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HEALTH IMPLICATIONS OF APARTHEID IN SOUTH AFRICA
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the World Health Organization “x“‘
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the Director-Genersl of

Z_Hnte: This issue of Notes and Documents reproduces s preliminary
survey of the heslth implications of apartheid in South Africe, presented
by Dr. Helfdan T. Mshler, Director-General of the World Health Organization,
to the fifty-third session of the Executive Board of the WHO in Geneva, in
Jenuery 1975. The Director-General concludes that "the health situstion of

the groups discriminated against by the pollcy of apartheid will not likely
improve @5 long es the policy exists.”

The United Nations Specisl Committee egainst Apartheid had requested the
WHO to prepare & study on the effects of gpertheid in the fields of heaslth and
medicine, end to call upon members of the medicel profession to take action

against apartheid.

Following consideration of the preliminsry survey, the WHO Executive Board
edopted a resolution on 31 Jenuary 1975 in which it stated:

"F'l..'l.llF aware that the policy of apartheid has serious

health implications, both physical and mental, for the populations
living under that policy,

1. "REQUESTS the Director-General to continue to collaborate
with other organizations snd institutions of the United Nations
system to enhence concerted internationsl asction sgainst the policy
of spartheid;

2. "FURTHER REQUESTS the Director-Genersl to explore with other
orgenizations of the United Netions system appropriate ways to
ensure the success of the United Netions Decade for Action to Combat
Recism and Racial Diacrimtnatlun.ﬂ;7

T5-05372

* All material in these notes and documents may be freely reprinted.
Acknowledgement, together with a copy of the publication containing the reprint, would be appreciated.



GENERAL CONSIDERATIONS

Terminelogy

In South Africa the population is officially clsssified into four different

ethnic groups: (i) whites, comprising all those of exclusively Europeecn descent;
(ii] coloureds, who are of mixed European 2nd non European cescent; [111] esiatics,
g group of diverse ethnic origins, including, for exsmple, both Indiens ond
Chinese; (iv} Bantus, the indigenous inhabitants of the country. Of & total
population of over 21 million, group (1) constitutes sabout 18%, group (ii) 9%,
group (1ii) 3% end group (iv) 70%.

Groups {it} [iv) are commonly cescribed collectively in South Africa as
"non-whites", but this term occasions resentment. As the South African Institute

for Roce Reletions has reported,

"When opersting in & society which differentistes between people on the
grounds of skin colour or recisl descent it is essentisl, however repugnant,
vhen describing legislative messures, perty political sttitudes, educationel
and other services, to refer specificelly to peoples of verious racial
groups. For purposes of brevity, 2 collective term for those vho are
usually discriminated epgainst is often necessary. But it hess for long been
recognized that the term Ydon White' gives offence. Being a nepgative
Cescription, it detracts from human dignity."

The Institute decided that when it was essentisl to use a collective term
"black"” would be prefersble to "non white". 1/

Nevertheless, in the present report the term "non white" has been usea,
without implying any endorsement of it, solely to esvoid possible misunderstanding
on the pert of those unfemiliar with the situstion. The term "non Europesn” would,
of course, have been equally negative. The sepment of the population described
in official South African terminology ss "Bentu" is referred to in this report
ss "African", except in the case of quotations in which the former term is used.

Sources

It must be stated at the outset that VHO does not Cispose of firsthand
information on the health situstion of South Africans, and that morbidity and
mortality stetistics for the indigenous Africen population as ¢ whole sre ‘acking
or totally inadequote. Nevertheless, relevant informetion moy be Cerived from o
number of sources. Among these sre the documents of the Unit on Apertheid of the
United Nations, and the annus]l surveys of the South African Institute for Race
Reletions. A search of the mecdicel literature of South Africa, aided by access

1/ Horrell, M., Horner, D., Kene Bormen, J. snd Morgo, R.(1973) A survey of race
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throusl: the WHO MEDLINE terminsl to the computerized detc base of the Netionsl
Librery of Medicine, Bethesda, Mecrylend, United States of America, revesls e

good derl of materisl on diseases of poverty snd malnutrition, such as kweshiorlkm
and pellagrs, but these sre mostly clinical end leboretory studies on smell
series of cases, #nd do not provide informetion on the general prevalence of the
disecses.

