidence of TB among staff at a South African district hospital 
when compared to the general population during the same period. 
However, they also demonstrated an increasing incidence of TB 
among healthcare workers, which they attributed to the rising HIV 
epidemic during this period.12

More recent studies have shown an increase in TB risk and disease 
burden. In a 2006 retrospective cohort study, which involved staff 
from eight regional hospitals in KwaZulu-Natal (KZN), Naidoo et 
al. demonstrated a consistently higher incidence of TB in healthcare 
workers than in the general population, with a median incidence of 
1 133/100 000.13 Increased risk was associated with the younger 
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age group (25 to 29) and paramedical occupational category. 
Extra-pulmonary TB, which is generally more difficult to diagnose 
than pulmonary disease, was diagnosed in 23% of cases. The study 
further demonstrated poor treatment outcomes, with only 41% of TB 
cases completing treatment.

Table 3:  Epidemiological studies of TB in South African 
healthcare workers 

TB prevalence/incidence Setting / N  

Incidence 275/100 000 Staff at four TB centres in MP 11

Incidence 690/100 000 Staff at a hospital in KZN (n=723) 12

Incidence 1 133/100 000 Healthcare workers at hospitals in 
KZN (n= 49 392)

13

Incidence 4 477/100 000 Desmond Tutu healthcare workers 
research staff in WC (n=182) 

14

Prevalence 5% TB/HIV care association community 
health workers in WC (n=215) 

15

Studies of staff located in facilities or projects that deal with TB 
and HIV-infected patients are instructive, although their findings 
are not generalisable to the healthcare workforce as a whole. A 
2010 screening programme of healthcare workers employed as 
adherence counsellors and support staff in TB programmes located 
in the Western Cape (WC) demonstrated a TB and HIV prevalence 
of 5% and 20% respectively.15 Another 2010 study showed a 2.3-
fold increased TB incidence in a small cohort of research workers 
when compared to TB incidence in the communities where the 
researchers worked.14 

The advent of extremely drug-resistant tuberculosis (XDR-TB) has also 
affected healthcare workers, with studies demonstrating increased 
risk and relatively poor treatment outcomes.16,17 Healthcare workers 
were shown to be at greatly increased risk of being hospitalised for 
MDR-TB (incidence rate ratio, 5.46 [95% CI, 4.75 to 6.28]) and 
XDR-TB (incidence rate ratio, 6.69 [CI, 4.38 to 10.20]) compared 
to non-healthcare workers.

The studies have also shown that HIV infection in healthcare 
workers, which greatly enhances susceptibility to contracting TB 
and progressing from latent to active TB, approximates that of the 
general population, and ranges from 11.5% to 20%.15,18,19 (See 
Table 4) 

Table 4:  Epidemiological studies of HIV prevalence in South 
African healthcare workers

HIV 
Prevalence 
(%) Population
 15.7% 595 healthcare workers from KZN, MP, *FS, **NW 18

 11.5% Healthcare workers from 2 hospitals in ***GP 19

 20.0% Adherence supporters TB/HIV Care Association in 
WC

15

*FS – Free State Province; **NW – North West Province; ***GP – Gauteng 
Province

In the absence of large-scale surveillance and screening 
programmes among South African healthcare workers, it is difficult 
to arrive at an accurate estimate of TB and HIV prevalence in 
this population. What is evident is the trend towards increasing 
incidence and prevalence over time and the markedly increased 
risk of MDR and XDR-TB.

Policy, statutory provisions and local 
institutional framework for managing 
tuberculosis among healthcare workers

A series of initiatives has taken place over the past few years to 
address the increasing risk of TB in healthcare workers globally 
and at a national level. (See Table 5) At global level, a policy 
guideline for promoting access to care for healthcare workers, 
with a specific focus on TB and HIV, was published in 2010.20 The 
Joint WHO-ILO-UNAIDS Policy Guidelines on Improving Health 
Workers’ Access to HIV and TB Prevention, Treatment, Care and 
Support Services outlines various recommendations with regard to 
policy, access to care, workplace practices, adequate budget and 
the need for monitoring and evaluation. The guideline promotes 
the strengthening of occupational health policy to better protect 
healthcare workers and advocates for regular screening, improved 
infection control, and access to prophylactic and effective treatment 
for those at risk of or infected with TB and HIV.

At national level in SA numerous policies and occupational health 
and safety legislation exist. These include regulations that address 
infective occupational health risks in healthcare workers. Despite 
legislative and policy provisions the current institutional framework 
for dealing with this problem is fragmented. What is lacking is an 
integrated approach that identifies evidence-informed strategies 
for prevention, surveillance, access to care, treatment and 
compensation for TB in healthcare workers. 

Workers’ compensation for pulmonary TB in healthcare workers 
is provided for under the Compensation for Occupational Injuries 
and Diseases Act (COIDA), (Act 130 of 1993). The disease is 
listed in Schedule 3 as an occupational disease and the specific 
criteria for acceptance of a claim are outlined in the Circular 
Instruction published by the Department of Labour.21 Recently, 
Schedule 3 has been amended so that TB is now specifically listed 
as an occupational disease rather than included under a blanket 
reference to “infectious or parasitic diseases contracted in an 
occupation where there is a particular risk of contamination caused 
by biological agents”.
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Table 5:  Policy and legislative framework for TB and HIV in healthcare workers in SA

Policy Scope Agency

Global
WHO TREAT guideline (2010) Policy guidelines on improving health worker access to prevention, treatment and care services for 

