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I saluted the establishment of the WHO Commission on the Social Determinants of Health and welcome its analysis and recommendations. As a matter of fact, I wish the Commission could receive the Nobel Prize in Medicine, or the Peace Prize, for its work. It has produced a solid, rigorous, and courageous report, and it goes a long way in denouncing the social constraints on the development of health. The report’s phrase “social inequalities kill” has outraged conservative and liberal forces, which find the narrative and discourse of the report too strong to stomach.

And yet, this where the report falls short. It is not inequalities that kill, but those who benefit from the inequalities that kill.

· Vincente Navarro, What We Mean By Social Determinants of Health

___________________________________________________________________________

INTRODUCTION

Research undertaken in 2008 and 2009 assessed health systems surveillance of the pneumoconioses, in particular silicosis and silico-tuberculosis, for former underground gold mineworkers in the Eastern Cape, and compensation under the legal framework of the Occupational Diseases in Mines and Works Act 78 of 1973 as Amended (ODMWA). An assessment of available research findings from research undertaken since 1997, along with data from official sources,
 strongly indicates that this is a historically neglected subject which is a vastly under-researched and undocumented area of health and occupational disease compensation in South Africa. 

The Leon Commission of Inquiry into Safety and Health in the Mining Industry (1994) noted that while there had been research on occupational lung disease (OLD) over the previous sixty (60) years this research was on in-service miners, that it was research biased towards white miners, and that the last research on black miners who had left the mines was undertaken in the 1930s.
 This shocking absence of research amongst black former miners has been addressed through prevalence studies in the last decade. These recent prevalence studies have now provided sufficient evidence of an epidemic of silicosis.

AngloGold Ashanti notes in their Report to Society 2006 that “it is estimated that some 1 million people have left the mining industry over the past 20 years, whether because of downscaling and closure of operations or retirement and ill health”.
  AngloGold Ashanti further acknowledges in relation to silicosis: “Many of these former employees may not have been diagnosed as suffering from the disease at the time they left the industry or later, in retirement, and they may not have received due compensation from the Compensation Commissioner”.
 In 2008,a doctor who has spent twenty-one years providing care in a mine medical service wrote: “Many employees have little or no understanding of the processes that lead to occupational lung disease, their consequences, how to protect themselves from the conditions, the mechanisms of compensation, the Acts that apply, and what their rights and responsibilities are. This coupled with a high level of misinformation and complicated by low education levels amongst miners is a recipe for confusion and frustration”.
 This mine doctor also noted that private practitioners have no knowledge of the ODMWA or the implications of the benefit examinations, with this not being covered at medical school. Clearly this applies equally to all those doctors in the public sector, as well as, very importantly, to nurses.

The legal core of the ODMWA, however, is that of a “trade-off”: the miner has signed away his right to sue the employer for his occupationally acquired lung disease in return for a statutorily guaranteed compensation system where the state and capital, the mining companies, take a measure of responsibility for the harm caused.  In being a “trade-off” the surveillance system must, of necessity, be guaranteed. It is the nature of this guarantee, and the measure of responsibility, that is in question, both from the point of view of whether the provisions of the ODMWA as they stand are functional and efficient, and whether the provisions of the ODMWA are equitable and socially just.     

In order to assess the nature of the guarantee, and the measure of responsibility (or social justice and security), encompassed by the ODMWA, it is necessary to assess the functioning of health surveillance systems within the Department of Health and within the private health sector, and to explore the lived realities of these systems for the former mineworkers themselves. One component of the research focused on the health system. The second component encompassed a more complex picture than simply medical prevalence measurements. The lived experience of ex-mineworkers was documented, placing them within their home environments and communities in order to tell the narratives of their lives in relation to mine work, their subsequent ill-health, and their experience of health surveillance, heath care and compensation outcomes.  The research was also designed to elicit information questioning the bio-medical model of degrees of disability through exploring what ill-health means for the former miners themselves in the labour-sending areas. 

Although the 1993 Amendment to the Occupational Diseases in Mines and Works Act 78 of 1973 (ODMWA) brought racial parity in compensation benefits, the infrastructure necessary to achieve equity has been lacking. Occupational health screening facilities are still almost entirely based in urban areas in which white workers have historically lived and not in the migrant labour sending areas of southern Africa. As Francis Wilson
 has described, oscillating migrant labour leads to a geographic separation between home (rural) and work (urban). The latency period between exposure to risk factors and development of disease means that diseases often manifest after returning to rural areas. 

Silicosis, while preventable, is an incurable and progressive disease associated with a number of recognized complications such as tuberculosis, increased susceptibility to respiratory infections, loss of lung function, massive fibrosis and lung cancer. If the mineworker is diagnosed with silicosis while still in employment he may receive statutory compensation. Statutory compensation through the ODMWA is a lump sum payment equivalent to eighteen (18) months salary if loss of lung function is assessed as being between 10% and 40%, and a lump sum payment equivalent to  thirty-six (36) months salary (to a maximum of R84,000) if loss of lung function is between 40% and 100%.  Medical assessment categorises silicosis into two degrees of impairment: silicosis in the First Degree is defined as a loss of lung function of between 10% and 40%; and Second Degree silicosis is defined as a loss of lung function of between 40% and 100%. A 100% loss of lung capacity simply means death through respiratory failure. Compensation amounts are individually wage based, as well as being capped.

The ODMWA does not provide for any form of compensatory pension, and there is no provision for the costs of ongoing medical care. Hence the ill former mineworker has no source of income after the lump sum payment, and is effectively excluded from the labour market due to ill health. He
 is additionally reliant on the public health system for his medical care. Once the compensation lump sum payment is used up, it is likely that the cycle of poverty is perpetuated. This is the scenario for the diagnosed, certified and compensated silicotic ex-mineworker. 

The ex-mineworker who is ill but not yet diagnosed faces an arduous process of, firstly, accessing medical surveillance for diagnosis of his condition. Once his disease has been detected, he must apply to the Medical Bureau for Occupational Disease (MBOD) for certification of a “compensatable” disease. Certification is centralised in Johannesburg, and the claimant must himself forward the relevant documents to Braamfontein. Once certified, by the Certification Committee of the MBOD, as suffering from an occupationally acquired “compensatable” disease, the claimant then awaits his statutory entitlement to compensation payment from the Compensation Commissioner for Occupational Disease (CCOD). The CCOD is also centralised in Johannesburg. All communication must be followed up with these two agencies in Gauteng. The MBOD and the CCOD are a function and responsibility of the National Department of Heath.

The implications of this system of compensation for occupationally acquired diseases for the ex-mineworkers themselves, for their families and communities, and for the public health sector requires further investigation. Not only is there a historical burden of disease that has not been properly researched and documented, there have been increasing retrenchments in the last decade and thus increasing numbers of mineworkers returning to the traditional labour sending areas of South Africa and Southern Africa.

No investigation of the equity of the ODMWA compensation system has been done before. It is posited that it is a discriminatory system that is a cheap form of compensation which serves as a subsidy to the mining industry in that it externalizes the costs of occupationally acquired lung disease. The labour sending communities which provide large numbers of migrant mineworkers to the mining industry are likely to have a high prevalence of silicosis and silico-tuberculosis which would have a severe social impact, intensifying deprivation and poverty amongst ex-mineworkers and their families, as well as within their communities.  

Although writing in 1989 and referring to “the bantustans”, what Packard describes remains true for silicosis seventeen years into the “new South Africa”:  “For some areas and periods of history, and specifically for the rural areas or bantutstans during much of the period under study, we are often looking through a glass darkly. Occasionally, however, we are able to pierce the darkness created by the biased distribution of South African health resources and statistics and explore, in some detail, the ways in which political and economic development have intersected with biological processes”. 
 

Tuberculosis must be seen as a “product of a particularly pathological intersection of political, economic, and biological processes that have a much wider distribution”
. The theoretical underpinning of the research was an understanding of epidemiology, defined as social epidemiology, as being far broader than simply the biological explanations of the causes and determinants of patterns of disease. The realities of migrant labour, and the frequent latency of disease manifestation in the case of silicosis, silico-tuberculosis, and tuberculosis, are particularly pertinent. Mamdani has aptly described “cheap” labour: “for those caught up in it, cheap labour was an incredibly costly system”.
 

The migrant labour system is central to the question of the ‘guarantee’ of the ODMWA. As Terreblanche writes: “For 60 years the Chamber of Mines played a key role in institutionalising and maintaining the migrant labour and compound systems, and corrupting the collaborating tribal chiefs…... This was a comprehensive system of indirect enforced contract labour, and was based on the principle that migrant workers could be paid less than a subsistence wage because they had an agricultural subsistence base in their areas of origin. This principle was maintained until the 1970s, despite the drastic deterioration of socio-economic conditions in the overpopulated ‘reserves’. In real terms, migrant workers on the gold mines earned 20 per cent less in 1960, and eight per cent less in 1972, than they did in 1911.

