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METROPOLITAN
EMPLOYEE BENEFITS

Anglo American’s new AIDS
strategy: seeking to provide
anti-retrovirals to miners

Anglo American is the first South African corporation to announce its intention to provide
anti-retroviral therapy to employees with AIDS, but other large employers are also on the
brink of taking this bold and irreversible step.

In response to press reports about Anglo’s decision in early May, the South African
Chamber of Business (SACOB) revealed that it was working on a comprehensive
HIV/AIDS programme to help its 40 000 member companies get to grips with the
epidemic. The plan to be administered by a private company includes innovative funding
mechanisms designed to make anti-retrovirals accessible to those with jobs but without
medical aid.

At the time of going to press, De Beers had yet to make an official announcement that
it would be providing infected workers with anti-retrovirals although a source close to
the company said it had been in detailed negotiations with drug companies and was "just
putting the final touches" on such a plan.

Furthest ahead is Anglo, which expects to begin rolling out its expanded AIDS strategy
within three to six months. Although the company is committed to offering workers anti-
retrovirals, Anglo senior vice-president (medical), Dr Brian Brink, stresses this will
happen only if it can be done on an affordable and sustainable basis. About 20% of
Anglo’s workforce (32 000 people) is thought to be infected. Some estimates put HIV
prevalence among South Africa's 500 000 miners at 25% while surveys at individual
mines have produced figures ranging from 0.6% to 33%.

The plan, which has the backing of Anglo’s executive committee, hinges on partnering
with drug manufacturers like GlaxoSmithKline, Bristol-Myers Squibb, Boehringer
Ingelheim and others that have recently signalled their willingness to extend the cut-rate
prices offered to developing country governments to non-governmental organisations and
large employer groups. Anglo expects to opt for triple therapy made up of GlaxoSmithKline’s
Combivir (AZT plus 3TC) and Boehringer Ingelheim’s Viramune (Nevirapine).

"The multinationals are showing a willingness to engage with us in a programme of care
to prove the concept that the provision of anti-retrovirals is affordable and effective and
sustainable within our population,” says Brink. "We need to prove the hypothesis that the
cost of treating AIDS effectively will be less than the cost of doing nothing."”

Anglo expects the costs to be counterbalanced by the savings that will be achieved because
of a reduction in TB and other opportunistic infections that inflate hospital costs. Reduced
absenteeism will mean increased productivity while reduced staff turnover will mean
lower funeral, recruitment and training costs. There will also be savings to pension and
provident funds. "At the moment, it's a leap of faith, but with meticulous collection of
information and rigorous scientific and economic analysis, we can get the evidence to
prove the hypothesis," says Brink. The potential benefit to everyone concerned with the
fight against AIDS is enormous. Brink stresses that the possible provision of anti-retrovirals
is only part of Anglo's comprehensive new AIDS strategy.

(continues on page 14)



Editorial

This is the year when the global community will put AIDS on the
agenda. Already in various fora there have been calls for massive amounts
of funding to be allocated to the effort. Most notably Secretary-General
of the United Nations, Kofi Annan, has suggested a $7-10 billion glo-
bal fund be created to fight infectious diseases in Africa. He suggests:
"The fund will be governed by stakeholders which will be made up of
donors, the UN system and groups dealing with people infected by
HIV/AIDS." These resources would be disbursed with an emphasis on
‘action at the country and community level’. He has expressed hope
that by the time of the United Nations General Assembly June Special
Session on HIV/AIDS (UNGASS), "governments and others would
have already made announcements of how much money they are going
to put into the Fund."

At the same meeting in Abuja Nigeria where he made this call, a top
United Nations population official called for a stepped-up effort to stop
the spread of HIV among young people, who account for half of all
newly infected persons each year. "All the evidence shows that young
people who are armed with information and who have access to
counselling and services start their sexual lives later, and they are less
likely to fall victim to infection or unwanted pregnancy,” Thoraya A.
Obaid, the Executive Director of the UN Population Fund (UNFPA),
told the Summit. She pointed out that while a discussion of sexual
relations with young people was not an easy task, "we must overcome
our reservations."
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There is one country where this issue has recently been faced squarely
and realistically, and that is Botswana. As is shown in the figure — taken
from their Human Development Report 2000 ‘Towards an AIDS-Free
Generation’ — the key intervention is to stop transmission from men to
girls. Prevalence rates have been found to be four to twelve times higher
in young females than young males, and we need to recognise that
transmission occurs from older men to girls.

Money will play a role in bringing the epidemic under control. It will
be particularly important in providing care — and not necessarily or

primarily anti-retroviral drugs. It is absolutely crucial for mitigating the
impact of the epidemic, especially providing care for orphans and
preventing the worst impoverishment that may stem from the disease.
But at the end of the day what will be crucial is this type of targeted
intervention. Let us hope that we see many more such interventions in
the year ahead, and they are not forgotten in the hype of international
gatherings.

Useful websites for AIDS-
related resources

The advent of the Internet (or worldwide web) has revolutionalised the
way we work. The sharing of information is a day-to-day reality that
many of us now take for granted. However, in developing countries that
"reality” can be a farce; with web access so slow it’s often more productive
to pick up the telephone and ask for the document to be mailed. Many
people do have access to email, and more and more developing country-
oriented sites provide a service known as "text-based retrieval", where
web pages may be requested by email. You may not get the attractive
layout, but the essential information is there. One such service is offered
by SATELLIFE. If you are based in the developing world, you will have
free access to SATELLIFE’s powerful tool called GetWeb. Full details
can be obtained by sending a message to: getweb@usa.healthnet.org

Being careful not to include any automated email signatures, the body
of your message should read: begin HELP end. This command will
return a text document to your email address which fully explains the
service and how it works. For those with full Internet access, a number
of resources are suggested below.

SATELLIFE (www.satellife.org)

SATELLIFE is an international not-for-profit humanitarian organisation
employing satellite, telephone, and Internet technology to serve the
health communication and information needs of countries in the
developing world through a global computer-based communications
network, HealthNet. SATELLIFE's mission is to improve health by
enhancing connectivity among professionals in the field via electronic
communications and exchanges of information in the areas of public
health, medicine, and the environment. A special emphasis is placed on
areas of the world where access is limited by poor communications,
economic conditions, or natural disasters. A number of health newsletters
are distributed by SATELLIFE, and the organisation hosts several email
discussion groups.

Healthlink Worldwide (www.healthlink.org.uk)
Healthlink Worldwide works to improve the health of poor and vulnerable
communities by strengthening the provision, use and impact of
information. The organisation produces practical publications - many
of them related to HIV/AIDS - in a printed and electronic format.

Health & Development Networks (HDN) (www.hdnet.org)
HDN is helping to mobilise a more effective response to AIDS and
other health- and development-related issues by improving information,
communication and the quality of debate. This site provides information
about HDN's activities, including reports from recent international
conferences, and daily discussions among people responding to the
AIDS epidemic first-hand in many countries and communities. HDN
hosts very useful email discussion forums including TAC (discussion
list of the Treatment Action Campaign), Break the Silence (provides
updates on preliminary activities to the United Nations General Assembly
on HIV/AIDS), and Aids-rsa (a new list dealing with AIDS issues



The Hlabisa Hospital Handbook

Edited by Dr Gerry Davies, available from the South African Academy of Family Practice, saacadpb@netactive.co.za, 2001, 190 pages illustrated.

Reviewed by Sean Drysdale

The Hlabisa Hospital Handbook aims to provide simple and practical
investigation and management plans, suitable for use in rural hospitals
in Southern Africa. To this end it is largely successful.

The need for the handbook was identified in a rural hospital staffed by
continually changing medical officers, most of whom are from overseas.
It grew out of a series of guidelines and protocols first produced in
1991, formally updated in 1994 and subsequently used and revised by
many medical staff. The book has an impressive list of 64 contributors,
mostly from South Africa and the UK and contains ten chapters; on
anaesthesia, obstetrics and gynaecology, surgery, medicine, psychiatry,
paediatrics, nursery, forensic medicine, medical Zulu and a hospital
formulary. One useful addition would have been a bibliography containing
a selection of books considered essential for a rural hospital medical
library.

The chapter on anaesthetics covers local, spinal and general anaesthesia.
| found the sequence of the sections a bit confusing and would have
preferred those on rapid sequence induction, intubation and general
anaesthesia to appear together rather than separately throughout the
chapter. I would not like to attempt an anaesthetic, local or general,
armed only with the information contained in this chapter, but it provides
a useful checklist before starting and important reminders whilst
monitoring a patient.

