PUBLIC HEALTH ISSUES AND AIDS IN SOUTH AFRICA  - THE ROLE OF MEDICINE  

INTRODUCTION 

Orthodox HIV AIDS scientists claim that the questions about the link between AIDS and HIV were settled in the late 1980s.  The proponents of this hypothesis denigrate all of the scientists and clinicians who question the assumption HIV = AIDS = DEATH.  

This dogma was repeated again at the World AIDS Conference in Durban in July 2000 and it was the cornerstone of the Durban Declaration. 1


To understand the tirades against President Mbeki in the media and from the orthodox scientists, one needs to examine the Durban Declaration.  The Durban Declaration and the immediate past history of South Africa under colonialism and apartheid will be examined.  I will focus specifically on the health care (or the lack of it) for black South Africans and the diseases encountered during that period.  My non selective approach, hopefully will enable us to critically examine the dominant bio-medical approach to Aids / HIV.  
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The Durban Declaration (July 2000) was enunciated as follows:  


· HIV/AIDS is rapidly spreading in Sub-Saharan Africa 

· 34 million people in the world were infected, and of these 24 million live in Sub-Saharan Africa 

· AIDS is sexually transmitted, and heterosexual intercourse is the main route of transmission in Africa.  

· Most HIV positive people will develop AIDS within 5 to 10 years.  

FORMATION OF PRESIDENT MBEKI’s AIDS ADVISORY PANEL  

President Mbeki’s questions and concerns:  

· How safe is Zidovudine (AZT) ?  

· Why is AIDS in Africa so vastly different from AIDS in Europe and the USA?

These questions were put to scientists in the MRC and in particular Dr. William Makgoba who failed to respond to the President.  

During 1999 the South African government came under increasing pressure from the AIDS activists both in South Africa and internationally to supply antiretroviral drugs, particularly (AZT) for the treatment of AIDS patients.  The scientists working on HIV in South Africa supported this.  The public perception was that President Mbeki and his government hesitated because of budgetary constraints, but this was not the main reason.  In fact the president had long been worrying about the ill health of the people, and had tried to understand why HIV/AIDS in Africa appears to differ so dramatically from that seen in Western countries.  

Incredibly, the international and South African media have repeatedly claimed that President Mbeki has said that HIV does not exists and that if it does it is not the cause of AIDS.  There is no evidence for this within South Africa and outside of it.  The media and those opposed to Mbeki have failed to produce the evidence to confirm this.  

President Mbeki raised his concerns openly about the safety and efficacy of zidovudine in Parliament on 30 October 1999, which evoked widespread tirades against him. At the forefront of the critics was the president of the South African Medical Research Council, Dr. M. W. Makgoba .  In an article entitled "Mbeki's Claims on AZT are Problematic" 2a, Michael Cherry, a zoology lecturer at Stellenbosch University and South African correspondent for the journal Nature criticised President Mbeki's stance on zidovudine.  Cherry concluded that Mbeki’s' stance was wrong, writing "President Mbeki's recent statement has caused immense public confusion ...". He quoted Dr. Makgoba as saying that he had “read nothing in the scientific or medical literature that indicates that AZT should not be provided.”  


A sequel to this was printed in the Sunday Times of 6 February 2000 under the headline: “Mbeki On Intellectuals Who Don’t Read Enough”.2b   Without identifying the lecturer by name but naming Makgoba as the professor in question Mbeki was quoted verbatim:

 “I wrote to the lecturer and said: ‘You know, it’s possible that you people haven’t read any such articles, please find enclosed an article published in 1999 in a very senior scientific journal’…I was very surprised when Cherry wrote back to me and said ’Mr. President, I will respond to you in a fortnight, I am afraid I don't know very much about this subject, I am going to consult a friend of mine’.”

Mbeki then concluded in a pointed reference to Makgoba as president of the Medical Research Council: “Well why did he write his article? What do you do if professors won’t read articles about subjects they write about?”  

In February 2000 it became clear that in his search for answers, the President was familiar with work by Duesberg and Rasnick in the USA, Papadopulos-Eleopulos of The Perth Group in Australia, Gordon Stewart in the UK and many others who questioned various orthodox views on AIDS.  Their questions had not become a part of the mainstream scientific discussion on HIV/AIDS dominated by conformists.  Under the circumstances President Mbeki decided to convene a panel of scientists of all persuasions to debate the difficult issues concerning HIV and AIDS in Africa.  The panel of 33 experts first met in Pretoria early in May; about 20 adhered to the orthodox views, we were among 11, who had various doubts and questions that needed answers.  It was the first time in 17 years that opposing views were presented face to face.  Both sides stated their positions.  

