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We welcome contributions from our readers on articles

in PL Magazine and related topics. Both letters, which
appear under notes, and longer contributions, which
are printed as comment, should be addressed to:

PL MAGAZINE
GPO Box 808

Brooklyn, New York, 11202

Scientific Racism

To the Editors:

Neither Kamin nor most other
writers on the Burt/Jensen issue
appear to recognize the following
two points, which were also miss-
ing from the otherwise excellent
articles on Sociobioclogy in the last
issue of PL. Magazine:

1. Burt’s cheating is really a
secondary issue. Even if some other
researcher were to honestly obtain
through experiment the kind of
correlations Burt faked, it would
not go one iota towards “proving”’
the genetic basis of intelligence.
This is because the 1.Q. tests test

acquired knowledge, not “inherited.

aptitude,” whatever that might be.
Specifically, the 1.Q. test is weight-
ed towards information which stu-
dents of upper-middle and upper-
income families are more likely to
have learned: abstract math, com-
plex vocabulary, elitist cultural
activities. The PLP pamphlet
Racism, Intelligence, and the
Working Class points this out very
clearly.

2. Twin studies cannot be used
to ‘“‘separate out” genetic and in-
herited factors in any kind of test,
despite the fact that the open fas-
cists (Burt, Jensen, et. al.) and
most of the “liberal” social-fascists
(like Jencks) assert that they can
be so used, and have bullied many
honest forces into accepting this
false premise. With regard to
monozygotic twins,

“a good experimenter would see
that identical environments were
actually identical in every sig-
nificant respect, and that differ-
ent environments were actually
different in all significant re-
spects. The amount and kind of
difference in environmental fea-
tures would be regulated in ac-
cordance with the experimen-
ter’s hypotheses. Such consider-
ations are almost impossible to
achieve with human subjects.”

(J. P. Guilford, The Nature of
Human Intelligence, McGraw-
Hill, 1967, p. 353).

' Sincerely, N. J. Reader

Editors’ Note

The editors regret the erroneous
statement that Leon Kamin is “‘in-
tensely anti-communist” in the
article on The Germ of Racism in
the last issue. After PL and the
University Action Group organized
a demonstration against Herrnstein
at Princeton in 1972, Kamin, a
Princeton professor, began the re-
search which showed that Burt had
fabricated his twin studies. For his
research and anti-racism, Kamin
was red-baited by Herrnstein as
well as by Sendra Scarr-Salapatek
in Nature. Their puny anti-commu-
nism in defense of racism was fur-
ther exposed by the discovery that
Burt had made up his two co-
researchers and the general recog-
nition that Burt had forged his
data. These racists only proved that
Marxism, science and anti-racism
are inseparable allies. Professor
Kamin’s research contributed to
the exposure of a bigger scientific
hoax than Piltdown man, one
which has led to racist atrocities
against millions of workers.

QOur disagreements with Profes-
sor Kamin focus on the class basis
of racism (the role of a capitalist
ruling class in fostering the old
and new eugenics movements) and
on whether good research alone
(though it is certainly needed) is
enough to stop the racists. These
ruling class-kept racist intellectuals
like Jensen, Herrnstein and E.O.
Wilson receive constant large-scale
publicity—witness the fanfare for
Jensen’s new book defending 1.Q.
testing in Newsweek, Fortune, and
the like, and the insolent parading
of Wilson’s sociobigotry. A declin-
ing U.S. ruling class, bent on war
and fascism, will continue to dress
Nazi and KKK ideas in the thread-
bare wrappings of pseudoscience,

and ‘“‘overlook” scientific proofs
of their fraudulence and depravity.
Kamin’s original research and the
first blows against these racists
were stimulated by a working class
anti-racist movement. Their revival
proves the inadequacy of reform.
Only socialist revolution can crush
the class that profits from and
continuously engenders racism.

“The Armed People’

To the Editor:

“Brooklyn Comrade” misses the
point, I think, in his letter on “The
Armed People” (PL, Vol. 13, no. 1).
To say that revisionism can be
avoided “if the Party controls the
armed forces” is to offer an idealist
bureaucratic solution to a material
political problem, because it ignores
the crucial role played by the stand-
ing army itself in enabling the Party
to go revisionist in the first place.
“Winning the working class to a high
level of communist consciousness” is
just empty phrse-mongering, unless
it means winning the working class to
a high level of active participation
in every aspect of the exercise of
state power.

As long as the class struggle con-
tinues, there will always be oppor-
tunist elements in the Party who will
be looking for ways to seize power
and establish their own domination.
Abody of armed men (Marx’s words)
that stands apart, physically and
socially, from the rest of the working
class will inevitably be used by these
elements for their own ends, no mat-
ter how dedicated and “trained to
serve the working class” it may have
been to begin with, because its mem-
bers have a different relationship to
the means of production, and thus a
different class interest, from that of
the working class itself. It is “pure
and simple utopianism in an era of in-
tense class struggle both nationally
and internationally” to ignore this
fundamental fact.

Saying that we have to choose be-
tween the standing army and “the

. fastest gun in the West” is like saying
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that we have to choose between the
bourgeoise state and total chaos. As
with all “choices” that are posed to
us by the bourgeoisie, the real solu-
tion lies in an entirely different direc-
tion. Clearly the working class needs
an “army,” just as it needs a “state,”
but it must not be a standing army,
with bases, barracks, tours of duty,
and all the other trappings that we
have been conditioned to associate
with the military, just as it must not
be a bureaucratic state. The
workers’ “army” must consist of
ALL members of the working
class who are willing to bear
arms organized under the lead-
ership of the Party, and we must
struggle constantly to increase their
number, just as we struggle to recruit
to the Party itself. These workers
must continue to live at home and
carry on their every-day lives as
workers, with military participation
fully integrated into their on-going
routine. The same applies to all other
state functions, such as the preven-
tion and punishment of crime, which
must be carried out by Party-led
committees.of armed workers, not by
a separate force of professional
police “trained to serve the working
class.”

" The real significance of the
“armed people” concept is that
only the working class itself can
defend the gains of its own revo-
lution. To the extent that the Party
remains principled, more and more
workers will be willing to fight under
its leadership, as well as to take part
in other state functions. To the ex-
tent that it deviates toward oppor-
tunism, the armed workers them-
selves will be able to straighten it out.
The Party leads the working class,
but is also directly responsible to it.
Without a standing army to enforce
opportunist aspirations, the Party
will continue to lead the working
class only to the extent that it de-
serves to. Given our line on confi-
dence in, and reliance on, the work-
ing class, this is exactly how we
should want it.

Ultimately, the Party, the “state,”
and the “army” will merge to include
the entire working class and, there-
by, the entire population. A standing
army can only inhibit the process
that leads to this result, and so has no
place in a socialist society.

Boston Comrade

From the Editors

SPECIAL SOVIET ISSUE
The special Soviet Union issue—
see Coming Issues—is tentatively
scheduled for this Winter’s issue
(14:1). The drafts from which the
articles will be drawn have been
printed as an Internal Bulletin, and
are now being discussed through-
out the Party.

REVISTA PL
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edition includes Social Fascism
(13:1), Can History Be a Science
(12:4), Students Must Ally With
Workers (12:3), The Profits of
Racism (13:2) and an article on
recent developments in Central
America. To order, use coupon
on last page.

HELP WANTED
Comrades and friends who are in-
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urgently needed. If you are able
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fore publication, or to do paste-up
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Introduction

The Fight Against
Racist Health Care

f capitalism exists solely for the
production of profits, one may ask
if health care is profitable and if
not, why does health care for the
working class exist at all. Histori-
cally, it can be seen that public health care came into being to contain
epidemics such as cholera or typhoid, which began in poor districts
and necessitated quarantining of the victims. Public hospitals also
served to provide training grounds for medical students. Such were
the origins of two of the first city hospitals, Bellevue and Philadelphia
General.

As the industrial revolution progressed in the 1800’s, poor working
conditions and long hours markedly eroded the health of workers,
causing decreases in productivity. Thus the ruling class recognized
that a modicum of health care and improvements in working
conditions were necessary to maintain the working class in working
condition. This was carefully documented by such health economists
as William Farr and C.E.A. Winslow, and is kept up today by the likes
of Rashi Fein of Harvard. Such thinking is the origin of programs like
the Kaiser Health Plan, established by Kaiser Steel, improved
ventilation in the factories in 1908; or the establishment of the
National Safety Council.

All gains above this minimal level of prevention and health care
were won by workers’ struggles. In the late 1800’s the Knights of
Labor fought for factory inspection laws; the ILGWU led the fight for
workmens’ compensation in 1910. Striking teachers in Texas in 1929
demanded health insurance, out of which Blue Cross was born. In the
40s, health benefits became a major demand of the mine, auto, and
steel unions. During the 60s, ghetto rebellions in Watts, Harlem, and
Detroit resulted in some new hospitals and clinics being erected there.




In this series of articles, we try to investigate
how capitalism causes disease and how it’s able to
get away with limiting and cutting back medical
services. Racism is the key. Minorities in the U.S.
suffer more, and more severe forms, of nearly
every disease than do whites. Patient care facil-
ities and jobs are rigorously segregated. These
facts not only combine to cause suffering and loss
of life to minority people, but lower the standards
and expectations of everyone. Moreover, patients
and workers, being divided from one another by
race and class are less able to mount a movement
capable of fighting back. Thus it is essential for
whites and minorities to fight for an integrated
system of health care and training, or we shall not
be able to limit cutbacks or make any gains.

Ultimately, capitalism cannot provide good
health or health care. It would take too big a cut
out of profits. As the economy crumbles, the drive
to cut services will intensify. This is already clearly

Only socialism can
ever provide healthy
living and working
conditions and
medical care for all.

evident in the closings of many city hospitals
across the country, layoffs and shortages at
voluntary hospitals, and the loss of many public
health clinics and programs. Only socialism, under
which social energy is allocated to maximize the
quality of life of workers, can ever provide healthy
living and working conditions and excellent
medical care for all.

The following group of articles, herein modified
by PLP, was originally prepared by doctors,
nurses, and health students in Health Committee
Against Racism (HCAR) and the Progressive
Labor Party (PLP) for sale at the American Public
Health Association (APHA) convention in New
York City, November, 1979. It is not meant to be
the final word in the analysis of health care, butisa
beginning of our effort to develop a body of litera-
ture to explain the past, present, and future of
health care and to aid in our recruitment of healti:
workers and professionals. Already some sections
have been revised and others will be expanded or

changed. We invite you to criticize our work and
contribute to its revision.

WHAT HCAR DOES

HCAR has not limited itself to ideological
analysis. Like the rest of INCAR, HCAR believes
that rank and file militant action is the way to build
amovement. At the very APHA convention where
this pamphlet was introduced, HCAR gained
notoriety by egging racist New York City Mayor
Koch. This bold action was taken because Koch’s
massive cuts in health have led to the death and
suffering of thousands of people, mostly minori-
ties. Nonetheless, he was invited to be the in-
troductory speaker by the leadership of the
APHA, who purport to fight for improved health
services. Our aim was to demonstrate that fascists
like Koch cause death to workers and cannot be
stopped by polite leafletting alone. Although our
attempt to prevent him from speaking failed, our
action made the question of fascism and the need
for violence the prime one at the convention and
over 200 contacts were made.

On March 27, one of the doctors who particip-
ated in the egging was convicted of assault and
faces up to a year in jail, although the prosecution
presented no evidence that Koch was struck or in-
jured (technically necessary to prove assault).
This verdict shows that fascism (open intimida-
tion and the squelching of protest) is growing, and
it also shows our current weakness. Although we
did mount two demonstrations during the trial,
one right in the courtroom, we are not yet in the
leadership of a movement of hundreds or
thousands that will be needed to intimidate the
bosses from instituting full scale fascism.

FUTURE PLANS

HCAR has recently developed a petition which
we are distributing in a mass way and will present
aresolution at the next APHA meeting and other
conventions. Our members have recently at-
tended the American Medical Student Associa-
tion and the Student National Medical Associa-
tion (minority students) conventions, where we
presented resolutions against the participation of
health personnel in racist war or capital punish-
ment. At each meeting we led a demonstration
against racist cuts in the host city and held an
independent forum. Our main task now is to build
active HCAR chapters at as many medical centers
as possible.

In the long run, it is a patient-worker-student-
professional alliance that will win struggles
against racism in health care. HCAR sees its em-
phasis on organizing professionals and students
as a necessary step in building one arm of that
alliance. However, we are also active with the hos-
pital workers in CAR and PLP in joint struggles,

described elsewhere in this issue.

such as assisting in the 1199 campaign E:_k:l 5




By L.S.

Capitalist Medicine
Racism and

Mass Disease

acial oppression has been a con-
stant feature of Western society
since the beginning of capitalism
in Europe in the 16th century.

haWhen we recall the sordid history
of genocide against the American Indians with smallpox-infested
blankets, the extermination of Jews by the German monopoly cap-
italists as part of their “final solution” to depression and ruin, or the
social murder of apartheid in South Africa today, we see that ruling
class inspired racism has etched deep scars on the face of modern
history. Although racism permeates virtually every aspect of social
life, it is nowhere more evident than in the health of oppressed
minorities. In the United States the super-exploitation of the black
and Latin working class carries with it brutal consequences for their
health.

The record of the impact of racial oppression on health has much to
teach us. Unfortunately, previous study of this question has beenvery
limited in terms of political analysis. This article represents at best a
modest beginning. Many thousands of people will have to join in the
anti-racist fighting on both a theoretical and practical level, before
real advances can be made.

To understand the racism in health care, we must do several things.
First, we must have a general measure on the magnitude of the
problem. We must understand how it works—its social and biological
mechanisms. We must place it in the context of society as a whole.
Based on that analysis, we can provide an indictment for these crimes,
and offer the fight against racism as the necessary preventive
measure.
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Racism attacks all workers and their bealth. The living conditions imposed on these black working class families, living

in the shadow of the mill, belp maintain similar conditions for white workers.

RACE, CLASS AND HEALTH

The interaction between race and class givest
rise to a complex set of relationships in capitalist *
society. But, in terms of health care, there is very
little on the link between race and class. This is
because the capitalists try to hide the fact that
racism is an attack on the working class as a
whole.

Mortality data in the U.S. do not record a
person’s class, and the only comprehensive study
of class and mortality is limited primarily to
whites.! With minor exceptions, however, and
even given the crude nature of the data, a strong
relationship can be seen between economic stand-
ing and health of different racial groups. In Table
1*the ratio of death rates between the population
as a whole and selected racial groups are ranked
by “mortality index” for the period 1959-61.
Americans of Japanese descent experienced the
lowest death rates, associated with the highest
income levels; Native Americans and blacks were
30 per cent lower than the population as a whole.
Since blacks form the largest racial minority,

these statistics also show that the main burden of
racism falls on the black population.

More detailed data, including analysis of class
divisions within the white population, would be
necessary to separate the independent effects of
race and class. A comparison would be necessary
between blacks and whites of comparable class
position. The absence of any significant amount of
wealth in the black population distorts the mean-
ing of average income; in essence, a group of
workers (U.S. blacks) is being compared to a
group combining workers, professionals and the
rich (U.S. whites).

A second, even broader and more important
question, which cannot be fully appreciated from
the non-class data made available by the ruling
class, is the effect of racism on society as a whole.
Itis clear that racism depresses the social status of
blacks, and raises that of the class of financiers,
employers and landlords. But what isits impact on
the position of white workers? An analysis of race,
class and health requires close attention to both of
those issues, and they will form the basis of the
discussion of the specific disease categories.

*Unless otherwise specified in the text, all data
for the tables in this article is drawn from
references 1-7 and 12. It should be apparent that
many of the statistical sources are inadequate;
the official agencies either have no interest in the

topic, or an interest in obscuring, rather than
illuminating, the problem. In Table 7¢, for ex-
ample, Victor Perlo attempts to derive Marxist
categories from official statistics—the result
must be at best taken as an approximation.




MASS DISEASE

Table 1

Mortality Index+ and income
of Racial Groups,

Median Family

Race Index Ratio income
Japanese 0.68 $6,848
White 0.97 5,893
Chinese 1.16 6,207
Native American - 1.28 2.728
Black 1.32 3,047

+Ratio of death rates to U.S. population as a whole

Table 3

Indicators of Health Status by Race, 1976

Male Female
Indicator White Nonwhite White Nonwhite
Life Expectency from 69.7 64.1 77.3 72.6
Birth
Age-adjusted Death 798.8 1072.1 439.6 635.1
Rate, per 100,000 .
Infant Mortality 15.1 30.1 11.9 25.4
Rate per 1,000

Table 2

Mortality Ratios by Years of School,
White, Males, Age 25-64, 1960

Educational Attainment

Less than
Cause of Death 8 Years High School College

Total 1.14 .97 77

Cancer 1.09 94 .83
Ca Stomach 1.25 97 .83
Ca tung ;

Major CV 1.06 1.03 .80
CHD 1.01 1.07 .80
Hypertension 1.27 .92 71

Table 4

Limitation of Activity Due to
Chronic Conditions, by Race, 1976

Per cent Limited

Income Level Black White

All Incomes 17.4 14.0
Less than $5,000 24.9 23.0
5,000- 9,999 16.0 16.6
10,000-14,999 13.3 13.3
15,000 or greater 10.4 10.8

While attempting to make broader inferences
about race and class, this article concentrates
almost entirely upon data describing the black
population of the United States (blacks represent
roughly 95 per cent of ‘nonwhites’—the code
employed on death certificates; in this article
these terms will be used interchangeably). Other
minority groups in this country are clearly subject
to racial oppression, and U.S. imperialism has
devastating effects on the neo-colonies?:3 Ap-
pendix 1). Data on the Spanish-Speaking pop-
ulation are only just now becoming available, and
few surprises are forthcoming. It is estimated, for
example that migrant farmworkers can expect to
live no longer than 49 years*-5. While not wish-
ing to downplay the role of racism toward other
U.S. minorities or poor countries, however, in this
article we will examine only the U.S. black popu-
lation in detail. Blacks remain the largest U.S.
minority; the data sources on them, limited as they
are, are more extensive than for other groups. The
results of this analysis can, with certain xi}Qdifica-
tions, be applied to all oppressed national and
minority - populations. Also, nationalism and
racism should be viewed as two manifestations of
the same political concept; international borders
have little meaning for capital.

That economic deprivation is related directly to
higher mortality is true not only for minority racial
groups. Much of the unfavorable health of blacks
is caused by the poverty and economic oppression
which they share equally with poorer white
workers!:6-7.8.9_ In Table 2 selected mortali-
ty ratios restricted to whites depict a consistent
relationship with measures of class status (educa-

tion, in this instance).! Similar and more exten-
sive data are available from England, with much
smaller minority groups. The differential in both
countries between the mortality of workers and of
the rich appears to be increasing over time, as the
“modern” diseases—heart disease and cancer—
are better understood and the affluent classes find
ways to protect and cure themselves.®-?

Given these findings, some people argue that
the oppression of minorities is solely the result of
their economically inferior class position, and is
appropriately studied from that perspective
alone. As some revisionists (phony socialists) put
it: “Don’t talk about ‘racism’; only class oppres-
sion is important.” For a number of disease cate-
gories where adequate data are available, how-
ever, it can be shown that race plays an in-
dependent, additive role and examples demon-
strating that point will be discussed later (cf.
Appendix 2 in relation to income differentials).
Racism is a product of class society, but it is not
confined entirely within the limits of econom-
ically-based class relations. It should nonetheless
be self-evident that the forcible confinement of
blacks to lower socio-economic status is racist in
itself. The disproportionately greater oppression
of blacks is the primary manifestation of racism;
sickness and disease are the result. Finally, as we
will attempt to show, racism has a separate, inde-
pendent negative effect on the health and oppres-
sion of the majority population—white workers.
Racism is not, therefore, just ‘more of the same’
(i.e. oppression of the working class), but involves
distinct political and social mechanisms.




DIFFERENTIAL HEALTH STATUS:
THE UNDERLYING CAUSE

The three broadest indicators of health and
disease for the white and nonwhite populations in
the U.S. are presented in Table 3. Mortality rates
for black males are 34 per cent greater than for
white males, and death rates for black females
exceed those for their white counterparts by 45
per cent. By the same token, life-expectancy for
black men at birth is only 92 per cent of that for
whites, and 94 per cent for black women. Infant
mortality rates for non-whites are over 100 per
cent greater. Disability rates in the general popu-
lation, as an indicator of rates of illness, are
compared between blacks and whites in Table 4.
Although rates at each level of income are similar,
over-all rates for blacks are 25 per cent higher,
reflecting the fact that more blacks are in the lower
income categories, and are more likely to be sick.
By this measure the income spread accounts
entirely for the black-white health differential. Al-
though the size of the differential varies somewhat
by disease category, blacks of both sexes have

‘higher death rates for each of the four major

causes—the one exception being heart disease
among men, where rates are equal (Table 5). Little
change has occurred in the health differential in
the last 25 years, as may be seen in Table 6, which
compares infant mortality rates and life ex-
pectancy in 1950 and 1977. A slight improvement
in relative life expectancy was recorded, but the
relative status of blacks for infant mortality de-
teriorated. It is worth noting that the infant
mortality rates suffered by blacks in the U.S. are
similar to rates in the Dominican Republic. And
in 1971 the infant mortality rate in Shanghai,
China’s largest city, were 12.75:19—better even
than that for U.S. whites, and close to % that of
blacks.

“The economic structure of society...
conditions the general process of social,
political, and intellectual life.” —Karl Marx,
A Contribution to the Critique of Political
Economy.

Class relations also determine health, and must
serve as the basis for the discussion of underlying
cause. (Appendix 3.)

