has also engendered a high prevalence of pneumoconiosis, both past and present. Katz has

written, in relation to the period 1886 to 1910, that:

“the mine owners’ continued obsession with cost cutting strategies caused them to use mining

methods which provoked accelerated silicosis after the cause and serious nature of the disease had

been recognised.” %

Katz argues that in addition to cutting the wages of black mineworkers, there was a concerted
effort to increase productivity (colloquially known as ‘speeding up’), for which the

mineworkers paid a heavy price; as productivity accelerated, so too did the rates of silicosis.

Katz quotes a contemporary newspaper report by Bottomley stating that:

“a process of ‘speeding up’ has been instituted in order to keep the mills going and earn sufficient

profits to pay the promised dividends ... There is no time to take adequate precautions. The men

929
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have to worl ress speed and their health suffers.

work at expre nd their h

Smith notes that in the 1930s, mining regulations “held for white workers but seldom for
black workers.” The Workplace Information Group submission to the 1994 Commission of

Inquiry into Safety and Health in the Mining Industry, suggests that pressure of production

ard for the health and safety provisions relating to dust control.*

Although cost-cutting measures are no longer so blatantly directed at reducing health-related

N

—

expenditure, the basic tension between the people responsible for health-matters-and those

concerned with the lowering of operating costs remains. The 1994 Commission of Enquiry

______into Safety and Health in the Mining Industry concluded that:

“the Commission is of the opinion that dust levels have remained roughly the same over a period

of about 50 years”.*

nnnnnn sati section 18 of the Occ

In order to cover the costs of compensation, chap
Diseases in Mines and Works Act (ODMWA)32 establishes a Risk Committee which sets the

levy that mines pay into the ODMWA Compensation Fund. The function of the committee is

to ensure that the levy paid by a given mine relates to mineworkers’ dust exposure, so that

ay proportionately more. White argues that the representation of

pay proportiondiel
the Chamber of Mines on the Risk Committee has had the effect of minimising the industry’s

contributions to the compensation fund.”> He comments that while minimising the
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compensation levy makes only a modest direct contribution to lowering production costs, it
results in considerable indirect savings to the industry. Erlich, White and Kerfoot expand on
this point, stating that one of the most effective disincentives to allowing hazardous working
conditions to prevail, is the cost directly borne by employers.* However, the cost of mining-

related occupational disease is not being carried fully by the mining employers in South

It can be argued that the prevention of occupational disease is an implicit function of workers’
compensation, and an inefficient system of compensation hinders disease prevention. Davies
has written that the lack of occupational health surveillance facilities in the rural mine labour

sending ar 12 ailure to report cases of occupational lung disease in black

former mineworkers to the MBOD.* In subsequent chapters, it will be shown that this failure

to report occupational disease has resulted in an underestimate of the incidence and

prevalence of such diseases which, in turn, has led to a reduction, in real terms, in the value of

the dust levy since its inception. Furthermore, it will be argued that the ODMWA

liabilty.

A recent study of silicosis prevalence in black South African gold mineworkers, revealed a
prevalence of silicosis of 22 per cent (ILO 2 1/1) in a random sample of in-service workers
over 40 years old.*® It is well known that silicosis is a strong risk factor for tuberculosis. In
chapter six of this thesis, the prevalence of silicosis among in-service mineworkers is
compared with that found in ex-mineworkers. Here, it will suffice to note that the high
prevalence of silicosis and the high morbidity from tuberculosis among in-service

_ mineworkers, indicates that neither past nor present dust exposure levels in the South African

gold mining industry are safe for mineworkers; and that these dust levels can be seen to be, in

A

part, a consequence of the cost structure of this industry.

499 N
1.3.3 Go

The Witwatersrand reefs are often narrow, disjointed and faulted, presenting a major obstacle

ld o o
1u

that it is necessary to mine on an extensive scale, this translates into the need for a very large

labour force. Crush comments that:

“if a low grade ore body like South Africa’s had been discovered in countries like Canada,

14



Australia or the United states it would have been left in the ground because of the inability to
mobilise the right kind of labour. Without migrants the world’s largest supplier of gold would have

been, at best, a minor producer and South Africa would be a very different place today”. 3

Initially, black labour for the gold mines was scarce, as peasants saw little to gain from mine
“the native cares nothing if industries pine for want of labour when his crops and home brewed

drink are plentiful.”*®

L VL S P £

In practice, a combination of land wars and punitive taxes, followed by
forced many black people off the land and into wage labour, especially on to the mines. >

~ Until the late 1970s, the need for labour continued to be an overriding preoccupation of the

gold mining industry and the gold mines were compelled to recruit widely throughout

mines, prompting mine owners to establish the Witwatersrand Native Labour Association
(WNLA) and later the Native Recruiting Company (NRC). These recruiting agencies served

to eliminate competition among mines for labour by monopsonistic recruiting practices. By

able to lower the annual wages paid
)

real terms, using 1938 as the base year, black earnings were no higher in 1969 and were

possibly even lower, than they had been in 1911. For White workers, on the other hand, real

1.3.4 Migrant mine labour
Migrant labour has been a central

African gold mines for over a century. A combination of wages that were too low to support

or black workers on the Sot

families, a lack of housing, and pass laws that specifically preciuded black workers and their

families from settling in urban areas, have promoted an oscillating form of labour migration,

i TEBA recruitment records for the Libode district, Eastern Cape provide the sampling frame for this study.
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characterised by the geographic separation of home and work and the movement of workers,
without their families, between rural and urban areas. This is not to say that migrant labour is
unique to South Africa, nor to its gold mining industry. Indeed, it is a common feature of
many industrialising societies, signifying a transition from agrarian to industrial modes of

production. What is unique about migrant labour in South Africa is its persistence, its

centra

Crush writes that:

