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n their recent article, ‘Male circumcision  is not the

‘vaccine’ we have been waiting for!’, Green et al.

claim that the incorporation of male circumcision

(MC) as an additional HIV prevention strategy is

based on ‘incomplete evidence, and is premature and ill

advised’ [1]. The authors attempt to refute a prior article with

a similar title published in the same journal, which urged

immediate action to implement safe MC

services based on the scientific evidence

for HIV prevention and other aspects of

reproductive health [2]. We respond as

follows to the various claims in the paper

by Green et al., according to their main

allegations:

‘Recommending MC is both premature

& ill-advised’

On the contrary, there is overwhelming

scientific evidence of the efficacy of MC for

HIV prevention. Given the urgent need to

confront the HIV epidemic devastating

some parts of Africa, and following

disappointing results of many other

prevention strategies [3-5], several ethical

analysis have concluded that it is unethical

not to offer heterosexual men at risk of

exposure to HIV infection access to safe,

voluntary circumcision services [6-8,101].

‘Early termination of the randomised controlled trials’

All three of the randomised, controlled trials (RCTs) were

terminated early by their independent data monitoring

committees because the high level of efficacy (approximately

60%) in each of the three trials meant it was no longer

ethical to deny circumcision services to the men in the

control arms [2,6-13,101]. As Green et al have suggested, large

Male circumcision is an efficacious, lasting
and cost-effective strategy for combating

HIV in high-prevalence countries
treatment effects resulting in trial termination may

overestimate  the true treatment effect. There are, however,

a number of reasons why early termination of these RCTs

is unlikely to have biased the trial results [13]. First, all three

trials had conservative predetermined stopping rules that

were met in each case. Second, the consistency of the results

and the indication of a somewhat stronger effect of the

intervention over time in two of

the trials argue that, if anything,

the early stopping may have

underestimated the effect. Third,

the risk of overestimating the

treatment effect decreases

when the number of events is

at least approximately 200,

which was the total number of

events in the RCTs [14]. Finally,

the observed effect in each of

the MC trials was not larger than

expected, but was virtually

identical to that seen in many

previous observational studies

[2,13,15-17].

‘The durations of the

experiments were short’

Green et al. cite the Kenyan trial

data from the 18-24  month

period during which HIV risk was

similar in the intervention and control arms [1]. By contrast, in

the Ugandan trial, impact became stronger over time, with

a rate ratio of 0.25 (95% confidence interval [CI]: 0.05-0.94) in

the 12-24 month period [11], and a similarly stronger effect

over time was observed in the South African study [9,13,18].

Such sub-group analyses should be interpreted cautiously,

I
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E D I T O R I A L

We are confident that the recent

appointment of Mr. Michel Sidib, who

has 27 years experience in public

health and as Assistant Secretary

General of the United Nations will

promote our cause.  He has been the

driving force behind promoting

Universal Access to HIV prevention,

treatment, care and support and has

a strong personal history in

encouraging both civil society and

PLHIV involvement. His links with Africa

are strong and we are confident that

he appreciates the need for special

attention to the problems of women

and girls on the continent.

More than 60% of people living

with HIV in Africa are women, and

young women in southern Africa are

six times more likely to be HIV positive

than are young men. As a result of the

epidemic, an estimated 11.4 million

children under age 18 have lost at least

one parent. The UNAIDS report for 2008

indicates that the problem of TB

remains  serious, with well under  40%

of people co-infected with HIV and TB,

receiving treatment for both infections.

This highlights once again the urgent

need for the integration of HIV and TB

treatment in the region, for between

22% and 70% of TB cases in Africa occur

in people who are HIV positive.

On the brighter side,our News

Plus article  confirms that both MDR

and XDR TB are treatable if we devote

adequate resources to dealing with

them, as well as targeting those with

HIV for TB prevention and early

detection: an important message for

governments and health workers in

the region. We also take this

opportunity to thank the NEJM for

allowing us to reproduce this very

important article. We also highlight

the shortcomings of the ABC

approach and the fact that it caters

only for primary prevention, offering

nothing to those already infected.

This ties up with the book reviewed

in this issue which looks at the

politics of prevention which

highlights the ABC strategy for its

unfortunate tendency to portray HIV

as a moral issue, transmittable only

through (dubious) sexual activity.

The SAVE approach, which

incorporates the useful aspects of

ABC is at once more holistic and less

moralistic and will hopefully soon

take its rightful place as the foremost

prevention strategy.

Save the Children once again

highlights the plight of widows and

orphans, not only bereaved by HIV and

AIDS, but often left homeless and

penniless too. Governments across the

entire region need to put their weight

behind the inheritance laws that have

been drafted, but are not yet being

implemented by those who need

them most.

The past year has been a challenging year for those in the region

working in the field of HIV.  Not least is the constant threat of reduced

funding, a spectre raised in June 2008 when the G8 summit withdrew

their commitment to specific targets for spending on HIV. This

seemed to tie in with an increasingly vocal group arguing that the

AIDS crisis was exaggerated and that expenditure on AIDS was

money taken away from basic health care. While we must agree

that the threat of endemic HIV seems to have retreated in most of

the northern countries, southern Africa is still held fast in it’s deadly

grip. We align ourselves with those activists who believe that rather

than a diversion, HIV funding is the lever we can use to ensure basic

primary health care for all Africans. We are encouraged by Ban Ki

Moon’s statement that “in countries where adult HIV prevalence is 15%

or greater, nothing short of a full-scale mobilisation across society will

successfully address the problems posed by HIV.”

MORE THAN 60% OF
PEOPLE LIVING WITH

HIV IN AFRICA ARE
WOMEN, AND YOUNG
WOMEN IN SOUTHERN
AFRICA ARE SIX TIMES
MORE LIKELY TO BE HIV

POSITIVE THAN ARE
YOUNG MEN.
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Male circumcision...

however, since the trials were not powered to look at

impact in subintervals. Biologically, there is no reason

why the protective effect of foreskin removal would

decline over time, and ecological data from Africa and

south/southeast Asia supports this, with countries in

which MC is universally practiced, often very early in life,

consistently having much lower HIV prevalence than

countries where MC is uncommon [2,13,19-22,102,103]. Similar

patterns are also seen within countries; for example,

circumcised men in the Eastern Cape of South Africa

were found to have 60% lower HIV prevalence than

uncircumcised men in the same region [23].

‘No long-term follow-up has been or can be done’

On the contrary, the Kenyan

and Ugandan cohorts are

being actively followed and

data will be available for up

to 5 years of follow-up. The

Kenyan trial has now

reported results extending

to three and a half years of

follow-up and found that the

59% protective effect of MC

has been sustained and

apparently increased to

approximately 65% [104]. A

recently published study

from Kenya found no

increase in reported risky

behaviour among the men

randomised to MC [24].

Additionally, MC services are

now being provided more

broadly in all three of the

study communities, with

knowledge, perceptions, behaviours and HIV infection rates

being carefully studied.

‘A large number of participants were lost to follow-up’

Each trial achieved over 90% of its expected study visits,

and there is no evidence that those with incomplete follow-

up had a different risk profile. Furthermore, those men who

missed their visits also contributed person-years to the

analyses during follow-up [9-11,13].

‘Many infections appear to be from nonsexual sources’

This theory has been thoroughly repudiated by the WHO

and virtually all reputable scientists [25,26]. HIV infections

among men reporting no sexual behaviour activity or

100% condom use were most likely due to under-

reporting of sexual behaviour, given that the vast majority

of adult HIV infection in sub-Saharan Africa results from

sexual transmission [26,26]. For example, the unreliability

of self-reported sexual behaviour was revealed in the

Ugandan MC trial, in which 561 men reported never

having had sex, and yet 49 (8.7%) of these individuals

were seropositive for herpes simplex virus type 2, an

infection that is transmitted nearly exclusively through

sexual activity [Gray R, Pers. Comm.].

‘Conflicting results from observational studies’

On the contrary, a systematic  review and meta-analysis of

27 observational studies found strong and consistent

evidence that circumcised men were at significantly reduced

risk of HIV, and in 15 studies that adjusted for potentially

confounding factors, the association was even stronger [15].

This result is consistent with numerous other observational

studies [13,16,17,21,102,103]. It is important to note that, since

MC status is often associated with particular patterns of

behaviour, results from observational studies should be

adjusted for potential confounding factors.

Recent Demographic and Health Survey (DHS) data

from some countries do not show higher HIV prevalence

in uncircumcised men [1,27]. Although this appears puzzling,

it is important to remember the limitations

of this type of data for assessing associations.

These include misclassification of self-reported

MC status [28], distinct features of

uncircumcised men (such as inhabiting very

remote regions) in countries where MC is

almost universal, the situation that in countries

where MC is traditionally practiced most men

get circumcised for medical reasons (typically

recurrent STIs) and so are at higher risk of

becoming or already having become HIV

infected [29], and lack of adjustment for other

confounding factors. For example, after

adjusting the 2003 DHS data for sexual

behaviour in Kenya, an 11-fold higher HIV

prevalence in uncircumcised men became

apparent [102]. And in some parts of Africa,

Lesotho  for example, ‘circumcision’ refers to

having been culturally initiated in the

traditional coming-of-age rituals, even though

in most cases little if any foreskin removal

actually occours [105]. Ultimately, findings from

RCTs are the accepted ‘gold standard’ of scientific evidence

in public health, and thus they are more convincing than

apparently conflicting observations from some cross

sectional studies including the DHS (in which other proven

HIV co-factors, such as condom use, are similarly often not

associated with HIV prevalence, due to confounding

variables [30]).

