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Racism has been and is central to an understanding of the health of black people 
in Britain. Black people have .played and are playing a central role in the National 
Health Service (NHS). Their role is, however, shaped by racism. Their experiences 
as consumers of the NHS are also shaped by racism-in terms of their treatment for 
both physical and mental health problems. In addition, their specific health problems 
such as sickle cell anemia have not received the attention they deserve. The NHS has 
become part of the internal control system of the British racist immigration system. 
The cuts in the NHS, and in other areas of the welfare state, since 1979 have created 
the conditions for increasing racial conflict on the one hand and for interracial class- 
based resistance on the other. 

“Good health is not merely the absence of illness and disease; it is a state of 
complete physical, mental and social well-being. Whether we are healthy, therefore, 
is determined almost exclusively by  our working conditions, the standard of our 
housing, our access to  health and welfare services and the treatment we receive from 
them.” 

B. Beverly, S. Dadzie, and S. Scafe, The Heart of the Race: 
Black Women’s Lives in Britain, 1985 (1) 

Black people have been involved with the National Health Service (NHS) from its 
inception. As in other areas of British life, their contribution has been great, but 
structured within the framework of racial stratification. Their role as consumers 
within the health service has also had the characteristics we have seen elsewhere and 
has to  be seen in the wider context of racism, which creates special or augmented 
health problems as well as limiting or distorting the responses to  those needs. Racism 
has structured the ways in which black people’s experiences have been interpreted- 
or ignored. For example, the Black Report, which is regarded as the most detailed 
study of health in Britain, devotes less than three pages to  the discussion of the health 
of Britain’s black population, which it describes in terms of immigration. There is little 
or no discussion of racial inequalities in health care (2, pp. 58-60). Much of the 
research that has looked at  the health of black people has been based on ethnocentric 
assumptions, and has identified ethnicity and the cultures of black people as the key 
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questions and as problems whose solution lies in the changing of those cultures. The 
training based on such assumptions has, not surprisingly, been misleading, often 
dangerous, and has diverted attention away from institutional racism (3-6). 

By 1948 when the NHS was established, local selection committees were estab- 
lished in 16 British colonies, including Nigeria, Sierra Leone, British Guyana, Mauritius, 
and Trinidad and Tobago, to recruit nurses and midwives; 63 hospitals agreed to  
accept colonial recruits. This process, like the associated recruitment of overseas-born 
doctors and ancillary workers, represented a solution to labor shortages similar to  that 
adopted by other sectors of the British economy and by other Western European and 
North Atlantic countries. In these cases, labor from former colonies or from poorer, 
underdeveloped regions was channeled into the richer, developed countries-thus 
continuing the historical processes accompanying development in the first instance- 
snd represented a form of foreign aid, i.e., the transfer of human capital from the 
poorer to the richer regions and countries (7,s). 

In the case of the British health service, the structure of employment of black 
people, a t  all levels, paralleled the often more obvious patterns found in other sectors. 
The lower the status, the less desirable the position, and the dirtier the job, the greater 
the proportion of black workers. Although the presence of large numbers of profes- 
sionals may have given a misleading impression of equity, the reality of racial stratifica- 
tion within the medical and nursing professions was similar to  that found in the 
divisions between the clerical and nonclerical ancillary sectors in the health service. 
In the case of both doctors and nurses, overseas-born professionals are dispropor- 
tionately recruited to  lower status and lower prestige hospitals and specialties. For 
example, one recent study found that although overseas-born doctors account for 
30 percent of all hospital doctors, only 19 percent are in the prestigious teaching 
districts, and those in general practice are concentrated in areas of high Asian settle- 
ment. In 1983 a Commission for Racial Equality (CRE) study documented the failure 
of the NHS to promote Asian and other overseas-born doctors. The study identified 
the maldistribution of overseas-born doctors not only in terms of status but also in 
terms of specialties. The CRE found that while overseas doctors accounted for 8.6 
percent of consultants in general surgery, they constituted 24.3 percent of consultants 
in mental illness and 43.4 percent of those in geriatrics (9). 

The CRE, in a study of two of the 14 Regional Health Authorities in England (the 
North-Western and the Merseyside Authorities) published in January 1987, found this 
pattern continuing. The study found that “one in three of the overseas doctors who 
were not in their first choice of specialty had to  change because they could not get a 
job in the specialty they had hoped for. This was true of only 12 percent of the white 
British trained doctors” (10, p. 73). I t  also found that “overseas doctors were over- 
represented in locum posts and that they held these posts for longer periods with 
fewer prospects of promotion” and that they were “under-represented in the Teaching 
Authorities” (10, p. 74); and “four out of ten white doctors and five out of ten ethnic 
minority doctors felt that there was discrimination in the Health Service” (10, p. 75). 

