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INTRODUCTION 
 
 
 

 

  

This pamphlet is a survey of archives from the political 

magazine Race Today during the 1970s. By reading entries on 

labour, migration, housing, gender, police, and the state, I have 

tried to draw a narrative on migrant health during the decade, 

which is often difficult to pin down due to a lack of data and the 

erasure of health as an important realm of liberatory struggle. 

Because the archive consists of monthly magazine issues, it 

contains several anecdotes and personal stories from migrants in 

the 1970s, many of which I have chosen to include. It was by 

flipping through these segments of individual stories that a larger 

narrative began to emerge and then also complicate itself, as 

stories of migrant health are always evolving and challenging 

each-other due to the vastness of the term “migrant” and the 

nuances it obscures. Nonetheless, as someone with a background 

in oral history, the stories were incredibly engaging to me and a 

powerful way of attempting to convey a lived experience and 

social history.  
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From a terminology standpoint, the term “migrant” as it is 

seemingly used in the Race Today archive refers to any individual 

born outside of the UK, and “migrant communities” include the 

children, relatives, and grandchildren of migrants, even if they 

were born in the UK. Because of this designation, migrants as 

they are referred to in the archive can still be British citizens, 

Commonwealth citizens, or “aliens.” In fact, as will be explored 

in the pamphlet, migrants with British citizenship and passports 

were still left stranded in other countries and barred entry to the 

UK after the 1971 Immigration Act. I choose also to use the term 

migrant in the manner that Race Today does, to keep consistency 

with archival materials. Additionally, Race Today also employs the 

term “black” to refer not only to racially Black people, but also 

migrants (usually migrants of colour) and people of colour at 

large. I have chosen not to adhere to this practice to avoid 

confusion, except in cases where I am directly quoting the archive. 

In cases where “black” is used to refer generally to migrants, I will 

use that term instead, or the specific migrant group referred to.  
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THE 1971 IMMIGRATION ACT 
 

 

 

 

 

 

The 1970s started with a bang, as the Immigration Act of 

1971 heavily restricted the right to abode in the UK and enforced 

family separation policies. The policy followed from the 1962 and 

1968 immigration bills, which restrained rights especially for 

African migrants. Health was intimately tied with the arguments 

for the bill, as representatives from the Department of Health and 

Social Security stated that the aim of the bill was to prevent 

“wrongdoers” from overusing social services (July 1971, 222). 

The first field officer of the Community and Race Relations Unit 

of the British Council of Churches insisted that Britain is a “small 

island with limited resources,” and restricting access for new 

migrants would increase access for current residents. But which 

current residents? As Race Today’s July 1971 issue explains, “black 

people” are less likely to take advantage of social and health 

services that are available to them (July 1971, 222).  
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Consequently, one of the facets of the bill was the 

requirement that all migrants register with the police, preventing 

unregistered and undocumented migrants from accessing social 

services (March 1971, 73). On October 10, 1973, London police 

raided between forty and fifty South Asian homes in East and 

West London without search warrants, detaining residents in 

nearby tube stations without access to food, water, or lavatories 

until documents were verified (Jan 1974, 9). In some cases, 

documents were rejected despite their legitimacy, leaving tenants 

stateless and without access to health services and aid. The 

September 1975 issue explains that the UK’s immigration policy 

can be demonstrated by dividing “wages” into two parts – the 

physical cash, and the “social capital,” i.e. social services like 

schooling, housing, and health (Sep 1975, 206). The 1971 

Immigration Act, by excluding dependents of migrant workers 

from social services, hinged on the discrimination against migrant 

workers in the realm of social capital, a direct attack on their 

health. 
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Despite the 1971 Act being among the first instances of 

requiring healthcare providers to ask for verifiable identification 

before providing care (a policy that continually recurs, most 

recently in 2014, 2016, and 2021), acquiring legal status as a 

migrant to the UK was incredibly challenging. Even prior to the 

Act, under the Immigration Appeals system set up in 1969, within 

two months, only 5 out of 49 immigration appeals by 

Commonwealth citizens and 2 out of 34 by “aliens' ' were 

successful (Nov 1970, 409). As a handwave solution, East African 

migrants (often from Kenya or Uganda) were sometimes given 

devalued or D passports, but without a quota voucher or an 

unacquirable visitor’s permit, the UK rejected the validity of their 

passports. This move rendered them just stateless enough to be 

unable to access health, social services, and travel, but not 

stateless enough to claim refugee and asylum services (Nov 1970, 

412). 
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After the passage of the 1971 Immigration Act, patrial status 

was only granted to UK citizens who lived in Britain for 5+ years 

and Commonwealth citizens with a parent or grandparent born 

in the UK, meaning that nearly all Commonwealth citizens of 

colour were deemed non-patrials and vulnerable to deportation. 