Terreblanche further comments: ”What made the structural exploitation of migrant labour by the gold mining industry so much more problematic was that the gold mines continued to pay low wages (in real terms) despite the deterioration of economic conditions in the ‘native reserves’. The gold mines justified the low wages paid to migrant workers with the argument that part of the ‘reproduction’ cost of labour was carried by the reserves”. 
 Yet as long ago as the 1940s the argument for adequate subsistence support from the rural areas of South Africa was discredited: “After exhaustive investigations, the Landsdowne commission concluded in 1943 that the idea that the reserves could supply a part of the migrant workers with subsistence was a ‘myth’ because of the growing poverty in the reserves. It concluded that the CM had an obligation to pay migrant workers a ‘living wage’. The chamber rejected this recommendation. The chamber also vigorously resisted any move from a migratory to a stable urban labour force, arguing that such a ‘disastrous’ policy would force the closure of the mines”.
 

Importantly, and all too often overlooked, not only does the migrant labour system of the mining industry push the costs of the reproduction of labour onto the labour-sending areas, but it has also successfully hidden and hides occupationally related disease. These areas become the field ‘hospital’ for absorbing the sick. As Packard (1989) notes: “changing patterns of sickness and health are linked to the emergence of specific sets of political and economic interests, operating at local, national and international level”.

Central to the basic rights of access to healthcare and dignity in the event of persons unable to support themselves is the question of just recompense for occupationally acquired disease.  Is it a case of there being little or no ‘guarantee’ of the rights, acquired through the legislative “trade-off”, to surveillance and compensation for former miners?  Is it a case of former miners themselves, and their communities, bearing these costs? 

The Legislation

The Occupational Diseases in Mines and Works Act 78 of 1973 (ODMWA) as amended (Amendment Act 208 of 1993 and Amendment Act 60 of 2002) provides for the evaluation of both former and active miners for compensable occupational lung disease and, importantly, for the lifelong monitoring and surveillance of former miners. The lifelong eligibility for benefit medical examinations is imperative in diseases of sometimes long latency periods. The surveillance of in-service miners is the responsibility of the employer in terms of the Mine Health and Safety Act 29 of 1996 (MHSA) while the monitoring and surveillance of former mineworkers is the responsibility of the Department of Health. The ODMWA Amendment Act 208 of 1993 removed all provisions which differentiated between persons on the grounds of their gender or race group; notably, it was the last of South Africa’s racially unequal legislation to be corrected.  

As stated, the ODMWA is a “trade-off” in that the miner has relinquished his right to sue the mining company for any occupationally acquired lung disease in return for a legislated, state administered, and guaranteed surveillance and compensation system. This National Department of Health administered system provides for medical surveillance and certification of disease through the Medical Bureau for Occupational Disease (MBOD) which falls under the Chief Directorate: Non-Personal Health Services and through the Pathology Division of the National Institute for Occupational Health (NIOH) which falls under the National Health Laboratory Service (NHLS). 

The ODMWA provides for compensation payment through the Compensation Commissioner for Occupational Disease (CCOD). The MBOD and CCOD only deal with diseases in miners; in other words, the ODMWA is a distinct and separate occupational health dispensation specifically for mine and risk works related diseases. Accidents and injuries in mining fall under the Compensation for Occupational Injuries and Diseases Act 130 of 1993 (COIDA) administered by the Department of Labour and which has a separate Compensation Commission. COIDA covers all workers in South Africa for injuries, and all workers with the exception of mineworkers for diseases. Thus a mineworker injured in an underground accident will be covered by COIDA, while the underground mineworker with silicosis will be covered by the ODMWA. There is no health based or medical reason for such separation of occupational health legislation. 

The fate of white South African miners started to emerge in the early years of the twentieth century and resulted in pressure being brought on government and the mining companies to address the health hazards of underground mining. Between 1902 and 1925, “silicosis was the subject of no fewer than nine legislative acts, six commissions, ten parliamentary select committees and four major state industry reports”.
  The Mining Regulations Commission of the time noted that the ‘white death’ “mowed down miners….at an average age of thirty-five”, and that “most of these miners’ lives had been at least fifteen years shorter than those of their compatriots in Australia”.
 Of the eighteen (18) members of the 1907 miner’s strike committee, thirteen (13) had died of silicosis by 1914 and two (2) were in the terminal stage of the disease by 1914.
  

It was organized and unionised white labour that pushed, in the early decades of mining in South Africa, for occupational health legislation, and in 1916 compulsory annual x-rays and medical examinations under a state occupational disease surveillance system was regulated for white miners. Black miners would have to wait until 1993 for the last racist legislation on the statute books to be changed, and for all clauses instituting differentiating provisions on the basis of populations groups to be removed so that all the de jure provisions of the ODMWA applied equally to them.

‘Miners’ phthisis’, the latter being a word derived from Greek meaning “to waste away”, was legally recognized in South Africa in 1911 with the Miners Phthisis coming into being in 1911. The term ‘miners’ phthisis’ was used interchangeably with ‘silicosis’ throughout the first half of the twentieth century and although, internationally, in 1950 ‘silicosis’ became the official term, the use of ’phthisis’ to refer to silicosis continued to be commonly used in South Africa. The Miners’ Phthisis Act was followed by the Silicosis Act of 1925, the Pneumoconiosis Act of 1956 and the Pneumoconiosis Compensation Act of 1962.  The ODMWA came onto the statute books in 1973. These Acts introduced regulations for periodical medical examination and for compensation of silicosis, initially for white miners and only later, with racially discriminatory provisions, for black miners. Although the social epidemiology of the pneumoconioses is still in its infancy in South Africa, we have reached the hundredth anniversary of the Miners Phthisis Act of 1911, a hundred  years of occupational health legislation that was and is intended to cover the surveillance of respiratory diseases caused by the inhalation of mine dust. Notable in relation to the quartz rock of South Africa’s extremely deep level mines is that this rock has a very high silica content.

In the Amendment of 2002 the conditions for eligibility for medical examination were changed from being annually to being biennialy. This was a reduction in the conditions of surveillance as previously ex-miners could request annual x-rays; this can now only be requested every two years. 

An article in the SA medical Journal in June 1976 titled “The Obligations of Medical Practitioners in Relation to the New Mines and Works Act” strangely only focused on the obligations for autopsy and said nothing whatsoever about post service medical surveillance obligations. It did emphasize that any medical practitioner who attends a miner is ‘obliged’ to remove the cardio-respiratory organs and send them to the MBOD, and that a pathologist performing a routine autopsy on a miner must follow the same procedure, noting that the ‘onus’ rests on the medical practitioner or pathologist. It was also noted in this article: “It is sufficient for the deceased to have worked for as little as one shift in a mine or works for the case to be considered”.

Those diseases that are compensable are defined in the Act. Firstly, pneumoconiosis is noted, as is the joint condition of pneumoconiosis and tuberculosis. Tuberculosis on its own is only compensable if contracted in-service or if diagnosed within twelve (12) months of leaving mine service. Chronic Obstructive Pulmonary Disease (COPD) is also compensable if attributable to mine work, as is progressive systemic sclerosis. 

Silicosis Prevalence Research in the last Decade

The late Professor Neil White of the Lung Institute at the University of Cape Town stated: “In my view, the South African gold mining associated silicosis and tuberculosis epidemic is without parallel in human history, when its extent in terms of duration, intensity and magnitude are all taken into account”.
 Strong evidence of an epidemic
 of silicosis has emerged in the last decade. The Libode (Eastern Cape) study
 of 1998 and the Thamaga (Botswana) study
 of 1997 showed that in excess of thirty percent (30%) of ex-mineworkers are suffering from lung diseases, principally silicosis, arising from their employment in the mines. The Safety in Mines Research Advisory Committee (SIMRAC) Health 606
 report of 2004 revealed a silicosis prevalence of almost twenty-four percent (23.9) amongst current in-service miners, and noted that this was an underestimate both of prevalence and of lifelong risk. The results of a prevalence study amongst retrenched mineworkers from Lesotho
 showed a silicosis prevalence of almost twenty-five percent (24.6%). The findings of these prevalence studies are all consistent and sufficient to provide the evidence base for Neil White’s statement.

It is remarkable that only two research studies in over seventy (70) years, the Libode study in South Africa and the Thamaga study in Botswana, have been done on the health status and compensation outcomes of former gold miners who had returned to their home areas.  It is additionally remarkable that studies of silicosis exposure response relationships in black miners while in employment had never been done until the 2003 SIMRAC Health 606 research by Churchyard et al.    

The results of the Thamaga study revealed a high occupational disease burden amongst former migrant Batswana miners. The study found a pneumoconiosis prevalence of 26.6% – 31% (two readers), and a 6.8% prevalence of progressive massive fibrosis (PMF). Of those who had had most of their mining experience in gold mines, two hundred and thirty-four (234) had worked underground and detailed sub-analysis of results in underground gold miners was undertaken. It was found that although pneumoconiosis occurred in some miners after less than five years underground service, it “was not detected until six to ten years after first exposure. Similarly PMF was not read until 16 – 20 years after first exposure, although it was documented in men with fewer than five years of exposure. ”
 The study showed that, at the minimum, one of every five miners with pneumoconiosis will develop PMF. The Thamaga study concluded: “Former miners in Botswana have a high prevalence of previously unrecognized pneumoconiosis, indicative of high previous exposures to fibrogenic respirable dust. Their pneumoconiosis went unrecognized because they had no access to surveillance after employment.”