HIV and TB
WHO

WHO policy on TB infection control 
on healthcare facilities, congregate 
settings and households (2009)

Proposes a set of measures to promote TB infection control at national and facility levels, which 
include on-site surveillance of TB disease among healthcare workers

WHO

South African Labour Statutes

Occupational Health and Safety Act 
(Act 85 of 1993)

Provides for a healthy and safe working environment *DoL

Regulations for Hazardous 
Biological Agents (HBA) (2001)

•	Mandates regular risk assessment every 2 years and specifies that records need to be kept for 40 
years

•	Requires the provision of information and training to employees on potential risks of HBA and risk 
reduction

•	Provides for medical surveillance based on risk assessment or presence of an occupational 
disease directly related to exposure

DoL

Labour Relations Act  
(Act 66 of 1995)

•	Prevents discrimination and unfair dismissal of workers afflicted with occupational disease or 
injury

•	Allows for workplace accommodation

DoL

Code of Good Practice on 
key aspects of HIV/AIDS and 
employment (2000)

Provides for:
•	Establishment of a workplace HIV policy and programme
•	Elimination of discrimination

DoL

Compensation for Occupational 
Injuries and Diseases Act (130 of 
1993)

Recognises and mandates the reporting of occupational diseases to the Department of Labour DoL

Circular Instruction Regarding 
Compensation For Pulmonary 
Tuberculosis In Health Care 
Workers (2003)

•	Mandates the reporting of occupational pulmonary TB and advises on reporting TB and 
compensation for disability caused in healthcare workers

DoL

South African DoH Policy
National Core Standards for Health 
Establishments in SA (2011)

•	Develop a common definition of quality care, a benchmark and certification for compliance for all 
health establishments in SA

•	Staff are protected from workplace hazards through effective occupational health and safety 
systems (responsibilities under Occupational Health and Safety Act; active health and safety 
committees; medical surveillance based on risk assessment in place; measures in place to 
minimise occupational injuries and diseases)

**DoH

SA National TB Management 
Guidelines (2009)

All categories of healthcare personnel have an increased risk of TB when compared to the general 
population. In addition to reducing their exposure, specific measures that target healthcare 
personnel are required:
•	 Informing healthcare personnel of the signs and symptoms of TB and encouraging early 

recognition of symptoms and presentation for sputum tests
•	Ensuring that all healthcare personnel with signs and symptoms are evaluated as “high-risk TB 

suspects” and have 2 sputum specimens sent for evaluation (a spot specimen for smear and an 
early morning specimen for smear and culture and drug susceptibility testing)

•	Providing voluntary counselling and testing (VCT) and encouraging healthcare personnel to know 
their HIV status

•	Advocating/providing precautionary measures for HIV-positive staff, such as TB preventive 
therapy and antiretroviral therapy

•	Appropriately placing HIV-positive staff in low TB risk areas of the facility

DoH

Guidelines for TB preventive 
therapy among HIV-infected 
individuals in SA (2010)

All HIV-positive individuals should be provided with isoniazid preventive therapy (IPT) once active 
TB has been excluded (HIV-positive healthcare workers recognised as a high-risk population and 
eligible for IPT)

DoH

Draft National Infection Control Plan 
for TB, MDR TB and XDR TB (2007)

•	 Increasing awareness of TB in healthcare workers
•	 Increasing access to VCT
•	Providing personal protective equipment 
•	Reducing spread of infection with MTB in healthcare settings

DoH

*DoL – Department of Labour; **DoH – Department of Health
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Western Cape provincial figures indicate that an increasing number 
of healthcare workers have received workers’ compensation for TB. 
(See Figure 3) However, there is evidence of underreporting when 
these figures are compared to findings of epidemiological studies 
in this province. Despite underreporting, Pulmonary TB is the third 
most frequently reported occupational disease in SA.22 

Figure 3:  Trends in the number of TB and MDR-TB cases 
compensated by the Western Cape Department of 
Health, 2005-2010

In summary, while several policies address various aspects of TB 
risk to healthcare workers, currently no uniform national strategy 
is available that actively supports the management of TB risk in 
healthcare workers. Specifically staff in healthcare institutions are 
not universally provided with the tools and resources to implement 
policy recommendations. Little active enforcement takes place of 
regulations such as those mandating risk assessment of healthcare 
institutions and work environments or training of healthcare 
workers. This weak enforcement capability contributes to ineffective 
risk management when labour statutes are contravened. These 
elements are examined in more detail in the next section in the 
context of a single province.

The problem is compounded by a lack of data and poor reporting 
systems, which are unable to provide an accurate picture of the 
extent of the problem. Furthermore, while strategies have been 
adopted to improve the performance of the national TB programme, 
such as focusing on intensified case finding, isoniazid prophylaxis 
and improved infection control, these interventions have been 
aimed at TB patients. Little or no focus has been put on healthcare 
workers tasked with the delivery of such care to patients.25,26

Management of occupational health and 
safety in the provincial health sector – 
example of the Western Cape

A number of policies and guidelines address health and safety 
measures to manage the increased risk of occupational TB 
among healthcare workers. However, information is lacking on 
programmes and practical measures that have been implemented 
to better manage this risk. 

Data from a 2010 audit conducted in districts and substructures, 
under the jurisdiction of the Western Cape Department of 
Health, from 106 healthcare facilities, clearly illustrate the gap 
between policy and practice in occupational health and safety 
management.23 The data also provide a benchmark against which 
other provinces can compare their performance. 

