OH SERVICE AT DIFFERENT LEVELS OF CARE

INTRODUCTION
Having developed from a fragmented and unrepresentative occupational health system occupational health services (OHSs)  in South Africa consist of a variety of elements and approaches on how best to provide occupational health as an essential service, which vary between provinces. The lack of financing, resources and appropriately qualified personnel have also resulted in poor progress in this regard. There is still a lack of clarity on the distinction between dedicated (stand alone) OHSs and integrated services (OHSs  i.e. delivered as part of a comprehensive health service) . Prevention being the primary aim,  Occupational Health should ideally be provided and practiced at the workplace, and a supportive infrastructure provided e.g. a laboratory to measure concentrations of hazardous chemicals collected from workplace air, to enable assessment of the adequacy of hazard control and compliance with statutory standards.

The principle that the polluter pays is supported by the occupational and environmental health sector. In effect this means that the primary responsibility for control of hazards and for the provision of occupational health services lies with the employer. The state and the social partners of organised labour and employers formulated a statutory framework of minimum standards to this effect. Employers must comply with these standards by providing in-house services or by purchasing services from outside providers, including the public sector. Enforcement agencies monitor compliance and penalise transgressors.
In South Africa, the Department of Labour develops and enforces occupational health and safety laws and regulations for general industry and the Department of Minerals and Energy has this responsibility for the mining industry.
There are very large numbers of workers with little or no access to occupational health services. These workers are either employed in sectors without services (e.g. the informal, micro, small business and agricultural sectors) or they present with diseases after having left the workplace (e.g. migrant workers and retired workers with diseases of long latency between first exposure and manifestation). If there were total reliance on the private sector these workers would not have access to occupational health services. 

Because workers with work related problems will present to the general curative health services, occupational health services need to be integrated into these comprehensive services.

Therefore, despite the onus for the provision of services being on employers, the state plays a large role in occupational health service provision. In addition to the need for the state to fill the gap in the provision of occupational health services left by private sector employers, the state as a major employer in its own right, needs to provide occupational health services to its own employees.
Much has been written on the poor state of OHS provision in South Africa. For example, the Commission of Enquiry on Occupational Health  (the Erasmus Commission) concluded in 1976 that "it has regrettably to be stated categorically that, except in the mining industry, industrial health not only occupies a secondary position in industry in this country, but that industrialists have put very little time, money and organisation into the prevention of occupational diseases". 
These reports confirm a general deficiency in the quantity and quality of OHS provision. Summarized these reports conclude that:

· There is no clear national policy and this is compounded by fragmentation of responsibility to produce the policy

· Occupational health services need to be greatly extended at all levels of service or practice 

· Trained Occupational health practitioners are scarce.

· Enforcement of statutory obligations is inadequate.

The WHO/ILO defines OHS thus: “To promote and maintain the physical, mental, and social well being of all workers and not merely the absence of disease”.

Since the inception of the new democratic government and acceptance into the international arena South Africa had to catch up with globally accepted ways of dealing with occupational health issues especially noting the poor response from the previous authorities towards occupational issues.

A number of publications and laws , e.g. the report of the Erasmus Commission of Inquiry 1976, the Occupational Health and Safety Act 1993, the Compensation for Occupational Injuries and Diseases Act of 1993, the Abdullah report of 1996, the Mine Health and Safety Act of 1996, the White paper on transformation of the health system in South Africa 1997, the Benjamin and Greeff report of 1997 and the Provincial Health Restructuring Committee (PHRC) report of 1999 all allude to the fact that South Africa needs OHSs that are accessible and affordable to all South African workers.

It is for this reason that the first item of the PHRC agenda in 1999 was “Establish OHSs for staff of Department of Health, render assistance to other government departments in this regard and provide OH services for the general public at health facilities within districts”.  It is the purpose of this paper to provide guidelines on OHSs provision at different levels of care namely Primary (Level1), Secondary (Level 2)) and Tertiary (Level3) health care levels.

LEVELS OF CARE DEFINED

It is necessary first to distinguish levels of care from levels of intervention. (Table 1)

· The first level is self-care, where individuals take responsibility of their own health and can be rendered on an individual or community basis e.g. diagnosis and treatment of common ailments and common conditions e.g. colds and headache, seeking help from the traditional healer, physiological monitoring, (urine/blood glucose testing, BP), first aid (cuts, abrasions, lacerations and sprains), self-medication, home care, preventive and promotive care (special diets, exercise, stress management and smoking cessation), etc.

