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MEDICINE AND SOCIETY IN SOUTH AFRICA —
SOME PLAIN SPEAKING

Mr Chancellor, Mr Deputy Vice-Chancellor, Mr DeaNr
Mayor, Professor Bothwell, Members of Council, Mersh of
the Institute for the Study of Man in Africa, Ladieand
Gentlemen:

| am doubly honoured tonight by the invitation frothe
University to deliver this inaugural address anthatsame time
to participate in the programme of lectures of h&titute for
the Study of Man in Africa. For this occasion | Bashosen to
cover a rather broad area, namely the patternslisease in
White and Black populations with particular refererto the
Republic of South Africa, the factors responsilde these pat-
terns, what we might do in the way of remedies, andlly
some thoughts on medical research in this country.

At the outset let me emphasize that the revelatiohgh |
shall be placing before you are not new. Much igatt plati-
tude but | do not apologize for this since it ishaps the very
obviousness of, and familiarity with, our diseaseation which
has bred complacency and inactivity. On the ottsrdhl am
very conscious of my limited credentials for undkimg this
type of wide-ranging review. | am basically a veinple kind
of doctor who has frolicked around many fields addicine but
who is expert at nothing. | belong in fact to adat®f medical
citizenry called general physicians which is vittpaextinct.
Even worse | shall be venturing into areas suckaozsology,
economics and politics where | am a complete now@Ence to
superficiality will be addedhaiveté However, the problems of
disease are inseparable from those of society. Moavis this
more true than in South Africa and we have a masalell as an
intellectual obligation to demonstrate and expdsg telation-
ship, even if the attempt has to be made by anmtauch as
myself.
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THE DISEASE PATTERN IN WHITES

Firstly, let us look at disease patterns, and wirbevith let us
examine the disorders which maim or kill Westertjze
sophisticated people like the members of this anediel am sure
you are all eager to learn how you will meet youat.dn fact, the
majority of us die in very few ways. Two in five 40 per cent
will fall victim to disease of the arteries whiclllk by heart
attacks or heart failure, or by stroke, and anoft@emper cent
will die of cancer, involving mainly half a dozengans — lung,
colon, stomach, prostate, breast and womb — atisituaf stark
simplicity.

The arterial disease is basically of two types. filseis called
atheroma, a term which, considering the importantethe
condition it describes, seems to be relativelfeliknown to the
general populace. Basically what happens in tlgsrder is that
the arteries become silted up with fat and bload. cThe con-
dition is so lethal because it commonly affects dinteries of
those two vital organs, the heart and the braire heart is
especially vulnerable because our Maker providealithh only
two very small arteries which are readily obstrdctey the
deposits of atheroma. The life of Western man ditgrhangs
by two slender threads. In Europe alone deaths &threroma-
tous heart disease number about one million annudikreby
exceeding the mortality records established byGteat Plague.

While the fundamental details of the developmerdtbéroma
remain to be worked out, there is a mass of evigle@mdicating
that it is related to our Western way of life, twosld we say,
death. Affluence, the pleasures of the palate dadvested in-
terests of the food industry combine to produce wh®lly
unnatural gastronomic extravaganza which we referas a
Western diet. This diet which is superabundantamymutrients
and calories ends up in fat — fat in the body galherhence the
pandemic of obesity in modem man, fat in the bloadd
probably fat in the arteries. This form of dietanyoxication
commonly commences at birth, if not in the womhg @ns not
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surprising that atheroma, or lesions resemblingré, detectable
in infancy or childhood. By the time adulthood isached
Western man has given himself wholly over to gloytoand

when to this are added other adult vices such ath sind
smoking the atheromatous process is markedly aetete
Against this background two conditions which arey\aommon
in urban dwellers, namely, a high blood sugar abdies and
a high blood pressure, are important aggravatictpfa. The
stresses of modern life may also be incriminatetieing sug-
gested that the principal candidates for atheroraattee most
aggressive competitors in the rat race for an &rger slice of
the material pie. Underlining the association of #theroma
epidemic with modem Western living is its very mnecg For

example, the epidemic hit the United Kingdom in tinéd-

1920s while in Holland and Norway it really onlytgging as
recently as 1950.

High blood pressure, the second form of arteris¢ase, may,
as | shall indicate later, also be a consequencsres$s. Apart
from aggravating atheroma, high blood pressurekifex in its
own right by overloading the heart, or by damagdimg kidneys
or, most characteristically, by bursting a bloodse in the brain.

Turning to cancer here again the evidence indicdiasthe
bulk of the disease is environmentally determidstern man
is exposed to an ever increasing number of canoelyging
chemicals or carcinogens. This is best exemplifigdhe major
cancer in males, lung cancer, most of which is rdwult of
cigarette smoking. This vile habit, it cannot be tdten stressed,
is also responsible for, or associated with, mublerosuffering,
including chronic bronchitis, arterial disease, acaas of the
mouth, throat, larynx, gullet and bladder, delayeling of
peptic ulcers, an increased rate of breakdown o ltuber-
culosis, and in pregnancy the birth of stunted omature
babies.

