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LDITORIAL.

This is the third issue of CRITICAL HEALTH. We present three
major articles dealing with Health in Mozambique, the Biko
Saga and the South African Medical and Dental Council, and
an article on How to do a Study. In addition we have printed
a number of shorter articles.

We have also printed two letters and hope that this will be
the beginning of a far more active exchange of ideas through
the pages of Critical Health. We believe that the issues
raised in this publication need to be discussed critically
and we therefore welcome feedback and other contributions.

HEALTH IN MOZAMBIQUE

[t is extremely unfortunate that, due to Fhe nature of the
present South African State, very little 1s Known about
health care in the independent, socialist African States.
We have printed an article on "Health 1in ﬂnzamb1que“ |
because we believe that progressive thinking South Africans
can benefit greatly from a thorough understanding of the
changes that have taken place in our fellow African
countries and the problems that they have faced and still
face today. Their experiences are important lessons for
us in South Africa, as we work towards justice and equality
for all. This article, which is just an overview of the
situation in Mozambique, can only serve to stimulate you to
read and explore further. e do hope to look at health
care in relation to the political economy of many other

African countries in future editions.

THE STATE AND DOCTORS.

In this issue we deal in some depth with the death of Steve
Biko in detention and the action of the South African
Medical and Dental Council (S.A.M.D.C.)in stifling further
enquiry of the role played by the doctors who "looked
after" him during his last days.

While the involvement of the doctors and the S.A.M.D.C.
should be made more clear by the articles we present, a
number of other related issues should be raised.



The first is the role of the $.A.M.D.C. and whose interests -
that body represents. It has become all too apparent that
the interests of the public are not their prime concern.

Secondly, what is the role of district surgeons in upholding
the repressive laws of South Africa? We believe they too
are a further arm of the machinery used by the State to
further the aims of the government.

Thirdly, the role of the State in suppressing the voice of
protest amongst our doctors must be considered. Dr. Yusuf
Veriawa has been detained for over 8 weeks now and 1s being
held in preventive detention. His "crime" has been to
involve himself in community activities and to work for equal
education facilities in this country. Dr. Mamphela Ramphela
too has been subjected to the repressive laws of the State.
Banned some time ago and now working near Izaneen, she sought
permission to attend a course in Tropical Health and Hygiene
at Wits Medical School. Needless to say she was flatly
refused - a disservice to herself as well as the many patients
she sees in the area of her work.

Clearly the State has shown its priorities: Silence all that
is opposed to the present structure of our society. That
means doing nothing about the Biko doctors, and doing every-
thing possible to prevent others like Dr. Veriawa and Dr.
Ramphela from doing anything that may assist the communities
in which they are working.

EPIDEMIOLOGY IS THE STUDY OF THE DISTRIBUTION AND
CAUSES OF DISEASE.

In this issue we have an article which describes how to do an
epidemiological study. Before doing any study one should
think of a few things related to epidemiology.

Epidemiology can be used in different ways. For example, the
type of thing studied determines the value of the study and
the usefulness in practical terms. In South Africa doctors
tend to study different variations of malnutrition, whilst the
most important study may be to relate malnutrition to migrant
labour.

Another aspect is the way in which things are studied - in
traditional epidemiology different factors tend to be isolated
and causes of diseases tend to be individualised - for
example, high blood pressure is always related to some aspect
of the individual's 1ife,.and never to work or social class-
related stress: The inter-relationship of factors is often
ignored.



wher reading a study one should also be aware of who did the
study and why. For example, the management of a factory
using asbestos would have different interests to those of the
workers who have to handle the asbestos: the managers would

be interested in profit and the workers in their health, so
studies done by management would be very different to one done
by a worker organisation.

Data can also be interpreted in different ways and by leaving
out certain things or slightly altering the slant one can make
1t have a very different meaning

- one shouldn't always believe statistics .

Finally never forget that illness is a historical process, it
develops over time, and is related to political, economic
and social events of that time

- these should never be forgotten when studying disease.
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INTRODUCTION..

The views expressed below are not often prasented
in Scuth Africa. Much has been written and
pubiished in South Africa which seeks to denigrat
Yozambigue.  This article, while not denying the
problems Mozambique faces today, attempts to “race
the historical and political roots of health and
nealtn care in that country.
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A Tair proportion of the article is
devoted to the political and histciia
stances at various junctures.

The reader is asked to bear with this for the
importance of this perspective will become clear
dS you progress through the article.

This paper is a review of the literature ava:lz:
and 1t must be viewed in this light by the read
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PART 1.
HEALTH UNDER COLONIAL RULE : AN EXPLOITATIVE TOOL.

Mozambique was dealt out to Portugal in the scramble for
Africa, late in the 19th Century. [t is at this time that
this European, colonial power began to wield any real control
nver the territory, for up until then it had confined its
influence to a thin coastal strip from Sofala to Cabo Delgado
sufticient for their economic interests in jold and

ivory trading as well as the key pcsition it held in the
trading sea-route to the far East. From the time of gain-
ing the "rignht of occupation" until about 1910 - 1920, the
Portuguese slowly conquered the interior, and the main fea-
tures of Portuguese colonialism were firmly established.

During this period, while a considerable measure of decentra-
lization was accepted by a weak government in Lisbon, the
very rigid economic ties between Portugal and her African
colonies were formed; economic ties which ensured complete
commercial monopoly by the colonial power.

The decentralization of the colonies was soon stopped and
in fact reversed when a more authoritarian government under
Dr. Salazar took power in Lisbon in the late 1920's. The
interests of the colonies were made more directly subordi-
nate to Portugal's interests and any liberalizing or alter-
nate policies were avoided.

Despite independence occuring elsewhere in Africa, with the
realization by British and French governments that economic
domination and exploitation could be maintained under an
acceptable but independent ruling class (the so called "flag
independence’or neo-colonialism) the imperial doctrine of
Portuguese-African "unity" remained largely unchanged until
1974.  This was because of Portugal's weaker financial and
industrial position in relation to other colonial powers and
the fear of economic replacement if they were to withdraw
politically.



In response to the swelling tide for self-government of
African colonies, and in the hope of admission to the U.N,.
Assembly, the Portugquese dictatorship executed a "face-
1ift" on its constitutional policy by changing the term
"colony" for "overseas province” and the creation of a my-
thical concept of a Lusitanian Confederation of people. In
all these "provinces" they claimed that all could become
citizens of Portugal, all races were considered equal before
the law and all could participate in parliament. The truth
was very different.

While it was true that some could achieve the status of
"assimilated" native and Portuguese citizens, less than 0,75*
of Mczambicans ever did. The rest were defined as indi-
genas (natives).

"Assimilated” natives were required to speak fluent Portuguese
and adapt the "habits and customs presupposed for the appli-
cation of Portuguese common law". This status entitled you
to the full Portuguese settliers' education system and freed
you from the system of labour and other controls.
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On the other hand "indigenas", more than 99% of the popula-
tion, were provided with only a "rudimentary"” education which
did not even equip them with literacy.

"Native" labour was strictly controlled in order to extract
the maximum from this highly profitable resource. The
government and local administers structured a labour system

in which less then 5% of the mature, able-bodied males in
Southern Mozambique were legally entitled to remain within the
confines of their homestead (1950 census) . Of the remaining
95%, some worked in urban centres, others as farm labourers
for European farimers (+ 16%) and still others as mine workers
or foreign recruits in South Africa and Rhodesia. To be "idle"
made a person subject to 6 months' forced labour for the
government (Shibalo system). Thus the system of labour con-
trol ensured that the overwhelming majority of Mozambique
males participated in the European economy which was highly
detrimental to African peopies’ aevejopment, but very lucra-
tive for the Europeans.

Her Majecty's Consul General in Lourenco Marques, said in
1951:

"The uncivilized population comprises over 53 million
natives. It is on their productive capacity that
the economy of Mozambique must be based and 1in
consequence, the Portuguese try to inculcate in them,
in the mass. the habit of remilar hard work and a
growing appreciation of the possibility of obtaining
a fuller life by being industrious. It is not the
Portuguese policy to create a native "intelligensia”
- such natives as receive higher education are
expected to pass into the class of the "assimilated”
natives and t» identify themselves with the
Portuguese - but it is their policy, slowly and
steadily, and as far as their limited financial
resources permit, to raise the mental and physical
standards of the natives as a whole, in order to
render them some receptive to technical and other
instruction and to civilized ways."

Harsh measures were used by the colonial rulers to deal
with "undesirables" and to suppress nationalist
opposition.



It can thus be seen that Portuguese claims of "justice"
for all was nothing more than a policy of plunder and ex-
ploitation of the great mass of Mozambican workers and
peasants, in the interests of the European, colonial
power's economy. This policy produced large scale under-
development of the masses and forced people off their
land. Traditional systems of communal land ownership were
broken down, the local social structures of the Mozambican
people shattered and the caring social and cultural fabric
of communities destroyed. All these can be recognized as
the conditions that breed ill-health.

- . T T ¥ =
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* *The traditional subsistence economies of Africa had provided -
-on the whole a sufficient diet for their populations, as may be

seen from the historical fact that no major part of Africa ever
appears to have suffered chronic famine in the past. By 1945,
however, they were far gone in ruin. Devaluation of the rural

economy, coupled with the migrant labour system, and the
enclosure of land by Europeans, had reached a peint of conti-
... nental crisis from which no colonial policy-maker could see a
- clear escape. Official records of the last colonial ye:ars are loud .
- with lamentations of despair.”- .- - - : - _;

K (Basil Davidson, thh Way Aﬁ;ca? Pengum)
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Health and health care under Portuguese rule reflected the
geographical, racial and economic discrimination. The
health of white settlers in developed urban areas was built

upon the ill-health of the black ‘Africans in the underdeve-
Toped rural areas.
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Let us examine the distribution of health care under Portu-
guese Colonial rule a little more closely.

A1l modern hospital facilities and doctors were concentrated
in the big cities: Beira, Lourenco Marques and Nampula. The
settler community in the towns received privileged and seg-
regated health care.

Health care delivery in the developed, urban sector was based
around large hospital services and private practice. The
emphasis of the service was curative, but some preventive
care e.g. vaccination, sanitation, etc. was practiced.

