
African Newsletter
Volume 13, number 2, August 2003

on Occupational Health and Safety

Psychological stress
and well-being



African Newsletter on
Occupational Health and
Safety

Volume 13, number 2, August 2003
Psychological stress and well-being

Published by
the Finnish Institute of Occupational Health
Topeliuksenkatu 41 a A
FIN-00250 Helsinki, Finland

in collaboration with the ILO-FINNIDA
African Safety and Health Project,
INT/89/M16/FIN

Guest Editor in Chief
Suvi Lehtinen

Guest Editor
Marianne Joronen

Guest Linguistic Editor
Sheryl S. Hinkkanen

Layout of the cover page
Tuula Solasaari-Pekki

The Editorial Board is listed (as of 31 January
2002) on the back page.
A list of contact persons in Africa is also on the
back page.

This publication enjoys copyright under
Protocol 2 of the Universal Copyright
Convention. Nevertheless, short excerpts of
articles may be reproduced without authoriza-
tion, on condition that source is indicated. For
rights of reproduction or translation, application
should be made to the Finnish Institute of
Occupational Health, Office of Information and
International Affairs, Topeliuksenkatu 41 a A,
FIN-00250 Helsinki, Finland.

The African Newsletter on Occupational Health
and Safety homepage address is:
http://www.ttl.fi/Internet/English/Information/
Electronic+journals/African+Newsletter/

The next issue of the African Newsletter will
come out at the end of December 2003. The
theme of the issue 3/2003 is Chemicals.

Photograph of the cover page: M. Lintunen,
Photo Gallery of the Department for Int. Develop-
ment Co-operation, the  Ministry for Foreign Affairs,
Finland.

© International Labour Organisation, 2003
© Finnish Institute of Occupational Health, 2003

Printed publication:
ISSN 0788-4877
On-line publication:
ISSN 1239-4386
Printed in Finland by
Edita Prima Oy, Helsinki

The responsibility for opinions expressed in signed articles, studies and
other contributions rests solely with their authors, and publication does not
constitute an endorsement by the International Labour Office or the Finnish
Institute of Occupational Health of the opinions expressed in it.

Contents

Editorial    31
K. Lindström
FINLAND

Psychological stress and well-being at work 32
B. Froneberg
ILO

Occupational stress and well-being at work – An overview
of our current understanding and future directions 35
E. Kortum, M. Ertel
WHO / GERMANY

Stress, job satisfaction and well-being among
policewomen in Uganda 39
P. Baguma
UGANDA

African session at ICOH2003 43

Occupational health and development in Africa
Challenges and the way forward 44
F.K. Muchiri
KENYA

Contribution of occupational health and safety factors 47
to the brain drain in the health sector
E.E.K. Clark
GHANA

Occupational lung diseases and HIV/AIDS at workplaces 50
in Africa – The case of Botswana
N.K. Kiama Mwaniki
BOTSWANA

CIS and SafeWork are units of ILO’s Social Protection Sector



P
sychosocial factors at work are be
coming increasingly important in
the field of occupational health and

safety, as globalization of the market
economy and information technology
proceed. When optimal, psychosocial
factors promote individual well-being
and job satisfaction, whereas the effects
of psychosocial stressors are manifest-
ed as an increase in stress symptoms
such as fatigue, irritability, and job dis-
satisfaction. In the long run, the adverse
effects of psychosocial stressors at work
can lead to increased sickness absentee-
ism and depression, and can also con-
tribute to musculoskeletal disorders and
cardiovascular diseases.

Time pressure is the most common psychosocial stressor in
many jobs. When it is combined with low possibilities to con-
trol the work pace or one’s own work situation in general, and
with low possibilities to use one’s skills, it can lead to exces-
sive fatigue and lowered well-being. In the EU countries, 56%
of the employees reported to experience great haste in 2000.
As compared to 1995, the percentage was somewhat higher. In
Finland, a corresponding trend has been evident, but not in all
branches of economy. Psychological stressors are more com-
mon especially among health care personnel and teachers, and
the trend is increasing.

Social interaction at work is another major source of psy-
chosocial stressors. When the psychosocial factors are posi-
tive, they can promote well-being, whereas in negative cases
they lead to strain and job dissatisfaction. Both co-worker re-
lations and supervisory practices are important elements in so-
cial interaction.

Supervisory social support and task-oriented leadership are
key issues in the supervisor’s behaviour. Social stressors lead
especially to lowered job satisfaction but also to a strained work
atmosphere. The nature and frequency of various psychosocial
factors depend on the branch of economy, the work organiza-
tion, and type of work.

Bullying is the most dangerous negative social interaction.
Interpersonal conflicts of this kind can lead to severe mental
health problems, such as depression or even suicide.

The recent advances in production technology and especial-
ly in information and communication technology have changed
the nature of work and the qualifications needed in many occu-
pations in the industrialized countries. Due to these changes, a
large proportion of manual and assembling work has been trans-
ferred to less industrialized countries. In many cases the re-
structuring of industrial production brings along also a lot of
subcontracting with small firms.

Part-time work and short, temporary work contracts are of-
ten associated with job insecurity for the employees. Especial-
ly during slow economic growth or a recession, the risk to lose
one’s job increases. In times of economic growth the time pres-
sure at work and long working hours increase, and during an
economic decline job insecurity and lay-offs increase.

A general goal in promotion of psy-
chologically and socially good working
conditions is to implement the princi-
ples of the so-called healthy work organ-
ization at the workplace level as a part
of organizational development and oc-
cupational health and safety services.
The characteristics or practices of the
healthy work organization are ones
which promote at the same time employ-
ee well-being and competence, and also
the productivity of the enterprise. In the
long run, this can guarantee sustainable
development of the workplace and the
well-being of the workers.

The idea of the healthy work organi-
zation implies value-based decision

making and managerial practices. Its underlying principle is
the valueing of each employee as an individual and giving him/
her possibilities for sufficient control in planning the way and
order of performing the work tasks. Individual learning and
growth should also be possible at work. The structural and func-
tional change processes at the workplace should be conducted
so that training for new kinds of jobs is given. Especially the
balance between work, family and private life should be taken
into account and possible solutions should be available. In the
globalized work life, the diversity of the employees should be
seen as a positive resource. The existence of well functioning
occupational health and safety services at the workplace is a
good guarantee for creating a healthy work organization. In a
more advanced approach, also the life-long perspective for in-
dividual health and work ability are taken into account.

These healthy work organization principles are ambitious,
indeed, but quite possible and realistic when people’s health
and well-being are seen as valuable goals. A recent trend in
globalized companies is to implement the so-called social re-
sponsibility activities. These can focus on environmental safe-
ty, training resources for local people, etc. In some cases they
support the sustainable development of the local community.
This responsibility sector should cover also the workers’ health
and well-being.

It would be important to have a monitoring system at the
national level to gather information regularly also about the
psychosocial stressors at work and the indicators of a healthy
work organization. Such a system would bring information
which is necessary in the planning and implementing of na-
tionwide programmes in order to promote the workers’ health
also in view of their psychosocial needs.

Kari Lindström, Professor
Director of the Department of Psychology
Finnish Institute of Occupational Health
E-mail: kari.lindstrom@occuphealth.fi
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War is the father of all and reins all.

War will lead some to be gods, some

to be humans, some to be slaves, some

to be free.

 (Heraclites)

Not everything that matters can be

measured.

 (Albert Einstein)

T
he last decades have brought an
ever-increasing competition
among nations, among regions,

among enterprises on a global scale.
Globalization is the great challenge of
our times and sets free an enormous
amount of human creativity. To stay
ahead and to stay in business requires
swift adaptation to fast changing cus-
tomer requests and circumstances. The
option seems to be either growth and
gain or disappearance from the scene of
action altogether.

The option for growth and survival
most often meant for larger enterprises
to restructure themselves by downsiz-
ing their workforce and outsourcing all
but core functions. To further enhance
flexible response to market changes and
customer request, enterprise hierarchies
were flattened and management respon-
sibilities were transferred downwards,
and where possible, traditional employ-
ment practices and contracts were re-
placed by hire of temporary workers and
contract labour. Not surprisingly the
development was paralleled by a steady
increase of small-scale enterprises, com-
peting among each other more or less
successfully for contracts, and also by a
continuous rise of unemployment, all
this also on a global scale (1) (Table 1).
Challenge, stress and strain of intense
competition was thus passed on to the
workforce at large, where it can be seen
replicated in a quasi-fractal way.

Employees now have to face and to

cope with leaner working conditions,
increased flexibility, with decentralized
responsibility and more direct custom-
er contact, with time pressure and long-
er working hours due to narrowing dead-
lines, and altogether with increased
workload demands, at the same time
being aware that jobs are no longer so
stabile, that work is becoming precari-
ous, and unemployment, indeed, a very
real threat.

As well known from sciences like his-
tory and biology, humans as any living
being under surmounting stress will ei-
ther find extraordinary (innovative)
ways to cope, else to either attack or to
evade the painful situation, depending
on circumstances and their own un-
changeable make-up. Hence not surpris-
ingly, we currently see mounting vio-
lence (2,3) in our societies, often direct-
ed towards minorities, towards females,
towards disabled or not well-integrated
individuals. We are faced with large-
scale waves of migration (4) within and
across nations with all its sequelae and
consequences, both at the place of de-

parture and of arrival.
There is a huge body of scientific ev-

idence, that stress surpassing personal
coping limit is no longer perceived as a
stimulus or challenge, but as wear and
tear resulting in accidents (5) or acci-
dent-prone behaviour, leading to chronic
fatigue and depression (6), to withdraw-
al (7) and auto-aggression (8), to adop-
tion of unhealthy lifestyle habits (9), to
ill-health and disease (10), to increased
morbidity, mortality (11), unemployabil-
ity and early retirement (12).

Given, that much of our current
knowledge is based on self-reported
data, quite easily the question is raised,
if not e.g. individuals who have a low
threshold for perceiving or reporting
stress are also likely to have a similar
low threshold for perceiving or report-
ing symptoms of suspected cardiovas-
cular disease, which would of course
imply, that much of what we are dealing
with are not really facts, but fears and
biased recalls of unrelated events, and
that science is highlighting and possi-
bly magnifying perceptions and prob-

Psychological stress and
well-being at work

Brigitte Froneberg
ILO

Table 1.

Unemployment rates by region, 2000-2002
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lems that merely exist in some peoples’
minds.

But if so, at least to some extent, it
should also be considered, what are the
sequelae and consequences of unem-
ployment. They appear to be not very
different (13): we find similar behav-
ioural changes, aggressive or auto-ag-
gressive in nature, the same patterns of
mental disturbance and ill-health, and
also a rise of morbidity and premature
mortality – which still persists when
corrected for confounding factors such
as unhealthy lifestyle habits (14).