Another common cancer in Whites is that involvihg tolon
or large bowel. Burkitt has stated that there isotieer cancer
whose incidence is so closely correlated with ecdoaevelop-
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ment. The most likely explanation again incrimirsateur
Western diet and this is worth examining a littlettier. This
diet is not only extravagant, it can also be désctias a nutri-
tional mutilation. A great deal of the food we isatighly refined
and processed, and thereby polluted with a vanéthemicals
some of which may well be carcinogens. In additeuth a diet
may actually generate carcinogens by altering thieire and
activity of the bacteria normally present withinetltolon.
Finally, refinement of the diet involves strippiinigf its natural
fibre or bulk. We don't eat bread but somethindedalvhite
bread; we don't eat the whole apple but a manufadtu
monstrosity called apple juice. The result is tt@tstipation is
pandemic in modern man. By contrast with the latgggutiful
stools expelled with such power and facility by ncamsuming
a natural diet, Western man is capable only of szing out
with great difficulty and effort a hard, diminutiywoduct which
can best be described as a faecal abortion. Trstipated state
would then serve to concentrate the carcinogensnih,prolong
their contact with, the colon. Some believe that fioreless,
polluted diet may also be responsible for a nunddeother
common afflictions of Western man, including pilesricose
veins, appendicitis, hiatus hernia, diverticulosl ulcerative
colitis. Certainly a diet polluted with sucrose sugar, both
brown and white incidentally, is to a very largeesk responsible
for the rotten teeth of modern man. The sugar spyaclaim
that "sugar makes you go" - this is certainly tofigour teeth!
Finally, if you haven't died from arterial disease cancer
you may do so from an old-fashioned disorder sscimf@ction,
but you also have an excellent chance of deathdignce. Here
we must add to the bullet, the knife and the matora form
of assault which has recently become very commadnestern
communities and which may be termed pharmacologssault.
| refer here not only to the illicit peddling of gendence-pro-
ducing drugs but also to the legal prescriptionshef medical
profession. It is a sad truth that the ingenuityh&f pharmaceu-
tical industry in inventing ever larger numberspofverful and
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sophisticated medicaments, has not been matcheddoyres-
ponding degree of understanding or discriminatioprescribing
them on the part of the profession. Vast quantibiedrugs are
pumped into patients unnecessarily with little orawareness
of their potential dangers. Only too often hasltastily scribbled
prescription become a substitute for the propem@ation and
assessment of the patient. The results are frelgueisastrous
and it has been estimated that about 10 per cempiaténts
suffer from the ministrations of medical citizenfor example,
if you do die of pestilence nowadays it is only taften caused
by a bacterial monster generated by the indiscateiruse of
antibiotics.

These then are the modern epidemic diseases wtadlteai-
mating Western man. They help to explain some esterg and
at the same time disturbing characteristics of Afaspopula-
tions. Thus the life expectancy at birth of somehafse, such
as the inhabitants of the United States of Ameigap longer
increasing and appears to have come to a haltcatt &score
years and 10. In fact, at middle age life expectaioclay is
hardly better than it was a century ago. It is wettognized
that modern man's longevity has been largely aekliely
reducing deaths in infancy. However, the offsprihgs saved
are then cuddled and cossetted to produce thosegroven
specimens of whom Western parents are so proudeTike
increasing evidence, already partly alluded tot thaur over-
fed youth the foundations for premature destruchgrdegene-
rative disease may have been well and truly laftenTagain
some of the principal disorders such as heartlattagh blood
pressure, lung cancer and violence are commoneag s&vere
or occur earlier in males than in females. Westeomen thus
outlive their spouses, the average life expectanaieSouth
African Whites, for example, being 72 and 65 yegaspectively.
Taken in conjunction with falling birth rates wencaee why
Western populations have not only aged but haveecton
consist increasingly of old women. Some ladies mhgourse
welcome the opportunity of having a ball on theceeds of their
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husbands' insurance policies. However, burying &ngdb is one
thing. What is totally tragic is the fact that \ast women,
especially in South Africa, are not infrequentlyryang their
sons. As is well known the leisured young princksw White
aristocracy have the highest incidence of headchttin the
world, and with their ever faster and fancier autbites they
are the principal victims of the slaughter on thads.

THE DISEASE PATTERN IN AFRICANS

Turning to the Black or African population the sition is very
different. In many ways it is more interesting.idtalso more
complex and it is certainly far more tragic. If ybave tears
prepare to shed them now. | want first to looklret problem
generally and then to focus attention on the mpezific issue
of urban-rural disease patterns.

The major over-all killers are even fewer than iri&s,
namely malnutrition and infection. They affect Afins of all
ages but their major impact is in infancy and dimldd. They
take a number of forms but the principal disord®es protein-
energy malnutrition, infections of the alimentargdt and in-
fections of the respiratory system, especially tablesis.

These diseases account for the much higher detdh ina
Africans than in Whites. There are no accurate régufor
Africans hut some of the estimates are horrifyidja sympo-
sium in 1971 Professor Sadie estimated the mortedite in
infants in the first year of life to be 140 per @00live births.
The figure for Whites was 22 per 1 000. Even is thetropolis
of gold, liberal ladies and gentlemen and noble wisg muni-
cipal officials, the disparity in rates is very suderable: in 1970
the respective figures for Africans and Whites w@beand 20
per 1 000. Mortality rates for Africans in the fi& years of life
vary from 12 per cent in city dwellers to estimassshigh as
50 per cent in rural inhabitants. The figure fohaenesburg
Whites is 3 per cent.
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THE CAUSES OFDISEASE INAFRICANS

There may be apologists for this situation who paint out that
the figures for other developing populations aréas or worse,
or that there was a time when Whites suffered ayil This is
no defence whatsoever. In the Republic of SoutlicAfin 1973
and for many years before we have had the measabstan-
tially remedying this deplorable state of affaiffie causes are
well known and reside largely in the social, ecomoand poli-
tical structure of the country. They can all be swed up in the
single word, maldistribution. The facts are famileaut they can-
not too often be restated.