The various sections on obstetrics provide a comprehensive guide to
management of the pregnant woman, with the exception of those infected
with HIV. This section is remarkably brief. One genuine surprise is the
reference to the practice of early rupture of membranes during assessment
of women in labour; this practice is not recommended in HIV positive
women and in this setting, where HIV prevalence can be as high as
42%, should not be part of routine care. The gynaecology section covers
seven major areas adequately. The space devoted to management of
infertility owes more to its importance to patients rather than to the
effectiveness of any proposed interventions. In the HIV era, surprisingly
little space is devoted to the desirability of barrier methods of
contraception.

The surgical chapter concentrates on trauma and orthopaedics. Dog and
snakebite are well covered and those on burns, urology and hand injuries
will be useful. In a book of this size, it is surprising to see half a page
devoted to the kinetics of gunshot wounds, although the information
provided is interesting.

The chapter on medicine is the largest and not surprisingly concentrates
on infectious disease. The emergence of diseases of lifestyle is, however,
recognised by the inclusion of sections on diabetes, asthma, hypertension
and neurology — mainly epilepsy and cerebro-vascular disease. The
section on HIV and AIDS is slim; probably a reflection of the inability
of the health services to do much for patients. As treatment options
improve, e.g. prophylaxis with isoniazid, cotrimoxazole and fluconazole
and perhaps even the availability of anti-retrovirals, this section will
quickly become dated. The new KwaZulu-Natal Provincial Guidelines
on management of uncomplicated malaria are included. There is also
a useful section on cholera.

The section on psychiatry is notable only for its brevity. This again is
probably a reflection of treatment availability and expertise rather than
the importance of the problem.

The paediatric chapter again focuses on managing infections, with useful
sections on malnutrition and immunisations. Once again the section on
HIV is notably short and in the section on breastfeeding, no mention
is made of the controversy surrounding HIV and infant feeding. The
chapter on care of the neonate follows and is well focused and
comprehensive for the setting. The principles of supportive care in the
nursery are perhaps not stressed enough.

The forensic medicine chapter serves as a useful introduction. However,
some sections are already out of date and this detracts from it considerably;
there is now a national policy for managing suspected rape victims and
the process of registering deaths has changed. Readers should look up
the current procedures locally.

Some aspects of the book, for example the chapter on medical Zulu and
the decision to devote two pages to the practical aspects of using the
particular anaesthetic equipment found at Hlabisa, may reduce the book’s
wider appeal. The editor has acknowledged that it was written specifically
for the context of Hlabisa Hospital. Its general approach, however,
makes the book a very useful text to have in any rural hospital; many
guidelines will be directly applicable, some will need only minor
adaptation to local circumstances, while others may need a major
revision. If it serves nothing else, the chapter and section headings will
provide a good starting point for anyone wishing to produce a local
version of the handbook. In this endeavour the references provided at
the end of each section are invaluable.

The handbook does not attempt to be definitive, nor does it attempt to
be a basic text. It assumes a certain level of knowledge and tries to
provide an aide-memoire for the busy generalist called on to deal with
situations outside their immediate area of expertise. It will be most
useful for those in rural practice who use it as a pointer to the areas or
conditions they should know about, and who are willing to consult more
definitive texts at their leisure, subsequently using the handbook as a
memory jogger. It will be immensely valuable to those faced with
unfamiliar conditions or situations early in their career, be this in
medicine generally or in rural medicine specifically. Students will find
it can be used in a combination of the above, part syllabus and part aide-
memoire. Finally to those, like myself, who are called upon to re-enter
cli-

nical practice intermittently and required to draw on fading (and failing)
memories, it has been, and will continue to be, indispensable.

The format of the book is somewhat odd, being too big to fit comfortably
into a pocket and future editions should be smaller. However, it still
deserves a place in the pocket of every medical student or junior doctor
and should be kept in the library of every medical school and rural
hospital in the country. It will also have appeal outside the borders of
South Africa. The Department of Health might consider adopting it,
adapting it and issuing it alongside its Standard Treatment Guidelines.

Dr Sean Drysdale works for Hlabisa Hospital and for the Africa
Centre on mshlab@iafrica.com



Proliferation of community initiatives for orphans and

vulnerable children

by Geoff Foster

In the last decade, the response of communities to the impact of AIDS
upon their children has been astounding. Across Africa, thousands of
groups have recognised the plight of increasing vulnerability of children
and are responding to their predicament with ingenuity. This contrasts
with a general lack of community-initiated HIV prevention acti-
vities and limited community responses to the situation of people
suffering from AIDS. Orphans and vulnerable children (OVC) initiatives,
programmes and emerging community organisations are hardly known
outside their immediate locale. They have been little studied or
documented. Few external organisations have sought to partner grassroots
associations or provide them with additional resources. No networks
exist to support their development. Yet community initiatives, the front-
line response for the increasing number of children affected by AIDS,
are proliferating.

Most community initiatives result from the concern of a few motivated
individuals working together to support vulnerable children. They spring
from a sense of obligation to care for those in need and come about
because of an inadequate or non-existent public service safety net.
Associations are started informally by extended families, neighbours
and church groups. Actions are spontaneous, informal responses driven
by seeing or knowing about a need. Most activities are carried out by
concerned charitable women, widows and mothers, who see their
involvement as a "ministry". The altruism and expressed commitment
of volunteers emanate from a sense of community ownership and
cohesion, reinforced by religious affiliations and orientations. Responses
are volunteer-driven and involve motivated individuals who give love
and care for children "from their hearts".

To those involved in community development, this proliferation of
community-led activities to support vulnerable children is not surprising.
On other concerns and in other places, communities have deve-
loped processes to cope with difficult situations. Even the poorest and
most vulnerable people have set up resilient and ingenious coping
mechanisms such as voluntary associations, self-help groups, burial
associations and rotating credit and loan clubs.

Underlying principles of community initiatives
Community initiatives for vulnerable children are characterised by
features typical of other community coping activities. The principle of
reciprocity is a prominent feature of people living together in traditional
societies. In many AlDS-affected communities, the mechanism that
keeps families and households from destitution consists of material
relief, labour and emotional support provided by community members.
Seeking relief from family, friends and neighbours is a coping strategy
for households affected by AIDS that is not unique to the epidemic.
This type of community "safety net" - the provision of short-term relief
and assistance by individuals and organisations within the community-
is a common response to an array of disasters, both natural and man-
made. At times of distress such as bereavement, all community members
are obliged to participate and contribute towards funeral costs. Some
volunteer their time and skills to care for orphans and provide food or
clothing to the destitute. These supportive actions spring from a
humanitarian concern that is combined with reciprocity. By so doing,

community members endorse mechanisms that ensure that their own
children receive support should they be affected by similar adversity.

Consensus-based decision-making is a feature of community initiatives.
As activities expand, groups establish committees to enable more effective
functioning. Members make contributions in cash or in kind to the
association. Details of money raised through donations and income-
generating projects are recorded and accounts are monitored. Decisions
are made about which families should receive money to pay fees enabling
children to return to school. Reports are given concerning the functioning
of the organisation. Tasks such as visiting, raising funds or liaison with
community leaders are allocated to volunteers. Plans are developed by
committees concerning the development of the initiative. Important
decisions are made by the whole group as a result of discussion and
CONSensus.

Local leadership is another principle underlying mobilisation of the
community by its members. In Dedza, Malawi, the Chief of one village
was a woman who was also the chairperson of the Village AIDS
Committee. She offered her land to the committee to grow crops to
support orphans. The Chief and her sons were the first to start cultivating
the land, often waking up at the crack of dawn. She was asked what
motivated the people in her village to volunteer to help vulner-
able children. She replied that rather than just ordering her village to
contribute resources to help orphans, as a leader, she demonstrated
commitment and set an example. When she addressed the village and
requested help, people were willing to participate as they had come to
share the vision of the leader.

A prominent feature of community initiatives is self-reliance. Resources
are mobilised from within the community. Individuals donate their
labour, materials and time free of charge to visit orphan households,
take young or sick children into their homes, carry out repairs to dwellings
or assist in ploughing orphans’ fields. Volunteers donate food, agricultural
inputs and clothing to destitute households and arrange for adolescent
orphans to earn money by working in

others’ fields. Donations are obtained from local businesses, religious
organisations, traditional leaders and individual benefactors. Income is
raised through projects such as sewing and knitting, vegetable gardens
and animal husbandry.

Development of community initiatives

\olunteers are involved in a wide range of activities to support vulnerable
households and children (see Box 1). Development is facilitated by
strong charismatic leaders and appreciation of the service by other
community members. Mobilisation of the community from within leads
to expansion of the volunteer and resource base. Community initiatives
grow, as they build upon initial successes and gain the endorsement of
community leaders such as business people, church, traditional and
political leaders, health workers and agricultural development staff.
Some initiatives manage to obtain external sources of financial or
technical support from donors, government departments, business,
service and non-governmental organisations.