What then are we left with?
Globalization, liberalization of trade and
open markets and societies, in itself are
neither good nor bad, they provide for
both, and also, they will not simply go
away. The same applies to competition
and to stress. What we are currently
observing, though, seems to be a con-
siderable power imbalance with far too
many poorly equipped people at the re-
ceiving end of the stick. Thus striving
for better balance at all levels and by all
means may provide the only possible,
fair way out.

Even if we have to recognize, that our
understanding of stress, stress at work,
its causes, its effects, especially the com-
plex interaction of person and work-
place, is still incomplete and more tar-
geted research will be needed
(15,16,17), and even if we have to ac-
knowledge, that our instruments to car-
ry out risk assessments of occupational
stress which then could inform the de-
sign of intervention (and be used sys-
tematically in a control cycle, where the
hazard is identified, quantified, managed
and continuously controlled) are by no
means perfect (18) and always will war-
rant adaptation to the specific circum-
stances, we certainly do already know
enough to act and to improve work situ-
ations.

Complaints about work-related stress,
health effects, economic cost due to ab-
senteeism and early retirement virtually
from all corners of the earth have
prompted large-scale attempts to assess
character and magnitude of the problem
and at the same time to develop preven-
tive strategies, to provide guidance for
various actors and to offer access to a
growing collection of good practice ex-
amples and success factors. Recent pub-
lications providing a broad overview of
current knowledge and state of the art,
are available from the United Nations
Organizations such as the World Health
Organization (19) and the International
Labour Organization (ILO) (20), from

the European Union (21,22,23,24,25),
and from a great number of national
occupational safety and health institu-
tions and bodies worldwide. Much of
this (multilingual) information can be
accessed through the web portal of the
European Agency for Safety and Health
at Work.

To summarize current knowledge:
• We have good evidence, that prevail-

ing levels of stress are affecting too
many individuals, more susceptible
ones first, in various ways.

• We have some understanding, how
stress acts on individuals and that we
are dealing with complex interactive
processes between complex and
unique individuals and just as com-
plex and unique environmental con-
ditions. We increasingly (but not
quite well enough) understand that
coping is a key issue.

• We have sufficient knowledge of
causative agents and conditions at
work, many of which could be con-
trolled or mitigated. Prime target are
work organization and related issues.

• We have considerable evidence, that
too much stress is not only harmful
on an individual level, but also cost-
ly to enterprises and society at large
(26).

• We have numerous instruments avail-
able to assess and to manage stress,
though generally adaptation to local
working conditions will be required.
Since most enterprises are rather
small, support will be needed e.g.

from labour inspection services, so-
cial partner organizations, regional
or sectoral bodies or networks or
similar. Management commitment
and worker participation in the whole
process of stress management is es-
sential.

• We have (even online) access to a
growing number of good practice ex-
amples that describe concrete cir-
cumstances and actions that may fit
and prove helpful in comparable
work situations, that help identifying
success factors and, in addition, raise
public awareness and transport a
message of hope that even painfully
distorted work situations can be suc-
cessfully managed and adjusted.

• There is also a growing awareness
that schooling in factual knowledge
will not suffice in the years to come.
Curricula will have to include con-
cepts and empowerment strategies,
such as keeping up one’s qualifica-
tions (life-long learning), knowing
how to stay healthy and safe (basic
occupational safety and health issues;
promotion of healthy lifestyle hab-
its), and how to better cope with
stress, from the very beginning.

Even keeping in mind that much of
what we know stills needs translation
into practice and that some research,
especially intervention research is miss-
ing, one feels quite compelled to follow
the overall conclusions of Tom Cox and
his colleagues (22): “While stress at
work will remain a major challenge to

Factors enhancing or disturbing health and well-being
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occupational health, our ability to un-
derstand and manage that challenge is
improving. The future looks bright.”
That is, if we, as occupational health
professionals, should stay within the lim-
it of our profession. Being citizens of
various nations and looking at our glo-
bal employment trends, though, we will
not be quite so appeased.

Work and well-being are closely in-
terrelated in our perception. Fair inter-
national trade is regarded as a guaran-
tee of general growth and stability. This
is also well reflected in the history, tri-
partite structure and mandate of the ILO,
being the only surviving organization of
the League of Nations created 1919
through the treaty of Versailles and also
the first specialized agency of the Unit-
ed Nations in 1946. As laid down in the
Declaration of Philadelphia (27), it is the
main goal of the ILO to promote full-
employment at safe and decent working
conditions to all at equal opportunity,
irrespective of inherited conditions be-
yond personal control such as gender or
race, in order to ensure material well-
being, spiritual development, social sta-
bility and progress. Unemployment,
poverty and widening of the social gap
are very well recognized as a source of
ill-health, unsocial behaviour and gen-
eral insecurity and instability as more
recently outlined in the Decent Work
Agenda (28) of 1999.

Much of ILO thinking is clearly a re-
flection of the spirit of the Enlighten-
ment and the then intense discussion of
the “social contract”, e.g. as argued by
Rousseau, that the state of nature is not
a state of war, but a state of individual
freedom where creativity flourishes; that
a fully mature person is a social person,
hence a social contract is established to
regulate social interaction; that this con-
tract between citizens establishes an

absolute democracy which is ruled by
the general will, or what is best for all
people.

It has to be stated, that the interest in
social contract theory declined in the
19th century with the rise of utilitarian-
ism, a theory that proclaims that actions
are right when they produce more bene-
fit than disbenefit for society. At present
it seems no longer so easy to decide who
represents this society that supposedly
benefits, and consequently what is right
or wrong. At a global scale, better com-
monly agreed-upon steering towards
less inequality and more fairness seems
urgently needed.
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Introduction
It is commonly known that well-being
at work is essential for a productive and
satisfactory work life. What we would
like to explore in this article is first of
all the current situation and our under-
standing of well-being and occupation-
al stress, before we go on to discuss the
state-of-the-art of research, and where
researchers believe we should be going
next.

The World Health Organization de-
fines health as a state of complete phys-
ical, mental and social well-being and
not merely the absence of diseases. In
this context, Levi (1992) claims that ‘the
individual’s subjective assessment is the
only valid measure of well-being avail-
able’ (1). This means that well-being, the
subjective expression of health, may
basically be seen as how people experi-
ence, judge and perceive their lives and
life events. This may obviously be in a
positive or negative way. Well-being has
therefore a physical, a psychological and
a strongly subjective dimension.

A balanced state of well-being can be
disturbed by external circumstances
which do not coincide with generally
accepted human needs and aspirations.
Work-related stress may be one of these
circumstances.

“Work-related stress can be defined
as a pattern of emotional, cognitive, be-
havioural and physiological reactions to
adverse and noxious aspects of work
content, work organisation and work en-
vironment. It is a state characterised by
high levels of arousal and distress and
often by feelings of not coping” (2).

Research into occupational stress has
only scarcely been undertaken in devel-

Occupational stress and
well-being at work –

An overview of our current understanding
and future directions

Evelyn Kortum, WHO
Michael Ertel, GERMANY

oping countries or countries in transi-
tion. What seems evident, however, is
that effects of globalisation increase
work-related stress in these countries via
intensified economic co-operation and
exchange of goods, services and ideas
between countries with different levels
of socio-economic development and liv-
ing standards. Whereas developing
countries, even more so than countries
in transition, still struggle to control tra-
ditional occupational health hazards,
such as physical, biological and chemi-
cal hazards, they are now also confront-
ed with modern hazards, which include
psychosocial and ergonomic problems.
This constitutes a double burden to a
large extent. In industrialized countries,
the curve for traditional hazards actual-
ly descends to quite a low level, while
the curve for modern hazards rapidly
increases.

Another issue that may be evoked, is
the fact that in the developing world the
largest part of the production takes place
in the informal sector. This sector in-
cludes the most vulnerable working pop-
ulation, who are women and children,
and workers without any protective leg-
islation whatsoever. Nevertheless, al-
though occupational stress is still low
or non-existent on their agenda and
seemingly more urgent problems need
to be dealt with (including draughts,
famines and wars), raising awareness
about occupational stress has also com-
menced in these countries. Some
projects, which the WHO Network of
Collaborating Centres in Occupational
Health undertakes in this area, will be
presented at the end of this article.

“The larger the island of knowledge, the longer the shoreline of wonder.”

*Ralph W. Sockman, (American Minister)
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The current situation
Nowadays, to enable companies to keep
up competitively, production takes place
with minimal staffing and work is be-
coming more stressful, when manage-
ment strives for faultless and consum-
er-oriented production with higher de-
mands being placed on the workers. In
addition, in many, especially European,
countries the workforce is ageing.

The greatest change for the working
population concerns the psychosocial
work environment. Many workers find
their jobs stressful, mainly because of
the fast pace with which they have to
keep up. Many also become worried
about the prospect of losing their jobs,
thereby being exposed to constant psy-
chological pressure.

60% of the European workers have
monotonous jobs where repetitive
movements make up the majority of
their working day and 40% are unable
to choose when to take a break. The pace
at which work has to be done has in-
creased, and so has occupational stress.
Repetitive, monotonous work has not
disappeared, despite the entire debate on
new ways of organizing work in the past
few years. In addition, such workers are
often subject to poor working condi-
tions, having to lift heavy loads or work-
ing in painful positions. They are much
more likely to be temporary workers (3).
Temporary workers (employees with
short-term and insecure contracts) do
continue to report more difficult work
situations than permanent employees.
The precarity of their working condi-
tions adds feelings of insecurity con-
cerning their future. While unemploy-
ment has well-known and significant
effects on health and psychological well-
being, insecure jobs also appear to have
health consequences. Even if the effects
on individuals are not as serious as un-
employment – and this is yet to be dem-
onstrated – the overall effect of precar-
ious employment appears to be negative
(4).

The use of more sophisticated infor-
mation and communication technology
is affecting the work life in several ways.
One is through globalisation, since com-
panies are operating increasingly in glo-
bal markets and often practise cross-
border division of labour. The other is
that they are operating more via net-
works. Knowledge has become their
most important resource. Growing de-
pendence on computer technology,
which once was thought to improve the
work life, has in the experience of many
workers led to greater workload and
performance pressure, although this may
be mainly due to the way the work proc-

ess is organized, and not be an inherent
facet of the new technology itself.

For many working people it is all too
frequent that the work environment is
where they spend most of their waking
hours, perform activities that they per-
ceive as demanding, constraining, and
otherwise stressful. Mental health prob-
lems and other stress-related disorders
are recognized to be among the leading
causes of early retirement from work and
overall health impairment.