“the South African mining industry, in co-operation with the British and Portuguese colonial
governments created a regional labour market (or “labour empire”) for mine labour in the late
nineteenth and early twentieth centuries that included virtually all countries that now comprise the

Southern African Development Community (SADC). Few parts of the sub-continent have been

untouched by the involvement of young male migrants in mine labour in South Africa.” 4

It would be wrong to assume that mine labour recruiting methods and patterns in South Africa

were static or shaped only by the interests of the mining companies and their recruiting

UL |

agencies. The mine labour empire
economic circumstances in source and destination areas. Furthermore, it has been shown that
the recruiting process was complex and strongly influenced by regional interests, the
governments involved, indigenous leaders, indigenous customs and the actions of the recruits

th

o
Liiviig

mselves.*? In the last decade the minibus taxi industry and modern mining practices such
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as sub contracting have made it possible for migrant workers to visit their rural homes more

often than before but the basic paradigm remains unchanged.

For one hundred years, migrant labour has been the dominant form of labour supply to the
mines. Over time, it was extended into other industries and became central to the National
Party government policy. Even the elimination of apartheid, the repeal of legislation impeding

the stabilisation of the work force, and the advent of democracy in 1994, has left the migrant

labour system substantially unchanged.

1.3.5 Health consequences of migrant labour
Anderson points out that black South Africans were little affected by tuberculosis until the

__transformation of South Africa by the discovery of minerals.”> The role of gold mining and

migrant labour in the spread of Mycobacterium tuberculosis in Southern Africa is well
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documented.** *° Smith discusses how labour migration initially led to an urban epidemic of
tuberculosis, from where the disease spread into the rural areas.*® At the same time, the lack
of political rights for black workers limited their ability to campaign for health reforms. The

1912 Tuberculosis Commission reported that the distribution of tuberculosis in rural Southern

Africa was directly related to the extent to which the population of the area was involved in

the 1930s revealed that 72 per cent of all black workers applying for jobs on the mines had
been infected with tuberculosis.?” Holmes notes that migrant labour is inimical to efficient
contact-tracing and the follow-up of defaulters required for effective tuberculosis control
rams.*® Packard describes how certain labour sending areas were more severely affected

than others by the tuberculosis epidemic.4 He argues that the degree to which a community

was affected depended on the extent to which it was involved in migrant labour, the intensity

of the exposure (the more remote the village, the smaller the chances of contact), the response

to tuberculosis according to traditional health beliefs about tuberculosis (certain communities

effectively quarantined tuberculous households), and the general health-of and the ability of ———

the community to resist infection. By the 1960s the Eastern Cape was particularly badly

affected, as can be seen by comparison with the other labour sending areas shown in

Table 1.1.%°

Table 1.1 1964 data pertaining to incidence and prevalence of tuberculosis in various
labour sending areas

Transkei 10.1 98.6
Lesotho 5.6 85.2
Mozambique 3.3 85.4
Malawi 2.1 75.2

Source: Laing, T. cited in Packard R. 1989.312.

sually associated with poverty

u ul usu

and malnutrition and is often linked to social and economic change in society.Ji He also draws

attention to the fact that in other industrialised countries, tuberculosis was brought under

health measures. Only in the 1950s did medical treatment become available, but prevention of
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infection had been practised in England since the mid-19th century. Packard notes that South

medical segregation, which took as its cornerstone

Lazmmen $a3
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the belief that black people were particularly susceptible to disease, especially tuberculosis;

r
2
£

and that disease in black mineworkers was fundamentally the manifestation of incomplete

adjustment to ‘civilisation’.5? The focus of medical attention on black mineworkers by the

ing employers, related to the detection and exclusion from the industry of those

T mineworkers who were unfit to work. Despite the fact that by 1950, curative treatment was
available for tuberculosis, it was recognised as an occupational disease, and mine hospital
beds were available, mineworkers continued to be sent home when they contracted the
disease. Medical repatriation and recuperation in the labour reserves ran counter to accepted-
public health practice of the time, as initiated in the UK and p

provided to white people with tuberculosis in South Africa.

Smith states that two somewhat contradictory theories as to the reasons for the high rates of

tuberculosis in mineworkers were used to blame the victims and their home environment

—mmermhaveﬁmre&assam&th%eosts@hmpmwmmﬁimng and working conditions in

order to reduce transmission. The first (‘virgin soil’) theory argued that black mineworkers,

without a history of exposure, were particularly suscepiible to tu

(‘recuperation’) theory argued that migrancy enabled workers to recover when they returned

ral homes. A policy that was medically and logically flawed and aimed at limiting

o=

thei
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the effects of tuberculosis through migrancy, was devised. Migrancy, it was said, gave
eserves. This obviated the need to

workers the opportunity of recuperati
improve living and working conditions that would have involved costs to the mines. In a view

that ran counter to the notion that recuperation in the rural setting was the appropriate

tuberculosis control measure, ibility’ igi i i i

shifted to the rural setting. The externalisation of responsibility for tuberculosis was also a

key ideological pillar of the mining industry’s medical policies. Thus, a 1927 article in the

Journal of the Medical Association of South Africa concluded that:

“it is the home not the place of business that dominates the spread and distribution of

tuberculosis”, 53

This externalisation of responsibility for tuberculosis and perception of the labour sending

n

areas as the source of infection, has continued into the present. In 1985

O
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“the apparently adequate management of tuberculosis disease in black South African gold miners
has had no influence on the prevalence of disease ... because of the large infective pool that exists

in recruitment areas the effective surveillance and treatment of the disease on the mines can never

» 54

significantly influence the incidence of pulmonary tuberculosis.