Africans who make up 70 per cent of the populatawa
restricted to 13 per cent of the land. This mostegeus alloca-
tion in the Bantu Trust and Land Act was made by loene-
volent White rulers as; far back as 1936 when tfeah popula-
tion was 6% million. It is now some 15 or 16 mitioSmall
wonder that overcrowding in the homelands is s@mgsr For
example the average density of tie factopopulation in the
homelands in 1970 was about 120 per square milkbginest of
the Republic the average density of Whites, Coldsiréndians
and Africans together was 35 per square mile. Ii21Para-
mount Chief Matanzima stated that half the Tranpkgiulation
was landless and that the other half had smalspetraging
2%, morgen each. Yet in neighbouring East GriquaMfidte
fanners found it difficult to subsist on 1 000 meng Other
homeland leaders have been equally, if not moreifar@us on
this issue.

Because of the combination of overcrowding, poveggo-
rance and the primitive subsistence type of aguce] soil
erosion is rife and productivity is low. In differehomelands
maize yields per hectare vary between 100 and 400Tke
average yield of White farmers in the Transvaah@e than
2 000 kg. It has been calculated that the resems32 per
cent of the population contribute only 1,9 per cehthe pro-
duction of the Republic.
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In the White cities and towns there are some Sanilffrican
tenants squashed into squalid match-box type dwgslliindeed
the density of living generally is extreme for themn-citizens.
At a recent Council meeting of the South Africastitute for
Race Relations on housing Professor Hansi Pollakrsd up:
“Speakers pointed out what it meant to live onare life in
overcrowded conditions — overcrowded houses, ovemed
pavements, overcrowded streets, overcrowded stalatforms,
overcrowded trains, unending bus queues, overcrovodses.
Day after day, night after night, that elbowing f@om, the
impossibility of any respite from pressure.”

In regard to education the situation is equallynséfal. In
March Mr Lulofs, President of the Durban ChamberCafim-
merce — you will note how careful | am to quote esohnd
conservative sources — stated that in 1973 the iGment would
be spending R900 million on White education andy d®109
million on African; this gives an annual per capiigure of
R280 for White and R25 for Africans. The reportlud Depart-
ment of Bantu Education for 1971 revealed that 87 gent of
African teachers do not have a matriculation cegie, and
that only 1 per cent of African children who stdrtgechool in
1958 reached matriculation. The position is paldidy bad in
the rural areas. In a survey conducted in 1968-1870ng
female patients admitted to the Jane Furse Misdiospital in
Sekhukhuneland we found that 65 per cent wererglie, having
never been to school at all.

As far as the rewards of labour are concerned, 1@&30f
course been characterized by a plethora of rewvektihich
have put the entire White oligarchy in the doclgures released
by the Department of Statistics indicated that %7 over 70
per cent of the work force in the Republic was mageof
Africans. In 1971 their average monthly wage wa® Bdonly
one seventh of that received by Whites. Yet in 18i&Johan-
nesburg Chamber of Commerce Non-European Affairm-Co
mittee estimated the minimum budget for an Afriéamily of
5 in Soweto to be R82 per month or double the ayer@age
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just cited. In the rural areas the situation isner®@re serious.
Unemployment or underemployment is rife and casionme

is particularly low. For example, a survey conddctey the
Charles Johnson Memorial Mission Hospital at Ngatdatal
revealed that the average monthly cash income oicaf
families was R11,44. Bearing in mind that each farhias
7,26 members, this yields the princely income perspn
per week of 39% cents. In our Jane Furse Missiosplial
survey the monthly cash income of 70 per cent®fthuseholds
was less than RIO, the mean number of dwellerspesehold
being 6. | cannot resist quoting here from a lettgtten to the
LondonSunday TimesThe writer, investigating the wages paid
to Africans by a British subsidiary, discovereddthhe payroll
did not include any obvious Bantu names.” When dste
explain this omission they replied that Bantu engpés did not
come under the heading of “manpower.” They cameeund
“fixtures and fittings.”

This then is the social, economic and politicaliteavhich is
responsible for the vast contrast in disease pattied incidence
between Blacks and Whites, why Africans perishdpihe and
pestilence while Whiles are overwhelmed by exceslsextrava-
gance.

DISEASES INURBAN AND RURAL AFRICANS

This picture, however, is incomplete as far as Alfiecan is
concerned. As we know the African population carbbmadly
divided into those who live under tribal or seniip&t conditions
in the rural areas and those who have come toalnework in
our cities and towns. There are both similaritied differences
in the diseases experienced by these two groupshaidstudy
is a matter of the greatest importance. Not onlyabse this has
far-reaching implications for public health prograss, but also
because of the light such studies may shed ondhees and
mechanisms of the major medical problems of thesamingly
urbanized and industrialized populations of thianet. The
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modern plagues of Western man are seen at thestwothe
metropolises, and, as is well known, one of the tnstriking
phenomena of our time is the massive shift of pedpdm
country to town. This is a feature of both the deped and
developing world. For example, in the U.S.A. 60 pent of
the population has packed itself into 1 per centhef land
surface area, while in some developing countrigsred or more
of the total population may be found in a singtg.ci

How then does the disease pattern of Africans aityasuch
as Johannesburg compare with that in their ruegthiben?

Urban-rural similarities

These pertain largely to infection and malnutritidinis true

that the higher living standards and the bettedipudnd per-
sonal health services of the city have resulted falling inci-

dence of some of these disorders, especially arAmgans who

live in family units in Soweto or the suburbs ohdanesburg,
but there is certainly no room for complacencyislalso true
that there are differences in the patterns of tidacand mal-
nutrition between town and country but we need dwell on

these here. Another condition which is common ithbarban
and rural Africans is a form of heart failure dwedisease of
the heart muscle for which no cause is apparens disorder
is rare in White populations and my own beliefhattit results
from chronic malnutrition and/or the excessive sigen of

alcohol. The major cancer in African women, thatining the

mouth of the womb, also appears to be equally peavan city

and country.