Sir Raymond Hoffenberg (ll), President of the Royal College of Physicians, 
delivered the Centre for Contemporary Studies 1985 Winter Lecture, The Health 
Service and Race, in which he noted this evidence. He argued that these patterns were 
more the result of “a not-unexpected tendency to favour graduates of one’s own 
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medical schools” than of racial discrimination. He interpreted the meaning of an 
anecdote about the fate of a graduate of his own medical school who was of Indian 
descent and had great difficulty in obtaining admission into a training scheme for 
general practitioners (GPs) until Sir Raymond wrote indicating that although the 
doctor was of Indian origin he had been educated in Britain. Sir Raymond states 
that this example “might be construed to support my feeling that ethnicity is a less 
important factor than the stable in which the young doctor was trained” (1 1). 

Other experts, however, locate the cause of these patterns firmly in racism within 
the medical profession and the NHS. Steve Watkins (12), Senior Registrar in Com- 
munity Medicine in Manchester, quotes the Medical Practitioners Union evidence 
to  the parliamentary Social Services Committee in which the Union declared that 
“overseas doctors have been shunted by the processes of medical racialism into the 
least attractive and least educational posts where they have been systematically 
exploited by employing authorities and ignored by their professional colleagues.” 
Dr. Watkins concludes that (12, pp. 58-59): 

Health workers a t  all grades suffer from both overt and covert racialism. The 
medical profession clearly uses black doctors as pairs of hands to do the work which 
white doctors do not want to do. I t  measures the status of a hospital by the propor- 
tion of its staff who are white, the status of a specialty by the extent to which i t  can 
fill its posts without resorting to the use of black doctors, and the status of a job 
by the number of white applicants it receives. It barely conceals its use of these 
criteria for judgment. 

A similar pattern has been found in the types of hospitals and specialties in which 
black nurses are employed and in their underrepresentation in the posts of senior 
nursing officer (sister) or principal nursing officer (matron). New entrants into the 
nursing profession are finding a similar pattern of racial discrimination. Young black 
British people have been channeled into becoming pupil nurses, leading to  the less 
prestigious SEN (State Enrolled Nurse) qualification, rather than student nurses, 
leading to the SRN (State Registered Nurse) qualification. Recent evidence shows that 
as separate categories of nurse training are being phased out, black youngsters are 
being denied entry altogether on the grounds of unsuitability, even after meeting the 
objective requirements. 

Sir Raymond Hoffenberg sees this pattern as “more complex” for nurses than for 
doctors since relatively few nurses have been trained overseas (11, p. 5). Other 
commentators, including black health workers and patients, are quite clear about the 
nature of the racism that produces these outcomes. A black nurse working in 1981 
at  St. Ann’s Hospital in London described her treatment and the treatment of other 
black health workers in the health service as a whole and in St. Ann’s Hospital thus 
(13, pp. 7-8): 

In the last 30 years, black people, mainly women, have been cleaning up the mess 
in NHS hospitals as nurses, cleaners, laundry assistants, kitchen maids, etc.-in some 
places working in the most archaic environments. In many hospitals, for example, 
the laundry area, where some of the least desirable work is done, has not improved 
since the period when it was a work house. Apart from bad working environment, 
many of the jobs which black workers arc channeled into are extremely low paid and 
they are the most dcgrading jobs in the hospitals. So what you have is an apartheid 



460 / Kushnick 

system of job division between black and white workers in NHS hospitals-you find 
black women cleaning up the shit and the whites telling them how to do it. . . .What 
actually occurs is that ward domestic and black staff nurse both f i id  themselves in 
the same position for ten or 15 years, neither even being considered for promotion 
and if they do leave, they’ll only get a similar position in another hospital. 

The ambulance service is known as a virtual “no-go’’ area for black people. As in 
the emerging situation for those who want to become nurses, potential ambulance 
service employees have to satisfy white personnel officers of their suitability and 
respectability, and are obviously failing. A number of detailed studies of particular 
hospitals (14) or of a health authority (15) have validated the general observation that 
black people are concentrated in the ancillary services, catering and portering and 
cleaning rather than clerical, and, as McNaught (15) has found, “in those units pro- 
viding geriatric, psychiatric and community health services.” The Greater London 
Council.@LC) Health Panel found “the concentration of black people in the most 
unpopular jobs and the least favourable working conditions.” These patterns have been 
noted for a number of years and little or nothing has been done (16). 

