





























































































































motor car. However, professional services such as legal assistance or
medical treatment have also taken on the nature of commodities. They
are ‘things’ of use which are sold to buyers. The seller makes a profit out
of the transaction.

There are two consequences of the commodity form which have an im-
portant effect on the nature of health services. Firstly, for those involved
in producing or selling commodities, the target group is those who can
afford to pay. Secondly, if you want something, you have to be able to pay
for it.

This explains why medical care concentrates more on cure than on
prevention. The consumer, in this case the patient, does not want to buy
medical care when she/he is healthy; rather, the patient simply wants to
buy a cure from the doctor when ill. For the same reason, medicine is
biased towards individual patient care. Only the individual patient will
buy the commodity.

The market for a commodity is made up of those who need it and can
afford to pay for it. Their requirements will determine what sort of com-
modity is produced. This is true of medical care also, and explains why
the majority of doctors work in the big towns and cities. This is where
most of the people live who can afford to pay for private medical care.
It also explains why such a high proportion of expenditure goes on
researching and developing complex medical technology, while vast
numbers of people do not have access to a basic minimum of health care.
The wealthy, who are the major buyers of health care, have their basic
health needs met by adequate nutrition, housing and hygiene, which are
enjoyed by the relatively privileged sectors of our society. Their medical
needs are mainly for specialist treatment, and the sophisticated technolo-
gy that goes along with specialist care. This technology is housed in
large, expensive hospitals in the cities. These hospitals consume a major
proportion of public expenditure of health care. This re-inforces the
process whereby the poorest areas are deprived of much-needed
resources for basic medical care. :

The economic organisation of medicine reflects and contributes to the
basic political and economic divisions in our society. Medical practice
has been turned into an economic transaction and in the process our un-
derstanding of health and illness has been de-politicised. Whatever the
social origins of ill health, the individual becomes sick and requires med-
ical care. This focus on the individual person is re-inforced by an eco-
nomic system which decrees that illness is a matter of private business
between doctor and patient. The whole broad arena of health is reduced
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to one of sickness. Sickness, in turn, is reduced to a set of physical sym-
ptoms which are treated by the doctor. In the process, the relationship
between the physical symptoms on the one hand, and the economic and
political conditions which cause disease on the other, is obscured.

Doctors, who are regarded as the guardians of our health, receive
many years of training at university. It is unlikely that a person with no
formal medical education will gain anything but a very superficial under-
standing of medical science, of how the body works, how to diagnose ill-
ness and how to treat it. As a result, doctors have become the
acknowledged authorities on illness and medicine. This is as it should be,
but, at the same time, we have handed over to their control the whole are-
na of health.

This has been a very dangerous step. Doctors are trained as scientists
and health is, in the first instance, a matter of economic and political rela-
tionships. The commodity nature of medicine under capitalism means
that doctors sell their scientific skills at the highest rate and are not
primarily concerned with the promotion of human well being. The medi-
cal profession’s control of the sphere of health partially explains why we
do not ‘see’ that most obvious of facts: illness is caused as much by ex-
ploitation as by germs, and that its cure requires a large dose of social
justice as well as some wonder drug.

Doctors in private practice are not the only people involved in selling
‘health’ for profit. Perhaps the biggest benefactors of the commodity na-
ture of health care are the companies that manufacture and distribute
drugs and medicines of various sorts. This is not the place for an analysis
of the activities of the huge pharmaceutical companies. Suffice it to say
that the manufacture and sale of drugs is one of the most profitable indus-
tries there is. Some drug companies have been ruthless in their search
for profits and have engaged in a range of activities from bribery to the
sale of harmful drugs without proper warnings about their side effects.

Another important aspect is the massive, sustained campaign of adver-
tising undertaken by the manufacturers of medicine. From an early age,
we are bombarded by advertisements on radio, television, in the news-
papers, on billboards, and bus shelters. A great number of these adver-
tisements promote medicine. We are told to take a certain kind of aspirin
for headaches, to drink cough mixtures for a sore chest, an antacid for
indigestion or vitamin pills for energy if we are feeling run down.

These advertisements re-inforce the belief that illness is a misfortune
which strikes down individuals randomly and that the only factor which
determines illness is exposure to ‘germs’. The message we get is that we
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should protect ourselves with a good supply of chemical magic in the
form of pills to see us through. If the problem is a more serious one, then
we go to the doctor, who will give us the ultimate magic — an injection,
or a prescription for stronger medicine.