‘MC status is irrelevant after accounting for the number

of HIV-infected sex workers’

This argument has no scientific credibility. The Talbott paper

cited by Green et al. contains no data on MC itself, and has

been categorically dismissed by the WHO [31] and systematically

rebutted by 27 international HIV researchers [103,106-110].

‘Lack of risk calculation’

Calculation of the HIV incidence per sexual exposure would

rely on study participants accurately reporting the number

of times they have been exposed. The validity of such self-

reports is questionable, and the notion that the participants

had ‘not given fully informed consent’ because they were

not informed (at the beginning of the study) about the per-

incidence risk of exposure, which can only be ascertained

post facto, is incongruous.

A RECENTLY PUBLISHED
STUDY FROM KENYA

FOUND NO INCREASE IN
REPORTED RISKY

BEHAVIOUR AMONG THE
MEN RANDOMISED TO

MALE CIRCUMCISION (MC).

Continued from page 1



SAfAIDS_News_3_2008_Prnt 3/11/09 3:28 PM Page 4 

Composite

C M Y CM MY CY CMY K

V O LU M E  1 4  -  I S S U E  3  >  2 0 0 804

‘Other unconsidered factors’

Green et al. claim that men in the trials were provided

incentives to participate, and thus the results cannot be

generalised to the real world. Providing compensation for

transport and other expenses is standard practice in all RCTs

and does not invalidate the results [6,111]. MC is a voluntary

procedure, performed with informed consent on men who

desire it; thus the trial results obtained under such conditions

are applicable to consenting men in similar high HIV-

prevalence settings. That some men in both study arms

(though much more so in the control arms) still became

infected despite the ‘repeatedly reinforced’ counselling

messages, provision of condoms and free health-care

highlights the critical need for effective HIV prevention

strategies such as MC in addition to promotion of behaviour

change [2-5,13,21,102,103].

‘MC could lead to increased HIV transmission’

The Rakai, Uganda trial of MC in HIV-positive men that Green

et al. cite in fact did not find a significantly increased risk of

HIV transmission to their female partners (relative risk: 1.59;

95% CI: 0.7-4.3) [32]. Risk was highest among the female

partners of circumcised men in couples who resumed sex

before wound healing (27.8%), but was similar between

female partners of circumcised men who did not resume

sex before wound healing (9.5%) and the partners of

uncircumcised men (8.8%) [32]. We certainly share the concern

of Green et al. about possible expansion of unsafe

circumcision practices, and hence we strongly advocate

adequate provision of safe medical MC practices in order

to meet the growing demand in high HIV-prevalence regions

of Africa [2,4,13,21].

‘Risk compensation’

Although there was no evidence of a ‘false sense of security’

or ‘risk compensation,’ which may occur with virtually any

public health intervention [33,112] during any of the MC trials

[9-11,13,24] or in a recent Kenyan study of a ‘real-world’

community clinic setting [34], it is essential to develop

communication strategies to ensure that clear and consistent

messages are disseminated and that MC is promoted within

the context of broader HIV prevention strategies

[2,4,13,33,34,112,113].

‘Complication rates’

Non-life-threatening and treatable complications (mainly excess

bleeding and wound infection) were reported by fewer than

4% of trial participants in South Africa and Kenya, among the

over 5,000 men circumcised in the three RCTs, no serious or

permanent complications were reported [9-11,13]. Studies of

neonatal MC in the USA and Israel report complication rates

below 0.5%, consistent with the American Academy of

Paediatrics Circumcision Policy Statement [35-38]. Very few

complications have, moreover, been reported in the Middle

East, North and West Africa, where MC is almost universal [105].

‘Cost of MC’

It is not possible to compare directly the cost of condoms

to the cost of MC. MC is a reliable once-off, permanent

procedure and, unlike condoms, requires no ongoing user-

adherence. One circumcision procedure is estimated to cost

US$30-60 in Africa, and neonatal MC usually costs only

about a third of this [39,40]. Various modelling studies show

MC to be not only cost-effective but also cost saving, at

between US$100 and US$900 per infection averted in

medium-to-high HIV prevalence settings, depending on a

number of factors including the population HIV incidence

and time horizon considered [39-42]. Furthermore, models

predict that more rapid scale-up of MC would result in even

higher cost-effectiveness [39,40].

‘Unethical medical practice’

Neonatal and young boy circumcision is common in most

African cultures (both Muslim and predominantly Christian)

[19,105] and was never an imposition of the West. On the

contrary, historically MC was practiced in nearly all of Africa,

and in many parts of southern Africa, such as Botswana, it

was largely the influence of European missionaries – who

deemed traditional initiation rites as ‘pagan’ – which led to

the gradual abandonment of such rituals that included MC

[2,112,114]. Over a dozen studies among previously non-

circumsising groups in nine sub-Saharan African countries

have found MC to be widely acceptable [43,44,112]. As

mentioned previously, several recent ethical analyses have

concluded that it is unethical to deny safe MC services in

high HIV-prevalence settings [6,101], and guidelines have been

developed by WHO/UNAIDS and other organisations for

implementation of safe, voluntary MC services [45,101,112,113].

‘More effective prevention strategies available’

No other intervention against sexually transmitted HIV has

been confirmed to be efficacious in multiple RCTs. More

than 25 years into the global epidemic, additional HIV

prevention strategies, such as MC, are urgently needed [3-

5,112]. Modelling studies as well as real-world ecological data

indicate that scale-up of MC in many regions of southern

Africa is very likely to prevent millions of new HIV infections

in African women as well as men [2,4,13,19-22, 39-42, 46, 102, 103].

‘Male circumcision & HIV in the USA & Europe’

The main modes of HIV transmission in the USA have been,

historically, sex between men and injecting drug use. MC

obviously has no impact on the latter and, although it
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probably offers some protective effect in men engaging in

insertive anal sex, it will not directly protect men who

practice receptive anal sex, which is the main route of

infection in men who have sex with men. It is therefore not

surprising that HIV rates are generally higher in the USA

than in most European countries, despite higher MC rates

in the former [47]. That said, it is noteworthy that the

proportion of heterosexual transmission due to female-to-

male (as opposed to male-to-female) infection appears to

be far higher in Europe than in the USA, consistent with the

influence of MC [47,48].

‘Other important confounding factors exists’

RTSs are designed to control for confounding factors. The

issue of generalisability is addressed by the fact that the

three trials were conducted in different regions of Africa, in

different settings (urban, rural and peri-urban), and among

different age groups, yet resulted in remarkably consistent

findings [13].

Conclusion

In summary, the proven efficacy of MC and its high cost-

effectiveness in the face of a persistent heterosexual HIV

epidemic argues overwhelmingly for its immediate and

rapid adoption, especially in high HIV-prevalence settings.

The benefits of MC are clear: it is a once-off, effective

procedure that is unusually culturally acceptable and sought

after in many parts of Africa [2,13,43,44,112]. In addition, MC

provides a rare and important opportunity to access a hard-

to-reach population – sexually active men at high risk of

HIV exposure – with a potentially life-saving intervention

combined with behaviour change messages, HIV testing

and counselling services, condom provision, STI screening

and treatment, and links to reproductive health and other

gender-related matters [27,334,112,113].

As more and more people in sub-Saharan Africa become

needlessly infected with HIV, the time has come for urgent

and decisive leadership, not circular and unscientific

arguments about an intervention whose efficacy has been

proven beyond a reasonable doubt [49,50]. As with other

previously ‘controversial’ topics, such as the link between

cigarette smoking and lung cancer (or more recently

between carbon emissions and climate change), it is time

to move beyond debating the merits of this evidence in

professional journals and other legitimate communication

outlets and to start implementing effective programs for

safe, voluntary MC and reproductive health in high HIV-

prevalence regions.
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Southern Africa remains the epicentre of the HIV

epidemic with a prevalence rate of approximately 11% as

compared to the global average of 1%. About 40% of all

people living with HIV and AIDS are in southern Africa.

Studies show that even in the era of AIDS treatment, HIV

prevention remains a big challenge. In 2006, a Southern

African Development Community (SADC) think tank meeting

in Maseru, Lesotho identified multiple and concurrent

partnerships (MCP) between men and women with low

consistent condom use and in the context of low levels of

male circumcision as key drivers of the HIV epidemic in

southern Africa. Following these developments, the Soul

City Regional Programme (SCRP) is embarking on a three

year HIV prevention campaign which aims to reduce new

infections in the region by focusing on reducing MCP.

The SCRP, which started in 2002, consists of partner non-

governmental organisations (NGOs) in ten southern African

countries. The countries are Botswana, Lesotho, Malawi,

Mozambique, Namibia, South Africa, Swaziland, Tanzania,

Zambia and Zimbabwe. The programme aims at promoting

health and development through health communication

and capacity building. The regional programme uses the

power of mass media (television, radio and print), social

mobilisation and advocacy, to effect social change in each

country. The SCRP is research based and focuses on the

issues, concerns and practices of the target audience.  All

SCRP interventions are evaluated.

This research was designed to inform the development

of a campaign and campaign materials aimed at reducing

MCP. Research was conducted in each of the ten countries.

The primary aim of the research was to gain insight into

audience understanding, attitudes and practices around

sexual relationships in the context of HIV prevention.