Before discussing the amount and nature of health care that black people receive 
as users of the NHS, and consequently, analyzing the character of that service, we will 
look at the forces shaping the health status of Britain’s black population. As the Black 
Report and other studies have demonstrated, social and economic factors are major 
determinants of health (2). 

In March 1987 the Health Education Council published The Health Divide: 
Inequdities in Health in the 198O’s, which updated the Black Report. They concluded 
that (17, p. 1): 

* 

Serious social inequalities in health have persisted into the 1980’s. Whether 
social position is measured by occupational class, or by assets such as house and 
car-ownership, or by employment status, a similar picture emerges. Those at  the 
bottom of the social scale have much higher death rates than those at the top. This 
applies at every stage of life from birth, through to adulthood and well into old age. 

Neither is it  just a few specific conditions which account for these higher death 
rates. All the major killer diseases now affect the poor more than the rich (and so do 
most of the less common ones too). The less favoured occupational classes also 
experience higher rates of chronic sickness and their children tend to have lower 
birthweight, shorter stature and other indicators suggesting poorer health status. 

In a racist society, racism that shapes the life conditions of black people therefore 
crucially affects their health-either directly or indirectly. The general picture, as 
summarized by Allan McNaught, is that (15, p. 26; see also 17, pp. 30-34): 

While there are a handful of health conditions with a strong racial link, the bulk 
of mortality and morbidity of black and ethnic minority groups are from diseases 
and conditions which affect the whole population. However, black and ethnic minor- 
ity group members seem to experience worse levels of mortalityandmorbidity, with 
some exceptions. 

The unemployment rates, low pay, and poverty rates of Britain’s black population 
are clearly worse than those for white Britons. When in work, black workers are con- 
centrated in unskilled or semiskilled occupations, in jobs with awkward or unsocial 
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hours, with an unpleasant or dangerous working environment, and with relatively low 
earnings. Some or all of these characteristics are the norm for black workers. Among 
the health consequences that follow from these characteristics are inadequate diet 
because of low income, which leads in extreme cases to deficiency diseases or in the 
case of pregnant women to low birth weight children, and to  debilitation and lower 
resistance to illness. Unemployment, as a number of recent studies have shown, leads 
t o  a variety of stress-related illnesses and medical consequences including increases in 
mental illness, suicides and attempted suicides, and increased use of the health service. 
A recent study carried out by Dr. Norman Beale and Ms. Susan Nethercott for the 
Royal College of General Practitioners has shown a 20 percent increase in consulta- 
tions with family doctors and a 60 percent increase in visits to hospital outpatient 
departments connected with unemployment (18). The Health Education Council 
concluded that “It is now also beyond question that unemployment causes a deteriora- 
tion in mental health and there is increasing evidence that the same is true of physical 
health” (17, p. 34). Poverty and low income in contemporary society similarly create 
stress and ‘stress-related illnesses. The dirty, dangerous jobs in which blacks are concen- 
trated have health consequences; for example, brick works, textile mills, and foundries 
are industries associated with long-term industrial diseases as well as with industrial 
accidents. There have been a number of recent studies showing the health conse- 
quences of shift work, and one of the characteristics of black employment is a high 
degree of shift work. 

Black people are disproportionately found in worse housing, in the least desirable 
accommodation, with more overcrowding and lack of amenities, and with a larger 
proportion of the population lacking sole use of amenities. Among the illnesses associ- 
ated with such housing are respiratory and rheumatic complaints, stress-related 
illnesses, and tuberculosis. As the GLC Health Panel concluded: “Asians are a t  
particularly high risk from tuberculosis and while there is little doubt that some of the 
disease experienced here results from infection originating overseas, there can equally 
be little doubt that its spread and re-emergence is helped by unsatisfactory housing 
conditions and overcrowding experienced in this country” (16, p. 5). The comparable 
tuberculosis rates per 100,000 are 9.4 for whites, 354 for Indians, and 353 for 
Pakistanis and Bangladeshis. 

The concentration of black people in run-down inner city areas has consequences 
for the primary health care received by black people. Studies in Liverpool and London 
have documented “the broad correlation between the areas where ethnic minority 
communities have settled and the areas where primary health care problems are at 
their most intense: single-handed GPs working from inadequate premises, often 
without the support of a primary health care team” (16, p. 11). Ntombenhle Protasia 
Khotie Torkington (19) in her study, The Racial Politics of Health-A Liverpool 
Profile, extends the discussion by pointing to the right of individual GPs as indepen- 
dent contractors to  refuse to  accept individuals or groups of people onto their lists, 
so that black people can and are denied service because of the prejudices of GPs 

