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“WHAT IS THE PRICE OF 80 KG’S8?” *

THE FAILURE OF THE DETECTION OF, AND
COMPENSATION FOR, ASBESTOS-RELATED
DISEASE: SOCIAL EXCLUSION IN
SEKHUKHUNELAND.

* The price of 80 kilograms of mielie meal (maize) varies from

R157.00 to R170.00.The question, “When you have money,
what do you buy?” was asked of all household heads. The reply,
without exception, was; “1 buy 80 kg’s”. It is these “80 kg's”
that stand between families and starvation. Asbestos was very
profitably produced in the hundreds of thousands of tons.




“As an abstract value, common to the core values of our Constitution, dignity informs
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 iis 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 nights 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 transformative 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, siructural impediments remain to the achievement of
‘dignity, equality and freedom’. Millions of people are stil] without houses, education
and )obs, and there can be little dignity in living under such conditions. Dignty,
equality and freedom will only be achieved when the socio-economic conditions are
transformed to make this possible.”

Judge Arthur Chaskalson, President of the Constitutional Court of South Africa,
The Third Bram Fischer Lecture : Human Dignity As A Foundational Value
Of Our Constitutional Order, Johannesburg, 18 May 2000.

“Everyone has the right to a standard of living 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 fack 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 United States has long operated on the assumption that it could
endanger the lives of its employees with relative impunity — and without embarrassing publicity
and possibly damaging repercussions— so long as it did not overily 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 community 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, if worst comes (0 worst, given workmen's compensation (wWhich in
most stales is minimal} and retired. At that point they cease (o be anyone s responsibiliry. Like
the eight hundred and ninery-five men who worked in the Tyler plant over the years. they are out
of sight and out of mind. In a sense, therefore, like much of the factory iself, they are buried.

(Paul Brodeur. Expendable Americans. 1974: 71)

Hidden in the hills of Sekhukhuneland', Northern Province, are thousands of sick people who
once worked n 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 of asbestos?, and it is documented
{east 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.

! Delius (1996; 6) describes Sekhukhuneland as “the area lying between tbe Olifants River in the north and the
Steclpoort River in the soulh-east which formed the core area of the Pedi Kingdom from 1830 to 1879. It should not
be confused with the very much stoaller district of Sekbukbuneland which was demarcated after the conquest of the
kingdom”. Sekhukhuneland is “roughly the area lying in the iriangle between Pietersburg, Groblersdal and
Burghersfort”. (Delius, 1990: 3)

?  One of the original uses of asbestos was in the scals of the pistons of steam engines. Is use rapidly spread (0
cvery arca of industry: it is indestructible by heat, by ruachine pounding and by ucid. It also has remarkablc
insulation properties. By the Second World War il was to be found everywhere within the military-industrial
complex. It was also extensively used in the building and insulation of ordinary homes.




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 faldure 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 1s ime to put the ‘last’,
the neglected, forgotten and ‘buried’, first'"

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*®. 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.° There were many

* For an extensive exposilion of putting the rural first see Chambers (1983) Rural Development: Puning the Last
First, Longroan.

* Asbeslosis is recognized as a clinical, radiological snd pathological condition. The recognized clinical evidence
of asbestosis is dyspnoca, 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 asbesios coros. (IHIRG) The case against asbestos was concluded by the health sciences a long lime ago,
Castleman (1996: 39) writes, “asbestosis was by 1935 widely recognized as a mortal threar affecting a large fraction
of those who had regularly worked with the material”. The HRG (1992) describes ‘‘two prescntations of lung
disease due to exposure to asbestos dust. The first is parenchymal disease affecting the lung tissue (or parenchyma);
the second involves the lining of the lungs and presents as thickening of the lining or as plaques in the lining. A
third presentation is cancer.”

Asbestos-related discases are severe and progressive, and result from the accumulation of asbestos fibres in the
lungs, and in other parts of the body. Cessation of exposure to the fbres does not mean that the incxorable progress
of the discase ceases. Al asbestos-reluted diseases are irreversible and untreatable. An acule danger lies in any other
infection or disease that places additiona) strain on the lungs or heart. Tweedale (2000: 11) writes that “the body's
defences are largely ineffective with the finest asbesios {ibres and once inhaled they can penetrate deep into the
most sensitive areas of the lungs — the respiratory bronchiolus, alveolar ducts, and alveoli — where they can irigger
pethological reaclions. This is not the worst. While the body attempts to sequester asbestos, the fibres can continue
to divide in the hungs 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 surrcunding the abdomen (peritoneum). The thin, needle-like fibres of crocidolite seem to be
especially dangerous in this respect. Such msidious effects of inhsling asbestos can place an imdividual at risk from
several diseases — all unpleasant, all highly painful, and, even now, all virtually impossible to treat”. Asbestos is
classified by the International Agency for Research on Cancer as a Class | carcinogen.

* The last South African asbestos mine closed in 1997.



other mines in the asbestos fields of this part of the country, and it is estimated that 4% of the
population of Northem Province live o these areas, (Mzilweni ef al, 1999)

Evidence of mining activities in the form of mining settlements, shafls 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 epiderm'ologic:a.l6 impact of
asbestos exposure has been senously underestmated, and “the shortfalls in epidemiological
knowledge mean that the full gravity of these asbestos epidemics in the Northern Province 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

¢ Davies (1992) writes that epidemiology is not simply the study of the distribution and determinants of heulth
related conditions, but the process of undersianding the reasons for the particular distributions and determioants of
health related conditons. Epidemiology thus encompasses social and economic factors along with the medical
origins of disease. The Shorter Oxford Dictionary describes an cpidemic as: prevalent among a people or
community at a special time, and produced by some special causcs not generally present io the affected locality

" The Medical Bureau For Occupational Disease (MBOD) figures for the number of certified cases of asbesios-
related disease 1996 - 2000 can be seen in the following table:

DETAILS OF ASBESTOSIS CERTIFICATIONS" 1996 - 2000

1996/1697 1997/1998 1998/1999 1999/2000
¥ ond 1 2™ 1" o 1% 2nd
ASB PLEURAL 1264 23 1906 138 1274 112 965 72
ASB INTER 475 56 653 85 315 81 290 19
PLEURAL/INTER | $5 62 1025 95 690 111
MESOTHELIOMA 30 17 29 27
CARCINOMA 11 11 12 13
TOTAL ~ 1764 182 3584 346 2279 146 1255 151

Source: MBOD, 1999/2000 (1¥ - 17 Degree, 2™ — 2™ Degree, ASB — Asbestosis, INTER- Interstitial)

For the 21 year period of 1977 — 1998, 10 520 cases were compensated for asbestos-sclated disease. (Kisting, 1999)
It is thus inferesting to note that a total of 9 917 cases of asbestos-related disease were certified by the MBOD
between 1996 — 2000. Cerlification by the MBOD does not mean that all 9 917 were compensated. Kisting records
3 926 compensated berween 1997-1998 (these compensated cases probably include certifications from previous
ycars), and remarks that while thig increase in reporting and compensation is “commendable”, we still do not have
“an accurate indication of the disease burden”. (Kisting, 1999) I proved exceedingly diflicull to obtain
compensation statistics from the Compensation Commissioner For Occupational Disease (CCOD) as these are not
computerized. Data that was given over proved impossible to work with and the number of compensated cases of
asbestosis for specific perieds could not be extracted.




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 eptdemic of occupational lung 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.”

(2000:10) 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 S0 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 fabour-sending areas. Both these studies
showed a considerable burden of disease and revealed a high prevalence rate of previously

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

The first study was that of Steen er al (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-
misers with a long work history or chest problems were invited to participate. The high
prevalence rate of previously undiagnosed lung disease tndicated 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-recogninon due to a lack of access to

® A gencric temm for diseases of the lung cavsed by dust. Pneumoconiosis is the most frequently reported

occupational lung disease in South Africa. Between 1997 and 1999, 2 265 cases were reported 0 SORDSA
(Surveillance of Work-related and Occupational Respiratory Disease in South Africa — a register it the NCOI in
partnership with the South Affican Pulmonology Seciety, the South African Sociely of Occupational Medicine and
the South African Society of Occupational Health Nurses. [t i supported by the WHO/SA Technical Cooperation
Programmc.) There were also 283 cases of Pneumocconiosis+TB and 227 cases of PneumoconiosistCOPD; a total
of 2 775 cases of pneumoconiosis. The next highest category of repiratory disease was Occupational asthma with
latency al 249 cases. The SWORD surveiliance system in the United Kingdom found occupational asthma to be (he
most frequently diagnosed occupational lung discase at 27%:; poeumoconiosis was third at only 7% of cases.
Mining and quarrying accounted for 62.1% of tbe South African cases, and the asbestos industry for 5%. (SORDSA
News, Vol.4 No. 1, January ~ June 2000)



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 er a/ (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 termos of the Act.

The findings were extfrapolated to show that 240 per 1000 had compensable pneumoconiosts.
Further extrapolation, taking the total population of miners that had passed through the mines
and were stil] 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 1s
available. The data drawn from the annual reports of the Medical Bureau For Qccupational
Disease (MBOD) between 1973 and 1997 revealed that only 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 senously underestimate the actual prevalence of occupationally acquired lung 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



methodically transferred the health costs of industrial production to the rural African
populations”.” (Packard: 1989: 315)

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 denomunator 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 muners. The Libode study revealed a rate of 240 per 1000, while the Thamaga study
revealed a rate of 310 per 1000.

Tt 1s 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 bome by mining companies through the present compensation system.
There has clearly been a fajlure 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. Jt 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.'® Compensation data show that

® Benjamin & Greef write in the Report of the Committee of Inguiry into a National Health and Safery Council:

“The inadequate regulation of OHS in South Africa has severe consequences for the economy and the social fabric
of our society. While the lack of comprehensive statistics on the exlent of occupational accidents and discascs
mekes it difficult lo gauge the full cost of OHS for the economy, conservative estimates based on the availuble
evidence indicate e costs are substantial”. (1997: 4) This report also stated that “occupational diseases are
extensively under-reported and official statistics give an incomplete picture of their prevalence™. (1997: 108)

' A rare, fatal tumour of the pleura (lining of the lungs) and/or of 1he peritoneum (lining of the abdominal cavity),
and other parts of the body. It is known to be associated with prior exposure lo asbestos; a relationship first
described by Wagner in South Aftica. (1960) It became a notifiable and schedwled industrial disease on 5 October
1979. It kills extremcly rapidly, median survival times range from 2 10 18 months from diagnosis (Reid ef al, 1990).
and very painfully. It can be caused by minimal, or shont term, exposure to asbestos. It 1s described by Tweedale
(2000: 121) as “one of the most virulent types of cancer — so much so that physicians rarely altempt a surgical
removal or even a biopsy, as the tumour has a lendency 1o track through the chesl wall along the site of the stitches
or biopsy wounds”. Tweedale (2000: 121) also notes that mesothelioma “does not show a clear dose-response
relationshup”. Selikoff wrote, “The trigger dose may be small, in some cases extraordinarily so™. (cited in Tweedzle,
2000: 121) It is the disvase thatl gave asbestos dust the name “killer dust’



an annual average of 66 mesothelioma cases were submitted for compensation between 1994
and 1997. (Rees, 2000) If the compensation data are taken at “face value, they would show that
we have a relatively minor mesothelioma problem”. (Rees, 2000:]0) Compensaton 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 1n the following table.

