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Foreword

The mining sector is a tremendous driver of economic growth in South Africa,
contributing some 8 percent in 2016 to the country’s gross domestic product
(GDP)}, and significantly to its foreign exchange earnings. However, despite the
central role of mining in South Africa’s economy for over 100 years, the associ-
ated health impacts have had a negative effect on mining communities, with
mineworkers in the southern Africa region registering the highest incidence
rates of tuberculosis (TB) of any working population in the world. The govern-
ment of South Africa is committed to supporting a socially inclusive path of
growth and development for the country that expands opportunities in the min-
ing sector, reduces inequality and exclusion, and draws on partnerships charac-
terized by a shared vision, collaboration, and trust. Within this context, the
government has pursued and maintained a range of innovative partnerships with
public and private entities across the region to address the special vulnerability
of mineworkers to TB.

After two years of lobbying and advocacy efforts by the ministers of health of
eSwatini (formerly Swaziland), Lesotho, and South Africa, and the Southern
African Development Community (SADC) Declaration on TB in the Mining
Sector was signed in August 2012. It was a landmark pledge by 15 southern
African heads of state to combat the TB epidemic in the region’s mining sector.
Since the signing of the SADC Declaration, the government of South Africa has
remained committed to working with a broad range of actors—including other
governments, mining companies, civil society, development partners, and for-
mer mineworkers—to tackle the persistent crisis of TB in the mining sector. To
date, several regional strategies for addressing TB have been implemented
successfully.

The Framework for the Harmonized Management of TB in the Mining
Sector,? signed in 2014, has supported ministries of health in eSwatini, Lesotho,
Mozambique, and South Africa, in aligning their standards through a set of
guidelines for disease management. The considerable financial and technical
support provided by regional and international stakeholders—including the
World Bank Group; the Global Fund to Fight AIDS, Tuberculosis and Malaria
(the Global Fund); the Stop TB Partnership; and the U.K. Department for
International Development—has enabled the southern Africa region to pioneer
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innovative models to reduce high rates of TB in the mining sector. In addition,
five gold mining companies, the Chamber of Mines, mining unions, and develop-
ment partners have been working with South Africa’s Departments of Health,
Labour, and Mineral Resources over the past two years to address long-standing
issues related to compensation and medical care for occupational lung diseases
in the mining industry in South Africa. These ongoing commitments not only
reflect the encouraging progress and momentum that have been sustained in
recent years, but also point to areas requiring additional support if we as a region
are to collectively reduce TB in the mining sector in the near future.

In the chapters that follow are five case studies of multisectoral partnerships
that have been implemented through a regional initiative to address TB in the
mining sector in southern Africa over the last six years. Each case study reflects
a unique dimension of the initiative, and, together, the five case studies make a
clear case for strengthening and scaling up cross-border and cross-sector part-
nerships to address a regional crisis of this nature. Recognizing that TB is a dis-
ease that is inextricably linked with poverty, this momentum must also be
leveraged to tackle the social, economic, and political exclusion that continues to
affect mineworkers and mining communities. To this end, further action is
needed, including better compliance with occupational health and safety stan-
dards by mining companies; stronger community health systems and improved
coordination of TB care; greater empowerment and participation of women in
the mining sector; and improved tracking and tracing of former mineworkers
across borders.

It is our hope that the lessons learned and recommendations highlighted in
this book will contribute to a comprehensive long-term solution to TB that will
save more lives, strengthen communities and health systems, and support
economic growth and prosperity for all in the region.

Godfrey Oliphant
Deputy Minister of Mineral Resources
Republic of South Africa

NOTES

1. Statistics South Africa, http://www.statssa.gov.za/publications/P0441/GDP_presenta
tion_Q3_2016.pdf.

2. “This framework for the harmonized management of tuberculosis in the mining sector was
developed by a core team comprising National Tuberculosis Program Managers of Lesotho,
Mozambique, South Africa and Swaziland, the World Bank, and the World Health Organi-
zation. The World Bank convened the process for development of this framework.” See:
https://www.health-e.org.za/wp-content/uploads/2014/04/Hamonization-report.pdf.
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Executive Summary

The magnitude of the threat posed by new and reemerging infectious diseases—
such as the human pandemic influenza (HIN1), the severe acute respiratory
syndrome (SARS), and, more recently, the Ebola virus—has been further exac-
erbated by shifting demographics, climate change, the global movement of
people and products, and a limited public health capacity, among other things.
These public health crises have demonstrated both the significant social, eco-
nomic, and political consequences of infectious diseases on a global scale, and
the need for greater coordination, collaboration, and cooperation among mul-
tiple actors and sectors in order to launch an effective response.

In southern Africa, tuberculosis (TB) remains a major threat, and minework-
ers in the region—Lesotho, Mozambique, South Africa, and eSwatini (formerly
Swaziland)—have among the highest TB incidence rates in the world. This book
highlights the considerable progress and achievements made since 2010 in the
effort to develop a regional platform for addressing TB in the mining sector in
southern Africa. Drawn from years of multisectoral collaboration, high-level
political cooperation, and field implementation, this book provides both policy
makers and practitioners—including task team leaders at the World Bank, gov-
ernment ministries, civil society, and project delivery staff—with insights on how
to design, plan, implement, and sustain a collaborative platform that involves
multiple countries, government departments, sectors, and partners to address a
complex regional health issue. It also offers strategies for replicating successes
and addressing complex health service delivery interventions in other regions of
the world. Furthermore, the efforts described in this book reflect the unified
efforts of multiple actors across a broad range of sectors and showcase how they
have collectively leveraged resources, commitments, and shared skills to tackle
a persistent health issue that has affected the region for over 100 years.

Public health challenges are often inextricably connected to and influenced
by conditions or events in neighboring countries. Collaboration among coun-
tries, especially those within the same subregion, can be a particularly effective
tool for addressing common public health challenges. It can also enable
countries to reach shared public health goals, including mitigating the effects of
infectious disease outbreaks and improving health outcomes. One promising
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way to facilitate cross-border collaboration for health is through multisector
partnerships, also known as cross-sector partnerships. Multisector or cross-
sector partnerships are defined as “initiatives where public-interest entities, pri-
vate sector companies and/or civil society organizations enter into an alliance to
achieve a common practical purpose, pool core competencies, and share risks,
responsibilities, resources, costs and benefits” (Utting and Zamit 2009).
Multisector partnerships can take many forms and serve a variety of purposes.
They can also operate on multiple scales—local, national, regional, or global.

PURPOSE OF THIS BOOK

Tuberculosis Must Fall! A Multisector Partnership to Address TB in Southern
Africa’s Mining Sector presents the key activities, promising practices, and les-
sons learned to date from the innovative multisectoral, multicountry, public-
private Southern Africa TB in the Mining Sector Initiative. This initiative is part
of the South Africa Knowledge Hub, formed in April 2013 by the government of
South Africa in cooperation with the World Bank. The Hub supports the imple-
mentation of development goals by sharing successful examples of service deliv-
ery, formulating solutions to prioritized development challenges, and facilitating
the scaling up and delivery of solutions and lessons learned.

The collection of five case studies on multisector partnerships from the
Southern Africa TB in the Mining Sector Initiative included in this book high-
lights the considerable progress and achievements made since 2010 in the effort
to develop aregional platform for addressing TB in the mining sector in southern
Africa. The case studies not only provide an evidence base for practitioners
working in TB management in the mining sector, but also offer strategies for
replicating successes and addressing complex health service delivery interven-
tions in other regions of the world.

This book examines how a collaborative platform was established and details
the processes through which multiple countries, ministries, sectors, and part-
ners have been brought together to address the varied dimensions of the
epidemic. The primary focus of the case studies is to demonstrate how these
cooperative regional processes—at both the technical and the political level—
have been designed, implemented, managed, and sustained through various
partnerships. The case studies also explore the key challenges and gaps in the
management of TB in the mining sector in order to facilitate better-designed
interventions involving cross-border collaboration, regional planning, and
implementation to complement country-level efforts. Key guiding questions
included:

e How was this broad mandate for regional action by multiple stakeholders
developed?

e What approaches have worked and why?

e What were the main obstacles stakeholders faced when establishing a multi-
sectoral dialogue?

e How were different national realities, capacities, and levels of development
addressed?

e How were conflicts of interest managed and joint solutions developed?

e What results have been achieved?



* How can this model of regional cooperation and cross-border collaboration
be scaled up in these countries or applied to other regional contexts?

The case studies make several contributions to the existing literature on TB
in the mining sector by shedding light on the institutional, policy-making, and
implementation processes through which regional cooperation has been
achieved as well as an unprecedented commitment at the highest possible level
by heads of state of all the Southern African Development Community (SADC)
countries. The studies also offer recommendations and lessons learned for other
countries interested in implementing a harmonized cross-border regional
approach to address complex health issues.

Each of the five case studies represents a different dimension of the problem
of regional collaboration and includes different models of multisectoral partner-
ship within the unique context of TB in the mining sector in southern Africa.
Five broad themes emerged that illustrate good guiding principles, and the evi-
dence for each is presented in the following chapters:

e Chapter 3: Brokering a high-level political commitment examines how high-
level political commitment—along with multisectoral and cross-country
coordination—helped to bring the issue of TB in the mining sector to the
forefront and, in doing so, created a paradigm shift in how this challenge has
been addressed, most notably through the historic signing in August 2012 of
the Southern African Development Community (SADC) Declaration on
Tuberculosis in the Mining Sector by all SADC heads of state.

e Chapter 4: Strengthening technical cooperation summarizes how the SADC
Declaration’s provisions were implemented, including the consultative
process to review national TB guidelines from Lesotho, Mozambique,
South Africa, and eSwatini and the development of the Framework for the
Harmonized Management of Tuberculosis in the Mining Sector. The
framework, which was finalized in March 2014, reflects the remarkable
technical cooperation between the national tuberculosis programs (N'TPs)
of the four countries and other national, regional, and international
partners.

e Chapter 5: Including beneficiary voices in the regional effort describes how
current and former mineworkers in southern Africa, through their mem-
bership organizations, successfully engaged key policy and decision mak-
ers at both the national and regional level and advocated for the inclusion
of their voice, perspective, and needs in the development of TB policies
and practices.

e Chapter 6: Addressing systemic barriers examines the strategies and chal-
lenges associated with effectively delivering services in a coordinated and
integrated effort to serve a population whose needs cross multiple
systems.

e Chapter 7: Developing strategic alliances describes the process of developing a
strategic alliance/partnership among the mining industry, government,
unions, and current and former mineworkers in order to accelerate improve-
ments in mineworkers’ health.

The case studies demonstrate the opportunities and challenges of learning
and working with a cross-section of diverse partners to address a complex,
multidimensional health issue. They also provide an invaluable opportunity to
reflect on the practicalities of regional collaboration in the process of

Executive Summary
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monitoring, tracking, and sharing health information across borders. Key rec-
ommendations for governments, civil society organizations, development part-
ners,and other key stakeholders interested in utilizing multisectoral partnerships
to mobilize action for cross-border or regional health interventions are
the following:

e Recommendation 1: Mobilize stakeholders and resources with a “hot-button”
issue that gives them a reason to act immediately.

e Recommendation 2: Secure political commitment as a catalyzing force at the
very beginning of the process to stimulate action.

e Recommendation 3: Support partnerships and interventions with a robust
business/economic case that reinforces broader health policy initiatives to
enhance the likelihood of success.

e Recommendation 4: Establish partnerships by using existing networks and
building on previous efforts, particularly in the early stages when ongoing
attention, resources, and relationships are required.

e Recommendation 5: Determine appropriate mechanisms and resources to
ensure that beneficiaries can provide leadership, capacity building and coor-
dination support in designing interventions.

e Recommendation 6: Share intelligence with partners in order to support a
more coherent strategy.

e Recommendation 7: Promote and reinforce a culture of measurement, infor-
mation use, and continuous process improvement through high-quality
research.

Despite the achievements made in the Southern Africa TB in the Mining
Sector Initiative and their potential to strengthen TB interventions, critical gaps
remain in addressingbarriers to access, delivery of quality services, and increased
uptake of TB services. Further action is needed, including better compliance by
mining companies with occupational health and safety standards; stronger com-
munity health systems and improved coordination of TB care; greater empower-
ment and participation of women in the mining sector; and improved tracking
and tracing of former mineworkers across borders.

METHODOLOGY

The primary research methods used in the preparation of this book were (1) a
review of key documentation related to TB in the mining sector and (2) inter-
views and discussions with a number of stakeholders, practitioners, beneficia-
ries, and experts from government, business, and civil society. The interviews
were semistructured and included a standard interview questions guide.
However, for each case study flexibility was applied to the question set, depend-
ing on the flow and the focus of each discussion. Interview participants were
selected on the basis of their knowledge of and involvement in the Southern
Africa TB in the Mining Sector Initiative. The interviews were held between
April 2015 and June 2016. Each interview was typically two hours in length and
was primarily conducted in person. When necessary, interviews were also con-
ducted over the phone via web conference.

This book includes feedback and findings from the case study interviews, as
well as from World Bank documents, research, proposals, and project informa-
tion. Analysis of the interviews yielded the five case studies on multistakeholder



partnership and regional collaboration that highlight the unique aspects of the
Southern Africa TB in the Mining Sector Initiative. Although not exhaustive,
the selected case studies showcase a diverse range of partner roles, means, stra-
tegic influence, and various levels of partnership and collaboration among a
range of stakeholders. They also provide a good starting point for analyzing the
risks, opportunities, incentives, and contexts of regional health cooperation that
involves multiple sectors and stakeholders. Although the issues discussed are
relevant to several countries in the southern Africa region (SADC countries),
evidence is primarily drawn from Lesotho, Mozambique, South Africa, and
eSwatini, the four countries in which the initiative was first implemented.

ORGANIZATION OF THIS BOOK

This is divided into three sections. Part I: Background discusses the key concepts
and terms within which the book is situated and provides a summary of the
country contexts and key challenges associated with TB in the mining sector in
southern Africa. Part II: Partnerships in Practice presents the five case studies
drawn from the Southern Africa TB in the Mining Sector Initiative, based on the
five partnership themes identified. Part ITI: Maintaining Momentum discusses
the implications of the initiative and provides some recommendations for the
way forward. Six appendixes provide supplemental information.

REFERENCE

Utting, P., and Ann Zammit. 2009. “United Nations-Business Partnerships: Good Intentions and
Contradictory Agendas.” Journal of Business Ethics 90 (Suppl. 1): 39. https://doi.org/10.1007
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Introduction

The incidence of emerging and reemerging infectious diseases worldwide has
increased in recent years. A disproportionate number of these deaths occur in
low-income countries. New threats such as the severe acute respiratory syn-
drome (SARS) outbreak in 2003 and the human pandemic influenza (HIN1) out-
break in 2009 have demonstrated both how quickly epidemics can cross borders
and the significant social, economic, and political implications they have glob-
ally. More recently, the rapid spread of the Ebola virus in 2014 in West Africa
(Guinea, Liberia, and Sierra Leone) brought renewed attention to the impor-
tance of global health security! and the capacity of countries and regions to effec-
tively prepare for and respond to infectious disease threats. These public health
crises have underscored the well-recognized view that no single country, orga-
nization, or sector can address such challenges alone and that an effective
response must include coordination, collaboration, and cooperation among mul-
tiple actors and sectors.

Global collaboration in infectious disease surveillance is led by the World
Health Organization (WHO), chiefly through its revised International Health
Regulations (2005), alegal framework that aims to support the global community
“to better manage its collective defenses to detect disease events and to respond
to public health risks and emergencies that can have devastating impacts on
human health and economies” (WHO 2016). More recently, the Global Health
Security Agenda (GHSA)? was launched in February 2014 to prevent and miti-
gate infectious disease threats and elevate global health security as a national
and global priority. However, global prevention and control of infectious dis-
eases rely heavily on efforts and actions that take place at the regional, subre-
gional, and, most important, national level. Thus the performance of public
health systems at all levels, including both within and across countries, is vitally
important.
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CROSS-BORDER COLLABORATION FOR HEALTH

Public health challenges are often inextricably connected to and influenced by
conditions or events in neighboring countries. Yet cross-border management of
disease is often driven by national priorities—including national strategic and
operational plans for prevention, response, and treatment. As patient mobility
and health system interconnectedness increase, cross-border cooperation and
collaboration for health becomes even more critical.? This is particularly true for
low-income countries and regions with weak national health systems, already
stretched and constrained by limited human and financial resources, and com-
plex health needs. Furthermore, the multitude of public and private actors—
each with distinct national or institutional motivations, interests, and values—has
prompted demands for a more coherent approach to global health cooperation
(Katz and Fischer 2010).

Cross-border collaboration for health refers to countries working together on
a bilateral or multilateral basis and includes broad areas of cooperation between
health systems and other sectors (Commonwealth Secretariat 2007).
Collaboration among countries, especially those within the same region or sub-
region can be a particularly effective tool for addressing common public health
challenges as well as for reaching shared public health goals, including mitigat-
ing the effects of infectious disease outbreaks and improving health outcomes.
Regional cooperation also promotes greater efficiencies and harmonization of
policies, programs, processes, and systems. Developing and sustaining func-
tional national, regional, and subregional systems and capacities to manage and
respond to public health emergencies is critical not only for large-scale events
but also for the everyday safeguarding of citizens’ health.

Cross-border health initiatives have been implemented in several regions and
subregions across the world. Notably, the United States and Mexico have a rich
history of collaboration on public health issues, including infectious disease out-
breaks and continuity of care for patients with tuberculosis and other key dis-
eases traveling between the two countries (CDC, n.d.). Freedom of movement
across the European Union (EU) has necessitated close collaboration among EU
member countries on a wide range of health issues, including strengthening
health security and minimizing the impact of cross-border health threats2 In the
last decade, regional infectious disease surveillance networks have also been
organized. Many of these networks were established in the 1990s in an effort to
enhance cross-border and national surveillance systems and address similar epi-
demiological profiles across multiple shared borders (Bond et al. 2013). Literature
on the emergence and development of these regional disease surveillance net-
works, such as the Pacific Public Health Surveillance Network, Mekong Basin
Disease Surveillance Network, and East African Integrated Disease Surveillance
Network, has demonstrated that the networks can control cross-border disease
outbreaks at their source. They also add value to global disease detection and
response efforts and support countries seeking to adapt to complex challenges
through multisectoral solutions.

Despite the demonstrated value of cross-border collaboration, working
across borders poses programmatic and administrative challenges.
Collaboration can work to the advantage of each partner, but that is not always
the case, especially given the spectrum of motivations, approaches, and out-
comes pursued. Finding and maintaining the right governance arrangements
among a diverse group of actors, each with different national regulations,



government and institutional capacities, and economic contexts, are perhaps
the most complex tasks for cross-border health collaboration (Frenk and
Moon 2013). So how can cross-border collaboration be encouraged, and under
what circumstances does cross-border collaboration work to the mutual bene-
fit of partners?

THE ROLE OF MULTISECTORAL PARTNERSHIPS

One promising way to facilitate cross-border collaboration for health is through
multisector partnerships (MSPs)—also known as cross-sector partnerships or
multistakeholder partnerships. Since the 1990s, there has been a dramatic
increase in the number of partnerships that span sectors (public, private, and
civil society) to address pressing economic, social, and environmental problems
(Tulder et al. 2016). Austin (2000) labels this type of cross-sector partnering as
the “collaboration paradigm of the 21st century.” Utting and Zamit (2009, 40)
define multisector partnerships as “initiatives where public-interest entities, pri-
vate sector companies and/or civil society organizations enter into an alliance to
achieve a common practical purpose, pool core competencies, and share risks,
responsibilities, resources, costs and benefits.” Hazelwood (2015, 2) notes that
“MSPs span a wide and diverse array of institutional arrangements for expand-
ing collaboration between government, business (and other private sector
actors), civil society and/or UN and other multilateral agencies to address devel-
opment challenges.” Multisector partnerships can take many forms and serve a
variety of purposes. They can also operate on multiple scales—local, national,
regional, or global (Hazelwood 2015).

Along with the exponential growth in the number of multisector partner-
ships has been the increase in the management and policy literature on these
partnerships (Bryson, Crosby, and Stone 2006; Gray and Stites 2013; Hazelwood
2015) and the debates on their roles and effectiveness (Tulder et al. 2016). Studies
have suggested that the comparative advantages of partnerships that include
business, civil society, and government can lead to improvements in the quality
of life of marginalized populations (Pierce 2004). Evidence from the United
States suggests that cross-sector health partnerships may be difficult to imple-
ment and govern for a number of reasons, including varying time horizons, risk
orientations, commitment levels, resources, and decision-making styles among
partnering organizations—but it also points to the advantages of these partner-
ships (Ovseiko et al. 2017). According to Hazelwood (2015), global multistake-
holder partnerships, most notably in the health sector, can have benefits,
including “advancing more integrated, comprehensive and scalable approaches
to poverty eradication and sustainable development; advancing more integrated,
efficient and effective approaches to financing; and providing platforms for
global advocacy and mobilization of civil society around priority poverty eradi-
cation and sustainable development challenges” (Hazelwood 2015, 4).
Meanwhile, research on the experiences and lessons of global MSPs has identi-
fied a number of partnership qualities and conditions that support effective
cross-sectoral collaboration, including having sufficient resources, a common
vision and realistic goals, strong leadership and champions, clear structures and
processes, a broad array of partners, and relationships marked by mutual trust,
respect, and commitment to the cause (Bryson, Crosby, and Stone, 2006; CDC,
n.d.; Hazelwood 2015; Zahner, Olivier, and Siemering 2014).

Introduction
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One of the important lessons that has emerged in the wake of the recent Ebola
crisis is the need for improved coordination, collaboration, and synchronization
among key stakeholders when responding to public health threats (Heymann
etal. 2015). Ebola demonstrated acutely that no individual organization, actor, or
country had on its own the capacity to stage a comprehensive response. Indeed,
the complexity of cross-border health issues requires, among other efforts,
engaging the various actors involved, bringing their diverse contributions
together through an effective partnership model, and being united around a
common vision in order to strengthen health systems, effectively respond to
public health threats, and build resilient communities. Key questions in deter-
mining how to most effectively build and sustain multisector partnerships are
the following:

e What platform is best for engaging with all stakeholders?

e How can the multiplicity of actors and interests be included?

e What tools can be used to bridge divides and overcome barriers to achieve
agreement?

e How can trust among communities and decision makers be built and
maintained?

e How can differing expectations about what might be a desirable outcome be
overcome?

Several ongoing cross-sector, cross-border health initiatives in the southern
Africa region are already generating evidence on effective models of collabora-
tion and partnership that address some of these issues.

THE SOUTHERN AFRICA TB IN THE MINING
SECTOR INITIATIVE

The mining sector plays a significant role in the economic development of south-
ern Africa. South Africa has the largest mining industry in the region; it consists
of over 2,000 mines and contributes about 8 percent of the country’s total gross
domestic product (GDP). In addition, the mining industry in South Africa
employs more than 500,000 mineworkers and has historically relied on migrant
workers from rural areas and surrounding countries. Mineworkers in southern
African countries—Lesotho, Mozambique, South Africa, and eSwatini (formerly
Swaziland)—have among the highest TB incidence rates in the world, with
2,500-3,000 cases reported per 100,000 persons. This incidence is 10 times
higher than the WHO threshold for an epidemic. The mining sector in southern
Africa has been identified as a major hotspot of high TB transmission.
Although much is known about TB in the mining sector in southern Africa,
only recently have stakeholders in the region begun to develop and unite
around a robust, evidence-based solution to the problem. For the past six years,
the World Bank and its collaborating partners have been part of an innovative
broad-based, multisectoral partnership that includes ministries of health and
mineral resources, development partners, multilateral agencies, civil society
organizations, academia, mining unions, and the mining industry. The partner-
ship is driving efforts to catalyze the reduction of TB in the mining sector in
response to a joint call for action from the ministers of health of Lesotho,
South Africa, and eSwatini. This effort led to the signing of the Southern
African Development Community (SADC) Declaration on TB in the Mining



Sector by the SADC heads of state in August 2012 and helped to raise the pro-
file of the issue in the region.

Through the Southern Africa TB in the Mining Sector Initiative, several sig-

nificant achievements have been made in the collective effort to tackle TB in the

mining sector in the region:

Mobilization of political support and policy processes leading to the signing
of the SADC Declaration on TB in the Mining Sector by 15 heads of state in
August 2012

Successful coordination of key stakeholders ranging from government
(health, mines/mineral resources, and labor), private sector, and develop-
ment partners (U.K. Department for International Development, Global
Fund, Stop TB Partnership, International Organization for Migration (IOM),
and U.S. Centers for Disease Control and Prevention), to current and former
mineworkers and their communities, mining companies, mining unions, and
civil society organizations (CSOs). Coordination was carried out through the
regional Project Implementation Committee (PIC), which is a unique collab-
oration that brings on board diverse expertise to address this century-old
problem.