I..
I
I

stations of the Freegold Mines, where Directly Observed Therapy is prac found that both
programme compliance (dispensing the correct treatment) and patient compliance were

extremely poor. Urine tests indicated that there was a high level of non-compliance and also

urban tuberculosis would quickly spread into the rural areas.” By 1925 there was a reservoir

of tuberculosis in the Transkei and this disease was being fed back into the urban areas and

onto the mines, a feedback loop that continues to this day. Official figures show that there
or tuberculosis between 1910 and 1912 alone. The impact on rural
communities was highlighted by a follow-up study of mineworkers repatriated from
Witwatersrand mines to the Transkei and Ciskei. It was found that of those medically
repatriated between 1926 and 1927, 52 per cent were dead within two years and of those still
alive, 50 per cent were judged incapable of working again.”’ As late as 1982, the senior
—Tmmmmm—r@marﬂmnnﬂﬁepmwoﬁwwkef&medmﬂ%ﬁwmed—
by TEBA were subsequently treated.”® It is worth noting that while the mining industry was
_the first and largest industry to practice medical repatriation, this policy was also practised by

other industries. By 1983, 1 per cent of the gold mining work force was being medically
skilled workers.”> Medical

discharged annually and these men tended to be th he older, m

repatriation from the gold mines was stopped in 1985. This change in procedure was probably

due to the rising economic cost of discharging workers, which had come to outweigh the costs
of treating workers. In the five years before 1985, the reports of the Director of the MBOD

w that more than 15 000 men were repatriated annually for tuberculosis alone. Another

AVAVA VIR 1Y ]

factor that may have contributed to medical repatriation being discontinued in 1985 may have

been Dr. Cowie's studies. He showed that, contrary to a premis based on animal studies

—mﬁﬁrwawﬂeh%mdﬂmmmmmm&ﬁﬂm dust reduced the

chance of recovery from tuberculosis) this was not so for black mineworkers served by the
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Ernest Oppenheimer Hospital.> In these men, continued exposure to mine dust and return to
underground work, (after diagnosis, the initiation of treatment and control of systemic

symptoms), was not associated with a higher relapse rate that occurred in men who returned

to work above ground.

- 1. ). e amerc A

A consequence of the migrant labour sysiem and its ideology was that health service

providers tended to regard black workers as temporary employees who would not work for
long enough to develop dust-related diseases. Therefore, long-term occupational health
services were not provided in labour sending areas.”’ Indeed, whilst the health services for
black workers were devised to ensure that the labour force was fit enough to endure arduous
working conditions, they were not designed to deal with detection of diseases such as silicosis

with a long latent period. While it is debatable whether the perception of black mineworkers

as temporary
the labour histories of black workers where repeat contracts effectively made workers

permanent in all respects, except for the regular contract that they were required to renew in

terms of apartheid Pass Laws.

The lack of occupational health services has continued to be a problem for ex-mineworkers in

the mine labour sending areas. When this study commenced in May 1995, there was only a

fledgling Occupational Health Working group functioning under the auspices ©
Cape Province Department of Health and Welfare. As a precursor to this study, a survey of

the general practitioners, district surgeons and urban and rural hospitals in and around Umtata

was conducted and it was found that none of those interviewed had undertaken an ODMWA
years. The ODMWA de jure provides medical benefit

antu
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examinations for all ex-mineworkers but de facto access to these examinations is often not
possible for workers based in the former Transkei. Failure to ensure adequate occupational

health follow-up for black, migrant mineworkers is the focus of this thesis and will be dealt

with at length in subsequent chapters.

The hypothesis guiding this study is that the failure to provide occupational lung disease
rt

surveillance systems in rural labour sending areas

wn

a
a

mining-related occupational lung disease in ex-mineworkers.

1.3.6 Stabilisation of migrant labour
In one important respect, labour recruiting to the mines has changed over time. Since 1987,
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the total number of mine workers has declined significantly, with the loss of over 250 000
jobs.61 Thus, while the migrant labour system has remained largely intact, the role of
recruiting agencies has changed from having to draw in labour to having to ration the mining
jobs that are available. Because of the large-scale retrenchments after 1987, an explicit policy

of ‘stabilising’ the workforce has been developed. This has increasingly come to mean an

of a permanent labour force while maintaining the migrant status of employees in order to

~dla <zrial

avoid the costs that would accrue if they were to be permanently housed together wi

families. Crush has called this stabilised form of migrancy ‘inflexible migrancy’ and argues

h their

that it is reinforced by a lack of economic alternatives in rural labour sending communities

and that it reduces industry costs relating to recruitment and transportation of workers.5

Hence, migrant labour to the gold mines has been superficially modernised but in ways which

still result in the externalisation of social, economic and health costs of mining away from the

mining industry and onto rural labour sending communities.