The health consequences of the high level of racial violence experienced by black 
people are marked. In 1981 the Home Office calculated-roughly and in a manner 
likely to  underestimate the reality of racial violence-that West Indians were 36 times 

(19, pp. 26-28). 
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more likely to  be the victims of an interracial attack than were whites and that Asians 
were 50 times more likely to be victims. The lack of police protection has been so 
marked that the Policy Studies Institute has calculated that to  get the true figure, 
these rates would have to be multiplied by a factor of 10 (20). Under such conditions, 
where, for example, sections of the black community are living under siege condi- 
tions (as is the case for Bangladeshis in London’s East End) and the rest of the black 
community never knows when it will be attacked, the stress caused by this terrorism 
is enormous. The implications for the mental as well as the physical health of black 
people are severe and reinforce the related strains of coping with life in a racist 
society . 

In the case of mental health and mental illness we come up  against not only the 
illness-causing forces of a racist society but the racism within the particular institu- 
tions of that society under consideration, in this case the health service itself. In a 
study of Mental Health Services in London, the GLC Health Panel has identified a 
number of trends that are indicative of this problem. Among them are the following 
( 2 1 , ~ ~ .  18-19): 

Black people are more likely to be mental patients than whites. 
Black patients are four times more likely than white patients to reach a mental 

hospital through the involvement of the police; twice as likely to have been sent 
to hospital from prison; and twice as likely to be detained in hospital under the 
mental health legislation. 

Black mental patients are more likely to be diagnosed as schizophrenic-and twice 
as likely as white British patients to have their diagnosis changed during treat- 
ment. At the same time depression is more likely to be missed in black than in 
white patients. 

There is a greater reliance on physical treatment-major tranquilizers and electro- 
convulsive treatment ( E m - f o r  black patients; while scarce psychotherapy 
resources are more likely to go to white patients. 

These patterns are the result of the operations of a racist system. Black patients 
are diagnosed, or misdiagnosed, by professionals who may not speak their 
language, who may not understand or value their culture, who may not under- 
stand the reality of racism and its consequences, and who are overwhelmingly white 
males from middle and upper class backgrounds. The recent increase in the propor- 
tion of women in medical schools has not redressed the class and racial stratification 
characteristic of the student body, which is still being trained within a scientistic and 
ethnocentric framework. An example of the consequences of such an array of forces 
was the committal of a Rastafarian prisoner, Steven Thompson, to  Rampton Mental 
Hospital under Section 72 of the Mental Health Act days before he was due to  be 
released from prison, on the grounds that his belief in the tenets of his religion con- 
stituted evidence of mental illness. He was only released three months later after a 
campaign and a reiiew by an independent group of psychiatrists, one of whom was a 
West Indian, challenged the original diagnosis. 

This ignorance of, and. disrespect for, black culture has been present throughout 
the health service. For example, the campaign against rickets established by the 
Department of Health and Social Security (DHSS), the Stop Rickets Campaign, has 
placed its primary emphasis on health education. Rickets, a vitamin D deficiency 
disease, now affecting primarily Asian children, had previously been so widespread in 
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working-class areas of British cities that in the rest of Europe it was known as the 
English disease. It is a disease of poverty and was eliminated, not by changing the 
culture of the working class but by fortifying basic foods such as margarine with 
vitamin D. Sir Raymond Hoffenberg, after analyzing the various explanations for the 
outbreak of rickets in the Asian community, is clear about the solution: “the disease 
may be prevented and cured by supplementing the diet with vitamin D’ (1 1, p. 8). 
The government has refused to  follow such advice and to  do for the Asian community 
what it had done for the white working class. Instead, emphasis has been placed on 
changing the Asian diet, thus transferring responsibility onto the culture of Asians. 
This approach also has the danger of exposing Asians to  the health dangers of changing 
from a pulse-based, high-fiber diet to a Western high-fat, meat-based diet and thus to  
a range of diseases such as cancers of the stomach, colon, and rectum. 

