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To Abe Waitzkin—
housepainter, trade unionist, 
poker player, cancer victim, socialist




And as a doctor I suffered from two very difficult diseases. I was only beginning to make my way as a surgeon when I came down with a bad case of tuberculosis. ... My second “sickness” ... well, that wasn’t so simple. I caught it from no one—and I caught it from everything. I got it as a boy, as a man, as a doctor. It was much worse than tuberculosis. It wasn’t like curing an infection. I couldn’t get rid of it by drugs. And many of the things I saw as a doctor only made it worse.... But there came a time when I no longer gave in to it. That was after I came to understand that tuberculosis was not merely a disease of the body but a social crime. ... I have learned what must be done to cure this second sickness.

 


—Norman Bethune, M.D., surgeon to the liberation forces of China, 1939
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Preface to the Second Edition

Since the first edition of The Second Sickness appeared in 1983, momentous events, so to speak, shook the world (1).

In the late 1980s, after Mikhail Gorbachev introduced Perestroika as a strategy of reform in the Soviet Union, that country’s socialist system crumbled, as did those of other Eastern European countries. Gorbachev saw market-oriented reform as a return to the vital economic policies of Lenin, and as a route toward a strengthened socialism rather than toward capitalism (2). Nevertheless, a combination of economic and political crises ensued, partly choreographed by the United States through its influence on the policies of international lending agencies and through the effects of the Central Intelligence Agency in Soviet political processes (3). The “triumph of capitalism” in the former Soviet Union and in Eastern Europe coincided with the emergence of extreme poverty alongside enormous wealth, the dismantling of public health and welfare systems, and an overall deterioration of health outcomes. This deterioration included a decline in male life expectancy in Russia from 63.8 years in 1990 to 59.0 years in 1993—apparently the most rapid and serious decline in health indicators under peacetime conditions in the history of civilization (4). As the Cold War and nuclear competition between the United States and Soviet Union declined, nuclear weapons proliferated among other Third World countries. Global economic crises have rendered such countries more unstable politically.

Along with the failure of some existing socialist systems, the global capitalist economy has expanded at an unprecedented rate. In the United States, the Clinton Administration advanced beyond the Reagan and Bush Administrations to enhance the ability of finance capital to move swiftly throughout the world, with few constraints of national borders or government regulation. Both within the United States and other capitalist countries, the gap between rich and poor increased; the luxuries of great wealth became more resplendent, even as the suffering of the poor has become more entrenched. Influenced by the policies of the Clinton Administration, international lending agencies led by the World Bank and International Monetary Fund have insisted on the dismantling or privatization of public health and welfare systems. These “structural adjustment” policies, imposed as requirements for new loans, have reduced the capacity of Third World countries to provide a safety net for their citizens, while opening up their economies to free-market principles that have benefited international investors. The same policies have been associated with extreme financial crises that have emerged throughout the Third World, including many Asian countries, the former Soviet Union, and Latin America.

Within the United States, corporate dominance of the economy has coincided with an unprecedented penetration of corporations within the health-care system. Especially under the rubric of managed care, for-profit corporations have taken over an ever increasing proportion of hospitals, clinics, home care agencies, and physicians’ practices. Since 1989, all newly initiated managed care organizations have operated as for-profit corporations, often under the control of private insurance companies. A majority of the U.S. population is covered by managed care organizations. With the burgeoning power of managed care organizations, physicians’ work satisfaction has declined along with their professional dominance. Although physicians’ income generally has remained high, their control over the conditions of professional work has deteriorated, as corporate administrators have initiated micromanagement of clinical decisions including both diagnostic studies and treatments. With reference to the fate of professionalism in medicine, Marx and Engels’ observations of more than 150 years ago remain prescient: “The bourgeoisie has stripped of its halo every occupation hitherto honored and looked up to with reverent awe. It has converted the physician, the lawyer, the priest, the poet, the man of science, into its paid wage-laborers” (5).

Meanwhile, barriers to health-care access become more pervasive in the United States, even as expenditures continue to climb. As of 1999, more than 43 million people in the United States did not hold any form of public or private health insurance, while health-care expenditures totaled more than one trillion dollars annually, equivalent to about 14 percent of the gross domestic product. Many people with insurance coverage still experienced major barriers to access, due to copayments or other deductible provisions. Most strikingly, every proposal for a national health program in the United States, intended to address the problems of inadequate access and high costs, failed. As the United States enters the new millennium, it remains the only economically developed country without a national health program that ensures universal access to care.

Given such changes outside and inside the health-care system, a book like this one predictably would require extensive revision, but drastic modifications—sur-prisingly enough—have not proven necessary. Although I have updated material throughout the book, including references, the overall analytic approach remains the same. Despite the crisis associated with the fall of state socialism in the Soviet Union and Eastern Europe, a Marxist-oriented analysis of the contradictions in society that form the basis of problems in the health-care system remains a trenchant way to understand these problems. The structures of oppression and the social origins of illness, as discussed in part one, have emerged as even greater problems as corporate penetration of health care has increased. Similarly, the issues of technology and profit, community medicine, and the micropolitics of the doctor-patient relationship, analyzed in part two, have remained crucial for an adequate understanding of contemporary health care. Most important, although changing political conditions have required some modifications in part three, the overall directions of desirable praxis and nonreformist reform in health care remain close to those spelled out originally.

In view of the purported triumph of capitalism and failure of state socialism in the Soviet Union and Asia, how can one justify the stability of the analysis presented here? At many points, the original edition alluded to the ideological processes by which very injurious structures under capitalism are legitimated and accepted as the only reasonable alternative. That capitalism could be thought to have triumphed in the face of such widespread misery becomes another manifestation of ideology’s remarkable impact. In addition, the original edition also referred frequently to the failures of state socialism in the Soviet Union and Eastern Europe, including such difficulties as the reemergence of class structure and the destruction of the environment in the name of societal productivity rather than private profit. The remarkable changes that have occurred since the book’s first edition have confirmed many of the critical perspectives on health care under capitalism and state socialism that a Marxist-oriented analysis originally suggested.

As the downsides of capitalism’s purported triumph have become more obvious, so has the need for further critique and praxis aimed at progressive change in medicine and in medicine’s societal context. This work will continue to address the profound social contradictions that affect health and health care. Events of the past twenty years have done nothing to diminish the importance of criticism and struggle to change the societal origins of illness and suffering. The “second sickness” remains very much with us.