All these facts underline that well-be-
ing is not primarily a matter of finding a
personal harmony and balance, but also
a matter of having meaningful and chal-
lenging work to do, having the opportu-
nity to apply one’s skills and knowledge
and to advance professionally, being
able to work in harmony with col-
leagues, having the possibility to find a
balance between work and private life,
and being treated fairly within a group
or a work team.

The erroneous belief that work and
non-work activities are unrelated in their
psychological, physiological and health
effects, has been described as the ‘myth
of separate worlds’ by Kanter (1977) (5).
Achieving balance requires an individ-
ual to understand two things. The first
is to be aware of one’s self; our core
emotions, aspirations, and recognize
interests that provide satisfaction. The
second is to recognize the priorities in
one’s life that best provide us with the
satisfaction, such as family, relation-
ships, writing, reflections, hobbies, and
so on. Balance in the context of work-
place well-being is when the workplace
meets personal priorities and contributes
to the overall satisfaction with oneself.

Cardiovascular diseases and
occupational stress

Cardiovascular disease, for which the
stressful work environment is increas-
ingly accepted as an important risk fac-
tor, is the major cause of morbidity and
mortality in industrialized countries.

This year’s World Health Report
(www.who.int/whr/en) states evidence
about work-related stress and coronary
heart disease. Although quantification of
the problem still represents a challenge,
it has been recognized that there is a sig-
nificant and substantial relationship be-
tween work-related stress and coronary
heart disease.

Evidence for the relationship between
work-related stress and coronary heart
disease is mainly based on Karasek’s
demand-control model. This model
states that high psychological demands
(such as constant time pressure) and low
control over work processes and deci-

sions concerning one’s job represent
stressors that adversely affect health, and
are, for example, connected with an in-
creased risk for coronary heart disease.
Especially shiftwork which tends to in-
volve heavier work, more stress, less
control, and less educated workers than
regular day work, also increases risks.
The World Health Report states that
overall stress-related coronary heart dis-
ease is likely to be higher in blue-collar
workers when the following factors are
present: restricted discretion, shiftwork
(particularly at night), imbalance be-
tween efforts and rewards, high de-
mands, a poor psychosocial work envi-
ronment, social isolation, physical inac-
tivity, or occupational violence. These
risk factors may be interactive.

Wilkinson and Marmot (1998) point
out that – even in the richest countries –
the better off live several years longer
and have fewer illnesses than the poor:
these differences in health are an impor-
tant social injustice, and reflect some of
the most powerful influences on health
in the modern world. People’s lifestyles
and the conditions in which they live and
work strongly influence their health and
longevity (6).

Future directions from two
meetings
Some future directions were outlined at
the 27th International Congress on Oc-
cupational Health (ICOH) in Iguassu
Falls, Brazil, that took place from 23–
28 February 2003, as well as at the Con-
ference of the American Psychological
Association (APA) in Toronto, Canada,
from 20–22 March 2003 (“Work, Stress
and Health: New Challenges in a Chang-
ing Workplace”).

As a general remark, picked up from
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the APA Conference, researchers said
that dealing with and talking about oc-
cupational stress is easier when dealing
with an organization, than when we talk
about seemingly only personal problems
such as depression and burnout, which
are still at large subject to stigmatiza-
tion (7).

It was further mentioned, that on the
one hand, one of the main dilemmas in
this area of study is that research has to
be timely and relevant, and sometimes
for governments, studies that take a
long-term focus may not be so relevant
or appropriate for legislation implemen-
tation purposes. On the other hand, pol-
icy implementation and the will to un-
dertake policy changes need to rest on
sound scientific evidence often obtained
via longitudinal studies. Cross-section-
al studies more often evaluate risks on a
factor by factor approach, although ex-
posure is mostly multi-factorial, which
may pose specific problems to our un-
derstanding of cause-effect relation-
ships. At both conferences, researchers
asked for more longitudinal designs and
more elaborate experimental designs.
The example of triangulation was pro-
vided. The principle of triangulation
holds that a potential psychosocial or
organizational hazard must be identified
by cross-reference to at least three dif-
ferent types of evidence (for example,
self-reports, performance and psycho-
physiological data).

Also at both conferences, the collec-
tion of more quantitative data was called
for. Moreover, it was mentioned that it
should not be tried to compensate for
weak study designs by applying sophis-
ticated statistical analyses. Professor
Michiel Kompier stressed in Brazil that
the study design and data collection and
not statistical tools permit (causal) in-
ferences. He also called for increasing-
ly crossing traditional borders to facili-
tate multidisciplinary collaboration nec-
essary to broaden our understanding of
such a complex phenomenon as occu-
pational stress.

An ongoing longitudinal study on fa-
tigue at work (1996–2004) underlines
our current understanding that short-
lived episodes of stress may not be haz-
ardous to a person’s health in contrast
to long-lived episodes. It is being con-
ducted by The Netherlands Organisation
for Scientific Research and was present-
ed at the ICOH Conference. The group
specifies that acute fatigue may be dis-
tinguished from chronic fatigue. Acute
fatigue is characterized by reversibility,
task-specificity, and the functional use
of particular compensation mechanisms,
such as detachment or disengagement.

In contrast, prolonged fatigue has dif-
ferent consequences. Acute fatigue dis-
appears after a period of rest, when tasks
are switched, or when particular strate-
gies are used, such as working at a slow-
er pace or using less demanding infor-
mation processing strategies. Prolonged
fatigue, in contrast, is much less revers-
ible or only in the long run. It is not task-
specific, and the compensation mecha-
nisms that proved to be useful in reduc-
ing acute fatigue are no longer effective.
The Dutch group states that the study of
the effectiveness of various interven-
tions is one of the main challenges for
science.

In the context of research into the in-
terrelationship between psychosocial
and physical stress and injury, a sugges-
tion for a common framework of both
psychosocial issues and ergonomic fac-
tors was made at the APA Conference.
It was stressed that physical and psycho-
logical problems often occur together,
and that there may be no sense in sepa-
rating them. Increasingly, a holistic view
is being adopted, which depicts our
growing understanding of the strong in-
terdependence between body and mind.
Ill-being in one sphere will often result
in ill-being in both spheres, unless a
balance can be re-established.

Research indicates that mediating var-
iables such as social support play an
important role in how we perceive
stressful situations and how they even-
tually affect our health. Social support
at work may take several forms, prima-
rily we think of esteem and support by
colleagues (solidarity), or common
problem solving, but the concept also
covers assistance and help by superiors.
Interestingly, social support may not
only exert short-term positive influence.
In the context of stress research, social
support was found to act as a health re-
source, in particular as a protective fac-
tor against myocardial infarction (The-
orell 2001) (8). However, when we think
of increasing mobility of many people
and the growing number of temporary
jobs, social support is expected to dete-
riorate because under these conditions
it will be difficult to build and to main-
tain steady social relationships at work.
It is questionable whether social support
based on families,  friends or neighbour-
hood relations will then supersede work-
related social support.

At the Toronto Conference, it was
mentioned that one of the trends in work
life that deserves attention is that (spe-
cific) job strain appears to be superim-
posed by (more general) employment
strain, particularly in the case of precar-
ious employment.

Furthermore, the model of effort-re-
ward imbalance (Siegrist, 2001) postu-
lates that a sustained discrepancy be-
tween effort spent at work and rewards
received (for example, low pay in an
insecure position despite hard work,
long working hours) elicits negative
health reactions and substantially in-
creases the risk for cardiovascular dis-
eases (9). Against the background of a
more fragmented work life, job insecu-
rity, high unemployment and forced oc-
cupational mobility, the explanatory
power of this model generally also ap-
plies to conditions outside highly indus-
trialized countries. Effort and reward
are, however, concepts that need to be
defined within the context in which they
are being studied. An exotic example
from the APA Conference is that cler-
gymen do perceive the idea of reward
rather differently from other workers. In
the case of clergymen, reward is not
expected to be immediate and rarely in
their lifetime, although it needs to be
underlined that the majority of workers
would surely not be patiently waiting for
such heavenly rewards. In a more gen-
eral sense, it may be relevant to attach
importance to the role that internal be-
lief systems may play (as resources) in
the context of stress prevention or when
coping with adverse consequences of
stress on well-being and health.

Some very down to earth questions
were also asked in Toronto. For exam-
ple, the Human Resources Director from
Volvo in Sweden asked How do you de-
glorify ‘too much to do’? Workaholism
in the sense of organizational rather than
individual pathology, is still an accept-
ed working attitude in many companies
and its negative effects have been rec-
ognized as potential problems for the
psychological and physical health of the
working person, as well as the potential
to negatively affect family life.

In a recent approach Levi (2002) out-
lines several European initiatives that
coincide in their aim to prevent or to
combat stress at various levels and with
different approaches (10). At the inter-
national level, the Collaborating Centres
of the Occupational Health Programme
in WHO are very active in the area of
prevention.

The Network of WHO
Collaborating Centres in
Occupational Health
The Network Work Plan of the WHO
Collaborating Centres in Occupational
Health includes a Task Force on Psy-
chosocial Factors at Work. Awareness
raising in developing countries is in-
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creasingly being taken seriously. Sever-
al projects are ongoing of which the fol-
lowing is a selection:
• UCLA and University of California

at Irvine target occupational health
professionals, academics, govern-
ment agencies involved with worker
health in developing countries with
the production of a Spanish-language
book to provide background infor-
mation on psychosocial factors in the
workplace and associated deleterious
health outcomes. It compiles the
studies and findings of current re-
search in Mexico and proposes an
agenda for future training and re-
search.

• The Chilean Collaborating Centre is
publishing a book on mental health
and stress at work in Chile targeted
at managers, personnel managers,
prevention experts, union officials,
occupational health professionals
and other personnel involved in
health and safety activities in private
and public organizations. This book
will introduce and promote basic
knowledge regarding the prevalence
and effects of stress and mental ill
health in the workplace, and provide
recommendations and methodologi-
cal elements to include mental health
promotion activities in workplaces.

• A study of the mental and physical
burden in Tunisia aims at evaluating
the mental and physical burden, and
to identify their causes. Based on the
research results, the researchers
would like to propose recommenda-
tions for improving working condi-
tions.

• The Polish Collaborating Centre de-
vised a study to assess the relation-
ship between job stress indicators
and chosen individual characteristics
(personal trait, risk factors), and
stress-related disorders (ischæmic

heart disease, duodenal ulcers, neu-
rosis and mental health status) in
Polish policemen and prison person-
nel. The project will allow for prep-
aration of occupational health serv-
ice personnel to protect workers
against psychosocial stressors, and
will be of great value in the process
of development of good practice
standards in occupational medicine
in Poland.