The WHO librery possesses & few snnue)l reports of South African
covernmental institutions directly or indirectly corcerned with heslth, snd of
medicel officers of health of some major cities. Some of tlese are 10 nr more
yvears 0ld, #nd no recent reports have been received. Nevertheless, the informatior
that the older reports contein continues to be relevant, as little has been
reported in the pest two decades to suggest that the general picture of health
in South Africe hss been transformed. Broedly speaking, this is one of very high
standrrds of living and health cere Ior the vhites ond verying degrees of poverty,
sgqualor =nd disease for the remeining mojority of the populestion, especially for
those who are the originel inhebitants of the country. Such o stete of cffairs
is perpetuated by the policy of spertheic.

HEALTH CONDITIONS

Mental health

It is obvious that mental heslth and social well being sre closely linked
to the enjoyment of human rights as definec¢ in the Universal Decleration of
Human Rights of the United Notions. Most such rights are legally denied to the
non white South African. Vherever discrimination exists it excites resentment,
frustrction, ¢nd may lead to zects of violence. Only in South Africs is racicl
discrimination mode compulsory by the Govermnment es & netionel wey of life. Of
the total South Africen populstion more than 00% are non whites who sre
subjected to the most extreme fomms of recisl discrimination. About half the
African population of more then 15 million is in principle resident in the
"Bentu homelands"™ that constitute spproximetely one seventh of the srea of the
country, the rest of South Africe being considered s "white". However, more
than 40% of the economically sctive men in these "homeleands" find that the only
outlet for their lsbour is in the "white" sreas, in which they sre not allowed
to establish 2 home 2nc to which they cennot bring their families. These workers
ore nhliged to corry & velid pass ct all times, end if found without one ere
licble to be fined, imprisoned, or benished to the "homeleznds". Non whites
resident in "white" srecs cre also trected os sliens in that they are obliged
to carry prosses. The overt resentment creested by this system is illustrated by
the demonstrctions thet hove telken plece ot vhich passes have been burnt in
public. In 1958 there were over one million prosecutions for epartheid

"offences"”. 2/ Addec to the indimnities of the pess system cre the lack of any

?f Sachs, A. South Africe. The violence of epertheicd, London, Internstionel.




politicel or trade union rights, end the economic need for fethers to lesve

their fomilies to live in farawey hostels in conditions thet provide £ nctural
breeding rround for resort to prostitutes, for venereel diserses, slcoholism,

end for crimes of violence. For the wives end children who are left behind the
cbsence of the head of the fomily must clesrly be 2 disturbing element generszting
feelings of doubt ond insecurity. For the whole brolken femily, inasbility to lead
a normal family life and consciousness of being regerded end trested ss inferiors
could not be other than harmful to mental health.

I'n annual report of the South Africen Commissioner for Mental Health
is publighed by the Govermment, cnd this contains cdetoiled steotistics of
admissions to ancC discharges from hospitals of patients of the verious ethnic
groups with specified psychietric disorders. However, such statistics provide
no indication of the overell prevelence of mental illness. As has been steted
of Sub Ssharen Africe in genersl,

"Such figures sre olmost certainly totelly mesningless, cnd reflect
the paucity of psychiatric diagnostic fecilities, communicetions, ond
basic heslth services. They fail to toke into sccount the undoubtedly
large numbers of mentally disturbed Africans kept @t home, in prison
or simply lost in the bush." 3/

Moreover, in the rursl eress troditionel heelers cdoubtless pley an
important role in the handling of psychistric Jisorders, vhich ere not reflectec
in any statistics. Of those Africans sdmitted to South African mental hospitels,
almost two thirds sre schizophrenics, vhile one-sixth are suffering from toxie
and exhsustion psychosis and one twe'fth from epileptic psychosis. Conditions
seen far less commonly in the hospitals sre, in descending order of freguency,
senile ant arteriosclerotic psychosis, menic depressive psychosis, slecoholic
psychosis, cerebrel syphilis snd psychoneurosis. 4/ Widespread malnutrition, to
which reference is mede below, is well known to retard not only physical growth
in children but also mental development.

Although comprehensive epidemiologicel data are lecking the general
conclusion mey be drawn that the freameworl: for socicl existence imposed by
gpartheid could herdly feil to be inimicsl to mentel health end social well
being.

Physical heslth

It has been seen that precise information on the prevalence of
psychiatric disorders in the non white populetion of South Africa is not
eveilable. The same applies to communicable and deficiency disesse in the
indigenous ffricen population. There are nevertheless conclusions to be drawn
from investigetions made end partial stestistics published both in respect of
urban and rurel populations.

3/ Germen, G. Allen (1972) Brit. J. Psychiat., 121, L61.