Urban-rural differences

These can be discussed under two headings. Fitstlye arelis-

orders which are more common in country than ig divellers

These usually reflect exposure to circumstancéspards which
are largely peculiar to rural areas. Examples thelgoitre in
hilly or mountainous regions, the interesting blagddisorder
known as onyalai, and Transkei silicosis whichcffehe women
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of this area who grind their cereal on stones imsland con-
sequently inhale air containing high concentratiofsilica dust.
Most important, perhaps, are two rapidly fatal @san respect
of which rural inhabitants in southern Africa appaahave the
highest incidence in the world. These are cancahefgullet,
again in the Transkei, and liver cancer in Mocarabi@and, to
a lesser extent, in the north-eastern Transvaashdtuld be
stressed, however, that these malignancies, althéegs pre-
valent in Johannesburg Africans, are far from ramd in fact
are the commonest cancers encountered among teegdep
The causes have not been defined but the avai@ahtkence
incriminates dietary carcinogens.

The second group of differences concernddlge number of
diseases which are commoner in city than rural ¢siinis and
which in some way appear to be the result of udzion and
Westernization. | wish to review some of these iecs to
illustrate different types of urban pathology, andbegin with
| want to look at alcoholism. This is a very sedaquoblem in
city Africans of all socio-economic strata but ées at its worst
among the male migrant labourers. They are a daggople
created by our politicians and an examination efggloblem of
alcoholism among them reveals graphically how & saciety
brings forth sick individuals. The migrants who deggely
illiterate or semi-literate, do hard manual workyre little and
lead a wifeless existence in squalid, overcrowdesdeils or com-
pounds. Cultural and other amenities are largely-existent
and at the end of a hard day the men have basivadlydiver-
sions — neither particularly elevated or elevatiiipe first is
sinful sex which generates epidemics of veneresg¢atie and
myriads of illegitimate children — this | suggesigidentally, is
a potent and perhaps commonly overlooked caudaeohftrican
population explosion — and secondly, they drinkd Amey com-
monly drink heavily to merriment or intoxication daise to-
morrow will also be a hard day. And our city fathen their
wisdom have done everything to facilitate the inmob by
placing beer halls right next to the hostels.
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Furthermore, because of their wifeless living anstances
they do not eat or cat very inadequately, theit desisting of
nutritional abominations such as buns, lemonadetewdugar,
white bread and white maize, that is, the junk coted by the
technological geniuses of our food industry anchtimveigled
down their innocent throats by a continuous barrafyenis-
leading propaganda from our equally ingenious datbieg
moguls. | also want to stress that, contrary toubeal belief,
the Bantu beer dispensed in recent years by mahiaipthori-
ties is not a very nutritious drink. It is madegaly from maize
grits and its vitamin content is very low. In adulit, since 1964
Africans have been permitted to drink European wiaad
spirits and these are virtually devoid of nutrients

The consequences of all this are serious and wiegspNutri-
tional disorders such as pellagra are common Videitderi heart
disease, a condition which is decreasing in frequem which
is rare in many other developing populations, imdespawned
forth anew in the hostel environment. Another tigtimal syn-
drome is related to the high iron content of therb@nsumed.
Until relatively recently a major proportion of theer ingested
by urban Africans was prepared, stored or transgart crude
iron vessels. Because the beer is acid it readiisodes the walls
of the containers and thus attains high concentratof iron.
As a result of drinking such beer many Africansfesefd and
still do suffer from what may be called chronicrirpoisoning,
characterized among other things by cirrhosis eflitker, damage
to the pancreas with diabetes, scurvy, and thinaifrttpe spinal
bones with spontaneous fractures. As | tell my estitsl Johan-
nesburg is a city of gold in which dwell men ofnydout the
men of iron are as fragile as clay.

Alcoholism is also associated with a variety ofestmedical
disorders including porphyria cutanea tarda, hyyzagmia,
hypothermia, lung abscess and all manner of dissrdéthe
brain, spinal cord and nerves. In respect of theléence of some
of these afflictions Africans have the unenvialdeard of being
world leaders. Finally, we must not forget the emde generated
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by drinking sprees — the blood and booze syndroimetwis so
familiar to our surgical colleagucs, especially roweekends. And
violence in different forms is, we know, the comrashcause
of death in adult Johannesburg Africans.

No less serious are the social and economic corsegs.
Remembering that the migrant labourers earn litti®llows
that they must be spending a substantial propondibheir
incomes on alcohol. Add to this what they spendlat vile
and poisonous weed, tobacco, and on rubbish subbresand
lemonade, and it becomes clear that their meag@mas are
swallowed up by agents of self-destruction. Thus thajor
objective of the migrant labour system, namely s@ggonomic
uplift of the migrants and their families in theorhelands, is
largely nullified.

Now let us look at the emergence among city Afrecar
some of the White man's diseases which we disclessdidr. It
is probably true to say that most, if not all, bé tdiseases of
Western man, both lethal and non-lethal, have nopeared in
urban Africans. As expected they have tended targemore
commonly among the more prosperous and sophidlisatetions
of the population but there are important excetiohlso of
interest and not always easy to explain have beeriffering
birth rates of these diseases and their differiegop of gesta-
tion or incubation.