Labour stabilisation has resulted in changes in length of service and age profiles of the black
workforce. Figure 1.1 shows the increase, between 1979 and 1990, in the proportion of
mineworkers in employment for more than ten years.’ The National Centre for Occupational
Health (NCOH) PATHAUT database of autopsies performed under the ODMWA on
mineworkers (most of whom died in mine accidents while in service), also shows the

increasing age profile of the black workforce. Whereas in 1988, 58 per cent of recorded ages

at death were between 20 and 29 years, by 1992 this figure had declined to-19-per cent- The

PATHAUT records show that the proportion of black gold mineworkers with more than ten

years service prior to death, was 19 per cent in 1988, and rose to 35 per cent by 1992,
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Figure 1.1 Proportion of mineworkers by duration of mine service (years) for 1979,

Source: PATHAUT database. NCOH, 1993%

In addition to the stabilisation of the workforce, the large-scale retrenchments that have taken
place in the gold mining industry since 1987, have been based on the industrial relations

principle of Last in First Out (LIFO) and this has also resulted in a trend towards an older,

longer-serving workforce.

1.3.7

Health consequences of stabilisation

occupational health: an increase in the average age, length of total service, length of each

contract, and a reduction in the amount of time spent away from the mines between coniracts.

Significant increases in the length of exposure to silica and to noise, will result in an increase

ional lung disease and noise induced hearing loss. A third

.
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consequence of labour stabilisation is that an increase in the average age of mineworkers will
result in a concomitant increase in susceptibility to tuberculosis. Another, possibly beneficial,
consequence of labour stabilisation is that, given the long latent period that is a feature of
pneumoconiosis, stabilisation will result in more disease manifesting while the worker is still

in employment. This may mean that more occupational disease will-be detected by mine

occupational health services rather than remain undetected in the rural areas that do not have

i ich workers return after leaving mine employment.
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1.3.8 Job reservation
Job reservation, the racially-based allocation of jobs, and

e s .
originated in the mining in

structure of the mining industry was based on both a wage

-

Johnstone has argued that the cos
colour bar, which ensured preferential wages for white workers, and aiso a class-based colour

bar, which ensured White domination of all skilled and most semi-skilled jobs.”” White

mineworkers formed industrial unions that were able to challenge mine employers but
actively excluded black workers from their union activities. A theme that ran through much
of the conflict between white labour and employers was over the efforts by employers to
dilute the proportion of white miners to black labourers in order to further reduce costs. Job
reservation, formalised in the Colour Bar Act of 1926, maintained the privilege of white

ammnmaot hlanlk warkare Rlan mlnnmcrlfnm racont

workers and prevented upward mobility amongst black workers. Black minew
the job colour bar, which restricted their potential for occupational mobility and curtail

g
5
]
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_ earnings. In 1919, a spokesman for the Transvaal Native Congress noted that:

“they feel they would like to have the opportunity of filling some responsible positions ... and they

would like access to apprenticeships so that they could acquire skills.”*

s Commission, a black mineworker stated that black

pastures somewhere, but the gate is closed”. ®

Job reservation by race was formally abolished in 1986.

1.3.9 Health consequences of job reservation
Job reservation placed a cap on the career prospects of black mineworkers so that even the

most able men were prevented from being promoted into more senior positions that entailed

lower silica exposure and improved living conditions. Indeed while the career trajectory for

most white mineworkers involved a promotion out of dusty environments-and away from the

work face, the majority of black workers spent their entire working lives in high dust

_ epnvironments. This situation is illustrated by the fact that prior to 1986 promotion to the
position of Team Leader (or ‘Boss Boy’ as it was known) was the best paid job a black

mineworker could attain. The work of
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entirely undertaken at the stope face.

1.3.10 Differing political power of white and black mineworkers and

its health consequences
It is important to note that, in the early decades of the Twentieth Century, both black and

_ white mineworkers suffered greatly from occupational lung disease but that white

mineworkers were able to organise and make successful demands around this issue while

black mineworkers were not.”® The alliance o

nationalism after 1948 led to further improvements in wages and working conditions for
white workers. White workers became increasingly involved in supervisory roles in which
they were less exposed to health hazards and this, in turn, resulted in a substantial decline in

the incidence of occupational disease and a corresponding increase in the time to certification.

It is interesting to contrast occupational disease trends in black mineworkers with those of

their white colleagues and to relate these to their relative political power. The differing
MBOD, which has been
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diseases with long latency periods. Prior to 1990, MBOD reports pr
racial group of numbers of workers certified with a given condition and also the average
number of years to certification. The most recent MBOD report available is for 1992 and is

notable only in that it provides almost no useful epidemiological data. Unlike the MBOD
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reports which preceed it, it does not distinguish ¢ nd it gives n
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information as to years of service prior to certification. The shift away from race-based

statistics, which is to be welcomed as South African society normalises, in this instance works

against obtaining useful epide
obscure the impact of silica exposure on black workers and help to disguise a disproportionate

concentrate on the period up to 1988.

The MBOD data for white workers indicate that the annual incidence of tuberculosis declined

from 11/1000 in 1918 to 0.5/1000 in 1941 and remained stable at 0.5-1.0/1000 until 1953.

The next available incidence data are for 1962, which show an increase to-3/1000. Leger —————

argues that this increase is probably a result of the development of better diagnostic tools and

_ the introduction by the MBOD of a diagnostic definition of tuberculosis (which included

pleural effusions as evidence of tuberculosis), rather than a real increase in incidence of
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disease.” Since 1962, the incidence of tuberculosis in white workers has declined steadily. By
contrast, the tuberculosis incidence for black workers was 7/1000 in 1917, 3/1000 in 1935 and
n to 5/1000 by 1953. Between 1965 and 1976, the incidence of the disease increased

from 3 to 7/1000 and then rose to 10/1000 by 1985. Incidence data for 1994 show that the rate

< . . . A oaa «nnn72
was then 1n the region ot 11 per 1uvu .