4/ Henning, P.H. (1973) In: Cempbell, G.D., Seedst, Y.K. asnd Deynes,
G. Clinical medicine in Africens in South Africa, Edinburgh and London,
Churchill Livingstone, p. LDH,




It iz generslly sccepted that one of the best indicetors of levels of
heslth is the rate of infent mortelity per thoussnd live births. There zre wide
differences in this rate for different ethnic groups. For example, in 1971 the
provisional rstes for whites, Asiesns and coloureds were respectively 21.0, 35.6
and 122.2. j/ No rates cre evallable for Africans, but as they constitute the
segment of the populstion with the lowest standard of living and the lesst access
to medical care it is & reasonsble assumption that theirs would be the highest
infant mortality. A study of 1115 families in Transkei (2 "homelend") in
1968 1969 showed the infent mortality to be 216 per thousend live births. é}
The mortslity from all ceuses under ege 10 was 34.3% and it was estimated thot
58% of the deaths could be attributed to melnutrition or gastroenteritis.

In Johennesburg the rates of infant mortality in 1970 were 20.26 per
thousand for whites, 29.30 for asiatics, 66,07 for coloureds snd 95.L8 for
Africans. Mcternal mortality rotes for the same ethnic proups were respectively
0.48, 1.91, 0.63 and 2.53. T/ According to the South African Minister of
Statistics, in 1959 1971 the everage expectation of life at birth for different
ethnic groups was

Whites Asiatics Coloureds
Men VWomen _Men  Vomen Men  Women
6L.5 - T2.3 59.3 63.9 LE.8 56.1

No fipures ere given for the Africen populetion. E{

According to the South African Bureau of Census and Statistics, the ratio of
desths under one year to &ll ceaths, in percentages, was

Whites Asistics Coloureds
19359 15.3 25.1 32.0
1958 8.4 24,6 36.9

Thus, over & 20=-year period the figure for whites improved remarkably,
thet for eslaticse remsined virtually stetic, while thet for coloureds worsened.
No figures ere given for Africans. Ef According to official stetistics, the
corresponding figures for the year 1970 were 5.6 for whites, 17.5 for asistics,
and 34.2 for coloureds. 10/ It will be noted that the figures for coloureds is
worse than it wos 31 years ago. Agein, no figures sre given for Africans.

Demographic yearbook, 1972, New York, United Netions, 1973.
5/ Connor, B.H. (1970) Lencet, 1, 768.
Tf Johannesburg, Health Department, Medicel Officer of Healtlhi's Report 1959 and
1970. [ﬁJﬂhannEEhurg, no Lﬂte_?'ﬂppenfix D.
8/ Horrell, M. and Horner, D. (197k) A survey of race relstions in South Africa.
Juhanneaburg, South African Institute of Race Relations.
9/ Union of South Africa, Bureau of Census end Statistics, Union stetistics for

fifty yesrs, 1910 1960, Pretoria, 1960.
10/ South Africe, Depertment of Statistics, South African statistices 1972.




£11 oveilable evidence polnts to ¢ gross discrepancy in the health
status of whites end non- whites, the least favoured being the indigenous Africen
populotion and the two outstanding cesuses of {11 health and premsture death
being nutritional Ceficlencies end communiceble disesses.

Malnutrition

The prime cause of nutritionsl deficiencies is poverty, although there
ere other contributory factors, of which one of the most important is the migrant
labour system, which results in the cisruption of fomilies.

"Disrupted home life is & very serious problem of wide scope in South
Africa. Because of the petterns of economic development and political
policy in South Africa, the home life of millions of Blacks in South
Africae is broken or disruptecd. This situation contributes to the
"'mentality' and 'eulture' of poverty described, and promotes mal
adjustment. Melnutrition becomes rife under such conditions." 11/

Moreover, in the "homelands” to which meny Africans have been
compulsorily transferred, there is only 20% of the total cultiveble land in
the country, very little irrigetion, end much soil erosion. A further
contributory factor is that many of the able bodied men in the "homelands"
become migrant workers in "white" aress, leaving behind the elderly, the infirm,
end the children. It hes been estimeted that two thirds of Africans living in
eny industrial complex are living below the "poverty datum line", defined by
the Association of Chambersz of Commerce o3 8 monthly income of R7S. lEf In the
rural creass, naturel disesters such ss droughts mey vorsen the nutritionsl
situation. The widespresd epizootics of rinderpest in the '890s resulted in many
areas in @ too grest dependence on maize as the basic foodstuff. As in most
cultures, there may be prejudice sbout certain articles of food, © this mey
mitigzate against full sdvantage being taken of =21l z2vallable resources.