• The Colombian Collaborating Cen-
tre targets decision-makers, planners
and managers, and occupational
health staff in the Ministry of Social
Protection (Health and Labour), em-
ployers and Trade Unions, directors,
managers, team leaders and occupa-
tional health staff of companies and
enterprises, exposed to violence. The
project will allow defining preven-
tive actions and early interventions.
Considering violence is the first
cause of death and the worst public
health problem in Colombia, the
project’s final report will include the
description of the different types of
violence that converge at the work-
place.

• The Dutch Collaborating Centre is in
the process of preparing a brochure,
in the series Protecting Workers’
Health, on raising awareness of work
stress in developing countries.

The Network has recently published
two brochures addressing psychosocial
issues at work in the Protecting Work-
ers’ Health series on Psychological
Harassment at Work and on Work Or-
ganizaton and Stress. The brochure on
psychological harassment was present-
ed at the ICOH Conference. These pub-
lications are available in hardcopy from
the Occupational Health Programme or
in electronic format from the website
(www.who.int/oeh) under the WHO
OSH Documents section.
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Introduction
This study set out to assess both the
stress levels using the Occupational
Stress Indicator (OSI) (1) and the pre-
dictors of physical ill health, mental
health and job satisfaction among po-
licewomen. Random sampling was used
to select a sample of 50 policewomen
from seven police stations in Kampala
City.

Stress has been a difficult concept to
define although researchers agree that
it is increasing among employed and
non-employed people (2). Lazarus and
his colleagues recognized the limitations
of the stressor and strain approach in
defining stress, and defined stress as a
multivariate process (3). Most defini-
tions of stress have remained vague. Cox
(4) defines stress as imbalance between
environmental demands and perceived
ability to cope with these demands.
However, all these definitions fail to
portray stress as a dynamic process.

Hart, Wearing and Headey (5) pro-
posed a dynamic equilibrium theory,
which defines stress in terms of two con-
ditions: (a) a state of dis-equilibrium
must exist within the system of varia-
bles relating people to their environment
(e.g., personality characteristics, coping
processes, and both positive and nega-
tive work experiences); and (b) this state
of dis-equilibrium must bring about
change in the person’s normal level of
psychological well-being. Stress is said
to occur only when these two conditions
are met.

The definition of police stress is even
more elusive, mainly because of the lim-
ited research in this area. Goldfarb (6)
defines police stress as “that feeling and
desire along with the ensuing bodily ef-
fects, experienced by a person who has
a strong and true longing to choke the
living shit out of someone who desper-

Stress, job satisfaction and well-being
among policewomen in Uganda

ately needs it but you can’t”. To Gold-
farb, this definition is funny, but it re-
veals a lot about the nature of police
work. It points to the fact that police
work calls for continued, draining re-
straint. Goldfarb (6) further reported that
police work is the highest rated profes-
sion, followed by air traffic controllers
and dentists, in that order.

Sources of police stress
The present study adopted the model of
stress devised by Ivancevich and Mat-
teson (7), which takes stress to be a re-
sult of intra-organizational and extra-or-
ganizational stressors. According to the
model, stress leads to physiological and
behavioural outcomes. Outcomes lead
to consequences, which include diseas-
es of adaptation, such as coronary heart
disease. However, individual differenc-
es, demographics and behaviour medi-
ate the experience of stress, stress lead-
ing to outcomes, and outcomes leading
to consequences.

The causes of police stress are organ-
izational and operational in nature (8).
As regards operational stressors, the
nature of police job involves a lot of
restraint. Killing someone in the line of
duty, having your partner killed in the
line of duty, and the daily grind of deal-
ing with the stupidity of the public are
among the stressors reported. The organ-
izational-level stressors reported include
lack of support by the departmental
boss, shift work and disruption in the
use of time and in family rituals (6).

Hart and Wearing (9) identified has-
sles in police work to include the type
of administration, communication, su-
pervision, ratings, co-workers, morale,
workload, complaints, activity, external
frustration, victims and danger. Various
features of police work – such as deal-
ing with offenders and victims, supervi-

sion, amenities, administration, co-
workers, work load and decision-mak-
ing – were also reported. This indicates
that some events may lead to both posi-
tive and negative experiences.

Some stressors are particular to po-
licewomen. These include discrimina-
tion in terms of promotion, harassment,
being picked at night for sex, humilia-
tion, poor evaluation, and limited fur-
ther training (10). Most studies have
been conducted in the Western world;
only a few have been done in Africa and
hardly any in Uganda. There is no doubt
that stressors exist in the Ugandan set-
tings.

The civil service in Uganda (includ-
ing the police force) faces the follow-
ing problems, among others: (a) inade-
quate pay and benefits (the monthly sal-
ary earned is about US 70), long work-
ing hours, and shift work; (b) poor man-
agement skills; (c) dysfunctional civil
service organization; and (d) inadequate
personnel management and training.

These problems have led to abuse of
office and misuse of government prop-
erty, moonlighting and corruption, lack
of discipline, erosion of rules and regu-
lations, obsolete procedures, lack of
appropriate systems, thin managerial
and technical skills, poor public service
attitudes, and massive bureaucratic red
tape (11, 12, 13). All this has taken place
during an era of economic decline. In
the African culture, a worker is part of
an extended family and would be ex-
pected to provide relatives with social
support. For example, a worker is ex-
pected to earn enough money to cater
to the financial obligations of depend-
ants. Some of these factors influence the
level of stress experienced by profes-
sionals in Uganda.

P. Baguma
UGANDA
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Effects of police stress
Stress has enormous effects on police
personnel. They suffer a high divorce
rate that ranges from 60 to 75% (6).
Marriage is therefore one of the casual-
ties of police work. Police personnel de-
velop attitude problems. They become
more cynical than other professionals
do. Police work has a serious effect on
children as well. The police officer has
no time for the family and therefore for
the children. In consequence, the role
of parenting is diminished. Alcoholism,
depression and failure to seek psycho-
social help have also been reported.

Cancers, suicide, and heart disease are
among the reported effects of stress.
Between 1934 and 1960, police suicide
rates were half of the corresponding
rates among the general population, but
between 1980 and the present, police
suicide rates have doubled in the USA.
In 86% of the suicide cases, divorce was
responsible (6). The website http://
w w w . g e o c i t i e s . c o m /
stressline.com_contents.html (a site on
Yahoo) lists panic attacks, stress disor-
der, and sleep deprivation as effects of
stress. Rogers (14) reports that post-
traumatic stress disorder (PTSD) is com-
mon among police officers.

Coping with police stress
Research on coping with stress among
police personnel is limited. Lazarus (3)
defines coping to mean what the nurse
did to reduce the stress. The efforts com-
prised both action-oriented and intra-
psychic measures to manage (master,
reduce, tolerate or minimize) environ-
mental and internal demands and the
conflicts between them (see also refer-
ence 15).

Research on coping with stress has
taken different directions in different
settings (16, 17, 18). All these studies
point to two major ways of coping with
stress: emotion-focused coping, which
includes cognitive efforts that change
the meaning of the situation without
changing the environment; and problem-
focused coping, which includes efforts
aimed at eliminating the stressor. Hart,
Wearing and Headey (8) found that per-
sonality correlates with coping among
police personnel. For example, neuroti-
cism was associated with emotion-fo-
cused coping that led to the experienc-
ing of police hassles, while extraversion
was associated with problem-focused
coping and the experiencing of uplifts.

Hypothesis
It was hypothesized that personal and
organizational variables and the way of

coping would predict behavioural and
psychological outcomes among police-
women. The independent variables in-
cluded in the study were:

Having experienced a major event in
the past three months that had a nega-
tive impact, extra hours worked, good
health, illness, having experienced on-
going pressure for the past three months,
job level, work arrangements, number
of hours actually worked, number of
hours one is supposed to work, and or-
ganizational tenure. Other variables in-
cluded work load, relationships at work,
recognition, organizational climate, per-
sonal responsibility, managerial role, the
balance between home and work, and
the experiencing of daily hassles. Cop-
ing variables included a problem-fo-
cused approach, the balance between
personal life and work, and social sup-
port. Job satisfaction, physical well-be-
ing and mental well-being were the de-
pendent variables.

Methodology

Participants

The sample for this study was police-
women. The present study employed an
exploratory survey design that had both
quantitative and qualitative aspects. Out
of the 60 questionnaires distributed, 50
were returned, comprising a response
rate of 83%. This was a high response
rate.

The distribution of the respondents
was as follows: ten respondents from
Jinja Road Police Station, nine from the
Central Police Station (CPS), six from
Old Kampala Police Station, six from
Makerere Police Station, twelve from
Wandegeya Police Station, five from
Katwe Police Station and two respond-
ents from Kibuli Police Station partici-
pated in the study. They were randomly
selected to participate in the study.

Participants indicated their job titles
as either police constables or police of-
ficers. Organizational tenure, job tenure,
number of hours worked per week, and
the number of hours one was supposed
to work in a typical week were record-
ed as given and treated as continuous
variables.

The occurrence of a major event, the
current state of health, mental and phys-
ical well-being, illness during the past
three months, being subjected to ongo-
ing pressure for more than three months,
and work arrangements were also as-
sessed. For non-continuous variables,
dummy variables were created.

All measures were assessed by means
of a stress questionnaire based on that
of Cooper, Sloan and Williams (1). In

addition to the above variables, the
questionnaire assessed organizational
stressors including workload, peer re-
lationships, organizational climate, rec-
ognition, personal responsibility, man-
agerial role, the balance between home
and work, and daily hassles. Coping was
also assessed with items evaluating
problem-focused coping, the balance
between personal life and work, and
social support as a means of coping.

Procedure
Permission to conduct research was ob-
tained in each of the seven police sta-
tions. The questionnaires were admin-
istered at the chosen police stations.
Those who wanted to take the question-
naires home were allowed to do so; they
were returned four to seven days later.
However, in some police stations – Jin-
ja Road Police, the Central Police and
Old Kampala Police Stations – the ques-
tionnaires were given to policewomen
by the officer in charge stations. The
officer in charge of the stations would
then collect the completed question-
naires and returned them to the research-
er on the agreed day and time. The ques-
tionnaires were edited and then the cod-
ing was done.

Data analysis
The data collected were entered into the
computer using the SPSS; dummies
were created and the analysis was done
using stepwise multiple regression with
the forward selection method. This
made it possible to identify the varia-
bles that significantly influenced stress
among the policewomen.