Little interest or effort was shown in providing health care
for the rural population, and what there was was usually run
by voluntary societies e.g. mission societies, whose ideology
usually coincided with the colonial administration. This was
particularly true of the Catholic missionary workers and close
1inks with much mutual co-operation, developed between the
Catholic Mission and Colonial rulets. Missionaries could at
best provide curative medicine, and some midwifery., for a tiny
minority of the people. Malcolm Segall estimates that 70%
of people lived beyond the reach of any health care.

Two-thirds of the country's 550 doctors were to be found in

the capital city (then Lourenco Marques), most of whom were

in private practice, which was extremely lucrative. Health
to them was a commodity for buying and selling.

One-third of the health budget was spent on the main hospital
in Lourenco Marques which was accessible to only 8% of the
pgpulation— 50% of this budget was spent on a wide range

(= 13,000 different types) of drugs.

Segregation in hospital facilities also showed the division
in society e.g. the Miquel Bombarda hospital (Lourenco
Marques) for urben "indigenas" being bare, overcrowded, and
inadequate, while the University hospital (on the same site)
was adequately equipped for a modern hospital and servad
mainly the white elite. Care was graded according to socia’
and racial categories.

Most important of all was the attitude of health workers under
colonial rule. Medicine was seen as a professional! and
technical matter complietely divorced from pelitics. Initiative

was inhitited and corrugtion enccuraged.  Doctore and
nurses did not serve the pegpie, buf themselves and their




4.

status. Machel described the hospitals as "rigid" and ind
vidualistic and medicine monopolistic.

In rural areas virtually nothing existed in the way of pre-
ventive health schemes, health education programmes, mother
and child health and vaccination schemes {the army carried
out an inadequate vaccination program, without records)
despite the fact that a cursory glance at health problems
found in the major underdeveloped areas showed that they
could only really respond on any general level to this type
of care. The curriculum of the medical school also
reflected this western, curative bias.

Health mirrored the social and economic situation in the
country. Despite the fact that there was no interest by
the Portuguese to collect statistics on the poor health in
rural areas, some rough estimates are available.

About  90% of the people (113 million in total) live in
rural areas with a population density of 12/sg.km.  20%
of population 1is under 5 and approximately 45% less than
15 years. These figures are comparable with an under-
developed country and double these of developed countries.

At independence about 30% - 50% of the children suffered
from malnutrition. Epidemics of measles, whooping cough,
intestinal parasites, e.g. bilharzia and other communicabl:
and infectious diseases are rife. T.B. is estimated at
250/100 000, while the comparable figure for Europe 1is
24/100 000. Malaria is widespread. Neonatal tetanus
occurred frequently since the umbilical cord was often
sealed with earth and no vaccinations were given.
Occasionally cholera and typhoid outbreaks occurred.

Many similar problems existed in urban slums.
On the other hand, it would be an understatement to say

that the white elite enjoyed good health in relation to
the Mozambican people.
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PART 2.

HEALTH DURING THE WAR AGAINST COLONIALISM : A REVOLUTIONARY
WEAPON.

Under this colonial system of repression it was natural that
anti-colonial sentiment should swell, that some educated
lozambiquans should develop a political conciousness of their
condition in relation to others, and shauld ultimately organise
themselves into Nationalist movements in order to spread this
conciousness.

This occurred to a large extent by the early 1950's, when a
number of smaller groups existed, but it was not until 25th
June 1962 that a single national liberation front under the
name of FRELIMO was constituted and the first Congress held
in Dar es Salam.

It wa§ only in 1964, after careful consideration of the situ-
ation, that armed struggle was adopted to free the people of
dozambique from Portuqal's fascist colenialisnm.

The main area of action after 1964 lay in the two northern
provinces of Cabo Delgado and Niassi, where querilla forces
were so successful that by 1968 they controlled the territory.

At this stage they were able to re-open the attack on the Tete

front. By July 1968, the second Congress was held inside
Mozamhinye.



The first president of FRELIMO was Eduardo Mandlane, a man of
significant leadership, organizational and intellectual ability
His nolitical thought was channelled in four directions:

a.) Formation of a national movement capable of military
conflict.

b.) Independence from Portugal.

c.) Fostering of a national consciousness among Mozambicans.

d.) Restructuring of society to ensure true equality with an
end to exploitation.
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In terms of the fourth goal, ilondlane said: Thus far inde-
pendence constitutes only one phase of our revolution. Liber-
ation consists of more than merely driving out the Portuguese
authority. True liberation requires the constructing of a new
society".

He envisaged a society

"directed towards economic progress .... where the
power will belong to the people".

Frelimo had to act as "a quide to the people to end the exploi-
tation of man by man".

Within the 1iberation zones which FRELIMO controlled, FRELIMO
began to implement its plans by providing for the inhabitants
in 1ine with its overall political analysis; diversification
of agriculture, co-operative and communal village structures
and modes of production, cottage industries, education, social
and cultural changes, etc.

There was a counter-revolutionary, political and ideological
backlash which emerged at the second congress which retarded
progress of the movement, including its e*forts in health. In
1969 Eduardo Mondlane was assassinated, which was a further
setback, but with the eventual appointment of Mondlane's suc-
cessor, Samora Machel, the rough period was weathered and the
party attempted, successfully, to recover lost ground.

From the second congress a clear definition of people's power
emerged.

“In order to consolidate and extend the liberated
regions, to promote the social and economic progress
of the masses and transform the social basis of
society, to create favourable conditions for the
victorious development of the revolutionary struggle
for liberation, a new type of power was needed. A
power that, through its method, nature and aims, would
respond to the deep Tonging for change, and would be
a Justification for sacrifices taken. A power that
would enable the people to Tive their conquests in
their daily lives.



18.

In May, 1970, the Portuguese launched a major offensive in an
attempt to regain liberated areas, but they were soundly
defeated. The reason for FRELIMO's ever-advancing military
successes can be found in the communal action and support to
resist the colonialist onslaught; an attitude engendered by
FRELIMO's policies and practices and spread through the
raising of a new social and political order,

What is that new order in health? The content of the health

system is determined by the kind of political power that
exists in the society.

[n the 1iberated zones, because the power is in the hands of
the masses, the hospitals and health care 1n that society must
necessarily also serve the interests of the people. The
hospitais were not only for curing the body, but also for
"freeing and forming the mind" Since the health care was in-
extricably linked with the people, hospitals were viewed as a
front 1ine in the creation of national unity and the fight
against colonialism. Thus the health care is made up not so
much by the medical and technical resources, but by the atti-
tudes of those serving and served in the system. FRELIMO
believed that doctors, nurses and health personnel must have

a heightened political and class awareness, must have the
moral armament of unity and must spread a new mentality to the

people they treat.

The health care system should help to dispell tribalism, help
to eradicate belief in the supernatural by promoting scien-
tific methods, and replace individualism with team-work.

Thus there was a conscious political decision to emphasize
primary or preventive health care. Health was to be seen as

a combi~ed effort on the part of the community. The principle
task in health is to provide the masses with the indispensible
scientific knowledge so that they can understand and fight
against the causes of illness. It was necessary to win the
enthusiasm and active support of the people for the better
health of their own community.

In order to achieve these objectives in health, a hospital
school in Southern Tanzania trained health cadres .These

cadres were both politically and medically trained and this
training emphasized community health but gave some skills 1in
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‘r. curative medicine e.g. treatment of war-injuries.

.n a speech at the start of a cadre course in 1971, Samora
Machel pointed out that the struggle is one. Even in the field
of nealth two battle lines are drawn up. The "two lines in

~ne field of health" are quite clear when one looks at the two
rzdically opposing health systems that exist in Mozambique at
*riis time - on the one side, the colonalist side, a health care
:/stem which promotes the well-being of the elite at the ex-
sense of the health of the underdeveloped, peasant sector; where
nealth ensures the domination and exploitation of the masses in
tne jnterest of capitalist's higher profits. On the other, |
“RELIMO's side, a socially and community based health, in |
tne hands of the masses, where preventive rather than curative
~£dicine is emphasized.

Machel believed that by 1971 after only 7 years, Frelimo had
done more to improve the health of the Mozambican people than
the colonialist power had done in all its occupation. By
1370, 100 000 people had been vaccinated. Many doctors and
nurses had been trained and an extensive health education
campaign was well underway.

The expansion of health care in liberated areas continued until
the fall of the Portuguese dictatorship in April 1974. This
event heralded a mass exodus of doctors and other health workers
which made the task even more demanding for the new government.
nly 85 of the 550 doctors remained at independence in 1975.

PART 3.
HEALTH IN INDEPENDENT MOZAMBIQUE : A LIBERATING FORCE. |

Between September 1974 and June 1975 the transition Government ™
administraters consisted of FRELIMO cadres together with
Portuguese bureaucrats. Meny of the latter were covertly, if
not overtly, hostile towards Frelimo and to changes envisaged ™
in the health care system.

The immediate priority was to maintain existing services in th
cities and to extend them to urban workers and unemployed.
This was no easy task considering the mass exodus of health

workers and the poor morale and commitment of those who re-
mained, having led privileged lives unexposed to the political
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and military struggle. 01d patterns of behaviour continued -
arrogance, racism, ill-treatment, authoritarianism - ills which
permeated the hospitals under colonial rule. There was
serious deficiencies in the medical standards, partly due to
lack of staff, but also due to inflexibility of thought, and
even a desire to sabotage FRELIMO's efforts. Corruption was
rampant.

Independence day came in mid-1975. llhile the struggle for
physical political power was over, the struggle against the
colonial inheritance of undemocratic structures, human and
economic under development and colonialist mentality had only
just begun.

In establishing FRELIMO's development strategy, they attached
special value to their chief strength, the mobilization and
organisation of the people. There they drew heavily on their
experience in the liberated areas.

In July 1975, all health institutions were nationalized and
private practice banned,"an essential first step in making the
country's health resources available to all the people.”

The principle behind the Party's health activities was to make
each and every citizen a health agent. Thus there was a funda-
mental commitment to preventive medicine and to the partici-
nation of all in health care, wherein 1ies the basis of the
revolutionary practice of health in Mozambique. In October
1975, a National Environmental health campaign with the slogan
"Promotion of Community Health by the Community itself" was
launched, in which the rural population were mobilized to dig
latrines. Sanitation, one of the corner-stones of prevention
of disease, was being spread.

The following year a highly successful second mass campaiqgn
was launched - this time to immunize the entire population.
The population was so well mobilized that 2% years later 90%
of the 11million people were immunized.

