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ABSTRACT
SIMTARS has been funded by the Joint Coal Board Health and Safety Trust to examine the feasibility
of a national mining health database. While such a project might be justified on the basis of economies
of scale and national research opportunities, the reality is that systematic centralised mining health data
collection is conducted in only three states and in each state the context, legislation and objectives are
markedly different.
The project identified key issues and implemented a questionnaire to establish the practices of health
database stakeholders. The health data recorded in Queensland and New South Wales coal sectors is
similar. The focus in Western Australia is more narrow in terms of health data collected, but it is
notable in that it aims to capture employment details and hazardous exposure data.
By combining the centralised databases in New South Wales, Queensland and Western Australia, about
73% of the mining workforce would be covered. In all states except Western Australia, metalliferous
mines and quarries are not subject to a requirement to have a centralised health reporting system.
The project has unearthed some interesting perspectives on health surveillance. The current health
surveillance systems are products of the social history of each state. This becomes more obvious when
a comparison is made between the different systems. From this comparison, two models for health
surveillance have been developed. The first is a progressively implemented model that builds on the
similarities of the current state-based systems. The second model would be a subsequent development
based on the best elements of the current programs and focus on the complex area of exposure based
health surveillance.
In relation to the first model, there are no impediments to standardised state reporting or an exchange of
de-identified data from the current databases for benchmarking purposes. This is being undertaken in a
concurrent research project using New South Wales and Queensland coal industry data. If mines in
sectors where centralised reporting is not undertaken wish to participate in benchmarking, they could
contribute their de-identified data to a benchmarking project.
The second model is based on the best features of the current health schemes and extends the first
model by including comprehensive exposure data. This would allow long term tracking of exposures
and the identification of dose-response relationship. This model would need additional employment
and exposure data to be recorded such as is currently undertaken in Western Australia.
There are legislative impediments relating to confidentiality that would have to be overcome for the
development of a national health database which includes full personal details. States and companies
would have to be convinced that a national central program was appropriate to meet legislative
obligations to manage the health risks.
By implementing standardised health reporting protocols, some of the benefits of a national mining
health database could be demonstrated with minimal commitment. Firm legislative, administrative and
financial commitments would be required from key stakeholders to achieve increasingly more
comprehensive, valid and reliable analysis of health statistics.
Health surveillance databases such as those provided by the Australian Institute of Health and Welfare
are used to identify issues, provide information for policy-makers and to establish targeted pro-active
health programs. While these are appropriate as models for a national mining database, occupational
data is not easily extracted and the data collected does not give recognition to the health hazard present
in the mining industry.
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A national mining health database is feasible and could be implemented in a staged process. The
benefits of developing a comprehensive set of health and hazard exposure data are evident. The
technology for establishing a national database is available. We need the political will, industry
support and resources to achieve this.
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INTRODUCTION

In February 2001, the Joint Coal Board Health and Safety Trust awarded a research contract to
SIMTARS to undertake a project examining the feasibility of a national mining health database.
The project aimed to investigate the feasibility of establishing a National Mining Health Database and
to examine the benefits of, and barriers to, such a program.
Key issues that were addressed included:
•
•
•
•
•
•
•

the status of current health surveillance programs;
confidentiality of the health data of individuals;
compatibility of electronic data storage;
consistency of electronic data storage;
transfer of data;
system ownership;
funding.

The project established contact with relevant key stakeholders in the mining industry in different states.
A survey was developed, piloted and administered to key stakeholders to compile information about
the status of mining health databases. The results were collated and where appropriate further
information was sought.
Literature on the development and context of the current national and international health surveillance
programs was investigated. The content of the programs was considered in context with the more
common mining risks that are assessed by the use of health data.
This report considers the following:
•
•
•
•
•
•
•
•
•
•

a review of health surveillance practice;
an analysis of health surveillance legislation;
an outline of the current mining health surveillance programs;
a comparison of the current mining health surveillance programs;
the similarities and differences in the health data collected;
the compatibility of various state computer systems;
the preparation and mechanism for transferring data to a central system;
mechanisms and protocols for accessing and using the data set;
options in relation to system ownership and funding;
recommendations for the implementation of a national mining health database.

Principal sources of health data identified include Joint Coal Board Health Database, the Queensland
Coal Industry Employees’ Health Scheme Health Database and the Western Australian Department of
Minerals and Energy. Other databases include corporate health databases and the national data held in
the National Death Index and the Cardiovascular Disease Database held by the Australian Institute of
Health and Welfare.
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Analytical tools that can be used to examine health data are rapidly developing. These tools could be
applied to assess company and industry health profiles that can be used to target health promotion
needs of specific groups. These could be used to assess emerging health issues such as cardiovascular
disease and the adverse effects of shift work or whole body vibration. When used in conjunction with
pro-active health promotion projects, mine workers would have an opportunity to realise a higher
standard of long term health. This would benefit the individual, the employers and the nation.
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METHODOLOGY

The project methodology consisted of 5 parts as follows:
Part 1
Part 2
Part 3
Part 4
Part 5

Current state of knowledge
Identification and establishment of links with key stakeholders
Data gathering process
Identification and potential resolution of key issues
Final report

Part 1 – Current state of knowledge
The literature was reviewed to assess the status of:
•
•
•
•
•
•

Australian Mining industry health surveillance;
International mining health surveillance;
Health surveillance in general industry
Health surveillance in the general population;
National health surveillance models;
Current philosophy in OHS best practice approaches.

Relevant journals and publication were sourced. The Internet was extensively used. Personal
contacts contributed to the understanding of the current state of health surveillance in a range
of locations and industry sectors.
Contact was made with national and international agencies who could provide relevant
information on mining industry health surveillance eg NIOSH.
Part 2 – Identification and establishment of links with key stake holders
Stake holders in each state and nationally were identified and contacted with a request to
participate (Appendix 1). The majority of stakeholders nominated a contact officer to whom
queries were directed.
These stakeholders included:
Government agencies;
Industry organisations.
Part 3 Data gathering process
The health surveillance legislation in the different states was acquired . The legislation was
compared and contrasted.
A questionnaire was developed, piloted and administered to relevant government agencies in
each state. An example of the questionnaire is shown in Appendix 2. The results are compiled
in Appendix 3.
Where possible, issues raised in the questionnaire were followed up and included in the
discussion.
SIMTARS
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Part 4 Identification and potential resolution of key issues
The various state systems were compared and contrasted. The key issues affecting the
opportunities and limitations of a national database were identified. These were considered in
light of other national database models and the political and industrial factors affecting the state
and national mining industry.
Possible models of a national mining health database were developed.
Part 5 Final report
The benefits, impediments and resources arising from and required for the development of a
national health database were identified.
Models for the national database are included for discussion. The first model based on the
current standing of health surveillance at a state level, is a starting point for future
development. A second model was developed by combining the best elements of the current
programs. This was identified as being a direction for further studies.
Conclusions were drawn in relation to the next steps for the development of a national mining
health database.
Project Staff
Project Manager - Carmel Bofinger, Manager, Safety and Training Centre, SIMTARS
Principal Researcher – Bruce Ham – Safety and Training Centre SIMTARS
Mining Engineer, Health Surveillance Unit, Safety and Health Division, Department of Natural
Resources and Mines, Queensland
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The occupational health and safety obligations of governments are outlined in a series of International
Labour Organisations Conventions which include the Labour Inspection Convention 1947 (No 81) and
the Convention on Safety and Health in Mines (No 176). Australia became a signatory to Convention
No.81 in 1975 and is still considering its position in relation to Convention No 176. Article 11 of the
Convention on Safety and Health in Mines states:
“On the basis of general principles of occupational health and in
accordance with national laws and regulations, the employer shall ensure
the provision of regular health assessments of workers exposed to
occupational health hazards specific to mining.”
The World Health Organisation (1995a) suggested that employers, by actively promoting health at the
worksite will change the basic attitudes of the employees, thereby also influencing in a positive way,
their behaviour outside the work place. The World Health Organisation (1996) published guidelines
for screening and surveillance of workers exposed to mineral dusts. Information was provided to
occupational health professionals on how to monitor exposure-related health problems, deliver
treatment to affected individuals and, most importantly, devise appropriate preventive interventions. In
a more general approach, the World Health Organisation (1995b) promoted a global strategy on
occupational health for all. Available occupational health indicators are used to identify needs for the
development of occupational health and safety.
Worksafe Australia (1994) reported on the comparative workers compensation injury data between
various industries for 1991-1992. This clearly identified the mining industry as having the worst injury
rate of the various major industries examined such as construction and manufacturing. The 1995
Australian Workplace and Industrial Relations Survey (Mitchell and Mandryk, 1998) showed that
miners suffered more work related injury and disease than workers in any other industry. The study
also confirmed that plant and machine operators were the highest risk occupation with the predominant
injury being dislocations sprains and strains.
In subsequent studies by the National Occupational Health and Safety Commission (National
Occupational Health and Safety Commission, 2000b), the relative risk of lost time injuries suffered by
workers in the mining industry had fallen and was lower than that for manufacturing; construction;
agriculture, fishing and forestry, and transport and storage.
The Australian Coal Association commissioned Culvenor et al (2000) to compile and assess data to
identify occupational health and safety priorities for the Australian coal industry. The analysis focussed
on workers compensation cost statistics based on 2287 Queensland claims (1997 to 1999) and 13850
New South Wales claims (1996 to 1998) They analysed the mining health and safety research
literature including 406 abstracts of papers published from 1996 to 2000.
This focus on workers compensation data targeted injury rather than health. Culvenor et al concluded
that 90% of the injury costs related to only 15% of the total injuries. This concentration of costs tends
to focus attention on the more traumatic injuries at the expense of the longer term chronic occupational
diseases.
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An analysis of Queensland workers compensation data (Department of Mines and Energy, 2000),
showed hearing loss was the most common ‘no lost time’ injury and the fourth most costly type of
injury. This report also compared time lost due to injuries against time lost due to sickness and
absenteeism. Of the total lost time for all coal mines, injuries represented only 8%, sickness accounted
for 51% and absenteeism accounted for 20%.

3.2

Management of Health Risks in General Industry

Foley (1996) analysed the limitations of focussing on compensation and injury data as the primary
measure of occupational health and safety performance. He pointed out that such a focus on
compensation data could lead to the following negative outcomes:
• major low frequency risks could be ignored;
• self employed and contractors might not be covered, reluctant to claim or encouraged not to
claim;
• chronic injury and disease with no lost time might not be recognised at the time;
• ‘near miss’ data is not captured. This could impede the development of prevention strategies;
• emerging disorders or diseases and management processes to address these might not be
identified and implemented until after the problem is well developed.
Foley (1998) reported that for all industries, around 2,900 work related fatalities occurred each year in
Australia but only 450 of these were traumatic. The high percentage of illness related deaths strongly
points to the need to implement health surveillance programs to better understand the nature and causes
of illnesses leading to these non-traumatic fatalities.
The National Occupational Health and Safety Commission (2000a) reported on broad issues of
occupational health and safety data in Australia and concluded that the overall health burden of
occupational disease was much greater than that caused by injury. Occupational disease was grossly
under-reported because the current data systems are ineffective in capturing data on prevailing
conditions and establishing relationships with health outcomes. Mathers, Vos and Stevenson (1999)
examined the burden of disease and injury in Australia and concluded that for comparative purposes,
injury and disease should be expressed in terms of lost disability adjusted life years. Analysis of
community health data has already determined this measure for issues such as tobacco smoking,
physical inactivity hypertension etc.
Johnson (1993) examined the nature of regulations and how they were supposedly designed to ‘ensure
employers do not harm their workers or allow them to be harmed’. He examined the nature of selfregulation as developed under the current ‘duty of care’ legislation. There are significant differences
between voluntary self-regulation, mandated self regulation and co-regulation. The mandated self
regulation requires employers to work to safety management systems as directed by the state.
Hopkins (1995) examined some of the failures in the application of the ‘duty of care’ principles as
applied in regulations to improve occupational health and safety. He was critical of many aspects of
the industrial system that failed to get management commitment to occupational health and safety. He
argued that there was a need for increased pressure to be put on employers on a range of fronts
including the Inspectorate, prosecution, financial penalties and Union power. In addition to the
economic and legislative issues, there was also a skill problem in that more health and safety
professionals were required in both the government and corporate sectors.
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A more sophisticated approach to health and safety emerged out of the Blair Report (1998) on food
safety. The inquiry determined that the current food inspection programs were inadequate and
recommended that industry move down the path of quality assurance in public health and safety.
Companies were required to implement quality systems that provided for documented practices that
would guarantee safety. These systems were required to be the subject of regular audits. The role of
the government would be reduced to monitoring the effectiveness of the auditors.
Numerous industries have health hazards that are in part monitored by health surveillance programs.
Worksafe Australia (1995) published a guide on atmospheric contaminants and hazardous substances
which recommended a component of health monitoring.
Australian Standards recommend surveillance on a number of issues such as noise related hearing loss.
Noise induced hearing loss is a wide spread occupational disorder in heavy industry as well as mining.
The risks are managed by the implementation of the Australian Standard AS 1269.4 – 1998 (Standards
Australia, 1998). This directs that the hearing of an employee working in high risk areas be assessed
before work in the area commences, at two yearly periods and on exit from employment in that area.
Both Australian standards and international standards refer to monitoring for exposure to other
occupational risks including whole body vibration (McPhee, Forster and Long, 1999).
In most states, the workplace health and safety regulations that cover general industry have numerous
references to issues relating to health surveillance. For example, the Queensland regulations
(Workplace Health and Safety Regulation 1997) include the following;
•
•
•
•
•
•
•
•
•

notification of …work related illness;
noise;
underwater diving work;
monitoring;
health surveillance;
confidentiality of workers medical records;
lead exposure and health surveillance;
confined spaces;
hazardous substances (crystalline silica).