Development of a framework for harmonized management of TB in the min-
ing sector that ensures that TB patients in the mining sector, regardless of the
country in which they work, receive the same treatment. Over 130 health care
workers have been trained in Lesotho, Mozambique, South Africa, and
eSwatini. The framework was also disseminated in Malawi and Zimbabwe.
Improved targeting of TB services in Lesotho, South Africa, and eSwatini
through a detailed geospatial mapping survey

Development of a regional database for tracking patients and a referral
system

Establishment of one-stop service centers (OSSCs) in South Africa to
improve access to much-needed health care and compensation services
for those eligible

Review of mine health legislation to improve workplace conditions to prevent
TB and silicosis and improve access to occupational health services (see
appendix E for a report on occupational health services delivery).

During 2015-16, efforts to mobilize resources to scale up the response to TB

in the mining sector in the southern Africa region gained momentum and

resulted in the following:

The government of South Africa launched a major initiative (US$100 million)
to compensate former mineworkers with compensable lung diseases. A cam-
paign to track and trace former mineworkers intensified, and about 100,000
former mineworkers have been flagged on the database as eligible for
compensation.

The Global Fund provided resources to scale up the regional Southern Africa
TB in the Mining Sector Initiative from 6 to 10 countries. As coordinated by
the World Bank, 10 countries in the southern Africa region will be able to
access US$30 million from the Global Fund over the next two years. This
arrangement is expected to scale up transformative interventions across the
SADC region.

The World Bank is implementing a regional project at a total cost of
$120 million to help strengthen health systems, diagnostic capacity,

Introduction
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policy and legislation, and TB treatment in southern Africa. So far, four
countries—Lesotho, Malawi, Mozambique, and Zambia—are participating in
this regional project.

* Mining companies in South Africa have increased resources for TB and occu-
pational diseases and launched programs to screen, test, and treat minework-
ers. They have also piloted the screening and testing of former mineworkers
in selected labor-sending areas.

Building on ongoing national efforts and momentum, the Southern Africa
TB in the Mining Sector Initiative has advanced an innovative approach to
addressing a century-old challenge. Notable in this approach is the role that
multisectoral partnerships have played in bringing together a broad range of
stakeholders to develop a common vision, identify areas of opportunity and
constraint, bridge divides between sectors and systems, and facilitate the
implementation of measures to improve the delivery of TB services to mine-
workers across the region. Distilling the lessons learned from this initiative
provides an invaluable opportunity to apply them not only to the TB epidemic
but also to other global public health threats and broader efforts to strengthen
health systems.

NOTES

1. WHO (2007) defines global health security as the activities required, both proactive and
reactive, to minimize vulnerability to acute public health events that endanger the collec-
tive health of populations living across geographical regions and international boundaries.
Global Health Security Agenda, https://www.ghsagenda.orgy/.

3. Expert Panel on Effective ways of Investing in Health, https://ec.europa.eu/health /expert
_panel/sites/expertpanel/files/009_crossborder_cooperation_en.pdf.

4. European Health Parliament, http://www.healthparliament.eu/documents/10184,/0
/EHP_papers_CROSSBORDERHEALTHTHREATS.pdf/fd4922e2-011e-489¢-8896
-de8a7cb39eb7.

5. World Bank, https://blogsworldbank.org/health/regional-disease-surveillance-globalized
-world.
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Context of TB in the Mining

Sector of Southern Africa

GLOBAL AND REGIONAL TB/HIV SITUATION

Despite major advances in prevention, diagnosis, and treatment—including a
47 percent reduction in global tuberculosis (TB) mortality since 1990—TB
remains a leading cause of death worldwide (WHO 2015). In 2014 alone, more
than 1.5 million people died from TB: 890,000 men, 480,000 women, and
140,000 children (WHO 2015). According to UNAIDS (2015), by end of 2014,
36.9 million people worldwide were living with the human immunodeficiency
virus (HIV). Although tuberculosis-related deaths in people living with HIV
have fallen by 32 percent since 2004, TB remains the leading cause of death
among people living with HIV, accounting for around one in three acquired
immune deficiency syndrome (AIDS)-related deaths. In 2014 the percentage
of identified HIV-positive tuberculosis patients who started or continued
antiretroviral therapy (ART) reached 77 percent.

The southern Africa region has a particularly high burden of infectious
disease. It has experienced the severest HIV epidemic in the world, and five
countries in the Southern African Development Community (SADC) have been
identified by the World Health Organization (WHO) as among the 22 global TB
high-burden countries (WHO 2015). Boxes 2.1- 2.4 present brief country health
profiles for the four countries that have implemented the Southern Africa TB in
the Mining Sector Initiative.

eSwatini

eSwatini (formerly Swaziland), located in southern with an estimated 63 percent of the country’s 1.25 mil-

Africa, is bordered by South Africa and Mozambique. lion people living below the poverty line.

High poverty rates and high levels of inequality remain Poverty is associated with the country’s high
formidable challenges to the country’s development, burden of communicable diseases. The severe

continued
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Box 2.1, continued

impact of the HIV/AIDS epidemic is a reflection of
the country’s HIV prevalence rate of 31 percent,
which is the highest in the world, and its low life
expectancy of approximately 49 years. In addition,
eSwatini has one of the highest per capita burdens
of TB globally. WHO’s Global Tuberculosis Report
2014 estimated TB incidence at 1,382 per 100,000

persons, with 80 percent of TB patients coinfected
with HIV. HIV and TB together account for a third
of deaths in the country. In 2010 TB was declared an
emergency in eSwatini. Although the notification
rates for drug-susceptible TB have been on the
decline since 2010, multidrug-resistant TB is on
the rise.

Sources: World Bank Statistics (Swaziland Country Profile); WHO Statistics, http://wwwwho.int/countries/swz/en/; WHO 2014; Ministry of

Health, Swaziland 2015.

Lesotho

Lesotho is a small mountainous country with a pop-
ulation of about 2 million people. It is landlocked by
South Africa. Although the country enjoys a rela-
tively stable multiparty democracy, it is economically
resource-poor and experiences high levels of
poverty.

Lesotho faces extraordinary public health chal-
lenges, including recent increases in the burden of
noncommunicable diseases and a high burden of
communicable diseases. HIV has taken its toll,
with HIV prevalence remaining persistently high
at over 23 percent of the adult population. The
country’s HIV/AIDS epidemic is presumably
the leading cause of the low life expectancy

(50 years). Lesotho also has a growing epidemic of
MDR-TB, with a TB incidence estimated at
788 cases per 100,000 persons, and high TB/HIV
coinfection rates.

Addressing the impact of these dual epidemics has put
a considerable strain on the health care system, and cov-
erage of essential public health services is low. Major bar-
riers to effective scale-up and delivery of health
services—and HIV/AIDS and TB interventions in
particular—include limited infrastructure, an acute
shortage of health staff, weak public health institutions,
outdated health legislation, weak health systems, inequal-
ities and inequities in service delivery, and a difficult
terrain with locational disadvantages of health facilities.

Sources: World Bank Statistics (Lesotho Country Profile); WHO Statistics, http://www.who.int/countries/Iso/en/.

Mozambique

Mozambique is a predominantly rural country of
approximately 28 million people (2016). This southern
African country is one of the poorest in the world,
ranking 180 out of 188 countries in level of develop-
ment according to the Human Development Index.
Over 60 percent of Mozambique’s population lives in

rural areas with limited access to health services.
National HIV prevalence is 11.5 percent, with a
significant variation across regions ranging from
25.1 percent in southern provinces to 3.7 percent in
northern provinces. With an estimated incidence rate
of 551 per 100,000 persons in 2017 and a prevalence of

continued
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Box 2.3, continued

546 per 100,000 persons in 2015, Mozambique is one
of the world’s 22 high TB burden countries. Like other
countries in the region, HIV infection has been a
major driver of the increase in TB notifications, and
mobile and migrant workers such as mineworkers and
agricultural workers and truck drivers operating

Context of TB in the Mining Sector of Southern Africa

between ports in Mozambique and neighboring coun-
tries are among the most vulnerable populations for
both HIV and TB transmission. Key health system
weaknesses include a severe shortage of health work-
ers and limited funding and infrastructure across the
health sector.

Sources: UNDP (2015); World Bank Statistics (Mozambique Country Profile); Lebina et al. (2013); WHO (2017); WHO Statistics, http://www

who.int/countries/moz/en/; http://www.tbfacts.org/tb-statistics/.

South Africa

South Africa is a middle-income country of approxi-
mately 54 million people. Despite its middle-income
status (high level of economic stability) and high
health expenditure, South Africa has a substantial
burden of disease, and the country’s health outcomes
remain persistently poor. After a dramatic fall from
62 years in 1992 to 53 years in 2010, life expectancy
recovered to 62 years in 2014 largely because of the
rapid expansion of the national ART program.

Key health challenges include HIV/AIDS, TB,
poverty-related illnesses, and a growing burden of
noncommunicable diseases. The major challenge of
health inequality has left the poor particularly vulner-
able, and the country’s high HIV/AIDS and TB infec-
tion rates have severely strained an already complex
and fragmented health system. WHO estimates

indicate that South Africa’s TB burden is the third-
highest in the world (0.4-0.59 million), after India
(2.0-2.5 million) and China (0.9-1.2 million). In South
Africa, certain populations, notably migrants and
mobile workers, experience higher levels of infection.
HIV is driving the TB epidemic, with more than 70
percent of TB patients also living with HIV. The TB
epidemic is further compounded by the emergence of
multidrug-resistant TB (MDR-TB) and extensively
drug-resistant TB (XDR-TB).

Other key challenges in the health care system
include inadequate health infrastructure, insuffi-
cient human resources, uneven public service deliv-
ery, lack of access to basic services, and high levels
of economic inequality, gender inequality, and
marginalization.

Sources: World Bank Statistics (South Africa Country Profile); SANAC (n.d.).

THE MINING SECTOR AND TB IN SOUTHERN AFRICA

Migrant populations are among the most vulnerable to emerging and reemerging
infectious diseases (Knobler et al. 2006, 22). In southern Africa, migrant mining
workers face an extraordinary burden of risk for silicosis, TB, and HIV/AIDS
(Rosenstock, Cullen, and Fingerhut 2006). Both the HIV and TB epidemics in
the southern Africa region have been amplified by the mining sector and the
large-scale cross-border movement of mineworkers to and from labor-sending
areas and their home communities (Stuckler, Basu, and McKee 2010).
Consequently, in countries such as South Africa, the half a million mineworkers
employed in 2,000 mines and quarries across the country—approximately
40 percent of whom are from eSwatini, Lesotho, and Mozambique—have the
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highest TB incidence in the world: an estimated 2,500-3,000 per 100,000 persons
are infected, compared with 834 per 100,000 persons in the general population
(Lebina et al. 2013). This situation is further complicated by the emergence of
drug-resistant strains of TB, including multidrug-resistant and extensively
drug-resistant TB in the subregion. In part because of the high incidence of TB
in the mines, South Africa accounts for 30 percent of the estimated global num-
ber of incident cases of TB/HIV coinfection—approximately 71 percent of the
country’s HIV patients, many of them in mining communities, are coinfected
with TB. These astonishingly high rates of disease found among mineworkers in
southern Africa are linked to a number of social and economic determinants.

HISTORICAL CONTEXT OF MINING IN SOUTH AFRICA

Dating back to the late 19th century, South Africa’s long history of mining has
supported the country’s economic growth and development. But the mining sec-
tor has also contributed significantly to the incidence of silicosis and tuberculo-
sis among mineworkers. Working environments characterized by poor
ventilation, high levels of silica exposure, overcrowded housing, and lack of
access to appropriate health services have created a breeding ground for com-
municable diseases and facilitated the spread of tuberculosis, especially among
black mineworkers (Stuckler, Basu, and McKee 2010). These circumstances
have been compounded by a legacy of racial differentiation in workers’ rights
and benefits (Ehrlich 2012). Compensation for mineworkers with occupational
lung disease was first legislated through the Miner’s Phthisis Allowance Act of
1911. Subsequent legislation (table 2.1) reflected the ongoing racial inequities,
including differences in medical examinations whereby white mineworkers
accessed examinations at the Medical Bureau for Occupational Diseases (MBOD)
in central Johannesburg or at one of the sub-bureaus (Welkom and Witbank)
located near the gold mines and coal mines, whereas black mineworkers were
examined at the Employment Bureau of Africa (TEBA) offices or mines, where
many diseases were missed or not routinely reported to the MBOD.

There was also a 12:1 gap in the amount of compensation paid white and black
mineworkers, and different forms of compensation were paid to mineworkers
suffering from occupational disease—that is, pension payments for white claim-
ants versus differentiated lump sum payments for black claimants (Ehrlich 2012;
Nelson 2013). Furthermore, a dual and uneven system of occupational

TABLE 2.1 Legislation governing mineworkers’ health and safety, South Africa

LEGISLATION

FUNCTION ENFORCEMENT AGENCY

Occupational Health and Safety Act (OHSA),
1993

Ensures a healthy and safe environment in all Department of Labour
workplaces other than mining

Compensation for Occupational Injuries and
Diseases Act (COIDA), 1993

Provides for medical coverage and compensation  Department of Labour
for occupational injuries or diseases in all

workplaces, but excludes lung diseases from

mining

Mine Health and Safety Act (MHSA), 1996

Ensures a healthy and safe environment in the Department of Mineral Resources
mining sector

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

Provides for compensation of occupational lung Department of Health
diseases in controlled mines and quarries

Source: Adapted from Elloker et al. (2012, 71).
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compensation evolved in South Africa—one for mineworkers’ lung diseases
under the Occupational Diseases in Mines and Works Act, 1973, and one for all
other injuries and diseases in all occupations under the Compensation for
Occupational Injuries and Diseases Act (COIDA), 1993 (Naidoo 2013). This com-
plex system, which essentially created differential benefits for the same occupa-
tional lung disease such as silicosis, depending on whether it was acquired
through mining or industrial work, has resulted in inferior compensation and
benefits for mineworkers (Ehrlich 2012; Naidoo 2013). Meanwhile, the system
remains complex and difficult to navigate for mineworkers, and for many it has
been a significant barrier to accessing compensation (Naidoo 2013). As a result
of these challenges, many observers argue that the high disease burden pro-
duced within the context of South Africa’s mining industry has been a prevent-
able and neglected epidemic (Roberts 2009).

OCCUPATIONAL HEALTH AND ENVIRONMENTAL
CHALLENGES

Despite significant research on the effects of exposure to silica and the fact that
silicosis is preventable, the disease remains a serious threat to mineworkers
around the world. This threat is especially evident in developing countries,
where job safety and health regulations can be difficult to enforce and poor occu-
pational health standards expose workers to work-related sickness, disease, and
injury. TB rates in the mining sector in southern Africa are particularly high
because of a convergence of occupational, environmental, and lifestyle-related
risk factors. These include:

e Exposure to silica dust. This exposure increases the risk of pulmonary TB and
silicosis, particularly among gold mineworkers. Between 18 percent and
31 percent of gold mineworkers in South Africa and Botswana have scarring
lesions characteristic of silicosis, which means that such mineworkers have a
threefold higher risk of pulmonary TB than those without silicosis (Basu et al.
2009).

e Living conditions. Most mineworkers in South Africa live in congested hos-
tels, although conditions have been improving since 1994. Cramped living
conditions are highly conducive to TB infection as well as recurrent TB.
A survey of a cohort of 600 gold and platinum mineworkers in South Africa
found a rate of recurrent TB of about 8 per 100 person-years compared with
half this rate or less in the general population. Sixty-nine percent of the recur-
rent cases were attributable to reinfection rather than relapse (Charalambous
etal. 2008).

e Migration and HIV. Because of lifestyles brought on by long absences from
home, mineworkers and their families are highly vulnerable to HIV infection
(Corno and de Walque 2012), which leads in turn to higher levels of TB/HIV
comorbidity among mineworkers. For example, a retrospective cohort study
in four mines in South Africa found that the incidence rates of new pulmo-
nary TB among male mineworkers were 0.75 cases per 100 person-years at
risk (PYAR) in HIV-negative males and 3.7 cases per 100 PYAR in HIV-
positive males (Glynn et al. 2008).

e Mobility and TB. The TB risk in mines also affects families because mine-
workers with TB risk can transmit the disease to their family members.
Furthermore, the migration of mineworkers across borders, within a country,

15



16

TUBERCULOSIS MUST FALL!

and across countries has turned TB in the mining sector into a complex
regional problem. High rates of TB have been reported among former mine-
workers living in eSwatini, Lesotho, and Mozambique. A recent tracking
survey in eSwatini found that of 251 former mineworkers, 38 showed symp-
toms of TB and 12 were found to have active TB. The study also revealed that
former mineworkers had high rates of MDR-TB and XDR-TB

HEALTH SYSTEM CHALLENGES

Southern African countries—eSwatini, Lesotho, Mozambique, and South Africa
in particular—face substantial challenges in the systems that deliver health
services to mineworkers. Health services in the mining sector are provided by
mining companies and the public health system. The mining companies, which
are mainly in South Africa, provide their employees with coverage for TB and
HIV. However, mineworkers in small and medium mines, contract mineworkers,
former mineworkers, families of current and former mineworkers, and commu-
nities around the mines and those in labor-sending areas generally do not have
access to mine health facilities. They must access both TB and HIV services in
public health systems, which are ill-equipped to deal with the complex needs of
these special groups.

In South Africa, regulations require that former mineworkers be screened for
TB, silicosis, and other occupational health diseases every other year, and those
found positive are expected to be linked to the mineworkers’ compensation
scheme. However, only a few health facilities have the capacity to do this, and the
number of trained occupational health professionals in the region is very low.
It is therefore difficult to provide current and former mineworkers in the region
with comprehensive occupational health interventions. The families of current
and former mineworkers are further exposed to TB infection because mine-
workers may be reluctant to reveal their TB status. Control of TB transmission
in southern Africa is also constrained by limited data on current and former
mineworkers and the limited capacities of individual country health systems to
effectively prevent, monitor, detect, and rapidly respond to cross-border trans-
mission of the disease.

NOTE

1. Tracking survey conducted by Swaziland’s Ministry of Health and URC Swaziland
(Dr. Themba Dlamini and Dr. Marianne Calnan), June 7, 2013.
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Partnerships in
Practice

The following case studies result from a comprehensive
effort to identify good practices in cross-border (regional)
collaboration within the unique context of tuberculosis (TB)
in the mining sector of southern Africa. Although all the case
studies are drawn from a single initiative to address TB in the
mining sector in southern Africa, each represents a different
dimension of the problem and includes a different model of
partnership. The case studies presented also provide overar-
ching lessons learned to date and some cross-cutting recom-
mendations for strengthening regional health collaboration
through multisectoral partnerships.

During a review of these case studies, five broad themes
emerged that illustrate good guiding principles, and the evi-
dence for each is presented in the following chapters:

* Brokering high-level political commitment
e Strengthening technical cooperation

e Building inclusive engagement platforms

e Addressing systemic barriers

¢ Developing strategic alliances.






Brokering a High-Level Political
Commitment to Drive the TB

Agenda Forward

The issue of tuberculosis (TB) in the mining sector of southern Africa has per-
sisted for over 100 years. However, recent efforts to develop and sustain an
effective response through innovative and dynamic partnerships have marked
a fundamental shift in the management of TB in the mining sector, a key driver
of economic growth in the region. Through the South Africa Knowledge Hub,
the World Bank has played a catalytic role in convening key stakeholders among
the public, private, and civil society sectors in eSwatini (formerly Swaziland),
Lesotho, Mozambique, and South Africa to ensure that a framework is in place
to drive the TB agenda forward.

How were the necessary political and policy processes mobilized to achieve
and sustain this momentum? How much and what type of engagement were
needed? What were the outcomes of this engagement? This case study summa-
rizes how a high-level political commitment—along with multisectoral and
cross-country coordination—has helped to bring the issue of TB in the mining
sector to the forefront and in so doing has created a paradigm shift in how this
challenge has been addressed.

INITIAL SITUATION

Because of the magnitude and complexity of factors associated with TB in the
mining sector in southern Africa, no organization or actor working alone is
equipped to address the issue effectively. A cross-border response to TB involves
policy, programmatic, and service delivery considerations, and the success of
these efforts largely depends on establishing effective coordination and imple-
mentation mechanisms (partnerships) among mines, communities, and
countries, including departments and ministries of health, mineral resources,
finance, and labor; mining companies; civil society organizations; and develop-
ment partners.

A major shortcoming in the management of TB in the mining sector in the
southern Africa region was the lack of effective coordination and collaboration
among key actors, including the governments of the mineworkers’ various
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countries of origin, the mining sector, mineworkers’ associations, and donors.
A coordinated and comprehensive regional strategy to ensure TB prevention,
diagnosis, treatment, and care across the four countries was not in place. Limited
collaboration, coupled with tensions about the roles and responsibilities of
South Africa’s Department of Mineral Resources (DMR), National Department
of Health (DoH), and mining sector stalled the implementation of a harmonized
response. In addition, limited access to information and knowledge about the
availability and quality of TB services in mineworkers’ countries of origin and
the lack of tracking and tracing across borders resulted in fragmented service
provision. Consequently, the complex cross-border dimensions of the disease
remained largely unaddressed.

KEY STRATEGIES

The Southern Africa TB in the Mining Sector Initiative was launched in 2010
with a World Bank-supported study that examined the scope of TB prevalence
in South Africa. This study, initially developed to gain more insight into the
country’s key health challenges, revealed the disproportionate impact of TB on
the mining sector, where current and former mineworkers and peri-mining
communities appeared to be the most heavily affected. At the request of the
South African government, the World Bank initiated a process to better under-
stand the drivers of TB in the mining sector and to explore ways in which it could
leverage its comparative advantages to give new impetus to an issue that had
persisted for over a century. Descriptions of the key strategies follow.

Building the evidence base

A 2010 study commissioned by South Africa’s Department of Mineral Resources
and conducted by South Africa’s National Institute of Occupational Health
(NIOH), with support from the World Bank, highlighted the burden of TB and
TB/HIV (human immunodeficiency virus) in the mining sector in Botswana,
eSwatini, Lesotho, and Namibia. The study revealed TB hotspots in mining
communities across the four countries and identified huge disparities in the pro-
vision of industry health services. Within this context, the World Bank, working
with the Stop TB Partnership and other partners, initiated a comprehensive
effort to develop an effective regional solution, with the goal of reversing the rise
of TB rates.

Gaining an expert consensus

In September 2010, the World Bank and South Africa’s Departments of Health
and Mineral Resources held the International Expert Consensus Meeting on TB
in the Mining Sector to share findings from the NIOH study, synthesize existing
evidence about the extent of the problem, and define a list of evidence-based
interventions and best practice examples from around the world. The conclu-
sions were presented to the Stop TB Partnership Coordinating Board in
Johannesburg in October 2010, resulting in a joint call for action on TB in the
mining sector by the health ministers of eSwatini, Lesotho, and South Africa.
By bringing together national and international TB/HIV experts and practi-
tioners, policy makers, implementing agencies, donors, and governments,
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the expert meeting provided an opportunity to talk openly about the current
status of the dual epidemic in the mining sector, review national and interna-
tional guidelines and policies, and reach a consensus on the best strategies for
effectively scaling up comprehensive, integrated HIV and TB services in the
mining sector. The meeting also stimulated dialogue among representatives of
the public and private spheres, civil society, and national stakeholders working
on TB and laid the groundwork for joint commitment and action.

Facilitating high-level political dialogue

The World Bank leveraged its convening power and relationships to facilitate
negotiations and deliberations at the highest levels of government. The priority
given to TB in the mining sector by the health ministers of eSwatini, Lesotho,
Mozambique, and South Africa led to discussions at the Southern African
Development Community (SADC) health ministers’ meeting in November
2011. At that meeting, the SADC Secretariat decided to hold an extraordinary
meeting of SADC health and labor ministers in 2012 to formulate a draft
Declaration on TB in the Mining Sector. The draft document was developed
with technical support from the World Bank, Stop TB Partnership, International
Organization for Migration (IOM), and representatives of eSwatini, Lesotho,
Mozambique, and South Africa. The mobilization of these political and policy
processes culminated in the historic signing of the SADC Declaration on TB in
the Mining Sector by all SADC heads of state in August 2012. The declaration
recognized the special vulnerability of mineworkers and their communities to
TB and identified the important steps needed to reduce risks and improve
services.