Distortion of black culture, blaming the culture for medical problems, and placing 
priority on changing that culture rather than changing the practices of existing institu- 
tions have become important characteristics of the operations of medical institutions. 
The Brent Community Health Council in 1981 published a report entitled Black 
People and the Health Service (4) in which this process is discussed. The authors 
quote the statement of a group of GPs in Brent that “the pain threshold for Asians is 
half that of Caucasians-they complain twice as much for half the reasons-they come 
with minor symptoms” (4, p. 13). A related “truth” that medical professionals are 
being taught about Asian culture is that to  justify sympathy and support an Asian who 
is ill “should go to  bed and stay there until he gets better. It is considered natural for 
the sick to express anxiety and suffering. Asian patients may cry and moan in a way 
that upsets the other patients in a British hospital. They are unlikely to  realise that 
they are disturbing other people.” This version of Asian culture is from Alix Henley’s 
Asian Patients in Hospital and at Home (22) ,  which is widely used in training medical 
professionals. The Brent Community Health Council rejects this interpretation of 
Asian culture on the grounds that “there is absolutely no truth in any of this” (4, 
p. 14). (The author was told by a nurse of a situation she witnessed that illustrates the 
implications of such views. When she was in hospital having a child, an Asian woman 
in the next bed was having a very prolonged and obviously very painful labor. Under- 
standing professional etiquette the nurselpatient did not interfere, but after a time 
she felt that she had to  intervene. When she suggested to  the ward sister that the 
doctor should be called she was informed that it was not necessary, because “these 
people” have a low pain threshold and cry out disproportionately. The finale of the 
story was that the Asian woman’s baby was born dead. The point is not that there is 
evidence that earlier medical intervention would necessarily have saved the child, but 
that such “truths” about black people’s cultural characteristics have profound profes- 
sional behavioral implications.) 

Black people-patients and health workers-have identified a similar disrespect for 
black culture by white professionals in the areas of family relationships, child-rearing, 
and birth control. The Brent group found that Asian women who desired the presence 
of female relatives at the birth of their children and their participation in the rearing of 
the children came up against disapproval from professionals who presumed that such 
desires were unhealthy because they differed from current theories about the role of 
husbands and about mother-child bonding. Health education material addressed to  
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black people has been primarily about diet, antenatal care, and birth control. We have 
already discussed this professional concern with diet in the context of the Stop 
Rickets Campaign. The concentration by professionals on educating black women 
about the necessity of using antenatal provisions assumes that it is the ignorance of 
these women about such facilities that leads t o  underutilization and that the solution 
lies in health education. 

There are, however, important questions to  be raised about the nature of the 
existing antenatal provisions before we accept such assumptions. It is necessary to  
note, for example, that white working-class women also have a low utilization rate 
of such services. If services are not used or are underused by both working-class white 
women and by black women and are most used by white middle-class women, 
perhaps it is necessary to examine the organization of the services rather than to  
assume that the underusers are ignorant. If, for example, Muslim women wish to be 
examined by a female doctor but the antenatal service provided fails t o  respect that 
desire, then we should not be surprised if the take-up level by those women is lower: 
The question to  be asked is why that option is not made available as a right rather than 
how to change the Muslim women’s culture. If interpreters are not routinely made 
available in antenatal clinics in areas inhabited by women whose first language is not 
English, then we must question the suitability of the service not the intelligence of the 
women. If the clinic is located not in the neighborhood with easy access but in a 
central hospital some distance from the homes of the women and requires expensive 
and time-consuming travel, then we should expect lower take-up levels. 

Torkington challenges the mainstream professional view and argues that “In a racist 
patriarchal society black women are a t  the bottom of the hierarchical ladder and in 
consequence among their children there are higher than average rates of mortality 
and morbidity” (19, p. 64). She quotes the study of Oakley and MacFarlane (23), 
which shows the limitations of antenatal care in dealing with the problems of low 
birth weight children (who in 1977 accounted for two-thirds of perinatal deaths) 
through dietary advice during pregnancy. The key t o  reducing perinatal mortality 
lies in improving the environmental conditions of the mother and the woman’s nutri- 
tion throughout the whole of her life rather than in a compensatory diet during 
pregnancy. (The perinatal mortality rate in manual worker families is five times higher 
than that in professional families.) There is the slight problem, in addition, of how 
poor women are t o  afford such a compensatory diet, and black women are dispropor- 
tionately located in that category. Oakley and MacFarlane also point out that tradi- 
tional antenatal care is stress producing and may actually be counterproductive for 
some women since it gives rise to  “precisely those problems it is designed to  avoid” 
(23, p. 173), and therefore, in this area as in many others, the experience of black 
women exposes the class as well as the racial and sex biases of the system. 