Research methodology

A total of 179 focus group discussions and 116 in-depth

interviews were conducted in the ten countries. Separate

group discussions were held with men and women of

different ages living in a variety of different contexts, both

urban and rural.

Further, in-depth interviews were conducted with men

and women of all ages who were, or had been involved in

MCP.

The interviews were recorded electronically and

translated and transcribed verbatim. Data was analysed

thematically within the audience segments in each country

before the country reports were written.

Meta-analysis of the country-specific findings was

performed by identifying common and unique themes in

each country before this report was written.

RESEARCH RESULTS

Meta-analysis of the country results showed marked

consistency in all ten  partner countries in terms of

perceptions, attitudes and practices around sexual

relationships across gender and age.  However, in certain

countries some issues were more pronounced than others,

and there were some differences in how respondents

presented the issues.

Forms of Multiple Concurrent
Partnerships

Research participants reported several different forms of MCP:

Steady Partner and other `side’ partners

 In all countries, respondents talked about a relationship where

a person has a ‘steady’ or love partner and ‘other’ partners.  The

`other’ partners are often kept secret and the relationship

exists to satisfy sexual, material or emotional needs.

Intergenerational sexual relationships

These were explained as relationships where young people

– especially girls  – entered into sexual relationships with

older men (`sugar daddies’). In a few instances, relationships

between older women and young boys were also reported.

Young people were said to engage in these relationships

for material gain, their actions being driven by peer pressure

to acquire various high-status items, and by poverty.

Transactional sexual relationships

Most of the MCP had monetary or material benefits attached.

This was especially prominent in the cases of ‘sideline’

relationships and intergenerational relationships where research

showed that female partners generally became involved in

such relationships for material benefits.  Research participants

classified sex work and `one night stands’ in this context.

Polygamy

The institution of polygamy was discussed in the context

of culture and social norms. Participants talked about

polygamy as a cultural institution that allows multiple

partners. Men, in particular, use the practice to justify their

multiple relationships.

Multiple and Concurrent Sexual Partnerships
in Southern Africa:

a summary of findings from a ten-country research project*

by Michael Jana, Mzwethu Nkambule and Dorothy Tumbo on behalf of the Soul City Regional Programme and Research Unit.
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Reasons for Multiple Concurrent
Partnerships

Participants reported a range of reasons for their involvement

in MCP.

Dissatisfaction in relationships

Many participants talked about being sexually dissatisfied

with their ‘steady’ or ‘love’ partners. Men and women

discussed looking for variety, sexual adventure and specific

physical characteristics in additional partners.

Respondents generally spoke of a lack of communication

between partners on sexual issues in relationships. This lack

of communication contributes to sexual dissatisfaction.

Participants identified physical abuse, domestic discord,

emotional abuse and neglect, and financial neglect by a

spouse, as reasons for seeking out other partners.

Culture and social norms

Participants claimed that cultural norms encourage men to

have more than one sexual partner. Communities often

celebrate men who are in relationships with more than one

partner and condemn women who do the same.

Cultural norms further require that women submit to

men’s authority. Respondents identified how strict

socialisation ensures that people accept cultural norms,

values and practices that promote MCP.

Money and material possessions

Interviewees spoke of poor people becoming involved in

MCP in order to survive. Other people have multiple

relationships to get money for luxuries.

Alcohol

Alcohol was identified as contributing to MCP.  In general,

increased sexual activity was reported in bars.  Participants

said that when one is drunk, one has to have sex. Participants

also said they are more likely to have sex without a condom

when they are drunk.

HIV and AIDS

Knowledge about HIV and AIDS

Participants are knowledgeable about HIV and AIDS, though

this knowledge can be superficial. People generally know

how HIV is transmitted and how to prevent transmission,

but this knowledge does not necessarily inform different

sexual practices.

Inconsistent use of condoms

The knowledge of condom use as a preventive measure

also did not match with the practice of consistent, correct

condom use. The fact that people `trust’ their long-term

sexual partners means that they do not consistently use

condoms in medium to long-term relationships.

Fatalism

Many participants were fatalistic about contracting HIV,

saying that they were resigned to becoming infected and

that `everyone will die anyway.’

Summary

Overall research findings reveal common reasons for multiple

concurrent partnerships among people in the ten countries

of this study.  Most of these reasons are driven by gender

inequality and cultural social norms that create a context

for MCP.  Transactional sex and alcohol also play important

roles. These findings will be the basis of a region-wide

campaign to be implemented locally in the ten countries

* For a copy of the research report on which this summary
is based, please contact Soul City distribution centre:
0860115000
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Let us start right here, this morning, by setting out the

ten plainest reasons why criminal laws and criminal

prosecutions make bad policy in the AIDS epidemic.

FIRST: criminalisation is ineffective.

These laws and prosecutions don’t prevent the spread of

HIV.  In the majority of cases, the virus spreads when two

people have consensual sex, neither of them knowing that

one of them has HIV.

SECOND: criminal laws and criminal prosecutions are a

misguided substitute for measures that really protect

those at risk of contracting HIV.

Rather, what we need is effective prevention, protection

against discrimination, reduced stigma, strong leadership

and role models, greater access to testing, and, most

importantly, treatment for those who, today, are

unnecessarily dying of AIDS.

Criminal laws and prosecutions will not provide for this.

 What they will do, instead, is continue to distract us from

reaching our goals of ending deaths, stigma, discrimination

and suffering.

THIRD: far from protecting women, criminalisation

victimises, oppresses and endangers them.

In Africa, most people who know their HIV status are female.

 This is because most testing occurs at ante-natal healthcare

sites.  The result, inevitably, is that most of those who will

be prosecuted because they know – or ought to know –

their HIV status will be women.

As the International Community of Women Living with

HIV and AIDS has pointed out, many women cannot disclose

their status to their partners because they fear violent

reactions.  If a woman in such a position continues a sexual

relationship (whether consensually or not), she risks

prosecution under the African model statutes for exposing

her partner to HIV (even when she does not pass HIV on to

him).   Under this ‘model law’ adopted by many countries

in east and west Africa2, a person who is aware of being

infected with HIV must inform  ‘any sexual contact in advance’

of this fact.  But the law does not say what constitutes ‘any

sexual contact’. Is it holding hands?  Kissing?  Or only more

intimate forms of exploratory contact?  Or does it apply only

to penetrative intercourse?  The law does not say.

FOURTH: criminalisation is often unfairly and selectively

enforced.

Prosecutions and laws single out already vulnerable groups

like sex workers, men who have sex with men and, in

European countries, black males.

FIFTH: criminalisation places blame on one person

instead of responsibility on two.

This is a hard but important thing to say.  HIV has been

around for nearly three decades and during this time, the

universal public information message has been that no one

is exempt from it.  So the risk of getting HIV (or any sexually

transmitted infection) must now be seen as an inescapable

facet of having sex. The risk is part of the environment, and

practical responsibility for safer sex practices rests with

everyone who is able to exercise autonomy in deciding to

have sex with another.

The person who passes on the virus may be ‘more guilty’

than the person who acquires it, but criminalisation unfairly

and inappropriately places all the ‘blame’ on the person with

HIV.  It is true that the subordinate position of many women

makes it impossible for them to negotiate safer sex.  When a

woman has no choice in matters of sex, and gets infected, her

partner unquestionably deserves blame.  But the fact is that

criminalisation does not help women in this position.  It simply

places them at greater risk of victimisation. Criminalisation

compounds the evil, rather than combating it.

SIXTH: these laws are difficult and degrading to apply.

This is because they intrude on the intimacy and privacy of

consensual sex.  Where sex is between two consenting adult

partners, the apparatus of proof and the necessary

methodology of prosecution degrade the parties and

debases the law.

A pertinent example of this scenario can be shown by

the case of a 26-year-old HIV-positive Zimbabwean woman

who was arrested last year for having unprotected sex with

her lover. The crime she was convicted of under the

Zimbabwe Criminal Law (Codification and Reform) was

that of ‘deliberately infecting another person’. The strange

thing is that her lover tested HIV negative - the woman was

receiving ARV therapy, so that was not surprising3. Before

sentencing her, the court tried to get a further HIV test result

from the lover – even though he reportedly didn’t want to

HIV is a virus, not a crime: Criminal statutes and
criminal prosecutions – help or hindrance?

Below is an abridged version of a speech presented by Justice Edwin Cameron1 of South Africa’s

Supreme Court of Appeal at the XVII International AIDS Conference in Mexico. In it, Justice

Cameron highlights 10 reasons why criminalisation of HIV transmission makes for bad policy

direction around the epidemic.
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proceed with the charges at all4. She was eventually

sentenced to a suspended term of five years’ imprisonment5.

 The threat of imprisonment, and the shame and ordeal of

her conviction will continue to hang over her. The result is

a tragedy for all, and a blight on HIV prevention and

treatment efforts.

What is more, the legal concepts of negligence and

even recklessness are incoherent in the realm of sexual

behaviour, and incapable of truly just application.  No one

suggests that a person who knows he has HIV, and who

sets out to intentionally infect another, and does so, ought

to escape prosecution. He has set out to deliberately harm

another and he has achieved his purpose as surely as if he

had wounded his victim with a firearm or a knife.  But in

cases where there is no deliberate intention, the categories

and distinctions of the criminal law become fuzzy and

incapable of offering clear guidance to those affected by

the laws and to prosecutors.

SEVENTH: many of these laws are extremely poorly

drafted.