An example of the requirements for general industry at the state level is demonstrated by guidelines
published by the Queensland Department of Industrial Relations (DIR). Through it’s Workplace
Health and Safety Branch, the DIR issues monitoring guidelines and trains and authorises medical
officers to undertake health surveillance where the risk warrants (Grantham 1993, Smith 1999). This
program targets employers who use dangerous chemicals where cumulative exposures have chronic
effects.
A national standard for Medical Examinations for Commercial Vehicle Drivers has been developed by
a team of doctors from the Australasian Faculty of Occupational Medicine for the National Road
Transport Commission (1997). This is supported by various pieces of State legislation such as the
Queensland Transport Operations – Road use Management - Dangerous Goods Regulations 1998.
Section 198 - 203 requires vehicle operators to have 3 yearly medicals while other commercial vehicle
operators at a lower risk such as ambulance drivers and taxi operators (The Transport Operations –
Passenger Transport Regulations 1994, Section 7) are required to have 5 yearly health assessments.
Rudzki (1997) discussed health monitoring in the Australian Army where combat personnel have
fitness and medical assessments annually. He noted the most common health problems were related to
high rates of injuries and suggested need for change in attitudes to health in general. He commented
SIMTARS
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that there was a culture that promoted running as a recreation activity and that personnel were being
injured because they did not have the necessary fitness levels to participate at high activity levels
without incurring a considerable risk.
The Australasian Faculty of Occupational Medicine (1998) published comprehensive guidelines for
health assessments for work. This covered not only task analysis and the medical examination but also
social issues such as:
•
•
•
•

law and ethics;
disability discrimination;
social, cultural and religious sensitivities;
safety critical jobs.

The guidelines also discussed a number of complex medical issues including:
•
•
•
•
•
•
•

screening for drugs and alcohol;
psychiatric disorders;
reproductive issues and pregnancy;
allergies;
infectious diseases / HIV / AIDS;
medication;
genetic screening and biomarkers.

The guidelines are a benchmark for industries with high level of physical, chemical and biological
hazards with some of the testing being invasive. It recognises that testing programs need to be adapted
to the hazards and culture of the particular site or industry.
To complement an effective testing schedule, there is a need for staff to be trained in competencies
necessary to conduct health testing, evaluate data and make appropriate recommendations. These
issues are addressed in the Competencies for Health Surveillance (National Occupational Health and
Safety Commission, 1998).
The need for health surveillance is accepted and documented in the literature and legislation. There is
no coordinated occupational data gathering process on hazardous occupational exposures that links
these to long term health outcomes. The result is that long term health risks are most likely
underestimated in the current occupational health and safety data reporting mechanisms.

3.3

General Population Health Databases

A number of organisations compile various types of health data. In the mainstream health care area,
the National Information Agreement signed by Commonwealth, State and Territory Health authorities,
the Australian Bureau of Statistics and the Australian Institute of Health and Welfare (AIHW) provided
a structure and mechanism to improve the collection, quality and dissemination of national health
information (Australian Institute of Health and Welfare, 1998). The structure that supports the
agreement is shown in Figure 1.
The Australian Institute of Health and Welfare (www.aihw.gov.au) maintains a number of health
related databases that include:
•

National Death Index;
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Cardiovascular Disease Database;
Cancer Statistics Clearing House;
Perinatal Database;
Hospital Data.

These databases are used for the investigation and identification of health trends in the community and
the formulation of strategies to address these issues. They inform State and National health policy.
These databases demonstrate the value of health data collection. There are difficulties related to
extracting occupationally based data from these databases.
Figure 1
Structure of National Health Information System
Australian Health Minister’s
Advisory Council
National Health Information
Agreement
National Health Information
Management Group
National Health Data
Committee

National Health Information
Development Plan

Aboriginal Health
Information Plan

National Health Data
Dictionary and National
Health Information
Model

National Health Information
Work Plan

National Health
Information
Knowledgebase

3.4

Mining Health Surveillance – an International Perspective

Australian coal mining practice and regulation has largely been derived from the coal mining industry
in the United Kingdom. From 1947 to 1985, coal mining in the United Kingdom was managed by the
National Coal Board.
Bryan (1972) examined the historical development of coal mining health and safety in the United
Kingdom and identified coal miner’s pneumoconiosis as the predominant occupational health issue
faced by coal miners. This disease increased after the 1940’s as a result of higher levels of coal dust
produced by mechanisation. With improving dust suppression techniques, the incidence of
pneumoconiosis decreased from 4.3 to 2.3 cases per 1000 employees (2271 to 626 cases) in the United
Kingdom from 1962 to 1972. Burgess (1979) discussed the progress in dust control and the gradual
reduction in the number of new cases of pneumoconiosis from over 5000 per year in 1955 to 683 per
year in 1975.
Rudd (1998) discussed the 1998 class action common law claim against British Coal for occupational
respiratory damage caused by exposure to dusts and fumes in mining in which the U.K. Supreme Court
SIMTARS
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ruled in favour of a number of former miners who suffered from chronic bronchitis and emphysema.
Up to this point, it had been accepted that coal workers pneumoconiosis was an occupational disease
related to coal mining but it was not accepted that chronic bronchitis and emphysema were also coal
mining occupational diseases. Data derived from the Pneumoconiosis Field Research Programme
commissioned by the British Coal indicated that the risk of emphysema doubled in both smokers and
non-smokers when exposed to high levels of mine dust. The case was supported by a series of studies
reported by Coggan and Taylor (1998) that indicated that exposure to coal dust appeared to contribute
to the severity of the disorders at a statistically significant level.
At present, there are approximately 110 mines operating in Great Britain, including 34 licensed
underground coal mines which employ about 8500 persons. The mines are covered by general health
and safety legislation which is administered by the Mines Inspectorate. Employers develop their own
codes of health surveillance within a framework approved by the Deep Mined Coal Industry Advisory
Committee.
The large mining industry in South Africa in the early 20th Century was run by a relatively small
number of very well resourced companies. The paternalistic structure of the mining industry gave rise
to a degree of medical supervision that was unknown elsewhere. Mavrogordato (1921) compiled a
landmark report on the progression of dust disease among miners. While the mining companies
continue to provide a significant level of health care, the financial and social imperatives are evolving
in the new political climate. The South African Department of Mines and Energy (2000) is well
advanced in compiling a ‘Guideline for the Compilation of a Mandatory Code of Practice on Minimum
Standards of Fitness to Perform Work at a Mine’. This draft guideline includes medical criteria that
need to be assessed and the frequency of assessment for different risk categories. The Guideline, made
under the Mine Health and Safety Act 1996, calls for an ‘Occupational Medical Practitioner’ to
supervise the health assessments of mine workers and assess whether there exists a medical condition
that puts mine workers at risk.
The underground mining methods used in the United States and the attendant dust levels are discussed
by Attfield and Mooring (1992) and Ramani (1997). These same methods are increasingly being used
in development work in Queensland underground coal mines. The relationship between coal workers
pneumoconiosis and dust exposure in United States’s coal mines was analysed by Attfield and
Castellan (1992). This was used as the basis for determining the United States coal dust exposure
regulations. Main (1999) described the safety record as disappointing. He reported on the widespread
occurrence of coal worker pneumoconiosis and falsification of dust monitoring records. In addition to
high coal dust levels, Main expressed concern about the high level of exposure to diesel fumes. Main
was also critical of the safety record of contractors who are widely employed in the industry. From a
health surveillance perspective, contractors posed additional problems in exposure monitoring due to
mobility.
The relationship between dust exposures and the regulatory regime was analysed by Kinnear (1997)
who attributed the better performance in Australia to a stronger union movement and a stricter
regulatory regime. It was noted that the regulatory authorities in the United States have been under a
political threat of having their activities restricted. Kinnear drew the comparison between these actions
and moves to limit the activities of the Joint Coal Board in New South Wales. Kinnear failed to
recognise some of the technical differences between mining in the United States and Australia. She
suggested the impact of economic rational political pressure was to downgrade health and safety as a
core corporate and community issue.
Recently, the International Labour Office (2001) published ‘Guidelines on occupational safety and
health management systems’. Section 3.11.6. calls for :
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‘surveillance of the working environment, including work organisation;
workers health surveillance, where appropriate through suitable medical monitoring or
follow-up of workers for early detection of signs and symptoms of harm to health in order
to determine the effectiveness of prevention and control measures’
This may be interpreted as requiring statistical analysis of dose response relationships to be undertaken
to assess the effectiveness of prevention and control measures.
Where confidential data on health has been collected, it has been used with varying degrees of success
to identify health issues. Better assessment of health risks and the effectiveness of current controls
requires long term comprehensive and validated data to be collected and analysed.
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4.0

AUSTRALIAN MINING HEALTH SURVEILLANCE

4.1

Summary of Results of Survey

The analysis of the survey results is covered in the following sections. There were a few observations
that were warranted in relation to the questionnaire as a whole. Responses were received from all
seven relevant state authorities. In all states, there were requirements for health surveillance of workers
exposed to occupational hazards. In New South Wales and Queensland, there was provision for a
centralised health surveillance program for the coal mining industry. In Western Australia, surveillance
applied to the whole mining industry.
Because there is variation in the structure of the organisations responsible for health surveillance, there
was a high variation in the responses to the questions on goal /policy/statement of intent and funding.
The interpretation of responses to the question referring to entry data was complicated by the different
activities undertaken in the different organisations.

4.2

Legislation

All states have legislative requirements for health and safety that makes reference to health
surveillance. The extent of the requirements vary from state to state.
4.2.1

New South Wales
Coal Industry Amendment Act 1992, provides the Joint Coal Board with powers that enables
the JCB to actively pursue the advancement of coal miners’ health, safety and welfare. This
includes health monitoring.
The Coal Mining Regulations (Opencut) 1999 section 22 requires shotfirers to be certified as
medically fit to undertake their duties. Similar provisions in the Coal Mining Regulations
(underground) 1999, sections 65 and 150 require other officials to be certified as medically fit.
Mines Inspection Act 1901 requires notification of an inspector if a person at a mine is
suffering from silicosis, pneumoconiosis or any other pathological condition of the pulmonary
organs (section 47c).
There are requirements in the Mines Inspection General Rule 2000 for health surveillance. A
general requirement in clause 33 and a requirement for health surveillance in relation to
hazardous substances at clause 54 (this includes crystalline silica).

