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THE FAILURE OF THE DETECTION OF, AND 

COMPENSATION FOR, ASBESTOS-RELATED 

DISEASE: SOCIAL EXCLUSION IN 

SEKHUKHUNELAND. 

* The price or80 kilograms ofmielie meal (maize) varies from 
R157 .00 to R170.00.The question, '<When you have money, 
what do you buy?" was asked or all household heads. The reply, 
without exception,. was: ''I buy 80 kg' s". It is these «gO kg' s" 
that stand between families and starvation. Asbestos was very 
profitably produced in the hundreds of thousands aftans. 



"As an abstract value, common to the core values of our Constitution, dignity infonns 
the content of all the concrete rights and plays a role in the balancing process necessary 
to bring different rights and values into harmony. It too, however, must find its place in 
the constitutional order. Nowhere is this more apparent than in the application of the 
social and economic rights entrenched in the Constitution. These rights are rooted in 
respect for human dignity, for how can there be dignity in a life lived without access to 
housing, health care, food, water or in the case of persons unable to support themselves, 
without appropriate assistance? .... .. If different and conflicting interests of individuals 
and groups within our society are to be accommodated, and if full weight is to be given 
to the transfonnative purpose of the Constitution, the foundational values of 
democracy, dignity, equality and freedom must be interpreted consistently with these 
ends, and if possible, in ways that bring them into harmony with one another. As a 
consequence of our history, structural impediments remain to the achievement of 
'dignity, equality and freedom '. Millions of people are still without houses, education 
and jobs, and there can be little dignity in living under such conditions. Dignity, 
equality and freedom will only be achieved when the socio-economic conditions are 
transfonned to make this possible." 

Judge Arthur ChaskaJson, President of the Constitutional Court of South Africa, 
The Third Bram Fischer Lecture : Human Dignity As A Foundational Value 
O/Our Constitutional Order, Johannesburg, ] 8 May 2000. 

"Everyone has the right to a standard ofliving adequate for the health and well-being of 
himself and his family, including food, clothing, housing, and medical care and 
necessary social services, and the right to security in the event of unemployment, 
sickness, disability, widow-hood, old age, or other lack of livelihood in circumstances 
beyond his control." 

Universal Declaration of Human Rights, Article 25. 
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CHAPTER ONE. 

INTRODUCTION. 

Much of industry in the Uniled States has long operated on the assumption that it could 
endanger the lives o/its employees with relative impunity - and withoUl embarrassing publicity 
and possibly damaging repercussions- so long as it did not overtly threaten the health and 
safety of the community at large. Underlying this assumption is the further assumption that 
workers are not so much a part of the communily as part of the equipment and machinery of 
production. As such, upon being proved defective, they become expendable. They can be 
replaced or transferred, or, ifworst comes 10 worst, given workmen 's compensation (which in 
most states is minimal) and retired. At that point they cease 10 be anyone 's responsibility. Like 
the eight hundred and ninety-five men who worked in the Tyler plant over the years, they are out 
0/ sight and out o/mind. In a sense, therefore, like much of the factory itself, they are buried. 

(paul Brodeur, Expendable Americans, 19 74: 7 J) 

Hidden in the hills of Sekhukhuneland 1, Northern Province, are thousands of sick people who 

once worked in the asbestos mines. The beauty of the mountains, on first approach, belies the 

terrible incidence of asbestos-related disease that afflicts the inhabitants. The mines were the 

source, the beginning, of the long chain of asbestos production and use. The ' production ' of 

asbestos-related disease, and the social consequences of the patterns of disease, is not nearly as 

well documented as is the industrial development of the uses ofasbestos2
, and it is documented 

least of all amongst the men, women and children who worked to extract the mineral from below 

the earth' s surface, and the communities who lived, and still live, in the mining areas. The 

exploitation of asbestos has caused an occupational and environmental public health disaster 

which has yet to be properly documented in South Africa. 

I Delius (1 996: 6) describes Sekhukhuneland as ''the area lying bem'eeJl the Olifants Ri"\U in the north and the 
Steelpoort River in the south·east wruch fonned the core area of the Pedi Kingdcm from 1830 to 1879. It should oot 
be confused with the very much smaller district of Sekhukhuncland which was demarcated after the conquest of the 
kingdom". SeldJ.Uklumeland is "roughly the area lying in the triangle between Pietersburg, GroblersdaJ and 
Bwghersfort". (Delius, 1990: 3) 
, One of the origioaJ uses of asbestos was in the seals of the pistons of steam engines. Its use rapidly spread to 
every area of industry: it is indestructible by heat, by machine pounding and by acid. It a1so has remarkable 
insulation properties. By the Second World War it was to be found everywhere within the military· industrial 
complex. It was also extensively used in the building and insulation of ordinary homes. 
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The risks of exposure to this lethal fibre have long been recorded by medical scientists, both in 

South Africa and internationally, in a cumulative literature of seventy years. The task of 

quantifying the extent of asbestos-related disease amongst those who mined the mineral, and 

thus had the first and most intense contact with it, remains. For these people there has been little 

chance of being diagnosed, and even less chance of being properly treated or adequately 

compensated. The failure of the detection of asbestos-related disease, and the patterns of 

concealment that accompanied this failure, has been most acute in rural areas. The mineworkers, 

the first in the long trail of disease, have been the last to be diagnosed. It is time to put the <last'. 

the neglected, forgotten and <huried', firsrl . 

The Pittsburgh Coming Corporations' Tyler plant in Texas received its supply of amosite 

asbestos from Penge mine in Sekhukhuneland. Penge was owned by Egnep (Pty) Limited, a 

wholly owned subsidiary of the Cape Asbestos Company which was registered in England. A 

1971 inspection by the United States National Institute for Occupational Safety and Health 

discovered that 49.7% (445) of the Tyler plant workers had developed <asbestosis,4. The Tyler 

plant was closed down in 1974. The Cape Asbestos Company continued mining operations at 

Penge until 1979, when it disinvested and sold the mine to the Griqualand Finance and 

Exploration Company (GEFCO). Mining continued at Penge until 1992.5 There were many 

1 For an extensive exposition of putting the rural ftrst see Chambers (1983) Rural Development: Putting the LAst 
Fir3t, Longman . 
• Asbestosis is recognized as a clinical, radiological and pathological condition The recognized. clinical evidence 
of asbestosis is dyspnoea. reduced pulmonary function, rales and finger clubbing. Asbestos-related disease (ARD) 
includes: asbestosis, lung cancer, mesothelioma, cancers of the larynx and gastro-intestinal tract, pleural plaques 
and asbestos corns. (IHRG) The case against asbestos was concluded by the health sciences a long time ago. 
Castleman (1996: 39) writes, "asbestosis was by 1935 widely recognized as a mortal threat affecting a large fraction 
of those who bad regularly worked with the material". The DiRG (1992) describes "two presentations of lung 
disease due to exposure to asbestos dust. The first is parenchyma! disease affecting the lung tissue (or parenchyma); 
the second involves the lining of the lungs and presents as thiekening of the lining or as plaques in the lining. A 
third presentation is cancer." 

Asbestos..related diseases are severe and pl"ogress:ive, and result from the 8CC1Dl\u1ation of asbestos fibres in the 
lungs, and in other parts of the body. Cessation of exposure to the fibres does not mean that the inexorable progress 
of the disease ceases. All asbestos..relaled diseases are irreversible and untreatable. An acute danger lies in any other 
infection or disease that places additional strain on the lungs or heart. Tweedale (2000: 11) writes that ·'the body's 
defences are largely ineffective with the finest asbestos fibres and once inhaled they can penetrate deep into the 
most sensitive areas of the hmgs - the respiratory broncbioles, alveolar ducts. and alveoli - where they can trigger 
pathological reactions. 1b.is is not the worst. While the body attempts to sequester asbestos, the fibres can continue 
to divide in the lungs and also migrate through tissue. Thus asbestos fibres can penetrate into the lymph system, the 
bloodstream and, more ominously, can also work their way through to the sensitive lining of the lungs (the pleurae) 
or the membrane surrounding the abdomen (peritonewn). The thin, needle-like fibres of crocidolite seem to be 
especially dangerous in this respect. Such insidious effects of inhaling asbestos can place an individual at risk from 
sevemI diseases - all unpleasant, all highly pa.inful, and, even now, all virtually impossible to treat". Asbestos is 
classifted by the International Agency for Research on Cancer as a Class t carcinogen 
, The last South Afiican asbestos mine closed in I 997. 
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other mines in the asbestos fields of this part of the country, and it is estimated that 4% of the 

population of North em Province live in these areas. (Mzilweni et ai, 1999) 

Evidence of mining activities in the form of mining settlements, shafts and large tailing dumps 

mark the landscape of Sekhukhuneland. Evidence of the high prevalence of asbestos-related 

disease in these areas has only recently started to be documented; this evidence is slowly 

revealing that there is a grossly under-diagnosed 'backlog' of disease. South Africa has been 

described as being "a global epicentre of asbestos-related diseases". (White, 1997: 21) 

Thousands of workers, their families and large local populations have been exposed to disease 

causing agents and conditions in Sekhukhuneland. The general epidemiological6 impact of 

asbestos exposure has been seriously underestimated, and "the shortfalls in epidemiological 

knowledge mean that the full gravity of these asbestos epidemics in the NorthemProvince and 

Mpumalanga can not be comprehended". (Felix, 1997:28) In other words, there is reason to 

believe that there is a high degree of under-reporting and that the actual prevalence of asbestos­

related disease has been largely hidden from view with the recorded cases' from the Medical 

6 Davies (1992) writes that epidemiology is oot simply the study of the distribution and determinants of health 
related conditions, but the process of Wlderstanding the reasons for the particular distributions and determinants of 
health related conditions. Epidemiology thus encompasses social and oconomic facton along with the medical 
origins of disease. The Shorter Oxford Dictionary describes an epidemic as: prevalent among a people or 
community at a special time, and produced by some special causes not generally present in the affected locality. 
1 lbe Medical Bureau For Occupational Disease (MBOD) figures for the nwnber of certified cases of asbestos· 
related disease 1996 • 2000 can be seen in the following table: 

DETAll...S OF ASBESTOSIS CERTWICATIONS' 19% 2000 -
199611997 1997/1998 199811999 199912000 

I 2 I 2 I 2 I 2nd 
ASBPLEURAL 1264 23 1906 138 1274 112 965 72 
ASB IN'TI:R 475 56 653 85 315 81 290 19 
PLEl1RAL/D'ITER 55 62 1025 95 690 III 
MESOTHELIOMA 30 17 29 27 
CARCINOMA 11 11 12 13 
TOTAL - 1764 182 3584 346 2279 346 1255 131 

.. - -Source. MBOD, 199912000 (I I Degree. 2 2 Degree, ASB AsbestOSIS, INTER InterstItIa1) 

For the 2 1 year period of 1977 - 1998, 10520 cases were compensated for asbestos--related disease. (Kisting, 1999) 
It is thus interesting to note that a total of 9 917 cases of asbestos.related disease were certified by the MBOD 
between 1996 - 2000. Certification by the MBOD does not mean that a11 9 917 were compensated. Kisting records 
3 926 compensated between 1997·1998 (these compensated cases probably include certifications from previous 
yean), !!Dd remarks that while this increase in reporting and compensation is "commendable", \\'e still do not have 
"an accurate indication of the disease burden". (Kisting. 1999) It proved exceedingly difficult to obtain 
compensation statistics from the Compensation Commissioner For Occupational Disease (CCOD) as these are not 
computerized. Data that was given over prowd impossible to work with and the ownber of compensated cases of 
asbestosis for specific periods could not be extracted. 
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Bureau For Occupational Disease (MBOD), compensation statistics and national registers, 

representing a fraction of the real number of cases. 

Professor David Rees, Director of the National Centre for Occupational Health (NCOH), writes 

that "many occupational health practitioners would accept the contention that South Africa is 

experiencing an epidemic of occupationaIlung disease. We would be hard-pressed, however, to 

prove the case using the usual data-sources of compensation statistics, national disease registers 

and surveillance programmes. This is because our routinely collected data are characterized by 

gross under-reporting and difficulties in extracting formatted information from its curators." 

(2000: 1 0) The available information "underestimates disease burdens markedly". (Rees, 2000: 

10) 

The neglect of occupational disease in health and safety in the mining industry, and the lack of 

appropriate research strategies, has resulted in the fact that " little reliable data exist on the 

prevalence or incidence of such diseases in the period 1911 - 1996". (Lewis and Jeebhay, 1996: 

434) In the last 50 years only two, and these are recent, studies have been done on the health of 

miners once they leave the mines and return to the rural labour-sending areas. Both these studies 

showed a considerable burden of disease and revealed a high prevalence rate of previously 

undiagnosed and/or uncompensated pneumoconiosis8 in two labour-sending areas. 

The first study was that of Steen et 01 (1997) in Thamaga village, Botswana. A house-to-house 

survey was conducted to identifY ex-miners and from this a sample was drawn. Additionally, ex­

miners with a long work history or chest problems were invited to participate. The high 

prevalence rate of previously undiagnosed lung disease indicated high previous exposures to 

dust along with inadequate radiographic surveillance, or a failure to act on the results of such 

surveillance. The existence of substantial under-recognition due to a lack of access to 

B A generic tcnn for diseases of the lung caused by dust. Pneumoconiosis is the most frequently reported 
occupational lung disease in South Africa. Betv."een 1997 and 1999, 2 265 cases were reported to SOROSA 
(S~iUance of Work-related and Occupational Respiratory Disease in South Africa - a register at the NCOH in 
partnership with the South African PulmODology Society, the South African Society of Occupational Medicine and 
the South African Society of Occupational Health Nurses. It is supported by the WHo/SA Teclmical Cooperation 
Programme.) There were also 283 cases of Pncumoconiosis+TB and 227 cases of Pnewnoconiosis+COPD; a total 
of 2 77S cases of pneumoconiosis. The next higb:st category of repiratory disease was Occupational asthma with 
latency at 249 cases. The SWORD surveillance system in the United Kingdom fmmd occupational asthma to be the 
most frequently diagnosed occupational lung disease at 27%; pneumoconiosis was third at only 7010 of cases. 
Mining and quarrying accounted for 62.1 % of the South African cases, and the asbestos industry for 5%. (SOROSA 
News. VolA No_ 1, Jan1.W)'- June 2(00) 
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surveillance was concluded. The study revealed that 30% of the ex-miners had pneumoconiosis, 

and that the incidence rate was 310 per 1000 . 

The second study was that of Trapido et al (1998) in Libode, Eastern Cape. In this prevalence 

survey The Employment Bureau of Africa (TEBA) recruitment records from 1969 to 1980 were 

used to generate a random sample. These men were traced for medical examination. 

Additionally, members of the community who had worked in high dust jobs for at least ten years 

were invited to come forward as volunteers. Interviews were done with hospitals to assess the 

level of compliance with the Occupational Diseases in Mines and Works Act (ODMW A) and to 

assess awareness of the provisions of the Act on the part of health workers. The study was an 

attempt to quantify the extent of under-reporting, the prevalence of incident cases, the coverage 

by the ODMW A and the burden to households, the community and the state, of pneumoconiosis. 

A prevalence of 22 - 37% was discovered. A statistically significant association between 

between length of service and pneumoconiosis was found. Information as to eligibility for 

compensation yielded that 24% were eligible. Of these 62% had had no compensation and 35% 

had been compensated but their disease had progressed making them entitled to additional 

compensation. Only 3% had been compensated adequately in terms of the Act. 

The findings were extrapolated to show that 240 per 1000 had compensable pneumocon.iosis. 

Further extrapolation, taking the total population of miners that had passed through the mines 

and were still alive, estimated 480 000 cases of pneumoconiosis. It was acknowledged that such 

extrapolation would not need to be done in an industrialized country where better data is 

available. The data drawn from the annual reports of the Medical Bureau For Occupational 

Disease (MBOD) between 1973 and 1997 revealed that on.ly 37 598 men had been certified as 

having compensable pneumoconiosis. This reveals a massive discrepancy between the reported 

and estimated number of cases. It indicates that more than 440 000 cases have been ' missed', 

and that medical monitoring and surveillance has failed. 

There is clearly a serious failure on the part of the official recording systems, and these data 

sources seriously underestimate the actual prevalence of occupationally acquired I ung disease as 

a huge number of cases have gone unrecorded. This high level of unidentified illness points to 

the realities, and the social and economic consequences, of "social control policies that 
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methodically transferred the health costs of industrial production to the rural African 

population,"? (packard: 1989: 3 I 5) 

It can be seen that accurate quantification of the extent of unpaid mining occupational disease 

compensation is made very difficult by the absence of basic occupational health databases. 

Accurate denominator data is dependent on substantial further research. These two pioneering 

studies. however, indicate the high cost of disease in the South African gold mining industry. If 

the prevalence of occupational lung disease in the Libode district is found in other labour­

sending areas then the implications of the backlog of compensable disease. and the failure to 

identify and compensate, is considerable. In the 1980s the MBOD recorded a rate of 5.2 per 

1000 miners. The Libode study revealed a rate of 240 per 1000, while the Thamaga study 

revealed a rate of 31 0 per 1000. 

It is thus evident that the mining companies are only paying for a small portion of the disease 

burden; the MBOD records only a fraction of the actual number of cases, and thus only a 

fraction of the costs are borne by mining companies through the present compensation system. 

There has clearly been a failure to identify pneumoconiosis while these miners were in 

employment, and a clear failure of the MBOD and the Department of Health to identify cases 

subsequent to employment. It is evident that questions of health have been poorly dealt with by 

mine management and the health services. 

A good indication that published statistics of asbestos-related disease are concealing a far greater 

incidence is revealed by the available figures for mesothelioma 10 Compensation data show that 

11 8enjamin & Greef write in the Report of the Committee of Inquiry into a National Heallh and Safety Council: 
"The inadequate regulation of OHS in South Africa hRs severe consequences for the economy and the social fabric 
of our society. While the lack of comprehensive statistics on the extent of occupational accidents and diseases 
makes it difficult to gauge the full cost of OHS for the economy. conservative estimates b6sed on the available 
evidence indicate the costs are substantial". (1997: 4) lbis report also stated that "occupational diseases are 
extensively under-reported and official statistics give an incomplete pictmc of their preva1ence". (1997: 1 08) 
10 A rare, futal twnour of the pleura (lining of the lungs) and/or of the peritoneum (lining of the abdominal cavity), 
and other parts of the body. It is known to be associated with prior exposure to asbestos; a relationship first 
described by Wagner in South Africa. (1960) It became a notifiable and scheduled industrial disease on 5 October 
Itn9. It kills extremely mpidly, median survival times range from 2 to 18 months from diagnosis (Reid et ai, 1990), 
and very painfully. It can be caused by minimal , or short term, exposure to asbestos. It is described by Tweedale 
(2000: 121) as "one of the most virulent types of cancer - so much so that physicians rarely attempt a surgical 
removal or even a biopsy, as the tumour has a tendency 10 track through the chest wall along the site of the stitches 
or biopsy wounds". Tweedale (2000: 121) also notes that mesothelioma "does not show a clear dose-response 
relationship". Selikoffwrote, 'The trigger dose may be small , in some cases extraordinarily so". (cited in Tweedale, 
2000: 121) It is the disease that gave asbestos dust the name ' killer dust '. 
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an annual average of 66 mesothelioma cases were submitted for compensation between 1994 

and 1997. (Rees, 2000) lfthe compensation data are taken at "face value, they would show that 

we have a relatively minor mesothelioma problem". (Rees, 2000: I 0) Compensation data, 

however, cannot be taken at "face value" for they represent but a small portion of the actual 

number of cases. 

The National Cancer Registry ' s latest available statistics record 380 histologically diagnosed 

cases of mesothelioma for the period 1993 to 1995. These are shown in the following table. 

I. Histologically Diagnosed Mesothelioma for the three year period, 1993 - 1995 

White White Black Black Coloured Coloured Asian 

Male Female Male Female Male Female Male 

1993 67 22 50 18 6 6 3 

1994 56 18 13 7 5 2 2 

1995 50 20 23 7 3 2 0 

Total 173 60 86 32 14 10 5 

Source. Histologlcally Diagnosed Cancer, 1993 - 1995, Summary Statistics. Cancer 
Epidemiology Unit, National Cancer Registry, SAIMR, 2000 

The first remarkable aspect of this data is the declining number of diagnosed mesothelioma 

cases that have been reported: 172 cases in 1993, 103 in 1994 and 105 in 1995 . As Rees (2000: 

10) points out, 'TIeclining rates of mesothelioma are inconsistent with our history of asbestos 

production: the peak in both total asbestos and crocidolite occurred in the mid to late 70s. The 

usual latent period of30 to 40 years from first asbestos exposure to mesothelioma manifestation 

is compatible with a peak in the mesothelioma epidemic after 2005". The National Cancer 

registry figures cannot be taken at ' 'face value" and indicate once more that a large number of 

cases of mesothelioma are going undetected and/or unreported. 

The skewed racial composition of the registered cases when compared with the racial profile of 

South Africa is the second remarkable aspect of this data: 233 of these reported cases were 

amongst whites and only 147 amongst other races. However, whites made up only 5 % of those 

employed in the asbestos industry. (Department of Minerals & Energy) If 233 cases are found 

amongst whites one could, conservatively, expect approximately 4 427 cases amongst black, 
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coloured and asian workers over the same three year period. Yet only 147 cases have been 

reported. 

[f black and coloured workers were exposed to worse dust conditions than whites both 

occupationally as mine and other workers, and environmentally as residents of areas polluted by 

the mining industry, it could be expected that the numbers would be even higher than the 

estimate of 4427 missing cases. It is reasonable to assume. on the basis of the historical nature 

of the labour market, that black and coloured workers have been more exposed to asbestos. It is 

also reasonable to assume that black and coloured residents in the asbestos mining areas have 

been more environmentally!! exposed. The calculated estimation of missed cases also makes the 

assumption that the recorded cases amongst whites represent a complete finding. which might 

very well not be the case. 

Zwi et aI 's 1989 study was the first to address the incidence of mesothelioma in South Africa 

The number of cases detected over the period 1976 - 1984 in this study was 1347 .!2 The 

number reported to the South African Asbestos Tumour Panel over the same period was only 

796. This is a clear reflection that collected data by this organization is incomplete. As Zwi et al 

(1989) note. officially collected data is even less complete than the South African Asbestos 

Tumour Panel data: from 1979 to 1983 only 408 deaths due to mesothelioma were entered into 

the death register. Zwi et af 's 1989 study identified 818 cases for the same period. 

However. the 1347 cases identified by Zwi et af are likely to be a far from a complete record of 

cases as "this study relied largely on the recall of cases by diagnosing practitioners and 

incomplete case ascertainment was inevitable". (Rees. 2000; 10) All the evidence increasingly 

IL Rees et of (1999) note that South Africa is in the Wlique position of having a large proportion of cases of 
mesothelioma occurring as a result of environmental exposure. Australia was the only other country to mine large 
amounts of crocidolite. and their mesothelioma surveillance programme reported approximately one case per year 
caused by environmental C:q:K)Sure due to residence in the asbestos mining region of Winenoom - less than I % of 
the total nwnber of mesothelioma ca.ses recorded. Environmental mesothelioma is not reported to any significant 
extent by other asbestos mining COImtries. In the South African context Rees et al ( 1999: 633) state: "It wou1d seem 
reasonable to provide some form of compensation to all diagnosed ca.ses since the cause is almost certainly 
industrial activity. The cwrent system of restricting compensation to only those people with a history of 
occupational exposure shou1d be revised". 
12 "To estimate incidence. a case register was compiled for 1976-84 by contacting all medical practitioners and 
institutions likely to have seen cases of mesothelioma in this period; demographic, diagnostic and exposure details 
were sought. Cases were accepted if they provided evidence of histological diagnosis of mesothelioma." (Zwi et ai, 
1989: 320) 
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supports the assertion that many cases of mesothelioma in South Africa are not identified, and 

go unrecorded. 

Of the 1347 cases identified by Zwi et al (1989) 52% were in whites, 31 % in blacks, 16% in 

coloureds and 1 % in Asians. Again, a very skewed racial composition can be seen. The large 

differences in incidence by population group confirm a large differential in access to health 

services rather than higher exposure for whites. We know that "in all jobs in which whites are 

exposed to asbestos black workers generally perform the more unskilled and dustier tasks and 

thus tend to have higher exposures. The ratio of black and coloured to white miners on the 

asbestos mines was generally 20: I in the 1940s and 1950s. In 1977 and 1983 over 90% of the 

labour force on both crocidolite and other asbestos mines was black and these workers 

performed 96% of work with a risk of dust exposure. In manufacturing Myers estimated that 

78% of exposed people were black". (Zwi et ai, 1989: 326) 

Zwi et al (1989: 328) conclude that their study "reveals mesothelioma incidence rates in South 

Africa to be amongst the highest for a general popUlation anywhere in the world"; the incidence 

rate is more than three times that in Canada which could be assumed to have a complete register. 

It should, however, be concluded that South Africa has the highest rate in the world as ''the high 

rates are likely to under- rather than over- estimate the true nwnbers, particularly in the black 

population". (Zwi et al,1989: 326) Zwi et af explain that the reasons for this are mainly the 

failure to diagnose: "a severely wasted patient with chest pain and a grossly abnormal chest x­

ray may be assumed to have tuberculosis and may be treated as such without a firm diagnosis 

being established". (1989: 325) There are many limitations on data collection, notably "poorly 

classified mining industry, hospital and pathological records"; for example, "three hospitals, all 

of which are situated in or near asbestos producing areas, had irretrievable data". (Zwi et aI, 

1989: 325) Clearly the detection of mesothelioma is marked by poor ascertainment and 

diagnosis, and is highly uneven. 

Another of the asbestos-related diseases that have been poorly detected is that of lung and other 

cancers. It has been far easier to obscure the cancer risk, and to fail , when cancer is diagnosed, to 

correctly determine the real cause. However, it has been noted that case studies in the rest of the 

world indicate that lung cancer, caused by exposure to asbestos, occurs twice as frequently as 
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mesothelioma. (Castleman, 1996) 13 Analysis ofdatal4 drawn from the Worker's Compensation 

Board of New South Wales, Australia, and British Columbi a., Canada, revealed that "the general 

epidemiological impact of asbestos exposure, as judged by workers' compensation awards, is 

currently being seriously underestimated in both of the jurisdictions studied". (Barroetavena et 

ai, 1996: 184) It was concluded that "in both, and very probably therefore more generally, there 

is serious under-reporting of cases of lung cancer in workers who were occupationally exposed 

to asbestos". (Barroetavena et ai, 1996: ] 84) 

Although the asbestos related lung cancer rate in South Africa remains undocumented, it has 

been reported by Mzilweni et alJ (1999) that residents of areas where asbestos was mined in the 

Northern Province had a 2.8-fold increase in the risk of developing lung cancer and that there is 

a 3.4-fold increased risk of lung cancer in men working in high dust industry. 

The Externalization of 'Costs' 

Those cases which have been diagnosed have not all been compensated, and for those who have 

been compensated the level of recompense is highly questionable. The international trend 

towards ensuring that industry must pay the full price for its activities has not yet impacted on 

South Africa. Legislation has allowed industry to pass on, and transfer to the rural areas, the 

costs of the high levels of occupational disease amongst asbestos mineworkers, as well as 

environmental contamination and degradation, to the workers, their households, the community 

and the state. The asbestos industry failed in its responsibilities of a «duty of care" in that there 

I] The attempt to obscW"C the cancer risk was being played oul in South Africa as late as 1984 when a conference of 
the Asbestos International Association, representing producers, \'\IDS held in Johannesburg. Professor E. Beck of the 
Justis Lieberg Universi ty of Giesseo said. "so far there is no concrete evidence that asbestos is an initiator of lung 
twnours, and there is increasing evidence that it acts only as a promoter". Beck additionally maintained that the 
only danger lay in inhalation and not in ingestion. (Rand Daily Mail. 31/10/1984) Or Jonny Myers replied that this 
was "playing with words" ftS the link between asbestos and cancer was clear, Myers rejected the claim regarding the 
safety of ingestion saying, "some studies have shown that ingesting asbestos fibres leads to cancer of the or-gans of 
the digestive system". (ROM. 3111011984) The Black Allied Mining and Construction Workers ' Union succinctly 
condemned the conference: "The funding of this conference by the State and the Griqualand Exploration and 
Finance Company denotes their complicity in maintaining adverse working and envirorunental conditions for the 
people of this country". The union maintained that the organizers. the South African Asbestos Producers Advisory 
Committee and the State. ", .. ere "oppcrtunists bent on ooderplaying the extremely terrible conditions black 
mineworkers are exposed to". (ROM. 1/11 / 1984) 
14 This data revealed that over the period 1980 to 1994, 1207 cases of lung cancer were nol recognized as 
occupationlly related to asbestos exposure. 
!j A case control study \llftS done between 1993 and 1995 at Ga-Raokuwa. the main referral hospital for cancer 
patients in Northern Province. It was found that those resident in 'moderately' polluted asbestos areas had a 2.1 
fold increase in the risk of developing lung cancer. The increased risk in ' heavily' polluted areas was 2.8 fold . The 
conclusion of the study was ' significantly elevated risks (approximately tltre&.fold) of developing lung cancer in 
both sexes' and this ' related to exposwe at birth or subsequently'. (Mzilwcni et ai, 1999) 
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was a marked lack of control of asbestos. and it has abrogated its financial responsibilities to all 

those workers who acquired occupational diseases. It has not been held accountable for the 

legacyl6 of asbestos-related disease. 

The costs of these occupational diseases have not been borne, or ' internalized'. by the mining 

companies but have been externalized with the "real costs" being borne by individuals, families. 

society and the state. These diseases are paid for by the workers and the community as a whole. 

South African mining companies. as well as foreign companies that disinvested from South 

Africa, suppressed and ignored occupational health data and left thousands of asbestosis victims 

behind, and many contaminated mines and asbestos dumps. They have, quite simply 

externalized the costs of disease. The cost to the mineworkers has been their health; the 'real 

costs' are the physical and economic devastation of workers and their families. 

The objective measure of poverty is money or income for it is income that determines access to 

the goods and services that constitute well-being, and it is a measure that enables easy 

ascertainment of those who are living below the poverty datum line. Broader measures of 

poverty, however. consider other constituents ofweU-being, such as health, and access to health 

services, as important. (May, KJasen. Budlender, in May, 2000) While the costs of illness are 

primarily borne by households and communities, further costs are borne by the state health and 

welfare services. 