Because the level of self-care is not institutionalized it’s usually not mentioned or regarded as one of the levels of care.

· The second level is Primary Care (or Level 1 care) where care of a less complex manner is offered at institutions as shown in Table 2

· At levels 2 and 3 care is more complex and is usually provided at more advanced facilities as shown in Table 2.

Levels of care will differ according to the area being served e.g. rural versus urban, the level of training received by the service providers e.g. occupational/community heath nurse versus general nurses, the type of enterprise e.g. private versus public, the type of hazards encountered at the workplace, the level of complexity of the intervention process and availability of other additional services e.g. social work, audiology and audiometry, occupational therapy, speech therapy etc.

The principles governing occupational health practice at all levels are summarized in Table 3.

Regarding what services are appropriate where will be determined by consensus among different health care professionals.

OCCUPATIONAL HEALTH SERVICES AT PRIMARY HEALTH CARE LEVEL (LEVEL 1) 

 The draft Health Act of 1998 defines Primary HC services as” universally accessible first level contact health services essential to enable the population to acquire, maintain and promote a healthy status” and WHO/UNICEF defines PHC as “essential health care based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community thorough their full participation and at a cost that the community and country can afford to maintain at every stage of their development, in the spirit of self reliance and self determination”. 

PHC is provided by community hospitals, ward hospitals, private clinics, private surgeries, government clinics, community health centers and most workplace health services.

A number of approaches to successful PHC have been suggested but the two approaches below are more applicable to South Africa being a developing country:

1) Community oriented primary care (COPC, Steve Reid6 )

This approach involves a combination of frontline clinical medicine and public health and is particularly relevant to SA as a developing country. COPC is defined as “a continuous process by which primary health care is provided to a defined community on the basis of its assessed health needs, by the planned integration of primary care practice and public health”. Health care workers need to understand the context of the illness, view their patients as a population at risk while they themselves form part of a community wide network of supportive health care agencies and managers of resources.  Common problems encountered at individual level should be worked outwards first to the patient’s family context and then to the broader community including the workplace. (See Appendix 1 for stepwise approach to COPC.)

2) Another approach community based empowerment approach/model (Kaseje).

The model addresses poverty, inequality and other existing social or economic injustice and corresponds to the declaration of Alma-Ata. Communities are encouraged to improve their living conditions by contributing labour, capital and innovation through saving, and as such be able to take charge of their own lives. The process is slow but the results are usually rewarding.

Combining these two approaches in OHS at Primary Health Care level may be the beneficial approach.

Occupational health services at PHC include:

· Occupational disease prevention through involvement with Environment Health Officers in risk assessments and concentrating on local health hazards based on work activities taking part in the community. Small and informal workplaces would be emphasized.

· Provision of Health Education, including general occupational health issues like OH laws and resources

· Stressing environmental and primary health as equally as curative care

· Planning for occupational health services relevant to local needs. Identifying major hazards and risks and adopting specific programmes to combat them.

· Regular evaluation of the Occupational Health Services,

· Integrating Occupational health with other aspects of development e.g. agriculture, education, social services.

· Recognition of occupational disease and ability to correctly manage or refer them within the scope of their training.

· Control of occupational communicable diseases e.g. PTB, Hepatitis vaccinations etc.

· Anticipation and recognition of occupational and environmental hazardous conditions to workers and the public emanating from workplaces in the district, provision of advice on control measures and monitoring of such controls either routinely or on presentation of Public Health Care service problems through EHO’s.

· Participation in special projects, programmes, campaigns, information dissemination and advisory services organized by the respective province.

· Contribution to measures of vocational guidance. 

· Organisation of first aid and emergency treatment.

· Promotion of the adaptation of the work to the worker in collaboration with employers and the rehabilitation team.

OCCUPATIONAL HEALTH SERVICES AT SECONDARY HEALTH CARE LEVEL (LEVEL 2)

Secondary Health Care comprises the basic specialties as shown in Table 2

In the occupational health context services delivered through Regional and Provincial Occupational Health Units as described in the Department of Health’s 1996 Report of the Committee on Occupational Health

At management level
· Implementation, support and ongoing development of the provincial occupational health programme in conjunction with national programmes and policies.