Every person is assigned a value in society, a
compromise between what those in power would
impose upon him and what the working class has
fought for. The absolute value of labor as human
capital may vary widely from one society to
another but it is always subordinate to the social
relations of production. Under slavery human
capital was accumulated as private property by
the ruling class. Historical studies have demon-
strated that the life expectancy of a newly-bought
slave was determined by the relative cost of
maintenance compared to replacement.?4

Under capitalist social relations labor power is
bought on an hourly basis, not for the life-time of

Economic deprivation
1s related

directly

to

higher mortality.

Table 5

Rates for the Four Leading Causes of Death by Race, 1976

{Rate per 100,000,

age-adjusted)

Male Female
Cause of Death White Nonwhite White Nonwhite
1. Heart Disease 303.0 302.8 141.7 190.3
2. Cancer 159.1 202.3 108.2 119.3
3. Violence* 90.1 160.2 31.9 42.5
4, Stroke 53.7 84.6 44.5 72.0
*Accidents, homicide, suicide
Table 6
Health Differential Between Black and White
1950-1977
Life Expectancy Infant Mortality
Ratio, Ratio,
Year White Nonwhite NW:w White Nonwhite NwW:w
1950 69.1 60.8 0.88 26.8 44.5 1.66
1977 72.7 67.0 0.92 12.3 21.7 1.76
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the producer; it can be withheld and is capable of
greater productivity. Where workers have or-
ganized to exploit these advantages, the value of
their labor-power-and their living standards-have
risen. Increases in the value of labor power in a
capitalist society are unstable and temporary
however, and significant differentials can exist be-
tween groups of workers. Furthermore, no matter
what value labor power acquires in a class system
it is consumed in the process of production, and
the worker with it. Of course productive work itself
is not the source of ill-health. Rather, it is rather
due to the specific role of labor under the his-
torical conditions of capitalist society.

The motivating force in capitalist society is the
drive for profits, and thereby the accumulation of
capital. Profits are generated by exploitation. The
employer pays the worker less than the value of
what he produces, and keeps the rest. The rate
and intensity of exploitation reflects on the one
hand, how rapidly labor power is being used up in

MASS DISEASE

expenditure on its maintenance. This, in general is
what determines the health status of the worker.
The source of the poorer health suffered by
minority workers can be traced to the increased
rate and intensity of exploitation, or ‘super-exploi-
tation, which they are subjected to in a racist
society.
SUPER EXPLOITATION:
BASIS OF RACISM

Racist employment practices force minority
workers to take the worst jobs—the most danger-

the process of production, and on the other the -

ous and the lowest paid. Life away from the job,in
terms of housing, food, medical care, education
(i.e., the maintenance and reproduction of labor
power) reflects the smallest possible investment
of social capital the ruling class can get away with.
Finally, the disproportionate burden of unemploy-
ment which is shifted to the black population
results in the highest possible rate of exploitation
since access to the means of production is denied
the unemployed worker and his labor power is
totally unrewarded.

The economic consequences of the super-
exploitation of the minority working class are well
known.'2:13 Table 7a shows that the median
family income of nonwhites in 1976 was only 63
per cent of that of whites. A much higher per-
centage of the black population is composed of
workers (Table 7b,c). Almost all of the income of
minority families is derived from earnings or social
security/unemployment/public assistance, com-
pared to whites who receive over 8 times as much
income in the form of interest, dividends, rent, i.e.,
profit (Table 7d).

As can be seen in Tables 7¢ and d, however, the
distribution of income and class position is very
different within the black and white populations,
since the upper end of the income spread is
missing among blacks. The black : white gap
between median income is therefore wider than
for “average income.” The greater wealth accumu-
lated among whites as profit simply reflects the
presence of the capitalist class. We must always
remember that black : white contrasts are being
made between two noncomparable populations.

Table 7a

Median Family Income by Race in 1976

Table 7b

Occupation of Male Workers, White and Nonwhite, 1966

White $15,537 Percentage Distribution Median Income
Nonwhite $ 9,821 Occupation White Nonwhite of Occupation
Professional, Technical,
Managerial 27 9 $7.603
Clerical and Sales 14 9 6,632
Craftsmen and Foremen 20 12 6,270
Operatives 20 27 5,046
Service Workers 6 16 3,436
Non-farm Laborers 6 20 2,410
Farmers and Farm Workers 7 8 1,699
Table 7¢ Table 7d

Class Structure of Employed Population,
Black and White, 1970

Per cent of Total

Category White Black
Capitalist, large & small,
plus petty bourgeoisie 135 3.2
intellectual workers 13.0 8.0
Working class 73.5 88.8

110

Percentage Distribution of Personal Income

by Race, 1972
Per cent of Total Income
Type of Income White Black
1. Wages or salary 70.3 77.9
2. Self-employment 8.6 3.0
3. Dividends, interest,
rent, etc. 9.3 1.2
4. Social security, unemploy-
ment, public assistance 8.8 15.9
5. Pensions, annunities, etc. 3.0 3.2




SLEEP IN MAIDS

NEW YORK * BOSTON * CONN.
NEW JERSEY

..4..{\(\/(;‘/\,13ﬁ3 bl L

VA g/\w | NR—y

LOCAL

DOMESTIC COMMERCIAL
& CLERICAL JOBS

AIDS + CHILD CARE

COOKS *M
& NURSES * BUILDING MA/DSS

S ANITORS * SERVICE STATIO
ZRUCK DRIVERS ETC.

i el :
The segregation of black workers into low-wage, lo

PRt T

w-skill jobs means super-profits for the b

‘COLORED
EMPLOYMENT

“CITY WIDE Juet

ation and mortality for workers of all races. Our party fights to end this system through socialist revolution.

osses, and greater exploit-

An analysis which takes into account class divi-
sions is necessary to really explain the effects of
racism, and the relationship between racist op-
pression and oppression of the working class.
Simple comparisons are offered only because
better data are, to our knowledge, not available.
On the average blacks pay a higher price for the
necessities of life. This is a result both of a smaller
investment of social capital on their welfare and of
price gouging in segregated neighborhoods. Less
capital in the form of supermarkets is invested in
the center of cities compared to the suburbs; food
prices are higher.'® Blacks pay more for worse
housing, boosting the landlord’s profit.'*-1% So-
ciety’s ruling-class planners invest less in their
education and training, and compensate them
less (i.e., exploit them more) for equal educational
achievement (Table 7€). In recent years the bur-
den of unemployment has been increasingly

shifted to minority groups, particularly young
black workers (Table 8). These black : white con-
trasts serve only to point out the relative in-
feriority of the position held by minorities—in
other words, their super-exploitation. Within the
white population income and ownership, as well as
better health, are concentrated at the top of the
income scale, while white workers suffer the con-
sequences of ‘standard’ exploitation. In addition
—as we will show—white workers are also harmed
by the racism directed against minorities.

How do these economic relationships determine
the health differential? A general diagram of the
development of mass disease is presented in
Figure 1. Broad measures of health are only help-
ful in estimating the magnitude of the problem;

they tell us nothing about the mechanism—how }

it happens. A technical analysis is necessary to
identify the specific social forces and the inter-

Table 7e

Mean Income by Year of School Completed,
Males, 25 years or older, 1971

Per Cent Black

Years of School White Black of White
Less than 8 $ 4984 $ 3912 78
8 6378 4877 76
9-11 8277 5909 71
12 9772 6748 - 69
13-15 11248 7483 67
16 or more 15355 10684 70

Table 8

Unemployment Rates by Race, 1976*

White Nonwhite
Age Group Male Female Male Female
18-19 15.5 15.1 3%.0 350
20-24 10.9 104 20.7 21.7
25-34 5.6 7.6 11.0 13.0
35-44 3.7 5.8 7.3 8.1

*Percent of population
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mediary physical and biologic agents of disease.
It is a fundamental principle even in capitalist
public health that epidemic diseases have a
social basis. That is to say, diseases which are
common enough to affect large segments of the
population arise from a shared environmental
exposure (genetic mass disease would be suicide
for the species). In the last several decades an un-
derstanding of the modern epidemics—cardiovas-
cular diseases, cancer and violence—has ad-
vanced to the point where we can begin to make

the connections between social forces, disease

agents and the epidemic.

The pattern of disease changes dramatically as
society changes. Numerous reports document
societies where the chronic diseases of adulthood
so common in the industrialized world are virtual-
ly absent.'®:17 A few examples include the Kung
tribe of the Kalahari desert, the Yanomamo In-
dians of Amazon basin, the Mabban of the Sudan,
and the Solomon Islanders in the South
Pacific.1®8:23 Many of these communities repre-
sent remnants of primitive communism, where an
oppressive class structure has not yet developed;
others are sheltered in some other way from the
production relations of the capitalist world. Per-

haps most famous are the Abkhasians living in
Soviet Georgia, the stars of the Dannon yogurt

commercials.24:25 By an historical accident their
diet fulfills the requirements for ideal human
nutrition. Hard work, strong social and family ties
and collective organization of production allow
many Abkhasians to live a healthy, socially pro-
ductive existence well beyond the age of one
hundred years.

By contrast, waves of the modern epidemics

have successively engulfed industrialized socie-
ties. Super-exploitation and racism compound
and exaggerate the social contradictions within
the U.S., and demonstrate even more clearly the
nature of the mechanisms which cause mass
disease. Just as a given society produces certain
food, clothing, language, and religion, so disease
too is a social phenomenon, produced in a char-
acteristic pattern by each historical form of class
relations.
The capitalist era has seen the elimination of pre-
vious epidemics of infections, and also the intro-
duction of new mass diseases. There has been an
overall improvement in health over the last cen-
tury. But this improvement has been much less
than it could have been. The obstacles to elimi-
nating our current mass diseases arise primarily
from the nature of the political restraints, not lack
of knowledge. These obstacles are due to capital-
ism. This failure to improve public health, being
therefore deliberate and preventable, is qualita-
tively different from the failures of previous socie-
ties. .

The social and historical mechanism sketched
above forces upon us several crucial questions.
Can we document the oppression of minorities in
detail through an examination of health and

Figure 1
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disease? If, with rare exceptions, the mass
diseases of the oppressed minorities are in fact the
mass diseases of that sociaty, only enlarged and
intensified, would not the minority public health
picture dramatize and throw into sharp relief the
central health issues for the majority population?
Would it not be easier to grasp both the causes of
public health threats to “he entire population, and
the potential for their eradication through the
study of differential (i.e. racist) mortality and its
causes? Would we not then have access to an
understanding of the major disease-producing
forces of our society, including the social and
economic determinants? And, finally, by strug-
gling against the social murder of the oppressed
minority, would we not lay the basis for the
eventual elimination of the threats to the health of
all of us—majority and minority?

This article will show that the answer to each
and every one of those questions is, “yes.” Each
major cause of death will be examined in the
following sections to provide concrete examples of
the process outlined above.

CARDIOVASCULAR DISEASES:
THE MODERN PLAGUE

Cardiovascular disegses are the modern plague,
accounting for half of the two million deaths in the
U.S. each year. Not only has there been a relative
increase in cardiovascular disease (CV) deaths
with industrialization and the control of infectious
diseases, but an absolute increase has been re-
corded in virtually every advanced capitalist
society.4:26:27 Because of the link between in-




dustrialization and the appearance of atheroscle-
rosis (“hardening of the arteries”) as a mass
disease, the common misconception has arisen
that CV diseases are “diseases of affluence.” It is
true that the pre-capitalist ruling classes were the
only segment of society whose diet contained the
necessary excess in animal fat, cholesterol and
calories to lay the basis for atherosclerosis. But
the distribution of CV today clearly reflects the
oppression of class society.!® The racial differen-
tials for CV diseases are shown in Table 9.

Coronary heart disease (CHD) is the syn-
drome which results from inadequate blood sup-
ply to the heart muscle. Narrowing of the blood
vessels to the heart is caused by atherosclerosis, a
process of scarring and accumulation of fat (pri-
marily cholesterol) in the lining of the blood
vessel. A diet high in cholesterol and other forms
of animal fat will elevate the blood levels of
cholesterol, initiating atherosclerosis.*1-4¢ Ciga-
rette smoking and high blood pressure will greatly
accelerate the process, and in some individuals
the response to stress may play a role.

Only with the level of productivity in agricul-
ture developed under capitalism has the working
class had access to a diet containing relatively
large amounts of animal products.?® Monop-
olization of food production has also led to a
growing reliance on processed and synthetic foods
which can be made in factories and widely dis-
tributed.2® Fats are crucial in that process. Res-
taurants. particularly the fast food chains, depend
heavily on meat and fat products.3® The demand-
ing pace and alienation of contemporary life com-
plement the trends toward these convenience
foods and toward the extinction of the traditional
cuisines based on grains, vegetables and fruits.
The economic forces encouraging the marketing
of cigarettes in a commodity economy are even
more obvious (Appendix 4).

The evolution of racial differences in CHD pro-
vides a very instructive lesson in the study of mass
disease. Although whites emerged from the period
of the Second World War with much higher CHD
death rates, this gap has been reversed for women
and almost closed for men (Table 10). CHD
deaths are now much more common at a younger
age for blacks than whites (Table 11). Age-specific
death rates, 45 years of age through 64, for men
show a black predominance. Only at age 75 do
white males clearly exceed black males, and it is
the large number of deaths among the elderly that
account for the white excess in overall rates. For
women CV mortality from each category and at all
ages is greater among blacks. In the area of ‘pre-
mature’ mortality for men, the CHD death rates
are not only higher for blacks, they are only part of
amuch higher total mortality. That is, despite the
competitive effect of other causes of death, CHD
still exacts a greater toll among black men. This
central fact—the importance of CHD as the larg-
est mortality cause among blacks—is often not

Disease is a

social phenomenon
produced by each
historical form

of class relations.

Table 9

Major Cardiovascular Diseases by Race
Age-adjusted, 1976, per 100,000

Cause of Death White
Major CV Diseases 378.1
Hypertensive Heart
Disease 3.5
Coronary Heart
Disease 274.2
Stroke 53.7
Table 10

Trends in the Ratio of CHD,
White: Nonwhite, 1940, 1976

Male Femaie
Black White Black
409.3 198.1 2781
10.9 2.7 92
249.4 123.6 1583.8
84.6 445 72.0
Tabte 11

Death Rates from CHD by Age, 1976

Sex and Race 45-54 55-64 65-74 75-84

Year White Male 275.8 752.2 1697.8 3869.3

Sex 1940 1976 Nonwhite Male 326.0 7945 14879 28239
Male 1.67 1.09 White Female 1.7 58.5 730.7 2485.3
Female 1.19 0.80 Nonwhite Female 148.2 421.8 983.0 22778
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Stress is one of the jor factors im olve in bigh blood pressure and otber forms of cardiovascular disease. Rates are es
pecially bigh among black workers. Capitalism intensifies these problems, as on sped-up assembly line above.
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placed in focus because of the greater percentage
excess of blacks over whites for other causes, par-
ticularly stroke and violence. A recent autopsy
study from New Orleans on young people who
died accidentally showed that the underlying
atherosclerosis was twice as severe in the blacks
as in the whites.3".

Trends in rish factors for CHJD—particularly
cholesterol and smoking—help demonstrate how
social forces influence the spread of disease. As
blacks have been gradually integrated into the
‘consumer economy,’ their dietary patterns have
come to reflect the general marketing pressures of
the food industry.32 The Evans County study, in
rural Georgia, showed that between 1960 and
1967 serum cholesterol levels of black rose to be
equal to those of whites.3® That phenomenon
has occurred across the country.34-3% The lowest
levels of cholesterol are now among the well-off,
who have received the best information about pre-
vention and good health and who have the greatest
options in terms of individual choice.3%:36

A Chicago study found that although a sample
of blacks from the general population initially
knew less about nutrition and health than a
comparable group of whites, and had higher serum
cholesterols, after a brief educational program
they made more significant changes in their diet,
with a concomitantly greater fall in serum lipids.3”
In other words, high levels of serum cholesterols
among blacks are a result of diet, not of “genes.”
Second, this study proves that high cholesterol
levels—and therefore, high levels of CHD, are
technologically easily preventable today. The fact
that these high levels are not prevented, but
allowed to continue and to cut short the lives of
millions of workers, white and black, shows the
callous attitude of capitalists toward the working
class.

In the 1950’s blacks smoked less than whites;
that situation has now been reversed, particularly
for younger age groups (Table 12).34.38

The heavy promotion of cigarettes in the black
community is a parallel of the process of dumping

Table 12
Smoking Rates Among Workers in Chicago,
Ages 18-64, 1967-1973

Per Cent Per Cent
Sex and Race Current Smokers Former Smokers
White Men 43.0 30.6
Black Men 61.8 20.7
White Women 43.8 16.6
Black Women 486.1 14.1
All 42.2 240

Table 13

Death Rates from Cardiovascular
Diseases, Charleston County, 1955-1958
(age 35-64, per 100,000}

. Men Women
Cause w ] w B
CHD 505 366 112 266
Stroke 136 708 69 761
Htn 37 322 30 266
All Causes 1258 2982 513 2457




obsolete and unsafe products in foreign countries.

The key risk factor accounting for the racial dif-
ferences in CV diseases in the past has been the
two-fold or greater prevalence of high blood pres-
sure (HBP) among blacks. As the cholesterol
levels and smoking rates among blacks have risen
to levels comparable to whites, the CHD mortality
differential will most likely widen. Nonetheless, as
the preeminent disease process of advanced
capitalist society, atherosclerosis continues to
be the number one cause of death and disability
for all segments of the population. As long as this
system—capitalism—is in place, it will prevent
any significant extension of life expectancy.

Strokes. There are two common types of
stroke—bleeding into the brain from rupture of a
blood vessel, and blockage of a vessel from athe-
rosclerosis. HBP is the main risk factor for both
types. Stroke is an ‘old’ disease, common in pre-
capitalist societies, occurring today more fre-
quently in poor countries and among the working
class. Apparently it has declined with
time.28-38.37 How the growth of capitalism grad-
ually reduces stroke rates is not known. Death
rates from stroke, and other cardiovascular
diseases, in Charleston, S.C., in the late 1950s are
shown in T'able 13.4° Notice the enormous excess
death rate from stroke among both black men and
women. Death rates from HBP are also much
higher for blacks. In that period lower smoking
rates and lower serum cholesterols among black
men undoubtedly accounted for their favorable
CHD rate, while HBP over-rides that effect for
black women, where rates in both racial groups are
relatively low. The contrast in all causec of mor-
tality—2% times greater for black men and almost
5 times greater for black women—provides some
insight into the conditions that led to the black
rebellions of the 1960’s.

For whites in Charleston, and the rest of the
South, their “advantage” over blacks is only one
aspect of a complex relationship. The anti-labor
policies built on Southern racism have kept the
standard of living for whites in that region well
below other parts of the country. Death rates for
southern whites, particularly for stroke, are cor-
respondingly higher.2® So we see that racism has
undermined the social status of workers of both
races.

Among the reforms won through the social
struggles of the 1960’s was an increased aware-
ness of the need to detect and treat HBP and
greater access to care for blacks. One of the most
important developments in public health has been
the dramatic decline in CV diseases over the last
ten years, with the greatest change beingrecorded
for stroke.*:42 To fully appreciate this develop-
. ment it is necessary to understand the concepts of
relative and absolute risk, or the ‘multiplier ef-
fect’ of anti-racist struggle. Blacks have exper-
ienced a greater relative decline in stroke deaths,
- while for the white population a much larger

absolute improvement occurred. Percentage de-
cline from 1960 to 1975 for blacks was 32 for men
and 41 for women, while for whites it was only 28
percent for men and 32 percent for women. In the
white population, however, 72,700 fewer persons
died in 1975 as a result of the decline, while the
figure was 14,000 for blacks.*?

What this shows is that, despite the racial
barriers, social conditions are primarily shared by
black and white in the U.S.; differences are
secondary. (That relationship does not hold, for
example, in a country like South Africa.)

This means that, when living conditions for
blacks decline, they also decline for white workers.
And the reverse is also true; any serious attack on
conditions that harm blacks, such as CV disease,
will also benefit white workers. This relationship
holds generally, and we will see other examples
of this. This proves that anti-racism is a vital need
for white workers as well as for minority workers.