Multiple regression is a statistical meth-
od, which relates a given set of independ-
ent variables to a given set of dependent
variables. The equation produced from a
multiple regression analysis gives the op-
timum prediction of the dependent varia-
ble, based on the set of independent vari-
ables. Stepwise multiple regression anal-
ysis was used in this study, since it deter-
mines the independent variables that
would give the optimum prediction equa-
tion for the dependent variable and elim-
inates independent variables accounting
for minimal variance to be added to that
equation. The cut-off point for inclusion
of one independent variable in the equa-
tion is determined by two statistical crite-
ria: the overall F ratio for the equation is
significant and the partial regression co-
efficient for the individual independent
variable being added is statistically sig-
nificant. Below this point both the coeffi-
cient and the amount of variance contrib-
uted by each additional variable is very
small.
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Has a major event happened to you in the
past three months

Frequency %

Yes 19 38.0

No 31 62.0

Reason for doing extra hours

Through choice 0 0

Expected to do extra hours 17 34

To get the job done 33 66

Would you say you are in good health

Yes 38 76

No 12 24

Have you had any major illness in the past 3
months
Yes 10 20

No 40 80

Job title

Police constable 35 70

Police officer 15 30

Have you been subjected to any ongoing
pressures for more than 3 months
Yes 11 22

No 39 78

Work arrangements

Full-time 45 90

Contract 5 10

Results and discussion

Key sample characteristics

The participants’ key sample character-
istics are presented in Table 1.

Advanced statistical analysis

To test the hypothesis, a set of stepwise
multiple regression was computed.

Having experienced a major event in
the past three months that had a bad ef-
fect, extra hours worked, level of health,
level of illness, having been subjected
to ongoing pressure for the past three
months, job level, work arrangements,
number of hours actually worked,
number of hours one is supposed to
work, and organizational tenure were
entered as independent variables.

Additional organizational factors – in-
cluding work load, relationships at work,
recognition, organizational climate, per-
sonal responsibility, managerial role, the
balance between home and work and
daily hassles – and ways of coping –
including problem-focused coping, the
balance between personal life and work,
and social support – were also entered
as independent variables. Job satisfac-
tion, physical well-being and mental
well-being were entered (individually)
as dependent variables. Stepwise multi-
ple regression was then computed. Ta-
ble 2 (on next page) shows the results
regarding variables that predicted phys-
ical well-being.

Table 2 shows that significant predic-
tors of physical well-being included re-
lationships at work and having had no
major illness in the past three months (p
= 0.00). The importance of social rela-
tionships at work has been documented
previously (19). Nor is illness as a
source of stress among policewomen
surprising, especially these days when
the Uganda public service is severely hit
by HIV/AIDS (15, 20). Furthermore,
these results support previous findings
which indicated that coping influences
employees’ work outcomes (2, 5). Ta-
ble 3 shows results for predictors of
mental well-being.

Table 3 shows that significant predic-
tors of mental well-being included rec-
ognition at work, social support as a way
of coping, organizational climate, and
being in good health at the moment (p =
0.00). These results are in line with the
findings of previous research. Hart and
Wearing (9) noted the important role
organizational climate played in stress.
Organizational climate includes recog-
nition at work (21). Folkman and Ches-
ney (17) pointed to the importance of
social support in dealing with stressful

situations. These results also support
previous research findings that coping
influences employees’ psychological
outcomes (2, 8). Table 4 shows results
for predictors of job satisfaction.

Table 4 shows that significant predic-
tors of job satisfaction included being in
good health at the moment, the use of
problem-focused coping strategies and a
balance between personal life and work
(p = 0.00). The results in Table 4 again high-
light the importance of being in good
health for policewomen in Uganda. Health
problems at work have been exacerbated
by HIV/AIDS (20). Being female, the po-
lice officers also experience dual career
problems, which need to be managed
properly (22). The transactional theorists
have emphasized problem-focused cop-
ing in managing stress (17). It is thus not
surprising that these three predictors were
found to be significant. Furthermore, these
results support previous research findings,
which indicate that coping influences em-
ployees’ psychological outcomes (5, 8, 9).

Conclusions and
recommendations
As hypothesized, it seems that personal
factors (being in good health, having
had a major illness in the past 3 months),

and organizational factors (relationships
with other people, especially co-work-
ers; recognition, and organizational cli-
mate) significantly predict behavioural
and psychological outcomes among po-
licewomen. Coping factors (social sup-
port, problem-focused coping and the
balance between personal life and work)
also significantly predict behavioural
and psychological outcomes among po-
licewomen in Uganda.

A variety of interventions are useful
in reversing the present unhealthy situ-
ation as concerns the problems faced by
policewomen. Ivancevich et al. (23) in-
dicate three levels of stress management
intervention. These are primary, second-
ary and tertiary. Primary interventions
occur at the workplace, where the envi-
ronmental or situational stressors are
modified. Secondary interventions em-
phasize altering the appraisal of the
stressor. Tertiary interventions focus on
coping strategies. The types of interven-
tions can focus on the individual, the de-
partment, or on the interface between the
individual and the department.

Along these guidelines, the police
department should set up training pro-
grammes for policewomen as a group.
Individual interventions, such as coun-
selling regarding police work, should be

Table 1. Sample characteristics
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put into place. Training on how to cope,
especially training for policewomen, is
recommended. Training should focus,
for example, on how to match coping
strategies to stressful situations and so-
liciting for social support.

The interventions should consider the
fact that developing a supportive organ-
izational culture rather than changing the
demands is more effective especially in
the operational work of police person-
nel (2, 8). In line with this observation,
it is recommended that the police de-
partment should develop programmes
aimed at fostering good co-worker re-
lationships at work and promoting rec-
ognition. In Uganda, the public does not
take police work seriously. This attitude
of the general public must be changed
by implementing customer and public
relations programmes.

There is a need to strengthen the oc-
cupational health programmes for po-
lice personnel. In the Public Service of
Uganda, and especially in the police
department, the incidence of HIV/AIDS
is high. The Public Service of Uganda
has started programmes to offset the
serious impact of HIV/AIDS in the serv-
ice in general. It is hoped that the police
department will benefit from this health
intervention. A variety of interventions,
devised to reduce stress in other profes-
sions, might be used for police person-
nel as well (24).
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Variable R2 R2 change F-test

1. Relationships with other people, especially

co-workers

0.22 0.22 13.31

2. Had a major illness in the past 3 months 0.30 0.08 10.15

Variable R2 R2 change F-test

1. Recognition 0.27 0.27 17.56

2. Social support as a way of coping 0.40 0.13 15.92

3. Organisational climate 0.49 0.09 14.68

4. Being in good health at the moment 0.55 0.06 13.58

Variable

1. Being in good health at the moment 0.19 11.04

2. Problem-focused coping 0.26 8.40

3. Balance between personal life and work 0.36 8.46

R2 change

0.19

0.07

0.10

R2 F-test
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Right after the ICOH2000,
held in Singapore in Au-
gust-September 2000, the
planning of the sessions for
the ICOH2003 was started.
The ICOH Scientific Com-
mittee on Occupational
Health and Development
(SCOHDev), and particu-
larly in the beginning its
Chair, Mr. Kaj Elgstrand,
was active in proposing various sessions
for the Brazilian Organizers of the
ICOH2003. One of these sessions pro-
posed was intended for Africa.

African Session
Mr. Franklin Muchiri, Regional Secre-
tary for Africa, took the task of organiz-
ing the African Session. Several consul-
tations were made among Nairobi, Ken-
ya and Helsinki, Finland in order to fi-
nalize the list of speakers and the pro-
gramme of the Session. Franklin Much-
iri made all the arrangements with the
speakers and planned the Session con-
tents. Without the financial support of
ICOH this Session could not have been
realized.

The International Commission on
Occupational Health organized its 27th
World Congress on 23–28 February
2003 in Iguassu Falls, Brazil. The Con-
gress brought together 2 000 participants
from all over the world.

The African Session gathered some 45
participants. After the presentations, the
speakers answered a large number of
questions, comments and ideas that were
put forward by the audience. The inter-
action among speakers and listeners was
lively. The Session was chaired by Mr.
Franklin Muchiri from Kenya. Five
presentations were made by Franklin
Muchiri, Mr. Paul Obua of Uganda, Dr.
Edith Clarke of Ghana, Mr. Andrew
Okimait of Uganda, and Dr. Nelson
Mwaniki Kiama working currently in

African Session at ICOH2003

Botswana. Three of these papers are now
published here in order to allow as wide
readership as possible. The remaining
two will be published in the forthcom-
ing issues of the African Newsletter.

SCOHDev Website
The Internet provides a handy and use-
ful tool for disseminating information
among the members of a scientific com-
mittee, but at the same time providing
that information to all those interested.
The ICOH website address is

www.icoh.org.sg. You
can access the SCOH-
Dev website at http://
www.occuphealth.fi/e/
icoh/. We would very
much appreciate all
feedback, both to im-
prove the technical lay-
out of the website but
also to complement and
add to it more informa-

tion of interest.
This African Newsletter is also acces-

sible through the SCOHDev website, or
directly at www.ttl.fi/Internet/English/
Information/Electronic+journals/
African+Newsletter/

Suvi Lehtinen
Finnish Institute of Occupational
Health
Topeliuksenkatu 41 a A
FIN-00250 Helsinki
Finland
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Dr Edith Clarke made a presentation in the African Session.
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Overview
The development of occupational health
and safety in a country depends to a very
large extent on its economic and tech-
nological development. According to the
Economic Commission for Africa
(ECA), Africa will not reach the 7%
growth rate necessary to meet the Mil-
lennium Development Goal of reducing
poverty by half by 2015. Furthermore,
half of Africa’s school-aged children are
not attending school; the rate of school
attendance is lower in rural areas and
among girls. This does not bode well for
the future in a situation where 20% of
the population subsists below a poverty
line of less than USD 20 per month.

Future prospects are further con-
founded by health challenges, such as
efforts to eradicate malaria and prevent
HIV/AIDS, the two main killers that are
far from being under control. HIV/AIDS
is on the decline elsewhere in the world,
while in Africa it has reached pandemic
proportions, threatening to wipe out the
continent’s fragile social and economic
gains and thereby shifting our priorities.

Moreover, the labour force is grow-
ing while the numbers of formal jobs are
declining, mainly as a result of structur-
al adjustment programmes that have
brought about retrenchments and a
growing informal sector. Workers have
reacted by fighting for job security while
neglecting the need to promote the qual-
ity of work life even though the provi-
sion of a safe and healthy work envi-
ronment is a human rights issue, and
even though investment in occupation-
al safety and health yields improved
working conditions, higher productivi-
ty and a better quality of goods and serv-

ices.
Since the 1980s, most African coun-

tries have invested ever more in the pro-
vision of occupational health and safety
services even in the face of declining re-
sources. The impact, however, may not
be adequate, largely because of econom-
ic crisis and other competing factors,
which during the same period have led
to the breakdown of social services
throughout most of Africa.