16 "Tragically. South Africa is a global epicentre of asbestos-related diseases. Asbestos was Ol)ce South Africa's 
fifth most important mineral export. In the 1970's peak employment reached 20 000 men at dozens of mines in the 
Northern Cape and Mpumalanga. The industry declined during the 80' s as the export demand for asbestos feU in the 
face of mounting consumer resistance to a potent carcinogen. The asbestos legacy remains. Surveys in the 1970's of 
active miners showed that asbestos-related diseases were commonplace. Mesothelioma. hmg cancer and asbestosis 
related to m..ini.ng continued to be reported by the Director. MBOD at similar rates through the SO's and 90's. In 
1997 asbestos-related diseases arc the eommonest single category of diseases being reported to the SORDSA 
surveillance project for occupationaJ diseases." (White, 1997: 21) Felix writes that "the mining and milling of 
asbestos in South Africa led to three local epidemies in which tens of thousands of persons suffered premature death 
from asbestosis, pleural thickening, lung cancer and mesothelioma, following occupational and enviroruneotaJ 
exposure. Where scientists conducted sound studies, high proportions of the exposed popuJations swveyed were 
found to have asbestos related disease". (1997: )49) The high numbers compared to silicosis cases can be seen in 
the following table: 

Type of pneumoconiosis certified in livina 1 nune,,, 
1995/6 19%r7 199718 

Silicosis I 314 1066 1996 
ARPD 458 1287 2044 
Asbestosis 264 I 148 1858 
Source. Rees, 2000. ARPD. asbestos related pleural disease. 
Asbestosis: interstitial disease + interstitial disease with pleura1 changes. 
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The implications for public sector medical facilities are profound. It is clear that successful 

health promotion plans need to locate diseases within the broader social context in which people 

live, and there is a great need for occupational disease recognition units within the Department 

of Health (DoH) to identity mineworkers who quality for ODMW A benefits. Shrinking budgets 

do not bode well for the establishment of these at a national, provincial and local level . Rees 

(2000: 10) comments that the data sources that are available show that there is «a significant 

mismeasure of the extent of the problem: a real concern in an environment of competition for 

shrinking resources", 

The 'real costs' of asbestos-related disease are the long-standing transference of disease and 

disability to the rural areas. Asbestos-related disease is clearly a major contributing factor to 

poverty and underdevelopment in rural areas where economically marginal rural families and 

communities have been severely damaged, in more ways than simply in income reduction, by 

occupational diseases that disable or are responsible for premature death . Households, the state 

and society in general subsidise the costs of supporting and caring for these impaired people. 

This has substantial implications for households, for health and social welfare services, and for 

the compensation system. The ' real costs' are a consequence of the fact that, all too frequently, 

the only asset of most poor people is their bodies. This is best described by Chambers (1989: 4): 

"General and measureable concepts like ' labour power', 'labour availability' and 
' dependency ratio' blunt this sharp point, and miss the stark personal reality. The 
good ethical and hwnanitarian reasons for providing health services and reducing 
suffering from sickness sometimes serve to divert attention from the economic 
aspects of ill-health. These include the plain facts that the poorer people are, the 
more it matters to be able to work and earn, the more they depend on physical work, 
and the higher are the personal costs of physical disability ......... At a sudden blow, 
the body, the poor person's greatest and uninsured asset, is devalued or ruined. From 
being an asset, at one stroke, it becomes a liability that has to be fed, clothed, 
housed, and treated. A livelihood is destroyed, and a household made permanently 
poorer. " 

Reconstruction and development is urgently needed for the burden of disease that the labour 

system has placed on the rural communities from which the mineworkers come and to which 

they return, Diseases contracted in employment are brought back to rural areas least able to cope 

with them and, while legislative changes have brought an end to a century of statutory racial 
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discrimination17
, economic and social oppression remains. Cou1d it be that the "dismantling of 

apartheid will prove to be more apparent than real'",? (DWlcan, 1995: 220) In the context of the 

legacy of asbestos-related disease little has been "dismantled". What is increasingly revealed is 

that «like the fundamental racism of apartheid, disability feeds off powerful, pernicious and 

persistent forms of economic and social structure, and distribution, which have not substantially 

been transformed, and therefore disability lives on". (Clear, 1999: 438) 

The high levels of exposure, the high levels of Wlder-reporting and the low levels of the 

application of the ODMW ~ all point to an epidemic of occupationally acquired disease that has 

a severe impact on the lives of mineworkers, their families and their communities. Such 

externalization of the costs of occupational disease has substantial social, economic and political 

implications. It also raises fundamentally important questions of social justice. 

This study, an investigation of prevalence levels, the question of compensation, and of the 

impact of occupational IWlg disease, evolved from a general awareness that asbestos-related 

disease is a significant public health issue in South Africa. It was also motivated by recent 

research findings of high levels of unreported and uncompensated pneumoconiosis in the gold 

mining industry. Discussions with some expert doctors, the reading of some initial papers, media 

reports, evidence from attorneys and litigation in process, and substantial anecdotal evidence, all 

pointed to the fact that there have been. and still are, many problems with the detection and 

compensation systems for asbestos-related disease. It was decided that an examination of the 

impact of asbestos-related disease would best be served by researching particular issues within a 

specified geographical area. It was also decided that the lived experience, and testimony, of 

afflicted individuals, and their families, would add substantially to the available information. 

11 Racial discrimination extended to the surveillance, detection and compensation foe occupational diseases. 
Legislation was "geared, almost exclusively, towards a state provided occupational bea1th service for white miners". 
(IHRG, 1993: I) Racially discriminatory practices for compensation amounts were statute based until 1993. 
Benjamin and Greef (1997: 162) write that "from 1973 to 1994 mineworkers were compensated by racially 
discriminatory lump sum payments, with white miners Ilt times receiving compensation as much as 13x higher than 
that paid to black minev.l)rkers with equivalent diseases." Files at the Praktiseer magistrates office in 1984 revealed 
the extent of mcial discrimination: they showed that 134 Penge workers had been compensated in the ten month 
period of 3 August 1983 to 11 Jwe 19&4. Single lump sum payments were, except for three, either R 1491 .00 or RI 
790.00. Three were for lesser amounts. No pensions were paid. One white miner, compensated at this time received 
a lump sum payment of R24 000.00, and a monthly pension from GEFCO. (ROM, I 9nll 984) Flynn ( 1992) reports 
that, in 1986, white miners were compensated R33 207.00 for lung disease, while black miners received R2 462.00 
if their disease was detected while they "'ere still alive, and only RI 641 .00 if detected after death; one twentieth for 
the same disease. The recommendations of the Nieuwenhwzen Commission of Inquiry into Compensation for 
Occupational Diseases (1981) for an end to the system of racial discrimination, and for a unifonn system for all 
occupational diseases, both mining arxl non-mining. were simply shelved. 
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Sekhukhuneland is particularly under-researched as more asbestos-related disease research has 

occurred in the Northern Capell, The onJy surveillance work that has been done in Northern 

Province is that of a few dedicated health professionalsl9
, and this has indicated that there is a 

large undetected, and, where detected, uncompensated, disease burden. Frequently the disease 

only manifests once the mineworker has left mine employment and returned to the rural areas. 

There is often, although not always, a latency period between exposure to risk and the 

development of disease, and the lung disease that manifests can thus relate to circumstances and 

conditions that prevailed many years before. The lack of an easily traceable work force 

compounds these difficulties. Iffollow-up examinations do not occur then the disease will not be 

identified, and there will be a failure in the detection and reporting of cases. Consequent on a 

failure in the coverage of detection will be a failure in compensation. This would mean that the 

disease burden is borne entirely by the ex-mineworkers and their families, that it is displaced 

onto the rural areas, and that the prevailing situation arises where the majority of ill ex­

mineworkers "remain out of sight and out of mind", (Spoor, Interview, 21 July 2000) 

it was ascertained that there are pressing research questions that need to be addressed to ensure 

that the problem of the displaced and hidden burden of occupationally acquired asbestos-related 

lung disease does not remain invisible, lliich (1976: 212) writes that «negative externalities is 

the name of the social costs that are not included in the monetary price~ it is the common 

designation for the burdens, privations, nuisances, and injuries" that are imposed on others. The 

negative externalities associated with the mining of asbestos have not been quantified in order to 

include them, or internalize them, in the price ofa ton of asbestos, In the end, however, the ' real 

costs' cannot be fully quantified as the value of human life, and of the environment, resists 

quantification. What can be done, however. is to make more visible the 'real costs ' of asbestos 

mining in South Africa and the high, and terrible, 'price' paid by mineworkers. 

l' A nwnbcr of projects have focused on the town of Prieska, in the Northern Cape crocidolite asbestos fields. Rees 
(2000: 13) writes that a birth cohort of 2 390 subjects born between 1917 Wld 1937 is ''being followed to ascertain 
the cause of death", I 776 have been traced - of the 633 who have died 27 died of mesothelioma, lbis means "6.4% 
of this Pricska cohort who died older than 25 year.; has died ofwhat is considered a rare tumour. A3 the cohort ages, 
the rates are expected to increase". (Rees, 2000: 13) In 1998 the Pulmonology Department of the Johannesburg 
Hospital conducted medical evaluations of 955 Prieska residents. Of the 524 who had had occupational exposure, 
270 (51 .5%) bad asbestos-related disease. A further 35 who had not bad occupotional exposure had asbestos-related 
Eleural disease, (Rees, 2(00) 
9 My immediate general impression,. when doing fieldwork, was that if it bad not been for the efforts of the 

Industrial Hcalth Research Group, and of Professor Tony Davies. previously Director of the NCOH, Wld Or 
Marianne Felix. also of the NCOH, many hundreds more would have remained undiagnosed. This impression was 
subsequently confirmed by the available data, 
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CHAPTER TWO 

RESEARCH QUESTIONS AND METHODOLOGY 

The lessons of the asbestos experience, the long tragic chain of adverse medical, legal and 
societal consequences, have reinforced the well recognized principle that the employer. the 
producer, has always had (he inherent responsibility not to endanger the community or society. 
This responsibility, when ignored or slighted by management as evidenced by asbestos, as well 
as other carcinogenic agents, brings about an irreversible legacy of human and economic 
disaster in succeeding decades. 

(Dr Thomas F. Mancuso in Barry 1. Cast/ernan, Asbestos: Medical and Legal Aspects, 1996:xvi) 

Research Question One: The Prevalence of Asbestos-related Disease 

It is clear that officially collected data are not available to detennine the actual prevalence of 

asbestos-related disease in the asbestos mining fields of Sekhukhuneland. Substantial further 

radiological surveillance work is required before actual prevalence levels can be detennined and 

recorded. The first primary research issue of this study revolves around an assessment of the 

extent of under-reporting. The questions to be asked are: 

Cl Why has asbestos-related disease remained unrecognized for so long? 

Cl Why did so many mineworkers remained undiagnosed? 

Cl Why did the diagnosis of so many ex-mineworkers take so long? 

Cl What are the reasons for the failure of detection systems to accurately record 

occupationally acquired asbestos-related disease? 

Cl To what extent can we detennine the prevalence of asbestosis? 

To answer questions of why there is such poor epidemiological knowledge of this area an 

examination of the conditions in the asbestos mining fields of Sekhukhuneland. and conditions 

subsequent to employment that have resulted in the facts of asbestos-related disease being 

hidden, is necessary. In order to make sense of the patterns of illness it is necessary to explore 

the context of the modes of production that the patterns of illness emerged from. In other words, 

the historical exposure and hazard profile must be examined. 
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The research of this primary issue involved a substantial literature survey relating to the history 

of asbestos mining in South Africa. the history of medical research into asbestos-related disease. 

both locally and internationally. and historical and current occupational lung disease health 

surveillance systems. It should immediately be noted, and stressed, that there is an extensive 

published body of medical literature on asbestos-related disease dating from the 1 920s. 

A large part of the literature survey related to investigating Questions of when knowledge of the 

dangers of asbestos was available, what was actually known and done by the producers and why 

the production of asbestos led to destruction of the health of large numbers of people. This is 

crucial in ascertaining whether the epidemic20 of asbestos-related disease could reasonably have 

been foreseen and prevented? ' In other words, an investigation into the negligence of the mining 

companies, and of the state, in the face of early and substantial medical evidence of disease, is 

required. Both mining companies and the state failed to operate effectively as safeguards.22 
23 

Chapter Three sets down this background in an historical account of the progression of medical 

research and scientific evidence, and the attempt, on the part of the mining companies, to 

suppress independent studies of the subject. It also discusses industrial hygiene conditions on the 

asbestos mines with the available information on Penge presented, and compares these standards 

to those of the developed world. This chapter attempts to provide a context to facilitate 

explanations of why asbestos mineworkers in Sekhukhuneland were kept in ignorance of the real 

dangers of the mineral for so long, and why the high levels of disease <escaped' detection. This 

:Ill In view of the long term effects of the very dangerous activity of .... 'Orking with asbestos it could be that the peak 
incidence is still to come. Insufficient data is as yet awilable to determine this. The Industrial Health Research 
Group (1 993: 21 ) writes: ><"'The size of the asbestos epidemics have not been fully estimated. As black miners have 
worked for shorter periods of time at these mines, resulting in a greater turnover of the workforce, the asbestos 
epidemic amongst black ex miners will be larger than expected. Black communities have been exposed to higher 
doses of asbestos dust at work in the mines and mills as well as through environmental pollution. and health effects 
of these exposures will be with us for at least 2-3 decades". 
21 In 1994, Bill Sells, 11. former executive for John$-Manville, a major manutacturer of asbestos products, said it was 
"one of the most colossal blunders of the m:entieth century. In my opinion the blunder that cost thousands of lives 
and destroyed an industry was 8 management blWlder. and the blWlder was denial" instead of «responsibility .... and 
~uct stewardship". (cited in Harington and McGlashan, 1998: 326) 

Brodeur ( 1985: 6) describes the asbestos industry as a " fifty year history of cocporate malfeasance and 
inhwnanity to man unparalleled in the annals of the private enterprise system". John Waddell, Chairman of Twner 
Brothers Asbestos, said in 1966 that the asbestos industry was "too big a trade to be thrown aver in a hurry simply 
because there is fairly strong evidence that the blue fibre is more dangerous than crocidolite". (cited in Castleman, 
1996: 128) 
II An interesting comment was made by an Australian ex-miner visiting Soulh Africa - he maintained that the 
asbestos mining industry closed down in his country as it was cheaper to import asbestos from South Africa; a 
consequence of cbeaper labour and the ' lax' conditions in South Africa. 
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chapter presents a partial exploration of the background to the failure of the detection of asbestos 

related disease. 

Chapter Four continues the investigation of the levels of under-reporting with a discussion of 

epidemiological surveillance work in Sekhukhuneland during the last fifteen years. It looks at 

the increasing levels of awareness on the part of the National Centre For Occupational Health, 

the ex-mineworkers themselves, and those who live in the previously asbestos producing areas. 

An awareness of the health consequences of decades of negligence perpetrated by the mining 

industry is growing. Surveillance programmes in the last fifteen years, though limited, have 

added substantially to the available data sources; this research has expanded the very constrained 

data sources of compensation statistics and national disease registers. Additionally, the work 

done by a few dedicated health professionals has considerably raised levels of awareness 

amongst the affected people. 

Chapter Three and Chapter Four give the background to the failure of detection. Chapter Five 

continues the examination of the failure of detection in looking more closely at the health 

infrastructure in Sekhukhuneland, and in presenting the disease profile of the cases studied 

during the fieldwork. These three chapters attempt to answer the question of why the majority of 

asbestos workers in Sekhukhuneland have remained ' out of sight and out of mind '. The ex­

mineworkers that comprised the case study had all been diagnosed. Their diagnosis, however, 

had been substantially delayed. 

Research Question Two: Compensation for Asbestos-related Disease 

The second primary research issue revolves around asbestos-related disease compensation 

practices, and the administration of the compensation system. Myers et al (1987: 664) write, 

" lack of concern with the asbestos hazard is further reflected in the compensation structures, 

which in South Africa seem designed more to frustrate victims than recompense them for 

damage done". The question to be asked is whether the provisions of the Occupational Diseases 

In Mines and Works Act No 78 of 1973 as amended (ODMW A) are uniformly applied in 

Sekhukhuneland: 

a Are all those who are entitled to the statutory compensation receiving their benefits or is 

the legislation widely ignored? 
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a Are there long delays from submission to claim conclusion? 

a Are there a high proportion of unresolved claims? 

a What are the reasons for the problems encountered in accessing compensation? 

a Do the amounts of compensation bear any relation to the actual damage inflicted? 

a Is the compensation system a limited intervention in health and welfare? 

If it is the case that the ODMW A is not uniformly applied then further questions arise as to the 

application of the Act and the reasons for the problems encountered in accessing these benefits. 

Differentiation exists as a result of difficulties and problems with the ODMW A. Or Sophia 

Kisting (1999: 77) has written, "the compensation system is administered by different 

departments and this, as well as the centralization of the administration in one province, makes it 

difficult for poor ruraJ communities to have easy access to it,,?4 

The majority of mineworkers have aJways been migrantslS control1ed by contracts and labour 

recruiters. It is noted by Arkles (1993) that aJthough there is a large body of literature on the 

migrant labour system this has rarely encompassed the impact of occupationally acquired 

disability on the ex-mineworker and his family. and the rural communities in which they live. 

Kisting (1999: 77) has remarked that the compensation system «raises important questions such 

as: How do we value human life? How do we compensate differently when people suffer from 

the same disease? How do we address the historic legacy of ineqUality?" 

l-4 The budget for the MBOD comes from the Department of Health. This institution together with the office of the 
Compensation Commissioner for Occupational Diseases, whlch administers the ODMW A (ootil 1984 administered 
by the Department of Mines). and the Pathology Division of the NCOH, provide the services required for the 
compensation system. All are based in Johannesburg~ the MBOD closed the 3 sub-bureaux of Kuruman. KJerksdorp 
and Dundee in 1992. leaving only Welkom. Witbank, Belville and Rustenburg. The sub-bureax functions are 
certification of fitness for risk work, and diagnosis and certification of compensable diseases. Levies. at fixed 
amounts, are paid by all controlled mines into a centraJly administered compensation fund . This is administered by 
by the Department of Minerals and Energy which decides the levies. (The state contributes to this fund to cover 
compensation to employees of mines that have closed down.) See Benjamio & Greef. Report of the Committee 0/ 
Inquiry into a NatiOllaI Health cl Safety Council, 1997. TIle question of whether the levies bear any relation to the 
actual level of damage inflicted is a very important one, and further research needs to be Wldertaken to answer the 
question of whether the present fund could cope with a substantial increase in the incidence or identified disease 
accepted for compensation. 
13 White (1997: 20) writes: "'History tells us that the measures used to reduce the cost of labour included migrant 
labour controlled by contracts. pass laws and hostels~ control or the labour rnarl;:ct through recruiUUent agencies and 
virulent anti-unionism. Ultimately many of the forms of extra-economic coercion developed to control the cost of 
mine labour became cornerstones of the National Party government's apartheid homeland policy". 
83% of mineworkers are migrants. (Trnpido et al. 1998) 
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White miners received regular and comprehensive medical examinations for life, and had access 

to the MBOD. Black miners were examined by doctors in the employ of the mining industry or 

by labour recruiters at the start of their contracts, or they were not examined at alL Their 

examinations focused primarily on pulmonary tuberculosis for the purpose ofrepatriation26
, and 

used x-rays that were unsuitable for the detection of pneumoconiosis. There is sufficient reason 

to believe that exit tests were of a very poor quality. 

Once ill, these mineworkers are reliant on the public health service for assistance. Occupational 

health infrastructure is sorely lacking in the rural areas as screening facilities are almost entirely 

based in the main urban centers. The legal provisions of the ODMW A, however, require regular 

medical examination. Added to this lack of access to examination facilities is a lack of 

awareness, on the part of ex-mineworkers as to their rights, and health workers in provincial and 

local hospitals as to their obligations, under the ODMWA. Specialist knowledge and evidence is 

required to prove a claim, and, without this, many who are legally entitled to at least the 

minimum compensation are not being brought into the net. 

There are two scheduled degrees of disease eligible for compensation that takes the form of 

single lump sum payments: either first degree of 10 to 40% cardia-respiratory impairment, and 

second degree of over 40% impainnent. There is no compensation for less than 10% 

impairment.Xl A key question is whether these degrees of disability, at two broad levels, bear 

any resemblance to the actual amount of disability experienced by the individual. Clinically 

diagnosed ' partial disability' , for the person whose only asset, in order to engage in physical 

labour, is a healthy body. can be experienced as total disability. Medical assessment alone can 

fail to take into account all the social and economic dimensions of disease that result in 

disability. 

Payment is based on wage levels, and low wage earners are paid out accordingly low amounts 

for the same disease. Calculations include no provision for loss of earnings due to disability, 

future medical expenses, or for pain and suffering. In other words, benefits are capped, pensions 

16 Between 1980 and 1985. 15 000 were repatriated after being diagnosed with tuberculosis. ( WhJte, 1997) It was 
only in 1985 that changes were made to the legislation to pencit miners 10 remain in mine employment while being 
treated for tuberculosis. 
21 If "No Compensable Disease" (NCO) is asserted by the MBOD it means that the applicant is classified as not 
having occupationally acquired disease, or has occupational disease less than 10% cardio-respiratory impainnent. 
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are not paid and the additional expenses that are incurred as a result of being ill are not 

considered. Nor do benefit calculations consider the lost income from both wages and labour 

performed at the rural home. It is not a system that redresses income loss. The central question is 

whether the amounts of compensation paid afford any reaJ protection to the ex-mineworker with 

lung disease. These aspects of the compensation system are discussed in Chapter Six. 

Research Question Three: Social Exclusion as a Consequence of Asbestos-related Disease 

The third primary research issue revolves around social exclusion as a consequence of the failure 

of the detection and compensation systems. Researching this question necessitated an 

investigation into what happens to these mineworkers once they become ill. The following 

questions were posed: 

1:1 Do present levels of compensation alleviate the loss of income from the disability or 

death of a breadwinner? 

[J Does the received compensation fail to prevent a downward slide into poverty for ex­

mineworkers and their families? 

[J Does the occupationally acquired lung disease engender destitution m both the 

compensated and Wlcompensated? 

[J Is the reality behind the official statistics the degradation of life, acute poverty, and 

permanent social exclusion? 

a Is a substantial burden placed on the state health and welfare services? 

a Are the main consequences of the legislation a large indirect subsidy to the mining 

industry, and the severe poverty of those workers, and their families, who are disabled? 

In other words, who does the legislation serve? 

This section attempts to answer the question posed in the introduction: are the social and 

economic costs, the ' real costs ', far from being borne by the mining companies, being 

externalized onto ex-mineworkers, their families, communities and the state? Have the mining 

companies received a subsidy in terms of years of people' s lives? In other words, have the rural 

areas been used "to subsidise the reproduction of the mines' labour force and ultimately turned 

them into dumping grounds"? (Duncan, 1995: 112) 
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Chapter Seven describes the hardship, deprivation and underdevelopment that result from 

asbestos-related disease. Fieldwork rapidly revealed the misery that has been caused by various 

forms of social and economic organization. This chapter addresses the question of social 

exclusion in examining socio-economic conditions in Sekhukhuneland, and in attempting to 

locate the diseases within the broader context in which the ex-mineworkers live. Biographical 

detail of the lives of some of those who participated in the case study is presented. 

Chapter Eight concludes. All these research questions are brought together in the final chapter 

which summarises the various conclusions discussed in each of the other chapters. It is 

obviously extremely difficult, within the bounds of this dissertation, to cover in detail all the 

research questions that were posed, and more attention is given to certain research questions to 

the neglect of others. All the questions posed require substantial further research. 

Methods of Primary Research 

In order to narrow the focus, a decision was made to do fieldwork with ex-Penge mineworkers 

in Sekhukhuneland. These ex-mineworkers all lived within a hundred kilometre radius of the 

small town of Burgers fort. A sample of22 ex-mineworkers was selected from a compiled list of 

diagnosed and certified asbestosis sufferers. This list was drawn up through working with 

community leaders and networks to find those people who had worked at Penge mine, or who 

were the widows of men who had worked at Penge mine, who had been diagnosed, and who had 

applied for compensation under the ODMW A. The method could be described as 'networking' 

or ' snowballing'. The case study comprised this sample of 22 people and their families, and all 

interviews were conducted at the homes of the participants. 

A translator/fieldworker was employed in order to assist with home locations, and translation 

from Northern Sotho to English. Afrikaans, and, to a lesser extent, English was additionally used 

by the interviewer. In-depth, semi-structured qualitative interviews were done at the homes of 

these men and women, and their families. It was decided that the lived experience and testimony 

of the afflicted people themselves would be informative and thus a biographical approach 

fonned a large part of these interviews. The participants were spread over a large area of an 

approximately 100 km radius of Burgersfort, and reside in the villages of Alverton, Diphale, 

Motiolo, MalokeJa, Maandagshoek, Madiseng and Selala. A decision was made to spread the 
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case studies over a range ofviUages to inquire, through particular families, as to their knowledge 

of other cases in their immediate area 

The objective was to gather infonnation on the subjects mine history, their history of illness and 

diagnosis, and their application for and receipt, or lack thereof, of compensation. The intention 

in spending time with these men and women at their homes, and with as many members of their 

families as possible, was to enter the household domain in order to investigate their socio­

economic circumstances. The intention was to ascertain the impact of their asbestos-related 

disease and disability on themselves and their families. Where the compensation entitlement had 

been received infonnation was gathered as to how this money had been used. The fundamental 

question being posed here was whether the compensation entitlement had, to any significant 

extent, improved their circumstances or not. 

Further interviews were done with the Superintendent, a doctor and the occupational health 

nurses at the HC. Boshoff Hospital in Maandagshoe~ and with the Malokela Occupational 

Health Committee. The latter is a community based initiative set up to assist those suffering 

from asbestos-related disease. This fieldwork was initiated in November 1999 and completed in 

January 2000. 

Additional shorter interviews were done with people who, having heard that there was someone 

in the area researching asbestos and the Penge mine, sought the author out. These were people 

who had worked at the asbestos mines but who had never had any medical follow-up . They were 

ill with respiratory disease but had remained without diagnosis. (These people were 

subsequently directed to the occupational health nurse at HC. Boshoff Hospital, and to the 

Maandagshoek Programme) Thus was provided a smaller sample of the undiagnosed disease 

burden, and a sense that there were many people in the area suffering from asbestos-related 

disease who had had no access to medical assistance for the diagnosis of their illness, and thus 

no access to their statutory entitlement to compensation. 

Subsequent interviews were conducted with Dr Marianne Felix and Professor Tony Davies, 

amongst othel3, at the National Centre For Occupational Health in Johannesburg, and with the 

Compensation Commissioner, Mr Jabu Mdluli and his deputy, Mr Jammy Maluleke at the 

Commission's offices in EloffStreet in February 2000. 
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A wide range of other key informants were contacted and interviewed both telephonically and in 

meetings. The former included Dr Sophia Kisting, Director of the Industrial Health Research 

Group, a number of doctors in the Departments of Community and Public Health at the 

University of Cape Town, the National Cancer Registry, The Institute For Ecological 

Rehabilitation at Potchefstroom University, the National Union of Mineworkers, a selection of 

MBOD reporting doctors, and journalists Laurie Flynn and Philip van Niekerk. The latter 

included Richard Spoor of Ntuli, Noble and Spoor in Nelspruit, the Industrial Health Research 

Group at the University of Cape Town, the Industrial Health Unit at the University of Natal, and 

Paul Benjamin of Cheadle, Thompson and Haysom in Cape Town. An interview with Dr A.v. 
Banyini, Director of the MBOD did not materialize due to her unavailability on the interviewer's 

arrival at her office for a scheduled interview, and subsequent unavailability for a telephone 

interview. 

Methods of Secondary Research 

An extensive literature survey was undertaken with regard to the history of asbestos mining in 

South Africa. the history of medical research into the effects of asbestos and the recorded 

disease burdens, both locally and internationally. Due to the size of the available literature only a 

very small portion of it is encompassed within the bOWlds of this dissertation. A further 

literature survey was done on the relevant legislation, the political economy of health, as well as 

the vital areas of occupational health and pneumoconiosis, in South Africa 

Research was undertaken into the current personal injury litigation involving 300028 asbestosis 

sufferers. Cape PLC disinvested from South Africa in 1979. The British Asbestos Newsletter 

(1999: 2) writes that "Cape sold up and left its former workers to fend for themselves. No 

settlement was made, no trust set up, no medical scheme put in place. To our knowledge, Cape 

has not paid one rand in compensation to any of its South African workers~ nor has it contributed 

to government efforts to decontaminate asbestos dumps, industrial sites and derelict mines in the 

Northern Cape, the Northern Province and Gauteng." 

2B 2250 arc from the Northern Province and 750 from Northern Cape. The case started in February 1997 with three 
Penge workers 8Il.d 2 Prieska residents (Lubbe &. Others - v - Caple plc) in the English High court. On appeal the 
first five claimants woo the right to sue Cape plc in England. Group Action Afrika et al oommenoed in January 
1999 and compised I 539 further writs. Ths increase in numben led to a defen.sc application to stay pnx:ccdings, 
and Mr Justice Buckley found for Cape plc, ruling for South African jurisdiction. Further writs have since been 
added to this group making the number of claimants now 3000. There are a further 1000 cases on record for which 
writs have not yet been issued. (Spoor, personal communication, 2000) 
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Beginning in February 1997, this litigation is pursuing a claim formulated on the basis of the 

direct negligence of a Transnational Company (TNC). Cape plc. 1t is an attempt to uphold 

liability, in the English Courts. for Cape's failure to comply with a duty of protection for the 

health and safety of their South African employees.29 The claimants are from the asbestos 

mining areas of Northern Cape and Northern Province. and have been funded by the British 

Legal Aid Board on the conditions of medical confirmation of asbestos-related disease, exposure 

to a Cape operation prior to 1979, and a means test. lO LegaJ proceedings have revolved around 

the question of jurisdiction for three years. The plaintiffs argued that the legal action should be 

brought in England." Cape plc argued that South Africa was the appropriate forum. 