The Libode study (1998) evaluated the prevalence of occupational lung disease in a random sample of ex-mineworkers and assessed the extent to which workers had been previously compensated under the ODMWA.
  TEBA records were used to generate the random sample of miners to participate in the study. The time frame of recruitment was limited to 1969 to 1980: during this period 11,706 men were recruited by TEBA for mine work. The necessary sample size for such a prevalence study is 400. However, to allow for the probability that many of the men might still be working or might be dead, the sample size was increased to 800. The records were numbered and a random sample was generated.

A tracing method was then developed from the TEBA records wherein the rural addresses of the men provide information on the respective village settlements, headmen and chiefs. Of the random sample of eight hundred (800) miners, fifty-six percent (56%) or four hundred and forty-six men (446) were discovered to be dead. These figures are very strongly indicative that the alive 44%, or three hundred and fifty-four (354) men, are in fact a ‘healthier’ survivor group.  One hundred and sixteen (116) men were found to be still working on the mines and were thus excluded from the sample.  This left two hundred and thirty-eight (238) men available for medical examination and compensation history investigation. 

The mean age of these former miners was 52.8 years with a range of 34 to 78 years, and the mean length of service 12.15 years with a range of 6 months to 34 years. Mine service was confirmed through the TEBA records.  Of considerable importance from this study is the finding that the self-reported mine service records were consistent with the TEBA records, indicating a reliable accuracy in the reporting by the miners themselves of where and when they served the mining industry. The proportion of cases diagnosed as having pneumoconiosis was between 22% and 36% (two readers). All these cases were then assessed by the certification committee of the MBOD.  Only 2.5% of those identified as having a compensatable disease had been compensated fully in terms of the provisions of the ODMWA. 

With such shockingly high silicosis prevalence findings, it is not surprising that the mining industry attempted to discredit the Libode study. Dr M.A.C. La Grange, the then Health Advisor to the Chamber of Mines, claimed in the South African Medical Journal, that the research in Libode was “sensationalized” with headlines such as “Rural suffering”, and that it was not “scientific research”, maintaining that the results were “based on the interpretation of the researchers themselves, and open to all sorts of bias”.
  The Libode x-rays were, however, read by two experienced occupational health practitioners: one an experienced registered pulmonologist and occupational medicine practitioner and the other an experienced registered radiologist. X-rays were read blinded and independent, and according to ILO standards. The readings were subsequently confirmed by the Certification Committee of the MBOD.  What could be more thorough? The study was a fully randomized sample generated from the TEBA recruitment records of 11, 706 men. While it was a thoroughly scientific study, the findings and the implications thereof were simply not acceptable to the South African mining industry. 

Dr La Grange further, erroneously, maintained that silicosis “even in a moderately advanced stage is hardly ever a serious illness”
. This is a highly questionable claim if only in the light of the proven increased risk of tuberculosis in the presence of silicosis, the increased risk of respiratory tract infections, the high risk of silicotics developing progressive massive fibrosis (PMF) and the risk of lung cancer. The further question of degrees of disability for those whose only asset is a healthy body in order to sell their physical labour does not seem to have been considered by the biomedical model of Dr La Grange. A few years later in 2003, further sound evidence of the epidemic of silicosis in gold mining was revealed by a prevalence study amongst in-service miners known as the Health 606 study.
 The authors of the Health 606 report comment: “Silicosis cannot be regarded as a benign disease on the goldmines”.

The mining industry ensured that the Epidemiology Research Unit, linked to the MBOD and which had undertaken the Libode study, was promptly shut down. It does not appear that there have been any improvements in health systems surveillance in the decade since the Libode study; in fact, it appears that while there was some improvement in the availability of services in Libode district immediately subsequent to the study, the initiated improvements in surveillance services have since deteriorated so that now not even St Barnabas Hospital, used for the Libode study, nor Mthatha General Hospital, are providing Benefit Medical Examination (BME) services
.

A large prevalence study of retrenched gold miners (624) from Lesotho
 showed a very high prevalence of silicosis, TB and COPD.  Silicosis prevalence was almost twenty-five percent (24.6%) and “thus of a similar order of magnitude”
 as the prevalence findings of the Libode, Thamaga and Health 606 studies.    It is a “huge burden of morbidity and health care need. Access to diagnostic treatment and compensation services is known to be poor in many labor sending communities, compounding the serious health and economic consequences of lung disease for former miners, their families and communities”
. It is, as Shula Marks has called it, the silent scourge.

The ODMWA additionally requires that the cardio-respiratory organs of a deceased person who has worked at a controlled mine or works be examined for the presence of occupational disease, regardless of the clinical cause of death. There is a legal obligation on the part of any medical practitioner attending the deceased to inform the family of this statutory requirement. Autopsy data is not comprehensive as  only the majority of retired white miners come to autopsy
.  Notably, from a retrospective cohort study by Hnzido and Murray (1997) of the 1592 white miners who had died 81% (n=1296) had a necropsy done at the NIOH.
  This is not the case for black former miners, and it was only with the 2008 report that NIOH autopsy data started being disaggregated into current miners and former miners. Just over a third of all autopsies in 2007 were ex-miners (35.6% or 614 cases) while nearly two thirds were current miners (59% or 1017 cases) many of whom had died in mine accidents. 

Tuberculosis as an Occupationally Related Disease 

A further burden of disease is tuberculosis: the annual incidence of tuberculosis (TB) amongst mineworkers is 4200/100,000; almost four times (4x) the national incidence for SA of 550/100,000.
  Clearly the risk of TB is far higher for miners than for the general population. Many studies have shown that silicosis and underground work are strong risk factors for pulmonary TB. 

Randall Packard’s seminal book on the social etiology of tuberculosis, White Plague, Black Labor. Tuberculosis and the Political Economy of Health and Disease in South Africa
, provides an accurate exposition of the history of tuberculosis in mining in South Africa. Packard describes the official attitude to tuberculosis between 1948 and 1980 as designed to achieve “the great disappearing act” with residents of the ‘homelands’ falling outside the official statistical records. This ‘great disappearing act’ of ‘homeland’ residents from the official TB records, was preceded decades earlier by the development of the migrant labour system and the growth of mine recruitment agencies.  As Packard notes:

The mining magnates had come to recognize the value of a migrant labor system in which the African worker retained a rural base. The retention of a rural base, in fact, came to be seen as an essential element in the financial structure of the mining industry. For it saved the industry from having to pay for either the reproduction of labor or for the welfare of workers who were too old, sick or injured.

The spread of TB “reflected not only the high turnover of labor but also the forced repatriation of workers who were sick or deemed to be unproductive”
.  Prevailing rationalizations were that the rural home was a place of rest and recuperation; a rural idyll or ‘healthy reserve’ away from the hardships of mine conditions. 

TB incidence on the mines was at the same level in the 1970s as it had been in 1919. In the 1980s, the chief medical advisor to TEBA found that 95% of miners repatriated with TB did not receive TB treatment in their home areas.
  As Packard succinctly writes in his conclusion, authorities “methodically removed the health problems of blacks from the purview of white society. Similarly, although the mining industry made significant improvements in the conditions under which blacks live and work while at the mines, their primary weapon against TB has until recently been pre-employment medical exams and repatriation of miners who develop the disease” 
.  It was only in the 1980s that the mining companies started to properly provide TB treatment on the mines for in-service miners, and started to move away from the practices of ‘repatriation’. We are still reaping the consequences of a century of the externalization of disease.   

Research Methods 

The Eastern Cape has been a major labour-sending area to the mines and between 1980 and 1990, thirty percent (30%) of the workers employed in the mining industry were from the Eastern Cape.
 It is well established that the migrant labour system has led to uneven development, promoting the centre at the expense of the periphery which has become an eroded subsistence economy. The labour-sending rural areas of the Eastern Cape are amongst the most poverty stricken in the country. Former miners rely on the public sector for their palliative care. Thus, compensated through the ODMWA or uncompensated, the ill former miner is reliant on the public health sector for health care services. It would thus appear that the State is underwriting the costs of ill-health caused by the private sector. 

The key component of the primary data collection was a series of in-depth interviews with former miners (n:205) in their home environments. The sampling frame was all (100%) former underground gold miners within a defined area. The investigation of the health system comprised a province wide assessment of available services to determine currently available Benefit Medical Examination services. The sampling frame for in-depth interviews with health personnel was all clinics and the District hospital in the area under study, and in a wider radius within the district around the immediate area. Facility Managers at nine clinics and one District Hospital were interviewed along with additional staff at these facilities. Interviews were also done with the next closest District Hospital and the Regional Hospital (Mthatha General).