Activities of community initiatives

Material support provided by neighbours

Home visits

Spiritual support and counselling

Getting children back to school

Raising school fees

Income-generating projects

Day care for young children

Promotion of child fostering

Nutrition gardens

Agricultural labour and household repair

Accompanying sick children to hospital

Referral to other agencies (e.g. social welfare, health)
Advocating for children (e.g. school fees, rent, legal issues)
Community schools

OVC programmes were later established by other Methodist pastors in
the same province as a result of contact with third and fourth generation
sites.

Community initiatives organise their responses and mould themselves
into community-based organisations running co-ordinated child support
programmes. Milestones in organisational development include regularly
convened committees with defined responsibilities, the development of
a constitution, the opening of a bank account, establishment of training
activities and monitoring systems.

Scaling out of community initiatives

Scaling out is the growth of programmes which increases the number
of families, communities and organisations reached by effective ser-
vices. OVC programmes have scaled out through expansion, increasing
coverage within their programme area or increasing programme reach
beyond their original boundaries. Scaling out has also occurred through
replication, when people from other communities observe and copy
community initiatives, or through facilitation by external organisations.

Community programmes can spread from one community group to
another with surprising speed and effectiveness. In Zimbabwe, during
1997-99, the Bethany Project facilitated scaling out from its two ori-
ginal OVC sites, leading to establishment of 16 new community-owned
OVC programmes. The Project expanded to involve 656 volunteers
supporting 8004 vulnerable children throughout the district. Scaling out
may occur without assistance from outside organisations. Replications
of FACT’s FOCUS (Families, Orphans and Children Under Stress)
programme have spread within church structures. Within the Baptist
denomination, an initial NGO-supported OV C programme was replicated
by a sister church 70km away without external assistance. Fifth generation
spread of the FOCUS model occurred within the Methodist denomination
(see Box 2).

Fifth generation replications

In Zimbabwe, Marange Methodist church established the first FOCUS
replication in 1995 with support from the FACT FOCUS Co-ordinator.
The Methodist pastor was the community's FOCUS programme site
supervisor. He visited his home area in another province and spoke to
a colleague about the FOCUS programme. The second pastor requested
that FACT assist him in setting up a FOCUS programme. In 1996, a
programme was established which operates without support from FACT;
it involves 98 volunteers, covers nearly half the district and provides
regular visits and material support to some 1500 vulnerable children.
In 1998, the second pastor spoke about his programme at a national
conference. Another Methodist pastor attending the confe-
rence returned home and copied the programme. This fourth generation
site now involves 35 volunteers and supports 320 orphans. Three further

The need to support community initiatives
Most community initiatives are small-scale. Many consist of a few el-
derly women meeting together each week to tend a community garden
and raise enough money to send a handful of destitute children back to
school. One government worker described these as "get-together pro-
jects which keep women busy but out of business and which die off
during the busy agricultural season". In spite of their limitations, "get-
together" initiatives are important because they represent the community’s
attempt to respond to children affected by AIDS. Community initiatives
such as these have a potential to become community organisations
involved in comprehensive HIV/AIDS prevention and mitigation activities.
Though most initiatives have been established without external facilitation,
they can be strengthened and helped to expand through the involvement
of external organisations.

NGO’s have a vital role to play as intermediary organisations, building
the capacity and facilitating the development of community initiatives.
Training, information and the provision of advisory or support visits by
those with facilitation skills help build the capacity of fledgling community
initiatives, transforming them into sustainable community-based
organisations. The provision of sub-grants enables OVC initiatives to
increase their scope and coverage and frees volunteers from the need
to spend their time trying to raise money, enabling them instead to
provide direct support to vulnerable children.

In their desire to support community initiatives, external organisations
must be careful to avoid undermining community coping. There is a
proverb from the Congo that goes "When you call for rain, remember
to protect the banana trees". In other words, the provision of external
resources, can, if we are not careful, actually make matters worse by
flattening local responses. External agencies would do well to remember
that community initiatives are the frontline response to orphans and
vulnerable children and plan their responses accordingly.
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Pharmaceutical case ends ... not with a bang but a

whimper
by Mark Heywood

PMA and the government

In April 2001 two cases came to Court, both with the involvement of
the AIDS Law Project (ALP), that promise to have a profound impact
on law and equality in South Africa. The better-publicised case was that
before the Pretoria High Court, the closing chapter in the now famous
Pharmaceutical Manufacturers Association (PMA) versus the President
of the Republic of South Africa and others1. The other case, which came
before the Cape Town Labour Court on April 17th, concerned the right
of employees with HIV not to be unfairly denied employee benefits.
Arguably, both ended in a way that will enhance the rights and dignity
of people living with HIV/AIDS and other life-threatening conditions.

On 19 April 2001 the much-vaunted trial of the new century ended
unexpectedly when the PMA, representing the multinational research-
based pharmaceutical industry, unconditionally withdrew its legal action
against South Africa’s Medicines and Related Substances Control
Amendment Act. Only days before, Mirryéna Deeb, CEO of the PMA,
was still vociferously defending the PMA legal action and attacking the
legality of the Act. Suddenly, however, it would seem that the plug was
pulled by her superiors after negotiations brokered by UN Secretary-
General Kofi Annan. PMA efforts to reach an out-of-court settlement
with the government failed — and with a whimper the matter was removed
from the roll and all costs tendered by the PMAA4.

The withdrawal can be explained by mounting international pressure
and the prospect of the companies being further humiliated in court.
On March 6th, for example, presiding Judge Ncgobo had dismissed
PMA abjections to the participation of the Treatment Action Campaign
(TAC) as amicus curiae (friend of the court), and had ordered the PMA
to respond to the evidence and arguments made in the TAC’s
affidavits5.

Now the dust has settled. Much publicity was given to the fact that the
Minister of Health quickly poured cold water on suggestions that the
Act would be used to import generic anti-retroviral medicines for
people with HIV, and there is a re-appraisal of what the Act actually
signifies. However, it is important not to underestimate the significance
of the Medicines Act. Although the government compromised on the
interpretation of Section 15(C) by placing on the court’s record that it
had no intention of using it for any purpose other than parallel importation
(i.e. not for compulsory licensing), the measures in the Act will still
have an impact on the affordability of medicines.

The Sunday Times of 22 April 2001 estimated that "South Africans
would benefit to the tune of R2.5 hillion" through the radical overhaul
of the medicines industry that the Act will precipitate. They quoted
Aspen Pharmacare, a listed South African generics manufacturer, as
saying that the Act would make compulsory generic substitution of
brand-name but off-patent drugs for diabetes, depression, blood pressure
and other illnesses, all with significant savings to the consumer. To
illustrate the extent of the savings, the Sunday Times quoted IMS South
Africa, a pharmaceutical research company, whose research revealed
that South Africans spent R6.9 billion on branded medicines in 2000
compared to R970 million on generics.

This equation will be significantly altered by the Act, largely because
Section 22(F) requires mandatory generic substitution of off-patent
brand-name medicines if there are generic interchangeable alternatives
already registered in South Africa6.

The Act will also alter the balance of power in the relationship between
the research-based companies and the government. This will be achieved
through :
the setting up of a statutory Medicines Pricing Committee;
the requirement that a single exit price be set for a medicine that is
sold in the private sector; and
. the power vested in the Minister to parallel import medicines that are
needed in the interests of the public.

These measures will combine to drive prices down.

The Medicines Act is not yet law. However, within a week of the ending
of the court case, the Ministry of Health met to prepare the regulations
that are needed for the law to come into effect. After years of delay, it
is likely that the Act will be working well before the end of 2001.

Old Mutual in the dock

The matter in Cape Town was more mundane. It placed the insurance
giant, Old Mutual, on the stand because in 1998 Old Mutual had
employed a young woman as a call-operator (referred to as "NS" in the
Court papers) but refused her membership of two benefit funds and the
Medical Aid scheme. This was because — after being employed — she
tested positive for HIV and was consequently considered "uninsurable”.

During 1999, formal attempts at conciliation failed and legal proceedings
were instituted against Old Mutual in December — seeking compensation
and a declarata that refusing people with HIV employee benefits is an
unfair labour practice. By this time the young woman had resigned and
taken another job (where she was not refused benefits!).