4.2.2

Queensland
The Queensland Parliament passed the Coal Mining Safety and Health Act 1999 in August
1999. This legislation places obligations on employers to ensure workplace hazards are
identified and the risks are effectively managed. Section 41 provides for the overall
responsibility for site activities to rest with the ‘Site Senior Executive’. This person is required
to develop a safety and health management system for the site as required in section 62.
The Coal Mining Safety and Health Regulations 2001, Division 6 provides for a partially
centralised ‘Coal Mine Workers’ Health Scheme’. This provides a replacement for the health
monitoring established by the Queensland Coal Board under the Queensland Coal Industry
Employees’ Health Scheme Order-1993. Under this scheme, ‘Nominated Medical Advisers’

SIMTARS

Page 14

JCB Health and Safety Trust

National Mining Health Database Feasibility Study

supervise health assessments on all coal mines workers and report the result to the employer
(sections 45 and 46). Sections 50 and 51 establish the centralised collection of the health data
by the Chief Executive of the Department of Natural Resources and Mines.
Mines and Quarries Safety and Health Regulations 2001 provides for assessing workers to
decide fitness level in Section 87. The fitness level of workers must be adequate to enable the
worker to carry out work at the mine without creating an unacceptable level of risk. Section
131 requires health assessment of workers if a hazard with potential to cause a significant
adverse effect on the safety or health of a person is identified at a mine. The assessment must
be carried out in an appropriate way, including, for example, by a medical examination, having
regard to the nature of the hazard. Further health surveillance is required under section 138
where health surveillance of a worker is required if they are exposed to a hazard at the mine
that may cause, or result in, an adverse health effect.
4.2.3

South Australia
Mining industry health surveillance is regulated under the Occupational Health, Safety and
Welfare Regulations 1995, Regulation 4.1.18. The employer must provide health surveillance
for employees who are exposed to hazardous substances where valid biological monitoring
exists and where the level is expected to produce a measurable effect. This is to be undertaken
by a medical practitioner who is required to retain the records as confidential.

4.2.4

Tasmania
Mine operations are covered under the Workplace Health and Safety Regulations 1998 that
also cover general industry. Health surveillance is required for hazardous exposures such as
crystalline silica and noise.

4.2.5

Victoria
In Victoria, mining operations are covered by either the Mineral Resources (Health and Safety)
Regulations 1991 or the Mineral Resources (Health and Safety in large Open-cut Mines)
Regulations 1995. The manager is required to ensure that persons have a medical examination
before commencing work and subsequently to assess whether working at the work site is
affecting their health. The result is ‘kept confidential between the licensee, the manager and
the person examined.’ The Chief Mining Inspector may grant an exemption in the case of
contractors, persons working in low impact exploration work or persons working on
rehabilitation areas.

4.2.6

Western Australia
In Western Australia, Section 75 of the Mines Safety and Inspection Act 1994 provides for the
principal and every employer at a mine to maintain a system of the surveillance of the health of
their employees in accordance with the regulations. It also provides for the employer(s) at each
mine to provide information on the surveillance of their employees to the State Mining Engineer.
The legislation is supported by regulation that specified the detail (work history, respiratory
questionnaire, lung function test, X-ray and audiometric testing) and the manner in which the
health surveillance is conducted (Mining Operations Division 1999).
Persons supervising the health assessments are medical practitioners or other ‘approved persons’.
For specific mining and processing activities involving lead, arsenic, mercury and thallium, a
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biological monitoring program is required to be undertaken (Mining Operations Division, 1995).
This involves either blood (lead) or urine testing. Responsibility for the health surveillance
program comes under the Mines Occupational Health and Safety Advisory Board. Western
Australia is the only state that has a statutory position for a Mines Occupational Physician.
4.2.7

Northern Territory
The Northern Territory Mine Management Regulations 1997 (Parts 3 and 4) provide for mines
to undertake a medical examination of employees who may be exposed to health risks. The
Chief Government Mining Engineer may specify the nature and frequency of medical
examinations. The employee and inspectors are entitled to obtain a copy of the medical
certificate.

4.3

Australian Health Surveillance Programs

4.3.1

Overview
There exists in Australia several largely independent programs for health surveillance for mine
workers. Well developed mine worker health surveillance programs overseas (Bryan, 1972)
preceded the Australian programs. In the technically, geographically and socially diverse
environment, the various Australian programs have developed in different ways. In order to
compare the various health surveillance schemes, it is necessary to examine their historical
development, their legislative bases and examine the social environment and health issues
confronting the various mining populations.
The first to develop was the Joint Coal Board program in the New South Wales coal industry in
1947 (Joint Coal Board, 1999). This industry was primarily based around the underground
mining work-force. In the early 1960s, the Western Australian Government introduced a
system of health cards to combat the wide spread problem of silicosis among the gold miners in
the Eastern Goldfields - Kalgoorlie.
In 1982, in Queensland, pre-employment health screening for respiratory disorders and hearing
loss was introduced. This was upgraded in 1993 by the Queensland Coal Board who
introduced comprehensive pre-employment and periodic health assessments. Nominated
Medical Advisers were appointed to supervise the scheme at the mine site level. The data was
entered into a central database.
In Victoria, Tasmania, South Australia and the Northern Territory, where the mining industries
are relatively small, the health and safety legislation that applies to general industries also
applies to mining. These states also have mining inspectors with the specific skills necessary
to monitor health and safety management in mines. South Australia has one open cut coal
mine at Leigh Creek (Joint Coal Board, 1998) while Tasmania has two small underground coal
mines and a surface coal mine,.
Victoria has a few large open cut brown coal mines in the Yallourn/Morwell area. The
Northern Territory has no coal mines, but their Department of Mines and Energy has legislated
for a company based health monitoring program.

4.3.2

New South Wales
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The Federal and New South Wales Governments formed the Joint Coal Board in 1946 through
joint legislation. It had broad ranging powers that included general health, safety and welfare
issues. The principal health issue of the day was coal miner’s pneumoconiosis. Subsequently,
issues such as eyesight and hearing were included in the scheme.
The Joint Coal Board has broad powers of control over the coal industry under the Coal Industry
Control Act 1946 jointly enacted by the Commonwealth of Australia and the State of New South
Wales. The Board Members provide tripartite representation being drawn from government, the
coal mining employers and the coal mining unions. The brief was modified by the Coal Industry
Amendment Act 1992 to focus on issues associated with coal mine worker health, safety and
welfare.
The Joint Coal Board has the power to issue 'Orders' that have the same powers as regulations.
Order No 10 (1948), provides for the Joint Coal Board to be the principal workers compensation
insurer for the New South Wales coal industry. On the subject of health surveillance, the Joint
Coal Board in 1989 issued a Joint Coal Board communication under the Alnewcoal Series,
Alnewcoal 105 (Joint Coal Board, 1990) which relates to the currently operating health
surveillance procedures. According the Joint Coal Board Medical Assessments Scheme
Discussion paper (1995), Alnewcoal 105 is limiting in its prescriptiveness and its focus on a vague
notion of fitness to be in the industry rather than fitness for duties. The current situation is that the
legislative basis for the program is being reviewed to update the program to be consistent with
health surveillance trends.
The functions of the Joint Coal Board include health surveillance, workers compensation
insurance, collection of statistics on injuries, production and employment, rehabilitation and
health promotion. It has a regionalised structure with centres in Wollongong, Lithgow,
Newcastle (Warners Bay) and Singleton which report to a head office in Sydney. The Board
which directs policy has three members drawn from the employers, workers representatives
and the Government.
One of the roles of the Joint Coal Board is the sole worker’s compensation insurer for the New
South Wales coal industry (Joint Coal Board, 1999). The reduction of injuries and particularly
manual handling injuries is seen as a key issue. More recently, general ‘healthy lifestyle’
issues have gained importance so that non-compulsory fee for service screening has been
extended to include diet, diabetes, sun exposure, smoking and weight.
Glick (1978) reported on the prevalence of pneumoconiosis among the 13,099 subjects
examined as a part of the Joint Coal Board health monitoring program. He compared five
studies undertaken on the New South Wales coal workers since 1948. Over these studies, the
prevalence of more severe cases had shown a marked decline. It should also be noted that in
1975 a scheme for pneumoconiosis compensation had been introduced. A study was
undertaken on the southern districts longwall pneumoconiosis progression in 1991 by the Joint
Coal Board in Wollongong. The trend in the New South Wales underground coal industry was
toward the elimination of coal dust as a major occupational health hazard from the 1950 to the
late 1970’s. Since then new longwall mining technology has been rapidly expanding. This
mining method is highly productive but regularly produces dust in excess of the statutory
limits. It has expanded rapidly from 1970 to become the major source of underground coal
mined.
Longwall operators were identified by the Joint Coal Board (1991) as a group at particular risk
from occupational lung disorders. The study undertaken compared successive chest X-rays for
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a group of 84 longwall operators. This indicated that two operators probably were suffering
from a progression in the disorder.
Through the 1960’s to the 1990’s, there has been a progressive shift from dust disease to
musculo-skeletal injuries as the predominant occupational health disorders (Joint Coal Board
1996). Injury data is collected by the Joint Coal Board (2000) who recently reported that most
lost time injuries were still sprains and strains, particularly back injuries. To reduce these
injuries, the Joint Coal Board Health and Safety Trust (1993) funded information packages for
miners on ergonomics in the workplace.
The Joint Coal Board has contributed to a large study by Sydney University into models of
health promotion (Matthews et al, 1998). A questionnaire was developed by the Sydney study
with mine site staff to assess the perceived health promotion needs of the work force. Health
monitoring undertaken to assess the effectiveness of interventions showed at one site, the
percentage of persons at risk from high blood pressure reduced from 13% to 4% in three years.
James and Holman (1997) examined the application of task analysis in the New South Wales
coal mining industry. Occupational rehabilitation involves a multi-disciplinary approach to
assist injured workers in returning to good health and productive employment. This is a key
element in the function of the Joint Coal Board whose mission is to ‘deliver quality service to
protect, support and advance the health and welfare in the NSW coal industry.
In New South Wales, there has been a long term shift in focus from pneumoconiosis toward
musculo-skeletal injuries and other more general health issues affecting coal miners.
4.3.3

Queensland Coal Mining Industry
Queensland Coal Board
The Coal Industry (Control) Act 1948, provided for the formation of a tripartite Board with
extensive powers to make orders in relation to the regulation of the coal industry. The operation,
objectives and industrial context of the Queensland Coal Board was described by Powell Duffryn
Technical Services (1949) . Of the five objectives of the Board, three related to production,
utilization of resources and sales. One related to increasing the cooperation between management
and workers and the other was:
“to promote the welfare of workers engaged in the coal industry in the State.”
At the time, Queensland had 94 coal mines, most of which were underground and worked by hand
using explosives to break the coal. Most mines produced between 10,000 tonnes and 20,000
tonnes per year.
Through the 1960’s and 1970’s, the workforce had been relatively stable at about 4000 employees
most of whom worked in underground mines (Queensland Coal Board, 1970 and 1980). In 1976,
the issue of coal miners pneumoconiosis in the underground coal industry in Queensland was
brought to the Government’s attention through the Department of Health (Dr Rathus personal
communication).
The early 1980s was a period of rapid expansion in large open cut coal mines. With pressure from
the employers, the Queensland Coal Board issued the 1982 Coal Miners' Health Scheme Order
which provided for a one-off health screening of all coal workers in Queensland and for health
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screening for all future entrants into the Queensland coal industry. Any medical practitioner could
be authorized by the Board to undertake health assessments.
The health screening program that examined the existing work force was reported by Rathus
and Abrahams (1984). The focus of the program was pneumoconiosis and the screening program
identified 499 abnormal cases and 75 cases of pneumoconiosis out of a work force of 7784
employees and 123 retired mine workers. One case of active tuberculosis was identified and the
employee was immediately contacted for treatment.
1993 Queensland Coal Industry Employees Health Scheme
In response to the changing industrial relations conditions in the early 1990's, the Queensland Coal
Board, mining unions and the Queensland Mining Council, with their respective medical advisers,
developed a more comprehensive health surveillance program (Watson, 1993). This examined a
spectrum of health issues and focused on the fitness of an entrant or employee to undertake
proposed duties without risk to the employee or entrant or the others in the work place. This
program focused on a range of self reported and clinical parameters (Ham, 1995,1996 and
2000). It included several questions relating to lifestyle issues. An assessment of fitness for
duty was made by a Nominated Medical Adviser. This officer was a registered medical
practitioner who had been nominated by the Mine Manager and approved as having an
understanding of the scheme and related issues by the Queensland Coal Board. The
Queensland Coal Industry Employees’ Health Scheme Order 1993, provided for the
Nominated Medical Adviser to keep medical information in confidence and inform the
employer only of the fitness of the employee or entrant to undertake duties. As coal workers
moved from site to site across the coal industry, reciprocity provisions enabled the assessment
report to be forwarded to the mine manager of the next site with the employee’s authorisation.
From 1983 up to the end of 1997, the Queensland Coal Board undertook to centrally store health
surveillance records for the Queensland coal industry. With the repeal in 1997 of the legislation
that established the Queensland Coal Board, the role of compiling centralised coal mining health
surveillance data was passed to the Department of Mines and Energy. In a Departmental
restructure in 2001, coal mining health surveillance was transferred to the Department of Natural
Resources and Mines.
4.3.4

Western Australia
In 1995, the Western Australian Department of Minerals and Energy (Mining Operations
Division, 1999), replaced the previous Mineworkers Health Certificate System with a health
surveillance program conducted by medical practitioners or ’approved persons’
(e.g.occupational health nurses). Entry and periodic health assessments are forwarded to the
Department’s Perth office for inclusion into a database. The scheme’s objectives are to:
•
•
•
•

assess the health status of all mining industry employees on a regular basis by
progressively collecting relevant health information;
analyse collected data to detect adverse health effects at the earliest opportunity;
enable appropriate and timely corrective action to be taken in order to safeguard the
health and well being of the employee;
provide data which may be useful for future epidemiological studies.