Preface to the First Edition and Acknowledgments

This book began with some simple ideas that provide the history of social medicine—that much illness and suffering have origins in society, that the organization of medical practice ultimately is inseparable from broader social organization, and that meaningful solutions of health problems often demand fundamental social change. My motivation for studying what Bethune called “the second sickness” also grew from my personal experience. I want to clarify the circumstances that helped shape the book’s content.

First of all, the book emerged from troubling events in my family and from various inadequacies I perceived in my schooling. My grandfather was a housepainter and union organizer in Ohio. He died from a form of liver cancer undoubtedly caused by toxic solvents used in paint thinning; his union unsuccessfully had requested government monitoring of these chemicals. The doctors who cared for him before his death maintained a circle of lies and distortions that left him confused and dispirited. My parents are clerical workers who still suffer the emotional effects of my father’s being laid off, at age 55, from a job he had held for twenty-five years. They believe that this outcome was their responsibility, since my father had not been able to attend college during the Depression and since it was a college graduate who replaced him. As a student of sociology in college and graduate school, I found little to explain such social origins of illness and suffering. Later, in medical school, my clinical instructors taught me that shaping the truth was often a necessary and desirable skill, since patients’ morale determined whether they would maintain a productive life at work, in the family, and so forth. As an intern and resident in medicine, I saw the enormous profits that drug companies and medical equipment manufacturers were making for innovations that had dubious effectiveness in patient care. While working for the health programs of the Black Panther Party in Boston, the United Farm Workers Union in rural California, and La Clínica de la Raza in Oakland, California, I also witnessed the cruel irrationalities of a system that does not provide even the most rudimentary services for the poor and minority groups.

It was my political rather than my academic experience that helped explain these observations. The civil rights movement, which in Ohio focused on segregated housing, exposed racial injustices and the hypocrisy of equality. The Indochina War and the military coup in Chile revealed the inhuman excesses fostered by capitalism and imperialism. Conflict between my neighborhood and my medical school, while I was living in Boston, showed the pernicious effects of purportedly benign institutions. Political action in each of these areas motivated me to study other histories, other theories, and other strategies than those I had learned in school. To the chagrin of some of my mentors, these experiences also convinced me that I no longer could separate my intellectual work from political activism.

Intertwined with personal experience, this book contains large elements of advocacy, whose political orientation is obvious. There is purportedly a fine line between committed scholarship and polemic. Personally, I have not found this distinction helpful. Although one may try to hide one’s value commitments behind various literary devices, the effort to put values aside is, in my view, dishonest, misleading, and ultimately unsuccessful for both writer and reader. The problems this book describes are complex, and the solutions not at all straightforward. Partly for this reason, I have tried to avoid sermonizing and dogmatism, while making my own commitments clear. Arguments and evidence, in any case, are here for appraisal. My guess is that the book’s style and tone will be most troublesome for those least distressed by our current predicament.

 


Some notes on the book’s organization may be useful. Part one, which offers a general framework, grew from an attempt to find explanations for illness and suffering in social structure, as well as social solutions to health problems. In chapter 1, I analyze the social contradictions from which many problems in medicine arise, the exploitation of illness for profit, and the deficiencies of health-care systems that do not adequately serve the urban and rural poor, racial minorities, and other disadvantaged groups. Chapter 2 concerns social structures of oppression in medicine that both mirror and reproduce oppressive features of the wider society. This chapter also gives an overview of Marxist studies in social medicine that examine structures of oppression which the social organization of health care fosters. In chapter 3, I consider the social origins of illness—the conditions of society that generate disease and early death—in the context of previous work in social medicine that has been largely overlooked.

Part two presents several concrete studies linking medicine and society. The coverage of these studies is intentionally broad. One purpose of these chapters, which developed partly from specific problems and experiences in my own sociomedical practice, is to convey the wide scope that is necessary for social medicine. In chapter 4, pursuing a concern from clinical observations, I focus on the technologic imperative that increases both costs and profits, while having little impact on death or disease. Chapter 5 analyzes medicine at the level of the community, especially the plight of public hospitals, community-worker control of primary health services, and the often detrimental impact of private medical expansion in urban areas; my interest in these issues came from community organizing and practice in New England and California. In chapter 6, I consider the micropolitics of the doctor-patient relationship, including distortions of communication like those I witnessed in my family and as a medical student. The studies in part two deal with different levels of analysis: the impact of technology, the local community, and the interpersonal relationship between doctor and patient. Although the issues are diverse, underlying contradictions of society are major determinants of problems at each level. Taken together, these studies try to present a practically grounded approach to the range of problems with which social medicine currently must contend.

What to do about these problems is, of course, a key question. Part three considers policy issues and directions of needed change. The main thrust of this discussion is that basic improvements in the health-care system depend on fundamental change in society as a whole. Chapter 7 explores this troubling proposition by analyzing social change and health policy in comparative international perspective; I emphasize Cuba and Chile, two countries whose very different social realities determined the outcomes of ambitious new health-care programs. Extending this analysis to health-care reform in the United States, chapter 8 criticizes justifications for cutbacks in services, reviews the strengths and weaknesses of current reform proposals, and suggests possibilities for sociomedical activism. This chapter reaches pessimistic conclusions concerning health policy that is unattached to broader social change. On the other hand, activism that explicitly links health care and political struggle permits an optimism that confronts present realities with more than wishful thinking.

I want to thank Roberto Belmar, Stephany Borges, Rick Brown, Claire Douglas, Dan Doyle, Ray Elling, June Fisher, David Himmelstein, Hal Holman, Charles Houston, Annie Johnston, Alice Jones, Elliot Mishler, Hilary Modell, Vicente Navarro, Byron Randall, Lillian Rubin, Frank Sampson, Steven Schear, Herb Schreier, Jim Scott, Victor Sidel, Larry Sirott, John Stoeckle, Paul Sweezy, Assefa Taye, Barbara Waterman, and Stephanie Woolhandler. At crucial times and in unique ways, they gave me the encouragement, criticism, love, and feeling of com-pañerismo I needed. Several organizations—Roxbury Tenants of Harvard, Movimiento de Izquierda Revolucionaria (MIR) and allied groups throughout Latin America, the student-faculty-worker movement of the University of Oaxaca Medical School in Mexico, the United Farm Workers Union, La Clínica de la Raza, Science for the People, and the Medicina en la Comunidad programs of the Cuban Ministry of Health—provided inspiration and practical models of progressive political work in health care. David Himmelstein, Richard Lichtman, Joyce Seltzer, Gladys Topkis, Marlie Wasserman, and Barbara Waterman gave me valuable editorial advice. My grandfather, Abe Waitzkin, taught me that the struggle toward a better life involves the humor, timing, and strategic sense of playing a poker hand well.