This quasi-legal status also jeopardised access to social services 

like housing and healthcare, creating what Scottish anti-racist 

immigration barrister Ian MacDonald called “a rightless group of 

migrant workers” (Mar 1971, 74-75). 

 

 The effects of the 1971 Act were immediately felt in migrant 

communities, and reverberated even later in the archive, and 

beyond. In July 1971, nearly two years before the policy would go 

into effect, migrants already expressed hesitancy about social 

mobility and access to social services, stating that they were less 

likely to visit government-provided services due to fears about 

their legal status (July 1971, 251). Almost a decade later, the 

archives still speak to the racialized consequences of the Act.  
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An article written by a coalition of Black youth living in 

predominantly Afro-Caribbean and African migrant 

neighbourhoods (who are not necessarily migrants themselves, 

although their parents and relatives were) states that they are 

unlikely to visit the social services or health offices because they 

are constantly “over-questioned” and interrogated in such an 

intense manner that they would rather leave and see to the 

problem alone (Jan 1979, 81). 

 

Anti-immigration rhetoric often fuses with racist and anti-

Black renderings of legality and order, heavily impacting health 

access. Still applicable, the 1971 Immigration Act’s legacy 

resurfaced as the bedrock of Theresa May’s “hostile 

environment” policy of the 2010s. 
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HOUSING +HEALTH: EAST END AND BEYOND 
 

 

Access to stable, reliable, and functional housing is also a 

major determinant of health. The 1970s saw a consolidation of 

majority-migrant communities into highly racialized and 

ethnicized under-housed neighbourhoods. Mental health impacts 

were palpable from the start of the decade. A 1970 report from 

Brent Council Housing revealed that the majority-migrant Black, 

Asian, and Eastern European tenants were experiencing an “acute 

depression” due to abysmal housing conditions, as they felt that 

Brent was becoming a “dumping ground” and “ethnic ghetto” 

(Oct 1970, 376). Many migrants struggled to find any housing at 

all. Fair Housing Group, a community organisation aimed at 

procuring housing for incoming migrants, found a rise in slum 

dwellings and, despite that rise, a remaining discrepancy between 

housing available and population numbers (Sep 1970, 319). 

Racism impeded housing access, as Asian tenants were less likely 

to be given homes, had to remain on waiting lists for longer, and 

were frequently thrown out of homes in the East End due to 

migration and contract issues, despite having no other housing 

(Apr/May 1977, 66). 
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East End housing for Bengali migrant communities was, for 

all intents and purposes, “slum-like conditions” with no gas or 

electricity, smashed and unusable toilets, mould and paint 

shavings on the ceilings, and wiring sticking out of the walls (Dec 

1975, 267). The conditions predictably had a heavy impact on 

community health, as illness was common among both children 

and adults. Abdul Mumin’s fourth child died of pneumonia in 

their flat (Sep 1975, 201). Lack of stable legal status and residence 

meant that migrant communities could not seek out treatment to 

the fullest extent possible, and poor housing access meant that 

the underlying driver of health issues could not be addressed. 

Conditions like these led to the East End Housing Campaign led 

by the Bengali Housing Action Group in 1975. Beyond the 

physical impacts of poor housing itself, however, the transient 

nature of housing for migrant groups also hinders health access. 

In January 1971, out of the 853 immigrants in Hounslow who 

gave their addresses to council health authorities for access to 

health services, 247 had either not moved into their address yet 

or had already left by the time authorities arrived, meaning that 

they never spoke to a health services officer (Jan 1971, 33). 
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LABOUR + HEALTH 
 

 

 

 

 

 
The ties between labour and health are also one of the 

strongest examples of intersectional impacts of migration. Health 

is impacted by discriminatory overworking patterns, unhealthy 

conditions while working, and workplace injuries. Overwork 

worsened after the 1971 Act, as companies repatriated 

undocumented or quasi-documented migrant workers by 

convincing them to “volunteer” to give up their benefits in return 

for repatriation, or by using them as even further underpaid and 

overworked scab labour during strikes (March 71, 74). Some 

illegal agencies even emerged to charge Eastern European 

migrants a permit “fee” that they then worked off through unpaid 

or underpaid catering and restaurant industry labour (July 1974, 

199). In 1974, Pakistani workers at the textile factory Courtaulds 

protested over the fact that they were forced to accept 60 to 72-

hour weeks, instead of the 40-hours work week of white workers. 