Legislation was introduced in relation to health care. The
law on Socialization of Medicine (Nov. 1977) provided for free
emergency and preventive care and the right to free in-

patient treatment. Fixed rates were set for non-emergency
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out-patient care, the charge for which covered treatment.

The law also dealt with the level at which a patient should
seek health care, stating that except in an emergency the
person must first go to their local health post and thence can
be referred within the health system {(see below).

In 1ine with a policy of "good therapeutics at the lowest
cost” the Ministry of Health severely limited drug imports

and published an annual National Formulary. The 1977 edi-
tion had 1imited drugs from 13 000 to 640 products which could

only be prescribed by their generic (chemica1) names.  This
has made a beginning to curbing the intensely profit-orien-

tated and monopolistic Western drug industry,

To examine the present health care system being introduced by
the independent Mozambique government, we should look
briefly at two areas: the structure of the system and the
personnel working in it.

The system combines preventive and curative services based
in the villagesworkplace or residential areas. It is a
system of health with the people.

(a) Personnel,

Table 1 outlines the large number of categories of health
personnel which have been defined. Their roles become more
clear when one sees which level of the health care structure
they slot into. (discussed below)

Table 2, below, gives some examples of the length of
training of different health cadres.

W

Perhaps one criticism of the categories is that many are
remnants of the old colonial system and while the training
.0f these health workers through the Institute of Health Science
and the University has radically changed there is some div&ion
of curative and preventive personnel. A more multipurpose
health worker may be more appropriate to Mozambique's needs.

There is still a great lack of staff, but already by September/
October 1979, 1 200 primary health care workers had been trained
and 450 doctors were working in Mozambique (80% foreign

"co-onerantes"on 2 vear contracts)
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iable 2 Length of training of some Mozambican Health Cadres

Cadre Years of training

e G S

Community health promoter Few months

-— T = e

Medical agent
Public health agent 2
Auxiliary nurse

Medical technician

Public health technician 3
Hurse
Doctor 6(+1 internship)

(b) Structure of the Health System.

Diagram 1 shows the two-way referral for urban and rural areas

.'

DIAGRAM i
Central h”sDitﬂ]S (3) Provincial hospitals (9)
take national referrals A

! A 1‘uﬁhhhﬁﬁ
District hospitals (Z 120)
,V' ‘f#;ffffar ‘Eﬁﬁhﬁﬁs‘ 4{

Urban health Rural health
centres type 1 centres type 1
Urban peripheral health Rural peripheral health
centre type 2 posts. Rural health
$ centre :ﬁpe 2
I Health post at work, Communal village hga]th
school. worker (agente poliva-

| lente elementare).
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This 1s a two-way referral system. Personnel will also
travel out from the health centres, when possible, to the
peripheral health posts for purposes of supervision and
support of junior health workers and to see referrals.
Not all districts and provinces yet possess all these
intermediate health units.

In the rural area the chief difference between the rural health

centre type 2 and type 1 is that the former has no living-in
facilities and is staffed by a nursing auxillary or a medical
aide and they deal with minor 1llness or accidents, while the
latter have beds (+ 40) and carry out maternity care and
simple surgery. They are staffed by medical technicians and/
or a nurse (Group A) and preferably a midwife. They are

-

also visited by the doctor from the nearest district hospital.

Urban centres are similarly staffed but have no beds and deal
mainly with preventive health care.

Communal village health worker:

It was recognized very early in medical and paramedical
training courses that these exisiina personnel were not
enough to extend the health network to the rural areas, nec-
assary to eliminate the nrofound imbalance between urban and
rural care.

In order to harness the power of the people's collective en-
deavours and to provide social services, FRELIIIO, even

during the war, emnhasized "Communal villages" as the

basic structure for the rural people's economic, social and
nolitical development. The communal village Health Workers
(or Agentes Polivalentes Elementares) were created as a

vital 1ink between the health centre workers and the orga-
nised community - their main role Seing to invoive the neanie
in promoting their own health and providing a simple curative
service. They are chosen by the village, sent for 6 months
training and then supported by their community. About 450
have so far graduated, but there are many problems with their
functioning.

Central Hospital - Maputo : A case study.

A brief look at the developments at the country's main hospi-
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tal provides a very interesting case study of the struggle
for change and the methods used to overcome the problems.
The  structures set up at this hospital are now being used
as a model for other hospitals.

The Central Hospital was formed in 1974 by fusing the Miquel
Bombarda Hospital and the university hospital (previously
catering for black and white respectively).

However, for all the government's early efforts, they were
unable to rid the hospital staff of their predominantly
colonial mentality. It seemed that this hosnital that had
formerly used 1/3 of the country's health budget and had held
a privileged position in the society, was particularly
resistant to change. Complaints ranged from arrogance and apa
on the part of hospital staff to poor food, unhygienic condi-
tions and disorganisation. Bureaucracy was extreme.

In a hard-hitting speech by Samora Machel, on the state of

the hospital, he described hospitals as "far more than

centres for dispensing medicines and cures. A patient's

stay in hospital should serve to heighten awareness of nationa
unity".

The party appointed a "commission of restructuring" and
iemocratically elected "conselhos" (committees) in each ward
or service, thus creating a popular democracy. They also
introduced peer evaluation, a code of discipline and developec
direct and active links with the community (e.g. clean-the-
hospital day).

By involving all the workers, the patients, their families
and the city's population in the hospital's problems, very
tangible improvements in hygiene and treatment took place
within a year. For example, the death rate in paediatrics
dropped from 21% (May,1977) to 14% (May, 1978).

Dr. Fernando Vaz, leader of the "Commission of Restructuring”
speaking in May, 1978, said "It is important that our hospi-
tals have medications and surgical equipment, but the deci-
sive factor is the health worker, whose consciousness and
attitudes can make the hospital a centre in which we can
concretize our political line to 'serve the masses' and
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achieve our political principle that "the revolution

liberates the people”.

There are many other aspects to the health care system such
as preventive dental care, orphanages, creches, the role of
the Women's Movement (OMM) in health, occupational health,
school health programmes etc. which are unfortunately beyond
the scope of this paper.

Conclusion.

While the new Mozambique government has elaborated and plan-
ned a health care system and while there have been many
successes to date, we must not believe that it is without
problems.

It is beset with very serious problems, some of which will
take years, or generations, to overcome.

Mozambique is not a rich country; to the underdevelopment
inherited in centuries of colonial misrule was added the
effects of a war against Portuguese colonization and more
recently attacks from the troops fighting for the pre-inde-
pendence, racist Rhodesian regime. Mozambique's fragile
economy was severely weakened and is still recovering from
these onslaughts.

Thus history manifests today in the ongoing struggle that
must be waged against the colonial mentality, which often
has a retrogressive influence, as well as shortages of
personnel and supplies, a cumbersome, inherited bureaucracy
and an illiterate population.

But there is little doubt that through its emphasis on
health education, decentralization of health services,
democratization of health care decisions and delivery and
the emphasis on primary health care, Mozambique's health
system is on the correct road to social justice.

Hence the now often repeated phrase: A LUTA CONTINUA -
The struggle continues
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SKIN-LIGHTENING CREAMS POISON THE SKIN.

e ————
S

A recent article (1) appeared in the South African Medical
Journal which drew attention to the fact that many skin-
lightening creams are very harmful to the skin.

They contain a substance known as hydroquinone which may have
serious effects and leads to the disfigurement of the face.
The skin 1in sun-exposed areas such as the face may become
darker with black blotches, leading to the frantic application
of more of the skin-lightening cream, which in turn aggravates
the darkening of the skin.

The skin Tightening creams have limited use in the treatment of
white people with skin blemishes. The authors stress that the
treatment should be carefully controlled and supervised and
should not extend for more than a few months.

The manufacturers of "skin care" products for Black South
Africans have an annual turnover of approximately 25 million
rands (2). An article in the Sunday Times (Business Times)
described the market for "general purpose" items and "skin
Tighteners" as "phenomenal", "ripe for the picking" and a
"roaring trade". The authors of the article in the South
African Medical Journal remark that the amount of products

sold must indeed be extremely large to produce the vast numbers
of people now suffering from skin problems as a result of using
these creams.

In South Africa the gap between blacks and whites is wide -

the whites, the upper and middle classes, are depicted as
healthy, wealthy and happy; the blacks are working class, and
seen as poor and unhappy. This is exploited by advertisers

to suggest that black people with whiter skins will be happier,
healthier and wealthier than their dark-skinned brothers and
sisters. In fact the opposite is true - they will be unhappy
and unhealthy because of the skin damage resulting from using
these creams, also they will be a bit poorer - from buying a
totally unnecessary commodity.

Shrewd advertising techniques are employed to convince Blacks
that using these “skin Tighteners" will lead to various forms
of success in economic and social terms. There is, however,
no control over the advertising of such creams, and magazines
aimed at Black women readers carry numerous advertisements
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promoting the sale of these harmful products. The magazines
feel a need to boost circulation figures, keep down the price,
and attract advertising to subsidize the magazine and so

editors are generally not willing to leave out advertisements
of these products or even to pubiish articies which might make
their readers aware of the dangers of skin-lightening creams.

Clearly, action should be taken to inform 3lacks of the dangers
of these creams. Chronic long-term use 2f these skin

lighteners is clearly harmful and should be avoided.  Action
should also be taken to prevent the sale 3nd advertising of
these harmful products. Up to now, no :uFfﬂr*ra of the affact

of these creams have sougnht compensation through legal channgis
for fhe disfigurement they have suffered and this is5 perhap:z a
1ine of action that snould b= explored.

1. Findlav, G.H. and De Beer, H.A. (1980).
"Chronic Hydroguinone inbmn-nq of the Skin from
Skin-Lightening Cosmetics", South African Medicai
Journal, 9 February 1980, p.187-190.

2. Creamer, M. (1978).
Sunday Times (Business Times), 22nd Octoder 1978, p.4.



Computerised scanner

Baragwanath Hospital recently acquired a very anphistjcated
X-ray apparatus at a cost of R800 000, an event of which
Or. H. Grove, Director of Hospital Services in the Transvaal,

is very proud:

“There is reason to celebrate today™, said Dr.
Groveé. “This is, in fact, the
first whole body scanner to be
purchased in our Province. It
1s working perfectly. It is
working hard and it happens
to be the most sophisticated

o ° apparatus of its kind in the
whole of Africa. Furthermore,

it has been installed in a Black
hospital.”
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BIKO SAGA

THE ETHICS OF SUPPRESSION
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BIKO SAGA:

THE ETHICS OF SUPPRESSION

—_—————

The death of Steve Biko in detention nearly three years ago,
sparked off a major controversy which has still to be resolved
That it can never be entirely resolved is obvious; those who
were instrumental in causing his death were freed from blame.
What can and should be settled is the role that the medical
practitioners who attended to Steve Biko played: whether
their action or lack of it contributed to his death and
whether their actions were in all respects, ethical and devoid

of negligence.