Partly because it is difficult to prove an offence that involves

consensual sex, and because of the difficulties of applying

the categories of the criminal law, many of these laws end

up being a hodge-podge of confused legislative intent

and bad drafting.  The above example of the ‘model law’

attests to this.

EIGHTH: perhaps most

painfully for those living

with HIV, criminalisation

increases stigma.

From the first diagnosis of

AIDS, 27 years ago, HIV has

carried a mountainous

burden of stigma.  This has

been for one over-riding

reason: it is sexually

transmitted.  No other

infectious disease is viewed

with as much fear and

repugnance as HIV.

Legislators, bewildered,

or at a loss as to how to

respond effectively to the

epidemic may be seduced

into taking recourse to

criminalisation, because it seems attractive, effective and

media-friendly. But it is neither prevention – nor treatment-

friendly.  It is hostile to both.

Prosecutions for HIV transmission and exposure, and the

chilling content of the enactments themselves, reinforce

the idea of HIV as a shameful, disgraceful, unworthy

condition, requiring isolation and ostracism. But HIV is a

virus, not a crime.  That fact is elementary, and all-important.

NINTH: criminalisation is a blatant disincentive to testing.

It is radically incompatible with a public health strategy that

seeks to encourage people to come forward to find out

their HIV status.  AIDS is now a medically manageable disease.

Across Africa, the life-saving drugs that suppress the

virus and restore the body to health are becoming

increasingly available.

By reinforcing stigma, by using the weapons of fear,

blame and recrimination, criminalisation makes it more

difficult for those with, or at risk of HIV to access testing, to

talk about diagnosis with HIV, and to receive treatment and

support. We therefore have a dire but unavoidable calculus:

these laws will lead to more deaths, more suffering and

greater debilitation from AIDS.

TENTH: criminalisation assumes the worst about people

with HIV, and in doing so, punishes vulnerability.

The human rights approach assumes the best about people

with HIV and supports empowerment.

As Justice Michael Kirby – who powerfully lights a

pathway of justice, hope and reason in this epidemic – has

argued, countries with human rights laws that encourage

the undiagnosed to test for HIV, do much better at containing

the epidemic than those that have ‘adopted punitive,

moralistic, denialist strategies, including those relying on

the criminal law as a sanction’.6

The prevention of HIV is not just a technical challenge

for public health. It is a challenge to all humanity to create

a world in which behaving safely is truly feasible, is safe for

both sexual partners, and is genuinely rewarding.  When

condoms are available, when

women have the power to use

them, when those with HIV or at

risk of it can get testing and

treatment, when they are not afraid

of stigma, ostracism and

discrimination, they are far more

likely to be able to act consistently

for their own safety and that of

others.

Criminalisation is, in general,

warranted only in cases where

someone sets out – well knowing

he has HIV – to infect another

person, and achieves this aim.

Other than in such circumstances,

criminalisation is a poor tool for

regulating HIV infection and

transmission. The sole rationale for

criminalisation is the criminal law

goal of retribution and punishment

and that is a poor and distorted aim for public health law.

1. (with Scott Burris, Temple University Beasley School of Law, Philadelphia, Pennsylvania, and
Michaela Clayton, AIDS and Rights Alliance of Southern Africa, Windhoek, Namibia)

2. An example of its enactment is section 24 of Kenya’s HIV/AIDS Prevention and Control Act of
2006.

3. Swiss HIV clinical specialists recently released a consensus statement ‘that individuals with HIV
on effective antiretroviral therapy and without sexually transmitted infections (STIs) are sexually
non-infectious’.  See Vernazza P et al. ‘Les personnes séropositives ne souffrant d’aucune autre
MST et suivant un traitment antirétroviral efficace ne transmettent pas le VIH par voie sexuelle’,
Bulletin des médecins suisses 89 (5), 2008, available at http://www.saez.ch/pdf_f/2008/2008-
05/2008-05-089.PDF (accessed 21 July 2008).

4. Reported in the Zimbabwe Herald, 2 April 2008, http://allafrica.com/stories/200804020011.html
(accessed 21 July 2008).

5. Zimbabwe Herald, Tuesday 8 April 2008.

6. In an address to an international criminal law reform conference in Dublin in July 2008, Justice
Kirby argued that ‘Those countries that have adopted a human rights–respecting approach.

Criminalisation
compounds the evil, rather

than combating it.
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I have followed the ongoing debate over the relative

merits of the ABC and SAVE strategies of HIV prevention,

and have heard, loud and clear, that ABC deals with HIV

transmission, instead of HIV prevention as an all-embracing

approach that includes transmission and progression.

As a strategy, the ABC approach (abstinence, being faithful

to one uninfected partner, correct and consistent use of

condoms) creates the notion that HIV transmission occurs

only through sexual activities. Yes, the ABC strategy is good

for preventing HIV transmission, though the main proponents

(Dermot O’ Callaghan included) have pinned their arguments

exclusively on the prevention of the mode of transmission -

unprotected sex with an infected partner - but it fails to

acknowledge that there are other modes of HIV transmission.

HIV can also be spread or contracted through blood

transfusions and mother-to-child transmission, for instance,

but ABC is found wanting when it comes to dealing with

these modes of transmission.  If this were not enough, the

strategy further falls short by failing to embrace the use of

universal precautions in the prevention of HIV transmission.

On the other hand, the SAVE approach: safe practices

- abstinence, faithfulness, condoms, safe transfusions,

prevention of mother-to-child transmission and harm

reduction programmes for injecting drug users; available

medications; voluntary testing; empowerment, in which

ABC is merely a component, is a holistic approach to

primary prevention of HIV transmission.  It recognises

the use of universal precautions, sterilised sharps and

the need to ensure that blood transfusions are tested

for HIV.

Importantly, the inclusiveness of SAVE also helps to

destigmatise HIV and AIDS. SAVE treats HIV as a virus that

can be transmitted in many ways, in contrast with the

proponents of ABC, who often use ABC to portray HIV as a

moral issue, transmittable only through sexual activities, in

instances where transmission constitutes a moral failure on

the part of the infected.

Furthermore, it has become evident that AIDS is a

quintessential disease of poverty and gender inequalities.

The epidemic has its greatest impacts on the poorest and

most vulnerable populations: those with no access to ARVs,

clean water and sanitation; those with poor nutrition and

overall health status; and those who are constantly

challenged by a variety of other infections.

Moving Beyond Prevention of HIV Transmission
to Prevention of HIV Progression: ABC versus SAVE

By Tapiwanashe Hoto

The HIV epidemic has its greatest impacts on the poorest and most vulnerable populationsThe HIV epidemic has its greatest impacts on the poorest and most vulnerable populations
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Is it true that interventions that could potentially prevent

and delay some of these underlying causes of HIV-related

conditions and deaths - and which could, therefore, also

keep HIV positive people alive during the era of HIV

transmission prevention - have been ignored by an ABC

strategy fixated on prevention of HIV transmission?

Incredibly, the answer to this question is YES!

Rather than allowing successive millions to die while

focusing on prevention of HIV transmission, we should also

be embracing other life-extending options, thereby

preventing people from dying unnecessarily. The incredible

conclusion is that effective, cheap approaches to keeping

people with HIV alive have been largely neglected by an

ABC strategy focussed on preventing transmission of HIV

to the exclusion of all else.

As far as the ABC strategy of prevention is concerned,

people who have been infected or are still being infected

are ignored: this strategy offers nothing to people living

with HIV. It is fixated on partial prevention of HIV transmission,

paying no attention to secondary and tertiary prevention

- i.e. preventing or delaying the progression of HIV to AIDS

and consequently to death. Set against this, SAVE is by far

the better option, presenting a well thought-out strategy

to prevent both HIV transmission and HIV progression.

Encompassed in its available medications section, the

SAVE strategy includes a number of alternatives that can

prevent or delay the progression of HIV to AIDS: antiretrovirals;

good nutrition; clean water; and treatment of TB, pneumonia,

and fungal infections.  SAVE offers ways to save the lives of

people living with HIV.  Interventions like access to ARVs

and TB prevention are essential and could be used more

widely to extend the lives of people living with HIV. They

can be used early in HIV infection to prevent or delay

progression and the opportunistic infections associated

with HIV. Many of them are readily available, affordable and

effective. But none of them has ever been accommodated

in the ABC strategy of prevention. They should be. And they

are, in the SAVE strategy.

It would be wrong to end without mentioning the fact

that I feel the SAVE strategy needs some strengthening,

particularly through further focus on tertiary prevention of

HIV, such as ameliorating the negative impacts of disease

and death as large numbers of people fall ill and die.

Alongside existing components, the SAVE strategy should

incorporate issues of inheritance planning, interventions

for orphans and vulnerable children, food security and

economic empowerment.

The SAVE approach is a comprehensive strategy which

is both proactive and reactive, to the primary and secondary

prevention of HIV respectively.  This strategy allows us to

look beyond prevention of HIV transmission to preventing

or delaying HIV progression.

It should be noted, of course, that over the years and

before the advent of SAVE, ABC has made a great contribution

to the prevention of HIV transmission.  In advocating SAVE, I

am not suggesting the replacement of ABC; rather, the

adoption of a more holistic approach which embraces ABC.

 At the moment, that approach is SAVE.  Let’s SAVE lives now.

 Prevention of HIV should be seen as a process - from basic

to tertiary prevention rather than an event fixated on primary

prevention and powerless once infection occurs.