On 30th July 1999 Mr Justice Buckley found for Cape plc and ruled for South African 

jurisdiction. Importantly, he stated. in his judgment " The operation of asbestos mines and mills 

in South Africa appears to have caused wide-spread injury, suffering and death over many 

years." Unfortunately, he went on to say, " An inquiry into the circumstances including, local 

standards, conditions, regulations and state of knowledge of the parties and, if appropriate, 

assessment of damages to compensate the South African victims are overwhelmingly matters in 

which the South African jurisdiction has far greater interest." (1999: 41) 

The Court of Appeal upheld this judgment. The plaintiffs last legal recourse was an appeal to 

the House of Lords. Somewhat surprisingly, on the 20th July 2000, five Lords unanimously ruled 

that the case should be heard in the domicile of the defending company, namely the United 

19 Most importantly. "the apparent inability to hold transnational companies legally responsible for injuries caused 
by their overseas operations has enabled thEm to exploit less stringent (or less stringently enforced) laws in 
developing countries and to apply ' double standards .. •. (Meerun, 1998: 1686). This case involves crucially 
important issues aroWld the role of multinational companies; their inherent responsibility as the initiators of the risk 
in causing exposure to occur and Artiele 2 of the Brussels Convention. Clearly Cape operated in defiance of British 
safety laws 50 years after they were established in the United Kingdom. One of the most glaring safety precaution 
omissions in South Africa was the failure to use impermeable sacks as was stipulated in the provisions of the 1931 
British asbestos regulations. The use of porous begs (unlined hessian sacks) at Penge was confirmed by all the ex­
miners in this case study. 
30 The ' means test' for the purposes of British legal aid is the least difficult to ascertain - the claimants all live in 
extreme poverty with almost noo-existent fonnaJ income. Proof of employment at Cape owned mines is more 
difficult as there is poor docwnentation of the claimants ' labour history'. (lbis., bo\\'CVer, might soon be rectified 
with the rmding, by Richard Spoor. of many boxes of documents, including employee records. which were moved 
in 1982 from Penge mine to Msauli Ashes (Ply) Ltd. Personal Communication, 30 November 2000) They have all 
been medically certified as suffering from asbestosis. 
31 Richard Meeran, a solicitoc at Leigh Day & Co., the Lmdon Cum representing most of the plaintiffs, writes, 
"holding a mc civilly accountable to pay compensation in its home base is necessary not only because it provides 
redress for the abuse of human rights suffered by individual claimants but also acts as a powerful deterrent against 
future abuse. In order to achieve this objective the law must evolve to reflect the reality of me operations". ( 1998: 
1707) 

24 



Kingdom. The triaJ will now assess whether Cape plc had a duty to protect the health and safety 

of South African mineworkers, whether it failed to comply with this duty and whether this 

failure caused disease. GeneraJ damages in terms of loss of income, and speciaJ damages in 

terms of pain and suffering, will be assessed. 

It is interesting to note that a class action brought by the 445 Tyler plant (supplied with amosite, 

from Penge, by Cape Asbestos) workers against Pittsburgh Coming in 1977 was settled out of 

court for $20 million, of which Cape Industries paid $5.2 mil1ion. (Castieman, 1996) Then, in 

1988, Cape refused to submit to a foreign court' s jurisdiction. Cape contested and did not appear 

at the proceedings. This product liability lawsuit resulted in the United States District Court in 

Tyler, Texas issuing a $15.6 million default judgment. This default judgment, however, could 

not be enforced by the English Courts (British Asbestos Newsletter, 1999: 3) and the claimants 

received nothing. 

Although this research was substantial in terms of following the case, obtaining legaJ 

documents, correspondence, and judgments, and a great deal of time spent in the offices of the 

South African representative of the claimants, Richard Spoor in Nelspruit, the subject, that of the 

role of a transnationaJ company in South Africa, and the attempt to hold them accountable for 

their failure to reasonably foresee and prevent injwy, is outside the bounds of this dissertation 

and warrants separate work. The ODMW A does not contain a clause equivalent to that found in 

the Compensation for Occupational Injuries and Diseases Act (COIDA) which prevents workers 

from bringing civil damages claims32. The concern of this dissertation, however, is the extent to 

which those who worked in the asbestos mining industry in Sekhukhuneland are currently being 

deprived of their basic statutory entitlement to medical surveillance and to compensation. 

12 As Benjamin ( 1992: 5) succinctly puts it, "historically, workers' compensation legislation represents a ' 'trade-. 
off' between the interests of employees and employers. For workers there are three benefits: ft.rSt. they can receive 
compensation for the consequences of work-place accidents without having to prove that the accident was caused 
by the fault of their employer ... and without having to institute legal proceedings in the civil courts. Secondly, 
workers are ensured that they will not be deprived of benefits because their employer has no assets. Thirdly, 
.... there is no division of liability between employee and employer ... For the employer, the advantage is protection 
against costly damages claims by employees .... In retwn for this benefit, the employer makes a fmancial 
contribution to the Accident Fund safety is reduced to regular and predictable payment". The beneficiaries, 
howC\U', give up their common law right to sue for damages (in the COIDA) and, most importantly, as Benjamin 
(1992: 6) notes, "an appreciation of this "trade-off' is essential to any evaluation of the adequacy of any scheme of 
worker's compensation. It distinguishes workers' compensation from other fonns of social security such as 
unemployment insurance and social pensions which are not posited on the beneficiaries givin8 up their conunon 
law right to sue for damages". The crucial importance of a well administered compensation system could not be 
more apparent - it is a staMory right, the consequence of the "trade-oft" . 
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CHAPTER THREE 

"HISTORY TELLS US"" 

For decades. the medical reports by doctors on disease and cancer pertaining to asbestos 
provided the essential evidence of the harmfol effects of asbestos; so that proper protective 
measures, conlrois and medical surveillance by industry should not have been delayed/or those 
who were exposed or used their products ...... There has been a tremendous time lag between (he 
already medically established diseases and the time when the compensation and other 
governmental agencies legally recognized such diseases. 

(Dr Thomas F Mancuso in Castleman. 1996: xvi) 

There are two groups of the mineral 'asbestos,34, a word of Greek ongm meanmg 

"indestructible", The use of asbestos is mentioned by Roman historians, notably Pliny in writing 

of the 'diseases of slaves' who were weaving it. (Castleman, 1996) The serpentine group 

includes chrysotile35 which was <discovered' in Canada in the mid 19th century. All known 

deposits were of this type until the discovery by German geologist Lichtenstein of the first of the 

amphibole group. crocidolite, near Prieska in the Northern Cape. Mining of crocidolite. or Cape 

blue, began in 1891. 

Mining of a second amphibole, a light brown or fawn coloured fibre, began in 1914 after its 

discovery at Penge in 1907 . It was noted as a distinctive longer fibred asbestos of which there 

was a substantial ore body in the region. Geologist Hall took the initials of Asbestos Mines of 

lJ Jonas Maepa, of Motlolo village, said of his father, "history tells us he died of asbestos disease" . (Interview, 
November 1999) Sehlokola Kleinbooi Maepa worked at Penge mine, crushing asbestos to 8 fme powder in the mill. 
Jonas visited his father at the mine compound in his school holidays, and described him returning to the compound 
covered in white dust. His father was dismissed after being diagnosed with tuberculosis, and nCYel' worked again. 
He died in 1984 without having had any medjca1 examinations, and thus no certification ofasbestos-.related disease. 
This expression was used by many others when speaking of the deaths of people who were tmdiagnosed, but whose 
symptoms all pointed to asbestos-related disease. One Penge miner interviewed said of his father: "HistOI)' tells us 
he died as a result of working at Penge". (Interview, January 2000) 
l" " An asbestos fibre about the diameter ofa human hair is actually a cluster of nearly two million fibres .... Thus, it 
is said that two million fibres can fit on a pin bead; or an inch cube of asbestos contains 15 million miles of fibre. 
Not surprisingly such fine dust, which bas omy mild powers as 8 reflex: irritant, is readily inhaled into the lungs if it 
becomes airborne." (Twceda1e, 2000: 10) 
lS South Africa became the fifth largest producer of chrysotiJe in the world . (Felix, 1997) 
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South Africa and named it amosite36
. South Africa was the only place in the world where all 

three types were mined. 37 

The Transvaal deposits were thought to be unique and remained, through the 201h century, the 

major source of amosite, producing 95% of world supply. In a celebratory publication of The 

Cape Asbestos Company (1953: 9) it was noted that "South Africa has been shown to bear 

inexhaustible quantities of the fibres that can be mined both quickly and economically." Mr 

Gites Newton, Managing Director, wrote in the foreword of this publication (1953 : 9): 

" It is right that special tribute should be paid to those who laid the foundations of 
our mining enterprises in South Africa., and it is proper that, while recounting with 
justifiable pride the growth of our various factories, we should stress the magnificent 
work done by men and women in our mining establishments. The success of the 
operations at the mines has been and is the foundation of what we hope may 
justifiably be called our success. In the sixty years of our existence, the company has 

J6 Amosite production exceeded that of crocidolite because of the ease of mining the penge deposits (Felix et ai, 
\993) Twccdale (2000: 193) writes of the confusion regarding the respective dangers ofUte types: "Another of the 
asbestos industry's tenets that lodged itself firmly in the public's consciousness in the early 1970's was the belief 
that crocidolite was the most dangerous type of asbestos. This idea had a 1008 lineage in the industry: even in the 
inter·war years, worken bad regarded crocidolite as particularly dangerous (though they regarded amosite as 
worse)." The physician of Cape Asbestos, Dr Hubert Wyers, said in 1946 regarding amosite: " its reputation as 
regards health is unerly pernicious; it is seldom now used." (cited. in Tweeda1e, 2000: 193) ' Utterly pernicious' it 
certainly ""'8$ but the statement that it .... 'as ' seldom now used' is patently untrue: the mining, and export, of amosite 
was to reach it 's peak in South Africa in the 19705. 

A study of a cohort of amosite asbestos factory workers by Erhlich, Lilis, Chan, Nicholson and Selikoff, 
published in the British Journal of Industrial Medicine in 1992, revealed the ''utterly pernicious" nature of amosite 
in showing high levels of disease amongst those with Ilea\')" short term exposure. Of those with one month or less of 
employment 20% were foWld to have pe.renchymal abnormality and a third pleuml abnonnality. Erhlich et al ( 1992: 
274) concluded. that they had "shown that radiological abnormalities indicative of interstitial pulmonary fibrosis and 
pleural thickening can develop with as little as one month' s exposure to high concentmtions of amosite fibre". 
Erhlich et al ( 1992: 275) commented, "the short term exposures of these workers emphasise the need for clinicians 
to inquire carefully into brief remote exposures that may have been long forgotten". 
)1 By 1930,7,000 tons of crocidolite were produced annually. Between 1957 and 1962, South Africa's production 
of all three types of asbestos was more than 120,000 tons. In 1992 135,400 tons were produced . South Africa 
provided the majority of world supply of crocidolite and amosite, while Canada (75%) and the USSR provided the 
majority ofchrysotile. (Harington and McGlashan, 1998) 

Between 1980 and 1992, 26 countries, including the USA,. continued to import crocidolite - exports from South 
Africa amounted to over 400,000 tons of this lethal fibre during this period. ImportS of crocidolite ceased in 
Gcnnany in 1987, France in 1988 and the U.K. in 1991. The South African export trade in asbestos swung slowly 
from being predominantly to the U.S., U.K. and Western Europe, to the bulk of exports then going to Japan, Korea, 
Thailand, North Africa and the Middle East countries. (Harington and McOlashan, 1998) In other WCl"ds, what 
happened was decreasing imports by the developed world, and increasing sales to the developing world. This is 
most significant: "Concomitant with the reduction of asbestos use in developed COWltries, the increasing use in 
developing countries, albeit it at overall lo",'er tonnages, inevitably means that disease of long latency must continue 
to occur well into the twenty.first centwy. Even the ending of amosite operations in South Africa in 1992 and the 
considerable decrease in production of its even more dangerous relative, crocidolite, cannot at this stage prevent 
further illness and deaths. It is unlikely that developing countries will be able to apply either 'appropriate measures 
of protection' .... nor have they in place the medical care necessary to recognize ' a silent epidemic of asbestos· 
related diseases' when this does occur". (Harington & McGlashan. 1998: 326) What will be revealed in this, and 
later chapters, is that asbestosis is not necessarily a ' disease of long latency'. 
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grown quite beyond the recognition of its first servants, but the varied factories 
which we now operate and the multiplicity of products which we manufacture, in 
some measure derive from the lifeblood which flows from our Blue and Amosite 
mines." 

The vitality of the company, however, was gained at the expense of the «lifeblood" of the 

miners. Asbestos was proved, as early as the I 920s, to be an extremely dangerous mineral that 

should have been left well alone, under the earth and undisturbed. That this knowledge was 

suppressed by the mining and manufacturing companies has been slower in emerging, and the 

charge of deliberate strategies and "corporate malfeasance" is one of which they are increasingly 

being found "guilty", 

Early Evidence of Disease: 

The fITSt ' proved ' case of asbestos-related pulmonary disease came in 1906 when OrH Murray 

Montague described a case ofan asbestos worker who had died in 1900. The cause of death was 

attributed to asbestos dust damage to the lungs, and the ' IWlg fibrosis ' was described in his 

evidence to a Departmental Committee on Compensation For Industrial Diseases in London. By 

1918 the Prudential Assurance Company of New York was already refusing to issue life policies 

on asbestos workers. This insurance company had data that revealed that 9 of 13 asbestos 

workers had died prematurely. (Castieman, 1996) The conditions of the industry were already 

regarded as ' injurious' and a ' hazard ' by some in the insurance industry. 

In the late 1920s it was recommended that asbestosis be added to the list of compensable 

occupational diseases in Great Britain, and the Workmen ' s Compensation (Silicosis and 

Asbestosis) Act was passed in 1930.38 Papers on fibrosis of the lungs due to the inhalation of 

asbestos dust had began to appear in the British Medical Journal in 1924. In 1927 Dr W.E. 

Cooke published details ofms port-mortem findings of diffuse pulmonary fibrosis and 'asbestos 

bodies' in the lungs of a female asbestos worker. He introduced the term ' asbestosis' to describe 

the characteristic lung fibrosis that could be attributed to asbestos. The same journal carried a 

report in 1928 on several post mortem verified cases of asbestosis amongst workers in the mills 

of the Rhodesian chrysotile mines. 

1I It was noted., at the International Labour Organization Conference on silicosis and other dust diseases held in 
Johannesburg in 1930, that a bill recommending the addition of asbestosis to the list of oompensabJe diseases was 
before the British parliament. 
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These reports prompted the start of a detailed investigation by Or E.RA. Merewether (HM 

Medical Inspector of Factories) and C.V. Price (HM Engineering Inspector of Factories) in 

1930. They placed before parliament a report that unequivocally demonstrated the link between 

exposure to asbestos dust and the development of a specific form of pulmonary fibrosis in 

workers in the asbestos textile industry. They had discovered that the incidence of asbestosis in 

British factory workers was 35%. The epidemiology was already beginning to emerge.39 In the 

United Kingdom it was "evident by the mid-1930's that 'bystanders ' such as clerical workers in 

asbestos plants could develop asbestosis from years of relati vely light exposure". (Castieman, 

1996: 517) 

" The first South African research 

In 1926 George Frederick Slade was appointed as medical officer to a 'chrysotile asbestos mine 

in the TransvaaL Slade (1930: 24) describes working conditions in the mill in his subsequent 

thesis: "Several years experience of the mill has shown that the concentration of dust in the 

atmosphere in that building is at all times excessive. and frequently sufficiently so to render 

indistinguishable objects at a distance of a few yards. The mill works continuously day and night 

with the exception of Sundays. Thus the dust during working hours is never allowed to settle." 

He goes on, ' ''The dust is extremely fine. It is very tenacious and clings to the hair, faces and 

clothing of the workers whom it eventually covers with a uniform white film. Mill workers are 

divided into three shifts in the twenty four hOUTS. They are thus exposed for continuous periods 

of eight hours to an extremely high concentration of asbestos dust" . A particular characteristic of 11 

asbestos dust is its propensity to remain suspended; it does not settle as easily, for example, as 

silica. 

Stade's investigation into the working conditions, and incidence of respiratory disease on this, 

unspecified, mine was the first to be recorded in the mining sector of the ind ustry. Merewether' s 

investigation, also published in 1930, was into workers employed in the manufacturing sector of 

the industry. Significantly, Stade (1930: 59) commented, "whatever conditions with regard to 

dust evolution may exist in other asbestos mills in South Africa, the concentration of dust to 

:w The extremely dangerous nature of asbestos dust was alrea:l.y widely known in medical and industry circles in the 
19305. Literature that resulted from major studies of the biological effects of asbestos grew from the 19305 
onwards. Yet, as Castleman (1996: 35) points out, "the scale of the fibre mined and used went up almost as if the 
medical literature did not exist" and "the major producers took concerted action to divide markets, assure continuity 
of raw fibre, and fIX prices at the most profitable level". 
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which the workers were exposed in the mil1 in which the present investigation was conducted, 

was, at all times extremely high. In comparison with this high concentration, that occurring in 

the various factories of the manufacturing branch in England, is very low." Yet Merewether in 

England had found a prevalence rate of35%. 

An investigation into the symptoms of a hundred mill workers was completed by Slade in 1929~ 

"five Europeans and ninety-five natives" (1930: 42) with an age range of 17 to 50 and length of 

service varying from 3 months to 9 years. In three cases weight loss had reached <emaciation'. It 

can be seen that all the workers were found to have asbestos bodies in their sputum, and had a 

cough. More than 45% of those with less than one year's service experienced dyspnoea on 

exertion. The findings can be seen in the following two tables: 

2. Incidence oflmoortant S motoms, 1930 
Length of Number of Cough Sputum: Dyspnoea Weight 
Service Workers asbestos on Loss 

bodies. Exertion 

3 mths - 1 yr 22 22 22 \0 4 

1 - 3yrs 35 35 35 22 15 

3 - 5yrs 29 29 29 26 18 

5 - 9yrs 14 14 14 14 10 

Total 100 100 100 72 47 

Source: Slade, 1930: 47 

3. 

3mths- 1 yr 

5 (35.7%) 9 (64%) 

Source: Slade, 1930 
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Despite these disturbing findings, of23% showing signs of advanced disease and 51 % showing 

early signs of disease, with a substantial percentage of those with under three years exposure 

showing early and advanced signs of pulmonary fibrosis, no further medical research into the 

health effects of chrysotile, nor of amosite, was undertaken in South Africa until 1960. 

Information on dust conditions, the ' killer dust', and the ' silently ' increasing epidemic of 

asbestos-related disease, during the intervening 30 year period has to be gleaned from other 

sources. 

'Killer Dust': 

Or Gerrit Schepers visited Penge in 1949. His description of the ' mist' of asbestos dust is 

reported by Flynn (1992: 193): 

"'One day I descended on an unscheduled mine in the eastern Transvaal. It was 
Penge. In the morning as we came down the valley there was a mist over the small 
mine town, a lime morning mist. I didn't know wail lunchtime that it was asbestos 
dust, but that is what it was. It was trapped in the area and had nowhere to go 
because of the lack of movement in the air currents at that time of the day. It was 
like that most days and it meant that there was asbestos dust absolutely everywhere 
in the mornings. For example we were eating some toast one morning and I 
remarked to one of my colleagues, "Goodness me, this is gritty marmalade". And 
then the penny dropped - it was asbestos dust we had been chewing. u. 

Schepers witrJessed a child, of approximately 12, trampling down asbestos inside a sack. He 

described this to Flynn (1992: 193): 

''' It was his job to get inside the bag and trample down the fluffy asbestos. He was 
cheaper than machinery or safe sacks. He was covered from top to toe in asbestos 
dust so 1 grabbed him and took him off to the X-ray machine. The X-ray showed he 
was already suffering from asbestosis. I was told that Cape employed a lot more 
children and I gave instructions to my technician that he was to round up all the 
children in the village with the little Cape Asbestos copper identification bands 
riveted round their wrist - identification tags, just like slaves, so they couldn't run 
off. A number of the other children had asbestosis too. The conditions were 
unbelievable. u, 

Flynn (1992: 194) records that while officials were already 'worried ' about the relationship 

between asbestos and cancer, it was the report, by Schepers and his technicians, of conditions at 
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Penge, to the Government Mining Engineer40 that: 

"caused a crisis of conscience in at least one senior official in the Department of 
Mines, T.L. Gibbs. Mr Gibbs took it upon himself to get the asbestos mines 
scheduled and controlled, at least in theory by government regulation. But he met 
with stubborn resistance from the mining companies who used all their power 
behind the scenes to make life difficult for him. Gibbs went out in the field in 1951 
and was so worried by the hazardous conditions he saw that he took the 
unprecedented step in South African mining history of confiscating the main 
electrical fuses at a number of mines and paralyzing operations Wltil some 
discussions and promises at least of a token clean-up were forthcoming. But the 
industry was poised on the verge of its huge, post-war expansion and Mr Gibbs and 
his anxieties were soon sidelined in the rush to profit from the booming world 
market. The result at Penge was nothing short of catastrophic." 

It was only in 1954 that the first blue asbestos mines were declared registered mines and were 

controlled under the Pneumoconiosis Act No. 47 of 1948.41 The registration of the other 

asbestos mines followed in the next few years. As these were the first steps taken by government 

in connection with regulating the asbestos mining industry, clearly "controls in the asbestos 

industry lagged decades behind those in the gold mines". (Felix, 1997: 27) 

Furthermore, self-regulation was relied upon. Legal standards for the concentration of asbestos 

in the air were not set, and then enforced, but were merely recommended as levels to be aimed 

at. The recommendation stood at 45fi'cu.cm until 1973 , whereafter it was revised to 12fi'cu.cm. 

(Felix, 1997) 

The South African Asbestos Producers Advisory Committee (SAAP AC), formed in 1971, 

worked with the GME to set permitted dust standards. In 1976 the GME wanted a limit of 5 

fi'cu.cm for all areas of the mines, but, with undertakings from the SAAP AC to lower dust 

levels, the GME set the limits at 5 flcu.cm for underground work and 10 fi'cu.cm for the mills. In 

1981 this was reduced to 2 fi'c.cm and 5 fi'cu.cm respectively. The mills were reduced to 

2f1cu.cm in 1984, a uniform recormnendation. (Felix, 1997) No distinction, however, was made 

between fibre types and the recommended limit applied to all types . 

..., Duncan (1995: 38) describes the responsibilities of the Government Mining Engineer. ·'0 ensure the physical 
safety of those wor}cing on the mines or using machinery and explosives and to advise the goverrnnenl on tcclmical 
mining matters. He was thus placed in the potentially awkward position of serving two masters - the inunediate 
demands ofhealth and safety and the wider requirements of the state in its relationship with the mining industry" . 
• 1 !his act was replaced in 1973 with the Occupational Diseases in Mines and Works Act (ODMW A). 
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It was only in 1987 that the Machine & Occupational Safety Act (MOSA) introduced the first 

statutory regulations governing exposure to asbestos with the exposure limit set at I fi'cu.cm42. 

These regulations only governed the process and use of asbestos and did not apply to the 

asbestos mining industry (Kisting~ 1987) which was governed only by 'recommendations' . 

The severe lack ofresources and staffin the office of the GME made regulation impossible.43 

As Mancuso writes ''the mere adoption of regulations has no real meaning without the 

professional, industrial, and governmental resources and legal and moral determination to 

implement such regulations". (Castieman, 1996: xvii) Besides which, "the GME ... was 

influenced more by the standards mine and mill owners were wiUing to accept than by the health 

risk posed by asbestos"o (Felix, 1997: 50) 

Actual fibre concentrations in the mills were between 10 and 400 f/cu.cm with typical fibre 

concentrations above 50 flcu.cm. (Felix, 1997) The following table indicates the extent to which 

dust levels were above the recommended level: 

4. Airborne Concentration of Asbestos In Transvaal Amosite Mines, 1940 - 1977 
(fib b

O 

th all verages) res per cu IC cm m e mmes over a 
Years Surface Underground 

1940 - 45 234 7 

1946 50 91 6 

1951 55 103 9 

1964 - 66 85 4 

1967 69 90 5 

1970 - 71 40 2 

1972 73 13 2 

1974 - 75 23 1 

1976 77 7 3 

Source: Myers, 1980: 47 

42 The MOSA control limit of 1 flcu.cm was five times as high as the United Kingdom cootrol limit for crocidolite 
of O,.2f/cu.cm . 
.0 In 1985 there were only 98 inspectors to cover all ' controlled' mines which had a total workforce of over 800 
000. (Flynn, 1992). In 1997 the inspector/employee mHo in South Africa for all formal employment, excluding 
mining, was the worst of all developing COWltries considered by Benjamin and Grecf - 1/58 274 for S.A. compared, 
for example, to 1/ 12 503 for Brazil. See Report Of The Committee Of Inquiry Into A National Hea/th And Safety 
COfmdi in South Africa, 1997, pages 132 - 136. 
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The extent to which South Africa was more lenient can be seen by looking at regulations in the 

United Kingdom and United States. The levels of 1969 had been thoroughly discredited by 1978 

in the United Kingdom, and recommendations were made in 1980 for levels that were eventually 

adopted in ]983. The United States levels were Sflcu.cm in 197 1, 2f1cu.cm in 1976 and 

O.2f1cu.cm in 1984. It can be seen that "so-called ' safe levels' vary at different times and 

between different countries, providing an illustration of how supposedly scientific decisions are 

affected by wider social and economic considerations". (Doyal & Pennel! , 1979: 79) The 

progressive dO'Mlward revision of United Kingdom statutory regulations44 can be seen in the 

following table. 

5. The United Kingdom Asbestos Rel!Ulations 1969 - 1984 (fibres/eu.em) 
Crocidolite Amosite Chrysotile 

1969 0.2 2.0 2.0 

1983 0.2 0.5 1.0 

1984 0.2 0.2 0.5 

Source of figures: Castleman, 1996. 

Irving 1. Selikoff, a foremost authority in the field of asbestos epidemiology45, held the view that 

cancer from asbestos could be caused by a single fibre; this was referred to as 'the one fibre 

theory' . In other words there is no ' threshold, 46 below which workers are protected from 

disease. Castleman (1996: 333) stresses that it should be recognized that 1 flcu.cm is equivalent 

to 1 million fibres per cubic metre of air. Or Selikoff's colleague at the Mount Sinai School of 

.... Media reports about asbestos-related cancer and pressure from tnlde unions prompted the U.K government. 
~ SelikoFrs epidemiologic studies of insulation workers were published in 1964. He had found radiological 
evidence of fibrosis of the lungs in half of the 1117 insulation workers he examined. (Brodeur, 1985) He showed 
that these workers had a very high chance of dying from diseases such as asbestosis, lung cancer, mesothelioma and 
gastrointestinal cancer. At the New York Academy of Sciences Conference in 1965, Selikotr reported that 
radiological evidence of asbestosis was seen in 86% of the 392 insulators who had started in the trade more than 20 
years: before; SO% had extensive asbestosis. Insulation workers were generally 'working with only 15% asbestos; in 
other words, they had comparatively light exposW'C as the asbestos materials they used had an asbestos content of 
15% (CastJeman, 1996, Brodeur, 1985) Selikoff also looked at the families of men who worked in an asbestos 
factory in New Jersey in the 1940s and 195Os. He fOWld that 40% had the lcind of lung abnonna1ities that were 
common in asbestos ","'Orkers. He also found three cases of mesothelioma as weB as a higher than nttmal incidence 
of cancers of the lung and intestine. All these people had only been exposed t() fibres brought home in the hair and 
on the clothes of the people who 'worked in the Paterson plant, some of whom had on1y worked there for a few days. 
(Doyal & Pennell, 1979: 76) As Felix (1997: 39) writes, ' 'the blending of fibres outside mining localities and the 
transportation of asbestos to international markets created a trail of dust and, with it, a trail of disease". 
46 The Health & Safety Executive in the United Kingdom wrote: "For all types of asbestos no ' safe level' of 
exposure could be identified" (Guidance Note EHIO. Asbestos - Control Limits, 1984) 
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Medicine. Or William Nicholson. "has suggested that the term "risk limitation value" is more 

appropriate in setting limits for asbestos exposure in the workplace". (Castleman. 1996: 356) 

It could be concluded that there is no such "risk imitation value" for there is no evidence of a 

threshold below which disease does not appear. Aron and Myers (1987: 6) write. " A perusal of 

the history of the so-called ' safe level' . which has to do with the setting of occupational 

exposure limits, demonstrates a world-wide tendency to continually revise these levels 

downwards as 'safe levels' are found to be unsafe. Hitherto all 'safe levels' have produced their 

crop of asbestos-related diseases. In other words no safe level has been demonstrated in terms of 

which prevention of all asbestos-related diseases is feasible." This well summarized by Aron 

and Myers (1987: 26): the "successive <safe levels' had to await successive harvests of death, 

disease and misery before the previous safe levels were declared unsafe and downwardly 

revised. This grim harvest has never yet failed to appear for workers exposed to asbestos". 

Dust levels in Sekhukhuneland in 1984 

As has already been illustrated, dust levels at Penge were nowhere near the ' risk limitation 

value' for South Africa. The prevailing high dust levels47
, a critical occupational hazard. and the 

.1 Dust levels and oonditions at the Turner & Newall owned Havelock Mine in Swaziland are fCJX'lrted on by 
Twecdale (2000). A British government inquiry in 1974 ' exploded the myth that British companies treated their 
African workers fairly '. It was revealed that there was wage discrimination. and that black "\"orkers were paid wages 
below the poverty line. Health was not mentioned. The .... '3.ge issue, hov,ewr, drew attention to the South African 
mines, and Turner & NewaU's senior medica] officer, Lewinsobn. visited Havelock in 1978. 