To enable the achievement of these goals, the following data is collected:
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occupational history;
respiratory assessment – respiratory questionnaire, lung function test and, in some
cases a chest x-ray;
audiometric test;
biological monitoring of exposures in certain sectors of the mining and processing
industry.

Holman et al (1986) examined chronic bronchitis in the Western Australian mining industry.
The relationship of chronic bronchitis and respiratory dysfunction to age, tobacco smoking and
occupational exposure to surface and underground mining operations were examined in a
cross-section prevalence study of 1363 men employed in the Kalgoorlie mining industry in
1985. Age, underground experience and tobacco smoking were identified as contributing to
chronic bronchitis.
Hewson (1996) described Western Australia’s CONTAM database in which mining dust
exposure monitoring is recorded. The individuals, their work classification and the recorded
levels are monitored. In time this data is expected to be useful in managing dust risk for
individuals and for workplaces.
The approach to health surveillance in Western Australia was so different to that in other states
that further elaboration was requested. The following response was received from Dr GaltonFenzi of Western Australia as justification to the focussed approach to health surveillance that
incorporated exposure monitoring;
“There is NO DOUBT that we must look at the possible hazards, and;
identify the potential health effects and conduct health surveillance
accordingly, ONLY IF VALID. We looked at the main hazards, and then
identified if there was a MEASURABLE health outcome. In the end
respiratory issues stood out.
Reviewing cardiac health outcomes is in my view a waste of time as cardiac
conditions are so common in the community, identifying a mining
component would be impossible. Similarly looking at musculo-skeletal
effects is impossible as nearly 100% of the community have this condition.
We MUST concentrate on looking at the “incidents” to see if we can get rid
of the causes. Working for 12hrs, say, lifting gear that is, by its very nature,
awkward and heavy, will INEVITABLY cause musculo-skeletal disease
(injury).
We see little justification to look at the cardiac deaths as the costs and
resources needed would be large. The return on investment would be
extremely poor!!!!! We are doing little regarding musculo-skeletal injuries
other than collecting data on LTI’s and MTI’S through our AXTAT
database. Any abnormals are followed up by our inspectorate.”
The issues raised in this comment in relation to respiratory disorders are valid and the quality
of data collection needs to be pursued with vigour. The Western Australian program also
includes monitoring of noise exposure and hearing loss.
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The comment also refers to cardiac health outcomes and musculo-skeletal disease (injury).
These adverse health outcomes are common with all mining and many other industries
While the comment that these health problems are common in the general population is valid,
there is benefit in gathering the exposure and health data to assess the increased frequency of
these disorders with respect to the general population. This approach was used successfully in
establishing chronic bronchitis as a coal mining occupational disorder in the landmark British
court case reported by Coggan and Taylor (1998). This type of research is more complex as
data needs to be collected on confounding factors before rigorous analysis can be undertaken.
4.3.5

South Australian Program
South Australia has a small mining industry and no mining specific health surveillance legislation.
The two major mines - Leigh Creek (coal) and Roxbury Downs (copper/uranium), have voluntarily
introduced comprehensive health surveillance schemes (Dr Clive Hume - personal communication)
In response to the survey, the Mines and Quarries Occupational Health and Safety Committee
(MAQOHSC) advised they had approved funding for a pilot health surveillance project to be
provided on a voluntary basis to mines and quarries across South Australia. The service is
expected to commence shortly.

4.3.6

Tasmania
Various mining companies undertake some health surveillance under the general Workplace
Health and Safety Regulations 1998. In the survey, the representative from Department of
Infrastructure, Energy and Resources advised that the mining companies should be approached
for health information.

4.3.7

Victoria
In Victoria, medical examinations are required to be undertaken on a mine by mine basis under
the Mineral Resources (Health and Safety) Regulations 1991 or the Mineral Resources (Health
and Safety in large Open-cut Mines) Regulations 1995. While the Department does not
compile this information, they expressed, in their response to the survey, an interest in doing so
in the future.

4.3.8

Northern Territory Program
Up to 1997, the focus of health screening in the Northern Territory was dust disease and
particularly silicosis (personal communication Silicosis Unit). Airborne dust monitoring at
many open cut and underground mines indicated high airborne dust levels. Despite this, the
Silicosis Unit at the Darwin Hospital had identified few cases of silicosis. The Northern
Territory has a young, transient and highly mobile work force. This may have contributed to
the low incidence of reported silicosis. The current low rates of disease suggest that improved
dust management may have curtailed an otherwise significant health problem.
The Northern Territory Mine Management Regulations 1997 (Parts 3 and 4) provide for mines
to undertake medical examinations for employees who may be exposed to health risks. The
medical examinations are conducted by medical practitioners who are contracted by the mining
companies. The Department also has compiled ‘Guidelines for Conservation of Hearing
(2001) and Monitoring of Respirable Dust and Silica in Mines.
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National Databases – Models from other sectors
While there are few national health databases, some do exist in the petroleum and health
industries. The petroleum industry has had a health monitoring program for production
workers for many years (Dr Nick Burke, personal communication).
In relation to the health industry, a National Health Information Agreement was signed in 1993
to provide for collective state health system information to be collated by the Australian
Bureau of Statistics and the Australian Institute of Heath and Welfare (AIHW). This has been
expanded over the years to include a National Health Information Development Plan and the
‘National Health Information Knowledgebase’. A part of the success of these programs has
been the inclusion of the International Classification of Diseases and related Health Problems –
tenth revision (ICD – 10).
Of particular interest in relation to coal mining research, the AIHW maintains the National
Death Index and the Cardiovascular Disease Database. In a concurrent project, this
information is being analysed to extract death and disease data related to heart disease from
previous and current coal miners registered in Queensland and New South Wales (SIMTARS
report in progress).
The National Road Transport Commission (NRTC) obtained agreement from all states to
implement a National Road Transport Management Strategy that provides for safer operations
of long distance road transport. This scheme includes driver log books for improved fatigue
management and standard health assessments as prescribed in the Medical Examinations for
Commercial Vehicles Drivers (National Road Transport Commission, 1997). There is no
collation of medical data.

4.4

Comparison of Mining and Related Health Surveillance Programs

Table 4.1 shows the comparison of Australian mining health surveillance programs in New South
Wales, Queensland and Western Australia. These states reported having a centralised legislated
reporting requirement.
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TABLE 4.1
AUSTRALIAN MINING HEALTH SURVEILLANCE PROGRAMS
(from MCA Safety and Health Performance Report 1999-00)
Program
Joint Coal Board
Queensland
(QCIEHS)
Western Aust.

Workforce
10000

Mine Type
Coal

9200

Coal

29500

All Mining

The systems being compared all have a self reporting component. The greatest range of self reported
information is found in the Queensland scheme although it requires less detail in relation to chest
related disorders. A comparison is shown in the Table 4.2 below.
TABLE 4.2
SELF REPORTED INFORMATION
Program

Medical
history

Smoking
habits

Hearing
difficulty

Skin
problems

Musculoskeketal

Allergies

Work
Limitations

Diet &
exercise

Joint Coal
Board

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

QCIEHS

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Western
Aust

No

Yes

No

No

No

No

No

No

Clinical assessments include height, weight, vision, hearing, cardiovascular system, respiratory system,
urinalysis, abdomen, musculo-skeletal and skin. The Queensland and New South Wales systems are
very similar as shown in Table 4.3. Western Australia concentrates on hearing loss and respiratory
symptoms and function.
TABLE 4.3
CLINICAL FINDINGS

Program

Height
weight

Vision

Hearing

Cardiovascular

Respiratory
system

Urinalysis/
Abdomen

Musculoskeketal

Skin

Joint Coal
Board

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

QCIEHS

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Western Aust.

Height
only

No

Yes

No

Yes

No

No

No
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Important outputs that potentially add value to the health surveillance programs include health
screening, certification of fitness, mine health profiling, industry health profiling, rehabilitation and
research. Where these are currently applied is shown in Table 4.4. The greatest variety of outputs is
exhibited by the Queensland scheme with the New South Wales being notable by providing
rehabilitation. This is linked to the JCB’s additional role as the sole worker’s compensation insurer in
the New South Wales coal industry.
TABLE 4.4
OUTPUTS FOR HEALTH SURVEILANCE PROGRAMS
Program

Screening

Certification
as fit

Mine
Profiling

Industry
Profiling

Rehabilitation

Health
Promotion

Research

Joint Coal
Board
QCIEHS

Yes

Yes

No

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Western Aust.

No

No

No

No

No

No

No

4.5

Use of Data

The International Labour Organisation(ILO) Convention No 81 on Labour Inspection (1947) requires
government authorities to ensure statistics on injury and disease are maintained, compiled and
reported. In 1975, Australia became a signatory to this convention. There has been little reporting on
mining health conditions as demonstrated by the Joint Coal Board (2000) and Department of Mines and
Energy (2000). Reporting has recently been expanded from injury reporting to cover both health issues
and dangerous incidents for both Queensland and New South Wales.
Some examples of the limited use of health and safety information are:
•

Data held by the Queensland Department of Mines and Energy was explored by Parker et al (1996)
in a Department of Health funded coal mining industry health promotion project. The project used
the available data to design a health needs analysis questionnaire. The survey identified several
issues that the miners were interested in improving. Issues were also identified where the miners
were not ready to accept that they had problem.

•

The Joint Coal Board supported the work of Matthews et al (1998) who discuss a NHMRC funded
industry health promotion research project that includes several coal mines in New South Wales.
This project aimed to refine the techniques for identifying health needs and to develop programs
that result in positive health outcomes for coal mine workers.
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5.0

NATIONAL HEALTH DATABASE - FEASIBILITY ISSUES

5.1

Models for a National Mining Health Database

Consideration of the current health surveillance systems and possible future options has allowed the
development of two models for a national health database.
The first model is based on the common elements of the existing health surveillance programs. A
second model was developed by combining the best elements of the current programs. This was
identified as being a direction for further studies.
5.1.1

Database Model based on common elements of existing schemes
The proposed starting point is a health surveillance model based on the common elements of
the current schemes operating in New South Wales, Queensland and Western Australia. This
database would include the common elements such as age, height, weight, eyesight, hearing
function, respiratory function etc. The concept is shown in Figure 2.
Figure 21
Model 1 of National Database

Industry Inputs

Health Inputs

Qld Health Database
JCB Database
WA Database
Employment data

Medical records

Industry Outputs
Prioritisation of issues
Tranportrability of records

SIMTARS

Disease occurrence

NATIONAL
MINING HEALTH
DATABASE
MODEL 1

Health Outputs
Better information
Early intervention
Targeted health promotion
Comparison to general
population
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Given the current status of health surveillance databases in New South Wales, Queensland and
Western Australia, a national miners health database comprising these databases would
represent 73% of Australian mine workers. As some health surveillance is undertaken at most
large mines (+100 employees), health records of the other 27% would need to be captured, if
possible, from the corporate sector.
The responses to the questionnaire show basic differences in computer technology and
flexibility of this technology. Provided that all health data is provided in a standard format,
aggregating the data using current computer technology is a relatively simple process. The
main databases are in a format that can easily be modified to produce a standardised format.
The health database statistics generated could allow the following:
•
•
•
•
5.1.2

benchmarking between states;
establishing trends – age, hearing and respiratory function, blood pressure;
tracking a mobile workforce and contractors;
identifying health promotion needs.

Alternative approach - model combining best elements of current programs
An alternative approach is an exposure-based health surveillance model that combines the best
elements of the three major state mining health databases. The objective of this approach is
firstly to assess the risk of contracting diseases from cumulative exposures and/or having long
development times. Secondly, the findings would be used in designing control strategies.
This model is a significantly more complex model that extends the current databases to include
exposure monitoring, estimation of doses for equivalent exposure groups and monitoring of
long-term health outcomes. The protocols for such a program are yet to be fully developed.

The concept of an alternative national mining health database model is shown in Figure 3.