The audit was aimed at ascertaining the level of occupational 
health and safety compliance as a first step towards assessing 
the effectiveness of the Western Cape Department of Health in 
addressing the health risks of its workforce. (See Figure 4.) The 
survey found that while formal (79%) and functional (70%) health 
and safety committee structures were in place, and 83% reported 
having dedicated officials to coordinate occupational health 
and safety in the districts and facilities, there was no consistency 
between the operations of committees in metropolitan and rural 
districts. In both contexts, the general trend is for smaller facilities 
to form part of a committee at a larger institution or at sub-district 
level. This appears to be more practical and allows for greater 
support and capacity to deal with issues. However, it creates a 
problem of a “one size fits all” approach to occupational health 
and safety and setting priorities, based on the occupational health 
and safety needs of larger institutions. These needs may be very 
different from those of smaller clinics and facilities.

Furthermore, while officials were adequately nominated, only 
55% of facilities reported that members were formally appointed 
under section 16.2 of the Occupational Health and Safety Act and 
only 61% reported that their roles and responsibilities were clearly 
defined. These problems underscore the need to develop capacity 

Source:  Western Cape Department of Health. 2011.23

Much of the focus on addressing TB in healthcare workers has 
been through general infection prevention and control approaches 
in healthcare facilities that are determined by the National 
Infection Prevention and Control Policy and Strategy of 2007.24 
These approaches generally include surveillance, environmental 
management, waste management, outbreak investigation, 
cleaning, disinfection and sterilisation, employee health, and 
quality management in infection control. 

At district and facility levels, these programmes are meant to be 
overseen by multidisciplinary committees established specifically 
for this purpose. Committees are made up of, among others, 
microbiologists, clinicians, and management representatives. They 
are also made up of healthcare workers from areas in the facility 
such as pharmacy, sterilising, and housekeeping and training 
services. The committee is also meant to ensure the development 
and updating of infection prevention and control policies, 
guidelines and protocols within the facility. These committees have 
historically operated separately from the occupational health and 
safety committees required by the Occupational Health and Safety 
Act. (See section below.)

The 2011 promulgation of the National Core Standards for Health 
Establishments in South Africa is an attempt to address failings 
in the public healthcare sector by setting clear norms that health 
facilities should meet to be considered institutions that promote 
quality health care and are ready for NHI rollout. The Standards 
specifically address the need for occupational health and safety 
systems to limit occupational injuries and diseases among healthcare 
staff. At provincial level, health departments have adopted various 
approaches within these broad policy frameworks and legislative 
requirements, some more extensive than others.
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in occupational health and safety skills within the Western Cape 
Department of Health.

These committees have been tasked with ensuring that risk 
assessments and specific risk management programmes are 
developed for priority risks through the implementation of specific 
policies and standard operational procedures. The committees and 
programmes are also expected to ensure the early detection of 
occupational infections and other diseases through monitoring and 
surveillance.

Figure 4:  Occupational health and safety (OHS) committees 
in Western Cape healthcare facilities (n=106)

senior management. This attitude fosters a reactive approach to 
occupational health and safety issues that only attracts attention 
and resources when occupational health and safety failures 
become too difficult or costly for the institution to conceal or ignore.

A limitation of the above audit is that it is based on self-report, 
which is likely to err in the direction of overstating performance. 
Actual practice is likely to fall short of the figures given below. 

Figure 5:  Occupational health and safety (OHS) 
programmes in place in Western Cape healthcare 
facilities (n=106)

Source:  Western Cape Department of Health, 2011.23

In practice, however, the Western Cape audit found that only 
46% of facilities had a risk assessment programme, despite the 
legal requirement that such an assessment be carried out every 
two years.27 (See Figure 5.) A number of facilities indicated that 
occupational health and safety staff and representatives lacked 
the requisite training, skills, and in-house tools and resources to 
conduct risk assessments. In certain facilities an outside service 
provider was sourced at considerable cost. In some facilities, the 
Facilities Risk Assessment Tool for Tuberculosis (FRATT) was used for 
conducting risk assessments and implementing relevant measures to 
control the spread of TB. 

The audit also found that 25% of facilities had a biological 
monitoring programme (which focused on exposure to chemicals 
such as ethylene oxide and radiation exposure); 39% had medical 
surveillance programmes (aimed at detecting TB and Hepatitis B); 
and 63% had annual screening programmes. (See Figure 5.) 
Wellness screenings, which focused on non-communicable 
diseases and HIV, AIDS and TB, were conducted in certain health 
establishments.

Despite the obvious infection risk in these healthcare facilities, 
only 68% of facilities reported having a mandatory and functional 
Infection Control Plan in place. These plans focused on outbreak 
investigation and testing, health surveillance, vaccination, employee 
placement, post-exposure prophylaxis and control measures.

In a number of facilities, occupational health and safety and 
infection control measures were viewed as a supplementary 
activity, with a low level of commitment and accountability among 

Source:  Western Cape Department of Health, 2011.23

Programme integration and governance

The above review suggests that if provincial departments are to 
achieve progress in controlling TB in their staff, coordination and 
integration of the various policies and activities at all levels are 
required. 

Recent initiatives in the Western Cape have attempted to address this 
fragmentation of occupational health and safety, infection control 
activities, employee wellness and quality assurance through the 
establishment of a single body, the Provincial Quality Improvement 
Committee (PQIC). This committee falls under the Directorate of 
Health Impact Assessment. The committee aims to establish a basis 
for accountability for various actions using the legal requirements 
of the Occupational Health and Safety Act and the 2011 National 
Core Standards for Health Establishments in SA. 