From the time that we first begin to understand the world, one truth
is placed firmly in our minds — sickness is physical and its cure is chemi-
cal. There is no place in this view of the world for the social relationships
which have such an important influence on our health.

Blaming the victims

A sick individual is regarded as a set of physical symptoms, rather than
as a person who belongs to a social class in a particular society. This
process turns our attention away from the political roots of disease, and
conceals these roots by providing us with an alternative explanation. By
and large, says this explanation, people are responsible for their own
health. If they get sick it is a chance occurrence, no-one is to blame, and
it is their own fault. If people get cholera, it is because they do not use
‘safe, chlorinated water’. If children are malnourished, their parents do
no feed them properly, and they have more children than they can look
after properly. Illness is seen as nature’s revenge on people who live un-
hygienically and do not observe proper rules of cleanliness.

This belief is re-inforced in South Africa by the racism that permeates
all aspects of the society. Black people bear the overwhelming burden of
disease. This fact links up all to easily with the opinion, widely held
amongst whites, that black people are ignorant, backward and unedu-
cated. From this position it is only one step to saying that black people
suffer from ill health because of these alleged racial characteristics. The
other side of the coin is that whites are ‘known’ to be intelligent, civilised
and educated. For the racial bigots, the comparatively low level of dis-
ease amongst whites proves this ‘fact’.

The argument that people are to blame for their own illnesses is widely
held. Dr CS Garbers, president of the Council for Scientific and Industri-
al Research, has blamed the cholera outbreak on the fact that many rural
blacks ‘preferred drinking dirty water out of muddy pools rather than the
safe chlorinated water supplied by the authorities’. But people do not
choose to live in unhygienic conditions. They are condemned by political
and economic factors to live in areas where healthy living is impossible.

A similar point can be made about malnutrition. In a survey done in
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Nqutu in KwaZulu, it was found that 62% of mothers of malnourished
children knew what was necessary for a balanced diet for their children.
They simply could not provide it. It was also found that 13% of mothers
of well-nourished children could not describe an adequate diet. The only
conclusion that can be drawn is that nutritional knowledge is not that im-
portant in determining the level of malnutrition in a society. What is cru-
cial, is that people should be able to afford or produce a wide range of
food. Where this is the case, mothers will feed their children adequately
without knowing exactly what proportion of protein, fat, energy, vita-
mins and trace elements should be in the diet.

People’s diet has deteriorated over the past one hundred or more years.
Liz Clarke points out that in the past ‘the Zulu diet included: meat from
periodic feasts, quantities of amasi and a wide range of vegetables includ-
ing sorghum, millet, pumpkins, gourds, melons, yams, various tubers
akin to the potato, various nuts and indigenous beans and a wide range
of green herbs and plants’. This healthy range of foods has been replaced
by a diet of almost nothing but porridge.

One strand of the victim blaming argument is the one used to justify
population control programmes. The argument is seductive and appar-
ently logical. It says that there are only limited resources to go round,
particularly in the bantustans. The only way to make sure that these
resources are able to meet everyone’s need, is to limit the size of the
population. In the imagery of family planning propaganda, this truth is
represented by pictures of prosperous looking families with one or two
children contrasted with poor, sickly looking families with five or more
children in ragged clothes, obviously underfed. The message is simple:
big families cause poverty.

This kind of overpopulation theory provides ample scope for stereo-
typed racial cliches. Black people are portrayed as the cause of their own
poverty by breeding hordes of unkempt children.

The idea that population control is an important weapon in the battle
against disease is reflected by the emphasis placed on ‘family planning’
in state health policy. It is the one programme where both the training
of personnel, and the budget available for projects has expanded rapidly
despite the department of health’s cost cutting exercises of the last few
years. In addition, family planning is listed as top priority for the health
centres in the Health Service Facility Plan, and is the subject of a major,
nationwide propaganda campaign.

The ‘overpopulation’ argument may have a kind of attractive internal
logic, but it is wrong.
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Firstly, in conditions of absolute poverty, one child more or less will
certainly not make the difference between prosperity and indigence.
Similarly, wealthy families will not be plunged into sudden poverty by
the arrival of one or two children more than the recommended two child-
ren per family.