They were also paid less and given less frequent breaks (Feb 1974, 

41).  
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In addition to mental health impacts that lead to depression 

and what management deemed “aggressive behaviour” in 

response to overwork, overwork also had physical health effects 

like muscle pain, early-onset osteopathic conditions, and 

increased risk for workplace injury. But when migrant workers 

addressed such concerns, they were ignored. The Race Relations 

Board’s investigation of Courtauld’s revealed that no 

discrimination against Asian workers was taking place (Feb 1974, 

41). Later that year, 30 migrant factory workers at the Slough firm 

of Combined Optical Industries were suspended because they 

refused to work 60-hour workweeks, while white workers only 

worked 37.5 hours (Sep 1974, 246). 
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On top of longer hours and lower pay, migrant workers also 

experienced routine infringements on basic working conditions, 

with direct and long-term effects on health. Migrant factory 

workers at Imperial typewriters had to make 22 motor rolls per 

house, meaning that they could not take toilet or tea and snack 

breaks. (July 1974, 204) These conditions led to a strike in May 

1974. A lack of regular snack or bathroom times for up to 70 

hours per week over years results in significant nutritional and 

bowel concerns, but most of these concerns were not addressed 

due to labour and residence worries. Similar nutritional 

inequalities emerged at the Heathrow Catering Service in 1975, as 

Asian women revealed that while workers gathered and made 

themselves food during the day, they were not permitted to join 

and often had to work through  (Aug 1975, 175). Earlier, in 1974, 

one woman at Heathrow noted that she could not take the unpaid 

meal breaks because she was working there for extra cash since 

her husband was sick and could not work, demonstrating the 

reverberating impact of poor health on the health of one’s 

community (May 1974, 138).  
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Beyond nutritional concerns, factory conditions also have 

immense impacts on bodily function. Predominantly West Indian, 

South Asian, and Southeast Asian workers at Ford Dagenham 

were subjected to blazing hot factory conditions and 

overwhelming noise, causing sensory deprivation that the author 

compared to British army torture techniques (May 1974,  197). 

Moreover, migrant workers at Grunwick Mail Order, most of 

them Gujarati women, were not permitted a single day’s sick leave 

during their entire first year of work (despite being forced to work 

overtime with no pay raise) (Apr/May 1977, 54). The racialized 

and gendered dynamics of health become crystal clear – not only 

were women forced to work through their illnesses, harming 

themselves and potentially spreading diseases to others, but they 

also were not permitted to leave to take their children to the 

hospital, even in cases of emergency and with a doctor’s note. 

Restraints on health are intergenerational. 
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Workplace injury is another realm of migrant health and 

labour. A February 1971 comparative study on accident rates 

across fourteen UK-based factories revealed that while white 

British workers tended to have varying peaks and valleys in the 

differences in numbers of accidents between two consequential 

years, Asian, West Indian, white European, and Italian workers 

tended to have differences that tended near zero, or were far in 

the negative (indicating that workplace accident rates had far 

improved between two years) (Feb 197,:44-45). The discrepancies 

indicate that while white British workers were regularly and 

accurately reporting workplace injuries, migrant workers were less 

likely to mention their injuries, leading to a lack of data that 

hovers near zero change between years. Workers in this case 

refers not only to adults, but also children. Child labour was 

commonly known among migrant communities in South 

London. In Lambeth, children would routinely skip school to 

work, despite factory foremen denying this was the case. Children 

were also less likely to report factory injuries, despite being more 

vulnerable to them – because of their small limbs, boxes often fell 

on top of the children, and foremen also yelled and hit them.  
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However, because they did not have legal work permits, the 

children could not go to the hospital, and even lied to their 

parents about the causes of scars and bruises (March 1974, 69). 