Given the centrality of the numbers game in all discussions of race, the centrality 
of racism in the government’s immigration policies, and constant legitimation of 
racism by the actions of the government and the effusions of the media, it is not 
surprising that more leaflets about birth control are translated into Asian languages 
than about any other topic. Birth control has been a central theme of health education 
directed toward both the Afro-Caribbean community and the Asian community. The 
widespread assumption that the number of black people in the society is a determinant 
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of good race relations and, in Margaret Thatcher’s felicitous phrasing, that there is a 
danger of black people “swamping” British people (note the exclusion of black people 
from the category of British), it is not surprising to  find this emphasis. The numbers 
game and the ignorance of black people and their cultures have combined in the use 
of Depo-Provera (DP), an injectable progesterone-based contraceptive with many 
unpleasant side effects, in black women. There are great doubts that informed consent 
has been obtained from the women, and the GLC Health Panel concluded that racism 
is a fundamental factor in its use (16, p. 13): 

There are indications that DP is given primarily to black and working class women 
in this country. The panel of experts appointed to hear the evidence for and against 
the use of DP in this country has admitted that it will be difficult for many women 
to give informed consent to receiving the drug because of the lack of time available 
for explanation and counselling by medical and nursing staff, and the lack of training 
and skills in such counselling among doctors not specialising in family planning. This 
is particularly worrying for women whose first language is not English and who will 
be in an extremely disadvantaged position in terms of being fully informed of the 
side effects of the drug and the lack of data on its long-term safety. 

Black women testifying before the GLC Women’s Committee clearly stated that there 
should be “less attention and pressure on birth control and more attention on services 
for mothers and babies, on mental health, and on services and policies which support 
women caring for others in the community” (16). 

The Brent Community Health Council identified the central themes underlying the 
white health professional approach to  black people (4, p. 18): 

What is perhaps most interesting is the similarity between the stereotypes being 
generated within the health service and those in other parts of the state. In the NHS 
the mythology is that AfroCaribbean women are feckless and irresponsible, while 
Asian women are compliant but stupid. West Indian women are dubbed as having no  
culture, the problem for Asians is their culture. Either way black people’s diets, child 
rearing practices, family relationships, highly established medical systems are seen as 
either inadequate or downright harmful. Meanwhile the SUS law has helped create 
the stereotype of AfroCaribbeans as reckless, irresponsible and criminal [see foot- 
notel], while the immigration law has encouraged white people to see Asians as law 
abiding perhaps, but only because they have no legitimate reason for being in Britain 
in the first place. The similarity between the two sets of stereotypes is not remark- 
able, but it reminds us just how much what goes on in the health service reflects, is 
reinforced by and ifselfreinforces values which serve the interests of the state. 

Just as damning and damaging has been the NHS’s refusal to respond to the specific 
health problems of Britain’s black population. Sickle cell disease is a common 
inherited disorder that affects mainly people of African descent. It is estimated that at 
least 50 babies are born in London every year with the disease and that there are at 
least 4000 sufferers in Britain-yet until recently there were no central guidelines or 
resources provided by the NHS. In contrast, phenylketonuria with an estimated 
incidence of about 10-12 cases in London every year is covered by a central newborn 

‘SUS refers to that part of a law dating from 1834 that makes it a criminal offense to be a 
suspicious person loitering with intent to commit a crime. This had been widely used against 
AfroCaribbean youths; a major community campaign was conducted against it. 
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screening and follow-up program, and hemophilia with about four to  five thousand 
sufferers in Britain is well provided for by the NHS. The GLC Health Panel concluded 
about this disparity in NHS response (or lack of response): “the signal failure by the 
NHS so far to produce an effective response to the problem which deeply concerns 
large numbers of black people, can only be attributed t o  racism” (16, p. 6). 

Faced by this lack of concern, black communities, assisted by dedicated medical 
and nursing staff, organized and demanded the establishment of sickle cell screening 
and counseling services. A number of centers have been created in response to  these 
pressures, five in London and one each in Liverpool and Manchester. Most of these, 
however, are on short-term funding and have not succeeded in obtaining long-term 
funds. This creates major difficulties in terms of future planning, long-term develop- 
ment work, and training. The authors of the most comprehensive survey of sickle cell 
disease and the NHS reported that the only course for sickle cell counselors (when 
they published their study in July 1985) was that offered by the Brent Sickle Cell 
Centre. The Centre had repeatedly failed to  obtain recognition, validation, or 
funding (24). 

Racism has also functioned to use black people as scapegoats for shortcomings in 
services and provisions available to  the white working class. Such shortcomings, 
whether in housing, education, social benefits, or employment as well as in health, 
have little to  do with black people, who receive even less of the provisions. But the 
centrality of a racist ideology constantly being legitimated and reinforced by state 
action makes such claims newsworthy and believable. These claims also lay the 
groundwork for additional state racism and controls imposed on black people and for 
continued deterioration of services for the working class as a whole. I t  is interesting, 
therefore, to note the use of such tactics in the field of health. The demands for immigra- 
tion control in the late 1950s and in the early 1960s, i.e., control of black immigrants, 
used scare tactics concentrating on the supposed dangers of leprosy, tuberculosis, and 
various “tropical” diseases being brought in by black people. Black women already 
in Britain were accused of overloading the NHS maternity services and preventing 
“our” women from obtaining maternity beds. The numbers game was thus combined 
with using black people as scapegoats for shortages in NHS provisions. 