Part One

Medicine, Social Structure, and Social Pathology





1

Health Care, Social Contradictions, and the Dilemmas of Reform

As a 30-year-old worker in the pesticide division of a chemical company in Lathrop, California, T. B. and his co-workers in this division began to wonder why they and their wives were not having children. After several years, they contacted a local medical clinic, where sperm examinations revealed sterility or decreased fertility. Later studies showed similar findings among pesticide workers in other states. Eventually the problem was traced to DBCP, a soil fumigant used to kill worms that feed on crop roots. Laboratory experiments showed that DBCP caused testicular damage in rats; reports of testicular cancer in DBCP workers began to appear. The California Department of Health found hazardous DBCP levels in more than forty municipal water wells; the chemical had leached down to groundwater after surface applications. Health officials estimated that about 200,000 people had been drinking water contaminated by DBCP. Although the Department of Health issued a ban on DBCP, chemical and agricultural corporations resisted the ban by legal actions and tried to use similar compounds instead.

 


R. L. was a 32-year-old Spanish-speaking mother of five, who moved from rural Mexico to Oakland, California, where she began to work as a part-time housekeeper. She knew no English, held no legal documents regarding residency in the United States, and had no insurance. She became pregnant again in 1979. During the last month of her pregnancy, she came to the emergency rooms of two private hospitals because she felt that labor might have begun. Emergency room staff refused to see her because she did not have insurance and, as an undocumented alien, was not eligible for public support through MediCal. She then went three times within one week to the emergency room of the county hospital; the interns who examined her found high blood pressure but did not test for fetal distress and did not refer her to a prenatal program. Twelve hours after her last visit, she delivered a stillborn infant at home. Three months later, the county hospital threatened to send her bill to a collection agency for nonpayment.

 


G. M. was a 74-year-old Italian American man who was admitted to a medical center in Boston because of rectal bleeding. As part of his evaluation on admission, an electrocardiogram showed that he was having a heart attack, although he had no chest pain or other symptoms. He was taken to the intensive care unit; studies of cardiac enzymes confirmed that a heart attack in fact had occurred. The doctor who had followed him at a neighborhood health center reported that several months earlier the patient had presented to him with chest pain and a pattern of electrocardiogram changes consistent with a heart attack. On this previous occasion, the doctor had chosen not to admit the patient to a hospital but instead had followed him at home, where he recuperated uneventfully. During the current admission, he had no further symptoms or cardiac instability. He was transferred from the intensive care unit to the ward after four days and discharged after eight days. A plan was made to evaluate the source of his rectal bleeding about six weeks after discharge.


The health systems of the United States and other advanced capitalist countries reveal many troubling deficiencies; these case summaries illustrate only a few. Occupational and environmental hazards threaten survival in ways that are difficult to predict. Needed services remain inaccessible to the poor and to minority groups. Technologically oriented medicine increases the cost of care. Solutions remain elusive, despite attempted improvements.

Why do such problems persist in wealthy and powerful nations? These difficulties have received wide attention in research and policy. Generally, each separate problem is the object of analysis, debate, and limited reform. Superficially, the issues appear diverse, and proposals to deal with them reflect this diversity. The more general social conditions that are responsible for a variety of health problems and that impede solutions escape serious study. The cases of a man suffering infertility from pesticide exposure, a woman whose infant dies needlessly, and a man who endures expensive, technologic medicine seem isolated from one another. But the social conditions that their case histories reflect are not isolated problems; it is important to seek the underlying realities that provide a more unified explanation and a more coherent strategy for change.

Major problems in medicine are also problems of society; the health system is so intimately tied to the broader society that attempts to study one without the other are misleading. Difficulties in health and medical care emerge from social contradictions and rarely can be separated from those contradictions. These interconnections are not only important for clearer understanding; they also suggest directions of change. From this view, health reforms that do not address the relationships between the health system and broader social structure are doomed to failure.

One strength of the Marxist explanation is an analysis of the linkages between the health system and the broader political, economic, and social systems of the society. Without attention to these connections, the health system falsely takes on the appearance of an autonomous, free-floating entity, whose defects purportedly can be corrected by limited reforms in the medical sphere. To explain problems like those the case histories raise, a consistent theoretical orientation is helpful. The theoretical basis of the analysis that follows derives from dialectic and historical materialism. This approach, which is the principal analytic tool of Marxism, is complex. Others have discussed the nuances, strengths, and limitations of materialist theory (1); a thorough exposition is not my purpose here. However, several key features are worth noting.

First, social reality contains structural contradictions. Contradictions are antagonistic or opposing characteristics that arise among social groups, within organizations and institutions, across nations, and in the realm of ideas. Contradictory tendencies in a social system are more than simply problems or difficulties; they are destructive tendencies that emerge from and are intertwined with a system’s creative capacities. If a specific feature in necessary for a system’s accomplishments, a contradictory feature is one that undermines those accomplishments. Both sides of the contradiction are integrally related to each other. A central purpose of the dialectic approach is to clarify the “unity of opposites”—the social contradictions that are at once creative and destructive.

Certain social contradictions, which have received extensive analysis in Marxist theory and are major focuses of this book, illustrate this theoretical approach. A primary structural contradiction in capitalist societies is that of social class. Ownership and control of the means of economic production create a fundamental contradiction between the capitalist class and the working class; accumulation of wealth by the capitalist class depends on the productive activity of workers. In historical periods of higher wages, fringe benefits, and easier working conditions, the contradiction of class may become less obvious. Yet the potentially antagonistic relationship between classes is inherent in a system that aims toward the amassing of wealth by some, largely through the work of others.