The objectives of such moves are to ensure uniform and structured 
health and safety programmes as well as monitoring and evaluation 
in health facilities and districts throughout the province. With regard 
to managing the TB risk in staff, there is a need to operationalise 
national strategies, such as the National Tuberculosis Strategic 
Plan for SA (2007-2011), and ensure compliance with international 
standards and national legislation and policies on occupational 
health and safety and employee health and wellness. 



74 SAHR 2012/13

Compensation for occupational lung 
disease among former mineworkers 

Compensation for occupational lung diseases among former 
mineworkers has long been a contentious issue in South Africa. 
This section thus deals with a very different group affected by 
Department of Health operations – former mineworkers. Despite 
cyclical variation in its profits and prospects, the South African 
mining industry remains a pillar of the economy, with a net asset 
value in 2010 of R18 trillion and employment of 500 000 people.a 
While violent wage strikes and mine accidents such as rock falls 
make front page news, the high burden of lung disease in the mining 
industry has only recently captured the concern of politicians, the 
public and the public health community.

Silica, silicosis and tuberculosis – burden of 
disease among gold miners

A raft of studies have confirmed a substantial epidemic of silicosis 
(nodular fibrosis of the lung due to silica dust) among active and 
former gold miners. (See Table 6) Among those with histories 
of relatively long periods of working in dust, prevalences in the 
order of 20% and more have been recorded in cross-sectional 
surveys. (See Table 6) These high prevalences are in contrast to the 
steadily declining prevalence and severity of silicosis in developed 
countries28-30 and in China.31

The elevated risk of pulmonary TB associated with mining and 
particularly gold mining has recently focused the attention of the 
health authorities and public health community on occupational 
risks in the mining population.41-43

The close association between silica, silicosis and TB has been 
known for over a century and has been confirmed in modern 
studies.37,44 This particular hazard arises from biological 
impairment by silica dust of the lung’s natural defences against TB.45 
The added risk factors of close contact in mining accommodation 
and working spaces and HIV infection associated with a migrant 
mineworker population46 have created a ‘perfect storm’ for TB 
among mineworkers. (See Tables 6 and 7) Gold miners now have 
what is probably the highest annual incidence of TB in the world, 

a Personal Communication: Prof. Barry Kistnasamy, August 22, 2012.

Table 6:  Prevalence (%) of silicosis and past or current TB among active or former gold miners

Study Yr of study Average length of service 
of sample (yr) (range)

Silicosis prevalence TB (past or current) 
prevalence

Active miners32 1984 - Overall: 1.3% 
Age 51-55 y: 15%

-

Botswana ex-miners33 1994 15.5 
(2-42)

27%, 31%* 29% (history) 
24% (CXR)

Former Transkei+ ex-miners34,35 1996 12.2 
(0.5-34)

22%, 36%* 51% (history) 
33% (CXR)

Active miners36,37 2000-2001 21.8 
(6-34.5)

19% 19% (history) 
17%, 28%*

Basotho ex-miners38,39 1999-2001 25.6** 
(0.9-40.2)

Baseline: 24% 
Follow-up: 27%***

26% (history) 
  6% (active)

Black miners at autopsy40 1975-2007 7.7 (1.1-48) 1975: 3% (autopsy) 
2007: 32% (autopsy)

History: self-reported. CXR: chest x-ray. 
*2 CXR readers  **At baseline,  ***Among those attending both rounds
+ Now part of the Eastern Cape Province.

with high rates of recurrence and inevitably rising rates of MDR-TB. 
(See Table 7) 

Disease now overshadows injuries. In the gold mining sector, while 
the fatality frequency rate decreased from about 0.44 in 2002 
to 0.17 in 2011 (a decline of 61.3%),5 the proportion of active 
pulmonary TB discovered at statutory autopsy escalated from 
approximately 0.29 (290/1 000) to 0.37 (370/1 000) between 
2002 and 2007, which represents an increase of 21.6%.47

Table 7:  TB in gold miners in SA: epidemiological indicators 

Measure (study)

Incidence48 Approx. 3 per 100 person-years
(range 1-7 per 100 person-years)

Prevalence of latent TB 
infection49

89%

Recurrence rate of 
pulmonary TB48

HIV positive: 19 per 100 person-years
HIV negative: 7.7 per 100 person-years

Proportion of MDR-TB 
cases50

Previously TB untreated: 2.8%
Previously TB treated: 20-25%

HIV prevalence51 22-30%

The consequences of this mining-related epidemic are being felt 
throughout the subcontinent.52 In particular, the epidemic has 
spread the burden of healthcare for these diseases from the private 
mining industry to the public healthcare systems of these countries.

What is the appropriate health system response to this combined 
epidemic with its roots in the private mining sector? For the purposes 
of a volume devoted to a review of health policy, we take as our 
starting point the statutory responsibility of the government and, 
particularly, the Department of Health.
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The role of the Department of Health – the 
Occupational Diseases in Mines and Works 
Act

Various government departments have responsibility for the health 
and safety of mineworkers. The Department of Mineral Resources is 
the lead department concerned with health and safety on the mines, 
while the Department of Labour is responsible for compensation 
of occupational injuries and certain diseases. However, in terms 
of the Occupational Diseases in Mines and Works Act (ODMWA) 
1973 (as amended in 1993),53 the Department of Health has three 
important responsibilities. These are to:

 ➢ provide for regular medical examinations for former 
mineworkers;

 ➢ medically adjudicate claims for certain occupational lung 
diseases in miners; and

 ➢ manage the Compensation Fund for these occupational 
diseases, financed by levies on mine owners, and make 
payment to successful claimants.