: According to the Nationel Nutrition Research Institute of South Africe
?ellﬂgra "occurs with considerable frequency emong the Bantu" }2{ and
'‘kwashliorkor is & nutritionsl disease of wide occurrence and great importance
emong the non European population of South Africa”. 14/ During 1960, in an
attempt to survey the nutritional situstion, the Institute sent ¢ questionnsire
to all South African medical practitioners. 15/ Although some 5000 questionnaires
were (ispatched, only sbout 40O replies were received. However, the smell

number of physiclans replying reported o total of LUK1T7 cases of kwashiorkor,

3478 of marcsmus end 3132 of pellagrs. In e report on the survey, the suthors
state that

11/ Ven der Merewe, H.U. (1974) South African Medical Journal, LB, 1669.

12/ United Netions, Unit on Apartheid (1972) Fecss and figures on South Africa,
liotes and Documents, No. 15/72, New York

13/ Notional Nutrition Research Institute (1963) Annual Report 1962-63,
Pretoris, Council for Scientific and Industrisl Research.

1k/ Netionsl Nutrition Research Institute (1952) Annual Report 1960 61,
Pretoria, Council for Scientific 2nd Industrisl Research.

15/ Potgieter, J.F. and Fellinghom, S.A., Incidence of nutritionsl deficlency
among the Bontu and Coloured populations in South Africa as reflected by the
results of & guestionnaire survey, Pretoria, Council for Scientific ond
Industrial Research, 1962.




"it is today renerally conceded by nutritionists thet molnutrition
is & mejor problem in the Republic znd assumes serious proportions
in the younger non Vhite cge groups”.

Extrapoloting the dete obtained, they estimcte the avercge incidence
of kwashiorkor for the wvhole country to be 5% of children under 12. For marcsmus
the estimeted incidence varied from 2% to 9.6% according to crea, while for
pellagre it was 1.8% for all oges. '

According to the South African Department of Heelth, protein-calorie
deficiency and pellagra "ere still the two most common deficiency syndrome in
the Republic". 16/ Other ceficiency disesses such cs scurvy, beri beri,
nutritional aneemies anc rickets czre rlso common, and lesser grades »f
malnutrition result in reterded growth and iron-deficiency ensemis in children.
At an outpeatient clinie, 30% of non white children betveen three snd seven yecrs
of age shoved evidence of rickets. .7/

Communicable disesses

If the nutritionsl situstion of non whites in South Africe is deploreble
the situstion in relstion to communicable disecses is no better. It is widely
recognized that melnutrition predisposes to communicable disesses, ond the
intersction of these two fectors results in an clerming incidence of illness
and premeture deesths. This massive morbidity could be drasticslly reduced by
adequate nutrition, heslth educetion, improved sanitation and housing,
immunoprophylaxis, rnd domiciliary cliemotherspy, without the need for costly
hospitals or refined medical equipment.

Accorcing to the South African Depsrtment of Health, there were
245 cases of smellpox in the Republic in 1969 ond 121 ceses in 1970, 211 of them
in Africans. 15/ For the two-yesr period 1959-1970, there were two cases of
louse-borne typhus in whites, none for ssiastics, two for coloureds, and 221
for Africens. Notificstions for other communicable diseases 1n 1970 were as

under: .
Whites Asiztics Coloureds Africans

Leprosy 2 ] L 42
Puerperal sepsis 3 & 13 128

berculosis ’ L &2
f;‘,ﬁpmmm 799 902 6 388 5l 525
Trachoma 0 0 0 121
Tetanus 1 30 L2 231,
Typhoid 50 32 231 L 109

1§f South Africe, Depertment of Health, Report for the perload ended
31 December 1969 snd 31 December 1970, R.P.61/1972. Pretoria, The Govermment
Printer.
17/ Uys, C.J. (1956) South Africen Mecical Journel., 4O, 159.
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The Deportment of Heclth steted in 1972 that "Tuberculosis is still r
mejor public her .t! problem”, but it sppeors very doubtful whether the coverane
of cese-Tincing in the African populstion is suiTiciently thorough to reflect
the true prevelence of the ciseose. For eXemple, in on epidemiolosical survey
mede in 971-1972 in the Trenskei "home'rnd" by ¢ South fifricon Tuberculosis
Study Group on r rendom ssmple of the population, 15.3% of children in the
cpe-proup 0-L yesrs were "positive to the Mantowr test using 2 units £nd 10 mm
induration s lower". 18/ It was slso found thet 58 of schoolchiléren of
T-1% years that were testeC "were positive resctors (Heof grodes IXII and IV)
to humen PPD. Therefore, more than 250 000 children qualify for a course of
isoniezid prophylcxis”,

There cen pe Little doubt that it is equelly (ifficult to cssess, cicept
on the uvesis of scmple surveys, the incidence of other communiceble disecses
in the Africen nopulation, for whoi adequete vitel and heelth ststistics do not
exist.