Legislation
Most African countries have compre-
hensive legislation on occupational safe-
ty and health though for many, the laws
have not been updated and they aren’t
flexible enough to meet the current chal-
lenges of free-market economies and
globalisation. In some countries, how-
ever, review of legislation is under way,
at different stages. Thus South Africa
currently has some of the latest legisla-
tion in occupational safety and health
while Uganda, Kenya and Tanzania are
now in the process of reviewing and
harmonizing their legislation. Some of
the present challenges and shortcomings
arising out of these laws include
• Workers and the public in general are

now more aware of their rights and
are demanding better quality of the
work life

• Most of the laws do not cover all the
sectors of economic activities

• The penalties provided for in these
laws are so low that they are no de-
terrent to employers

• In many cases, enforcement is not
effective, owing to a lack of adequate
resources

• The prosecution and court processes

are laborious and time-consuming,
yet inspectors are often expected to
argue cases, facing against lawyers

• Many countries do not have regula-
tions and rules for certain classes of
hazardous work situations; this
makes it more difficult for employ-
ers to comply with the law.

To overcome some of these challeng-
es and shortcomings, governments need
to develop a strategic policy framework
for the promotion of occupational health
and safety services in all sectors of the
economy, including public service. The
goal should be for the strategic policy
framework to be integrated into the so-
cial and economic programmes so that
it is indistinguishable from any devel-
opment agenda. In addition, the frame-
work should be entrenched in the nation-
al constitution in order to ensure that it
is not relegated in return for cheap in-
vestments by those without dignity and
respect for equity and fair play.

Efforts to address these challenges and
to ensure that occupational health and
safety issues are given due priority
should not lie merely with governments
but should also aim both to strengthen
the bipartite participation at enterprise
level and to build a safety and health
culture at the national level.

Top priority should, however, be
placed on the adoption of adequate oc-
cupational safety and health legislation
that is complemented by an effective in-
spection system. The legislation adopt-
ed should incorporate the provisions
reflected in international instruments
such as the International Labour Organ-
isation Conventions Nos. 155 and 161,
despite the fact that very few African

Occupational health and development
in Africa

Challenges and the way forward

F.K. Muchiri
KENYA
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countries have ratified them. The legis-
lation should also enjoy politicians’ pos-
itive support and should be well aligned
to the prevailing economic policies in
order to assume its rightful place as a
promotional tool to economic develop-
ment rather than a deterrent. The legis-
lation should therefore be flexible in or-
der to meet the emerging issues in oc-
cupational safety and health adequately
while also being dynamic in meeting
technological, social and economic
needs.

The tripartite approach should be the
guiding principle in creating the law. It
should be easy to understand at all lev-
els and in the various sectors, in order
to enhance voluntary compliance. Coun-
tries should also invest in creating reg-
ulations and codes of practice as accom-
panying tools for promoting compliance.
The production of summarized pocket-
sized versions that can be used by work-
ers, highlighting special areas where
more attention should be focused, would
help promote safety and health at work-
places.

Consideration should also be given to
the introduction of specialized labour
courts or tribunals so there would be an
appropriate appellate system for deal-
ing with complex occupational safety
and health issues.

Inspection services
Owing to the complexity and diversity
of the various types of hazards and risks
encountered in the work environment,
countries are challenged to have multi-
displinary inspection teams that carry
out both general and specialized inspec-
tions and that also have the capacity to
deal with new and existing risk factors.
This has not been achieved in many Af-
rican countries because of the lack of
resources to train, recruit, retain and
support personnel for an effective en-
forcement and inspection system. It is
virtually impossible for any of our gov-
ernments to support an effective inspec-
tion system that requires strong back-
up from information and research facil-
ities and training as well as providing
inspectors with good remuneration as
required under ILO Conventions Nos.
81 and 129. The reason is that national
exchequers face other, competing needs
for limited funds. Additionally, countries
are not able to employ enough officers
to carry out regular workplace visits and
to have the required impact on both for-
mal and informal workplaces. More-
over, in the recent past, many countries
have been applying structural adjust-
ment programmes that have meant a re-
duction in the number of such officers

in consequence of restructuring, right-
sizing and downsizing.

There is therefore a need to come up
with new approaches that will reduce the
direct burden on governments’ resourc-
es while at the same time building last-
ing structures from within enterprises.
This can be accomplished by placing the
emphasis on the bipartite system for in
situ inspection systems that allow work-
ers’ effective and equal participation. To
this end, legislation should stipulate the
establishment of safety and health com-
mittees that supplement the work of oc-
cupational safety and health officers.
This approach is working well in Mau-
ritius and South Africa, and is soon to
be implemented in Kenya. The approach
gives officers time to engage in more
complex inspections, enforcement activ-
ities and prosecution. It also leaves of-
ficers scope to provide advisory servic-
es, to take part in the policy formula-
tion and the preparation of guidelines
for new initiatives, to plan and evaluate
programmes, to conduct research, and
to carry out other activities in support
of the overall policy.

In general, there is a need to central-
ize these services at one focal point.
Centralization maximizes the use of
available resources, avoids duplications
and inconclusive work, and improves
accountability and effectiveness.

Lack of comprehensive occupational
safety and health policy, poor infrastruc-
ture and funding, an insufficient number
of qualified occupational safety and
health practitioners, and the general lack
of adequate information are among the
main drawbacks to the provision of ef-
fective enforcement and inspection serv-
ices in most African countries.

The challenges to the provision of
occupational safety and health services
in Africa are further amplified by, among
others, growth of the informal sector,
child labour, HIV/AIDS, and lack of
information and research.

Informal sector
The ever-growing informal sector is
putting enormous pressure on an already
overstretched system. This is because
informal sector enterprises are wide-
spread in both rural and urban areas and
they generally are not registered as busi-
nesses, thus making them difficult to
reach. For example, in 1999 Kenya had
1.3 million informal sector enterprises
with 2.4 million employees, i.e. one or
two employees per enterprise. By the
year 2001, the number employed in this
sector had grown to 4.2 million, and
currently the informal sector constitutes
over 43% of the total labour force of

10.3 million, including those working in
agriculture. Whether the laws cover this
sector or not, informal sector workers
nevertheless do not benefit from occu-
pational safety and health (OSH) serv-
ices as they should. The sector does not
have the capacity to comply with the
OSH legislation, nor are informal sec-
tor enterprises aware of the benefits of
doing so.

The way forward is for governments
to provide an enabling environment for
the survival and growth of informal sec-
tor enterprises while also demonstrating
to them that OSH pays. There is a need
for simplification of OSH legislation, in
order to ease interpretation and imple-
mentation, as well as for the provision
of social security and compensation for
occupational injuries. The sharing of
resources and facilities should be pro-
moted, and the exchange of information,
especially information on affordable
solutions to workplace hazards, should
be promoted. OSH needs to be linked
to other management goals and to be
integrated into other activities, includ-
ing integration with the development of
technologies for the informal sector.

Child labour
Over 30% (> 80 million) of the work-
ing children are in Sub-Saharan Africa,
and most of them work in hazardous
conditions. This poses a great challenge
to the continent as it translates into over-
all underdevelopment in the future as
well as a deepening of the poverty cy-
cle, illiteracy and lack of competitive-
ness. Africa must re-examine its core pri-
orities. Free and compulsory primary
education must be made a top priority if
the economic recovery agenda is to be
realized.

Cost-benefit studies carried out dur-
ing the past decade in 16 African coun-
tries suggest that the social rates of re-
turn for investment in education are 26%
for primary education, 17% for second-
ary education and 13% for higher edu-
cation. Hence, there is a strong base of
evidence indicating that free and com-
pulsory primary education alleviates
child labour.

Political will, commitment, and sup-
port for bold actions are needed at all
levels. Moreover, it must be ensured that
interventions vis-à-vis child labour go
hand in hand with poverty eradication
programmes. Social attitudes must be
modified, to orientate both parents and
would-be employers to the values of de-
veloping the intellectual capacity of chil-
dren instead of seeking short-term eco-
nomic gains. In addition, support for
social “policing” is needed.
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Governments need to come up with
policies for elimination, withdrawal,
rehabilitation and social integration of
those affected. In addition, ILO Conven-
tions Nos. 138 and 182 must be imple-
mented.

HIV/AIDS
25 million of the 40 million people in-
fected with HIV/AIDS are workers be-
tween 15 and 49 years of age. It is esti-
mated that, in countries with a high HIV/
AIDS prevalence, the labour force will
be between 10–30% smaller by the year
2020. Furthermore, the HIV/AIDS pan-
demic has a heavy impact on African
economies. In Tanzania, for example,
the World Bank predicts a 15–25% fall
in GDP as a result of HIV/AIDS.

There is an urgent need for political
commitment and for the allocation of
adequate resources for prevention and
advocacy at all levels of society. This
should be supplemented with a strong
policy and legislation to deal with HIV/
AIDS. In this connection, the ILO Code
of Practice should be mainstreamed as
a preventive tool, especially at the work-
place level, alongside information and
counselling services. Most of all, there
is a need to adapt and apply the ap-
proaches used in successful pro-
grammes, in order to help our nations
eradicate this peril.

Agriculture
The farming sector in Africa is com-
posed of smallholders using family and
other unpaid labour. In almost all Afri-
can countries, however, there are large-
scale commercial farms.

The problems encountered in the ag-
ricultural sector include exposure to
pesticides, long working hours, and di-
verse working conditions. In general,
agricultural workers suffer markedly

higher rates of accidents and fatal inju-
ries than other workers, and their cov-
erage by OSH services and compensa-
tion systems is the worst.

Our challenge is to provide compre-
hensive OSH services for the agricul-
tural sector so that all workers would be
covered. These services should be inte-
grated with the public health care sys-
tem in order to contribute effectively to
an overall reduction in the disease bur-
den. In this regard, there is a need to re-
engineer our strategic plans in order to
accord priority to the agricultural sec-
tor, with particular focus on prevention
and provision of information. There is
also a need to review national policies
progressively in order to extend the leg-
islation and inspection system to the
agricultural sector. The provision of
training and information should aim at
promoting the participation of farmers
and workers in order to enable them to
protect themselves and to seek the right
assistance.

The establishment of a scheme for pre-
selection and classification of pesticides
for use in various areas and for various
crops, with the participation of key
stakeholders, would take up the con-
cerns pertaining to pesticide use, espe-
cially those relating to OSH that are oth-
erwise neglected. In general, occupa-
tional health and safety professionals
should build linkages with other serv-
ice-providers in the agricultural sector
in order to integrate OSH into their do-
main and build synergy.