The agency responsible for overseeing or discharging the first two 
of these responsibilities is the Medical Bureau for Occupational 
Diseases (MBOD) – “the Bureau”, while the Compensation 
Commissioner for Occupational Disease (CCOD) administers the 
third. The diseases covered by this Act are summarised in Box 1.

Box 1:  Occupational lung diseases in miners compensable 
under the ODMWA, 1973

Tuberculosis:

 ❖ Of cardio-respiratory organs in a miner who performed risk work 
for more than 200 risk shifts (equivalent to 9 months) and/or was 
diagnosed within 12 months of exiting the mining service

Pneumoconioses:

 ❖ Silicosis (and alveolar proteinosis post-mortem)

 ❖ Coal workers’ pneumoconiosis

 ❖ Asbestosis (interstitial and pleural)

 ❖ Any combination of pneumoconiosis with TB

Obstructive airway diseases; also in combination with TB

Malignant mesothelioma and lung cancer in asbestos miners or 
designated asbestos occupations

Progressive systemic sclerosis/scleroderma with pulmonary 
involvement in miners exposed to silica dust

Asthma due to platinum salt sensitivity

Source:  Personal Communication Dr L. Dzingwa, Medical Bureau for 
Occupational Diseases, 2012.

The ODMWA must be distinguished from the Compensation for 
Occupational Injuries and Diseases Act (COIDA), 1993,54 which 
covers injuries (including those in mining) and occupational 
diseases not covered by the ODMWA. The COIDA is administered 
by the Department of Labour on an entirely different basis from the 
ODMWA. Relevant differences between the two Acts are set out 
in Table 8.55 These include inequity in financial benefits between 
mineworkers and workers in other sectors, with mineworkers 
frequently receiving fewer benefits for the same condition. While 

Table 8:  A comparison of compensation for workers in terms of the ODMWA, 1973 and the COIDA, 200355

Feature Occupational Diseases in Mines and Works Act (ODMWA), 
1973

Compensation for Occupational Injuries 
and Diseases Act (COIDA), 2003

Coverage Listed occupational lung disease in miners Injuries in all sectors, which include mining, and 
occupational diseases other than those covered 
by the ODMWA

Funding Levies on employers – fixed levy per shift for each commodity,  
e.g. gold

Levies on employers – risk rated on claims 
record by class of industry

Administration Department of Health Department of Labour (see footnote for two 
partial exceptions)**

Adjudication of claims Medical certification committee Medical advisors in COIDA administration

Appeals body Reviewing committee Formal hearing convened by Commissioner

Provision for autopsy Mandated and performed by state pathology service None

Post-mortem 
compensation

Payable to beneficiaries even if disease did not contribute to death Payable only if disease contributed to death

Examinations for 
compensation purposes

Employer’s responsibility for active miners. Authorised medical 
facilities or practitioners for ex-miners (minimum 2-yearly)

No specific provision

Payment for medical care Employer’s responsibility if disease diagnosed while miner still 
employed (relevant mainly to TB)

Covered by Compensation Fund for up to 2 
years

Temporary incapacity 
benefit

75% of earnings for temporary incapacity while on treatment for TB 75% of earnings for any total temporary 
incapacity up to 2 years

Permanent incapacity 
benefit

Two grades only May be graded at any percentage – based on 
impairment

Radiographic threshold for 
silicosis compensation

“10-40% impairment”:  
ILO grading 2/2 

“20% permanent disablement”: ILO grading 1/0 

Pension provision None Lifetime monthly payment if permanent 
disablement assessed as >30%

Source:  International Labour Organization, 1980.57

* For detailed benefits comparison, see White, 2004.58

**Miners and building industry employees are covered by two private companies, Rand Mutual Assurance Co. Ltd. and Federated Mutual Assurance Co. Ltd., 
respectively. These companies receive levies and administer claims payment in terms of the Act, but do not set benefits nor perform claims adjudication, 
which remain the prerogative of the COIDA Commissioner.
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this inequity is a pressing political and economic question in the 
mining sector, the focus of this review is on the Department of 
Health’s responsibilities under the ODMWA.

As will be argued below, the Department has failed to exercise 
these responsibilities properly and fully extend the benefits enjoyed 
mainly by white mineworkers prior to 1994 to the large majority of 
black mineworkers. This is despite the legislative changes enacted 
in 1993 to deracialise the legislation.56 This failure may be at least 
partly because the ODMWA mandate is an anomalous historical 
legacy, and one that has been marginal to the main policy tasks 
facing the National Department of Health over the past two 
decades.

The belated realisation of the mining industry’s contribution to the 
country’s TB epidemic41 and a number of internal institutional factors 
have recently focused the Department of Health’s attention on the 
ODMWA. Poor financial management of the CCOD has resulted 
in a series of negative audits.59 The ODMWA Compensation Fund 
itself was described as “technically insolvent” after an external 
audit in 2003.60 The subsequent increase in levies pursued by 
the ODMWA Commissioner elicited a failed court challenge by 
the Chamber of Mines.61 Administration of the CCOD has been 
repeatedly criticised in parliamentary hearings, which have elicited 
admissions by the Minister and the Director-General that the CCOD 
was dysfunctional and that the Department had mismanaged it.59,62 
In 2012, the Minister placed the MBOD and CCOD under the line 
management of a chief director within the National Department of 
Health.62

As background to what is required of the Department of Health 
to meet its ODMWA responsibilities, it is necessary to understand 
the statutory and institutional framework for the examination and 
treatment of mineworkers for occupational lung disease.