The medicel officer of health of the municipality of Ccpe Town reported
that in 1972 the rotin of whites to non whites treated for sexusily-trensmitted
¢isenses in municipel clinies was respectively 1.5 cnd 22.4 per thousend
inhebitents. 19/ Such e (isproportion csn hardly be dissocioted from cifferences
in the sociceconomic ond educetional stotus of the respective groups, =nd a2lso
from the rootless situstion of the migrent workers living far from their wives
and femilies ond from the social soliderity of their traditionsl envirnmment.

HEALTH CARE

The foregoing section provides indicotions of & massive incidence of
somotic disease smong the non white populetion of Southh Africa, end especially
cmong the Africons. This Ligh morovicity is not reflected in such information
as is aveilable on provisions for the delivery of health care. fccording to
officis) stotistics there vere in 1950 21 535 hospitel beds for white patients
end 49 TU5 for non whites. 20/ These figures imply thet sbout L43% of the tote)
number of hospitcl beds were reserved for the white minority representing only
epproximetely 18% of the total populsztion. In other words, the lecst provision
vos mode for those with the prestest needs. In the seme year the number of beds
in meternity homes wes officially piven as 1004 for whites end 856 for non-
whites. A later estimate, attributed to the Director of Strategic Planning of
the South African Department of Health was that in the "white" aress in 1972
there were 10.00 hospital beds per thousand of population for whites and 5.57
for non- whites. In the "homelands", where health standards are almost certainly
lowest, the figure was 3.48, 21/ .

18/ South Africesn Medical Journsl, 1974, 48, 1l9,
;Ef City of Cape Town, Annual Report of the Medical Officer of Health for the

ear 1972 / Cape Town, no date, p. 63 /.
20/ Union of South Africa, Buresu of Census and Statistics, Unlon statistics

for Tifty years, 1910-1960, Pretoria, 1960.
21/ Horrell, M. and Horner, D. (1974) A survey of race relations in South
Africa, Johannesburg, South African Institute of Race Relations, p. 352.




In South Africa the delivery of heaslth care is dominated by the principle
of racial segregation, different ethnic groups being allotted to different
hospitals, or sections of hospitals, clinics, and dispensaries. Ambulances for
whites cannot be used to transport non-vhite patients and vice -versa. "Black
doctors are not allowed to treat their own patients in provincial hospitals if
this would involve their being pleced in a position of suthority over white
nurses." 22/- This system of delivering health care not according to need or to
the availability of the best resources is in flagrant contradiction with the
system of ethical values that has prevailed in the medical profession since
Hippocratic times. The practical consequences of such & system are illustrated
by the experiences of a soclal scientist who reported of Johannesburg and

neighbouring areas in 1972. gg/

"To get an ldea of the extent of inequality of medical care, I visited
white, colored, and African pediatric units in the same evening - all
funded by the same governmental suthority. In the African Yospital, the
wards were extremely crowded with very limited staffing. In one of the
infant units I saw two nurses attempting to feed, change and generally
cope with 37 very sick childran. I then went to the comparable white
hospital where two nurses were caring for five white children who were
less [l1. The comparable unit for coloreds ipn the same hospital was
somewhere between these two extremes. Generally, the physical facilities
and amenities followed the same pattern.

"I also visited the major hospital serving the colored community in
Johannesburg - Coronation Hospital - and the various areas in which
these persons live. Although conditions are not guite as harsh as in

the African community, they are generally comparable. Housing is
inadequate and frequently unavailable, community conditions are poor,
and malnutrition and preventable diseases are common. Medical services
cannot cope with the magnitude of disease snd pathology created by
community conditions. From many of the colored areas, trasnportetion is
especially difficult to Coronation Hospital, and medical services in the
community are rudimentary. As 'separate development' proceeds, persons
and communities are evicted from their homes and involuntarily relocated,
producing profound social and family problems.”