Establishing a framework for stakeholder engagement and
implementing a regional action plan

Establishing a cooperation framework for joint planning, information shar-
ing, policy development, and service provision was a key strategy for building
cross-sector capacity and networks and pooling the resources and expertise
required to deal effectively with both country-specific and regional issues.
The World Bank supported the establishment of a regional mechanism to
operationalize the TB in the mining sector agenda in the four countries.
A Project Implementation Committee (PIC) was established in 2013, com-
posed of technical representatives of each country’s ministry of health,
representatives of the departments of mineral resources and labor in all four
countries, development partners—the World Bank, U.K. Department for
International Development, International Organization for Migration, and
Stop TB Partnership—and civil society (international nongovernmental
organizations, research institutions, labor unions, and mineworkers’ associ-
ations). As noted, PIC was established to operationalize the efforts to combat
TB in the mining sector in the four countries. Its main role was to provide
technical coordination and ensure effective networking and sharing of infor-
mation and knowledge about TB in the mining sector. In addition, a TB ser-
vice delivery model was developed in 2013 to provide a platform for
coordinating multiple actors addressing TB in the mining sector across the
four countries. PIC hosted policy dialogue meetings that brought together
the multiple stakeholders.
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PROGRESS AND RESULTS

In the collective effort to tackle TB in the mining sector in the region, partner-
ships, especially among institutional partners such as departments of mineral

resources, labor, and health, have been strengthened and consolidated. The
increased visibility of the issue has not only led to better cooperation among key
actors, but also has increased the pool of funding available for the implementa-
tion of critical TB interventions. The key achievements are the following:

Increased funding opportunities

Development Grant Facility of US$6 million from 2014 to 2016

Preparation of a $120 million World Bank Group regional project to scale up
TB prevention and treatment in the mining sector in four SADC countries:
eSwatini, Lesotho, and Malawi, and Mozambique

A US$30 million Global Fund two-year pilot grant, with increased funding
over time, to scale up the TB response in 10 countries: Botswana, eSwatini,
Lesotho, Malawi, Mozambique, Namibia, South Africa, Tanzania, Zambia,
and Zimbabwe

A £2 million grant from the U.K. Department for International Development
to support the regional response to TB in the mining sector

Enhanced political, policy, and technical-level
partnerships and collaboration

A multicountry and multisector political consensus was achieved for the first
time in August 2012 in the ground-breaking declaration by the heads of state
of the Southern African Development Community. The declaration empha-
sized the urgent need to eradicate TB in the mining sector. The declaration
also set the stage for policy changes at the national level and greater collabo-
ration among countries and sectors, all of which are essential to take the fight
against TB to the next level.

Consultations with technical expertsled to the development of the Framework
for the Harmonized Management of Tuberculosis in the Mining Sector,
which was signed in March 2014. The framework harmonizes treatment,
prevention, diagnosis, and referral across countries.

Private sector engagement has been enhanced through a collaborative initia-
tive launched by five mining companies aimed at finding a comprehensive,
fair, and sustainable solution to the problem of occupational lung disease in
the gold mining industry in South Africa.

Increased knowledge generation

An economic analysis of TB in the mining sector was funded by the World Bank
in 2013. It has provided data on the economic benefits of TB control, estimated
the return on investment, and recommended high-impact interventions that
maximize investment in TB control in the mining sector in eSwatini, Lesotho,
Mozambique, and South Africa. This study was one of the key data sources that
informed the development of the TB service delivery model.

Geospatial mapping of current and former mineworkers and their families in
eSwatini, Lesotho, and South Africa was conducted in 2014, and it has pro-
vided data on the size and distribution of the key populations as well as the
availability of health facilities in those areas.
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LESSONS LEARNED

Enlarge the political space to create greater demand for
collaborative action

One of the key success factors of this initiative was the World Bank’s ability to
convene high-level political leadership and provide technical guidance. Through
various forums for high-level multistakeholder political and policy dialogue,! the
Bank played a significant leadership role in ensuring that TB in the mining sector
gained a prominent position on the regional (SADC) agenda. Launching a
focused and robust agenda that included multiple opportunities for participa-
tion, feedback, and reflection created greater demand for action and led to sig-
nificant political responses, most notably through the signing of the historic
SADC Declaration.

Utilize partnerships to build bridges between diverse
stakeholders and address gaps in governance, participation,
and implementation

Multistakeholder partnerships can do much to advance the development of
a holistic and cohesive cooperation framework—one that will harness part-
ners’ synergies and produce more transformative outcomes. By exerting its
influence as a partnership broker, the World Bank was able to convene a
wide range of institutional actors at both the national and regional level,
including government departments, international nongovernmental
organizations, international experts, the private sector, and civil society.
Multistakeholder platforms such as PIC provide an opportunity for
connecting and cross-fertilizing the various sectors, increasing access to
international knowledge and expertise, and strengthening coordination and
collaboration. These opportunities have served as a starting point for dis-
cussion and reflection around the current state of TB in the mining sector
across the four countries and have been instrumental in building momen-
tum and sustaining investments.

Develop a unified strategic approach

The complexity and magnitude of trying to harmonize approaches and stan-
dards across countries, health systems, and sectors cannot be underestimated.
A key challenge in this initiative was integrating multiple country priorities and
expectations. Another challenge was managing varying levels of commitment
and capacity among partners. The World Bank fostered a shared sense of pur-
pose and trust among partners by using a structured strategic approach that
included frequent national- and regional-level consultations, open discussions,
regular opportunities to address and reframe conflicts, and mechanisms for
making, tracking, and keeping stakeholder commitments such as PIC. This
approach resulted in

e More clearly defined roles and responsibilities and effective regional
management of TB in the mining sector

» Better problem resolution among key stakeholders

» Greater access to experts and resources

e Greater political support and commitment.
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CONCLUSION

Within a relatively short time frame, the Southern Africa TB in the Mining
Sector Initiative has made significant contributions to addressing the persistent
challenge of TB in the mining sector and has paved the way for an innovative
approach to regional health interventions. Focusing on action by consensus, the
initiative has showcased the successes and challenges of building and sustain-
ing multisectoral, multicountry, public-private partnerships and developing a
truly regional approach to cross-border disease management. Alongside the
ultimate goal of reducing the burden of TB in mining communites, a lasting
legacy of the initiative will be the synergies that have been created among mul-
tiple governments, multiple sectors—health, mineral, labor, finance, private
sector, civil society—and mineworking communities. These achievements, and
the learning that has been applied throughout the initiative, are a sound basis
for continued action and commitment. Continuity of effort and sustained
investment in the regional partnership are needed to build on the gains that
have been made over the past five years and to meet the needs of mineworkers
over the long term.

NOTE

1. Examples are the International Expert Consensus Meeting; the high-level meetings
between the ministers of health of Lesotho and eSwatini, and the World Bank; the SADC
Stakeholders’ Consultation on TB in Mining Sector; and the extraordinary meeting of
SADC health and labor ministers.



Strengthening Technical

Cooperation for Cross-Border

TB Management

As described in chapter 3, in August 2012 the heads of state of the Southern
Africa Development Community (SADC) countries signed the SADC Declaration
on TB in the Mining Sector. The declaration recognized the elevated risk of
tuberculosis (TB) among mineworkers in the region and established SADC’s
commitment to “moving towards a vision of zero new infections, zero stigma and
discrimination, and zero deaths resulting from TB, HIV, Silicosis, and other
occupational respiratory diseases.” Following the signing of the declaration, the
governments of eSwatini, Lesotho, Mozambique, and South Africa requested
support from the World Bank and the World Health Organization (WHO) to
facilitate implementation of the declaration’s provisions, including the develop-
ment of a TB management framework that would harmonize treatment, preven-
tion, diagnosis, and referral services across the four countries.

In 2013 the World Bank initiated a consultative process to review the national
TB guidelines of eSwatini, Lesotho, Mozambique, and South Africa, and to
develop a set of harmonized management guidelines to standardize TB treat-
ment, care, and service provision for mineworkers. This process resulted in
developmentofthe Framework for the Harmonized Managementof Tuberculosis
in the Mining Sector, which was finalized in March 2014 (see the overview in
appendix B). The framework reflects a remarkable process of technical cooper-
ation between the national tuberculosis programs (NTPs) of the four countries
and other national, regional, and international partners.

Developed through extensive consultation and interagency review, the
framework is intended to complement the various national TB management
guidelines and tools of eSwatini, Lesotho, Mozambique, and South Africa, and
facilitate increased collaboration that complies with WHO-recommended
minimum standards for TB care. Specifically, the harmonized management
framework:

e Complements national TB strategic plans
* Addresses TB management for current and former mineworkers, communi-
ties around mines, and labor-sending communities
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e Highlights the roles and responsibilities of key stakeholders in TB
management

e Outlines a mechanism for coordination of institutions in the relevant
countries.

What does it take to build greater synergies across and within national bor-
ders, drive technical cooperation forward, and effectively harmonize approaches
for the management of a complex regional health intervention? This case study
summarizes how technical cooperation was successfully leveraged to support
and address the planning, development, and delivery of TB services across the
four partner countries.

INITIAL SITUATION

Weaknesses in treatment, case management, infection control, diagnostic capac-
ities, and overall health systems are some of the key challenges in addressing TB
in mineworkers in the southern Africa region. The frequent movement of mine-
workers both across and within national borders increases the risk of poor adher-
ence to treatment, interrupted treatment, loss to follow-up, and treatment failure.
Meanwhile, the absence of policies to specifically address the unique dynamics of
highly mobile populations has resulted in fragmented TB service delivery.
Mineworkers who start treatment in one country often struggle to continue
care at their destination point, particularly if the interventions prescribed by
physicians in these contexts vary from that of the countries where the minework-
ers initiated treatment. Although the TB treatment guidelines of the four coun-
tries are in compliance with WHO recommendations, there is no mechanism for
cross-border management and referral. Also, linkages and referral systems
between national tuberculosis programs in the region are limited. Consequently,
a framework for the harmonized prevention, diagnosis, treatment, and care of
TB and related conditions was a requisite in enhancing the delivery of essential
services to mineworkers within countries and particularly across borders.

KEY STRATEGIES

In order to address some of the fundamental challenges in provision of TB health
services to mineworkers—particularly high treatment default rates, low cure rates,
and development of resistant strains of TB—the World Bank and WHO launched
a joint program aimed at harmonizing the management of TB among current and
former mineworkers and affected communities from the four high-risk countries:
Lesotho, Mozambique, South Africa, and eSwatini. The process of preparing the
harmonized management framework was participatory and inclusive and involved
extended consultations validated by key stakeholders. The key strategies
involved in reaching a technical consensus and creating the framework for harmo-
nized cross-border TB management are described in the sections that follow.

Evaluating existing models through consultations with
international health experts, WHO, and the World Bank

In February 2013, the World Bank (WB) convened a team of international health
experts who produced a draft of the framework for harmonized management of TB.
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The WB/WHO Technical Working Group (TWG) on Harmonization of TB
Management was composed of WHO TB focal points from Lesotho, Mozambique,
South Africa, and eSwatini; regional WHO TB representatives from Harare and
Brazzaville; and the Royal Netherlands TB Association (KNCV) TB in Mines
regional representative. The TWG met with the World Bank team in Pretoria,
South Africa, to initiate the process of harmonizing treatment protocols for the
management of TB in the mining sector in South Africa and its main labor-sending
neighbors. To gain a clear picture of current practices and to develop a uniform
approach, the group undertook a comparative analysis of national TB treatment
protocols and a review of the policies of mining companies and other service pro-
viders. Substantive and technical input and feedback to the various drafts of the
framework were provided by a range of technical agencies working on TB, includ-
ing the NTPs in each country, national health institutions, WHO (Geneva), and
other partners.

Building greater synergies across national
tuberculosis programs

The leaders of the national health institutions and NTPs in each of the four coun-
tries were quickly engaged through country consultative meetings designed to
elicit their buy-in and technical inputs. The NTPs planned the national workshops,
and engaging them was an essential first step in securing strong champions and
country ownership with support from the World Bank, WHO, and other country
partners. The workshops were held to share and receive feedback from the NTPs
and key national stakeholders on similarities, differences, or gaps in the draft
framework and to formulate recommendations on the priority areas and process
for harmonization. The initial draft was revised on the basis of these country
consultations, and the revisions were then presented at a regional workshop to
gain a consensus on the final framework and to elaborate dissemination activities.

Gaining high-level technical and political endorsement of the
harmonized management framework

The impressive progress made in the development and finalization of the frame-
work was marked by a landmark event that served as a forum for ministerial
endorsement of the document, which was also endorsed by WHO. In March
2014, a ministerial meeting hosted by South Africa’s deputy president and spon-
sored by the World Bank, Stop TB Partnership, and the Global Fund to Fight
AIDS, TB and Malaria, brought together the ministers of health, labor, and min-
eral resources/mining from 10 SADC countries; the heads of mission of develop-
ment partners; the CEOs of mining companies; and high-level representation
from labor unions, former mineworkers’ associations, and key nongovernmental
organizations. The meeting provided a rare opportunity to secure ministerial
endorsement for the effective coordination of governments and partners in sup-
port of this regional effort to implement the provisions of the SADC Declaration
in priority countries.

RESULTS

The efforts of the World Bank and its partners to invest time and resources in
multiple country consultations, gain technical consensus, and secure high-level
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political commitment have paved the way for the implementation of a coordi-
nated response to TB in the region and resulted in the adoption of the harmo-
nized management framework. The adoption was a major step forward in
implementation of the SADC Declaration on TB in the Mining Sector and will
be used to standardize the management of TB across countries and by
mining companies.

The framework has been used to inform national TB strategies in Lesotho,
Mozambique, South Africa, and eSwatini, and it was rolled out in the training
of health care workers in the four countries. It also was used to develop the
World Bank-funded Southern Africa TB and Health Systems Support Project
and the concept note for the two-year US$30 million Global Fund pilot grant
commitment, which will use innovative approaches to address TB among mine-
workers in 10 countries: Botswana, Lesotho, Malawi, Mozambique, Namibia,
South Africa, eSwatini, Tanzania, Zambia, and Zimbabwe.

LESSONS LEARNED

Leverage stakeholders’ comparative advantages

Leveraging the comparative advantages of the various stakeholders involved in
the framework encouraged a renewed sense of commitment and partnership
and increased synergies and efficiencies throughout the process. As the primary
beneficiaries of the harmonized management framework, mineworkers’ and
former mineworkers’ associations in the four countries were appropriately
placed to highlight their needs and the barriers they faced, particularly around
the referral process. As custodians of the framework, the ministries of health of
the four countries successfully created an enabling environment and led in the
development of the framework. WHO’s endorsement of the harmonized man-
agement framework assured stakeholders that the document met national,
regional, and international standards. Finally, the World Bank’s convening role
and the involvement of other development partners—the Global Fund,
International Organization for Migration, U.S. Centers for Disease Control and
Prevention, and U.S. Agency for International Development—generated
increased donor interest in funding the Southern Africa TB in the Mining Sector
Initiative and also brought on board additional technical expertise and knowl-
edge on how to strategically align priorities around funding gaps to achieve the
greatest impact.

Focus on a win-win strategy

A significant challenge in the technical cooperation process was the different
policies, implementation approaches, and capacities of the four countries. How
to identify the priority areas for harmonization given each country’s unique
needs was therefore a key question guiding discussions. Open and constructive
dialogue during the national and regional consultations resulted in greater
appreciation of the differences in protocols in the four countries, soothed
debates, and facilitated compromise around what was and was not possible. In
some instances, particularly around the more contentious points, setting certain
requirements at a “higher level” instead of being prescriptive allowed much-
needed flexibility and enabled partners to find the best middle ground.
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For example, rather than stipulating the specific drugs to be used for treatment,
the recommendation was to harmonize the families of drugs included in treat-
ment regimens. This approach of developing a win-win strategy enabled
countries to stay focused on framework development and cooperation.

Bring the beneficiaries’ voices into the boardroom

The participation of target populations in development initiatives can strengthen
projects and enhance sustainability. In the development of the harmonized man-
agement framework, current and former mineworkers were able to share their
unique insights, knowledge, and perspective through their representatives.
Inclusion of the beneficiaries’ voice led to greater openness, helped to generate
trust, and improved feedback channels. By integrating current and former mine-
workers’ views into the policy development process, the framework represents
and reflects the ideas and specific needs of those most affected by its
implementation.

Maximize the capacity of national programs in
regional projects

Although countries may have divergent views and processes, leveraging the
experiences and resources of national TB programs and tailoring new approaches
to individual countries, which the country consultations facilitated, were useful.
Although the overarching guidelines and principles of the harmonized manage-
ment framework may have been agreed on at the regional and global level, the
partners’ commitment and capacity to harmonize had to be firmly anchored in
national mechanisms. Therefore, for the framework to be operational at the local
level, it had to closely align with national program and priorities. Extensive
engagement with the national TB program of each country strengthened opera-
tional responsibility and authority for coordination, supervision, and support of
the Southern Africa TB in the Mining Sector Initiative.

Ensure that adequate human resources are available to adopt
and operationalize strategies and plans

Inadequate human resource capacity has delayed actual implementation of the
harmonized management framework. After the framework was signed, a plan
for its dissemination among the four countries included the development of
training modules and the training of trainers for key health personnel. However,
the capacity and practicability of operationalizing the framework require further
discussion among the key stakeholders, who may wish to consider prioritizing
rapid implementation and expanding human resources so that the momentum
and spirit of cooperation are not lost.

CONCLUSION

The signing of the Framework for the Harmonized Management of Tuberculosis
in the Mining Sector in March 2014 was a historic and unprecedented achieve-
ment in the fight against TB in the mining sector in southern Africa. The
framework itself was unparalleled in many ways. Although it built on existing
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SADC initiatives to support improvements in service provision for mobile popu-
lations, the document was a first step toward harmonized disease management
in the subregion. These efforts and results suggest that moving from declaration
to action and achieving a truly harmonized approach in which all partners—
public, private, multilateral, and bilateral—are aligned around a single coordi-
nated framework is possible within a relatively short time frame. Moreover, with
strong support and continued commitment from national and regional
stakeholders, countries have the potential to substantially extend the reach of
critical TB services to current and former mineworkers, as well as their families
and communities.



Including Beneficiary Voices in
the Regional Effort to Address
TB in the Mining Sector

National associations representing current and former mineworkers in Lesotho,
Mozambique, South Africa, and eSwatini have played a critical role in raising
awareness among their members and mining communities of the risk factors for
and impact of tuberculosis (TB) infection. As representatives of mineworkers,
these associations have a unique and valuable perspective on issues that are
important to their members, and they are well equipped to offer specific guid-
ance on the key challenges they face. Recently, these associations expanded their
efforts by joining forces through a regional body. Together, they have provided
significant input into the design and delivery of the Southern Africa TB in the
Mining Sector Initiative. The national associations of Lesotho, Mozambique,
South Africa, and eSwatini officially formed the first regional mineworkers’
association, the Southern Africa Miners Association (SAMA), in October 2011.
SAMA is a coalition aimed at addressing the challenges faced by current and
former mineworkers in the region and building their capacity to address a
broader mandate.

Both the national associations and SAMA have been closely involved in the
Southern Africa TB in the Mining Sector Initiative, advocating for the signing of
the Southern African Development Community (SADC) Declaration on TB in
the Mining Sector in 2012, providing inputs in the development of the Framework
for Harmonized Management of Tuberculosis in the Mining Sector in 2013, and
participating in the Project Implementation Committee (PIC), which oversees
the initiative’s activities. One of the most significant achievements resulting
from their participation in the initiative is the increased recognition that mine-
workers, especially former mineworkers, have received at both the national and
regional level. Such recognition has led to several studies that aim to identify and
explore barriers that prevent mineworkers from accessing care (see box 5.1). The
associations’ contributions to this effort have reaffirmed the power of collective
voice and have demonstrated how ideas that have been harnessed from benefi-
ciaries can be successfully shaped into concrete policy actions.

How were current and former mineworkers’ views and experiences incorpo-
rated in the regional Southern African TB in the Mining Sector Initiative? How
were more meaningful opportunities to engage—for example, in the areas of
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agenda setting and the development of policy frameworks—facilitated? This
case study summarizes how current and former mineworkers in southern Africa,
through their membership organizations, have successfully engaged key policy
and decision making at both the national and regional level and have advocated
for the inclusion of their voice, perspective, and needs in the development of TB
policies and practices.

Human rights and gender barriers to accessing TB, TB/HIV, occupational lung
disease, and compensation services in the mining sector

In 2016, the World Bank funded a survey on accessing
TB, TB/HIV, occupational lung disease, and compen-
sation services in the mining sector and the mapping
of civil society actors in 10 countries in southern
Africa. The overall objective of the survey, imple-
mented by the African Comprehensive HIV/AIDS
Partnerships (ACHAP), was to identify the human
rights and gender barriers faced by mineworkers, for-
mer mineworkers, and their families and communi-
ties in accessing TB/HIV, occupational health
services, and compensation.
Key findings of the study included:

e Women’s participation and representation.
Women were underrepresented in the mining
sector, constituting only 12 percent of employees,
and when women were employed, they were
in the lower ranks as compared with their
male counterparts. The study also found that
women’s participation in decision making was
low, slightly above 5 percent. Qualitative data
indicated that two key factors constraining
women’s participation in the mining sector
were the burden of care borne by women in
their homes and communities and their lack
of access to information and health services.
For example, some women could not work
overtime because of household responsibilities.
And women’s participation in the night shift
was virtually nonexistent. Qualitative data also
indicated that the work conditions present at the
mines were not always conducive to women’s
participation. In all 10 countries surveyed, the
lack of sensitivity to women’s needs was cited
as a barrier to women’s participation in the
workplace. Examples are lack of respect for a
women’s right to maternity leave, insensitivity

toward time taken off to attend to child care
responsibilities, and lack of sanitary facilities.
The study also found that women constituted
the majority of contract workers. Contract
workers are usually employed through “labour
broker schemes,” otherwise known as temporary
employment agencies. Workers who are
employed under the labour broker schemes are
more vulnerable to low wages, job insecurity, and
reduced benefits, thereby compromising their
status within the mining employment sector.
Collective action. The participation of civil
society organizations that focus on human
rights and gender in the mining sector is weak.
Where those organizations exist, their capacity
is constrained by lack of funding. Very few of
the 106 civil society organizations documented
focused on women’s human rights.
Nondiscrimination and equality. Discrimination
against women in southern Africa manifests
itself in their exclusion from meaningful
participation in the economies of their
countries. The study found that male-
dominated cultures and mines discriminated
against women and that inequitable access

to sexual and reproductive health (SRH)
services in the mines appeared to perpetuate
the gender discrimination in access to health
services, with male-centered SRH services
more available than women-centered SRH
services. The study also found that the
negative cultural attitudes toward men who
disclosed their serostatus posed a barrier

for men in seeking early treatment for HIV
and TB. Therefore, there is a need to address
societal attitudes toward men in relation to
their access to health services.

continued
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Box 5.1, continued

e Protection and empowerment. The study revealed
limited information on the duty of mining com-
panies and labor unions to protect women from
discrimination, violence, and sexual harassment.
In November 2015, the Centre for Applied Legal
Studies at the University of the Witwatersrand
submitted evidence to the United Nations
Commission on Human Rights of gender-based
violence in mines. It noted, “The phenomenon
is occurring in part due to the regulation that
requires 10 percent of all mineworkers to be
female. This small percentage, however, means
that women are a minority of underground
workers and, as such, are extremely vulnerable
to sexual violence.” Other factors contributing to

policies around gender-based violence in mining.
Although many cases of sexual violence go unre-
ported and there is a paucity of recently docu-
mented cases of sexual violence in mines across
SADC countries, the phenomenon is reportedly a
challenge in many communities.

Sexuality. The study sought to identify attitudes
toward the lesbian, gay, bisexual, transgender,
and intersex (LGBTI) persons and their access
to services. It appears, however, that the
existence of LGBTI persons was denied, or,
because of stigma and discrimination, the right
of LGBTI persons to be heard was constrained.
Therefore, more research is needed on the
LGBTI population in the mining sector

sexual violence toward women working under-

ground in mines include the prevalent gender See appendix D for a full description of the study

norms in mining, lack of security, and lack of results.

INITIAL SITUATION

Despite their active involvement in former mineworkers’ issues at the country
level, national mineworkers’ associations in Lesotho, Mozambique, South
Africa, and eSwatini have been constrained in their operations by limited
opportunities for policy engagement and limited resources. Meanwhile, small-
scale, short-term interventions within the region—for example, funded by the
World Bank, International Organization for Migration (IOM)/Netherlands,
and U.S. Department for International Development—have aimed at building
the capacity of these associations. National associations often pursue interven-
tions that are limited to the provision of information on TB care, treatment,
and compensation, but these associations are not operating on a scale that can
have an impact, and some require technical support to build their capacity to
address a broader mandate. In addition, these organizations have had limited
reach and influence with their respective governments as well as limited plat-
forms for policy engagement.

KEY STRATEGIES

With support from the Southern Africa TB in the Mining Sector Initiative, both
the national associations and SAMA have collaborated closely with strategic
partners to sustain high-level political attention to the key health and social
issues affecting mineworkers. At the national level, the associations have held
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sensitization workshops and other programs on screening for occupational TB
and silicosis, as well as care and treatment services. At the regional level, as a
representative of the national associations, SAMA has engaged and influenced
key political and economic decision makers and mobilized broader public and
political support for mineworkers’ rights. SAMA has also worked closely with
the national associations to support former mineworkers and their beneficiaries
in their efforts to access financial and social benefits and occupational health
services. Working together to leverage their complementary strengths and
perspectives, these membership organizations have played an important role in
integrating beneficiaries in the initiative through the strategies described in the
sections that follow.