The response of Old Mutual’s legal team was to raise two points
in limine (as technicalities) — and these points were argued before the
judge on April 17th. Old Mutual’s first assertion was that, because "NS"
had resigned before she instituted legal proceedings she could no longer
be described as an "employee™ and had thus lost the rights of employees
to relief. The second point argued by Old Mutual was that they were the
wrong party to bring to court — because it was the benefit funds whose
policy it was to deny benefits to people with HIV. On these two
technicalities the company sought to have the matter dismissed. They
failed. On May 11, Judge Waglay handed down his judgement. On the
first point he was forthright:

"If there is a dispute between an employer and an employee relating
to their employment relationship, simply because the employment
relationship has come to an end at some date after the dispute came
into being and had remained unresolved at the time the employment
relationship terminated, does not mean that the dispute is either
resolved or is no longer capable of being referred for resolution. | see



no basis in law or equity upon which a remedy sought in respect of a
wrong committed by an employer or employee against the other can
be denied simply because the relationship has come to an end. To
uphold [Old Mutual’s] argument would be to accept that a relief only

comes into existence on institution of an action for that relief and not
when a wrong is committed"” (paragraph 13).

On the second point Judge Waglay noted at least "partial admittance"
in the court papers that the decision to refuse benefits to "NS" originated
with, or was influenced by, Old Mutual (paragraph 18). He therefore
ordered that this issue should be left for determination at trial.

Although hearing only two in limine matters, this judgement has
significance. For the first time under our new Labour Relations Act it
re-established that the right to a remedy for acts of unfair discrimination
is retained even if a person has left the job where they suffered the
injury. Secondly, it clears the way for a major Labour Court trial, the
first in South Africa, that will seek to determine whether it is fair to
automatically exclude employees with HIV from employee benefits.7

1TPD 4183/98.
2 C658/99, "NS" v Old Mutual.

3 A description of the key issues at stake in this matter was provided
in AIDS Analysis Africa \Vol. 11(6).

4 Dr Manto Tshabalala-Msimang told the World Health Assembly that
"there was no out-of-court settlement. What we have is an unequivocal
withdrawal in a public court of law of all elements of the legal challenge."
May 16th 2001.

5 The TAC’s court papers and a wide range of supporting affidavits that
were collected by the TAC are available on their website at www.tac.org.za
6 The implications of this part of the Act have been widely misinterpreted
by the media.The Act does not empower the Minister to override patents
by importing generics or manufacturing them locally. Generic substitution
applies only to medicines whose patents have expired but which through
intensive marketing combined with ‘perverse incentives’ targeted directly
at GPs and other health providers — are able to evade generic competition
and maintain artificially high prices.

7 Since this case started the Medical Schemes Act has come into effect
and this prohibits medical aid schemes from unfairly discriminating on
the grounds of ‘state of health’. To some extent therefore this aspect
of the trial has been rendered academic. However, the question of
exclusion from other employee benefits remains very important.

Mark Heywood is Head of the AIDS Law Project at the University
of the Witwatersrand, Johannesburg.

Metropolitan and Clem Sunter declare war on HIV and AIDS

reviewed by Gillian Nr Samuels

While HIV and AIDS prevalence continues to soar, our society, our
governments and our business sector have been largely unresponsive
to the socio-economic dilemma presented by the epidemic in sub-
Saharan Africa. This is the message that underpins ‘The Silent Enemy”’
and “Your Country Needs You’, a set of AIDS videos presented by Clem
Sunter in collaboration with the Metropolitan Group.

While “The Silent Enemy’ grapples with basic truths and lies about HIV
and AIDS, dispelling myths and outlining the facts, “Your Country
Needs You’ focuses on the challenges facing business leaders today.
Interviews with well-versed researchers reveal that costs to companies
will only escalate if companies choose to ignore the issue. The merits
of intervention as opposed to the non-intervention scenario are carefully
outlined, in strong, eloguent, yet accessible terms, that should leave any
business or government leader with a clear understanding of the facts
and of the action that needs to be taken to mitigate the impacts of HIV
and AIDS.

The videos present little that is new. However, they are groundbreaking
in their methodical approach to tackling the issues. In the first video,
the fight against HIV and AIDS has been presented in terms of a war,
where the virus, its by-products (silence, stigma, ignorance, discrimination,
prejudice), and even AIDS, are seen as the enemy.

In the second video the fight continues, but this time at a more stra-
tegic level, where government leaders and the captains of industry have
to decide how to mobilise their troops, and take decisive action to defeat
the enemy.

The powerful graphics, the compelling delivery by Clem Sunter, the
engaging discussion by the interviewees (among others Dr Salim Kariem,
Dr Jack van Niftrik, Professor Alan Whiteside), make these videos a
good starting and thereafter reference point for companies wanting to
establish a workplace programme.

Where the metaphor differs from the epidemic is that it is not up to one
leader to mobilise the troops. There cannot be just one Churchill. It is
all of our collective responsibility to make an impact in our own realm:
as individuals, civil servants, government leaders, and champions in
business.

As Anneline Petersen, one of the interviewees in ‘The Silent Enemy’
candidly states: ‘Everything starts with me. | have to enrol, | have to
get behind the war effort, and play my part.’

The videos cost R595 per pack, including postage, packaging and VAT
($150 outside South Africa) and can be ordered from
pictures@globalimages.co.za or telephone +27 21 701 7860 or fax +27
21 701 7870 or write to:

Global Images (Pty) Ltd

PO. Box 30919

Tokali

7966

South Africa

Gillian Nar Samuels is an AIDS Information and Research
Consultant for Metropolitan.



School level impact of HIV/AIDS in KwaZulu-Natal

by Peter Badcock-Walters

The HIV/AIDS epidemic will impact on the education sector in a number
of ways. One way is through increased rates of educator attrition, as
people fall ill and die. In KwaZulu-Natal this occurs against the backdrop
of already high rates of attrition resulting from retirement, pregnancy,
career change and so on. Combined with the most severe epidemic in
the country, the implications for the management of the education
department and related institutions in the province are serious. Analysis
of the problem is complicated by the reduction in the number of students
entering the system, and the resultant decline in the total number of
teachers required.

Using a model developed by Louis Crouch of the Research Triangle
Institute and data from the provincial department of education, via
EduAction, and demographic projections, estimates of the required
number of teachers needed to maintain the system in its current state
were made. The aggregate figures are of considerable concern, especially
in the light of the recent closure of many of the colleges of education
in the province. What they mask, however, is the huge variation in
prevalence rates and thus the variation in impact. Some schools will be
dramatically hit, while others will remain relatively untouched. While
with the current data it is near impossible to model the situation in an
individual school examining the average impact on schools provides an
insight into what they are facing.

To provide an illustrative example to promote discussion, the implications

Table 1 Impact on schools in a hypothetical KwaZulu-Natal community

of the modelling exercise were applied to a hypothetical com-
munity. In 2001, the community begins with 2500 children of school-
going age, a primary and a secondary school, with HIV prevalence
equal to the KwaZulu-Natal average and zero net migration. Given this,
and the results of the modelling exercise, the following is likely to occur:

Table 1 shows how, although the impact is likely to be relatively small
in any one year, the cumulative impact is large. Despite the fall in
demand for total number of teachers, the demand for replacements will
increase as the rate at which teachers leave the system, for whatever
reason, will out-strip the declining demand.

The above example is meant only to stimulate thought and debate and
is in no way intended to represent schools across the province. As stated
previously the variance in prevalence and the resultant impacts is large.
Some schools, therefore, will experience impacts far less serious than
the above example, while for others the situation will be far worse.

The model above includes attrition of teachers for any reason and what
is clear is that the impact of HIVV/AIDS will be to take an already serious
management problem and make it worse.

Peter Badcock-Walters is a Research Associate of the Health
Economics & HIV/AIDS Research Division (HEARD), University
of Natal, Durban.

Year Primary Secondary
Students 1310 738
2001 Teachers 38 22
Leaving this year 2 1
Left since 2001 3 2
Students 1230 736
2003 Teachers 36 22
Leaving this year 3 2
Left since 2001 8 5
Students 1154 727
Teachers 33 22
ALDS Leaving this year 3 2
Left since 2001 14 9
Students 1109 638
2005 Teachers 32 21
Leaving this year 3 2
Left since 2001 21 13
Students 1075 630
2005 Teachers 31 19
Leaving this year 4 3
Left since 2001 27 18
Remaining teachers from 2001 4 1




Durban Chamber sets up an information desk for HIV/AIDS

“More People have died of AIDS in the past year in Africa than in all the wars on the continent” Kofi Anan - UN Secretary General, March 2000.

Over a decade of experience with AIDS at the workplace has yielded
some compelling reasons why AIDS should be a business concern so
why is the business response so slow?

The manner in which management addresses HIVV/AIDS in the workplace
will determine whether their companies will survive the 21st Century.
A survey conducted in 1998 found that 84% of employers still had no
idea what percentage of their staff might be HIV positive. By 2000,
most employers, with a few exceptions, were still reporting no or only
minimal impact of HIV on their operations.