“DISSIDENT’ RECOMMENDATIONS 

· Devote the bulk of resources to the eradication and treatment of AIDS defining diseases, such as tuberculosis, malaria, enteric infections; the improvement of nutrition and the provision of sanitation and clean water.  

· Suspend the use of anti-retroviral drugs, which require additional complex treatments and give no long-term benefits.  

· Vigorously promote all forms of contraception to prevent STDs and unwanted pregnancies.  

· Suspend the dissemination of the psychologically harmful and false message that being HIV-positive is invariably fatal.  

· Suspend HIV testing until its relevance in the African context is proven.  

The orthodox scientists have until now made no recommendations of their own.


But the believers in the orthodox explanations were not prepared to have a real discussion, claiming that the issues had been settled in 1988 (although there had never been any debate).  The only positive outcome was that the participants began to get to know one another, and agreed to carry out some joint studies, which are now being designed [see Appendix].  The plan was to continue the debate on the Internet until the second meeting in July, just before the Durban conference.  The Internet discussions unfortunately were as one-sided as the first panel meeting: only the 'dissidents' posted contributions, the believers kept quiet.  


The second meeting in Johannesburg included many new participants, mainly on the orthodox side; Prof. Montagnier did not come - perhaps he had not recovered from the May 2000 encounter with 'dissidents' who questioned his hypothesis HIV causes AIDS.  The questions were repeated, and despite this added time they remained unanswered.  The request that the panel should agree on recommendations to the South African government was not met, though the hope is that efforts will continue.  There was strong agreement however that the proposed experiments must be performed; the results are expected in 2001.  All this happened just one week before the World AIDS 2000 Conference in Durban, an enormous media event that had little to do with science.  The hallmarks were faith, beliefs and orthodoxy.  The opening ceremony featured Christian religious choirs.  The 

pioneering missionaries of Victorian times - David Livingstone and Robert Moffatt - were there in spirit.  


Statistical data in all of Africa have been shown to be very unreliable since most AIDS patients are diagnosed on the basis of the Bangui definition (see below).  Prof. Makgoba produced his mortality data for South Africa during the panel debate in July; he suggested that they showed an enormous increase in death rates and claimed that this increase was related to HIV/AIDS prevalence.  His figures, illustrated with histograms appeared in the Johannesburg Sunday Times. 3  In South Africa in 1999, 337,000 people died - 175,000 men and 162,000 women – out of a population of approximately 42 million.  If we accept these mortality figures for South Africa the death rate is 0.8%.  Paradoxically this would represent the same death rate as that of the USA. This obviously cannot be true in view of our recent history of apartheid, and some key statistics from the Annual Surveys of Race Relations in South Africa will illustrate the point.4  These surveys were politically precarious under apartheid, and could not be made every year.

The first two tables concern infectious diseases: table I cases of TB; table II, three other diseases. The reports note that there has been under-reporting of black African cases due to conditions of Apartheid.   The ratio of Africans to whites in the population was about 7:1, and the absolute figures in the reports far exceed this ratio.

MORBIDIDTY AND MORTALITY IN SOUTH AFRICA 

Infant mortality within South Africa 

Some of the early reports go as far back as 1964.  

Prof. John Reid of the Durban Medical School, who took part in the 1966 survey, noted that 50% of black children in rural areas died before the age of 5.  His successor 

Prof. Moosa, also at Durban, reported that of black African school-age children 70% were underweight and 66% showed stunted growth.  He wrote  'under-nutrition and diseases associated with it are common in the black community'.  (From survey of Institute of Race Relations in South Africa 1966 & 1984).  Both professors repeatedly confirmed that at the time the commonest causes of death among the black infants were recorded as:  

· high fever 

· bronchopneumonia, 

Note that all of these are 

· dehydration and 

included in the Bangui 

· diarrhoea.  

Definition of Aids 

A point to note here is that all of these pre-date HIV/AIDS.  

In 1987-88 rural malnutrition was worse in South Africa than many other countries in Africa including Botswana, Swaziland, Zambia and Zimbabwe.  