Building a strong alliance

SAMA’s formation as a representative body of current and former mineworkers
was a critical first step toward uniting the national associations, establishing a
collective regional vision and agenda, gaining mineworkers’ participation and
buy-in, and including their voices in the specific interventions designed to serve
them. Before SAMA was established, national associations found it challenging
to collaborate and coordinate with each other because of both limited opportu-
nities and resources. Since the associations joined efforts, identification and pri-
oritization of mineworkers’ needs have been enhanced. SAMA is representing
mineworkers across regional platforms—for example, in the Project
Implementation Committee and at regional consultations and regional work-
shops—while the national associations serve as the primary actors operating on
behalf of current and former mineworkers and their dependents in their respec-
tive countries.

Strategically advocating with public and private institutions
and high-level political leaders

Through participation in various forums for exchange and dialogue, including
national and regional consultations, workshops, and meetings, the member-
ship organizations have engaged in high-level advocacy with ministry officials,
mining companies, mining unions, donors, and other partners. The four
national associations began initial engagement around TB issues at the regional
level when the World Bank disseminated findings from the 2010 study con-
ducted by South Africa’s National Institute of Occupational Health (NIOH).
The study highlighted the burden of TB and TB/HIV (human immunodefi-
ciency virus) in the mining sector in Botswana, Lesotho, Namibia, and
eSwatini, and provided evidence for development of the SADC Declaration on
TB in the Mining Sector. In addition to illustrating the impact of TB on the
economy, findings from the study increased awareness of the associations’
critical role in reaching mineworkers with information about health and other
social services. Each association was then invited by its respective ministry of
health or ministry of labor to take part in a national consultation on TB in the
mining sector in early 2012.

These consultations were aimed at soliciting the views of key stakeholders,
including mineworkers’ associations, on critical challenges, programmatic inter-
ventions, and recommendations. They marked the first formal recognition of
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the national associations by their respective ministries. The national associa-
tions, represented by SAMA, were then invited to participate in a regional stake-
holders’ consultation meeting on TB in the mining sector in South Africa in
March 2012. There, the associations presented critical information on the bur-
den of TB among mineworkers in their respective countries and the ways in
which they were exposed to the disease. These opportunities created space for
real dialogue and formed the basis for improved relationship building between
current and former mineworkers, mining companies, unions, and other groups.
They also provided a platform for the organizations to showcase their strength
as a powerful vehicle for influencing and achieving mineworkers’ goals, espe-
cially around the need to improve compensation funding mechanisms and
address the major challenge of silicosis and other related lung diseases.

Contributing inputs to regional legal and policy frameworks

The critical information presented by the national associations and SAMA at the
regional SADC-level multistakeholder consultation organized in March 2012
was considered during the drafting of the SADC Declaration on TB in the Mining
Sector in 2012 and was reflected in a number of areas for urgent action identified
in the document. In 2013 the national associations, again represented by SAMA,
were actively involved in drafting the Framework for the Harmonized
Management of Tuberculosis in the Mining Sector, highlighting the needs of and
barriers faced by mineworkers, particularly around the cross-border referral
process and the challenges associated with maintaining a continuum of care
when returning to their home countries. These consultations provided the asso-
ciations with a high-level platform to specify those areas requiring more atten-
tion and financial resources from decision makers. Those areas include the
occupational risks and realities of working in the mines such as level of exposure
to silica dust, poor living conditions, the issues faced by mineworkers’ families,
and the measures undertaken by mining companies and government to address
gaps in service provision.

RESULTS

The effort to develop a harmonized regional response to TB in the mining sec-
tor in southern Africa has further united current and former mineworkers
around a common agenda and has enhanced the capacity of their membership
organizations to effectively represent their needs. Prior to this initiative, the
national associations often operated in isolation, with limited opportunities to
exchange information or collaborate with regional stakeholders. Recent
efforts, including the formation of SAMA and participation in this initiative,
have strengthened mineworkers’ capacity for political advocacy, broadening
their influence and participation in the policy-making process, contributing to
greater awareness of their rights, and increasing their visibility and access to
funding, training, and other opportunities. As a sign of its progress within the
region, SAMA has expanded beyond its original base and now includes repre-
sentation from mineworkers’ associationsin Botswana, Malawi, and Zimbabwe,
which joined in 2015. Other notable achievements are described in the sections
that follow.
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Increased participation of current and former mineworkers in
addressing TB in the mining sector

The inclusion of current and former mineworkers’ perspectives in the develop-
ment of the two policy documents provided the context for delivering a regional
TB response in the mining sector: the SADC Declaration on TB in the Mining
Sector and the Framework for the Harmonized Management of Tuberculosis in
the Mining Sector. Through national level and regional consultations, the
Southern Africa TB in the Mining Sector Initiative provided a platform for
including the experiences, knowledge, and skills of current and former mine-
workers in policy formulation and service delivery planningt

Increased awareness of TB prevention and care

SAMA, along with the national mineworkers’ associations of Lesotho,
Mozambique, South Africa, and eSwatini, has also succeeded in raising
greater awareness of TB prevention and care among current and former mine-
workers. Increased visibility and relevance have enabled the organizations to
further extend their advocacy messages and bridge information and activities
between stakeholders and affected communities. Anecdotal evidence indi-
cates that mineworkers have become more knowledgeable about the excep-
tionally high risk factors associated with TB, including HIV, interrupted health
care due to migration, and low socioeconomic status. Also, through this initia-
tive the associations’ advocacy and outreach efforts have increased minework-
ers’ knowledge of their rights—especially around social security benefits,
biannual benefit medical examinations, compensation, and the urgent need to
address silicosis and other occupational lung conditions. In recognition of the
pivotal role these associations can play in helping former mineworkers reinte-
grate back into their communities, the Swaziland Migrant Mineworkers
Association (SWAMMIWA) won the Investing in the Future and Drivers
of Change Civil Society Award presented by the Southern African Trust in
October 2015.

Improved capabilities and resources

The capacity of the national associations has been strengthened through
organizational development support to improve their functionality, leadership,
and service delivery. The national associations and SAMA have also benefited
from expert knowledge through national and regional consultations, in addition
to opportunities to engage at a high level with government and the private sector.
These opportunities have enhanced their partnership and community engage-
ment capacities, as well as their skills as negotiators and collaborators.

Increased funding for compensation

In May 2015, South Africa’s minister of health launched Project Ku-Riha (which
means compensation in Tsonga). This initiative of the Department of Health
aims to compensate the over 100,000 current and former mineworkers suffering
from occupational lung diseases, and whose applications have been pending for
several years. The government of South Africa intends to pay out approximately
R 1.3 billion (approximately US$117.5 million) to this group.
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LESSONS LEARNED

Applying a network approach consolidates support

Associations with a strong commitment and leadership are a powerful vehicle
for advancing mineworkers’ goals. Despite dealing with similar issues, the
national mineworkers’ associations often worked in isolation, with limited
opportunities to engage and share experiences. By uniting efforts and forming a
regional (network) organization, current and former mineworkers were more
easily able to marshal support around a jointly identified agenda, address obsta-
cles to consensus, consolidate and strengthen their evidence base, and mobilize
resources. This process also amplified mineworkers’ voices and gave them
greater leverage in policy making and service delivery design during the devel-
opment of the SADC Declaration and harmonized management framework.

Opportunities for learning and exchange are needed to enhance
communication between national associations and government

Although the formation of SAMA played a critical role in increasing the recogni-
tion of mineworkers and uniting their voices, many challenges remain for
national associations. Despite greater collaboration, political tension persists
with some national governments, which believe they are best placed to address
the issues of mineworkers. Accordingly, exchange visits and study tours could be
used to enhance knowledge transfer and learning across countries. For example,
because the associations in Mozambique, South Africa, and eSwatini collabo-
rate quite closely with their respective national TB programs (NTPs), Lesotho’s
association could learn from the three about how to strengthen engagement
with its NTP at the national level.

Strengthening the capacity of the leaders and members of
mineworkers’ associations remains vitally important

One of the main capacity constraints facing mineworkers’ associations is that
although the leaders of these national organizations often are well equipped to
understand the challenges, needs, and opportunities of their members, they do
not necessarily have the management, administrative, or technical skills needed
to best undertake their work. Thus they require further mentoring, training, and
skills to respond effectively to the challenges they encounter. With the exception
of South Africa’s National Union of Mineworkers (NUM), which has its own
college (Elijah Barayi Memorial Training College, where all leaders receive
political education), ways in which to address this knowledge gap in the other
associations have yet to be fully explored. Additional technical and capaci-
ty-building support is needed for the advancement of the associations and the
development of their leadership.

Continual awareness-raising at the community level is key to
changing the mindset

Awareness and educational campaigns targeting employees and their families
are still in their infancy, and the associations have limited resources to scale these
up by, for example, translating some of the material into the local languages.
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In addition, certain social and cultural factors continue to create barriers to
mindset change around health-seeking behaviors. Cultural beliefs, particularly
in rural Lesotho, Mozambique, and eSwatini, that suggest TB is the result of
witchceraft, often prevent mineworkers from seeking medical help. Working with
existing organizations within countries to continually raise awareness may
help to circumvent some of the resource constraints and other barriers faced
by the associations. For example, faith-based organizations may be best posi-
tioned to address the issues of stigma and discrimination that are typically
associated with TB.

Limited operationalization at the national level of the SADC
Declaration and harmonized management framework has
delayed progress

Some two years after the signing of the harmonized management framework,
the mineworkers’ associations have observed that some health practitioners and
facilities do not follow the appropriate protocols. The development and dissem-
ination of codes of conduct would enable the associations, on behalf of mine-
workers and their families, to monitor implementation and ensure their right to
a decent life.

CONCLUSION

The meaningful inclusion of beneficiary views and experiences in policy and
program development is widely considered good practice. When programs are
being designed, the beneficiary perspective provides invaluable insight into the
needs and constraints of target populations. During program implementation,
beneficiaries can provide an important feedback loop to help improve program
outcomes. As a powerful coalition, SAMA and the national mineworkers’
associations of Lesotho, Mozambique, South Africa, and eSwatini have
strengthened and promoted the representation of current and former mine-
workers’ voices and supported the inclusion of their needs into the key policy
and service delivery frameworks driving the regional TB agenda. The organiza-
tions’ calls for mutual accountability among key public, private, and government
stakeholders have led to tangible results, with greater commitment to and fund-
ing of efforts to address the issue of unclaimed benefits for mineworkers and
their families. Although significant progress has been achieved in bringing cur-
rent and former mineworkers to the table, many more opportunities for engage-
ment are needed to sustain mineworkers’ commitment and participation and
ensure that they receive the services and benefits they so urgently require.

NOTE

1. Preliminary findings from a study by Dartmouth College, University of Witwatersrand, and
the World Bank on the social and behavioral determinants of TB and related health behav-
iors of mining communities in Gauteng and the Eastern Cape highlighted the “culture of
invisibility” experienced by former mineworkers and the value of including their voices
and experiences in the development of new models for TB care.



Addressing Systemic Barriers
to Improving Public-Sector
Occupational Health Services
Delivery to Mineworkers

Mineworkers in southern Africa often face extraordinary social, structural, and
institutional obstacles to accessing health services and social protection benefits.
South Africa has established a comprehensive occupational health and safety
system, including legislation that governs the provision of occupational health
and safety services in the mining sector. But multiple policy and legal frame-
works across the Departments of Labour, Health, and Mineral Resources, cou-
pled with different agencies and funds responsible for the provision of care and
benefits to mineworkers, have resulted in a fragmented approach to the delivery
of occupational health and social services (Michell and Rispel 2017). This highly
fragmented approach has perpetuated and reinforced the exclusion of
mineworkers, especially those suffering from compensable diseases.

The one-stop service center (OSSC) model, in which services are brought
together under one roof, has emerged as a promising practice in both South
Africa and globally to increase access to a range of services that are client-
oriented, cost-effective, and more efficiently delivered (Mining Safety 2014)—
see box 6.1. In conjunction with reforms in the public sector aimed at addressing
the siloed and disconnected approach to occupational health service provision
for mineworkers, the government of South Africa established four one-stop
service center demonstration sites. Supported by the World Bank, the sites were
intended to test the efficacy of a decentralized, integrated approach to improv-
ing health and social outcomes for mineworkers. They also are driving forward
an ambitious program to address the backlog of compensation claims from
mineworkers. The first demonstration site was launched in April 2014 in
Carletonville, Gauteng, followed by three others in 2017. Since then, a Global
Fund grant has supported the scale-up of additional sites in the region. The
OSSCs provide health, rehabilitation, and social services, as well as support for
accessing compensation, pension, and provident funds. As a result of this inno-
vative pilot, clients can now be diagnosed and treated, as well as gain access to
financial services, at one location.

This cross-sector, cross-systems initiative, led by the government of
South Africa with funding from the World Bank, was designed in collaboration
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Occupational health one-stop service centers: Key program details

The occupational health one-stop service centers
(OSSC) were conceptualized in response to several
long-standing challenges of delivering occupational
health and social service to mineworkers in
South Africa, especially those suffering from compen-
sable diseases. Evidence suggests that strategies to
address these problems frequently cross the health,
economic, social, and public and private sectors. The
One-Stop Service delivery framework seeks to inte-
grate and streamline access to services for occupational
diseases, injuries, compensation, and other social pro-
tection benefits by offering comprehensive care
through decentralized facilities that are more easily
accessible to mineworkers.

The framework was designed in collaboration with
the following key stakeholders:

e South African Departments of Health, Mineral
Resources, and Labour

e South African Chamber of Mines

e South African National Union of Mines Workers

e Various government departments, employer
organizations, development partners,
nongovernmental organizations, and former
mineworkers’ associations.

Four demonstration sites were selected to test the
model and to generate lessons learned from the scale-up
of sites in other provinces and labor-sending countries.
Thefirstdemonstrationsite wasopenedin Carletonville,
Gauteng, followed by three others in Mthatha in the
Eastern Cape, Kuruman in the Northern Cape, and
Burgersfort in Limpopo in 2017 The Carletonville
0SSC is fully integrated with the Carletonville Hospital,
and the Mthatha OSSC operates at the Nelson Mandela
Academic Hospital. All the OSSCs offer health and
rehabilitation services, social services, and compensa-
tion and benefit management services. The OSSCs also
serve as decentralized claims management centers,
facilitating access to compensation and social security
benefits for former mineworkers who have left the
peri-mining communities and returned home.

with employer organizations, the private sector, various development partners,
civil society, associations of former mineworkers, and the governments of labor-
sending countries such as Lesotho, Mozambique, and eSwatini. Each partner
brought unique strengths and capacities to the collaboration that have been lev-
eraged to address inefficiencies in the system and to improve the lives of
thousands of mineworkers. How was this interagency and cross-systems collab-
oration developed, and how can it be sustained to address the acute challenges
mineworkers have faced in accessing key services and benefits? This case study
examines the strategies and challenges associated with effectively delivering
services in a coordinated, integrated effort to serve a population whose needs
cross multiple systems.

INITIAL SITUATION

Mining and peri-mining communities in South Africa are often distressed by
high levels of poverty, social exclusion, and lack of support. Mineworkers and
their dependents lack access not only to health services, but also to social protec-
tion benefits. This is especially true for the estimated 480,000 former mine-
workers suffering from compensable diseases (Rees 2006). A large number of
former mineworkers eligible for occupational injury and disease benefits and
social security benefits such as housing, medical care, and life and retirement
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insurance have not received them. Key barriers are cumbersome and bureau-
cratic work processes and systems, including overlapping areas of oversight and
regulation for occupational health and safety between the Departments of
Mineral Resources and Health (the main governmental departments responsi-
ble for managing health in the mines?); lack of a database, financial records,
resources, and infrastructure to manage compensation claims; and lack of
standardization in services. Furthermore, mineworkers’ and their dependents’
limited knowledge about how to access their rights, along with burdensome
administrative formalities, have left thousands of mineworkers without access
to services and benefits. The obstacles facing migrant mineworkers are particu-
larly daunting and include challenges related to the migrant labor system and the
cross-border portability of compensation and social security benefits, along with
loss of patient referrals and issues with tracing mineworkers from Lesotho,
Mozambique, and eSwatini (Dartmouth College 2015).

KEY STRATEGIES

By means of the OSSC structure, the South African government and its partners
have sought to move beyond the fragmentation and institutional silos of the
occupational health delivery system to create a sustainable framework for deliv-
ering enhanced services to mineworkers and a platform for replication in other
sites and countries. The OSSC framework is also allowing government and its
partners to pilot a process to close the service delivery gap and improve public
sector occupational health services through use of the strategies described in the
following sections.

Addressing systemic barriers

The deficiencies in South Africa’s occupational health system are long-standing,.
They result in part from historical issues that have evolved over the past
100 years, including a compensation system characterized by racial discrimina-
tion and historical underfunding (Ehrlich 2012). To address these complex
dynamics, the South African government and its partners have made significant
investments in upgrading organizational structures, systems, and skills. Building
on lessons learned from the Eastern Cape Ex-Mineworkers Project, which iden-
tified the need for streamlined and comprehensive health and compensation
services for mineworkers,? the Department of Health strategically established
one-stop service centers in mining towns and labor-sending areas. By placing
the centers closer to where mineworkers live, the OSSC framework has sought to
address mineworkers’ mobility and time constraints. To tackle the fragmenta-
tion in the compensation system, a formal partnership was established between
the Medical Bureau for Occupational Diseases (MBOD) and the Compensation
Commissioner for Occupational Diseases (CCOD)—the two institutions
through which the occupational lung disease compensation system for mine-
workers is governed.?

The MBOD/CCOD, under its new leadership, then launched an initiative to
reform the compensation process through Project Ku-Riha, an innovative
public-private partnership that included a joint commitment to provide
R 5 million in funding (approximately US$450,000) from eight gold mining
companies. The funding from the project enabled the MBOD/CCOD to employ
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project management and technical staff, including occupational health special-
ists, and to develop an electronic database of current and former mineworkers
that enables MBOD/CCOD to track and trace mineworkers and that will facili-
tate communication and compensation. The MBOD then established decentral-
ized structures for the provision of benefit medical examinations for current
and former mineworkers through the occupational health one-stop service
centers and private practitioners. By addressing these systemic weaknesses, the
South African government has begun to address the complex needs of a uniquely
vulnerable population.

In January 2016, the deputy minister of mineral resources, Godfrey Oliphant,
hosted a two-day compensation workshop at which more than 200 stakeholders
addressed both the multiple inefficiencies associated with administrating com-
pensation for occupational lung diseases and possible solutions. Workshop partic-
ipants included representatives of the South African government and neighboring
country government officials, former mineworkers’ associations, mining compa-
nies, labor unions, civil society organizations, and lawyers representing persons
with civil claims against the mining industry. As a result of the workshop, five
technical task teams were created with specific terms of reference to address
these issues. A follow-up summit on the integration of compensation was held in
May 2016, with the support of South Africa’s Mine Health and Safety Council and
the International Organization for Migration. The summit, which hosted 230 del-
egates and wide stakeholder representation from mining unions, government,
development partners, and others, continued the effort to address the fragmented
compensation system, with participants providing inputs on how to develop an
integrated system. The summit concluded with a resolution to align the benefits
of ODMWA and COIDA as soon as possible to enable the some 400,000 mine-
workers working in the industry to receive the same benefits as the 14 million
workers covered under COIDA. Tt also resolved to track and trace those former
mineworkers to ensure that they received the unpaid benefits due them.

Leveraging public-private partnerships

The South African government’s capacity to meet the health and social benefit
needs of mineworkers has been significantly constrained by limited resources,
low levels of capacity, and a lack of interagency coordination. Partnerships with
both public and private stakeholders have been instrumental in testing and iden-
tifying new models of service provision and creatively responding to the complex
issue of mineworkers’ compensation. The OSSC structure benefits from coordi-
nation, resources, and technical assistance from a broad range of public and pri-
vate partnerships. The Mthatha OSSC is fully funded by the South African
government, whereas the Chamber of Mines provided seed funds for the capital
costs and operations of the Carletonville OSSC. The South African government
further supplied critical human resources and ground-level relationships through
seconded staff and medical personnel at both the centers and the OSSC project
office in Gauteng. Various donors, including the World Bank, are supporting the
operational costs of the OSCCs, including the provision of technical assistance.
Building on the work of the OSSC model, Project Ku-Riha was conceived as
an innovative public-private partnership aimed specifically at tackling the
backlog of compensation claims from mineworkers who suffer from occupa-
tional lung diseases. The project marked a shift in the administration and oper-
ation of the compensation fund by working swiftly to operationalize a
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mechanism to address the significant backlog in claims processing that has built
up over years—many of which date back nearly 20 years. With the R 5 million
funding commitment from the Gold Working Group composed of eight mining
companies,® the MBOD identified approximately 103,000 former mineworkers
with compensable claims with the intention of paying out approximately
R 1.3 billion (US$117.5 million).¢ It then collaborated strategically with the min-
ing companies to form a working group to ensure that compensable claims were
paid to claimants between 2015 and 2016. Although the process has been
slow and long, the MBOD/CCOD has paid 5,820 claimants approximately
R 219 million, with R 82 million going to neighboring countries between
February 2016 and March 2017.

Increasing service efficiency

The health needs of mineworkers are complex and varied, requiring cross-
agency and cross-sector collaboration. The OSSCs enable such coordination and
collaboration because a client is able to access, for example, benefit medical
exams and rehabilitation services in one place and with a single point of contact.
In addition, by placing the OSSCs close to primary and secondary care, mine-
workers do not have to travel long distances if they require additional treatment.
The OSSCs also serve as claims management centers for compensation and
other social benefits (pensions, life insurance, etc.) for former mineworkers who
have left the peri-mining communities and returned home, thereby providing a
much-needed mechanism to help former mineworkers navigate the often-
burdensome administrative process of filing claims. Having one service delivery
point for access to health care and social benefits significantly decreases travel
time and costs and closes a critical administrative loop for clients who would
otherwise have to visit multiple agencies and providers. This has resulted in
more efficient provision of occupational health and social services, making it
simpler for mineworkers who often have limited resources and already face
extraordinary challenges to access care and benefits.

Promoting a learning-by-doing approach

The OSSCs have served as a model for sharing and scaling up learning and
resources across services, sectors, and the region. Lessons learned from these
centers were applied to other sites established in other provinces and through-
out the region. The demonstration sites are contributing to better health and
social outcomes for mineworkers, and they show the value of collaborating
across sectors and using one-stop service provision to address the complex
needs of a vulnerable and marginalized population.

RESULTS

Increased service provision for former mineworkers

Establishment of the OSSC sites has led to an improved government capacity to
address occupational health and social service delivery and enhanced mine-
workers’ access to health and other social services.

The OSSCs provide banking and claims management services and a health
clinic with x-ray and lung function testing facilities. Mobile outreach activities
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targeted former mineworkers for medical assessments and claims management.
The new approach to piloting services closer to the former mineworkers was
made possible by funding from the World Bank, Chamber of Mines, and
Gold Working Group and by support from the provincial and local governments,
traditional leaders, nongovernmental organizations (NGOs), banks, and social
partners.

Improved tracking and tracing of former mineworkers

The Department of Health, with assistance from South Africa’s Chamber of
Mines and the Gold Working Group, has developed a database that includes the
demographic and medical information of 600,000 former mineworkers. It was
anticipated that an additional 400,000 current mineworkers would be added to
the database by 2018. In addition, the World Bank provided seed funds for the
physical tracking and tracing of unpaid claimants for the period June-November
2016. The database can be used to search claimants by district and has a person-
alized web-based link that the OSSCs can use to inform mineworkers or their
beneficiaries of their claim status. The tracking and tracing project moved the
MBOD/CCOD from a passive recipient of mineworkers accessing services in
Johannesburg to an active player with fieldwork in partnership with provincial
and neighboring country governments, former mineworkers’ associations, and
NGOs supported by the World Bank, the Chamber of Mines, and the Gold
Working Group. A call center in Johannesburg provides mineworkers with
information about the status of their claims and answers their questions.

LESSONS LEARNED

The following key lessons emerged during implementation of the OSSC model.

Start with a solid foundation

Addressing multisystemic, multidimensional issues can be fraught with
complexity. The effective design and implementation of programs within this
context are never easy, and they can become particularly challenging without a
flexible institutional infrastructure and adequate resources in place. The occu-
pational health structure in South Africa was not designed to address the current
burden of diseases affecting mineworkers. Two key challenges faced by the sys-
tem were the lack of a functional governance structure to oversee services and
limited occupational health specialists. Integration of the MBOD and CCOD,
along with a dedicated project office, helped to streamline efforts and laid the
groundwork for collaboration. However, the MBOD/CCOD’s limited capacity to
respond to and process in a timely manner the large volume of compensation
claim files submitted through Project Ku-Riha and the centers, along with
an insufficient budget for equipment and the limited staff at the centers, has
undermined the drive of the initiative.