1. Histologically Diagnosed Mesothelioma for the three year penod, 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: Histologically 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, “Declining 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 of 30 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 & Bnergy) If 233 cases are found

amongst whites one could, conservatively, expect approximately 4 427 cases amongst biack,



coloured and asian workers over the same three year period. Yet only 147 cases have been

reported.

If 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 4 427 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 al’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 es al
(1989) note, officially collecéed 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 er al's 1989 study identified 818 cases for the same perniod.

However, the 1347 cases identified by Zwi ef al are likely to be a far from a complete record of
cases as “this study relied largely on the recall of cases by diagnosing practitoners and

incomplete case ascertainment was inevitable”. (Rees, 2000: 10) All the evidence increasingly

"' Rees et al (1999) note that South Africa is in the unique position of having a large proportion of cases of

mesothelioma occurrig as a result of environmental exposure. Australia was the only other country to mine large
amounts of crocidolite, and their mesothelioma surveillance programme reporied approximately one case per year
caused by environmental exposure due 1o residence in the asbestos mining region of Wittenoom — less than 1% of
the total pumber of mesothelioma cases recorded. Environmental mesothelioma is not reported (o any significant
exten! by other asbestos mining countries. In the South African context Rees er al (1999: 633) state: “It would seem
reasonable to provide some form of compensation to all diagnosed cases since the cause is almost certainly
industdal activity. The current system of restricting compensation to only those people with a history of
occupational exposure should be revised”.

"> “To estimale 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 soughl. Cases were accepted if they provided evidence of histological diagnosis of mesothelioma.” (Zwi ef al,
1989: 320)



supports the assertion that many cases of mesothelioma in South Africa are not 1dentified, and

go unrecorded.

Of the 1347 cases identified by Zwi es al (1989) 52% were in whites, 31% in blacks, 16% in
coloureds and 1% in Asians. Again, a very skewed ractal composition can be seen. The large
differences 1n 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 20:1 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 manufactuning Myers estimated that
78% of exposed people were black”. (Zwi er al, 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 numbers, particularly in the black
population”. (Zwi ef al. 1989: 326) Zwi ef al explain that the reasons for this are mainly the
failure to diagnose: “a severely wasted patient with chest pain and a grossly aboormal 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 al.

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



mesothelioma. (Castleman, 1996) '* Analysis of data' drawn from the Worker’s Compensation
Board of New South Wales, Australia, and British Columbia, 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 ef
al, 1996: 184) It was concluded that “in both, and very probably therefore more generally, there
is sertous under-reporting of cases of lung cancer in workers who were occupationally exposed

to asbestos™. (Barroetavena ef al, 1996: 184)

Although the asbestos related lung cancer rate in South Africa remains undocumented, it has
been reported by Mzilweni e/ o/’ (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 intemational 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 housebolds, the commurnity

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

¥ The atempt to obscure the cancer risk was being played out in South Afiica as late as 1984 when a conference of
the Asbeslos International Associalion, representing producers, was held in lohagnesburg. Professor . Beck of the
Jusiis Lieberg Umiversity of Giessen said, “so fur there is no concrete evidence that asbeslos is an initiator of lung
tumours, and there is increasing evidence that 1t 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) Dr Jonny Myers replied that this
was “playing with words™ as the link between asbestos apd cancer was clear. Myers rejected the claim regarding the
safety of ingestion saying, “some studies have shown that ingesting asbestos fibres lcads to cancer of the organs of
the digestive system™. (RDM, 31/10/1984) The Black Allied Mining and Construction Workers” nion succinetly
condemned the conference: “The funding of this conference by the State and the Griqualand Iixploration and
Finance Company denoles their complicity in maintaining adverse working and environmental conditions for the
peopie of this country”. The union mawteined that the organizers, the South African Asbestos Producers Advisory
Commiftee and the Statc, were “opportunisis benl on underplaying the extremely terrible conditions black
muneworkers are exposed ta”. (RDM, 1/11/1984)

" This data revealed that over the period 1980 to 1994, 1207 cases of lung cancer were not recognized as
otcupationlly related to asbestos exposure.

'$ A case control study was donc between 1993 and 1995 at Ga-Rankuwa, the main referral hospital for cancer
patients in Northern Province. It was found that those resident in ‘moderately’ polluted asbeslos areas had a 2.1
fold increase in Lhe risk of developing lung cancer. The increased nisk in “heavily” polluted areas was 2.8 fold. The
conclusion of the study was ‘significantly elevated risks (approximately three-fold) of developing lung cancer in
both sexes’ and this ‘rclated o exposure a1 birth or subsequently’. (Mzitweni ef al, 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

legacy'® of asbestos-related disease.

The costs of these occupational diseases have not been bome, 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 hiving below the poverty datura line. Broader measures of
poverty, however, consider other constituents of well-being, such as health, and access to health
services, as important. (May, Klasen, Budlender, in May, 2000) While the costs of illness are

primanly bome by households and communites, further costs are borne by the state health and

welfare services.

' “Tragically, South Africa is a global epicentre of asbestos-related diseases. Asbestos was once South Africa’s
fifti most ymportant mineral export. In the 1970s 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 fell in the
face of mounting consumer resisilance (o a potent carcinogen. The asbestos legacy remains. Surveys in the 1970's of
aclive miners showed that asbestos-related diseases were commonplace. Mesothelioma, lung cancer and asbestosis
related to mining continued to be reported by the Director, MBOD at similar rates through the 80’s and 90's. In
1997 asbestos-related discases are the commonest single category of diseases being reported to the SORDSA
surveillance project for occupational diseases.” (White, 1997: 21) Felix writes that “the mining end milling of
asbestos ia South Africa led to three local epidemics in which tens of thousands of persons suffered premature death
from asbestosis, pleural thickeming, lung cancer and mesothelioma, following occupational and environmental
expusure. Where scienlists conducted sound studies, high proportions of the exposed populations surveyed were
found 1o have asbestos related disease”. (1997: 149) The high numbers compared 1o silicosis cases can be seen ip
the following table:

Type of pneumoconiosis certified in living miners:
1995/6 | 1596/7 | 1997/8
Silicosis 1314 } 066 1 996
ARPD 458 J 287 2044
Asbestosis 264 1148 1 858

Source: Rees, 2000. ARPD: asbestos related pleural disease.
Asbestosis: nferstitial disecase + interstitial disease with pleural changes.



The implications for public sector medical facilities are profound. It is clear that successful
health promotion plans need to locate diseases within the broader soctal context in which people
live, and there is a great need for occupational disease recognition unijts within the Department
of Health (IDoH) to identify mineworkers who qualify 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 concemn 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 humanitarian 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 eam, 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 mmeworkers 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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discrimination'’, economic and social oppression remains. Could it be that the “dismantling of
apartheid will prove to be more apparent than real”? (Duncan, 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 under-reporting and the low levels of the
application of the ODMW A, 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 lung 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 pneurmoconiosis in the gold
mining industry. Discussions with some expert doctors, the reading of some initial papers, media
reports, evidence from attorneys and lisgation 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.
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Racial discrimination extended to the surveillance, detection and compensation for oocupational diseases.
Legislation was “‘geared, almost exclusively, towards a state provided cccupational health service for white miners”.
(IHRG, 1993: 1) 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 at times receiving compensation s much as 13x higher than
that paid to black mineworkers with equivalent diseases.” Files at the Praktiseer magisirates office in 1984 revealed
the extent of racial discrimination: they showed that |34 Penge waorkers had been compensated in the ten mwonth
period of 3 August 1983 to 11 June 1984. Single lump sum payments were, except for three, either R1491.00 or R1
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. (RDM, 19/7/1984) Flynn (1992) rcports
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 were still alive, and only R1 641.00 if detected after death; ene twentieth for
the same disease. The recomrnendations of the Nieuwenhuizen Commission of Inquiry into Compensation {or
Occupational Diseases (1981) for an cnd to the system of racial discrimination, and for a uniform system for all
occupaticna) diseases, both mining and non-mining, were simply shelved.

13



Sekhukhuneland is particularty under-researched as more asbestos-related disease research has
occurred in the Northern Cape'®. The only surveillance work that has been done in Northem
Province is that of a few dedicated health professionals'®, 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 vears before. The lack of an easily traceable work force
compounds these difficulties. If follow-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 bome 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. Illich (1976: 212) writes that “negative extemalities 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 of a 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 temble, ‘price’ paid by mineworkers.

' A number of projects have focused on the town of Prieska, in the Northemn Cape crocidolite asbestos fields. Roes
(2000: 13) writes that a birth cohort of 2 390 subjects born between 1917 and 1937 is “being followed to asceriain
the cause of death”. ) 776 have been traced — of the 633 who have died 27 died of mesothelioma. ‘'his means “6.4%
of this Prieska cohont who died older than 25 years has died of what is considered a rare tumous. As the cohort ages,
the rates are expected to increase”. (Rees, 2000: 13) In 1998 the Pulmonology Department of the Johanuesburg
Hospital conducted medical evaluabons of 955 Prieska residents. Of the 524 who bad had cccupational exposure,
270 (51.5%) had asbestos-related disease. A further 35 who had not had cecupational exposure had asbestos-related
Pleural discase. (Rees, 2000)

? My immediale gencral impression, when doing fieldwork, was that if it had not been for the cfforts of the
Industrial Health Research Group, and of Professor Tony Davies, previously Director of the NCOH, and Dr
Marianne Felix, also of the NCOH, many hundreds more would have remained undiagnosed. This impression was
subsequenily confirmed by the available data.
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CHAPTER TWO

RESEARCH QUESTIONS AND METHODOLOGY

The lessons of the ashestos experience, the long tragic chain of adverse medical, legal and
societal consequences. have reinforced the well recognized principle that the employer. the
producer, has ahvays had the inherent responsibility nol 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 . Castleman, Asbestos: Medical and Legal Aspects, 1996:xvi)

Research Question One: The Prevalence of Asbestos-related Disease

Tt is clear that officially collected data are not available to determine 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 determined 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:

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

0o Why did so many mineworkers remained undiagnosed?

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

0o What are the reasons for the failure of detection systems to accurately record

occupationally acquired asbestos-related disease?

a To what extent can we determine 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 1s 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 oo asbestos-related disease dating from the 1920s.

A large part of the literature survey related to investigating questions of wher 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. Thus is
crucial in ascertaining whether the epidemic?® 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 comparies and the state failed to operate effectively as safeguards.?* ©

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

** In view of the long term effects of the very dangerous activity of working with asbestos it could be that the peak
incidence is still o come. Insufficient data is as vet available to determine this. The Industrial Healtah Research
Group (1993: 21) writes: “The size of the asbestos epidemics have not been fully estimated. As black miners have
worked for shorter periods of tme al these mines, resulling in a greater turnover of the workltorce, the asbestos
epidemic amongst black ex miners will be larger than expected. Black communilies have been exposed to higher
doses of asbestos dust at work in the mines snd mills as well as through environmental poliution, and heaith effects
of these exposures will be with us for at least 2-3 decades™.