For more information

E-mail: thoto@christianaid.co.zw

SAVE treats HIV as a virus that
can be transmitted in many
ways, in contrast with the
proponents of ABC, who
often use ABC to portray HIV
as a moral issue,
transmissible only through
sexual activities, in instances
where transmission
constitutes a moral failure on
the part of the infected.
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There can be nothing worse for children than the
untimely death of their parents. Yet in Mozambique, with
HIV and AIDS prevalence at 16% and rising, orphanhood is
assuming the proportions of a national catastrophe. The
Government of Mozambique projects an alarming 630,000
AIDS orphans by 2010 – an increase of over 200,000 from
the current figure. At a time when the extended family is
traditionally expected to rally around them, there is evidence
that in many cases, with the desire to further their own
economic interests uppermost, some family members will
seize property and belongings that a widow and her children
should inherit. A boy in Nampula province talked about the
situation of some children he knows.

They (the children) knew that the father had a bicycle,
but they said that the family of the deceased took it. They
said that as they are children they are still too young to
keep these things. They took all the clothing, the wardrobe
and the bicycle. If there had been a motorcycle they
would’ve taken it. They only left things that are good for
nothing, such as torn socks, a plate burned on one side…

In order to investigate the nature and scale of this
problem, Save the Children Alliance members conducted
research in various parts of the country. The objectives of
the study were five-fold:

a) Understand the main constraints orphans and
vulnerable children and widows face regarding their
inheritance rights.

b) Identify social and cultural practices that influence
women and children’s right to inherit.

c) Review existing laws on the right to inheritance.
d) Identify initiatives that support children and women’s

rights of inheritance.
e) Recommend activities that support women and

children’s rights of inheritance.

The subsequent report, Denied Our Rights: Children,
Women and Inheritance in Mozambique was published,
providing insight into different inheritance practices in
Mozambique. While it was evident that in some instances
extended family members supported widows and orphans
related to them, they talked frankly about how some of
them had been deprived of their livelihoods, and how some
practices at funeral ceremonies have further jeopardised

Denied Our Rights:
Children, Women and Inheritance in Mozambique

By Save the Children in Mozambique, April 2007, Maputo

their welfare. The study also highlights initiatives to sensitise
community leaders about human rights and civil law,
including inheritance rights.

The researchers used qualitative, quantitative and
participatory approaches. The total sample size consisted
of 384 people in four districts located in Gaza, Manica,
Zambezia and Nampula provinces, covering the south,
central and northern regions. Of this figure, 40% were
orphans and vulnerable children, 20% widows and/or
women head of households, 15% individuals from among
the general population, 15% people caring for orphans and
10% justice officials.

The study showed that although the clause on the ’Right
to Succession‘ in Mozambique’s Civil Code states that women
and children are the first in line in inheritance along with
the surviving parent, there were many cases of them being
deprived of their rights. In such cases, the widow rarely
lodges an official complaint for fear of retaliation by her
deceased husband’s family. A community leader in Gaza
explained:

I know that the deceased man’s property should go to
the wife and their children. I know it does not always
happen. In such cases, the women should come to me if
the family do not resolve the matter fairly. But the problem
is that people are not used to launching official
complaints. We need to sensitise the communities to come
forward when their rights are denied.

On the rare occasions that a widow does take action,
she would normally turn to the extended family, then to
traditional leaders in her community. Traditional leaders are
meant to operate according to the law but the leaders, most
of whom are men, have a tendency to resort to traditional
norms, which often disadvantage widows and orphans in
disputes over inheritance.

In patrilineal societies, predominantly found in the south
and central regions, such as in the districts of Bárué,
Morrumbala, and Chókwè where research was undertaken,
widows and girl orphans can be especially disadvantaged.
They are often seen as temporary guardians of assets, whereas
a male heir is thought to ensure continuity of the family. In
many cases, the family of the deceased man will feel that
they have the right to claim the most valued items of the
deceased. A man interviewed in Manica province claimed:

It is Important to understand the main constraints orphans and
vulnerable children face after the untimely death of their parents.
It is Important to understand the main constraints orphans and
vulnerable children face after the untimely death of their parents.
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Women and children are the same. They always need
somebody to guide them, of course a man. Girls and
women will always be minor in the marriage and the
family, unless a boy in the same family can become a man.

In the district of Nacala, organised along female lineage,
sons and daughters have the same opportunities to inherit,
but they can equally miss what is rightly theirs.

It is important to note that the study does show that in
some villages, the traditional practices did respect the rights
of orphans and widows and in other villages cultural practices
are adapting to the new laws and the changing situation
of children, especially in the era of HIV and AIDS. Graca Julio
of the Women’s Forum, an organisation in Mozambique
which has been particularly active around women’s rights
to inheritance, points out:

We have already witnessed the impact of the
community court favouring the widow and the children
in disputes. There is a childless widow who was married
under customary law. Following her husband’s death his
family took her assets. The widow took the case to the
community court who ordered the family members to
return the assets to her, which they did.

However, according to the findings of Save the Children’s
research, such positive community responses are exceptions
to the norm.

Denied Our Rights also provides a series of
recommendations to help prompt a solution. These
recommendations include:
� sensitising community leaders and community

members on the rights of widows and orphans,
including the right of inheritance

� simplifying procedures to help vulnerable widows
and orphans access their inheritance rights,
particularly in rural areas

� sensitising communities about making written wills,
registering children and about the importance of
discussing inheritance issues

� promoting more coordination amongst different
organisations assisting orphans and women

� supporting community members in sustainable
incoming generating activities that will support their
communities, especially widows and orphans

� supporting awareness activities to keep children,
especially girls and orphans, in school

� sensitising communities about the Inheritance Bill
and the Children’s Act

� improving the quality and comprehensive coverage
of the current legislation on inheritance (a process
already underway) as well as its enforcement in
practice

� reinforcing and promoting those socio-cultural
practices which protect children and women in
relation to their rights of inheritance.

The aim of this publication is to stimulate a deeper sense
of urgency in addressing one of the greatest challenges
facing vulnerable children and women in many parts of
Mozambique, and the southern African region in general
in collaboration with relevant government departments,
legal practitioners, progressive community leaders, and
NGOs committed to the welfare of children.

To access the publication summary, click on:
http://www.savethechildren.org.uk/en/docs/denied-our-
rights.pdf

For more information and to request a copy of the full
publication, please contact:
Chris McIvor, Director, Advocacy and Programme Development
Save the Children in Mozambique, Rua de Tchamba N.398
Maputo, Mozambique, Email: scimoz@savechildren.org
Tel: +258 21 493 140

Fernanda Langa, a mother of seven children, has almost

given up hope of getting her assets back from her husband’s

family, but she says she cannot give up her claim on her three

youngest daughters who were abducted by her married sister-

in-law, Teresa, who has no children of her own.

Sitting outside her tiny, one-roomed stick and mud home

in Bombofo, a village in Chókwè District, the slightly built, barefoot

widow, who does not know her age, tells her story:

I was living with my husband, Pedro, and my three
youngest daughters, when he fell sick. He was sick for a long
time, but I’m not sure what he had. He was covered in spots
and suffered from diarrhoea that did not stop. I took him both
to the traditional healer and the hospital. I gave him the
treatment I received from both, but he didn’t get better.

We didn’t talk together about what would happen after
his death, but he wrote that all his belongings and land should
remain with his children.

However, during the funeral proceedings, on the eighth
day after my husband’s death, while I was at his family home,
they took all my livestock – two bulls, two cows, a goat, four
chickens, five chicks – our plough, our radio, and his cell phone.

Fernanda has also left her land, where she farmed maize,

cassava, and beans, because of threats by the family. Fortunately,

the community leaders have awarded her a new plot to farm.

But she misses out on the extra income her late husband brought

home from selling charcoal.

She takes a deep breath and her voice shakes.

And then his sister took my three daughters (now aged
15, 14, and 10 years) to live with her. I didn’t expect this. My
older daughters tried to get their sisters back home, but they
couldn’t. I went to the house of Teresa, but she insulted me
and my children even ran away from me. They were scared.

I think Teresa told my daughters that I was bewitched. I
haven’t seen my daughters now for three years. My oldest
daughter, Amelia, didn’t get on with Teresa, and now she works
as a domestic worker in Maputo. But she doesn’t come to see
me.

Since living with Teresa, Fernanda’s daughters dropped out

of school. “When they lived with me, they all attended lessons.
But Teresa did not put them in school.”

The abduction of her daughters by her sister-in-law was too

much to bear. Three years later, she resorted to reporting the

case to her local community leader.

The leader says he will call Teresa for a hearing. I know I
have the right to my children and my assets, because it was
my husband’s wish.

Maria Messe, a trained paralegal, who is also president of

the local branch of Vukoxa, a national NGO that represents the

interest of the elderly supports Fernanda in her battle. “If the
Chefe do Bloco (traditional leader)  does not resolve the case,
I will take it to the Chefe above him,” she says defiantly.

(The names of the family have been changed to protect the

widow.)