The research was designed so that the primary data sources would potentially illustrate in greater depth the realities of the implementation of the ODMWA, and what the implications of this surveillance and compensation system are for miners after they leave mine service and return to their rural homes.

The primary site was Ntabankulu, Alfred Nzo Health District of the Eastern Cape. All interviews were semi-structured with an interview guide appropriate to the relevant components of the research. Interviews with two hundred and five (205) former miners were undertaken in both  isiXhosa and English, were recorded and were later transcribed. Interviews with Health Personnel were undertaken in both English and isiXhosa, were also taped and then transcribed.  

The intention with the health service personnel interviews was to do a situational analysis of services available for the implementation of the medical surveillance side of the ODMWA, and to assess provision and accessibility of services, as well as knowledge levels of the ODMWA. 

Quantitative information can be ‘distilled’ from the qualitative process if this qualitative process is sufficiently rigorous. Chambers in writing on participatory rural research noted the limitations of purely quantitative research
.  All the former miners in the main component of the study were interviewed at their homes, placing them in the context of their families and communities. A key area of inquiry was that of their lung function impairment and consequent disability, and assessment of this ill health in the context of their only asset being a healthy body and having their physical labour to ‘sell’, or to use in supporting themselves in subsistence agriculture or other activities.

Some Findings

All interviews were preceded by a preliminary introduction of the intention of the interview meeting, and of the broader context of areas to be discussed, before beginning with the actual interview and recording of basic demographic data. One former miner, forty-eight (48) years old and who had worked for seven (7) years as a Machine Operator before returning home in 1990, commented after this introduction:

 Yes, it is fine to talk. I have never met anyone interested in knowing about our situation on the mines before.

· Former Miner (48), service of 7 years, TB on mines and TB at home

Basic Demographics 

The ages of the men ranged from 40 years to over 80 years. A fairly high number of the sample  were men under 50 years: 38 men or 18.5% of the sample. A further 27.3% of the sample (56 men) were between 50 and 59 years. Thus those below the age of sixty (60) years comprised 94 men or 45.8% of the sample. Those below the age of 65 years comprised nearly sixty percent (60%) of the sample. A smaller group of 25 men (13.1%) were over the age of seventy and these men could be considered a survivor group. It is notable that longevity was once a common feature of communities in the Eastern Cape. 

Figure 1  Age Range of Former Miners, 2008:
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If the marker of eligible age of sixty-five (65) years for qualification for the state old age pension is taken into account, then 40.4% (83 men) of the sample qualified for a state old age pension, and 59.5% (122 men) of the sample were not yet eligible for the state old age pension. Receipt of this form of social security is shown in Figure 2. One former miner was not yet receiving his state old age pension although already qualifying for it. 

Figure 2. Receipt of State Old Age Pension
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The number of dependent children (children under 18 years of age) is shown in Figure 3. As is to be expected with a large portion of the former miners in older age groups, 67 (32.6%) no longer had their own dependent minor children within the household. This does not mean that there were no dependent children in these households as in the overwhelming majority of households there were adult children and grandchildren. The question of dependent children, and the recording thereof, was restricted to those children who were the miner’s own minor children. years. Over sixty-seven percent (67.4) or 138 of the former miners had dependent minor children.  Within these 138 former miners households there resided a total of 449 school-going children. These numbers are exceedingly high in the context of dependency ratios, and in the context of the needs of raising the future generation. Many households contained other dependent children as well as the former miner’s own children.

Figure 3. Number of Own Dependent Children per Former Miner:
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Labour History

A former miner who had started working on the mines just as he was turning eighteen, described an aspect of recruitment processes at that time:

KwaTEBA would make us to take off our clothes and look under our armpits; if you have adolescent hair you were old enough, and if you don’t they will tell you that you are young. They also put you on scale and if you were below you were considered as young….. This is not my first dompas; my dompas got finished and they made me another one, a bigger one.

· Former Miner (68), Driller, service of 31 years, departed mine service in 2000

There was a large range of types of underground work with a high concentration in certain areas of work. The descriptions used herein are those descriptions of their underground mining work that were provided by the former miners themselves as they reported the title of their role and the nature of their underground mining work. There is something of a lack of consistency across mining companies in designations. A “Stoper” sometimes refers to a miner who has a blasting ticket and who is the Stope Team Leader, with all the others on the stope then referred to as “Stope Workers”; in other companies all miners in this area of work are simply called “Stopers”. A “Driller” and a “Machine Operator” can be used interchangeably, and in some companies they

are referred to as “Rockdrill Operators”, drilling holes for explosives or for bolts. Other mining companies refer to these miners as “Stope Drillers”.

Many had been in more than one job underground and data was eventually captured for presentation according to the longest length of service in one occupation. Two former miners used the old term “Boss Boy” which designated “Team Leader”.
 The very high proportion in the categories of Machine Operator, Driller and Stoper perhaps reflect the ethnic base of recruitment patterns that has been a noted feature of mine recruitment for many decades as well as, simply, the fact that there are very high numbers of miners in these categories across the mining industry.

Figure 4  Former Miners - Type of Underground Work:
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Length of underground service ranged from under 5 years to over 40 years. This data is presented in Figure 5 in grouped categories:

Figure 5  Length of Service of Former Miners, 2008:
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An important area of inquiry was the question of whether mine service documentation had been retained.  Length of service was firstly obtained through self-reporting. Where mine documentation had been retained, the self-report was checked against the available documentation. This proved in all cases to be a full verification of the verbal self-reported  service record. As one former miner, 65 years old and a Stoper for 25 years, said: 

These are my employment documentation. You won’t find them in the toilet. They are neatly kept but they are becoming ragged along with me.

· Former Miner (65), 25 years service

Another former miner (57) recalled each year and every mine he worked on. This was checked against his documents. The self-reported description of service was entirely consistent with his documentation. His length of service totaled seventeen (17) years over a twenty-seven year period, and he had TB while at the last mine he worked on. He said:

I started in 1976, during the Independence [Transkei Independence]. We were still using passports then. I was 24. I went first to Impala in Rustenburg. I worked on the surface for one joining and came home. I didn’t go back to Impala, I went to Buffelsfontein. We informed each other about were you can get more money. I started by Stoping on my first joining, for one year and then I was a Machine Operator there for two years. Then I went to West Driefontein in Carltonville. It is the deepest mine and there are earthquakes. I was a Driller for one year. Then I worked for a mine known as East Rand in Welkom for two years and I worked as a Machine Operator. Then I went to Beatrix where I worked again as a Machine Operator for four years, then to Orynx in Virginia where I was a Driller for one year, and then I went to Lorraine for five years. Lorraine was the last mine I worked on and I left the mines in 2003 because I was sick. My last monthly salary was R1500.00. I have all the documentation. 

· Former Miner (57), “sent home” in 2003

As will be seen in Figure 6, a large majority at 70.7% (145 men) had retained documentary proof of their mine service. Only 29.2% (60 men) had no documents related to their employment in the mining industry. One former mine, although he has lost his Clock Card, did remember is number. As he said “I lost my clock card but I can still remember my number”. His recall of his mine number was then checked against a payslip that he had retained and it was found to be accurate.

Figure 6  Retention of Mine Employment Documentation:
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The question of whether the former miners had been informed during their mine service of the dangers of dust underground was asked of each. The resulting answers have been quantified in Figure 7 to reflect that the majority at 77.5% were informed of the dangers of dust. It is of great concern, however, that a large number at 22.4% reported that they had not been informed of the dangers of dust. One former miner (45) said:

No, we were not informed. But we were told to stay on the Madala side [areas where they had finished working]. We used water and goggles.

· Former Miner (45)

Another former miner, aged 65 and who left mine service in 1999 after 25 years, when asked if he was informed of the specific dangers of dust, replied:

We were not informed about that disease. We just used goggles to protect the eyes when drilling. They never informed us about this kind of dust. Never.

· Former  Miner (65), 25 years service, left mine work in 1999

A former miner who left mine service in 1981 after 14 years service, firstly as a Loader and then as a Loco Driver, said:

We were only warned about the dangers of mine safety, not about the dangers of dust.

· Former Miner (62), departed in 1981 after 14 years service, no TB on mines, TB treatment for 6 months at local hospital  

A former miner aged 67 and who had 20 years service as a Machine Operator, and who and left in 1994, said:

We were explicitly told at the mine school that we must not start work without washing with water first, because dust causes chest infections. But no measures to reduce dust were taken, besides water. We were not informed about anything except what I’ve said about water.

· Former Miner (67), 20 years service, left in 1994

Another former miner (57) who left in 2003 due to illness commented:

We were informed of the dangers of dust and to prevent it. We were told to wash the area before starting to work. We had nose and mouth masks. We were never told about this ODMWA. We were never told, we only know about the Union. When I left I was sick. I had seizures and the doctors couldn’t help me. It was their idea for me to leave. I had TB at my last mine and I was treated. But then I had seizures and the pills and injection did not work. I was not examined as it was already the time of wayawaya [retrenchment] and they gave us a few cents and sent us home. They sent all sick people home.  I didn’t get an x-ray when I left…….. I saw a doctor here at the hospital. He examined my chest and found out that I have asthma. He said I have dots in my lungs. He also examined my ears and found out that my left ear is deaf. My health hasn’t improved, it is continuing. My chest gets tight, especially if I’ve been working too hard…… I didn’t get the Blue Card money because it expired when I was sick and I couldn’t claim that money. And TEBA told me that there is a missing documentation. We are depending on the children’s support grant and it lasts us only a week. After that we eat food from corn such as papa.