Secondly, in the absence of any system of social security, poor people
will always want a number of children. These children do not cost much
to bring up and, from an early age, especially in the rural areas, become
productive members of the family. There are a large number of tasks that
families need to carry out in order to survive. Having a number of child-
ren helps to ease this burden. When children grow up, they may be lucky
and get jobs as migrants and send some money back to the *homeland’
to help support the parents. If the rest of the family helps, one child may
even get sufficient schooling to become a teacher or nurse or trader. In
a situation where nearly half of all children born may die before reaching
the age of five years, it is logical rather than irrational for people to have
many children.

Thirdly, natural population growth is only one of the reasons for over-
population in the bantustans. Equally important are the influx control
laws and changing farming technology which cause the eviction of large
numbers of people off white farms. More important have been those
aspects of the migrant labour system which keep workers’ families
trapped in their ‘homelands’, the relocation of people into the bantustans,
and the arbitrary redrawing of bantustan boundaries to include a number
of townships which had previously been part of ‘white’ South Africa.

Fourthly, if the intention is to reduce the consumption of scarc
resources, then it makes more sense to reduce the size of wealthy rathe
than poor families. For example, a wealthy family will use more wate
in a day, bathing, swimming, watering the garden and washing the car,
than many bantustan families will use in a month or more.

Finally, there is no clear indication that the majority of illness is related
to family size. In a study of childhood malnutrition in the Ciskei the
researchers found that 60% of the children suffering from malnutrition
were either only children, or had no more than two brothers or sisters.

Rapid population growth is a long term problem facing South Africa
and the whole world. In addition, everyone should have access to good
contraceptive advice and services. However, large families are a sym-
ptom, not a cause, of poverty. It has been found throughout the world that
improvements in social and economic circumstances are followed by an
automatic drop in family size. When people are assured of jobs and
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wages that allow them to survive, and are cared for by an adequate social
security system, then the need for many children drops away.

A final example of the victim blaming method can be drawn from in-
dustrial accidents. Many thousands of workers are injured on the job ev-
ery year. These accidents are often attributed to the workers’
carelessness. Yet the high level of work injuries indicate that working
conditions are often dangerous. Many accidents probably result from a
brief lapse in concentration due to illness, boredom, stress or demands
for greater productivity resulting in speeded up work processes and a
consequent increase in risk. Working conditions and production process-
es should be designed with the knowledge that such ‘lapses’ will inevita-
bly occur. The prevailing viewpoint is exactly the opposite. Workers are
expectecd to display a robot-like efficiency, and are then blamed when
they are injured.

The reasons for this callousness should be sought in an economic sys-
tem which places profit above welfare. The search for profit ensures that
the safety of workers is not a primary concern.

Working conditions in South Africa are a serious health hazard. But
the factors which make them so are unseen. What can be seen are the
physical results of injury. These are individual, medical problems, which
appear to result from each individual’s carelessness. Focusing on the in-
dividual medical problem draws our attention away from the more impor-
tant social and economic determinants of health.

The self-help crusade

Over the last twenty or so years, especially amongst doctors working in
poor rural areas, it has become increasingly obvious that ‘social and eco-
nomic conditions’ have a major influence on people’s health. It has also
been recognised that a disproportionate amount of resources are chan-
nelled to expensive, curative medicine for the degenerative diseases of
the rich, and much less to the low cost prevention of diseases that mainly
affect the poor.

Around the world, and in South Africa, these perceptions have led to
new ideas about how to improve the health of the poor. These ideas can
be called the ‘community medicine’ approach to health care. This ap-
proach appears to move away from the classic, individualised, victim
blaming attitudes, towards a realisation of the need to understand health
care in its social context. But the ‘community medicine’ approach has
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serious shortcomings which are in danger of giving new credibility to all
the old myths and misconceptions.

In summarised form the community medicine approach may be
described as follows: the basic social requirements for health are ade-
quate nutrition, clean water, good sanitation and housing. The health
problems of the poor derive from their lack of access to these facilities.
Accordingly, programmes need to be devised ‘to help people to identify
their problems and then to help themselves’ to overcome these problems.
This should result in a number of activities, ranging from building toilets
to digging wells, from growing vegetables in the back garden to setting
up co-operatives to buy supplies more cheaply. A particularly important
part of the programme is health education, including teaching people
about sanitation, and especially about how to feed their children.