The effect of intervention against a mass
disease concentrated in the minority population is
multiplied in the population as a whole. Measured

interms of the lives saved, the improved control of

HBP, including its effect on CHD, represents the
most significant medical achievement since World
War I1.4%:42 When previously only 10-15% of
persons with HBP were treated and controlled,
now roughly 22% of black men and 40% of black
women will be receiving adequate therapy.+?
Two more vital lessons emerge from this exper-
ience: Political struggles account for significant
changes in health status, and even the modest
efforts at community-based treatment which have
been undertaken can yield dramatic results.
High Blood Pressure. Of the factors which
account for the health differential between black
and white, HBP and related diseases make by far
the greatest contribution. Perhaps not coinci-
dently, firm knowledge of cause and prevention
remains less well-developed for HBP than for any
other of the modern mass diseases. A thorough
review of this subject is not possible in this paper;,
and only a few major points will be touched upon.
A number of small isolated societies have been
described which lie outside the boundaries of
modern class relations and do not produce HBP as
a common disease.'®23 In all other societies, in-
cluding both peasant agriculture and industrial
forms, hypertension occurs at a uniform rate of
10%, with the important exception of blacks in the
U.S. and the Carribean.*4-48 HBP is infrequent in
African villages, but common in cities, particularly
South Africa and the west coast.#4:49-51 There is
no good evidence as yet, however, that the disease
is as common anywhere in Africa among blacks as
it is in the U.8.32.47.50.51 For both blacks and
whites the highest rates in the U.S. are found
across the Black Belt, from Arkansas to the
Carolinas.#¢:47 An independent contribution for
race has been well documented.52-53 Although a
distinct class gradient exists for both blacks and
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whites, with lower income and lower educational
background being associated with higher blood
pressure, blacks have more HBP when compared
to whites at each socio-economic level (Table 15).
Although still somewhat tentative, it is of con-
siderable interest that black adolescents in inte-
grated neighborhoods and schools tend to have
lower pressures than inner city youth, and that
poor white and black children in rural Kentucky
had similar blood pressures, both higher than
what was found in middle-class suburbs.54

What causes high blood pressure? The contro-
versy rages as hot as ever, and no authoritative,
comprehensive body of data can be marshalled to
support any single theory. It is almost certainly
true that a number of factors converge, in com-
binations which may vary with time and place, to
provoke the disease in susceptible individuals. We
do know that many societies are totally free of the
disease, so the social origin in modern capitalist
society is undebatable. We also know that HBP is
3-4 times more common among blacks in the
poverty-ridden counties of central Mississippi
than among the white suburban middle class.
Two main theories serve as the framework for

the study of this disease : nutrition and psycho-
social stress 27:55.56. Chronic excess sodium
intake has long been suspected of playing a
causative role.55-59 It is true that all the societies
which have low blood pressures consume very
little salt, but they are of course different in many
other ways.5® Likewise, greatly altering an in-
dividual’s salt intake can change high and low
blood pressure.®® Little difference in salt intake
has been documented, however, between blacks
and whites to account for the difference in disease
rates.! Psychosocial stress, as a manifestation of
the alienation and social disruption of modern life
under capitalism ranks as the second most im-
portant potential explanation. 52-62 The fact that
workers—especially minority workers—suffer
much more HBP in the U.S. is consistent with this
hypothesis.®3 Although it has occasionally been
shown that heart rate and blood levels of epine-
phrine are higher in persons with HBP, which may
reflect chronic stress, no other objective data exist
to measure the impact of stress.84

The special prominence of hypertension among
black people is undoubtedly the net result of a

Table 14

Hypertension Rates by Race and Socio-
economic Status 1971-72

convergence of several causative factors all rein-

Table 15

Cancer Death Rates by Race,
U.S., 1976, Age-adjusted, Per 100,000

Male Female
Level of Rate of Hypertension Cause of Death White Nonwhite White Nonwhite
Education White Black All Cancer 169.1  202.3 108.2 119.3
Less than 10 yrs school  23.1 43.9 Digestive Organ 40.3 57.3 26.3 32.2
10-11 yrs 20.8 34.2 Respiratory 55.6 68.2 14.8 14.2
12 yrs 17.8 29.9 Breast 0.2 0.4 23.3 20.8
Some college 16.5 271 Genital Organs 14.1 25.0 14.9 20.7
College Graduate 13.56 27.7 Urinary Organs 8.8 7.2 3.1 3.5
Other 40.1 44.2 25.8 27.8
Table 16
U.S. Cancer Death Rates, by Race and Sex,
1950-1976, Age-adjusted, per 100,000
Year White Males Nonwhite Males White Females Nonwhite Females
1950 130.9 125.8 119.4 131.0
1976 159.1 202.3 108.2 119.3
Change,
1950-76 +28.2 +76.5 —11.2 —12.7
Percent
Change +22. +61. - 9 - 9
Table 17
Cancer of the Lung, Men, White and Nonwhite,
U.S.. 1930-70, Rate per 100,000
% Increase
Age-Race Group 1930 1940 1950 1960 1970 1950-70
White
45-54 8 20 35 54 68 +93
55-64 13 41 85 152 199 +134
Non-White
45-54 3 15 34 72 133 +232
55-64 6 20 69 159 232 +236
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Map above, prepared by the Occupational Safety and Health Administration, shows concentrations of cancer cases in
industrial and mining areas. Although the evidence is clear that many industries pose bigh cancer risks to their workers
and to residents in neighboring areas, it is not profitable for capitalism to correct these conditions. In fact, the bosses
try to blame the problem on anytbing they can—including a claim that the bigh cancer rate shown in northern Minnesota
may be due to ethnic factors. To believe this you bave to believe there are no open-pit iron mines in the Mesabi Range.

forcing each other. It is interesting to contrast the
social basis of HBP with CHD. Of the three major
risk factors for CHD-HBP, high cholesterol, and
smoking—blacks had a disproportionate burden
of only HBP (until recently, at least). It would

-appear that a majority of the risk factors for HBP

are present in excess among blacks. Hypertension
can, of course be treated, and roughly 80% of the
expected morbidity and mortality prevented.®®
Given the racism of the U.S. medical system,
blacks and particularly black males, are signifi-
cantly less likely to be treated and controlled.?3
We noted before, however, that the modest gains
made in this area over the last decade have
resulted in a dramatic improvement in life ex-
pectancy for blacks. The current attack on public
hospitals and government supported health serv-
ices will certainly reverse some of these gains. In
1970, for example, 30% of minority patients
depended on clinics for their source of regular
care.%6.67 While a preventive strategy is being
developed for HBP, one of the most important
aspects of the current crisis in health services is
the need to maintain adequate treatment for this
eminently treatable disease. Unlike many con-
temporary medical services, the saving of lives
from the treatment of HBP is so enormous as to be
easily measured.

CANCER

It is acknowledged even by bourgeois experts
that over 80% of cancer is caused by environ-
mental factors.88 Over the last few years the rapid
expansion of information in this field, along with
the growing awareness that many of these findings
had been suppressed by government and in-
dustry, has created the atmosphere of a public
scandal. A host of popular books relate this sordid
history. As Table 15 shows, non-whites suffer
higher death rates from all causes of cancer
combined, and for every major cause except for
breast cancer and leukemia. Excess black mor-
tality is most pronounced in cancer of the respira-
tory and digestive systems, the two leading
causes, which together account for 50% of the
cancer mortality.

The differential in cancer rates has been
changing rapidly. Unlike the decline in cardio-
vascular mortality, cancer death rates are still
climbing among males, and despite the overall de-
cline for females in recent years, the emergence of
respiratory cancer as the second most important
cause may well indicate arise in deathrates among
women in the future. In Table 16 death rates for
black and white, 1950 and 1976, are compared. A
22% increase was recorded for white men and an

17
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astounding 61% increase for black men; rates
among women of both races dropped slightly.
Although some of the increase among black men
may represent better reporting (but maybe not—
why wonld better reporting have selectively af-
fected men?) it is generally agreed that most of the
trend is real .89

The reason for the sharp increase in cancer
mortality for blacks over whites in the last two
decades has not been adequately investigated.
This task is somewhat simplified since the over-
whelming bulk of the increase is restricted to
cancer of the respiratory tract. The pattern of the
increase in cancer of the lung among men from
1930 through 1970 can be seen in Table 17.
Beginning at lower rates, it was not until 1960 that
blacks exceeded whites, with rates being sub-
stantially higher at the present. Of great im-
portance is the finding that the differential is
greater in the younger age groups. This
demonstrated how rapidly and with what force
blacks have been exposed to the cancer-causing
environment.

Although a direct explanation of this increase
would only be possible through a population-
based prospective study—which no bourgeois
source has yet seen fit to fund—there are some ex-
tremely interesting secondary pieces of data.
Three generally recognized risks have been identi-
fied for cancer of the lung: cigarette smoking, oc-
cupational exposure, and city air (presumably
polycyclic aromatic hydrocarbons and other
chemicals). How do these relate to the black-white
differential? In the late 1950’s, respiratory cancer
mortality was roughly equal between black and
white. A nationwide smoking survey in 1956
showed that blacks smoked less than whites.38
Subsequent surveys, beginning in 1965, have
noted a modest increase of black over white?® (cf,
Table 12). Moving from lower to slightly higher
rates, however, could not in itself explain the
almost two-fold greater death rates recorded for
black men ages 45-54 (Table 17).

Certain industrial job categories are clearly
associated with an increase in lung cancer. Lloyd’s
classic study of steel workers describes with
utmost clarity the super-exploitation of black
workers that is occurring in virtually every branch
of that Industry.”' From exposure to the smoke
and fumes of the coke oven, steel workers who
work around the oven for five or more years have a
300% increase in lung cancer. The racist nature of
job assignments, however, shifts most of this
burden to black workers. Out of 496 coke oven
workers in the study 325 were black, (66%)
despite the fact that only 30% of the workers in
this segment of the steel industry overall were
black. Furthermore, within the coke plant itself,
black workers were much more likely to be as-
signed the most dangerous topside jobs.

What is the consequence in health? In Table 18
the ‘predicted’ number of deaths from all causes,

and lung cancer, are calculated based on the
experience of steel workers from the entire in-
dustry. Those rates are then contrasted to the
“actual” rates among coke over workers, and ratio
expressed as the ‘Standardized Mortality Ratio’
(SMR). As can be seen, whites suffered no in-
crease, or were present in too small a number to
provide a rate. Blacks, however, had an SMR of
200 for death from all causes, and 100 SMR for
cancer of the lung. Almost 50% of deaths of
blacks working the coke plant were from
lung cancer, contrasted to less than 4% in the
population at large. The monopoly structure of
the U.S. steel industry has stifled innovation and
prevented the building of new plants. As s result,
U.S. steel plants have become among the highest-
cost and least efficient producers in the world.
They can no longer sell their products, so their
rate of profit has fallen. Capitalist racism has
forced black workers to pay with their lives the
price of continuing to generate profitability from
these out-moded, unsafe mills. The list of indus-
tries that expose workers in the same way is very
long—pesticides for farm-workers, asbestos for
insulators, vinyl chloride in rubber plants.

It is estimated that between 20-40% of all
cancer deaths are related to job exposure, or
roughly 65-130,000 deaths each year.72:73 The
potential magnitude of this attack can be seen
when it is recognized that the excess mortality
from cancer of the lung in Pittsburgh compared to
other big cities is accounted for solely by the in-
creased rate among black males.”?

Although minority workers are often subjected
to the most intense exposure to occupational
carcenogens, they are by no means the only ones
so exposed. In many skilled trades, hiring prac-
tices limit the work force primarily to whites and
the health effect is easily recognized. Bladder
cancer in N.J. is the highest in the country and
concentrated among white men; half of the U.S.
chemical industry is located in that state.® Fur-
thermore, where the work place is integrated, it is
not generally the case that white workers are
unexposed, but rather less exposed. In the Lloyd
study, for example, although no increase in lung
cancer was observed among white coke plant
workers, the basis of the comparison was all other
steel workers; rates were equal but high for both
groups. A disastrous situation for blacks should
not be allowed to mask a very serious, and, in
terms of the numbers of people affected, more
widespread problem for whites. Since cancer of
the lung was a very rare disease in the U.S. just 50
years ago, and is still virtually unknown in many
parts of the world, the basis of comparison should
really be zero.”S Relative differences in a uni-
versal exposure only allow us to estimate the
nature and magnitude of that exposure within the
range we observe. But the real problem is that the
entire range—black and white cancer rates in this
case—is elevated. One effect of racism among the




Coke oven workers bave extraordinarily bigh cancer
rates, and black workers get the most dangerous jobs.

majority population can be to promote the illusion
that better is good, or, at least, good enough.So
racism hurts whites by leading them to accept’
much higher death rates, so long as they are not as
high as those of blacks. Racial differentials, as in
occupational hazards, are a warning which the

majority ignores at its own peril. Acceptance of
the unequal status of those workers who are
condemned to super-exploitation by the rul-
ing class legitimizes those practices which
threaten the health and well-being of us all.
Even the passive acceptance of racism can have a
negative ‘multiplier effect’ on the majority.

A final factor increasing the risk of lung cancer
death is the air we breathe. Controlling for smok-
ing rates, living in the city doubles lung cancer
rates.”® Over the last half century mass migration
of blacks has taken place from the predominantly
rural South to the industrialized North, East, and
far West. From 1960 to 1973 alone the percentage
of blacks living in central cities increased from 52
to 60, while for whites it fell from 31 to 26.1 As is
readily apparent from Table 19 urban residence
confers a broad increase in risk of cancer death on
black males, contrasted with both white males and
black females.”® Cancer of the lung increases with
exposure to urban air pollution, as do tumors of
the intestinal tract.””

In conclusion, all of the three best recognized
factors leading to increased risk of lung cancer
have been concentrated on black men. As a
consumer in a commodity economy they are heavy
smokers (see Appendix 4 for further discussion of
the role of commodity consumption). On the job
they generate super-profits by operating ma-
chinery that the owners refuse to make safe. They
are forced to live in neighborhoods with high
concentrations of cancer-causing substances in
the air. In each social interaction corporate profits
are raised, and ever-greater sums of capital ac-
cumulated.

Other prominent cancers—intestinal tract, cer-

Table 18

Death Rates Among Coke Oven Workers

All Causes Cancer of Lung
Work Area Number Observed  Expected SMR Observed Expected SMR
and Race Employed Deaths Deaths (% Increase) Deaths Deaths (% Increase}
Side oven only 496 53 55 96 6 9 146
White 171 16 19 86 2 3
Nonwhite 325 37 36 102 4 6 286
Topside 132 35 17 201 15 1.5 1000
White 27 4 3 i 1 0.2 .
Nonwhite 105 31 14 215 14 1.3 1077
Table 20
Table 19 Five Year Cancer Survival
Black and White, 1967-73
Ratio of Cancer Death Rates, Nonwhite and White; Per cent
Male and Female, U.S., 1959-61 Surviving
Cancer White Black
Males - Ratio NW:W Nonwhite - Ratio M:F All types 39 30
Primary Site Urban Rural Urban Rural - Stomach 12 14
Respiratory 1.11 0.75 8.75 6.06 Colon 46 35
Digestive Organs 1.70 1.52 1.31 1.16 Lung 9 6
Esophagus 2.60 1.86 4.54 2.93 Breast 65 51
Liver 2.50 1.67 2.39 2.21 Cervix 58 53
Colon - 0.77 0.69 0.92 Prostate 59 54 19

0.87
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vix and prostate—are also more common among
blacks, again, with a widening differential. Al-
though currently higher among white women,
breast cancer is still increasing among black
women, and not among white. A nutritional hy-
pothesis has the most support in regard to intesti-
nal and breast tumors at the present time, and
little is known about the cause of cancer of the
cerbix or prostate.’®

Not only are the forces which cause cancer
especially brought to bear on blacks, but they re-
ceive less treatment when they do get sick.”® The
percentage of patients who survive 5 years after
the diagnosis of the major cancer types are con-
trasted between black and white in Table 20. Even
when taking into account the fact that blacks were
diagnosed at a later stage, they consistently bene-
fited less from modern medicine and died after a
shorter period of time. It has also been shown that
poor whites, attending clinics in university hos-
pitals, suffer the same fate.®°

VIOLENCE

With the development of capitalist society
there has been a gradual increase in deaths from
violence.#:81:82 The cause of violent death has
gradually changed, as auto accidents and homi-
cide have become more prominent. Homicide in
the state of Michigan can serve as an example.
About 75 per cent of the blacks in Michigan live in
Detroit, as opposed to only about 10 per cent of
whites. Considerable migration to Detroit has
taken place over the last two decades as blacks
sought industrial jobs. State-wide homicide
trends are influenced primarily by the Detroit
area. In Table 21 death rates for young men are
compared between 1960 and 1970; the accidental
death rate for blacks went from 85 per 100,000 to
95, while homicide rates went from 9 to 181.83

Clearly this epidemic grows out of a society in
the final stages of decay. Few countries have
higher violent death rates than the U.S.—a
notable exception being South Africa, where
homicide is 5 times more frequent, and violence is
the leading cause of death among blacks.

In 1976 21,000 men, women and children died
in the U.S. ‘from injuries inflicted by another
person with the intent to kill’ Of those deaths,
8,300 were black men. Over the years various
economic measures—primarily unemployment—
have been shown to correlate very closely with
homicide rates. Rates were at the current level
during the Great Depression of the 1930’s.582
Although changes in the economy may explain
fluctuations in the rate, it should also be recog-
nized that the underlying violence of this so-
ciety—the use of force to maintain the system of
capitalist production—‘creates a world in its own
image.” Violence is constantly portrayed as the
means to solve social problems. Most homicides
involve family members or friends and reflect an
internalization of the class struggle within the

family. This phenomenon will increase as capi-
talism decays and the class struggle heats up
further. Crime is an integral part of the capi-
talist mode of production.

Violence has contributed significantly to the de-
clining life expectancy of middle aged blacks, par-
ticularly males. Auto- and job-related accidents
have increased, but homicide is by far the mostim-
portant factor.84:8% It is of some interest that
suicide has never been particularly common
among blacks, or workers in general for that
matter, although there is arecent upward trend®%28

PERINATAL HEALTH

A brief look at the health of mothers and new-
born children offers additional insight into what
this society means to minority peoples. Despite a
downturn in infant mortality in recent years,
blacks still lag far behind other racial groups.8¢-2°
Data by race for 1974 are presented in Table 22.1t
must he remembered that in this classification,

Crime is

an integral part
of the
capitalist mode
of production.

‘white’ also includes hispanics, so the figure is arti-
fically raised. In Table 23 the most recent data
available relating income and race (1964-66)
clearly demonstrate that for each level of income
blacks suffer a much higher deathrate among new-
borns. Over the years one of the most striking
black-white differentials has been the death rate
of mothers during childbirth. In Table 24 maternal
mortality by race is summarized from 1930
through 1975. Although the absolute numbers are
quite small (maternal mortality is calculated per
100,000 births, while the death rate for infants is
per 1,000), the differential has been over 300%
since 1950.

Weight at birth is the primary risk factor for
early infant death. In Table 25 the birth weights by
race are presented for selected years over the last
3 decades. The surprising finding of a rising
percentage of low birth weight infants among
blacks most likely represents more accurate re-
porting, with an end to home births. Maternal
nutrition, of course, is the main determinant of




birth weight, as well as toxemia and other im-
portant complications of pregnancy. In an effort to
isolate the specific role of prenatal care, a study in
Washington, D.C., compared the percentage of
underweight infants by race and period during
pregnancy when care was initiated (Table 26). The
two-fold black-white difference is apparent again.
Attending the clinic had little impact for non-
whites. The terrible condition of women who, for
whatever the complex reasons, receive no prenatal
care is also evident, for black as well as white.
Detailed analysis is needed to separate the effect
of teenage pregnancy, available income, accessi-
bility and quality of care, etc., in creating this
assault on unborn children. Whatever the balance
of forces, no one can deny that one of the monu-
mental failures of the ‘world’s best health care sys-
tem’ is an inability to assist in the birth of healthy
children.

After the ghetto rebellions of the 1960’s, thou-
sands of neighborhood health centers and well-
baby stations were opened to provide preventive
health care to the children of the ghettos—

primarily nonwhite children. During this period
there was a substantial increase in the percentage
of children who received routine immunizations.
As the militance of the working class died down, so
did the number of clinics and health stations, and
so followed the number of children immunized,
and the difference inimmunization levels between
white and nonwhite children increased again
(Table 27). It is only recently—as outbreaks of
measles and other preventable diseases have
occurred and affected white children too, that
school boards are now requiring adequate im-
munization for admission. Children are being
referred to health stations that are already over-
worked, however, and these regulations do not
affect children under five.

SUMMARY AND CONCLUSION

The health of a social class is determined by the
role it plays in society. Since the production of the
material necessities of life is the primary function
of the social structure, the relationship to the
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Table 21

Death Rates from Violence for Men in Michigan,
Ages 15-44, 1960-1970

Table 22

Infant Mortality by Race, 1974

{Rate per 100,000} Race Deaths per 1,000 Live Births
White 14.8
Cause Race 1960 1970 Black 26.8
Accidents White 67.2 84.2 Native American 18.5
Nonwhite 59.7 95.4 Chinese 6.0
Homicide White 3.5 8.6  Japanese 9.3
Nonwhite 54.0 181.7  Ali Races 16.7
All causes White 195.7 209.2
Nonwhite 336.3 566.1
Yable 23 Table 24
Infant Mortality by Race and Income Maternal Mortality by Race
1964-1966 1930-1975 Table 26
Deaths per 1,000 Live Births Deaths per Per Cent of Low Birth Weight+
Family Income All Races  White Black 100'0(,)0 Live B"Ths Infants by Race, 1950-1975
Year White Nonwhite
Under 3,000 321 27.3 42,5 1930 5754 1.080.7
3,000-4,999 25.1 221 46.8 1940 a1 9-8 '773'5 Year White Nonwhite
5,000-6,999 18.1 17.8 22.0 1950 61 '1 221 .6 1950 7.1 10.2
7.000-9,999 19.9 19.2 32.6 1960 26.0 97:9 1968 7.1 13.7
10,000 or more 19.9 19.4 1970 14.4 55.9 1975 6.2 13.1
*Numbers too small for estimation 1975 91 29.0 ~+Live births less than 2,500 gm.
. Table 27
Table 26
Per Cent of Children with History of
Per Cent of Low Birth Weight Infants by Immunization by Race. Ages 5-9
Race and Prenatal Care
Washington, D.C., 1974 Immunization and Race
‘ DPT Polio
Trimester when Race Year White Nonwhite White Nonwhite
Care Initiated White Nonwhite 1973 62.5 51.4 72.8 63.4
First 5.6 1.4 1974 67.2 52.4 75.2 60.7
Second 6.8 12.8 1975 61.5 46.4 78.9 61.4
Third 7.0 11.6 1976 58.6 38.2 73.3 52.1
No Care 16.4 26.5 1977 57.0 35.0 73.2 52.0
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‘ Health Consequences of Imperialist War

1. Death and injury for com--

batants in “conventional” warfare.

2. Death and injury to civilian
population from conventional war-
fare (bombings, fires, mass execu-
tions, etc.). Over 100 million people
were killed in World War IT—and this
was due largely to non-nuclear war-
fare.