Steve Biko, a black consciousness leader, who was banned and
restricted to King William's Town in 1973, was arrested and
detained on 18th August 1977, under Section 6 of the Terrorism
Act. This allowed for his indefinite detention for question-
ing. He was first seen by a doctor, Dr. Lang, a district
surgeon, on the morning of 7th September. The other two
medical practitioners, who were also responsible for him were
Dr. Tucker, chief district surgeon of Port Elizabeth and

Dr. Hersch, a specialist physician.

This article will first look at the sequence of events which
ended 1n the death of Biko, stressing the roles played by the
doctors. I will then analyse the actions of the South
African Medical and Dental Council (S.A.M.D.C.) in dealing
with the complaint lodged against the doctors, following the
inguest into Biko's death that culminated in the preliminary

Committee of Inquiry of the S.A.M.D.C. deciding not to
pursue the matter. ~ntly the whole S.A.M.D.C.

the Security Police (S.P.) reques.. =~ to examine
Biko, stating that he suspected a stroke. ~fter
thoroughly examining Biko, issued a short certitic. tating

"I have found no evidence of any abnormality or pathology
on the detainee." (1) In a clinical report, dated
October 13th, he says he found, in his first examination
of Biko, "cut 1ip, a bruise on the sternum, an inability
to muﬁe the Timbs, swollen hands and feet and slurred
speech.”

On Wednesday morning, 7th >c, ~7 folonel Goosen of !
I
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Dr. Lang, when questioned during the inquest, admitted that his
certificate was inaccurate ® Dr. Lang did not ask Biko how he
received his injuries, although he felt the 1lip injury could
have indicated a head injury. He assumed that this injury
occured when Biko had to be restrained. Dr. Lang admitted
during the inquest that he believed Biko was shamming (faking
illness), accepting that Colonel Goosen's remarks strengthened
this belief. He acknowledged that his report was misleading,
giving the reason for the unco-ordinated walk of Biko as lack
of co-operation when in evidence during the inquest he said it
was due to swollen feet. Having left the police station, he
gave no instructions for the care of Biko; under questioning
from the counsel for the police during the inquest, he said
he felt Biko was shamming and he would have had no complaint

if Colonel Goosen had wanted to proceed with the interrogation.
Dr. Lang said he had treated the patient with the same care as
he would any other patient.

The following day Colonel Goosen again expressed concern to
Dr. Lang over Biko's condition stating he had not urinated 1in
the previous 24 hours and had refused to eat. Dr. Tucker
accompanied Dr. Lang and they examined Biko, finding his
blankets wet. Biko complained of vague pain in his head and
back and Dr. Tucker found a possible extensor plantar reflex,
which is indicative of brain damage. Dr. Tucker did not ask
Biko how he received his cut 1ip, neither did he, in his repor
mention how Biko had received the abrasions on his ankles and
wrists - these were in fact due to the handcuffs. Dr. Tucker
asked Biko if he had any complaints and admitted during the
inquest that although he thought Biko could have suffered a

head injury he did not question Biko or Colonel Goosen about
this.

# This was despite the fact that in 1968 in a
document referring to "Untrue or Misleading
Certificates and other Professional Documents”
the General Medical Council had the following
to say :-

F__

"Any doctor who gives, in his professional
capacity, any certificate or kindred docu-
ment containing statements which he knows,
or ought to know, to be untrue, misleading,
or otherwise improper, brings himself with-
in the scope of the Council's Disciplinary
Committee." (4)




"If I am called to see a patient and he has a cut on
nis head then 1 am interested in treating him and
not hﬂw he qot his cut." (1)

i . h e

e —

Jr. Lang felt that there was no significant change in Biko and
was unsure about the plantar reflex. Yet he did net discuss
tne possibility of brain damage with Colenel Goosen nor did
ne suggest that the patient reguired treatment. Both doctors
decided Biko should be transferred to Sydenham Prison Hospital
wnere Dr. Hersch, a physician, could examine him.  That
evening Or. Hersch examined him at the hespital and it was
decided that a Tumbar puncture be performed. During the
examination, Biko's movements were strange, he found it
difficult to turn over in bed, and he walked with a left-sided

Did Biko matter less?

S O A CLOSED meeting of the
South African Medical and
Dental Council has finally decided
there will be no disciplinary action
taken against the three doctors
who attended Steve Biko before he
died in Security Police custody in
September 1977.

Where does this sorry tale of a
two-vear delay, unusual secrecy
and refusal to act against the doc-
tors even on what 1s a matter of
inquest court record, leave the lay
public?

It leaves them with the inescap-
able conclusion thatr because Mr
Biko was black, a political activist
and a Security Police detainee, his
life as a medical patient somehow
mattered less.

o
4/ £ 19

It makes mumbo-jumbo of fine
phrases of the Hippocratic Oath,
phrases which apparently do not
preclude doctors in such cases

- from filling in false medical certi-

ficates or ignoring serious signs or
from leaving a patient naked,
urine-soaked, manacled to a radia-
tnr grille, or from being driven

1 100km through the night in the
back of a Lang Rover.

If all that was not wrong. then it
must be acceptable medical prac-
tice. And a profession, justifp ably 2
proud of its world-class medical -
achievements. is now stuck with
defending and upholding such
medical practice befnre the whole
world.




limp. At midday it seemed that Bike could not wais. (i,

Dr. Lang admitted it produced a strange picture and ne felt
Biko had been shamming; during the ingquest, he acknowledged
that this possibility had been talked about between police
and doctars.

On Friday 9th a lumbar puncture was performed by Or. Hersch;
the results showing that there was blood in the cerebro-spinal
fluid. This indicated he had either pierced a blocd vessel
during the procedure or that there was a brain injury.

Although he suspected damage to the brain, he did not specifi-
cally state it in his report. The previcus evening Dr.Hersch
had found the patient suffering from echolalia (a speech
defect), left-sided weakness and an extensor plantar reflex.
Dr. Hersch did not notice a scab over Biko's left eye, yet in
retrospect at the inquest he remembered a whitish area over
Biko's left eye which he thought was dried saliva . Dr. Hersch
said that judging by the rest of the examination, it could
almost have been expected that there be a brain lesion there.
Dr. Hersch made it clear to Colonel Goosen that there were
positive signs of nervous system damage.

On being asked by the counsel for the Biko family, why Biko
was not taken to a proper hospital, Dr. Hersch replied :-

"Unfortunately this was not in our hands". (1)

There was no doubt, according to Dr. Hersch that had Biko beer
a private patient, he would have been admitted to houspital.

Dr. Hersch said that Dr. Lang had told him he cculd not be
placed in hospital.

Dr. Hersch recommended that the patient be examined by a
neurosurgecn: basing this con the results of the examination
done the previous night and the blood 1n the cerebro-spinal

fluid obtained from the lumbar puncture. Or. Hersch admits
he was canvinced there was brain damage, althcugh he left it
out of his report, regarding i1t as self-explanatory. He also

failed to mention any treatment.

Dr. Lang visited Biko shortly after the lTumbar puncture was
performed, finding him comfortable and in pessession of all
nis senses. A warder reported tc him that Biko had caten;

having earlier been found in a bath with all his cluthes on,
soaking wet. Dr. Lang did not perform an extensor test as
"he did not want to disturb the patient" (1), feeling that

the patient's condition was improving. Dr. Lang suggested

Biko should be sent to Livingstone Hospital but Colunel Goosen
refused. rulina cut a nrivate haenital as well Av.  TiiFlaw



was informed by Dr. Lang that the patient had been examined by
Dr. Hersch and an abnormal plantar reflex had been found.

Dr. Tucker felt it was a very serious sign of brain damage.
However, he did not act because he felt Biko was Dr. Lang's
patient.

On Saturday 10th, Dr. Keely, a neurosurgecn, was consulted and
after a discussion on the telephone he agreed that there was
brain damage. It appears that Dr. Hersch was not perturbed,
feeling there was no immediate urgency. Dr. Keely had said
that Biko should be kept under observation. Dr. Hersch agreed
during the inquest that Dr. Keely meant the sort of observation
one would have received in hospital i.e. checks every hour.

Later on Saturday, Dr. Lang again visited the patient, finding
him with no complaints and no change in his physical condition.
Dr. Lang wrote out a bed letter stating that he and Dr. Hersch
could find no pathology and that the Tumbar puncture was normal:
coupled with this was the fact that Lang had stated that the
plantar test was done on the right instead of the left side.

Dr, Lang said he believed Biko had been improving, basing his
evidence on what he heard from the warders. Hhe acknowledged
that had he had a free choice, Biko would have been 1in hospital.

ThenDr. Keely told Dr. Lang that observation was necessary,
meaning that Biko should go to hospital. Dr. Lang told him
that this was not possible as the Security Police wished to
keep Biko in a prison cell, and that the doctors would have to
do their best under the circumstances.

Dr. Lang, having decided that Biko's condition was improving,
gave permission for his transfer back to the Walmer Police
Station so that he would be able to observe him more closely.
He stated that because the police station was closer to his
home, he was able to carry out his observations more easily.

Dr. Lang told Biko that there was nothing much that he and

Dr. Hersch could find wrong with him. After the examination,
Dr. Lang did not see Biko again, the time being 3.30 p.m. on
Saturday.

%

On Sunday 11th, Colonel Goosel contacted Dr. Tucker to say

that Biko had collapsed. When Dr. Tucker arrived to see Biko
he found him in a dazed condition with froth at his mouth

and breathing rapidly. He examined him in five minutes, test-
ing Biko's legs for spasticity (stiffness) but he did not test
the plantar reflex, concluding that there was no change. Asked
why he conducted such a brief examination, Dr. Tucker maintained
that with the tests he had performed, he could rule out serious
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brain disease. Dr. Tucker concluded in his statement that
there was no sign to indicate organic disease, although under
questioning ne admitted this had been incorrect.