1 lu 1994, Bill Sclls, 4 former executive for Johns-Manville, a major manutacturer of asbestos products, said it was
“one of the most colossal blunders of the twentieth century. Irn my opinion the blunder that cost thousands of lives
and desiroyed an induslry was a management blunder, and the blunder was denijal” instead of “responsibility ... .and
product stewardship”. (cited in Harington and McGlashan, 1998: 326)

2 Brodeur (1985: 6) describes the asbestos industry as a “fifly year history of corporate malfeasance and
inbumanity to man unparalleled in the annals of the private enterprise system’. John Waddell, Chairman of Turner
Brothers Asbeslos, said in 1966 that the asbesios industry was “100 big a trade to be thrown over in a hurry simply
because there is fairly sirong evidence that the blue fibre 1s more dangerous than crocidolite”. (cited in Castleman,
1996: 128)

= An interesting comment was made by an Australian ex-miner visiting South Africa — be maintained that the
asbestos mining industry closed down in his country as it was cheaper to import asbestos from South Africa; a
consequence of cheaper labour and the ‘1ax’ conditions in South Afnca.
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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 [ast fifteen years. It looks at
the increasing levels of awareness on the part of the National Centre For Occupational Health,
the ex-muneworkers 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 1s growing. Surveillance programmes in the last fifteen years, though limited, have
added substantially to the availabje data sources; this research has expanded the very constrained
data sources of compensation statisics 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 gtve the background to the fatlure 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 er 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 frusmrate 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 (ODMWA) are uniformly applied in
Sekhukhuneland:

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

the legistation widely ignored?
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o Are there long delays from submission to claim conclusion?

o Are there a high proportion of unresolved claims?

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

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

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

If it is the case that the ODMWA 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 ODMWA. Dr 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
i3 Y 24

difficult for poor rural communities to have easy access to it

The majority of mineworkers have always been migrants® controlled by contracts and labour
recruiters. It is noted by Arkles (1993) that although 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?”

* The budget for the MBOD comes from the Department of Health. This institution together with the office of the
Compensation Commissioner for Occupetonal Diseases, which administers the ODMWA (unti 1984 administered
by the Depariment 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, Kierksdorp
and Dundee in 1992, lcaving only Weclkom, Witbank, Belville and Rusteoburg. The sub-bureax fumctions are
certification of fitness for risk work, and diagnosis and certlification of compensable diseases. Levies, at fixed
amounts, arc paid by all controlled nupes 1o a centrally administered compensation fimd. This is administered by
by the Department of Mincrals and Jinergy which decides the levies. (The state contributes 1o this fund to cover
compensation (o employees of mines that have closed down.) See Benjaumin & Greef, Report of the Commiltiee of
Inquiry into a Nanonal Health & Safety Council, 1997. The question of whether the levies bear any relation to the
actual levet of damage inflicied is a very important one, and further research needs to be undertaken 10 answer the
question of whether the present fund could cope with a substantial increase in the incidence of identified disease
accepted for compensation.

3 White (1997: 20) wriles: “Hislory tells us that the measures used to reduce the ¢ost of labour wncluded migrant
labour controtled by contracts, pass laws and hostels; control of the labour market through recruitinent agencies and
virulerit anti-unionism. Ultimately meany of the forms of extra-economic coercian developed to control the cost of
mine labour became cornerstones of the Nationa! Parly government’s apartheid homeland policy”.

83% of mineworkers are migrants. (Trapido ef 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 of repatriation®, 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 15 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 ODMW A. 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% cardio-respiratory impairment, and
second degree of over 40% impairment. There is no compensation for less than 10%
impairment.”’ 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, s 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 earmings due to disability,

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

* Between 1980 and 1985, 15 000 were repatriated afler being diagnosed with tuberculosis. (White, 1997) It was

only in [ 985 that changes were made 1o the legislation Lo permil miners to remain in mine employment while being
weated for tuberculosis.

7 1If “No Compensable Disease” (NCD) is asseried by the MBOD it means thai the applicant is classified as not
having occupationally acquired disease, or has occupational disease less than 10% cardio-respiralory impayment.
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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 real 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 pnmary research issue revolves around social exclusion as a consequence of the fatlure
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:
o Do present levels of compensation alleviate the loss of income from the disability or
death of a breadwmner?
0 Does the received compensation fail to prevent a downward slide into poverty for ex-
mineworkers and their families?
a Does the occupationally acquired lung disease engender destitution in both the
compensated and uncompensated?
o 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 bemng bome by the mymng companies, being
extenalized onto ex-mineworkers, their families, commmunities 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 tumed

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 Sekbhukhuneland, 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 1o the final chapter
which summanses 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 Burgersfort. A sample of 22 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 mirne, 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 ODMWA. 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 transltation
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
forrned 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,
Motlolo, Malokela, Maandagshoek, Madiseng and Selala. A decision was made to spread the
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case studies over a range of villages to inquire, through particular families, as to their knowledge

of other cases in their immediate area.

The objective was to gather information oun 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 ascertamn the impact of their asbestos-related
disease and disability on themselves and their families. Where the compensation entitlement had
been received information 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 H C. Boshoff Hospital in Maandagshoek, and with the Malokela Occupational
Health Committee. The latter is 2 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
il 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 Marsianne Felix and Professor Tony Davies,
amongst others, at the National Centre For Occupational Health in Johannesburg, and with the
Compensatton Commissioner, Mr Jabu Mdluli and his deputy, Mr Jammy Maluleke at the
Commission’s offices in Eloff Street 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
Urnuversity of Cape Town, the National Cancer Registry, The Institute For Ecological
Rehabiljtation at Potchefstroom University, the National Union of Mineworkers, a selection of
MBOD reporting doctors, and joumnalists 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 AV,
Banyini, Director of the MBOD did not matertalize due to ber 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 Jocally and internationally. Due to the size of the available literature only a
very small portion of it is encompassed within the bounds 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 3000% asbestosis
sufferers. Cape PLC disinvested from South Africa in 1979. The British Asbestos Newsleftter
(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 Northemn Province and Gauteng.”

% 2250 are from the Northemn Provinee and 750 from Northern Cape. The case started in February 1997 with three
Penge workers and 2 Prieska residents (Lubbe & Others — v — Caple ple) in the English [{igh court. On appeal the
first five claimants won the right to sue Cape pl¢ in England. Group Aclion Afrika et al commenced in January
1999 and comprised 1 539 further writs. This increase in numbers led (o a defensc application to stay proceedings,
and Mr Justice Buckley found for Cape ple, ruling for South African jurisdiction. Further writs have since been
added to this group making the number of claimants now 3000. Therte are & further 1000 cases on record for which
writs bave not yel been issved. (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. It 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.” The claimants are from the asbestos
mining areas of Northern Cape and Northermn Prowvince, and have been funded by the Brtish
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.’® Legal 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 30" July 1999 Mr Justice Buckley found for Cape plc and ruled for South Afnican
jurisdiction. Importantly, he stated in his judgment: * The operation of asbestos mines and muills
in South Africa appears t0 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 plaintiff’s last legal recourse was an appeal to
the House of Lords. Somewhat surprisingly, on the 20" July 2000, five Lords unanimously ruled
that the case should be heard in the domicile of the defending company, namely the United

* Most importantly, “the apparent inability to hold transnational companics legally responsible for injuries caused
by their overseas operations has enabled them to exploit less stringent (or less stringently enforced) laws in
developing countdes and to apply ‘double standards™. (Meecran, 1998: 1686). This case involves crucially
umportant issues around the role of multinational companies; their inherent responsibility as the initiators of the risk
1 causing exposure 10 oceur and Article 2 of the Brussels Convenlion. 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 1o use impermeable sacks as was stipulated in the provisions of the 1931
3ritish asbestos regulations. The use of porous bags (unlined hessian sacks) at Penge was confirmed by all the ex-
miners in this case study.

* The ‘means test’ for the purposes ol British legal aid is the least difficult to ascerlain — the claimants all Live in
extreme poverly with almost non-existent formal income. Proof of employment af Cape owned mines is more
difficult as there is poor documentation of the claimants ‘labour histornn". (This, however. might soon be rectified
with the finding, by Richard Spoor, of many boxes of documents, including employee records, which were moved
in 1982 from Penge mine to Msauli Asbes (Pty) Ltd. Personal Communication, 30 November 2000) They have all
been medically certified as suffering from asbestosis.

! Richard Mucran, a solicitor at Leigh Day & Co., the London firm representing most of the plaintiffs, writes,
“Tiolding a 'TNC 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 lo achieve this objective the law must evolve to reflect the reality of TNC operations’, (1998:
1707)
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Kingdom. The trial 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
fatlure caused disease. General damages in terms of loss of income, and special 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 Corning in 1977 was settled out of
court for $20 million, of which Cape Industries paid $5.2 mullion. (Castleman, 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 (Brifish Asbestos Newsletter, 1999: 3) and the claimants
received nothing.

Although this research was substantial in terms of following the case, obtaining legal
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 transnational company in South Africa, and the attemnpt to hold them accountable for
their failure to reasonably foresee and prevent injury, 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 Injurtes and Diseases Act (COIDA) which prevents workers
from bringing civil damages claims*?. 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.

7 As Benjamin (1992: 5) succinctly puts it, “historically, workers’ compensation legislation represents a “trade-

of)” hetween the interesls of emplovees and employers. For workers there are three bepefits: first, thev can receive
compensation for the consequences of work-place accidents without having 10 prove that the accidenl was caused
by the fault of their employer...and without having 1o 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 prolection
against costly damapes claims by employees....In relurr for this benefit, the employer makes a financial
coptribution to the Accident Fund: safery is reducwd to regular and predictablc payment™. The beneficiaries,
however, give up their commor law ripht to sue tor damages (in the COIDA) and, most imporlantly, as Benjamin
(1992: 6) notes, “‘an apprecialion of this “trade-off”’ is essential to any evalualion of the adequacy of any scheme of
worker’s compensation. It distinguishes workers’ compensalion from other forms of social security such as
unemployment insurance and social pensions which are not posiled on the beneficiaries giving up their common
law right to suc for damages”. Tbe crucial importance of a well adminisiered compensation svstem could nol be
morc apparent — il is a statutory right, the consequcoce of the “trade-off”.
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CHAPTER THREE

“HISTORY TELLS US” *

For decades. the medical reports by doctors on disease and cancer pertaining o asbestos
provided the essential evidence of the harmful effects of asbestos: so that proper protective
measures, controls and medical surveillance by industry should nor have been delayed for those
who were exposed or used their products ... ... There has been a tremendous fime lag berween the
already medically established diseases and the time when the compensation and other
governmenial agencies legally recognized such diseases.