An example of the extent to which racial attitudes influence health care
is to be found in a South African regulation of 1962 requiring that human blood
collected for transfusion should be labelled in accordance with the ethnic
origins of the donors. 24/ Article 40 (L) (g) of the First Schedule of this
regulation requires that every container of human blood should, inter alia, be
labelled according to

22/ Horrell, M. and Hornmer, D. (19T4) A survey of race relations in South
Africa, Johannesburg, p. 352.

Ei} Mechanic, D. (1974) Politics, medicine, and social science, New York,
London, Sydney, Toronto, John Wiley and Sons, P. 30.

2L/ Republic of South Africa, Government Gazette Extraordinary (Repgulation
Gazette, No. 1L6), No. R.1950, Regulations for the centrol of blood transfusion
services, 30 November 1962, p. 28,




9.

"The racial origin of the donation which may be indicated by the
following code letters:

W for whites;

K for coleouredls;

A for Indiuns cr Asiatics; and
B for Bantus."

Blood donations are "deemed safe for issue as human blood" if the donor
has no previous history of malaria or viral hepatitis and if the blood is
seronegative for syphilis No explanation of the purpose to be served by
indicating the ethnic origin of donors is to be found in the regulat1un which
contains no prohibition of inter-racial blood transfusicn.

Shortly after the regulation was promulgated, two scientists of the
Human Sero-Genetics Unit of the South African Institute for Medical Research,
Johannesburg, published a detailed serological study of blotd samples of
different ethnic origin, from which they concluded: "we have established thet
there is no serogenetic reason for the labelling of containers of human blood
with the race of the donor". 25/

Commenting on this study in the same journal a physician attached to the
South African Blood Transfusion Service acknowledged that "the safety of blood
for transfusion has nothing whatever to do with the race of either the donor or
the recipient". 26/ However, he defends the racial labelling of blood
containers on the ground that "it is unfortunately true that in the Republic of
South Africa at the present time, all the principal diseases which may be
transmitted by transfusion (syphilis, viral hepatitis, and malaria) have higher
incidences in non-whites than in whites". He adds that the hazards of these
diseases cannot be entirely excluded by laboratory tests, and that white donors
are to be preferred because of "their greater freedom as a group from infectious
diseases due to their better socioceconomic and living conditions".

No indication is given of the reason for collecting blocd alleged to be
suspect, nor of the use to which such blood is put. In a subsequent letter the
same writer quotes the head of a blood transfusion service as saying that
Africans were paid 1 Rand for half a litre of blood and that "African women, in
particular were anxious to have the R 1 to buy food". 27/

THE HEALTH PROFESSIONS

One of the consequences of the policy of apartheid is that in South
Africa health professionals with the same qualifications and skills receive
different rates of pay according to their ethnic origins. In the medical presh
a correspondent writing from Cape Town pointed out that a recent advertisement
in the South African Medical Journal by one of the provincial administrations |
announced pay scales for coloured and Asian physicians that were only T6% to 81%
of those offered to their white colleagues. For African physicians the
corresponding figures were 617 and T4E. 28/ Greater discrepancies exist in the
salary scales for white, coloured/Asian, and African health personnel, such as
nurses, radiographers and physiotherapists.

25/ Nurse, G.T. and Jenkins, T. (1973) South African Medical Journal, U7, 56.

26/ Shapiro, M. (1973) South African Medical Journal, LT, 361.

27/ shapiro, M. (1973) South African Medical Journal, L7, 1091.

28/ Bernadt, I. (1973) British Medical Journal, 3, 832" (An editorial note in
this issue states that the journal "has now stopped accepting advertisements fram
South Africa unless assured that no diseriminatory salary attaches to the post.™)




10.

fs o messure for “evelling the effects of solery differenticls for
puysiciens, the Medical Committee of the Treansve 1 Stucy Circle decided to
arganize a8 Sclary Equalization Fund. Referring to this Fund in the mediesl
press, the former secretary of the medicel committee pointed out that not
only Gid African physicians suffer from sslery cifferentisls, but that they
were Genied the senior sppointments, morried querters, travel allowances, end
recrection fecilities that were availcble for white physicians. ggf

"It wes in this ctmosphere of frustration and fesr thet we, the more
privileged Blecks (Asisns enl Coloureds) decided to upzrede the sslery of our
less privileged Black colleagues (Africans) to our 'evel. With the sssistence
of Black doctors, mainly G.P.s, we started the Sslary Equslizction Fund."