1bere were 500 underground workers and 300 mill workers at Havelock. In his report Lewinsohn said: "1 was in 
two minds as to whether I should enter the grading mill without the protection of a positive pressure respirator. 
Going through the mill to the storage shed and then through the shed was frightening. The operative sitting in a 
glass box and operating the scoop which feeds fibre to the conveyor was covered in fibre. t was astonished to see a 
man poking a blocked screw conveyor and creating clouds of dust all about him". (cited in Tweeda1e, 2000: 185) 

T & N estimated that dust exposures before 1976 could ha\'e surp8SSCd l00Ucu.cm - this had to be estimated as no 
dust samples had ever been taken. A techoologist later reported: " An area which no longer exists, and had high dust 
exposw-es, was the ' old dusting and screening plant· .... the description of this area by the exprcssion <appalling; 
visibility less than two metres,' is Wltranslatable into terms of meaningful dust levels. The ' worst job in the mill ' 
has been described as cleaning out the main dust duct ... using hand sho~ls. "Throughout the mill, however, job 
practices were a-ude by modern standards and all employees must ha"'e bad significant dust exposures." (cited in 
Twecdale. 2000: 185) 

Thus, as late as 1978. conditions at Havelock were similar to the conditions in the T&N u.K. Rochdale plant in 
the 1920s. Collins reported in the SAW of a case of mesothelioma in a man seen at the Durban Chest Clinic. He 
had not been occupationally exposed to asbestos but had lived for a time in the 'vicinity of the Havelock asbestos 
mine'. (1967: 645) It is not unreasonable to expect that conditions at Cape's Penge mine were similar fOf" Cape 
"apparently had an ~ worse hea1th record than Turner & NewaU". (Tweedale. 2000: 210) 

Lcwinsohn also visited the T &N asbestos products factories in Durban. He found that "workers and 
supervisors . ... had obviously not been instructed in the rudimentary elements of working in a safe and dustless 
mann(.'T". (fwoodalc, 2000: 185) Black workers were described as eating their food while sitting on the noor 
amongst the dust. Here 600 WOf"kers were x-rayed and Lewinsohn found what he called an epidemic: 82 workers 
with asbestosis. (fwoodale. 2000: 185) A health study was completed at the Havelock Mine in 1979. 2 200 workers 
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absence of governmental intervention and regulation, became more apparent at the time of a 

strike over wages and working conditions at Penge in 1984.48 Phillip van Niekerk of the Rand 

Daily Mail reported that the dust reports from the mill recorded. several counts of 110 f/cu.cm, 

and one reading of 134 f/cu.cm for these surface areas. (8/8/ 1984) A reading of 130 flcu.cm 

means that it was 65 times the recommended South African limit of2 £fcu.cm, and 650 times the 

United. Kingdom limit of 0.2 flcu.cm. Dr Jean Leger from the University of the Witwatersrand 

reported. after a tour of the mine. that dust control technology that had been available for 

decades was only beginning to be introduced. 

Environmental pollution was also reported on by the Rand Daily Mail, and health inspectors 

subsequently visited. the affected areas. Lebowa's Director of Health, Dr A.M. Makunyane, 

"expressed extreme concern at the danger to people caused by abandoned asbestos dumps 

littering vast sections of the homeland east of Pietersburg". (ROM, 7/911984 ) 

The GME did a dust survey in some of the densely populated areas of the abandoned dumps, 

and then maintained that "pollution by fibrous material was generally low".49 (ROM. 

11 /9/ 1984 ). This was contradicted by the chief inspector, Mr L.W . lsserow, when answering 

questions at a Council for Scientific and Industrial Research conference on air pollution. He 

stated that most samples were around 20 000 flcu.m, and one was substantially higher. Or RS. 

were examined: 183 had asbestosis and 154 were possible cases. A further st.UVeY of the 178 .... ives of men 
employed for more than 15 years, revealed 12 cases of asbestosis and to possible cases. (Tweedale, 2000) 
.. 1700 asbestos worker.;. members of the Black Allied Mining and Construction Workers Union (BAMC WU) 
were fired at Penge in Jtme 1984. (ROM, I l nl84) Myers et al (1 987: 659) wrote: "Unionization of asbestos 
workers has had to be fought for e-.'eI)' inch of thc way as workers have had to contend with some of the most 
consc 'vative and anti-union employer.; in the COWltly ...... Gcnca· s style in dealing with worker grievances is to 
employ force (police). dismiss ..... 'Ol'kers. and employ new migrant workers, thereby dismissing the problems. along 
with the workers. The company has responded in like manner on several occasions. As a resul t of this anti-Wlion 
stance. organization on the asbestos mines has been minimal." There was little public knowledge about safety in 
the mining industry prior to the emergence of the National Union of Mineworkers in 1982. As Flynn ( 1992: 1%) 
describes it: «Instead with five-star rating schemes and creative use of statistics., the Chamber of mines had 
complete hegemony in mining matter.;. saying all was well. There was T1CH)ne to challenge their chums to be wOI'ld 
leaders in the field of safety". 

The 1984 strike was a protest against wage levels as well as demanding that the Wlion. BAMCWU. be recognized. 
They were dismissed for failing to return to y,'O!'k and were forcibly removed from the hostels. (ROM, Inll984) 
ot9 The only action taken by the GME. Mr S .P . BadenhOTSt, was to close down a ' brickworks' that was making 
bricks out of an abandoned tailings dump. He said that "his office had found a number of contraventions of the law 
by brickmakers lUld vendors on the dumps. It is considered the contraventions were conunitted in ignorance and that 
prosecutions would SCI'W no useful purpose". As Phillip van Niekerk (ROM. 1119/1984) conunents "they are the 
only people whom the GME considers responsible fOl' breaking the law in an area of widespread pollution". 

According to the GME the asbestos fields were not covered by the provisions of the Atmospheric Pollution 
Prevention act. (RDM, 11/9/ 1984) There were 00 prosecutions for the excessive dust levels at Penge. In the fil es of 
the GMB. for all asbestos mines, there are only three warning letters and one proposal to prosecute which was not 
carried out (Felix, 1997) 
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du Toit, of the GME's air quality section, had recently published a paper maintaining that a 

figure of 1000 fibres per cubic metre had been recommended by experts as a safe environmental 

level. (RDM, 25110/1984) The environmental readings were thus 20 times higher than this. 

Researchers had already estimated that 200 000 people were exposed$O 

The environmental engineer of GEFCO, Mr D.J. Selles, reported, at the same conference, a 

count of 11 000 fi'cu.m at a mine hostel, and described it as "very high". He maintained, in his 

paper, that the reason for such a high reading in the hostel was <1he workers who still disregard 

company ru1es on hygiene"! Two of the readings taken 100 metres away from the mill showed 

counts of 600 000 and 300 000 fibres per cubic metre. Although he stated that this could have 

been caused by a "still unprotected tailings dump", he answered, when questioned, that "it was 

most likely caused by the mill." (ROM, 2511 011984) 

The response of the mining companies "10 demands for safer and better working conditions from 

their employees have included large-scale victimization, dismissals and strong resistance to 

unionization of their workers". (Arcn & Myers, 1987: 2) As was written by Meyers et al in the 

International Journal of Health Services (1987: 655): "Unfortunately, the historical role of the 

asbestos industry in promoting its self-interest and delaying and obstructing the process of 

regulation at all stages leaves little confidence in its ability to monitor itself with any 

integrity.,,$! 

j() The United States Environmental Agency removed 130 people from their mobile homes in Globe, Arizona in 
1983 - they were evacuated due to their proximity to an old chrysotile asbestos mine and dump, which had been 
covered with soil. (RDM, 7/911984) Far from action being taken in Sekhukhuncland to remove people the opposite 
occurred - people were moved in. Several fanns containing asbestos dumps were sold by US Steel, Turner and 
Ncwall, and Egnep to the South African Development Trust for incorporation into Lcbowa. These farms were "soon 
to be the scene of large scale resettlement by blacks". (RDM, 11911984) Egnep sold Bewaarkloofin May 1984 to 
the S A Development Trust for R2SO 000, and, although vegetation bad been planted on the dump, it was reported 
that "fibres continue to spill onto the rood". (RDM, 1/911984) Black resettlement at Bothashoek., near Penge, 
involved the provision of 330 acres for 3 600 families. (packard, 1989: 274) 
jJ Drs Rodney Ebrlich, David Rees and Yosuf Veriava were subject to such ' obstruction'. Baldwin-Ragavm e t 01 
write in An ambulonct: of the wrong colour (1 999: 29): "Health professionals who sought to achieve redress for 
workers adversely affected by unhealthy working conditions were themselves targets of harassment. Simply 
providin8 a clinical service to workers was in itself seen as subversive enough to attract state harassment. In the 
early I 980s, three doctors who were port of an occupational hea1th team examined fenner workers from an asbestos 
mine near Penge, in what was then the Bantustan ofLebowa. The purpose of the vigit was to identify workers with 
possible occupational disease in order to belp them apply for compensation. Bantustan security forces arrived while 
the doctors were busy examining the workers, stopped the examinatioos and arrested one of the doctors (the ally 
one who was black). The history of labour relations in South Africa is one of collaboration between mine 
management and security forces, aimed at disrupting legitimate labour action. In this particular case a double 
tyranny was visited OIl the ex-miners, first by their wlnerable condition as mine labour, then by local agents of the 
state who were threatened by anything that may ha\1: provided C\--etl small recourse to these miners". 
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'Polluting' the Cancer Research: 

Only three papers on asbestosis. were presented at the 1959 International Conference on 

Pneumoconioses held in Johannesburg. Two of these, however, were extremely significant. An 

important paper by pathologist lC. Wagner, from the Pneumoconiosis Research Unit, was 

published for the first time. It was one of the most important research papers to emerge both in 

South Africa and worldwide. 

Wagner's research dealt with the occurrence of mesothelioma in the northwestern Cape 

Province. Together with a paper by C. A. Sleggs, it was shown that some of these tumours 

occurred in people who had not had. any industrial exposure to asbestos but who were merely 

living in asbestos producing areas. Castleman (1996: 531) writes, .. the full horror of asbestos 

contamination of the environment suddenly became apparent in 1960, with the report that a rare 

form of cancer (pleural mesothelioma) was rampant in the crocidolite mining region in South 

Africa Worldwide attention immediately focused on this rare disease, which became known as a 

signal tumour for asbestos exposure generally". 

Wagner and Sleggs ' surveySl revealed 33 cases of diffuse pleural mesothelioma and indicated, 

for the first time, that environmental exposure to asbestos posed a serious health risk. The 

evidence that 'slight exposure' to crocidolite could cause mesothelioma was now overwhelming. 

Wagner, when traveling in 1958, had discussed his research with other medical experts and 

executives of Cape Asbestos. He wrote: ''The directors of the companies showed some interest 

but assured me that 1 was following a line of research which seemed to them oflittIe value, and 

that I would be advised to follow other lines of investigation. "(Castieman, 1996: 123) Wagner, 

however, called for further research to be done in the crocidolite mining districts, as well as for 

an urgent radiological survey to be done at the amosite mines in Sekhukhuneland. 

51 Flynn (1982: 238) writes, "Wagner's investigations went further. He found unbelievable cooditions at the mines 
and mills in the area. The roads on these huge properties were made of loose asbestos waste. There were great 
plumes of blue dust over the mills. The industry used unlined hessian sacks. cheaper to fill than impermeable ones, 
and every time the sacks were moved and loaded or unloaded, asbestos dust escaped from them. In places, the 
asbestos was separated from the rock by the most dangerous and primitive method, hand labour by women often 
with their babies strapped to their backs. Immense dumps of milled asbestos waste, heavy with fibre, lay open to the 
wind. People who had lived in the area for short periods, or who had simply passed through, were developing 
mesotheliomas. In short, there was a public health disaster on a truly terrible scale in the blue asbestos mining areas 
of the Northern Cape". 
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Suppression of data by research institutions 

The Pneumoconiosis Research Unit's work began in 1960, and showed that "even after the most 

critical re-assessment of the findings ..... people who live or have lived in the areas ofPrieska, 

Koegas, Kuruman and Penge are in danger of contracting asbestosis even though they have no 

industrial exposure to asbestos dust inhalation .... These discoveries now make it imperative for 

both the Department of Mines and the industry to assess present dust control and disposal 

methods and to take immediate steps to attempt to effectively deal with the hazard." (Flynn, 

1982: 239) 

The response of the mining industry was to withd_raw funds for research: "as a result of certain 

deliberations at the end of the first year of the survey, it was decided that the financial 

contributions of the Industry and the Cancer Association would not be renewed". (pRU, 1964: 

3) The CSIRIPRU Report of 1964 was marked «Restricted", and was only available to sponsors 

and those immediately involved in the research survey. The X-ray unit was recalled to the 

Department of Mines, fieldwork ceased, and an attempt was made to discredit the scientists 

involved and to delay pUblication of the findings. The suggestion was made by the asbestos 

mining companies and the Chamber of Mines that publication would be allowed "if the cancer 

hazard was passed off throughout as tuberculosis". (Flynn, 1982: 239) 

As a 1962 report of the PRU explained: "The unfortunate publicity that was given to the survey 

in its early days has resulted in certain mining groups feeling that reference to a form of cancer 

has attached a stigma to the area in which they operate, and that such stigma could adversely 

affect not onJy the future recruitment of personnel for their mines, but even the economy of the 

industry as a whole. While emphasizing that this Unit realizes its obligation to humanity it is 

desired to point out that it will endeavour to continue what is regarded by us as necessary 

research as discretely as possible and with due consideration of all policies which may be 

involved", and any further work "would now be called • An Investigation into Possible Air 

Pollution by Asbestos Dust' with no direct reference to any possible relationship to the term 

mesothelioma". (Flynn, 1982: 239) Or Wagner resigned to continue his work on the relationship 

between asbestos and cancer at the Pneumoconiosis Research Unit in Wales. 
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These attempts, in the 1960s, to suppress research were not the last. A paper by Or Leslie lrwig, 

of the National Research Institute For Occupational Diseases'3, and seven other scientists, was 

read at a New York Academy of sciences conference on environmental hazards in 1978. This 

paper dealt with the risks of contracting asbestosis from crocidolite and amosite and «reached 

the entirely uncontroversial conclusion that.. ... the risks from crocidolite and amosite are more 

or less the same". (Flynn, 1982: 237) For many years an attempt had been made by the asbestos 

companies to maintain that amosite and chrysotile were much 'safer' than crocidolite. 

Dr lrwig's second paper, Mortality from asbestos related disease in South Africa, mentioned 

cancer, and concluded that people «living in asbestos producing areas (but not necessarily 

working in the asbestos industry) died more often than usual from cancer. The New York 

Academy of Sciences, which for years had periodically brought together the leading scientists in 

the asbestos field, was not destined to hear this important paper". (Flynn, 1982: 237) The paper 

was "a relatively uncontroversial scientific paper that demonstrated an excess of cancers among 

people who live in asbestos mining areas". (Flynn, 1982: 238) lrwig, and his co-author, Or 

Hannes Botha, were ordered, by Professor A.I. Brink, President of the South African Medical 

Research COWlcil (MRC), not to read the paper. 

The South African Asbestos Producers Advisory Committee had seats on the advisory panel of 

Asbestos Research Project which was part of the MRC, and was thus in a position to censor 

research. Clearly the mining companies did not want evidence disclosed of the link: between 

asbestos and cancer. The MRC maintained that the paper was denied publication «in the best 

interests of science". (Brink, 1983) The paper eventually fOWld a publisher in the American 

Journal of Epidemiology in 1986. 

As Laurie Flynn (1992: 199) has pertinently put it, ' 'the asbestos companies, besides polluting 

the environment, were now polluting the science of the subject as well". Flynn (1982: 238) 

further comments: "every act of suppression is injurious to the scientific process as a whole. 

From the point of view of the victims of suppression, it has the effect of depriving them of the 

scrutiny, criticisms and advice of other members of their profession, all the more important in 

~ This became the National Centre For Occupational Health (NCOH) 
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this case because there are no other qualified epidemiologists working for the government in the 

field of occupational and environmental health". 

The demands of profit and safety are generally in conflict. The asbestos tragedy clearly reveals 

how the demands of the mining industry, and their profits, determined the research agenda. The 

failure to prevent disease was not a failure that resulted from deficient knowledge of the dangers 

of asbestos. As Baldwin-Ragaven et at (1999: 131) have written, "research findings inconsistent 

with the interests of the state or corporate sector could be manipulated, suppressed or censored, 

while research that was ideologically congruent with apartheid was easily published in the Sowh 

African Medical Journal (SAMJ)".~4 The Truth And Reconciliation Report (1998, Vol. 4: 126) 

in a section on the misuse of scientific and medical information states: 

"Medical expertise and information should be used to heal patients and develop new 
methods of prevention, treatment and cure. They can, however, be used against 
people in destructive ways. Many people view scientific data as ' fact ', although 
taken out of context or misrepresented, such data can be used for unethical purposes 
and have adverse outcomes," 

In the case of asbestos, as will be seen in the following chapters, the suppression of medical 

information has had severely 'adverse outcomes' , Most significantly, the TRe Report (1998, 

Vol. 4: 36) also commented, in the section '1nstitutional Hearing: Business and Labour" H: 

«Mining is, of course an inherently dangerous occupation. However, there appears to 
be some evidence that profitability ranked higher than people's lives - as evidenced 

)01 In 1979 Or Rodney Erhlich was requested to do research examining the socio-economic profile of racial groups 
" in order to contextua1ise the devastating differences in health status" - this was to accompany research by MRC 
epidemiologists Irwig and Wyndham into the inequalities evident in available mortality data. Or Erhlich was ideally 
placed to contribute to such research - he bad a degree in economics and was a medical student. Yet it was not 
destined to be published - "Or Erhlich \\-'as told that the MRC would not permit its publication, because it contained 
too many citations from the South African Institute of Race Relations (SAIRR) handbook. He was also given to 
understand that. in the eyes of the MRC, medical ):I'actitioners who read the SAMJ would be ' put off' by material 
that was seen to be too political. Or Erhlich' s conclusion was that 'the MRC \\-'as governed by conservative forces 
concerned to avoid anything that might be seen as too critical of the status quo' H, (Baldwin-Ragaven et ai, 1999: 
138-139) 
55 It is regrettable that these hearings were not more substantial, The socio-economic legacy of apartheid was 
something of an ' add-on' in the nc process - it was put into what were called " institutional and special hearings". 
An emphasis on reconciliation incorporating socio-econornic redress was present at the beginning of the TRC 
process, and, at the end. The mc's final report did link the socio-econornic and justice agenda's, but perhaps the 
link remains at the level of rhetoric. The actual hearings of the TRC focused almost entirely on the civil rights 
abuses of the security forces and the liberation movements, In other words, the focus was on what one individual 
did to another individual . The institutional hearings on business am labour were over in a few days, Likewise were 
the health sector hearings. TIle TRC clearly did not do enough to establish the ftmdamentaI need for socio-econornic 
redress, Every so often attention is again dra\\fIl to the imperative of socio-eeonornic redress - this was done by 
Constitutional Court President Arthur Chaskalson in his Beam Fischer Memorial Lecture in May 2000, a portion of 
which is cited at the beginning of this dissertation, 
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by the asbestos scandal and the continued use of polyurethane in mines long after 
the dangers had become known. It is regrettable that more details were not 
forthcoming on health and safety issues from the Chamber of Mines or the Anglo 
American Corporation". 

Clearly. for decades. there was no effective restraint in the asbestos mining industry in South 

Africa The delay in the passage of laws to cope with the hazards, combined with woefully 

inadequate government enforcement of the few ' regulations' that did exist, and a conspiracy, by 

company doctors. industry consultants and key occupational health officials, to suppress 

knowledge of occupational health hazards, has resulted in an occupational and environmental 

health disaster. It is long overdue that the individual and community tragedies be counted, and 

that a concerted effort be made to apply proper epidemiological methods. 
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CHAPTER FOUR 

"I LEARN"T FROM THIS TIME THAT ASBESTOS IS DANGEROUS""'­
IMPROVING THE DISEASE PROFILE 

For some areas and periods of history, and especially for the rural reserves or Bantustans 
during much of the period under study, we are often looldng through a glass darkly. 
Occasionally, however, we are able to pierce the darkness created by the biased distribution of 
South African health resources and slatislics and explore, in some detail, the ways in which 
po/ilica/ and economic development have intersected with biological processes. 

(Randall Packard, White Plague, Black wbor, J 989: 2 J) 

The lack of epidemiological data on asbestos-related disease formed part of a far larger lack of 

vital statistics on health in South Africa Baldwin-Ragaven et of (1999: 23) write that "very little 

attempt was made to collect valid and reliable data on births and deaths for blacks" in South 

Africa; the National Health Services Commission of 1945 under Dr Gluckman had noted that 

there were no vital statistics for four-fifths of the population and that "by the 1970s very little 

had changed". They go on to say that Wyndham, in a 1981 SAMJ paper, "noted that neither 

mortality rates for nor the age distribution of the black popUlation could be calculated directly 

from the Department of Statistics reports", (I999: 23) More specifically, Wyndham reported 

"12,1 per cent of deaths for Africans was due to ' ill-defined ' diseases compared to 4 percent in 

Indians and 'coloureds' and 1 per cent in whites", (Baldwin-Ragaven el ai, 1999: 23) 

The poor collection of vital statistics deteriorated as the policy of 'separate development' was 

intensified, and "vital statistics became even more fragmented and less complete. Botha and 

Bradshaw (I 985) examined vital statistics for Africans from 1979 to 1980: symptoms, signs and 

ill-defined conditions accounted for 20 per cent of deaths, and were the primary cause of death 

noted for men and women over the age of 45 years. 11tis proportion was found to be particularly 

" Said by a sixty-five year old man who started working at penge in 1948 at the age of 12. moving to other 
asbestos mines from 1953. and then working again at Penge from 1968 to 1974. He said he was never told of any 
dangers and only learn 'l at the time of a medical examination, which detected that he has asbestosis, in 19%. He 
received RlO 200.00 in compensation He had extensive asbestos corns - embedded fibres - in his bands and feel. 
(Interview, January 2000) 
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high in the Bantustans of Kwazu1u. Gazankulu, Lebowa and Qwa-Qwa". (Baldwin-Ragaven e t 

ai, 1999: 23) Clearly, as Packard (I 989: 21) writes, "the exclusion of the majority ofblack0"om 

the statistical record has been part of an effort to remove black health problems from view:'. 

As has been noted , Slade's work showing a high prevalence of asbestos related disease was done 

in 1930 with little more done in this area for a further 30 years until the constrained, and then 

curtailed, PRU research. Sluis-Cremer", of the same Unit, did two studies in Sekhukhuneland in 

1965 and 1970. He published his autopsy findings on the lungs of 64 "Bantu miners who died 

while working on the asbestos mines" (Sluis-Cremer, 1965 : 230) of the Pietersburg fields58
. 

These miners were, in fact, all from Penge. They had died of either injury or pneumonia and 

other infections, and Sluis-Cremer found an asbestosis rate of 80%. The second study of 139 

deceased miners found a rate of 60%. All the cases had had a significantly low number of years 

of exposure. Sluis~Cremer' s findings are presented in the following table: 

6. Post-mortem findings in Penge miners, 1959 - 1969 
Number Number with Percentage: Mean Age: Mean service: 

Asbestosis Asbestosis Years Ye"" 

1959-64 64 51 80 43 4 

1965-69 139 89 60 45 6 

Source. Sluls-Cremer, 1965 and 1970. 

It is interesting to note that Sluis-Cremer acknowledged that he was "indebted to the secretary 

for Mines for permission to publish this paper". (1970: 233) As Felix (1997: 7) succinctly 

comments, «the repressive influences of mining magnates and a non representative government 

emasculated independent research". Despite the startling findings of these post-mortems more 

than another 20 years were to pass before proper prevalence studies were undertaken in this part 

of the counny. In the period leading up to the emergence of this independent research in the late 

1980s and 1 990s, the only attention paid to the asbestos mines of Sekhukhuneland was that of 

~7 G.K. Sluis-Cremer died of mesothelioma. Asbestos-related disease has taken its toll on the staff of the NCOH as 
well . Or RE.G. Rendall died in 1998 of mesothelioma. He was Head of Hygiene at the NCOH, and, while working 
at the NCOH ' s predecessor the National Research Institute for Occupational Disease (NRlOD), was responsible for 
the preparation of samples of the various types of asbestos being distributed worldwide for animal research. These 
samples were milled at the NRlOD. 
~ The Pietcrsburg Asbestos Fields stretch from Penge in the south,. northwest to Mafefe and further north to 
BewaarkJoof. 
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two investigative journalists, Laurie Flynn and Phillip van Niekerk, whose work has also been 

relied upon in the previous chapter, 

Some indication of disease levels was revealed in 1984 by the Rand Daily Mail. It was 

discovered that while the company GEFCO publicly claimed only 13 cases of asbestosis in its 

annual report for 1982, the mine's internal figures for that period revealed that there had been 79 

cases in that year, and the mine manager' s report commented that there was a steady increase in 

the incidence of asbestosis. The average age of the cases was 44. Of significance was that 10 

cases between 1980 and 1982 were less than 30 years old, and that more than half of the total 

number of cases had worked for less than 10 years. Even more significant was the fact that 

"among those listed as having contracted the disease are security guards, drivers, telephone 

operators, estate labourers and a caddie", (RDM, 8/8/1984) A report by a Penge manager, H.E. 

Fouche, revealed 780 recorded cases of asbestosis between 1973 and 1983. (ROM, 8/811984) 

These recorded cases could be expected to be a small fraction of the actual number of cases, 

Mmafefe: 

At the time of the media attention given to conditions in the asbestos mines, a senior official in 

the GME's office, which had recorded details of mining activity in Mafefe since the 1930s, said: 

"\ didn' t even know Mafefe existed". (Felix, 1991 : 41) The NCOH initiated a study of this 

community. It was "pioneering in its attempt to document, as accurately as possible, ambient 

environmental asbestos levels and the prevalence of asbestos-related disease in a rural area in 

South Africa", (Felix. 1997: 1) It was the first real assessment of the health impact of asbestos 

exposure in the Pietersburg Asbestos Fields, 

This seminal research began in 1987 with a demographic survey, continued with a medical 

survey in 1988, and did extensive aonospheric sampling. The aims were to help to educate the 

community about asbestos, to ascertain ambient asbestos fibre levels in the environment, and to 

record the levels of asbestos-related lung disease in the community. It was found that one in five 

people had had occupational exposure, and the medical survey was extended to assess this 

exposure along with those who had had only environmental exposure, 
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Felix (1991 : 39) describes the skepticism of the community when first approached: "Community 

meetings were held in 1987 to discuss the NCOH's planned work. At one such meeting. when 

the Moshate (community hall) was jam-packed, an old man sprang to the floor demanding to be 

heard: 'Why should we believe in a young ¥lhite woman when the men we worked with never 

warned us against it?m 

In all the current interviews it was repeated over and over that they were not told at the mines 

that asbestos was harmfuJs9
, and that even when given respirators they were not told why it was 

necessary to wear them. They said that they did not know ' until this time', meaning the 1990s, 

that asbestos could cause disease. Many mentioned that they had first found out 'from 

Maandagshoek' that it was the asbestos that had caused their illness. One man said in relation to 

dusty conditions: 'That was how we were working and that was how we thought it should be' . 

Another said, with ironic laughter, 'We used to enjoy singing and dancing on the asbestos 

dumps'. (Interviews, January 2000) 

Environmental contamination 

Zacharia Mabiletje has written about how the people of Mmafefe plastered the walls of their 

houses blue or white, with a mixture of asbestos and cowdung: "The walls shone with this 

serpentine fibre : the killer dusf'. (RamphJele & McDowall, 1991 : 89) Asbestos from the dumps 

was used in bricks for private and public buildings, it was spread on playing fields and roads, 

brought back to homesteads by livestock grazing and lying in the vicinity of the dumps and " in 

the rocky terrain the fine-textured dumps were informal playgrounds for children". (Felix, 1997: 

107) 

The demographic study identified 1 780 households. It appears that asbestos was extensively 

used as a building material: 643 houses were found to be contaminated with asbestos in the 

building materials, 401 had bricks containing asbestos tailings, 461 were plastered with the 

mixture of asbestos tailings and cow dung, and 317 households had a pile of asbestos tailings in 

$!I Tweedale (2000: 141) reports that, in the United Kingdom, • ..... "O!"kers '''(ere also kept in the dark and Turner and 
Newall did little to publicise the health hazards of asbestos. The quarterly staff magazine, Firefly. which was 
launched in 1952. contained no mention of asbestos disease or any health warnings during its entire publication nul 

until 1968. Its pages regularly listed obituaries, many of them workers who had died from asbestosis. Yet this was 
never mentioned, though the company' s internal docwnents allow us in retrospect to fmd a sini ster meaning in 
phrases such as, ' died after a fairly long period of illness'." It is thus not surprising that third world workers were 
·kept in the dark' for another 20 years. 
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their yards. Of the 34 public buildings, 18 were contaminated, including 7 of the 12 schools. It is 

pertinent to remember that this is a mineral that is " indestructible". Roads were repaired with 

asbestos waste, and asbestos on the roadsides was widespread. None of the dumps, created by 

the mines disposing of their waste, were ever fenced. (Felix, 1997) 

The fibre concentrations in the water sources were also fOlUld to be very high. It was shown that 

contaminated clothing could create airborne asbestos fibres , particularly when being washed. It 

was noted that children, on average, were exposed to the highest asbestos fibre concentrations. 

This is significant as medical research has shown a substantially increased risk of developing 

disease the longer the fibres are in the lungs. (CastJeman, 1996) 

The results of the atmospheric sampling survey revealed that 69% of the fibre concentrations 

measured in Mmafefe fell between 1 fJ/ and I Of/I and that "a lifetime in Mmafefe could result in 

a lung burden of amphiboles in excess of llUlg burdens necessary to induce mesothelioma and 

benign pleural disease." (Felix, 1997: 119) The mean ambient environmental fibre concentration 

recorded in Mmafefe in 1988 was 11 .5f!. with 18% oftbe readings higher than 20fJI. 

Through strategic sampling, all the presumably secondary sources of asbestos in public places 

were found to have comparable fibre concentrations to the primary source, that is. the tailings 

dumps. Felix (1997 : 123) concludes: ''the majority of the villages in Mafefe have secondary 

sources of asbestos. Strategic sampling revealed that these secondary sources increase ambient 

fibres concentrations to levels comparable to fibre concentrations recorded in close proximity to 

asbestos tailings dumps". She further concludes that the findings of the environmental study 

suggest that simply "living in Mafefe was sufficient for the development of pleural changes". 

(1997: 141) 

The medical survey 

The medical survey assessed the pleural changes in the adult population exposed, both 

occupationally and environmentally, to amosite and crocidolite. As already noted ' 'this was the 

first time most residents realized the potential hazards of that exposure". (Felix, 1997: 125) The 

random sample consisted of 681 adult participants: 432 women and 249 men. (The larger 

number of women was indicative of absent men either working as migrants or away seeking 

work.) Two radiologists agreed that 291 (44%) ofa group of665 had pleural disease. 
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Prevalence of disease amongst the occupationally exposed group was 52%, while that amongst 

the environmentally exposed group was 34%. Thus one in two of occupationally exposed adults, 

and one in three of environmentally exposed adults in Mmafefe had asbestos-related pleural 

disease. One in ten had extensive bilateral pleural changes. Some of the results of the medical 

survey are presented in the following table. 