Infant mortality per 1000 live births, 1953/44
	Africans
	Whites
	Coloured
	Asians

	210
	33
	134
	66


Infant mortality rate 1984 – 1998 

	
	1987
	1988
	1989
	1990 
	1991
	1992
	1993
	1994
	1998

	African 
	56
	55
	53
	51
	51
	50
	50
	49
	47

	White 
	12
	13
	9
	9
	9
	9
	8
	8
	11


Kwashiokor: reported cases, 1964/54
	Africans
	Whites
	Coloured
	Asians

	13,358
	‘negligible’
	410
	40


Percentage of children under 12 with stunted growth (including kwashiorkor) 19884

	South Africa

	
	Neighbouring countries
	

	Eastern Cape
	58%
	Mauritius
	21%

	Northern Cape
	80%
	Swaziland
	10%

	Transvaal
	49%
	Zambia
	19%


TUBERCULOSIS and OTHER DISEASES 

The burden of TB in South Africa continues to account for major morbidity and mortality.  In 1998 there were 71 303 reported cases of TB of which 73% were Africans and 1% white (South Africa survey 1990 – 2000).   The MRC accepts that there is as much as 50%  of under reporting of TB cases.  The MRC also states that 50% of all TB cases in South Africa are HIV positive.  A number of scientists accept that the ELISA is most unreliable in the diagnosis of HIV – in South Africa the ELISA is widely used.  Kashala and colleagues have stated that there is a very high rate of HIV-1 false positive ELISA and WB results”, that ELISA and WB results should be interpreted with caution when screening individuals infected with M. tuberculosis or other mycobacterial species” and the ELISA and WB may not be sufficient for HIV diagnosis in AIDS endemic areas of Central Africa where the prevalence of mycobacterial diseases is quite high”5   

It has also been stated that by 2002 the number of estimated TB cases would more than double because of HIV infections according to the Department of Health.  The Medical Research Council predicted that TB infection rates would increase fivefold by 2005 – and this is blamed on HIV.  Interestingly there is no reference to the major disabilities I have listed suffered by African people.  (South Africa Survey 2000/2001- South African Institute of Race Relations Johannesburg 2001).  

Tuberculosis: reported cases, 19684

	Africans
	Whites
	Coloured
	Asian

	61,292
	921
	7,481
	990


Leprosy, polio and typhoid: reported cases 19644
	
	Africans
	 Whites
	Coloured
	Asians

	Leprosy 
	501
	6
	20
	5

	Polio
	86
	2
	15
	4

	typhoid
	3,027
	74
	123
	19


IMMUNOSUPPRESSION 

It must be pointed out that the predictions for the USA and Europe with regard to the epidemic of HIV/AIDS have mostly been exaggerated, and frequently wide off the mark.  

The predictions were wrong because they were based on wrong assumptions.6  There has been no European or American epidemic of HIV AIDS.  In Africa (and other parts of the world) malnutrition, autoimmune diseases, thymoma, and drug therapy (e.g. with corticosteroids) have been associated with CD4+ T-lymphocyte depletion; a transient fall in CD4+ T-lymphocyte count seems to be frequent in some infectious diseases.  A WHO report noted that 'more prolonged CD4+ T-lymphocyte depletion has been reported in some patients as a response to severe infections with cryptococcus, histoplasmosis, tuberculosis, and certain bacteria'.7   With regard to South Africa the overwhelming numbers of those who are immunosuppressed are African people.  The main explanation for their immunosuppression is not HIV/AIDS but the repeated insults to the body in the figure that follows shortly.  

HIV / AIDS preoccupation with biomedicine / the role of medicine 

Medical doctors and most other health professionals find it difficult if not impossible to deal with health-related issues without medicalising them. HIV/AIDS orthodoxy claims with little substantiation that what we are seeing in Africa since 1983 is new.  You will recall the statements of Professors Reid and Moosa whose research showed that 50% of black children die before the age ot five and showed stunted growth. These findings were long before the emergence of HIV/AIDS in the middle 1960s.   

In South Africa my view is that immunodeficiency is strongly correlated with:

· poverty

·  malnutrition

·  poor sanitation

·  urban squalor

·  rural and urban unemployment.  

I suggest that the above factors largely explain the immunodeficiency that we

See in South Africa.