Dr. Tucker recommended that Biko be admitted to a hospital and
Colonel Goosen said it should be 3 prison hospital. Dr.
Tucker felt Biko was fit enough to travel to Pretoria by road,
even though he still did not know the specific results of the
lumbar puncture. Dr. Tucker did not insist that he go to a
civil hospital because he said he didn't think he could over-
ride the decision made by a responsible police officer. Dr.
Tucker felt that Biko was possibly still shamming at that
stage.

I -1
Mr. Kentridge asked "In terms of the Hippocratic

Oath are not the interests of your patient para-
mount?"

IIYES n .

“But in this instance they were subordinated to
the interests of the Security Police".

“Yes". (1)

Although Dr. Tucker was told of the specific results of the
lumbar puncture before Biko Teft for Pretoria, he made no
effort to intervene. Neither did he nor Dr. Lang, whom he
spoke to, send any information to Pretoria so that the
medical personnel there could have an outline of the back-
ground of the case.

Although the journey to Pretoria started late on Sunday after-
noon, Biko had been deprived of observation all day even
though Dr. Lang had undertaken to keep him under observation.
When Biko arrived in Pretoria, he had to be carried into the
hospital on a mat. With no history of the case, the young
doctor in attendance, having been informed that Biko had been
on a hunger strike, gave him & vitamin injection,

Six hours after arrival, Steve Biko died. Kentridge, counsel
for the Biko family described his death as "a miserable and
lonely death on a mat on a stone floor".

In my discussion of the sequence of events, I have been forced
to omit a large body of evidence, some of which may contribute
further to my argument.



SOME QUESTIONS TO BE ASKED:

A number of questions arise from the course of events
described above.

* Was Dr. Lang's report, written on September /7th, due to
carelessness, or was it intended to be misleading?

* Why did no doctor question Biko as to the origin of his
injuries: were they entitled to make the assumptions
they did, based on Colonel Goosen's remarks?

* Why, when all the doctors at some stage felt Biko might
have suffered brain damage, did none of them question
either Biko or Goosen?

* Why did Dr. Lang not keep Biko under regular observation?
* Why did Dr. Lang fill in the bed-letter incorrectly?
* Why did Dr. Tucker allow Biko to be taken to Pretoria?

* Why was no action taken when an abnormal plantar reflex
was found, indicating the presence of brain damage?

* If the doctors were not able to persuade the Security
Police that Biko needed to be hospitalised, why did the
doctors not refuse to treat him as a form of protest
against not having total control over the treatment of
their patient?

And finally, an important question relating to detention in
general. What if Biko had not died and in court he had
accused the Security Police of assult. The reports of the
doctors would have indicated no injury. Biko would have
been branded a liar.

A basic question which needs to be asked concerns the relation-
ship of the doctors with the Security Police. Extracts from
the Council's submission on behalf of the Biko family, sum it

up.

"The doctors, for whatever precise reason - felt them-
selves beholden to the Security Police. They did not
query the origin of Biko's injuries and symptoms, either
from Biko or the Security Police.

This studied lack of curiosity can only be explained either
by their active collaboration with the police or a deli-

berate election not to embarass the police, nor indeed
themselves, by asking questions, to which the answers
were obvious." _

e R




Why, even 1f they did not demand that Biko be admitted to
huspital, did they not at least demand that the conditions
under which Biko sufferad be improved. The doctors remained
silent. Why?

It 1s instructive to logk at "The Geneva Convention Code of
Medical Ethics", which was based on the onriginal Hippocratic
Jath.

This states, inter alia, that

- "I will practice my profession with confidence
and dignity.

- Tne health of my natient will be my First concern.

- [ will not permit consideraticns of religion, nation-
ality, race, party politics or social standing to
intervene batwean my duty and the patient.

T

- 1 will maintain the utmost respect for human 1ife
from the time of conception, even under threat. |1
will not use my medical knowledge contrary to the
laws of humanity."

The Code was clearly not adhered to by the docotors "caring

for" Steve Biko.
SOUTH AFRICAN MEDICAL AMND DENTAL COUNCIL.

what is the background to the decision of the South African
Medical and Dental Council (S.A.M.D.C.) not to continue the
investigation into the doctors conduct?

On 20th December 1977, the Ombudsman of the South African
Council of Churches (S.A.C.C.) wrote a letter to the

Registrar of the S.,A.M.D.C. notifying him of his intention

o submit a complaint against the three doctors involved in
the treatment of Biko. On 16th January 1978, he submitted

a full Tength complaint, with evidence from the inguest based
on reports from the Rand Daily Mail, a 1ist of the sequence
of events and questions relating to the conduct of the

doctors concerned, (In a covering letter, Mr. Roelofse said
"In order to prevent any injustice to any of the doctors, it
speaks for itself that the court records and not press reports
be used as a basis for your investigations.") He also drew
attention to the fact that after the inquest, the presiding
magistrate had referred the medical evidence to the S.A.M.D.C.

for possible action against the doctors.
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In March 1978 Tletters were sent to the doctors by the
>.A.M.D.C., asking for explanations relating to the com-
plaints. The doctors objected to these complaints on the
basis of legal technicalities.

Since then, two factors apparently delayed S.A.M.D.C. action
on the matters.

Firstly, the civil action brought by the Biko Family against
the State, and secondly, the appeal of the doctors against
naving to give any explanation of their actions to the
S.A.M.D.C. The former resulted in a settlement with the
sum of R65,000. being paid by the State to the Biko Family
and the latter application was rejected by the Supreme
Court Judge. The doctors still chose not to furnish any
explanations to the S.A.M.D.C.

The delay by the S.A.M.D.C. in acting on the matter was
clearly longer than it needed to be, and in so doing, the
S.A.M.D.C. to some extent defused the united front of
opposition against the whole Biko affair.

The Preliminary Committee of the S.A.M.D.C. sat in
April, and reached the conclusion that the conduct
of the doctors did not warrant investigation. The
statement released by the S.A.M.D.C. dealing with

the decision concludes :-

[ "the committee concluded there was no prima facie
evidence of improper or disgraceful conduct on the
part of the practitioners. The committee resolved
that no further action should be taken on the
matter."

Why did the S.A.M.D.C. go to the lengths it did to get the
doctors to furnish explanations (which they never submitted)
and then the Preliminary Committee decided that the whole
matter need not be pursued? Not only this, but the
committee:

- did not release the evidence upon which it based its
decision

- refused to name the "experts" upon whom it called for
advioe

- went through many volumes of inquest evidence in the
course of one day



- released its decision before it was ratified by the
S.A.M.D.C., a unique and strange precedent.

- four out of the five members were Government appointed.
The President of ‘the S.A.M.D.C. chaired the Committee.

Considerable publicity was given to this decision of the
Preliminary Committee and calls were made for an urgent
meeting of the S.A.M.D.C. to review the conclusion of the
Committee of Preliminary Inquiry.

Evehtua11y this meeting was held, behind closed doors, and
when.the meeting ended the S.A.M.D.C. had decided by 18

votes to 9, 7o ratify the conclusions of the Committee of
Preliminary Tﬁquiry.

The S.A.M.D.C. decision was surprising because many people
expected the preliminary decision to be over-ruled, especi-
ally in view of the amount of adverse publicity which the
original decision had prompted.

But is the decision of the S.A.M.D.C. really that surprising?
&

L

The Council was Established on 22 May 1928 under Act.13 of
1928 to exercise the functions of the former provincial
medical councils

The Act was amended in 1971 to provide for the establishment
of professional boards for professions registered with the
Council. Professional Boards have been established in
respect of the following: Physiotherapy, Optometry,
Medical Technology, Chiropody, Health Inspectors, Occupational
Therapy, Psychology, Radiography, Medical Orthotists and
Prosthetists, Speech Therapy and Audiology.

In 1974 Act 56 of 1974 replaced the 1928 Act, but stipulated
that the Council continue to exist as a corporate body.



43 Derivation of membership
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The Secretary for Health
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ties of medicine(above) and
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administrators of the Provin-

ces,

S.A. Nursing Council,

S.A. Pharmacy Board,

College of Medicine of S.A..

Elected by:

Doctors
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Dentists
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<z{ TO VOTING

B3R Against further
inquiry.

Not present at the
time of voting.

I ] For further inquiry

The above diagram illustrates the manner in which
members of the S.A.M.D.C. are elected or appointed
and their voting on the issue of a further inquiry
into the conduct of the doctors who attended to

Biko.



The S.A.M.D.C. is composed of 34 members. If one looks at
the diagram one can see tha@ only 14 of the membgrg
are democratically elected by Medical and Dental practitioners
0f the remaining 20 designated memberg the ﬂyerwelming
majority are directly or indirectly 11nkeq with the ruling
party in South Africa. Those directly Tinked are the
Secretary for Health and the ten appointments of the
Minister of Health, and those indirectly linked are thg
designee of the Administrators of the Provinces, the five
designees of the rectors or principals of Universities with
medical or dental faculties (the rectors themselves being
approved by the government), the designees of the South
African Nursing Council and the South African Pharmacy Board.

[t is therefore evident that on any particular decision that
the Council faces, there will be a clear majority of members
expressing and supporting views which reflect those of the
State. Once again if one looks at the diagram the case of
the. Biko doctors decision can be seen to support this fact.

The case stated above is true even before one begins to look
at the views of the elected members. In a society where
the training of doctors and dentists is strongly biased to
favour the elite, who have a vested interest in maintaining
the status quo, it is obvious that an election of members

by this group will necessarily represent a majority of con-
servative views. This shifts the opinion of the body even
further towards those of the State. The body is far from
representative of the majority of South Africans. Under
these circumstances, it is surprising that any member of the
bedy supported a further inquiry into the conduct of the Biko
doctors and the fact that 9 members did only serves to show
how obvious the need was for a further inquiry.

The bias inherent in the Council, as with so many other insti-
tutions in this country, is not accidental. [t is structured
such that i1t gives a vague semblance of democracy but this
quise merely obscures its true nature. The Council is in

fact structured such that it necessarily reflects the views
of the State.

The purpose of this is both to ensure that powerful sectors

of the population such as the Medical Profession can never
organise against the status quo, and furthermore so that the
State can exert direct control over these sectors. ., This is
borne out by the following statement which appears in "A Guide

to the Health Act No. 63 of 1977" produced by the Department
of Health :-
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"This Council (the S.A.M.D.C.) was established (by the ‘
government) to Control the training, practice and stan-
dards of conduct of medical practitioners, dentists,

and practitioners in supplementary health service pro- I
fessions ...."