SIMTARS

Page 26

JCB Health and Safety Trust

National Mining Health Database Feasibility Study

Figure 3
Model 2 of National Database

Mining Inputs

Health Inputs

Qld Health Database
JCB Database
WA Database
WA Contam
QLD and NSW exposure
data
Other industry data

Medical records
Exposure histories
Disease occurrence
Injury data

Mining Outputs

NATIONAL
MINING HEALTH
DATABASE
MODEL 2

Improved risk management
Prioritisation of issues
Tranportrability of records
Reduced health and injury costs
Reduced absenteeism

5.1.3

Health Outputs
Better information
Early intervention
Targeted health promotion
Comparison to general
population

Service Delivery Options
A national health database would be able to formalise and extend services currently provided
by the state database holders. Examples of such services include:
•
•
•
•
•
•
•

5.1.4

health and safety research;
provision of health cards to contractors and miners moving between employers;
transfer of medical records between states/doctors;
auditing and quality control on medical providers;
provision of assessment schedules;
risk assessments (health) for mine sites;
training of health and safety officers.

National Mining Health Database Custodianship
Ownership and custodianship of the database are major feasibility issues that would need to be
resolved.
Ownership of the data relates to stakeholders who have direct input into the collection of data.
Owners may include coal mine operators, coal mines workers, legislators and the medical
practitioners who are responsible for collecting and storing the data. Because of the
contribution of state health data into the National Health Database, the respective state
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authorities are necessarily part owners of the data. In most states, a tripartite advisory
committee or a government authority oversees the strategic management of mining health and
safety including health surveillance.
A new structure is required to obtain a forum where the owners of the data can unite to make
policy decisions in relation to the management of a national mining health database. A starting
point may be to raise the issue at the regular meetings of Chief Inspectors of Mines. This
would be a key group to investigate and resolve the complex legislation issues.
Custodianship of the data refers to the organisation or organisations who physically hold the
data.
There are a number of potential organisations that may be interested in accepting
custodianship. These include:
•
•
•
•
•

Joint Coal Board;
Australian Institute of Health and Welfare;
Mining Industry Health and Safety Centre (UQ);
SIMTARS;
Private health service organisations.

While these organisations are aware of this study, they have not been approached for their
views on potential custodianship or resourcing.
Another option is to set up special ownership. This could be effected by either a corporate
entity or a Federal Government authority.
A model for a corporate entity is Seafood Services Australia which commenced as a Fisheries
Research and Development Corporation project. This is a clearing house for both fish product
management (QA) and fishery conservation information. Seafood Services Australia is
planning to incorporate, with the shareholders being the national fishing industry organisation
and the relevant federal and state government departments (Mr Ted Loveday – personal
communication).
In order to ascertain Federal Government interest in either sole or joint ownership, approaches
could be made to the Federal Department of Health, the Department of Industry, Science and
Resources and the Department of Employment to gauge their interest in a national mining
heath database. A model for this type of structure is the Australian Institute of Health and
Welfare.

5.2

Political issues

5.2.1

Legislative Requirements for Collection and Release of Data
As previously discussed, the different states work under different legislative requirements. The
requirements for the collection and release of data were reported in the answers to the
questionnaire (Appendix 3).
The approach in the coal industry in New South Wales is directed by JCB Health which works
under legislation referring to general powers in relation to health and welfare. The connection
between JCB Health and the New South Wales coal mining health and safety regulations is
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limited to health assessments for a variety of statutory positions and some environmental
monitoring. There are no clear legislative protocols for releasing the New South Wales coal
data into a cental database. The power to determine the release of data rests with the JCB
Board.
In the Queensland coal industry, the Chief Executive (Department of Natural Resources and
Mines) has the authority to release the data for statistical/research purposes. Researchers may
access confidential data provided that persons cannot be identified in the reported data.
In the New South Wales and Queensland metalliferous mining and quarrying sectors, there are
no requirements to collect health data and therefore no requirements to provide for its release.
The release of health surveillance data in Western Australia is restricted under regulation 3.38
of the Mines Safety and Inspection Regulations 1995. Data may not be released unless
authorised by the person to whom it relates or unless it is in a form where the person cannot be
identified.
The current State legislative requirements would need modification to allow the transfer of
personal data to a national database. This is a feasibility issue that needs consideration at the
level of Ministers (as in the case of health sector information) or the senior legislators involved.
It is suggested that the national database should follow similar restrictions to access and release
of data as the current State databases for protection of confidential individual information. The
issues affecting confidentially are further discussed in section 5.3.
5.2.2

Cultural philosophy
The New South Wales approach is directed by JCB Health and is focussed on providing a
comprehensive health service from offices at Warners Bay (Newcastle), Singleton, Lithgow
and Corrimal. Apart from a substantial dust monitoring program, the JCB Health ties with dayto-day mining operations are focussed on administering health assessments and providing a
range of fee for service functions.
In response to the question on future directions, the JCB expressed interest in expanding the
health services to industry (Appendix 3). In the longer term, this includes expanding the
database to facilitate more effective capture and analysis of health and exposure data. The
legislative and administrative barriers to this expansion are considerable as this is yet to be
clearly incorporated within the scope of the JCB. Another impediment is the structural change
in the mining industry where the worker classification data currently collated by the JCB is less
reliable that it had been previously.
In Queensland, the Health Surveillance Unit in the Department of Natural Resources and
Mines works as part of the Safety and Health Division in conjunction with the Mines
Inspectorate in promoting compliance with the Coal Mining Safety and Health Regulation
2001. In addition to maintaining the health surveillance database and record management
needs, limited database analysis and research are undertaken. Guidelines to assist industry in
complying with the Coal Mine Workers’ Health Scheme are being developed.
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While the Western Australian Department of Minerals and Energy is supportive of data
analysis that contributes to improved health and safety systems, they are cautious about the
validity of data that can be extracted from health databases.
It may be debated as to whether there is justification for a national health database program to
replace services provided by state authorities. The key to effective risk management is that
action needs to be taken by the responsible officers in closest proximity to the source of the
hazard. Applying this principle to health information, site or state health professionals could
be in a better position to provide advice and implement change at a state level. However,
sometimes state information is inadequate to identify long term trends or emerging issues that
need a broader statistical base. This is particularly the case given the mobile workforce in the
mining industry.

5.3

Confidentiality

A major feasibility issue is that of confidentiality. Medical information is held in confidence under
both legislation and medical ethics. The results of the questionnaire demonstrated that the States have
in place processes to safeguard the confidentially of the collected data. Proving that this data can be
confidentially transferred to a national database is a feasibility issue.
Three possibilities include:
(i)
(ii)
(iii)
(i)

Transfer of complete data:
Transfer of de-identified data;
Compiled standard reports.

Transfer of complete data
There exists a national model in the health industry where confidential state health data is
pooled and stored securely by the Australian Institute of Health and Welfare. This data
provided by the States includes identifying information. The process has taken some time and
included a series of high level meetings and agreements. Numerous mechanisms are in place to
ensure that data released does not infringe confidentiality requirements. One such mechanism
is the need to submit requests for data to an Ethics Committee (www.aihw.gov.au, 2000).
Unless assurance that confidentiality will not be breached is provided, approval for access to
confidential data is refused.

(ii)

Transfer of de-identified data;
A second approach is for the States to provide de-identified data to be compiled into a national
dataset. The difficulty is that with this type of data is that if the mine is identified, de-identified
data may not necessarily preclude the identification of individuals. If the mine is not
identified, the value of the data for benchmarking is very limited.

(iii)

Compiled standard reports
A third approach to ensure confidentiality of health data is currently used by the Minerals
Council of Australia for the compilation of accident and injury statistics. There is an agreed
analysis format and the various States pool the statistical data.

SIMTARS

Page 30

JCB Health and Safety Trust

National Mining Health Database Feasibility Study

While this method limits the ways in which the data can be analysed, it may be a useful
approach in convincing key stakeholders of the value of a National Mining Health Database. It
would also be possible for data to be supplied in a standardised form from mines not covered
by the centralised systems. This would increase the value of the database.
Of the three options, the one potentially providing most comprehensive and useful information is the
transfer of complete data. This is also the option that would require changes to legislative requirements
for current State systems. This could limit the feasibility of this option at the present time.

5.4

Data collection and validity issues

A fundamental question that should be considered is ‘Why should health data be collected at all?’ It is
the nature of ‘duty of care’ that hazards that may cause harm to workers need to be controlled and the
effectiveness of such controls need to be monitored. Health surveillance is a key part of monitoring
controls and is a necessary part of gathering information needed to effectively identify hazards.
One of the key elements in hazard management is the development of safety management systems that
identify health and safety risks (Industry Commission 1995). Aggregated health information is
arguably the one element of the safety management system that relies heavily on information external
to the organisation.
Ham (1995) suggested that a more comprehensive health and safety information reporting system was
needed for both the purposes of undertaking evidence based risk assessment and also educational
purposes. Both the Industry Commission (1995) and McDonald (1996) were critical of the emphasis
shown by industry, and particularly the mining industry, on lost time injury data and their fixation with
this as the only criteria by which health and safety performance improvement could be measured.
McDonald (1997) demonstrated that the industry needed to focus on the causes of the most serious
injuries which were responsible for both most lost time and human suffering.
In the recent review (1999-2000) of the Queensland Coal Industry Health Scheme, the Working Party
considered the needs of mining employers to effectively manage their health and safety obligations.
Management need some detail in relation to work restrictions if they are to safely manage mine workers
who have some temporary or permanent impairment. On a broader scale, the Coal Mining Safety and
Health Act 1999 requires mine management to monitor for hazards such as hearing loss and dust
related disease. This is undertaken to assess whether the high levels of noise and dust reported by
Bofinger, Cliff and Tiernan (1995) are in fact causing harm to the mine workers. These regulations
also oblige management to assess physical impairment (Section 42.1)
Having established that there is potential value in aggregating health information to enable the
undertaking of meaningful analysis, the value of the information gained from a national database would
depend on the quality and validity of the data that is collected. Issues that need to be addressed in
compiling a useful data set include:
•
•
•
•
•
•
•
•

Reliable personal details;
Consistency of employment classification;
Accurate test results;
Accurate data entry;
Complete and consistent data;
Comprehensive analytical tools;
Robust and reliable data base software and structure;
Flexibility in data input and output formats.
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Numerous quality assurance elements for data collection and management have been developed for the
coal industry by the JCB in New South Wales (Davies, Glover and Manuell, 1997). Health and safety
systems need to be integrated with quality assurance principles, particularly for the collection of health
data. Audit programs needs to be undertaken to ensure compliance with quality systems including
calibration.
While state based data collection is desirable, there should be provision for mines to directly contribute
health surveillance data to a national database where there is no central state / sector based health data
program as is the case Victoria, South Australia, Tasmania and the Northern Territory. A conduit to
explore the interest in a national mining health database by this group of mines has been offered by the
Minerals Council of Australia who have miner’s health and safety as one of their key priorities.

5.5

Resources

It would be unrealistic when discussing feasibility issues not to include the resources required for the
establishment and continued operations of the national database. The results of the survey highlighted
significant variations in costs due to variations of health surveillance functions undertaken in each
state. Although the costs of a national health database would be dependent on the model chosen and
the data requirements, the following resources are suggested.
5.5.1

Development Phase
A coordinator would be required to provide a secretariat for a series of meeting/workshops to
establish interstate cooperative arrangements.
The services of a computer consultant would be needed to establish the appropriate software
platform and document transfer protocols.
The National Mining Health Database would have to have an office but this would be expected
to be an addition to an existing organisation. This would also facilitate access to a significant
computer facility.

5.5.2

Database operations phase
It is envisaged that the bulk of the collation, analysis and reporting of the data could be
undertaken by a full time health/research professional in a three month period each year. This
assumes data entry is done at a state level. For the rest of the year a part-time function to
service enquires and facilitate other research would be required.
If a service option is to be pursued, it is estimated that a staff of two would be required. This
would need to be flexible depending of the types and levels of service required.
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Funding

Results from the questionnaire, show most authorities have difficulty in estimating the cost in running
their current health databases. The task in Western Australia is more complex because exposure data in
addition to health data is compiled. In New South Wales, the health database service is integrated with
the medical examinations and ancillary health services. In Queensland, servicing the database also
entails numerous daily requests for the release of health information required by persons seeking work
with contractors at mines.
5.6.1

Costs
The funding of a national health database should be examined in the context of the overall cost
of health surveillance. Based on a national workforce of about 70,000 miners, there are about
20,000 health assessments undertaken annually. From Queensland data, the cost of a health
assessment is estimated to be about $200-00 with a total cost of about $4 million per year. This
compares with the total cost of labour in the industry at about $4500 million.
Based on the information provided in the questionnaire, the annual cost of maintaining the
databases in New South Wales, Queensland and Western Australia probably ranges from
$200,000 to $500,000. This includes only limited analysis and reporting.
The cost of establishing the database is estimated to be up to $250,000 to cover the coordinator,
consultant, accommodation and travel.
The cost of maintaining and reporting on the database is expected to be $150,000 to cover the
database manager (0.6 full time equivalent) and office accommodation. Research projects on
the database would need additional funding.

