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The mining industry has long publicised its benevolent concern for the lives and limbs of its workers, and its sophisticated health care system.  The health costs of its activities since the mineral discoveries in the last third of the nineteenth century
 to the present remain largely unremarked. 

The extent of these health costs should not be underestimated. Among the most significant are respiratory and sexually transmitted diseases.  As our presence here today bears witness this is not simply a matter of history.  As one of the South Africa’s leading pulmonologists, the late Neil White,  remarked almost a decade ago: 

that rates of occupational lung disease have [currently] risen to the same high levels that were experienced during the early part of the 20th century.  There appear to have been only insignificant reductions in dust exposure, particularly in gold mining in the second half of the 20th century.

In many ways, HIV/AIDS can be seen as only the most recent if also the deadliest legacy of southern Africa’s migrant labour system.
  It is being played out against the sombre backdrop of epidemic tuberculosis and endemic respiratory disease, a consequence in large measure of the peculiar form taken by South Africa’s mineral revolution since the late 

​​​​​​​​​​​​​​​​​​nineteenth century.  These are mutually reinforcing and intertwined epidemics. Not only do we now know that both HIV/Aids and silicosis each dramatically increase the susceptibility of workers to tuberculosis; we also now know that `the combined effect of silicosis and HIV infection … is an example of  ... synergistic risk, in which the two risks do not merely add to each other, but multiply each other.'

If the burden of tuberculosis on the health of black miners and their families has long been appreciated, the `epidemic’ of silicosis among black miners has taken longer to be recognised .  Yet what some observers in the 1990s believed  to be a new pandemic of silicosis, was more probably the intensification of a disease with far deeper roots.

As is well known, from its establishment in the last decades of the nineteenth century until comparatively recently, the South African mining industry depended on migrant workers from an ever-expanding labour market in the sub-continent. 

* This a drastically shortened version of a paper with the same title originally presented to a conference on Migration and Health, held at the University of Cape Town in January 2003 and published in Robin Cohen (Guest ed.) Journal of Migration and Ethnic Studies, May 2006.
Since the mid-1970s, however, the pattern of recruitment to the South African mines was transformed, with the independence of Mozambique, political intervention in the release of labour from Malawi, and the toll of HIV/AIDS in neighbouring territories. This led the industry, under pressure from the apartheid state, to recruit South Africa’s rural unemployed and, in its own interest, to establish a more experienced work-force by recruiting an increasing number of local Africans, for longer and longer periods.  (The average increased from 4.5 to 13.4 months.)  Moreover, to overcome what they regarded as local workers’ distaste for mine labour and their unreliability, the mines ensured their control over skilled miners through a sophisticated call-back system.  This meant that the average age of the workforce also increased – an added risk factor in the contraction of occupational lung disease.
 

So-called `stabilisation’ saved the mines the full cost of a permanently settled workforce and intensified workers’ exposure to the adverse conditions of mine work `without any significant change in terms of employment or an increase in the industry’s financial responsibility for the welfare of the worker or his family. (.’
  Thus, although under apartheid black miners remained legally `migrants' with no urban residence, trade union or political rights, in fact an increasing majority of mineworkers spent most of their working lives on the mines, and often on the same mine, before retiring to their homes in South Africa’s so-called `Bantu homelands’.  

The longer total time they spent on the mines exposed black miners to conditions which not only greatly increased their chances of reactivating tuberculosis infection; it also greatly increased their likelihood of contracting silicosis.
  But while the improvement in TB surveillance efforts meant that from the mid-1970s the epidemic of TB was a subject of acute concern, the industry seems to have paid little if any attention to the scourge of silicosis. 

Thus, silicosis remained under-diagnosed, a silent and creeping disease which was only to manifest itself after the miners had retired to remote villages, where the necessary medical facilities to check lung disease were few and far between.  And although pneumoconiosis was  compensable for black miners as well as white since the passage of the Phthisis Acts in the second decade of the twentieth century, the compensation rates were markedly different for white and black miners.   Moreover, black miners were not always informed as of right about the possibilities of compensation.
  Even when they were so informed, many – for whom the choice was mine work or no work - preferred to remain silent lest they lose their jobs on diagnosis.
  

What changed this situation was the widespread retrenchment of miners in the 1990s and the equalisation of compensation payments for black and white miners in the run up to the 1994 elections.  When, after 1994,  progressive medics and social scientists began to explore what had happened to the health of retired and unemployed miners once they returned back home,  the workers themselves had a real incentive to respond: the present case against Anglo is part of this story.  

If the above remarks may account for the extent of the current `pandemic’ however, silicosis has ravaged the health of black miners for far longer than has been generally appreciated.  There is, in fact, a strange dichotomy in much of the literature on respiratory disease in South Africa.  Thus, while historically white miners have been seen to have suffered from silicosis, black miners have been regarded as peculiarly prone to a particularly virulent form of tuberculosis, somehow associated with their racial vulnerability.  