South Africa has just emerged (1994) from a period of racism and colonialism where human rights were the exclusive preserve of white folk.  Britain overthrew feudalism in the mid 17th century, but the misery and exploitation of the disadvantaged and working classes continues even today.  How then can we expect South Africa to be any different within six years when it has taken Britain and France some three hundred years to get where they are today?   

We have now had almost twenty two years of HIV/AIDS, and because of the almost exclusive biomedical approach, other questions are not being asked as frequently as they should.  Doctors in Africa appear to have forgotten that many of the sick they encounter have always satisfied the Bangui definition, even long before HIV.  Indeed undergraduate medical students and qualified health professionals read from their recommended manuals that immunodeficiency may be caused by malnutrition.  In Africa, the problem may even be worse than malnutrition - i.e. "chill penury" absolute hunger (destitution and poverty).  The current President of South Africa (Thabo Mbeki) repeatedly refers to all these factors suffered largely by black Africans.  For taking this position and enunciating it , the media dubbed him the “bete le noir” for showing his concern on these issues which affect his people.  

Figure 1 represents what has been termed Nutritionally Acquired Immune Dysfunction Syndrome (NAIDS).8 It has been broadened to include several other known conditions which lead to immunodeficiency.  It is known that starving and malnourished children mostly exposed to poor environmental conditions are particularly susceptible to respiratory and gastro-intestinal infections and septicaemia.

FIGURE 1

IMMUNODEFICIENCY







Under these conditions herpes simplex, tuberculosis, staphylococcal infections and shigella dysentery occur very frequently. 

· Oral candidiasis, 

· protozoan E histolytica, 

· liver abscess, 

· pneumocystis carinii which may cause a progressive and lethal pneumonia.  All of these may occur in the same patient. Other parasites such as roundworms and hookworms are also encountered.  All this is clearly stated in Paediatrics and Child Health recommended for third world countries.8
Social and environmental factors

Historically in South Africa, black African people as a rule have suffered and continue to suffer numerous disabilities, which affect their health.  Alert visitors from foreign lands invariably ask the question “why are there no black Africans in South African restaurants?”  The answer to this question is simple:  

· poverty 

· sub-standard housing 

· over-crowding 

· contaminated water - in January 2000 the Minister for Water Affairs Mr. Ronnie Kasrils informed Parliament that 21 million South Africans (black) have no access to water 

· poor sanitary conditions 

· high rates of unemployment 

· psycho-social stress 

· physical violent crimes 

· family destruction and dysfunction 

· "parentless" children (street children) – frequently assumed to be the so-called AIDS orphans.


The decline in mortality rates relating to TB, Whooping cough (pertussis) and measles in England and Wales had very little to do with the advance of medical science.   In 1840 it was estimated that the mortality rate from TB in England and Wales was 4,000 / million.  This was long before the introduction of chemotherapy against TB in 1945.  It should also be remembered that there was no vaccine (the BCG)  to account for this rapid decline in TB mortality.  A similar picture has been shown for New York state (USA) at the end of the 19th century and the beginning of the 20th century.  The decline in death rates can only be explained by increased immunity of the populations resulting from attention to the following social and environmental factors9 

· housing and reduction in urban squalor

· employment and reduction in family size 

· improved nutrition due to reduction in poverty

· clean water 

· improved sanitation

· smaller families 

What is amazing today is that both orthodox health professionals and many HIV / AIDS dissidents either ignore these aspects or may not be aware of them – hence they claim that they are seeing a new disease (HIV/AIDS). In February 2001 Ronnie Kasrils, South Africa’s Minister of Water Affairs and Forestry stated that “about 21 million mostly rural South Africans had no access to sanitation”  (The Star - Johannesburg, 14th February 2001).10   It is not surprising that cholera and diarrhoeal diseases are endemic in many parts of Southern Africa.   

In conclusion it would be fair to observe that in the early year of AIDS, orthodox scientists marketed the “new deadly virus” supported by Britain, France and the USA such that dissenting views were described as heresy or insane. “Today the silence may owe as much to the power of commercial and pharmaceutical interests, along with embarrassment over the failures of AIDS science, as to any altruistic motives.  Perhaps also it is easier on the West’s conscience to keep blaming an epidemic of a “deadly new virus” for an increase in immune deficiency in less developed countries than it is to acknowledge the effects of worsening poverty consequent on economic restructuring”11 crippling debt, and the after effects of decades of socially destructive colonialist and imperialist policies towards black people such as those seen under the apartheid regime.  
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