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

There are two groups of the mineral ‘asbestos™' a word of Greek origin meaning
“Indestructible”. The use of asbestos i1s mentioned by Roman historians, notably Pliny in writing
of the ‘diseases of slaves” who were weaving it. (Castleman, 1996) The serpentine group
includes chrysotile®® which was ‘discovered” in Canada in the mid 19" 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

i3

Jonas Maepa, of Motlolo village, said of his father, “history tells us he died of asbestos disease”. (Interview,
November 1999) Sebhlokola Kleinbooi Maepa worked ai Penge mine, crushing asbestos to a fine 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 never worked again.
He died in 1984 without having had any medical cxaminations, and thus no certification of asbestos-related disease.
This expression was used by many others when speaking of the deaths of people who were undiagnosed, but whose
symptoms all pointed to asbestos-related disease. One Penge miner interviewed said of his father: “History tells us
he died as a result of working at Penge”. (Tnterview, January 2000)

M “An asbesios fibre about the diameter of a human hair is actually a cluster of nearly (wo million fibres.... Thus, it
is said that two million fbres can fil on a pin head; or an inch cube of asbestos contains 15 million miles of fibre.
Not surprisingly such fine dust, which has only mild powers as a reflex irritant, is readily inhaled into the lungs if it
becomes airborne.” (Tweedale, 2000: 10)

3 South Africa became the fifth Jargest producer of chrysotile in the world. (Felix, 1997)
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South Africa and named it amosite®®. South Africa was the only place in the world where all

three types were mined. *’

The Transvaal deposits were thought to be unique and remained, through the 20" 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 econoruically.” Mr
Giles Newton, Managing Director, wrote in the foreword of this publication (1953: 9):

“Tt is right that special tribute should be paid to those who laid the foundations of
our mining enterprises in South Africa, and it (s 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

* Amosite production exceeded that of crocidolite because of the ease of mining the Penge deposits (Felix er al,
1993) Tweedale (2000: 193) writes of the confusion regarding the respective dangers of the types: “‘Another of the
asbestos jodustry’s tenets that lodged itself firmly in the public’s consciousness in the carly 1970's was the beliel
that crocidolite was the most dangerous type of asbestos. This idea had a long lineage in the jndustry: even in the
inter-war years, workers had regarded crocidolite as particularly dangerous (though they regarded amosile as
worse),” The physician of Cape Asbestos, Dr Huberl Wyers, said in 1946 regarding amosite: “ils reputation as
regards biealtn is utterly pernicious; )t is seldom now used.” (cited in Tweedale, 2000: 193) *Utterly pernicious’ it
certainly was but the statement that it was “seldom now used' is patently untrue: the mining, and export, of amosite
v.4s (o reach il's peak in South Affica ia the 1970s.

A study of a cohort of amosile asbestos faclory workers by Erhlich, Lilis, Chan, Nicholson and Selikoff,
published in the British Joumal of Industrial Medicine in 1992, revealed the “utterly pernicious” nature of amosite
in showing high levels of disease amongst those with heavy short term exposire. Of those with one month or less of
employment 20% were found to have parenchymal abnormality and a third pleural abnormality. Iirhlich e al (1992:
274) concluded that they had “shown that radiological abnormalities indicative of interslitial pulmonary fbrosis and
pleural thickening can develop with as litlle as one month's exposure 10 high concenirations of amosite fibre”.
Erhlich er al (1992: 275) commented, “the short term exposures of these workers emphasise the need for clinicians
to inquire carefully into bref remote exposures thal may have been long forgotten”.
¥ By 1930, 7,000 tons of crocidolite were produced annuatly. 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 of chrvsotile. (11arington 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
Germany in 1987, France in 1988 and the U.K. in 1991. The South African exporl trade in asbestos swung slowly
from being predominantly to the U.S., U.K. and Weslern Europe, 10 the bulk of exporis then going to Japan, Korea,
Thailand, North Affica and the Middle East countries. (Harington and McGlashan, 1998) In other words, 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 countries, the increasing use in
developing countries, albeit it at overall lower tonnages, inevitably means that disease of long latency must continue
to occur well into the twenty-first century. Even the ending of amosite operations in South Africa in 1992 and the
considerable decrease in production of ils even more dangerous relative, crocidolite, cannot at this stage prevent
further jllness apd deaths. 11 is unlikely that developing countries will be able to apply either ‘appropriate measures
of protection’....nor have they in place the medical care necessary 1o recognize “e silent epidemic of asbestos-
relaled discases™ when this does oceur”, (Harington & McGlashan, 1998: 326) What will be revealed in this, and
later chapters. is that asbestosis js not aecessarily a ‘djsease of long latency”.
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grown quite beyond the recognition of its first servants, but the varied factones
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

3

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 1920s, 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 first ‘proved’ case of asbestos-related pulmonary disease carme in 1906 when Dr H. Murray
Montague described a case of an asbestos worker who had died in 1900. The cause of death was
attributed to asbestos dust damage to the lungs, and the ‘lung fibrosis’ was descnbed 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 wnsurance company had data that revealed that 9 of 13 asbestos
workers had died prematurely. (Castleman, 1996) The conditions of the industry were already

regarded as ‘injurtous’ 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.*® Papers on fibrosis of the lungs due to the inhalation of
asbestos dust had began to appear in the Brtish Medical Joumal in 1924, In 1927 Dr W.E.
Cooke published details of his 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 carred a

report in 1928 on several post mortem verified cases of asbestosis amongst workers in the mulls
of the Rhodesian chrysotile mines.

* 1t was noted, at the International Labour Organization Couference on silicosis and other dust diseases held in

Johanmesburg in 1930, that a bill recommending the addition of asbestosis to the list of compensable diseases was
before the Bntish parliament.
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These reports prompted the start of a detailed investigation by Dr ER. A Merewether (HM
Medical Inspector of Factories) and C.V. Price (HM Engineering Inspector of Factones) 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
Bntish factory workers was 35%. The epidemiology was already beginning to emerge*® 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 relatively light exposure”. (Castleman,
1996: 517)

The first South African research

In 1926 George Frederick Slade was appotnted as medical officer to a ‘chrysotile asbestos mine
in the Transvaal. Slade (1930: 24) describes working conditions in the mill i 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 hours, They are thus exposed for continuous periods
of eight hours to an extremely high concentration of asbestos dust™. A particular characteristic of

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

silica.

Slade’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 industry. Merewether’s
investigation, also published in 1930, was into workers employed in the manufacturing sector of
the industry. Significantly, Slade (1930: 59) commented, “whatever conditions with regard to
dust evolution may exist in other asbestos miils in South Africa, the concentration of dust to

* The extremely dangerous nature of asbestos dust was already widely known in medical and industry circles in the
1930s. Literature lhat resulted from major studies of the biological eflects of asbestos grew from the 1930s
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 ook 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 mill in which the present investigation was conducted,
was, at all imes extremely high. In comparison with this high concentration, that occuring in
the various factories of the manufacturing branch in England, is very low.” Yet Merewether in

England had found a prevalence rate of 35%.

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 of Important Symptoms, 1930

Length  of | Number of | Cough Sputum: Dyspnoea Weight
Service Workers asbestos on Loss
bodies. Exertion

3mths -1 yr| 22 22 22 10 4

1 — 3 yrs 35 35 35 22 15
3-5yrs 29 29 29 26 I8
5-9yrs 14 14 14 14 10
Total 100 100 100 72 47

Source: Slade, 1930: 47

3. Distribution of Incidence of Early and Advanced Physical Signs of Pulmonary Fibrosis, 1930

Length of Service | No. of Workers | No. Showing No. Showmng Advanced
Early Physical Signs Physical Signs

3mths- 1 yr 22 8 (36%) 2 %)

1 =3 yrs 35 22 (62.8%) 5 (14%)

3-5yrs 29 16 (55%) 7 (24%)

5—-9yrs 14 S (35.7%) 9 (64%)

TOTAL 100 51 (51%) 23 (23%)

Source: Slade, 1930

30




Despite these disturbing findings, of 23% 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 condiftons, the ‘killer dust’, and the ‘silently’ increasing epidemic of
asbestos-related disease, duning the intervening 30 year period has to be gleaned from other

sources.

‘Killer Dust?’:

Dr Gernit Schepers visited Penge in 1949, His description of the ‘mist’ of asbestos dust is
reported by Flynn (1992: 193):

ccc

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 little moming mist.  didn’t know until lunchtime that it was asbestos
dust, but that i1s 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 mormnings. For example we were eating some toast one moming 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.””

Schepers witnessed 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 I grabbed him and took him off to the X-ray machine. The X-ray showed he
was already suffering from asbestosis. 1 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.””

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 stubbom resistance from the mining companies who used all their power
behind the scenes to make life difficult for im. 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 until some
discusstons 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 * The registration of the other
asbestos mines followed in the next few years. As these were the first steps taken by government
i 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 45f/cu.cm until 1973, whereafter it was revised to 12f/cu.cm.
(Felix, 1997)

The South African Asbestos Producers Advisory Committee (SAAPAC), formed in 1971,
worked with the GME to set permitted dust standards. In 1976 the GME wanted a limit of 5
f/cu.cm for all areas of the mines, but, with undertakings from the SAAPAC to lower dust
levels, the GME set the limits at 5 f/cu.cm for underground work and 10 f/cu.cm for the mills. In
1981 this was reduced to 2 f/c.cm and 5 f/cu.cm respectively. The mills were reduced to
2f/cu.cm 1n 1984, a uniform recommendation. (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: “to ensure the physical
safety of those working on the mines or using machinery and explosives and to advise the government on technical
mining matters. He was thus placed in the potentially awkward position of serving two maslers — the immediate
demands of health and safety and the wider requirements of the state in its relationship with the mining indusuy*".

* This act was replaced in 1973 with the Occupational Diseases in Mines and Works Act (ODMWA)
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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 1f/cu.cm™.
These regulations only governed the process and use of asbestos and did not apply to the

asbestos mining industry (Kisting, 1987) which was govemned only by ‘recommendations’.

The severe lack of resources and staff in the office of the GME made regulation impossible.™

As Mancuso writes “the mere adoption of regulations has no real meaning without the
professional, industnal, and governmental resources and legal and moral determination to
implement such regulations”. (Castleman, [996: xvii) Besides which, “the GME. . was
influenced more by the standards mine and mill owners were willing to accept than by the health

risk posed by asbestos”. (Felix, 1997: 50)

Actual fibre concentrations in the mills were between 10 and 400 f/cu.cm with typical fibre
concentrations above 50 f/cu.cm. (Felix, 1997) The following table indicates the extent to which

dust levels were above the recommended level:

4. Airbome Concentration of Asbestos In Transvaal Amosite Mines, 1940 —1977
(fibres per cubic cm in the mines overall averages)

Years Surface Underground
1940 — 45 234 7
1946 - 50 91 6
1951 - 55 103 9
1964 — 66 85 4
1967 -69 90 S
1970 - 71 40 2
1972 -173 13 2
1974 - 75 23 )|
1976 — 77 7 3

Source: Myers, 1980: 47

2 The MOSA control limit of 1f/cu.cm was five imes as high as the United Kingdom conwol limit for crocidolite
of 0.2f/cu.cm.