Although the OSSC model is a valuable innovation in occupational health and
benefits service delivery, its replication should not be taken for granted.
Implementation of the current model should be fine-tuned prior to scale-up.
A successful roll-out of new reforms, especially those that require the close
coordination and collaboration of a diverse range of partners, will depend on
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laying a solid foundation that includes a forward-looking workforce as well as
structural and financial management strategies that support and enable
implementation.

Think holistically

Evidence suggests that integrated, comprehensive services and support are
more effective for disadvantaged groups with complex needs. Innovative health
programs have been designed and have found success in meeting the specific
needs of these populations (see box 6.2). Although compensation for occupa-
tional TB and silicosis has been highlighted as an urgent concern for former
mineworkers and their families, this concern does not take into account the
longer-term structural issues of poverty and social exclusion that affect many
mineworker communities (Dartmouth College 2015). In addition to tackling

Innovations in HIV and TB service delivery

As part of the broader Southern Africa TB in the
Mining Sector Initiative, the Clinton Health Access
Initiative (CHAI) was contracted by Aquity
Innovations and the World Bank to support the deliv-
ery of targeted HIV and TB case finding, access to
rapid HIV and TB diagnostic tests, diagnosis, and
linkages to treatment services using innovative
approaches. CHAI partnered with Jhpiego, a non-
profit health organization affiliated with Johns
Hopkins University in the United States, and the
Mineworkers Development Agency (MDA), a develop-
ment organization that provides services to former
mineworkers. From February through July 2016, a
HIV and TB campaign targeting former mineworkers
and their family members was conducted in five dis-
tricts of Lesotho; it was the largest community-level
HIV and TB screening effort targeting this population
in the country to date.

The following activities were carried out to achieve
the campaign’s objectives:

*  Finding cases of active HIV and TB cases
through health education, distribution of
information, education, and communication
(IEC) materials, voluntary HIV testing, and
voluntary TB screening and sputum sample
collection at MDA events scheduled during
the implementation period. Other activities

were targeted community-based voluntary HIV
testing and TB screening of current and former
mineworkers and their family members in the
Maseru, Leribe, Butha Buthe, Quthing, and
Mafeteng districts of Lesotho.

e Linking newly diagnosed HIV and TB cases
to follow-up care and treatment, including
interpersonal therapy (IPT), using mobile
technology to track the status of patients; and
using a mobile payment incentive system to
encourage patients to seek care.

e Building the capacity of the MDA through HIV
and TB program management and financial
management training to enhance its ability to
provide its beneficiaries with targeted health
services after the project.

Key findings and results

e Community-based case finding can substantially
increase access to hard-to-reach populations,
such as former mineworkers, and promote early
detection of disease. The project employed a
mobilization strategy that focused on sending
field workers who had had experience with
former mineworkers to the target communities.
Those communities were identified using an
existing database of former mineworkers and

continued
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Box 6.2, continued

referrals from local authorities. As a result, the
project registered some 7,108 individuals across
42 community outreach events and home visits,
reaching over 150 percent of the project target of
5,500 clients. Of that number, 5,945 (85 percent)
were current or former mineworkers, and 1,021
(15 percent) were family members. Eighty-seven
percent of the participants mobilized for cluster
events were male. Of the current or former
mineworkers, 5,702 (96 percent) had worked in
the gold mines in South Africa for an average of
23 years—almost all of them in an underground
environment that increased their risk of
developing TB.

The use of mobile data collection can improve
patient tracking. First, data entry through the
mobile application enforced adherence to

the HIV and TB testing algorithms, routing
clinical staff to various outcomes depending

and symptoms. This approach ensured greater
consistency than a paper-based system. In
addition, electronic data collection facilitated
rapid identification of individuals requiring
follow-up for lab test results, follow-up household
visits, or linkage to care. As a result, 100 percent
of newly diagnosed TB cases and 76 percent of
newly diagnosed HIV cases were successfully
linked to care within two months. Data were also
extracted to populate the HIV and TB register
for sharing with the respective programs and the
concerned district hospitals and health facilities.
Finally, the availability of the outreach event
data allowed rapid troubleshooting and course
corrections by, for example, examining consent
rates at the TB and HIV stations and event day
turnout, which typically would be delayed if data
storage were paper-based.

See appendix F for a full description of the study

on their selection of testing/treatment history and results.

occupational diseases such as TB and silicosis, service delivery to current and
former mineworkers should consider adopting a holistic approach that inte-
grates the broader issues of wellness, preventive and primary health care,
psychosocial support, and socioeconomic development. The OSSC model is an
ideal entry point to a full range of health and social services in addition to those
currently offered. By investing in models that have the capacity to encompass the
broader social and economic environment rather than focus primarily on
the crisis surrounding compensation, governments can improve the overall well-
being of mineworkers and their families over the long term.

Invest in feedback mechanisms

Feedback mechanisms or loops are an important part of keeping lines of commu-
nication and collaboration open with partners, beneficiaries, and other stakehold-
ers. They also play a critical role in strengthening program management and
improving quality of care. Insufficient planning was devoted to establishing and
supporting feedback mechanisms at the OSSCs, especially around staff and client
satisfaction. As aresult, it is difficult to gain reliable insight into the extent to which
the project has fully delivered on its mandate. Feedback loops should be built into
the design of the OSSC model and adapted as necessary during implementation.
By systematically gathering feedback throughout implementation, the OSSCs will
be better able to capture early lessons learned and adjust course as necessary.
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CONCLUSION

Although issues associated with occupational health care in the South African
mining industry are complex and difficult to resolve, the OSSC model has
demonstrated that, with resources, commitment, and coordination, along with
the combined efforts of international, national, and local actors, reforms in the
occupational health system are possible. Driving this shift has been the increased
pressure on governments to improve compensation benefits for mineworkers
and address the lack of coordination and standardization across health and
social services. By moving beyond a fragmented approach, the government of
South Africa has been able to forge critical partnerships and initiate reforms of a
fractured system that no single government agency, sector, or service provider
could tackle alone. As a result, the decentralized OSSCs have extended services
and benefits to many people and have the potential to reach significantly more
across the region.

NOTES

1. The Department of Mineral Resources (DMR) administers the Mine Health and Safety Act,
intended to protect the health and safety of employees. The Department of Health (DoH)
administers the Occupational Diseases in Mines and Works Act (ODMWA) of 1973, which
provides compensation for lung diseases contracted in mines and work. The regulator is
the Compensation Commissioner for Occupational Diseases (CCOD). The Medical Bureau
for Occupational Diseases (MBOD) of the DoH provides benefit medical examinations for
workers claiming compensation for occupational diseases. The Department of Health,
through the National Institute for Occupational Health (NIOH), is responsible for support-
ing the provision of effective occupational health services in South Africa, but it has no
policy-making or enforcement functions in the regulation of occupational health. The
Department of Labour (DoL) administers the Compensation for Occupational Injuries and
Diseases Act (COIDA) of 1993, which covers all types of work other than the occupational
lung diseases under ODMWA.

2. The Eastern Cape Ex-Mineworkers Project was resuscitated in 2013 to trace mineworkers
from the former unrecognized state of Transkei and pay them benefits from a special fund
set up by the former Transkei government. During the tracing project and meetings with
former mineworkers, several concerns were raised, including access to services, interac-
tion with multiple government departments, and payments for the record of service from
the Employment Bureau of Africa (TEBA).

3. The Occupational Diseases in Mines and Works Act entitles workers with occupational
diseases to receive compensation from the state. The Medical Bureau for Occupational
Diseases, together with the Compensation Commissioner for Occupational Diseases,
works within the Department of Health to provide services for current and former
mine workers. Compensation is administered by the Medical Bureau for Occupational Dis-
ease, which is responsible for providing medical examinations for current and former
mineworkers if required. The CCOD’s key objective is to compensate workers for occupa-
tional lung diseases.

4. Under the Occupational Diseases in Mines and Works Act of 1973, mineworkers are enti-
tled to a “benefit medical examination” every two years to determine their entitlement to
compensation for heart and lung diseases.

5. African Rainbow Minerals, Anglo American, AngloGold Ashanti, DRDGold, Gold Fields,
Harmony, Sibanye Gold, and Village Main Reef. See https://www.business-humanrights
.org/en/south-african-gold-mining-companies-form-working-group-to-compensate
-workers-for-lung-disease.

6. Compensation was paid to patients with tuberculosis, silicosis, and other illnesses,
including workers from other labor-sending countries.
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Developing Strategic Alliances
ENGAGING THE MINING INDUSTRY TO
ACCELERATE INVESTMENTS IN
MINEWORKERS’ HEALTH

Employees of the mining sector are acutely vulnerable to health and safety
hazards, including occupational lung diseases. Mining companies can and should
play an important role in preventing and containing the spread of disease among
their workforces and in the communities in which they operate. Recognizing the
inextricable link between mining and health, many mining companies, especially
large ones, have programs in place to address occupational health and safety
issues, as well as provide medical services to their employees and their families.
Increasingly, companies are also investing in the health and well-being of former
employees. For example, in South Africa companies contribute to compensation
funds intended for former mineworkers who develop lung diseases such as
tuberculosis (TB) and silicosis. Despite these efforts, there have been calls for
medium and small mining companies to take greater responsibility for address-
ing the high rates of occupational TB within the mining industry.

Evidence from research on governance and mining suggests that cross-sector
collaboration plays an essential role in addressing the effects of mining on mine-
workers and their communities (Pattenden and Everingham 2011). In South
Africa, mining companies are working in partnership with government agencies,
development partners, and communities to explore ways to mitigate the nega-
tive impacts of prolonged exposure to silica dust and other occupational health
risks. Since 2010, the Chamber of Mines in South Africa, on behalf of its mem-
bers in the mining industry, has been collaborating closely with the Southern
Africa TB in the Mining Sector Initiative to respond to the occupational risks of
silicosis, TB, and the human immunodeficiency virus (HIV). Their efforts have
included participation in the development of the Southern African Development
Community (SADC) Declaration on TB in the Mining Sector adopted by SADC
heads of state in 2012 and the Framework for the Harmonized Management of
Tuberculosis in the Mining Sector in 2014. The chamber has also been working
closely with the Medical Bureau for Occupational Diseases (MBOD) and the
Compensation Commissioner for Occupational Diseases (CCOD) to review the
regulatory framework for mine regulation; update the regulatory and legislative
instruments for compensation for occupational lung diseases for current and
former mineworkers; and develop innovative one-stop service centers (OSSCs),
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which for the first time provide both current and former mineworkers with a
comprehensive package of occupational health services.

Significantly, these recent partnerships mark a shift away from a complex and
negative past. The issue of TB in the mining sector includes a history of distrust,
negative perceptions, and deeply polarized conflicts among the mining industry,
mineworkers and local communities, unions, and government. How did these
disparate parties come to work together to tackle an enduring, well-studied, and
contested issue? How has private sector involvement enhanced occupational
health services and improved support for former mineworkers suffering from
occupational lung diseases? This case study examines the process of developing
a strategic alliance/partnership of the mining industry, government, unions, and
former mineworkers in order to accelerate improvements in mineworkers’
health. Indeed, the Chamber of Mines and trade unions in South Africa’s mining
sector, together with the Department of Mineral Resources, have set various tar-
gets for HIV, TB, and silicosis as well as noise, using the summits of 2003, 2008,
2011, and 2014 to report on progress. In June 2015, the Chamber of Mines began
a screening program for TB in all current mineworkers—Masoyise iTB—which
has raised the profile of TB within the current mining workforce.

INITIAL SITUATION

In South Africa, mining operations have created health risks that have increased
mineworkers’ vulnerability to occupational hazards. Mineworkers there carry a
massive burden of silicosis and have the highest TB incidence of any working
population in the world. Historically, the large number of black laborers in the
mines have been subjected to harsh living and working conditions, including
exposure to high levels of dust and crowded and unsanitary hostels. Many mine-
workers who contracted TB were repatriated to their areas of origin without any
effort to ensure continuity of TB treatment (London et al. 2014). It is believed
that this practice played a significant role in driving the TB epidemic and created
a pathway to propel the HIV epidemic across southern Africa (London et al.
2014). Black mineworkers have also endured the legacy of colonial rule and the
apartheid system, which led to race-based standards of disease surveillance and
compensation.

Despite industry awareness of the problem and knowledge of mine-related
respiratory diseases for 100 years, TB rates remain at an epidemic level, with
only a few of the larger mines adopting industry standards (Dharmadhikari et al.
2013). Furthermore, due to the connectivity linking mineworkers, the communi-
ties where they live and operate, and the communities where they originate,
there are increased calls for mining companies to forge improved partnerships
and dialogue with local mining communities. These complex and multidimen-
sional factors have resulted in low levels of trust and limited cooperation among
the mining industry, mineworkers, mining communities, and government.

KEY STRATEGIES

Balancing the roles and expectations of mining companies, government, and
civil society in responding to occupational health and safety issues is a consider-
able challenge. Led by the World Bank, the Southern Africa TB in the Mining



Sector Initiative has served as an innovative platform to bridge divides and build
trust among the mining industry, government, civil society, and the mining sec-
tor in South Africa. In this way, the initiative has served as a platform for shifting
energy and focus away from a divisive debate and developing cohesion around a
united vision to mitigate TB in the mining sector. Through these efforts, mining
companies have been more effectively engaged and have scaled up investments
in mineworkers’ health through the following strategies:

Using evidence to reduce ambiguity and build trust

According to Stadler and Probst (2011), sectoral differences and suspicion often
hamper any initial attempts to convene public-private partnerships. The climate
of mistrust and tension that has characterized relationships among key stake-
holders in South Africa’s mining industry was a significant barrier to private sec-
tor engagement. Key points of contention included the reluctance of the mining
industry to classify TB and silicosis as occupational diseases and the failure of
the mining companies to ensure treatment of mineworkers with these diseases
after they left employment. There was also a high level of skepticism about the
authenticity of the mining industry’s intentions and defensiveness about the
“culture of blame.”

The presentation of research at various multisectoral stakeholder consulta-
tions and meetings played a critical role in defining the scope of the problem in
irrefutable terms and highlighting potential areas of intersectionality between
the private sector and public sector. Specifically, the World Bank-funded
National Institute for Occupational Health (NIOH) study and economic analysis
served to outline the true scale of the problem and the benefits and costs of
reducing TB in the sector. The Chamber of Mines credits the use of this evidence
as instrumental in shifting perspectives within the industry as well as outlining
specific areas in which the mining industry could leverage its strengths to align
around the common goal of addressing TB in the mining sector. Furthermore,
regular interactions, including stakeholder consultations, meetings, and work-
shops to discuss the mining companies’ roles and responsibilities, as well as field
visits to mining sites, enabled partners to develop trust and created space for
exchange and opportunity to identify win-win strategies (Langeveld, Stronks,
and Harting 2016). Given the diverse and often competing interests among min-
ing companies, mineworkers, civil society, and government, closing the trust gap
was a necessary step toward addressing areas of contention and building the
commitment necessary to work together. The use of strategic information, cou-
pled with the World Bank’s competency to influence others by presenting mod-
els based on evidence, engendered a greater level of trust and agreement among
these often-divergent stakeholders and opened the door to further conversa-
tions around potential alignments.

Identifying high-impact investment areas

Through this initiative, the mining industry was engaged to focus on strate-
gic areas in which they could achieve a high impact and use their particular
strengths. As described in chapter 6, in 2014-15 eight mining companies
jointly committed to a R 5 million funding program for Project Ku-Riha—a
partnership with South Africa’s Department of Health aimed at addressing
the backlog of compensation claims from mineworkers who suffered from
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occupational lung diseases. The project will ensure that new valid claims are
paid within a reasonable timeframe. Funding from the mining companies has
enabled the MBOD and CCOD to employ a project manager and additional
financial, administrative, and health professionals to carry out the work
needed to reduce the backlog of compensation claims. Compensation was a
particularly strategic and synergistic area of private sector engagement not
only because of the issue’s current high visibility, but also because it aligned
with the mining companies’ broader initiatives to address issues relating to
compensation and medical care for occupational lung diseases in the gold
mining industry in South Africa.

Facilitating learning from across companies

Another key strategy used to bridge divides and enhance private sector collabo-
ration was a partnership forum to enhance learning. The dialogue processes and
joint forums supported by this initiative have facilitated learning and sharing
knowledge across mining companies about the practices that have been success-
fully developed and piloted to address TB among mineworkers and in mining
communities. Kumba Iron Ore’s UGM Wellness Clinictis an example of such and
has been cited as an innovative model for supporting community development
and improving health care in mining communities. Launched in 2007, the UGM
clinic in Kathu delivers integrated TB/HIV wellness services to its employees,
contractors, and the surrounding mining communities. This collaborative initia-
tive is a public-partnership involving the mining company, which pays the oper-
ational, staff, and maintenance costs; the Department of Health, which provides
antiretroviral therapy (ART) medication and medical consumables; and the
municipality, which provides land, water, and electricity services. It serves as an
example that other mining companies could replicate and that, if widely adopted,
has the potential to improve industry practice.

RESULTS AND PROGRESS

Efforts to bridge divides and address contentious debates about the roles and
responsibilities involved in tackling TB in the mining sector not only led to
improved trust and collaboration among the mining industry, mineworkers, and
government, but also has accelerated investments in mineworkers’ health. The
following results have been achieved.

Improved TB screening for mineworkers

In 2015 the Chamber of Mines jointly launched with the government, unions,
and employers a major TB screening campaign in South Africa’s mining sector to
combat tuberculosis and HIV. Over a three-year period (2016-19), the chamber
is working with the Departments of Health and Mineral Resources and four
mining unions—the Association of Mineworkers and Construction Union,
National Union of Mineworkers, Solidarity, and UASA (formerly the United
Association of South Africa)—to screen every employee of Chamber of Mines
member companies—that is, about 90 percent of all mineworkers under Project
Masoyise iTB.



Improved compensation services for former mineworkers

The OSSCs, which serve as decentralized payment centers, facilitating access to
compensation and social security benefits, have scaled up access to compensa-
tion services for former mineworkers in regions. Supported by a R 5 million
funding commitment from the Gold Working Group, Project Ku-Riha and the
MBOD have identified approximately 103,000 former mineworkers with com-
pensable claims, and they seek to ensure that sums owed are paid to claimants
over the next few years.

LESSONS LEARNED

A combination of data-driven evidence and emotional
persuasion can shift the story

In 2010 South Africa Minister of Health Aaron Motsoaledi publicly stated, “If TB
and HIV are a snake in Southern Africa, the head of the snake is here in South
Africa. People come from all over the Southern African Development Community
to work in our mines and they export TB and HIV, along with their earnings. If
we want to kill a snake, we need to hitit on its head.” This strong message asserted
in unequivocal terms the impact of South Africa’s mines on the spread of TB
across the region. The Chamber of Mines has noted that this statement by the
minister of health served as a persuasive tool to shift perceptions within the
industry. The minister’s ethical and emotional appeal, coupled with the use of
World Bank economic analysis data that clearly demonstrated the cost-benefit
analysis of investing in TB prevention and control, created a connection between
two disparate sides and catalyzed further constructive engagement.

Enforcement of occupational health and safety standards is
critical

The role of mining companies in minimizing the spread of disease within their
workforce is clear. They must adhere to occupational health and safety stan-
dards, improve living conditions, provide adequate health services, and invest in
preventative measures for their employees. These responsibilities of mining
companies are often enshrined in law. However, a critical challenge remains:
monitoring and enforcing compliance with national regulations. In South Africa,
despite a strong regulatory regime and a broad consensus to promote better
health and safety practices in the mining industry, occupational lung diseases
such as silicosis persist. It is therefore important for mining companies to avoid
taking short-cuts and instead adhere to international best practices in occupa-
tional health and safety, especially because many countries lack the capacity to
effectively monitor compliance.

Investments in strengthening health systems are key for long-
term improvements in health

From a corporate standpoint, investing in communities is critical to sustaining a
long-term partnership with the host government and the local community,
as well as to maintaining a social license to operate. For this reason,
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mining companies work with local health authorities to design and deliver pre-
ventative and treatment programs for diseases such as malaria, HIV/AIDS
(acquired immune deficiency syndrome), and TB. Unfortunately, these efforts
are usually part of a broader corporate social responsibility program and are not
typically integrated into broader health systems, thereby strengthening efforts at
the national and local levels. It is critical for mining companies and health
authorities to jointly define priorities, align interventions, and capitalize on their
respective comparative advantages so that mining companies can support criti-
cal investments in strengthening health systems.

CONCLUSION

The Southern Africa TB in the Mining Sector Initiative reflects the significant
commitment of mining companies, governments, civil society, and mineworkers
to bridging divides and achieving consensus on a plan to improve occupational
health and safety in an industry that remains hazardous. The initiative has suc-
ceeded in laying the groundwork for collaboration in an environment in which
the starting point was characterized by low levels of trust, limited political will,
and limited cross-sectoral engagement. Despite competing priorities among key
stakeholders, the initiative has shown that a strategic alliance between private
and public sector actors developed through a collaborative approach can help to
set aside the key barriers to engagement. It has also served as a platform to bring
the mining industry together to create a consensus on how it can continue to
improve and strengthen the practices devoted to defeating TB. In this way, the
initiative has provided a tremendous opportunity to demonstrate how enhanced
collaboration among the health, labor, and mining sectors, along with mining
communities, can stimulate mining companies to look beyond their immediate
business imperatives. These developments should in turn help contribute to
increased accountability in the mining sector—including the prospect of safer
work environments and healthier and more productive workers.

NOTE

1. Anglo American’s iron ore company.
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Key Enablers of and
Barriers to Implementing
a Regional Multisectoral
Partnership Initiative

The case studies in this book demonstrate the opportunities and challenges
encountered in working with a cross section of diverse partners to address a
complex, multidimensional health issue. They also offer an invaluable chance to
reflect on the practicalities of regional collaboration in the process of monitor-
ing, tracking, and sharing health information across borders. Although there
were differences in the case study settings, models, and mechanisms, several
cross-cutting themes emerged. A summary of key enablers and barriers that
exist across the case studies follows.

KEY ENABLERS

A backbone or lead agency

There is strong evidence that using a common focal point or lead agency
increased trust, which was critical to gaining buy-in from all partners.
Responding to the call of the ministers of health of Lesotho, Mozambique,
South Africa, and eSwatini in 2012, the World Bank accepted the role of
convener and partnership and knowledge broker of the regional initiative.
In this capacity, the Bank served as an independent partner to identify gaps,
set priorities, provide technical assistance, and establish standards. Drawing
on its ability to convene high-level political leaders such as the ministers of
health from the four countries, along with academic and policy experts, the
Bank engaged support from partners in the public, private, and civil society
organization sectors and fostered cross-sector collaboration by serving as a
knowledge hub for the ongoing and widespread sharing and synthesizing of
evidence at the national and regional level. Furthermore, the Bank mar-
shaled significant investments in this regional initiative by organizing
$30 million in Global Fund financing and providing an additional $120 mil-
lion in World Bank funding.
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Champions

Consistent with the literature on multisectoral partnerships, the importance of
champions—effective catalysts of change and enabling mechanisms for
cross-sectoral collaboration—are highlighted in all the case studies in this book
(WHO 2013). Specifically, leadership and commitment at the highest political
level have been cited as fundamental to the success of the signing of the
Southern African Development Community (SADC) Declaration on TB in the
Mining Sector and the Framework for Harmonized Management of Tuberculosis
in the Mining Sector. Key participants who championed the Southern Africa TB
in the Mining Sector Initiative its early stages and placed the issue of tuberculo-
sis (TB) and mining on the SADC agenda in November 2011 included Dr. Aaron
Motsoaledi, minister of health of South Africa, Dr. Mphu Ramatlapeng, vice
chair of the Global Fund Board and former minister of health of Lesotho; and
Benedict Xaba, minister of health of eSwatini. Moises Uamusse, secretary-
general of the Southern Africa Miners’ Association (SAMA), was a driving force
behind the success of bringing the concerns of current and former mineworkers
to the table and ensuring they had an effective platform for policy engagement
within the context of occupational health. South Africa’s compensation
commissioner and minister of health played a central role in designing and initi-
ating Project Ku-Riha and advocating an overhaul of South Africa’s compensa-
tion and occupational health systems. Cross-convenorship by the Departments
of Health and Mineral Resources was made possible by the leadership and active
participation of the deputy minister of mineral resources. Finally, the Chamber
of Mines and the Gold Working Group representing the gold mining companies
served as effective leaders in unifying the mining sector around the need for
action based on evidence and identifying key areas of engagement.

Win-win strategies

The use of win-win strategies facilitated cross-sectoral collaboration by enhanc-
ing buy-in and the feasibility of the initiative across sectors (Molnar et al. 2016).
Areas in which win-win strategies were used included the following:

¢ Using economic evidence to develop a shared understanding of and language
about the nature of the problem by actors from different sectors

e Targeting multiple outcomes—that is, harmonizing the families of drugs
included in the TB treatment regimens rather than stipulating the specific
drugs to be used to appeal to or accommodate different country preferences
during the process of developing the harmonized management framework.