The industry now faces the addition of HIV as a strong risk factor for tuberculosis. There has

been a rapid rise in the incidence of tuberculosis amongst black gold mineworkers. Corbett

found that tuberculosis incidence in HIV-negative men at the Emest Openheimer Hospital,
eegold, was 7 per 1000, i.e. similar to the incidence at at the same site in the 1980s, indicating

that most of the recent increase in tuberculosis incidence rates in this workforce is HIV-
related.” The circumstances in which migrant workers live in single-sex hostels, away from
their families for the majority of their working lives, make black workers in the South African

gold mining industry a very high risk group for HIV infection. In the same study,

Corbettfound that the incidence of tuberculosis in HIV-positive men without silicosis was 36—

per 1000 (i.e. HIV increased tuberculosis incidence by five times). The tuberculosis incidence

rate in black gold mineworkers with both silicosis and HIV was 100 per 1000. Corbett argues

“that:

“suberculosis incidence rates in miners even before the arrival of the HIV epidemic would have

been regarded as an unacceptable occupational health risk in many countries, especially as they

occurred in association with a high prevalence of silicosis.””*

W@mmmm minework to certification with

tuberculosis by the MBOD, rose steadily in white workers from 5 years in 1918 to 15 years in

PR . P

1935 and 18 years in 1968, but since then, has remained ¢
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on years to certification for tuberculosis for black workers, indicate that the length of time
involved has been significantly lower than for their white counterparts. In 1975, black

workers averaged 7 years of service before certification. By 1988, this had risen to 10 years.
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Figure 1.2 Gold mineworkers: average number of years of service prior to MBOD

— certification with tuberculosis
Source: Leger, JP:1995.

MBOD data relating to incidence of pneumoconiosis show that amongst white workers,
incidence declined from 20-40/1000 in 1915 to 7/1000 in 1935, after which the incidence of
the disease stabilised. There has been no major improvement since then. Leger states that
there may have been a slight reduction in the incidence of pneumoconiosis in white workers

,,,,,,,,,,

since 1935 and that this seemmg stabilisation, may in fact, be the resuli of bette
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rates as well as the inclusion of new pneumoconioses (such as coal worker’s pneumoconiosis)

__in the list of compensable conditions which may be masking this improvement. Prior to 1930,

the incidence of pneumoconiosis among black workers varied between 2 and 6 cases per 1000

er 100 050, but in
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14 per 1000 in 1987.”
data collection. The rise between 1950 and 1980 may have resulted from stabilisation in the

The incidence of pneumoconiosis presented above may reflect poor

workforce, leading to longer periods of exposure. Figure 1.3 indicates that the average
number of years to certification with pneumoconiosis in white gold miners increased from 8
years in 1921 to 22 years in 1953 and 26 years by 1980. Data on years to certification for

pneumoconiosis in black workers are only available after 1975, when there were 15 years to

_ certification. This rose to 16 years by 1985 and the available data suggest that it has remained

stable at 16 years . Corbett has shown that the prevalence of silicosis of greater than or equal

to ILO grade 1/1 in in-service workers aged 30 to 39, is 5 per cent whilst over 40 years of a

it is 23 per cent.
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Figure 1.3 Average number of years of service prior to certification with
pneumoconiosis
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Source: Leger JP, 1995.

~1.3.11 Indications for future occupational lung disease trends

Dust levels will be dealt with in detail in subsequent chapters but as has been stated above, the
Safety reported that there was no evidence

1
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to suggest that dust levels have been reduced on South African gold mines during the past 50
years. Trends as regards dust levels determine the extent to which the health hazard is
increasing or decreasing White notes that dust control measures resulted in a significant

reduction of respirable dust in South African gold mines in the early twentieth Century and

that by 1940, mortahty rates had declined markedly as a result of this reduction. However,
Beadle stated in 1969 that there was no evidence for a reduction in underground dust levels on
South African gold mines in the period since 1938.76 Hnizdo comments that dust levels have

dropped slightly since 1970 and attributes this to the establishment of a compensation fund

into which each mine coniributes a levy based on dust levels.

autopsies carried out between 1975 and 1991 shows no statistically significant trend in the
prevalence of silicosis due to factors other than increasing age and years of service, indicating

that dust levels on South African gold mines remained unchanged during this period.”

actices have increased exposure

to respirable dust in several ways.79 First, the rapid increase in subcontracting of underground

labour since 1987 has worsened working conditions and practices. Secondly, the increased
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use of production-related bonus payment systems directly conflicts with health and safety
objectives. Thirdly, the 1980s saw an increase in the average length of service for black
mineworkers, resulting in longer exposure to respirable dust. Finally, the introduction of full-
calendar operations has increased the annual hours worked by individual mineworkers, hence

increasing their rate of exposure. The above dust data indicate that the incidence of

occupational lung disease may increase with the increasing dust exposure associated with

modern, mechanised, full-calendar mining methods that are not matched by improvements in

1.3.12 Chan
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The relative importance of the various labour sendmg areas has changed over time. The

resuscitation of the gold mining industry after the South African war (1899-1902) was

bedevilled by severe labour shortages, so the colonial authorities were persuaded to allow the

mines to employ indentured Chinese labour. This provided a temporary solution but was

indentured labour, renewed attention was given to recruitment locally, particularly from the