· Establish formal working relationships with the Department of Labour Inspectorate and the office of the Government Mining Engineer where appropriate to advise intersectoral collaboration on occupational health and safety matters including medical support.

· Contribution to design of the occupational health information system that includes performance indicators and targets.

· Promotion of research of specific relevance in provinces.

· Setting up of occupational health units in provinces.

At service delivery level:

· Serving as referral centres for level 1 care by providing occupational medicine clinic for diagnosis and management of occupational diseases.

· Provision of disability assessments, impairment evaluations and medical assistance with compensation claims.

· Vocational rehabilitation services for sequelae of occupational injury through establishment and strengthening of links between PHC services (first contact services) and rehabilitation services Monitoring staff sickness absence and providing measures to reduce it.

· Assessing hazardous exposures at the workplace.

· Identification and assessment facilities of the risks from health hazards in the workplace.

· Surveillance of the working practices and hazardous factors in the working environment.

· Employee medical surveillance and pre placement screening.

· Management of occupational injuries and diseases in the workplace.

· Offer first aid and training and incident investigation.

· Assist in disaster management in terms of planning evacuations, co-ordination and evaluation and improvement of disaster management plans within the province.

· Reporting and recording occupational injuries and diseases to the Dept of Labour.

· Provision of comprehensive preventive programmes.

· Maintenance of health surveillance programmes of particular relevance to the province and contribution to national surveillance programmes.

· Promoting health and safety issues including employee assistance and wellness programmes.

· Conducting risk assessment and hazard identification

  TERTIARY (LEVEL 3) HEALTH CARE LEVEL SERVICES

These include very expensive services that can only be provided by academic institutions and national institutes and services include

At management level

· Facilitation of the establishment of the Occupational Advisory Council, which will provide effective interdepartmental co ordination and organisation of the various components of Occupational Health and Safety.

· Policy formulation.

· Development of national campaigns.

· Develop the Country’s Occupational Heath services and associated Human Resources at all levels of government

· Develop norms and standards for a healthy and safe working environment with other departments 

· Facilitate extension of benefit examinations for the identification of compensable disease in former mine workers to underserved areas

· Facilitate harmonious development of occupational health services across RSA

· International liaison.

At service delivery level

· Sophisticated analytical and toxicological analyses.

· Ensuring that laboratory analyses are available for key workplace hazards (e.g. mercury).

· National laboratory quality assurance programmes.

· Specialised occupational hygiene services (including electron microscopy and x-ray difractometry).

· National technical informational dissemination services (e.g. a national reference library)

· National advisory services (i.e. consultations on complex issues). 

· Contribution to standard setting through technical and scientific knowledge (including standards for occupational health services).

· Health hazard evaluations where resources are inadequate at provincial level.

· Occupational health research 

· Sophisticated epidemiological studies and surveys

· National surveillance programmes for occupational disease, injury and indicators 

· Sophisticated bio statistical analysis.

· Participation in national campaigns (e.g. elimination of silicosis).

· Training of health professionals and the development of practitioners 

· Certification of occupational disease where this is not feasible at sub-national level.

· Many specialized medical services that may be relevant to occupational health e.g. 

· Cardiac catheterisation and cardio-pulmonary surgery

· Nuclear magnetic resonance imaging and nuclear medicine

· Radiotherapy, Oncochemotherapy and Haemodialysis 

· Virological and other sophisticated laboratory studies e.g. Chromosomal studies

· Phage typing and other sophisticated bacteriologic investigations

· Acute paraplegic and quadriplegic rehabilitation

· Large joint prosthetic orthopaedic surgery

· Haemorrhagic states such as poisonous snake bites

· Chemical pathological investigations seldom employed which need expensive equipment, e.g. andrological hormonal estimates 

· Care of the haemorrhagic viral fevers and plague

FUNCTIONAL RELATIONSHIPS AMONG DIFFERENT LEVELS OF CARE

The diagram below shows the inter relationship and the flow of information that should exist among the levels of care. It is clear that there is a great role to be played by CHW’s, EHO’s And Occupational Hygienists at all levels to aid decision making on intervention.
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Table 1:THE INTERRELATIONSHIP AMONGST LEVELS OF CARE, LEVELS OF INTERVENTION, DISCIPLINES AND FACILITIES
	Levels of care
	             Levels of intervention
	Disciplines involved
	Facilities involved

	Self help
	Primary intervention
	Health promotion
	Training by health care promoters
	Outside Health care Facilities 

