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Old Hazards 

Theme of my talk today is about ‘old’ hazards 
from the perspective of:  
– adequacy of controls  

– “complacency” factor 

– new guises and forms 

– exporting hazards to developing countries 

– standard setting 
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Noise induced hearing loss 

• In 2005 financial cost of hearing loss was estimated: 
$11.75 Billion or 1.4% of GDP (Access Economics) 

• 37.1% of Hearing loss in adults is NIHL (Wilson et al, 
1998) 

• 7% of NIHL is occupational (Nelson et al, 2005) 
• Workplace noise has been around since ancient times 
•  Strong perception that noise exposure is under control 
• Well established hierarchy of controls 
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Occupational NIHL in Victoria 

 Aim to analyse the demographic and occupational 
characteristics of workers claiming for NIHL related 
Impairment Benefits (IB) and hearing aids (HA) covered 
by WorkSafe Victoria 
 
Study prompted by dramatic increase in hearing loss 

claims  in Victoria over the last few years  
(Institute of Actuaries of Australia 2009) 
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Methods 

• Data based on computerized claims (excludes Commonwealth 
employees, sole traders and self Insurers, about 8%) 

• Covered period for all claims 12 Nov 1997 (when NIHL claim threshold 
increased from 7% to 10%) to 30 June 2009 

• Claims coded by affliction nature code, deafness code 250 or 771, 
n=5183 claims 

• Excluded 772 due to audio shock, 
 206 not related to hearing, 12 disease 
 of mastoid and 6 due to trauma 
• Payroll used to estimate Workplace size: 
 >$1m, $1m to $20 m, >$20m 
 (not number of employees) 
• Crude industry/occupation categories 
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Results 
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Results 2 
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Costs 
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       Incidence of IB claims by workplace size 
- Manufacturing: similar incidence rates at the beginning of the period, higher upward 
trend in small and medium workplaces from 2003-04 onward 
- Construction: increase in small workplaces, steady rates in medium workplaces, upward 
trend in large workplaces 
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Key points 

• Despite increase in threshold for accepting NIHL claims, numbers 
and rates are increasing (particularly over past 5 years)  

• Mirrors the situation  in several other countries 
• Increased awareness to claim? – is so, suggests previous under-

reporting, as with most occ diseases 
• Increased opportunity and publicity 
 for audiometric testing 
• Results suggest noise management 
 programs over past 30 years sub-optimal 
• NIHL long latency period - results 
 reflect noise exposure since 1970s/80s 
• Need for greater effort in noise conservation programs – younger 

workers 
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Cochrane review 

• Recent Cochrane systematic review showed a lack of 
good evidence for effectiveness of interventions to 
prevent occupational NIHL (Verbeek et al, 2009) 
 

– There is low quality evidence that legislation can reduce noise 
levels in workplaces.  

– The effectiveness of hearing protection devices depends on their 
proper use.  

– There is contradictory evidence that HLPPs are effective in the 
long-term. 

•  David Michaels OSHA in 2010 acknowledged ineffectiveness 
of noise control programs, proposed changes withdrawn 2012 



Focus groups workers/employers: 
 
• an over-reliance on personal hearing 
protectors 
• infrequent and improper use of personal 
hearing protectors,  
• lack of prominence of noise as a serious work 
health and safety issue 
• insufficient knowledge of the effects of loud 
noise on hearing and hearing loss on quality of 
life 
• belief that noise control costs too much 
• belief that hearing loss is inevitable 
• work cultures that are resistant to change 
• small or medium-sized businesses  
 

Barriers to effective noise control programs  





Shift/night work and cancer 

• IARC Group 2A carcinogen 2007 Monograph 
  (Straif et al, Lancet Oncology 2007) 
 

• “sufficient evidence in experimental animals for the 
carcinogenicity of light during the daily dark period 
(biological night)” 
 

 “limited evidence in humans for the carcinogenicity 
of shift-work that involves nightwork” 
 

• Melatonin suppression implicated 
 

• In Australia 16% of workers do night work  
(Aust Bureau Stats) 
 

• Important implications for design of work patterns 
 

• Cancer ‘more important’ than older outcomes 
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Better shift work metrics 



Occupational diseases in China 

•  80% are pneumoconioses 
•  5% acute and chronic poisonings 
•  5% are ‘other’ 
•  Very few occupational cancers identified 
•  Little recognition of occupational dermatitis, NIHL, 
asthma, MSDs........... 
•  Have established occupational disease standards 
•  Large, extensive network of occ medicine clinics 
•  Recognition of occ diseases and targeting 
prevention programs remain major challenges 
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Rapid Industrialisation 
in Asia 





Nishikawa et al.  Recent Mortality from Pleural Mesothelioma, Historical Patterns of Asbestos Use, 
and Adoption of Bans: A Global Assessment.  Environ Health Perspect 116:1675–1680 (2008) 
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Lung cancer and asbestos 
 
 

Multiplicative relationship between occupational 
asbestos exposure and cigarette smoking 



Source: Tobacco Control Country profiles, SEATCA & NIS Tobacco survey, 2004  
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•  Asbestos bans in developed 
countries have lead to increased 
marketing of asbestos in 
developing countries, especially 
china and India 
•  Highlights misinformation 
about dangers of chrysotile 
asbestos 
•  Highlights lack of exposure 
data and data on asbestos 
related disease in these 
countries 
•  Advocates for a total 
worldwide ban on asbestos use 
 
 
 
 
 
 

Asbestos use in asia 
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• 2000: EU Ban on asbestos use 
• 2003: UN proposal to ban importation 

of chrysotile asbestos 
• Canada and other countries continue 

to block proposal because of strong 
asbestos lobby 

• Argue that chrysotile asbestos can be 
used safely in industrialising countries 
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Joshi and Gupta.  Asbestos in developing countries: magnitude of risk and its 
practical implications.  Int J Occ Med Environ Health 2004; 17:179-85 
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Survey of OELs in 

the Asia Pacific 
 Aim of the study 

 •  To study OELs for pesticides, other chemicals and 
physical agents in countries of the Asia Pacific region 

 
Study design 
• Electronic questionnaire sent by email  
 
Study setting 
• 24 countries in the Asia Pacific region 
• Academic and government occupational health 

Professionals were contacted 
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Substance  No (%) of 
countries  
with OELs 

Median 
(mg/m³) 

Range 
(mg/m³) 

ACGIH ref 
-2010 
(mg/m³)                                                                                                              

Chrysotile Asbestos 18 (81.8) 0.325 f/ml 0.1-5 f/ml 0.1 f/cc 
Crocidolite 
Asbestos 

16 (72.7) 0.1 f/ml 0.003-5 
f/ml 

0.1 f/cc 

Crystalline silica 16 (72.7) 0.05 0.03 - 10 0.025 
Chromium VI (WS) 14 (63.6) 0.05 0.01-0.5 0.05 
Arsenic 14 (63.6) 0.01 0.01-0.5 0.01 
Nickel - Elemental 14 (63.6) 1.0 0.01- 1.5 1.5 
Nickel inorganic 
(WI) 

14 (63.6) 0.5 0.05 - 1 0.2 

Carbon 
tetrachloride 

16 (72.7) 5 ppm 0.1-31 5 ppm 

Benzene 16 (72.7) 1 ppm 0.5-32 0.5 ppm 

OELs for chemical carcinogens 
in the Asia-Pacific 



Some successes, especially in South Korea and 
Thailand, but larger countries remain a challenge 



Re-emergence of old workplace hazards  
- are we doing enough? 
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