This lack of reporting was likely not solely about the worker’s own 

hesitations about losing vital labour time or causing disruption, 

but also about management enforcing the worker’s silence. When 

J A Edwards, a West Indian migrant worker, severely damaged 

his hands (lost right hand use) in a workplace accident at Luton 

Corporation in August 1967, he was told both by the corporation 

and the doctor he saw not to report the damages. He was paid 

five pounds per week as sick pay, and when he was forced to go 

back to work in March 1968, he was fired and only given one 

week of wages. Being unable to keep up with mortgage payments, 

Edwards’ gas and electricity were cut, and then he was evicted by 

court order, with himself, his housekeeper, and his two children 

assaulted by police and dogs as they were physically removed 

from his home. Despite still not having access to the hospital care 

he needed for his hands and arms, Edwards was found guilty of 

assaults on policemen and possession of offensive weapons, both 

of which were untrue.  
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The combined impacts of stress, lack of housing, and 

criminal injustice worsened his health, and by October 1973 he 

could no longer use his left hand and had severe pains in both 

legs. Unable to function properly, he was forced to spend weeks 

in the hospital, meaning that he still could not work (Oct/Nove 

1973, 296). Stories like Edwards’ demonstrate the intersectional 

injustice of anti-Black racism and police violence, migrant and 

working class vulnerability, and lack of health access. Moreover, 

they speak to the reasons behind the distrust of state-run health 

systems that many migrant workers of colour held and hold today. 
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MEDICAL LABOUR + THE NHS 
 

 

 

 

 

 

 

 

Inequalities of health emerge in stark irony when 

considering how foundational migrant workers, especially 

women, were to medical labour and healthcare. In December 

1973, the Bishop of Ely, speaking at the North Cambridgeshire 

hospital, stated that “There is a tenderness in black hands for 

which almost every hospital in the country now has cause to be 

grateful” (Dec 1973, 346). However, Black nurses, predominantly 

Caribbean migrants (but also originating from Hong Kong, 

Mauritius, Malaysia, the Philippines, and Ireland), were not justly, 

let alone gratefully, treated. In fact, most women did not even 

necessarily choose or desire nursing work, but were forced into it 

via racial capitalism and histories of servitude and/or 

enslavement.  
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The racial divides within nursing work resulted in 

predominantly-white NHS nurses castigating migrant nurses for 

their failure to work for the NHS to improve the abysmal 

standard of care, and accused them of undermining NHS strikes 

by working for independent agencies or freelancing (Oct 1974, 

280). In November 1975, Black nurses were over a third of the 

5000 nurses freelancing in the NHS (Nov 1975, 249). However, 

the reasons migrant women were forced into agency and 

freelancing work were two-fold. First, when they were first 

begrudgingly slotted for nursing work in the NHS, they were 

enrolled in the shorter State Enrolled Nurse (SEN) program 

rather than the State Registered Nurse (SRN) program, meaning 

that they could not be promoted or given a pay raise and were 

subject to racism from hospital matrons, doctors, and fellow 

nurses. The attacks led to a deep depression for many nurses of 

colour. Second, under the NHS, mothers who were forced to take 

leave to care for their children were not paid and also lost their 

promotion status, meaning that upon return, they would again 

have to start from the bottom. Many of the migrant women 

workers were mothers, meaning that losing their earnings and 

rank routinely was not a viable option (Aug 1974, 226-230).  
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In an August 1974 article on Black women and nursing, 

Jamaican migrant nurse Mrs. D also noted that almost all of the 

night nurses were Black, because during the day, they were caring 

for their children, since most childcare services were either too 

expensive or would not accept Black kids. Knowing the health 

consequences of graveyard shift work, the racialized health 

impacts of nursing work become clear. Another interviewee, 

Bajan nurse Patricia Mathews, also noted that NHS care was 

“disgusting” to the point where she herself, as a nurse, would be 

hesitant about using their health services (Aug 1974, 229). 

 

 Beyond nursing, medical infrastructure is also built on the 

exploited labour of migrant women. Pritchards Services, a 

cleaning company that regularly cleaned countless hospitals 

across the UK, withheld pension and sick pay from South Asian 

migrant hospital cleaners by sub-contracting their work and 

constantly shifting their employment from one contract to 

another, meaning that the workers were never on a contract long 

enough to receive benefits (Aug 1974, 222). The irony of workers 

being unable to access sick leave as hospital workers is not lost. 
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RACIAL VIOLENCE 
 

 

 

 

 

 

 

