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New developments in South African health and safety
legislation ,

~
e new draft Bill on Occupational Safety and

Health 1993 (BOSH), published in May this
year, is a considerable improvement on the

Machinery and Occupational Safety Act 1983 (MOSA)
introduced 10 years ago. BOSH is a logical extension
beyond a preoccupation with safety and accidents, and
incorporates occupational health and medicine for the
first time in non-mining industry.

BOSH has a number of additional positive features,
inter alia the extension of powers and functions of safety
representatives; increased general duties for employers
and manufacrurers; better access to information in the
workplace including surveillance; and more realistic
penalties for transgressing the law.

Unfortunately these features are reflected in a pri
marily theoretical fashion in BOSH and are insufficient
ly developed for meaningful implementation. This edi
torial focuses on some problematic areas.

Policy-making structures such as the Advisory
Council on Occupational Safety have been reformed.
However, there is still substantially uneven representa
tion of parties whose participation and collaboration are
necessary to promotive and preventive effons aimed at
improving health and safety at work. Collaborative
needs consequent on the extension of legislation to
cover occupational health and medical aspects have not
been clarified at either national or local level. For exam
ple, medical and academic occupational health expens
are notably underrepresented on the proposed National
Safety and Health Council.

An imponant depanure is the provision for cettain
activities to be declared 'risk work'. However, the
Minister of Manpower will declare risk work centrally.
This provision is very cumbersome and \'.,j}} only apply
to a few selected, visibly dangerous industries at the
extreme end of the hazard spectrum. All industries
include hazardous subprocesses to varying degrees, and
should as a matter of course be subjected to risk assess
ment. Assessments can only be done at a local level by
personnel trained in occupational medicine and indus
trial hygiene. Risk assessment that covers the range of
industry in any locality will exceed the capacity of the
Factory Inspectorate as currently constituted. BOSH in
fact contains an implicit mechanism in its provision for
the appointment of approved inspection authorities,
thereby opening the way for the creation of a functional
medical inspectorate by means of local collaboration
with occupational health professionals. Risk assessments
could be carried out by the increasing number of physi

,cians with postgraduate qualifications in occupational
health such as the Postgraduate Diploma in Occupa
tional Health, and specialist community physicians.

Such assessments should not involve more than a few
hours' work, comprising a walk-through inspection,
examination of substances used at work and completion
of an appropriate repon which would form pan of the
registration requirements of the company. The repon
could recommend appropriate company-based health
surveillance procedures including medical and biological
monitoring and links with governmental databases.

Present levels of training for health and safety per
sonnel in industry are insufficient to suppon the exten
sions envisaged in BOSH. Existing training, with its
exclusive focus on safety, is limited in capacity and its
acceptability to all parties concerned, panicularly trade

unions, should be critically evaluated in the light of
furure development needs. In particular, training must
go beyond purely administrative consideratioas.

A notable weakness of MOSA invol ed the role of
unions and employee representatives. BOSH unfonu
nately compounds the confusion as to what and whom
the safety representatives represent. Do' they represent
health and safety? Or do they represent employees
exposed to hazards at work (as opposed to manage
ment)? Either way the interface between health and
safety and collective bargaining structures is unclear.
This will continue, as in the past, to generate confusion
and the poteiltial for occupational health professionals
to be drawn into unproductive industrial conflict around
health issues.

One way of dealing \\,Jth this is for BOSH to require
recognised unions to be drawn in at all levels of health
and s'afety administration from policy making at highest
council level to that of safety representatives. Such
involvement is important where recognised unions are
present on the shopfloor, and perhaps even more impor
tant where unions are not present. In the latter case suit
ably trained union personnel could play an advisory and
consultative role in respect of non-unionised sectors by
being given approved inspection authorities.

BOSH attempts to introduce health surveillance
mechanisms. This could play a critical role in respect of
the control of health effects of risk work and the provi
sion of data for effective prevention programmes. The
recording of basic safety and health information, such as
environmental and biological monitoring data and the
occurrence of accidents and occupational diseases, for
surveillance purposes in relation to general work and
risk work is not specified clearly enough. Under these
circumstances it is unlikely that an accurate perception
of the accident or occupational disease problem in.spe
cific industries will be ascenained.

Even for those events that are readily ascertained,
confusing lines of data flow required by present legisla
tion have not been streamlined in BOSH. There is con
siderable overlap and duplication between reponing
channels leading to the Factory Inspectorate and the
Workmen's Compen'sation Commissioner. Past experi
ence indicates that such fragmentary databases do not
lead to efficient information retrieval and effective pre
ventive or corrective action. Provision should be made
for one streamlined inclusive reporting system that con
forms to international standards.