"Control over the supplementary health service profes-
sions 1s being introduced gradually. Eventually all l

such professions will be controlled in the same way as
medical, dental and psychology professions." (2)

Despite all that has been shown above, the Council still
claims that its first responsibility is to serve as an in-
strument to protect the interests of the public and that it
"should remain the body imbued with the spirit of responsi-
bility in its service to the public”. The Council also
claims that it is "probably the most senior of statutary
bodies and is respected for its impartiality." (3)

How can it claim to serve the people before the medical and
dental profession or the government when 1ts structure,
constitution, composition and actions do not bear out this
statement.

Similarly, other statutary bodies such as the South African
Nursing Council and the Medical Research Council are even
more heavily weighted to ensure support for the status quo.
South African Nursing Council was established "primarily to
control the nursing profession in the Republic" (2) and

consists of 29 members of which only 10 are elected by
nurses, the rest being appointedy 10 by the Minister of
Health, 4 representing the Provincial Administration; 1
representing universities with departments of Nursing; 1
representing the Department of National Education, and one
each representina the South African Pharmacy Board, the
S.A.M.D.C. and the Scuth African Defence Force.

The Medical Research Council (M.R.C.) consists of 14 members
all appointed by the State President. The M.R.C. claims to
give "priority to those aspects which are most relevant to

the needs of the people of South Africa"™ (2) How can only
government appointees feel responsibility to anything other
than the government as the needs of South Africa as perceived
by the government.
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It can be seen from the above discussion that the S.A.M.D.C.,
South African Nursing Council, the Medical Research Council,
and many other statutary bodies control the distribution of
health and health services in South Africa in the interests
of the ruling class. It is clear that the Medical and
Paramedical Profession is not immune from the control exerted

by the State over all other if?%?' £ e

The action of S.A.M.D.C. and—in—fact;, the entire Biko affair
should not be seen in isolation. Indeed, those who demand

that justice be done in this particular case, should consider
the others who die in detention, those thousands who are
resettled at the whim of a bureaucrat, those tens of thousands
who are arrested for pass offences, those hundreds of thousands
of children who succumb to malnutrition and the large variety
of control and coercion that this government exerts; because
it is all these injustices which are tied up in the web of
oppression which pervades this country. Those events are

just part of the system which seeks to keep a privileged few

in power, allocating resources to a tiny minority (yes, indeed,
even medical resources) and ensuring the exploitation of the
masses by the elite.

Any demands we might make of the S.A.M.D.C. must be qualified
by demanding and working for a society where not only political
but also economic oppression becomes an enigma- Only when that
society is achieved, will the necessity to detain people be
1imited to real criminals and the atrocities, like that of the
death of Steve Biko, a thing of the past.

REFERENCES:

1. Geregtelike nadoodse ondersoek na die dood van
Steven Bantu Biko GO 573/77.

2. A Guide to the Health Act No. 63 of 1977,
Published by the Department of Health, July 1978.

3. President's Address (S.A.M.D.C.), appeared in
South African Medical Journal, 27 March 1965,
p.259-261.

4. Oosthuizen S.F., Opening addresS Dy une prestuenc Of
the South African Medical and Dental Council. S.A.M.J.
23 Nov. 1968, pp 1245 - 1246.



5o ALSO USED WERE:

2.
% The complaint submitted to the South African Medical
and Dental Council bv Mr. E. Roelofse, regarding the
D1agnosis and Treatment of patient Steve Biko by
Drs. Lang, Tucker, and Hersch, during the period
September 7th to September 11th, 1977.

% The Medical Evidence recorded at the Inquest into
the death of Steve Biko.

The Judgement in the action brought by Drs. Lang and

Tucker against the South African Medical and Dental
Council.

DECLARATION OF TOKYO

Guidelines for
medical doctors

Concerning Torture and Other Cruel, Inhuman or Degrading Treat-
ment or Punishment in relation to Detention and Imprisonment

Statement approved by the Council of the World Mecical Asscciation, March
1975, and adopted as amended by the Twenty-ninth World Medical Assembiy.
Tokyo, Qctober 18975,

Preamble

It is the priviiege of the medical doctor to pracuse medicine in the
service of humanity, to preserve and restore bodily and mental health
without distinction as to persons. o comfort and to ease the sutfering
of his or her patients, The utmost respect for human hife 1s o be
maintained even under threat, and no use made of any medical
knowledqe contrary to the laws of humanity

Declaration

he doctor shall nol countenance, condone or participate

in the practice of torture or other forms of cruel. Inhuman
1 or degrading procedures, whatever the offence of which

the victim of such procedures is suspected. accused or gul-
ty, and whatever the victim's beliefs or motives, and in all situations
including armed contlict and civil strife.



DECLARATION CONTINUED

For the purpose of this Declaration, torture 1s defined as
the deliberate, systematic or wanton inffiction of physicai
or mental suffering by one or more persons acting alone
or on the orders of any authority, to force another person
to yield information, to make a confession, or for any other reason.

N

The doctor shall not provide any premises, instruments.
substances or knowledge to facilitate the practice of torture
or other forms of cruel. inhuman or degrading treatment
ortodiminish the ability of the victim to resist such treatmen®

The doctor shall notbe present during any procedure during
which torture or other forms of cruel. inhuman or degrading
treatment are used or threatened. ]

A doctor must have complete clinical independence in deci-
gingupon thecare of a perscnforwhomhe or she is medical-
Iy responsible.

bW

Where a priscner refuses nourishment and is considered
by the doctor as capable of forming an unimpaired and
rationa! judgment concerning the consequences cf suh a
voluntary refusal of nourishment. he shall not be fed artifi-
cially. The decision as to the capacity of the prisoner to form such
a judgment should be confirmed by at least one other independent
doctor. The consequences of the refusal of nﬂunshment shall be
“explained by the doctor to the prisoner

The World Medical Association will support and shoul e
cocurage the international community, the national medr:.‘.-?&
g 2&sscciations and fellow doctlors to support the dactor and
tus or her tamily in the face of threats or reprisals resulting
from a refusal toc condone the use of torture or other forms of cruel.
inhuman or degrading treatment

The doctor shall in all circumstances be bound lo alleviate
the distress of his fellow men, and no molive -: whoether
personal, collective or political -- shall pr Dvmr agaimnst this
higher purpose. 3

53.
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POST-SCRIPT : DISTRICT SURGEONS.

District Surgeons are employees of the State. It is
therefore not surprising that their activities have been to
promote the interests of the State. In the Biko case they
clearly admitted surrendering the control of the treatment

of their patient to the Security Police. How could this be
allowed to happen if the docters themselves did not support
this situation? What safegquards do the public, and in
particular, prisoners, have against the power that is exerted
by district surgeons? When prisoners are treated by district
surgeons 1t 1s clear that the doctors are more concerned about
security and other matters than about the care of the indivi-

dual patient.

Health care of prisoners and in particular political prisoners
is notoriously inadequate. Prisoners have no access to a
doctor, unless the police feel that the prisoner needs medical
care, even then the doctor called is a district surgeon and
not a doctor chosen by the prisoner or his family. The role
of the district surgeon in these cases i1s well described
below.

¥ . ! . .
"..... the services which district surgeons render to

prisoners and persons detained by the South African
Police also fall within the definition of personal
nealth services. These services however can have
far-reaching legal implications and for this reason
they can also be classified as medico-legal services.
In view of this and for security reasons it would be
advisable that specially selected medical practitioners
be allocated by the Department to “undertake these
services. *

* A Guide to the Health Act No. 63 of 1977.
Published by Department of Health, Pretoria.
July 1978,



By Willie Nkosl and
Mike Overmeyer

Black patients are sleep-
ing on ward floors at the
Boksburg-Benoni Hospital
— but that is becanse of
"thmr own negligence.”

Dr G C Gravett, the
medical . superintendent,
gsaid building more hospi-
tals to provide for blacks
would not solve the prob-
lem ‘of overcrowding.

“If blacks were not so
negligent then we would
not have problems of hos
pital space,” he said.

During winter months,
problems of overcrowding
were more acute hecause
of lung diseases and
weekend violence, said Dr
Gravett. In the male sur-
gical ward yesterday, 62
patients had been ad-
mitted to fill 39 beds.

P

SR 87

*“It was our highest in-
talkke,” said a spoikesman.
Normally, with so many
patiénts being admitted,
the doctors attend to
those who can be treaied
ingmedjately. end dis
chasged. . %

“$or the more serious
we prepare felt mats and
blanikets ag beds on the
fleor at night,” the
spokesman said.

Dr Gravet: felt that in
the bla¢k community
breadwinners
buying
liguor to feeding
families proparly.

“I my ¢hildren should
suffer ﬂis!tase betause of
the lack of foed I would
stop smoking now,” he
sald.

He warned that people
approaching the Press to

garettes and
their

preferred -

Doctor b ames’
‘?negligem:9 blacks

for hospital crisis

expnse hospital over-
crowding should be pre-
pared to dig into their
pockets and pay more tax
if they wanted more hos

_pital spa.ee and medicat.ﬁ
;'Hhﬂﬂli

“’I‘hese II"E the pen*plq

who are not preparéd to-
their children into

gend
nursing careers,”’
Gravett said.

He also blamed
nursing wages and long
hours for the hospital cri-
gis.

“Women bank clerks
work office hours and ave

Dr

not on duty on Sundﬁ*f
But our”

and at night.
hospital staff has to serve
the: public 24 hours a
‘day,” he said.

Beeause of the stafd
problems, the idea o!
more hospitals were not

" realistic, said Dr Gravett.

The above excert from a newspaper article is extremely

interesting.

Hi A
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Dr. Gravett, the Superintendent at Boksburg-

Benoni Hospital has shown how little understanding he has of

health problems in South Africa.

Blacks" for the hospital crisis.

He, however, neglects to say how much money is spent on the

He blames

"negligent

provision of Black hospitals or their running costs compared
with white hospitals.
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In 1978, Johannesburg General Hospital (prior to the building
of the Johannesburg Academic Hospital) had 371 000 patient-
days and cost the province over R30 million rands to maintain.
Baragwanath Hospital had nearly 840 000 patient-days and yet
maintenance costs were only R26 million rands (1). If one
looked at the urban-rural differences the inequality of access
to proper hospital care would be shown to be even worse.