The emergence of respiratory disease as a major occupational health hazard in South Africa was intimately related to both the population movements and the technological innovations that made deep-level mining there possible. The huge influx of single white male migrants from the mining frontiers of the world coupled with an even greater migration of hundreds of thousands of their black counterparts from as far afield as Malawi (Nyasaland), Zambia (Northern Rhodesia) and Mozambique provided a fertile terrain for the exchange of pathogens.
  Above all, however, until the 1930s, when local whites contracted tuberculosis in alarming numbers,
 it was the `deadly dust’ that eroded men’s health, both in its own right as silicosis and in gravely increasing their risk of contracting tuberculosis and pneumonia.. 

The introduction of new technologies made deep- level mining possible and dramatically raised the levels of dust in the mines, and thus the toll of death and disease.   Initially the burden was borne by white as well as black workers.  The impact of silicosis - or pneumoconiosis or `miners’ phthisis’ - as it was known - on the lungs of the skilled white miners who came to South Africa from the mining frontiers of the world was little short of catastrophic; fewer British soldiers died from all causes during the 1899-1902 South African war than the number of white miners who died of the `white death' during the same two and a half years.  The working life of a white miner on the Rand was on average twenty-eight years less than that of the white male population as a whole.
  (Of the eighteen men who led the white miners’ strike in 1907, thirteen had died from miners’ phthisis and another from an accident before the next miners’ strikes of 1913-14.
 )

 The militancy of white labour in South Africa and the explosion of strikes in these two decades need to be understood in this context.
  By the 1920s, however, white workers had begun, through their political muscle, trade union organisation and strike action, to improve their wages and living conditions, and to win a degree of protection and compensation from the industry.  Between 1912 and 1918, the state enacted a series of laws which provided compensation and a system of regular medical inspections;   a Government Dust Inspectorate was established and a sanatorium built for white miners suffering from phthisis.
 Technological changes also made some difference.
   By the 1920s the role of South African scientists in pioneering silicosis research and South African legislation in setting new standards for mining were  internationally recognised.
 

                                                                                                                                                                                                                     Improvements for white miners brought no similar benefits for black workers, however.   As fewer white miners worked at the rock-face after World War I,  the `major burden of phthisis [was now] passed on to the black work force’.
  For the successive waves of African migrants from the whole of southern Africa who were drawn to the mines as a result of  rural impoverishment and a lack of any alternative employment, the impact of respiratory disease was disastrous.  Such improvements as there were came slowly and were meagre.  TB, pneumonia and silicosis continued to take a fearful toll of black lives.

Moreover, the conventional wisdom was that while white miners died of silicosis, which was defined as an `industrial’ disease for which compensation was due, black workers were dying of tuberculosis, which was not so defined and therefore not compensated , unless the underlying silicosis was diagnosed.  In fact the two diseases were so closely entwined that as the mine doctor,  Dr R.L. Cowie noted, `it is difficult to establish their separate identities in the published reports on disease in gold miners prior to 1940’.
  The term `miners’ phthisis’ itself was used in confused and confusing ways, at times apparently meaning `tuberculosis’, at other times `silicosis’, and yet others some combination of the two.  The socially constructed labelling suggests that there is a different story to be told – a far more complex story of the ways in which the exposure of black miners to silica dust triggered a variety of lung disorders through the twentieth century and opened the way for a pandemic of  TB.
 

Importantly, these different labels also enabled the mining industry to justify the migrant labour system which, they argued,  prevented the spread of `miners’ phthisis’ by ensuring the return of the black miners to their homes, where they could recoup their strength in the fresh air and good food of the countryside: a myth of rural well-being belied by the actual conditions of rural poverty and squalor to which the majority increasingly returned.
  It should be added that it was already known in the 1930s that silicosis is a progressive disease, even after exposure has ended.
  There is thus little evidence that the intermittency of migrant labour provided protection; indeed, `short periods of very high dust concentrations’ may have meant that Africans contracted the disease more quickly than whites.
                                                                         

While the state and the mining industry were forced by white labour militancy to take silicosis among white workers seriously by the second decade of the twentieth century, and to regard the spread of TB among black workers with some alarm - for like other infectious diseases TB `knew no colour bar’ - it has thus served the mines well to ignore the additional burden of disease and even death in the countryside as a result of silicosis contracted on the mines.
 

Not only did black miners receive far lower compensation than did white miners because compensation was related to earnings; for secondary stage silicosis, the former were paid in a lump sum,
 while white miners or their dependants received a life pension.
 Moreover until the mid-twentieth century, miners were only compensated for `simple’ TB if it was diagnosed within twelve months of their working on the mines, or had worked on a scheduled mine for at least eight years in aggregate, in which case it was compensated at the same level as silicosis.
 And while there were certainly Africans who had worked that length of time on a variety of mines, this was often difficult to prove.  As the century wore on, it is also true that the rural `reserves’ themselves became reservoirs of the tubercle bacilli. Yet there was little acceptance by the industry of its responsibility for the much of the initial spread of TB in their rural hinterland. 