Among the commonest and earliest to appear is tyhghkich
is particularly prevalent and severe among the wonihe
fattest women in the world are to be found nothie tieshpots
of Manhattan or the suburbia of Boston or everthe. elegant
parlours of Sandton, but in the townships of Sowatd the
backyards of Houghton. Their obesity is partly tedato de-
creased physical activity by comparison with thenal sisters,
but much more to the fact that the food supplyha tity is
perennial, and that for economic, traditional atideo reasons
the food eaten or the food which they are persudadesht by
their benevolent employers and the mass commuoicatedia,
consists largely of calorie-rich carbohydratesudahg the sac-
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charine travesties of nutrition mentioned earlfstd to this the
facts that life in the city is not one long joy,athfood is a
socially acceptable form of addiction, and thatpadence is an
African status symbol and a cause for pride — amd can
readily understand the obesity explosion.

With obesity established, all the familiar complicas and
associations of this disorder follow. Most notaldediabetes
which emerges with considerable frequency after twahree
decades of corpulence. The precise prevalencekisown but
we have some evidence that the overweight domssticants
of Northern Johannesburg are on a par with theité\thadams
as far as diabetes frequency is concerned. Byasinthe condi-
tion is uncommon among thin or malnourished ruraéiders.
Other concomitants of the obese state seem to emmeaye
slowly and a good example is gall-stones which Iwaokg recently
rolled onto the stage.

Atheroma with heart attack is one of the last Westiseases
to appear in city Africans. There is, however |dittloubt that
the condition has arrived and, although still unomn, that it
is on the increase. The features of the first gerar of African
atheroma sufferers are characteristic and provigdeg support
for the view that the causes reside in our Westaan of life.
Thus by comparison with Africans in general, thégrds with
heart attack are considerably Westernized as itetichy their
diet, occupation, degree of physical activity ahelit high pre-
valence of conditions such as obesity, diabetegh Hilood
pressure and high blood fats. Testifying to the artgince of
the dietary factor is the fact that a high promortiof the
sufferers are cooks working in wealthy White horard eating
the same poison as their masters and mistresses.

Turning to high blood pressure we come to a camalitvhich
is at once extremely common; extremely lethal axideenely
mysterious. After violence it appears to be the tmimportant
cause of death in Johannesburg African adults. Bath and
women of all socio-economic strata are affectedt toey are
often in their thirties or forties when they ardldd by the
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disease. By contrast, the severe forms of hypaderappear to
be distinctly rare in purely rural Africans. Thssin keeping with
extensive evidence that rural or primitive popwlas generally
have lower blood pressures than urban communitieks that
their blood pressures may not even rise with agdatt, the
severity of hypertension in our city Africans apret be fully
comparable with that in the American Negro in whaine

disease has long been known to be a major puldithheroblem
and to be significantly more common and more seriban in
White Americans. Although no formal comparisons éndéeen
made, it is probable that a similar Black-Whitefehéntial ob-
tains in Johannesburg.

What is the reason for this extraordinary and ndasigerous
urban phenomenon? Astonishingly, we must confessmost
total ignorance. My own feeling, and. here | crgear indul-
gence while | speculate, is that hypertension jEsychosocial
or neurogenic disease, that is, it is a disordepsychological
stress. This view is of course not new but nowlertde world
does the evidence seem so suggestive and, in nvy sieamen-
able to study, as in this city of Johannesburg wlibe disease
erupts so explosively. Consider that our urbancains are a
people in transition, a people who are having t&emaumerous
and difficult adjustments from the ancient sociall acultural
patterns of the tribe to those of our vastly mooenglex and
impersonal technological society. This is arduousugh but in
addition the whole process of transition and adaptas per-
force effected within the context of a social, emmic and
political system which is virtually unique in oume and which
is not exactly characterized by a surfeit of magméw or racial
wisdom. This immensely compounds the difficulti¢adaptation
and in my view generates unique patterns of stvefs qualita-
tively and quantitatively. The nightmares of urlzamg African
man are populated by unique combinationto&bloshesangry
ancestral spirits, the spectres of poverty andilpase, harsh
employers, influx-control officials and a variety ather stern
custodians of the existing order. Consciously dicensciously
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these stresses breed tensions which again, beoéuke very

nature of the society, are not or cannot be exlieath Instead
they are suppressed or inhibited, internalizedt agere along
the well-known pathways from the brain to the aatesystem
which responds in the only way it can, by a riselaod pressure.
When stress is a way of life it is not difficult tmderstand how
hypertension may become established as a severgeamdnent
phenomenon. Similar hypotheses have been advaoaeglain

the development of hypertension in the American ridegut

relatively little has been done to explore them.

Finally, in respect of cancer in city Africans tbdnave also
been changes. To gullet and liver cancer have [zeEied
Western-type malignancies. Most noteworthy has bieeemer-
gence of lung cancer, particularly in Durban, bilitecs such as
colon cancer are also beginning to appear.

In summary, our urban Africans, who are a popufatio
transition with all gradations of development frgmmitive to
sophisticated, exhibit a correspondingly wide aadied spec-
trum of disease embracing both the ancient afflicti of the
tribe and the new diseases of the city.

THE DISEASE PATTERN IN SOUTH AFRICAN INDIANS

We cannot leave this discussion on the effects e$téfnization
and urbanization on disease pattern without sorfezenace to
our local Indian population. In rural India as iaral Africa
the major causes of death are infection and matlioutr By
contrast, the Indians who have come to affluencthentowns
and cities of the Transvaal have within a couplgererations
acquired a completely Western disease patternethaterespect
of arterial disease it is possible that their mdgytaate has out-
stripped that of Whites. How serious the situati@s become
was indicated in a study by Dr Walker which showeat at
middle age the life expectancy of local Indiangess than that
of their destitute fellows in India.