3. Deaths, disease, and disability
due to nuclear weapons. This is areal
possibility in the minds of politicians
and generals who estimate that
nuclear war is “winnable,” given that
the destruction of the population and
industrial plant would be extensive
but not total (NY Times, 2/14/80,
p. A27). A 1962 study in the New
England Journal of Medicine
(5/31/62, p. 1126) hypothesized the
effects of a 20 megaton nuclear blast
over Boston. 2.2 million of three
million people would be killed at
once by the blast or fire storm. Of the
6500 doctors in the area, almost 500
would be dead and only 900 in
physical condition to work. If doc-
tors spent an average of 15 minutes

(a partial listing)
with each injured person and worked
16 hours a day, it would take about
three weeks for each casualty to be
seen once. Radiation sickness is
merely an extra added disaster.

4. Deaths and disease due to star-
vation. See, for example, the con-
sequences in adult and infant mor-
tality during the Dutch famine result-
ing from the Nazi blockade in World
War 2. Or, look at the mass starva-
tion today in Africa and Southeast
Asis resulting from war between im-
perialists (e.g., U.S., Soviet Union,
China) or their “proxy” states.

5. Death and disease from epi-
demics. Pestilence and war go hand
in hand. Even previously controlled
infectious diseases can re-emerge as
a result of disruption of water sup-
plies and waste-removal systems,
lowered resistance (from inadequate
food supplies), increased crowding,
shortages in medicine, and the al-
tered ecology of disease-carrying
rodents and insects. Biological war-
fare is being seriously discussed. It is
hardly coineidental that the great In-

fluenza Pandemic of 1918 came on
the heels of World War L.

6. Residual disease and disability.
Even aside from the long-term con-
sequences of the destruction of hous-
ing, industry, transportation, etc.,
there will be direct war-related
health effects. The carcinogenic
(cancer-causing) effects of defoliants
used in Vietnam are still being dis-
covered. The potential long-term
carcinogenic and teratogenic (lead-
ing to infant malformations) effects
of radiation exposure are substantial.
Chemical warfare, another option be-
ing seriously considered (NY Times,
2/24/80), can leave residual lung and
nerve damage, not to speak of the
carcinogenic potential. The effects
of war-time injuries (paralysis, am-
putations, burns, mental breakdown,
etc.) can persist for many years.

We repeat: this is only a partial
listing.

A mass, anti-racist, anti-imperial-
ist war movement, leading to social-
ist revolution, is in the highest
tradition of “preventive medicine.”
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process of production is the determinant social
role. For the direct producers in class society—the
working class—that relationship is broadly char-
acterized by exploitation, the expropriation of the
fruits of their labor to concentrate privilege and
wealth in the hands of the ruling class. The histor-
ically determined economic relationships of class
society create the political structure within which
the class of exploiters and the class of direct
producers struggle to advance their own interests.
The laws of production, in fulfilling their historical
function, necessarily enrich the exploiters and
impoverish the producers, including the state of
their health.

The mechanisms of social control in a class
system are structured to bring the worker to the
point of production under conditions favorable to
the employer, ie., for the greatest possible
amount of time, with the greatest intensity and
with minimum expenditure on wages and safety.
Since society operates as a whole, life away from
the job will be commensurate with work con-
ditions. Differential pay will be complemented by,
and in part “legitimized” by, inferior education,
housing, social services, etc., for oppressed minor-
ities. An ideological superstructure, such as the
myth of lower 1Q, will be further used to legitimate
and explain the conditions of increased exploita-
tion.9?

How does the accumulation of profit sacrifice
health? More hours of work, at greater intensity,

generate greater returns on a given investment in
wages and directly jeopardize health through oc-
cupational diseases and accidents. The process of
exploitation is broader than what takes place at
the point of production, however (Figure 2). Pro-
duction presupposes and requires consumption to
complete the circuit of capital. In the effort to
satisfy their material needs and reproduce their
ability to work, the masses are compelled to
participate in the final stage of the cycle of
commodity production as consumers. Many of the
commodities so consumed promote disease.
Within the broad boundaries of its social value,
the nature of a commodity is determined
primarily by the need to maximize profit
during the process of production, not by its
effect on the user. Finally, the continued exist-
ence of class society generates violence on many
levels, physical and emotional, at home, in the
street, and between nations, all of which take a toll
on the working class.

The decisions made by those in power while
setting in motion the forces of production de-
termine the degree and intensity of exploitation,
and the differentials within the working class,
Those decisions are implemented both in isola-
tion at the point of production, and through the
public policy of the government acting as a collec-
tive spokesman for the interests of capital.
Through an historical process of experimentation
those policy decisions have been shaped into a




Imperialist war creates many new health bazards (see box opposite). Abowe, Chinese bealth worker:

o s

Red Army soldiers in an underground bospital carved into a mountain during the jipancse invasion in the 1930s.

social strategy to maximize the general rate of
profit. The use of racism is the primary aspect
of that strategy under modern capitalism.
Racism lowers the standard of living of all
non-exploiters, and although more intensely
felt by the minority group, the quantitatively
largest effect is on the white majority.

Figure 2
THE SOCIAL AND ECONOMIC ORIGINS
OF DISEASE IN CLASS SOCIETY

I. PRODUCTICN
Examples: Occupational Disease
; Pollution

It. CONSUMPTION
Examples: Diseases related to diet,
cigarettes and alcohol

1. SOCIAL DISRUPTION—Chronic
Examples: Homicide, suicide
Emotional lliness
Auto accidents

V. SPECIAL OPPRESSION WITHIN CLASSES
Examples: Racism
Sexism

V. SOCIAL CRISIS—Acute (Depression, Fascism,War)
Examples: -Famine, deprivation
Genocide
Battle Casualties

The differential between black and white makes
it possible to recognize the social forces creating
disease, and to understand that those diseases,
for both black and white, are unnecessary,
preventable, and man-made. One of the many
contradictions created by the capitalist mode of
production is the promction of mass disease.
Racism is an essential element of the social
relations of production in this country; it height-
ens the contradiction between labor and capital
and throws into sharp relief the disease producing
character of capitalist production.

In this article we have attempted to outline the
basic measures of health and disease for black
Americans, and the econumnic forces which create
the epidemics they suffer. Several brief examples
of the impact of health car«. and the lack thereof,
have been included where the outcome can be
clearly measured.

The continuous state of war between the
corporate elite of this country and the minor-
ity working class can be witnessed in all its
stark brutality in this description of public
health. Wholesale attack on aracial group, as
can be seen, is not restricted to concentration
camps or the use of nuclear weapons; it is a
daily occurrence in the drive by U.S. capi-
talism to amass super-profits from the labor
of black workers. Furthermore, black work-
ers are only different from their working
class brothers and sisters in the unrelenting
intensity with which they are assaulted by

i

caring for wounded
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the forces of capital.

The discussion presented here is obviously
incomplete. Many further examples of disease
categories could be included, e.g., diabetes, tuber-
culosis, mental health, alcohol and drug addiction;
health services and medical training and ideology
deserve a thorough treatment. We have not dealt
extensively with psychological or stress related
factors, nor have we attempted to assess the
potential role of population genetics. The process
of disease production requires much more de-
tailed analysis. Work on some of those topics is
currently underway, and participation of health
workers in a growing anti-racist movement will
provide the resources needed to accomplish these
urgent tasks.

An analysis of the past alone, however, is never
enough. Over the last few years it has become
apparent that the U.S., and in fact the world-wide
capitalist system, is entering a period of intense
structural crisis. The immediate economic future
of the United Statres is one of increased inter-
national competition, falling profit rates and a
foreign policy dominated by the need to resort to
war. From even the limited analysis of this paper,
it should be clear that exploitation will be in-
creased, racism will grow and the standard of
living and level of health of the working class will
be attacked (Appendix 5). A necessary con-

comitant will be the tightening of political restric-
tions and increased reliance on direct force as the
primary means of social control. Racism, growing
out of the practices we have described, will be the
cutting edge of those developments. Far from a
trend toward improved health we can anticipate a
move toward the ‘other face’ of modern capitalism
—fascism.

The current analysis was undertaken in an
effort to broaden the awareness of racism and
class society. We conclude by pointing out that
what has been described as a chronic, long-term
crisis i$ currently under threat of being converted
into an explosive, acute crisis—fascism and war.
The underlying structural features of capitalism
outlined here serve as the precondition for those
social developments. The everyday treatment
of minorities serves as amodel for the institu-
tion of fascism by making the use of violence
by the state and the conditions of super-
exploitation acceptable. Those social condi-
tions are ‘proto-fascist, becoming generalized
during periods of economic crisis.

" A serious judgment on the truth of those state-
ments is urged upon every reader, because, if true,
the whole of society will be dragged into the center
of the coming struggle, and fundamental social

change—to the right or to the left— El‘*'l

will be on the agenda of the day.

APPENDIX 1

I. The international relationships
between the central industrial coun-
tries and their neo-colonies (often re-
ferred to as the “Third World”) re-
flect intense racism. Beginning with
health issues as basic as the food
supply,

present-day  economic

II. In the case of income, for
example, if one controls for occupa-
tional prestige, age, education, weeks
worked, hours worked last week, and
the average income of the State of
residence, black income increases
relative to white but does not reach it
(Appendix Table 1}. In 1971 the
median raw income among employed
black men was $7470, compared to

policies are unspeakably cruel to

. poor workers in those countries. Ac-

cording to the Presidential Commis-
sion on World Hunger, “One out of
every 8 people on earth—between
500 million and 1 billion—suffers a
debilitating form of malnutrition. ..

APPENDIX 2

11427 for white men. When adjusted
for the specific class-related varia-
ables listed above the gap was closed
by about half, rising from 65% of that
for whites to 85%. An additional
15% is therefore ‘unexplained’ by
the factors considered and must
be ascribed to some other, inde-:
pendent feature of the race dif-
ference. If blacks and whites

Appendix Table 1

children under 5 make up more than
half the total”.92 Health remains im-
prisoned by social conditions of a
century ago. The enormous cost in
life from infantile diarrhea in coun-
tries like Costa Rica, for example,
reflects primarily under-nutrition.?®

were suddenly equal in class
standing blacks would receive
15% lower wages simply by
virtue of being dark-skinned. It is
interesting to note that for Puerto
Ricans almost all of the wage gap can
be accounted for by the lower class
standing. A similar analysis needs to
be done for health.

Mean Income by Race and Adjustment for Selected Socio-Economic

Variables, Males, 1975

Race
Black
Mexican American
Puerto Rican
AmericanIndian
White

Raw Values

Adjusted Values

Mean Ratio to White Mean Ratio to White
$ 7470 .65 $ 9741 .85
7456 .65 9414 .82
8269 72 11233 98
8302 .73 10575 92
11427 1.00 -




APPENDIX 3

are independent of their will,
namely relations of produc-
tion appropriate to a given stage
in the development of their
material forces of production.
The totality of these relations
of production constitutes the
economic structure of society,
the real foundation on which
a legal and political
super-structure and to which
correspond definite forms of
social consciousness. The mode
of production of material life
conditions the general process
of social,
tellectual life.

A Contribution to
Critique of Political Econ-

III. A detailed analysis of the
class nature of disease from a Marx-
ist point of view would go far beyond
the scope of this paper. An applica-
tion of dialectical materialism to
public health can effectively demon-
strate the origin of the mass diseases
of this society inthe contradictions of
the capitalist mode of production,
but for our purposes it is sufficient to
frame the general question. An ex-
tended version of Mark’s well-known
formulation of the relationship be-
tween the economic base and the
social superstructure is included
below:

In the social production of their

existence, men inevitably enter

into definite relations, which

arises

'APPENDIX 4

value is produced by means of

1IV. A wide range of the epidemic
diseases of capitalism can be related
to ‘life-style,” or patterns of con-
sumption. It ishould of course be
understood that life-style is not a
matter of individual choice, but
in the mean is determined by
social conditions. For example, the
diet of the masses in any given
society reflects the level and nature
of production in agriculture, and is
only minimally, and secondarily, in-
fluenced by individual choice. Ciga-

political

the commodities so consumed.

The continuous existence of
the working class is necessary
for the capitalist class, and so

. R Marketed
is therefore the consumption of Capital Invested in Means
. of Production -~ Equipment,
the laborer made possible by . . . rav Macerials, Lavor
(the purchase of commodities). -, Pover
For our purposes we may call _ngoﬁcgrp__ LMULATION
. . R CAPITAL
this entire sub-division con- —=
sumer necessities, regardless Commodities
Consummed

of whether such a product as
tobacco is really a consumer

omy, Karl Marx.

In the classical Marxist literature
there is little application of those
ideas to the problem of mass disease,
beyond the infections which accom-
panied poverty (cf. Engels, Con-
ditions of the English Working

Class; On the Housing Ques-
tion.) For a communist view of this
question, see “The Dialectics of
Disease,” PL, Vol. 12, No. 2 (Spring,
1979), pp. 62 ff. Also recommended
is the excellent review of this topic
found in the paper by an MD active in
Health-CAR, A. Schatzkin, “Health
and labor power: a theoretical inves-
tigation,” International Journal of
Health Services, 8:213, 1978.

N

Commodities

and in-

the

Production

of Commodities

Figure 3 / & Services

rette and alcohol consumption like-
wise reflect the pressure of the com-
modity economy. As Marx elabo-
rated in detail in Capital, the cycle of
production presupposes and re-
quires consumption in order that the
use value of the commodities be
realized. (Fig. 3) Although brief quo-
tations can distort the significance of
Marx’s concepts, all of which are
highly inter-related, the following
statements offer some assessment of
the role of commodity consumption.
Consumption falls within the
circuit of capital itself only in so
far as it is productive consump-
tion; its premise is that surplus-

necessity from the physio-
logical point of view.

Marx, Capital, Vol. II
Atherosclerosis is primarily a dietary
disease, as is diabetes, and there is
good evidence to ascribe a major role
to nutrition in regard to cancer of the
breast and the gastro-intestinal tract.
Consumption of course only fulfills
the need of completing the process of
production, and it is at the point of
production that exploitation takes
place and surplus value is generated.
Diseases of life style are therefore
integral, though secondary to pro-
duction. By and large commodity
production has a contradictory role.
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duced in the U.S. zre sold abroad.

1. Kitagawa 1M, Hauser PN: Differential Mortality in
the United States: A Study in Socioeconomic Epi-
demiology, Harvard Univ. Press, Cambridge, 1973

2. Preston SH: Mortality Patterns in National Popula-
tions, Academic Press, NY 1976

3. Health Conditions in the Americas, 1973-1976,

World Health Organization, Wash., D.C., 1978
4, Warner DC: The Health of Mexican-Americans in
South Texas, LBJ School of Public Affairs, Univ.
of Texas, Austin, TX, 1979
5. Navarro V: The underdevelopment of health of

25




MASS DISEASE

26

16,

ii.

12,

6, H (1/'/

I8

21.

25. Stamier, J:

REFERENCES

o ‘&n wlerin

Yeracaris ( »\ Kim JH: Socioeconomic dlfferen
tials in selected causes of death. AJPH 68:342,
PATR

Marmot MG, Rose G, Shipley M, Hamilton PJS:
Employment grade and coronary heart disease in
British zivil servants. J of Epidemiol and Com-
munity Health 32:24400, 1978

L.amm SH, Sidel VW: Public health in Shanghai:
An analvsis of preliminary data, 1972, from China
Medicime oo We Saw It, Quinn, Ed., DHEW, 1975
Williams. B Capitalism and Slavery, Univ. N.C.
Press, Chapel Hill, 1244

Perio V., Economics of Rucism; USA, New World
Paperbacks, NY 1975

5. Handbook of Labor Statisties, 1977, U.S. Depart-

ment of Labor, Bureau of Labor Statistics, Wash,,
.0, 1977

- The Sociat wid Eeonomic Status of the Black Popu-

fation (o the United States 19773, Current Popula-
tions Reports, U.S. Dept. of Commerce, 1974
Sacial [; dicators of Equality for Minorities and
Women, U.S. Commission on Civil Rights, 1978
ned Disease in Tribal Socicties, CIBA Mono-
graph #49. Flsevier North Holland, 197

7. Robson JRK, Wadsworth GR: The health and

nutritional  status  of  primitive  populations.
Ecology of Food and Nutrition, 6:187, 1977
Truswell AS, Kennelly MB, Hansen JDL, Lee RB;
Blood pressure of 'Kung bushmen in Northern
Botswans. Amer Heart J 84:5, 1972

. Page LB, Diamon A, Moellering RC: Antecedents

of Cardiovascular disease in six Solomon Islands
societies. Circulation 49:1132, 1974

. Oliver W], Cohen EL, Neel JV: Blood pressure,

sodium intake, and sodium related hormones in the
Yanamamo Indians, a “no-salt” culture. Circulation
520 145, 1975

Dahl LK: Evidence for an increased intake of
sodium in hypertension based on urinary excre-
tion of sodium. Proc Soc Exp Biol Med 94:23, 1957

. Prior JAM, Grimley-Evans J, Harvey HPB, David-

son F, Lindsey M: Sodium intake and blood pres-
sure in two Polynesian populations. N Engl J Med
279:515, 1968

3. Rosen S. Plester D, El- '\'Ioft\ A. Rosen HV; High

frequency audiometry in presbycusis; a compara-
tive study of the Mabaan tribe in the Sudan with
urban populations. Arch Otolaryn 79:34, 1964

. Benet S: Abkhasians; the Long-living People of the

("awcasus, Holt, Rhinehart and Winston, NY, 1974

. Sachuk N: The geography of longevity in the USSR.

Geriatrics 20: 605, 1963

5. Moriyama [, Krueger DE, Stamler J: Cardiovas-

cular Diseases in the United States, Harvard Univ.
Press, Cambridge, Mass., 1971, pp 119-22Y

. Stamler J: Lectures on Preventive Cardiology.

Girune and Stratton, NY, 1968

“Population Studies,” in Nutrition,
Lipids, and Coronary Heart Disease, Eds, Levy, Rif-
kind and Diennis, Raven Press, NY 1979

32.

33.

34.

36.

o
3

38.

40.

41.

42,

43.

44.

45.

46.

47.

48.

49.

. LeBovitt -

31, Reported at the 19th Arinual Cor

. Kiechel W: The food glants straggle 10 stay in step

with consumers. Fortune, Sept. i1, 1978

The changing pattern of eating out
National Food Situation, Mm [SEIIR TR o
evence on Card-

iovascular Disense Fopidendoiogy, AA, New
Orleans, March, 1979

Dietary Intake Source Data, United States, 1971-
74, DHEW, National Center tor Health Statistics
Tyroler HA, Hames CG, Krishan I, Heyden S,
Cooper G, Cassel JC: Black-white differences in
serum lipids and lipoproteins in Fvans County,
Prev Med 4:541, 1975

Shekelle, et al: Screening for coronary heart
disease risk facters: The Chicago Heart Associa-
tioin Heart Disease Detection in Industry Project,
in press

. Proceedings of the Conference on the Decline in

Coronary Heart isease Mortality, DHEW, NIH.
May 1979

Lipid Research Clinics, Press Briefing, luly 13,
1977

. Mojonnier, Et Al Nutrition education project, .

Amer Diet Assoc, In press

Haenszel, W., Shimkin, M.D.. Miller H.P., " Tobac-
co Smoking Fatterns in the U.S.,” Public Health
Monograph Nao. 45:1-111. 1956

. Shaper AG, Hiutt MSR, Fejfar 7, kds.: Cardio-

vascular Disease in the Tropics, British Medical
Association, i.orndon, 1974

Nichaman MZ, Boyle E, Lesne PT, Sauer HI: Card-
lovascular disease mortality by race; The Charles-
ton Heart Study, Phase . Geriatrics 17:724, 1962
Cooper R., Stamler J, Dyer A, Garside D: The de-
cline in mortality fromm coronary heart disease,
U.S.A., 1968-1475. J Chron Dis 31:709, 1978
Soltero I, Cooper R, Liu K, Stamler J, Gagside D:
Trends in mortality from cerebrovascular disease
in the United States 1960

Blood pressure studies in 14 communities: A two-
stage screen for hypertension, Hypertension De-
tection and Follow-Up Cooperative Group. Circ
Res 40 (Suppl 1):106, 1977

Vaughan JP, Miall WE: A compariscn of cardio-
vascular measurements in the Gambia, Jamacia
and the United Republic of Tanzania. Bull WHO
57:281, 1979

Boyle E: An epidemiologic study of hypertension
among racial groups of Charleston County, South
Carolina - The Charleston Heart Study, In: The
Epidemiology of Hypertension, Eds: Stamler J,
Stamper R, Pullman, Grune and Stratton. NY,
1964

Schoenberger, et al: Hypertension in Holmes
County, Mississippi. In: Epidemiology and Control
of Hypertension, Ed. O. Paul. Symposia Special-
ists, NY, 1975 pp 485-502

HANES: Blood pressure levels of persons 6-74
years, United States, 1971-1974. DHKEW, Series
11, Number 203, Hyattsville, Md.," 1977

Ashcroft MT, Desai P: Blood pressure and mor-
tality in rural Jamacian community. Lancet I1: 1167,
1978

Seedat YK, Seedat MA, Nkomo MN: The preva-
lence of hypertension in the Urban Zulu. South
African Med J 53:923, 1978




50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

REFERENCES

Akinkugbe OO, Bertrand E, Eds.: Hypertension in
Africa, Literamed, Lagos, Nigeria, 1975

Vaughn JP, Miall WE: A comparison of cardio-
vascular measurements in the Gambia, Jamaica,
and the United Republic of Tanzania. Bull WHO
57:281, 1979

Hypertension Detection and Follow-Up Program
Cooperative Group: Race, education and preva-
lence of hypertension. Amer J. Epidemiol 106:351,
1977

Keil JE, Tyroler HA, Sandifer SH, Boyle E: Hy-
pertension: Effect of social class and racial admix-
ture. The results of a cohort study in the black
population of Charleston, SC, Amer J Public
Health 67:276-296, 1977

Kotchen JM, Kotchen TA: Geographic effect on
racial blood pressure differences in adolescents.
J. Chron Dis 31:581, 1978

Langford H, Watson RL: Electrolytes and hyper-
tension. In: Epidemiology and Control of Hyper-
tension, Ed. O. Paul. Symposia Specialists, NY,
1975 pp 119-130

Freis ED: Salt, volume and the prevention of hy-
pertension Circulation 53:580, 1976

Cooper, et al.: The association between urinary
sodium excretion and blood pressure in children,
Circulation, in press

Ueda H: Effect of high-salt, high-carbohydrate, low
protein diet on hypertension in the rat. Clin Sci Mol
Med 45:99s-102s, 1973

Page LB, Vandevert D, Nader K, Lubin N, Page JP:
Blood pressure, diet and body form in traditional
nomads of the Quash’gai Tribe, Southern Iran.
Acta Cardiol 33:102, 1978

Kawasaki T, Delea CS, Bartter FC, Smith H: The
effect of high-sodium and low-sodium intakes on
blood pressure and other related variables in
human subjects with idiopathic hypertension. Am J
Med 64:193, 1978

Grim CE, McDonough JP, Dahl LK, Hames CG:
Dietary sodium, potassium and blood pressure:
Racial differences in Evans Co., Georgia (Abst).
Circulation 42 (Supp III): 85, 1970

Philipp T, Distler A, Cordes U.: Sympathetic nerv-
ous system and blood pressure control in essential
hypertension. Lancet 11:959, 1978

Dyer A, Stamler, J, Shekelle RB: The relationship
of education to blood pressure. Circulation 54:987,
1976

Hofman A, Boomsma F, Schalekamp MAD, Valk-
enburg: Raised blood pressure and plasma nor-
adrenaline concentrations in teenagers and young
adults selected from an open population. Brit Med
J 1:11536, 1979

Effects of treatment on morbidity in hyperten-
sion: II. Results in patients with diastolic blood
pressure averaging 90 through 114 mmHg, VA
Cooperative Study Group on Hypertensive Agens.
JAMA 213:1143, 1970

Background Paper: Health Differentials Between
White and Nonwhite Americans, Congress of the
U.S,, 1977 i

Office Visits by Black Patients, National ambu-
latory medical care survey: U.S., 1975-76. Ad-
vancedata, DHEW, July 23, 1979

Persons at High Risk of Cancer, ed., Fraumeni,

69.