The democratic instincts of most proponents of ‘community medicine’
also insist that these solutions should not be ‘imposed on the community’.
“The community’ should be involved in planning and implementing these
programmes. Projects are more likely to work if the people at whom they
are aimed agree with them. The projects are made necessary because of
scarce resources, so cheap or free manpower is required from ‘the com-
munity’ if the projects are to have any chance of taking place at all.

This ‘community medicine’ approach regards itself as getting to the
root of the problem. It sees that poverty causes disease, and the
programmes devised are aimed at not just curing the sick, but at alleviat-
ing the conditions which make people sick in the first place.

Unfortunately this approach, despite its good intentions, remains
trapped within the victim blaming mode of thought. This has a number
of consequences. For example, the assumption that people need health
education re-inforces the belief that illness arises out of ignorance. Fur-
ther, the desire to use community development techniques to ‘help people
to solve their problems’ rests on a belief that people are unable to solve
their problems for themselves, and suggests that the problems are of their
own making. In other words, the poor must be taught to deal with the
problems caused by their poverty. But this line of argument ignores the
truth that poverty is itself a symptom of a history of dispossession, exploi-
tation and oppression.

In South Africa there is not an overall scarcity of resources: the major
share of resources have been appropriated by the ruling class. The com-
munity development approach aims to teach people to survive on the
crumbs of an unequally divided loaf of bread. The question of dividing
the loaf more equally is not discussed at all. The better off sections of
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society are not expected to dig their own toilets, provide their own water
supply or grow their own vegetables. To expect the rural unemployed and
the urban workers, who help to build the country’s wealth but may not
share it, to do these things is to place a double burden on them.

The community medicine school has taken the single step of seeing that
social and economic conditions determine the health of the population.
They have not recognised that these conditions are themselves deter-
mined by the historical development of political and economic structures.
Improvements in the health of the whole population require not self help
programmes, but a change in the whole nature of the society.

Desperate circumstances require desperate measures. If people are
starving and they can be kept alive by helping them to grow a few vegeta-
bles, then it would be ridiculous to try and prevent them from doing so.
However, when growing vegetables and handing out health education be-
come substitutes for the struggle for social justice, then the real issues
are being obscured.

Health and the politics of ‘ethnicity’

Recently the state has taken over the rhetoric of self help, ‘self reliance’
and community medicine to deny its own responsibility for providing
adequate health care for everyone. The argument goes that it is desirable
for people to help themselves, but it is undesirable, patronising and pro-
motes dependence if the state does it for them.

In the 1980s, official policy has moved beyond that of ‘community self
reliance’ to one of ‘individual responsibility’. It is argued that people
must pay for their own health care, that more and more people should
make use of private doctors, and that medical aid schemes should be ex-
panded to include more black people. In promoting this concept of health
care as a commodity which the individual should buy, the state is ac-
curately reflecting the effect of capitalist economic relations on health
care services and the removal of health from the sphere of social respon-
sibility.

In South Africa, capitalism has taken on the highly politicised racial
form of apartheid. It is in the sphere of ethnic separation that the most
obvious interpenetration of ideology and health services takes place. One
of the cornerstones of apartheid practice has been to conjure up ten ethnic
‘national states” over the last 20 years. The credibility of these ethnic in-
stitutions is extremely low. One way of trying to show that the bantustan
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bureaucracies do in fact serve the functions of government is by showing
that they provide services and look after the needs of their ‘citizens’.

The health services in the bantustans are so minimal that they can hard-
ly be regarded as adequate justification for the existence of the
‘homelands’. However, they are better than nothing, particularly as most
of the services cost neither the state nor its bantustan offspring much to
develop — they were laid on free of charge by various mission societies.
The state took over the mission hospitals in the 1960s and 1970s specifi-
cally to hand them over to the ‘homelands’ as they ‘achieved’ the ap-
propriate level of self government.

It is important for the bantustans to win the loyalty of potentially
powerful dissident groups. One such group is the comparatively well
educated middle class. For educated women in the bantustans, nursing
and teaching are about the only jobs available. These women are then
bound to particular ethnic government institutions in a relationship of
financial dependency. The bantustan bureaucracy is a very real thing in
their lives. The existence of separate health services can only help to con-
solidate ethnic rather than South African loyalties. This process has been
assisted by government legislation forcing nurses who work in the ban-
tustans out of the South African Nursing Association and into ethnic
nursing associations.