Migrants, especially migrants of colour, were also 

disproportionate victims of racial and police violence, deeply 

affecting their mental and physical health. However, few 

resources exist that do not criminalise migrants for speaking out 

against violence, let alone offering health services. Racial violence 

near the home was routine for Bengali migrants in the East End, 

with Fazal Karim, Abdul Motim, and their families reporting five 

incidents of racist attacks, beatings, and verbal abuse over the 

span of four days in May 1975 (May 1975, 104). Police and 

authorities failed to respond on every account. In addition to the 

physical harm of violence, the racial terror, combined with the 

stress of “near-homelessness,” caused immense amounts of stress 

and anxiety. Racial violence was also channelled through state 

institutions like education, even when the state itself was not the 

perpetrator of violence.  
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On June 15th, 1974, Rodwell Gentles, the son of Caribbean 

immigrants living in Leeds, mysteriously had an injury above his 

right eye requiring 16 stitches, while under the care of the Earl 

Cowper Middle School staff. Race Today covered the incident 

months later, in November, but no conclusion had been drawn 

still about how Gentles received the injury. Gentles’ parents 

received no information, despite constant query, and were “rudely 

rebuffed” by the school headmaster when they tried to ask (Nov 

1974, 294). 

 

 

 

  



UNCHARTED 
 

39 

POLICE VIOLENCE 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

In addition to general racial violence, migrants and their 

descendants, especially young Black men, were disproportionate 

victims of police violence, an enduring form of racial violence 

starting from the origins of organised police and continuing to 

the Black Lives Matter movement. Like many other forms of 

abuse, police violence historically included mental entrapment. 

Under the 1971 Immigration Bill, suspected migrants could be 

asked to produce papers and heavily interrogated without 

substantial cause or prior reason, resulting in routine questioning 

of Black and Asian people (regardless of migration status). This 

criminalization escalated later in the 1970s, during the height of 

the “sus” law, originating from the classist Vagrancy Act of 1824, 

which classified “being a suspected person” as a crime (Dec 

1976/Jan 1977, 243).  
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The “sus” law was routinely employed to arrest Black 

(mainly West Indian) youth, leading to their constant stress over 

public appearance, and opening the pathway to physical abuse at 

police stations. Along with other commonly-used justifications by 

police for undue arresting of Black youth, like “affray” (public 

disturbance) and “offensive weapons possession,” anti-Black 

suspicion was a major driver of police-inflicted health harm. The 

Cricklewood 12, The Stockwell 10, and the Brockwell Park 3 were 

three out of dozens of cases of Afro-Caribbean boys charged with 

affray in 1974, and often beaten by police as a result (Nov 1975, 

132). In August 1977, George Lindo was starved and beaten in an 

attempt to draw out a confession for theft that he did not commit, 

leading to massive outcry from the West Indian community (Feb 

1978, 31). 

 

Even when parents and communities brought complaints 

about undue violence, their protests mysteriously sizzled out or 

led to dead ends. A West Indian mother living in Leeds wrote in 

September 1976 that when she went to pick up her son from the 

station, she saw that his face was swollen from unlawful beating.  
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But when she questioned the police about it, they lied, saying 

that his face normally looked like that – an absurd claim, given 

that one side of his face was swollen and the other wasn’t (Sep 

1976, 182). When Michael McDermott, a 15 year old West Indian 

boy charged with breaking and entering, was found dead in 

Islington after local authorities placed him in a remand home, his 

death was deemed a “mystery” and investigation was not pursued. 

His mother stated: “‘The magistrate told us that we couldn’t 

control Michael. By putting him into care, they were saying that 

they could. It is while he was in their care, not mine, that he lost 

his life’” (Feb 1975, 29). State violence and its impacts on health 

are obscured by the state, meaning that physical abuse and death 

were and are rarely addressed or even acknowledged by state-run 

health services. This boundary to health access is directly tied to 

racialization and migration. 
 