The move to a more open approach regarding disclo
sure of information, as opposed to the preservation of
secrecy approach characteristic of MOSA, is to be wel
comed. However, this is still uneven in that inquiries
other than special inquiries are insufficiently accessible
to the panies concerned and the general public to pro
mote public health objectives effectively.

Lastly a major anomaly in BOSH is the exclusion of
the most hazardous of all industries (especially in the
Cape), viz. fishing. It is disappointing to find such a
glaring omission in a draft bill that otherwise takes
imponant steps towards improving occupational health
and safety in South Africa.

J. E.MYERS
I.A.MACUN

Deparunents of Community Health and Sociology
University of Cape TO\m



2 SAMJ
VOl83 JAN 1993

EDITORIAL I VAN DIE REDAKSIE

Coronary artery disease and insulin resistance in the
South African Indian

Coronary heart disease (CHD) is a major problem
in migrant Indians throughout the world. I In
South Africa, CHD is a major problem' in

Indians and whites and has been described as having
reached 'epidemic proportions.' In 1985, the relative
risk of CHD death in South African Indians compared
with whites was 1,3 in males and '1,7 in females.' Epide
miological studies have identified a number of factors
that increase the risk of cardiovascular diseases, includ
ing CHD and stroke. The major modifiable risk factors
are hypertension, hypercholesterolaemia, left: ventricular
hypertrophy and cigarene smoking. Other factors that
contribute to the risk of CHD include obesity, diabetes,
decreased high-density lipoprotein (HDL) cholesterol,
stress and physical inactivity.5,. The more risk factors
present, the greater the chances of CHD.'

Insulin resistance may be a key disease state underly
ing hypertension and non-insulin-dependent diabetes
mellims (NIDDM). Both hypertension and NIDDM
are disorders that ultimately result in CHD. Nearly 50%
of all newly diagnosed patients withNIDDM also have
hypertension. How are the two conditions related? What
is the common underlying mechanism? Hyper
insulinaemia has been suggested as the common
denominator in hypertension, glucose intolerance, and
other factors that increase the risk of CHD. Insulin
resistance may be present in hypertensive patients and
those with NIDDM and obesity and in 25% of the nor- .
mal population. The syndrome of insulin resistance
involves glucose intolerance, hyperinsulinaemia, hyper
tension, low plasma HDL cholesterol and high serum
triglyceride levels.8,9 A patient probably has insulin resis
tance if he or she has the clinical profile' of obesity, being
middle-aged or elderly, and having hypertriglyceri
daemia and an abnormal glucose tolerance test. 10

The prevalence of risk factors, i.e. hypercholestero
laemia, hypertension, overweight and obesity, diabetes
and hypertriglyceridaemia, is higher in those with a his
tory of CHD compared with those with no history of
CHD. l1 We have also shown that important factors
denoting insulin resistance were associated with hyper
tension in our subjects, i.e. hypercholesterolaemia, low
plasma HDL cholesterolaemia, obesity, diabetes, and
hyperrriglyceridaemia. 12 Epidemiological studies have
shown racial differences in the relationship between
blood pressure and insulin resistance in whites, but not
in the Pima Indians or blacks of the USA. 13 The Indian
population of Durban has high plasma insulin levels. 14

This is also the case in those with an impaired glucose
tolerance. 15

It has been suggested that insulin resistance leads to
the high incidence of CHD in south Asians in London.
Insulin resistance is associated with a pattern of obesity
in which a high proportion of body fat is deposited
intra-abdominally; this central obesity (increase of waist!
hip ratio) is commoner in south Asian men than in
white men. I. The ability to store fat in intra-abdominal
depots and rely on non-esterified fany acids rather than
glucose as fuel for muscle may have been selected as a
thrifty gene l

' in a time of scarcity. 18 If the insulin resis
tance hypothesis is correct, .the COntrol of obesity and
increased physical activity are likely to be the most effec
tive means of reducing the risk of CHD in south Asians

in London. The criteria for ideal weight based on data
for whites may be inappropriate for south Asians
because of differences in body frame size and fat distri
bution. The efficacy of weight loss and physical training
in reversing insulin resistance in south Asians has yet to
be demonstrated. 18

In conclusion, the association of hypertension with .
hypertriglyceridaemia, hypercholesterolaemia, -excess
alcohol intake and diabetes suggests an underlying state
of insulin resi'stance that could lead to CHD in the
Indian populatioin of Durban. 12 The preventable risk
factors, such as cessation of ciga,rene smoking, control
of hypertension and reduction of saturated fats are
importa.m. In addition, the control of obesity and regu
lar exercise throughout life may be as important in pre
venting diabetes and CHD in the Indian population of
South Africa, as has been suggested by McKeigue with
regard to the south Asian population of London. 18
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