7 Ch h h est ra lograpl c anges as reporte db thr 0, d ee rea ers - Mma£ r. 1988 e e, 
Reader 1 Reader 2 Reader 3 

Radiograph Changes: Number % Number % Number % 
Circumscribed plaques 144 22 89 I3 99 15 
Calcified plaques 195 29 195 29 196 29 
Pleural plaques 269 41 247 37 260 40 
Diffuse pleural changes 89 13 99 15 162 24 
Combined pI. changes 287 43 278 42 325 49 
Tuberculosis 63 10 73 11 51 8 
Source: Fehx, 1997 

Most importantly, Felix (1997 : 88) comments, .. the large sample and good response rate to the 

medical survey was such that the results are epidemiologically representative of the Mmafefe 

adult population as well as generalizable to similar villages contaminated with asbestos in the 

Northern Province." She concludes that «in many other villages in the adjacent SekukWliland 

occupationally exposed people would have the profile of asbestos related disease as seen in the 

occupationally exposed group in Mafefe". (1997 : 155) 

The research in Mmafefe, together with the earlier media focus, finally "drew the attention of 

government authorities to the necessity for an asbestos abatement programmed", (Felix, 1997: 

89) It led to the start of the reclamation of the asbestos tailings dumps in 1991 , undertaken by 

the Institute For Ecological Rehabilitation at Potchefstroom University. Their latest report 

(2000) indicates that reclamation work on all the sites aroWld asbestos mines in South Africa 

will cost R95 .3 million. Thus far R34.5 million has been spent by the Department of Minerals 

and Energy. (Asbestos Prioritization Report, 2000) Some sites have been rehabilitated, others 

have been partially rehabilitated and many have had no rehabilitation at all. Work has happened 

sporadically, as and when funds have been available. 

Penge has been ' rehabilitated '.]t was reported, however, by a nurse at the now refurbished and 

public Penge Hospital that a ' fine white dust ' is common inside the building. She maintained 
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that the area was still contaminated, and that people are "taking their chances". (Interview, 

January 2000) The old mine property is far from abandoned; the school appeared well attended, 

shops were open, the mine houses occupied and cattle grazed in the streets and hillsides. 

The present government carries the costs of this reclamation work while the asbestos mining 

companies, who created the problem in the flrst place. are not held liable. Once again costs are 

externalized. The implications of such externalization are summarized by Sachs (1999: 168): 

"1ne illusion that growth can relied on as a positive-sum game could be sustained 
because the costs associated with it remained invisible for a long time. What 
rendered them largely invisible is the fact that they have been successfully shifted 
elsewhere. Indeed, the novelty brought home by the environmental crisis is the 
recognition not that growth injures nature but that unpleasant consequences can no 
longer be kept at a distance. After all, the creation of economic value has always 
been the art of internalizing benefits and externalizing costs. How benefits and costs 
are separated out, and who is able to retain the first while shifting the latter 
elsewhere is obviously a matter of power; it is for this reason that power has always 
been an essential ingredient of value creation. Reaping value is made much easier 
when - mediated through power - a gradient can be established that makes the 
benefits accrue to the center and costs slide ofIto the periphery". 

The costs to the ·periphery' . the mineworkers and the inhabitants of the contaminated rural 

areas, have now been partially recorded by the Mmafefe study. The Maandagshoek Programme 

continues this account of the negative externalities of asbestos mining in Sekhukhuneland. 

The Maandagshoek Programme: 

The foundation data of the Mmafefe study have been expanded through further work in the area 

hI 1991 , during a period of sabbatical leave from the NCOH, Professor Tony Davies 

investigated services available for occupational lung disease andlor tuberculosis in Mpumalanga 

and parts of Northern Province. He concluded that the provisions of the ODMW A were not 

applied. A clinic was initiated in November 1991 at Grootboek Hospital to provide a service for 

ex-mineworkers. It ran for three days each month and was staffed by medical officers from the 

NCOH. This initiative wou1d later be expanded to intensive 6 month programmes in the 

Maandagshoek60 health ward run by Professor Davies. Knowledge of this opportunity for 

60 The Maandagshoek Health Ward is in the south eastern part of Northern Province, in the southern part of 
Sekhukhuneland. Il is almost entirely rural as the small lowns of Burgersfort and Steelpoort are close but are in 
MpwnaJanga. The total population is estimated to be 250 000 and is etlmically homogenous. (Davies et aI, 2000) 
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medical benefit examinations was disseminated by community based committees in Mmafefe, 

Mathabatha and Malokela61
, 

Davies (1992: 3) writes, «however rapidly socio-economic change for the better takes place in 

South Africa, the poorest people will continue to be those living in the ' homelands' , The poorest 

segment of the community is least well served by health and educational services, and in 

addition carries the heaviest burden of disease and ignorance. It may be important to discuss in 

some detail the introduction of effective systems of health care, particularly for chronic and 

communicable diseases, as an essential component of any development strategy," 

The stated intention of the Maandagshoek programme was simply to do what had never been 

properly done before: report cases of occupational lung disease in former miners. A total of 2 

205 applicants for benefit examinations were seen in 1996, with a further 2000 remaining on the 

booking lists that had been compiled by the staff of HC. Boshoff Hospital and surrounding 

clinics, As Felix (1997: 21) states, «the numbers seen represent only a small proportion of cases 

in the district", 

Analysis of data on 770 women showed that over 90% had clinical asbestosis, Of the 761 who 

had been occupationally exposed to asbestos, 80% having worked as cobbers62 on the mines, 

none had been examined since leaving the mines. The average length of service on the mines 

was 10,8 years, Clinical diagnosis of asbestosis was made in 741 (97.4%) cases. Furthermore 

lung cancer was found in two and there were two possible cases of mesothelioma, Of the nine 

women who had had no occupational exposure to asbestos, 2 had asbestosis, and another three 

had pneumoconiosis from other mine work. Only 24 of the 770 women were found to have no 

lung disease. (Davies et ai, 2000) 

It was found that 274 of the women were wido-ws63 of men who, they said, had died of 

respiratory disease . ]t is clear that "the exact prevalence of asbestosis, in particular the more 

61 Random selection of persons from the conununity, and such community based facilitation, is vital in this area as 
no records of asbestos miners., comparable to the TEBA recruitmenl records, are available, (Davies) 
6l Blasled ore from !he mine was dumped and ' cobbers' worked on !he wasle rock heaps, sorting and hammering 
by hand to remove the asbestos fibres, Women who were cobbcrs often had their babies on !heir backs or !heir 
toddlers with !hem. (Interview reports, 2000) 
6J Deirdre Davies writes: "At every clinic wc do. there are a number of widows of miners who died 
WlCOmpensated. While many ha\ 'C quite comprehensive docwnentation, others have none, All say that their 
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severe grades of the disease, will never be known, as we are investigating a survivor group from 

a population for which vital statistics, including death certificates, are non-existent. " (Davies et 

al, 2000) Again it is a case of «history tells us", 

Irwig et ai 's 1979 study showed that 34.3% of white amosite miners in this area, with more than 

15 years exposure, had radiological pleural abnormalities. In view of the fact that black miners 

comprised up to 95% of the workforce and worked in far worse conditions. the number of cases 

diagnosed by the Maandagshoek Programme come as no surprise. 

The Malokela Occupational Health Committee did a follow up study of the occupationally 

exposed cases. and recorded that approximately two thirds were subsequently certified with 

either first or second degree asbestosis by the MBOD. Approximately one third. although 

diagnosed with asbestosis. were not accepted by the .MBOD. A further follow up study was done 

of compensation outcomes in a sample of 173 who had been certified as having compensable 

disease. It was found that only 107 (62%) of these cases had received their financial 

compensation 18 months to 2 years after application was made. 66 were still waiting for 

compensation. Those applicants certified as First Degree received an average ofRI3 924.00, and 

those with Second Degree RJO 266.00. (Mafokane et ai, 1999) 

The Maandagshoek Programme continued for another six month period from April to September 

1998, examining a further I 800 applicants. The total number now seen for these benefit 

examinations, including the monthly Groothoek clinic, is as high as 8000. Once examinations 

are completed. and a diagnosis made, based on a history of occupational exposure, clinical 

findings and radiological appearances, the relevant forms and the x-rays are forwarded to the 

MBOD. The compensation outcomes of this process are variable. Many are rejected as not 

having compensable disease while others are still waiting to hear from the Commissioner. 

The programme is now in its third period running from April to September 2000, and is covering 

Penge and HC. Boshoff Hospitals, Meckienburg Health Centre and four clinics. Professor 

Davies reports that an important improvement in the provincial health service has occurred with 

the appointment of qualified occupational health nurses to posts at Groothoek and HC. Boshoff 

husbands ' returned from the mines coughing' and eventually died of what can only have been respiratory disease". 
(1999, 13) 
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Hospitals, and Mecklenburg Health Centre. The intention of the Maandagshoek Programme has 

been "to report as many fonner mineworkers as possible using the hospital and clinic facilities in 

the area" as there is an "almost inexhaustible reservoir of occupational lung disease in the rural 

areas". (Davies, 1997: 4) A fourth six month programme is planned for 2002. 

Of all the pneumoconiosis cases reported to SORDSA in the first two years of its existence, 

84% originated from the southern region of Northern Province, 67% of all the cases of lung 

cancer with pneumoconiosis originated from the same region. (Sordsa News, December 1998 -

January 1999) The majority of these cases were reported by the Maandahshoek Programme as 

there are only two other SORDSA reporting doctors64 who recorded only 89 out of the 1672 

cases reported from the Northern Province. As Davies (1998 :8) comments: "It is clear that we 

are dealing with a huge problem which has contributed to the extreme poverty in the area. I have 

said in the past that this may be the poorest part of the poorest province, and that we are working 

in the largest reservoir of asbestos related lung disease in the world , particularly among women. 

There is no readily available data to prove or disprove these statements, but both imply research 

opportunities. " 

Closure of the World's Last Amosite Mine - Penge: 

The Griqualand Finance and Exploration Company Limited ' s (GEFCO) Annual Report for 1991 

disclosed that asbestos sales were 26% lower than 1990, and that unsold stock increased 46%. 

The market was, by now, mainly a far Eastern and north African one. It was noted that "asbestos 

production cost increases for the group were kept rather low due mainly to savings on unit costs 

arising from severe rationalization at the Penge Amosite mine". (1991 : 5) The rationalization at 

Penge "worked extremely well and the mine was able to produce at the same level as the 

previous year at a net decrease of some 8% in unit costs", (1991 : 5) 

Chainnan KP. Hart (GEFCO, 1991: 6) wrote that "demand for the group's ampbibole fibres 

remains under pressure from environmental groups and Government authorities in many of the 

major market areas. These actions are in most cases spurred on by the concerted activities of 

6.t Gauteng has 75, Western Cape 39, Kwazulu-Natal 48, Eastern Cape 19. TIle Northern Cape has 3 and 
Mpuma!anga 4. (Sordsa News, Dec. 98 - Jan. 99, Vo! 2 No 4) 
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chrysotile fibre producers who have a vested interest in discrediting amphibole fibres".65 The 

rejection of a ban on asbestos in the US.A.66 was welcomed as "positive for the future of the 

remaining asbestos industries". (GEFCO, 1991 : 7) It was, however, acknowledged that the loss 

of the main market for amosite was "a severe blow to the future of the Penge mine and its 

continued operation in 1992 is in doubt". (GEFCO. 1991 : 7) Planning. in fact, was "in place for 

closure during 1992 should the market shrink to below economic levels". (GEFCO, 1991 : 7) 

Penge still operated at a profit in 1991. and the group results show income at R3.2 million with 

earnings per share at 8 cents. The latter was substantially down from 24 cents in 1990 and 66 

cents in 1989. 

Mining ceased at Penge in 1992 as amosite sales dropped by approximately 50%. The last ton of 

amosite was produced on 26 June. and "all assets pertaining to that operation are currently being 

realized". (GEFCO, 1992: 7) No awareness of the real costs of the levels of asbestos disease left 

behind is revealed in the Chairman's opening paragraph which says that "all that remains after 

nearly eighty years of operation are the memories". (GEFCO, 1992: 5) 

What actually remains is far more than 'memories' of successful mining operations. What has 

been left behind are very high prevalence levels of asbestos-related disease. an increasing 

incidence in the years to come, and a contaminated environment. These costs are not calculated 

in the annual financial statements of GEFCO which record R6.9 million as an "extraordinary 

item" of income, and the "result on discontinuance of mining operations". (GEFCO. 1992: 13) 

The "successful marketing of most of the remaining amosite fibre stocks resulted in a positive 

contribution to profits from the group's asbestos section". (GEFCO, 1992: 5) The group results 

for 1992 show that earnings per share were 7.8 cents with a dividend of 3 cents and that the 

group achieved a profit after tax of just under R3 million for the year. The remaining 'few 

thousand tons of amosite ' were sold in the first quarter of 1993. (GEFCO, 1992: 6) 

The question of safety was dispensed with in the 1991 Annual Report with one sentence: "A 

safe working environment for all employees continues to receive the full attention of the 

" It was claimed in the 1992 AnnuaJ report that ' 'blue asbestos sales suffered frml the depressed state of the world 
construction indusuy and shortage of foreign currency in some major market areas". (Gefco, 1992: 5) No mention 
was made of the rea] reasons - awareness of the dangers of this amphibole fibre and the ban on crocidolite in many 
coWltries. Japan, belatedly, banned the use of amosite in Calcium silicate boards in 1988 (CasUeman, 1996) 
66 Asbestos is now banned in S .... 'Cden, Iceland., Norway. Derunark, Finland, Netherlands, France. Switzerland, 
Germany. Italy, Austria. Poland, Sclgilbtl and Saudi Arabia (Castleman, 1996) 

53 



management".67 (GEFCO, 1991 : 6) The same single sentence covering 'safety' was repeated in 

the 1992 Annual Report, along with a few paragraphs on environmental rehabilitation which 

maintained that Penge would be ' permanently rehabilitated'. (GEFCO, 1992: 6) The fact that 

there had been anything but a ' safe working envirorunent' wou1d be revealed by the Industrial 

Health Research Group's 1992 audit ofPenge. 

The Industrial Health Research Group has undertaken screenings and audits of workers in 

asbestos mines. These were mainly done at the request of the National Union of Mineworkers. 

Over a five year period these audits revealed inadequate record keeping, inadequate 

occupational histories, poor quality x-rays and lung function tests, inadequate training of 

medical staff, varied availability of industrial hygiene measurements and poor information on 

compensation outcomes. Not surprisingly, in view of this long list of inadequacies, a large 

percentage of workers carried a "heavy disease burden". (Kisting et ai, 1997) The prevalence of 

asbestos-related disease amongst retrenched workers in the crocidolite mines of Kuruman was 

found to be 21 to 39%, and 28 - 36% at chrysotile mines. The only amosite mine that was 

screened was Penge at its closure in June 1992. The prevalence rate here was 45%. (lHRG, 

\993) 

The objective of the medical screening of recently retrenched workers atPenge was to determine 

the presence of asbestos related disease on chest radiographs, to evaluate lung functions, to 

document the history of workers exposure to asbestos dust, and to submit those with disease for 

compensation. 

A total of 591 workers had been retrenched. Of these 23 did not have medical records available 

for assessment~ and a total of 568 were reviewed. The age breakdown of these workers is shown 

in the following table. Two doctors with experience in reading chest radiographs for asbestos 

related disease, reviewed medical records that included personal details, exposure histories, 

chest x-rays and lung function tests. The chest radiographs were compared with the ILO set of 

Standard Radiographs for Pneumoconiosis, and the ILO classification was used to grade each 

chest x-ray for both pleural and parenchymal disease. 

67 To be fair, there was also a mention. on the subject of occupational safety. that .. the refurbishing of the mills in 
the Kuruman area included considerable expenditure on dust control". (Gefco, 1991: 6) Nothing more was said 
about occupational health - in an industry that for decades had been regarded as extremely hazardous. 
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Workers, 1992 

60 -66 1.4 

The age breakdown of 565 workers was analysed as ages for 3 workers had been found to be 

incorrect and they were thus excluded from analysis. The mean age was 41.10 years. The 

following table shows duration of exposure, calculated from the time of first employment at 

Penge. Company records were missing or incorrect for 31 workers, and they were thus excluded. 

The mean exposure duration was 14.43 years, more than half had had 15 years exposure, and 

135 had had over 20 years exposure. 

9. Duration of EXDosure in Penile Workers 1992 
Duration of Exposure : Years Number of Workers 

1- 4 92 

5 - 9 78 

10 - 14 66 

15 19 155 

20- 24 77 

25 29 40 

30 - 34 18 

Source. lHRG,1992 

Prevalence oJ disease. An ILO grading of greater than or equal to 4 is considered to be 

established asbestosis. The medical screening diagnosed 208 workers to have asbestosis of the 

lung parenchyma. 89 of these 208 also had pleural disease. 51 were found to have only pleural 

disease. Thus a total of259, or 45%, of the workers had asbestosis. This was broken down into a 

prevalence rate of37% for parenchymal fibrosis and 24.6% for pleural fibrosis. A further 110, or 

19%, were diagnosed as borderline cases. (UiRG, 1992 and 1993) 
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The total number graded at 3, indicating borderline asbestosis, was 137. Of these 27 also had 

established pleural disease and are thus included in the total number eligible for compensation. 

The remaining 110 are regarded as requiring annual follow-up examinations. Importantly, as the 

lliRG (1992: 8) report states in its recommendations, "particular attention needs to be paid to 

those who have been assessed as borderline for asbestos related disease". The parenchymal 

disease results are presented in the following table. 

OP al 1 . rev ence 0 f P arenc m lsease m P e Workers, 1992 eng 
Diagnosis ILO Grading Number Percent 

Normal 2 221 39 

Borderline 3 137 24 

Abnonnal 4 155 27 

Abnormal 5 38 6 

Abnonnal 6 6 1 

Abnonnal 7 5 1 

Abnonnal 8 2 0.4 

Abnonnal 9 1 0.2 

Abnonnal 10 1 0.2 

Source. ll-IRG, 1992 

The lliRG report noted that lung function testing had been done at the mine by the company 

sister every two years. However, none of the measures could be used as «the machine had not 

been calibrated daily and this has produced incorrect tests. Importantly, the 1 second time signal 

was completely incorrect. All measures calculated from time are grossly incorrect". (llIRG, 

1992: 7) 

As regards industrial hygiene data it was noted that the company had kept this data «for many 

years", as well as doing environmental monitoring in the town. The IHRG report was released 

stating that "we have requested this data from the company and are awaiting a response. We 

need this data to evaluate the dose of fibre that has resulted in the disease profile that we have 

seen at Penge". (1992: 8) The Jack of readily accessi bJe industrial hygiene data, or a reluctance 

to pass this data on, indicates that Gefco management was not paying the "full attention to a safe 

working environment" that it claimed in its Annual Reports. 

56 



It was found that the company had submitted 155 cases of asbestosis related disease to the 

MBOD for compensation. The outcome had been 103 compensated, 41 rejected and 11 pending, 

The lHRG identified a further 167 who were eligible for compensation and whose cases should 

be submitted to the MBOD. 

In the IHRG' s recommendations emphasis was placed on "ongoing medical care and 

compensation for workers who become ill from asbestos disease at a later stage in their lives", 

(1992: 8) To this end it was recommended that "each worker should be sent a letter which states 

that they have been exposed to asbestos dust. It should also explain that ex-employees are 

eligible for benefit examinations". (DiRG, 1992: 8) The importance of this, aside from workers 

being poorly informed about the dangers of asbestos, as well as being poorly informed about the 

compensation system, stems from the fact that asbestosis is a progressive disease and one which 

can have a long latency period. Those whose chest x-rays were read as normal or borderline in 

1992 could, and are likely to, find that they have an abnormal reading in the years ahead. 

The Mmafefe research. the Maandagshoek detection programme and the ll-IRG audit of Penge 

all "pierce the darkness created by the biased distribution of South African health resources and 

statistics" (packard, 1989: 21). and give a far better idea of the high prevalence levels of 

asbestos-related disease in Sekhukhuneland. Importantly, as stated by Felix (1997 : 155) 

subsequent to the extensive Mmafefe research. "the results of the demographic, atmospheric and 

medical surveys are generalisable to the villages throughout the Pietersburg Asbestos Fields and 

the three villages linked to Penge mine", TIUs statement has been borne out by the 

Maandagshoek detection programme. 

These belated survei llance programmes have substantially improved on the almost total neglect 

of the area that lasted until 1987, and they have expanded the severely limited data sources that 

were previously available. The doctors involved, however, would be the first to acknowledge 

that such coverage is far from comprehensive in what is increasingly recognised as the <largest 

reservoir' of asbestos-related disease in the world. 
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CHAPTER FIVE 

"THIS IS NOT MY NATURAL BOO¥,,­
CASES OF MORBIDITY AND DEATH 

While the development of capitaUsm may have facilitated an improvement in the general health 
of/he population (as measured, for example, in life-expectancy rates), the health needs a/the 
mass of the population continue to come into frequent conflict with the requirements of 
continued capital accumulation. This produces contradictions which are ultimately reflected in 
historical changes in patterns a/morbidity and mortality. 
(Les/ey Doya/ with lmogen Pennell, The Political Economy a/Health, 1979: 23) 

For those caught up in il, cheap labour was an incredibly costly system. 
(Mahmood Mamdan;, Citizen and Subject, 1996: 228) 

Behind the, now imprOVed, statistical data are individual men and women, and their families, 

who have been pushed into ill-health and desperate poverty. The importance of health cannot be 

over-emphasised. Dr Trevor A Lloyd Davies, Senior Medical Inspector of Factories in the 

United Kingdom has stated, "A workman 's capital is his health - without it he is bankrupt". 

(cited in Castleman, 1996: 839) The case study of this research comprised 22 fonner Penge 

mineworkers of whom 17 were men and 5 women. In one instance the miner concerned was 

deceased, and his widow and children were interviewed. 

The ex-mineworkers ranged in age from 49 to 80. They were all asked about diagnosis and 

symptoms. Medical certificates, viewed in all cases, revealed that they had a/l been diagnosed 

only since 1995. 2 were diagnosed in 1995, 12 in 1996,5 in 1997 and 3 in 1998. All, however, 

had been ill from a much younger age and for a far longer period. Comparing the dates of 

diagnosis to the dates of the start of their illness confirmed the extensive delays in the 

identification of their disease. 

Symptoms were observed in each person and described, by themselves and by other family 

members. These interviews were slower than they would have been in the absence of respiratory 

illness as frequent pauses were required due to breathlessness and recovery from bouts of 

coughing. They were mostly conducted under trees in the yards of their homes. When 
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documentation was fetched from indoors the trip took an inordinately long time. Clearly 

minimal exertion was strenuous. 

The medical identification of their disease is presented in the following table. 1t should be noted 

that the various kinds of asbestosis are frequently defined on MEOD certificates as 

<pneumoconiosis' without further specification as to exactly which kind. The Act itself does not 

specify the different kinds of asbestosis as 'compensable disease' but merely lists 

' pneumoconiosis '. Hence many of those interviewed had <pneumoconiosis ' down on their 

.MBOD certificates. 68 

11. Diaenosis of22 ex-Penee Minewor ers m Se k 
Pneumoconiosis Pneumoconiosis A.1. 
1st Deeree 2nd Deeree 2ndDegree 

13 (59%) 2 (9%) 2 (9%) 

.. 
AP& l: AsbestosIs Pleural & IntersntIal 
AI: Asbestosis Interstitial 

khkh u unelan d , 2000 
A.P. A.P. &1. 
I" Degree I" Degree 

2 (9%) 3 (13%) 

Symptoms observed and described are presented in the following table. The symptoms of the 

deceased miner were described by his wife. He was diagnosed as having asbestosis pleural and 

interstitial in the first degree, and was compensated as such shortly before he died. It would 

appear, however, from the description of his condition, that his disease had progressed to second 

degree, and he should thus have been re-examined, and further compensated if second degree 

had been diagnosed. Furthermore, a post-mortem could have revealed progression to 2nd degree 

asbestosis pleural and interstitial. None of this occurred. 

Number 

68 "PN" , according to the MBOD, refers to ' 'Pneumoconiosis consisting of Silicosis, Coalworkers PnelUIloconiosis 
and Asbestosis" (MEOD, 199912000) The SORDSA project has reported that of the diseases ascribed to asbestos 
79.2% were described as pncwnoconiosis, 6.5% as Chronic Obstructive Puhnonary Disease (COPD) + 
Pncumonconiosis, 5.5% as tuberculosis + pneumoconiosis . 3.2% as pleural plaques, 2.3% as mesothelioma, 1.1% 
as pleural disease and 2.3% as other. The industries from which these cases originated were mining (87%), the 
asbestos industry (8.5%), power stations (1.2%), building and roads (0.9%) and other industries (2.3%). (Scrdsa. 
Auguo>t 1999: 4) 
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It can seen that all suffered dyspnoea and pain. Many described their nights as filled with fever, 

pain and coughing. The only medication in their possession consisted of paracetamol tablets 

(usually the Panado brand), and two had ordinary non-prescription cough mixture. All described 

this medicine, not surprisingly, as being of little assistance in the alleviation of their symptoms. 

One woman, diagnosed with asbestosis in the second degree, was interviewed in the tuberculosis 

ward ofH.e. Boshoff9 Hospital on 26 January 2000, She described this as «the tenth year of my 

illness", Her last work had been on a tea farm which she had left when she was physically 

unable to continue working, Although only diagnosed in 1996 she had been ill with respiratory 

disease since 1990. She had been admitted to the hospital in 1996, twice in 1998 and twice in 

1999, Admittance in December 1999 recorded her weight as 32 kilograms, She was re-admitted 

on 23 January 2000 weighing 30 kilograms, A doctor' s report noted ' extensive pleural disease 

due to asbestos exposure' . and a danger of ' cardiac failure secondary to lung disease', (H.e. 

BoshoffHospital records) She turned 49 on the 15 February 2000. and died at her home in 

Diphale village in Driekop exactly two months later, on 15 April 2000. 

Her work comprised the off-loading of asbestos bags at Marico Minerals Station, a goods shed 

extension ofPenge where asbestos was stored for transport by train. She had also lived at Penge 

mine as a girl, and described playing on the dumps and swimming in the river, adding that they 

' were only girls and didn' t know the dumps were dangerous, The adults didn' t know the dumps 

were dangerous ' , Her mother, grandmother and grandfather all worked at Penge, She 

commented, 'r think my mother, my grandmother and my grandfather died because of asbestos. 

They were working there for a long time and they had the same sickness' . 

A Sample of Undiagnosed Illness: 

Five of the many people who, Wlsolicited, sought the author out had worked at Penge Mine. 

These four men and one woman were seeking assistance. None of them had had chest x-rays but 

now suspected, with the increased knowledge in their communities, that their illnesses had been 

caused by working with asbestos. The woman (55) was working as a cleaner at a local lodge and 

had worked at Penge as a domestic worker, during which time four of her children had been 

Ifl Thi s hospital opened in 1955 as a Missionary hospital, then becoming the Mootrose Mine hospital and 
subsequently a public hospitaL It presently has 150 beds and is seriously Wlder-resourced. It was referred to by most 
as the Maandagshoek Hospital. 
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born. She described the ' first born' as now ' sick and coughing'. Her husband (52) had worked 

' breaking stone' underground at Penge, and was described by her as very ill and unable to work. 

She was extremely thin, coughing intennittently, and said, ' I thought it was Penge when I was 

first sick' . 

The first man (50) had worked at Penge from the age of20 in 1970, packing asbestos into sacks. 

In 1979, while working underground, he was crushed in a rockfall. He described how a very 

large rock had crushed his legs and chest. His injuries had clearly been severe; he had a 

mutilated knee, extensive and very large scars on his legs and back, and a pronounced 'limp' , 

After recovering in hospital and returning to surface work, he was dismissed in 1980 with a 

diagnosis of tuberculosis. His compensation for the injuries sustained in the accident was 

R350.00, He has managed to support his wife and four school-going children since then as a 

painter, However, he described himself as 'always tired and coughing', and fearing that he 

would soon no longer be capable of working. He also described the people in his village, many 

of whom worked in the asbestos mines, as 'not alright. They go slowly, slowly, slowly'. 

The second man (47) had worked at Penge as a cook from 1977 unti l it closed in 1992. He was 

presently working as a gardener at a local lodge. He said he had 'learned from Maandagshoek 

that asbestos was dangerous' but had not had any chest examinations. His comment of 

conditions at the mine in 1992 was that ' even though the dust wasn't so bad then it had already 

condemned us ', He also feared that he wou1d soon lose his job through his ill-health. 

The third man (51) had worked loading asbestos sacks from 1974 until 1979. He did some farm 

work for a few years thereafter, found himself too ill to continue and had been lUlempJoyed 

since. He was emaciated and spoke with difficulty. The fourth man (60) described himself as 

'growing big at Penge' , and then working there ' a long time ' , He had many asbestos ' corns ' in 

his hands and feet. He said he had been unable to continue farm work due to the condition of his 

feet, and his COUghing. He had never had a chest x-ray. 

These people reflected a certain stoicism in regard to their health. They were obviously ill yet 

had not sought medical treatment. May. Woo lard and KJasen (2000) comment on presentations 

from the South African Participatory Poverty Assessment "reliance on a respondent 's own 

perception of his or her health status often leads to biases since better-educated individuals are 
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typically more concerned about their health status and report being sick even if they suffer from 

comparatively minor ailments. In contrast. health awareness among poorer groups is often lower 

and leads to a lower reported incidence of ill-health. despite objectively worse health 

indicators". (May, 2000: 37) These undiagnosed people support this insight. They also gave a 

very real indication of substantial levels of unidentified disease in this area 

'The Hospital at Maandagshoek': 

Dr Mbala Mampunima. Superindentent of HC. Boshoff Hospital at Maandagshoek. reported 

four cases of mesothelioma since his amval at the hospital in 1995 ; the youngest was 27 years 

old and 'he passed away one month after prognosis' . This young man had worked at Penge for 

only four years. At the time of visiting there was one mesothelioma case in the wards. This was 

a man in his mid-thirties who was too ill to be interviewed. Five staff members, two nurses, two 

clerks and a kitchen assistant, who had all once worked at Penge, had I a degree asbestosis. 

Every three months these staff members receive a chest x-ray. and if succumbing to any 

respiratory infection they receive antibiotics. They managed to work 'more or less normally ' but 

experienced a lot of chest pain. Treatment was only symptomatic in that it was the treatment of 

the complications of the disease. (Intervie\VS, 24 January 2000) 

Dr Mampunima described prognosis as variable. He said that some with 1 fit degree could work 

but that this 'depended very much on the type of work ' as in most instances even minimal 

exertion could lead to breathJessness. Those with second degree could be 'breathless at rest' . He 

added that stress can also cause a much faster deterioration in the condition of asbestosis 

sufferers. Good nutrition is very important as 'those with poor nutrition deteriorate faster'. 