70.

71.

72.
73.
74.

75.
76.

71.

78.
. Axtell, L.M., Myers, M.H., “Contrasts in Survival of

80.

*81.
82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

J.F., Academic Press, New York, 1975
Williams RA, Ed.. Textbook of Black Related
Diseases, McGraw-Hill, NY, 1975

Hamond EC, Garfinkel L: Changes in cigarette
smoking, 1959-1965. AJPH 58:30, 1968

Lloyd, JW, “Long-term Mortality Study of Steel-
workers,” Journal of Occupational Medicine, 13:53,
1971

Cancer and the Worker, NY Academy of Sciences,
NY, 1977

Stellman J, Daum S: Work is Dangerous to your
Health, Vintage, NY, 1977

Carnow, B., “The Urban Factor” and Lung Cancer”
Environmental Health Perspectives, 22:17, 1978
Symington T, Careter RL, Eds.: Epidemiology of
Some Human Cancers, William Heinimann Medical
Books, Ltd. London, 1976

Lilienfeld, A., Levin, J., Cancer in the U.S., Har-
vard University Press, Cambridge, Mass., 1972
Winkelstein, W., Kantoer, S., “Stomach Cancer:
Positive Association with Suspended Particulate
Air Pollution,” Arch. Environmental Health,
18:544, 1969

See, Cancer Research, Vol 35, November, 1975

Black and White Cancer Patients, 1960-1973,”
Journal of National Cancer Institute, 60:1209,
1978

Berg JW, Ross R, Latourette HB: Economic status
and survival of cancer patients. Cancer 39:467,
1977

Iskrant AP, Joliet PV: Accidents and Homicide,
Harvard Univ. Press, Cambridge, Mass., 1968
Klebba AJ: Homicide trends in the United States,
1900-74. Public Health Reports 90:195, 1975
Gorwitz K, Dennis R: On the decrease in life ex-
pectancy of black males in Michigan. Public Health
Reports 91:141, 1976

Ford AB, Rushforth N, Hirsch CS, Adelson L: Vio-
lent death in metropolitan county: II. Changing pat-
terns in Suicides (1954-1974) AJPH 69:459
Weiss NS: Recent trends in violent deaths among
young adults in the United States. Am J Epidemiol
103:416, 1976

MacMahon B, Johnson S, Pugh TF: Relation of
Suicide rates to social conditions. Public Health
Reports 78:285, 1963

Kramer M, Pollack ES, Redick R, Locke BZ: Men-
tal disorders/Suicide, Harvard Univ. Press, Cam-
bridge, 1972

Hirsch CS, Rushforth county, JAMA 223:900,
1973

Eisner V, Pratt MW, Hexter A, CVhabot MJ, Sayal
N: Improvement in infant and perinatal mortality in
the United States, 1965-1973. AJPH 68:359
Shapiro S, Schlesigner ER, Nesbitt REL: Infant,
Perinatal, Maternal, and Childhood Mortality in the
United States, Harvard Univ. Press, Cambridge,
1968

Jensen A: Educability and Group Differences,
Methuen, NY, 1972, pg 226

News Item, Christian Science Monitor, Dec. 20,
1979

Moore HA, De Ia Cruz E, Vargas-Mendez O:
Diarrheal disease studies in Costa Rica. Amer J.
Epidemiol 82:143, 1965

ASVASIA SSVIA

27










Marcha del Iro de Mayo en Santo Domingo, Republica Dominicana







i

march in Sao Bernardo. Banner i




the Workers.”




34

By R.T.

Medical Apartheid
Segregation in
‘Health Care

s part of their drive toward fascism
at home, the U.S. ruling class is at-
tempting to cut back medical serv-
ices so more money will be avail-
able to beef up the military, de-
velop ‘new supplies of oil, or re-capitalize obsolete and financially
shaky industries.

Given all the talk about the “crisis” in medical care, there is one fact
that the experts and politicians rarely talk about, a fact that lies at the
heart of the government-business plans to bring fascism to bear on
medical care: the U.S. medical care system is racially segre-
gated.

THE HISTORY OF U.S. MEDICAL APARTHEID

Medical care segregation has had a long and literally bloody history
in this country. In the post-Civil War era, a series of U.S. Supreme
Court decisions from 1873 to 1898 led to the entrenchment of the
“separate but equal” doctrine. A number of states passed the so-
called “Jim Crow” statutes, with considerable help from the Ku Klux
Klan. Minorities (mainly blacks) came to receive their care in
separate wards of general hospitals, if they were admitted at all. In
some areas, specific laws mandated that only black nurses could care
for black male patients. There were separate hospitals for the
mentally ill. Separate or segregated facilities were required in nursery
houses, orphanages, institutions for the deaf, blind, and mute, and
even in cemeteries!’ :

In the early part of this century, in the South, there were either no
hospitals for blacks or poorly equipped “colored wards” from which
black physicians were virtually excluded. A survey taken in 1912 in
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active in fighting for an end to racism in bealth care and bospital biring.

Workers Action Movement coffee wagon at New York City bospital picket line. Our party and its friends bave long been

New York City revealed that 19 of 29 hospitals did
not exclude black patients; of these 19, 16 denied
black doctors the right to attend patients or
perform surgery.

A 1930 survey showed that out of a total of 7259
hospitals in the country, only 225 served blacks. In
1947, 24 of the 127 Veterans hospitals. had
separate wards for black patients. The 1946 Hill-
Burton Act, the major hospital construction legis-
lation in the post-war period, contained an explicit
“separate but equal” clause. As late as 1960,
surveys of hospitals, especially in the South,
showed a continued pattern of conscious racial
segregation of patients and denial of admitting
privileges to black physicians.

There are numerous reports throughout this
century of black patients bleeding to death or
dying from other preventable illnesses because
they were denied admissionto a*‘white” hospital.2

Today, many hospitals seem to have both
whites and minorities in the same building or even
on the same ward. We shouldn’t be fooled, though,
by this surface appearance of multi-racial popu-
lations. If you really stop to count the racial repre-
sentation in our hospitals, you find the old “de
facto” segregation, with consistent, dispropor-
tionate distributions of patients by race.

In most U.S. cities, the division between “pri-
vate (“voluntary” or “proprietary”) and “public”

hospitals is the main source of medical care seg-
regation. Look at these two examples: In Phila-
delphia, the 1969 census showed that Phila-
delphia General Hospital (now closed!) had 73%
black patients; all other hospitals together aver-
aged 1/3 nonwhite inpatients, with some private
hospitals over 90% white.3

In New York City in 1976, 3/4 of the patients in
major teaching hospitals were white; in volun-
taries, 5/6 white; and in proprietary hospitals, 7/8
white. In the city hospitals, though, 2/3 of the
patients were minority, with some city hospitals
having over 90% minority patients.

Many voluntary hospitals are not directly affil-
iated with or near municipals. In such cases, the
apartheid goes on within the same facility. At
Roosevelt, Mount Sinai, Columbia-Presbyterian,
or New York Hospitals in New York City, for
example, there are what are officially known as
“private” and “service” wards. “Private” patients
tend mainly to be white, while “service” patients
tend to be primarily minority. At times, the
division is as blatant as in South African hospitals.

Medical apartheid reaches into outpatient care
as well. A recent study of outpatient care at Duke
in North Carolina showed that the public Out-
Patient Clinic had a patient population that was
76.2% black and 23.8% white. The Private Diag-
nostic Clinic, however, had nearly reversed pro-
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portions, with 68.6% white and 32.4% black
patients. ‘
Segregation is also to be found within the office
practices of private physicians. A recent report on
CBS television showed a doctor’s office in the
south with one waiting room for whites and one for
blacks. Some black physicians (those practicing in
minority working class areas, often deprived of ad-
mitting privileges to nearby voluntary hospitals)
have primarily minority practices; many white
physicians have mainly white practices.

“SEPARATE BUT EQUAL” IS A LIE

One of the major points made by anti-racists,
from the anti-slavery movement to the Civil
Rights movement of the 1950’s and 1960’s, has
been that “separate but equal” is a lie. Racially
segregated facilities are never “equal” under
capitalism. Let us look at some examples of this
racist inequality in the medical care sector.

Public hospitals have been consistently under-

The public hospital
is where

you are

‘supposed to go.’

capitalized compared to the private sector. In
1969, public hospitals had assets of $115 per
patient per day; private hospitals had $132 per
patient-day. In 1975 these figures were $137 per
patient-day for the public hospitals, $167 for the
private institutions. Looking at this another way,
in 1969 public hospitals had 87% of the assets of
private hospitals; in 1975, it was only 82%.5
Staffing levels at municipal institutions are sys-
tematically inferior to those in private facilities.
Studies have shown that in almost all public
hospitals, the staff per 100 average adjusted
patient days was lower compared to private hos-
pitals.® Nationwide, public hospitals have an
average of 6 fewer registered nurses (RNs) per
100 patients than private hospitals.” The nursing
ratio is one of the key elements of medical care
quality. A 1974 law suit in Washington, D.C.
showed that the city hospitals (with over 90%
minority patients) had lower staffing levels for
nurses and technicians, than the voluntary hos-
pitals; the city hospital technicians, for example,

had to process many more x-rays and bacterial
cultures than their counterparts in the voluntary
institutions. The situation in the public hospitals
in the country has grown steadily worse. In New
York City the Health and Hospitals Corporation
lost some 8000 employees over a two-year span
from 1975-77, and more have been lost since then.

How about “equality” between the separate
“private” and “service” wards within the same
hospital? Here data is much harder to come by.
We can make a pretty fair estimate, though, that
expenditures, whether for supplies or staff, will be
systematically less on “service” wards. Clearly
there is some reason why private physicians gen-
erally prefer their patients to be admitted to the
“private” wards.

As for ambulatory care, the study of outpatient
clinics at Duke reveals specific inequalities: “In
general, the facilities for [predominantly white]
PDC patients are separate from and distinctly
more comfortable and attractive than those of-
fered patients attending the [predominantly
blackl OPC. The PDC is characterized by .
cushioned chairs and carpeted floors, while the
OPC is furnished with plastic chairs on barren
floors.” Black patients in the public clinic are
cared for by residents and interns who rotate after
several months. These patients, as opposed to the
predominantly white patients in the private clinic,
are thus obligated to see a different doctor every
year.*

HOW DOES CAPITALISM CREATE
MEDICAL APARTHEID?

The capitalist system spawns medical apart-
heid in several, inter-related ways:

Residential segregation. As a general rule,
people tend to go to hospitals and clinics near to
where they live. Given the widespread segregation
in housing in this country, it is not surprising that
medical care facilities would also be segregated.
Look at Harlem Hospital in New York City, or
nearly all-minority Martland hospital in the
largely minority central ward of Newark, N.J.
However, the factors of nearness to facilities and
residential segregation do not account for all of the
medical apartheid in the U.S. A study carried out
in Philadelphia showed that 22% of the patients at
Philadelphia General Hospital came from Health
District #5, far to the east, across a river and
several bus changes away.® This area was pre-
dominantly black. Clearly, causes other than
housing segregation must be at work.

Outright racial discrimination. To quote
one study of public hospitals: “As with Philadel-
phia General Hospital, it is common knowledge
among the medically indigent in New Jersey that
the public hospital is where you are ‘supposed to
g0.”? Such a perception of where you are ‘sup-
posed to go’ generally results from previous in-
ability to get into the private hospitals, or just




The Hidden Content of Medical Education

Maintaining and spreading segre-
gation in medical care requires the
participation, or passive acceptance,
of this murderous racism by hospital
and medical personnel. Since racism
doesn’t come naturally to workers,
the ruling class has arranged to have
it taught to us—right in the class-
room, along with the professional
and scientific training.

The hidden aim of many of the
courses is to prepare health profes-
sionals to look on minority and work-
ing-class patients as objects or “ma-
terial” and deserving of less-than-
adequate medical care—or none at
all. This process is not yet so blatant
as in the medical schools of Nazi
Germany, but that stage is not too far
removed from the following ex-
amples.

® Numerous texts and medical
school lecturers argue that one cause
of the higher rates of tuberculosis
among black, Latin, Asian, and
Native American peoples is an al-
tered immune system, i.e., lowered
“resistance.” This is a subtle form of
victim-blaming. There is no evidence
for such a biological deficiency, while
there is overwhelming evidence that
higher rates of TB and other in-
fectious diseases result from racist
living conditions.

® Higher cervical cancer rates
among minority women are at-
tributed, subtly and not-so-subtly, to
promiscuity among these women.
While there may be (and this is
hardly proven yet) a causal relation-
ship between sexual activity and
cervical cancer, there is certainly no
evidence that the higher disease
rates among minority women is due
to their “promiscuous sexual be-
havior.” Here is the interconnected

influence of both racism and sexism
on scientific thinking.

® Psychiatry is replete with racist
concepts and
southern physician in the mid-19th
century “discovered” a specific form
of mental illness among slaves which
he dubbed “drapetomania” or “run-
ning away from the master sickness.”
It was apparently a very widespread
affliction, often associated with
“pyromania” and homicidal tenden-
cies (resulting in the burning of plan-
tations and killing of slave owners). It
may have been spread by such
disease “carriers” as Nat Turner,
Harriet Tubman, or John Brown.
Other examples of racist psychiatric
mythology can be found in Racism
and Psychiatry, by Thomas and
Sillen (Brunner/Mazel, 1972).

® Despite the increasing evi-
dence demonstrating the racial and
class biases in standardized “IQ
tests,” 1Q is frequently considered to
indicate “intelligence” in psychiatry
and other health professional
courses. Racist logic concludes from
this consideration that blacks and
Latins are intellectually inferior be-
cause their average test scores are
lower. (Arthur Jensen, the leading
racist proponent of the intellectual
inferiority of blacks and the “heredi-
tary” nature of “intelligence” was re-
cently published, with a big publicity
splash, a new book on the subject.)
An excellent critique of IQ and all its
racist interpretations is to be found
in Racism, Intelligence, and the
Working Class, published by Pro-
gressive Labor Party.

® Attempts to explain the higher
rate of “psychosis (relative to
“neurosis”) among nonwhites rarely
consider the racial and class biases

stereotypes. A

inherent in the psychiatric diagnostic
process. (see Thomas and Sillen.)
~ ®Examples of racist conduct to-
ward minority patients are all too
common in clinical training. Just
one of many examples: a “popular
concept” in many medical schools
and hospitals is PRH or PRS:
“Puerto Rican Hysteria” or “Syn-
drome.” Needless to say, this is a
racist perception, has no scientific
basis as a disease entity, and fre-
quently leads to minimization and
neglect of serious illness. (Medical
sociology often teaches that there are
different ethnic or national “pat-
terns” of response to illness. We
maintain that these claims obscure
intro-group differences and con-
tribute to racist stereotyping.)

® Finally, there is a deep-seated
reductionist trend in all medical edu-
cation. Biochemistry, physiology,
pathology are stressed, while little
emphasis is placed on the social de-
terminants of disease, especially on
the effect racism has on health. See
“Racism and the Mass Diseases of
Capitalism” in thie pamphlet for an
example of the kind of analysis that s
sorely lacking from medical, nursing,
and even public health schools.

Health CAR campaigns to expose
and eliminate these racist and fascist
ideas from medical education. It is
only through the unity of all work-
ers—minority, white, native-born,
immigrant, professional and non-
professional—that our strength as
the producers of all goods and wealth
can be realized, and used to make a
socialist revolution. And only
through seizing power from the racist
ruling class can we develop and apply
“good medicine” for the working
class.

outrgight racist experiences at such hospitals.
One administrator at New York Hospital ( Cornell)
was overheard to say that they “didn’t take
patients off ambulances.” When asked why, he re-
plied: “because they’re black.” Many minority
patients are cared for by minority physicians.
However, because many minority physicians have
been denied admitting privileges in the nearby
voluntary/private hospitals, their patients cannot
get into these hospitals. -

Financing regulations. De facto racial segre-
gation exists in medical insurance coverage. A
larger proportion of minorities, relative to whites,
have public insurance (Medicaid, as opposed to
private insurance, Blue Cross, Blue Shield, or

commercial carriers). The fact is, the private

hospitals prefer patients with private coverage.
The reason for this has to do with the private
physicians using the voluntaries. Private physi-
cians generally dislike seeing patients with public
insurance because the reimbursement rates are so
low that honest physicians cannot meet overhead
(e.g., $4 for an office visit); furthermore, the new
Medicaid regulations are punitive to doctors by
requiring complex accounting and mystifying
rules for services rendered (e.g., no. reimburse-
ment for more than two blood sugars a year for
diabetics). Reimbursement rates may also differ
for the same service rendered to the same patient
at different institutions. Medicaid pays a much
higher rate to a city hospital than if the Medicaid
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Closing of municipal bospitals like Sydenbam which serve mostly minority workers, means death for patients and even

more overcrowding at understaffed nearby bospitals—many of which are also threatened with closing.
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patient went to a voluntary facility with a Medi-
caid contract.

Voluntary/private hospitals depend on good
relations with their physician staff, because it is
these physicians who fill up the beds and keep the
hospitals full so they don’t lose money. Therefore,
the hospitals give priority to the private patients
of the private physicians, and most of the beds are
filled up with these patients. The result is that
(disproportionately minority) publicly-insured or
non-insured patients without private physicians
who come to the emergency rooms get transferred
to the city hospitals, or just go straight to the city
hospitals in the first place. End result: medical
apartheid.

HOW THE BOSSES BENEFIT FROM
MEDICAL APARTHEID

Why do business and political leaders let this
situation exist? Generally, when those in power
permit some social practice to go unchecked, it is
because they perceive it to be in their interests.
There are two major ways in which medical
apartheid benefits the corporate-political elite:

First, medical care segregation represents a tre-
mendous savings in social service investment,
very important in a period of declining economic
fortunes for U.S. capitalists. It is estimated, for
example, that the total difference between public
and private hospitals in assets per patient day
came to almost $2 billion in 1975.1° This repre-

sents a considerable savings in resources which
can be channeled into “needy” industries like
Lockheed, Con Edison, or Chrysler, into energy
exploration, or into the Pentagon’s coffers. And
this is just between public and private institu-
tions. Think of the additional savings resulting
from reduced expenditures on all those “service”
wards.

Medical care segregation also divides the work-
ing class and blunts rebellion against service cut-
backs. Cutbacks in services are hitting all sectors
of the medical care system. This is a common and
systematic plan on the part of the dominant
interest in the U.S. Minority-used facilities may be
getting “cost-contained” the worst, but staffing
levels have been reduced in private facilities, and
many of the smaller private institutions, servicing
mainly the white working class, are being targeted
for closing.

Clearly the bosses are afraid of struggle against
cutbacks, like the armed strike of integrated coal
miners against cuts in medical benefits. However,
so long as it is possible for each racial group to
regard one segment of the medical care system as
its “own,” then the progressive dismantling of
medical services can proceed in piece-meal fash-
ion. Whites can rationalize the inadequacy or de-
terioration of services in “their section” by con-
sidering themselves “better off” than minorities.
In NYC this takes the form of “Montefiore or St.
Luke’s isn’t so great, but thank God I don’t have to
go to Lincoln or Harlem.” Likewise, minorities can
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overlook cutbacks and closures in the private
sector as heving little to do with their “own” medi-
cal rare needs.