Additional contradictions lie behind paradoxical features of both capitalist and socialist societies. Under capitalism, the private accumulation of capital tends to occur more in some specific geographic areas than in others; wealthy regions contrast with areas of stark poverty. Natural resources tend to flow from the countryside to cities and from poor nations to wealthy ones. Social policies to redistribute wealth on a geographic basis are weak or lacking. This contradiction, between development and underdevelopment, manifests itself in regional inequalities within nations and international disparities among nations. Moreover, in capitalist societies, the state assumes contradictory roles. Inconsistent public policies provide limited social welfare to citizens but also protect the ability of private enterprise to accumulate great wealth. In the realm of ideas, contradictory ideologies justify and legitimate contradictions of social structure. For instance, the notion of equality masks the continuing inequities of class structure. Structural contradictions do not disappear in socialist societies. An example is the tendency toward reemergence of class structure based on expertise and bureaucratic authority rather than on ownership of economic production.

The complexities of such contradictions deserve exploration later. For now, it is enough to point out the analytic approach that links puzzling and seemingly diverse health-care problems to underlying structural contradictions. A man’s childlessness from pesticide exposure, for example, emerges in large part from a contradiction between profit and safety. The drive to maximize profits in industry and agriculture interferes with the costly testing and precautions that would be necessary to protect workers’ health fully. Illegal immigration is one outcome of the contradiction of development and underdevelopment, where regions of wealth exist in close geographic proximity to regions of poverty. Preventable infant mortality also results partly from contradictory social policies that foster a strong private sector in health care, while public services that are profoundly needed remain unavailable. The inappropriate use of expensive technology reflects contradictions in medical science. On the one hand, medical science encourages technically complex treatments but, on the other hand, tends not to demand a rigorous scientific appraisal of the treatments’ effectiveness in reducing morbidity and mortality. The promotion of high technology also reinforces economic contradictions. Sustained corporate profit generally requires expansion, diversification into different product lines, and creation of new markets. Medical technology provides a lucrative direction for numerous industries, as rates of profit in other areas become sluggish. Meanwhile, as expensive technology proliferates, cheap and mundane medical practices receive little attention, even though they may be more appropriate. Such linkages between medical problems and social contradictions will receive more attention in this and subsequent chapters. The purpose here is to illustrate the theoretical analysis that traces many issues of health care to contradictions in society.

A second and related theme in materialist theory is that social problems occur in the context of whole societies, rather than simply in parts of societies. The Marxist perspective assumes that, although limitations of focus are necessary, the interconnections among social structures are of utmost importance. Particular difficulties, like those in the case histories, may arise in such areas as occupational and environmental health, maternal and infant care, and high technology. However, it is a mistake to analyze such problems in isolation from the social structures of the entire society. Too narrow an analysis not only overlooks the dynamics that create and reinforce specific problems but also obscures directions of meaningful reform.

A third thrust of dialectic and historical materialism is its emphasis on conflict. Structural contradictions imply conflict between social groups; conflict also can occur at different levels. Class conflict, for instance, can arise in workplaces and other organizations, within regions, throughout one nation, and across nations. The contradiction of international development and underdevelopment is a seed of struggles against imperialism and for national liberation. In socialist societies, contradictions deriving from professional expertise and bureaucratization also lead to conflict, but of a much different type from that under capitalism. In short, the contradictory nature of social reality implies a process of dialectic change, by which old contradictions reach resolution through conflict and by which new contradictions emerge. To return to the case histories, the contradictions that foster occupational illness, infant mortality, and inappropriate technology can be major points of conflict. Struggles in the medical arena can succeed most fully if they go beyond medical problems to attack the social contradictions that are responsible at a deeper level.

Another theme in materialist analysis concerns exploitation. Under capitalism, illness is exploited for a variety of purposes by a number of groups, including profit-making corporations, health-care professionals, and medical centers. The contradictions of the health system are linked to these patterns of exploitation. One cautionary remark, however, is necessary. Exploitation is a structural problem. The Marxist framework is not a conspiratorial model. The individuals who own or control corporations and individual clinicians associated with medical centers do consciously consider their financial resources, power, and prestige in policy decisions. These advantages to individuals, however, are not the point. The nature of capitalism reinforces current deficiencies of health care; from the standpoint of private profit, there is no reason that corporations should view medicine differently from other goods and services. The commercialization of health care and its associated technology is a necessary feature of the capitalist politicaleconomic system. It is the structure of the system, rather than decision making by individual entrepreneurs and clinicians, that is the appropriate level of analysis. This distinction makes all the difference for policy and social action.

The materialist approach also requires historical specificity. Marxist analysis tries to explain social problems with historical concreteness and with reference to specific material reality. Although general analytic principles may be appropriate to the study of different problems, each problem has its own context which demands concrete explanation. The irony here, of course, is that Marxism has suffered from a dogmatic application of the theories developed by its founders to later historical issues. Classic Marxist theories have been unable to predict the course of social revolution in precapitalist societies, the precise nature of class conflict in advanced capitalist societies like the United States, and events in postrevolutionary societies. These failures do not detract from Marx’s critique of early capitalism, nor from later nondogmatic Marxist attempts to grapple with current realities that the classics of Marxism did not anticipate.

The next sections of this chapter deal with several major problems in the health systems of advanced capitalist countries. Although the emphasis is on North America (including illustrative examples from my own clinical work in California and New England), comparisons with other capitalist and noncapitalist countries appear at various points. The description of these problems is not particularly new or surprising. What is surprising, however, is that most discussions of these problems accept them mainly as problems in medicine—that is, problems of health and health care—rather than as problems of society. With the analytic approach outlined above, I try to show that problems in medicine emerge from and reflect broader structural contradictions in the society at large.

PROFIT AND SAFETY

Ecological threats to the survival of humanity and other life forms have reached grotesque proportions. During the past decade, consciousness about the potentially devastating effects of nuclear power, toxic wastes, occupational and environmental carcinogens, and related problems has heightened. Whether this concern can overtake the scope of present and future devastation remains unclear. Perhaps more than in any other area, the analysis of illness, work, and the environment must consider the connections between these issues and the contradictions of capitalism.

The basic contradiction which accounts for many problems in this area is that between profit and safety. Safety in the workplace, in almost all instances, means increased cost of production and, as a result, decreased profits. The technical improvements necessary to protect workers from dust, fumes, radioactivity, accidents, and stress entail inevitable expenses and seldom lead to increased productivity. On the contrary, a safe workplace often means a slower pace of work as well as a more cautious appraisal of substances and technologies needed for the manufacture of new products. Corporations cannot simply raise prices to absorb these higher costs without adversely affecting the demand for goods. The constraint of private profit is a structural basis for resistance to changes in production that would ensure occupational health and safety.