 
 

 
 

 
 

 

 

 



UNCHARTED 
 

42 

  



UNCHARTED 
 

43 

  



UNCHARTED 
 

44 

Another police strategy of obscuring and invalidating 

violence and brutality is the criminalization of victims. Histories 

of obscuring violence against migrants results in structural 

barriers to health access, when the causes of health issues have 

not been valued or believed. When a Trinidadian couple was 

brutally assaulted by police in September 1973 for drug 

possession (which turned out to be a false accusation), police 

officers lied and stated that the couple attacked them, leading to 

charges of assault (Feb 1975, 40). The charges were later dropped 

due to community pushback. Similarly, Cliff McDaniel, a 17-year-

old West Indian boy from North London, was arrested after 

being accused of “going berserk” and “hysterically punching” 

police officers and shouting. However, it was later revealed that 

this was a reversal and a complete lie – it was the officer, Ryan 

David, who became extremely angry and began hurling racial slurs 

at McDaniel, before punching the youth (July 1975, 148).  Even 

in cases where police themselves were not the perpetrators of 

violence, they still sided with racist white mobs and criminalised 

their victims.  
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When two Bengali youth were attacked by a 30-person white 

mob with bottles, knives, and staves, in June 1976, the police 

ignored their call for help and later followed the pair home and 

arrested them for being a vigilante group (Dec 1976/Jan 1977, 

245). Their wounds were not addressed before they were taken 

in. Community organisation against violence, in the absence of 

police response, is also criminalised. Bangladeshi migrants 

defending their friend from a mob beating were charged with 

offensive weapons possession because they were holding sticks as 

forms of defence – they were later acquitted (Feb 1974, 40). 

Because migrants were criminals, and the health of criminals was 

not valued, migrant health was also not valued. 
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HISTORIES OF MEDICAL ABUSE 
 
 

  
Histories of abuse at the hands of medical institutions and 

state-sponsored health planning lead to migrant distrust of health 

services, as well as leaving a legacy of racist and xenophobic health 

practices. One form of medical abuse was negligence. A common 

form of negligence is ignoring physical pain, which continues to 

be racially unequal today. In October 1973, Dainty May, a seven 

year-old West Indian girl, was ignored for three hours by hospital 

staff despite having several cuts and bleeding on her face that 

required stitching (Oct/Nov 1973, 315). In the March 1971 issue 

of Race Today, Peter Watson summarised J.S. Dodge’s report on 

social medicine for migrants in the British Journal of Hospital 

Medicine. Dodge found that one out of 560 Commonwealth 

immigrants was referred for medical examination, and one of 81 

aliens (mainly from Europe.) Additionally, mentally ill, “drugged,” 

and pregnant people were the most likely to be refused 

permission to enter the UK (Mar 1971, 100).  

The implications were clear – visibly unhealthy migrants 

were devalued, and invisibly unhealthy migrants were ignored. 
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Watson also referenced GS Sethi, senior medical officer of the 

London Borough of Lewisham, who noted that mental illness was 

often completely missed during paltry screening processes. 

Anxiety and “neuroses” were the leading illnesses in immigrant 

communities according to Sethi, who insisted that stress had to 

be addressed first, “only then can religious and cultural barriers 

be broached.” (Mar 1971, 100) Negligence towards mental health 

can have tragic consequences for physical health as well. Stephen 

Bernard, a 33-year-old Grenadian man, “mysteriously” died 

unexpectedly under the care of Lewisham Hospital on February 

4, 1971. Bernard’s family took him to the hospital because he had 

a history of mental illness and “became excited,” but there is no 

record of this in the report given to Bernard’s wife. Instead, she 

was told that he died of “chronic bronchitis,” despite her protests 

and confusions that he had never had bronchitis previously (Mar 

1971, 165). The lack of information, dismissal of questions, and 

negligence in documentation and care was a routine experience 

for migrants, one that continued to colour their experiences with 

health. 
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When mental illness among migrants was acknowledged, it 

was weaponized against them, such as in the case of Caribbean 

children and the education system. A November 1970 Islington 

Council for Community Relations conference revealed that West 

Indian children were disproportionately and unfairly 

overrepresented in Educational Special Needs (ESN) schools. In 

1967, 28.4% of children in ESN schools in ILEA were migrants, 

and of this percentage, 75% were West Indian. If “normal 

schools” thought that a child was “backward,” they would refer 

their parents to have the child take an IQ test, an examination 

with a history of implicit racism, classism, and xenophobia. 