» Advocating with a collective voice through the formation of SAMA, which
further amplified the efforts of each national member organization.

e Addressing legacy issues by seeking to find a solution to the considerable
backlog of compensation claims from current and former mineworkers
through Project Ku-Riha, which was actively driven by both the mining
industry and the Department of Health.

e Providing one-stop service centers (OSSCs) to extend decentralized
services to former mineworkers.

Opportunities for knowledge exchange

The fragmented nature of the relationships among key stakeholders dealing
with TB in the mining sector limited their communication and cooperation.



Key Enablers of and Barriers to Implementing a Regional Multisectoral Partnership Initiative

Creating a dialogue between these sectors has influenced policy and and con-
tributed to numerous positive outcomes, including the signing of the SADC
Declaration; the development of the harmonized management framework; the
increased agency of current and former mineworkers; the development of the
0SSCs; and the improved mining sector engagement and commitment to
addressing TB.

KEY BARRIERS

As with any venture involving multiple partners, several barriers had to be to
tackled before significant achievements could be recorded. The key barriers
to the Southern Africa TB in the Mining Sector Initiative are described in the
following sections.

The absence of multicountry, multisectoral coordination and
leadership focal points

Countries in the southern Africa region have signed the SADC Declaration on
TB in the Mining Sector. A Project Implementation Committee has also been
established to provide technical leadership. So far, the ministers of health of the
signatory countries have shown the political will to address TB in the mining
sector. However, the responsibilities of the sectors involved in the management
of TB are not clearly delineated, including those in health, labor, housing, miner-
als, and migration. This lack of clarity has resulted in dispersed responsibility
and accountability for managing the TB risk, and it often means that progress is
slow and uneven, which emphasizes the need for stronger regional platforms
and consultative mechanisms. In January 2015, the countries signed a Code of
Conduct on TB in the Mining Sector to guide implementation of the SADC
Declaration (see appendix A) and established an Inter-Ministerial Committee
on TB in the Mining Sector. However, operationalization is needed of the struc-
tures put in place to help achieve a coordinated response.

Variations in strengths and weaknesses of leadership and
governance structures at the country level

In most of the project countries, regional, national, and district-level manage-
ment teams are overseeing health services delivery. Policies, strategies, guide-
lines, supervision, monitoring, and capacity development are coordinated at the
national level with the participation of a wide range of stakeholders. Subnational
structures are then expected to implement measures agreed on at the regional
and national level. However, the strengths and weaknesses of these structures
vary across countries. As can be expected, the weaknesses have adversely
affected the effective coordination and implementation of this regional
initiative.

Limited community engagement

Inadequate investment and the weak capacity of community systems for the key
affected populations have hindered more meaningful community-level partner-
ships and the provision of adequate TB care and prevention across the
four countries.
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Recommendations

The case studies in this book were selected because they are good examples of
how a multisectoral partnership has advanced efforts to scale up tuberculosis
(TB) prevention, care, and treatment in the mining sector in southern Africa.
Although many of the insights are context-specific, these case studies nonethe-
less reveal some common components of success, transferrable knowledge, and
evidence-based recommendations that can guide other initiatives. The following
recommendations are offered to governments, civil society, development part-
ners, and other key stakeholders interested in utilizing multisectoral partner-
ships to mobilize action for cross-border or regional health interventions.

RECOMMENDATION 1: CREATE A "BURNING PLATFORM”

Mobilize stakeholders and resources with a hot button issue that gives them a
reason to act immediately. The issue of TB in the mining sector presented many
serious strategic and compelling challenges that required immediate action.
Among them were the exceptionally high risk of TB faced by mineworkers; the
epidemic-like TB incidence rates among mineworkers (10 times higher than the
World Health Organization threshold for an epidemic); and the cross-border
nature of the disease. Together, these crises created a compelling story that
appealed to abroad audience, aligned with emerging global health priorities, and
marshaled significant stakeholder commitment and resources to launch a
comprehensive regional effort.

RECOMMENDATION 2: SEEK POLITICAL WILL AND
COMMITMENT AT THE HIGHEST LEVEL

Secure political commitment as a catalyzing force at the very beginning of the
process to stimulate action. Without political backing and commitment from the
highest levels of government for the partnership’s mandate, the initiative may
never have gained the necessary steam to take off. The endorsement of the
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SADC Declaration on TB in the Mining Sector signed by the 15 SADC heads of
state was a significant expression of the highest levels of political will and com-
mitment. It further elevated the long-standing issue of TB in the mining sector
and galvanized key stakeholders—government, civil society organizations
(CSOs), and development partners—to support a plan to identify a comprehen-
sive regional solution.

RECOMMENDATION 3: PRESENT A STRONG
BUSINESS CASE

Support partnerships and interventions with a robust business case that sup-
ports broader health policy initiatives to enhance the likelihood of success. In
this effort, the World Bank’s economic analysis provided data on the economic
benefits of TB control, estimated the return on investment, and recommended
high-impact interventions that could maximize investment in TB control in the
mining sector of Lesotho, Mozambique, South Africa, and eSwatini. The Bank’s
study was also one of the key data sources that informed the development of the
TB service delivery model. By presenting a strong business case, which clearly
demonstrated benefits for both public and private sector actors, along with the
potential benefits for the wider society, the initiative succeeded in moving from
partnership discussions into collective action.

RECOMMENDATION 4: USE EXISTING NETWORKS

Establish partnerships by using existing networks and build on previous efforts,
particularly in the early stages when ongoing attention, resources, and relation-
ships are required. To circumvent, ignore, or fail to engage with existing net-
works might be counterproductive and generate opposition to well-intentioned
initiatives, even those that would benefit those networks. The TB in the mining
sector project began with discussions at the Stop TB Partnership Coordinating
Board, which subsequently evolved into a platform strongly supported by the
World Bank, Global Fund, World Health Organization (WHO), International
Organization for Migration (IOM), and other partners. As a result, this plat-
form benefited from the networks, relationships, and progress that had been
developed over several years.

RECOMMENDATION 5: ENSURE LEADERSHIP ROLES FOR
BENEFICIARIES WITHIN THE PARTNERSHIP MODEL

Determine the appropriate mechanisms and resources to ensure that beneficia-
ries provide leadership, capacity building, and coordination support in designing
the interventions. In the case of TB in the mining sector, current and former
mineworkers and the mining communities are the primary stakeholders. Thus
their unique perspectives provide an invaluable opportunity to deepen and
improve outreach strategies and develop innovative models of care. The Southern
Africa Miners’ Association (SAMA) provided its members with a strong collec-
tive voice and a platform to engage with policy makers and other stakeholders.
Its inclusion in the development of the Global Fund grant, for example, led to the



design of better-targeted and more robust service delivery interventions for
beneficiaries. Such approaches encourage the formation of partnerships that
maximize the contributions of and benefits to affected communities.

RECOMMENDATION 6: SHARE INTELLIGENCE

Intelligence sharing through partnerships increases the insight and the value
it can bring and supports a more coherent strategy. The various partners and
sectors involved in multisectoral initiatives often collect their own data, but
they all are likely to have access to information that can benefit everyone.
Multistakeholder consultations provided the forum through which the mining
industry, ministries of health, development partners, unions, CSOs, and bene-
ficiaries could share their sector-specific data and information.

RECOMMENDATION 7: STRENGTHEN MEASUREMENT
OF IMPACT

Promote and reinforce a culture of measurement, information use, and continual
process improvement through high-quality research. As part of this broader TB
initiative, several research studies were conducted to inform a strategy for
implementing critical TB interventions. These included studies on developing
innovative service delivery models and cross-border referral mechanisms,
addressing human rights and gender issues, and designing a minimum package
and models for the provision of occupational health services. This research laid
the groundwork for the scale-up of improved TB services and helped to make a
strong case for additional funding through the Global Fund and World Bank
mechanisms.

Recommendations
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Future Directions

Despite the achievements that have been made thus far in the Southern African
TB in the Mining Sector Initiative and their potential to strengthen tuberculosis
(TB) interventions, critical gaps remain in addressing barriers to access, delivery
of quality services, and increased uptake of TB services. The following steps
could now be taken to provide effective support for further action in this area at
the country and regional level:

e Community mobilization, education, and awareness to address misinformation
about TB. The stigma and discrimination associated with TB remains a major
barrier to successful prevention, treatment, and care programs. Because of
fear of disclosure, distrust of health care staff, and concerns about patient
confidentiality, some mineworkers have not sought medical care, or they have
delayed treatment. The combination of mineworkers’ fears and stigmatizing
behaviors within communities and health care settings threaten to stall prog-
ress. Increased community mobilization, sensitization, education, and sus-
tained awareness are needed to improve TB case detection and adherence
(see appendix C for a case study on successful measures to improve adher-
ence to TB treatment). These activities are also needed to help develop com-
prehensive care and support services for current and former mineworkers
that are more relevant, patient-centered, and tailored to their specific needs.

e Regional tracking and tracing of mineworkers. Challenges in continuity of care
for mineworkers persist because an effective regional referral and monitoring
system is not in place. A regional tracking and referral system is critical to
ensuring that patients can access care no matter where they are. Such a sys-
tem will also help to significantly reduce the risk of drug resistance and ongo-
ing transmission of TB among mineworkers, their families, mining
communities, and labor-sending communities. Through the Global Fund
project, a database of all mineworkers in the 10 countries in southern Africa
is being developed to enhance the tracking and tracing of mineworkers and
service delivery efforts. The aim is to provide selected health professionals in
the Southern African Development Community (SADC) region with access
to the database so that patient information can be shared between health
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professionals across borders. Despite this progress, significant cooperation,
resources, and momentum from all stakeholders is still needed to ensure that
systems and services are developed and are fully functional across countries.
GIS mapping of mineworkers and health services. In 2014 geographic informa-
tion systems (GIS) mapping was undertaken to place current and former
mineworkers who were working or had worked in South African mines, along
with their families, in relation to the geographic location of health facilities.
This effort generated accurate, detailed, and up-to-date information on the
demographic characteristics of current and former mineworkers and the
availability of and level of TB screening and treatment facilities close to where
they lived. The next phase of this process includes assessing the quantity and
quality of health service inputs available for the provision of TB services in
the identified health facilities and creating unique identification of all current
and former mineworkers, mapped to geographic locations. Mapping will
include collecting the following information on current and former mine-
workers: demographic information, employment history, knowledge and
awareness of the relevant health issues and available services, and perspec-
tives on access to health and TB care. GIS addresses for health facilities and
information on other health services will enable planners at various levels to
plan for future health needs and priorities and develop the appropriate refer-
ral pathways. The information gathered has tremendous potential to redefine
how health services can be provided in rural communities and to disadvan-
taged groups.

e Inclusion of women in the mining industry. Female mineworkers face a multi-

tude of challenges. Complementary investments are needed to create an
enabling environment for the greater representation and participation of
women in the mining sector. Specific investments might include the develop-
ment of gender policies, enhanced social support systems to enable women to
work outside of the home, and improved health services and facilities in the
mines. These investments will contribute to the elimination of the discrimi-
nation against and exclusion of women, including sexual and other forms of
harassment and violence. They will also increase women’s ability to partici-
pate actively and benefit from development processes, including work in the
mining sector, in a sustained and effective manner.



Appendix A

SADC Code of Conduct on
Tuberculosis (TB) in the Mining
Sector

SOUTHERN AFRICAN DEVELOPMENT COMMUNITY (SADC)
THE CODE OF CONDUCT ON TUBERCULOSIS (TB) IN THE
MINING SECTOR

January 2015, SADC Secretariat

ARTICLE 1
INTRODUCTION

This document is the Code of Conduct for TB in the Mining Sector (herein
after referred to as the Code) which addresses TB, TB and HIV, Silicosis and
other occupational respiratory diseases affecting mine workers, their families
and their communities. It provides principles for operationalising the
Declaration on Tuberculosis in the mining sector (herein after referred to as
the Declaration) which was signed by the SADC Heads of State and
Government in Maputo, Mozambique in August 2012. The Declaration on TB
in the Mining Sector was developed in recognition of the contribution of the
mining sector to the economic development of the region, and the realisation
of the disproportionately high levels of TB, TB and HIV, and Silicosis among
people working in the mining sector. The Code also takes into account on-go-
ing initiatives by Member States to combat TB, HIV, TB and HIV, Silicosis and
other occupational respiratory diseases in the Mining Sector Furthermore, it
has been noted that occupational TB, TB and HIV and Silicosis were found to
be eroding the contribution of the mining sector to the economic develop-
ment of the region.

TB and TB/HIV epidemics in the mining sector are driven by many factors
including high prevalence of silicosis resulting from long term exposure to silica

For online version, see https://extranet.sadc.int/index.php/download_file /view/4171/1661
/Cached.
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dust in the mines; and that in addition high prevalence of HIV combined with
generally poor conditions of mine workers further increases the risk of contract-
ing and developing active TB. Despite continued investment in TB and HIV pre-
vention, treatment and care by the mining industry, the TB epidemic continues
unabated.

The Code will guide Member States and Partners in the implementation of
the Declaration. It provides operational guidance and strategic direction to
Member States and Partners in their efforts to combat TB, TB and HIV and
Silicosis and other occupational respiratory diseases in the mines. Furthermore,
it provides Member States and Partners with principles and minimum stan-
dards for the control of occupational TB, TB and HIV, Silicosis and other occu-
pational respiratory diseases in the mining sector.

The Code will also act as an instrument for resource mobilisation for the con-
trol of occupational TB, TB and HIV and Silicosis. Finally, it sets out roles and
responsibilities of the various stakeholders involved in the implementation of
the Declaration on TB in the Mining sector.

ARTICLE 2
DEFINITIONS

In this Code, unless the context indicates otherwise, the following terms shall
have the meaning ascribed to them as follows:

AIDS: Stands for Acquired Immuno-Deficiency Syndrome. The WHO defines
AIDS as “Advanced HIV infection diagnosed based on clinical and/ or immuno-
logical criteria among people with confirmed HIV infection.”

Compensation: refers to benefits payable to a mine worker or ex-mine worker,
or in the case of death to his or her family, who contracts occupational TB arising
out of or in the course of his or her employment in the mines.

Ex-miner worker: Any person who previously worked in a mine regardless of
their immigration or employment status—fulltime /part time, contract, sub con-
tract or casual.

HIV: Stands for Human Immunodeficiency Virus, a retrovirus that causes AIDS
by infecting helper T cells and destroying the human immune system.

TB and HIV: refers to TB and HIV co-infection which is when people have both
HIV infection, and either latent or active TB disease. Also for the purpose of this
code, it refers to TB and/or HIV as HIV infection and infection with TB bacteria
are completely different infections.

Miner’s family: refers to the current or ex-mineworkers’ spouse(s), children and
immediate legal dependants.

Gender equity: refers to fairness and justice in the distribution of benefits and
responsibilities between women and men.

Mineworker: Any person who works in a mine regardless of their immigration
or employment status—fulltime /part time, contract, sub contract or casual.

Immigrant: a person who comes to live permanently in a foreign country.
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Migrants: are persons who move to a country other than that of their usual
residence for a period of at least one year, so that the country of destination
effectively becomes their new country of usual residence.

Mining Community: Also known as a mining town or a mining camp is a com-
munity created around a mine to house mineworkers and their families. It exists
directly at the settlement or within the immediate area of the mine and the pop-
ulation relies on the mine economically. Sometimes the mining community
remains after all the mining activities have ceased.

Mining Sector: This refers to establishments that extract naturally occurring
mineral solids, such as coal and ores; liquid minerals such as crude petroleum;
and gases such as natural gas. The sector covers mine operation including
establishments operating mines, quarries, or oil and gas wells on their own
account or for others on a contract or fee basis, and mining support activities
that include establishments that perform exploration (except geophysical sur-
veying) and/or other mining services on a contract or fee basis.

Multi-actor responsibility: This implies that roles relating to prevention, treat-
ment and care for TB, HIV, Silicosis and other occupational respiratory diseases
are shared by governments, workers and their representatives, employers, civil
society and cooperating partners. However, governments bear the overall
responsibility on policy guidance and directives.

Occupational Disease: Any disease contracted as a result of an exposure to risk
factors arising from work activity. Two main elements are present in the defini-
tion of an occupational disease:

(1) The causal relationship between exposure in a specific working envi-
ronment or work activity and a specific disease; and

(i) The fact that the disease occurs among a group of exposed persons with
a frequency above the average morbidity of the rest of the population.

Occupational Respiratory Diseases: Diseases affecting the human respiratory
system. Specifically, diseases affecting targeted respiratory organs.

Sending Country: is the country whose citizens leave to migrate to other countries
generally to find employment. The migration may be temporary or permanent.

Receiving Country: refers to a country that has accepted to receive a certain
number of refugees and migrants on a yearly basis by presidential, ministerial or
parliamentary decision.

Silicosis: Belongs to a group of lung disorders called pneumoconiosis and is
characterized by formation of lumps (nodules), and slowly progressive fibrotic
changes in the tissues of the lungs leading to progressive impairment of lung
function resulting from occupational exposure to inhalable particles of silica
dust mostly from siliceous minerals mining and grinding such as coal, quartz and
slate over a period of years.

Subsidiary: This refers to the use of institutions, authorities or agencies outside
SADC structures to initiate and implement regional programmes using their
own generated resources

Social Dialogue: a mechanism that include different types of negotiations, con-
sultations or simply exchange of information between, or among,
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representatives of governments, employers and workers, on issues of common
interest relating to economic and social policy

Social Partners: Employers’ associations and mining unions forming the two
sides of social dialogue.

Equitable access: is the provision of access to resources, services and programs
that would not otherwise be available to them due to disadvantages created over
time resulting from many factors including marginalization, racism, discrimina-
tion, and oppression.

Tripartism: This is an economic affiliation of three groups, namely: government,
labour and business in an economy. The three become social partners to formu-
late and implement socio-economic policy through cooperation, consultation,
negotiation and compromise. This is the principle used by the International
Labour Organisation to draft international standards and conventions, and mon-
itor compliance.

Tripartism plus: This refers to the three social partners mentioned above work-
ing with civil society to implement this Code.

Tuberculosis (TB): is an infectious bacterial disease caused by Mycobacterium
tuberculosis, which most commonly affects the lungs. It is transmitted from per-
son to person via droplets from the throat and lungs of people with the active
respiratory disease.

Tuberculosis in the mines: refers to TB contracted by a mine worker or ex-mine
worker, arising out of or in the course of employment in the mines.

ARTICLE 3
PRINCIPLES TO THE PROVISIONS OF THE CODE

The provisions of the Code are informed and supported by the underlying
principles:

Subsidiarity: The successful implementation of this code requires that all pro-
grammes and activities be undertaken at levels where they are best managed
through the SADC principle of Subsidiarity. This entails promoting and encour-
aging the use of institutions, authorities or agencies outside SADC structures to
initiate and implement regional programmes using their own generated
resources.

Multi-actor responsibility: The roles relating to prevention, treatment and care
for TB, HIV, Silicosis and other occupational respiratory diseases should be
shared by governments, workers and their representatives, employers, civil
society and cooperating partners. However, governments bear the overall
responsibility.

Non-Discrimination: In the spirit of decent work and respect for the human
rights and dignity of persons with TB, HIV, Silicosis and other occupational
respiratory diseases, there should be no discrimination against ex-mineworkers,
their families and local communities on the basis of their real or perceived health
status, legal status, gender and sexual orientation.

Confidentiality: The requirement for provision or access to personal data relating
to a worker’s health status shall be bound by the rules of confidentiality consistent
with the ILO’s Code of Practice on the protection of workers’ personal data, 1997.
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Equitable access: Promoting fairness in the distribution of resources, particularly
for those most in need and promoting people’s rights to access to resources and
services essential to meeting their basic needs and improving their quality of life.

Gender Equity and inclusiveness: The gender dimensions of TB, TB and HIV,
Silicosis and other occupational respiratory diseases should be recognized in
order to ensure equitable distribution of resources that identify the similarities
and differences in the needs of men and women in the workplace. These similar-
ities and differences are based on an analysis of the gendered obstacles that cur-
rently prevent workers from realising their potential.

Tripartism: The successful implementation of this Code requires consultation,
negotiation, cooperation and trust between the three social partners in an econ-
omy namely; government, employers and workers representatives.

Social Dialogue: Implementation of policies and programmes on TB and HIV in
the mines should be based on cooperation and trust among government, employ-
ers, workers and their representatives plus civil society. Employers, workers and
civil society should be engaged in the design, implementation and evaluation of
national and workplace programmes in the mining sector.

Respect for Human Rights: Respect for human and labour rights, including
patient rights, rights to confidentiality, dignity and non-discrimination should be
observed in the implementation of this Code.

ARTICLE 4
STRATEGIC GOAL

The goal of this Code is to commit Member States and Partners to achieving a
vision of zero new infection, zero stigma and HIV discrimination and zero
deaths resulting from TB; and reduce exposure to Silica dust to minimize the
occurrence of Silicosis and other occupational respiratory diseases.

ARTICLE 5
STRATEGIC OBJECTIVES

Consistent with the Declaration, the strategic objectives of the Code are to
strengthen:

(i)  Accountability, coordination, and collaboration for TB, TB and HIV
and Silicosis control in the mining sector at national and regional
levels;

(i) The policy and legislative environment for addressing TB, TB and HIV,
Silicosis and other occupational respiratory diseases control in the
Mining Sector;

(iii) Programmatic Interventions for TB, TB and HIV, Silicosis and other
occupational respiratory diseases control in the Mining Sector;

(iv) Disease surveillance system for TB, TB and HIV, Silicosis and other
occupational respiratory diseases control in the Mining Sector;

(v) Programme Monitoring and Evaluation (M&E);

(vi) Financing of TB, TB and HIV, Silicosis and other occupational respira-
tory disease interventions in the Mines.
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ARTICLE 6
STRATEGIC ACTIONS

The following are strategic actions to facilitate implementation of the code:

Strengthening Accountability, Coordination and Collaboration for TB, TB and
HIV, Silicosis and other occupational respiratory diseases control in the mining
sector at national and regional levels

(1) Develop or strengthen national and regional frameworks for coordina-
tion of issues pertaining to TB, TB and HIV, silicosis, other occupational
respiratory diseases and occupational health and safety issues for all
mineworkers including cross-border mine workers and ex-mine
workers.

(i) Clearly define roles and responsibilities of stakeholders (see Articles 9
to 13 of this Code).

(iii) Establish and/or strengthen regional and national Technical Task
Teams on communicable diseases, occupational health and mobile pop-
ulations consisting of relevant institutions that provide support to the
implementation of frameworks and its coordination.

(iv) Establish or strengthen regional ministerial commissions with the
highest level of membership from the tripartite-plus structures to pro-
vide oversight on the implementation of the national and regional
frameworks.

(v) Establish or strengthen independent national offices to facilitate
resolution of complaints related to health issues in the mining
sector.

(vi) Develop or strengthen a social dialogue mechanism to respond to TB,
TB and HIV and Silicosis, and other occupational respiratory
diseases.

Promoting a Supportive Policy and legislative environment for TB, TB and HIV,
Silicosis and other occupational respiratory diseases control in the mining
sector

(1) Develop and/or revise National laws and policies to include TB in the
occupational diseases lists as defined by the International Labour
Organization and in line with provisions of the Declaration.

(i) Institute policies and legislation for compulsory reporting of occupa-
tional health and safety data including TB, Silicosis and other occupa-
tional respiratory diseases in a manner that respects confidentiality,
dignity and non-discrimination.

(iii) Develop, revise and implement policies and legislation on TB, TB and
HIV, Silicosis and other occupational respiratory diseases in the mining
sector, consistent with SADC minimum standards and international
best practices.

(iv)  Create a legislative environment that supports compensation of mine-
workers and/or ex-mineworkers that contract occupational TB and/or
Silicosis.

(v) Develop and implement minimum standards for addressing infec-
tion control within living and working environments of mine
workers.
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Develop minimum standards for the provision of housing in the mining
sector.

Develop and/ or strengthen and enforce Legislation on the limits for
cumulative exposure to silica dust in line with international conven-
tions and best practices.

Develop guidelines for aligning silica occupational exposure limits
(OEL) with international best practice.

Strengthening Programmatic Interventions for TB, TB and HIV, Silicosis and
other occupational respiratory diseases control in the mining sector

@
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(iii)

@iv)
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Develop and enforce minimum standards and package for programme
intervention that cover prevention, treatment, care and support as
well as impact mitigation for TB, HIV, Silicosis and other occupa-
tional respiratory diseases in the mining sector throughout the region.
Develop guidelines for and promote integrated workplace wellness
programmes to ensure that employers take full responsibility for
the management of all TB, TB and HIV, Silicosis and other occupa-
tional respiratory disease cases including those occurring post-
employment.

Build capacity to strengthen implementation of effective interven-
tions to ensure a safe working environment that minimizes exposure
to silica dust.

Implement operations research to support evidence based program-
ming for TB, HIV, Silicosis and other occupational respiratory
diseases.