The use of health services to help break down the reality of one South
African nation extends beyond the health professionals into the popula-
tion at large. Shiluvane Hospital was removed from Lebowa’s control and
handed over to Gazankulu. One of the reported consequence of the affair
is that some Pedi-speaking people now choose not to use the hospi
This has been suggested as one of the factors which may have hinderéd
the campaign to limit the polio epidemic which broke out in the area in
1982. The hospitals people go to are attached to a particular ethnic heal
department. This cannot but create a specifically ethnic consciousness
— one which the government can then point to as a justification for its
‘homeland’ policy.

Having created a network of ‘self-governing and independent
homelands’, the state used their existence to abandon responsibility for
both health and health services in these areas. When the Nursing Amend-
ment Act of 1982 was being discussed in parliament, the Minister of
Health at the time, Dr L Munnik said: ‘If the nursing services of any self-
governing state deteriorated the blame would be laid at the feet of the
minister of the state ... I don’t accept responsibility or blame’.

The fraud goes further. In creating independent bantustans, the
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government has stripped at least eight million South Africans of citizen-
ship. These people, living in some of the unhealthiest conditions in the
country, have disappeared from official health statistics. For example the
number of officially reported cases of TB dropped between the mid 1970s
and the early 1980s in South Africa. From the end of 1976, TB cases in
the Transkei stopped appearing on the South African statistics. As the
area has probably the highest incidence of TB is the country, this event
would by itself have led to a major reduction in the number of notifica-
tions. Official state policy not only helps to cause ill health and limit the
availability of health care, it also refuses to document the deaths which
occur.

Conclusion

South African society does not just consist of 30 million or so people.
It is made up of social classes, of political parties, trade unions, schools,
churches and many other social institutions, all of which play a particular
role. Most importantly, society is made up of the relationships that exist
between all these different elements. These relationships can only be un-
derstood if we look at their history as well as their current appearance.

If we want to know why someone is ill, it is not enough to look at him
individually, as a mechanical body that is malfunctioning. We must also
understand the social and physical environment in which they live, and
how this environment has been created. Any explanation of ill health
which ignores or deliberately conceals the impact of social structures on
the health of the population, is helping to keep those structures intact,
and prolonging the creation of unnecessary illness. The first step towards
building a healthy society is to understand what makes the present one
so unhealthy.
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Chapter Six

Achieving Health: The Way
Forward

This book has set out to describe how health is more than just medical
care. Injustice and exploitation are as important as germs in causing dis-
ease, and social justice is as powerful a medicine as any drug. All those
who wish to build a healthy society, including progressively-minded doc-
tors and other health workers, must not retreat from political questions.
Rather, these issues must be tackled if we are to conquer disease.

This last chapter will discuss some of the ways in which activity in the
health sector can go beyond providing clinical care for those who get
sick, and contribute to the broader struggle that must be waged if South
Africa is to shed the tag of ‘a sick society’.

Treating the body politic

A doctor who genuinely wants to heal her patient will look beyond the
physical symptoms, and examine everything in the patient’s environment
which is a likely cause of the symptoms. Similarly, the social analysis of
disease requires that we should examine the society to see which aspects
of it are responsible for causing ill health, and then work for whatever
changes are necessary and possible to improve the situation.

This takes us out of the world of pure medicine and into that of politics
— a necessary step. The barriers that have been erected between health
and politics are artificial. They must be broken down before we can even
begin to think what a healthy society might look like.

The medical profession has taken upon itself, and we have given them,
the task of understanding health and illness. It is peculiarly their respon-
sibility to break down the barriers, because their opinions are most
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respected in discussions of health and illness. This is not to suggest that
all doctors should drop their scalpals and their stethoscopes and become
frontline political activists, although there is no reason why some should
not do this. But it is to suggest that health professionals are in a unique
position to expose the extent to which economic and political practices
cause ill health.

Medically trained people should take the lead in destroying the myth
that sickness and its prévention is simply a matter of germs and chemi-
cals. In language that everyone can understand, they must show that ill
health is not a meaningless misfortune that attacks individuals without
reason or warning. They must show that patterns of disease are related
to class, standard of living and political power of different groups.