© 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 ratio in South Affica for all formal employment, excluding
muning, was the worst of all developing countries considered by Benjamin and Greef — 1/58 274 for S.A. compared,
for example, to 1/12 503 for Brazil. See Report Of The Commitiee Of Inguiry Into A National Health And Safery
Council 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 1983. The United States levels were Sf/cu.cm in 1971, 2f/cu.cm in 1976 and
0.2f/cu.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 & Pennell, 1979: 79) The
progressive downward revision of United Kingdom statutory regulations™ can be seen in the

following table.

5. The United Kingdom Asbestos Regulations, 1969 — 1984 (fibres/cu.cm)

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 J. Selikoff, a foremost authority in the field of asbestos epidemiology™, 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’® below which workers are protected from
disease. Castleman (1996: 333) stresses that it should be recognized that [f/cu.cm is equivalent
to 1 million fibres per cubic metre of air. Dr Selikoff’s colleague at the Mount Sinai School of

“ Media reports about asbestos-related cancer and pressure from trade unions prompted the U.K. government.

* Selikoff"s epidemuologic 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
pastrointestinal cancer. At the New York Academy of Sciences Conferemce in 1965, Selikoff 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, 50% had extensive asbestosis. Insulation workers were generally working with enly 15% asbestos; in
other words, they had comparatively light exposure as the asbestos materjals they used had an asbestos contenl of
15% (Castleman, 1996, Brodeur, 1985) Seiikoft also looked at the families of men who worked in an asbeslos
factory in New Jersey in the [940s and 1950s. He found that 40% had the kind of lung abuormalities that were
common in asbestos workers. He also found three cases of mesothelioma as well as a higher than normal incidence
of cancers of the lung and intestipe. All these people had only been exposed to fibres brought home in the hair and
on lhe clothes of the people who worked in the Paterson plant, some of whom had only worked there for a few days.
(Doyal & Pennell, 1979: 76) As Felix (1997: 39) writes, “the blending of fibres oulside mining localities and the
transportation of asbestos to international markets created a trail of dust and, with it, a trail of disease”.

“ The Health & Safety Executive in the Uniled Kingdom wrote: “For all types of asbestos no ‘safe level’ of
exposure could be identified”™ (Guidance Note EIM10, Asbestos — Control Limits, 1984)
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Medicine, Dr William Nicholson, “has suggested that the term “risk limitation value’” i1s 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 ia terms of
which prevention of all asbestos-related diseases is feasible.” This well summarized by Aron
and Myers (1987: 26): the “‘successive ‘safe levels’ bad to await successive harvests of death,
disease and muysery 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 levels*’, a critical occupational hazard, and the

7 Dust levels and conditions at the Tuner & Newall owned Havelock Mine jn Swaziland are reported on by
Tweedale (2000). A British government inquiry in 1974 ‘exploded the myth that British companies treated thewr
African workers fairly'. It was revealed that there was wage discrimination, and that black workers were paid wages
below the poverty line. Health was not mentioned. The wage issue, however, drew attention to the South African
mincs, and Tumer & Newall’s senior medical officer, Lewinsohn, visited Havelock 1n 1578.

There were 500 underground workers and 300 mill workers at Havelock. In his report Lewinsohn said: “1 was in
two minds as Lo whelher [ should enter the grading mill without the protection of a posilive pressure gespirator,
Going through the mull 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 (o the convevor was covered in fibre. 1 was astonished to see a
man poking a blocked screw convevor and creating clouds of dust all about him™. (cited in Tweedale, 2000: 185)

T& N cstimated that dust exposures before 1976 could have surpassed 100f/cu.cm - this bad to be estimated as no
dust samples had ever been taken. A technologist later reported: “An area which no longer exists, and had high dust
exposures, was the ‘old dusting and screening plant’....the descriplion of this area by the expression “appalling;
visibility less than two metres,’ is untranslatable into terms of meaningful dust levels. The ‘worst job in the mill’
has been described 8s cleaning out the main dust duct...using hand shovels. Throughow the mill, however, job
practiccs were crude by modern standards and all employees musl have had significamt dust exposures.™ (cited in
Tweedale, 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 SAMLI 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 ime in the ‘vicimity of the Havelock asbestos
mipe’. (1967: 645) It is not unreasonable to expect Lthat conditions al Cape’s Penge mine were similar for Cape
“apparently had an even worse health record than Turner & Newall”, (Tweedale, 2000: 210)

Lewinsohn also visited the T&N asbestos products faclories in Durban. He found that “workers and
supervisors....had obviously not been instructed in the rudimentary elements of working in a safe and dustless
manner. (Tweedale, 2000: 185) Black workers were described as eating their food while sitting on the floor
gmongst lhe dust. Here 600 workers were x-rayed and Lewinsohn found what he called an epidemic: 82 workers
with asbestosis. (Tweedale, 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.* 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 f/cu.cm
means that it was 63 times the recommended South African limit of 2 f/cu.em, and 650 times the
United Kingdom limit of 0.2 f/cucm. 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 wisited the affected areas. Lebowa’s Director of Health, Dr A M. Makunyane,
“expressed extreme concemn at the danger to people caused by abandoned asbestos dumps

littering vast sections of the homeland east of Pietersburg”. (RDM, 7/9/1984)

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”.*> (RDM,
11/9/1984). This was contradicted by the chief inspector, Mr L. W. Isserow, when answering
questions at a Council for Scientific and Industrial Research conference on air pollution. He

stated that most samples were around 20 000 f/cu.m, and one was substantially higher. Dr R.S.

were examined: 183 had asbestosis and 154 were possible cases. A further survey of the 178 wives of men
employed for more than 15 years, revealed 12 cases of asbes(osis and 10 possible cases. (Tweedale, 2000)
® 1700 asbestos workers, members of the Black Allied Mining and Construction Workers Union (BAMCWU)
were fired at Penge in June 1984. (RDM, 11/7/84) Myers ef al (1987. 659) wrole: “Unionization of asbestos
workers has had 1o be fought for every inch of the way as workers have had to contend with some of the most
conservative and anti-union vmployers in the country...... Gencor’s style in dealing with worker grievances is 10
cuiploy force (police), dismiss workers, and employ new migrant workers, thereby dismissing the problems, along
with the workers. The company has responded in like manoer on several occasions. As a result of this anti-union
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: 196)
describes it ‘“Instead with five-siar raung schemes and creative use of statislics, the Chamber of mines had
complete hegemony in mining matlers, saying all was well. There was no-one to challenge their claims to be world
lcaders in e field of safetv™.

The 1984 strike was a protcest against wage levels as well as demanding that the union, BAMCWU, be recognized.
They were dismissed for failing to return to work and were forcibly removed from the hostels. (RDM, 1/7/1984)
*® The oplv action 1aken by the GME. Mr S_P. Badenhorst, 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 and vendors on the dumps. It is considered the contraventions were coramitied in ignorance and that
prosecutions would serve no useful purpose”. As Phillip van Niekerk (RDM, 11/9/1984) comments “they are the
only people whom the GME considers responsible for breaking the law in an area of widespread pollution™

According to the GMT. the asbestos fields were not covered by the provisions of the Atmospheric Pollution
Prevention acl. (RDM, 11/9/1984) There were no prosecutions for the excessive dust levels at Penge. In the files of
the GME, for all asbestos mines, there are only three wamning letters and one proposal o 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, 25/10/1984) The environmental readings were thus 20 times higher than this.
Researchers had already estimated that 200 000 people were exposed™

The environmental engineer of GEFCO, Mr D.J. Selles, reported, at the same conference, a
count of 11 000 f/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 “the workers who still disregard
company rules on hygiene”! Two of the readings taken [00 meires 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 hkely caused by the mill.” (RDM, 25/10/1984)

The response of the mining companies “to demands for safer and better working conditions from
their employees have included large-scale victimization, dismissals and strong resistance to
unionization of their workers”. (Aron & Myers, 1987: 2) As was written by Meyers ef a/ in the
International Joumnal 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."!

*® The United States Epvironmental Agency removed 130 people from their mobile homes in Globe, Arizona in

1983 — they were evacuated due 10 their proximity to ap old chrysotile asbestos mine and dump, which had been
covered with soil. (RDM, 7/9/1984) Far from action being taken in Sekhukhuneland to remove people the opposite
occurred — people were moved in. Several farms containing asbestos dumps were sold by US Steel, Tumer and
Newall, and Egnep to the South African Development Trust for incorporation inlo Lebowa. These farms were “soon
to be the scene of large scale resettlement by blacks”. (RDM, 1/9/1984) Egnep sold Bewaarkloof in May 1984 to
the S A Development Trust for R250 000, and, although vegetation had been planted on the dump, it was reported
that “fibres continue to spill ooto the road”. (RDM, 1/9/1984) Black resettlement at Bothashoek, near Penge,
involved the provision of 330 acres for 3 600 families. (Packard, 1989: 274)

*' Drs Rodney Ehrlich, David Rees and Yosuf Veriava were subject to such “obstruction’. Baldwin-Ragaven ef al
wrile in An ambulance of the wrong colow (1999: 29). “Heallh professionals who sought to achieve redress (or
workers adversely affected by unhculthy working conditions were themselves targets of hurassment. Simply
providing a clinical service to workers was in itself seen as subversive enough to attract state harassment. In e
early 1980s, three doctors who were parl of an occupational health team examined former workers from an asbestos
mine near Penge, in what was then the Bantustan of Lebowa. The purpose of the visit was to identify workers wath
possible occupational disease in order (o help them apply for compensation. Banlustan security forces arrived while
the doctors were busy examining the workers, stopped the examinations and arrested one of the doctors (the only
ope who was black). The history of labour relalions in Soulth Africa is one of collaboration between miine
management and security forces, aumed at disrupung legitimate labour action. In this particular case a double
tyranny was visited on the ex-mincrs, first by their vulnerable coadition as mine labour, then by local agents of the
statec who were threalened by anything that may have provided even small recourse to these miners’™.
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‘Polluting’ the Cancer Research:

Only three papers on asbestosis. were presented at the 1959 Intemational Conference on
Pneumoconioses held in Johannesburg. Two of these, however, were extremely significant. An
important paper by pathologist J.C. 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 northwesterm 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) wntes, “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’ survey’” revealed 33 cases of diffuse pleural mesothelioma and indicated,
for the first time, that environmental exposure to asbestos posed a sertous health nsk. 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 [ was following a line of research which seemed to them of little value, and
that I would be advised to follow other lines of investigation.” (Castleman, 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.