Case Study:

Widow in
Chokwe district
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Summary

According to the most recent data available, a mere

1% of people living with HIV/AIDS (PLWHA) are reported

to have been screened for Tuberculosis (TB) (Figure 1).1

Of those who were screened for TB, more than 1 in 4 had

tuberculosis (Figure 2). Despite being preventable and

treatable, tuberculosis remains the most common life-

threatening opportunistic infection and a leading cause of

death among PLWHA.2 In Africa, which has the highest rates

of both diseases, tuberculosis is the leading killer of PLWHA.3

Autopsy studies have shown undiagnosed tuberculosis in

14-54% of people with HIV infection.4 Without proper

treatment, approximately 90% of PLWHA die within months

of developing TB.5 Drug-resistant TB strains pose a particular

threat to those with HIV, with mortality rates from extensively

drug-resistant TB (XDR-TB) exceeding 95% in Africa.6

Such widespread neglect on the part of HIV/AIDS

programs and international HIV/AIDS donors is unacceptable.

We cannot be considered to be making progress toward

Universal Access to HIV/AIDS treatment so long as people living

with HIV are dying of TB. Not only has the global community’s

collective negligence led to unnecessary disease and death;

it has allowed TB to undermine the global response to

HIV/AIDS, including the reductions in morbidity and mortality

achieved through scaling-up of antiretroviral therapy.

Civil society groups, including those from affected

communities, are therefore calling for universal access to

high-quality TB-HIV care by 2015, including diagnosis,

treatment, preventive therapy, and infection control.

Achieving universal access to existing TB-HIV interventions

by 2015 is both necessary and achievable. Accomplishing

this goal would reduce TB deaths in PLWHA by 80-90% with

an investment of $14 billion, according to WHO calculations.7

Years of Knowledge

For two decades the HIV/AIDS community has known

that TB and HIV/AIDS are intimately linked, particularly in

sub-Saharan Africa where HIV/AIDS has caused TB incidence

to triple since 1990.8 In 2002, officials from WHO’s Stop TB

Department clarified the need for TB testing for PLWHA,

stating “…those found to be both HIV-positive and with

active TB need referral for TB treatment; those without active

TB should be offered TB preventive treatment with isoniazid.”9

On January 21, 2004, the World Health Organization and

UNAIDS unveiled plans to expand collaboration between

national tuberculosis and HIV/AIDS programs, promising

that “TB casefinding will be intensified in high HIV prevalence

settings by introducing screening and testing for tuberculosis

into HIV/AIDS service delivery points.” 10

The 1% Scandal
Living with HIV, Dying of TB

As Nelson Mandela said in 2004, “We cannot successfully

fight HIV/AIDS without also fighting TB.” Yet after years of

promising TB screening for PLWHA, HIV programs are still

failing to identify the most likely infection to kill those

accessing HIV services.

According to the WHO 2008 Global Tuberculosis Control

report, the most recent data show a total of 314,394 HIV-

positive people attending HIV care services were screened

for TB. This is a total of 0.96% of the total 33 million estimated

PLWHA. Similar very low rates play out among the available

data at the country level, with data collected from South

Africa in 2006 and Nigeria in 2007 showing that only 1.83%

and 2.25% respectively of the estimated number of people

living with HIV had been screened for TB.

Figure 1. Percent of PLWHA screened for TB in select

high TB burden countries and globally

Sources: WHO. 2008. Global Tuberculosis Control: Surveillance, Planning, Financing.

Nigeria data from Nigeria Country TB-HIV Report, 2008. Data from 2007.

Figure 2. Global outcomes of screening PLWHA for

tuberculosis.
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Comprehensive Treatment
of Extensively Drug-Resistant Tuberculosis
Carole D. Mitnick, Sc.D., Sonya S. Shin, M.D., Kwonjune J. Seung, M.D., Michael L. Rich, M.D., Sidney S. Atwood, B.A., Jennifer J. Furin, M.D., Ph.D., Garrett M. Fitzmaurice, Sc.D., Felix A.

Alcantara Viru, M.D., Sasha C. Appleton, Sc.M., Jaime N. Bayona, M.D., Cesar A. Bonilla, M.D., Katiuska Chalco, R.N., Sharon Choi, M.S., Molly F. Franke, B.A., Hamish S.F. Fraser, M.B.,

Ch.B., Dalia Guerra, Rocio M. Hurtado, M.D., Darius Jazayeri, M.S., Keith Joseph, M.D., Karim Llaro, R.N., Lorena Mestanza, R.N., Joia S. Mukherjee, M.D., Maribel Muñoz, R.N., Eda

Palacios, R.N., Epifanio Sanchez, M.D., Alexander Sloutsky, Ph.D., and Mercedes C. Becerra, Sc.D.

ABSTRACT

Background
Extensively drug-resistant tuberculosis has been reported in 45

countries, including countries with limited resources and a high burden
of tuberculosis. We describe the management of extensively drug-resistant
tuberculosis and treatment outcomes among patients who were referred
for individualized outpatient therapy in Peru.

Methods
A total of 810 patients were referred for free individualized therapy,

including drug treatment, resective surgery, adverse-event management,
and nutritional and psychosocial support. We tested isolates from 651 patients
for extensively drug-resistant tuberculosis and developed regimens that
included five or more drugs to which the infecting isolate was not resistant.

Results
Of the 651 patients tested, 48 (7.4%) had extensively drug-resistant

tuberculosis; the remaining 603 patients had multidrug-resistant tuberculosis.
The patients with extensively drug-resistant tuberculosis had undergone more
treatment than the other patients (mean [±SD] number of regimens, 4.2±1.9
vs. 3.2±1.6; P<0.001) and had isolates that were resistant to more drugs (number
of drugs, 8.4±1.1 vs. 5.3±1.5; P<0.001). None of the patients with extensively
drug-resistant tuberculosis were coinfected with the human immunodeficiency
virus (HIV). Patients with extensively drugresistant tuberculosis received daily,
supervised therapy with an average of 5.3±1.3 drugs, including cycloserine,
an injectable drug, and a fluoroquinolone. Twenty-nine of these patients
(60.4%) completed treatment or were cured, as compared with 400 patients
(66.3%) with multidrug-resistant tuberculosis (P = 0.36).

Conclusions
Extensively drug-resistant tuberculosis can be cured in HIV-negative

patients through outpatient treatment, even in those who have received
multiple prior courses of therapy for tuberculosis.

Extensively drug-resistant tuberculosis has been reported in 45
countries1 since it was first described in 2006. This seminal survey found
extensively drug-resistant tuberculosis — then defined as Mycobacterium
tuberculosis strains with resistance to at least isoniazid, rifampin, and
members of three of six classes of second-line drugs — in 10% of multidrug-
resistant tuberculosis strains collected on six continents.2 Isoniazid and
rifampin are the anchors of standard first-line therapy.3 Resistance to these
two drugs, which defines multidrug-resistant tuberculosis, is associated
with a decreased probability of cure.4-6 Treatment regimens for multidrug-
resistant tuberculosis rely on the most active second-line drug classes —
fluoroquinolones and injectable agents (amikacin, capreomycin, and
kanamycin).7,8 For patients with infecting isolates that are resistant to drugs
in these classes — now defined as extensively drugresistant tuberculosis9

— the probability of cure is often even lower.10-12

A report from KwaZulu–Natal Province, South Africa, suggested that in
patients coinfected with human immunodeficiency virus (HIV), extensively
drug-resistant tuberculosis is rapidly fatal if not treated13; other reports have
raised the specter of untreatable tuberculosis.10,14,15 The standard of care for
patients with resistant tuberculosis consists of hospital-based regimens that
are customized according to the treatment history and strain-susceptibility

profile. In many resource poor settings, however, obstacles to appropriate
treatment exist, including inadequate infrastructure and insufficient numbers
of trained staff.16 Outpatient therapy, provided free of charge to patients
through a country’s public health system and delivered by community health
workers, overcomes many of these impediments. Such a program has been
established in Peru, with supervised outpatient treatment of resistant
tuberculosis delivered under the aegis of a model, decentralized national
tuberculosis program.17,18 Individualized treatment for multidrug-resistant
tuberculosis was introduced in a pilot project in northern Lima in 1996 and
subsequently offered nationwide.19,20 Care is provided to patients not cured
by first-line tuberculosis regimens. Here, we report the baseline prevalence
of extensively drug-resistant tuberculosis and the characteristics of patients
receiving individualized tuberculosis treatment. We also describe the strategy
used and the outcomes achieved in treating patients with extensively drug-
resistant tuberculosis.

Methods
We conducted a retrospective study of patients referred for

individualized tuberculosis treatment in metropolitan Lima, Peru, between
February 1, 1999, and July 31, 2002. Comprehensive outpatient treatment,
free of charge to patients, was delivered to all eligible patients in the
catchment area by a consortium led by the National Tuberculosis Program.
The study was approved by the Office for Research Subject Protection at
Harvard Medical School and the Ministry of Health in Peru. Written informed
consent was obtained from all participants.

Study Population
Our study included 810 patients with tuberculosis. Most had been

treated unsuccessfully for the disease (defined as treatment failure or
relapse); a few had had contact with patients with multidrug-resistant
tuberculosis. Eligibility for treatment was determined on the basis of the
treatment and contact history, irrespective of the severity of the disease
and whether or not the patient had been hospitalized. During the study
period, changes in program policy permitted enrollment of patients who
had received fewer prior treatment regimens.18,21 Drug-susceptibility profiles
were not normally known at the time of referral.

Drug-susceptibility testing was ordered for all referred patients. Inclusion
in the study was restricted to patients with baseline drug-susceptibility test
results for at least four drugs: isoniazid and rifampin, one fluoroquinolone,
and one second-line injectable drug (kanamycin, capreomycin, or amikacin).
Seven patients who underwent drug-susceptibility testing were not included
because they died before individualized treatment could be initiated.