Silicosis could be related to conditions at work far more directly, even if it did not manifest itself immediately. Yet as a disease among Africans it was also persistently ignored.  Despite the great attention paid to `phthisis’ among whites, and the general concern over TB, there were no reliable statistics for calculating the prevalence of phthisis among African miners or comparisons with the white rate.  These inadequacies depressed the recorded African rate far below its true level.

All this remains largely true today:  in contrast to the industry’s concern over the health of white miners, in the late 1980s `no central record exist[ed] of the exposure and health status of the men who constitute 90% of the work force on the South African gold mines.’
  In the long run as we now know this was to prove a time bomb. 

A careful scrutiny of the record suggests that already in the early years of the twentieth century, long-term black miners were suffering from silicosis, and a trail through the documents which points in this direction, at least until the mid-twentieth century; thereafter it seems to largely peter out until the slew of more recent studies.
 
Here there is space for only a handful of quotations.  The first is from W. Walker an outspoken government Inspector of Labour for Johannesburg Central, 
 who believed that 

    Generally speaking the medical fraternity might do considerably more than is done at present reporting cases of Silicosis and I put down their want of keenness in eliminating this disease to the expense incurred in paying out compensation.  One is given food for thought when one turns to figures and compares the ratio of Europeans who have received compensation under the Miners’ Phthisis Act. The Native comes into touch far more than the [white] Miner with the actual disease and yet there are far fewer compensated.  It may be argued that the native is constantly going home and therefore creating a break in his mining life but for all this there are numbers of Natives who do not go home for years and it is generally when they are in the last stages that this Department received notification perhaps or the Native is repatriated on account of Tuberculosis.

My second quotation is from the liberal economist, Herbert Frankel, who had been appointed by the Smuts government to head a Commission of Inquiry into the Miners' Phthisis Acts in 1941.
 This was  in the context of a threatened strike by white miners demanding better compensation for miners’ phthisis
 and led to a number of recommendations which might have forced improvements on the industry. Indeed underpinning the majority report was `the basic principle’ that `hazardous mines and industries should bear the cost of the disease which they create , not only for reasons of equity, but also in order to stimulate the taking of preventive measures’. 

Most importantly, they concluded that there was no justification for the lower compensation paid for `simple’ tuberculosis. In future it recommended that

all [my italics] employees who are certified to have contracted tuberculosis should be fully compensated in accordance with their remaining earning capacity though a system of compulsory insurance … on exactly the same principles and on the basis of the same scales of benefits as other compensatable diseases of the lungs. We can see no reason why the compensation should be based on different principles or should be less in amount in the case of tuberculotics than in the case of other suffers from compensatable diseases of the lungs.
  

Clearly the majority of commissioners believed that there should, `in principle, be no discrimination between the sufferers from such compensatable lung diseases, on the grounds of race or colour’; 
 they were also aware that such a universal scheme would still leave Africans severely disadvantaged in view of their low wages and the poverty in the reserves, and that this should be addressed by the state.  There can be no doubt that had its recommendations been implemented, it would have marked a major shift in South African social policy.  

As Frankel later recalled, his report was swiftly made redundant.  Invited to to discuss the Commission’s Report by the Minister of Mines, who had appointed it, he was informed that `fortunately the strike [by white workers] had now been settled, and therefore he had no further use for the report at that time since we were at war’. 
 According to Frankel, 

This long story displays the unwillingness [he declines to say on whose part] to face up to the clear responsibility of inaugurating a proper system of social insurance and compensation for the sufferers of this debilitating disease because they were black, and could not assert their rights. If a general system of earnings-related compensation on principles of insurance had been adopted discrimination against the black workers would not have been possible.

My last quotation is from that `doughty champion’ of white working men’s rights, H.W.Sampson,  who put it even more succinctly:  miners `would not be protected against phthisis’ he said, `until it was made expensive for the owners’.
  Hefty compensation exacted by worker militancy generally had the effect of concentrating the mind of mining capital on prevention;  a massive social insurance bill for the state may have led it to put pressure on the industry for change. In the absence of either of these pressures, it is thus perhaps unsurprising that it was not until the eve of South Africa’s democratic elections in 1994, that the full equalisation of compensation for black and white workers became enforceable by law.  As yet, however, black workers have yet to get adequate compensation – hence this case. 

*****

Through the twentieth century, the Chamber of Mines refused to accept any responsibility for the toll of death and disease in the southern African countryside, and the migrant nature of its labour force long enabled it to do so.  As Cathy Campbell and Brian Williams put it succinctly in 1997, over the years `The mines have effectively externalised many of the long term costs of occupational illnesses which are borne by ex-miners' households and governmental health service in their regions of origin.'
  

We can only hope that Leigh and Day and their South African partners will succeed in forcing the industry to pay its workers the compensation due them and this will force them to pay greater attention miners’ health.  This is well overdue: for the millions of men whose lives have been shattered and who have already died as a result of the combination of silicosis, related lung disease, tuberculosis and now HIV/AIDS it is tragically too late.  
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