The reasons for this are not quite clear but iranmgo several
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atheroma risk factors such as dietary extravagaphgsical
inactivity and diabetes our Indians appear to haxeeeded
Whites. In fact, the prevalence of diabetes in $vaal Indians
is among the highest in the world: in one surveynafdle-aged
subjects more than one third were found to be tiab&hen
again it is probable that they are a more stregsguilation.
To the usual urban stresses must be added theakpettical
ones of a ghetto existence.

SOME SUGGESTED REMEDIES

Clearly the problems we have outlined are formidatid we
shall not solve them tonight. However, | would litce make a
few suggestions.

Different approaches are required for the Black $vidite
situations but one thing which they both need i®duncational
programme aimed at applying the knowledge we ajrbade in
respect of health promotion and disease prevenitikmow that
there are many who despair of changing the habiseceties
given to gluttony and indolence and the pleasufdbesenses
and viscera generally. My answer is that there ahllays be a
responsive moiety and that even if this represamiisa minority
of the population the effort is worth it. More impant | don't
think we have really tried. Clearly what is needed programme
of instruction in the principles of personal anciab hygiene
which is directed at, and appropriate for, all mest of the
population, which starts in childhood and whichiotigh the
various communication media, is continued throughiber At
schools it should be a compulsory and properly miegal sub-
ject, and perhaps given the prestigious title o€iéBce of
Living". The present school courses, from what\vehaeen, are
a joke and heavily influenced by the vested interedg the
consumer industry. This brings me to the next pdoirely we
can no longer tolerate the pernicious, evil andleaing pro-
paganda disseminated by the advertising media wimakes
nonsense of our efforts to promote health. It tenyt prepos-
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terous that our State radio should allow the tobaodustry,
day in and day out, a hundred times a day, to éxasrto
destroy ourselves.

Next we need to do much more in the way of diseiztec-
tion in the population at large. A number of magiiseases and
risk factors are today detectable by mass scredasimiques at
an early stage when treatment is likely to be rafiettive. Such
campaigns are also of the greatest value in defithe magni-
tude of these diseases and monitoring changegimnpifevalence
with time. The findings, especially in regard tsehses such as
lung tuberculosis in Africans, should be given lagand wide
publicity, with the additional objective of pending and stirring
even the most elephantine conscience. It is toopedh that the
recent aberration of our Medical Association inpexs of early
detection of cancer of the mouth of the womb ismporary
phenomenon. | wish to endorse most strongly thgnarame
recommended by the National Cancer Associationtargbpeal
in particular for its widespread application to is&n women
in whom this type of cancer is so common and adsotor
about one half of their total cancer incidence.

For the rest | wish to deal more specifically wikie African
situation where the need for remedial action is tmogent.
What is obviously required is the correction of slogio-economic
factors which are at the root of their sufferingjhis calls for
a series of wide-ranging measures including more, lbetter use
of existing land, higher salaries, the creatiomaire opportuni-
ties for employment, more and better housing atede@ ameni-
ties, and better education. We must emphasize riheigle of
the comprehensive and integrated approach. Dispegnsilk
powder should be regarded as a short-term, tempareasure,
not as a solution to the problem of malnutritiorutfition pro-
grammes must be completely integrated with all etspef health
and social development. Birth control programmesstioe
linked to socio-economic uplift. You can't expecfridéans to
practise contraception when as many as half theidren will
be corpses by the age of 5. Also you cannot engeuv&s van
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der Merwe of Bloemfontein to make babies in pradasand
tell Mrs Tshabalala of Soweto to call a halt. Infasaved by
immunization from one plague should not die fromheot
pestilences or famine.

All this sounds like pie in the sky but we can andst do
more than we are doing. To the question “Can werafit?,”
we must answer “Can we afford not to?,” medicaihgrally
and politically. We continually claim to be the pobbearers
of civilization in a dark continent, and we are aj® boasting
about our economic strength — indeed we are sajrdduce
more than one quarter of the total output of thetioent. How
do we square all this with the existence of so mikestitution
and misery among our Black brethren? On July Shaf year
| read inThe Starthat the China of Mao Tse Tung — one of
Richard Nixon's last friends — has developed a fagstem
capable of adequately feeding a population of 78bom this
after a series of destructive wars occupying méshe present
century and despite a continuing drain of resournots earth
satellites, hydrogen bombs and defence generalig. African
population of our rich and large land is 15-16 mill The
moral does not have to be spelt out further.

As part of any social programme urgent attentiooukh be
given to ways in which our migrant labour systernowdtl be
modified or preferably abolished. Certainly it shkibunot be
allowed to grow. It is already massive enough ané&is Wilson
indicated in his recent report to the South Africdouncil of
Churches. Of two and a half million Africans worgitegally
in White areas no less than every second persammgrant or
oscillating labourer. The Cape Synod of the DutafoRmed
Church stated the following in regard to the migréabour
system: “A cancer which rages thus in the life lof tAfrican
population must necessarily affect the whole scaal religious
life of all the races in our fatherland. By virtoé God's laws
the Whites will not remain untouched by the siclenesich is
ravaging the moral life of the African.”