Drug-Susceptibility Testing and Treatment
Drug-susceptibility testing was performed at the Massachusetts State

Laboratory Institute.19 At the start of the enrollment period, the standard
drug susceptibility test panel included isoniazid, rifampin, ethambutol,
pyrazinamide, streptomycin, kanamycin, cycloserine, capreomycin,
ethionamide, and ciprofloxacin. By 2001, tests for aminosalicylic acid (para-
aminosalicylic acid, or PAS), amikacin, and levofloxacin were also routinely
performed. (Concentrations and methods used for drug-susceptibility
testing are detailed in Table 1 in the Supplementary Appendix, available
with the full text of this article at www.nejm.org.) Clinicians could request
additional drug-susceptibility testing for patients as required to develop
a satisfactory regimen.8

Extracted from The New England Journal of Medicine, August 7, 2008 vol. 359 no. 6
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Regimens were constructed with a goal of prescribing at least five
antituberculosis agents likely to be effective, including a fluoroquinolone
and an injectable agent (see Table 2 in the Supplementary Appendix for
details on dosing)8; there were no special treatment protocols for patients
with extensively drug-resistant tuberculosis. Empirical therapy, based on the
treatment and contact history, was started pending the results of the drug-
susceptibility tests. Once test results were available, regimens were adjusted
as necessary. A drug was considered likely to be effective if all baseline drug-
susceptibility tests showed susceptibility to that drug; if no drug susceptibility
test results were available, a drug was considered likely to be effective if the
patient had not received that drug for at least 30 days. The duration of
treatment was at least 18 months for oral agents and at least 8 months after
culture conversion for the injectable drug. If a regimen did not contain five
medications categorized as likely to be effective, reinforcing strategies were
implemented; these were extending the duration of treatment with the
injectable agent or the duration of the whole regimen, adding other drugs,
or both. Added drugs included those that the patient had received previously
but to which the patient’s isolate had confirmed in vitro susceptibility.
Clarithromycin, amoxicillin–clavulanate, clofazimine, and rifabutin, which
have questionable activity against multidrug-resistant tuberculosis, could
also be added. Patients with localized disease were referred for resective
thoracic surgery, according to criteria described previously.22 After surgery,
medical therapy was continued, often for more than 18 months.

Comprehensive treatment included other standard elements.
Community health workers supervised daily ambulatory treatment.20

Hospitalization was available, if medically indicated. Patients requiring
hospitalization were transferred to outpatient care once their condition
had stabilized and they had been discharged. Baseline screening and
ongoing monitoring are detailed elsewhere.19 Monthly sputum samples
were collected for smear microscopy and culture, which was performed
at local laboratories.

In patients without conversion of sputum culture after 4 months of
treatment, drug-susceptibility testing was performed, with reinforcement
of the regimen (defined as the addition or substitution of two agents that
were likely to be effective), if possible. This practice was repeated as
necessary. Adverse events were managed aggressively with the use of
standard algorithms.23,24 Nutritional support, group therapy, and
opportunities for income generation were provided, as needed.25,26 After
the completion of treatment, patients were screened, clinically and
bacteriologically, for recurrent disease. If disease was detected, efforts were
made to reduce household transmission and, when possible, to restart
individualized regimens.

Data Collection
Variables collected through standardized chart abstraction included

previous treatment exposure, demographic characteristics, presence or
absence of cavitary and bilateral disease on chest radiography, presence
or absence of coinfection with HIV (HIV testing was routinely offered at
baseline), and limited hospitalization data. Data on the frequency of adverse
events and related regimen changes were not abstracted.

Definitions of Terms and Outcomes
Patients were classified according to the results of all baseline drug-

susceptibility tests, which were those performed on sputum specimens
collected before, or up to 31 days after, initiation of the individualized
regimen. Patients whose isolates were not resistant to at least isoniazid
and rifampin were excluded from analysis. Multidrug-resistant tuberculosis
was defined as resistance to both isoniazid and rifampin but not to both
an injectable agent and a fluoroquinolone. Extensively drug-resistant
tuberculosis was defined as laboratory-confirmed resistance to all of the
following, at minimum: isoniazid, rifampin, any fluoroquinolone, and any
second-line injectable agent.9 Although subsequent resistance testing was
performed in cases of non-response to treatment, patients were not
reclassified according to these results.

Standard definitions for cure, treatment completion, treatment failure,
and death were used.27 Treatment default was a physician-defined end
point assigned upon the failure of attempts to return to therapy those
patients who had not been adhering to their treatment regimen. Recurrent
disease was defined as two or more positive bacteriologic results, or
reinitiation of therapy, after treatment completion or cure.

Statistical Analysis
We used SAS software, version 9.12, for data analysis. All P values —

calculated with the chi-square test for dichotomous variables, odd ratios,
and hazard ratios and with Student’s or Satterthwaite’s t-test for continuous
values — were two-sided. The effect of extensively drug-resistant
tuberculosis on time to an end point (culture conversion, cure, or death)
was estimated with the use of the product-limit method.28 Data were
censored when an outcome other than death was recorded. Patient follow-
up ended (and data were censored) on September 12, 2007, for patients
still receiving treatment.

RESULTS
Of 810 patients receiving individualized regimens, 651 had isolates

that were tested for the requisite drugs at baseline. Extensively drug-
resistant tuberculosis was identified in 48 of these patients (7.4%); multidrug-
resistant tuberculosis was identified in the remaining 603 (92.6%). None
of the seven patients who died before treatment were infected with HIV;
one of these patients (14.3%) had extensively drug-resistant tuberculosis,
and all the others (85.7%) had multidrug-resistant tuberculosis.

Patients with extensively drug-resistant tuberculosis had undergone
more treatment regimens before the study than had patients with
multidrug-resistant tuberculosis (mean [±SD] number of regimens, 4.2±1.9
vs. 3.2±1.6; P<0.001). The former group also had isolates resistant to more
of the 12 agents or classes for which drug-susceptibility testing was
routinely performed (8.4±1.1 vs. 5.3±1.5, P<0.001). Coinfection with HIV
was rare, occurring in nine patients with multidrug-resistant tuberculosis
(1.5%) and none of the patients with extensively drug-resistant tuberculosis
(P = 1.00) (Table 1).

Patients with extensively drug-resistant tuberculosis received an
average of 5.3±1.3 antimycobacterial agents for which either susceptibility
had been documented or the duration of prior exposure had not exceeded
1 month and susceptibility had not been tested. All patients with extensively
drug-resistant tuberculosis received cycloserine, at least one injectable
agent, and one fluoroquinolone (Fig. 1). Forty-six patients with extensively
drug-resistant tuberculosis (97.9%) received two or more of the following
agents: amoxicillin–clavulanate, clarithromycin, clofazimine, and rifabutin
(Table 2; see Table 3 in the Supplementary Appendix for details of the
regimen for each patient). Additional drugs, either previously administered
or with inconsistent results on drug-susceptibility tests, were often included.

Eleven patients with extensively drug-resistant tuberculosis were
hospitalized at one or more points during individualized treatment; the
median cumulative duration of hospital care was 14 days (interquartile
range, 5 to 54), including hospitalization for surgical resection (Table 3).
Surgery, as an adjunctive treatment for tuberculosis, was performed in 7
patients with extensively drug-resistant tuberculosis (14.6%) and in 87
patients with multidrug-resistant tuberculosis (14.4%). Three patients with
extensively drugresistant tuberculosis had positive cultures at the time of
surgery. In two of these patients, the sputum culture had remained positive
during individualized treatment; both had poor outcomes.

A median of 99.6% of expected monthly cultures were performed
(interquartile range, 90.9 to 100), permitting evaluation of response to
therapy and outcomes at the end of treatment.

Among 16 patients (33.3%) with extensively drug-resistant tuberculosis
whose sputum cultures remained positive after 4 months of treatment,
regimen reinforcement was possible in only 3 (18.8%). Adjustments in the
regimen included a change to a later-generation fluoroquinolone, a change
in the injectable agent, and the addition of one or more other agents
(amoxicillin–clavulanate, clarithromycin, or clofazimine).

The median time to conversion from a positive to a negative culture
was longer for patients with extensively drug-resistant tuberculosis than
for patients with multidrug-resistant tuberculosis (90 days vs. 61 days;
hazard ratio, 0.63; 95% confidence interval [CI], 0.45 to 0.89]) (Table 4).
Twenty-nine patients (60.4%) with extensively drug-resistant tuberculosis
completed treatment or were cured, as compared with 400 patients (66.3%)
with multidrug-resistant tuberculosis (P = 0.36). The hazard ratio for death
among patients with extensively drug-resistant tuberculosis, as compared
with those with multidrug-resistant tuberculosis, was 1.09 (95% CI, 0.59 to
2.02; P = 0.79). Causes of death and reasons for default were not available.