In South Africa this task, the political analysis of sickness, has hardly
begun. Racial separation, exploitation, influx control, forced movement
of millions of people, and the existence of rural and urban slums are all
part of our way of life. Yet there is not even the beginning of a picture
of what effect this has on the health of the victims. Drawing this picture
would not simply be an academic exercise. It would bear witness to the
fact that the realities of apartheid are not to be found in segregated parks
and separate lavatories, but in the infant mortality rates in resettlement
camps, in the cholera epidemic in KwaZulu and TB statistics of the
Transkei.

This is not the appropriate place to talk about ideal societies, or to
sketch out blueprints for social justice. It is however possible to examine
some of the changes which progressive health workers should support
and work towards. There are certain aspects of South African life that are
so destructive to health that their removal must be a non-negotiable
demand.

First amongst these is the need to end the pretence that South Africa
is made up of 11 different countries. With the single step of dismantling
the bantustan structure, the basis of much that destroys both minds and
bodies would be undermined. Rural ghettoes, relocation programmes,
migrant labour and influx control erode social and family support sys-
tems and put nothing in their place but low wages, and unnatural living
conditions. All this would be difficult to sustain without the ideological
underpinning of ethnic separation.

The bantustan policy is the foundation on which apartheid is construct-
ed. Apartheid determines where people live, what work they do, what
political rights they may exercise and what social services they may
benefit from. These circumstances have profound implications for peo-
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ple’s health. At the very least the promotion of their health requires the
death of apartheid.

Burying apartheid may be the first task, without which other advances
cannot be made. However, there are sufficient examples in history of so-
cieties which exploit and oppress others without regard to race, for us
to know that there are other national goals to which we must commit our-
selves. In brief, we need to build a society which aims to provide the
healthiest possible environment. This goal includes the physical environ-
ment, in which we live and work, and social relationships between
people.

Physically it means a number of obvious, but very important things.
People should live and work in conditions that are not a direct threat to
their health. This requires the development of adequate housing and
services such as sanitation, water supply, sewerage, and an end to over-
crowding, with space for relaxation and privacy. Improvements at home
must go hand in hand with improvements at work. In particular this re-

quires a drastic reduction in the hazards associated with many jobsTA .

portant than the health and lives of its work-force, cannot be acceptable
to people whose job is the promotion of health.

Apart from these improvements, certain basic social security needs
must be built into the set of basic minimum social goals before our socie-
ty is a health-promoting one.

People who are fit and able to work must be able to find employment
which pays them well enough to look after themselves and their depen-
dents. Adequate provision must be made for the care and support of those
who are unable o support themselves.

society which regards personal and company profits as being {a’ore im-

Organising for change

The living and working conditions of black South Africans, and particu-
larly those who are part of the working class, contribute to hardship and
ill health. Only through organisation and struggle can people achieve im-
provements in their lives — change will not be handed out by the rulers,
it has to be forced from them. Through organisations, the masses can
tackle the forces that oppress them and change the conditions in which
they live. The strength of these organisations, and their ability to gain
support, grows out of the success with which they tackle immediate is-
sues which affect people’s lives from day to day.

30

Organisations of this sort are trade unions fighting for higher wages
and better working conditions; community organisations involved in
struggles for better living conditions; and women’s organisations oppos-
ing the oppression of women. Such organisations are not likely to de-
velop much strength if they take up issues on behalf of groups that they
claim to represent. They should aim to become democratic organisations
through which workers, communities and women take up struggles on
their own behalf. No democratic trade union decides that its members
should go on strike. Rather, the workers decide for themselves, and then
use their union to state their demands and negotiate improvements.

If these organisations are democratic, their membership can partici-
pate and control them. In taking up issues which affect people’s daily
lives, and hopefully winning some battles, they show that people standing
together can influence the structures that dominate and oppress them.
They begin to create alternative ways of organising society.

In their struggle to improve conditions, these mass organisations meet
resistance from those whose interests are threatened, and much of this
resistance comes in the form of political oppression. They find they have
a common enemy. These organisations do not represent entirely different
constituencies. Many women are workers and the workers live “in the
community’.

From the day to day attempts to gain improvements, people in mass or-
ganisations will acquire clarity on the exact way that society is organised,
and the living and working conditions that need to be changed. Out of
this clarity will emerge, in turn, a concrete understanding of how society
must be changed to meet the interests of the oppressed.