Statutory and institutional framework for 
managing lung disease among mineworkers

The prevention of occupational lung disease in the mining industry 
is the responsibility of the Department of Mineral Resources, via 
the Mine Health and Safety Act (MHSA) (Act 29 of 1996).63 This 
Act requires the medical examination of mineworkers at entry to 
employment, at regular intervals while in service and at exit.64 The 
latest in a series of Acts aimed at maintaining safety, and later 
health in mining operations, this legislation effectively transferred 
all responsibility for establishing medical fitness for mine work and 
ongoing medical surveillance during employment to private mine 
owners.b

The other piece of legislation relevant to managing lung disease 
among mineworkers, and the more important for the purposes of 
this section, is the ODMWA. In terms of this legislation, the Bureau, 
located in Johannesburg, employs panels of medical practitioners 
to adjudicate claims for mining-related diseases. The Director of the 
Bureau is also responsible for arranging “benefit” (compensation) 
medical examinations for former employees of mines. The CCOD, 
also located in Johannesburg, performs the administrative tasks of 
confirming work histories and identities of claimants and making 
payment according to a schedule defined in the Act.

b Prior to the latest Act, white workers were required to obtain a certificate 
of fitness (“red ticket”) from the Bureau or one its sub-bureaux. Medical 
examination of black workers was historically devolved to the mines or 
their recruiting agencies.

Compensation is paid from funds financed by levies on mining 
companies, which pay a fixed amount per risk shift on the basis of 
the commodity mined. Gold mining companies now pay R7.14 per 
shift (up from 39 cents per shift in 1998),65 platinum R1.79 and coal 
R1.44.c The assets of the ODMWA Compensation Fund were R1.75 
billion in 2010/11, just short of its liabilities of R1.8 billion.a

The Act provides for lump sum compensation awards at two levels 
only. “First degree” awards are for scheduled non-malignant 
conditions, mainly pneumoconiosis and chronic obstructive 
pulmonary disease. “Second degree” awards are typically made 
for pneumoconiosis plus TB or for cancer. (See Box 1 above.) The 
maximum amounts payable are currently R47 000 and R105 000 
respectively. These are based on a “capped” monthly wage of 
R3 000, which is below the current average wage in the industry 
of R4 904.66 

In 1989/90, the last year for which racially differentiated statistics 
were reported, 865 new or upgraded certifications were recorded 
in living and deceased white and coloured claimants (all mining 
types). Among black claimants, 4 231 certifications were recorded 
for compensable TB and 2 046 for other compensable diseases.67 
By 2011, the total number of certifications had fallen to 3 875.c

The ODMWA was transferred to the Department of Health from the 
(then) Department of Mines in 1984.68 Current attempts to reverse a 
prolonged period of stasis will require vigorous policy action on the 
part of the Department. This is considered below in two parts. The 
first concerns the provision of benefit medical examinations and the 
second the management of the Bureau and CCOD.

Access to benefit medical examinations by 
former mineworkers

Mineworkers still in employment who are diagnosed with a 
compensable disease have their medical benefit examinations 
carried out by mine medical services. However, for former 
mineworkers, obtaining a benefit medical examination is the 
responsibility of the individual. Mineworkers who have not reached 
second degree compensation (see above) are entitled to an 
examination every two years. This entitlement affects large numbers 
of people and creates a substantial service mandate for the South 
African state. This is in addition to the established responsibility for 
treating TB in former miners in SA through the Tuberculosis Control 
Programme.

Approximately 12 000 benefit medical examinations were 
conducted in 2011.c The 2012/13 to 2014/15 Annual Performance 
Plan of the Department of Health calls for an increase to 22 000 
by 2014.69 However, the actual number of living ex-miners and, 
therefore, the true population entitled to these examinations is not 
known. The largest affected group includes gold miners because 
of the role of silica dust from gold mining ore in producing silicosis 
and silico-TB. Employment on the gold mines fell from 480 000 
in 1988 to 160 000 by 2006.70 Approximately half of the 2007 
workforce was from neighbouring countries, mainly Mozambique 
and Lesotho.71 The implication is that active miners are now 
outnumbered by former gold miners, many of them not in SA. 
The second-largest claimant group is likely to be former asbestos 
mineworkers from the smaller, and now defunct, asbestos mining 
industry.72

c Personal Communication: Dr L. Dzingwa, Acting Director, Medical Bureau 
for Occupational Diseases. 2012.
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Accessibility to such examinations by former mineworkers depends 
on their home location and on their understanding of this entitlement, 
both of which have been strongly patterned by the racialised history 
of the mining industry. Prior to 1993, only whites had access to these 
examinations at the fully equipped Bureau in Johannesburg, and 
to sub-bureaux in Welkom, Klerksdorp, Carletonville Rustenburg, 
Dundee, Kuruman and Bellville. After deracialisation of the system 
in 1993, the Bureau was opened to all. However, the sub-bureaux 
were closed in the 1990s and no attempt was made to replace 
them with equivalent services closer to where the majority of former 
mineworkers live.

Similarly, while whites tend to be familiar with the medical 
examination entitlement under the Act, the same does not apply 
to black miners. A recent study in the Eastern Cape of 200 former 
miners found that none were familiar with the system of benefit 
medical examinations.73 

Currently, any medical practitioner may carry out a medical benefit 
examination and submit the required forms and test results, including 
chest x-rays, to the Bureau. However, in order to be paid for the 
examination (October 2012 rate: R330),c prior authorisation is 
required from the Director of the Bureau. Currently a few authorised 
general practitioners, mainly in the Eastern Cape, perform these 
examinations.