However, HIVV/AIDS is an issue that goes to the very core of business
practices. The effects on business are evident on two levels. They are
the macroeconomic and the individual company levels.

In the long term this leads to declining economic growth. There is a
reduction in the available productive and skilled labour and investment.
Business is also dependent on the education sector for its future workers,
managers and business leaders.

It is with this foundation that the Durban Chamber of Commerce and
Industry has seen the need to establish an AIDS Desk within the Chamber
to more proactively assist companies to respond to HIV/AIDS.

The Desk aims to provide members with accurate, helpful and up-to-
date information and assist members with handling workplace issues
involving HIV/AIDS. This is in keeping with the Chamber’s vision of
"providing services relevant to the needs of its members, and representing
their interests in the community".

The Chamber's HIV/AIDS Desk will be staffed by professional and
experienced personnel who interact closely with other Desks within the
Chamber. The Desk will serve Industrial Relations, the SMME, the
Economic & Lobbying Desk, the HIV/AIDS Sub-Committee and the
Human Resources Committee.

The aims and objectives of the HIV/AIDS Desk are to:

. provide up-to-date information on HIVV/AIDS related matters as they
pertain to employers and employees;

. assist companies in the development of appropriate and meaningful
HIV/AIDS workplace policies;

. develop collaborative partnerships with other relevant organisations
for effective prevention, support and treatment education pro-
grammes;

. keep companies informed and updated on issues related to

legislation, employment procedures and HIV/AIDS information.

Services offered by the HIV/AIDS Desk

HIV/AIDS workplace policies

The HIV/AIDS desk will offer companies advice and guidance in the
development or revision of their own HIV/AIDS workplace policy.
There will also be a generic policy that could be adapted to various
companies, needs especially the SMMEs.

Workplace education and support programmes

In collaboration with the Industrial Relations Desk, the SMME desk,

the Economic and Lobbying Desk and the Human Resources Committee,

the Chamber will offer advice and/or referrals to the member/s that
could:

.build partnerships between employers and employees to implement
effective HIV prevention, support and treatment education prog-
rammes in the workplace. These programmes will be aimed at pre-
venting discrimination and stigma both by employers and fellow
employees, and at offering a supportive environment for positive
employees and their families.

.develop a "HIV forum" to provide a means for exchanging informa-
tion and advice within the workplace around issues of HIV.

The law and HIV

In collaboration with the Industrial Relations Desk, the AIDS Desk will
keep members up-to-date with changes and/or amendments or new laws
related to HIV, such as:

. The Employment Equity Act;

. The Medical Schemes Act (1998);

. The Code of Good Practice on HIV/AIDS and Employment.
The AIDS Desk will refer members to appropriate organisations for
legal advice.

Referrals and networking

Partnerships will be developed with HIVV/AIDS organisations (and other
bodies) on a local, national and international level. These partnerships
will be used to give added value to the services offered by the AIDS
Desk and increase the networking opportunities and capabilities of the
Durban Chamber of Commerce and Industry.

Public speaking
Chamber staff will be available to company seminars, workshops, and
conferences.

Social responsibility programmes
The AIDS desk will assist companies in the development and/or
continuation of social responsibility programmes.

HIV/AIDS resource database

An HIV/AIDS resource database will be established within the Chamber
and will contain information on workplace policies, infection control
procedures, the impact of HIV, statistical information, wellness
management, targeted education and awareness programmes, relevant
conferences and workshops etc. The Desk will offer a central point of
information to members. Collaborative partnerships will also be developed
with the South African Business Council on HIV/AIDS once it has set
up its own database. The HIVV/AIDS Desk at the Durban Chamber of
Commerce and Industry can be contacted on:

Telephone: (031) 3351034
Fax: (031) 332 1288
E-mail: stephenr@durbanchamber.co.za



Are African men really making a difference in the

fight against HIV and AIDS?

by Gillian Nar Samuels

The theme for World AIDS Day 2000 was ‘Men make a difference’, an
interesting tag-line conceived by the World Health Organisation. How
relevant though is this theme in the context of Africa where HIV
prevalence has reached unthinkable levels particularly amongst young
African women? At present of the 42 million HIV infections in the
world 70 per cent of those infected reside in sub-Saharan Africa, and
just under two-thirds of the infected in this region are adult women (15
to 49) and their offspring.

These statistics have been construed, by some, to infer that men are less
promiscuous as prevalence is so much higher in women! However, well-
documented research supports the fact that physiological factors make
it easier for HIV to be passed from male to female than vice versa.
Other factors such as traditional sex practices (e.g. ‘dry sex’) and the
presence of sexually transmitted diseases (STDs) also assist the virus
to pass quicker from men to women.

IN the twenty years that Africa has known of HIV/AIDS, the epide-
mic has been categorised as different to the one in Europe and North
America. HIV in Africa has lost its connection to homosexuals and
intravenous drug users. From the very beginning, AIDS in Africa has
been known to be heterosexual. But in labelling the epidemic in this
way, we have somehow absolved African men from their responsibility
to take charge of HIV and AIDS, since ‘heterosexual’ has been accepted
to imply ‘female’. Could it be because African men are not having sex
with men? They are not sharing needles, neither, for that matter, are
they becoming infected through blood transfusions. The apparent simple
truth is that men in Africa are doing what they have always done: they’re
having sex with women!

The simplicity of this equation is surprising against the backdrop of the
rather unsimplictic heterosexual paradigm that is Africa. Gender relations
which are rooted in the subjugation of women and a culture based upon
patriarchy have left researchers baffled as to how to communicate safer
sex options in an envrionment where women are seldom at liberty to
make even the simplest of choices in their lives. Moreover, in labelling
this epidemic as heterosexual, women have been portrayed as vectors
or carriers of HIV and STD (remember the 80’s AIDS poster depicting
a sex worker as a skeleton in fishnet stockings?). Women were the
perpetrators and men were cautioned against them.

The critical issue that must be emphasised at this late stage of the
epidemic, is that making headway with either HIV or AIDS is not about
shifting responsibility from women to men, or apportioning blame. The
crux of the matter is that Africa needs to embrace AIDS, at all levels
of society. Behaviour change is one element, while political will and
economic are others.

Clearly, taking AIDS to heart is not easy. The epidemic does not exist
in a vacuum in our society. There is an eco-system that fans the epidemic
and results in an increased prevalence of HIV infection. Poverty, illiteracy,
unemployment, crime, low self-esteem, low morale are factors, which
in one way or another contribute to people making unhealthy, and

misinformed choices. Probably the most important

factor driving the epidemic in sub-Saharan Africa is the position of
women and their powerlessness to protect themselves from infection.
Most women exist in a paradigm where men dominate, in most cases
by force, but most often by women’s acceptance of these gender roles.
In historic times, this was easy to do, as women were dependent on men
to hunt for food, herd cattle and fight wars. While the time of the hunter-
gatherer and warrior has passed, cultural belief has largely remained
the same. The male role is still accepted as paramount to the survival
of the family. Within this framework of domination and acceptance,
women are vulnerable to all manner of abuse by men. Other societal
factors such as poverty and illiteracy further amplify this. It is more
often women who are subjected to neglect, rape, incest, domestic
violence, child labour, prostitution, economic abuse and even slavery.
This defunct relationship between dominating man and subservient
woman is played out at the very centre of the lives of African people —
in relationships with parents, children, siblings and lovers. As long as
she accepts that her destiny is in the hands of every man she has ever
encountered throughout her life, an African woman will not be able to
plot her path in the world, and much less be able to negotiate the use
of a condom in her bedroom.

Typical scenarios leave African women vulnerable

In a poverty-stricken setting a girl as young as nine or ten might have
to perform sexual favours for gifts of food and clothing. Her much older
partner could be HIV positive, and sometimes believes he can rid himself
of the virus by having sex with a virgin.

If she decides to defer sex until later or when she marries, there is still
the chance that she may become infected if she is not her husband’s
only wife. Her choices around safe sex in the confines of her marriage
are also often limited. She could choose to be faithful to her husband,
but if he is a migrant worker, she could be forced to turn to commercial
sex work to support her children and herself if she is unemployed and
destitute, and he is far away and does not support her financially. Away
from home for months at a time, the chances are good her husband will
visit a girlfriend or commercial sex worker in the town where he works.
He will also most likely refuse to wear a condom when he visits his
mistress or when he returns home from time to time. An African woman
is seldom at liberty to demand the use of condoms when her partner
requests intercourse. Is she accusing him of being unfaithful? Has she
been unfaithful to him? She risks a beating. In this environment she is
even less likely to disclose her status to her partner if she finds she is
HIV positive. As in the case of Gugu Dlamini, who disclosed her HIV
status to her partner and her community, she risks being fatally wounded.