Eastern Cape, Mozambique and Malawi. However, the high mortality rate of ‘tropical’
workers (defined as those who came from north of 22 degrees south latitude), mainly from
neumonia and tuberculosis, led to the exclusion of ‘tropicals’ and encouraged the use of

domestic labour.®’ Between 1913 and 1930, there was a government-imposed ban on tropical

labour. However, during the 1930s and 1940s, the gold mines
workers to better paid jobs in other industries and by 1960, Malawi and Mozambique were

supplying the bulk of mine labour. By 1972, only 25 per cent of black gold mineworkers (in a

abour force of mor ithi ica.

foreign (29 per cent from Lesotho, 21 per cent from Southern Mozambique and 24 per cent

‘tropicals’, mainly from Malawi). Three key factors resulted in a dramatic reversal of this

recruitment pattern. First, the freeing of the gold price in 1973 initiated a period of expansion

try.8! Secondly, in May 1974, after an aeroplane carrying Malawian
VVIA\‘AJ r 7 a
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mineworkers had crashed, Malawian president Hastings Banda abruptly withdrew all
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Malawian labour. Thirdly, the revoiution in Mozambique resuited in a dramatic drop in

recruitment (to only 6 per cent of the workforce) from that country.®? The freeing of the gold

price in 1973 facilitated a rise in real wages, which was explicitly directed at attracting

domestic labour. Moodie argues that the total withdrawal of Malawian labour and the
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reduction in the availability of Mozambican labour, resulted in a major alteration in the
migrant labour system.83 While foreign workers, with greater access to agricultural land and
familial farming opportunities, had been willing or able to work in the mines for very low
wages, the wage dependency of the majority of South African workers meant that they simply
could not support their families on mineworkers’ incomes. Ave;'age cash wages for black

mineworkers were increased by 62 per cent in 1974 and again by 68 per cent in 1975. The

shortfall in foreign workers was largely made up by South African workers from the Eastern

C Pama ananifinally ha aoctamm mo m
Cape, speciiically the eastern part of the Eastemn Cape, namely the former Tr,

period 1977 to 1985 the number of workers from the former Transkei rose from 90 000 to 135
000.*

The downscaling and lay-offs of the period 1987-1995, resulted in the loss of 250 000 gold

Hm%@s%wnchmmbﬂemn%ﬁicularly dramatic in relation to Transkeian

workers. In the period 1986-1992, fifty percent of the migrants from the Transkei were

retrenched, as opposed to only twenty percent from Lesotho.
Transkeian labour force dropped from 135 000 to 114 893. By 1997 this figure had fallen to

84 000, below the 1977 levels.®® Phillip argues that dismissals have presented management

with a powerful political tool and that lay-offs have been used to specifically target NUM
activists.®” Phillips argues that differential patterns of retrenchments can be attributed to a
management perception that workers from the Transkei were particularly prominent as NUM

activists. Davies and Head argue that from the mid-1980s, onwards the gold mines made a

take advantage of the political and economic vulnerability of foreign workers.®® This

demographic change was accompanied by a significant reduction in real wages and a reversal

of the gains made by the NUM in the early 1980s; annual wage settlements in the period 1990

993 were well below the inflation rate.* The economic impact of these retrenchments on

ot
o
[y

the Transkei has been considerable. While there are no direct data on the economic effects of
retrenchments in the Transkei, a study which followed up men who were retrenched from

Harmony gold mine and were repatriated to Lesotho reported that half the households

. . 190
surveyed no longer had a cash income of any kind.

1.3.13 Occupational health consequences of the changing status of

~ differing labour sending areas

The policy of recruiting from within South Africa from 1974 onwards, resulted in a greatly
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increased proportion of the workforce coming from areas with a higher prevalence of latent
tubercuiosis.”! Data from the MBOD annual reporis back up the suggestion that internalisat
of the labour force coincided with an increased incidence of tuberculosis on the mines. In

1974, MBOD data put the incidence of tuberculosis at 4/1000. By 1976, this had risen to

7/1000 and by 1985 the incidence was 10/1000. Data presented in Table 1.1 show that

recruited from different areas. However, Packard feels that the differences between infection
rates are not as large as the differences in incidence and that this suggests that other factors,
such as better overall health in workers drawn from countries outside South Africa, may
explain the sharp rise in tuberculosis incidence that accompanied the internalisation

recruitment policies.

As noted above, the industrialisation of South Africa was initiated by the mineral discoveries

of the late 19th century and has depended on a widespread and persistent system of oscillating

labour migration. The consequences of this form of industrialisation have been felt both in the
labour receiving and the labour sending areas and there is much debate as to the effect that
this has had on the South African economy. In a neo-classical analysis of the economic
significance of the South African migrant labour system, Oberai and Singh argue that there
are benefits to both labour sending and labour receiving communities: rural communities
benefit because there is more money to be made at the mines than in employment at home,

writes that one needs to look beyond the immediate, micro-level, benefits of wages and profits
to the broader issues of capital accumulation and development. While mining sparked

industrial development and the growth of cities in urban areas, rural sending areas have
o slaces dislocated urban communities, in which the community is dependent on

b!:\, pu Viuages, aisioCaCa IMuNIneEs,; i

mine wages, leading to erosion of the subsistence economy.’* Out-migration has resulted in a
shortage of labour at critical moments in the rural agricultural production process and has also
created new consumption pattemns involving the purchasing of industrially-produced goods."s
Migrant mineworkers and their families contribute to the development of the urban economy

AVaigmasRacs

both with their labour and with their purchasing power. Wolpe argues that the migrant fabour
system in South Africa has promoted uneven economic development which has promoted the
hindered development at the periphery.”® Wolpe,




in his analysis of the South African migrant labour system, concludes that as a consequence of
the migrant labour system, the costs of renewal of the labour force are borne largely by the
communities from which the labour is drawn, thereby lowering the direct cost of labour to

employers. In effect, the rural economy has subsidised the mining industry.