In time there comes the political and organisational strength to force
changes, and the realisation of the need for these changes to be achieved
on the political level through co-ordinated action. The new society can-
not be described in detail. It can only be created through organisation.
As the process of political struggle develops, so the vision of the new so-
ciety becomes clearer.

The struggle for social justice is also a struggle for health. The issues
around which organisation develops have implications for health. Low
wages, high rentals, expensive transport, inadequate maternity benefits
for working mothers, all have consequences for people’s health, affecting
nutrition, parents’ ability to care properly for their children and the well-
being of the working class.

When any organisation takes up issues like these, it goes through
phases of mobilisation, confrontation with the relevant authority, fol-
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lowed by negotiation. In the stage of negotiation, the strength of the op-
posing parties is a major factor influencing the outcome. This strength
is not just measured in numbers. The kinds of threats that can be brought
to bear against each other and the kind of pressure that can be wielded
through the media, influence the result. It is at this moment that the
health factor becomes significant.

The working class earns wages and lives in conditions which are either
on the borderline or below the level of living standards required to main-
tain good health. Anything that causes these standards to drop is likely
to aggravate ill health. The level of malnutrition in a township is likely
to rise with a rent increase. Money spent on food can be reduced, the
amount spent on rent and transport cannot: they are fixed amounts which
have to be paid if the family is not to lose its home, or the breadwinner
his or her job. Hunger becomes the best option. Doctors who document
poverty-related illness in a community, and make that information availa-
ble to organisations demanding improvements, increase their negotiating
strength. The ability of any organisation to rally support for its cause
must increase if it can show that it is fighting against measures that wi
lead to greater starvation, or for measures that will reduce the level of
hunger and disease.

By doing this, doctors will not only contribute to the strength of those
groups who strive to create a more just and healthier society. They will
also be reversing the usual situation in which scientific training and ex-
pertise lies in the hands of the ruling class and the state. They will, in
this small way, be contributing to a situation in which health professionals
work under the control of, and in the interests of the people, and not for
their own status and wealth.

Apart from the general threats to health posed by social and economic
conditions in South Africa, there are certain specific and direct physical
dangers which are of immediate concern to trade union, community and
other organisations. The most important of these are health hazards at
work. It is not uncommon for trade unionists to find that, while workers
almost always complain first about their wages, concern about their
health is often the second area of concern. Some of the threats to health
at the work-place are obvious. Mostly these relate to the danger of acci-
dents leading to injury or burns. Others are rather obscure. There is no
obvious way for a worker to know that asbestos, lead fumes or cotton dust
are dangerous. It is also difficult for any worker or trade union to ‘prove’
that a particular illness or disability is related to a health hazard at work.
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Some occupational illnesses may take ten years or more to develop. By
that stage the worker may not even be at the same job that made her/him
sick in the first place.

Health professionals can place themselves at the disposal of workers
and their organisations. If workers and unions know what work situations
threaten their health, they can demand compensation for those who
have been affected, and safer conditions to protect the health of workers
in a similar positions. In negotiating these safer conditions, unions may
need to draw on the expertise of trained people.

Similar situations might arise outside the work-place. For example,
poor sanitation or bad water supplies can create sickness. A community
organisation may take up the issue and demand improvements. It helps
if it can prove that the situation is a direct threat to health. Any changes
made by the relevant authorities may need to be monitored. This requires
a level of expertise that can only be provided by professionals.

If one is interested in promoting the health of workers, is it not sensible
to become a factory doctor, where one has real authority and influence?
Could one not make a contribution to the health of township dwellers by
working in the city health department and becoming, in time, the local
medical officer of health (MOH)?

In the first instance, neither factory doctor nor MOH has the power to
do exactly what they might want. They both work in a context that is not
of their making. A factory in which profit is the prime motivating force,
and a local administrative structure responsible to the apartheid state, are
subject to political and financial priorities which have little to do with the
health of the population. Whatever recommendations either might make,
they do not carry them out themselves, and so are dependent on the dili-
gence, good will and resources of others.

In other words, neither factory doctor nor MOH is working in a neutral
structure. They may be able to make small improvements. But the good-
will of individuals within the structure does not change its nature.