2 Flynn (1982. 238) writes, “Wagner's imvestigations went further. He found unbelictable conditions at the mincs
and mills in the arca. The roads on these huge propertics were made of loosc asbeslos waste. There were preat
plumes of blue dust over the mills. The industry used unlined hessian sacks, cheaper to fill than buperineable 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
wilh their babies strapped to their backs. Immense dumps of milled asbeslos waste, hesvy with fibre, lay open Lo the
vwind. People who had lived in the area for short periods, or who had simply passed through, were developing
mesotheliomas, [n short, there was a public health disaster on a truly terrible scale in the blue asbestos mining areas
of the Northem 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 of Pnieska,
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 1t 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,
19082: 239)

The response of the mining industry was to withdraw 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 CSIR/PRU Report of 1964 was marked “Restricted”, and was only available to sponsors
and those immediately nvolved 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 only 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, [982: 239) Dr Wagner resigned to continue his work on the relationship

between asbestos and cancer at the Pneumoconiosis Research Unit 10 Wales.
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These attempts, in the 1960s, to suppress research were not the last. A paper by Dr Leslie Irwig,
of the National Research Institute For Occupational Diseases™, 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 Irwig’s second paper, Mortality from asbesios related disease in South Africa, mentioned
cancer, and concluded that people “living in asbestos producing areas (but not necessarly
working in the asbestos industry) died more often than usual from cancer. The New York
Academy of Sciences, which for years had penodically 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 uncontroverstal scientific paper that demonstrated an excess of cancers among
people who live in asbestos mining areas”. (Flynn, 1982: 238) Irwig, and his co-author, Dr
Hannes Botha, were ordered, by Professor A.J. Brink, President of the South African Medical
Research Council (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 found 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 govemnment 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 er al (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 Sourh
African Medical Journal (SAMJ)”.54 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 TRC Report (1998,
Vol. 4: 36) also commented, in the section “Institutional Hearing: Business and Labour” **:

“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

* In 1979 Dr Rodney Erhlich was requested to do research examining the socio-economic profile of racial groups
“in order (0 contextualise the devastating differences in health status” — this was to accompany research bv MRC
epidemiologists Invig and Wyndham into the inequalities evident in available mortality data. Dr Erhlich was ideallv
placed to conuribule 10 such research — he had a degree in economics and was a medical student. Yet it was nol
destined to be published — “Dr Erhlich was told that the MRC would nol permit its publication, because it contained
too many cilations from the South Afncan Institute of Race Relations (SAIRR) handbook. He was also given to
understand that, in the eycs of the MRC, medical practitioners who read the SAMJ would be *put oft” by matenal
that was seen o be too political. Dr Erhlich’s cobclusion was that ‘the MRC was governed by conscrvative forces
concerned to avoid anything that might be seen as too criucal of the status quo’ . (Baldwin-Ragaven er al, | Y99:
138-139)

1t is regrettable that these hearings were not more subsiantial. The socio-economic legacy of apartheid was
something of an ‘add-on’ in the TRC process — it was put into what were called “institutional and special hearings™.
An emphasis on reconcilinion incorporating socio-economic redress was present at the beginning of the TRC
process, and, at the end. The TRC’s final report did link the socio-economic and justice agenda’s, but perbaps the
link remains at the level of rbetoric. The actual hearings of the TRC focused almost entirely on the civil rights
abuses of the securnity forces and the liberation movements. In other words, the focus was on what one individual
did to another indrvidual. The institutional hearings on business and labour were over in a few days. .ikewise were
the bealth sector hearings. The TRC clearly did not do enough o establish Lthe fimdamental need for socio-economic
redress. Every so often attention is again drawn to the imperative of socio~economic redress — this was done by
Constitutional Court President Arthur Chaskalson in his Bram Fischer Memorial Lecture in Mayv 2000. a porlion 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 detals 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 govemment 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

“] 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 looking through a glass darkly.
Occasionally, however, we are able to pierce the darkness created by the biased distribution of
South African health resources and statistics and explore, in some detail, the ways in which
political and economic development have intersected with biological processes.

(Randall Packard, White Plague, Black Labor, 1989: 21)

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 e/ al (1999: 23) wnte that “very little
attempt was made to collect valid and reliable data on births and deaths for bfacks™ 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”. (1999: 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 ef al. 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 (1985) examined vital statistics for Africans from 1979 to 1980: symptoms, signs and
il-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. This 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
asbeslos mines from 1953, and then working again at Penge from 1968 10 1974. He said he was never lold of any
dangers and only leamn’t al the time of a medical examipation, which detected that he has asbestosis, in 1996. e
received R10 200.00 in compensation. He had extcnsive asbestos corns - embedded fibres - in his hands and fect.
{Interview, January 2000)
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high in the Bantustans of Kwazulu, Gazankulu, Lebowa and Qwa-Qwa”. (Baldwin-Ragaven e/
al, 1999: 23) Clearly, as Packard (1989: 21) writes, “the exclusion of the majority of blacks from
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 fields®®.
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 Years
1959 - 64 64 51 80 43 4
1965-69 | 139 89 60 45 6

Source: Sluis-Cremer, 1965 and 1970.

It 1s interesting to note that Sluis-Cremer acknowtedged 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 governmert
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 country. In the period leading up to the emergence of this independent research in the late

1580s and 1990s, the only attention patd to the asbestos mines of Sekhukhuneland was that of

7 G.K. Sluis-Cremer died of mesothe)ioma. Asbestos-related disease his taken its toll on the staff of the NCOH as
well. Dr R.E.G. Rendall died in 1998 of mesothelioma He was Head of lygiene al the NCOH, and, while working
al the NCOH’s predecessor (he National Research Institute lor Occupational Disease (NRIOD), was responsible for
the preparation of samples of the various types of asbestos being distributed worldwide for animal research. Thesc
samples were milled at the NRIOD.

% The Pietersburg Asbestos Fields stretch from Penge in the south, northwest to Mafefe and further north to
Bewaarkloof.



two investigative joumalists, Laurie Flynn and Phillip van Niekerk, whose work has also been

relted 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 peniod 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 (RDM, 8/8/1984)

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:
“T 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 atmospheric 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 commuaity. 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 white woman when the men we worked with never

warned us against it?’”

In all the current interviews it was repeated over and over that they were not told at the mines
that asbestos was harmful®’, 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 ime’, 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 angd 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 dust”. (Ramphlele & McDowall, 1991: 89) Asbestos from the dumps
was used wn bricks for pnivate 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 | 780 households. It appears that asbestos was extensively
used as a building material: 643 houses were found to be contaminated with asbestos in the
buwlding matenals, 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

¥ Tweedale (2000: 141) reports that, in the United Kingdom, “workers were atso kept in the dark and Turner znd
Newal! did liftle 1o publicise the health hazards of asbestos. The quarterly staff magazine, Firefly, which was
launched in 1952, conlained nro rmeention of asbestos disease or any health warnings during its entire publication run
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 documents allow us jn retrospect (o find a sinister meaning in

phrases such as, ‘died afler a fairly long period of illness’.” 1t 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 Itis
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 found to be very high. Tt was shown that
contaminated clothing could create airborne asbestos fibres, particularly when being washed. Tt
was noted that children, on average, were exposed to the highest asbestos fibre concentrations.
This is significant as medical research has shown a substantially mcreased nsk of developing

disease the longer the fibres are in the lungs. (Castleman, 1996)

The results of the atmospheric sampling survey revealed that 69% of the fibre concentrations
measured in Mmafefe fell between 1f// and 10f// and that “a Lfetime in Mmafefe could result in
a lung burden of amphiboles in excess of lung 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% of the readings higher than 20/

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 talings
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 concliudes 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%) of a group of 665 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. Chest radiograph changes as reported by three readers — Mmafefe, 1988

Reader | Reader 2 Reader 3
Radiograph Changes: Number % | Number % | Number %
Circumscribed plaques 144 22 89 13 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 pl. changes 287 43 278 42 325 49
Tuberculosis 63 10 73 11 51 8

Source: Felix, 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
Northen Province.” She concludes that “in many other willages in the adjacent Sekukuniand
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
govermnment authorities to the necessity for an asbestos abatement programmed”. (Felix, 1997:
89) It [ed 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 around 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 rehabijlitation at all. Work has happened
sporadically, as and when funds have been available.

Penge has been ‘rehabilitated’. It 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 muning
companies, who created the problem in the first place, are not held liable. Once again costs are
externalized. The implications of such externalization are summarized by Sachs (1999: 168):

“The 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 extemalizing 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 off to the periphery”.

The costs to the ‘peniphery’, 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.
In 1991, during a period of sabbatical leave from the NCOH, Professor Tony Davies
imvestigated services available for occupational lung disease and/or tuberculosis in Mpumalanga
and parts of Northem Province. He concluded that the provisions of the ODMWA were not
applied. A clinic was initiated in November 1991 at Groothoek 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 would later be expanded to intensive 6 month programmes in the
50

Maandagshoek®™ health ward run by Professor Davies. Knowledge of this opportunity for

®  The Msandagshoek Health Ward is jn the south eastern part of Northern Province, in the southern part of

Sekhukhuneland. It is almost entirely rural as the small towns of Burgersfort and Steelpoort are close bul are in
Mpumalanga. The total population is estimated to be 250 000 and is ethnically homogenous. (Davies el al. 2000)
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medical benefit examinations was disseminated by community based committees in Mmafefe,
Mathabatha and Malokela®'.

Davies (1992: 3) wnites, “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 carnes the heaviest burden of disease and ignorance. It may be important to discuss it
some detail the introduction of effective systerns of health care, particularly for chronic and

communicable diseases, as an essenttal 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 H.C. 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 cobbers®® on the mines,
none had been examined since leaving the mines. The average length of service on the rmunes
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 ef al, 2000)

It was found that 274 of the women were widows™ of men who, they said, bad died of

resptratory disease. It js clear that “the exact prevalence of asbestosis, in particular the more

®" Random selection of persons from the community, and such community based facilitation, is vital in this arca as
no records of asbestos miners, comparable to the TEBA recruitment records. are available. (Davies)

% Blasted ore from the mine was dumped and "cobbers’ worked on the waste rock heaps, sorting and hammering
by hand to remove the asbestos fibres. Women who were cobbers often had their babies on lhuir backs or their
loddlers with them, (Interview reports, 2000)

Deirdre Davies writes: “Al every clinic we do, there are a number of widows of miners who died
uncompensated. While many have quite comprehensive documenptation, 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 ef

al, 2000) Again it is a case of “history tells us”.

Irwig et al'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 of R13 924.00, and
those with Second Degree R30 266.00. (Mafokane e/ al, 1999)

The Maandagshoek Programme continued for another six month period from April to September
1998, examining a further 1 800 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 s third pefod running from April to September 2000, and is covering
Penge and H.C. Boshoff Hospitals, Mecklenburg 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 H.C. Boshoff

husbands ‘retumed from the mines coughing’ and eventuzlly died of what cap only have been respiralory disease”.
(1999: 13)
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Hospitals, and Mecklenburg Health Centre. The intention of the Maandagshoek Programme has
been “to report as many former mineworkers as possible using the hospital and clinic facilities in
the area™ as there is an “almost inexhaustible reservoir of occupational Jung disease in the rural

areas”, (Davies, 1997: 4) A fourth six month programme is planned for 2002.