According to enother source, in 1973 the Municipslity of Johennesburg
"decided that it will no longer continue the differentiation of its large
municipal staff cnd has levelled up salaries with no racisl ¢iscriminetion". 30/

At the twenty seventh iorld Medical Assembly of the World Medicsl
hssocistion (WMA) in October 1973 the following resolution wes passed by 56
votes to nine:

"BE IT RESOLVED by the 27th World Medical Assembly meeting in Munich
that the WMA vehemently condemns religious, racicl, colour or politicel
discriminetion of zny form in the treining of medicsl practitioners,
and in the practice of medicine and in tlhe provision of health services
for the peoples of the world, snd

BE IT FURTHER RESOLVED that the Council of the WMA be instructed and
empowered by the 27th VWorld Medical Assembly to investigete cs
carefully oné as fully es possible the issue of discrimination in the
training of medical practitioners end in the practice of medicine and
in the provision of health services." 31/

It is to be noted that the South / frican member of WMA, the Medical Association
of South Africs {HEEA}, liag consistently expressed its opposition to the policy
of differentiel rates of pey for physiclens of different ethnic origins. In
July 1958 et Pietermeritzburg the Federal Council of the MASA pessed the
following resolution:

"That Federa) Council considers thot stlery differentiation smong full-
time medical personnel should only be on the basis of greding, service
and merit. It urges the suthorities to give sympothetic consideration
to removing the present source of friction regarding the differential
solary structure erxisting between White end non White doctors."

= —

29/ Dindcr, F. (1973) British Medicel Journal, 4, 783.
39/ Vooimen, H. (1973) British Medicel Journal, L4, 51.
31/ Wld. Mecical Journal (197L), 21, 10.
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An editorisl in the South Africcn Medicsl Journsl recslling and
reoffirming this resolution concludes with the words: ' there must come ¢ chenge,
for we can no longer tolerste the situstion”. 32/ The MASA, while being
predominently white by sheer force of numbers, does not itself practice raciol
discriminetion, &nl has office holders of other ethnic groups.

The numbers of physicians of different ethnic groups in South Africs
ere disproportionste to the size of the respective populations. According to e
statement of the South African Minister of Netional Ecucsation, the physicisn-to-
-population retios in 1972 were: 33/

White 1: Loo
Indizn 1: 900
Coloured 1 6 200
African 1:  Lh Loo

These figures do not directly reflect the svailability of health care for the
different ethnic groups, s meny non whites are trested by white heslth personnel
They do, however, illustrate the discrepancy in the evailebility of facilities
for medical education.

According to the South Africen Institute of Rsce Relations, & totel of
only 252 ffrican physicians hzd been trained as at the end of 1971, 1l of them
ot the Universities of the Witwstersrend and Nstal. Since 1966 Africens rre
eligible only for treining ot Notel except by speclel ministericl dispensstion.
Before it wezs prevented by lew from cémitting African students except by speciasl
dispensation, the University of the Vitwatersrand had trained 103 Africen
physicisns. In 1973 it had only one Africen medical student. ﬁﬂj

The Gisparity between the number of white and non white medicel =nd
dental students in relation to the size of the populstions of the verious groups
is striking. According to the Minister of Netidnal Eﬂucatimn,gzgf the numbers
of undergraducte medical end dentel students in 1972 ond the numbers who
qualified in medicine or dentistry et the end of thet yesr or esrly in 1975 were:

Students Qualified ot the end of the yeer
Medical Dental Medicine Dentistry
White 3 T10 700 LLo a7
Coloured 142 6 19 -
Asian L5 165 L7 : 1
African 202 T 15 -

32/ Editorial (1971) South Africen Medical Journsl, 45, S5hl,

33/ Horrell, M., Horner, D., Kcne Bormen, J. end Mergo, R. (1973) A survey of
race relations in South /frics, Johannesburg, South African Institute of Rece
Releations, p. LOL.

34/ Horrell, M. end Horner, D. (197h) A survey of rcce relations in South /fries,
Johannesburg, South Africen Institute of Rece Relations, p. 353.




lEl

Aceording to the same source, the eguivalent figures in 1972 for pharmccy
students were:

Students fualified 2t the enc of the yecr
Thite i 660 not stated
Coloured . 10k &
Indien 35/ 5k | 16
African 65 2

There were in additlon three African postgracueste students in pharmocy.