occupational

Wilson describes t

VY AADNS,

e ‘simultaneous production of wealth and poverty’ and links this
differential economic development pattern to deleterious demographic and health
consequences in labour sending areas.”” Wilson goes on to explain that a mining industry in a
democratic South Africa needs to expand the concept of health and safety to include the

notion of well being of workers and labour sending communities:

“it seems to me that what we are looking at when we are looking at health and safety is the well-

being of the human beings who are most intimately connected with the mining industry ... the

workers and their families because the mining industry is central to the way in which this society

has developed we are looking at the well being of the economic person in the new South Africa”.”®

. R . . 9
Wilson’s view is supported by the Reconstruction and Development Programme ? and the
National Health Plan for South Africa,!®® both of which identify the important contribution

that occupational health must make to the development of a single, comprehensive, equitable

_ and integrated national health system. In order to meet the needs of unemployed and retired

workers and also those of the families of deceased mineworkers, comprehensive occupational

heaith services within the framework of the Reco

the National Health Plan are required in the mine labour sending areas.

Cohen points out that the social and health costs of labour migration are borne by the

communities in labour reservoirs. It is Cohen’s contention that rual households act to:

“renew, repair and recuperate exhausted labourers. In the event of sickness, injury and disability

they (the rural migrant households) become field hospitals. When workers are fired, marginalised

or reach old age, the peasant household provides a functional substitute for unemployment

benefits, redundancy payments and a pension.” 101

Many of the health hazards associated with mining represent costs of production that have not

31



been counted or billed to the mining industry. Repatriation of sick workers and the lack of
follow-up for former employees, represent externalisation of health costs that will be dealt

with extensively in this thesis and will, therefore, be only briefly touched on here.

1.4 Conclusion

mineworkers because so little information is available. This lack of information stems from
discriminatory access to surveillance systems and a common failure to include heaith and
safety in the overall assessment of mining. There is also very little occupational health data
pertaining to labour sending areas and retired/ retrenched mineworkers. It is hoped that this
thesis will fill some of the gaps pertaining to occupational lung disease, specifically

pneumoconiosis, in black rural former mineworkers.

Despite the relative lack of data, it is clear that the cost structure and political economy of

gold mining, notably with regard to migrant labour, job reservation and, recently, iabour

stabilisation, have had major impacts on occupational health. These effects have been felt in

hout South and Southern Africa through the externalisation of costs
of disease. Evidence presented above suggests that modern mining methods may be putting
workers at increased risk of developing occupational lung disease. Occupational disease

represents a previously uncosted cost of production which will be examined in this thesis.
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little has changed. *

Submission by the African Mineworkers Union to the 1943 Witwatersrand Gold Mines
Native Wages Commission

2.1 Introduction

This study had two main objectives. The primary objective was to evaluate the prevalence of
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Works Act, (ODMWA).! This chapter will provide a critique of the ODMWA, in which it
will be argued that its underlying principles are conceptually flawed in ways that place
mineworkers at a disadvantage relstive to workers in other sectors of the economy. This
chapter will also examine the historical contribution of the gold mining industry to the
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There has been linle legal commentary on occupational disease legislalion, and that relaiing to
mining is especially noteworthy for the lack of attention it has received. There are few
commentarics on the evoiution of mining disease iegislation in South Africa bul the litte
research thal has been done on the inlerrelationships between the many acts, amendments, and
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commissions of inquiry relating to mining disease, is patchy. While Katz” provides an
he period 1886-1910, znd Donsky’ covers the pericd 1910-1946, there ars no
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published commentaries for the period after 1950, Here, only the ODMWA is considered in

-
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detail, since a leagthy study of other legislation is beyond the scope of this thesis.

iciz] recngnition of the adverse elfects of mining on the health of workers in

minewnrkers and compensation for v
and is now called sillcosis. Compensation was initially only available to whites but

subsequently for blacks, too, although at substantlally lower rates.* This Miners' Phthisis Act
was added to and amended over the next 62 years, leading Io its currént incamnation as the

ODMWA (Act 78 of 1973, Amendment Acl 208 of 1993). Al citations below, unless

otherwise stated, are (o the amended act.

2.2.1 Principles upon which the ODMWA |s based o
The ODMWA is a compensation system for employees and ex-employees in which

employees are entitled to compensation without having to prove negligence or fault on the
emplover's part. Under this system, the state mediates belween employers and employees o

administer a social security mechanism requiring compulsory coniributions from employers.

This sysiem represents a slate-brokered compromise between the competing interests of
employers and employees. Until recently, il was assumed the right of & mineworker with an
prcupational disease to underake a elvil claim against the employer for damages was

prohibited however a careful reading of the ODMWA shows that there is no explicit
prohibition: on such civil action.

The ODMW A provides for the payment of compensation for compensable dizeases contracied

o



by people performing risk work at a contralled mine or works. In rerms of chapter two,
Saction 13, (1}

“the Minister may by nolice in the Oazetie daclare to be risk work any particular work or all work

¢ or in connestion with sny mine o sorka or part of & mine o works or & a
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[rcumatances n oF 8t Or in coonsclicn with any mine or

narienfor nlene Ae dindar particolar ©
pariicular place or und ar o

ch owrper ar on the behalf of persons employed 8t that

o parforming the wrork i CUEstHIn ia ﬂ:ma 10 dusi af which the

r-mmMWEMHllF harmful or geses, vapours of chamical subslances or

{actors or working condilions, which, in ihe apinien of the Minister are haomful or pocentlally

hacmful™,

Chapter 2, Section 10, states that the Minister determines conlrolled mines and works as (hose

where risk work is performed. Controlled mines and works are governed in lerms of the

ODMWA. There are approximately 450 conicalled mines and 735 controlled works in South

Africa (which make up the majorlty of companies in the mining industcy).