Outside of the home, an African woman has few options open to her.
Compared with her male siblings, she often has the least number of
years’ education, and in times of economic hardship, is most likely to
be the first to leave school to assist the family economically.



When someone in her family has AIDS, the plight of the African woman
is magnified. Numerous studies show in households where there is an
AIDS sick person, it is usually the female children who are taken out
of school first. They are expected to assist in household chores, care for
the sick, or carry on jobs around the farm when the adults are too sick
to work. With a limited education, her position is further compromised
in the fight against HIV infection. Without adequate employment, the
young African girl will have to find an alternative source of income.
She may very well turn to prostitution. The cycle of HIV infection
continues.

In the working and middle class settings, an African man could be
married to only one woman, but is not exempt from risk of infection.
He could have a well-paying job in relation to his poverty-stricken
counterpart, which means he may have more disposable income. For
this reason he has access to sex workers and is attractive to younger,
single women who may perform sexual favours in return for money or
gifts of food, as they could have themselves and possibly children to
support. His refusal to wear a condom — seemingly a ubiquitous problem
in Africa — renders both him and his partner vulnerable to HIV and STD
infection.

The upper classes are not as risk-free as they would like to believe. Most
businessmen and women spend lengthy periods away from home,
travelling from town to town, spending nights in hotels and also on
occasion calling on the services of sex workers. Dubbed the migrant
labourers of the 21st century, these men and women have yet to take
ownership of HIV/AIDS.

Yet another challenge is that African culture and practice does not wholly
recognise homosexuality. Even though African men sometimes engage
in same-sex relationships, this activity is mostly clandestine, and occurs
alongside a ‘regular’ life, possibly one that includes a wife and children.
He is most likely engaging in unprotected sex, thinking that he is not
vulnerable to HIV infection if he is not engaging in sex with a woman.

Conclusion

The challenges are clear, but equally clear is the path to overcome these
challenges. Behaviour change is critical in the fight against HIV/AIDS
but this will mean internalising the epidemic to the extent that our
Ugandan neighbours have done. This also means that African men and
women will have to start to shift the paradigm and question the very
premise upon which we base our treasured notions about the world.
Clearly this is neither easy nor politically correct! We have to take
extremely decisive steps around the HIVV/AIDS epidemic if we are ever
to achieve African Renaissance, and emerge as a socially strong and
economically sound region. If we are to beat AIDS and HIV, we may
very well have to shake the societal ground upon which we have stood
fast for centuries. Any lesser action may not effect the change we require
for our very survival as Africans in the future.

Gillian Nar Samuels is the AIDS Information and Research
Consultant for the Metropolitan Group.

Latest data from Namibia

In April 2001 the Namibian Ministry of Health and Social Services
published the results of their 2000 HIV Sentinel Seroprevalence Survey.
The results are drawn from women attending antenatal clinic services
at 18 sites around the country. The trend in HIV prevalence for all sites
is shown in Figure 1. The population of Namibia is very unevenly
distributed. In order to estimate the ‘true’ national prevalence, the
population distribution has to be taken into account. The weighted
prevalence is shown in Figure 1, and this is somewhat higher than the
average for the country.

Figure 1 Weighted HIV prevalence
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There is considerable variation in HIV prevalence across the country.
The highest prevalence is recorded in Katimo Mulilo (33 per cent)
followed by Windhoek (31 per cent), Oshakati (28 per cent) and Walvis
Bay (28 per cent). The lowest prevalence in the country was recorded
in Rehoboth and Opuwo with 9 and 7 per cent respectively.

The highest prevalence is recorded in the urban areas and in the north
of the country. According to projections the epidemic will level off at
24 per cent among antenatal attenders in 2005. However, it is already
estimated that 190 000 Namibians are infected.

As is shown in Table 1, the prevalence in women aged 15-19 and
20-24 years has been static since 1998. This is encouraging. However,
it would be more encouraging to see a consistent decline.

Table 1 Trends in HIV prevalence by age group (per cent)
Age Group 1994 1996 1998 2000
15-19 6 11 12 12
20-24 11 18 20 20
25-29 9 17 22 25
30-34 9 18 19 21
35-39 8 8 12 15
40-44 1 12 14 9
45+ 12 1 13 8

Reproduced with acknowledgment to the Ministry of Health and
Social Services, ""Report of the 2000 HIV Sentinel Sero Survey",
National AIDS Co-ordination Programme, Windhoek, Namibia
April 2001.




The AIDS Management Standard (AMS) Initiative

Parts of Southern Africa (the richer ones) are entering a new phase in
the battle with HIV/AIDS - the medication phase. Governments are
negotiating with pharmaceutical companies for reduced prices or
donations of HIV medication. The government of Botswana has
announced it intends to put in place a programme for providing HIV
medication to all those who need it commencing as soon as 2002.
Debswana Mining Company in Botswana will provide anti-retroviral
therapy at a 90 per cent subsidy to workers and their spouses.

Medication is certainly ‘a good thing’ for those who are HIV positive.
It lengthens their lives and provides them with the possibility that a
cure or at least a better regime of medication will be developed while
they are still alive. From a social perspective, the widespread use of
medication in Southern Africa provides policymakers with yet another
dilemma. It is possible that after a short respite, medication can actually
make matters, grim as they are now, even worse.

The main problem is that widespread medication programmes are
likely to reduce the effectiveness of educational efforts aimed at reducing
risky behaviourl. At the International Institute for Applied Systems
Analysis (IIASA) we have produced a population forecasting model
that considers both the effects of medication and of behavioural change
and therefore allows us to study the tradeoff between them2.

Figure 1 shows the total number of AIDS deaths in Botswana under two
scenarios. In the behavioural change scenario, there is a 40 per cent
reduction in the rate of new HIV infections at each age, for each gender,
and separately for people in each of the three education groups. In the
medication scenario, 50 per cent of all people who get AIDS symptoms
receive and tolerate HIV medication. The medication is assumed to
increase the life expectancy of someone who takes it by a random length
of time that averages 10 years. Both scenarios begin in 2003.

Under the medication scenario, deaths fall dramatically in 2004, reach
a trough in 2006, and then gradually increase. In contrast, the effect of
an education programme that affects risky behaviour has its main effect

later,but its influence is longer lasting. By 2012, there are more deaths
in the medication scenario than in the behavioural change scenario. In
2021, there are around 21 000 deaths in the behavioural change scenario
and around 29 000 in the medication scenario. Over the entire period,
shown in Figure 1, there are fewer deaths under the behavioural change
scenario than under the medication scenario.

Figure 2 shows life expectancy at birth for females in Botswana for the
same two scenarios. Initially, life expectancy is higher in the medicaton
scenario, but by 2014, life expectancy is higher under the behavioural
change scenario. Again, the advantage of the medication programme is
only transitory. By 2021, life expectancy at birth for females in Botswana
is 42.2 years in the behavioural change scenario and 36.7 years in the
medication scenario. Clearly, medication is not going to solve Botswana’s
HIV/AIDS problem. Many more scenarios could have been presented.
It is important to note that the results presented here depend on the
assumptions of the model. Nevertheless, the broad outlines of our results
are clear regardless of the details. HIV medication alone is not a solution.
To the extent that public programmes of provision of HIV medication
makes behavioural change more difficult to achieve, then those
programmes could result in fewer AIDS deaths in the shortrun and more
AIDS deaths later.

Medication programmes compete with educational programmes in two
ways. First, they compete in terms of resources. Medication programmes
require money both for the medicines themselves and for patient
monitoring. Implementing a successful medication programme would
be extremely difficult for most African countries because it takes two
things that are scarce: money and skilled labour. Implementing a
successful education programme at the same time seems unlikely.
Secondly, there is a psychological element to the competition. Medication
programmes may defer the consequences of risky behaviour. Certainly,
the probability of illness far in the future has less

influence on behaviour today than the same outcomes close at hand.
Also, medication programmes reduce the severity of anticipated
consequences of risky behaviour. It is easy to imagine that the same




dynamic that has produced the current generation of medicines will
bring forth even better medications in the future and possibly even a
cure.

The competition between medication programmes and educational
programmes is no reason not to proceed with the distribution of the
medicines. Cheaper HIV medication will certainly arrive in Southern
Africa. The choice is not whether or not to have the medications. The
choice is whether to have a sanctioned programme or an underground
illegal distribution system.

Medication is most certainly not the answer to Africa’s HIVV/AIDS
calamity. Within a decade, it has the potential of causing even more
problems. Right now, the only answer is in prevention programmes
which compel people to change their behaviour. Policymakers need to

understand that the competition between medication programmes and

behavioural change programmes make reductions in risky behaviour
even more difficult to achieve. Regardless of the difficulty, these
programmes are even more essential now than they have been in the
past. Without them, there is the risk that whatever behavioural changes
have occurred will be reversed, and that the spread of HIV medication
will become another sad chapter in an already heartbreaking story.