The significance of this can immediately be seen - the majority of asbestosis sufferers 

interviewed experienced very poor nutrition; their diet consisted almost entirely of maize meal 

with mogoro, or wild spinach, when available. as the general supplement. Dr Mampunima 

described the people in the area as generally having a very poor nutritional status. This was 

particularly so amongst the children; 'the nutritional status of the children is very bad.' There 

were four cases of kwashiorkor (severe protein deficiency) in children in the hospital at the time 

of the interview, and there were 6 deaths in 1999. He said that in some the cases the 'children 

are discharged and two weeks later they are back' . (Interviews, 24 January 2000) 
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Asbestos fibres in the skin, mainly the hands70 and feet, were described by Or Mampunima as a 

good sign of how long the patient had been working with asbestos. If there are asbestos ' corns' 

the length of time is generally longer than four years. He described problems with the digestive 

system as one of the things ' which can lead us to asbestos disease' . Heart problems were another 

indication. 

A staff doctor, Or David Kgwedi, who grew up in the area and was doing his community service 

after having studied at Medunsa., described the treatment of the patients with asbetsosis as ' only 

palliative. We can only give them cough mixture and painkillers'. He confirmed the perception 

of the area as one of the poorest in the Northern Province. (Interview, 24 January 2000) 

Health Infrastructure: 

Northern province has the fourth highest concentration of people in South Africa. The 1996 

Census gave the popUlation as 4,9 million, and estimated that the population would be 5,4 

million by 2000. It has the lowest urbanized population at 12%, and the third highest population 

density at 42.2 per square km. When selected health personnel are considered, as in the 

following table, Northern Province reflects lower ratios than the national average, comparing 

unfavourably with the rest of South Africa 

13. Health Personnel in the Public Sector - Northern Province & S.A., 1994 and 1998 
( 10000 I ' ) (per , popuabon 

Health Personnel Northern Province South Africa 
1994 1998 1994 1998 

Nurses 21.2 30.6 25. 1 32.4 
Doctors 0.6 1.5 2.5 2.9 
Pharmacists 0.1 0.22 0.2 0.37 
Dentists 0.1 0.06 0.1 0.12 
Source: DBSA,2000. 

There are 49 public and private hospitals providing only 2.6 hospital beds per 1000 people. One 

indication of constraints on resources is that the H.C. BoshoffHospital stopped ante-natal.HlV 

70 The clinical aspects of asbestosis were emphasized by Or Meik1ejohn at the 1959 Pneumoconiosis Conference in 
Johannesburg. He reported in the Proceedings: "A wa-kman refused to be examined. He said be knew quite well 
how to diagnose asbestosis. He took me to the factory and asked the wa-kers to hold Ollt their hands. He picked Ollt 
those with ' clllbbing' and said that these had the disease. I followed this IIp and found it to be correct". (cited in 
Castleman. 1996: 723) 'CIllbbing' refers to the area behind the finger bed (nail) becoming raised and spongy. It is 
indicative of chronic suppurati\~ IllI18 disease. 
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testing in 1998. (Interview. Dr Mampunima, 24/ 1/2000) The incidence rate of certain diseases is 

higher in Northern Province than for South Africa as a whole: the incidence rate (per 100 000) 

for measles is 4.48 for Northern Province and 2.50 for South Africa, and typhoid is 1.83 for 

Northern Province and 0.99 for South Africa (OSSA, 2000) The infant mortality rate is 53.9, 

while it is 41 .0 for South Africa as a whole. 

Tuberculosis has a lower incidence rate at 42. 9~ South Africa has a rate of 206.40. (OSSA, 

2000) However, these official tuberculosis statistics might be far from the real incidence as a 

result of incomplete notification. Davies reports on a 1991 study by Or T.P. Newson at Jane 

Furse hospital which fOlUld 200 cases of tuberculosis between January and September in that 

hospital alone. The official notifications for Lebowa, which had 17 hospitals, was only 360 for 

the same year. 

The district health service 

Two studies have been done of the district health service in Sekhukhuneland. The first of these 

was published by Edginton et al in the SAMJ in 1972. They looked at 538 patients admitted to 

the medical wards over a sixteen month period at the Jane Furse Memorial Mission Hospital . 

Almost fifty percent were diagnosed as respiratory conditions. Davies (1997) notes that, despite 

these findings, along with one case of mesothelioma, this report made no mention of asbestos 

mining in the area which was at the height of its production at this time. 

Reeve and Faulkner carried out a similar study, considering 997 patients, at this same hospital 

over a twelve month period in 1982/83. Of these 489 or 40.8% were admitted for respiratory 

conditions: tuberculosis in 273, 15 with pneumoconiosis alone, and the rest with other 

respiratory diseases. 

Davies (1997 : 10) states, .. there is little doubt that lung disease is a major burden on the district 

medical services and is intimately related to, and inextricably mixed with, the consequences of 

occupational exposure among migrant workers and those employed in local mineral 

exploitation, such as the asbestos mines". 
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Occupational Health Facilities 

The mines are covered by the Mine Health and Safety Act which is administered by the 

Department of Minerals and Energy. Occupational health and safety legislation as a whole, 

however, straddles the Departments of Health, Labour71 and Minerals & Energy. The 

Department of Health is responsible for promoting occupational health. managing the National 

Centre for Occupational Health (NCOH), and for managing the statutory obligations under the 

Occupational Diseases in Mines and Works Act (ODMW A) that relate to health services. The 

statutory obligations require ensuring occupational disease surveillance under the MBOD. It is 

the MEOD which has the responsibility of improving access. Added to the many inherited 

problems which the Department of Health has to deal with is that of a lack of occupational 

health services at provincial, regional and district level. 

Prior to 1994 all benefit medical examinations were centralized at the MBOD in Johannesburg. 

The MBOD Annual Report of 1998/99 claims to have <improved service delivery' through 

' increasing the accessibility of benefit medical examinations in the provinces' through the public 

district hospitals; thus far in the Eastern Cape, Northern Cape and Northern Province. 1t appears, 

however, to still be a highly centralized bureaucracy. Although access in Northern Province has 

improved it still remains severely limited. MBOD examinations can only be obtained in 

Northern Province at H.e. Boshoff and Mecklenburg hospita1s or through one of the three 

authorized private practitioners. The financial accounts of patients seeing these private 

practitioners are sent through to the MEOD. One such authorized doctor in Lebowakgomo is 

only pennitted to do 40 benefit examinations per month, while he receives 40 applicants per 

week. (Spoor, Interview, 3 August) In other words, the MBOD will only accept and pay for 40 

per month while the rest are turned away. 

Or Meyer, a second authorized doctor, said, in a telephone interview on 3 August 2000, that on 

average 20 to 30 people arrived daily at his practice in Pietersburg, and that he had already seen 

76 benefit examination applicants three days into the month. His monthly quota was only 200. In 

1999 his quota was 112 per month. Once 200 x-rays have been done, the others must wait until 

the following month. Or Meyer added that there "was a great demand coming in from the rural 

places" for the benefit examinations which ex-miners were entitled to. He said that in most cases 

71 The Dept. of Labour administers the Occupational Hea1th and Safety Act (OHSA) which excludes the mines. 
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these people had traveled long distances only to be sent home again, and told to return the 

following month. Clearly there is need for more private practitioners to be authorized by the 

MBOO to do examinations72, and for the limit set on the number that can be done to be lifted. 

This need is certainly self-evident in those pans of the country that mined and milled asbestos. 

Or Meyer estimated the asbestosis rate for his practice at 10 - 15%. In other words up to 30 per 

month were forwarded to the MBOD for compensation for asbestos-related disease. Other cases 

forwarded were mostly pneumoconiosis resulting from work on gold mines. The radiologist, Dr 

Piet Van Zyl, said he saw at least one case daily of asbestosis in white patients who had no 

history of occupational exposure. (Interview, 3 August 2000) If there is this level of asbestosis, 

seen while x-rays are being done for other reasons, in white patients not occupationally exposed, 

then it can reasonably be predicted that a much higher incidence exists in black people who have 

been environmentally exposed. 

Jeebhay and Jacobs note that specialist occupational medicine services for public sector patients 

are only present in Gauteng, Western Cape and Kwazulu-Natal, and that the majority of the 

workers seen at these clinics are referred by either private workplace-based occupational health 

services and private hospitals and doctors; only 20% are referred via the public sector health 

services. They write, "While all the provinces provide some form of occupational health service, 

none of them have fully functional occupational health units (with occupational medicine and 

hygiene expertise accompanied by compensation advice service) for public sector patients as 

defined in these documents.7J Dedicated diagnostic and rehabilitative capabilities have not been 

established at regional level. There is however evidence of sporadic occupational health activity 

at district level in some provinces, but this remains underdeveloped". (Health Systems Trust, 

1999:270) 

No provincial specific data with which to assess whether there has been any increased 

surveillance coverage in the historically poorly serviced areas are available from the MBOD. As 

a result, it is extremely difficult to assess whether there has been any improvement in 

72 The 199912000 MBOD Annual Report states: "the MBOD has 75 general practitioners spread across South Africa 
and five privatc hospitals rendering medical examinations on its behalf' (4) 
73 This footnote is my insertion - the documents referred to are Department of Health documents: Repon of the 
Committee on Occupational Health (1996), Occuptltional Health and the White Paper on transformation of the 
Health System (April 1997). 
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occupational health services in specific areas. The SORDSA, however, reveals substantially 

increased reporting from the Northern Province, reflecting the detection efforts of the 

Maandagshoek Programme. 

As already mentioned. the only alternative at the local level for former mineworkers is the 

services of private medical practitioners who ' have entered into an agreement with the MBOD to 

render these services.' (MBOD, 1999) The costs of the consultation and x-rays are covered by 

the MBOD but frequently, in addition to the substantial transport costs that are incurred, these 

examinations can not be accessed due to the number of doctors authorized by the MBOD being 

severely limited, and the number of patients they are permitted to examine being restricted. 

Accessing private doctors outside of the small MBOD pool is not viable in poor rural areas. As 

already noted there are only 1.5 doctors per 10 000 people in the Northern Province, just under 

half the national average. More importantly. consultations with private doctors are beyond the 

means of most ex-mineworkers, as are the costs of x-rays. The ODMW A does state that 

«whenever a medical practitioner in the Republic considers or suspects that any person 

medically examined or treated by him. who has to his knowledge worked at a mine or works, or 

who he believes on reasonable groWlds to have so worked, is suffering from a compensable 

disease, such practitioner shall forthwith communicate to the director his findings at the 

examination, and shall on demand by the director furnish such further information at his disposal 

in regard to the health of such a person as the director may require". (Act 78 of 1973, 33(1» 

The pivotal role of doctors in the diagnosis and detection of occupationally-related disease is 

clearly very significant. They are pivotal in that they decide what is disease, what is disability 

and what is job-related. They also need to be able to inquire into possibly long-forgotten 

exposures to asbestos, and to be knowledgeable of the ODMW A in order to assist those who are 

unaware of their rights. 

If these limited chances of recognition of asbestos-related disease fail in an individual ' s lifetime 

there is one last chance of identification - diagnosis in the form of a post-mortem after death.74 

14 The ODMW A does state that a medical practioner ""ho attends "a deceased person at the time of or inunediately 
before his death, or who has opened the body of a deceased person" and who koows or thinks that the person 
worked at a mine or works, should send the cardio-respira.tory organs ' 'to the bureau or any other place specified by 
the director". (Act 78 of 1973, 34 (2» 

67 



However, as Felix (1997 : 19) writes, "most deceased white miners have post mortems, but no 

follow up system is complied with for black mine workers. In practice, it is general ly only black 

workers who die whilst in employment who have the statutory post mortems". It is admitted by 

the MBOD, in relation to the "cardio-respiratory organs of deceased miners submitted for 

pathological examination", that "the majority of submissions are from the mines".75 (MBOD, 

1999/2000: 16) 

The 22 ex-mineworkers interviewed were ' fortunate' to have, eventually. received medical 

attention and to have been diagnosed. This small redress, however, does not automatically mean 

that compensation is on the way. As will be seen in the following two chapters, the first 

obstacle, that of access to health services for detection purposes, is but the first in a long and 

difficult process that does not always culminate in monetary recompense and, if the 'guaranteed' 

compensation is received, the payment amounts do not approximate a reasonable livelihood . 

15 2 689 " Deceased Certified" cases were reported on J;J the MEOD in 199912000. A racial breakdown is not 
given for these. 124 were certified as 1st Degree, 322 as 2 Degree, and S9 as 1l3. In the pneumoconiosis category: 
S9 were certified for the fmt time with 1st degree, and 3S were certified for the first time with second degree ie as 
"Deceased New Certifications". 1:>eceasOO. Upgraded Certification" of pneumoconiosis (previously graded NCO) 
comprised 25 certified as l ot Degree and 18 as 2nd Degree. Additionally, 29 cases ofmesotbelioma were also only 
discovered on post mortem.. (MBOD, 199912000) These cases were clearly missed, while the miners were a1i·vc, by 
the medical services. Distw-bingly, the MBOD Report comments: "Thc numbers of cardi<>respiratory organs of 
deceased miners submitted for pathological examination to the NCOH is declining. The factors are mu1tifactoral. 
This may partly be due to the declining numbers of active mine workers as well as lack of ' portmortem ' services at 
provincial district hospitals. In some Provinces. certain funeral undertakers have agreed to offer the removal of 
heart and lungs of a deceased former mine "'arker if the family give consent. The MBOD pays R 150 to the service 
provider. The employer is required to remove these organs, with the consent of the family by the ODMWA.The 
majority of submissions are from the mines". (MEOD. 199912000: 16) 
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CHAPTER SIX 

" IT WAS NOT ENOUGH TO CARE FOR MY WHOLE LIFE"­
THE COMPENSATION DISPENSATION 

Adequacyo!compensation has never been a gUiding principle a/British Workmen 's Law. 
Payments thereunder have a/ways been regarded, with some justification as 
contributions wrungfrom employers, who collectively and individually insisted upon the 
'principle ' that the injured workman should shoulder a part of the loss arising from 
circumstances, which. in most cases, were wholly beyond (heir control. 

(A . Wilson & H. Levy, Workmen '$ Compensation, cited in Tweedale, 2000: 59) 

The widow who was interviewed had lived with her husband at Penge for 15 years. She said that 

she was now ill, and, when she had money for transport, she would go to Maandagshoek for a 

medica] examination. Her husband had worked as a clerk at Penge. She had held on to his old 

<dompas' or Reference Book - all the mine stamps, under «Labour Bureau. Efflux and Influx 

Control and Registration", revealed that he had worked at Penge for 20 years: from 12 April 

1958 until 14 January 1978. lllness was the cause of his dismissal in 1978, and he returned home 

to Selala where his wife was with their 8 children. He was 46 and never had a job again. 

She described a life of struggle: <1 trust in god. It is not to say I managed to support. 1 struggled.' 

All of her children except the <last born ' had had to leave school to seek work. Four of her 

children were born at Penge, and she described them as 'playing on the asbestos dumps and 

playing with the sorting'. She was expressed anxiety about her 'third born ' son who is now 

constantly coughing. 

Her husband was 'ill from 1978', and 'very ill from 1986 until his death' at the Jane Furse 

hospital in 1998. She said that she spent most of her time looking after him in the last years of 

his illness: <I had to help him to dress, to wash and to eat. It was like that for five years. ' In the 

years before his death he had frequent, and lengthy. periods of being bedridden. She commented 

that, before he died, ' he lay for six months. You couldn't look at him'. 
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His first examination for itmg disease was at the MBOD in Johannesburg in 1995, some 17 years 

after the onset of his illness. She stated, 'We only reali zed about the asbestos when he was 

examined in 1995'. They had been informed by the Tuberculosis Officer at HC. Boshoff 

Hospital, AJbert Debeila. Certification from the MBOD of a compensable disease was only 

received in October 1997. and compensation some 12 months later. This arrived shortly before 

his death on 20 October 1998. It did, however, enable the family to provide for a better funeral 

than they otherwise would have been able to afford. 

Compensated Cases: 

14. Onset of respiratory Disease, Certification and Compensation Outcomes In ex-Mineworkers 
in Sekhukhuneland 2000 > 

CASE AGE YEAR/AGE: MONTH & COMPEN- COMPENSATION RESO-

NO. ONSET YEAR SABLE AMOUNTS LUTION 

OF CERTIFIED DISEASE RECEIVED TIME IN 

RESP. BYMBOD MONTHS. 

DISEASE (&YEAR 

PAID) 

I (M) 75 1990 - 65 08/ 1996 AI. 2~ RI 9 137.00 11 (1997) 

2 (M) 65 1993 - 59 09/ 1996 Pn. I RIO 200.00 25 (1 998) 

3 (M) 51 1993 - 45 11/1996 Pn. I" R17000.00 27 (1999) 

4 (F) 72 1990 - 62 01 / 1998 Pn. I RI2 922.00 16 (1999) 

5 (F) 67 1990 57 08/ 1996 AP. I". R 5000.00 23 (1 998) 

6 (M) 71 1988 - 59 11 / 1996 AP.& !.I " RI7 175.00 33 (1999) 

7 (M) 78 1990 68 1111996 Pn. 1 R12000.00 24 (1998) 

8 (M) 52 1991 - 43 04/ 1996 AP. I" RIO 340.00 23 (1998) 

9 (M) 52 1993 45 09/ 1996 Pn. I R28000.00 25 (1998) 

10(M) 62 1986 - 49 01 / 1995 Pn. I" R14463.00 10 ( 1995) 
06/ 1996 Pn. 2"" R23141.00 18 (1998) 

I I (M) 61 1986 - 47 03/ 1995 Pn. I" R18347.00 7 (1995) 
11 /1996 Pn. 2nd 

12(M) Died: 1978 - 46 10/ 1997 AP.& I. R1 5000.00 12 (1998) 
66 I" 

.. 
A.I. . Abestosls Interstrhai Pn. : Pneumocomosls 
A. P & 1: Asbestosis Pleural & Interstitial l !it & 2nd : Degree 
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Gender is specified alongside the case number. The table presents the details of current age, age 

at which their illness began, and the date of certification with the 'compensable' disease 

specified. Onset of illness ranged from 1977 to 1993. Details of the amounts of compensation 

received, and the length of time taken for resolution of the claim, are included. It will be seen 

that oftrus case study of22 ex-mineworkers fifty-four per cent had been compensated. 

The details of the table reveal that long periods elapsed between the start of respiratory illness 

and the date of certification with a compensable lung disease. The longest period was 20 years, 

and the shortest 3 years. The average is 7.75 years. This indicates extremely long delays between 

the onset of respiratory disease and eventual diagnosis. All these cases were only examined, 

diagnosed, and subsequently certified by the MBOD, between 1995 and 1998. The failure of 

detection could not be more apparent. 

A further time delay is that between official certification and application for compensation, and 

receipt thereof. The longest period here was 33 months, the shortest 7 months and the mean 19.5 

months. Such extensive delays in payment severely impact on those who are ill and without any 

means of support. 

The time taken for receipt of further compensation for one case subsequently certified with 2nd 

Degree was 18 months. A second case, who had progressed to second degree, was still awaiting 

his statutory entitlement to further compensation some 31 months after his certification date. 

One case was diagnosed with 2nd degree on first examination. Case number 12, undiagnosed for 

20 years, received his cheque shortly before he died. 

Of the 11 cases compensated for I'" Degree, the highest amount received was R28 000.00, the 

lowest R5 000.00 and the average R14 586.09. One further case was classified on first diagnosis 

with 2nd Degree asbestosis interstitial and received R19 137.00. The varying amounts are a 

reflection of varying wages~ the woman compensated R5000.00 would have had her benefit 

calculated on a wage ofR317.00 per month, and the man compensated R28 000.00 would have 

had his benefit calculated on a monthly wage of RI 777.77. Receiving a benefit ofRI9 137.00 

for 21Mi Degree entails a calculation based on a monthly wage of R546. 77. Thus someone 

suffering from second degree asbestosis interstitial received substantially less than someone 

suffering from 1 st degree pneumoconiosis. 
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Uncompensated Cases: 

The following table gives the details of those cases who had been diagnosed, and certified by the 

MBOD, but who were still awaiting resolution of their claims. It gives infonnation on the 

current age, the year and age of the onset of respiratory disease, and the month and year of 

certification by the MBOD with the compensable disease specified. 

RESPIRATORY DISEASE 

DISEASE : 

YEAR-AGE 

Degree 

Pn.- A. P. & 
A. 1. - Asbestosis Interstitial. 

YEAR ILLNESS 

CERTIFIED TO CERT. -

YEARS 

14 

03/1997 8 

10/1997 I 

11 /1996 14 

The range between onset of illness to recognition of disease was 20 years to 1 year. The average 

length of time between illness and diagnosis was 8.9 years. Again, all these cases were only 

recognized between 1996 and 1998. They are still waiting. up to four years later, for their 

compensatory benefit. 

One case, very ill since 1990, diagnosed in 1996 and certified by the MBOD that same year, 

died waiting for her cheque. FOrty-six percent of the case study, although certified, have not 

been compensated. It should be noted that there are more women in the uncompensated group 

than in the compensated group; four as opposed to two. 
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Compensation Benefits: 

The ODMW A No 78 of 1973 as amended, covers a defined category of compensable diseases, 

and is applicab le only to ' risk work ,76 at a controlled mine or controlled works. No benefit is 

paid to those diagnosed as having less than 10% impairment As stated in the introduction, first 

degree relates to 10- 40% impairment and second degree to over 40% impairment The act is 

based on a ' no-fault' principle which means that even if the disease was caused by the 

negligence of the mineworker, for example, by not wearing a respirator when instructed to, he is 

still entitled to compensation. The amounts involved are calculated according to a fannula, and 

are based on the salary earned by the claimant In terms of ajob held many years previously "his 

earnings shall be calculated on the basis of the earnings that he would probably have been 

earning had he stiU been performing risk work". (ODMW A, 1.56, 80B) The defining aspect of 

the ODMW A is that the amount of compensation calcuJated has a fixed relationship to wages. 

This is highly discriminatory in that different benefits will be paid out for the same disease. 

Wages. It should be noted that the wages of black mineworkers are on average 30% lower than 

those in manufacturing. The present average wage for unskilled workers in the mining sector is 

R770 per month. However, differences between the wages paid by different companies are 

enormous. In 1995 the highest wage for unskilled mine labour was RI572 and the lowest R232. 

As Torres et af (May, 2000: 77) state, ''the wage gap in the mining sector is 68% higher than the 

average wage gap in the country". The consequences of such wage differentials will be seen in 

the compensation amounts paid out for lung disease. 

The lower wages paid on the asbestos mines compared to the gold mines can be seen when 

comparing the compensation amounts. The average compensation amount for I - degree 

pneumoconiosis in gold miners is R22 888.00, and for 2nd Degree R45 505 .00 (White, 1997) 

The average amounts for asbestos miners are RI3 924.00 and R30 266.00 respectively. (Davies 

et 0 /, 2000) In this study the average amount for asbestos miners for I - degree is R14 586.00. 

One-sum benefits are calculated in accordance with a statutory formula: (A x 12) X B, in which 

" An represents the person' s earnings, but not exceeding an amount of R2000, and "B" 

represents-

16 All work on asbestos mines is regarded as risk wo rk:. 
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(a) in the case of a person who is found for the first time to be suffering from a compensable 

disease in the first degree, 1.31 

(b) in the case of a person who is found for the first time to be suffering from a compensable 

disease in the second degree and -

(i)who did not previously become entitled to any benefit in terms of this Act, 2.917 ; 

(ii)who previously became entitled to a one-sum benefit in respect of a compensable disease in 

the first degree, 1.607 (ODMW A, 1.53,80(2).) 

It can be seen that the maximum payable for second degree, at the ODMW A limit ofR2000 per 

month, would be R70 008.00, the equivalent ofless than three years wages. For first degree the 

amount is only 1.31 x annual salary. This is in effect less than 16 months wages. The Act states 

that the minimum benefit in accordance with subsection 80(2) is an amount of R7000.00. It 

should be noted, once again, that there is no allowance made for dependents, for future medical 

costs, or for pain and suffering. 

There is a large range of disability between those classified 40% disabled and, for example, 

those who might be 90% disabled. They will get the same amount. These compensation amounts 

do not even closely proximate the damages actually suffered for they compensate merely for a 

limited period of loss of earnings. Such lump sum payments of low amounts point more to the 

reality of paying a minimal amount. and then 'washing one' s hands' of them. Furthermore, as 

Tweedale (2000: 59) writes, "compensation paid to sick workers either by industries or by the 

state has never fully compensated the victims of industrial disease. fudeed, one might say that 

the whole idea of • compensation ' is misconceived: for how can anyone be properly compensated 

for the loss of their health or life?" 

Duncan (1995 : 63) writes that "compensation was supposed to bolster the impression among 

prospective migrant workers that they would be well looked after in the mines and labour areas", 

and ' 'would also counter fears of living out a useless life in miserable penuI)' after sustaining an 

injury or contracting an incurable disease". The compensation laws, including the Miners 

Phthisis Act, were "a cornerstone in the state' s attempt to limit the ' violence' which the 

capitalist class inflicts upon the working class, and in the process preserves what David Harvey 

has called the 'happiness, docility and efficiency of labour' . Official ideology presented these 

laws as promoting all these at once. However, as officials themselves tacitly admitted over the 
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next few years, the law afforded only a minimum of relief to black mineworkers". (Duncan, 

1995: 65) 

Although writing of the period to 1948 these statements still apply today. In spite of the removal 

of racial discrimination from the Act, a life of ' miserable penury' is the reality for the majority 

of sick asbestos ex-mineworkers. White (1997: 20) comments on the amendments of 1993: 

"These changes nominally brought to an end a century of racial discrimination in the 

surveillance and compensation for occupational disease of miners. Although the ODMW A is no 

longer racist in its context, it is worth noting that minimal provision was made to make amends 

for the past failings of the ODMW A system. Furthermore the basic structure of this 

compensation system, administered and funded by the DoH, remains unaltered". 

Compensation procedures and administ."ation 

Aron and Myers (1987 : 20) have written that .. the level of proof required to obtain compensation 

for an ARD may be interestingly compared with the level of proof required from industry in 

demonstrating compliance with safe working conditions. Such conditions in South Africa are 

neither legislated nor regulated by the State, neither are industrial hygiene measures in routine 

operation in all places where asbestos is used. Proof of safe working conditions is very seldom 

required and such legal requirements, as there are, are inadequately policed, whereas proof of 

workers compensation is invariably rigorous". 

Firstly, it is necessary for ex-mineworkers to be aware of their rights under the ODMW A. 

Secondly, they must then be able to access a medical examination as their claim must be 

adequately supported by medical evidence. The lack of occupational health infrastructure 

severely impacts on access, and "for the majority of former mineworkers access is still de jure 

and not de facto as occupational health screening facilities are still almost entirely based in the 

areas in which white workers have historically lived and not in the migrant labour sending 

areas". (Trapido et 01, 1998: 27) Of crucial significance is the fact that medical and legal 

knowledge remains in the hands of too few people. 

If the obstacles of a lack of knowledge and the inaccessibility of medical services are overcome, 

and a diagnosis is acquired, then documentation and x-rays can be forwarded to the MBOD. 
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The Medical Certification Committeen then determines whether the applicant is suffering from 

a compensable disease's, or a non-compensable disease, and issues a Certificate of Finding 

which is forwarded to the individual concemed79
, and "only to the CCOD if compensation will 

be necessary". (MBOD 1999/2000) 

The Compensation Commissioner for Occupational Disease (CCOD) controls and manages the 

compensation fund . Supplementary documentation in the fonn of proof of employment must 

also be provided. All correspondence is between the claimant, the MBOD and Compensation 

Commissioner under formal procedures. This externalizes the compensation process and 

distances companies from any correspondence with claimants. 

The supplementary documentation required is one of the major stumbling blocks in the 

administration of compensation payments. As discovered in Sekhukhuneland, very few people 

have proof of employment on the asbestos mines. Many people spoke of how their ' labour 

history ' was stamped in their ' dompas ' or reference books (' pass books') but how these had to 

be handed over, and were subsequently destroyed by the previous government, when 

Identification books were issued. One man who had held on to his ' dompas' described it as 

having been eaten by insects, a not uncommon problem, amongst others, in the attempt to 

maintain paper in the rural areas. With the destruction of these ' reference books' whole ' labour 

histories' disappeared. Women often did not even have a ' pass book', and if they did they were 

n Made up of not less than five doctors appointed by the Minister of Heal~ roe of which is nominated by 
employer bodies and one nominated by employee bodies. The director of the MEOD acts as ex-officio chair. 
78 "compensable disease" means 
(a)pnewnoconiosis; 
(b)the joint condition of pneumoconiosis and. tuberculosis; 
(c)tuberculosis which, in the opinion of the certification committee. was contracted while the person concerned was 
perfonning risk work, or with which the person concerned was in the opinion of the certification committee already 
affected at any time within the twelve months immediately following the date on which that person performed such 
work for the last time; 
(d)perrnanent obstruction of the airways which, in the opinion of the certification committee, is attributable to the 
perfonnance of risk work; 
(e)any other permanent disease of the cardio-respiratory organs which in the opinion of the certification committee 
is attributable to the performance of risk woc~ or 
(f)progressive systemic sch1erosis which, in the opinion of the certification comminee. is attributable to the 
perfonnance of risk work; or 
(g)any other disease which the Minister, acting on the advice of a conunittee consisting of the director and not 
fewer than three other medical practitioneJ'3 designated by the Minister, has, subject to the provisions of subsection 
(2), by notice of government Gazette declared to be a compensable disease and which, in the opinion of the 
certification conunittee, is attributable to the performance of risk work at a mine or wocks." (Occupational Diseases 
In Mines and Works, Act No.78 of 1973, Fourth edition, 1999, 1.3) 
19 Strangely described as ' 'the client" by the MEOD. (MBOD, 1999/2000) A copy is also forwarded to the "service 
provider". 
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generally not filled in. This research found, however, that people recalled their <labour history ' 

with ease and accuracy, and many quickly ran through the mines and the years in which they had 

worked. 

As Davies reports, ' many hundreds' of individuals who have been certified by the MBOD as 

having ' compensable disease' are denied compensation payment on the grounds that they are 

unable to ' prove' their mining service. Yet they simply never had documentary proof of their 

employment to attach to their medical records in the first place. The majority of miners, 

particularly in the asbestos mining industry, did not receive certificates of service. 