In other words, a segregated medicai care
system fowers the level of services for the
entire working class by making it possiole for
the ruling ciess to destrov workers’ services in
piecemeal fashion. Medicni aparineid polit-
ically weakens the working class by stopping
united, multi-racial opposition to inadequate
services and cutbacks. It's no accident that
fascist regimes, from the Nazis to South Africa,
depend on racial segregation for their very ex-
istence.

What is the correct political strategy to take
toward cutbacks? One approach very popular
among sell-out union leaders and fake “radicals,”
is to oppose the continued cuts into the minority-
used municipal systems (‘‘fight the cutbacks”) and
thereby “maintain the integrity of the city hos-
pitals.” This is felt to be a strategy which would
strengthen medical care overall and specifically
oppose racism.

Cutbacks in municipal services certainly are
racist attacks and must be opposed. However, a
strategy to fight municipals cutbacks in order to
maintain or even improve the established munici-
pal medical system comes down to a defense of the
0i4 segregationist principle of “separate but
eual.” As we have shown, “separate but equal”
not only means separate and unequal, but also
inadequate for everyone. Leaving medical serv-
ices for the poor and minorities segregated in one
part of the hospital system makes all services vul-
nerable to bEeing eliminated in New York, for
example, but several thousand voluntary/private
beds, many serving primarily white workers, have
been sched::led for closing.

In New York, the mass protests against the
closing of municipal hospitals like Sydenham and
Metropolitan have been largely confined to
minority workers (and politicians). Think how
much more effective this struggle would be if
black, white. and Latin workers in the city all
demonstrated together against the closings of
Sydenham and Metropolitan. And imagine if this
fight were carried over to oppose the proposed
cuts at the voluntaries!

Look at it another way. Suppose the South Afri-
can government threatered i close “Johannes-
buig General,” an all-Liack “pubi” hosytal,
Wouldn't it be a little beside ihe poict to demand
the mere “preservation of “he inteygrity of the
public sector”? The poind is i sinssn the entire
system of apartheid. once and for ail The only
answer to cutbacks «f medical services is to have
a multi-racial, unified movement thiat demands
NO CUTBACKS plus INTEGRATION OF THE
HOSPITALS (i.e., SMASH MEDICAL APART-
HEID). We need to build such a muvement, and
InCAR is taking the lead in doing sc.

A PROGRAM TO SMASH MEDICAL
APARTHEID

To stop cutbacks, we must end medical apart-
heid by demanding:

1. No cutbacks of any services.

2. Admission to all hospitals in given areas to
be determined by lottery with the explicit
purpose of integrating these racilities.

3. Admissions to any hospital be independ-
ent of ability to pay or relatic:: to a private
physician.

4. Private physicians to have full admitting
privileges to all hospitais.

5. Adequate emergency beds be available in all
hospitals.

6. Private physicians must make cheir services
available to Medicaid-insured (or non-
insured) patients in a proportion that re-
flects the proportion of these patients in
that physician’s area.

7. Medicaid reimbursement raies be made
comparable to Medicare reimbursement
rates.

8. Elimination of third party payments for
health care facilities and physicians not com-
plying with these standards of integration.

We urge that all readers involved in fighting
medical cutbacks study the particular form that
medical apartheid takes in their area. and include

a program toSmash Medical Apartheid PLA'
as part of their struggle.

-
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Nazi doctors, wearing SS insignia, are shown inspecting kidnapped‘Polisb children who were judged “‘racially
vakuable’ in building Hitler’s “Master Race” of “pure Aryans.” These racist theories of superiority are in no
way different from the mouthings of Jensen, Shockley, Herrnstein and others who are recew ing wide support

from the ruling class.
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By G.W.

It IS Happening Here

The Lessons of
Medical Fascism

ost of us in the United States, who
are used to living under “liberal
democracy,” assume that this will
continue despite flaws in the sys-
tem or economic ups and downs.
We think of fascism as a completely separate entity, foreign to Ameri-
can traditions. However, we would like to convince you that “liberal
capitalism” and fascism are but two sides of the same coin, and that
the signs and symptoms of budding fascism are all around us, in health
care as well as in other aspects of life.

WHAT IS FASCISM?

Fascism is government by open terror, under which civil rights
(always limited for workers) disappear, and the organization of
opposition or strikes is punishable by imprisonment or death. Under
fascism, the biggest capitalists rule directly. They use intense
nationalism and racism to justify their vicious attacks on workers.
Fascism is necessary to those in power when the needs and aspirations
of workers and intellectuals cannot be met because of economic
decline and loss of flexibility and must be quashed instead. Such was

- the case in Germany as Hitler came to power (nurtured by the liberal

Weimar Republic), in Iran, in Argentina, and many other lands. It is
noteworthy that the U.S. openly support many fascists, such as the
Shah, Marcos, and Pinochet, to name only a few. Invariably, fascism is
justified to the masses of people by racism (problems are the fault of a
particular group of citizens) and nationalism (problems are the fault of
foreigners).

The U.S. ruling class (big business and the politicians they support) en-
joyed rising economic prosperity and the political hegemony in the world
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for the majority of this century, but lately things
have begun te slip. For the last ten years the rate of
profit of American business has been falling
steadily, and k2 <ontrol of the U.S. over foreign
markets anc oW caterials has been declining
since Vietnam. Competition from Japanese,
German, and Russian capitalists has grown stu-
pendously urtii the U.S. is now in danger of seri-
ous shortages, especially fuel. Whereas the U.S.
government zould once rely on military superi-
ority to take what it wanted, it is now a paper tiger
that cannot piotectits allies in Iran, scare the Rus-
sians out of Afghanistan, or force oil prices down.
Thus, U.S. capitalism has had to keep afloat by
trying to increase the rate of profit at home, i.e., by
increasing productivity, lowering real wages, and
cutting services.

Like other governments in trouble, the U.S.
ruling class promotes racism and nationalism to
take the heat off itself. Thus the campaign to
blame unemployment on “illegal aliens,” blame
inflation and worsening services on the poor
(Proposition 123, campaigns against “welfare
fraud”), and biame decreased professional train-
ing opportunities on minority aspirants (the
Bakke case). Theories of racial superiority which
were anathems after WW 1II are now promoted
openly by top universities and journals, which
have disseminated the ideas of Jensen, Herrn-
stein, and Banfield (the genetic basis of intelli-
gence and success). Moynihan, and E.O. Wilson
(sociobiology). Activities of racial viclence, such
as KKK and Nazi rallies and crossburnings are
guarded by the police, publicized by the media,
and protected by the courts and the ACLU. Mean-
while, anti-rseist activities, such as driving the
Nazis out of Marquette Park, or the KKK out of
Boston, New .Jersey, and Tupelo by CAR and the
Progressive Lahor Party, are suppressed by the
media and punished with arrests, fines and jail-
ings.

Most fearsom:e of all, the economic and political
decline of the U.S. rulers will inevitably lead to
war. At some peint, perhaps very soon, the govern-
ment will find it necessary to defend its interests
to avoid complete economic and political collapse,
probably over oil. That those in power under-
stand this is writnessed by the reinstitution of the
machinery of the draft and the great increases in
defense spending and maneuvers in the last
couple of years.

HEALTH CARE UNDER FASCISM:
TH¥ GERMAN EXAMPLE

In health care the fascist trend has become ap-
parent by the dismantling of the public health care
system, from -ity hospitals to community clinics;
the falling rates of immunization; the increase in
epidemics such as VD and TB; the falling rate in
medical insurance coverage; the increase in occu-
pational diseases and accidents, the cuts in re-

search; the increasingly white upper-class make-
up of professional student bodies; the growth of
medical mysticism; and the ready-made military
enlistment of health professionals in the National
Health Service {NHS). Let us lani at what hap-
pened in Nazi Germany to understand the fate of
public health under full blown fascism and then
compare the results to what is happening here.

As a result of the Nuremberg trials, medicine in
Nazi Germany is most well known for being used
as a tool in the genocide of the gas chambers and in
torture and genocidal experiments. But medicine
under fascism was not limited to the 300-400
doctors and 1500 nurses estimated to have con-
tributed directly to the atrocities. The entire field
was brought under the tight control of the Nazi
Party and directed towards the priorities of the
ideology. Health workers and professionals ca-
pitulated to anti-scientific medicine, hook burn-
ings, firing of colleagues from the universities, and
the destruction of medical ethics.

Theories of

racial superiority

are openly promoted
by top universities
and journals.

As early as 1933, a major reorganization of
German medicine took place under Hitler’s direc-
tion with the dissolution of the traditional Public
Health Department and a new Council of Health
formed with departments of “hereditary biology,
race hygiene, nature care, and therapeutic cults.”
The public health priorities were: preservation of
racial purity, encouragement of procreation of
Aryans, and strengthening of the genetic pool by
sterilization. (It should be noted that the eugenics
laws enacted at this time in Germany were based
on ideology developed previously in the U.S. and
applied here in immigration and sterilization poli-
cies.)

Research on race was encouraged and required,
but scientific research suffered as Nazism con-
tinued. The loss of thousands of Jewish doctors
and scientists was part of the problem. The re-
strictions on reading reports and journals from
Jews or non-Aryan publication were a problem.
But the diversion of many doctors into industry
and military responsibilities further weakened the
research effort. It is no wonder that scientific dis-




Doctors, nurses, allied and public
health professionals will not escape
the coming inter-imperialist war.
You can be sure that the Pentagon
recognizes the vital role of medical
manpower and support services in
wartime. The -Department of De-
fense has approached the American
Association of Medical Colleges
(AAMC) for assistance in the recruit-
ment and retention of physicians for
the armed forces. (AAMC Weekly
Report, 1/15/80). The AAMC has
agreed to comply. This means a
draft, and doctors, both men and
women, will be prime draft bait.
(They’ll also need nurses, medical
technicians, etc.).

It is not well known, but in World
War II the Army and Navy inducted
all of the (mostly male) medical
students. These students received
formal military training at nearby
camps, and attended classes in uni-
form. Medical students were dis-
charged only at the conclusion of
the war (V-J day). This could easily
happen again in time of war.

Modern Health Care for March
1980 reported that:

The Dept. of Defense is seeking

industry support of an emer-

gency civilian and military
hospital plan. DOD wants

50,000 civilian hospital beds to

be on stand-by in case of mili-

tary action. This contingency

proposal, only in the planning
stages, must be prepared
during peacetime, DOD told
those attending the AHA meet-
ing in Washington, DC, last
month. An office to work out the
details is being set up by
DOD Assistant Secretary of
Defense for Health Affairs.

No doubt such a development will
be accompanied by intensified pub-
licity about the desirability of home-
care for the civilian population—with
emphasis on “dying at home with
dignity.”

If you doubt the potentiala for in-
volvement of the health professions
in a war in the near future, ask
yourself the following question: If the
government is not serious about it,
why are they making all these plans
now?

WHICH SIDE ARE YOU ON

The role health workers and pro-
fessionals will play in the coming
period of war and fascism is hardly
academic, as history shows.

One approach was that taken by
certain physicians in Nazi Germany
who collaborated in mass and in-
dividual executions, in torture, and in
the worst kind of medical atrocities
(“experimentation”). Today we see
efforts to enlist the medical profes-
sion in proto-fascist activities like
executing prisoners with lethal in-
jections (NEJM, 302:226-230), per-
forming compulsory sterilization, or
genetically “ screening” workers for
employment “fitness” (NY Times,
2/3/80, p. 1). (See also the article in
this issue on “cost-benefit analysis.”)

There is another route to take,
however, that of mass, militant
political struggle. Even under a re-
pressive system, the possibility of
anti-racist and pro-socialist activism
exists. In the last years of Czarist
Russia, many doctors saw the plight
of poor peasants in the countryside
at first hand. The doctors took the
side of progressive social change and
turned the meetings of the Pirogov

War and the Health Professions

Society (one of the few organiza-
tions allowed to meet openly) into
open political forums. They de-
clared, for example, that the best
treatment for mass infection would
be a literacy campaign and economic
reform in the countryside. In 1941,
Dutch physicians refused Nazi
orders, under threat of license revo-
cation. and even death. They re-
turned their licenses, saw their own
patients secretly, no longer wrote
death or birth certificates. Not a
single “euthanasia” or non-thera-
peutic sterilization was performed
by any Dutch physician (NEJM,
241:39).

These dramatic and heroic ex-
amples of health professional strug-
gle against repressive regimes can—
and must—be repeated in the
coming period of war and fascism. To
go the way of passivity and collabora-
tion is to give up all aspirations to
providing good medical care, and is
ultimately suicidal.

The only “ethical”’—and ultimate-
ly life-saving—alternative for health
workers and professionals is to re-
fuse to provide support health
services in the coming racist-
imperialist war and to join with
InCAR and PLP in turning the im-
perialist war into a “civil war"”’—
for socialism. Any part we can play
in stopping the wholesale destruc-
tion and slaughter of the coming im-
perialist war will be a true contribu-
tion to medical care and public
health.

Capitalism, with its “syndromes”
of war, fascism, and depression, is
very bad for your health. A good dose
of revolution should be just what the
doctors and the workers order.

coveries did not emerge from Nazi Germany. And
even modern medical care was denied many of
the soldiers and civilians because of a decline in
training and education. For example, a review of
medical care after the war revealed many unneces-

sary amputations.

Public Health in Nazi Germany. Considera-
tion of the health of the population must first in-
clude the direct measures of the consequences of
racism and war in Germany alone:

8,000,000 German soldiers killed in war

2,000,000 Jews executed by the Nazi regime

7,250,000 German soldiers wounded in war

2,500,000 German civilians killed in war

500,000 German soldiers and civilians exe-
cuted for fighting the Nazis, disobey-
ing Nazi orders, desertion, etc.

These figures speak for themselves. Of course, the
health of the survivors deteriorated.

Although there was increased production of
physicians and nurses after 1933, this did not

result in increased health care delivery to the
population. Thousands of doctors and nurses
were drafted in the Wehrmacht, sterilization pro-

grams, and concentration camp supervision and

experimentation. Hundreds were assigned for epi-
demiological control among millions of conquered
foreign workers and immigrants. The waiting time
for sick civilians was longer than previously.
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Many diseases increased, including diph-
theria, polio, scarlet fever, TB, and typhoid,
which were significantly more common than
in the U.S. and England, Rickets, malnutrition,
and” other vitamin deficiencies increased, as
did alcoholism, suicide, prostitution, syphilis,
and gonorrhea. Deaths among the elderly due
to heart disease, stroke, and cancer increased.
This was clearly tied to the marked reduction in
medical care for the elderly, who were seen as
neither a reproductive nor military asset. The
Nazis themselves stated in 1944 that “the over
sixties are in poor health because they are ill-
cared-for medically.” Rural citizens suffered be-
cause of fewer services, but also from an increased
workload on the teenagers when older family
members were in the factories or army (dental and
orthopedic problems were most marked). Where-
as nationally about 2% of young men called for
military service were rejected, in the countryside
it was as high as 40%. Increasing employment (for
which Nazism is often touted as a good thing) had
serious consequences for the working class. Hours
of work were increased. Youth and even child

labor was required as the Nazis prepared for world .

war. Industrial accidents and worker deaths in-
creased. Although more doctors were directed to
industrial clihics, the doctor/worker ratio de-
creased. :

Medical Education in Germany. Medical
schools followed the ideology of the Nazi Party.
Courses in eugenics and race were required.
Faculty positions were restricted to those who
professed loyalty to the regime. A severe shortage
resulted from this as half of the university teachers
were dismissed by 1936 and 1600 scholars had
been displaced. Younger university teachers in
particular became scarce as Jews and leftists were
driven out. At the pre-med level, chairs of race
hygiene were created. In medical schools, “Nature
Cure” chairs were established.

Winning over the youth had been a major part of
the Nazi drive to power, and this was reflected in
the militarism of the medical schools, where
students wore military uniforms, were under sur-
veillance by student fuhrers, and could have their
lectures interrupted if the student fuhrer felt the
lecturer was not following the precepts of National
Socialism. Student organizations were sys-
temically attacked by Hitler and most fraternities
and even the liberal student Deutsche Bundes-
chaft capitulated to Nazism after goon squad
attacks.

In an effort to increase the number of doctors,
medical education was cut to two years, and
specialization and research training declined.

In 1933 the newly created Eugenics Court
specified sterilization for those with diagnoses of
congenital weakmindedness, schizophrenia,
manic depressive psychosis, epilepsy, chorea-
minor, hereditary blindness or deafness, alco-

holism, and bodily deformities. The professional
organizations passed resolutions supporting
these plans. Euthanasia became an extension of
the earlier eugenics rulings, and during the war
effort this was put use as the Nazis freed up
100,000 hospital beds by extermination of in-
mates of prisons and mental hospitals. (As an
aside, the AMA opinion on euthanasia was that
doctors should not allow themselves to be partici-
pants: “Medicine should let the persons respon-
sible for introducing it do the killing.” But no sug-
gestion of organized opposition to such policies as
a responsibility of physicians to preserve life was
raised.)

Medical Science Replaced by Mythology.
Redirection of health care under Hitler also car-
ried a strong emphasis on “nature cure medicine.”
This represented a strong antiscience theme
which was a part of the folk mysticism and racial
myths on Aryan superiority interwoven with
Nazism. Nature cure methods were raised to a
level in government and academia equal to scien-
tific medicine. A new cadre of “lay practitioners”
pushed leeches, nasal reflex therapy, and homeo-
pathy. Hydrotherapy and herbal therapy gained in
influence; the study of astrology to predict epi-
demics was urged. A separate medical service was
created with its own hierachy, professors, etc. The
courts protected these practitioners even when
patients died who might have been saved by
standard medicine. The overall effect on health
care is difficult to evaluate, but diphtheria statis-
tics are worth noting since prophylaxis and treat-
ment had had dramatic impact on tnis disease in
the U.S. and England since 1920. In Germany the
percentage of people with diptheria more than
doubled between 1932 and 1938 and the death
rate from diphtheria was four times as great in
Germany as in the U.S.

The ideology behind nature cure medicine was
important to the Nazis. It was linked to the
“naturalness of the Aryan race” and the idea that
right thinking and proper attitudes were the
essence of health. A leading lay practitioner pro-
nounced that the “hand of a true physician and a
pair of soulful eyes ... are of greater worth than
physical and chemical apparatus.” The “triumph
of the will” theme was increasingly important in
health care, and a leading surgeon described pain
as an enobling experience. Death was emphasized
as a family event in the natural order of things.
Patients were urged to die at home rather than use
up hospital beds.

CAN IT HAPPEN HERE?

Horrifying as it may seem, the parallels to U.S.
medicine today are many. Medical care and edu-
cation in the U.S. are almost as segregated as in
South Africa. Only 6% of first year medical stu-
dents in American schools are black, a mere 2%
more than in South Africa and only 7% of nursing
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PLP apd SDS members drwe racist Dr. Saul Krugman from the stage at a medical meeting. Krugman was being bonored
for Nzt like experiments in which be deliberately infected retarded children at Willowbrook Hospital with bepatitis.

students are minority. Nearly all blue collar hos-
pital workers, at least in large cities, are non-white.

Approximately 25% of U.S. citizens are without
any form of health insurance. In New York City,
the uninsured (poor workers and the undocu-
mented) are not admitted to city hospitals, except
in cases of imminent death, without payment of
$720 cash in advance. For those patients who are
insured and eligible for hospital admission, racial
segregation is striking, even though Blue Cross,
Medicaid, and Medicare pay hospitals compar-
able fees. At New York City voluntary hospitals,
about 70% of the patients are white, while in city
hospitals, two thirds are minority, and most of the
white patients are the elderly on fixed incomes.
Cutbacks in hospital beds and workers have
affected all stratas of the population, but they

struck much more heavily at minority communi- -

ties.

Medical Mysticism. Another major trend in
the U.S. is towards herbal medicine, alternative
health care, self-care, and mysticism. Although
many of the problems addressed by these trends
are real, such as the lack of prevention or com-
passion in conventional medical practice, they
offer no solutions and serve only to decrease the
demand for increased and improved medical care.
For example, the 1978 APHA (American Public
Health Association) convention devoted an entire
closing session to “future trends in health.” In-
stead of pointing out the need to fight harder in the
coming period, there were calls to relax and
meditate as opposed to fighting stressful condi-
tions of life or work. A speaker for holostic medi-
cine proposed treating gallstones by applying
finger pressure to the head.

The decision of HEW to study Laetrile, a drug
with harmful effects and no evidence of benefit,
which is promoted by the John Birch Society,
while legitimate cancer research is being cut, is
another example. This anti-science trend has
always blossomed under fascism, for it fosters the
acceptance of irrational racist theories and

counteracts the trend to fight for better, more, and
more humane medical services.

PARTICIPATION IN MURDER
BY THE STATE

Recently the New England Journal of Medicine
(302:226, 80) reported that four states, have
enacted laws allowing physicians to aid in carry-
ing out the death penalty by prescribing and
administering lethal intravenous drugs to con-
demned prisoners. The justification for this pro-
cedure is that death by pharmalogic means is
“more humane” and may encourage more fre-
quent imposition of the death penalty. Even the
authors of the article .note the similarity to
practices in Nazi Germany, but they fail to grasp
that involving professionals in state ordained mur-
deris part of the analagous growth of fascism here.
Doctors and medical students in HCAR and PLP
are fighting this move by presenting resolutions
against it at all meetings we attend.