Warren Sanderson is a senior research scholar in the Population
Project at the International Institute for Applied Systems Analysis
(ITASA) in Laxenburg, Austria. He is also a professor in the
Departments of Economics and History at the State University of
New York, in Stony Brook, New York, USA.

(sanders@iiasa.ac.at).

HIV and political instability in sub-Saharan Africa

by KC Goyer

Discussions of HIVV/AIDS in Africa have expanded beyond the gene-
ral health issues and now include analyses of economic and development
challenges. However the relationship between HIV/AIDS and politics
is only just beginning to be examined. This research is taking shape as
a result of HIVV/AIDS changing the interests, needs, and demographics
of many constituencies — factors that will affect voting patterns and
political activity. The disease will affect democratic governance and
there are relationships between HIV prevalence and poli-
tical instability. Of particular concern are the links between conflict and
the epidemic. Africa is home to a number of conflicts, some internal,
others involving a number of countries or regions. HIV prevalence in
politically unstable or war-torn states is likely to be affected by the
presence of military personnel, the disruption of social patterns, and
the capabilities and priorities of a government in crisis. Conversely HIV
may affect political stability.

The impact of military deployment can exacerbate HIV spread. Soldiers
exhibit the same characteristics and behaviour patterns of any population
at high risk for HIV infection. Indeed, the nature of their occupation
may amplify this. In times of war, young men are often se-
parated from their families and a normal social environment. Being
apart from their regular sex partner, soldiers are not likely to maintain
monogamous relationships. Conflict brings military mobility and may

bring inaccessible areas in contact with troops. This could mean that
soldiers are bringing HIV infection from urban or more accessible areas
into parts of a country that have been relatively isolated. The influx of
military personnel, who usually have a certain degree of steady income,
into impoverished rural areas will also lead to increased prostitution.
Equally there may be shortages of men in some areas, because they are
off fighting or have fled, and this can translate into an increase in the
number of women forced to turn to prostitution to survive.

The conditions of military service contribute to increased HIV prevalence.
Many African countries cannot afford the wars they are fighting, and
the resources available to feed, clothe, and even pay their soldiers are
considerably strained. The priority is likely to be placed on purchasing
weapons and ammunition rather than on providing appropriate health
care or proper nutrition to soldiers. This may mean troops live by
pillaging the local population, further increasing poverty and disruption.
It is a short step from pillage to rape. Reduced health care services will
mean a higher incidence of untreated sexually transmitted infections
(STIs), which increases the likelihood of HIV transmission. The lifestyle
of a soldier is not normally one of comfort, and troops live in barracks.
Similar to prisons and mining hostels, the military barracks is a single-
sex total institution and creates an environment which

(continues on page 16)



The first step is to pursue existing prevention campaigns with renewed
vigour. Brink says there is good evidence that effective prevention
programmes do slow down the advance of the epidemic.

Anglo will seek total management commitment to a comprehensive
HIV prevention response that includes supporting community HIV/AIDS
projects both around the mines and in the rural areas from which
mineworkers are recruited. It will enlist the help of the Chamber of
Mines' recruitment agency, Teba, which has the ability to reach these
communities.

Secondly, Anglo recommends that voluntary, anonymous HIV prevalence
surveys be conducted at each operation, in co-operation with the unions,
to measure the extent of HIV infection. This will enable management
to understand, monitor and respond to the epidemic, particularly in
respect of prevention and care.

Thirdly, Anglo will facilitate mass voluntary HIV testing and counselling
(VTC) in a confidential setting. It will encourage every member of its
workforce, their families and the surrounding communities to be aware
of their HIV status. Special attention will be paid to schools, particularly
young women, because of the importance of preventing new infections
in these groups.

Recognising that most people will be prepared to take an HIV test only
if they stand to receive a benefit should they test positive, Anglo will
offer a care package which includes counselling and wellness
programmes, prevention of opportunistic infections, anti-retrovirals to
prevent mother-to-child-transmission of HIV, and a commitment to try
to find ways of providing managed anti-retroviral therapy for those
progressing to AIDS.

Anglo still has some way to go in getting the National Union of
Mineworkers (NUM) to come on board. Despite the fact that COSATU
backed the government in its court battle against the pharmaceutical
industry and is demanding that employers and the State improve access
to anti-retroviral drugs, the NUM remains sceptical of Anglo’ propo-
sals.

NUM HIV/AIDS co-ordinator Lenox Mekuto cautiously welcomes the
new strategy but raises several concerns. Chiefly, the fear that Anglo
wants to test everyone so it can close down units where HIV is rife, and
that it will fail to back up its commitment with hard cash. He also wants
to know what Anglo is doing about the lack of nutrition of mine canteen
food and the conditions in single-sex hostels, issues which he feels
impact on the rate of HIV incidence and progression among
miners. These things have to be considered before expensive drugs are
dished out, he says. He has a point, but Brink is nonplussed.
"If you want me to solve migration and AIDS you might be giving me
too tall an order," he says. "It’s easy to burden us down with issues and
to put obstacles in the way of progress."

COSATU has reacted far more positively, calling the move by SACOB
and Anglo "a huge step by the business sector" and acknowledging that
this is something that the federation has been fighting for. It has called
all other South African companies, especially large employers, to follow
Anglo’s example for the benefit of the economy.
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But clearly the NUM's co-operation will make or break the plan. Brink
agrees that the union will have to be consulted every step of the way
and that a shared understanding must be achieved.

There are many other potential pitfalls. For instance, what to do if a
miner on anti-retrovirals for life is retrenched or fired? And how to
ensure compliance, given that a drop to 95% compliance reduces anti-
retrovirals' effectiveness to 65% and raises the spectre of resistance?

"It would be grossly irresponsible to throw the drugs at people," says
Brink. "We have to have well-constructed programmes of care that are
managed, monitored and evaluated to make sure we don’t start creating
resistant strains of the virus and that we are using the right protocols."
To this end, Anglo will enlist the services of Aurum Health Research,
a medical research organisation developed by AngloGold. It will be able
to conduct multi-centre trials into different anti-retroviral regimens to
determine their clinical and cost-effectiveness.

"It’s tempting when you look at all the things that can go wrong to back
off and do nothing," says Brink, but Anglo is determined not to sit back
and wait for AIDS to cut a swathe through its workforce.

Despite not yet having the evidence to prove that the provision of anti-
retroviral therapy will be cost-effective, Brink says Anglo is convinced
that AIDS can be managed in a way that will not only look after its
business but also the health of its workers.

‘Men and HIV’: new publications from
Panos

Panos has brought out a series of four booklets looking at men and HIV
in four African countries. The countries covered are Swaziland, Malawi,
Zambia and Zimbabwe. The format of the booklets is similar. They
begin by describing the epidemic in the country and providing background
information. They then cover issues that are important in the specific
country, although, as might be expected there are many similarities
between the countries.

The back pages talk of changing men’s behaviour. Of great significance
is the idea that the definition of masculinity should change. "Men should
take responsibility for their own lives and share responsibility with their
partners for each other and their children. Negative aspects of masculinity
such as violence should be replaced with positive aspects such as care
and responsibility".

The booklets end with a list of contacts/resources for each country.
There is a a Panos office in Zambia which can be contacted for
further information. The details are Panos Southern Africa, Lusaka
Tel 260 1 290037

email general@panos.org.zm or Www.panos.org.zw



Nigerian prision authorities free HIV positive inmates

By Abiodun Raufu

The Nigerian prison authorities have started a programme of releasing
dying HIV positive inmates on humanitarian grounds. Already, a number
of HIV positive inmates have been freed, while there are plans to release
more as part of the overall effort to curb the spread of HIV/AIDS in
Nigeria's penitentiaries.

"Where you know there is nothing anybody can do, it is only right to
discharge them to go home to die with dignity," says Dr. Hassan Sabo,
a top Nigerian prison official who is also the chairman of the Sector
Critical Committee on HIV/AIDS in the country's prisons.

The most significant achievement is perhaps the fact that for the first
time, the country's prison authorities have admitted, after several years
of stubborn denial, that AIDS has not only penetrated its iron bars but
that it is on the increase. Prison officials have also removed the cloak
of secrecy over homosexuality in its prisons, admitting that homosexuality
accounts for over 90 per cent of HIV/AIDS transmission.

A survey is currently being conducted among the inmates in the 147
prisons in the country to determine the extent of homosexuality and
HIV infection in the prisons. "Homosexuality among the inmates is de-
finitely a major source of transmission of the disease," Sabo admits.
"We have a programme on the prevention of infection and treatment for
all those who have diseases. All those who have tuberculosis for instance,
all those who have opportunistic infections which worsen the problem
of AIDS in the prisons are being given proper treatment.”