5.6.2

Potential Funding Sources
One approach would be to seek government funding at either the state or federal level. A key
argument in obtaining this funding is that the majority of the costs of health surveillance are
met by the industry through payments to the doctors or in the case of New South Wales,
through workers compensation insurance premiums. One difficulty with state based funding
would be reaching a formula for equitable contributions. Funding could be sought on the basis
of mining employment.
An alternative approach to the establishment costs may be a one off research and development
grant such as those available from ACARP and the JCB Health and Safety Trust. Funding may
also become available through such organisations as the Minerals Council of Australia,
Australian Mining Industry Research Association and/or individual corporate sponsors.
For on-going funding, either database participants would need to contribute regularly or fee for
services provided could be implemented. An example of a fee for service model currently
exists with the Australian Institute of Health and Welfare. Charges would be made for
published reports and for access to the data for research purposes.

SIMTARS

Page 33

JCB Health and Safety Trust

National Mining Health Database Feasibility Study

6.0

BENEFITS OF A NATIONAL MINING HEALTH DATABASE

6.1

Bench marking health profiles between different mines

Ham (2000) used the information contained in the Queensland Coal Industry Health Database to
identify the health profile of mine workers at a site level. This type of information can be useful in
informing mine operators and mine workers of their status on how the various health parameters
compare with other mines and population groups. The identification of abnormal health profiles
supported by analysis is a key step in the implementation of a targeted health management program.
According to Queensland statistics, lost time due to illness and absenteeism comprises approximately
2% of wages costs. The benefits of health benchmarking include the ability to focus health promotion
resources on those areas where the greatest needs are identified.
A number of studies have been done on health promotion needs assessment at different mines (Parker
et al 1996, Matthews et al 1998). These studies have used data extracted from the existing databases to
assist in identifying priorities and developing implementation strategies. This has limited the
applicability of the findings to the mines involved rather than allowing more general comparisons to be
made.

6.2

Identification of emerging health trends

The industry is facing new but subtle health and safety threats from such hazards as extended shifts,
diesel particulates and whole body vibration. The personal impacts of these threats are variable across
the population and need to be examined on a statistical basis against control groups or the general
population. The impacts of these hazards may be confounded by changing lifestyle issues making a
rigorous analysis challenging. Larger data sets are a key element in resolving some of these more
complex statistical issues. Part of the reason for developing a national mining health database is to
overcome the limitations of current data sets.
A further benefit of a national database is its ability to overcome migration of workers between states.
This could be achieved only if identified data was collected. This is of particular benefit in long term
studies such as the JCB Cancer project. From 1997 to 2000, the New South Wales workforce reduced
from 13,202 to 9960 persons. A national database would have the ability to pick up the New South
Wales coal workers who migrated interstate, and thus allow a more complete conclusion to the study.
Only a few longitudinal studies have been reported to date on the Australian mining workforce.
Studies include the 1986 Kalgoorlie chronic bronchitis study (Holman et al, 1986) and 1991 Joint Coal
Board Longwall pneumoconiosis progression study (Joint Coal Board, 1991). Now that several states
have electronic databases, the potential for further studies is large. The electronic health databases in
New South Wales, Queensland and Western Australia have successive health assessments on large
numbers of miners and it would be opportune to combine data and commit resources to analyse the
longitudinal data.
Where databases are used to establish norms, indicators that show higher risk become trigger points for
mines to re-assess the implications of altered health risk profiles. This is relevant in the case of the JCB
cancer surveillance study and the JCB/SIMTARS heart disease risk study. Both these projects have
been hampered by the difficulties met in accessing government held medical information.
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Facilitation of cross-referencing to allied health data sets

An example of facilitation of cross-referencing to allied health data sets is demonstrated by the
JCB/SIMTARS heart disease risk factor project in which data on registered coal miners is being
extracted from the databases held by the Australian Institute of Health and Welfare, JCB databases and
Queensland Coal Industry Health database. Another example was demonstrated by Ham (2000) where
the DME (Qld) miners injury database was linked to the health database to examine the correlation
between body mass index and the occurrence of sprain and strain injuries in coal miners in Queensland.

6.4

Cost savings - IT, data management and consulting services

Cost and resources issues are considered in more detail in section 5.7 and 5.8. Analysis of the data in
the current databases is undertaken on an irregular basis. By pooling the analysis activities, they would
be undertaken more cost-effectively. Ideas on reporting from different sates would be shared to
provide superior outcomes. Significant economies of scale could be achieved by using a national
health database to research key health issues in all states simultaneously.
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OPPORTUNITIES

Given the confidential nature of personal health data, some stake holders may perceive the concept of a
national health database as being inherently unethical. From a research perspective it can be equally
argued that failure to compile and rigorously analyse the data limits effective health and safety
management of mine workers.
To convince sceptical stakeholders, the development of a National Mining Health Database needs to
proceed in small but well publicised steps. Current projects that couple elements of existing databases
such as the Heart Disease Risk Factor Project need to be well presented to industry. Where existing
high profile studies such as the JCB Cancer study can be assisted by assessing movement of miners to
the Queensland coal fields this should be undertaken and promoted. Where reporting is undertaken on
a current health database, equivalent reporting on the other databases should be undertaken and the
results jointly compiled.
As a degree of state and corporate support is reached, compiling basic national statistics should
commence in relation to basic parameters. It will take time and perseverance to inform all
stakeholders. As this happens, the level of sophistication in research application will be able to be
raised.
At the state level, the comparisons undertaken in this project have raised opportunities for
improvements in the various state based health surveillance programs. In New South Wales, the Joint
Coal Board and mine operators may take the opportunity to increase the use of health surveillance to
inform operators of worker’s fitness for duties. Improvements in data collection may be made in
relation to mine worker exposure group classification and exposures. Opportunities are available to
increase analysis of the existing data sets.
In Queensland, the lack of employment and exposure data limits the value that can be extracted from
the current health database. Worker classification systems may be developed in conjunction with New
South Wales so that consistency can be maintained when coal mine workers transfer between states.
In Western Australia, the focus on health hazards has been dictated by historical events. A broadening
of focus to encompass a wider range of health outcomes is justified in the light of experience from
other states.
In sectors where mining health surveillance is company based, both the mines and state authorities
could be better informed of mining health and related safety risks by participating in some form of
centralised data analysis program.
In the responses to the survey (Appendix 3), a number of states reported that preferred future
developments would include improved data quality and collection, accessibility and analysis. A
proposed national mining health database would achieve these goals.
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CONCLUSIONS

“Duty of care” style legislation requires employers to identify hazards and assess and manage risks.
Health surveillance is essential to demonstrate that legislative obligations are being fulfilled. This
includes assessment of fitness for duty and health monitoring to demonstrate that work activities and
environments have not caused harm to workers. As numerous occupational disorders (as opposed to
injuries) often take some years to manifest, workers may no longer be employed at the time the
disorder seriously affects their quality of life. The National Occupational Health and Safety
Commission has recognised that occupational disease is grossly under-reported, due, in part, to
inadequate health surveillance programs.
In all states, there are legislative requirements for mine operators to conduct health surveillance. In
Western Australia and in the coal sectors in New South Wales and Queensland, legislation provides for
centralised health reporting. The similarities and differences between these three health databases have
been core issues of this project.
There are numerous differences between these centralised health surveillance programs. In the New
South Wales coal industry, health surveillance includes comprehensive testing and tracking of
employment data. In the Queensland coal industry, comprehensive testing is undertaken but no
employment data is gathered systematically. In Western Australia, limited testing focuses on
respiratory function and hearing loss.
The analysis of these differences suggests limitations in the current health surveillance programs, but
none which preclude aggregation of data into a national health database. Apart from some significant
legislative and confidentiality issues, the current centralised mining health databases are sufficiently
similar to be aggregated into a national mining health database. While this only covers the mining
workforce in Western Australia and the coal workers in New South Wales and Queensland, it
represents approximately 73% of the mining workforce at large mines.
The other states and sectors compromise 27% of Australia’s mining workforce. Most large mines have
similar health surveillance programs. The Minerals Council of Australia has expressed interest in
acting as a forum for mines outside the central systems to consider their options in relation to a national
mining health database.
The objectives of health surveillance include the acquisition of a comprehensive, valid and reliable data
system allowing comparisons with community data. The benefits from such a data-set include:
•
•
•

the assessment of health risks to mine workers;
portability of information for fitness for duty assessment;
benchmarking for health promotion needs.

Based on the analysis of the current different health surveillance schemes, two models were developed
that could be used as the basis for a national mining health database.
The first model is based on the common features of the current state schemes. This model has minimal
barriers in terms of aggregation of data and would allow comparison within the industry and extending
out to the general community.
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The second model is based on the best features of the current health schemes and extends the first
model by including comprehensive exposure data. This would allow long term tracking of exposures
and the identification of dose-response relationships. This model would need additional employment
and exposure data to be recorded. Guidelines for this process have been developed in Western
Australia but are focussed on dust and noise exposure.
Advances in technology have created the opportunity to effectively compile health data from different
sources at a national level. Sophisticated data handling techniques facilitate complex manipulation to
produce statistics that inform health management programs.
The same legislation that mandates for health surveillance and confidentiality of personal health data,
also constitutes a major impediment to the development of a national mining health database. This
legislation limits the release of confidential data to other parties. As an interim measure, de-identified
data could be compiled. Addressing the legislative requirements for confidentially could then take
place over time.
Regulators will also need to be convinced that there is sufficient need for a national mining health
database to meet the legislative obligations to manage the health risks in the mining industry before the
necessary changes can be effected.
The benefits of developing a comprehensive set of health and hazard exposure data are evident. The
technology for establishing a national database is available. We need the political will, industry
support and resources to achieve this.
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RECOMMENDATIONS

1

The extent of the support for a national mining health database should be gauged by circulation
of this report to key stakeholders. Responses in terms of critical comment and interest in
progressing the database should be collated as a basis for further actions.

2

A consistent format for reporting state and company health data should be developed to assist in
the establishment of comparable data sets. This would allow coordination and publishing of
national mining health statistics compiled from individual reports. This would allow preliminary
benchmarking.

3

A research program should be undertaken to develop protocols for an exposure based health
surveillance program. This would subsequently develop a health surveillance standard that
would capture the strengths of the existing three centralised programs and provide a best practice
tool for long term health surveillance in the mining industry.

4

The possibilities of a national mining health database should be added to the agenda for the next
meetings of both government and mining industry bodies. Agreement in principle should be
sought from the state and industry database owners for a step-wise progression toward a national
mining health database.