In the nursing profession, the proportion of non-whites to vhites was
rs ¢t the end of 1972, Eccﬁrﬂin* to the South African Nursing Council, much

higher. 356/

General General nurses Midwives Other 37/
nurses with additional nurses
gusllficatinns
White 9 805 14 013 Lok 1 270
Colourec .
cnd Asien Gl ' 2 069 265 T3
ffrican % L2 8 7L 1. TO7 L3l

It wvos estimeted in 1970 thet the retio of nurses to population for
different groups was: 38/

1 white nurse to 295 vhites
1 coloured nurse to 1202 coloured people
1 African nurse to 1501 Africans.

According to statistics furnished in 1975 by the Deputy Minister of
Bontu Develapment, the numbers of health personnel in the "homelands", to serve
o population of scme T million people, were: 12{

Vhite Africsn
Medical practitioners L5 9
Phys iotherapists 16 24
Reciographers 3G LO
Dentists L -
Plharmecists 26 L
Nurses and midwives 86 10 725
Hec1th inspectors 26 11
Health esssistants - T2

e ——

zif Only second end third yeor students. A fipure for the first year wos not
given. '
ﬁﬂf Horrell, M. end Horner, D. (197L4) & summary of rece relations in South
/frice, Joheannesburg, South African Institute of Rece Relstions, p. 355.
ﬁé?F_FEynhiatric, paedietric, etc.

Horrell, M. ond Horner. D. (1973) A survey of roce relations in South
ﬁfTicE, Johannesburg, South Africcn Institute of Roce Reletions, p. 405.

Horrell, M. snd Horner, D. (1974) & survey of race relations in South
Africa, Jnhennesburg, South Africen Institute of R-ce Relations, p. 350,
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There is some uncertainty cbout the figure of nine /\frican physiciens
in the "homelands"”. This wes given in the published report of ¢ porlismentcry
debate in 1972, but the Ministry of Bentu Administrction leter informed the
South African Institute of Rece Reletions in & letter of T September 1972 thet
the current figures wes 70, ond that there were 15 African physicians in the
Trenskei "homeland". 40/ There is no indication whether or not the figures
quoted for the "homelands" ss & whole toke into sccount foreign physicians
working in mission hospitels.

SUMMARY AND RECOMMENDATIONS

Although comprehensive heslth stetistics are unavelileble for South Africa
es ¢ whole, and ore especially laclking for the Africans who coastitute sbout
T70% of the totsl populstion, such information as is aveilable both from
officisl South Africen sources and from the South African medical literature
provides sufficient evidence of massive prevalence of preventable disesse ond
premature deaths due meinly to nutritionel deficiencies and infections. This
burden of disease is most severe in Africans, less in coloureds £nd Aslans,
gnd least of 211 in Whites. The discriminstory messures to which non whites
ere subjected cannot be other then harmful to mental heslth. Apartheid results
in the segregation by law of all services for the delivery of heslth care
according to recliel group, those whose need is grestest heving the least rccess
to preventive snd curetive facilities. This inequality in health care is
reflected in such vital statistics ss cre avalloble. The unscientific sttitude
underlying the whole concept of cpartheid is illustreted by the legal requirement
to label bLlood for trensfusion cccording to the ethnic group of the donor. It
is equelly illogicel that health personnel with the same qualificotions and
skills should receive different rates of pay determined by ethnic considerctions.

The prevailing situation stemming from the policy of spartheil presents
an obstecle to the achievement of the highest level of health for all
individuals. :

The Director General believes that the health situation of the groups
diseriminated ageinst by the policy of gpartheid will not likely improve ss
long as thet policy exists. Attention is therefore focused on continued
cooperation and concerted action withh the United Netions and the other members
of the United Notions system; grester disseminetion of information, relevent
to the health concerns of the Organizoction regerding apartheid s oand when it
becomes cvailable; more intensive studies by the Director General osn the impact
of racial discriminstion end cportheid on the level of health of individusls
and commanities ¢nd the delivery of health services to the effected populations
end groups; snd through enlisting the cooperstion of organizstions, Member
States ond other concerned entities. The Board mey find that other sections to
be underteken, either seperately or jointly with other organizations, sre called
for to eliminate racisl discriminction and epertheid within the framework of
the United Notions Decade for Action to Combet Recism end Recial Discrimination. 41/

4o/ Horrell, M., Horner, D., Kcne Berman, J. and Mergo, R. (1973) A survey of
race relations, Johennesburg, South African Institute of Rsce Relotions, p. LOS.
41/ United Notions General ssembly resolution 3057 (XXVIII).
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