Until 1996 when the Lagos-based Nigerian Institute of Medical Research
released the first scant but authoritative information about HIV infection
in Nigerian prisons, it was unusual to see media reports about HIV
prevalence among the country's prison population. According to the
Institute, in its 1996 report, prison inmates were responsible for 9.1 per
cent of the HIV sero-prevalence rate in the country, while one in 10 ex-
convicts are HIV positive. "It should be a matter of concern for all,
particularly the government that about one in 10 of the prisoners released
are potential spreaders of this infection," the report said. "This calls for
urgent policy action."”

If the aim of the institute was to direct attention to the issue, the info-
rmation failed to elicit any response. It didn't even provoke media
interest or a public debate. It may well have been that in a country
gripped by denial despite that over six million Nigerians have HIV, the
idea of HIV in prison is a brutal fact with which the populace find it
difficult to come to terms.

Government health officials claim that HIV in the prisons is an area
they have not studied as a result of which they don’t have figures to
give. Which explains why, when an update of the AIDS pandemic in
the country is done every year, the breakdown has never featured statistics
on HIV in prisons. Prison officials too carry on as if there is no HIV
in prisons and show unwillingness to discuss the issue.

"That issue is a no-go area," a top prison official, who pleaded anonymity,
once said. "And let me tell you that there is nothing like HIV in our
prisons.” But just how big is the problem of HIVV among Nigerian pri-
soners? Because, while there are no available statistics, there is clear
indication that the problem is serious and that it is getting worse by the
day.

"We are not aware of any comprehensive research that has been carried
out in Nigeria to assess the prevalence of HIV infection among pri-
soners," says Uju Agomoh, executive director of Prisoners Rehabilitation
and Welfare Action (PRAWA), the biggest non-governmental organisation
in the area of prison welfare in the country. "However we do know that
there are incidences of HIV and full-blown AIDS in some Nigerian
prisons. This we are able to attest to from eyewitnesses' accounts and
from some PRAWA's prison visits, verifications and problem assessment
tours. We are inclined to believe that the (HIV) cases have been on the
increase. There have been instances where the prison authorities have
released some inmates confirmed to have HIV or full-blown AIDS.
Sometimes they have tried to prevent infection through isolating the
victims in single or isolation cells."

A study conducted in two major Nigerian prisons in 1998 by Regina
Akpan and Dora Ofobrukweta, of Life Link Organisation, an NGO,
which specialises in prison reform, provided insight into just how
common homosexuality is among Nigerian prisoners. The study which
was conducted, surprisingly with the support of the country's prison
autho-

rities, was carried out in Kirikiri Maximum Security Prison in Lagos
in the southern part of Nigeria and Kano Prison in Kano in the northern
part of the country.

Of the 200 male prisoners surveyed in Kano Prison, 30 admitted to have
had sexual relationships with other male inmates. In Kirikiri, only 8 per
cent of the 200 prisoners said they had engaged in homosexual acts with
fellow inmates. Using a 28-item questionnaire, the researchers adopted
random sampling and interviewed only inmates who had spent more
than six months in jail. The mean age of the interviewed prisoners was
29 years. Unfortunately, the report was not publicly circulated.
"During the five years | was in Ikoyi Prison in Lagos, homosexuality
was a daily affair," says Johnbull, an ex-convict who gave only his alias.
"Many of the inmates talk about sex all the time and feel that if they
cannot have a woman, they will make do with a man. Nobody used
condoms and it is often between the strong big men and the weaker
ones." Not much is however known of the situation among the large
number of detainees in the various police cells across the country.
While homosexuality is known to be a common means of transmission
of HIV in the jail-houses, intravenous drug use is not known to be po-
pular among Nigerian prisoners. "The main drug frequently used in
prison is cannabis,” says Agomoh. "We do not have evidence to show
that intravenous drug use is a problem in Nigerian prisons. However,
with cannabis use and other psychotropic drugs, judgement can be
highly impaired which could result to bullying and lack of inhibition
towards homosexuality."

In 1995 alone, 905 inmates died of various ailments. In 1996, the death
figure fell to 655. But it is unclear how many of them died of AIDS-
related ailments and no figures are available for the past four years.
One major reason HIV has been spreading is due to ignorance on the
part of prison authorities and the inmates. Prison inmates are provided
neither condoms nor health education about the dangers of HIV. And
it doesn't appear that the prison staff knows better either. How much of
the vote will go for health services in the prisons is anybody's guess.
But it is easy to predict that none of it is likely to be spent on AIDS
prevention programmes in the prisons.

Abiodun Raufu is a freelance journalist based in Nigeria
(abiodunr@mail.skannet.com).



alters sexual behaviour. This may include increased participation in
homosexual activity. Unprotected receptive anal intercourse creates the
highest risk of HIV infection amongst sexual means of transmission.

Second only to unprotected anal intercourse, rape carries the highest
probability of HIV infection amongst heterosexual means of transmission.
The rebel army in Sierra Leone reportedly uses rape, as well as mutilation
and torture, as a weapon against civilians. Historically, rape has been
a corollary of war perpetrated by both conquering and retreating armies.
The risk of infection as a result of wartime rape is increased not only
because of the incidence of tearing and bleeding which occurs during
a forced or violent sexual act but also because the prevalence rate of
activated military personnel is much higher than that of the general
population. Recently, the United Nations estimated that as many as two
thirds of the Sierra Leone army could be HIV positive — an infection
rate many times higher than the national rate which is just under 3%.

HIV prevalence in areas of conflict in Africa is also affected by the
presence of foreign armies. Central and Southern Africa have much
higher infection rates than those in West Africa. HIV infection in Sierra
Leone is 2.99%, and in neighbouring countries of Guinea and Liberia,
the rate is 1.54% and 2.8% respectively. Troops sent to Sierra Leone as
part of peacekeeping missions have been drawn from countries such as
Kenya, where 1 in 4 adults is HIV positive.

The DRC has been the epicentre of a regional conflict involving countries
with widely varying HIV prevalence rates. UNAIDS has estima-
ted that HIV infection in the DRC is just over 5%. A recent editorial
in La Libre Afrique accuses the Zimbabwean troops of spreading HIV
in the DRC; an accusation which is not entirely unfounded given that
more than 25% of adults are HIV positive in Zimbabwe. However, if
prevalence rates are increasing as a result of foreign troops present in
the DRC, Zimbabwe cannot take all the blame. Infection rates in Rwanda
and Uganda are also higher than the DRC’s, at 11.2% and 8.3%
respectively.

The impact on HIV prevalence from the involvement of foreign armies
is not limited to the host country, however. While foreign troops from
highly infected countries could contribute to increased HIV prevalence
rates in the DRC, these soldiers are also likely to return to their native
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countries with a higher infection rate than when they left. For Angola,
where the HIV infection rate is relatively low at 2.78%, the impact of
troops returning from service in the DRC could be particularly dire.
Soldiers create specific additional risks for increased HIV transmission.
Muilitary conflicts will affect HIV infection in areas that do not directly
come into contact with military personnel. A country in a state of war
will experience a disruption of its normal social patterns and activities.
Displacement and refugees, negative economic growth, widespread
unemployment, uncontrollable inflation, as well as a general atmosphere
of instability, fear, and despair can also contribute to an increase in HIV
infection. In areas involved in conflicts stretching over several years,
the military may begin to recruit younger soldiers, even children, who
will thus be exposed to high risk behaviour at a much earlier age than
if they were growing up in a politically stable environment.

The disruption of normal social activity will lead to a number of social,
political, and health problems which contribute to increased HIV
infection. In addition, the ability of the government to respond to HIV
in times of political turmoil is significantly compromised. The priorities
of a wartime government will focus its resources on the military, and
the primary concerns of a contested government or one that is losing
the support of its people will be on issues of security and control. In
times of political instability, whether in the form of overt war or a crisis
of legitimacy, government services such as health and HIV education
are likely to suffer. An increase in untreated STIs, interruption of drug
treatment regimes, and the absence of HIV intervention programmes
will intensify any country’s HIV crisis.

Regardless of whether an African country is involved in a regional
conflict, or is simply struggling with conflict within its own borders,
the impact on HIV/AIDS infection will be a mutually compounding
force in a situation that is already spiralling downwards. More unstable
governments will mean more HIV, and more HIV will lead to more
instability, and in some cases, war. Clearly, the relationship between
HIV/AIDS and maintaining political stability is a critical issue for the
entire continent.

KC Goyer is a graduate student in the Department of Political
Science at the University of Natal. He has researched public policy
and HIV/AIDS.
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