5

A pilot study is recommended to allow the combination and analysis of the current JCB and
Queensland coal health databases. This pilot project could be staged to allow the successful
navigation of the impediments identified.
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LIST OF PROJECT CONTACTS
Government Organisations
Organisation
Joint Coal
Board

Address1
PO BOX
516

Address2
WARNERS
BAY NSW
2282

NSW Dept.
Mineral
Resources
Qld NRM
Safety &
Health Division

W.A. Dept
Mines and
Energy

GPO Box
194

100 Plains
Rd

BRISBANE
QLD 4001

EAST PERTH
WA 6004

Mining
Operations
SA Dept Prim
Industry &
Resources
Mining &
Quarrying OHS
Committee
Workcover SA
Vic. Dept Nat.
Res &
Environment Minerals &
petroleum
Tas. Dept
Infrast. Energy
& Resources
NT.Dept Mines
& Energy

SIMTARS

GPO Box
1671

ADELAIDE
SA 5001

DIAS

ADELAIDE
SA 5001

PO
Box1072

8/250
Victoria
Pde,

EAST MELB
VIC 3002

POBox 56

ROSNY
PARK TAS
7018
DARWIN NT
0801

GPO
Box 2901

Medical
Director

Contact
Dr Bill
Pollock

Code
02

Phone
6570
3880

Database
Manager

Mark
Oneill

02

4849
3100

Ass Dir
Performance
and
Information
Chief
Inspector of
Mines
Manager –
Heath
Surveillance
Director –
Mining
Operations

Rod
Morrison

02

9901
8470

Peter
Minahan

07

3235
1242

Les Wynn

07

3237
1522

Simon
Thompson

08

Manager Occ Health

Mike
Rowe

08

9222
3280
9222
3430
9222
3050

Chief
Inspector of
Mines
Executive
Officer

Roger
Mathews

08

8463
3113

Jane
Liggins

08 fx

8463
3109

Jliggins
@workco
ver.com

Industry
OHS
Coordinator

Hayden
Cater

03

9412
5147

Hayden.
Cater@nr
e.vic.gov.
au

Position

Senior
Inspector Mines
As. Dir Min.
Info &
Policy
Occ
Hygienist

F941251
52
6233
8318

John Las

03

Rob
Martin

08

8999
5447

Russell
Robinson

08

8999
5385

Email
Pollock#
single.jcb
.org.au
Oneill#w
arner.jcb.
org.au
Morrisr
@minera
ls.nsw.go
v.au
‘pminaha
n@dme.q
ld.gov.au
‘lwynn@
dme.qld.
gov.au

m.rowe
@dme.w
a.gov.au

John.Las
@dier.tas
.gov.au
Rob.Mart
in@dme.
nt.gov.au
‘Russell.
Robinson
@nt.gov.
au
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Industry Organisations
Address1

Address2

Position

Contact

Code

Phone

Minerals
Council of
Aust.
NSW Minerals
Council

PO
Box363

DICKSON
ACT 2602

Paula
Matthewson

02

6279365
1

PO Box
A224

Richard
Coleman

02

Qld Mining
Council

7fl 60
Edward
St

SYDNEY
SOUTH NSW
1235
BRISBANE Q
4000

Ass.Dire
ctorSHT
Safety
Adviser

Grant Cook

07

3221
8722

03

6223
8600

08

9325
2955

ORGANISATI
ON

SA Minerals
Council
Tasmanian
Minerals
Council
WA Chamber
of Minerals

SIMTARS

GPO Box
937

HOBART TAS
7001

Locked
Bag N
984

PERTH WA
6844

Safety
Adviser
Executiv
e
Director

Pm.matthe
wson#miin
erals.org.au
richard#ns
wmin.com.
au

Neil Storey
Terry Long

Tasmineral
s#southcom
.com.au
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Our Reference: 20/005/0031
Contact:
Telephone:

Mr Bruce Ham
(07) 3810 6328

31 May 2001

RE:

FEASIBILITY STUDY FOR A NATIONAL MINING HEALTH DATABASE.

Survey of potential participants
A research project to assess the feasibility of a national mining health database is being undertaken by
the Safety in Mining Testing and Research Station (SIMTARS) with funding from the Joint Coal Board
(JCB) Health and Safety Trust. Your organisation has been contacted as a potential participant. You
have been identified as the contact person to provide further information. Could you please assist us by
completing the attached questionnaire.
Similar mining health databases operate independently in the coal industries in New South Wales and
Queensland and in the mining industry Western Australia. With the growth in mining contract work,
there is an increased demand for interstate transfer of health data related to fitness for duty. A national
mining health database would provide a data set that was statistically rigorous for comparative studies.
This database would benefit health and safety research by enabling the identification of emerging health
issues and focussing health promotion programs for the mining industry.
This questionnaire is divided into three parts. The first part seeks information on what health
monitoring is conducted and asks why this approach is used. The second part seeks data on hardware
and computer systems. In the third section, your views are sought on how your existing (or planned)
systems may develop in the future.
In order to facilitate a timely conclusion to this project, it would be appreciated if you could complete
and return the questionnaire by Wednesday 6 June. The project officer will contact you next week to
assist in its completion.
Your assistance by completing this survey is appreciated. If you have any questions, please contact the
project officer Mr Bruce Ham on 07-3810 6331 (or 07-3237 1148, email bham@dme.qld.gov.au).
Yours faithfully

Carmel Bofinger
Project Manager
National Health Database Study
SIMTARS
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QUESTIONNAIRE
NATIONAL HEALTH DATABASE FEASIBILITY STUDY
PART 1 - WHAT HEALTH MONITORING IS CONDUCTED AND WHY THIS APPROACH IS USED.
Does your organisation have a health surveillance goal / policy / statement of intent? Please provide
detail.
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
What health monitoring is required by legislation? Please include reference.
__________________________________________________________________________________
What health monitoring is required by standards / guidelines? _______________________________
__________________________________________________________________________________
Are standard health forms and/or guidelines used?.
(If so, could you please post or email to this office)

____________________________

Who owns the data?

____________________________

Who holds the data?

____________________________

How is the Health Scheme funded and at what level?

____________________________

Is the assessment used for fitness for duty? If so what areas?

____________________________

Is the data used for workers compensation?

____________________________

Is data used for injury management?

____________________________

Is assessment process used for health advice? Please explain how? __________________________
__________________________________________________________________________________
Is individual or group data used for hazard identification – risk assessment? ____________________
Is data used for preventative measures or health promotion? Please explain how? _______________
__________________________________________________________________________________
Is assessment used for mines rescue personnel?

____________________________________

Is data used for audits (internal or regulatory)?

____________________________________

Is
data
used
for
benchmarking
industries)?_________________________
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PART 2 -

DATA ON HARDWARE AND COMPUTER SYSTEMS.

When did electronic recording commence?

_____________________________

What is the status of previous paper records?

_____________________________

_________________________________________________________________________________
What hardware is used for storage of data?

_____________________________

How many locations are connected? (does this require remote access)

_______________________

How is the health data processing and analysis funded?

_____________________________

Who provides technical support?

_____________________________

How many users enter data?

_____________________________

How many other users have direct access to the database?

_____________________________

What is the software used?

____________________________

How many tables are involved?

____________________________

Where are records kept?

____________________________

How many records are on the system?

____________________________

How many records are entered annually?

____________________________

What formats are available for data transfer?

____________________________

How is confidentiality of the private health data of individuals managed? ______________________
What is the reporting protocols for individuals own data?

____________________________

What is the reporting mechanism for research studies?

____________________________

What is the reporting format for public reporting?

____________________________

PART 3 - FUTURE DEVELOPMENTS
What do you perceive as opportunities to enhance health surveillance in your state?
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
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RESPONSE TO QUESTIONNAIRE
NATIONAL HEALTH DATABASE FEASIBILITY STUDY
PART 1 - WHAT HEALTH MONITORING IS CONDUCTED AND WHY THIS APPROACH IS USED.
1.1

Does your organisation have a health surveillance goal / policy / statement of intent?

NEW SOUTH WALES – JOINT COAL BOARD
We shall deliver quality service that promotes health and welfare of our customers
NORTHERN TERRITORY
The policy is not specific to health surveillance, however the Department of Mines and Energy
(DME) vision includes health and safety. The objective is to achieve a high standard of
occupational health and safety (OH&S) and environmental performance in all phases of the
minerals and energy industries.
Environmental Health Services (EHS) Response
We specialise in the prevention and management of injury or ill health due to work or the
workplace.
QUEENSLAND NR&M
The vision of the Safety and Health Division is to have a mining industry free from accidents
and injury. The mission is to ‘continually improve the safety and health standards and practices
in the ………mining industries’.
SOUTH AUSTRALIA
MAQOHSC has approved funding for a Pilot Health Surveillance project to be provided on a
voluntary basis to Mines and Quarries across SA. The service will commence in the near future.
(This is not an initiative of individual organisations and as such may not fit into your study)
TASMANIA
The general industry health and safety legislation which covers mines, requires employers to
monitor for certain high risk activities. No central health monitoring is undertaken
VICTORIA
No
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
The objectives of the health surveillance program for mine employees are:
to assess the health status of all mining industry employees on a regular basis;
to analyse collected data to detect adverse health effects at the earliest opportunity;
to enable appropriate and timely corrective action to be taken in order to safeguard the health
and well being of mining industry employees; and
to provide data which may be useful for future epidemiological studies.

1.2

What health monitoring is required by legislation?

New South Wales – Joint Coal Board
SIMTARS
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Coal Industry Act – non-specific – enables JCB health monitoring
CMRA requires dust monitoring
NEW SOUTH WALES – METALIFEROUS AND EXTRACTIVE INDUSTRIES
The Mines Inspection Act 1901 requires notification of an inspector if a person at a mine is
suffering from silicosis, pneumoconiosis or any other pathological condition of the pulmonary
organs (section 47c)
There are requirements in the Mines Inspection General Rule 2000 for health surveillance. A
general requirement in clause 33 and a requirement for health surveillance in relation to
hazardous substances at clause 54 (this includes crystalline silica).
NORTHERN TERRITORY
DME - Health Monitoring is required in accordance with the Mine Management Regulations,
specifically part 3 and part 4.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
The Coal Mining Safety and Health Regulations 2001, (sections 44 to 53) provides for a health
surveillance scheme for all coal industry workers. Mine appointed Nominated Medical
Advisers (NMAs) assess miners and send copies of assessment to a central facility at the
Department of Natural Resources and Mines (NR&M).
The Mines and Quarrying Safety and Health Regulations 2001, (section 87 ) requires mines to
conduct health surveillance of mine employees. No detailed specifications are provided.
South Australia
OHSW Regulation 4.1.18
TASMANIA
The general industry health and safety legislation which covers mines, requires employers to
monitor for certain high risk activities.
VICTORIA
Mineral Resources (Health and Safety) Regulations 1991 – Part 2, Div. 1, Reg 2.6 (2)(a) and (b)
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
The Mines Safety and Inspection Regulations 1995 (Regulations 3.23 to 3.40) require all mine
employees to undergo health assessments every five years. The health assessments include work
history and respiratory questionnaires, a lung function test and a hearing test. “Designated”
(e.g. those working underground) employees are also required to have chest x-rays.
Additional health monitoring includes:
Biological monitoring (Regulation 3.28)
Any additional health assessments as required by the State mining engineer (Regulation 3.27)
Notification of occupational diseases (Regulation 3.39)

1.3

What health monitoring is required by standards / guidelines?
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NEW SOUTH WALES – JOINT COAL BOARD
JCB guideline Alnewcol 105 outlines requirements for pre-employment and regular health
assessments. These are done in accordance with a standard JCB Health Form which provides for
monitoring including to eyesight, hearing, respiratory function, cardiovascular system, urinalysis,
abdomen, musculo-skeletal system and skin. The Health Assessment Form also includes a
questionnaire on medical and smoking history.
NEW SOUTH WALES – METALIFEROUS AND EXTRACTIVE INDUSTRIES
There are no standard forms (although larger companies may have them) – standard tests are
required for different types of hazardous substances.
NORTHERN TERRITORY
DME - The following standards and guidelines provide suggestions for health monitoring:
Guideline for the Minimisation of Dust Emissions & Engineered Dust Controls on Mines,
Guideline for the Conservation of Hearing on Mines in the Northern Territory and
Guideline for monitoring of respirable dust and silica in mines.
The role of the Occupational Hygienist at the Department of Mines and Energy is to check that
the monitoring exists and is being conducted by the mine site, may be required to be presented
when asked by the Inspector.
EHS A significant proportion of the industry is serviced by Environmental Health Services
which use a common form for most operations.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
In accordance with a Health Assessment Form expected be approved shortly, health monitoring is
required of coal industry workers in relation to eyesight, hearing, respiratory function,
cardiovascular system, urinalysis, abdomen, musculo-skeletal system and skin. The Health
Assessment Form also includes a questionnaire on medical history, work impairments and
lifestyle issues that may impact on occupational health.
SOUTH AUSTRALIA
Nil
TASMANIA
Nil
VICTORIA
Mineral Resources (OH & S) Regulations 1991 – Part 2, Div. 2, Reg 2.3 and 2.31
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
Railway vehicle drivers (loco drivers) medical fitness
Fitness for mine rescue personnel
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PART 2
No
2.1
2.2
2.3

DATA COLLECTION AND USE

Question
STANDARD FORMS
USED?
Who owns data?
Who Holds Data?

NSW
Yes

NT
EHSo

QLD
Yes

SA
Yes

TAS
No

VIC
No

WA
Yes

JCB
JCB

Mines
EHS

NR&M
NMAs /
NR&M

CHG(1)
CHG

Mines
Mines
Doctors

Mines
Mines
Doctors

WA Govt
DME

(1) Corporate Health Group - Provider in South Australia.

2.4

How is the Health Scheme funded and at what level?