Consequently, immigrant West Indian children 

disproportionately fail to meet the standards of the test, and are 

transferred to ESN schools, where, (due to the ableist standards 

of ESN education both then and now) the children are “written 

off as failure at 11+” (Jan 1971, 2). Dr. A. R. Nicol attempted to 

investigate this diagnostic discrepancy by employing the same 

tactics of diagnosing antisocial behaviour among schoolchildren 

commonly used by ILEA in a new classroom.  
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She found that West Indian children were, predictably, far 

more likely to be viewed as antisocial, with 31 West Indian boys 

and 31 girls over the age of ten categorised as antisocial, compared 

to four each of UK-born boys and girls. However, she also noted 

that her conclusion was not an intrinsic psychosocial disorder 

among West Indian children, which practitioners of thinly-veiled 

race science were espousing at the time, but that migration was a 

deeply unsettling journey, and children were experiencing 

“culture shock.” She noted that while ILEA is quick to diagnose 

and separate West Indian children, rarely do they investigate the 

causes of such a discrepancy, or question the standards through 

which they determine antisocial behaviour (Jan 1971, 14-15). 

Questioning medical frameworks and diagnostic practices, 

especially in psychology and psychiatry, remains a prominent and 

often-undermentioned challenge in the field of mental health, 

especially in an era of therapy resurgence. These racist, 

xenophobic, and classist viewpoints likely contribute to lasting 

migrant hesitance towards psychological and psychiatric care. 
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Physical health is also closely tied to medical abuse, often 

due to migration status. Pakistani and Indian migrant children 

arriving at London Airport in 1971 were required to get bone X-

rays to confirm their age if authorities were suspicious that the 

age on their passport was false. The X-rays were often inaccurate 

up to two years on either side of the child’s age, and were widely 

known for their inaccuracy, and yet authorities continued to 

request them (Mar 1971, 92). On four occasions, immigrant girls 

arriving at Heathrow were “medically examined” to “determine” 

whether or not they were virgins. The unnecessarily invasive 

examination of the body, in service of carceral systems of border 

and migration control, is an abusive manifestation of health 

targeting migrants. 

 

Health can also work as a systemic and insidious tool of the 

state to restrain and even eradicate migrant families and 

communities, through policies like family separation and 

indirectly-xenophobic birth control practices (not to be confused 

with general sexual education and contraceptive access for all.) 

Michael McDermott, whose tragic death was covered in the 

previous section, died after being taken from his family and put 

into state care because of his arrest.  
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She last saw him at King’s Cross when he was taken to the 

remand home, and although she was told of him missing two days 

later, his body was not found until eighteen months after that 

(Feb 1975, 29). An African couple was told by local authorities to 

leave their baby at a state facility because they were going to be 

arrested, despite this decree being completely fabricated, baseless, 

and false (Feb 1975, 92). A community note to the May 1975 issue 

stated that family planning and population control were at the 

heart of eugenicist birth control policies aimed at single women 

in Italy, France, and England (May 1975, 115). The author tied 

these policies to histories of eugenic sterilisation of women in the 

Global South. These policies, under the guise of feminist pro-

contraception movements, targeted migrant women in the wake 

of immigration scares and tightening border controls, to prevent 

internal increases of second-generation migrant populations that 

were less constrained by border imperialism. The following 

month, Wandsworth Community Relations Committee (CRC) 

began a program aimed at 14-16 year-olds called “Don’t Rush 

Me” about abstinence and birth control.  
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Although the CRC insisted that the program was a form of 

sexual education, Race Today noted that the program was only run 

in predominantly-Black (Afro-Caribbean and African) 

neighbourhoods and both of the main characters in the film 

shown were Black (May 1975, 125). The history of state-run 

health programs and gendered migrant control illuminates 

reasons for why health outreach programs in migrant 

communities continue to struggle. 

  



UNCHARTED 
 

54 

 

  



UNCHARTED 
 

55 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



UNCHARTED 
 

56 

HEALTHCARE PRACTITIONERS 
 

 

 

 

 

Structural xenophobia and racism is undoubtedly at the 

heart of migrant health. However, even at the point of exchange, 

between healthcare provider and patient, boundaries to accessible 

and accurate care continue to pervade. Returning to Peter 

Watson’s article citing J.S. Dodge, Dodge noted that doctors fail 

to note the stressors of migration and how those stressors impact 

both medical and physical health. He continued that social factors 

of health need to be placed as forefront determinants of health 

for migrant communities, a practice that is still underemphasized 

today (Mar 1971, 100). Mihir Gupta, chairman of the 

Birmingham-based Indian Association of the UK, stated that 

healthcare providers also fail to realise the cultural norms of 

immigrant housing communities. Many migrants were unwilling 

to move to better housing conditions after settling in 

overcrowded neighbourhoods because of connections to family 

and friends (Mar 1971, 108).  
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Communication between migrant communities and 

physicians, however, was also impacted by racism against 

physicians of colour, many of whom were migrants or had 

migrant parents. High Court judge Mr. Nigel Harris supported 

racist statements from white British doctors at St. Charles’ 

Hospital in Paddington, claiming that “foreign doctors” were 

unfit to work in British hospitals due to lack of proper training. 