	
	
	Specific protection
	
	Mainly PHC 1

	Primary Health care services 
	Secondary intervention
	Early Diagnosis and Treatment
	Nurse, Dentist, Social worker, Family Physician 
	Mainly PHC 1
(Level 1)

	
	
	Limitation of disability
	
	Secondary Care2 (Level 2) and Tertiary Care3 (Level 3)

	Secondary health care services
	Tertiary intervention
	Rehabilitation
	Basic Specialties 
	All facilities 

	Tertiary health care services 
	
	
	Super Specialties
	


1.PHC=Primary Health Care facilities, which include Community Health Centres, Clinics, Private hospitals, Ward and Community hospitals

2.Secondary Care Facilities=National Institutes, Academic Hospitals, Regional Hospitals and some Private Hospitals

3.Tertiary Care Facilities =National Institutes and Academic Hospitals.

NB: It should however be noticed that all levels of care can provide all levels intervention at any given situation

APPENDIX 1: STEPWISE APPROACH TO COPC

1. Practice profile: Commonest clinical problem presenting to a clinic, ward or hospital.

2. Individual assessment :Identify a patient or patients with one of these problems and understand him as a whole.

3. Home visit: Visit that patient’s home; understand the family and the context in which the illness developed.

4. Community assessment: Describe or define the community in terms of denominator data, resources, structures functioning etc.

5. Prioritisation: Identify and prioritise community problems using specific criteria.                  

6. Team formation: Convene a team appropriate for the priority issue in consultation with the district management and/or interest groups.

7. Plan of action: Plan and implement activities that address the most important problems. 

8. Evaluation: Evaluate what has happened at all steps and levels and apply necessary  

                corrective measures

TABLE 2:  THE LEVELS OF CARE AND THEIR FUNCTIONARIES*

      * This classification is arbitrary, especially at the secondary care level
	FACILITY
	SERVICES

	LEVEL 3 CARE 

LEVEL 3 HOSPITALS

National Institutes

Academic Hospitals

Private Hospitals
	Neuro Surgery, Plastic Surgery, Cardio thoracic Surgery, Paediatric Surgery

Cardiology, Nephrology, Gastro-enterology, Oncologist, Neurology

Neonatology and Geriatric services

Forensic Pathology, Microbiology, Virology, Immunology, Chemical Pathology, Histopathology, Haematology, Medical entomologist

Speech therapy and audiometric services

Biostatistics, Epidemiology

Medical physics, Medial Geography



	LEVEL 2 CARE

LEVEL 2 HOSPITALS

Regional Hospitals

Private Hospitals

Private Surgeries
	General Surgery, Orthopaedic Surgery, Maxillofacial Surgery

General Physician services, Paediatric services

Obstetrics and Gynecological services

Community Health Specialist services

Psychiatric, Occupational therapy

Orthodontics, Clinical Pathology

Anesthetics, Urology

Radiographic and Radiological services

Nurse Specialists (psychiatry, pediatrics, intensive care, theatre technique, orthopedics, ophthalmology) 



	LEVEL 1 CARE

LEVEL I HOSPITALS

Community Hospitals

Ward Hospitals

Private Clinics

Private Surgeries

Government Clinics

Community Health Centres
	General Practitioner services

Clinical Nurse services

Community Health Nursing service

Dental Therapy

Social Work

Dentistry

Rehabilitation service

Physiotherapy

Medical technology


TABLE3:PRINCIPLES GOVERNING THE PRACTICE OF OCCUPATIONAL HEALTH PROVISION AT ALL LEVELS OF CARE

	    LEVELS
	 PREVENTION
	  PROTECTION
	 ADAPTATION
	   PROMOTION
	 MITIGATION

	Individual diversity
	Accident prevention

Industrial hygiene
	Medical surveillances

PPE
	Scientific organizing of work. Job analysis
	Employee Assistance Programs
	Treatment and Compensation

	Groups exposed.  Groups with special needs
	Ensure safe healthy working environments and built in safety in workplace audits
	Occupational medicine

referral services
	Ergonomics including design
	Workers’ health 

promotion projects
	Emergency planning 

And preparedness

	Society and all workers


	Control technologies

Environmental health

management
	Environmental health

Epidemiology

Preventive health care
	Appropriate technologies for consumer protection
	Health education and promotion programmes
	Curative health care

Rehabilitation
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