Of all the preumoconiosis 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 doctors®* who recorded only 89 out of the 1672
cases reported from the Northemn 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 past 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 statermnents, 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 Eastemn 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
ansing 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)

Chairman H.P. Hart (GEFCO, 1991: 6) wrote that “demand for the group’s amphibole fibres
remains under pressure from environmental groups and Govemment authorities in many of the

major market areas. These actions are in most cases spurred on by the concerted activities of

“  Gauteng has 75, Western Cape 39, Kwazulu-Natal 48, Eastern Cape 19. The Northern Cape bas 3 and
Mpumalanga 4. (Sordsa News, Dec. 98 — Jan. 99, Vol 2 No 4)
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chrysotile fibre producers who have a vested interest in discrediting amphibole fibres”.®> The
rejection of a ban on asbestos in the U.S.A.%® 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
eamings per share at 8 cents. The latter was substantially down from 24 cents in 1990 and 66
cents 1 1989.

Mimng 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 *memornes’ 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 \wncome, and the “result on discontinuance of muung 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 earmings per share were 7.8 cents with a dividend of 3 cents and that the
group achteved a profit after tax of just under R3 million for the year. The remamning ‘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 Annua! report that “blue asbestos sales suffered from the depressed state of the world
construction industry and shortage of forcign currency in some major market areas™”. (Gefco, 1992: 5) No mention
was made of the real reasons - awarencss of the dangers of this amphibole fibre and the ban on crocidolite in many
countries. Japan, belatedly, banned the use of amosite in Calcium silicate boards in 1988 {Castleman, 1996)

% Asbestos is now banned in Sweden, lceland, Norway, Denmark, Finland, Netherlands, France, Switzerland,
Germany, Italy, Austria, Poland, Belgium and Saudi Arabia. (Castleroan, 1996)
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management”.”’ (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 environment® would be revealed by the Industrial
Health Research Group’s 1992 audit of Penge.

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, vared 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 al, 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%. (IHRG,
1993)

The objective of the medical screening of recently retrenched workers at Penge 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 S68 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 [LO classification was used to grade each

chest x-ray for both pleural and parenchymal disease.

" 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 ruore was said
about occupational health — in an indusay that for decades had been regarded as extremely hazardous.
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8. Age Distribution of Penge Workers, 1992

AGE PERCENTAGE

21-30 16.1

31-40 333

4] - 50 32.5

51 -60 16.7

60 -66 1.4

Source: ITHRG, 1992.

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.J0 years. The
following tabie 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 Exposure in Penge 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
30-134 18

Source: THRG,1992

Prevalence of disease. An ILO grading of greater than or equal 1o 4 jis 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 of 259, or 45%, of the workers had asbestosis. This was broken down into a
prevalence rate of 37% for parenchymal fibrosis and 24.6% for pleural fibrosis, A further 110, or
19%, were diagnosed as borderline cases. (JHRG, 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
THRG (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.

10. Prevalence of Parenchymal Disease in Penge Workers, 1992

Diagnosis | ILO Grading | Number | Percent
Normal 2 221 39
Borderline 3 137 24
Abnormal 4 155 27
Abnormal 5 38 6
Abnormal 6 6 1
Abnormal 7 5 1
Abnormal 8 7 0.4
Abnormal 9 1 0.2
Abnormal 10 ] 0.2

Source: THRG, 1992

The THRG repon noted that lung function testing had been done at the mire 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. [mportantly, the 1 second time signal

was completely incorrect. All measures calculated from time are grossly incorrect”. (IHRG,
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 [HRG 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 lack of readily accessible 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.
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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 IHRG identified a further 167 who were eligible for compensation and whose cases should
be submitted to the MBOD.

In the THRG’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”. (IHRG, 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, steras 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 IHRG audit of Penge
all “pierce the darkness created by the biased distribution of South African health resources and
statistics” (Packard, 1989: 2t), 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 willages throughout the Pietersburg Asbestos Fields and
the three villages linked to Penge mune”. This statement has been bome out by the

Maandagshoek detection programme.

These belated surveillance 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 BODY” —
CASES OF MORBIDITY AND DEATH

While the development of capilalism may have facilitated an improvement in the general health
of the population (as measured, for example, in life-expectancy rates). the health needs of the
mass of the population continue to come inio frequent conflict with the requirements of
continued capital accumulation. This produces contradictions which are ultimately reflected in
historical changes in patterns of morbidity and mortality.

(Lesley Doyal with Imogen Pennell, The Political Economy of Health, 1979: 23)

For those caught up in it, cheap labour was an incredibly costly system.
(Mahmood Mamdani, 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, Seruor Medical Inspector of Factories in the
United Kingdom has stated, “A workman’s capital is his health — without 1t he 1s bankrupt”.
(cited in Castieman, 1996: 839) The case study of this research comprsed 22 former Penge
mineworkers of whom 17 were men and S 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 all 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 ilness confirmed the extensive delays in the

tdentification 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
Ulness as frequent pauses were required due to breathlesspess 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. It should be noted
that the various kinds of asbestosis are frequently defined on MBOD 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. %

11. Diagnosis of 22 ex-Penge Mineworkers in Sekhukbuneland, 2000

Pneumoconiosis | Pneumoconiosis | Al AP AP &1L
1* Degree 2™ Degree 2"Degree | 1¥ Degree | 1% Degree
13 (59%) 2 (9%) 2 (9%) 2 (9%) 3 (13%)

AP& T. Asbestosis Pleural & Interstitial
Al: Asbestosis Interstitial

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 2™ degree

asbestosis pleural and interstitial. None of this occurred.

12. Symptoms of 22 ex-Penge Mineworkers in Sekhukhuneland, 2000

Dysponoea | Moderate | Chronic Loss  of | Emactation | Pain
Cough Cough Wejght

Number |22 (100%) | 4 (18%) | 18 (82%) | O (40%) | 5 (22%) | 22 (100%)

Dyspnoea: breathlessness

% “PN™, according to the MBOD, refers to “Pneumoconiosis consisting of Silicosis, Coalworkers Pneumoconiosis
and Asbestosis” (MBOD, 1999/2000) The SORDSA project has reported that of the diseases ascribed o asbestos
79.2% were described as ppneumocomosis, 6.5% as Chronic Obstructive Pulmonary Discase (COPD) +
Prneumoncomnjosis, 5.5% as tuberculosis + ppeumoconiosis , 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 induslry (8.5%), power stations (1.2%), building and roads (0.9%) and olher wndustries (2.3%). (Sordsa,
August 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 tn the tuberculosis
ward of H.C. Boshoff* 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 1ll 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.C.
Boshoff Hospital 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 of Penge 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, ‘I 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 sickmess’.

A Sample of Undiagnosed Nlness:

Five of the many people who, unsolicited, 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 workang 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

% This hospital opcned in 19535 as a Missionary hospital, then becoming the Montrose Mine hospital and
subsequently a public hospital. It presently has 150 beds and is seriously under-resourced. It was reterred 10 by most
as the Maandagshoek Hospital.
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born. She described the ‘first bom” 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 intermittently, and said, ‘I thought it was Penge when I was

first sick’.

The first man (50) had worked at Penge from the age of 20 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 injunes had clearly been severe; he had a
mutilated knee, extensive and very large scars on his legs and back, and a pronounced ‘limp’.
Afler 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 untU it closed in 1992. He was
presently working as a gardener at a local lodge. He said he had ‘learmned 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 would soon lose his job through his ill-heaith.

The third man (51) had worked loading asbestos sacks from 1974 until 1979. He did sore farm
work for a few years thereafter, found himself too ill to continue and had been unemployed
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 ime’. 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 1ll yet
had not sought medical treatment. May, Woolard and Klasen (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 10 biases since better-educated individuals are

61



typically more concemed 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 ul-health, despite objectively worse health
indicators”. (May, 2000: 37) These undiagnosed people support this insight. They also gave a

very real indication of substantial [evels of unidentified disease in this area.

‘The Hospital at Maandagshoek’:

Dr Mbala Mampunima, Superindentent of H.C. Boshoff Hospital at Maandagshoek, reported
four cases of mesothelioma since his arrival 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 1¥ 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. (Interviews, 24 January 2000)

Dr Mampunima described prognosis as variable. He said that some with 1¥ degree could work
but that this ‘depended very much on the type of work’ as in most instances even minimal
exertion could lead to breathlessness. 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 nutriion deteriorate faster’.

The significance of this can unmmediately 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 Mampumuma
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 hands™ and feet, were described by Dr 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 Jead us to asbestos disease’. Heart problems were another

indicatior.

A staff doctor, Dr 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 Northem 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 estirvated 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 Affica.

13. Health Personnel in the Public Sector — Northermn Province & S.A., 1994 and 1998
(per 10 000 population)

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. Boshoff Hospital stopped ante-natal HIV

" The clinscal aspects of asbestosis were emphasized by Dr Meiklejohn at the 1959 Preumoconiosis Conference in
Johamnesburg. He reported in the Proceedings: “A workman refused to be examined. He said he knew quite well
how to diagnose asbestosis. He took me to the factory and asked the workers to hold out their hands. Fle picked out
those with “clubbing’ and said that these had the disease. I followed this up and found it to be correct”. (cited in
Caslleman. |1996: 723) ‘Clubbing’ refers to the area behind the finger bed (nail) becoming raised and spongy. [t is
indicutive of chronic suppurative lung disease.
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testing in 1998. (Interview, Dr Mampunima, 24/1/2000) The incidence rate of certain diseases is
higher in Northemn 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 (DBSA, 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. (DBSA,
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 Dr T.P. Newson at Jane
Furse hospital which found 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 e/ 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, 1S 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, Labour’' 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 (ODMWA) that relate to health services. The
statutory obligations require ensuring occupational disease surveillance under the MBOD. It is
the MBOD which has the responsibility of improving access. Added to the many inherited
probiems which the Department of Health has to deal with is that of a lack of occupational

health services at provincial, regional and district fevel.

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. It appears,
however, to still be a highly centralized bureaucracy. Although access in Northern Province has
tmproved it still remains severely limited. MBOD examinations can only be obtained in
Northemn Province at H.C. Boshoff and Mecklenburg hospitals or through one of the three
authorized pnvate practitioners. The financial accounts of patients seeing these private
practiioners are sent through to the MBOD. One such authorized doctor in Lebowakgomo is
only permitted 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.

Dr 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 [ 12 per month. Once 200 x-rays have been done, the others must wait until
the following month. Dr 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

"' The Dept. of Labour administers the Occupational Health and Safety Act (OHSA) which excludes the miges.

65



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
MBOD to do examinations’?, and for the limit set on the number that can be done to be lifted.

This need is certainly self-evident in those parts of the country that mined and mulled asbestos.