The default situation is that former mineworkers are required to 
find their way to provincial health facilities in SA. The Bureau has 
from time to time sought to establish specific examination points 
in rural areas of SA.74 The 2012/13 to 2014/15 Department of 
Health Annual Performance Plan lists 190 “service providers” that 
offer benefit medical examinations, with the target of increasing 
these to 240 by 2013/14.69 In practice, however, few state facilities 
are able to conduct and submit the required examinations. These 
facilities face a multitude of problems in assisting former miners, 
related to shortages and turnover of knowledgeable healthcare 
staff; limitations of equipment, space and transport; and claimant 
and agent fraud.75 Attempts by the Chamber of Mines to establish 
benefit medical examination points in Nongoma, KwaZulu-Natal, 
and Umtata in the Eastern Cape, have yet to be evaluated.

Mineworkers in neighbouring countries have even fewer options. 
Former mineworkers in Botswana are offered free benefit medical 
examinations,c but otherwise no special arrangements for 
examinations currently exist in these countries.

Accessibility of the families of deceased former miners, specifically 
black miners, to statutory autopsies provided for by the ODMWA is 
predictably worse. Potential barriers include lack of understanding 
by the family of the statutory entitlement and unwillingness to 
consent to having the heart and lungs removed. Unavailability of a 
medical practitioner equipped or willing to remove the heart and 
lungs, prior to storage and transport to the National Institute of 
Occupational Health laboratory service in Johannesburg, is also 
a problem. Currently, former mineworkers account for a very small 
proportion of autopsies conducted on black mineworkers and, apart 
from a few resulting from a small programme in Lesotho, effectively 
none from former mineworkers in neighbouring countries.d 

In attempting to improve access to benefit medical examinations 
and autopsy services, the Department of Health is faced with a 

d Personal Communication: Prof. J. Murray, National Institute for 
Occupational Health.

conundrum. The Act effectively creates a vertical programme for 
former mineworkers, with special requirements for the examinations, 
specific forms that need to be completed and a complex claims 
procedure. This structure runs contrary to the Department’s main 
policy thrusts of comprehensive primary health care and NHI.

A hybrid solution could aim at the training of primary care staff to 
identify potential ODMWA claimants in the areas where former 
mineworkers live, followed by referral to specialised examination 
points or clinics. Such training would need to be more or less 
continuous to take into account staff turnover. Referral points would 
also require a resource commitment over and above normal primary 
care activities.

Links to the major recruiting agency for the gold mines, TEBA, could 
assist in validating work records and tracking gold miners in rural 
areas. This administrative and tracking component is an essential 
part of the benefit medical examination and, seemingly, the stage 
at which many claims under the OMDWA currently run aground.76 

The work required will, however, add further costs to the benefit 
examination process.

A private model of relevance is the Asbestos and Kgalagadi Relief 
Trusts, set up following a lawsuit settlement to provide medical 
examinations to a population exposed to asbestos from the 
operations of a number of qualifying mines in the Northern Cape, 
Limpopo and Mpumalanga provinces. The Trusts took responsibility 
not only for soliciting and adjudicating claims but also for recruiting 
and training general practitioners in assessment of asbestos-related 
disease (which included office spirometry). Working with a small 
full-time office staff and a panel of radiologists and occupational 
medicine specialists that operated on a part-time basis, the Trusts 
managed approximately 14 000 claims between 2005 and 
2011.e Activities by the Trusts in these areas have also resulted 
in a substantial increase in deceased former mineworkers being 
referred for autopsies under ODMWA provisions.

Claims management: reform of the Bureau 
and CCOD

Expansion of access to benefit medical examinations will be a 
wasted effort if the functioning of the Bureau and particularly the 
CCOD is not improved.

The first requirement is timeous assessment of claims. The Bureau 
code of conduct (written in terms of section 43 of the Act) requires 
that it certify cases within six months of receipt of documentation. 
Section 48.1 also explicitly states that it must inform claimants within 
10 days of certification. In a 2010 review of claims delays, the 
efficiency of the Bureau was found to have deteriorated significantly 
from a median response time of 8 months during the 1993-2000 
period to 13.5 months during 2001-2005.76 The overall range was 
1 to 46 months. Other complaints about the Bureau have included 
poor registration of claims, lost documents and difficulty getting 
information on claims.77

Public scrutiny of the Bureau’s operations is not currently possible 
since, contrary to the requirement of section 7 of the Act, the Bureau 
has not issued an annual report since 1999. Reportedly, the claims 
turnaround time has been reduced to under six months and annual 

e teWaterNaude et al. Medical Report for the period ended 29 February 
2012. Asbestos Relief Trust and Kgalagadi Relief Trust. August 2012 
(private communication). 
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reports are being prepared for the past few years. A significant 
obstacle to sustaining this improvement is the difficulty of recruiting 
qualified medical staff at the remuneration level currently being 
offered by the MBOD.c

The financial woes of the CCOD and the failure of the Department 
of the Health, by its own admission, to manage and staff the CCOD 
properly have been noted above. The Maiphetlho and Ehrlich study 
of 2010 found that in less than half of the claims processed by the 
CCOD the claimants were confirmed to have received their awards, 
with the average delay for the whole claims process being over four 
years.76 A 2002 audit of compensation of postmortem (autopsy) 
certifications found a payment rate of only 7%.78 As of 2011 the 
backlog of claims stood at around 13 000.62

The recent re-organisation of the line structure of the Bureau and 
CCOD signals a new intention within the Department to deal with the 
problem.62 However, budgetary constraints remain. While levies on 
the mining industry can be increased to underwrite compensation 
payments, the administration costs of the Bureau (including the 
costs of examining former mineworkers) and CCOD have to come 
from the Department of Health’s budget. This amounted to a call on 
taxpayers of approximately R38 million in 2011.69 The assumption 
of these costs by the state reflects the history of accommodation of 
successive pieces of compensation legislation to the needs of the 
mining industry and pressures from mineworkers, particularly white 
organised labour.