New South Wales – Joint Coal Board
General functions are funded through Workers Compensation Premiums
Medicals are undertaken at a charge to the employer varying from $130 for a basic medical to
$210 for a medical with an x-ray and cholesterol test. Administration is minimal as records are
entered into the system during the course of the medical. Paper records are stored at regional
JCB offices
NORTHERN TERRITORY
DME – Not applicable
EHS - Client pays EHS.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Health Assessments by Companies
approx $200 per employee
Central recording, analysis and storage by NR&M - $200,000 per annum
SOUTH AUSTRALIA
Funded by Mines and Quarrries Occupational Health and Safety Committee (MAQOHSC)
TASMANIA
Not Applicable
VICTORIA
Not Applicable
Western Australia – Department of Minerals and Energy
Employers are required by the Mines Safety and Inspection Regulations to pay the expenses of
any health assessment or biological monitoring required under the regulations.

2.5

Is the assessment used for fitness for duty? If so what areas?

New South Wales – Joint Coal Board
No
NEW SOUTH WALES – METALIFEROUS AND EXTRACTIVE INDUSTRIES
There are no doubt many medical examinations conducted for 'fitness for duty' purposes, but
there is no coordination of these.
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NORTHERN TERRITORY
DME – To determine exposure, the Department of Mines and Energy assess the monitoring data.
This information is provided t the company or site.
EHS - Yes in EHS company–based programs
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Yes – All areas of coal mining
SOUTH AUSTRALIA
Yes – Hearing loss and lung function
TASMANIA
Probably – company based programs
VICTORIA
Probably – company based programs
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
No. The department does not get involved with fitness for duty at any level. However, the
biological monitoring guideline does indicate requirements for removal from exposure.
The loco drivers and mine rescue guidelines provide recommended minimum standards only.

2.6

Is the data used for workers compensation?

New South Wales – Joint Coal Board
No
Northern Territory
DME - dust and noise data is used for compensation
EHS - data not used for compensation
Queensland – Department of Natural Resources and Mines
Not Directly – Some NMAs advise WorkCover and self-insurers.
South Australia
Could be – MAQOHSC just providing results, not determining how it will be used
Tasmania
Not applicable
Victoria
Not applicable
Western Australia – Department of Minerals and Energy
No

2.7

Is data used for injury management?
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New South Wales – Joint Coal Board
Where necessary , treating doctors refer to medical records.
Northern Territory
DME – No
EHS - No
Queensland – Department of Natural Resources and Mines
Yes – by most NMAs

South Australia
Could be – MAQOHSC just providing results, not determining how it will be used

Tasmania
Not applicable

Victoria
Not applicable
Western Australia – Department of Minerals and Energy
No

2.8

Is assessment process used for health advice? Please explain how?

New South Wales – Joint Coal Board
Feedback is provided to the worker and, where appropriate, he is referred to a general practitioner
Northern Territory
DME – Yes - Hygiene data ( noise and dust) is reported to mines.
EHS - Data is used to provide advice to individuals through medicals.
Queensland – Department of Natural Resources and Mines
Yes – NMAs use it on a one to one basis, numerous companies/ projects have sourced database
information for promotion programs
SOUTH AUSTRALIA
Health consultants will provide advice on lifestyle matters at the time of the consultancy. There will be
follow up advice on lung function and hearing where necessary

TASMANIA
Not applicable

Victoria
Not applicable

Western Australia
No
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2.9

Is individual or group data used for hazard identification – risk assessment?

New South Wales – Joint Coal Board
No
NORTHERN TERRITORY
DME – DME work in conjunction with companies to assess and manage occupational risk resulting
from occupational hazards
EHS - Only in relation to individual fitness for duty.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Yes – NMAs work in conjunction with companies to assess and manage occupational risk
resulting from health impairments and occupational hazards.
SOUTH AUSTRALIA
Site reports will be provided for larger sites to allow for use in hazard identification
TASMANIA
Not Applicable
VICTORIA
Not Applicable
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
It is intended for the data to be used for this purpose in the future.

2.10

Is data used for preventative measures or health promotion? Please explain how?

NEW SOUTH WALES – JOINT COAL BOARD
Personal feedback is provided. Group data is provided for employer programs.
NORTHERN TERRITORY
DME - The hygiene information has been used to produce some factsheets to assist in health
promotion for sites. This is not a routine process, specific factsheets have been “Preventative
Measures for exposure to silica”, and “Asbestos”.
EHS - uses data to support hearing conservation and respiratory protection programs.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Yes – NMAs use it on a one to one basis, numerous companies/ projects have sourced database
information for promotion programs
SOUTH AUSTRALIA
Both – service is basically health promotion and it covers lifestyle factors. (Isn’t health
promotion a tool for prevention?)
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TASMANIA
Not Applicable
VICTORIA
Not Applicable
Western Australia – Department of Minerals and Energy
In conjunction with our contaminant exposure database, CONTAM, correlations with health
outcome will assist in prevention of health effects.

2.11

Is assessment used for mines rescue personnel?

NEW SOUTH WALES – JOINT COAL BOARD
Yes, with modifications related to stressed environment.
NORTHERN TERRITORY
DME - No
EHS - Not to date.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
The opportunity exists for this to occur. It has worked effectively in the past.
SOUTH AUSTRALIA
If they choose to use the service
TASMANIA
Not Applicable
VICTORIA
Not Applicable
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
Yes, refer to the Fitness for Mine Rescue Personnel guideline.

2.12

Is data used for audits (internal or regulatory)?

NEW SOUTH WALES – JOINT COAL BOARD
No
NORTHERN TERRITORY
DME – Data is used for regulatory audits.
EHS – No
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Not at present, but this is an avenue that is being considered.
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SOUTH AUSTRALIA
If sites use the site reports in this way
TASMANIA
Not Applicable
VICTORIA
Not Applicable
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
Not at this stage

2.13

Is data used for benchmarking (internally or against other sites or industries)?

NEW SOUTH WALES – JOINT COAL BOARD
Yes – reports are prepared for sites in which their data is compared to industry norms.
NORTHERN TERRITORY
DME – No
EHS - No
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Yes – but it has not been well publicised
SOUTH AUSTRALIA
Possibly in the future. The collection of baseline data is a requirement of the project
Tasmania
Not Applicable
VICTORIA
Not Applicable
Western Australia – Department of Minerals and Energy
Not currently
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PART 3 No
3.1

DATA ON HEALTH ASSESSMENT HARDWARE AND COMPUTER SYSTEMS

3.2

Question
NSW
Start
electronic 1980s
capture?
Previous paper records? Archives

NT
2001
EHS
N/A

3.3

Hardware used?

LAN

3.4
3.5

No of locations?
Funding of processing?

3.6
3.7
3.8

Technical support by?
Users entering data
Access by others

3.9

Software used

3.10

Tables involved

3.11

Records kept by

3.12

Records on system

3.13
3.14

Annual records input
Format for data transfer

3.15

Large
servers
5
JCB
JCB
12
Admin &
Prof
SQL
Server
Register
Medical
Occupatio
n
JCB
Sydney
64,000
medicals
post 1988
73,000
registered
(post
1900)
5,000
mdb,xls,
dbf

QLD
1993

SA
Soon

TAS
N/A

VIC
N/A

WA
1996

N/A

N/A

N/A

Archives

PC

N/A

N/A

N/A
Trial
only
CHG
N/A
N/A

N/A
N/A

N/A
N/A

IBM
mainframe
19
W A Govt

Ksoft
4
3

Archive
inactive
Govt
system
1 Brisbane
NR&M/
Projects
Consultant
2
2

N/A
N/A
N/A

N/A
N/A
N/A

DME
6
13

Ksoft

MS Access

Excell

N/A

N/A

--

Register
Medical (4)
Mine

N/A

N/A

N/A

Powerbuil
der, DB2
15

--

NMAs /
NR&M
25,000
medicals
26,000
registered
(post 1983

CHG

N/A

N/A

N/A

N/A

N/A

3000
Mdb,xls,
Dbf

N/A
Xls

N/A
N/A

N/A
N/A

2
EHS

N/A

?
ASCI

DME
Perth
63,000
medicals

9000
Text,
Excel

How is confidentiality of the private health data of individuals managed?

NEW SOUTH WALES – JOINT COAL BOARD
Password access
NEW SOUTH WALES – METALIFEROUS AND EXTRACTIVE INDUSTRIES
We understand that the examining physician owns a patient's records (the data) but that a
patient has access to those records (except, for example, where a physician has a view that
access may do psychological harm). Where an examination is conducted on company premises
we understand that the company has certain rights to the data.
NORTHERN TERRITORY
DME – Confidentiality of the private health data is very well managed as access restricted to
DME Occupational Hygienist and the Super User.
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EHS - Only limited data given to employer. Detailed data is given to persons doctor as
requested.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Restrictions are embodied in legislation, access can be approved for research and other
purposes subject to certain requirements
SOUTH AUSTRALIA
(Corporate Health Group will not give site reports to small sites, occupational related data will
go to employer (reg 4.1.18(5)(b), personal information to go only to employee.
TASMANIA
Not Applicable
VICTORIA
Not Applicable
Western Australia – Department of Minerals and Energy

Confidentiality requirements are outlined in Regulation 3.38. Release of information
with consent of the person or as statistical data is permitted.

3.16

What is the reporting protocol for individuals own data?

NEW SOUTH WALES – JOINT COAL BOARD
Face to face
NORTHERN TERRITORY
DME – If requested by the individual, this information is made available.
EHS - Released on request to doctor.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Signature required with request to release data
SOUTH AUSTRALIA
Directly to individual and to employees GP if agreed by employee
TASMANIA
Not Applicable
VICTORIA
Not Applicable
Western Australia – Department of Minerals and Energy

Employers may obtain a copy of the results if signed consent has been given by the
individual.
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3.17

What is the reporting mechanism for research studies?

New South Wales – Joint Coal Board
No formal mechanism
Northern Territory
DME - Not applicable
EHS - Not done.
Queensland – Department of Natural Resources and Mines
Research request requires NR&M approval for de-identified statistical data to be released.
SOUTH AUSTRALIA
No research studies to be undertaken at this point
Tasmania
Not applicable
Victoria
Not applicable

WESTERN AUSTRALIA
Any applications for research studies are to be directed to the State Mining Engineer for
consideration.

3.18

What is the reporting format for public reporting?

NEW SOUTH WALES – JOINT COAL BOARD
Annual published report
NEW SOUTH WALES – METALLIFEROUS AND EXTRACTIVE INDUSTRIES
We are not aware of any aggregation of health data from the mining industry except for that
compiled by the Workcover Authority (from workers comp insurers) or the Dust Diseases
Board. Both have websites that you can examine. There are also compilations done by the
National Commission. All of these are, however, compilations of disease incidence and
prevalence together with compensation costs and so may not suit your purpose in discovering
trends with a view to early intervention.
NORTHERN TERRITORY
DME - Not applicable
EHS - Not done.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Annual Coal Industry Review – assessments undertaken, restrictions, health parameters.
Detailed site reports for NMA and mines.
SOUTH AUSTRALIA
Industry Report
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TASMANIA
Not Applicable
VICTORIA
Not Applicable
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
Consolidated data through technical meetings, seminars or conferences.
PART 4
4.1

- FUTURE DEVELOPMENTS

What do you perceive as opportunities to enhance health surveillance in your state?

NEW SOUTH WALES – JOINT COAL BOARD
Enhanced data retrieval for statistical purposes and possible research.
Written guidelines are being developed.
Occupational codes are being re-assessed to reflect current working arrangements.
NEW SOUTH WALES – METALLIFEROUS AND EXTRACTIVE INDUSTRIES

As a general observation it seems that the collective health surveillance will be made
very difficult by either medical record confidentiality requirements or the increasing
prevalence of privacy legislation, or both.
NORTHERN TERRITORY
DME - Health Surveillance enhancement is not part of the current corporate objective. Suggest
that this is more industry driven.
EHS – pre-employment and regular audiometric testing to become mandatory.
QUEENSLAND – DEPARTMENT OF NATURAL RESOURCES AND MINES
Increasing research opportunities,
Electronic recording and transfer
Possible voluntary inclusion of non-coal mines and quarries sector
SOUTH AUSTRALIA
The project MAQOHSC is undertaking is a major initiative in SA. It is a pilot which will
initially be available on a “once off” to all sites. I would expect that it will substantially raise
awareness in the industry in SA regarding the benefits of Health Surveillance.
TASMANIA
VICTORIA
Establishment of a database
WESTERN AUSTRALIA – DEPARTMENT OF MINERALS AND ENERGY
Improved data collection through IT developments, such as direct online reporting of results to
the department.
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Continued quality improvement of data supplied to the department through ongoing education of
approved persons and medical practitioners.
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