Implement comprehensive community mobilisation programmes in
the mining communities including labour supplying areas or
countries.

Strengthening Disease Surveillance system for TB, TB and HIV, Silicosis and
other occupational respiratory diseases Control in the Mining Sector:

®
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(iii)

Establish mandatory occupational disease surveillance and reporting of
gender disaggregated data for TB, Silicosis and other occupational
respiratory diseases.

Establish & strengthen a standardized reporting of gender and sector
disaggregated data on HIV according to national guidelines.
Harmonize systems for reporting on TB, Silicosis and other occupa-
tional respiratory diseases across SADC Member States.

Strengthening Programme Monitoring and Evaluation (M&E)

®
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Develop a regional M&E framework with standardised core indicators
for TB, TB and HIV, Silicosis and other occupational respiratory dis-
eases in the mining sector.

Adopt and develop standardized core indicators to monitor and evalu-
ate TB, HIV, Silicosis and other occupational respiratory diseases in the
mines.

Monitor compliance with regulations for TB, HIV, Silicosis and other
occupational respiratory diseases and dust exposure.

Monitor national budgets and expenditure on TB, HIV, Silicosis and
other occupational respiratory diseases.

[
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(v) Develop an M&E Framework for silica dust levels in the mines and
monitor compliance.

(vi) Prepare national and regional progress reports on implementation of
the SADC Code of Conduct on TB in the Mining Sector.

Strengthen Financing of TB, TB and HIV, Silicosis and other occupational respi-
ratory diseases in the Mines:

(1) Develop, strengthen and implement national multi-sectoral funding
mechanisms for occupational TB, TB and HIV, Silicosis and other
occupational respiratory diseases, and compensation obligations in the
mining sector.

(i) Strengthen national, regional and international partnerships for
resource mobilisation to support the implementation of the SADC
Declaration on TB in the Mining Sector.

ARTICLE 7
IMPLEMENTATION MECHANISMS

The implementation mechanisms define the roles of different stakeholders in
the implementation of the Declaration. Successful implementation of the
Declaration will require the collaboration of the different stakeholders and their
roles and responsibilities are defined as follows.

ARTICLE 8
ROLES AND RESPONSIBILITIES OF GOVERNMENTS

Governments of Member States will provide the overall leadership in the
implementation of this Code through the provision of legislative and regulatory
frameworks including the following:

(1) Ensuring the classification of TB and silicosis acquired through
work related causes as occupational diseases as defined in Article 1
of this Code;

(i) Providing for compulsory surveillance and reporting of gender or dis-
aggregated occupational health and safety data including TB, Silicosis
and other occupational respiratory diseases in national legislation;

(iii)  Providing relevant regulatory frameworks, and where necessary revise
policies and laws on TB, HIV, Silicosis and other occupational respira-
tory diseases in the mining sector including prevention treatment care
and support consistent with international best practices;

(iv)  Ensuring the domestication and implementation of the Code in accor-
dance with the regional and international instruments and conventions
as stated in Article 1 of the SADC Declaration on TB in the Mining Sector;

(v)  Ensuring the establishment or strengthening of independent national
offices to facilitate resolution of complaints related to health issues in
the mining sector;

(vi) Ensuring the development, of a legislative environment that supports
compensation of mineworkers or ex-mineworkers that contract occu-
pational TB, and in case of death, their families;
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(vii) Establishing or strengthening national tripartite-plus consultative
structures to develop and promote standards and ensure adequate
development of expertise, facilities and resources for effective imple-
mentation of the Code of Conduct;

(viii) Providing and mobilizing resources through stronger national and
international partnerships to support programmes addressing TB, HIV,
Silicosis and other occupational respiratory diseases in the mining
sector.

ARTICLE 9
ROLES AND RESPONSIBILITIES OF MINE WORKERS,
EX-MINE WORKERS AND THEIR ASSOCIATIONS

Workers will contribute to the implementation of the Declaration and this Code
through full and active participation in policy development and legislation,
social dialogue and constructive engagement and resource mobilization. In par-
ticular, the role and responsibilities of mine workers will include the following:

(1 Engaging in consultations with governments to ratify and domesticate
relevant conventions, protocols and recommendations that address
issues of concern in occupational TB, HIV, Silicosis and other occupa-
tional respiratory diseases in the mining sector;

(i) Advocating for harmonization of labour migration policies and stan-
dards relevant to the prevention and control of TB, HIV and Silicosis,
and that support the welfare of mineworkers, their families and com-
munities across borders;

(iii) Advocating for laws that enforce compensation for mineworkers,
ex-mine workers and their families;

(iv) Participate in social dialogue and protection through regional and
national tripartite structures to ensure effective implementation of
occupational health and safety standards and the provisions of this Code;

(v)  Advocating for Collective Bargaining Labour Agreements, to include
clauses on no loss of wages, non-discrimination and provision of medi-
cal cover for treatment of all mineworkers and ex-mineworkers with
occupational TB, HIV, Silicosis and other occupational respiratory
diseases;

(vi)  Advocating for Collective Bargaining Labour Agreements include poli-
cies that cover and promote contract worker access to the same health
care benefits as permanent employees;

(vii)  Coordinating education and awareness training for mine workers on
their rights at work, TB/HIV and silicosis in the workplace and encour-
aging fellow workers to comply and take responsibility towards the
management of all TB, TB and HIV, Silicosis and other occupational
respiratory disease cases at both regional and national levels;

(viii)  Advocating for adequate structures that allow mineworker organiza-
tions to follow-up mineworkers post-employment to ensure that
employers adhere to binding post-employment compensation, treat-
ment, support and care;

(ix) Encouraging governments and employers to put in place monitoring
mechanisms and adhere to them;
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x

(xi)

Constructively engaging employers to ensure that they take full respon-
sibilities for the management of all occupational TB, HIV and AIDS,
Silicosis and other occupational respiratory disease cases; and
Mobilizing resources through national and regional workers’ structures
to undertake training on programmes such as behavioural change
among workers in the mines on issues of occupational TB, HIV, Silicosis
and other occupational respiratory diseases including other related
activities to ensure full implementation of this Code.

ARTICLE 10
ROLES AND RESPONSIBILITIES OF MINE EMPLOYERS AND
THEIR ASSOCIATIONS

Employers will contribute to the implementation of the Declaration and this

Code through participation in policy and legislation and social dialogue and con-

structive engagement of government and workers representatives, and resource
mobilization. In particular, the role and responsibilities of mine employers will
include the following:

®
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Engaging in consultations with government to ratification and domes-
tication of relevant internationally recognized conventions, protocols
and recommendations that address issues of concern in occupational
TB, HIV, Silicosis and other occupational respiratory diseases in the
mining sector;

Engaging in consultations with government for the harmonization and
implementation of labour migration policies and standards relevant to
prevention and support for mineworkers, ex-mineworkers, their fami-
lies and communities across borders;

Adhering to laws and policies that ensure safety, health and compensa-
tion for mineworkers, ex-mineworkers and their families and
communities;

Taking full responsibility for the management of all occupational TB,
TB and HIV, Silicosis and other occupational respiratory disease cases
including those occurring post-employment;

Adhering to national laws and policies, and negotiate with workers binding
collective labour agreements that comprehensively provides for compen-
sation benefits for occupational TB, HIV, Silicosis and other occupational
respiratory diseases, including those occurring post-employment;
Providing adequate, safe and healthy housing for mineworkers and
their families;

Providing access to health services that fulfill the needs of male and
female mineworkers with occupational TB, HIV, Silicosis and other
occupational respiratory diseases; and referral of such workers to treat-
ment and care services in the community where applicable;

Ensuring non-discrimination of mineworkers with occupational TB,
HIV, Silicosis and other occupational respiratory diseases and compli-
ance with confidentiality requirements and rights of employees;
Ensuring collaboration between mines and national programme activi-
ties on occupational TB, HIV, Silicosis and other occupational respira-
tory diseases;
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(x) Developing and implementing education and awareness training for
mine workers on their rights and responsibilities at work, on occupa-
tional TB, HIV, Silicosis and other occupational respiratory diseases in
the workplace;

(xi) Creating a conducive environment for workers to comply and take
responsibility towards the management of all occupational TB, HIV,
Silicosis and other occupational respiratory disease cases at both
regional and national levels;

(xii) Ensuring implementation of a confidential employment and health
information system that enables tracking of each mineworker and
ex-mine worker, regardless of employment status, health screening,
appropriate prevention, treatment and medical referral as well as
appropriate and timely post-employment follow-up;

(xiii) The monitoring of dust exposure limits;

(xiv)  Ensuring that mineworkers, ex mineworkers and their families and
communities have access to and benefit from prevention, treatment,
care and support in relation to TB and HIV in the workplace should
play a role in facilitating access to these services;

(xv) Mobilizing financial and human resources for the implementation of
the Code;

(xvi) Developing and implementing programmes that address health
in communities surrounding the mines and mine worker sending
communities.

ARTICLE 1
ROLES AND RESPONSIBILITIES OF CIVIL SOCIETY

Civil Society will participate and play an active role in advocacy, dissemination
and support to facilitate implementation of the Declaration and this Code. The
roles and responsibility of Civil Society will include the following:

(1) Assisting in the implementation of agreed upon minimum standards;
(i)  Advocating for effective TB control programmes, and TB, Silicosis and

HIV elimination;

(iii) Augmenting resources to ensure implementation of the Declaration
and this Code;

(iv)  Assisting in disseminating information on best practices within the
region;

(v)  Providing additional human resources where needed to support imple-
mentation of minimum standards;
(vi)  Supporting the integration of TB and HIV prevention, care, and treat-
ment programmes as well as other primary health care services; and
(vii)  Working with Member States to establish formal cross-border TB con-
trol mechanisms.

ARTICLE 12
ROLES AND RESPONSIBILITIES OF DEVELOPMENT PARTNERS

Development Partners will mainly play a supportive role in the implementation
of the Declaration and this Code within the parameters set by the SADC
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Declaration on TB in the Mining Sector and the strategic interventions outlined
in this Code. The roles and responsibilities of Development Partners will focus
on the following areas:

@
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Participating in the joint planning, implementation and monitoring of
programmes, and supporting routine reporting and recording of TB, TB
and HIV, Silicosis and other respiratory diseases data;

Providing technical assistance that is demand-driven and necessary to
meet the capacity development needs identified by Member States. The
capacity building initiatives should include both systems and institutions;
Supporting the investigation and reporting of the TB burden in each
Member State;

Supporting that Member States have access to appropriate new tech-
nologies and tools for diagnosis and management of TB, TB and HIV,
Silicosis and other respiratory diseases in the mining sector;
Facilitating sharing of information and good practices;

Supporting the collection, analysis and dissemination of data on TB, TB
and HIV, Silicosis and other occupational respiratory diseases;
Programmes in the mining sector are comprehensive and accessible to
mineworkers, women and other vulnerable groups; and

Mobilising and providing financial resources to support and comple-
ment efforts of Member States in combating TB, TB and HIV, Silicosis
and other respiratory diseases in the mining sector for comprehensive
and sustainable programmes;

Supporting research on TB, TB and HIV, Silicosis and other occupa-
tional respiratory diseases in the region.

ARTICLE 13
ROLES AND RESPONSIBILITIES OF SADC SECRETARIAT

The mandate of the Secretariat in the implementation of the Declaration and
this Code will be to harmonize and coordinate the programmatic framework

of the Code, mobilise resources, monitor and evaluate the implementation of the

Code and to provide regular progress reports to Member States and stakehold-

ers. In particular, the roles and responsibilities of the Secretariat will include the
following:
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Mobilising resources from cooperating partners and ensuring the
SADC HIV Special Fund integrates TB;

Facilitating the harmonisation of prevention, treatment and care
policies and guidelines throughout the Region;

Facilitating the establishment or strengthening of a regional inter-
ministerial commission with the highest level of membership from the
Tripartite structures to provide oversight on the implementation of the
national and regional frameworks;

Facilitating the creation or strengthening of regional and national task
teams on TB, TB and HIV, Silicosis and other, occupational respiratory
diseases and mobile populations consisting of relevant institutions to
provide oversight of the national framework and its coordination;
Facilitating the development or strengthening of national and regional
frameworks for coordination and monitoring of TB, TB and HIV,
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Silicosis and other, occupational respiratory diseases and safety issues
in the mines for all workers, including cross-border mine workers and
ex-mineworkers;

(vi)  Strengthening of a standardised system for reporting on TB, TB and
HIV, Silicosis and other occupational respiratory diseases across SADC
Member States;

(vii)  Facilitating the establishment or strengthening of a common M&E
Framework including the development of minimum standards for
addressing infection control for SADC Member States on TB, TB and HIV,
Silicosis and other occupational respiratory diseases in the mines; and

(viii)  Facilitating the promotion of a stronger national and international part-
nerships for resource mobilisation to support programmes addressing
TB, HIV, Silicosis and other respiratory diseases in the Mining Sector;

(ix) Encouraging Member States to ratify and implement international
occupational safety and health standards through peer review and
collaboration with international cooperating partners;

(x) Facilitating the development and implementation of a SADC communi-
cations strategy and advocacy strategy on occupational TB, HIV,
silicosis and other occupational respiratory diseases;

(xi) Receiving National reports, collating reports, analyzing and dissemina-
tion results;

(xii) Coordinate efforts of Development Partners and other actors on imple-
mentation of TB and HIV, Silicosis and other, occupational respiratory
diseases related activities in the region.

ARTICLE 14
MONITORING EVALUATION AND REPORTING

Implementation of the Code of Conduct must be monitored in order to objec-
tively assess areas that are making progress and those where progress is slow.
This will help to seek solutions for those areas where implementation is slow.
Implementation of the Code occurs at two levels, that is, at the Member States
and the regional levels:

(1) The SADC Secretariat will facilitate development of core indicators that
measure progress towards desired impacts inherent in the Strategic Goal.
These core indicators will be added to the SADC Harmonised Framework
for HIV and AIDS, TB and Malaria. In addition, these indicators are
expected to be domesticated into national M&E systems for HIV and
AIDS and TB. Member States will report on these indicators annually to
the SADC Secretariat to facilitate development of a Regional Report that
shows the levels, patterns and trends of these core indicators.

(i) The SADC Secretariat will develop a Monitoring and Evaluation Tool
with specific defined indicators to be approved by Member States. The
Tool will be administered in all the SADC Member States. Over and
above, tracking and reporting on core impact indicators, the region
will regularly report on the number of Member States that have imple-
mented key actions articulated in the Code under each of the Strategic
Objectives.

(iii) SADC Secretariat will facilitate Regional level evaluation.
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Appendix B

Framework for the
Harmonized Management of
Tuberculosis in the Mining
Sector: An Overview

In 2012, the heads of state of countries in the Southern African Development
Community (SADC) signed a declaration on TB in the mining sector. By means
of this declaration, they recognized the elevated risk of tuberculosis (TB) among
mineworkers in the region. One of the most pressing challenges for TB manage-
ment at the regional level is the lack of harmonization of TB prevention and
treatment among SADC countries.

In 2013, the governments of Lesotho, Mozambique, South Africa, and
eSwatini asked the World Bank and the World Health Organization (WHO) to
facilitate the development of a TB management framework that would harmo-
nize the treatment, prevention, diagnosis, and referral of TB cases across the
four countries. The development of this harmonized management framework
was finalized in March 2014. The framework complements national TB strategic
plans; addresses TB management for current and former mineworkers, commu-
nities around mines, and labor-sending communities; and follows WHO
recommendations.

This appendix is an overview of the key elements of this framework.

GUIDANCE IN DEVELOPMENT OF COMMUNITY AND
WORKPLACE TB PROGRAMS

The framework provides guidelines for conducting situation analyses in com-
munities around mines and in labor-sending communities to provide a baseline
information and inform the design and implementation of TB interventions.
These include the identification of available support systems and stakeholders
outside the public health system that can be mobilized to support the TB pro-
gram. Guidelines on the management of TB and TB/HIV (human immunodefi-
ciency virus) in the mining workplace are provided. These cover areas such as
advocacy and education of employees, confidentiality, return-to-work policy,
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referral and treatment support, continuity of treatment, and outreach to families
of employees.

CLINICAL GUIDANCE AREAS

Guidance on TB screening (systematic and active), diagnosis, and treatment is
provided in the framework. These include:

e Treatment protocols for drug-susceptible TB in adults and adolescents

e Treatment regimens for drug-sensitive childhood TB

e Protocol management for drug-resistant TB (DR-TB), including protocols for
DR-TB case finding, diagnosis, and treatment

e Treatment regimen for multidrug-resistant TB (MDR-TB) in adults, MDR-TB
in children, and extremely drug-resistant TB (XDR-TB) in adults and
adolescents

e Treatment of TB/HIV coinfection

* Monitoring of DR-TB and HIV therapy in coinfected persons, including the
provision of antiretroviral therapy (ART) to adults, adolescents, and children;
TB/HIV coinfection cases with DR-TB; and coinfected patients with DR-TB.

The harmonized management framework includes recommendations on
administrative, environmental, and personal protection measures for TB infec-
tion control, as well as the use of Isoniazid Preventive Therapy (IPT) among
high-risk groups such as mineworkers.

COORDINATION OF CARE

The framework defines the roles and responsibilities of key stakeholders in TB
management. These stakeholders include:

e National TB and HIV programs

e Employer organizations and chambers of commerce
* Mining unions

e Ministries of labor

e Development partners

e UN agencies.

INSTITUTIONAL LINKAGES FOR REGIONAL COORDINATION
OF TB CONTROL IN THE MINING SECTOR

The framework outlines a mechanism for coordination between institutions in
the relevant countries. Key areas highlighted to facilitate regional coordination
include:

¢ Establishing national and regional technical working groups to focus on the
adoption and implementation of the framework

e Establishing a robust tracking and referral mechanism within and between
the countries

e Mapping the number and location of current and former mineworkers. This
should also include the mapping of health services (quantity and quality)
available in these locations.
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* Need for the countries to work together with mining companies and other
stakeholders to generate a database of mineworkers with a history of TB
infection

* Need to establish an effective cross-border patient tracking and contact trac-
ing mechanism.

The complete framework document is available at http://pubdocs.worldbank
.org/en/815231483123459059/Signed-Framework-for-the-Harmonized
-Managment-of-TB-in-the-Mining-Sector.pdf.
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Appendix C

TB Treatment Adherence Study:

A Summary

ASSESSING THE EFFECTIVENESS OF AN
INTERVENTION TO IMPROVE ADHERENCE
TO TB TREATMENT (AND SELECT
PREDICTORS OF ADHERENCE) AMONG
MINEWORKERS IN SOUTHERN AFRICA

EXECUTIVE SUMMARY OF THE IMPACT OF THE
INTERVENTION

Study background and context

South Africa has been home to the largest gold-producing mines for nearly a
century, peaking in the 1970s, and it remains in the top five countries for gold
production worldwide. These mines are considered key hubs for employment
and income throughout southern Africa for migrant mineworkers, who repre-
sent over a third of the workforce of the gold mines. Tuberculosis (TB) is com-
mon among mineworkers in South Africa because of a complex mix of factors. In
2012 the Southern African Development Community (SADC) prioritized
regional activities to address the burden of TB in the mining sector and to pro-
vide continuity of TB care and treatment for current and former mineworkers
and their families across regions, borders, and communities. This study, called
MoLeSwaSa, was coined from the names of the four participating SADC coun-
tries: Mo(zambique)-Le(sotho)-Swa(ziland)-S(outh)A(frica). In 2016, the
MoLeSwasSA study was conducted to develop and evaluate an evidence-based
intervention to promote adherence to TB treatment and retention in care for
mineworkers with TB, particularly when they return to labor-sending areas on
leave (Enhancing Care Foundation 2016).
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Study objectives and methodology

The overall aim of the study was to develop, implement, and evaluate a multi-
level package of interventions to improve treatment adherence, retention in
care, and clinical outcomes among mineworkers with TB infection—with or
without human immunodeficiency virus (HIV) comorbidity—to inform a strat-
egy for scaling up interventions in the broader mining context. The proposed
study was implemented in three phases, each with a unique methodological
approach as follows:

e Phase 1: a detailed scoping study, including a desktop review and elicitation
research using mixed methods, which further enriched the design of the
study intervention to ensure it was current, evidence-based, culturally appro-
priate, and responsive to key stakeholders

¢ Phase 2: development, implementation, and evaluation of the study interven-
tion in a rigorous, randomized controlled study using clinical and behavioral
outcomes

e Phase 3: a cost analysis of the intervention.

Key activities

Phase 1 of this study identified key individual informational, motivational, and
behavioral skill (IMB) deficits as well as structural barriers to adherence to TB
treatment and care for mineworkers with TB in two gold mines in South Africa.
The activities to achieve this included a desktop review, elicitation research with
relevant stakeholders, and a quantitative evaluation of the experiences of mine-
workers with TB who had participated in previous interventions or had recently
returned from a SADC country after holiday leave in 2015. The methodology
included online- and paper-based surveys, structured interviews, and focus
group discussions. Phase 1 findings formed the basis for the development of an
intervention implemented and evaluated in phase 2.

Phase 2 was arandomized controlled study (RCT) that sought to assess whether
a multilevel and context-specific intervention involving a client-centered compo-
nent, framed on an information-motivation-behavioral (IMB) skill model, and a
package of systems interventions would improve adherence to TB treatment,
retention in care, TB knowledge, TB stigma, and select clinical outcomes.
Mineworkers with TB from the Sibanye Gold and Harmony mines were recruited
to take part in the study, and they completed baseline and follow-up surveys over
the six-month study period. Adherence data as recorded by the Medication Event
Monitoring System (MEMS Caps) were collected over the study period as an
objective measure to complement the self-reported data from the surveys.

Phase 3 of the study consisted of a cost analysis based on cost-to-company
expenses to scale the intervention. This exercise sought to generate information that
could help future implementers of the intervention in the mining sector understand
the cost of the intervention, resource allocation, and anticipated outcomes.

RESULTS AND FINDINGS

Phase 1

In Phase 1, the elicitation research using multiple research methodologies led to
the development of a multifaceted, evidence-based intervention package,
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which directly addressed the needs of mineworkers with TB. Various barriers to
TB treatment adherence were assessed and targeted in the intervention design,
content, and approach. Specifically, the intervention package included a half-day
workshop to deal with the barriers to TB treatment adherence, including limited
knowledge about TB and how it is spread; lack of information on how to navigate
stigma and speak to family members and peers about TB and become an advo-
cate for TB treatment adherence and prevention; inability to address alcohol,
tobacco, and traditional medication use in the context of TB treatment adher-
ence; and inability to interpret the differences between drug regimens supplied
by the mining corporations and home countries. This content was reinforced in
information, education, and communication (IEC) materials made available in
local languages, including a health passport and weekly SMS (text) messages.
Mineworkers were also given survival kits or “goody bags” as a modest incentive
to adhere to treatment during their time away from the mines over the Easter
break. The bags contained a t-shirt, water flask, and refreshments.

Phase 2

In Phase 2, 153 mineworkers were recruited into the study from nine medical
hubs at the Sibanye Gold and Harmony mines. Overall, intervention participants
attained better overall adherence, weekend adherence, and weekday adherence
compared with the control participants. The mean difference in these scores
between the two groups was statistically significant (p = 0.015, p = 0.005,
p = 0.013, respectively). However, the average treatment effect was not statisti-
cally significant for Easter break adherence (p = 0.184, mean difference). In addi-
tion, the risk of defaulting TB treatment was significantly increased for
intervention participants versus control participants in both mining companies.

The analysis revealed that the intervention effects were more pronounced for
those with lower adherence, suggesting that the intervention worked best for
those who needed it most. It increased the 25th percentile of the outcome vari-
able by 23 percent (p = 0.018) and the median (50th percentile) by 22 percent
(p = 0.031), but not at any higher percentile.

Participants in the intervention group trended toward higher gains in per-
ceived psychosocial support scores and TB knowledge, as well as reported less
stigma. Data analyses revealed that, on average, the scores for perceived psycho-
social support and TB knowledge increased from baseline to endpoint for both
the control and the intervention group. However, the participants in the inter-
vention group experienced much deeper increases compared with those in the
control group, with a significant improvement seen with knowledge. The same
direction and magnitude of impact was also evident for the composite stigma
index scores, but the differences between the two study groups were not statis-
tically significant. Thus a positive trend was achieved in the intervention group
for psychosocial support, less stigma, and gains in knowledge level.

Phase 3

Phase 3 evaluated the cost-to-company expenditure for future implementers of
the intervention in the mining sector. It is envisaged that mining companies
could anticipate a cost of US$234 per intervention participant enrolled, which
includes covering the wages of the mineworkers for participation in the
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workshops, as well as the cost of printing materials, SMS bundles, workshop
facilitation, and survival kit distribution.

LESSONS LEARNED AND RECOMMENDATIONS

This study benefited from the substantial collaboration among the mining cor-
porations, the sponsor, and key stakeholders aimed at developing, implementing,
and evaluating an evidence-based, sustainable intervention that addresses the
barriers to TB treatment adherence experienced by mineworkers. Without this
significant partnership, the intervention would not have been successfully
implemented. Such interventions require ongoing collaboration, communica-
tion, and buy-in at all levels to achieve success.