The contradiction between profit and safety also extends beyond the workplace to the general environment. Considerations of profit not only limit the feasibility of safe working conditions; they also encourage the dumping of waste products of the production process into the wider community. Industrial production generally requires the emission of wastes into air, water, or land supplies. In some situations, technology can reduce the amount or toxicity of such emissions, although such interventions always involve costs that in one way or another infringe on profit. In other instances, particularly that of nuclear power, truly adequate waste disposal may be both costly and technically impossible with current knowledge.

When considering these issues, one must distinguish between capitalism and industrialization. There is no question that industrialization itself is associated with increases in some illnesses, especially occupational illnesses, that are linked to the nature of industrial work. In socialist societies, where private profit per se is not an impediment to a safe workplace and environment, illness-generating conditions still arise. As analysts have openly recognized in several socialist countries, a new contradiction emerges that resembles, in certain respects, that between profit and safety; this new contradiction involves productivity and safety. Even when the means of production are socially owned, socialist societies need to adopt stringent goals of high productivity in industry, agriculture, or both. These goals are especially important where conditions of prior underdevelopment have undermined the population’s health and welfare. Yet the drive to raise productivity discourages attempts to reduce occupational risks in the workplace and to control the emission of toxic wastes. Such improvements to protect workers and the environment necessarily consume already scarce time and social resources. The drive toward productivity in some socialist nations like the former Soviet Union has created complex and unanticipated health problems, and programs to deal with these problems have been only partially successful.

Because most socialist countries have emphasized public health, however, there have been numerous attempts to deal with these issues. In several instances, rapid improvements in occupational and environmental health problems have been possible. For example, Cuban trade unions and the national institute of occupational health blocked or delayed production in several key industries until hazards to workers were corrected. Nationally organized occupational safety and health programs also have received high priority in several Eastern European and newly independent African countries with socialist systems. Therefore, the contradiction between productivity and safety does not seem an inherent and insurmountable feature of socialism.

While it is important to acknowledge that problems of illness, work, and the environment do not disappear under socialism, the connections between these problems and the constraints of private profit under capitalism are quite profound. To analyze occupational and environmental health problems without reference to the contradiction between profit and safety is misleading. It is also foolish to believe that meaningful improvements in these problems are possible without basic change in the structure of private profit. The examples that follow are brief accounts of four occupational or environmental health problems. Rather than giving a detailed analysis of these or many similar problems, the purpose here is to explore the linkages between these problems and the structural contradiction of profit versus safety.

Plastic Workers’ Liver Cancer

Plastic is everywhere in modern society. It wraps food, upholsters furniture, transports water in pipes, amuses children as toys, entertains as phonograph records, and attracts attention as signs. During the past three decades, plastic production and consumption have increased rapidly.

A basic component of plastic is polyvinyl chloride. Through chemical reactions polyvinyl chloride (a solid) is manufactured from vinyl chloride (a gas). Beginning in 1938, a series of reports showed toxic damage of the liver and other organs in animals exposed to vinyl chloride in laboratory experiments. Studies conducted under several different conditions verified these findings. Although many scientists and officials in the plastic industry knew about these results, they did not change the utilization of vinyl chloride in the manufacturing process.

In 1974 three workers in a plastic factory in Louisville, Kentucky, developed angiosarcoma of the liver, previously a very rare cancer. During the next two years investigators found that more than twenty-six other cases of angiosarcoma were linked to occupational exposure to vinyl chloride; these people with cancer attracted worldwide attention. New studies showed an association between vinyl chloride exposure and cancer in organs besides the liver; they also found increasing rates of many types of cancer among people exposed to the chemical. Some researchers believed that an epidemic of cancer related to vinyl chloride had begun.

Despite unambiguous evidence that vinyl chloride causes cancer of the liver and other organs, the plastic industry has resisted attempts to reduce occupational exposure. The production process itself has several steps. During one step, the cleaning stage when workers crawl into the reactors where polyvinyl chloride is formed, the concentration of vinyl chloride may exceed 1,000 parts per million (ppm). In experiments with rodents, investigators have found liver damage at exposures of 50 ppm. Although the minimum toxic level for humans is unknown, occupational health officials recommended engineering changes that would ensure exposure levels of 1 ppm or less; the plastic industry’s response was that a reduction to 1 ppm would raise the cost of production by 50 percent. As a compromise, the U.S. Occupational Safety and Health Administration set a standard that allowed exposure levels up to 25 ppm. The plastic industry challenged even this intermediate level by court appeals, which delayed implementation of the new regulations.

Although the impact of increased production costs on profit is industry’s main concern, a related issue has affected the activism of organized labor. Since implementation of safer standards is costly and time-consuming, it is likely that many plants producing polyvinyl chloride would close, either permanently or temporarily. If plants were closed until completely safe production procedures or substitutes for polyvinyl chloride were developed, many workers would lose their jobs for extended periods of time.

This is labor’s classic dilemma in occupational diseases. Workers frequently face a choice between job safety and continued employment. Workmen’s compensation laws provide financial benefits only after a worker has suffered injury or disability from the work process; there are no adequate provisions for financial assistance during changes in the production process that would prevent the development of occupational diseases. Workers’ desire for a safe workplace thus is an ambivalent desire; the threat of unemployment is present in any struggle to reduce occupational hazards. Historically, organized labor has favored safety legislation and tighter regulations, but when workers confront job loss, they often have accepted compromises that they recognize are inadequate.

As the dangers of vinyl chloride have become clear, plastic workers’ unions have supported the recommendation of 1 ppm, but political and economic realities have restrained the unions’ activism. In general, unions have not opposed the compromise regulation of 25 ppm. Since society gives no assurance of alternative employment during industry’s transition to safer standards, the unions have little choice. Profitability imposes a structural impediment on industry’s willingness to modify production in order to ensure a safe workplace. To keep their jobs, workers frequently must accept a risk of cancer.