Furthermore, whites have access to other resources besides the
Provincial Hospitals. The amount of private nursing homes,
general practitioners and specialists catering for the white
population further aggravates the inequalities.

South African health services are structured such that proper
medical care has to be bought, and is therefore available to
those with money. Plans for a private nursing home in Soweto
should be seen inthis light - not relieving the hospital crisis
at all but enabling those middle-class blacks with money, who
least need the services, access to even better health care.

Dr. Gravett is correct in saying that building more hospitals
would not solve the problem of overcrowding. Overcrowding
in Black hospitals is only partly due to inadequate provision
of services. Many of the diseases resulting in the hospita-
lisation of Blacks are diseases of poverty and underdevelop-
ment. They are the result of such things as inadequate hous-
ing, poor sanitation, no access to clean water supplies,
migrant labour, etc. The amount of disease of this nature
will only be reduced if the structure of society is such that
it promotes the health of all - which is not the case in
South Africa at present.

Furthermore, Dr. Gravett continues by blaming the buying of
cigarettes and liquor for health problems. But he neglects to

show that the State has taken virtually no action to reduce
the sale of these items - in fact the State actively promotes
the selling of liquor in Black townships and compounds by the
erection of beer halls. Concerning cigarettes, the Minister
of Health, Dr. Lapa Munnik has spoken out against the
"Hysterical campaign" against smoking and has stated "I am
very satisfied with the tobacco industry and the road we have
walked together the past few years" he said (2). Even now
the plans to label all cigarette packs with the tar and
nicotine content of the cigarettes is not aimed at reducing
the amount of smoking, but only at legitamising the tobacco
industry and its relationship with the Department of Health.
(The tobacco industry will be discussed in a future issue

of CRITICAL HEALTH.)
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Dr. Gravett went on to blame staffing shortages, Tong working
hours, and poor salaries for making the hospital crisis even

worse.

This shows that the problem of inadequate hospital services

is due to a society which promotes disease by its very structure
which gives access to proper medical care only to those who have
money, which promotes the sale of products which are harmful
(such as liquor and tobacco), and which does not tackle any of
the real causes of ill-=health in South Africa.

These are the problems caused by "negligent Blacks" ...

References:
1. Hospital and Nursing Yearbook of Southern Africa, 1979.

2. Rand Daily Mail, May 27th 1980.
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EPIDEMIOLOGY :

HOW TO DO A STUDY

BY DUNCAN SAUNDERS
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INTRODUCTION.

In the first article in CRITICAL HEALTH, Number 2, on the use
of epidemiology in South Africa, which appeared the following
was discussed :-

(i) The scope of epidemiology;
(ii) Some issues relating to the decision to do a
particular study;
(iii) Examples of ways in which epidemiology can be
used (using mainly South African studies).

This article is intended as an introduction for people who may
want to do a study but feel uncertain of how to go about doing
it. The techniques described may be used for studies of many

things that are not necessarily medical but may be
health-related. Examples are studies of housing conditions
or of level of literacy in a community.

The first section outlines the stages common to all types of
studies. The second section deals with some of the
methodological issues to be considered when doing a descrip-
tive study.

Stages of a Study:

Table 1 shows the stages of a study as listed by Abramson.
Each stage is dependant on the preceding one.

1. Preliminary Steps:

The first steps in converting an interest in doing a study
into a concrete proposal are taken by answering the follow
ing questions ?

(i) What is the purpose of the study ?
(i1) What aspect of a health problem am I
going to investigate 7
Hypertension (high blood pressure) may be a common
problem in the area in which one is working.

A number of different kinds of study may usefully be done
e.qg.
(i) Studies of the prevalence of hypertension in the
area.
(ii) Studies Tooking at factors associated with hyper-
tension.
(iii) Studies looking at interventions aimed at reducing
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TABLE 1:

STAGES OF A STUDY.

1. Preliminary Steps.

2. Planning.

3. Preparing for data collection.

4. Collecting the data.

5. Processing and anaiysing the data.

6. Writing a Report.
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hypertension. This type of study may also be
useful to decide on what sorts of health care
services are needed to deal with the problem.

In addition one may have different reasons for doing any
particular kind of study. A prevalence study may be done
to help estimate the size of the problem so that appropri-
ate interventions may be planned. Alternatively, the
purpose may be to monitor the effect of rapid urbanization
on blood pressure. The purpose of the study has impli-
cations for the planning of the study such as the choice
of population to be studied and the sample size required.
Having decided what one is going to investigate, and why,
planning of the study can begin.

Planning the Study:

The value of a study depends on careful planning. This
stage may take longer than any of the other stages or all
the other stages combined. Some of the issues to be
considered in planning a descriptive study will be discus-
sed in the second part of this article. By the end of
this stage one should have a written protocol (outline)
which describes what information is needed and how it is
to be collected and analysed.

Preparing for data collection:

Having finalised a plan for a study one needs to test the
methods used and to make various practical arrangements.

Pretesting of methods is always necessary. Sometimes all
that 1s required is to look at a few clinic cards to see
whether certain information is routinely collected. At
other times a pilot study or "dress rehearsal" needs to be
done. The pilot study should be done in exactly the same
way as you are planning to do the main study. In this
way you can pick up problems with your study (e.g. questions
that are not phrased clearly) before you actually start the
study itself. At times one is testing to see whether any
unforeseen difficulties crop up. Time after time major
flaws are detected in apparently well constructed question-
naires. At other times one is looking for particular
information. Many studies are inconciusive because sample
are too small. A pilot study can help onedecide on the
size of the sample needed to answer the question one is
asking.

Practical arrangements for the main study may need to be
made at this stage, including :-
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(i) Finding and training fieldworkers.
(i1)  Arranging venues.
(iii) Obtaining equipment and printing questionnaires.

(iv) Obtaining informed consent and co-operation from
participants.

Collecting the Data:

After the stimulation of planning the study comes the often
rather dull period of collecting the data in a systematic
manner. At this stage one needs to monitor two aspects of
the study.

(i) A record should be kept of participants and non-
participants (i.e. those who do not answer the
questionnaire). For example people who do not
participate (reply) in a questionnaire on level of
literacy may in fact be illiterate. In this way
one can act either to obtain improved participation
in the study or one can collect information to
enable one to assess the sample bias caused by the
non-participation.

(ii) The quality of the data being collected should be
checked.

Processing and Interpreting the Data:

Processing the data involves firstly, locking at the data
for possible errors of recording and indexing. Following
this the data are arranged in the format one needs to
interpret it. During the planning stage it is useful to
construct dummy tables of the data to be collected. At
analysis stage one then fills in the data obtained from the
survey in these tables. Interpreting the data involves
making sense of them and deciding what the practical impli-
cations are.

Writing a Report:

Even if the results are only of interest to the investiga-
tor, no study is complete until a report has been written.

PART TWO.

Planning a Descriptive Study:

A descriptive study is designed to find out the size of a
health problem. The design of descriptive studies is rela-
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tively simple. Nevertheless, studies reported in the medical
literature are often seriously flawed.

I
The first step is to define exactly what one wants the study to |
yield, i.e. the objective of the study. This can usefully be
set out in the form of a question with the following characteris-'
tics. J
1. It can be answered by a number.
2. Each term in the question is clearly defined.

e.g. What is the prevalence of hypertension in population Y at
time X 7

The main issues involved in the design of a study to answer such
a question are shown in fiqure 1. 1

1. The Study Population:

The choice of study population is often implicit in the
purpose of the study. How generalizable one wants the
study to be is important 1in defining a study population.
[T is inappropriate to use clinic attenders to measure the
prevalence of hypertension in the surrounding area. How -
ever, this population would be appropriate 1f one was
interested in the hypertension prevalence of c¢linic attenders.
If one wanted to measure the prevalence of hypertension in

a particular community, one would have to randomly study
m?mbgrs of the community and not only those attending the
clinic.

2. Sample Selection:

To measure the blood pressure of every person in a large
city is a difficult task. The effort and expense involved
in measuring the prevalence of hypertension can be reduced
by sampling. However, the disadvantage of sampling is

that one can only estimate the size of the health problem.
By using certain sampling methods one can make a statement
about the prevalence cf hypertension in the whole population
with measurable confiderice and precision. If one measured
the bleocd preszures on the whole populalion cne could say
that the prevaience of hypeirtension in the population was
e.q, 207, Howeyer, 1f a rantom sample of pecple from this
populatbian had blood pressures Leken one would oniy be able
to say €.g. that onec is 957 confidant that trne prevalence |
of hypertension is between 174 and Z3%. |

It 1s dmportant to seek statistical advice about tha sample
size required for a particular study. At this stage one
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DESCRIPTIVE STUDY DESIGN.
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may decide to abandon the study because of the large

sample needed to obtain an estimate of the required
precision. To estimate the prevalence of tuberculosis in
a part of Soweto, a study involving 2500 persons was plan-
ned. The purpose of this study was to estimate the number
of tuberculosis sufferers in the community not known to the
T.B. service. However, if positive sputum tests were found
at a rate of 7/1000 in the sample one could be
95% confident that the population prevalence rate was
between 4/1000 and 11/1000. This estimate was too impre-
cise to be of help and therefore other methods were
developed to find out how adequately the T.B. service was
finding tuberculosis sufferers.

Measurements:

To be useful, measurements should be valid and repeatable.
Validity is the extent to which the measurements reflect
what one is trying to measure. With regard to blood
pressure the question is :- does an indirect blood
pressure reading (sphygnomanometer reading) reflect the
intra-arterial pressure ?

Realiability is the extent to which similar information is
obtained by repeated measurements. Blood pressure readings
on one person may vary either because of variations in the
blood pressure, the instrument or the observers. Realia-
bility can be enhanced in this instance by adapting a
standard procedure for taking the blood pressure, regular
checking of the sphygnomanometers (blood pressure meters)
used and training the observers respectively.

Response Rate:

As non respondents are often different from respondents it
1s important that a high response rate is obtained. As a
rule a 80% response rate is acceptable. If the
response rate is lower than this one should investigate
whether the non-respondents are likely to be different to
the respondents for the variable being studied.

CONCLUSION:

The intention of this article was to serve as an introduction
for people who were uncertain how to go about doing a study.