It is only if people have powerful and well-informed organisations that
they can monitor and enforce improvements. These organisations are
also of great importance in the struggle to change the power relations in
society as a whole and so improve conditions that affect health. In the
battle for good health these organisations have both a short term and a
long term importance. It is with their growth and strength that the loyalty
of the progressive health professional must ultimately lie.
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The health service

It has been a major theme of this book that the health services are not
structured as a rational response to disease. They are a state institution,
and as such reflect the interests and policies of the ruling class within that
state. Consequently there are constraints placed on what can be achieved
by anyone who does decide to work ‘within the system’.

This is all true, but it is important not to draw from this the incorrect
conclusion that progressive health workers have a duty to boycott, to have
nothing to do with the health service.

This final section of the chapter will look at some of the reasons why
it is worth working within the health service, and at the limitations that
should be accepted.

It is necessary to apply the same analysis to change in the health service
as was applied to change within society as a whole. It is no more use
dreaming up the perfect health service than it is fantasising about h
nice it would be to live in an ideal society. A better health service wi
only arise out of a thorough understanding and critique of the existing
service, and an on-going struggle to create a better one.

At this point it is worth repeating that the health service closely reflects
the nature of the society in which it exists. This means, as Dr Gluckm
found out, that it is impossible to change radically the nature of the serv-
ice without altering the nature of the society. However, there is another
important consideration to be borne in mind. Even if the distribution of
political power in South Africa were to be radically altered, this would
not, of itself, change the nature of the health service. The same hospitals,
clinics, doctors, nurses and other health workers would still exist. There
would still be the same shortage of care facilities in the same deprived
areas.

This, in itself, is adequate reason for working in the official health sec-
tor. If, when it becomes politically possible, we are going to be able to
construct a democratic health service, then it will be necessary to have
a thorough understanding of all aspects of the health service as it exists
at present. This can only occur when there are concerned people working
within the service, assessing its strengths and good points, understanding
its inadequacies, looking for improvements which should be made.

On another level, too, there are good reasons for working in the health
services which the state does provide. South African society is a harsh
one, which breeds many victims. Many of these victims fall sick. To pre-
vent this in the long run requires that we build a new society. In the short
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term, it is of the greatest importance in human terms that as many of these
victims as possible receive adequate care and treatment. In a disease-
ridden society in which doctors are in short supply, it is a moral duty of
those with medical training that they should make their clinical skill
available to those who most need them. In South Africa, these are also
people who cannot afford to pay for private medical doctors and are
thrown onto state-provided health services. These services should be
staffed by as many sympathetic people as possible.

This is not to suggest that medical personnel committed to a democrat-
ic and healthy South Africa should simply sit around treating the victims
of apartheid, and waiting for better days when they can participate in con-
structing a better health service. \

Democracy is not something which will happen as a result of some ab-
stract political process ‘out there’. On the contrary, the struggle to achieve
democracy is a battle to be waged at every level in society, and in every
institution of the society, whether it be the education system, the factory
floor or the health system. The point is not simply to create a democratic
political structure within which everyone exercises some formal political
right, such as the right to vote every five years for someone who will
‘represent’ you. Democracy exists only when people are able to exercise
the greatest possible control over all aspects of their lives, including life
in the community and at the work-place. Naturally, some areas of activity
are more important than others in terms of their political significance.
The development of a powerful trade union movement will have more im-

. pact on society as a whole than will some attempt to get an extra hospital

built in an area which is short of health care services.

The attempts to democratise any aspect of society must be partial and
incomplete. Victories have to be won on a political level, to allow sub-
stantial changes to occur on other levels. This does not mean that it is
not worth attempting to create changes elsewhere. Through involvement
in attempts to improve particular aspects of society, people learn about
the need for political change. More importantly, our understanding of
what the political struggle is about, can only be enhanced by the insights
that we can gain into the way in which all aspects of society could be (and
need to be) improved. This in turn demands that there should be people
committed to changing society involved in every sphere of social life. In
the short term they will only achieve limited improvements. In the long
run, however, their contribution to the creation of a new society will be
invaluable. '

Throughout this book, the link between disease and politics has been
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stressed. In this chapter emphasis has been placed on the existence of a
similar link between the attainment of health and the building of a
democratic society. As disease is of social origin, it can only be con-
quered when no section of the society is able to seek wealth, power or
status at the expense of any other section. There is no more expressive
and powerful demand than that health should be regarded as a fundamen-
tal political right.
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