Asbestos Workers’ Lung Disease and Cancer

Asbestos is one of several compounds that cause occupational lung disease. Industries that expose workers to asbestos include manufacturers of insulation (pipes, heatproof screens, and so on), construction, shipyards, and textile makers. The disease asbestosis occurs in the following way. Industrial dusts containing asbestos settle in the small airways of the lungs, from dust deposits, and cause inflammation. The inflammation leads to scarring (fibrosis) in the cell layers between airways and small blood vessels. As a result of fibrosis, it becomes more and more difficult for oxygen to move from the lungs into the bloodstream. Workers in many industries develop similar chronic lung disease from exposure to other types of dust: aluminosis (“bauxite lung”) from aluminum in smelting, explosives, paints, and fireworks manufacturing; baritosis from barium sulfate in mining; beryllium disease from beryllium in aircraft manufacturing, metallurgy, and rocket fuels; byssinosis (“brown lung”) from cotton, flax, and hemp dust in textile manufacturing; coal workers’ pneumoconiosis (“black lung”) from coal dust in mining, coal trimming, and the graphite industry; kaolinosis from hydrated aluminum silicates in china making; platinum asthma from platinum salts in electronics and chemical industries; siderosis from iron oxides in welding and iron ore mining; silicosis from silica in mining, pottery, sandblasting, foundries, quarries, and masonry; stannosis from tin oxide in smelting; and talcosis from hydrated magnesium silicates in the rubber industry.

Although many of these diseases produce chronic disability and early death from lung pathology alone, asbestos has the added danger of cancer. Since 1935 the medical literature has contained reports of lung cancer associated with asbestosis. The industry’s response followed a pattern of denial and suppression of information; for many years major asbestos companies in the United States and Canada publicly claimed that the evidence that asbestos caused cancer was not convincing enough to reduce exposure levels. Several companies also gave financial support to researchers whose published studies showed no relation between asbestos and cancer. Retrospectively all these studies used inadequate methods. For example, industry-sponsored research studied young people who had worked in asbestos production for short periods of time; this research generally ignored the latent period between exposure and development of disease.

During the 1960s several investigators not receiving industry support, for the first time, were able to study workers who had longer periods of exposure. These definitive studies showed a clear-cut association between asbestos exposure and cancer (including mesothelioma, an otherwise rare cancer growing from the lining of the chest or abdominal cavity). Fifty years after the initial reports of asbestosis, and forty years after the observed association between asbestos and cancer, only during the past two decades have there been serious attempts to reduce workers’ exposure to safe levels.

As in other occupational health problems, industry’s profits stand in the way of change. The prospect of unemployment also inhibits unions of asbestos workers from taking a strong stand on working conditions. Many asbestos workers have lost their jobs during production cutbacks resulting from environmental protection regulations. The threat of job loss and the changes that can occur when workers take control of their factories are clear from an example, that of the Vermont Asbestos Company (VAC).

For many years the GAF Corporation of New York (a multinational corporation controlling numerous industrial subsidiaries) had owned and operated an asbestos mine in northern Vermont. The mine served as the main employer for two towns. In 1974, the U.S. Environmental Protection Agency and the Vermont Occupational Safety and Health Administration asked the mine to install dust-control devices and procedures to lower asbestos exposure to acceptable levels. The estimated cost of these changes was about $1 million. Rather than spend the money, GAF decided to close the mine.

Facing massive unemployment, workers at the mine began to consider an alternative—owning and running the mine themselves. At first the price, $5 million, seemed impossible. With outside technical support, however, workers obtained the necessary loans, bought the mine, and began operating it themselves. Workers and their families purchased shares in the company. Productivity increased rapidly; within a year, VAC repaid all outstanding loans. In one and one-half years it was making a profit, which the board (composed jointly of manual and managerial workers, all of whom held shares in the company) decided to invest in a new plant that would make construction material from asbestos waste products and would be located in an area of high unemployment. VAC also quickly corrected the hazardous asbestos exposure levels. Within one year of assuming ownership, workers installed dust-control devices that brought asbestos levels within recommended standards.

The contradiction between profit and safety largely disappears when “profit” returns to workers. Since VAC’s revenues no longer went to an external corporation that owned the means of production, they were hardly profits in the traditional sense. Monetary rewards mean little if workers face disability, cancer, and early death. The importance of safety in the workplace becomes a high priority when workers own the workplace. The successes of VAC and similar cooperative ventures in worker ownership, of course, do not imply that such a strategy will solve occupational health problems under capitalism. Worker ownership within the overall framework of capitalism faces basic structural limitations. However, such experiments clarify the contradiction of profit versus safety, as well as the improvements that become possible when profit is no longer an impediment to change in the production process.


Farmworkers’ Back

The contradiction between profit and safety arises not only in industry but also in agriculture. Chronic back injury, for example, is one of the commonest occupational diseases that farmworkers have endured in the United States. This disease has had essentially nothing to do with industrialization; it has occurred in agricultural work that historically has had little mechanization and that has depended almost entirely on manual labor.

Although contradictions like that between profit and safety manifest themselves mainly at the level of social structures, they also have direct effects on the lives of individuals. Therefore it is again useful to consider these effects more concretely. The following case history concerns a patient followed at a clinic of the United Farm Workers Union in California.

J. C. was a 32-year-old Chicano father of five. He began working as a farm laborer at age 14. He generally worked eight to ten hours a day, in stoop labor with an arched back, on such crops as lettuce. For about ten years he used the “short hoe” required of many farmworkers in the Western states. At age 28, while bending at work, he suddenly felt a sharp pain in his back with radiation down his left leg.

Physical exam at that time showed tenderness over the L4—L5 intervertebral space of the back, decreased reflexes and sensation of the left leg, and positive straight-leg-raising test (a test for slipped disk). X-rays showed advanced degenerative arthritis of the entire lower spine and a slipped disk at the L4—L5 level.

Severe pain on bending persisted after back surgery. The patient knew no English, could not find a job outside farm labor, and was applying for permanent disability benefits.


The short hoe has a short wooden handle—about one foot in length. To use the short hoe, a person must work in a stooped posture, bent forward at the waist, so that the hoe can reach the ground. The short hoe has no intrinsic advantage over the long-handled hoe, which a farmworker can use in an erect posture. The only reason for the short hoe is supervision. If the foreman sees that all workers in a crew are bent over, he can be more sure that everybody is working. With long-handled hoes, people can stand with straight backs and supervision becomes somewhat more difficult. It is harder for a small number of supervisors to be sure that a large number of workers are really working.