Training and information
Countries site lack of adequate training
and information as a major drawback to
the development of OSH. The availa-
bility of training at various levels is
scarce, mainly because there is a lack
of resources, trainers, curricula and
training materials. Sharing of expertise

within the regional blocks, the introduc-
tion of OSH curricula in schools, as well
as campaigns and programmes to pro-
mote good attitudes to OSH at all levels
would have positive impacts on reduc-
ing the burden of occupational accidents
and diseases.

Employers and workers, and their or-
ganizations, need to support government
efforts, working together in a determined
partnership towards improving working
conditions and the work environment.
Time limits with tangible targets should
be set for this. In the words of the Ni-
geria Labour Congress, spoken with re-
gard to Export Processing Zones (EPZs)
in Calabar on 26 February 2003: “We
shall no longer accept a slave camp in
the name of promoting export; the Con-
gress will work to humanize working
conditions…”. This should be taken as
a wake-up call; the well-being of work-
ers as a matter of priority should be tak-
en seriously.

The regional labour administration
centres in Harare and Abidjan are good
focal points for training and exchange
of experiences and information. They –
the CIS and the ILO/WHO joint effort
on occupational health and safety in
Africa, she.info.com – should thus be
strengthened and should serve as sup-
port centres for national focal points for
occupational health and safety informa-
tion. This calls both for the allocation
of adequate resources by governments
and for support from the social partners.

Conclusion
OSH providers should keep abreast of
the rapid changes taking place in work
environments and in technology. They
should have the capacity to anticipate
trends and developments and to under-
stand their consequences so that they can
promptly develop and implement new
strategies for prevention and protection.

In this respect, we need to re-orien-
tate our policies, to influence legislative
reform, and to provide leadership in the
implementation of OSH efforts. The
emerging issues of “deregulation, priva-
tization and globalization” should pro-
vide us with a driving force for innova-
tion and growth.

Franklin K. Muchiri, Director
Directorate of Occupational
Health and Safety Services
P.O. Box 34120
Nairobi, Kenya
Fax 254 02 550825
E-mail:
fkmuchiri@iconnect.co.ke
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Introduction
The problem of professionals leaving
developing countries for greener pas-
tures in Europe and America is well
known. Ghana provides an example of
a country in which the brain drain has
assumed huge proportions. This paper
describes the extent of the brain drain
problem among health care workers in
Ghana, examines the underlying factors,
and explores the possible contribution
of occupational health and safety fac-
tors. It also suggests ways of curbing the
current trend.

Extent of the brain drain
problem
Doctors, nurses and paramedics top the
list of professionals migrating from
Ghana. In the year 2002 alone, the coun-
try lost 64 doctors and 206 nurses. Un-
published data from the Ministry of
Health show that each year, 60–70% of
medical students leave the country with-
in two years of completing their educa-
tion. Three years ago, 1,400 registered
doctors were working in the public sec-
tor of the country, but today they number
less than l,000 despite the increased in-
take into medical schools. 1,850 doc-
tors trained in Ghana are practising
abroad. With regard to nurses, during the
past ten years the number working in the
country has dropped from 20,000 to
9,000. 66% of the attrition is from ‘res-
ignations and vacating of posts’. See
Table 1 for attrition trends.

Consequences of health care
workers’ mass exodus
Owing to the mass exodus of health care
professionals, most of the health facili-
ties – including the country’s leading
teaching hospital – are operating with

less than half of the required nurses and
other health care staff. Staff–patient ra-
tios are extremely high. For doctors it is
1:12,000 in the Southern part and
1:66,000 in the Northern part of coun-
try (compared to 1:500 in some West-
ern countries). Despite these severe hu-
man resource constraints, the WHO re-
ports an improvement in the delivery of
basic health interventions based on such
indicators as immunization coverage for
children under 5 years of age. But the
question this raises is: At what cost are
such achievements being made? Health
care workers are continuously overload-
ed and find themselves in a situation
where their needs and aspirations are not
met despite the effort they put into their
work. Consequently, they feel helpless
and experience their work as being
meaningless. Many are burnt out. This
is reflected in a lowered quality of care.

Evidence of a lowered quality of care
abounds across the country, as was il-
lustrated by the results of two client sat-
isfaction surveys conducted in January
2003. These surveys investigated the
perceptions of mothers with children
under 5 years of age in three regions and
the perceptions of a public forum in one
region (those surveyed comprised mar-

ket women, teachers, carpenters, tailors
and opinion leaders).

The results of the first survey indicat-
ed that mothers with children under 5
years of age perceived staff members as
follows: “unfriendly,” “shout at them,”
“apathetic to client needs” and do not
“communicate with clients adequately.”
As to the second survey, in addition to
poor communication between service
providers and clients, the public per-
ceived that the waiting time is too long,
clients are charged illegal fees, and the
attitude of the staff is one of disrespect.

Underlying causes of the
exodus
Among of the major causes underlying
the exodus are the poor working condi-
tions prevailing in the health sector. This
can be translated into low remuneration
(even in relation to earnings in other
countries in the sub-region), inadequate
opportunities for staff development,
poor replacement policies for working
equipment and tools, inadequate con-
sumables for work, inadequate accom-
modation, inability to acquire basic so-
cial amenities such as housing, means
of transport, etc., and Western countries’

Contribution of occupational health and
safety factors to the brain drain

in the health sector

Edith E.K. Clarke
GHANA

Table 1. Estimated attrition of health workers, by year (Ministry of Health of Ghana)

Staff categories Year, Staff  leaving health sector

1998 1999 2000 2001 2002

Ministry of Health, Ghana Health Service, February 2003.

A total of over 2,541 of all categories of health workers left the public health sector
between 1998 and 2002.

Doctors 1 2 13 39 64

Nurses 10 64 134 211 206

Total staff (Drs, nurses 11 71 164 295 2000+
& other categories)



active canvassing for health care pro-
fessionals.

Possible contribution of
occupational safety and
health (OSH) factors to the
brain drain
Two studies were conducted by the Oc-
cupational Health Unit of the Ministry
of Health between 2000 and 2002, one
dealing with the health and safety of
health care practitioners in one teach-
ing hospital, two regional hospitals, two
district hospitals, and two health centres;
and the other focusing on musculoskel-
etal problems among nurses in a teach-
ing hospital as compared with a control
group of teachers.

In these studies, only 18% of the re-
spondents claimed there was a compre-
hensive health and safety policy, though
even these were not available for inspec-
tion. The most important hazards given
were infections, stress and manual han-
dling of patients. The perceived causes
of morbidity reported were malaria, res-
piratory infections and hypertension,
constituting 5–6% of ill health, and oth-
er infections (including hepatitis, men-
ingitis, HIV/AIDS, and diarrhoeal dis-
eases). At the teaching hospital, cervi-
cal spondylosis was the second com-
monest cause of morbidity after malar-
ia. This is likely to be related to manual
patient handling (carrying, pulling and
pushing patients). A nurse is 21.5 times
more likely to develop lower back pain
than a teacher in the same age group,
and 1.4 times more likely to develop
upper back pain. Regular and systemat-
ic medical surveillance is not provided.
(Table 2, Figure 1).

Pre-employment examinations were
available to 58%, periodic health exam-
inations to 15%, special examinations
to 2% and exit examinations to none of
the respondents. Though curative health
services are generally available, under
the cash and carry policy operating with-
in the health care system, access to cur-
ative health services has been hampered
by bureaucratic processes for refunding
of the money spent.

Vaccination for vulnerable groups
(Hepatitis B, etc.) is not generally avail-
able (only to 4%). Education on health
and safety is minimal. Only 34% of the
respondents claimed being aware of
some aspects of health and safety. This
was generally centered on infection con-
trol. Though laudable, infection control
is very limited in terms of the scope of
the occupational health issues ad-
dressed. As to the adequacy of occupa-
tional safety and health services, 6% of

the respondents said it was adequate,
48% said it was poor and 33% said it
needed to be improved.

Statistics on workers’ health, which
could be used to influence policy, are
scant. Under 5% of the respondents were
aware of the procedures for obtaining
compensation for workplace injury or
disease, or had followed these proce-
dures; and 78% of the respondents were
aware of situations in which no compen-
sation had been paid.

During a focus group discussion (un-
published communication from the Oc-
cupational Health Unit, Ghana Health
Service) among nurses who had resigned
from public service, the following con-
tributory factors, among others, were
mentioned as reasons for resigning from
their jobs: injuries sustained on the job,
particularly back injuries; the inadequa-
cy of systems of care for injuries or dis-
ease; financial difficulties in paying for
health care; and lack or inadequacy of
compensation.

Conclusions drawn from the
studies
The OSH-related problems detected can
be summarized as stress, infections, haz-
ards arising from manual patient han-
dling, difficulties in paying upfront for
curative care, low levels of compensa-
tion, and difficulties in making claims.
These problems are serious enough to
cause staff members to lose their moti-
vation and to desert the health service.

Some proposed solutions
In the face of a rapid dwindling of health
care professionals as an outcome of
these daunting circumstances, the fol-
lowing solutions are proposed in order
to curb the current trend. Some of these
are already being considered in Ghana.

The Government of Ghana should
make every effort to pay realistic wag-
es. Waste in the health sector and in other
sectors should be eliminated, thereby
freeing more resources for the health
sector. Opportunities for staff develop-

Table 2. Hazards associated with musculoskeletal problems among nurses and teachers.

Figure 1. Prevalence of lower back pain among nurses and teachers

Dr E. Clarke. Brain Drain of Health Care Workers.
Figure from a study on musculoskeletal problems among nurses (Occupational Health Unit,
Ghana Health Service, 2002).
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From a study on nurses’ musculoskeletal problems (Occupational Health Unit,
Ghana Health Service, 2002).

Hazard Subjects affected (n=223)

Nurses Teachers
1. Poor working postures 98 (24.3%) 40 (36%)

2. Psychological stress 87 (21.5%) 35 (31.5%)
3. Lifting of patients/pupils 100 (24.8%) 7 (6.3%)

4. Slips and falls 61 (15.1%) 7 (6.3%)

5. Haulage and transport 58 (14.4%) 22 (19.8%)

Total 404 (100%) 111 (100%)
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ment should be promoted, e.g. by sup-
porting the establishment and operation
of a post-graduate medical college (for
all types of health care professionals).
This has in fact taken place recently for
several disciplines, but owing to con-
straints in human and material resourc-
es, OSH is not yet included.

Moreover, the Government should im-
prove service schemes, including sup-
portive schemes enabling professionals
to acquire basic social amenities. The
institution and implementation of poli-
cies for replacing working equipment
and tools should be supported, and the
constant supply of consumables (to fa-
cilitate infection control and enhance ef-
ficiency) should be ensured through
improved planning, sector finance and
monitoring.