· Former Miner (57), “sent home” due to illness in 2003 without an exit x-ray.

Reference  was made to the use of “fanakalo”:

We were only using water to dampen the dust from drilling. I was also the one responsible for informing miners about the dangers of inhaling dust. He said ‘when the blasting occurs you must not stand up as this will lead to you inhaling dust and this dust will cause you to get sick with Phthisis. There are no doctors or medicine to cure Phthisis. You should not load dry dust into the winch’. That was what I had to recite to teach miners about the dangers of inhaling mine dust. This was said in Fanakalo.

· Former Miner (73), Team Leader, Mine service of 41 years

Means used to address the dangers of dust were captured quantitatively into the categories reflected in Figure 7. In many instances more than one method was mentioned by individual former miners. Only 53.6% of the former miners noted water as a means of dust alleviation.  A shockingly low 0.9% (2 men) noted ventilation as the primary means of dust control. A very low number at 20.9% noted dust masks as a measure to address the dangers of dust and 1.4% noted “cloths for face”, while 14.6% of the former miners said that there were no measures at all taken to minimize exposure to dust. The other general safety means such as hard hat (2.4%), gloves (4.3%), boots (5.3%), goggles (2.9%), and ear muffs (6.3%), noted by the former miners indicates a less than adequate comprehension of the dangers of respirable dust. 

Figure 7  What Measures Were Taken to Address the Dangers of Dust:
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A 57 year old former miner with 29 years service, and who was retrenched in 2002, said of information on the dangers of dust and dust control:

They told us about the dangers of the dust. But we were using nothing. The use of masks and other protective equipment only came recently. They were not used before; there was work and nothing else. My work involved blasting. I was the one causing the dust and we used to wait for a few seconds before the dust could settle down and we will blast again. We blasted again before the dust had settled. The Boers were telling us to go back there and work. You breathe the dust. There is no other way. The Boers were saying ‘go back there, you said you want a job’. You go back there.

· Former Miner (57), 29 years service, retrenched in 2002

Another former miner was aware of the dangers of dust. He said:

We were informed of the dangers of dust. We were told to use water before we started to working to prevent phthisis. But it was futile because there was always dust, more especially after blasting. We were as white as snow.

· Former Miner (68), left in 2000 after 33 years service 

Medical Surveillance

A sixty-one (61) year old former miner who had left mining in2003 after 30 years, mostly as a Driller, and who started working in 1973, described the medical examination he was given on entrance to mining:

We were given chest x-ray, eyes, whether you’re blind or not, ears for hearing and hands, if you have scars or not, and urine tests. The doctor also put us on a scale to find out your weight and if you weigh less they place you on the surface and if you are heavy enough you are placed underground. To qualify to go underground you had to weigh more. They also measured your coffin size.

· Former Miner (61), sent home because of “old age” in 2003 [at age 56]

Figure 8 shows that the overwhelming majority at 88.7% received medical examinations on entrance to employment in the mines, as well as annual medical examinations on return from leave. Only 11.2% reported that they had not received these.

Figure 8   Medical Examinations on Entrance and on Return from Leave:
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A former miner aged 57, and who had worked as a Team Leader, left mine service in 1999. He had started work at age 17.  He said in relation to his departure and to exit examinations:

We were all sent home and they replaced us with new staff. I was given an examination when I left. It was an x-ray. But there was no telling about this ODMWA.

· Former Miner (57), Team Leader

Contrasted to the situation depicted in Figure 8 of almost full coverage of medical examinations on entrance and during the course of mine service is the inverse scenario for the situation when leaving mine service. Figure 9 shows that the vast majority at 85.3% did not receive medical examinations on departure from the mines. Only 14.6% (30 men) received medical examinations when leaving mine service.

A fifty-seven year old former miner, who was retrenched in 2002 after twenty-nine (29) years service with most of those years as a machine operator, and who was treated for TB on arrival home, commented in response to the question of exit medical examination:

I was not told. I was only told that old people who have been in the mines a long time were going to be retrenched. We were given the wayawaya letter [retrenchment letter] and sent home. We were not examined. We were not told about this act that represents miners. We were no longer allowed to go near the places practicing the law, we were just cooped, waiting for our money, and we waited for a month. Chest pains were bothering me at the time and I was coughing very badly. At the mine hospital they said I had TB and hearing loss. I didn’t get treatment from the mine hospital. I was sent back home. I was told to go to the TEBA office at home for my ears. Even the money I was supposed to receive from TEBA I never received it. I was told I will get my money for hearing loss here at the TEBA offices. I never got it.  I didn’t have TB treatment on the mines, I was just admitted here.   

· Former Miner (57), retrenched in 2002 after 2

Figure 9  Medical Examinations on Exit from Mine Service:
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Another former miner, forty-one (41) years old and with 13 years mine service, was retrenched in 1996. He was given an exit medical examination but described it as follows:

They put us in x-ray. That was all. We were not told anything.

· Former Miner (41), retrenched in 1996. 

Another former miner in his sixties (68) who was retrenched in 2000 after 38 years service as a Driller commented:

We were not given medical examination when we left. We were not even informed about retrenchment. I had TB and I was treated for 2 months in the mine hospital. Then they gave me monthly dates for check-up. After my recovery they sent me back underground and I continued taking my pills. I had TB again. Then I had a letter from the mine, authorizing to be treated at the nearest hospital back at home. Hence I used the letter to continue the course at home. They didn’t tell me more at the mine. They don’t explain anything there. There’s nothing I can say but I am grateful for what the Department of Health is doing for us.

· Former Miner (68), service of 38 years, retrenched in 2000 

As a former miner succinctly described the situation:

The mine was always busy testing while we were working.

· Former Miner (51),  19 years service

One former miner, aged 63 and who had started at age 18 and worked for 33 years as a Driller, leaving in 1997 without an Exit Medical Examination, said:

I was a grown up young man already when the sun set down at midday and the sky became dark. That was when I left for the mines. They put me on a scale and I completed it so they sent me in the mine. I was on the mines already at the time of Mandela’s arrest. During his release I was still working. I worked until they sent me home because I was old. They sent older group home in exchange of strong active people. They sent us home and that was it. They promised us life when we were still working for them but we got death, we got nothing.  They lied to us. All the miners I knew have passed on. They know they owe us but how do you go about asking them?

· Former Miner (63), started at age 18, worked 33 years, left in 1997

A majority at 48.2% recorded retrenchment as the reason they left the mines. The next highest category was illness at almost 22% (21.9%). In addition to illness, injury was given as a reason for leaving and comprised 5.8%. Only 6.3% had reached normal retirement age and gave being “too old” as the reason for leaving. Those who left voluntarily, their own choice, comprised 17.5% of the sample. 

Figure 10  Former Miners Reasons for Leaving Mine Service:
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The sub-sample of those who left due to illness, a sample comprising 45 men, was assessed in relation to data on exit medical examinations. It would be reasonable to expect that those who left the mines due to illness would all have received medical examinations before departure. This was far from the case. Only 13.3% of this sub-sample (6 men) had received medical examinations on exit, while 86.6% of the sub-sample (39 men) had not. This is graphically illustrated in Figure 11.

Figure 11  Receipt of Exit Medical Examination for those who left due to illness:
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A former miner with twenty-three years service, most of these as a Driller, said he had ‘run away’ in 2006:

I had TB and I was still working underground. I had to leave because they refused to change my position and I was getting worse every day. I decided to leave rather than stay on and die there.  I was not given a medical examination when I left because I ran away. I had been admitted in the hospital for seven months and afterwards I was discharged and sent back underground. That’s when I ran away home….. A doctor here in town told me my lungs are damaged and filthy and that I need to go to the hospital and have them checked. I went but the x-ray machine at the hospital was not working. The mining company is responsible for our ragged health.

· Former Miner (50), left in 2006 after 23 years as a Driller, TB on  mines

The sub-sample of those who had left the mining industry since 1996 was analysed in relation to receipt of Exit Medical Examinations, otherwise referred to as Benefit Medical Examinations (BMEs).  Sixty-seven (67) men, 32.6% of the total sample, had left mining since 1996. Of these, only 40.2% (27 men) of the sub-sample had received Exit Medical Examinations. Those who legally should have received Exit Medical Examinations or BMEs on departure and who did not receive these comprised 59.7% (40 men) of the sub-sample of those who left mining post 1996. This is again graphically illustrated in the pie chart of Figure 12 

Figure 12 Former Miners who Left Mine Service since 1996 and who received Exit Benefit Medical Examinations (BME) :
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The nature of these Exit Medical Examinations remain, however, in question.A former miner aged forty-five (45) and who had left mine service in 1998, having worked for 17 years for one gold mining company as a Winch Driver, said the following in relation to the ODMWA, his departure, and his exit medical examination:

No, I have no idea of that. [the ODMWA]. I left in 1998. We were all sent home…. I was given a medical examination when I left but we were not told anything. I was feeling well. I only got sick since leaving the mines….. I am trying to pull through. We need clinics and I would need to see a private doctor often.