Farmworkers’ back is a preventable disease. It occurs in an unindustrialized, agricultural sector of the economy which is highly oriented toward profit. The short hoe’s human toll is crippling back disease for thousands of farmworkers; the main injuries are slipped disks and degenerative arthritis of the spine. These problems occur in young workers who do stoop labor, and their physical effects are irreversible. Since migrant workers most often lack educational opportunities and frequently know little English, farmworkers’ back usually means permanent economic disability.

There is nothing new about this disease. Medical specialists have testified about the short hoe’s devastating effects for several decades. Yet for many years farm owners, especially the agribusiness corporations that have gained control of many agricultural enterprises, refused to stop the short hoe’s use. Farm owners usually gave no reason for this policy, except that long-handled hoes would require higher costs of supervision. (A few companies also argued that the wood for longer handles increased costs. When analyzed, the costs of longer handles were minimal.) The profit motive and the nature of agricultural production led directly to this illness-generating labor practice.

Until the mid-1960s, farmworkers were largely unorganized. A reserve army of migrant workers were available to replace individuals who were crippled by farmworkers’ back or who objected to the conditions of work. Powerlessness resulted from lack of organizations; individual farmworkers had no alternative to the crippling effects of the short hoe, because resistance meant loss of work.

The UFW has organized farmworkers through the West, Southwest, and Southeast. Like other unions, the UFW has fought for basic improvements in wages and benefits. Beyond these economic goals, however, the union has focused on the conditions of work. The UFW has launched organizing and publicity campaigns concerning the short hoe, dangerous insecticides and chemicals, and other occupational health issues.

In response to this pressure, the California legislature ultimately passed a law banning the short hoe. Agribusiness corporations then obtained a series of court injunctions against the new law; these rulings accepted the companies’ claims that conversion to the long-handled hoe would lead to excessive costs. Other courts later reversed these injunctions. But even after legislation, California farmworkers—as well as workers in other states without such laws—continued to use and to suffer from the short hoe. Meanwhile, activists have hardly scratched the surface of such occupational health problems as pesticides, herbicides, and toxic chemicals. The contradiction between profit and safety persists in agriculture as it does in industry.


Brain Disease from Mercury Poisoning

It is also important to understand how this contradiction extends beyond the workplace to affect entire communities and larger populations. In 1907 a chemical company built a factory in Minamata, Japan. Minamata is a small seacoast community whose economy for centuries had been based on fishing. Over the years, the factory grew and became part of a large petrochemical conglomerate, the Chisso Corporation. Because the factory dumped its waste products into Minamata Bay, fish began to die or to avoid the area. In 1925 Chisso started to give payments to local fishermen who complained. In 1932 Chisso began to produce acetaldehyde, a chemical used in the manufacture of drugs, perfumes, plastics, and many other products. Organic mercury is a catalyst in acetaldehyde production.

Beginning in 1952, cats in Minamata began to die after developing convulsions, bizarre behavior, and paralysis. Between 1956 and 1957, 52 children and adults started to show similar neurologic disorders; 21 people died. Outside investigators reported that the cause of the disease probably was heavy-metal poisoning carried to humans and cats who ate the fish from Minamata Bay.

In 1959, a scientist working for Chisso fed material from an acetaldehyde waste pipe to a cat in his laboratory. Soon the cat showed the typical signs of Minamata Disease. The scientist reported this finding to the Chisso management. The management suppressed the finding and ordered the scientist not to conduct more experiments concerning Minamata Disease. The scientist remained silent; the results of his experiment came to light during trials that took place in the late 1960s. The company publicly announced that there was no scientific proof that Minamata Disease was related to Chisso manufacturing processes. The company installed a purification device in 1959. Nevertheless, Chisso continued to dump waste products containing mercury into Minamata Bay until 1968, when it switched to catalysts that were technically more efficient than mercury.

During the late 1960s and early 1970s, over three thousand patients brought legal suit against Chisso for financial compensation and medical expenses. Residents also held demonstrations, sit-ins, and other protests at the Minamata plant. Company guards, together with unionized workers at the plant, physically attacked the protesters several times; there were many injuries, some serious. In 1973 the Central Pollution Board decided that Chisso would pay medically “verified” patients $68,000 for “heavy” cases and $60,000 for “lighter” cases. By the mid-1970s, 798 patients had been verified, and approximately 2,800 other applicants were waiting for decisions. Many of these patients were children with congenital Minamata Disease, whose mothers had eaten mercury-containing fish during pregnancy. Meanwhile the provincial government announced that fish outside Minamata Bay, marked by buoys, were safe to eat. This decision ignored the fact that fish throughout the Shiranui Sea, of which Minamata Bay is a part, can swim past buoys. Researchers in Japan estimated that as many as 10,000 people, previously eating fish from the Shiranui Sea, eventually fell ill with Minamata Disease (2).

The structure of capitalist production is responsible for such tragedies of environmental poisoning. For more than a decade, Chisso management suppressed evidence of the company’s responsibility for Minamata Disease; management recognized the financial burden it would face if it accepted responsibility. Indemnity payments would drastically affect profits. There were no mechanisms by which Japanese society as a whole would compensate the victims or pay their medical expenses. Moreover, in this situation, workers at Chisso had structural interests that overlapped with management’s. By reducing profitability, major payments to Minamata victims or a less efficient production process without mercury catalysts would ultimately threaten workers’ jobs. During the protests and suits, these economic realities led unionized workers at Chisso to side with managers and against their injured neighbors. If profit were not the guiding motivation of industry, and if the society guaranteed people’s material subsistence, prevention and protection from industrial poisoning would not encounter such fundamental resistance.

The implications of Minamata Disease go far beyond Japan and mercury. During the 1960s a paper company in northern Ontario, Canada, dumped mercury-containing wastes into the English-Wabagoon River (3). This region of Canada is fairly isolated; the people who live there are mainly Native Americans and the operators of popular tourist camps. Several citizens, concerned about the mercury problem, obtained tests that showed toxic levels in the river fish. Government officials investigated the situation. The paper company reduced but did not eliminate the mercury in its waste discharges. Although it is estimated that river fish will contain toxic mercury levels for about seventy years, the government did not stop the company’s mercury dumps, nor did the government ban fishing—apparently responding to pressures from the tourist industry that caters to visiting sports fishermen. Inaction persisted despite the fact that several people living in the region developed classic symptoms of Minamata Disease and showed high mercury levels in tests of blood and hair.