To turn now to the more specific question of meldseavices
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for the African population. The present situatisndeplorable
and shameful. The man from Mars who is due heretlgho
would find it quite incomprehensible. In particulae would
find our system of priorities wholly illogical andhmoral. He
would discover that the bulk of sickness and suftgrs in the
African majority, yet the major part of the medigabfession
concentrates its attention on the White minorihattsuffering
is particularly intense in the rural areas yet nafsthe doctors
are practising in the towns, and that what liteéef is given
to the rural sick is largely provided by missiorctio's who are
citizens of other countries, while doctors traimedhe Republic
migrate in large numbers to these selfsame oveteded other
lands. Indeed, our medical graduates are not eblged to do
their intern service in the land which has noumslaad nur-
tured them at great cost and which cries out ferrthelp. He
will learn that the major part of medical budgetsspent on
expensive curative services directed at the ergkstaf disease
and that the curative doctors are also accordedgtbatest
prestige and status; by contrast, the practitionérsocial and
preventive medicine are small in number, strugglwith in-
adequate resources, frustrated and dispirited; &fleirts barely
recognized and their protestations commonly ignored

Finally, he will hear of a policy called separatet lequal
development and will surely be overwhelmed at discmg the
results of this policy as far as the number of drstin the
different ethnic groups is concerned. While theseliWhite
doctor for every 400 Whites, there is 1 African @odor every
44 400 Africans. In 1969 the Republic produced 86tadrs per
million Whites in the population compared with @é&r million
Africans. Last year 440 Whites gained medical degre
compared with 24 Africans. There must be very févany
African specialists practising in the Republic. Tiesv that |
have known have left the country because of disnation in
salaries and in conditions of service in our proiahor State
hospitals. On the dental side the picture is evensg; there
being not a single African dentist in the Republic.
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What do we do about this sorry situation? Evehetré. were
radical socio-economic changes today the provisfaatisfactory
medical services for Africans would be a very ldegn affair,
especially in regard to the training of adequatenioers of
doctors. And we have to act now. The suggestioisth o make
is nothing new and has in fact been implementedessiully
in developing countries throughout the world. Tiniolves the
creation of a comprehensive system of health cemtreslinics
reaching to all sections of the urban and ruralutetpns, and
in which curative and preventive services are irdegl. The
centres operate under medical supervision in geldb regional
hospitals, but the bulk of the work is done by teamh para-
medical personnel including medical assistants wxiliaries,
nurses, midwives, health educators and technic&uh schemes
are entirely practicable because the personnelbeanapidly
trained in large numbers and because a small nuaiflthseases
is responsible for most of the morbidity and matyain the
population.

A key person in the scheme is the medical or dinssistant
who does a great deal of the work normally undemaky
doctors. While the value of these assistants has l@mply
demonstrated all over the world, in South Africgecbions have
been raised to the training of this category of weddvorker.
Calling them second-class doctors the medical psida has
protested that their creation would lower standaft® nursing
profession has reacted even more violently. In, fs@mine nurses
have become quite hysterical, largely it seemshatthought
that they might have to take orders from these rsbotass
medical citizens. Without going into details | lesie that the
case for training clinical assistants is unanswleraba situation
where so many are dying or ailing for want of evha bare
elements of health care.

The health centre system still of course requiogsesdoctors
and | want to suggest two ways in which they miggnbbtained.
Neither is original and both are controversial. Ting involves
bonding our medical graduates to a rural hospitahealth
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centre for a defined period after qualifying, forample, for a
period equal to half the length of their trainifithis of course
immediately raises the objection of infringementiradividual
liberty, but consider the circumstances. The irdiiell accepted
for the study of medicine is very highly privilegestlected as
he is out of a very large number of applicantsaftnaining which
is long and expensive and to which he contributdg a frac-
tion of the cost. More important he is enteringeayvspecial
kind of profession, a profession, which like theu@in, has as
its principal objective the prevention and reliéhoman suffer-
ing, and it is only right that aspirants to sucbaaeer should
be obliged to provide their services, at leastafqreriod, where
they are most needed. Then again we live in anwdrare
awareness of social responsibility has becomeat gadying cry,
not least among students. In particular the stwdenyt out for
relevance, that the goals of our universities beveat to the
needs of society. What is more relevant than tbatgoaduates
should be prepared to meet the urgent medical neédke
destitute and underprivileged?

| therefore make no apologies for calling for ategs of tem-
porary bonding. Of course, the fact that one hamase this
kind of call at all, is an indictment of our entingedical estab-
lishment and this must include those who are resptanfor our
present system of medical education. This we krnewlmost
wholly orientated towards curative, urban, Westype medi-
cine. The medical heroes to whom our students»qesed and
on whom they inevitably model themselves are tlaelcdiag-
nosticians and therapists operating in a highlyhstgated,
technologically advanced environment utterly renfoten, and
largely irrelevant to, the problems of diseaseunrarral, indigent
communities. Of the practice and philosophy of goand pre-
ventive medicine among such peoples they catchtbelyiniest
glimpse.

Surely a medical school in South Africa should meirg, at
least in part, at producing a new kind of doctoone who is
community- and prevention-minded, an organizered#ith pro-
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grammes, a supervisor of health teams, someonéhamvwthe

gualities of flexibility, adaptability and resoufafness are just
as important as the amassing of facts. We needvasoale of
values in which the rural hospital or health cemiceupies the
summit of the professional tree. The best gradusiesild be
assigned to the most remote and difficult areasrevitbe

challenges are greatest, and the status and rewhoddd be
commensurate. | know that Departments of Family &odn-

munity Medicine are to be established at our Mddgzhool.

They have been long in coming. We earnestly hopg will be

equal to the tasks awaiting them.