In other sections of this magazine we discuss in
detail potential fascist developments in such
areas as minority admissions, medical care segre-
gation, medical and nursing education, and na-
tional health insurance. We in CAR who are par-
ticularly interested in health care call on our col-
leagues to take a firm stand against segregation,

" cutbacks, and mysticism in health care. These

trends not only hurt the poorest and most oppres-
sed workers and patients, but they lower the
standards for all, divide us from one another, and
create a climate for more cutbacks. We are build-
ing a multi-racial, rank-and-file led organization
that calls for integrating all hospitals, increasing
minority admissions, increasing care and research
funds, and barring racist teachings in health edu-
cation. We believe in fighting back militantly, as
well as with words, because of the imminence of

warand fascismin the U.S. and the life lp *I
and death questions posedfor usnow. L 45




Hospital workers’ organizing drive in Charleston, South Carolina, unites black and white, but demands for
“Peace” and “Union and Humane Rights” will not make a dent in the bosses’ attack on affirmatwe action
in biring and training. The leaders of many unions, including 1199, take actiwe or passwe roles in belping
the ruling class gut affirmatwe action and permitting continu ed racist biring practices. The fight for affirm-
atwe action calls for multiracial unity and the unity of professionals and non-professionals.
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By N.R.C.

HKicking the Minorities Out

The Attack on
Affirmative Action

e have discussed throughout this
magazine how the major trends
‘in public health and medical care
today can best be understood in
the context of a drive toward war
and fascism in this country. The entire affirmative action contro-
versy, which has had particular relevance to the health professions, is
no exception.

History is instructive here. The Nazis didn’t kick Jews out of the
health professions all at once. Instead, they impiemented a whole
series of laws and academic “‘standards” which resulted in the
elimination of Jews and political activists from the professions.
Loyalty to the Nazi regime and “racial purity” were the “criteria” for
admission. In South Africa, to look at another example of “affirma-
tive action” under fascism, blacks are trained at only one medical
school and account for 4% of medical students.

Affirmative action, which is supposed to increase the number of
minority students in the health professions and elsewhere was forced
on the U.S. ruling class by militant struggle. Despite this, they have,
from the very beginning, tried to get affirmative action programs. One
method has been to popularize the idea that it results in fewer
opportunities for whites—so called reverse discrimination.

A little publicized fact about this is that “reverse discrimination” is
a lie, a flat-out statistical untruth. First of all, minorities are hardly
getting any “‘special deal” through affirmative action. After nearly a
decade of programs supposedly designed to integrate graduate
schools, the minority percentage of law and medical school students
does not even approximate their percentage in the national popu-
lation.2:3 In fact, the percentage of first year black medical students
peaked in 1974-75 (at 7.5%) and has declined or remained the same




The Bakke case, built around the lie of reverse discrimination, was one of

s

the bosses’ key tactics in driving minorities

out of medicine. PLP and InCAR were actwe in the campaign against the decision.
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every year since then (6.4% in 1978-79).2 New
York City medical schools had fewer minority
students enrolled in 1976 than in 1971. 4
The other side of the fraud of “reverse dis-
crimination” is that whites actually benefitted
from affirmative action programs. Between 1368
and 1974, fully 4900 new medical school slots
were created. White students received 77% of
them. The number of first year medical places
held by whites increased by 49% from 1968 to
1976. This pattern holds elsewhere. 65% of
students admitted to colleges under the New York
City Open Admissions Program, supposedly a big
plum for minorities, were white. An interesting
corollary of the benefit to whites during the period

of affirmative action initiatives was the increase in -

the percentage of women and “low-income” white
working class students.2:3

Anti-racism in general, and affirmative action
programs in particular, do not benefit one group at
the expense of another, but in fact expand services
and opportunities across the board. This “anti-
racist multiplier effect” represents the spread of
protest against the most glaring example of social
inadequacy, racism, to the system-wide inade-
quacies affecting everyone. The anti-racist move-
ment and rebellions of the 1960’s led not only to
affirmative action, but also to the concept of a
nation-wide “doctor shortage.”

THE ATTACK ON AFFIRMATIVE ACTION

It is no accident that the “reverse discrimi-

nation” “controversy” hit the headlines at a time
when the economy is in trouble and employment
and educational opportunities—even for middle
class, college-trained young people—are shrink-
ing. The Bakke and Weber cases are part of a
campaign that has been waged for several years.
The goal of this campaign is to convince a large
number of whites, particularly students and work-
ers, that whites as a group are suffering “reverse
discrimination,” and, therefore, minorities are the
source of the reduced opportunities and general
deterioration in the standard of living. By focusing
attention on mythical privileges minorities are
supposed to be enjoying, the press and university
officials hope to pit whites against minorities and
men against women and thus prevent them from
uniting to fight the cutbacks. At the same time, the
ruling class wants to convince minorities to rely on
“their own kind” (i.e., minority politicians and
businessmen), instead of their brothers and
sisters among workers and students, to fight
racism and worsening conditions.

The anti-affirmative action campaign has had
its effect, as demonstrated above by the declining
black enrollment in medical schools. It is note-
worthy also that, following on the heels of the
decline in minority enrollment, there has begun to
be a decline in the number of low income whites
admitted to medical school and, for the first time
in nearly a decade, a decline in the proportion
of women enrolled.2 All of this has occurred in

conjunction with a series of reports® claiming that

there is no longer a doctor shortage, that in fact




there may even be a “doctor glut,” necessitating

~ the restriction of medical school slots available to

aspiring physicians!

The lesson here is clear. Anti-racism (e.g.,
affirmative action struggles) expands serv-
ices and opportunities for blacks and whites,
men and women. The reversal of anti-racism
leads to a decline in opportunities, again for
everyone.

One of the major points made by the affirmative
action struggles was that the admissions criteria
leading to such a low proportion of minority
students were objectively racist, an example of

_institutional or “de facto” segregation. In other

" words, it was not that minority applicants with

lower grades or standardized test scores were
“less qualified,” but that these grades and scores
themselves were “unqualified” to determine who
would make a good doctor (or nurse, or lawyer, or
whatever). There is, in fact, no evidence to show

Anti-racism

expands services

and opportunities

for blacks and whites,
men and women.

that the traditional admissions criteria predict
those qualities that are most relevant to becoming
a good physician.” 8 Furthermore, broadening of
the admissions criteria that came about through
the affirmative action struggles allowed additional

women, working class whites, and older indi-

viduals, as well as minorities, to gain admission to
medical school®

The anti-affirmative action campaign has at-.

tacked this broadening of admissions criteria and
has attempted to legitimize the traditional—and
exclusionary—criteria. This legitimation takes the
form of saying, or implying, that individuals with
higher grades or test scores are really “more quali-
fied.” This move to reaffirm the validity of the old
criteria is tantamount to legitimizing (and legal-
izing, with the Bakke decision) institutional segre-
gation. If traditional minorities have lower scores
by these traditional criteria, then it follows that
these traditional criteria are racist. It is analagous
to the old Jim Crow practice of denying voting
rights to blacks if they couldn’t recite the entire

U.S. Constitution by memory. “It’'s not because
they’re black, you understand, it’s just that they
don’t measure up to the ‘admissions criteria’
(reciting the constitution by memory, scoring high
on standardized tests). “It can be seen that there
is not much difference between this kind of
institutional segregation and the direct “for whites
only” variety practiced in South Africa. Medical
Apartheid is indeed an apt term for this situation.

SMASH MEDICAL APARTHEID—
INTEGRATE THE HEALTH
PROFESSIONS

Much of the affirmative action controversy has
centered about quotas. InCAR believes that the
struggle for fixed percentage minimum quotas for
minority admissions is the only way to guarantee
the integration of the health professions. *“Goals”
and “good intentions” just won’t do the trick, as
recent declines in minority enrollment have
demonstrated. The quota should be set at 20-
25%, more than the mere minority percentage of
the population at large. True integration of the
professions, given the abysmally low minority
representation today, requires a proportional in-
flux of minorities greater than the population
proportion. Furthermore, the resulting potential
multi-racial unity within the profession, coupled
with the anti-racist political leadership given by
many additional minority students and profes-
sionals, can provide the overall political thrust
within the professions to help stem the tide of
cutbacks in services and manpower, and help

thwart the general drive toward fascisml ] ]
in medical care. PL*
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By S.N.:

Keepz'ng It White
Racism in

Nursing

acism is woven into the fabric of
the American health care scene, so
its existence in the field of nursing
is no surprise. ‘As nurses, we are
taught to treat the whole person
and we come to believe that race does not affect how we treat that
individual. Nurses are the victims of the system that oppresses us all.
We blame the problems in health care on the politicians, adminis-
trators, unions, and physicians. Everyone is at fault except the main-
stream of nursing. We forget that we are socialized into the culture of
women becoming bosses, and getting their share of the pie through
“professionalism” aided with the appropriate regalia of academia. We
consider ourselves to be very different from those people who create
the health care system. We need to stop and take alook at some of the
trends and realities of nursing today to discover the racism in nursing.

MINORITY REPRESENTATION IN NURSING

The representation of minorities in nursing remains poor. Accord-
ing to a September 1977 survey, an estimated 87,386 registered
nurses in the U.S. (6.2 percent of the total registered nurse popula-
tion) had racial and/or ethnic minority backgrounds. About 2.5
percent of the total population were black; 1.4 percent, Hispanic; 0.2

- percent American Indian, and 2.1 percent, Asian. About 1.5 percent

did not report their racial/ethnic background.!

Despite the rhetoric of affirmative action, the number of black
graduates from schools of nursing dropped from 1972 to 1978. In
1972 5.5% of the nurses graduating were black; by 1978 this number
had dropped to 4.7%. Hispanic graduations have increased slightly
from 1.5% in 1972 to 3.2% in 1978, but the category of “Hispanic” was




Despite chronic mursing shortages, leaders of many nurses’ organizations are more concerned with limiting the number

of minority nurses and buslding professionalism than with improving conditions for nurses and patients.

also expanded. Native American and Asian grad-
uations have increased from 0.7% in 1972 to 1.3%
in 1978. Overall the percentage of minority grad-
uations from nursing schools has increased slight-
ly from 7.8% in 1972 to 8.1% in 1978. Most of
these increases have been at the associate degree
level. All minorities are better represented in
schools of practical nursing.? The increase of
minority graduations to 8.1% is only slightly above
the percent representation of 6.2% of the nursing
population. This increase does not reflect a strong
response to affirmative action.

Admissions have increased, but the attrition
rate is very high, especially in baccalaureate pro-
grams. The lower number of graduations com-
pared to reported admissions and enrollments
suggest especially high attrition rates among men
and minority students.® Some work has been done
to help the minority student with nursing educa-
tion. Grete Malhiot and Mary Ninan, in an article
in Nursing Outlook, describe a seminar for
minority students aimed at academic assistance,
emotional and social support, and problem-
solving.* Their group dealt with the discrimina-
tion and feelings of non-acceptance that many

minority nurses feel.5 Other trends in nursing edu-
cation reflect increasing racism. David Stronch,
also writing in Nursing Outlook, makes the
recommendation that schools of nursing move
toward use of grade point average in prerequisite
courses (Anatomy, Biology, etc.) and stand-
ardized tests.® Stronch cites the Bakke reverse
discrimination case as the reason why colleges are
reevaluating college admission criteria. He states
in the beginning of the article that another re-
searcher noted “the use of the SAT decision rule
was found to be drastically discriminating in its
consequences; almost all non-white candidates in
the applicant pool would be excluded from the
group accepted.”” He then goes on to state that
most multiple admissions criteria are inappro-
priate and unsupported by research data. He
recommends that colleges weigh grade point aver-
ages depending on the “quality” of the institution
awarding the degree and the rigor of the course.
He closes his article with “Probably the use of
achievement tests will continue to grow and to re-
place many of the other admissions criteris.”® The
logic of the position is continued exclusion of
minorities.
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Nurses have historically been recruited from
the working class of society.* Nursing has been a
ticket for many working class women to a stable,
relatively well-paid profession. The above statis-
tics indicate that the recruitment has been
primarily from the white working class. Minori-
ties have been involved in hospital work but have
been filling the low paying, physically exhausting
jobs. This trend has yet to be reversed.

THE 1985 PROPOSAL

The 1985 proposal would require the profes-
sional nurse to graduate from a four-year college
program. Graduates of associate degree programs
would qualify as nurse technicians. The 1985 pro-
posal would further exclude minorities from the
ranks of “professional” nursing. Black nurses are
more likely than non-minority nurses to have
taken their basic nursing preparation in associate
degree programs. About 30 percent of the black
nurses initially had been graduated from AD pro-

Nurses have
nothing to gain
by ‘catching up’
in a glut

of self interest.

grams compared to 11 percent of the non-minority
nurses.'?

The 1985 proposal promises to create a caste
system in nursing where people from poorer,
working-class backgrounds would attend two-year
schools, while those who can finance a four-year
education would attend the colleges. The college
graduate will have exclusive access to graduate
education and leadership positions in both nurs-
ing education and delivery of nursing service. The
gains in minority admissions and graduations has
mostly been seen at the associate or diploma level.

Nursing leadership wants to set “high

“standards” for the profession. Standards that

build in racism, as the 1985 proposal would do, are
not what is necessary. One way to set standards
without excluding minorities would be through the
“career ladder concept” in nursing education.
With a career ladder a nurse could complete a two-
year degree, work for several years and thenreturn
to school to complete the upper division of a
Baccalaureate program in a two-year period. This

"

program would be specifically designed for the
returning nurse and be flexible so that a person
could go part time or at night. There is, however,
debate about the ladder concept in nursing. Some
nursing leaders state that the path between the
two-year degree and the four-year degree is not
continuous, that there is no relationship between
the content of associate and BSN programs.

Presently the diploma and associate degree stu-
dent receives little credit for her professional ex-
perience. Not only do they often have to complete
all the academic coursework and clinical time but
they are treated in an inhumane way as second-
class citizens with no recognition for their often
excellent clinical competence. In a recent survey
of 10,000 RN’s done by RN magazine, 91%
favored the concept of a career ladder. Despite the
opinion of the rank and file nurse, the nursing aris-
tocracy continues to plan in the most provincial,
conservative, and racist way. Nursing is unable to
consider the feelings of its membership. It is not
surprising, given this climate, that nursing leader-
ship is unable to effect a real advocacy role for its
future minority members.

TRENDS WITHIN NURSING

Nursing leadership talks about making changes
in the health care system but there has been little
real progress. Present struggles within nursing are
concerned with “self-definition,” or generating
criteria to establish a nursing elite (the Certifica-
tion Movement).

The idea that health and capitalism are not
synonomous is absent from nursing curricula.
Nurses have poor status in the present system and
the efforts of the present nursing elite is geared
toward increasing their status within the system.
Nurses and women have been oppressed for many
years and are appropriately angry. Nurses deserve
decent working conditions, better monetary reim-
bursement, and recognition for their important
work. Building an exclusionary, elitist system that
helps a few gain more status does nothing to
change the day-to-day working conditions of the
average nurse. This system, designed to increase
status in a capitalist system, is built on racism.
Nurses have nothing to gain by “catching up”
with doctors, administrators and the like in their
glut of self-interest and self-promotion at the
expense of other working people.

Nursing is presently involved in a struggle to
prove through research that caring, competent
nursing care not only makes a difference but is
critical for recovery. The truth is that everyone
already knows that! That’s why nurses are
tripping over themselves at places like Harkness
Pavillion at Columbia, when down the hall on the
“ward service” there is not a nurse in sight.
Administrators know that good nursing care is
important. They just do not want to pay what it
costs. The bosses at the “Big Banks” who decide
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and other anti-affirmatie action programs further divide bealth professionals on racial lines.

If nursing leaders bave their wﬁy, the black student above will be gone from the training program, as the 1985 Proposal

to cut services are very aware of the ramifications
of their actions and mountains of hursing research
will do nothing to change their minds.

The rhetoric of justification for this period of
retrenchment in health care has become the major
activity of some “authorities.” “Cost contain-

ment” is the new buzz word in schools of nursing.

without a critical assessment of the ramifications
of this concept. The trend toward fascism en-
courages administrators to say things like “you
can’t prove all this health care makes a differ-

ence,” as a rationalization for health care cuts. Itis -

true it won’t make any difference to them. They
won’t die in the emergency room at Metropolitan,
be denied medical care because they can’t pay, or
sustain horrible conditions on a day-to-day basis.
The nursing hierarchy is not an activist political
force in health care. Nursing today is in collusion
with a system that supports profits not people—
and racism lies at the heart of that collusison.
- It is the job of Communist nurses in PLP and
anti-racists to build support for a militant, multi-
racial, rank-and-file alliance against the bosses
who oppress all working people. And it is the job of
Communists to show tirelessly, in every way, that
racism, poor health care, and degradation for

nurse and patient can never end unless the capi-
talist system which profits by it is smashed.
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By D.H.

Medical Triage
Cost-Benefit Analysis,
Profits and Health

any articles have been appearing
in leading medical and social
science journals about the need to
“ration” health and other social
services in this era of “shrinking
resources.” A number of these articles employ “cost-benefit analysis”
to determine, using various statistical and economic calculations,
whether certain forms of medical therapy are really “worth it.”

Recent issues of the prestigious New England Journal of
Medicine, for example, have examined the characteristics of users of
expensive intensive care units (302:938-942) and of high-cost care in
general (302:996-1002), and the cost-effectiveness of “high-tech-
nology” therapy in the treatment of acute leukemia (white blood cell
transfusions, bone marrow transplants, etc.) (302:1058-1062). The
editorial entitled “Can We Afford to Treat Acute Leukemia” (302:
1084-1085) was particularly revealing. The author argues that con-
tinued expenditure for research in and treatment of leukemia is
warranted because such treatment and research have great potential
for leading to other important medical discoveries in cancer mole-
cular biology, immunology, etc. Suppose, however, that certain “ex-
pensive” treatments have little potential for advancing medical
knowledge, but merely keep patients healthy, alive, or comfortable.
Should these treatments be abandoned? ’

The line of argument advanced in these analyses represents a very
dangerous trend. In essence, what these articles are doing is pre-
senting a rationale for withholding and ultimately doing away with
health services. Seen in the context of the bosses’ increasing diver-
sion of resources from social services to the military and industry—a
diversion which is necessary for the development of fascism—these
articles provide the intellectual justification for the development of
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Capitalism reduces everytbing to commodities, even the lwes of workers. Figures are from a New York State Health (!)
Department study on where it was financially worthwhile to clean up water supplies—and where it was not.

fascism in medical care. Two specific fallacies
underlie this kind of thinking.

The first is that the calculation of “benefits” is
not straightforward statistics or economics: it in-
volves some very heavy value judgments. Some-
times “benefits” are equated with years of life
saved; a year of life is determined to “cost” so
many thousands of dollars. Other calculations
look at benefits in terms of lifetime earnings; an
investment of so many dollars in medical care will
yield a return in so many dollars in lifetime earn-
ings.

Probiems emerge immediately. How many dol-
lars is a year of life worth? $10,000, $100,000, or
even $1,000,000? If you decide that a year of life is
worth $100,000 this year, does the value go down
next year if the economy gets worse (and less
money is available for medical care)? If earnings is
your criterion, how do you evaluate the “benefits”
of treatment aimed at individuals who are dis-
abled or too old to work?

The essential fascist principle in this type of
thinking is that some people are “worth more”
than others, or conversely, that some people are
more “expendable” than others. The calculations

merely aid in figuring out who the expendable
ones are. You can see the ominous redefinition of
“expendable” that can be made. First, it’s just
very old people with severe mental deterioration.
After all, these people have no earnings capacity,
won’t live too long anyway, and have low “quality
of life” value.* Then it’s the terminalliy ill or the in-
sane who are defined as “expendabie,” followed
by the very old in general (regardiess of their
mental functioning). Then it could be prisoners,
racial minorities, anti-racisits, union leaders, com-
munists, etc.—all defined as having “inferior
social value,” as “expendable.” Sound familiar?
This is just the kind of “expendability” analysis
that the Nazis engaged in—with a little help from
their fascist medical professional friends. The
Nazis found, incidentally, that the most “cost-
effective” “‘treatment” for “expendable” people
was the gas chamber and the oven.

Second, the fundamental assumption behind all
this analysis is that there are fixed or diminishing
resources available for health and other social
services. The notion of “available” resources,
however, must be looked at in the context of where
capitalists are presently investing or planning to

*Yes, they even have a “correction” factor in cost-benefit
analysis for “quality of life” (NEJM, 296:716-721). This is
meant to refer only to the comfort and functioning of indi-
viduals receiving chemotherapy, kidney dialysis, etc. You can

imagine, though, that under conditions of fascism, medical
treatment might be withheld from workers and communists
because their “quality of life” is low—at least as far as the
bosses are concerned.
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invest resources. Does it really follow that there is
not enough money available to give intensive care
to older workers while we spend literally billions
on foreign “aid” and military hardware for various
dictators around the world (El Salvador, Chile,
Philippines, etc.)? Can we really not afford to have
expensive, but often life-saving, CAT scanners in
city hospitals while the Pentagon considers
spending $33-50 billion to put missiles on rail-
road tracks (the MX system)?

Furthermore, capitalism, by its very contradic-
tions, limits the amount of resources available to
society. Socialism, based on a progressively egali-
tarian and collective mode of production, would
lead to a qualitatively greater production of re-
sources available to meet all social needs, includ-
ing public health and medical care.

So long as billions of dollars are being spent on

war and repression at home and abroad, “cost-
benefit analysis” of health services investment is
completely invalid. We believe this kind of
analysis should be abandoned. Medical profes-
sionals need to organize, along with other workers
and students, to protect and expand the level of
health services, not to collaborate in their elimina-
tion.

DOES CAPITALIST MEDICAL
CARE CREATE PROFITS?