Outbreaks of mercury and other heavy-metal poisoning occur periodically in many parts of the United States and in other countries. In the early phases of the Minamata epidemic, investigators found that Chisso was pouring into the sea more than fifty chemicals that can cause disease in humans. Later research showed that thallium, manganese, and selenium—all present in high concentration in Chisso’s effluents—were not the cause and that mercury was. Other industries have discharged these elements and related compounds, including lead, hydrocarbons, asbestos, and radioactive spills. Environmental poisons have caused temporary epidemics of acute illness; their chronic effects, especially in the development of cancer, are only recently receiving more attention. The social, economic, and political issues involved in many geographic areas, and related to many specific poisons, resemble those of Minamata. While the structure of capitalist production remains what it is, one can expect more of the same devastation that the people of Minamata have faced. The contradiction between profit and safety is a major source of illness, suffering, and death.



PLENTIFUL RESOURCES AND MEDICAL MALDISTRIBUTION

A second widely recognized problem of health systems in capitalist societies is maldistribution. Strong social policies to improve maldistribution have accompanied the advent of socialism in some countries. Historically, social barriers limiting recruitment into medicine have created numerical shortages of doctors and other health workers. To highlight the problem of maldistribution, some data are revealing. These patterns apply not only to the United States, but also to countries like Canada and Sweden, where reforms creating national or provincial health insurance programs have not fully corrected distributional inequities.

One form of maldistribution relates to geography. Rural areas like Appalachia and the Great Plains states, as well as urban districts with largely black or Hispanic populations, experience extreme shortages of health workers. On the other hand, more affluent parts of cities and suburbs, especially on the East Coast and West Coast, have large concentrations of medical personnel. Table 1.1 gives a state-by-state breakdown in the distribution of active physicians. (Doctor-to-population ratios provide a rather insensitive measure of maldistribution.) The variation is enormous. For instance, there is a heavy concentration of doctors in such places as Washington, D.C., New York, and Massachusetts; other states like Mississippi, Alabama, and South Dakota have a startling lack of health workers.

Table 1.1 Physicians per Population, by State, 1995


[image: e9781461645566_i0003.jpg]

Source: U.S. Bureau of the Census, Statistical Abstract of the United States: 1997 (Washington, D.C.: U.S. Bureau of the Census, 1997), p. 124, No. 179.



Even states with seemingly adequate doctor-population ratios contain severe internal maldistribution. For example, the state of New Mexico appears to have an adequate number of health workers when compared to other states. Data from 1995 showed a ratio of 199 doctors per 100,000 population; this figure was somewhat below the national ratio of 236 per 100,000. However, when the statewide figure is broken down by counties, one finds large discrepancies (Table 1.2). Most doctors are concentrated in a single county (Bernalillo), where the state medical school and the largest city (Albuquerque) are located. In more rural counties there are severe shortages of health workers, and the statewide figures mask these short-ages. Several counties have extremely poor doctor-population ratios, some worse than the state average of Mississippi.

Table 1.2 Physicians per Population, New Mexico, by County, 1990
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Source: U.S. Department of Commerce, County and City Data Book, 12th ed. (Washington, D.C.: Department of Commerce, 1994), pp. 368, 371, 382, 385.



Besides geography, there is maldistribution based on income.
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State Total Rate* State Total Rate*
Alabama 7,814 184 Montana 1,569 181
Alaska 890 153 Nebraska 3,236 199
Arizona 8,315 198 Nevada 2,391 157
Arkansas 4,256 171 New Hampshire 2,451 214
California 75,496 241 New Jersey 21,895 276
Colorado 8,425 227 New Mexico 3,320 199
Connecticut 10,919 334 New York 65,299 361
Delaware 1,546 217 North Carolina 15,159 214
D.C. 3,623 662 North Dakota 1,291 204
Florida 31,053 220 Ohio 24,402 219
Georgia 13,984 198 Oklahoma 5,203 160
Hawaii 2,814 248 Oregon 6,648 212
Idaho 1,583 137 Pennsylvania 32,919 273
Illinois 28,765 244 Rhode Island 2,942 298
Indiana 10,426 180 South Carolina 6,904 190
Iowa 4,703 166 South Dakota 1,206 166
Kansas 4,961 198 Tennessee 11,846 226
Kentucky 7,416 193 Texas 35,100 189
Louisiana 9,604 222 Utah 3,766 194
Maine 2,449 198 Vermont 1,577 270
Maryland 17,463 349 Virginia 14,676 227
Massachusetts 23,471 387 Washington 12,032 224
Michigan 20,061 210 West Virginia 3,582 196
Minnesota 11,007 239 Wisconsin 10,903 213
Mississippi 3,703 138 Wyoming 716 150
Missouri 11,594 218

Source: U.S. Bureau of the Census, Statistical Abstract of the United States: 1997 (Wash-
ington, D.C.: U.S. Bureau of the Census, 1997), p. 124, No. 179.
*Per 100,000 residents
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County Active Physicians  Resident Population Rate*

Bernalillo 1,585 499,262 330
Catron 3 2,533 117
Chaves 67 58,582 116
Cibola 15 23,819 63
Colfax 18 12,996 139
Curry 41 45,559 97
DeBaca 3 2,254 133
Dofia Ana 171 146,619 126
Eddy 54 51,111 111
Grant 40 28,621 145
Guadalupe 2 4,097 48
Harding — 995 —
Hidalgo 2 5,995 34
Lea 40 56,659 72
Lincoln 15 13,116 123
Los Alamos 42 18,179 232
Luna 10 19,713 55
McKinley 93 65,179 153
Mora 3 4,261 70
Otero 48 51,868 92
Quay 37 10,457 351
Rio Arriba 26 34,891 76
Roosevelt 9 17,463 54
Sandoval 51 68,779 81
San Juan 93 95,112 102
San Miguel 27 26,468 105
Sante Fe 235 105,178 238
Sierra 8 9,845 81
Socorro 8 14,983 54
Taos 24 24,228 104
Torrance 3 10,701 29
Union 4 4,042 97
Valencia 21 48,305 46

Source: U.S. Department of Commerce, County and City Data Book, 12th ed. (Wash-
ington, D.C.: Department of Commerce, 1994), pp. 368, 371, 382, 385.
*Per 100,000 residents
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