Dr 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 leve! 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 majonty 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 wia 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.” 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

" The 1999/2000 MBOD Annual Report states: “the MBOD has 75 general praclitioners spread across South Africa
and five private hospitals rendering medical examinations on iis behalf™ (4)
™ This footnote is my insertion — the documents referred 1o are Department of Health documents: Report of the

Committee on Occupational Health (1996), Occupational Health and the White Paper on ransformation of the
Health System (April 1997).
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occupational health services in specific areas. The SORDSA, however, reveals substantially
jncreased 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 authonzed 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 poo] 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 ODMWA 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 grounds 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 nghts.

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.”™

™ The ODMWA does slate that a medical practioner who atiends “a deceased person at the time of or immediately
before his death, or who has opened the body of a deceased person™ and who knows or thinks (hat the person

worked al a mine or works, should send the cardio-respiratory organs “to the bureau or any other place specified by
the director”. (Act 78 of 1973, 34 (2))
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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 generally 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”.”> (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 livelithood.

* 2 689 "Deceased Certified” cases were reported on by the MBOD 1 1999/2000. A racial breakdown is not
given for these. 124 were certified as 1% Degree, 322 as 2™ Degree, and 59 as TB. In the ppeumoconiosis calegory:
59 were certified for the first time with 1% degree, and 35 were certified for the first time wilh second degree ie as
“Deceased New Certifications”. “Deceased Upgraded Certification™ of pneumoconiosis (previously graded NCD)
comprised 25 certified as 1™ Degree and 18 as 2™ Degree. Additionally, 29 cases of mesothelioma were also only
discovered on post mortem. (MBOD, 1999/2000) Thesc cases were clearly missed, while the miners were alive, by
the medical services. Disturbingly, the MBOD Repont comments: “The numbers of cardio-respiratory organs of
deceased muners submitted for pathological examination to the NCOH is declining. The factors are multifactoral.
This may partly be due to the declining numbers ol aclive mine workers as well as lack of *portmortem’ services at
provincial district hospitals. In some Provinces, certain fugeral undertakers have agreed to offer the removal of
heart ard lungs of a deceased former mine worker if the tamily give consent The MBOD pays R1350 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™. (MBOD, 1999/2000: 16)
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CHAPTER SI1X

“IT WAS NOT ENOUGH TO CARE FOR MY WHOLE LIFE” —
THE COMPENSATION DISPENSATION

Adeguacy of compensation has never been a guiding principle of British Workmen'’s Law.
Payments thereunder have always been regarded with some justification as
contributions wrung from 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 their confrol.

(4. Wilson & H. Levy, Workmen's 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
medical exarmnation. 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 Apnl
1958 until 14 January 1978. Iliness 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: ‘T trust in god. It is not to say I managed to support. I 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 descnibed 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: ‘T 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 lung disease was at the MBOD in Johannesburg in 1995, some 17 years

after the omset of his iliness. She stated, “We only realized about the asbestos when he was

examined o 1995°, They had been informed by the Tuberculosis Officer at H.C. Boshoff

Hospital, Albert Debeila. Certification from the MBOD of a compensable disease was only

received (n 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. BY MBOD MONTHS.
DISEASE (& YEAR
PAID)
I (M) | 75 [1990 - 65 08/1996 Al 2™ R19 137.00 11 (1997)
20M) | 65 | 1993-59 09/1996 Pn. 1% R10 200.00 25 (1998)
3M) | 51 [1993-45 11/1996 Pn. 17 R17 000.00 27 (1999)
4F) | 72 [1990 - 62 01/1998 Pn. ¥ R12 922.00 16 (1999)
50F) | 67 [1990-57 08/1996 AP 1% R 5 000.00 23 (1998)
6V | 71 | 1988 —59 11/1996 AP&LIY R17 175.00 33 (1999)
7(M) | 78 | 1990 — 68 11/1996 Po, I¥ R12 000.00 24 (1998)
gM) | 52 [ 1991 43 04/1996 AP 1% R10 340.00 23 (1998)
oMM | 52 1993 -45 09/1996 Pn. 1¥ R28 000.00 25 (1998)
10M) | 62 | 1986 - 49 01/1995 Pn. 19 R14 463.00 10 (1995)
06/1996 Pu. 2™ R23 141.00 18 (1998)
11I(M) | 61 | 1986 — 47 03/1995 Pn. 1 R18 347.00 7 (1995)
11/1996 Pn. 2™
12(M) | Died: | 1978 — 46 10/1997 AP.&1 R15 000.00 12 (1998)
66 1

A.L : Abestosis Interstitial  Pn. : Pneurmoconiosts
A. P &T. Asbestosis Pleural & Interstitial 1* & 2" : Degree
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Gender s 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 of this case study of 22 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 wath 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 2™
Degree was 18 months. A second case, who had progressed to second degree, was still awaiting
his statutory entittement to further compensation some 31 months afier his certification date.
One case was diagnosed with 2™ degree on first examination. Case number 12, undiagnosed for

20 years, received his cheque shortly before he died.

Of the 11 cases compensated for 1¥ 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 2% 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 of R317.00 per month, and the man compensated R28 000.00 would have
had his benefit calculated on a monthly wage of R1 777.77. Receiving a benefit of R19 137.00
for 2™ Degree entails a calculation based on a monthly wage of R546.77. Thus someone
suffering from second degree asbestosis wterstitial received substantially less than someone

suffering from 1% degree pneumoconiosis.
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Uncompensated Cases:

The following table gives the details of those cases who had been diagnosed, and cernfied by the
MBOD, but who were still awaiting resolution of their claims. It gives information 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.

15. Unresolved Compensation Claims In ex-Mineworkers in Sekhukhuneland, 2000

CASE AGE | ONSET OF CERTIFIED MONTH/ ONSET OF
RESPIRATORY | DISEASE YEAR ILLNESS
DISEASE : CERTIFIED | TO CERT. -
YEAR - AGE YEARS

1 (M) 70 1982 — 52 Pn. 1¥ Degree 04/1996 14

2 (F) 68 1996 — 64 Pn. 1¥ Degree 01/1997 1

3 (F) 58 1989 — 47 Pn. 1% Degree 03/1997 8

4 QM) 58 1989 — 39 Pn. 1® Degree 04/1997 8

5 (F) 70 1995 — 65 Pn. 1 Degree 11/1998 4

6 (M) 80 1996 — 76 AP.&11¥ Degree | 10/1997 1

7 M) 64 1985 — 49 Pn. 1¥ Degree 07/1998 13

8 (M) 72 1982 - 54 Pn. 1¥ Degree 11/1996 14

9 (F) 49 1990 - 39 A.1. 2" Degree 10/1996 6

10(M) 53 1977 - 30 Pn. 1™ Degree 07/1996 20

Pn.- Pneumoconiosis A. P. &1 — Asbestosis Pleural & Interstitial
A 1. — Asbestosis Interstifial.

The range between onset of illness to recognition of disease was 20 years to 1 year. The average
length of hme 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 ODMWA No 78 of 1973 as amended, covers a defined category of compensable diseases,
and is applicable only to ‘risk work’”® 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 formula, and
are based on the salary eamned by the claimant. In terms of a job held many years previously ‘‘his
eamings shall be calculated on the basis of the earnings that he would probably have been
eamning had he still been performing nisk work”. (ODMWA, 1.56, 80B) The defining aspect of
the ODMWA is that the amount of compensation calculated has a fixed relationship to wages.
This 1s 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 R1572 and the lowest R232,
As Torres ef al (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 | degree
pneumoconiosis in gold miners is R22 888.00, and for 2™ Degree R45 505.00 (White, 1997)
The average amounts for asbestos miners are R13 924.00 and R30 266.00 respectively. (Davies
er al, 2000) In this study the average amount for asbestos miners for 1¥ degree is R14 586.00.

One-sum benefits are calculated in accordance with a statutory formula: (A x 12) X B, in which

“A” represents the person’s earnings, but not exceeding an amount of R2000, and “B”

represents-

7% All work on asbestos mines is regarded as fisk work.
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(2) 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 ime to be suffering from a compensable
disease in the second degree and —

()who did not previously become entitled to any benefit in terms of this Act, 2.917;

(m)who previously became entitled to a one-sum benefit in respect of a compensable disease in
the first degree, 1.607 (ODMWA, 1.53,80(2).)

It can be seen that the maximum payable for second degree, at the ODMW A limit of R2000 per
month, would be R70 008.00, the equivalent of less than three years wages. For first degree the
armmount 1s 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. 1t
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 ejther by industries or by the
state has never fully compensated the victims of industrnal disease. Indeed, 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 afier in the mines and labour areas”,
and “would also counter fears of living out a useless life in miserable penury after sustaining an
injury or contracting an incurable disease”. The compensation laws, including the Miners
Phthisis Act, were “a comerstone 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

taws 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 wrnting 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 majonity
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 1s worth noting that minimal provision was made to make amends
for the past failings of the ODMWA system. Furthermore the basic structure of this
compensation system, administered and funded by the DoH, remains unaltered”.

Compensation procedures and administration

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 Affica are
neither legislated nor regulated by the State, neither are industrial hygtene measures in routine
operation in all places where asbestos is used. Proof of safe working conditions is very seldom
requred and such legal requirements, as there are, are inadequately policed, whereas proof of

workers compensation is invariably rigorous”.

Firstly, 1t 1s necessary for ex-mineworkers to be aware of thewr nghts under the ODMWA.
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 ef al, 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 s acquired, then documentation and x-rays can be forwarded to the MBOD.
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The Medical Certification Committee’’ then determines whether the applicant is suffering from
a compensable disease’®, or a non-compensable disease, and issues a Certificate of Finding
which is forwarded to the individual concerned’, and “only to the CCOD if cormpensation will

be necessary”. (MBOD 1999/2000)

The Compensation Commissioner for Occupational Disease (CCOD) controls and manages the
compensation fund. Supplementary documentation in the form of proof of employment must
also be provided. All correspondence is between the claimant, the MBOD and Compensation
Comuoussioner 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 starmped 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

7

Made up of not less than five doctors appointed by the Minister of Health; one of which is nominated by
employer bodies and one nominated by employee bodies. The director of the MBOD acts as ex-officio chair.

™ “compensable disease” means

(a)pneunoconiosis;

(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
performing risk work, or with which the person concerned was in the opinion of the cerlification 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)permament obstruction of the airways which, in the opinion of the certification comumittee, is atlributable to the
performance of risk work;

(e)any other permanent disease of the cardio-respiratory organs which in the opinicn of the certification committee
1s attributable 1o the performance of risk work; or

(f)progressive systemic schlerosis which, in the opmion of the cerlification committee, is attributable 10 the
performance of risk work, or

(g)any other disease which the Minister, acting on the advice of a committee consisting of the director and not
fewer than three other medical practitioners designated by the Minister, has, subject to the provisions of subsection
(2), by noticec of government Gazefte declared 10 be a compensable discase and which, in the opinion of the
certification committee, is aftributable to the performance of risk work at a mine or works.” (Occupational Discases
In Mines and Works, Act No.78 of 1973, Fourth edition, 1999, 1.3)

7 Strangely described as “the client” by the MBOD. (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 1s this 1ssue of labour history. The Act is prescnbing 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
mnstance 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 Afnican Chrysotile Asbestos (ACA). 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 hav