The intervention showed great promise in this small but rigorously evaluated
study, and results indicate that adherence could be improved if this type of inter-
vention is offered as standard of care to support mineworkers in TB treatment
while on leave and away from the mines. Importantly, overall adherence and
weekend adherence were significantly improved in the intervention group, and
elicitation research confirmed that weekends often present adherence chal-
lenges for mineworkers. The intervention was also shown to improve the adher-
ence with those who had relatively poorer adherence at baseline, reflecting
significant success with those who require more support.

The logistics of scaling up such an intervention should also be thoughtfully
considered because much of the care currently provided by the mines is decen-
tralized. This requires that interventions be seamlessly integrated into routine
care with existing staff and resources. This observation has led to the recom-
mendation that a triage approach in which the intervention is provided to those
who need it most may benefit the mining companies,. However, it is envisaged
that the mining companies would have sufficient resources and capacity to
implement the intervention based on the cost analysis and given the high quality
of care that is provided by the mines.

At times, the research protocol, particularly the refilling and tracking of the
MEMS Caps system, could be burdensome. Although this difficulty had no bear-
ing on intervention implementation and scale-up, more lead time may be
required in the future to allow for sufficient training in the research protocol and
its requirements regarding the clinical care staff who were not directly employed
by the study. Nonetheless, this study offers a valuable proof of concept and will
serve as an important foundation for similar interventions to be delivered in this
context.
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Appendix D

Human Rights and Gender
Barriers Study: A Summary

A SURVEY ON ACCESS OF TB, TB/HIV,
OCCUPATIONAL LUNG DISEASES, AND
COMPENSATION SERVICES IN THE MINING
SECTOR AND MAPPING OF CIVIL SOCIETY
ACTORS IN SELECTED COUNTRIES IN
SOUTHERN AFRICA

EXECUTIVE SUMMARY

This book describes a study and survey of the human rights and gender dimen-
sions of tuberculosis (TB), TB/HIV (human immunodeficiency virus), occupa-
tional lung diseases, and compensation in the mining sector. It also presents a
mapping of major civil society actors, focusing on human rights and gender
issues in the mining sector. The study contributes to implementation of the
World Bank Gender Strategy 2016-2023 (World Bank 2015).

The study is anchored in human rights-based approaches (HRBAs) and
applies them to the identification of issues as well as data analysis. In applying
the HRBAs, the study identifies the key concepts inherent in each human rights
instrument and applies the issues contained in each concept to the areas under
investigation.

Mining in southern Africa

According to the South African Chamber of Mines (2007), “The mining
industry is among Southern Africa’s largest employers, particularly in South
Africa, where one of every ten employed men (at least 500,000 men) mine for
gold, diamonds, or other minerals.” The study found that the extent to which
mineworkers are exposed to occupational lung diseases is partly determined
by the type of mineral with which they are dealing and the technology used
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for mining. Underground mining exposes workers to high levels of dust and
restricted air circulation compared with open pit mining. The study found that
half of the mineworkers in the southern Africa region work underground and
the other half work in open pit mining. However, South Africa, eSwatini, and
Zimbabwe have a significantly higher percentage of mineworkers working
underground.

The study confirmed that more men than women are employed in the mining
sector. This could be linked to the lower education levels among women com-
pared with men. It could also be attributed to the burden of care borne by women.
In the study, most women in the mining sector were working in the services
sector. Most of them were also located on the lower echelons, with limited roles
in decision making,

Spread of HIV and TB

The study revealed that unequal power relations between men and women in
the mining communities contributed to the spread of HIV and TB. Unequal
gender power relations were reflected in both the workplaces and the home.
At workplaces, the work conditions (working hours and maternity leave) did
not appear to take into account women’s reproductive roles. There were differ-
ences though when it came to the night shift. Far more men than women
worked the night shift. Meanwhile, there was limited access to information on
HIV and TB transmission, especially for women. Women’s lower education
status affected their access to information. As for home life, the study found
that for both men and women the absence of sexual partners for long periods
led to multiple sexual partners. Moreover, widow inheritance and sexual
harassment were mentioned as factors that contributed to the spread of HIV
and TB infections.

When respondents were asked about lesbian, gay, bisexual, transgender, and
intersex (LGBTI) groups, they seemed to have limited knowledge about the cir-
cumstances that contribute to the spread of HIV and TB within these groups.
This could be attributed to respondents’ denials about the existence of these
groups, as well as the stigma and discrimination associated with them.

Coupled with unequal gender relations was the poor infrastructure in the
mining communities. The study found that the type of mine affected exposure to
TB infections. Because the majority of workers in underground mining are men,
they are more exposed to TB infection than women. Also, poor housing and lack
of separate facilities, such as toilets for women and men, exposed communities
to HIV and TB infections. Generally, women respondents felt they had few ame-
nities compared with those provided for men. The hygiene of toilets was reported
to be poor.

Barriers to access to services

Gender differences exist in the availability of, use of, and access to services. More
women than men had access to medical aid, and women were more likely to use
health services than men. Men who disclosed their serostatus were
frowned upon within the mining communities, which affected men’s access to
health services.
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Health inequities

Health inequalities refers to the differences in health status of population groups.
The research found that better-off income groups had more and better access to
health services than those with lower incomes.

Most males and females had no opinion on whether health facilities provide
adequate privacy for LGBTI. This could be attributed to the conservative nature
of most communities in the region, where a strong stigma is associated with
being LGBTI.

The study found that most company clinics provide medical attention specif-
ically to the mineworkers. The families were expected to seek treatment from
government hospitals. This meant different levels of care and treatment.

CSO actors

The mapping exercise sought to establish the nature of interventions by civil
service organizations (CSOs) and the challenges they were facing. The exercise
was an opportunity to identify existing gaps facing human rights, gender, and
compensation and TB health services in the mines provided by civil society orga-
nizations, in addition to identifying potential partnerships.

Few CSOs have directly engaged with mining communities based on funding
from donors. Instead, they often engage in a one-off basis because they engage in
other activities to sustain their organizations.
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Appendix E

Occupational Health Services
Delivery Study: A Summary
STUDY ON OCCUPATIONAL HEALTH
SERVICES DELIVERY IN THE SOUTHERN
AFRICA REGION TO ESTABLISH MINIMUM
PACKAGES AND MODELS FOR PROVISION
OF OCCUPATIONAL HEALTH SERVICES

EXECUTIVE SUMMARY

Context and brief methodology

Tuberculosis (TB) remains a considerable public health threat in southern Africa
and continues to strain health systems and communities across the region. Active
mineworkers are particularly at risk of TB and are disproportionately affected by
the epidemic. Despite industry awareness of the problem, the access to and avail-
ability of occupational health services (OHS) for mineworkers in the region are
relatively uneven. Only larger mines offer comprehensive occupational health
services. In an effort to better understand and respond to the occupational health
(OH) needs of mineworkers, Health Focus was commissioned to conduct a study
aimed at developing minimum packages of occupational health services for cur-
rent and former mineworkers in southern Africa (Health Focus 2016).

From late 2015 to early 2016, a desk review and country OH system assess-
ments were conducted in the four study countries—South Africa, Tanzania,
Zambia, and Zimbabwe. Key informant interviews were conducted with repre-
sentatives of the regulatory authorities and with other key stakeholders such as
the Chambers of Mines (CoMs) and the unions to gain a broader understanding
of the OH legal and institutional frameworks and current gaps in OHS delivery.
Site visits conducted at different mining areas within the countries included vis-
its to mining site health facilities and public and private off-site occupational
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health services serving the mining industry to learn about various service deliv-
ery models and modalities. The findings of the country assessments were vali-
dated during in-country stakeholder workshops at the end of each mission. The
workshops further served as a forum for the compilation of recommendations
on suitable minimum OHS packages and delivery models. The study report com-
piled the country review results and suggested service packages.

MAIN FINDINGS AND RECOMMENDATIONS

Legislation

The legislative frameworks in the four study countries provide a solid founda-
tion for protection of the health and safety of mineworkers, including provisions
for risk assessments, inspections, occupational health surveillance, OHS deliv-
ery, and the compensation of work-related injuries and diseases. Tanzania has
already introduced a single occupational health law as recommended by
International Labour Organization (ILO) Convention 155 and is reforming its
systems after a review by the country’s auditor general. The three other coun-
tries are continuing to reform their labor laws with emphasis on health and
safety. There are, however, certain overlaps in provisions and competencies
because in all countries the three ministries/departments of health, labor, and
mining are jointly administering the legislation. Some legislation lacks detail or
clarity in certain areas (for example, silica dust exposure limits) and the question
of whether TB is classified as an occupational disease in mining is treated differ-
ently in the four countries.

To harmonize legislative frameworks in the southern Africa region, it is
recommended that

¢ Occupational diseases that are deemed compensable be standardized

e Tuberculosis be clearly integrated as an occupational disease in mining work

e Hazard exposure limits, such as silica dust levels, be aligned

e The inspectorate’s capacity be strengthened to affect controls and enforce set
standards in terms of human resources, equipment, and competences.

Occupational health and management services

Mineworkers employed by large- and medium-scale mining operations in the
four study countries are generally well protected in terms of occupational health
and safety. This segment of the mining industry, mostly in the hands of transna-
tional corporations, conducts regular risk assessments, establishes health and
safety systems in line with national laws and regulations, and supplies its work-
force with adequate personal protective equipment. The mines are regularly
inspected by the relevant authorities or inspectorates under the ministries/
departments of health, labor, and mining. The large-scale mining houses provide
excellent, mostly above country standard primary health care, emergency, and
occupational health surveillance services, combined with health promotion,
prevention, and well-being programs under the Basic Occupational Health
Services Concept (BOHS III/IV). The most sophisticated systems are found in
South Africa, with its long mining tradition and a Chamber of Mines that has
provided effective leadership in setting standards and disseminating good prac-
tices within the industry.
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More challenges are found in the medium-scale mining in Tanzania, Zambia,
and Zimbabwe. Depending on the size of the operation and the operator, service
provision ranges from BOHS I to II in mines without any adequate health and
safety systems in place. Clearly, limited implementation of regular health and
safety inspections and limited enforcement of existing laws and regulations con-
tribute to noncompliance in many workplaces in this mining segment.

The most underserved mineworkers are those working in artisanal small-scale
mines (ASSM). Although most of the owners of these enterprises hold a valid min-
ing license, they often do not apply the occupational health and safety regulations
and standards issued by mining, health, or labor authorities. The limited availabil-
ity of occupational health services in the vicinity of ASSM areas, financial access
barriers, and the low degree of risk awareness contribute to low uptake of services
by this mining population. Furthermore, in small-scale and artisanal mining health
and safety inspections rarely take place. Generally, the public occupational health
service providers and inspectorates in the four countries are underequipped and
understaffed and are thus unable to effectively execute their mandates.

Given this context, the following recommendations are proposed to scale up
occupational health services provision:

» To increase coverage of occupational health surveillance and services, coun-
tries should adopt the Basic Occupational Health Services Concept at the
national level and develop service networks at different BOHS stages. The
concept provides a pathway to comprehensive services and allows the setting
of standards in relation to the size of the mining operations and the hazards
involved. This can be done either by scaling up and decentralizing public ser-
vices provision or by outsourcing models to private providers.

e It is strongly recommended that one-stop service centers (OSSCs) be paired
with outreach models in order to address geographic accessibility, particu-
larly for artisanal mineworkers and former mineworkers. Decentralized
occupational health OSSCs represent an ideal model to increase coverage of
occupational health screening in underserved areas, where the size of mining
operations does not allow for integrated in-house solutions.

e Primary health care facilities in dense mining areas should offer BOHS 1T ser-
vices, and selected district hospitals should complement this offer with BOHS
111 services, supported by a clear referral system. The widest coverage of OH
services is achievable through primary health care-based service models. In
countries in which public primary health care units integrate BOHS I/I1T mod-
els, as planned in Tanzania, such services may actually cover a large proportion
of the country’s total occupational health service provision. This strategy, com-
bined with outreach services, will increase coverage significantly.

» Fee structures must be adapted to facilitate equipment purchase, mainte-
nance, and upgrading, as well as motivational costs for personnel.

e To facilitate formalization of artisanal mine work and integration into social
security systems, microinsurance models that cover basic occupational health
services, including regular OH screening, should be considered and
introduced.

Compensation systems

Because dust and diseases related to chemical hazard exposure often become
evident only years after exposure, many mineworkers are eligible for

[
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compensation payments. However, once they have left or are retrenched from
their workplace and have returned to their rural homes, most mineworkers
are lost to regular follow-up of their health and have limited access to
compensation.

The following recommendations are aimed at increasing the access of current
and former mineworkers to compensation:

e Compensation systems and mechanisms in each of the four countries must be
strengthened. This involves setting up and maintaining functioning occupa-
tional accident and disease reporting systems, optimizing claims processing
and management, and developing communication strategies that inform and
educate mineworkers about the right to compensation. Where and how
claims are made need to be built in. Currently, the systems are rather reactive
than proactive.

e Basic knowledge of the potential work-relatedness of diseases or injuries and
the steps to be undertaken in the event they occur must be included in the
education of health personnel. This includes knowledge about notification
obligations and processes, but also about assistance and advice to claimants.
Tanzania would benefit from technical assistance and lessons learned in
southern African countries when operationalizing its new compensation sys-
tem, the Workman Compensation Fund.

e Like South Africa, Tanzania, Zambia, and Zimbabwe should develop policies
and approaches to actively locate former mineworkers and offer them benefit
medical examinations as required by law.

* Ideally, benefit medical examinations should be included in decentralized
occupational health services, which would facilitate access to services for
both current and former mineworkers. Service coverage could be increased
significantly when combined with mobile/outreach services or provided
through inclusion in primary health care services.

e Given the size of artisanal small-scale mining, particularly in Tanzania and
Zimbabwe, adapted compensation models covering the loss of earnings after
an injury or in the case of a disease contracted through workplace exposures
must be developed. The size of the workforce in this type of mining should be
amenable to microinsurance models.

Rehabilitation

The compensation legislation and systems for work-related injuries and dis-
eases in the four study countries include provisions for the rehabilitation of
mineworkers. Although each of the four countries has mechanisms in place
to rehabilitate injured or diseased mineworkers, the quality of provision and
access vary. Rehabilitation facilities are not always easily accessible, and
rehabilitation equipment is costly. The OSSC model is being rolled out to
other SADC countries, and it is vital that it have the right infrastructure and
human resources to support good rehabilitation. Furthermore, therapists
working in the field of rehabilitation need specific competencies, and reha-
bilitation should be initiated at the right time for the injured mineworker.
Not all countries’ rehabilitation centers recognize the need for a multidisci-
plinary team of rehabilitation staff. Centers must recruit these staff with the
right competencies and must include or have access to a medical doctor,



Occupational Health Services Delivery Study: A Summary | 101

physiotherapist, occupational therapist, counsellor, nursing staff, assistants,
orthotists, and prosthetists.

This research has shown that in all the countries the large-scale mines com-
ply with national OHS legislation, but there is variation in the provision of reha-
bilitation to injured mineworkers, leading to inequity in the quality of and access
to services. It is worrying that a huge proportion of the nonregulated and small-
scale mining population does not contribute to any compensation fund and
therefore cannot access rehabilitation if injured. They have no access to func-
tional or vocational rehabilitation or assistive devices. Some may access public
health services and increase the burden on the state, but generally former mine-
workers who are injured in these small-scale and nonregulated mines return to
their communities or countries of origin, and there is no record of their rehabil-
itation and assistive device needs. No provision is made for them; they are simply
“lost” in the system.

In this context, the following recommendations are aimed at improving reha-
bilitation services for mineworkers:

* Governments and professional bodies should regulate clinicians working in
the field of rehabilitation to ensure good governance and training. Health
profession councils and universities should also ensure that training meets a
high standard, and employers should ensure that they have good supervision
in place for new and junior staff.

e All countries should seek technical advice and support from individuals work-
ing in this area to help design new rehabilitation centers and reconfigure cur-
rent ones. Such advice and support would also be needed to design appropriate
pathways, making adequate investments in gymnasiums, rehab equipment,
assistive devices, and vocational rehabilitation programs. Patients of the centers
should be encouraged to give feedback on how services can be improved.

e The governments of each country should ensure that all small-scale and non-
regulated mining is formalized. This will require the collaboration of govern-
ment ministries/departments, small-scale mineworkers’ associations, local
traditional leaders, and other key stakeholders. The formalization process
should include the use of microinsurance models for these workers. This
insurance must take into account functional and vocational rehabilitation as
well as the provision of assistive devices. As previously noted, rehabilitation
should be provided at stages IIT and IV of the BOHS model.

¢ Government departments responsible for procurement should ensure that
the equipment procured is of good quality and value for the money. Assistive
devices, especially lower limb prostheses, are very expensive, and the large
international suppliers have a monopoly in all the study countries. There is
very little competition in the supply of equipment, particularly prosthetics,
and transparency around costs. Steps to stimulate competition could encour-
age local manufacturers and suppliers to participate in the market.

e Vocational rehabilitation must have robust work hardening programs that
take into account workers’ premorbidity job profile requirements. Tasks
should be graded until an individual can return to work. If a worker is deemed
unfit to return to his or her job with the same employer, alternative skills
training should be considered, depending on the local economic opportuni-
ties. This approach was adopted in Zimbabwe with good clinical and eco-
nomic outcomes.



102

TUBERCULOSIS MUST FALL!

Human resources for occupational health

Training and capacity building for staff are required for proper implementation
of the proposed package of services. The BOHS model notes that it is not easy to
anticipate optimal structures as the needs vary widely. An experience-based esti-
mate calls for a minimum of one physician and two nurses per 5,000 workers,
with great variation depending on the industry and size of workplaces, as well as
on their geographical distribution. Given the growth in the mining sector and
other industries in the southern Africa region over the past decade, the demand
for qualified occupational health personnel has steadily increased.

e Itisstrongly recommended that countries train human resources for occupa-
tional health assessments and develop long-term strategies for training med-
ical and nursing cadres. This should be a collaborative effort that includes the
higher education and health sectors, the health professions councils, and the
mining industry.
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Appendix F

Innovations in TB Services
Delivery Study: A Summary
HIGH-IMPACT HEALTH SERVICES FOR
EX-MINEWORKERS IN LESOTHO: PROJECT
FINDINGS

EXECUTIVE SUMMARY

Lesotho has the highest incidence rate of tuberculosis (TB) in the world, and it
has risen alongside the human immunodeficiency virus (HIV) rate over the past
two decades. The TB rate is currently 852 cases per 100,000 persons. The mining
sector has been identified as one of the key drivers of the TB burden in the
southern Africa region, including in Lesotho, which over the past few decades
has provided a substantial proportion of the workforce for South Africa’s mines
and now has a fledgling mining sector of its own. As part of a broader regional
initiative on TB in the mining sector in southern Africa, the World Bank, Global
Fund, International Organization for Migration (IOM), and other partners have
been supporting specific activities to address this regional TB challenge at the
request of the governments of Lesotho, Mozambique, South Africa, and eSwatini.

Within this context, the Clinton Health Access Initiative (CHAI) was con-
tracted by Aquity Innovations and the World Bank to support the delivery of TB
case finding, diagnosis, and treatment services for current and former mine-
workers and mining communities. From February through July 2016, a TB and
HIV campaign targeting former mineworkers and their family members was
conducted in five districts of Lesotho—the largest community-level HIV and TB
screening effort targeting this population in the country to date. This project
sought to deliver targeted TB and HIV case finding; access to rapid HIV and TB
diagnostic tests, diagnosis, and linkages to treatment services using innovative
approaches; and a unique partnership between two health partners—CHAI and
Jhpiego (a nonprofit health organization affiliated with Johns Hopkins
University in the United States) and the Mineworkers Development Agency
(MDA), a development organization that provides services to the community of
former mineworkers.
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Specifically, this project

e Conducted targeted TB and HIV case finding among current and former
mineworkers and their family members by leveraging MDA’s events and
database

 Linked newly diagnosed HIV and TB cases to follow-up care and treatment
using mobile technology to strengthen linkages

e Supported capacity building for the MDA team.

KEY ACTIVITIES

To achieve the project’s objectives, the following activities were pursued:

e Active HIV and TB case finding through health education; distribution of
information, education, and communication (IEC) materials; voluntary HIV
testing; and voluntary TB screening and sputum sample collection at MDA
events scheduled during the implementation period. In addition, there was
targeted community-based voluntary HIV testing and TB screening of cur-
rent and former mineworkers and their family members in the Maseru,
Leribe, Butha Buthe, Quthing, and Mafeteng districts.

e Linkage of newly diagnosed HIV and TB cases to follow-up care and treat-
ment, including Isoniazid Preventive Therapy (IPT), using mobile technol-
ogy to track the status of patients and using a mobile payment incentive
system to encourage patients to seek care

e Capacity building of MDA through HIV and TB, program management, and
financial management training to enhance its ability to provide targeted
health services to its beneficiaries after the project.

Concerted efforts were made to reach out to former mineworkers within
their communities, specifically in community council areas that were relatively
far from health centers. The project employed a mobilization strategy that
focused on sensitizing and outreach to former mineworkers in target communi-
ties by field workers who had previous experience with former and current
mineworkers. Target communities were identified using an existing database of
former mineworkers and referrals from local authorities. As a result, the project
registered over 7,108 individuals through 42 community outreach events and
home visits—that is, over 150 percent of the project target of 5,500 clients. Of the
number registered, 5,945 (84 percent) were current or former mineworkers and
1,021 (14 percent) were family members. Eighty-seven percent of the partici-
pants mobilized for cluster events were male. Of the current and former mine-
workers, 5,702 (96 percent) worked in the gold mines in South Africa for an
average of 23 years—almost all of them in an underground environment that
increased their risk of developing TB.

KEY FINDINGS AND RESULTS

To ensure individuals were linked to care and received treatment in a timely
manner, Jhpiego retrieved the test results from the laboratory directly and
promptly communicated them to clients. When clinical staff visited the homes
of the clients who tested positive for further counseling and to encourage
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patients to present themselves for care, they also asked family members to be
screened for TB and HIV. Mobile payment transfers helped clients to pay for
transport to visit their health facilities for further care. One hundred percent of
newly diagnosed TB cases and 76 percent of newly diagnosed HIV cases were
successfully linked to care within two months. A total of 5,688 persons were eval-
uated for HIV, 2,862 of which were eligible and consented to HIV testing. High
HIV rates were observed in the population—among all those who disclosed their
HIV status, 23.8 percent were HIV-positive and 4.9 percent (139 persons) were
newly diagnosed as HIV-positive.

A total of 6,135 persons were evaluated for TB. High rates of TB were also
observed in the population, although many of these cases had been identified
previously. Ninety-eight persons (1.6 percent) were already receiving treatment.
A total of 5,995 persons were screened for TB, 281 of whom were identified as
requiring further evaluation for TB. Twelve TB patients were newly diagnosed
by the project and started on TB treatment.

LESSONS LEARNED AND RECOMMENDATIONS

The project successfully demonstrated the potential of using established com-
munity-based organizations to carry out large-scale health education and social
mobilization efforts, including accessing hard-to-reach populations such as for-
mer mineworkers and promoting early detection of disease. This approach also
has the potential to be replicated and expanded to other diseases. In addition, the
project recommends the use of mobile technology for patient tracking. The use
of this technology for data collection by nurses and counselors demonstrated the
willingness of the clinicians to use technology for capturing patient information.
Although the project did not achieve the anticipated yields of newly identified
TB cases among the target population, the model was very successful in mobiliz-
ing former mineworkers, and there was a noticeable impact on awareness of
HIV status in this group. The project will be handed over to the National
Tuberculosis Program to enable it to use the best practices identified through the
project for scale-up when the country obtains additional funding.
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Appendix G

Tuberculosis in the
Mining Sector Case Study
Interview List

NAME

ORGANIZATION

INTERVIEW TOPIC

Moises Uamusse

President, Mozambican Mineworkers Association

Nongovernmental organizations (NGOs)

Patrick Osewe

Team leader, World Bank

Southern African Development Community (SADC)
/ technical cooperation / occupational health /
private sector / NGOs

Barry Kistnasamy

Medical Bureau for Occupational Diseases (MBOD)

Occupational health

Thembi Karigeni

Aquity Innovations

Occupational health / private sector

Tumi Legobye

Harmony Gold

Private sector

Lesego Rametsi Kumba Private sector

Rantso Mantsi President, Lesotho Mineworkers Association NGOs

Vama Jele President, Swaziland Migrant Mineworkers NGOs
Association

Eric Gcilitshana National secretary for health and safety, National NGOs

Union of Mineworkers

Okore Okorafor

Senior health specialist, World Bank

SADC / technical cooperation

Melusi Ndhlalambi

Consultant, Medical Research Council, South Africa

SADC / technical cooperation
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