However, a case can be made for these costs to return to the 
Compensation Fund, which is funded through employer premiums. 
The defrayment of administration costs from premium revenue is the 
norm for insurance funds, which includes the fund provided for by 
the COIDA. It can also be argued that the mining industry would 
have a greater stake in ensuring the efficiency of the Bureau and 
CCOD if it were responsible for their financing. Such a move would 
also relieve the pressure on the public sector or on a future NHI 
fund to fund medical benefit examinations.

It can also be argued that while the organisation of medical 
benefit examinations and, arguably, the medical adjudication of 
claims fall within the core business of the Department of Health, 
the non-medical functions of administration and payment of claims 
do not. More recent attempts to move the administrative function 
of the CCOD to Rand Mutual Assurance Co. Ltd have reportedly 
been shelved. Rand Mutual Assurance is the assurance company 
that administers all mining industry occupational disease claims 
not covered by the ODMWA (for example, noise-induced hearing 
loss) and all mining occupational injury claims. Turning the CCOD 
around will be a major task for a department burdened financially 
and managerially by major reform initiatives in other areas of the 
public healthcare system.

Conclusion 

Healthcare workers in SA are at increased risk of contracting 
TB by virtue of their occupation. This risk is compounded by 
high rates of HIV infection and the lack of implementation of 
effective occupational health and safety measures to protect them 
adequately. The extremely high risk of acquiring drug-resistant TB 
among this vulnerable group is further testimony to the inadequacy 
of the protection measures currently in place. Recognising this 

risk and developing policy in this area do not constitute sufficient 
protection and will do little to modify the risk. The protection of 
healthcare workers needs to be supported by a dedicated focus that 
incorporates commitment from top management; comprehensive, 
locally appropriate and practicable policies; the implementation of 
effective infection control measures informed by and integrated with 
other occupational health and safety measures; training; ongoing 
surveillance; and the provision of comprehensive occupational 
health services to healthcare workers.

In the mining sector, it has long been apparent that a large burden 
of occupational lung disease has been externalised from the mining 
industry to impoverished areas of the southern African region. The 
mining industry must be held accountable for reducing one of the 
root causes of this epidemic at source; namely, the exposure of 
miners, particularly gold miners, to hazardous levels of silica dust. 
More complex root causes are the century-long reliance on the 
migrant labour system by parts of the industry and the nature of 
mine accommodation. These factors have created fertile soil for the 
spread of TB and HIV infection. However, the Department of Health 
remains responsible for providing statutory medical examinations 
(in addition to treatment of TB and HIV-related disease) for the 
growing population of former miners. It must also adjudicate 
and arrange the payment of compensation for occupational lung 
disease. There is a need for the Department of Health to recover a 
sense of accountability and urgency about this mandate.

Recommendations 

Healthcare workers

 ➢ Protecting healthcare workers against TB needs to be 
assigned priority by those tasked with managing healthcare 
programmes, facilities and human resources.

 ➢ Health and safety management systems should be strengthened 
where they exist and developed where they are absent to 
better address and prioritise this risk.

 ➢ Systems need to be developed to support a strategy of 
continued surveillance for TB in this high-risk population. This 
will ensure an accurate picture of the true extent of the problem 
and the impact of interventions. Such surveillance programmes 
may need to employ both active and passive case-finding 
strategies.

 ➢ The provision of comprehensive occupational health services 
to healthcare workers will enable the delivery of large-scale 
surveillance and employee wellness services in an integrated 
fashion.

 ➢ Strengthening and visibility of occupational health and safety 
enforcement initiatives by the Department of Labour may 
contribute positively to protecting healthcare workers against 
TB risk.

 ➢ Ongoing monitoring and evaluation of strategies employed 
to manage TB risk are imperative to close the gap between 
policy and practice.
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Mineworkers

Legal, financial and managerial reform of the ODMWA system is 
long overdue. 

Shorter-term goals include the following:

 ➢ A rural infrastructure to increase access for conducting benefit 
medical examinations should be provided and financed.

 ➢ A formal evaluation of the nature and effectiveness of the “190 
service points” mentioned in the 2012/13 to 2014/15 Annual 
Performance Plan of the Department of Health is needed.

 ➢ Cross-border arrangements for occupational lung disease 
detection and compensation with relevant agencies need to 
be negotiated, particularly in Lesotho and Mozambique.

 ➢ “In house” targets include attracting qualified staff to the 
Bureau to ensure rapid turnaround of claims and vigorous 
management of the CCOD to remove the blot of 13 000 
backlogged claims.

Intermediate policy goals should be to shift the responsibility of 
financing the administration of the system to the Compensation Fund 
and to give serious consideration to outsourcing the administrative 
functioning of the CCOD to the private sector.

Finally, inequity between the financial benefits obtainable by 
various categories of workers under the ODMWA and COIDA is 
probably the single most contentious political and economic aspect 
of the system and requires urgent high-level policy and legal reform.
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