This conclusion was based on a singular complaint about 

treatment. (June 1971, 216) The result, however, was rising 

tensions among migrant and UK-born doctors, and 

discouragement of doctors from abroad to apply. Doctors from 

migrant communities may be able to better understand cultural 

norms and transcend linguistic barriers. That being said, of 

course, structural issues with migrant health access cannot be 

solved through the representational politics agenda of “more 

migrant doctors,” and this strategy also does not address internal 

migrant community conflicts along lines of class, and intra-racial 

structures of power, such as caste in the South Asian context. 
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COMMUNITY CARE 
 

 

 

 

Where there is lack of access, however, there is also often 

community care. Several community support networks were 

mentioned in the archive and were crucial to achieving legal 

recognition, meeting basic health needs, forming community to 

combat depression, raising money for essentials, and other causes. 

For legal and labour aid, as well as social service access, 

organisations like the Indian Workers’ Association and the 

Southall Association rose in prominence in response to the 

heightening anti-immigrant sentiment that drove the 1971 Act 

(Sep 1970, 307). Notably, however, these services were not always 

universal – Praful Patel, a leader of the UK Immigrant Advisory 

Service, stated in June 1971: “I am totally opposed to illegal 

immigrants and will have nothing to do with them” (June 1971, 

216). Statements like Patel’s indicate the need to complicate the 

category of “migrant” and analyse the structures and pathways 

that lead to various migrant conditions, and the intersection of 

these conditions with health.  
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Race Today compiled a calendar of migrant support events in 

November and December of 1970, ranging from leafleting 

campaigns to English tutoring, and even dance lessons. (Nov 

1970, 383) A Southall-based Task Force provided meals to elderly 

Sikhs who could not afford food and needed a place to congregate 

and eat (Oct/Nov 1973, 315). To address police violence and 

unwarranted arrest, the London Concern Group began producing 

and disseminating Advice on Arrest cards for migrants about their 

legal rights and how to proceed with police upon arrest (Nov 

1970, 413). Protecting against racial violence, however, often 

turned more militant, and with good reason. Pakistanis in 

London’s East End formed militant neighbourhood patrols to 

protect against racist attacks, following in the footsteps of the 

Jewish community, who lived in the East End prior and took 

similar steps against anti-Semitic violence (Dec 1973, 339). 

Pamphlets printed in June 1977 in both Bengali and English, 

shared to the Bengali migrant community, carried the 

simultaneously sobering and empowering message – “We have to 

protect ourselves. There is no alternative” (June/July 1977, 90). 
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CONCLUDING THOUGHTS 
 

 

 

 

 

 

 

 

This survey of Race Today was key to my understanding of 

migrant health in the UK, especially as the magazine, like most 

publications then and today, rarely explicitly discuss health. 

Rather, health emerged between the lines, through discussions of 

housing, labour, and violence. Reading between the lines is often 

how migrant stories have had to be told, because of 

marginalisation and intentional erasure under policies of border 

imperialism. I am always inspired by community organising 

efforts led by the individuals and groups listed in this article, and 

movements that continue to mobilise in service of open health 

access, like Medact, Docs Not Cops, and Medecins du Monde 

UK.  

 



UNCHARTED 
 

62 

 To expand this study, a contemporaneous study of migrant 

health in the UK would be highly informative, to prevent 

ahistorical projections when discussing throughlines to the 

modern day. Moreover, the category of migrant is massive (and 

needs to be troubled, as I mentioned in the pamphlet), and 

countless groups of people were not mentioned in this study. 

Isolating for a particular condition would also help to more clearly 

trace development. Despite the worst efforts of the UK 

government (much like the rest of the Global North), migrants 

have continued to make their homes in the UK, and as the 

country becomes increasingly diverse, structures of power 

become harder and harder to ignore and erase. This pamphlet 

hopes not only to illuminate histories of migrant health that were 

obscured in the 1970s, but also shine a light on ongoing struggles 

in health accessibility that have roots far deeper than often 

claimed. 
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