The books by Abramson and Barker are highly recommended for

those who would 1ike to learn more about this.
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In particular Abramson deals thorcughly with all aspects of
study design and illustrates pcints made with numerous

examples and references.
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NOTE:

People interested in doing a study on issues of concern to
communities and who require further advice on how to do it
are welcome to send their queries to Critical Health and the
ed1tnr5 w11T put them into contact with resource pecple that
: :_“1st_them_‘F

Gastro-enteritis:
prevention and cure.

Available free from:Health Care

17 Main Road
Mowbray, Cape Town
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Dear 3ir,

Rece-tly a serliss phvsiclar at orz of the crovincial hospizals f‘r vaal}
vas detained ans s 3til]l undar Jatantion sirhour heing broucht o trial., His
involvemart {n ti= sealecticn of melical students at the University of witwavmersrard,
being the crolrmrzn of the YMedizal 3%aff Asenclation of the hozdital at wri-z ==
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therapsutic ccnsieration, Jut also adout the education of the indiviiial, a ! tre
educatiorn of societv = we cannot hope Lo ac~leve a satisfactory standard ¢f zelical
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to be doctors with a greater social avareness, wobe testimony to the sta‘e :! tze
art of medicine

Are ve, vho upiold %hese rrinci-les, wvho foster threse attivtiles, 2-I vmo
have a 2ors= Zirsect rols in detarviring the course of medici=e, not d.tr-r:h_f reapanginle
for producirg doctors of the a-ove calibre? For how long are e going to Jemy cur Zuty
ta polnt out thne Causes For ta= Jreatest part of suffering and discozfort i sur scoiety,
to ectively Zirac: socisry towaris tne reliasf nrl.' these ills, and to edicare sz=laly
about the machanfszs of these {11s? O ars we 32irn; to surnsrge our asals i-:5 ==
sand and preteni tnar these duties are Devcna ..ne realm 0f seiicine? wnat wiii e
said of ths Zoctcrs of 19872
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WVhen a 2octor i3 detained t=cause he {3 corcerned fzr the fate o0 co
which should 5S¢ ths concern of all wvith a sense of responsizilicy, the sur=_s iz
incuabent on every individual, on everv i{zstitution and on every goverrni=s =22y <o
call for his/asr Taisase,
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AZe we ju_u_llE“ in continuin g nere unabated the attack directed
predominancly at ilestlfz in relstion to infant feeding, or is
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cintroling the advertising of commercial infant foods, This pre-
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thaa Baelch cara professionals, Mestlés have awrevd to adhers to
thiz, 2nd it i3 lﬂpﬂftmn* that the code is enforced and monitored

Iar all commercini baby food manufactursrs.

2nt case, a trade advertisecment was considered unaccept-
3 s00n as this was poiated out it was withdrawn,
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wpesition of vroducts available on the market. If we

I the group act irrp esponsibly or prave susceptible to
sery, surely we should put our own house in order rather than
211 tm2 blame on coarmercial cowpanies, Jldeally formula feeds
=2 Iirst six montns of life should be conzidered in the sane
~.zi: 23 iasulin for dizbetics., Practically this is simply not

I=2re 222 2 Dore than nosligble number of mothers who in fact
Camngk oy wiill ohak br9dst ieed their habies. Are we to slaughter
tnece nlpnis as scol as chelr plight is recognised or simply
ccndexnn them to ofher non 5ilk alternatives and the probable
cenzenusneez of slcwer extermination? Could we pernars re-introduce
wot nurz2z? wWould kthey b2 avallable or acceptable in present day
m2dern or Sraditional socisty? These alternatives exist if milk
powiers are neu relatively easily available,

Iz the lizht of existing knowledse and facilitiss can we proctice
zalagtive breeding by reducing SUTViVOrS of "poor lactatiang"®
LSS0

i3 Ffact, tha2 major rroblsm lies in the wennin period six months
T £ 78z23 wiere Lh2 dependasle Fv1llaJLlLt; of an additional
gaurae ¢l pootein nmay be 1lifle zaving It milk powder 13 to bLe
“izd, TILa ilmporiance ol reconst lLdulﬂF 3, cn“*ﬂ“LLJ and practicin
th2 ezzantial hygeine are bparamount. Thin is wnece btha company
SOIONETIULOr may pe cunsidered Jjustified. However she should only
t2lX To zhosz for wanod artificial feeding ir an unavoidahle fact,
G powiared mllk 18 £0 larm a nzcessary supplerment to the weaning
dia23, l=zizster rural or urban blacks in our nxisting aituation are
as a wi2l2 able To produce th2ir own food directly.
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EDITORS' REPLY.

We thank Professor Wagstaff for her comments. A number of
issues arise from the Jetter.

First of all, we do not believe that Nest1é is the only pro-
ducer of infant formula products that is at fault. A

number of other companies have also used unethical advertising
and promoting techniques. The Wyeth advertisement printed
overleaf is a clear illustration of the type of advertising
used to promote the sale of infant formula products.

We acknowledge that a small number of mothers may be unable
to breast-feed and we acknowledge that infant formula feeds
may be useful in such cases. However, we object strongly
to the forms of advertising pressure that have been exerted
on healthy lactating mothers to abandon breastfeeding and
use artificial feeds. Under such circumstances the use of
these unnecessary products may be extremely harmful - with
overdilution of the feeds to make them last longer or
inability to sterilise bottles properly because of lack of
fuel for heating or no access to clean water. Improper use
of the feeds may lead to malnutrition and gastroenteritis
which leads to the death of many infants.

The collaboration of the infant formula companies with
the medical profession continues. An example is a publica-
tion of the Medical Association of South Africa which is

titled (in Zulu) "You and Your Baby“which is distributed
freely. The publication, printed in 1979 contains an adver-
tisement for infant formula products manufactured by Wyeth.

A reply-card is inserted whereby the reader may receive free
samples of these products directly from the Medical Association
Obviously many unaware mothers will think that if doctors are
giving these samples out for free then the product must be gocd
for their babies.

A more recent example of involvement of the infant formula
industry was the prominent display of Nestl€ posters and pro-
ducts at the South African Nutrition Society Congress held in
Johannesburg this month.

The involvement of the health professions directly with the
infant formula companies as in these cases is a clear indica-
tion of the collusion between the two groups - a situation
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which cannot possibly promote an objective awareness of the
profit-motive of these companies,

We agree with Professor Wagstaff that steps must be taken to
monitor the advertising and promotion of these artificial
products. Further, 1t 1s important to ensure that the
supplying of infant formula feeds is not motivated by profit,
but by the need to assist those few mothers who really need
an alternative to breastfeeding. Packaging of these products
should be standardised to reduce costs and promotion outlawed
to prevent manipulation of unwary mothers. The possibility
of supplying these feeds by prescription only is also worthy
of consideration, although this puts doctors in the position
of being even more susceptible to the promotional activities
of the baby food industry.

There is no simple answer to this problem. We must, however,
acknowledge that there is a problem, that the problem has arise
as a result of the profit-motive of the industry, and that one
of the few ways of exerting pressure on this industry is to
draw the attention of the public to these anti-social
activities.

Use T -
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Good forBabies
Gmﬁ Jor@®ifits

Babies thrive on SMA and S-26 baby-milks
Motihers are const :‘ntly demanding these
products. That is why you have a higher
turnover — which means more profit!

SMA and S-26 — GOOD FOR BABIES
— GOOD FOR PROFITS
— GOOD FOR YOU

STOCK UP NOW — THEY ARE 600D FOR YOUR BUSINESS |

This ad was taken from African Business and Chamber of Commerce Review, Mar 1978, a J
South African publication catering to black businessmen and traders. 3

i
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WESTERN PROVINCE GENERAL WORKERS' UNION (Formerly
Western Province Workers' Advice Bureau)

lst Floor, benbow Building, Beverley Street, ATHLONE.
Telephone: B708/0

Dear Friend,

You will no doubt have read of the dispute in the Cape
Town meat industry, a dispute involving 800 meat wcrxers
from 17 different meat firms and their managements.

The dispute sterted at Table Bay Cold Storage, & firr
employing approximately 100 workers, when they demancec
that management recognise a democratically elected
committee representing the workers at the firm. The
recognition of such a committee would then form the
basis for future negotiations with management about
working conditions in the firm. The Table Bay manage-
ment stubbornly refused toc agree to the workers'
demand despite repeated attempts at negotiation by the
workers., A similar pattern was followed at Nationzl
Meat Suppliers, a firm employing about 250 workers.

When the Table Bay workers finally stopped work in
support of their demand, their management said that they
had dismissed themselves and refused to discuss the
matter further, The issue was then taken up by worker
representatives of committees in 15 other meat firms,
with no success, Finally the workers in these other
firms also stopped werk in & 1 day protest anc solidarity
demonstration. When they returned to work the next day,
riot police turned them away from the factories. The
workers resolved not to return to work unless all the
workers were reinstated and the original demands for
recognition of workers' committees at Table Bay and
National Meat Suppliers had been met. They called on the
community for support in 3 areas: 1) a boycott of red
meat and red meat products, 2) financial support to
enable them to stay out until their demands had been met.
3) community support to dissuade scab labour from taking
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jobs in the meat industry.

The struggle of the workers for democratic rig-zz In tNe
factories struck a responsive chord throughout t-s Zlack

community, and their support has been spontensc.z &nd

extensive. There is now an almost total boyvzott of rec
meat and red meat products thoughout the blacx cormmunity
of Cape Town. Meeting after meeting around t'. o
Flats save utnanimously endorsed the workers' caus

The dispute has now been continu ing for 7 weens. The
cemmunity support is increasing all the time. [he workers
have remained absoclutely united in the pursuance of their
demarncs. T1he reasonable demands have never aliersc since
the beginning of the dispute.

T-~g workers are being paid R15 a week by the Union to
sucport themselves and their families curing the dispute
- a*+ & cost so far to the Unien of R84 000 (as the

~Lte enters its seventh week).

bl
a
=S

et

TAz wor<ers are making tremendous sacrifices 1in the
pursuit of their democratic demands, demands which sre
~sing echced all cver the country in ell sections of the
~lack cormmunity. Their Union has committed itself fully
tc support the meat workers urntil thelr cemancs ars won,
wnatever the cost

ur struggle is to build up demccratic worker crganisations
to take fcrward the just demands of the workers., I[he

meat workers' dispute is an importart pert of this

struggle

Wwe call on you for your support.

Published by Meat Strike committee
Frinted bty SRC press.
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