Examples of such scapegoating include the declaration by right-wing Labour M.P., 
Harry Hynd, on April 3, 1958, in support of a special motion on immigration, that 
“The immigrants [from the Commonwealth] are undoubtedly adding difficulties to  
our health authorities. When these people arrive in our country, they immediately 
become eligible for National Assistance. We know the financial difficulties which the 
Government have had in that connexion and it is something which cannot be ignored” 
(25, p. 168). On October 29, 1958, the extreme right-wing Conservative M.P., Cyril 
Osborne, who had been pushing for immigration control of black people since 1950, 
declared in Parliament that he would deny access on the grounds of ill health, and 
using what he assumed to be a clinching argument asked, “What would happen if a 
shipload of lepers came here from West Africa? Would there be any power to  refuse 
them admission?” (25, p. 169). 

Such stereotypes and antagonism to black people not only contributed to  the 
passage of racist immigration legislation but has also continued to  be a determinant 
of its enforcement. Dr. Peter Cooper, head of the health control unit a t  Terminal 
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Three at Heathrow Airport, expressed similar views in an interview with the medical 
magazine Puke. The interviewer indicated that Dr. Cooper evidenced “strong feeling 
beside the calm reasonableness of his views.” Cooper declared: “ ‘The health system 
is too open to abuse. . . . A Moslem immigrant might bring in four tubercular wives, 
eight spastic children and an aged grandmother. Now you tell me’-he goes on 
aggressively-‘is that right? ” One might assume that the possession of such views 
may have had some effect on his role in the administration of virginity tests on Asian’s 
fianckes. When asked about this barbarous practice he said, it “makes you think” and 
“no comment. . . . In any case I don’t remember anything about it. I’ve got a shocking 
memory” (26). 

In the Thatcher years the deterioration of the MIS, despite promises that it would 
be safe in her hands, has been accompanied by scares of foreigners swamping the 
service and leaving less for those of us who were entitled to its use. Despite the absence 
of any evidence of misuse, the DHSS in 1979 issued a circular entitled “Gatecrashers’’~ 
to  all health authorities in the London area, instructing staff to  ensure that only 
eligible people received service. Within a month there were reports of black people 
being challenged to prove their eligibility, including a black member of the Commis- 
sion for Racial Equality. The Guardian (London) quoted an administrator at 
St. Stephen’s Hospital as saying: “It is just a matter of common sense, whether we go 
on their being foreign, or their colour or whatever. All we can do is ask someone 
politely if they can show their passport and if they do, then this immediately clarifies 
the matter. It is a practice that is well established, a lot of London hospitals do it” 
(27). In 1981, citing “fairly widespread abuse” but no evidence, the government 
announced the introduction of charges for certain people from overseas using the 
NHS, and although it was forced to modify certain features of the scheme, the 
measure came into operation in October 1982. Organizations ranging from the 
Commission for Racial Equality (which said that the proposals were “damaging to  
race relations and . . . inevitably discriminatory”) to  the Confederation of Health 
Service Unions, the Trades Unions Congress, and the Joint Council for the Welfare 
of Immigrants condemned the measure as divisive and racist. The measure was clearly 
going to be directed against black people, would reinforce the view of black people 
as somehow having less right to be here and use services than the rest of us, and would 
be another step toward a “pass law society” for black people (28,29). 

This state racism legitimated racialist ideas on the streets-and in the hospitals. In 
1981 when lawyers acting for Ibrahim Khan, who had been thrown out of a window 
by three youths, wrote to St. Mary’s Hospital in London to  request a letter from the 
hospital so that a claim for criminal compensation could be made on his behalf, they 
received the following reply (30, p. 20): 

No one here is prepared to write a report for you about this patient. . . . Mr. Khan 
has been extremely fortunate to receive treatment that exceeds the cost of a heart 
transplant. There is absolutely no reason why this patient should receive preferential 
treatment or become a burden on the tax-payers here. I find it immoral to use public 
money allowing Mr. Khan to become a burden on their dwindling resources. Signed: 
Orthopaedic secretary and over-burdened taxpayer. 