Underlying much of the discussion on cutbacks
in medical care is the question of whether medical
care produces surplus value. This question is a
tricky one. There has been a tendency in some of
our earlier writings (see Racism Ruins Medi-
cine) to deny that medical services create surplus
value because this was seen to imply that the
ruling class would always want to expand serv-
ices to increase profits. The fact is, medical care
can be a profit-making venture and, at the same
time, the bosses will try to cut back medical care.
This works as follows:

All commodities purchased by the working class
have two aspects. On the one hand, they are pur-
chased out of wages. On the other, they create
profits for the capitalists who produce the com-
modity. This goes for shoes, breakfast cereal,
movie tickets—and medical services. Medical
care, like sanitation and education, is a social
wage and, like all forms of wages, reduces the
surplus value available to the bosses. At the same
time, medical care produces big profits for vari-
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As the U.S. ruling class declines, more and more workers face bealth care cutbacks. Here, workers and patients at Cal-
ifornia’s Kaiser Clinic demonstrate against cutbacks in clinic serwices, demanding more, not less.

ous capitalists (see box). One source of confusion on this question may be
The decisive factor in this contradiction is the the difference between income wage cuts and
economic and political crisis of U.S. capitalism: social wage cuts. Eachindividual capitalist tries to
the bosses are forced to cut the general level of keep his workers’ wages down as best he can. The
wages, so that more profits are available torescue reduced buying power of these workers will be felt
“needy” industries and to expand the military and “through the market.” Bosses will then complain
the energy sector. This means that less goods will about the general problems of inflation, reces-
be purchased by the working class, inventories will sion, deficits, etc. Cutbacks in social wages like
swell, layoffs will occur, and the excess industrial medical care, however, require visible policy de-
capacity will contribute to a falling rate of profit. cisions, whether it’s closing hospitals or cutting
(See PL Magazine, July-August, 1978, Vol. I, back insurance funds (Medicaid and Medicare,
No. 2, “The Falling Rate of Profit.”) union health benefits, etc.). Therefore, certain
Remember, though: the reason that the capital- medical care industry bosses can directly oppose
ists cut wages in the first place was to increase service cuts because such cuts will reduce their
their profits. Capitalists must reduce wages, even profits. Our political prediction is that the big-
if it means that certain profit-making commodities money groups in the ruling class will prevail and go
(including medical care) can no longer be pur- ahead with the cuts; they must reduce wages in
chased or provided. ’ order to restructure industry and “reorient priori-
There is much room for research and debate on ties.” The drive toward greater state control and
just how much of medical care is “productive” fascism (perhaps facilitated in the health sector
(creates surplus value) or “unproductive” (drains by the growth of medical conglomerates) will
surplus value). The big profits in certain indus- enable the big bosses to bring the small-fry medi-
tries may be balanced by relatively low productiv- cal care capitalists into line.
ity, even losses, in other areas. But regardless of One thing is clear: it is certainly to the “bene-
how productive or unproductive health serv- fit’’ of the working class and its professional
ices are, the bosses will cut these services allies to do whatever it costs to cure L‘k
(social wages). the world of capitalism and its bosses. 57
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By A.T.

National
Health Insurance:
A Bitter Pill

nthe U.S,, itis easy to tell whenitis

near Presidential election time—

the politicians rediscover National

Health Insurance. Promises are

made, analytic pieces appear in
the mass media, and then all is forgotten for a few years.

This year might be different, however, because of new and profound
economic forces. Simply put, the U.S. government feels that too much
is being spent for health care, and it needs desperately to transfer
these resources to rebuild basic industries.

How can a program like NHI, presumably presented to make health
care freely available, decrease the amount of money spent on health
care? The paradox is easily resolved by examining the NHI proposals,
because they are aimed fundamentally at cutting health services, not
at improving health or access to medical care. The proposals are
similar to certain current national systems of insurance, and these
plans shed light on how NHI might actually look.

Workers have demanded good health care for years, and NHI re-
flects this aspiration. A major reason for the last coal strike was the
coal owners’ attempt to reduce health coverage, and the miners
resorted to armed violence around this issue. A central demand of the
auto bosses this year is to decrease workers’ health coverage.

In the U.S. now, the government pays for 55% of hospital bills and
24% of doctors’ bills; private insurers pay 37% of each. Thus 92% of
hospital and 61% of doctor bills are covered.

Even so, the U.S. has nothing like the comprehensive plans of all
major industrial countries, and most people pay substantial amounts
out of pocket for health care, and avoid necessary medical care
because they cannot pay; this applies particularly to dental and pre-
ventive services.

L4




Real national bealth insurance can only be available under socialism, w

its own interests. Above, Soviet ambulance doctors awaiting calls in 1932.

ben the working class will organize bealth care in

INCREASING GOVERNMENT
FINANCING TO CUT SERVICES

It is interesting to note that the U.S. is not the top
spender in health care. West Germany spent
12.8% of its GNP on health in 1978, and Sweden
11.3%, whereas the U.S. spent 9.1% in 1979,
Britain, with a National Health Service spent
5.6%.

Much of the increasing cost of health in the U.S.
comes from increased access to services as a result
of Medicare. Medicaid and federal construction
funds. The increase directly reflects mass struggle
for better economic conditions, and principally
the ghetto rebellions of the late sixties and the
accompanying strike wave in basic industries, in-
cluding in the health sector itself. Medical tech-
nology also plays a role in raising costs, but the
battles for better health care are what made this
new technology available.

Inflation also plays a major role in increasing
costs, in that services can be restricted by making
them too expensive for patients. However, the
bulk of increased expenditures in the last few
years comes from increased services and tech-
nology. This increase was about 10% in 1978.

But just as government expenditures can ex-
pand services, they can be used to control, curtail,
and eliminate services. For example, the con-
scious non-payment of $200 million in Medicaid

(State and Federal) funds to the New York City
Health and Hospital Corporation, which operates
the municipal hospitals, by the central govern-
ment has resulted in large operating deficits, and
is used as a justification for cutbacks and hospital
closures.

SEGREGATED HEALTH CARE:
THE STRUCTURE OF HEALTH
SERVICE

The structure of U.S. medicine makes such
manipulations possible. In broad terms, the U.S.
has three levels of health care: one for the rich,
which is adequate; one for the white working class
and petit bourgeoisie (small businessman, profes-
sionals, etc.}, which is inadequate; and one largely
for minorities, which is genocidal in terms of
modern medicine. The class distinction between
the rich and the workers is clear; the racial
distinction, which is essentially de facto segre-
gation, is intended to keep the working class di-
vided, and enable piecemeal reduction of services.
We call this system medical apartheid because
of its similarity to the system in South Africa, and
its murderous effects can be seen in every health
statistic as applied to minority groups.

Will NHI change this structure in any way? How
would it affect inflation, out-of-pocket costs, ac-
cess to services, layoffs and the segregated struc-
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HEALTH INSURANCE

tures of health care?

Three major national health plans exist already,
and they serve as practical models of what we
could expect for the future. These three are
Medicaid, a program essentially for the very poor
lunder $5000 a year for a family of four in N.Y.
State); Medicare, essentially for all those over 65
years of age; and the Veterans’ Administration
system, for military veterans.

The Medicaid system varies from state to state,
but is characterized by extremely low payment
rates to doctors and pharmacists, frequent refusal
of payment, high payments to hospital clinics and
facilities, and therefore, an incentive to fraud and
segregation. In the urban areas, a major per-
centage of recipients are minorities and the struc-
ture of payments leads to few private doctors
being willing to care for workers covered by Medi-
caid. Many services are not allowed or are sharply
limited, also reducing payments to private pro-
viders. The system results in an average payment,
on a practical level of about $4 a visit. Conserva-
tive operating costs for a doctor’s office alone are
$20 an hour. Physicians are not allowed to charge
patients additional sums; they must either accept
Medicaid as payment in full, or not accept it at all.
Hospital facilities are paid on a ‘cost-plus’ basis—
from $25 to $55 a visit. Since almost no private
doctors accept Medicaid, those using this in:
surance are forced to the hospitals, clinics, and
high volume “Medicaid mills” because the pay-
ment structure makes such services economica-
ally viable.

Thus, a separate (segregated) class of health
care is insured, dictated by the iron law of eco-
nomics and set by the government through a cen-
tral reinbursement apparatus.

DEDUCTING THE OLD TO DEATH

Medicare is quite different, and it covers mostly
white people. It is run by private insurance car-
riers (Blue Cross-Blue Shield in many states), and
payment rates to doctors are set at the ‘usual com-
munity rate,” which is kept secret. This rate is on
the order of $15-$25 per visit, with higher fees for
specialists. This enables private MD’s to accept it
for most care. The rates also vary substantially
from ‘community’ to ‘community,” providing bet-
ter financing to wealthier areas. Doctors can also
charge more for these services and have their
patients be reimbursed a portion by Medicare—a
practice forbidden by Medicaid.

However, Medicare also requires high ‘deduct-
ibles’—the amount the patient must pay (e.g. the
first $80 each year plus 20% of the assigned fee
after that)—and this mechanism separates those
with and without money. Poor patients are forced
into the clinic systems which don’t demand pay-
ment of the deductibles for medications and
tests— or, more commonly, they must choose
between food, heat, or medical care. These de-
ductibles, as well as payment rates, are set ulti-

mately by the government.

“GOVERNMENT SOCIALISM”—
THE VA

The Veterans Administration system is a horse
of another color. All care is ‘free’ and most health
providers are on government salary. However,
every aspect of care is centrally controlled, and
cutbacks and hospital closures over the last
decade have caused several V.A. and military
doctors to rebel against “inhumane care.” The
standards are determined by the government, and
their priority is “cost containment.” A recent
study of the benefits of cardiac surgery by the
V.A. had the arresting sidelight that their mor-
tality rate was several times higher than that in
private centers. The patients, of course, pay for
such savings—sometimes with their lives.

The government also has a relatively small
National Health Service program, with health pro-
viders on government salary, providing care to
poor workers in rural areas, ghetto, and Native
American concentration camps (Indian reserva-
tions). This plan is on the whole, a smokescreen to
lure young doctors into military service under the
guise of serving the needy—and with the over-
powering bribe of paying medical tuition.

With the current difficulty the government has
in maintaining a voluntary military medical corps,
this plan allows them to have the professional and
administrative manpower to mobilize quickly to
support a war effort. Thousands of medical stu-
dents are currently indentured to this program for
two- to three-year periods, and if ‘drafted’ would
have to pay back several tens of thousands of
dollars each to escape service, even if called for a
small war in, say, Nicarauga. No government lead-
er is presently calling for the generalized use of
such a plan to place all doctors on government
payrolls.

THE CATASTROPHE OF
CATASTROPHIC HEALTH
INSURANCE

Cost containment and political and ideological
goals: these characterize current NHI proposals.
The most subtle of these is the ‘catastrophic ill-
ness’ insurance proposed by Sen. Long. He pro-
poses that the government pay all expenses overa
minimum, which varies from $5000 to $12,000 per
year (depending on the news source quoted). This
plan guarantees two things: that the hospitals will
get paid, and that services will become muchmore
expensive, limiting the number who can afford
them. If everything is paid over $5000, what
hospital will charge less? All items of care will be
inflated, and unless you can pay cash ahead for
your $5000 or $12,000, you won’t be given care! .
Many, if not most, hospitals already have a policy
of requiring patients to ‘deposit’ their deductible




before allowing admission. Imagine the spectacle Beay .

on January 1 of patients thrown out of hospitals
because they don’t have the new year’s deduct-
ible! This plan allegedly would help those who are
down and out; in the capitalist market, it would
make us all down and out.

Carter’'s ‘plan’ (though barely formulated as
such) would provide some federal subsidy to
private insurance companies, the giants of U.S.
finance capital. This plan resembles Medicare,
and would be paid for by payroll deductions {read
for financial manipulation by the insurance com-
panies, this plan would allow the government to
control the structure and availability of health
services by controlling reimbursement rates and
deductibles. The plan essentially would cover only
hospital costs, which are 92% covered now, but
would legislate sharply restricted payments for
services, new growth, salaries for health workers
and ‘unnecessary’ care.

The Kennedy plan is similar, but is broader, and
provides even more central mechanisms for pay-
ment. Kennedy originally wanted a planlike Medi-
caid with the government, through the social
security system acting as central financial
agency, but he has now switched to using private
insurance carriers. Payroll deductions, employer
“contributions,” and taxes would pay for this plan.

THE ROAD TO MEDICAL FASCISM

As should be clear by now, none of the plans call
for an expansion of services or jobs, decreased
profits to private companies, or an end to segre-
gation in health care. All are designed to do the
opposite. The three plans would restrict services
through two mechanisms—deductibles and con-
trolled reimbursement. By expanding the deduct-
ibles, the government can effectively put many
services out of the economic reach of workers. By
controlling reimbursements, they can restrict or
not allow certain services. For example, they can
decide not to pay for kidney dialysis, or can
provide funds for only one doctor for three

thousand patients, or not reimburse workers for -

wage increases won in strikes. The capitalist
system is seeking to guarantee its existence, and
not to improve the general welfare, by legislating
tighter and more centralized control. Restricting
services, and thereby saving money sorely needed
to sustain its disintegrating economy, is their goal.
Centralizing government control through con-
trolled monopolization is a hallmark of capitalism
in trouble—a landmark on the road to fascism.
We should remember that the Third Reich had
NHI—no one had to pay a penny to be sterilized,
brutalized, or experimented on. Faith healing by
‘lay doctors’ was free, immunizations were un-
available, and public health could be described by
one word: war. “Free” NHI can easily be turned
into systemized brutality by the capitalist system.

wage cuts’). Besides insuring huge sums of capital '
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In other words, reformist schemes in periods of

economic crisis and growing fascism don’t change

that trend, but themselves become part of the
general fascist movement.

Does this mean that free health care is bad, and
that we should stick with the current primitive sys-
tem of private medical care? Of course not! But
our political program must reflect and teach the
reality of capitalist health care, and we shouldn’t
be fooled by the current proposals.

The Health Committee Against Racism (Health
CAR) calls for multi-racial unity to fight for:

1. No segregated health care; integrate the sys-
tem now. .

2. Free access to health care for all, citizen and
non-citizen, employed and unemployed.

3. No layoffs, hospital closures, or cutbacks in
care. Expand the resources spent on health
care to at least 15% of the GNP.

4. End segregation in the health professions.
This anti-racist program, which Health CAR is

‘putting forward in professional schools and meet-

ings, as well as on the job, goes a long way toward
better health care, and toward building the multi-
racial unity that PLP knows is needed to pro-

vide the only real health insurance'I XI
for workers—revolution. PL 61
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InCAR-PLP Campaign Spreads

Anti-Racist Ideas in District 1199

This spring, the Progressive Labor Party and the
Committee Against Racism united to take on the
entrenched, ‘‘social-fascist”” leadership of District
1199 in the union’s bi-annual election for officers
and organizers. Despite many weaknesses, the cam-
paign was a step forward for the communist and
anti-racist forces in 1199,

District 1199, National Union of Hospital and
Health Care Employees was founded among drug
store workers in the early 1930s. The leadership,
trained in a revisionist style of work by the old
Communist Party, was militant, but failed to put
forward communist politics. Once established in
the hospital industry, militant reformism quickly
gave way to wholesale class collaboration. By the
mid-1970s, Davis & Co. were turning their backs
on racist hospital cuts and begging for arbitrated
contracts. With their eye on millions of unorganized
hospital workers nationally, 1199 leaders agreed to
play by the bosses’ rules in return for NLRB protec-
tion for their organizing.

1199’s social-democratic leadership stands ex-
posed more than ever as social fascists, helping the
bosses to save capitalism by pacifying hospital
workers for a fascist future. PLP communists in the
unijon have been the main obstacle to this develop-
ment.

Today District 1199 has 57,000 members in the
NYC area, and has spawned a national Union with
another 30,000 members. The membership is pre-
dominantly black and Latin, and overwhelmingly
women. The bulk of the membership are lower-
paid service workers, but about one-third is com-

Davis leadership sold 1199ers out again this July, with
a contract that amounts to: PEANUTS! The need for
communist leadership is greater than ever.

prised of technical, professional and clerical work-
ers, and RNs. The union has adopted a system of
“Divisions” based on type of work: the Hospital
Division for service workers; the Guild for tech-
nical, professional and clerical; and new RN Divi-
sion; and the Drug Division for drug store workers.




The keynote of our campaign in the recent election
was an attack on this Jim Crow system of ‘‘separate
and unequal” Divisions.

PLPers have been active in 1199 for about ten.
years on many fronts: leading organizing drives;
fighting grievances as elected delegates;leading the
successful fight against the endorsement of Beame
for mayor of NYC; organizing a wildcat strike
against the closing of Brooklyn Eye & Ear Hospital;
placing on the Delegate Assembly agenda motions
for mass action against hospital cuts; opposing con-
tract sellouts; and running against the leadership in
six elections, three times for delegate seats at the
National Union convention and three times for
leadership of the union. We have put forward com-
munist and anti-racist ideas, been quite active in
the struggle, and have constituted the main threat
to the social-democratic leaders of 1199. This
shows that a handful of principled communists can
have an impact far beyond their numbers. But errors
in style of work, principally lack of basebuilding,
have prevented us from growing as much as we
could have.

During the summer of 1979, we (PLP and the

International Committee Against Racism) formed a
slate for the 1199 convention of 12 candidates and
succeeded in getting on the ballot in September’s
election. We keynoted our fight against racist Divi-
sions in 1199 by saying that whereas Klan leader
David Duke had proposed segregation, 1199 Pres.
Davis had achieved it. At NYU Hospital, where
InCAR and PLP had the biggest base, the slate won
60% of the Guild vote on Sept. 24. Encouraged by
‘this show of support, the NYU InCAR chapter is-
sued a leaflet for the following week’s Hospital
Division vote, leading over the next two weeks to a
struggle which saw PLPer Leigh Benin fired and
InCAR leader Sam Vargas suspended for five days.
This attack on us led to a three month-long struggle
against both NYU and 1199.

At NYU there were many leaflets, several picket

lines in which 15 to 20 NYU workers participated,’

$200 raised for Leigh, and 300 workers signed a
petition demanding re-instatement and protesting
other racist conditions. However, our base wasn't
strong enough to win. At the December Guild Divi-
sion Delegate Assembly, Leigh’s firing was on the
agenda because 80 delegates demanded it in a
petition. In the unprecedented hour-long debate,
15 delegates in a row supported a motion for a
union work action at NYU to re-instate Leigh. The
leadership used McCarthyite smear tactics to stop
us. Our motion lost by a narrow 77 to 58. Several
days later, Leigh became the first 1199er to be
dropped as delegate pending the arbitration of an
unjust firing, and in January, eight organizers
(goons) blocked his entrance to the delegate meet-
ing. Such is the fear that the bosses and their labor
lieutenants have of communists. They are right to
be afraid.

PLP and InCAR did form an integrated slate of
seven candidates for leadership of the union and re-
solved to petition for our amendment to end the
racist “Division” system during February, at the
same time we would be getting nominating signa-
tures to get on the ballot. The slate was headed by
a black worker, David Samuel, who became the first
black to run against 1199’ president and founder
Leon Davis. Brother Samuel pointed out that while

the union is predominantly black and Latin, six of
the seven executive positions of the union are oc-
cupied by whites, and eight of the thirteen V.Ps
are white. This is another aspect of Davis & Co.’s
racism. Leigh Benin ran for Exec. V.P. We also ran
two candidates for V.P. and three for organizers.
During February, we received 1,500 nominating
signatures, and became official candidates for office.

Our candidates spoke at dozens of local hospital
meetings across the city to about 1,500 workers.
The response was from good to terrific. At Staten
Island Hospital, for example, our anti-racist remarks
were vigorously applauded by 100 predominantly
white workers at three meetings. Between petition-
ing, speaking at meetings, handing out 15,000 leaf-
lets and other campaigning, we spoke to thousands
of 1199ers and made about fifty contacts. All of us
who participated in this effort were impressed by
the breadth and depth of dissatisfaction among the
membership, and the interest shown in our ideas.

The leadership was desperately afraid of having
their weaknesses exposed by the election results.
Unwilling to rely solely on undemocratic rules, they
resorted to a managed election. They controlled
the election machinery.

In spite of all the above, with 30% of the mem-
bership voting, the InCAR-PLP slate officially re-
ceived 8% for president (1,300), 10% for Exec. V.P.
(1,500), 12% for V.P. (1,750), 16% for Guild Or-
ganizer, and 10% for Hospital Division Organizer.
In those hospitals where we were known, the results
were even more impressive. At Staten Island, we
carried the Guild Division and came very close in
the Hospital Division; at Beth Israel, David Samuel
got 25% of the total vote; at NYU we received 22%,
ete.

This is not to say that these elections represent
the road to power in the unions. Far from it. The
firing of Leigh, and similar attacks on other can-
didates, indicate that more votes for us will simply
raise the level of struggle. An election victory, even if
allowed, would result in the AF of L putting the
union into receivership and/or action by the bosses’
state power to bar us from office. So long as we
don’t succumb to illusions about elections, they
can help us get our ideas across to workers, and de-
velop our organization.

The most important achievements of the cam-
paign have been a significant number of new con-
tacts. New forces have come forward to lead the
anti-racist struggle. The last 1199 InCAR steering
committee meeting involved 2 veterans and 5 people

"who have started working with us as a result of the

campaign. This has led to alot of healthy fraternal
struggle over the direction of the anti-racist move-
ment. The main weaknesses have been not signing
people up to InCAR and the failure to develop
solid chapters in the hospitals where we already
have active members.

The upcoming struggle will be the next test of
our leadership. The union’s demands, some of which
we are responsible for, are relatively good. But the
strike that the leadership will probably call will ex-
haust the workers more than it will pressure the
hospitals: it is not being prepared for, and will not
be directed toward shutting the hospitals down. It
will be up to us to seize the leadership of this
struggle. The future is ours if we are willing to fight
for it.
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