Provision is made under the ODMWA for the level of risk in each conirolled ming or works,

10 be assessed. This is overseen by the Risk Committee for Mines and Works. Risk is asscased
{in terms of Chapter 2, Section 20) by means of periodic gavimetric dust sampling, which will
be discussed in greater detail in chapter four. The conceniration of specific airbome panicles

it determined and on the bas
Section 62) from each em

Commissioner 1o pay compensation for
e ar works and who iz found to have a compensable disease. The

in the Govermnment Gazette.” The dust risk is translated into a

is of this assessmenl, 8 levy is raised {in terms of Chapter 5,
player. This levy enables the ODMWA Compensation
every person who perfonms risk work al or in

connection with that min

amount payable is prescribed

tevy by way of risk tables designed by an actvary aecording 1o princlples that atlempt o take



into account the current rates of compensation payment and the latent liability. Az will be
shown later in this chapiter and in chapter 9, the latent lability of the ODMWA Compensation

Fund is probably underestimated.

grised a5 compensable are listed in the definllions section of the ODMWA

as preumoconiosis (silicosis, asbestosis coal workers pneumoconiosis), pneumoconiosis

¢ within tweleve months of

togesher with mberculosis (tuberculosis contract
artig]l obatmction of airways, platinum sensilivily, progressive

[

systermiic sclerosis, asbestos relaled lung cancer or methothelioma and any other irreversible

disease of the candip-respiratory organs atiribuia

——2.2.2 Institutions provided for under the ODMWA

Commissioner for Oecupational Diseases ard the Falhology Division of the Nahonal Centre
for Qecypational Health {NCOH).
The Medical Burean for Occupational Disease {MBOD) is established under Chapter 1,

Seclion 2 of the Act:

"far the performance, uader the supers |sion #nd control of the director, of such functions as may

be necessary for the proviaion of glving effect o tha provisions of this Act and sueh ciher

Functlons ag may from tme 1o Uma e assigned o it by the Mirndstar =,

Chapter 3, Section 32 (1) states that:

"any person who works or has worked st & ming or works, or any olher pamson scting on befalf of

such a parson may at any tire apply to the Director for & medical exgmination of such a peracn for

; it pmy get in 1916, and which is still recognised in the cument
Kary argucs than 8 ko %*::IE;‘E paid in casas where dust 18 thought 1o play a rola in the diseaso,
lﬂl"rﬂhlillflll::l. i mitlwrzﬁ:l;mtrihumrf faciors. This was ¢stablishecd lni_ti_all:.r_ in relation 4o tho compensaticn
"Eﬂl Ihere u.n& ;us-ﬂ e anit that allows for the 1973 cln.unma_tmn of CDLE? i n_unhululizli.
Em;ﬁ:;if:éndh'iu: desqul.e a rangs of non-mining cisk factoes, becauss it was felt ihat inhalatian of mine
dust over time was a contribusory faceor.
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the nummose of determining whather such a pecson is sutfering Erom s comperaable dissase, o if he

A R T

has previgusly been found 10 be suffcring frem such a disease, the degre of such diszsse”.

Under Chapter 3, Section 32 (1) {a), the Director is obliged to “cause such a person to be
medically examined as soon as possible’, also under Chapter 3, Section 32 {1} {b), to "submlt

and under Chapter 3, Section 32 {1) (¢}, to ‘cavse such further examinations, tests and

observalions to be carried oul as the Direclor may deem necessary or as the certification
committee may require’. There is provision within this section for the Director 1o delegate this
task to medical practitioners ouwtside the MBOD. Chapler 3, Seotion 32 (3), entitles ex-

mineworkers ta a bi-annual benefit examination and to transport ¢osts on an annual basis,

Costs of the medical examination and transport are paid regardless of findings." A Medical

Cenification Committee is established under Chapter 4, Section 39, which is composed of nol
fewer than five medical practitioners (appoinied by the Minister, of which one has been

nomipated by the @
with the Director a8 ex-officio Chair. The role of the Cerification Commitiee is to determine
if any person is suffering from a compenseble disease. Chapter 4, Section 46, empowers the

Cartification Cornraitiee to determing if a person was suffering from a compensable disease at
ath. A review committee iz established under Chapter 4, Seclion 4G eatablished

—

for the purpose of appeal. The financial Hability for ihe cost of nunning the MBOD {including
transport and medical examination costs which arc not included in the levy) falls to the

Department of Health. Chapter 1, Section 8, specifies that annual reports must be compiled by
the Diractor of the MBOD, detailing the activities of (he MBQD, the Certification Cormmittee

and the reviewing aulthogity. Seclion 77, (1) Stares that the Compensation Commissioner is
alzo required to produce an annual repott,

The ODMW A also makes provision for regular medical examination of exposed employees at
the MBOD and entrusts the director of the MBOD with the granting of certificates of fimess
{known as a “red ticket"), without which a mineworker may not parform risk work, However,
f periodic medicals and the issuing of red tickels have now been superseded in

" Unllke the Compensation for Ceeupatianal Injuties and Diseases Act (COIDAY sectiem 73 in which the
individual ix lighle m the event of no occupational dlsease or mjury being disgnosad.