The second suggestion for providing our rural areds
doctors is alternative or complementary to thet.fitsalso in-
volves the principle of what may be called honoleassign-
ment. | refer to doctors called up for army serviégée could
insist that all future doctors do their army tramiafter com-
pleting their internships, and that their medicaties include
a period of service in the rural areas in additmror preferably
instead of, treating the ingrown toe-nails of tihgddier or the
dandruff of his wife. Our top military brass havepeatedly
stressed how important to the security of the Rbepub the
winning of the minds and hearts of its Black pespWhat better
way and what better exercise in race relations tiaperation
Health Care” undertaken by doctors in uniform?

MEDICAL RESEARCH IN THE REPUBLIC

Lastly a few thoughts on medical research in theuRéc. |
believe that we should be doing two kinds of reslearhe first
kind must be directed towards determining the besys of
applying existing knowledge and implementing hegltto-
grammes in African communities, especially thosadj under
tribal or semi-tribal conditions. It will not be eagh to create
health centres or clinics armed with people, faediand science.
If these are to be acceptable and to obtain theedkesesults
we need to learn a great deal more about the pBgho
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sociology, culture and environment generally of plogulation
we are trying to help. For example, the tribal dielis that
infantile malnutrition is caused by the displeasof¢éhe ances-
tors who have burned the child, or by the pareatany had
sexual intercourse during lactation resulting imspoing of the
mother's milk by the sperm. Clearly, as Eric Gadls repeatedly
stressed, no nutrition education programme canegacuanless it
is fully informed about factors such as these aasd tievised
ways of dealing with them. Equally clearly this hbe a multi-
disciplinary effort. In the city we have similargirlems, for
example, how to stop African women from imitatinghke
ladies who have abandoned the breast as an orgaumtritfon
and made it an organ of titillation.

The second type of research aims at increasingunder-
standing of the causes and mechanisms of diseaseefave
seen, the field for this kind of work in the Repabis rich
indeed. The country is in fact one huge naturabdatory, and
it iS no exaggeration to say that in many ways e ia a
unique position to contribute substantially to smdution of the
majority of the medical problems of both the depélg and
developed populations of this planet. If we looktls record
of achievement of our research workers we find mdisy
tinguished contributions but, and this is the pbwish to make,
the major prizes have eluded us. For example, itapbdis-
orders in Africans such as liver and gullet canaed heart
muscle disease which puzzled us 10-20 or more yagosstill
do so today. Similarly regarding the new diseasbghvare
being born in our midst our efforts have been Igrgenfir-
matory rather than newly revealing.

Among the reasons for our failure | wish to mentiovo.
Firstly, there is a severe shortage of scientifampower. Again
for social, economic or political reasons only acfion of our
potential is being realized, and a good chunk at tis lost
to other countries. Money for facilities is alsot r@entiful.
Secondly, and more important, our scientific pties, like our
medical service priorities, require revision. Quateply we are
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not taking sufficient advantage of our unique irdeial and
intraracial disease situation. In particular, we aot properly
exploiting what in my view is potentially the maswarding
field of endeavour and that is the urban-ruralaitn. The
answers to hypertension, heart muscle diseasenmecare, |
believe, much more likely to come from an integdatenulti-
disciplinary approach involving sociologic, psyatgit, physio-
logic and biochemical comparisons of urban andl| rweellers
than the conventional more limited approach whicmsists
largely of clinical observations on patients in itsl and which
places such a heavy emphasis on animal experimé&ités.all,
armies of conventional researchers in many diffeleamds have
been studying these diseases for decades; mithbrats, mice,
cats and dogs have been sacrificed and thousansisesitific
papers and doctoral dissertations adorn our liésabut the net
result has been little light and much heat.

| am of course not alone in calling for the emphasimedical
research to be placed on what may be describdieasompre-
hensive ecological or environmental approach. bent years
it has been universally stressed that it is passti® attempt to
study the biology of man without taking into accbtime many
social, cultural and physical variables in the emvinent which
in one way or another determine or condition hipoases. In
our own country we have seen important initiativesthis
direction in the last few years. Among these haaenlthe multi-
disciplinary project undertaken as South Africastcibution to
the International Biological Programme, the creatof the
Transkei and Ciskei Research Society, a most praithy
venture of the mission doctors in this area, arel rdcently
established Hans Snyckers Institute at the UniyedsiPretoria.
At the individual level there have been very cralié efforts
in the field by many members of this University ahd South
African Institute for Medical Research. And of cserthe total
ecological approach is fully in keeping with therg@nd philo-
sophy which inspires the work of the Institute the Study of
Man in Africa.
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Obviously we should not underestimate the dimerssadrithe
tasks involved and the organization required fa Kind of
urban-rural studies we are proposing. In fact, lielbe that in
this country we should unify our efforts and aintls creation
of a single institution of ecological medicine, ismight be
called, in which our resources could be concentrated co-
ordinated. It would be my hope that this Universitigich saw
fit to create a Professor of African Diseases woule its blessing
to such a venture.

Ladies and gentlemen, we have spoken of many thimgs
night — age and youth, life and death, wealth amekepy, city
and country, lemonade and beer. But this of coigrseedicine,
inextricably linked with every facet of human egiste. | have
also indulged in much speculation, | have taken yramipes
around the field and made a number of suggestidnshawill
be regarded by many as outrageous. But when aliuke has
settled the lessons are clear. Human sufferinges $0 be less
and less an act of God and more and more the actem, in
particular the acts of some men against other Bah.in this
there is hope because the evil done by men camdene, and
it has been one of my aims tonight to contributeyéwver little,
to the realization of this hope. Let me say oncairagvhat an
immense privilege it has been to deliver this assinender the
joint auspices of the University and the Institéde the Study
of Man in Africa. Both institutions have been iretlilanguard
of the campaign against that most serious of dlifzmts in this
land — the mental smog which obscures and distantssocial
priorities.