Mr Jabu Mdluli, Compensation Commissioner for Occupational Diseases, commented that 

'there is this issue of labour history. The Act is prescribing that we only pay people who have 

been exposed to risk work. We had a problem where there are mines which have long closed, for 

instance in those particular areas which you have visited.' He emphasized that the Act is strictly 

referred to when assessing claims. Affidavits made with magistrates regarding employment at a 

particular mine, were accepted for a short period and then discontinued. The Commissioner is 

now working with a list of employees provided in June 1999 by Griqualand Exploration and 

Finance Company Limited (GEFCO) and African Chrysotile Asbestos (AeA). It is a list of 

some 80 000 people. (Interview, 23 February 2000) 

The legislation that pertains to land claims admits oral evidence that is heard and evaluated. The 

problems with documentary proof of land ownership have been recognized. This is not being 

considered in the case of mine employment although one could argue that it is an analogous 

situation. 

The Commissioner is of the view that mine employment 'is different' and that 'it's very clear 

that oral evidence cannot be admitted '. The reasons given were generally that there is a great 

deal of 'corruption' and dishonesty, and that people 'were told what kind of evidence to give by 

quasi-legal representatives.' The prevailing view from the Commissioner and his deputy 

appeared to be that the rural areas are inundated with dishonest people. It was maintained that 

when affidavits were admitted as evidence of employment there were many fraudulent claims. 

This perception was far removed from a general sense of honesty, and accuracy, gained during 

fieldwork in Sekhukhuneland. 
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If asbestosis is diagnosed, however, there is only one possible cause - exposure to asbestos8o. 

The only distinction that could possibly be made is that between occupational and environmental 

exposure. It is "a distinctive disease. both radiologically and pathologically. The clinical 

findings are also distinctive enough that the diagnosis can usually be made on the basis of an 

adequate occupational history and chest x·ray, other causes having been ruled out with 

reasonable medical certainty. Asbestosis is caused by one thing only - breathing asbestos". 

(Castleman, 1996: 402) In other words, if a person is suffering from asbestosis and they have no 

history of occupational exposure then they most certainly have been environmentally exposed to 

asbestos. 

There is no compensation for those with "bystander" or «environmental" exposure status. This is 

highly questionable in South Africa for ' ''the majority of 'environmental' cases are due to 

localized industrial activity and not general pollution, due to decades of widespread asbestos 

/ use. In other words an attributable workplace can often be identified".8! (Rees, 2000: J 3) As 

Castleman (1996: 53 1) so aptly puts it, "this tragedy is best understood as an outgrowth of the 

failure to take the appropriate precautions in the workplaces where asbestos was used and long 

known to be a mortal threat to those using it". (1996: 531) Importantly, in view of the fact that 

an attributable source of asbestos can usually be identified, this is "a factor which should change 

our approach to financial compensation". (Rees, 2000: 14) 

Compensation is also denied to those who were employed under the age of sixteen. As Mr 

Mdluli remarked: 'That's unfortunate because for each and every administrative issue you 

consider the Act, and that is operating outside the Act'. Clearly the Act is read vel)' narrowly 

and perhaps what is ' unfortunate' is the Act itself. The Commissioner pointed out that a lot of 

women worked for contractors, and were thus not directly employed by the mines. The 

ID "We now recognize that the threat to life from breathing asbestos extends in some degree even to individuals 
only slightly exposed to the dust. We also know that levels of exposwe insufficient to pnxlucc asbestosis can 
nonetheless cause cancer; moreover, the exposures that can cause asbestosis are not as great as once imagined; on 
the continuwn of risk were, roughly speaking. the asbestos handling workers ('direct ' occupational exposure), 
others who worked nearby but did little or no work with asbestos themselves ('indirect' occupational exposure), 
asbestos workers' family members (household contact exposure), and neighbours of sources of asbestos air 
~lIution and solid wastes. " (Cast1eman, 1996: 516) 

I In 22 cases of "environmental" mesothelioma in South Africa 9 had lived near a mine mill or store of asbestos, 6 
had lived with a relative who worked 011 an asbestos mine 8Dd 6 had spent time in ntining districts. (Rees, 2000) 
Rces (2000: 14) notes that "this pattern is also found elsewhere". In Winenoom, Australia (the only place other than 
South Africa where crocidolite was mined) 27 cases of mesothelioma caused by "environmental" exposure were 
fCpOrted by 1993. 24 ofthesc 27 had lived with an asbestos worker. (Rees, 2000) It is most notable that the nwnlx:r 
of Australian cases is significantly lower than the number of identified South African cases. 

78 



Commissioner stated that 'the source of our payment is levies, so if levies were not paid by 

them, how can we expect the government to pay? Where is the money coming from? ,82 

(Interview, 23 February 2000) 

A prevailing issue is that of the backlog of claims. Mr Mdluli noted that there was a backlog of 

12 000 unprocessed claims when he started in 1997; something that was described as a 

consequence of the 'manner in which the Compensation Commission was functioning ', the 

history of his office having 'been to serve the white miners on the Reer. There has not, 

however, been any staff increase, and the number of clerks remains at ten . Statistics are difficult 

to access, and only give total numbers under the different categories of compensable disease 

with no indication as to which mines the cases are coming from. It was maintained that not 

many cases are refused and that when they are it is generally because of insufficient infonnation 

provided and a 'failure to respond to reminders'. Computerisation, however, is presently 

underway and a 30-day target has been set for the processing of applications which are being 

received at a rate of approximately 50 per week. 

The Need for a Review: 

Lewis and Jeebhay (1996: 439) state that there is an ' urgent need' to review the ODMW A for 

''this Act provides mineworkers with less compensation for occupational disease than is 

provided to their fellow workers in the manufacturing industry by the Compensation For 

Sl Levies are the same for all mines according to the mineral mined; all gold mines pay the same amount of 3% per 
shift worked, coal mines 24c pet" shift worked and asbestos mines R2.34. (ODMWA, Government Notice,23 
October 1998) In other words, levies are standardized and are nOl. based on particular dust levels indicating 
increased risk at different mines. The Commissioner stated that there are no longer- Inspectors to monitor dust 
levels., and that the Risk Committee, which measured dust levels and made recommendations on levies, generally 
only in the gold mines, was disbanded in 1996. Previously the Commissioner would recommend to the Minister of 
Minerals and Energy that there be an increase in levies on the basis of recommendations from the Risk Committee. 
In response to a question as to whether this system, with standardized levies for all mines, encourages negligence, 
the Commissioner replied that it was ' oot about penalizing but rather about negotiating where there is more c0-

operation from management'. (Interview, 23 February 2000) This would indicate that ' self-regulation' continues. 
Those mines that are closed no longer contribute any revenue to the ODMW A fund - asbestos claims are now 
funded from general revenues which are supplemented by the State. 

The State pays for the fuU cost of the administration of the compensation scheme under the ODMWA. In 1997/98 
the ODMWA Compensation Office, the MBOD and the Pathology Division of the NCOH received Rl5 million 
from the DoH to cover these administration costs. The State coo.tribution to cover those who contract diseases at 
mines which have closed, as well as those white and coloured mineworkers who were entitled to a pension befoce 
1973, was R12.7 million in 1997/98. It was a R4 million decrease on the previous year. (Benjamin & Greef, 1997) 
These are substantial costs that are bome by the State and oot by the mining companies. The costs of administering 
COIDA are bome by the COIDA Compensation Fund. With regard to the ODMWA it is clearly a case of State 
subsidization of the mining industry. 
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Occupational Injury and Disease Act of 1994 . (COIDA) The need for a review was identified in 

both the African National Congress Health Plan and the RDP. This is the inevitable result of 

fragmentation of compensation legislation, jurisdiction and service provision between two 

government departments, which have not co-operated in the past". It is clear that "there are 

certainly no hea1th related reasons for a special dispensation for miningn, (AbduUah el ai, 1994: 

133) Benjamin (1995: 84) writes that ''this Act's benefits are worse than those paid under 

COIDA - no pensions are paid to sick miners or their families",83 

Racial discrimination has been removed from the Act thereby redressing the massive disparity 

between the amounts paid out to black and white miners, and admitting black mineworkers into 

the 1 III and 200 Degree distinction (previously there was only one category of disease for black 

mineworkers) but the amendments remain those of " inconsistent tinkering". (Abdullah et ai, 

1994: 133) Those classified as having disease of less than 10% are now excluded from 

compensation. The amendment has thus raised "the threshold for compensability", (Abdullah et 

ai, 1994: 133) As can be seem by the lump sum payments that are in a fixed relationship to 

wages eamed, discrimination continues against low wage earners. It is also of considerable 

concern that lung cancer in asbestos workers remains excluded from the limited list of 

' compensable ' diseases. 

There is little flexibility in the guidelines for diagnosis and certification, and ' stringent criteria' 

results in many claims being rejected, as well as causing lengthy delays for those accepted. 

Garisch (1984: 10) noted that ' 'the application of unreasonably strict criteria for the 

establishment of causation of an occupational disease" contrasts with the fact that "employers 

are subject to the duty of providing protection only as is 'reasonably practicable'. It is 

internationally accepted that claims of this nature should be subject to the principle of balance of 

reasonable probability", In other words, the "establishment of causation should only be required 

83 COIDA which replaced the Workmen' s Compensation Act in 1994 established a tripartite compensation board to 
advise the Minister of Labour and the Compensation COllunissioner, Provision is made for employers to pay 
workers for the first three months of a temporary disability, as well as the provision for receipt of up to 75% of 
earnings during a temporary absence of up to 2 years. Permanent disability is assessed by the ' meat chart' 
percentage system with those aoo\'e 3QOIo receiving pensions. (a Iwnp swn is paid for lower than 3QOIo disability) 
100% disability, eg paraplegics, receive pensions equal to 75% ofthcir earnings. Widows receive 8 pension equal to 
300/0 plus 15% for each of the first three children. (Benjamin. 1995) These better pension benefits are qualified, 
howeYel', by the fact that COIDA remains wage based. Benjamin (1995: 82) writes that "suggestions for rcfonn 
have been either to have a higher percentage for lower paid workers - for instance, 900/0 for workers earning below 
RI (X)() - or a minimum benefit that all workers would receive regardless of their earnings". 
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as far as is ' reasonably practicable .. ·. (Garisch. 1984: 10) The "onus is on the claimant to 

provide the evidence" while "the employer and the fund enjoy the benefit of the doubt". 

(Gari,ch, 1984: 11) 

Although the amendments do provide for court authority to overturn decisions of the 

certification committee and the commissioner. this is hardly accessible as a means of redress for 

those who have battled to access a simple medical examination and the official detection of 

their disease in the first place 84 . 

Inadequate lump sum payments. or no payments at all, do not redress income loss for people 

without any other means of subsistence. The system pushes those suffering from asbestos­

related disease below the poverty line. Consumption needs are not met, health care is virtually 

non-existent and misery is reproduced. The asbestos mines made use of the able-bodied, 

destroyed their health and left the burden of providing for them to the rural areas where it has 

largely remained hidden from public view. The mines also left extensive environmental damage. 

While the environmental pollution originates from the same source as the occupational 

exposure, those affected remain without any means of redress. 

The conditions that existed in the asbestos mining industry in South Africa, the almost entire 

lack of health services in the areas in which the ex-miners live, and the legislation relating to 

compensation have resulted in severe social exclusion for thousands of people. Compensation 

claims are decided by an administrative agency wherein lie many procedural obstacles which 

stall, and deny, the processing of claims. The legislation is clearly in the interests of business, 

and has been used to control the costs of occupational lung disease. The costs to the mining 

companies, in the form of levies paid to the fund, are insignificant and they have effectively 

escaped liability. The compensation system does not compensate for the fact that someone will 

never get a job again, and it does not provide the resources needed to proximately repair the 

damage. Importantly. the system as it stands could lead to increasing levels of social exclusion 

for, as was concluded by Felix (1997: 156), '<the consequences of past and continued exposure" 

to asbestos "will be with us for decades". 

IJ.I Benjamin (1992: I) writes, in the cmtext of the COIDA, that «the extremely low number of objection hearings 
stems from a general ignorance of rights in terms of the Act, the low level of public interest and the lack of expert 
agencies to assist workers in prosecuting objections". This statement certainly applies. verbatim. to the ODMW A as 
well . 
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CHAPTER SEVEN 

"WHEN THERE IS MONEY I BUY80KG'S"­
SOCIAL EXCLUSION IN SEKHUKHUNELAND. 

The spectre of unemployment and poverty which stalks these lands is grim. And it is 
directly related 10 the pattern of capital accumulation in the sub-continent which has left 
some areas with less capacity /0 generate jobs within certain geographical limits than 
they had before the process began. 
(Francis Wi/son, Mineral Weal/h , Rural Poverty, 1985: 28) 

It 's always the same phenomenon: powerfol people in small numbers no longer needing 
the labour a/others, while those others can get lost and lake their states a/mind and 
their health reports elsewhere. Alas. there is no elsewhere. 
(Viviane Forresler, The Economic Horror, 1999: 34) 

- . -
Northern Province has the second highest unemployment rate in South Africa. Only 42.6% of its 

potentially economically active population participate in the formal labour market. It is 

calculated that a further 11.5% participate in the informal labour market. The national average 

for the formal labour market is 57.3%, and 8.9% for the informal labour market. (OSSA. 2000) 

May (2000: 2) writes: 

«the inability of many to satisfy their essential needs while a minority enjoys 
extreme prosperity stems from many sources. The specificity of this situation in 
South Africa has been the impact of institutional discrimination. Colonial and Union 
government policies directed at the extraction of cheap labour were built upon by 
apartheid legislation. The result was a process of state-driven underdevelopment that 
encompassed dispossession and exclusion for the majority of South Africans. An 
important outcome brought about by these policies was the loss of assets, such as 
land and livestock, and the simultaneous denial of opportunities to develop these 
assets through limiting access to markets, infrastructure and education. As such, 
apartheid, and the legislation and institutions through which it was implemented, 
operated to produce poverty and extreme inequality." 

A memorandum of 1943 from the Native Affairs Department to acting prime minister, lH. 

Hofmeyr is cited by Delius (1996: 56): <'Rightly or wrongly the SA policy has been to give the 

native a little land, not sufficient to make him independent of the labour market but sufficient to 
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enable wages to be fixed on the assumption that the native' s earnings are augmented by what he 

gets from the land", However, earnings were never adequately ' augmented' by what was 'got on 

the land' , And what was 'got from the land' became less and less as the years passed, 

Between 1970 and 1985 the official population of Sekhukhuneland more than doubled. It rose 

from 162889 in 1970, to 377 140 in 1985. (Delius, 1996) This was caused mainly by in­

migration from white fanns. a result of the evictions of labour tenants, and by forced removals 

from 'black spots' . It is pertinent to note that far from people being moved out of asbestos 

mining areas, as happened in other parts of the world, people were moved ings. Several farms 

containing asbestos dumps were sold by lNC's to the South African Development Trust for 

incorporation into Lebowa, and were "soon to be the scene of large scale resettlement by 

blacks". (RDM, 1I9/1984) Bothashoek near Penge provided 330 acres for 3 600 families. 

(packard, 1989) 

The increasing land shortage resulted in up to 40% of households being completely landless by 

the early 1980s, (Delius, 1996) Consequent on the land shortage was a severe reduction of cattle 

ownership, and goats started to dominate the stock herds. This not only resulted in the loss of the 

meat and milk supply but also in the loss of draught power. Decades of change in the rural 

economy saw almost all becoming reliant on cash as the "fragmentation of fields and 

landlessness mounted with each succeeding generation", (Delius, 1996: 145) 

Reliance on remittances extended, in the 1960s, to the additional reliance on pensions. OeJius 

(1996: 151) writes that " in many villages in the early 1980s, pensions which amounted to R30 a 

month were second only to remittances in overall significance for household income, while land 

and livestock Jagged even further behind". 

It is all too obvious that Lebowa was a ' dumping ground' . Delius (1996: 3) summarizes this: 

"Dispossession and a cheap labour system was the basis of the South African political economy. 

The 'reserves ' constituted the shock absorbers of South African industrialization. They bore the 

burden of nurturing new generations of migrant workers, sustained their families during their 

long absences from home and cared for those discarded by the mines and the factories - the old, 

S!I See footenote No.50 
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the disabled and the dying. Warnings were sounded from diverse quarters that this was taking a 

terrible toll on these cornmWlities and that economic, social and ecological disaster loomed." 

The numbers of 'disabled and dying' have been swelled by those who were employed on the 

asbestos mines. 

'Economic and social disaster': 

The percentage of households living in poverty in the Northern Province is the highest in the 

country at 61 .9. The percentage of individuals living in poverty, again the highest in the COWltIy, 

is 69.3. And the poverty gap86 as a percentage of GDP is the highest of all the provinces at 21.4. 

Thus the depth of poverty is the greatest in the Northern Province. The percentage of children 

living in poor households is 60.9. (May, Woolard and Klasen in May, ed., 2000) The poverty 

line is R352.53 per adult equivalent. The ' ultra~poor' poverty line is Rl93.77 per adult 

equivalent. 

The unemployment indicators for Northern Province are much higher than for South Africa as a 

whole. Northern Province's total unemployment rate is 45.9%, with rural Wlemployment as a 

percentage being 91.1. The total unemployment rate for South Africa is 33.8%, with rural 

unemployment as a percentage being 43.0. (DBSA, Development Infonnation Business Unit, 

1999) 

All those in the sample of ex-asbestos miners interviewed are unemployed, and all are ' ultra~ 

poor'. In other words, they are living on less, and in many cases much less, than RI93.77 per 

adult equivalent. Although some, after many years of illness and extreme poverty, had reached 

the age of qualification for a state pension these pensions were the only income in large 

households. 

Some had been gtven the 'red ticket,87, failing to pass a medical examination. while in 

employment. Others had lost their jobs, and subsequently failed the entrance medical when 

applying for other mining work. Others had left their employment due to ill health and had never 

S6 May et al define the poverty gap: "Not all households classified as poor or ultra-poor suffer the same degree of 
deprivation. For this reason we calculate the poverty gap in order to get some sense of the depth of poverty. The 
poverty gap is the aggregate poverty deficit of the poor relative to the poverty line. In other words, it is the amount 
that is needed to lift the poor to the poverty line through a perfectly targeted transfer." (May. 2000: 30) 
8'1 A colloquial term for dismissal on the basis of poor health. frequently occurring when tuberculosis was 
diagnosed. 
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been employed again, One man was last employed at the age of 30 in 1977, He left due to ill 

health, and was refused all subsequent applications for mine work. At the present age of 53 he 

would only be eligible for a state pension in 2012, an age which he clearly would not reach. 

In entering the household domain a biographical approach informed the interviews and the 

collection of research material. Behind the statistics of asbestos-related disease are individual 

people and their families who are destitute; occupationally acquired disease has engendered 

destitution and thrown them into permanent social exclusion, Their poverty is acute. and their 

pain and suffering extreme, From being productive and stable wage earners their lives have 

deteriorated. They are all now «a prey of that body that must be fed, sheltered. cared for, kept 

alive and which is such a grievous burden", (Forrester, 1999: 30) 

Not only are individuals grievously affected, but the lives of families, households and 

communities are degraded as well. The consequences are not only wage loss alone ,for the ex­

mineworker as lost wage income is merely the first and most obvious consequence of disabling 

illness. The ramifications of asbestos-related diseases are vast: there are increased dependency 

ratio's within families, there is reliance on the wider community, further lost income from 

labour that would have been performed at the rural home by both the ill ex-mineworker and his 

wife, with her intensified role as care-giver frequently taking her away from agricultural and 

other activities, and there are the additional expenses incurred in seeking medical assistance. All 

these debilitating consequences can have a profound effect on the lives of children whose basic 

needs of adequate nutrition and schooling might not be met, with the result that their future is 

severely compromised. and all that beckons for them is continued social exclusion. All these 

factors compound and extend the impoverishment caused by wage loss. 

SELECTED CASE STUDIES: 

The most important trigger for downward mobility was illness and injury - everywhere, illness 
was dreaded. (The World Bank, Can Africa Claim the 2 rt Century? 2000:85) 

Dependence on the pension of a family member: a fifty-two year old man. certified with 

pleural asbestosis in April 1996. This man lost the job he' d had since 1980 in 1991 when, at the 
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age of 43, he became too ill to work. His salary at the time was R600.00 per month. His history 

of work with asbestos began in 1960, at the age of 12, at Dublin Mine, a subsidiary ofPenge. He 

started at Penge in 1963 and remained as a crusher in the mill until 1975. This work involved 

holding a bag before a ' crushing machine' which broke the rocks down and fed the asbestos 

fibre into a bag. He described himself and his fellow workers as covered in dust ' all day' with 

only their eyes visible. No water sprinkler system nor any other equipment was used for dust 

control. The bags were shaken to create more space. No masks were ever provided. Overalls 

covered with asbestos were worn back to the compound, and were shaken out before being 

washed in the river. Windy days saw the compound living quarters covered in grey dust which 

settled on the furniture and floors. He had thus had 15 years of exposure during his working 

hours in the mill, as well as exposure where he lived. 

He said he was 'first sick' with ' chest problems' while still at Penge in 1975 , and consulted 

traditional healers at this time. He had, additionally, lost two fingers in an accident in the mill in 

1966, for which he had not received any compensation. It was a community leader who advised 

him to go to Mecklenburg Hospital for a chest x-ray in 1995, and it was at this time that he 

became aware that his exposure to asbestos had caused lung disease. He had no knowledge of 

eligibility for occupational disease benefit examinations~ nor was he aware that there was any 

compensation system for occupationally contracted lung disease. He was certified with a 

compensable disease in April 1996, and received a one sum payment of RIO 340.00 in 1998. 

This money was used to pay debts, to improve the families mud huts and to buy cattle. The 

money was 'quickly gone '. Subsequently he was forced to sell the cattle acquired. The selling 

off of assets such as oxen, which provide draught power, to provide desperately needed revenue 

is at the cost oflong-tenn survival and development. 

He is an emaciated man who spends his days and nights coughing and in pain. Any phYSical 

activity results in breathlessness; he was clearly unable even to cany firewood which, in the 

early years of his illness, he had gathered to sell. The women and children collect both firewood 

and water. Treatment was only sought when, as his first wife described, ' he is very bad '. The 

clinic is 17 km's away and transport costs him RIl .OO. Here he can obtain painkillers, generally 

only in the form of paracetamol, free of charge. He had not been back to the district hospital due 

to ' a lack of funds ' for transport. It would appear, however, that his condition had rapidly 

86 



worsened and , if re-examined, he could well be found to be suffering from second degree 

asbestosis, and be entitled to further compensation. 

He is living with his first wife (37), with whom he had had no children, and his second wife (41) 

and their 7 children. The children ranged in age from 4 to 16. His frail mothe~1 (73) resided 

with them, and her old age pension was their only source of monthly income; an amount of 

R520.00 per month for the needs of three adults and 7 children. Pension pay-out day saw the 

purchase of two 80kg bags of maize meal . Small irregular amounts were earned from the 

gathering and selling of firewood by his wives and children, and up until last year he had looked 

after the cattle of neighbours for a remuneration of R I 00.00 per month. Sometimes they had to 

go ' to the neighbours begging for some maize'. The women said, 'we depend on the wild 

spinach '. Their land allowed for the planting of a small maize crop. 

The children were all clearly malnourished, and appeared wasted and stunted; they all had low 

height for their ages and were very thin. The most important observation with regard to these 

children is that the development of stature and strength is extremely sensitive to nutrition during 

early childhood and adolescence, and improved conditions later in life will not reverse the 

impacts of malnutrition during childhood. 

The children were described by their mother as 'always going to bed hungry' , and often 'going 

to school without food in the morning'. She said that they had relied on the school feeding 

scheme until it stopped in the middle of 1999. She added that the children had on many 

occasions "been chased from the school for not paying the school fees ' of R24.00, and that they 

had not been given school reports in 1999 for the same reason. She said, 'We are struggling. 

You can see for yourself ' 

Dependence on a wife's informal sector earnings: this man's father worked at Penge, and he 

was born there in 1947. He passed 'standard six' and began working at the mine at the age of 

sixteen. Although ' enjoying the work ', the wages paid were ' bad ' and he left after five years. In 

Witbank he trained and worked as a fitter and electrician from 1969, until he became ill with 

88 She reported that she had lived at Penge with her husband who had worked there ror many years. He had been 
diagnosed with asbestosis shortly berore he died. An application bad been made rer compensation after his death 
but she was ' still waiting'. 
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respiratory problems in 1977. He returned to his home village at the age of 30. Initially the 

family lived on the savings he had accumulated while working, his last formal salary being 

R300.00 per month. He failed in any further job applications, stating that he was ' rejected 

because 1 was sick' . Other than some ' piece jobs' he had not had ' a straight job' for 23 years . 

The family consisted of himself, his wife and three sons; two of whom were still at school. His 

eldest son completed Grade 12 in 1999, and wanted to study further in the field of computers but 

as there was ' no money' he was now looking for work. They all depend on his wife who sells 

tomatoes in Burgersfort. The expression he used was ' I just rely on my wife', although 

'sometimes she makes nothing' and ' sometimes she only manages to bring home a little food .' 

He estimated that the family was surviving on less than RJOO.OO per month and were frequently 

reliant on credit from the local store. They had often relied on help from other families to pay 

school fees and for food. 

In addition to her informal sector activities his wife must take care of him; ' sometimes, when 

I'm critical, I cannot do anything and my wife has to help me to get dressed '. He described 

himself as 'growing thinner and thinner and weaker', and that each clinic visit shows that his 

weight has gone down. He described the tablets given out by the clinic as ' useless for the pain' . 

He was visibly short of breath, becoming exhausted when talking. It would appear that the 

disease is a kind of slow strangulation. 

Diagnosis came in 1996 at Maandagshoek, with certification by the MBOD the same year. He 

was still awaiting compensation, and thought that the cause of the delay was that he had been 

unable to provide proof of his employment at Penge from 1963 to 1968. He commented, ' ifit 

had not been for working and living at Penge mine I could have been strong now. I could have 

still been working as an electrician and fitter and doing many things, doing all the things other 

people are doing but now I am powerless. Penge destroyed my life and it has disturbed my 

children' s future. ' 

His elder brother had a1so worked at Penge for 'a very long time' , and died in December 1998. 

Although not certified by the MBOD, and thus not compensated, he had been diagnosed at 

Maandagshoek as having asbestosis. He had spent the two years preceding his death 'coughing 

badly, shivering and breathing very hard ', and his five children were left without a breadwinner. 
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They were never told that asbestos was dangerous. The maintenance areas were 'very dusty. We 

blew dust out of our noses and when we spat we were spitting asbestos, The dust came like a 

cloud. It was all over. We didn't mind about the dust. We didn't know it was a killer' . Their 

residence shacks were built with asbestos containers and asbestos bags. Food was brought in an 

open bakkie 'mixed with the dust'. 

Dependence on irregular maintenance from an absent husband: this woman worked at the 

Penge mine laundry, from the age of 20 in 1962 until 1973. The clothes were 'shaken before 

being put into the water'. She lived with her husband who worked as a fitter in the engineering 

section and also washed his clothes, She commented that dust was always visible in the air. 

She now lives with her two unemployed adult children, and three minor children who she is 

managing to keep in school. None of her three adult children 'finished their schooling'. They 

live in a block brick house of three rooms, She has no income other than an amount ofR200.00 

maintenance from her absent husband. This is irregular; she said that ' some months there is 

nothing coming from him'. Some assistance is received from her one employed child. 

She first became ill in 1989 at the age of47, but was only diagnosed at RC. Boshoffhospital in 

1995. She stated that she can do very little for herself, that the children have to do all the 

household work and they ' even have to help me put my shoes on ', Due to extreme tiredness she 

needs to lie down ' most of the time" and at night ' my breathing stops'. Her pain is constant. She 

is also suffering from oedema and high blood pressure. Until 1990 she sang in the church choir. 

Certification of pneumoconiosis by the MBOD in November 1995 has yet to result in 

compensation payment. The reason for this appears to be the lack of documentary proof of her 

employment at Penge. 

She only became aware that it was asbestos that had caused her respiratory problems at the time 

of diagnosis. and said that they ' never knew of any danger with the asbestos'. Subsequent to her 

diagnosis she was informed of her eligibility for compensation and was assisted by the doctor to 

make an application. She said, ' maybe if! am still alive I can get a pension in two years'. 
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Dependence on a smal l business: this 51 year old manS?, born at Penge, started work in the mill 

at the age of 17. For six years he was ' tasked to put asbestos in the bags and load them'. 

Thereafter he found employment in Germiston where he trained in woodwork and became a 

shopfitter. When his chest problems, ' coughing and breathing very hard ' , started in 1990 he was 

examined by a doctor in Germiston but only later told by a doctor in Burgersfort that he had 

asbestosis. By 1994 he was too iU to work. He was 45. He commented that 'if it was not for 

Penge my life would have been a good one. Penge has destroyed my life' . 

He was certified with I- degree pneumoconiosis November 1996 and received a compensation 

payment of RI? 000.00 in January 1999. He used this money to build his house, to pay debts 

and to purchase power tools with which to do woodwork and welding. As he stated: 'T had 

experience of this woodwork and I decided when I got the compensation money to buy the 

machines so that I can make a living from those machines in the future. 1 knew 1 would not be 

able to get a job. Any job which will need my powers, I cannot do it. Only the jobs using the 

power tools T can do '. They were cOIUlected to electricity in 1998 and work on a card system. 

This they reserve only for lighting and his tools and cooking is done with wood and a primus 

stove. Wood, however, is in short supply; 'there is no more firewood. It is far up the mountain '. 

He manufactures benches and wardrobes, and does a little welding work. The work is slow as 

he needs to stop and rest frequently, describing his condition as 'coming worse on a daily basis'. 

He can only walk 500 metres before having to stop and rest. This means a slow journey to the 

clinic to obtain painkillers, which 'do not help '. Nights are spent sleeplessly coughing, 

frequently accompanied by a fever. Judging by a photograph taken six years ago he is a shadow 

of his former self. He stated: 'This is not my natural body' . 