The increasingly widespread demand that black people produce their passports to 
prove eligibility for health care, for the education of their children, for social security 
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benefits, and for housing illustrates the development of the system of internal controls 
of black people. The hospitals, schools, housing offices, and welfare offices become 
outposts of the Home Office and adjuncts of the immigration service. These controls 
are directed at black people-black people as immigrants, black people as suspected 
illegal immigrants, black people as abusers of Britain’s welfare state-all views legiti- 
mated by racist immigration laws and by the media and politicians. Therefore, if the 
immigration laws are themselves racist (and the state makes no attempt to deny that 
fact), then it is logical that’black people would be the targets of the extension of 
immigration controls into the community. Given the need to  explain away inadequate 
services available to  the white working class-worse housing, worse medical care, lower 
levels of unemployment benefits and lower pensions than are available in other indus- 
trialized countries, and lower wages and higher levels of unemployment-the attack 
on black people as illegal immigrants and abusers of the various services diverts 
attention from those responsible and from those who benefit from the present system 
of resource allocation. These attacks and controls make black people less likely to  
claim benefits to  which they are entitled. They may be fearful that if they claim 
benefits they will get into trouble and be deported, a not imaginary fear given the 
links between DHSS and the Home Office and the large number of highly publicized 
cases of deportation proceedings being taken by the Home Office against black people 
who had gone to  DHSS offices to  claim benefits. This fear and consequent reluctance 
to claim in the face of government’s implementing racist immigration laws and 
consciously keeping black families apart is but one part of a process that makes black 
people second-class claimants in a system that already stigmatizes claimants as 
“scroungers, spongers and lead swingers.” The social security system denies claimants 
information and stacks the deck against them by purposely creating excessively com- 
plicated claims forms, using different criteria for different benefits and maintaining 
secrecy and discretion as key characteristics of implementation. It is not surprising, 
therefore, to find massive underclaiming as the norm in the British welfare system. 

In conclusion, to  quote again from The Heart ofthe Race ( 1 ,  p. 46): 

The combined effects of racism, discrimination against women workers and the 
steady loss of health services for working-class people generally have been more 
apparent to us than to any other group of hospital workers because we have experi- 
enced them simultaneously, on all three levels, for some time. 

These experiences, described so painfully by the authors and the other black women 
who contributed to this book, have located black people a t  the center of resistance 
to both the destruction of large parts of the welfare state and the dehumanizing 
practices that have been such a major characteristic of that system. The racist 
disrespect for black people was built on a system that disrespected women and the 
working class generally. The hierarchical structures that oppressed lower status 
workers and distorted the services delivered to  all clients disproportionately but not 
exclusively oppressed black people. The cuts that have already affected the ability of 
these institutions even to offer the services they had hitherto offered have most 
affected black people both as workers and clients. 

The greater burden borne by black people has had the effect of masking the full 
scale of what has been happening from the white community. If black people were not 
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really part of “us” anyway and if they were “gatecrashing” and “abusing” the services 
provided for us, then their exclusion from benefits or services was only right and 
proper and did not have anything to  do with us. If jobs had to  be lost, surely “our 
people” had the right to  the remaining jobs. If the old, decrepit hospitals that got 
older and more decrepit, and subsequently had to  be closed, were in inner city areas 
largely populated by black people and by the white poor, who would notice or care? 
Privatization would save money and was therefore necessary, and anyway, who were 
disproportionately working in the hospital laundries and kitchens? If costs had to be 
cut in the provision of nursing services and by the worsening of career prospects and 
job satisfaction, the worst consequences could be hidden by the use of agency nurses, 
and who were disproportionately on the agency books? 

In each case the working class as a whole, and women in particular, as workers and 
clients have suffered, are suffering, and unless these policies are reversed, will suffer 
the consequences of these so-called radical reforms in the welfare state. In each case 
black workers and black women in particular have paid an even higher price. In each 
case black people as a whole have been the most aware and the most militant in their 
resistance, as consumers and as workers. Their resistance in the 1972 ancillary workers’ 
strikes and in the long and bitter health workers’ struggles of 1982-83 has been central 
in the development of a new consciousness among health workers, including nurses. 
The organization of the health service, the nature of services provided, and the need 
to  take militant action to resist cuts and to improve services have been placed firmly 
on the agenda. 

Black people as clients in the welfare system have struggled against the racist 
ideology and practices that have taken their children into care and into white foster 
homes. It was their resistance that forced adoption agencies and social service depart- 
ments to recognize the need for black children to  have an authentic and appropriate 
environment in which to  grow and mature. It is their resistance that is forcing many 
social workers to  reconsider their assumptions about the black family. Perhaps those 
professionals who are forced to question their previous “common sense” and profes- 
sionally legitimated assumptions about black people and their culture might under- 
stand the necessity to reevaluate their class- and sex-biased assumptions. It is clear that 
without such black struggles, such reevaluation is highly unlikely. 
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