· Former Miner (45), left mines in 1998, diagnosed with TB in 2005 

The question of medical surveillance subsequent to leaving mine service is perhaps well illustrated by the following:

Interviewer    :  Have you ever had a chest x-ray?

Former Miner:  Not since I came back from the mines 

Answers to questions about the ODMWA that are similar to such statements as “I don’t know it at all”, “They hide things like that from us” ,“These things are new to us”, “It has not reached us yet”, “That is new, since Mbeki’s time” , “This is my first time hearing of it”, or “Maybe that was introduced after I left the mines” [the latter from a former miner, 66 years old, who left the mines in 1997]  could be presented herein another 180 times over. No knowledge had been gained during mine service or subsequently of the legislation covering the diseases of mining, while some knowledge did exist of legislation covering injuries or death through accidents while in mine service. A question frequently asked by the former miners in response to the inquiry on levels of knowledge of the ODMWA was: “What is it for?” 

These findings raise substantial questions on the failures in the responsibilities that lie with mining companies to inform their employees of the applicable legislation; they raise large questions on what the Unions are doing to inform their members; and they raise questions about why the public health system, as well as the private health sector, is not informing the patients they are seeing. Is it by omission through lack of knowledge themselves in the public and private health sectors? Is it by intention on the part of the mining companies who do not lack such knowledge of the applicable legislation?   

Knowledge of the ODMWA that can be accurately described as non-existent. Only two (2) former miners had gained some knowledge of the ODMWA while in mine service. This is 1%.  Two hundred and three (203) former miners, 99%, had learned nothing whatsoever of the ODMWA while working in the mining industry. One of the two former miners who stated that they were “informed” of the ODMWA while in mine service said the following:

Yes, I heard about it. I heard about it but we were not informed.

· Former Miner (73), left mine service in 1996 after 40 years on a number of different mines, currently on TB treatment

One former miner, aged fifty-nine (59) and with 31 years mine service s a Driller and Winch Driver and who left in 1998 because of his second occurrence of TB, said of the ODMWA:

I never heard of it. I don’t know it. If I was told I would remember.  We are just in the dark.

· Former Miner (59), left because of TB, 31 years service

This man was currently on TB treatment and said he had been having TB treatment for two (2) years, and had consulted private doctors several times since he left mine service. Another former miner aged fitty-seven (57) who was retrenched in 2002 after 29 years mine service which were spent  mostly as a Machine Operator, said:

I never heard of that. This is my first time hearing of such law.

· Former Miner (57), retrenched in 2002, 29 years service

A former miner with 23 years service and who left the mines in 1997 said:

I don’t know anything like that. If they told me I would remember. We were told to protect ourselves from injury only.

· Former Miner (59), left in 1997, 23 years service

A former miner aged sixty-three (63) and who left in 1996 after 23 years mine service commented:

We were only told about loss control which was about the safety of workers underground. I was not told of this law for chest diseases.

· Former Miner (63), left in 1996, 23 years service

An older former miner aged seventy-five (75), who had worked for 26 years mostly as a Machine Operator and who had left in 1982, when asked if he learned anything of the ODMWA during his mine service said:

No. It did not exist by then.

· Former Miner (75), left in 1982

It did exist and has been in existence for over ninety years; for longer than the age of this seventy-five (75) year old man who had left mining in 1982, and who thought that the ODMWA  came into being sometime thereafter. 

Another former miner (50) said:

I had pthisis but they call it TB. The doctors change it and call it TB. We are not getting even a cent for this; whites think that they are clever. They had death insurances and pensions while we had nothing…… The mine doctors told me TB is curable but I’m still seeing a doctor even now as an outpatient. The doctor will examine and write something down without telling the problem. What amazes most is that he asks you, the patient, your sickness. The doctor is supposed to be the one who gives you the answer.

· Former Miner (50), left in 2007 after 25 years service

Respiratory Problems

Sixty-four (31.2%) of the former miners reported that they had no problems with their lungs, while one hundred and forty-one (68.7%) reported that they did have respiratory problems. However, as will be seen later in the presentation of clinical signs and symptoms, this appeared to be inaccurate for the recording of the findings of the clinical signs and symptoms did not match the answers to the first simple question of whether they thought that they had a respiratory problem or lung disease, or not. There would appear to be a reluctance to admit ill-health, and this is perhaps largely a consequence of the need to retain the traditional order of the able and strong man who is the head of the household. When separate clinical signs and symptoms were discussed, a far higher number of positive responses were recorded. In many instances, wives participated in the interview process, and as primary care-givers, they often gave different descriptions of the man’s state of health to that that he put forward. Perhaps the most tellingly comment was from one former miner who remarked that “We are all diseased here”.

A former miner who initially said he did not have a lung problem, went on to describe his health and his dependence on an asthma pump:

I left the mines in 1999. I had no strength and I was retrenched. I was tired. Write that down. I was tired of working and I had lost strength. I still feel tired. I never had TB on the mines and I never had it since. I have asthma since I left the mines. I haven’t been diagnosed with TB at the hospital, they are giving me asthma pump. I’m wheezing badly at night; the main thing is I’m wheezing. And my cough is dry, very dry because I hardly cough up sputum. I’m breathing rapidly and I’ve lost weight and strength. I recommend the pump, it feels better after using it.

· Former Miner (51), mine service of 17 years firstly with Timber and then as a Driller, left in 1999, never diagnosed with TB, first described himself as not have a lung problem

A former miner (44), whose wife and children had left him and who was dependent on some assistance from his mother’s old age pension together with his activities collecting and selling wood, had worked for 16 years as a Machine Operator. He commented:

I was not informed about anything…… I did not suffer from TB while working. I got sick after I arrived home. I have suffered from TB since leaving the mines, and I was admitted for 3 months in the hospital here. My chest is painful as we speak. It gets tight when breathing and I am often out of breath. If I’m walking I can’t reach any further….there should be special doctors for ex-miners or they should be given money to consult private doctors.

· Former Miner (44), Machine Operator, left in 1999

In many instances the wives, the primary care-givers, would confirm the symptoms described by the former miner, and in some instances contradict the minimal symptoms described by the former miner himself. The following transcript section illustrates this.

Former Miner: What troubles me is that when I’ve been walking I usually feel pain in here [pointing to his sternum]

Wife: His legs are swelling, even if he did not walk.

Former Miner: Hold your horses. The only thing that troubles me is the bone of my chest.

Wife: He has pain in his chest. There’s no reason of hiding these things. He coughs sometimes throughout the night. You don’t want me to say these things? 

The results of this general inquiry into the state of respiratory health is presented in Figure 13. It can be seen that the vast majority of the former miners had most of the symptoms of respiratory disease. Coughing was experienced by 95.6%; dyspnoea by 71.2%, fever by 82.4%, pain by 80.9% and weight loss by 83.4%

Figure 13  Clinical Signs and Symptoms of Respiratory Disease:
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One former miner aged fifty-seven (57) who was retrenched in 2002 after 29 years mine service described his health:

This coughing has been with me for some time now. I did not even cultivate my fields this year. I’m sick so it is obvious that I cannot do most of the work I have mentioned. It is very bad as I can no longer perform many things that could help me sustain my family. It made me an invalid. The mine has done all this coughing. I have no future. I’m done for. I have pain in my lungs. It feels like being injected with pins in the lungs and back. I have been struggling for most of my life without any success, now this is the end.

· Former Miner (57), retrenched in 2002

Another former miner aged fifty-eight (58), with 15 years service and who had started working at 18 and left the mines in 1983, said:

I’m sick inside. I can feel it. I have a very painful arm. It’s been a year I’ve been coughing. I was told that I have a sore inside my lungs. The doctor detected it. I went to uMthatha and I was told the same thing. They told me I have dust in my chest. But I was only given cough mixture.

· Former Miner (58), service of 15 years, left in 1983

A former miner with 20 years service, aged sixty-seven (67), commented:

This is my fourth year without working. It started with my chest. As I’m lying on my back, there is something that is on my chest blocking the air and it becomes worse at night. The sound from my chest, that is very troubling. It is painful. My arms as well. There are many people suffering like me.

· Former Miner (67)

One former miner described his TB as “the same TB” he had on the mines.  None of his family members had had TB. He had had TB during his thirty-eight years of mine service all of which was at one mine. He commented:

I started by being a Stoper and got promoted until I was a Senior Team Leader at the end.

I had TB there and I was treated in the mine hospital. They changed me from underground to the surface for the whole year, and then they put me back underground after recovering. The TB did not change. I get the treatment at the hospital here. The doctor told me I have TB. I think my TB will never be cured.