Demand for his goods is small and, without transport, there is no means to market them. He 

commented that he needs to ' go out and sell' , and ifhe had received more in compensation he 

would have purchased a bakkie. Income fluctuates, 'sales are very slow', and is on average 

RJOO.OO per month. A good month yields R400.00. This must provide for himself, his wife and 

89 His rather 'worked as a 'boss boy' (supervisor) at Penge Wltil he died in 1992. He said: 'History tells us he died as 
a result of working at Penge. I cannot guarantee that be was affected by these diseases. He worked there for a long, 
long time and he was still working there when he died. He had serious respiratory problems and he coughed all the 
time'. He was never diagnosed., nor compensated. His mother also worked at Pengc and has been diagnosed with 
pneumoconiosis. 
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three young children. The income generated from such a small business does not raise the family 

above the poverty line. His earnings from his last formal employment in 1994 were R1400.00 

and now 'by doing this, l am just trying to make a plan for them to survive. If I pass away it will 

be a disaster. They will have no one to rely on' . 

They purchase 80kg' s of mielie meal monthly, eat wild spinach and grow a small amount of 

maize on a 90m square plot. There is not enough food. Sometimes assistance is forthcoming 

from neighbours. Credit can be obtained from the local store and ' when 1 seU a bench I pay '. 

School fees are ' not guaranteed '. Water is relatively close by and is fetched by his wife although 

it is polluted and often causes ~sickness in the children '. Firewood takes up to 5 hours daily to 

collect. 

Dependence on a disability grant: two men were found to be in receipt of a disability grant. 

The first of these men (61) was in the second year of receiving the grant after a 13 year period of 

unemployment. He was in possession of a document issued in 1986 which stated "permanently 

prohibited from performing risk work at controlled mines and works". His old 'dompas' was 

also in his possession and recorded that he had worked at Penge from 1966 to 1986. However, 

he added that he had started at the mine in 1951 at the age of 12, had worked continuously from 

then on, and had thus been employed at Penge for 35 years. He first worked as a ' cobber' and 

later as a boiler-maker. His wife (56) remained at home in Diphale viUage and, although 

sometimes visiting him at the mine, never spent very long at Penge. He lived in the compound 

which ' by the end ' was made of brick. 

He described conditions at the mine as ' very bad ' with ' the dust all over. It was obvious, it got 

into our food' . It was only in the mid-eighties that they were told of the dangers of asbestos by 

their supervisors. They were issued with masks but he maintained that these did not work; ' the 

dust still got in our mouths '. He became ill with respiratory problems while still at the mine, 

saying that they were given examinations but ' they were not specific with the results' . He was 

dismissed due to his ill health in 1986. His salary at the time was R400.00 per month. He was 47 

with a wife and 5 school-going children at home. Two subsequent applications for mine 

employment resulted in rejection on medical examination, ' I was rejected as unfit', and the 

prohibition from future 'risk work '. He was at no time informed of his legal entitlement to be 

examined for occupationally acquired disease, nor of his right to compensation. 
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The following 13 years saw the family survlvmg through assistance from 3 adult children 

' working on the fanns', buying and selling things in the community and their own subsistence 

crops. They were helped by his brother's90 disability grant. In spite of the struggle to survive 

three of his children managed to complete their schooling to matriculation. 

He had no knowledge of medical benefit examinations until informed by a tuberculosis officer 

in 1995. He was certified by the MBOD with first degree pneumoconiosis in March 1995 and 

paid compensation ofRI8 347.00 in October of the same year, an unusually short time from 

certification to receipt of compensation. This money was used to build a brick house, to pay 

debts, for food and for school fees. He was re-examined at the end of 1996 and certified with 

second degree pneumoconiosis in November that year. He is still awaiting further compensation. 

His disability grant, together with that of his younger brother which 'makes a bigger amount' , 

supports 5 adults and 6 children~ himself. his wife, his brother, his unemployed son (32), his 

unemployed daughter (20). 4 school-going grand-children and two toddlers. The grandchildren's 

parents are 'working on the farms'. There are 'no funds' for his youngest daughter to continue 

her education. When the disability grants are received two 80kg bags of mielie meal are bought 

along with 'sugar, tea and washing soap '. Their small plot yields four to six bags ofmielies per 

annum, 'depending on the rains'. His wife, together with the children, is ' doing all the work' . 

They do not have electricity and water is obtained from a small river 2km's away. 

He gives the appearance of a man 15 years older. emaciated, walking very slowly and having to 

pause for breath when speaking. He described his deterioration as rapid over the last years, '] 

become weaker and weaker' , with sleepless nights and extreme pain. When he can afford it he 

goes to RC. Boshoff hospital where he obtains painkillers. 

The second man with a disability grant had had it for a longer period. He is, however, still 

waiting for compensation. He was certified in 1996. He added that the 'the bureau does not give 

reasons for not paying' and that 'applications are just being put aside' . It would appear that the 

reason for his failure to be paid any compensation is the fact that he began work at Penge at the 

age of8 in 1950. He remained working at the mine until he was 16 and was never registered. He 

90 An epileptic who was badly burn' l, losing the use of one hand, after falling into a fire as a child He still resides 
with the family and his grant helps to support the larger group. 
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described himself as ' working in the mill as a crusher and packer'. He commented: 'We were 

not made aware that the dust was dangerous to us'. He was told by the mine manager that he 

could no longer work due to a 'chest infection', and was dismissed. He then obtained 

employment at Rustenberg Platinum Mines and worked there for twenty years until he became 

ill in 1978. Two mines subsequently ' refused ' him due to his ' chest condition ', 

His wife ' took the children' and went Pietersburg to her family as 'r had nothing to give her'. He 

relied on neighbours for nine years~ ' unot for my neighbours I would have died '. Seeking relief 

from family friends and neighbours was found to be a common response to the economic crises 

that result from illness. This community safety-net, however, has steadily weakened with the 

growing impact of asbestos-related disease in these communities, and frequently the failure of 

such community safety-nets means that families move from poverty into destitution. 

This man ' s nine year reliance on neighbours was alleviated by receipt of a disability grant at the 

age of 45. He commented that ' Penge was so very much ignorant. They were not providing 

safety clothes like boots, overalls and gloves. You can see the asbestos in our hands and feet. 

We only became aware now, in the last few years. They regarded us as cheap labour and people 

who could not think. They relied on the apartheid system. If it was not for the asbestos disease 

we would have been in a good standing and in a good position to help ourselves. I cannot even 

help myself to fetch firewood ' 

Dependence on a state pension: this 75 year old Xhosa man was recruited by TEBA, in 1960 

in Umtata, to work at Penge. He remained at Penge with his wife, who was a domestic worker 

for one of the managers, until shortly before its closure in 1992; he started on 10 January 1961 

and left on 20 February 1992. He had no income thereafter for four years, and relied on his son. 

During 1990 to 1992 he was"in and out" of the mine hospital . He was told he had tuberculosis. 

and was taken off his duties as a fitter in the engineering section to work ' cleaning toilets '. He 

settled in Madiseng in 1992, and continued to believe that he had tubercuJosis. He gave 31 years 

service but was not given a proper medical examination when ill or at the time of his departure, 

nor was he informed of his statutory right to medical surveillance subsequent to employment 

and of his statutory entitlement to compensation. He was only examined at HC. Boshoff 

Hospital in 1996, diagnosed and helped to apply both for a state pension and for compensation 
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by the examining doctor. He was certified by the MBOD as having 2nd degree Asbestosis 

Interstitial at the end of 1996. He received R19 137.00 in compensation in August 1997. He 

stated, ' It was not enough to care for my whole life'. 

He had been a large man, clearly visible in a few photographs, and weighed over 100 kilograms. 

His weight is now 40kg's. He can barely walk, coughs constantly and has to lie down most of 

the day. His medication consisted of paracetemol tablets and an ordinary cough mixture 

expectorant. His wife said of him, ' it is hard to believe that he still has lungs left'. She added 

that since 1992 she has had to ' help him with everything. I have had to help him to wash. I am 

too tasked, I am now ill and not strong enough to work '. She said their neighbours had planted 

their small patch of maize as 'they had felt for me'. 

She described the dust levels saying, ' we were eating, drinking, sleeping and breathing asbestos. 

We didn ' t know. The mine doctors told us much later to avoid this dust but it was too late, we 

were already affected. The children used to play on the asbestos dumps as they passed them on 

their way to fetch water, they were all exposed '. 

These case studies give some idea of the social realities and costs to the workers, families and 

communities of the high incidence of asbestos-related disease. The productive capacity of 

individua1s and of those on whom they are dependent, for daily assistance in the form of 

physical care, is severely reduced. Families and communities absorb the costs~ it is families and 

communities that provide the social 'security' net. This net has become increasingly insecure 

with its capacity weakened as many members of the same communities are afflicted and as the 

cumulative burden has grown larger. Anxiety and depression, in varying degrees and most 

severe is those with minor children, was found to accompany the physical impairment. 

Forrester (I 999: 42) powerfully describes these realities of lUlemployment and ill-health: "Soon 

there is no one and nothing to turn to, or almost nothing. Everything fails, closing in and moving 

away at the same time." There is "no worse horror than to know your life ended long before 

your death and must be dragged about for the rest of your days". (Forrester. 1999: 31) 
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CHAPTER EIGHT 

CONCLUSION 

We are all part a/a world system which perpelUQleS poverty and deprivation. .... The usual 
reflex is to seek answers to this question by analyzing poverty and deprivation themselves . .... 
Papers on poverty are commissioned for conferences and roundfables, for symposia and 
summits. One may speculate on what topics the poor and powerless would commission papers if 
they could convene conferences and summits: perhaps on greed, hypocrisy and exploitation. But 
the poor are powerless and cannot and do not convene summits; and those papers are rarely 
wrillen. I1 is nol surprising. We do not like to examine ourselves. To salve our consciences we 
rationalize. Neo-Iiberalism paints greed as inadvertent altruism. The objects o/development are 
anyway the poor, not us. It is they who are the problem, not us. We are the solution. So we hold 
the spotlight /0 them (from a safe distance). The poor have no spotlight to hold 10 us. 

(Roberr Chambers. Poverty and Livelihoods: Whose Reality Counts? 1995: 5) 

The findings of the preceding chapters fully accord with the assertion of Marks and Andersson 

(I987 : 178): ''The contemporary health pattern in Southern Africa is rooted in the social changes 

which began with the discovery of minerals in the last third of the nineteenth century". The 

evidence presented also accords with the statement, "contrary to much conventional wisdom, the 

state does not follow utilitarian principles, providing the greatest good for the greatest number, 

nor are its failures only the result of defects in knowledge or technical skill", (Marks and 

Andersson, 1987: 182) These two insights are well illustrated by the history of asbestos mining 

in South Africa, and by the resultant epidemics of asbestos-related disease. There was sufficient 

early knowledge of the lethal nature of asbestos to have averted this tragedy. 

1t was not only a tragedy that mining companies and the state failed to avert, it remains a tragedy 

that we have barely begun to document. This research has made more visible the high levels of 

asbestos-related disease that existed in Sekhukhuneland for seventy years. It has made more 

visible the existing epidemic which reveals the continued failure of proper medica1 surveillance. 

and it has shown that the compensation system is an ineffective form of recompense. 
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The fieldwork immediately revealed social exclusion, and the selected case studies present a 

profile of the all too obvious poverty amongst those with asbestosis, both compensated and 

Wlcompensated. As Forrester (1999: 53) writes, "'Social exclusion' is ascribed to differences of 

colour, nationality, religion and culture, which supposedly have nothing to do with market laws. 

But the socially excluded are the poor, as it has always been .... the poor and poverty". 

The poverty of these ex-mineworkers excludes them. for the most part. from accessing even the 

most minimal means of redress in the form of diagnosis and, thereafter, statutory compensation. 

Their poverty further excludes them from appeal against the delay or rejection of their 

applications. They are even further removed from the possibility of accessing legal assistance to 

pursue civil liability claims, directly against the mining companies, through the courts in South 

Africa All these ' exclusions ' are the consequence of one of the most fundamental aspects of 

poverty which is powerlessness. 

The failure of epidemiological knowledge 

The high prevalence levels of asbestos-related disease were revealed as early as 1930 with 

Slade's work, and again in the 1960s by Sluis-Cremer. The severe repression of research and 

information, as apartheid intensified into 'separate development', resulted in Lebowa being 

further neglected. Information on disease levels and the extremely dangerous working 

conditions in the 1970s and early I 980s is difficult to obtain. The evidence presented is reliant 

on the sporadic research findings of some scientists, and on the work of investigative journalists. 

There are ' large gaps' in epidemiological knowledge. What does exist, however, is sufficient to 

confirm a history of decades of very high levels of asbestos-related disease. 

This extreme failure in the identification and documentation of asbestosis cases has resulted in 

the exclusion of very large numbers from official statistical records. Until the 1990s the 

available data sources recorded but a small fraction of the actual burden of disease. As Felix et 

al (1993 : 282) write, .. the gaps in our epidemiological knowledge mean that the gravity of these 

asbestos epidemics will never be fully recorded. What is clear is that where scientists conducted 

sound studies, high proportions of the populations surveyed were fOWld with asbestos-related 

disease. This contrasted with the relatively small number of cases of asbestos-related disease 

diagnosed by standard medical services serving these popuJatioos". There are improvements, 
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however, in detection in certain areas. The findings of high levels disease, that have come with 

increased medical surveillance. strongly indicate the imperative to enlarge such detection efforts. 

That the 'survivor' population is now being recorded as having prevalence rates of 50% and 

higher does not come as a surprise but it is cause for the gravest concern. All the evidence 

presented here, both from the literature and from field research, supports Or Neil White 's 

assertion of a "global epicentre of asbestos-related disease". 

It was, quite simply, made very easy for the asbestos mining companies to suppress knowledge 

of the fatal nature of the fibre, to deny the rights of workers to be informed of the lethal potential 

of the material that they came into daily contact with, to discard their workers without proper 

exit tests, to fail to inform them of their right to post-employment medical examinations, and to 

keep knowledge of the high levels of disease hidden. The people afflicted were rural 

mineworkers; the last to learn of the dangers of asbestos, the last to access medical assistance, 

the last to learn of their statutory rights for examinations. 

The fact that ex-mineworkers in Sekhukhuneland were the last to learn of the nature of their 

illnesses is borne out by the information presented from the pioneering epidemiological work in 

the late 1980s and 1990s of Felix in Mmafefe, Davies and the NCOH in the Maandagshoek 

Programme, and the lliRG at Penge. That mineworkers were kept in ignorance of the dangers, 

and in ignorance of occupational health regulations and compensation legislation, is again 

strongly supported by the evidence emanating from the fieldwork of this study. 

All the factors that have been covered attempt to illuminate what is, in the end, a consistent 

ethical , corporate, legal and governmental failure to protect the health of mineworkers. 

Following on from this failure, there has been a similar moral, legal, corporate and state failure 

to provide the social and economic resources required to detect those who have been affected, 

and the social and economic resources that are needed to address the question of repair for the 

damage that has been done. 

It can be concluded that there was a very marked lack of control of asbestos in the mines in 

Sekhukhuneland. Clearly there is a direct relationship between the production of asbestos, a very 
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dangerous activity, and the destruction of health. The international and local findings of medical 

scientists can, without doubt, be said to have been ignored and actively suppressed. 

Evidence from medical monitoring did not lead to stricter controls of production processes. In 

the prioritisation of corporate interests, the demands of profits left the needs of safety on the 

sidelines. There were seriously inadequate regulations for the control of dust, and a complete 

failure of inspection and control systems. The most shocking evidence of this, in view of 

evidence of the prevailing high dust levels in the Pietersburg Asbestos Fields and elsewhere, is 

the fact that in almost a century of asbestos mining there were only three warning letters, and 

one proposal to prosecute which was not carried out, from the offices of the government mining 

engineer. (Felix, 1997) 

The marked absence of proper health services in the workplace, the further lack of an adequate 

health infrastructure generally. and the absence of an occupational health infrastructure to 

implement the ODMW A, has led to the health of black mineworkers being almost entirely 

neglected. Although a more equitable regulatory framework for the medical surveillance of all 

mineworkers has been instituted since 1993, in measures that make the system uniform, this is 

not enough for "there does not appear to be an all embracing framework for these changes". 

(lHRG, 1993 : I ) 

Legislation alone will not redress the extremely high levels of under-reporting of disease, and 

clearly many problems remain. Jeebhay (I991) notes some of these as insufficient health 

personnel who are trained in the identification of occupational diseases, as well as insufficient 

awareness and equipment amongst existing health professionals, and insufficient awareness 

amongst mineworkers of their rights to free benefit examinations subsequent to employment. 

There is clearly a need to properly publicise the ODMW A. It is noted by the llfRG (1993 : 17) 

that ill ex-mineworkers will often only "present to state health services in the late stages of 

disease". 

Although it was recommended by many occupational health practitioners that guidelines for the 

diagnosis and assessment of pneumoconioses should be widely publicised, along with greater 

publicity given to the ODMW A by the compensation authorities, this has not occurred. 

Although the ODMW A was the last of South Africa's racist legislation to be amended, seven 
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years have passed since these amendments were introduced. The consequences of this are that a 

"substantial proportion of workers will die waiting for a medical benefit examination". (Trapido 

and Goode, 1999: 55) Or, they could die unaware even that they are entitled to a free medical 

examination. 

The recommendation of the IHRG to the Leon Commission on Health and Safety in the Mining 

Industry was that occupational medicine, as a seriously undeveloped medical discipline in South 

Africa, requires substantially greater resources. What is needed are regional centers and specific 

occupational disease surveillance programmes, which wou1d give greater recourse to diagnostic 

faci lities. What is also required are occupational disease clinics at hospitals in the asbestos 

mining districts, and in those areas that have large ex-mineworker populations. The IHRG 

(1993 : 20) has commented: "Given the unprecedented world outcry over asbestos, and the large 

amount of blame placed on South African crocidolite and amosite asbestos fibres, it is 

remarkable that no regulations exist for the medical surveillance, diagnosis, treatment and 

compensation of asbestos-related disease". 

The IHRG has maintained that a special case can be made for the asbestos mining districts, and 

have recommended a special programme in the asbestos contaminated areas: for greater 

awareness on the part of health professionals, greater access to health care and improved access 

to the compensation system. Such a programme should comprise the tracing of ex-asbestos 

mineworkers, medical surveillance, ongoing medical care and treatment, and compensation. All 

this should be "tai lored to the hazard profile of the asbestos mining sector". (lHRG, 1993: 31) 

The tracing of ex- asbestos mineworkers is very important as passive case finding is inadequate. 

The reasons for this are the very high levels of ignorance of the dangers of asbestos exposure, as 

well as ignorance of the ODMW A. These recommendations, made 7 years ago, have yet to be 

acted upon. 

The minimal redress of the compensation system 

It is clear that only a small fraction of incident cases are recognized and properly diagnosed. Of 

those that have been diagnosed, not all will be successful in their applications for compensation. 

The rHRG (1993) noted that there was a lack of education and commitment in the state health 

sector to applications for compensation. For those who reach the point of applying for 
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compensation there are then many problems with claim resolution, as well as long delays for 

those claims that are successfully resolved. 

One of the problems is that "in practice the workings of the certification committee and the basis 

of its decisions have not been transparent". (IHRG, 1993: 5) The use of chest x-rays alone in the 

certification process is problematic as "there is significant inter reader variability", and 

"certification outcomes may in a significant proportion be controversial". (D-IRG. 1993: 15) 

Certification based on x-ray findings together with work history is problematic in that many 

mineworkers are without any <labour history ' documentation. [f insufficient documentation is 

provided, and/or chest radiographs are of poor quality, then there is a good chance that the 

claimant will be informed that a "compensable disease" is not present.91 Not only does the 

compensation system need to be made more accessible, it needs to be made more accowltable as 

well. 

lIt summary, the main administrative problems in the compensation system are: 

a the length of time taken from application to outcome for those cases that are 

administratively in order in terms of the requirements, and which places a burden of 

delay onto the already injured ex-miner 

a the stringent criteria that result in a high proportion of claim refusals for which reasons 

are not given 

a the general lack of mining service records which again places a burden, that of proof, 

onto the ex-miner. 

Any time lapses have serious implications for workers who, through no fault of their own, have 

contracted respiratory diseases while in the employ of the mining industry. 

The overwhelming perception on the part of those whose compensation claims had not been 

resolved, almost half of the case study, was that their files had simply been put aside and ignored 

91 Benjamin (1992: 17) writes that "institutiooa1 means must be created to ensure that employees receive competent 
advice lUld assistance in assessing and if necessary challenging awards of compensation lUld to promote a greater 
awareness of employee' s entitlement to benefits. The extremely low nwnber of objection hearings stems from a 
general ignorance of rights in tenns of the Act, the low level of public interest and the lack of expert agencies to 
assist workers in prosecuting objections". Within the MBOD appeals against the fmdings of the Medical 
Certification Conunittee are referred to the Medical Reviewing Authority, appointed by the Minister of Health. This 
Reviewing Authority either confums the findings of the Medical Certification Conunittee or refers them for 
upgrading. In 199912000 only 232 appeal applications were received - 190 decisiom were conflJ1l\ed and 37 were 
upgraded, while 5 wCI'e deferred for more medical infonnation. (MBOD, 199912(00) 
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by the Compensation Commission. The idea that their applications had been ·shelved ' appeared 

to be the only one they could conclude as they had received no information as to the status of 

their compensation claims. The actual reason is a lack of administrative effectiveness in the 

office of the Compensation Commissioner, and a strict adherence to an Act that fails to take 

many factors into account. A strong case could be made for the admittance of oral evidence 

similar to that accepted in the land claims restitution process. 

The Commissioner is aware of the extensive delays between application and receipt of 

compensation; he stated that his intention was to reduce the time taken from application to claim 

resolution to a maximum of three months. The ill people in Sekhukhuneland do not have the 

means, financially. to travel to Johannesburg to press an inquiry at the offices of the 

Compensation Commission. Nor, in fact. are they physically well enough to do so with any ease. 

A further fundamental shortcoming in the compensation system is that of the clinicaJ rating of 

disease. The clinical rating system takes into account only a medical assessment of impairment, 

with lung disease classified into only two degrees of disease representing two categories of 

impairment. These two broad categories are hardly adequate to assess physical injury to lung 

capacity and thus degree of general incapacity, and certainly of little use in assessing disability. 

Disability is the impact of the physical injury on the mineworker' s life. A clinical rating alone 

cannot calculate the disabling impact on the mineworker whose only asset is that of good health 

and a strong body. 

The impact of disability is often totally disproportionate to the degree of impairment. The 

assumption of the clinical rating system is that lesser degrees of impairment result in lesser 

degrees of lost earnings. Yet for the worker dependent on manual labour this is not the case; 

even relatively minor degrees of impairment can result in total disablement for employmenf2, 

and for the reasonable survival of themselves and their families. Physical impairment alone is 

not a sufficient measure of disability for it does not consider the social context of the workers 

life. In other words, assessing degrees of disability needs to take into account the effect of 

impairment on the patient' s life. 

In Bcnjamin and Greef state, of manual and semi·skillcd worker, that they "may be rendered unemployable by a 
relatively minor pcnnanent disability." (l997: 173) 
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Compounding the limitations of such clinical assessment of 'disability' is the further 

disadvantage, for lower wage earners, and wages in the asbestos mining industry were uniformly 

low, of the wage-based calculation of compensation benefits. As has been illustrated, it also 

leads to differing compensation amounts for the same degree of disease, as well as larger 

amounts for lesser degrees of disease. Benjarnin (1992: 21) writes, " it can be argued that a 

higher percentage should be paid to very low wage earners who may spend their entire income 

on the necessities of life". It can surely be argued that the system oflump sum payments at their 

current levels does not redress income loss. In order to protect the worker from income loss 

pensions are clearly needed. 

Though these lump sum payments might provide an initial injection of cash which was found to 

be used in the same way wages are used; for the purposes of fixed capital investment in 

improving houses, for payment of debts, and for consumption expenses, such as food, clothing, 

school fees and uniforms, and medical expenses, they are amounts which are ' quickly gone' . 

This leaves the ill ex-mineworker, at a time when funds are increasingly required for medical 

expenses, without any source of income. 

Due to the long periods between the onset of illness and loss of employment, the two generally 

going together, and diagnosis and compensation, many people were already in debt. A 

substantial portion of their compensation benefit was already accounted for. It is hardly 

reasonable to think that these people would be in a position to 'wisely' save the lump sum. Yet 

even if these lump sum amounts were invested they would hardly yield sufficient interest to 

substitute for a pension.93 An evaluation of the compensation legislation must conclude that it 

offers no protection in terms of income replacement. 

Clearly, "the operation of two workers' compensation systems has produced administrative and 

financial inconsistencies and inequalities in benefits" (Benjamin & Greef, 1997: 162) leaving ill 

ex-mineworkers the worst off when it comes to compensation for disease. The compensation 

system fails to deal with all the problems that arise from asbestos-related disease. 

9J For example, R JO 000.00 saved at 7% would yield R700 per annum, giving a monthly income of R58.33. This 
beneficiary would have been earning R634.92 per month on the wage-based calculation of the lumpsum payment. If 
they were to receive a 75% pension they would get R476.19 monthly. Larger lumpsum compensation amounts 
make little difference to the possibility of generating a pension from savings: R28 000.00 would yield 
approximately RI 960.00 per annum, and give only R1 63. 33 monthly. 
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Social exclusion 

It has been shown that the failure of detection and compensation has resulted in a substantial 

externalization of the costs of production onto mineworkers, their families and their 

communities. It is an externalization of injury that is. perhaps, unparalleled in the history of the 

asbestos industry. It appears that knowledge of the trail of disease, somewhat earlier and better 

detected in the industrialized world. is traveling slowly backwards to those who were the 

' lifeblood ' of the South African export market. 

There is no doubt that poor health takes a heavy economic toU and that health is an important 

determinant of economic well-being. lllness can bring about poverty which then brings about 

further ill-health for the already ill person, as well as for other family members. As noted by Or 

Mampunima poor nutrition in those with asbestos-related disease results in a faster deterioration. 

Stress and anxiety are inevitable accompaniments of severe incurable illness, and they are 

intensified when experienced in the midst of extreme poverty. 

Chronically poor health status impacts directly on household income, on labour productivity, 

and on labour force participation. There are the costs of lost work time, the costs of treatment 

and the costs offoregone productivity in the household domain. The latter is not only applicable 

to the ill ex-mineworkers themselves but, in the inflation of dependency ratios. to those 

caregivers, mainly wives, who spend more time looking after the ill household member than 

they did before the illness. This is time that is taken away from other productive activities 

which, in the rural context, are, significantly. those that relate to subsistence agriculture. Further 

impoverishment, justifiably called a downward spiral, results from the incapacity of sick adults, 

and the reduced capacity of their carers who are usually women. 

This is something of a vicious cycle which can further impact on the health of other family 

members, particularly children. The majority of the younger children in the households of the 

asbestosis sufferers that were interviewed were clearly malnourished, with signs of stunting in 

many. This was a clear reminder of how poverty and ill-health can be transmitted from one 

generation to the next. It is not isolated individuals who experience the economic consequences 

of asbestos-related disease and long-term permanent disability but their families as well. These 

dynamics need to be understood, identified and taken into account. 
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Disease that causes increased dependency ratios reveals the importance to households of the 

physical well-being of adults. Chambers (1989: 5) stresses this in saying that "much attention 

has been focused, correctly~ on the health and well-being of women and children, and nothing 

should detract from that. But what we now see is that among the very poor the health of a 

breadwinner, whether male or female, is critical for the well-being of the rest of the household; 

and that preventing disability in breadwinners, or curing it, can also prevent malnutrition in 

children. Indeed, the cheapest way to prevent child malnutrition may often be to prevent adult 

sickness, and the most sustainable way to overcome the malnutrition of a child may often be to 

overcome the disability of an adult". 

Such widespread incidence of long-term permanent disability and illness renders individuals, 

households and whole communities vulnerable. It is noted by Chambers (1989) that all too 

frequently <vulnerable ' is used as a synonym for ' poor' when it does not have the same meaning. 

<Vulnerable' means "defencelessness, insecurity, and exposure to risk, shocks and stress. This 

contrast is clearer when different dimensions of deprivation are distinguished, for example, 

physical weakness, isolation, poverty and powerlessness". (Chambers, 1989: I) All those in the 

case study in Sekhukhuneland suffered, intensely, all these <dimensions of deprivation '. 

The external side of <vulnerability ' is that of the <risks, shocks and stresses" while the internal is 

<defencelessness' . It is the economic and physical vulnerability, the pennanence of the <shock 

and stress' , within those households affected by asbestos-related disease that has a severely 

impoverishing impact. Physical vulnerability and economic vulnerability interact and lead to the 

"further impoverishment of already resource-poor households". (Corbelt, 1989: 58) The ill 

health of those with asbestos-related disease results in extreme vulnerability that is permanent 

and progressively worse; it is not the temporary vulnerability of ill-health that can be treated, 

overcome and cured. 

Asbestos-related disease could have been prevented, it cannot be cured, and the disability which 

results remains without redress. It would appear, however, that these fundamental facts are often 

overlooked, and perhaps Duncan is right when he states, «the idea that people somehow deserve 

their miserable lot has shown remarkable staying power throughout the history ofrace relations 

in South Africa". (1995 : 166) To go beyond such limited structural understanding we need to 

recognize that "poverty and deprivation are functions of polarization, of power and 
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powerlessness. Any practical analysis has to examine the whole system: - ' us ', the powerful, as 

well as ' them' , the powerless. Since we have more power to act, it is hard to evade the 

imperative to turn the spotlight round and look at ourselves". (Chambers, 1995: 5) 

In the attempt to show the failure of detection and compensation systems, and the price that is 

being paid for the inadequate protection of workers lives on the asbestos mines, the ' spotlight ' 

inevitable falls onto the 'greed, hypocrisy and exploitation ' (Chambers) of the asbestos mining 

companies, and onto the state in its compliance. It was a case of 'knowingly and recklessly' 

endangering the health of mineworkers and whole communities. 

The 1998 National Asbestos Summit temporarily drew attention to the devastating impact that 

the mining of this mineral has had in South Africa A further Summit, planned for the following 

year, has still not occurred. This should be rectified immediately, and due attention should be 

paid to the need for vastly improved occupational health surveillance systems, to the procedures 

and practices of the compensation system, and to the far-reaching consequences that asbestos­

related disease has had in rural areas. 

The spotlight needs to be turned onto the profits that accrued to the center through exploitative 

mining practices that pushed the mineworkers to the extreme margins of destitution and disease. 

It needs to be recognized that asbestos mining in South Africa ' stole ' the lifeblood of the 

mineworkers. Their health cannot be returned to them but reparation could be made to alleviate 

their, and their families, suffering. 
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