Intake into training schools should be
increased. This has already started. The
intake into pre-service nursing schools
in the academic year of 2003–2004 ex-
ceeds 800 (compared to previous intakes
of 200).

The Government should also ensure
that a draft policy on OSH is adopted
and an umbrella legislation on OSH is
promulgated, supported by the regula-
tions specific to the health sector, in or-
der to increase safety and promote
health. Regular training on OSH for all
staff should be institutionalized.

Other strategies for improving the vul-
nerability of health care workers that
should be put into place include train-
ing in infection control practices, meas-

ures to promote the health of the back,
immunization programmes, post-expo-
sure prophylaxis against hepatitis and
HIV, etc.

Human resource policies should in-
clude a strong OSH component that
would facilitate monitoring that the
health sector complies with the legisla-
tion on OSH (when promulgated). Com-
pensation payments should be brought
in line with the present-day realities, and
a workable system for disbursement of
funds should be ensured. Finally, the
implementation of health insurance
schemes should be hastened.

Western governments could soften the
adverse impacts of the brain drain by
allowing flexibility in some of the pre-
conditions for granting aid or loans to
developing countries rather than insist-
ing that countries should not increase
expenditure on wages beyond a certain
proportion of the sector budget (since a
low level of earnings is a central cause
of the brain drain). A portion of the earn-
ings of professionals who have migrat-
ed to the West should be paid back to
the developing countries from which
these professionals came. Western gov-
ernments should consider providing sup-
port to institutions training health care
professionals, in order to improve the
quality of training. In addition, techni-
cal assistance for building the capacity
of OSH professionals in developing
countries should be strengthened.

Edith E. K. Clarke
Ghana Health Service
Ministry of Health
P.O. Box AN11355
Accra
Ghana

Doctors, nurses and paramedics top the list of professionals migrating from Ghana. In the year
2002 alone, the country lost 64 doctors and 206 nurses.

Concluding words
Since the causes underlying the brain
drain are multifaceted, so, too, must the
interventions be. OSH factors make a
fair contribution to the underlying caus-
es. Appropriate responses to OSH chal-
lenges must therefore constitute a part
of the solution.
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International Conference
on

Occupational Health
Services 2005

25–27 January 2005,
Marina Congress Center,

Helsinki, Finland

The Conference aims at bringing together ev-
idence-based scientific information, as well as
evaluated and validated good practices from
different sectors and disciplines of occupational
heath services.

Topics of discussion
• How to implement occupational health
   in practice?
• How to ensure the competence and skills of
   occupational health personnel, and the
   contents of occupational health services?
• What kinds of norms are needed?
• How to build a basic occupational health
   infrastructure?

Themes of the Conference
• Basic occupational health services (OHS)
• Service provision models
• Training and education
• Regulations and finances
• Changing world of work
• OHS in special sectors: agriculture, SMEs,
   informal sector, self-employed, high-risk
   groups

Organizers
Finnish Institute of Occupational Health
Finnish Ministry of Social Affairs and Health
Co-sponsoring organizations
World Health Organization
International Labour Office
International Commission on
Occupational Health

Contact info:
OHS2005 Secretariat
Finnish Institute of Occupational Health
Ms. Taina Pääkkönen
Topeliuksenkatu 41 a A
FIN-00250 Helsinki, Finland
Tel: +358-9-4747 2910
Fax: +358-9-2413 804
E-mail: taina.paakkonen@ttl.fi
http://www.ttl.fi/OHS2005
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Occupational lung diseases and
HIV/AIDS at workplaces in Africa –

The case of Botswana

N. Kiama Mwaniki
BOTSWANA

Table 1. Prevalence of occupational lung diseases among Botswanan men with a history of

having worked in the South African mining industry (4).

swanans who have ever worked in the
mines of the Republic of South Africa
so that they can undergo medical exam-
ination with a view to compensation
under South African occupational health
and workers’ compensation legislation.

Given the high prevalence of pulmo-
nary tuberculosis, which is associated
with both HIV and exposure to mine
dust, the former miners’ programme
counsels and encourages all former min-
ers – and especially those with positive
chest X-ray findings or clinical abnor-
malities – to undergo HIV testing. The
programme therefore serves as an entry
point for former miners to benefit from
the national HIV intervention and/or
mitigation programmes such as the pre-
vention of Mother to Child Transmis-
sion (PMTCT) program, Anti-Retrovi-

ral Therapy (ARV) program, Voluntary
Counselling and Testing (VCT) program
and the HIV/AIDS in the workplace pro-
gram.

HIV/AIDS and occupational
lung diseases
The first case of AIDS in Botswana was
diagnosed in September 1985. Between
1992 and 2000, the prevalence of HIV
rose from 18.1% to 38.5%. In 2001 and
2002, the prevalence levelled off at
36.2% and 35.4%, respectively (5). The
majority of those infected are people of
working age. The high prevalence of
HIV, the associated stigma, and human
rights issues all act together and singly
to pose a formidable threat to implemen-
tation of the former miners’ programme.

Firstly, even if there were no HIV, it

O
ccupational lung diseases are
disorders that are directly relat-
ed to the gases, fumes, mists,

vapours or particles a worker inhales
while in the work environment. The dis-
orders are commonly classified accord-
ing to the type of inhaled material and
the nature of lung pathology that ensues.
Examples are pneumoconioses (result-
ing from inhalation of inorganic dusts),
chemical pneumonitis (inhalation of
chemicals) and pneumonia (inhalation
of microbes).

Situation in Botswana
In Botswana, a significant proportion of
the workforce is employed in the min-
ing and quarrying industry. In 2000,
about 12,961 workers were active in
mining and quarrying occupations (1).
Although the incidence of pneumoco-
niosis in diamond mines is reported to
be insignificant (2), it is estimated that
more than 15,000 Botswanans are cur-
rently employed in South African mines,
where the incidence of compensable
pneumoconioses is estimated to be 1.6
per 100 miners per year (3). It is further
observed that a large proportion of eld-
erly Botswanan men have a long histo-
ry of working in the South African gold
mines.

Table 1 shows the results of a survey
that was carried out in 1994 in order to
determine the prevalence of occupation-
al lung diseases among Botswanans who
had retired from working in South Afri-
can mines. In view of the high preva-
lence of pneumoconiosis detected in the
survey, and considering the fact that the
silicosis disease process does not stop
after cessation of exposure to silica dust,
the Occupational Health Unit launched
a programme for former miners in 1999.
The programme aims to reach all Bot-

Total n=304

Mean age, years (SD) 56.7 (12.2)

Mean duration of mining work, years (SD) 14.5 (8.2)

Pneumoconiosis >=1/0 ILO 94 (31.0 %)

FEV1/FVC <70% (%) 20.5

Unemployed (%) 48.1

Smokers/Ex-smokers (%) 62.8

History of tuberculosis (%) 26.6

Progressive massive fibrosis (%) 6.8
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would be difficult to convince former
miners to come for examination despite
the possibility that they may have de-
tectable lung disease, because the early
stages of pneumoconioses do not in-
volve any signs or symptoms. When
symptoms finally do appear, they are
easily mistaken to be a manifestation of
AIDS. In consequence, former miners
are distancing themselves from the
former miners’ programme, owing to the
fear that they may be tested for HIV.

The next problem surfaces when
former miners finally decide to present
themselves for medical examination. In
making a diagnosis, one must establish
the former miner’s history of exposure
(which in most cases must be more than
five years of continuous exposure), and
the radiological findings must match the
standards set by the relevant South Af-
rican law or by the ILO. The problem in
proving the long exposure is that most
of the former miners either have lost
their employment records or never spent
more than a few months working in a
mine during any given year.

Under these circumstances, X-ray
findings are considered to be the main-
stay of diagnosis. It is, however, not easy
to rely on radiological findings because
of the high prevalence of pulmonary tu-
berculosis associated with HIV. Miliary
tuberculosis and extensive opacities
caused by advanced tuberculosis often
mask pneumoconiotic lung findings;
such patients have to be put on anti-tu-
berculosis treatment before pneumoco-
niosis can be diagnosed.

Should a former miner die, a post-
mortem examination of the chest organs
provides the most definitive diagnosis.
This method of diagnosis is culturally
unacceptable, however, and family
members require a good deal of coun-
selling before allowing the deceased to
be buried without the chest organs.

Finally, the medical report forms and
the X-rays are sent to the Medical Bu-
reau of Occupational Diseases in the
Republic of South Africa, where they are
reviewed by a certification committee.
When it is certified that a former miner
has pneumoconiosis, the certificate is
posted back to Botswana through the
Occupational Health Unit to the claim-
ant. Enclosed with the certificate are
compensation forms for the claimant to
fill in and return to the Compensation
Commissioner in South Africa. The
Compensation Commissioner then pays
the claimant through the Employment
Bureau of Africa, which is the Botswa-
nan recruiting agency for South African
mines.

As the certification and payment pro-

Dr Nelson Kiama Mwaniki
Public Health Specialist
(Occupational Health)
Ministry of Health
P. Bag 0038
Gaborone
Botswana
E-mail:
kiamamwaniki@yahoo.com

cedure is tortuous, many former miners
who would be eligible for compensation
die before receiving compensation. For
example, out of the 3,358 X-rays and
medical examination forms that were
sent to the Republic of South Africa by
March 2003, only 1,142 replies have
been received. As to these 1,142 replies,
it was concluded that 1,051 former min-
ers were free of pneumoconiosis while
37 were judged to have first-degree sili-
cosis, 15 to have second-degree silico-
sis and 39 to have pulmonary tubercu-
losis. The low rate of verified diagnoses
and the long waiting period before a
claimant receives compensation have
also had a negative impact on commu-
nity participation in the former miners’
programme.

In view of the above difficulties, the
Occupational Health Unit has:
• appointed a programme officer to

oversee the activities of the pro-
gramme for former miners on a full-
time basis

• begun to computerize all former min-
ers’ medical records

• launched a community education
strategy aiming to increase accept-
ance of post-mortem examinations

• together with the help of a pneumo-
coniosis panel, started screening X-
rays so that only X-rays showing
signs of pneumoconiosis are sent to
the Republic of South Africa

• intensified supervisory visits to the
districts in order to ensure that a reg-
ister of former miners is kept and that
“focal persons” are appointed for the
programme

• planned annual meetings of district
focal persons and health managers in
order to discuss any problems and
report progress

• made the issues of the long waiting
period and the complicated payment
procedure encountered with the
South African Medical Bureau of
Occupational Diseases and the South
African Compensation Commission-
er known to the Botswana Ministry
of Health, with a view to a diplomat-
ic solution.
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