· Former Miner (69), Senior Team Leader, 38 years service, departed 1995 without an exit medical examination

A former miner only forty-six (46) years old and who was interviewed in late May 2008, died on 25th January 2009. He was on TB treatment at the time of the interview. He had worked for twenty-two (22) years as a Machine Operator before being retrenched in 2004, and he had had TB and been treated while in mine service. He was x-rayed on departure but was given no information about this medical examination, and he had no knowledge of the ODMWA.  He described himself as “healthy” when he left mine service. However, he was told he had TB in 2006 and was admitted for five months to his District Hospital.  His TB recurred yet again. He described his health:

I started coughing again in November 2007 but my cough was dry. I am on TB treatment now. I have lost a lot of weight and I have problems with my breathing. I can only walk for short distances. This has changed my life for the worst since I can no longer do things for myself. I don’t think there is something that can help me since I have no power to work again.  My left leg is very painful and it is difficult to walk. My left arm is also very painful. I was x-rayed on my last visit to the hospital and I was given Rifampicin and Pyridoxine. They just say I have TB.

· Former Miner (46), retrenched 2004 after 22 years mine service, died on 25th January 2009

Many men expressed that they were ‘not told anything’ by doctors, and some expressed this in relation to nurses as well. On former miner, a survivor at seventy-seven (77) years but currently on TB treatment, said of the health services:

I was examined. I have no idea what it was all about. We can’t ask because we have no idea what we are suffering from in the first place. You won’t be able to ask anything from those clever nurses and doctors because they’ll tell you they know what they are doing. It is the same for all the miners. I know many but many others have passed on.

· Former Miner (77), Winch Operator for 16 years, departed mine service due to injury in 1991, no TB in service, currently on TB treatment.

A former miner aged sixty-four (64) had worked for 38 years on the mines, starting in 1966 at age 22, and, for most of these years, had worked as a Machine Operator. He had five adult children and one dependent child of 15, as well as six household members, some of whom were grandchildren who were in receipt of Child Support Grants. When asked what income the household had he said: “Apart from Child Support Grant, nothing”. He was “sent home” in February 2004 and said he was examined on exit as he was “not well” in having problems with his eyes and ears. He was not told about the ODMWA on exit. Although he had not had TB while in mine service, and had not been diagnosed with TB since leaving, he had been suffering from a severe dry cough for the last few years. He said in relation to his recent interactions with health facilities:

I have been coughing for a while now. It is a dry cough. It is 14km to the hospital and I use my horse. I only saw a nurse at the hospital.  I also visited the clinic and I saw a nurse. The nurse examined me and gave me medicines. The nurse did not tell me anything.  I was promised to be referred to Mthatha. I have seen private doctors; I saw two. This is costly; it is over R100. I also buy medicines. I need to visit the hospital again.

· Former Miner (64), 38 years service, no x-ray since returning home in February 2004

A number of the former miners had been told they had asthma, and had been provided with asthma pumps.  One fifty-one (51) year old man who had worked for 23 years, firstly in “timber” and “paneling” and later as a Driller, and who had left in 1999 without ever having had TB while in mine service or subsequently. He commented on his occupational and health history:

We were not informed about this ODMWA. We were only told about how to prevent dangers in the mines…… I had no strength left and I was retrenched in 1999. I was tired of working and I had lost strength. I was not given a medical examination when I left. I never had TB on the mines……I have asthma since I left the mines and they give me an asthma pump here. I recommend the pump; it feels better after using it.

· Former Miner (51), diagnosed with asthma through local health services

One former miner, aged 54, who had spent 32 years between five different mines, twenty of these at the last mine he worked on as a Machine Operator, was retrenched in 2005. His only current source of income was through one CSG although he had four children under eighteen years old. He said that they survived through planting maize and receiving food from neighbours. However, he described himself as unable to plough, nor dig, nor lift heavy objects.  He described some of his health history, which included paying R120 to see a private sector physician, as well as seeing a Traditional Healer:

I had TB while on the mines and I was treated at the mine hospital. They did not change me; I continued working underground….I was retrenched in 2005. I did not get an examination when I left though I was already sick. I cough, it has been like this since I left the mines and my cough is sometimes dry and at other times it is not. It becomes difficult to breathe, especially at night, and I wheeze a lot at night. And I have lost weight. There is a lot of pain in my chest. I can’t do many jobs here at home because I have no power now.……A doctor attended to me at the hospital here. He told me to apply for a grant. I did apply for it but I have not been successful. I was given an x-ray last year. I have been on TB treatment now for six months….. The Community Health Workers visited me at home. They don’t help except checking if you take your tablets at appropriate times.

· Former Miner (54), TB on mines and TB currently, visited by DOTS personnel

A former miner, also aged 57, said, when asked what the mining companies should be doing to assist:

They can’t help, besides giving back our monies that they ate; they know our names and numbers.

· Former Miner (57), referring to mine and TEBA employment records

Conclusion

A strongly resonating description “we ate the mines and now the mines are eating us” was used by a former miner who left employment in the gold mines in 2002 after twenty (20) years working underground: 

We risked our lives in mines however, they couldn’t pay us deservingly. We ate the mines and now the mines are eating us. It is a pity I should say.

· Former Miner (46) departed mine service in 2002 due to injury, after 20 years underground

This expression resonates with the title of a 1993 book by Columbia University Professor June Nash on the tin miners of Bolivia, a book most unlikely to be known by South African underground gold miners. The title of this book is We eat the mines and the mines eat us. Dependency and Exploitation in Bolivian Tin Mines
, ostensibly a subject far removed from our land of gold and diamonds, and an expression that was used by a miner on another continent.  The essence of this expression is so close to realities in South Africa and, as cited herein, it was said by a former miner in the hills of deep rural Eastern Cape in 2008. There is also a Sotho miner’s song which translates as: “The mines eat men. Even when you have left them the mines may be eating you”. 

The findings from the 100% sample (n=205) of former miners over ten village settlements in the region of Ntabankulu, Eastern Cape is generalisable to all the other high recruitment and labour sending rural areas of the Eastern Cape, as well as to other provinces in South Africa. The findings from this research would most certainly be replicated over and over if similar research was undertaken in other areas of the former ‘bantustans’ of Transkei and Ciskei. These areas can well be described as the ‘field hospitals’ for the externalization of occupationally acquired disease, a process of ‘exporting’ disease, through the migrant labour system, back to rural areas where it has largely remained hidden. It is in these rural areas that the real costs of occupationally acquired disease are borne by the former miners themselves; borne in pain and suffering, in wasting away in a slow suffocation and susceptibility to all manner of respiratory infections, in the inability to work even in subsistence agriculture to generate support for their families, and in premature death. 

The actual hospitals, within what is being referred to herein as the larger ‘field hospital’ of mine diseases, those areas which are the miner’s home areas from which they were recruited and to which they return, have limited resources. The district hospital closest to the study participants had two doctors both of whom were community service doctors. The next closest district hospital was 55kms away and, although it is a new, larger and better resourced hospital, staff knew as little of the ODMWA as staff at the District hospital, and transport costs for the former miners of over R70 per trip are prohibitive. Clearly this is not a distance that can be walked, nor can it be travelled within one day on horseback.

These findings are a shocking indictment of the failure on the part of mining companies to provide information to their employees on the ODMWA, and to provide some detail of the established and institutionalized system that exists to cover lifelong medical surveillance, diagnosis, and compensation in the event of certification of an occupationally acquired disease. This legislation, and how the system works,  is something that should be taught before a miner steps into the first shaft lift that takes him underground.  It is legislation that is applicable while in mine service, and it is legislation that applies to all miners for the full duration of their lives subsequent to mine service. 

If the miner has not been fully informed at the beginning of or during the course of his employment, the exit medical examination would be the last window of opportunity to ensure that full information about the ODMWA is imparted and taken away with him.  This latter opportunity is not being utilized either. Those twenty-seven (27) men who had received Exit Medical Examinations departed mine service without any knowledge whatsoever of the ODMWA. It would seem that where exit medical examinations do occur, these are perfunctory and not properly used to fully inform miners of the findings on their state of health, nor are they used to inform miners that they are entitled, under the ODMWA, to further BMEs every two years until they die, and that they are entitled to an autopsy, which in the event of certifiable disease being found would compensate their families. This group of former miners was told nothing of legislation that is close to 100 years old. It is, additionally, legislation that is a no-fault ‘trade-off’ which, it is claimed, ‘guarantees’ their lifelong medical surveillance and care. Such ‘guarantees’ are hollow claims with no basis in fact. The ‘guarantee’ is de jure and not de facto. Knowledge is the starting point of accessing rights; without knowledge there is no awareness of the right or of the legal entitlement that applies. 

None of the 205 former miners had had BMEs since leaving mine service. Relevant to this fact is the substantial length of time for many of the former miners that had passed since they had departed their mine employment. Between eleven (11) and fifteen (15) years had passed for 18.6%, between sixteen (16) to twenty (20) years had passed for 16.1%, and between twenty-one (21) and twenty-five (25) years had passed since their last risk shift for 14.1%. In these passing years not one of these former miners had accessed a BME subsequent to leaving mine employment.  While over half (55.5%) of the former miners had had an x-ray through their local health services, these x-rays were routine TB related x-rays which did not comprise an x-ray examination within the ambit of the ODMWA. One former miner described his experience of x-ray examination at his local hospital, expressing that it is only TB damage that is read on x-ray and that the ‘hazardous’ illness is ‘hidden behind the TB’:

I had TB on the mines. Yes, that is what they told me. They are hiding the hazardous illness behind TB. 

· Former Miner (70).

Extremely high levels of respiratory illness were found amongst the former miners. It would not be inaccurate to describe the majority of these former miners as ‘pulmonary cripples’.  A very high number had dug deep into their pockets to consult private sector physicians; close to fifty-two percent (51.7%) had paid private sector rates for a consultation with a doctor, and many of these men had consulted privately more than once. It is also notable that these private sector physicians did not inform the former miners of the ODMWA; most likely a consequence of their own lack of knowledge of the Act.

Rates of tuberculosis are exceedingly high. Those who had had TB while in mine service comprised 26.3 percent of the sample of former miners. However, those who had had TB since leaving mine service comprised more than half the former miners at 51.7%.  Those who were currently on TB treatment at the time of the research comprised 12.21%, and 4.4% reported having had TB twice since leaving mine service. For some of this latter category it would have been their third TB diagnosis and treatment as they had also had TB while in mine service. A very high number had been hospitalized for their TB treatment. Of those former miners who had had TB since leaving mine service 62.3% had been admitted to their local hospital for periods ranging from 2 months to six months. Only 37.7% of the former miners diagnosed and treated for TB through their local health services had been treated as out-patients either through the district hospital or through their local clinic. Additionally, a number of former miners had been dispatched home after TB diagnosis in-service with a referral letter, or verbal recommendation, to report to their local public sector health facilities for treatment of their TB.

A low close to a quarter (24.5%) of those who had had TB post mine employment had received temporary state provided TB disability grants. There was no one in receipt of an ongoing general state provided Disability Grant. The state provided grants that stood in many instances between the former miners and their families and starvation were CSGs and Old Age Pensions. The latter in some instances were not the former miners own pension as he was too young to qualify but the Old Age Pension of one of his parents. Marginal local income generating activities, which in most instances were small and relatively insignificant in terms of the income generated, along with subsistence agriculture, were the only other means through which the former miners lived. Hunger on a monthly basis was prevalent with only 7.8% reporting that they did not experience hunger and food shortages on a monthly basis. Animal protein consumption is extremely rare with most diets being consistently that of samp, mielie-meal, beans and some vegetables. As many of the former miners reported, they only had meat when there was a funeral.

Health personnel confirmed the large numbers of former miners accessing health facilities, and described the health problems that they present with as overwhelmingly respiratory in nature. The only other health problem amongst former miners that was noted by health personnel was that of hearing loss. Knowledge of silicosis was extremely low amongst nurses, and only one nurse, a Chief Professional Nurse, had heard of the ODMWA. However, as she stated, “…it [the ODMWA] has never been implemented in the rural areas”. Doctors, although aware of silicosis, were unaware of the ODMWA.

The former miners, their families and their communities have borne part of the cost of gold production in taking their ill-health elsewhere, back to the rural areas where it is largely out of sight of mainstream mining production. However, occupationally related disease is the responsibility of the employer. One former miner placed responsibility squarely at the door of the mining companies. He stated:

The mining companies should be held responsible and TEBA. Excuse me if I’m wrong. TEBA must solve these problems because TEBA sent us to those mines.

· Former Miner (49) 

This is a simple truth. The state, through the Department of Health, is not ultimately responsible for resolving occupational diseases and should not be responsible for all medical surveillance and palliative care. Such displacement of responsibility becomes a subsidy to the mining industry when public funds are used to diagnose and treat those diseases and ill-health, caused by the mining companies, once they have been shifted onto the rural home areas of the miners. It seems that the ODMWA is a system designed to systematically displace the responsibility for former miners onto the state so that the deprivation and destitution experienced by them is then addressed through a variety of state social security grants and DoH services. 

In the light of the extremely low levels of knowledge of the ODMWA amongst former miners, the issue becomes a human rights issue. It appears to be more than simply weak bureaucratic systems which undermine the implementation of the ODMWA and result in systemic failures. All the former miners can easily be found – TEBVA Has the records. The failure of the ODMWA appears rather to be a systemic orientation made possible by the migrant labour system. As Sampie Terreblanche in his A History of Inequality in South Africa has described it:

For the greatest part of the last 150 years, most members of the black labour force have been powerless, impoverished, proletarianised, uneducated, unskilled, and subject to repressive labour patterns. In this highly imperfect labour ‘market’ the Chamber of Mines was granted a monopsonistic right to exploit African migrant workers – not only in South Africa but also in southern Africa – and to keep wages at exceptionally low levels.

Surely that is a historical problem many might say. However, the over-arching question post-1994 is whether the patterns of exploitation have changed. A considerable improvement in the implementation of the ODMWA is but one aspect of such to-be-expected, and not unreasonably so, changes in exploitative practices. The current research, however, found no improvement in post employment surveillance under the ODMWA, and found evidence of violations of the new 1996 legislation regarding the minimum requirement for full exit medical examinations for all miners as they leave mine employment. A large number of the current sample had left the mines since 1994.

We need to go back to 1997 and re-assess a part of The Truth and Reconciliation Commission which held business hearings that were brief in the extreme. During the course of the two years of the TRC hearings only three days were devoted to the business hearings. These have been accurately and eloquently described by Terreblanche:

In 1997 almost all the representatives of the corporate sector who testified at the business hearings of the Truth and Reconciliation Commission (TRC) claimed that their corporations had not benefited from apartheid, because apartheid had raised the cost of doing business; they argued that business had really been a ‘victim’ and not a partner of, collaborator with, or beneficiary of the system. This claim is simply not true…..The commission failed dismally to devote any attention to the long history and exploitative nature of the black labour system. What is astonishing about the TRC’s superficial reconstruction of South Africa’s economic and labour history is that it did not even distinguish between labour repressive measures (with cost decreasing effects) and labour discriminatory measures (with cash-increasing effects), and simply accepted the argument of business that apartheid was a cost-increasing system.

The ODMWA has certainly had a ‘cost-decreasing effect’ and the failure to guarantee medical surveillance and diagnostic services is a large part of this ‘cost-decreasing effect’.  It could be added, to the comment by Terreblanche that “the migrant labour system made it possible for the mining industry to justify average wages below the bare subsistence level on the grounds that jobs in white areas were merely supplementing Africans’ basic economic life in the ‘native reserves’
 , that the migrant labour system also facilitated and enabled the ‘hiding’ of occupational lung disease.

However, Terreblanche describes how neither the CM nor Anglo American Corporation (AAC) even acknowledged basic labour exploitation in their submission to the TRC:

In their submissions to and testimonies before the TRC, neither the CM nor Anglo American Corporation (AAC) was prepared to even acknowledge that African mine workers had been exploited and degraded. This deliberate disinclination to acknowledge their role in constructing racial capitalism and African workers is deplorable. The TRC was justifiably rather critical of both these organizations in its 1998 report, and referred to the CM’s ‘significant formative impact on the apartheid political economy’. According to the TRC, ‘the shameful history of sub-human compound conditions, brutal suppression of striking workers, racist practices and meager wages [in the gold mining industry] is central to understanding the origins and nature of apartheid’. It came to the damning conclusion that ‘the failure of the Chamber of Mines to address [its apartheid record] squarely and to grapple with its moral implications is regrettable and not constructive’
.

One very large omission from these comments made in the TRC report on aspects such as the mine hostels, limitation of union activity and suppression of strikes, racist practices and low wages, is that of the externalization of occupational disease. But then it was only in 1997 that the first epidemiological silicosis prevalence studies in seventy (70) years started to publish their results. That there has been, and still is, an epidemic of silicosis has always been denied by the CM and the mining companies. As Terreblanche describes it there has been a ‘twisting of the truth’:

The TRC described the AAC’s submission as ‘flawed’ and ‘misleading’, and noted that ‘its most glaring failure was to sidestep the African wage issue’. (TRC 1998: vol 4,34) The submissions of the CM and AAC are prime examples of how prominent private sector institutions twist the truth in order to create an image of themselves which is more acceptable than the ugly reality of systemic exploitation.

There was a strong call at the time of publication of the TRC report that a Justice Commission be established. This call needs to be made again with a specific focus on mining-related occupational lung disease in South Africa. Millions of men have passed through the South African mines. For those still alive today, full medical surveillance, diagnosis, and compensation in the event of certification with a compensable disease, would go some way towards redressing the failures of the past and current system. It cannot continue that former miners and their communities bear a large part of the costs of the production of gold through the devastation of occupational lung disease.
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