Positive bacteriologic results were reported after cure or completion
of treatment in 2 patients (6.9%) with extensively drug-resistant tuberculosis
and 15 patients (3.8%) with multidrug-resistant tuberculosis (P = 0.40). The
median duration of follow up was 19.4 months (interquartile range, 10.7

Table 1. Distribution of Baseline Patient Characteristics According to Resistance Profile.*

XDR Tuberculosis MDR Tuberculosis

(N = 48) (N = 603) P Value†

Characteristic

Resistance and prior exposure

No. of previous treatment regimens‡ 4.2±1.9 3.2±1.6 <0.001

Cumulative months of previous treatment 34.7±23.7 25.1±16.6 <0.001

No. of agents to which baseline isolate was resistant, of possible 12§ 8.4±1.1 5.3±1.5 <0.001

Previous treatment (>1 mo) with a fluoroquinolone and an injectable 42/48 (87.5) 378/600 (63.0) <0.001

agent (other than streptomycin) — no./total no. (%)

Clinical data

HIV infection — no./total no. (%) 0/48 9/587 (1.5) 1.00

Bilateral, cavitary findings — no./total no. (%) 26/45 (57.8) 315/573 (55.0) 0.72

Hospitalized at treatment initiation — no./total no. (%) 3/48 (6.3) 26/603 (4.3) 0.47

Demographic data

Female sex — no./total no. (%) 17/48 (35.4) 241/603 (40.0) 0.54

Age — yr 32.0±9.9 31.5±12.4 0.76

* Plus–minus values are means ±SD. DST denotes drug-susceptibility test, HIV human immunodeficiency virus, MDR multidrug-resistant
tuberculosis, and XDR extensively drug-resistant tuberculosis.

† P values were calculated with Student’s or Satterthwaite’s t-test for continuous variables, with Fisher’s exact test for HIV infection and
hospitalization at treatment initiation, and with the chi-square test for all other baseline characteristics.

‡ Only two patients, one in each group, had not previously received treatment for tuberculosis.
§ Resistance to the following 12 drugs or drug classes was tested: capreomycin, cycloserine, ethambutol, ethionamide, isoniazid, kanamycin

or amikacin, PAS, pyrazinamide, rifampicin, streptomycin, first-generation fluoroquinolones (ciprofloxacin, ofloxacin), and later-generation
fluoroquinolones (gatifloxacin, levofloxacin, moxifloxacin).

Figure 1. Use of Antituberculosis Agents in 48 Individualized Treatment Regimens for MDR Tuberculosis, Drug-

Susceptibility Testing, and Prior Exposure to a Particular Agent.

Some susceptibility testing was performed for these agents. Asterisks indicate that some testing was performed for these

agents. However, because of the relative infrequency of testing, as well as the lack of standardization or confirmed clinical

relevance of tests for these drugs, clinicians relied less on these results than on those for other drugs.
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to 27.0). Data on
treatment reinitiation
were unavailable as of
March 17, 2008.

Discussion
This study shows that

an aggressive,
comprehensive
management program
can cure more than 60%
of patients with
extensively drug-resistant
tuberculosis who are not
infected with HIV but who
have received numerous
unsuccessful
antituberculosis
treatments. Culture
conversion was delayed
by nearly 1 month in the
study patients who had
extensively drug-resistant
tuberculosis as compared
with those who had
multidrug-resistant
tuberculosis, yet the
frequency of cure or
relapse and the risk of
death did not differ
significantly between the
two groups of patients.
The sample size afforded
80% power to detect
differences in risk of more
than two. The comparison
population — patients
with multidrug-resistant
tuberculosis — had
extensive resistance, prior
treatment exposure, and
parenchymal damage,
which may explain the
attenuated difference.

Several principles of
management of highly
resistant disease were
concurrently applied to all
patients in this program.
First, aggressive regimens
— with many drugs, at the
highest tolerated doses —
 were used to maximize
the chemotherapeutic
benefit. Treatment was
protracted, lasting more
than 2 years in most
patients. The results of
drug-susceptibility testing
were used to design (and
adjust) regimens
containing at least five
drugs that were likely to
be effective whenever
possible. Regimens relied
heavily on three agents
with little prior use in Peru:
capreomycin, PAS, and
cycloserine.

Since resistance to

against the emergence of resistance to more active agents.39 We also cannot
exclude the possibility that additional toxic effects induced by this strategy
increased the probability of treatment default. With the default from treatment
of only three patients with extensively drug-resistant tuberculosis, however,
additional toxicity is an unlikely influence.

Second, resective surgery was indicated for patients with high-grade
resistance, relatively localized disease, and lack of initial response, even in
patients with restricted lung volume.22 Medical treatment was prolonged
among patients receiving surgery. Poor outcomes among patients with
extensively drug-resistant tuberculosis who had surgery were less frequent
(28.6%) than among all patients with extensively drug-resistant tuberculosis
(39.6%). Since patients for whom treatment failed or who died were not
eligible for surgery, however, we cannot draw a causal inference about its
effect. Corticosteroid use, although not recorded, was frequent.24 Other
adjunctive therapies were rejected for lack of evidence. 40-44

Third, frequent contact with health care workers afforded many benefits.
Daily, supervised treatment was delivered in patients’ homes and at health
centers. Workers ensured a high level of treatment adherence and promptly
identified circumstances requiring additional attention. These included
adverse events, which were managed aggressively by nurses and clinicians.
Psychosocial needs were also assessed continuously and addressed with
a range of interventions.26

Fourth, bacteriologic assessment was integral to the strategy. Monthly
monitoring permitted early identification of patients with no response.
Individualized regimen design relied on the results of baseline drug-susceptibility
testing. In addition, repeated drug-susceptibility tests were performed and
regimens adjusted for patients who did not have a response to treatment. The
ability to adjust regimens, however, was severely restricted by extensive
resistance and prior exposure.

It is noteworthy that the
outcomes in our study were
better than most outcomes
reported from hospitals in
Europe, the United States, and
Korea, where cure was
achieved in fewer than half of
patients with extensively
drug-resistant tuberculosis. 10-

12 One exception was a study
in Latvia, in which cure was
achieved in 61% of such
patients. In this study,
however, extensively drug-
resistant tuberculosis was
defined as M. tuberculosis
isolates that were resistant to
isoniazid, rifampin, and
members of three of the six
classes of second-line drugs. The hospitalized patients in KwaZulu–Natal13

had advanced acquired immunodeficiency syndrome; more than half had
never received treatment for tuberculosis. They were therefore neither
expected to have nor treated for resistant disease. The large number of
patients who died after a short interval in this study underscores the
importance of timely diagnosis of resistant tuberculosis and initiation of
effective antituberculosis and antiretroviral therapy in patients who are also
coinfected with HIV. The detection of a common tuberculosis strain in a large
proportion of the KwaZulu–Natal patients highlights the benefit of avoiding
nosocomial transmission by delivering treatment in the community. For
severely ill patients, however, hospitalization may be required; in these
situations, adequate infection control is essential to protect staff and patients.

Unlike most of the patients in the KwaZulu–Natal study, most of the
patients in our study had long-standing tuberculosis. Less than 20% of the
study patients had previously been admitted to a hospital. It is therefore
improbable that nosocomial transmission of highly resistant strains of
tuberculosis accounted for disease in this group. Indeed, in the patients
in Peru, extensively drug-resistant tuberculosis probably reflected progressive
acquisition of drug-resistance mutations during sequential exposure to
inadequate treatment regimens; the patients with extensively drug-resistant
tuberculosis had received even more prior therapy than had the patients
with multidrug-resistant tuberculosis who had received prior treatment.

Development of extensively drug-resistant tuberculosis is inevitable
when injectable agents and fluoroquinolones are used, because of selection
for spontaneously occurring resistant mutants. 45,46 The speed and extent
to which resistance emerges can, however, be mediated through careful
use of these agents. This resistance probably reflects the danger of using
second-line agents in uncontrolled situations or as part of inadequate
regimens.47 In Peru, as in many countries where cure was achieved in fewer
than half of patients with extensively drug-resistant tuberculosis. 10-12 One
exception was a study in Latvia, in which cure was achieved in 61% of such
patients. In this study, however, extensively drug-resistant tuberculosis was
defined as M. tuberculosis isolates that were resistant to isoniazid, rifampin,
and members of three of the six classes of secondline drugs. The hospitalized
patients in KwaZulu–Natal13 had advanced acquired immunodeficiency
syndrome; more than half had never received treatment for tuberculosis.
They were therefore neither expected to have nor treated for resistant
disease. The large number of patients who died after a short interval in
this study underscores the importance of timely diagnosis of resistant
tuberculosis and initiation of effective antituberculosis and antiretroviral
therapy in patients who are also coinfected with HIV. The detection of a
common tuberculosis strain in a large proportion of the KwaZulu–Natal

Table 2. Individualized Regimens Prescribed for 47 Patients with XDR Tuberculosis.*

Regimen Value

Characteristics

Duration of treatment — mo

Median 24.9

Interquartile range 13.3–29.0

Duration of treatment with injectable agents — mo

Median 15.4

Interquartile range 11.4–19.7

No. of drugs in regimen (no. without documented resistance or

prior exposure for >1 mo)

Among all available agents 5.3±1.3

Among 12 agents or classes for which routine DST was performed† 3.2±1.2

Drugs included

First-line oral agents

Ethambutol

No. of patients — % 7 (14.9)

Duration of treatment (mo) — median (interquartile range) 24.4 (14.0–28.6)

Pyrazinamide

No. — % 16 (34.0)

Duration of treatment (mo) — median (interquartile range) 24.7 (10.0–26.4)

First-line injectable agent

Streptomycin

No. of patients — % 18 (38.3)

Duration of treatment (mo) — median (interquartile range) 19.1 (13.0–25.1)

Second-line injectable agents

Amikacin

No. of patients — % 9 (19.1)

Duration of treatment (mo) — median (interquartile range) 14.5 (8.8–18.1)

Capreomycin

No. of patients — % 25 (53.2)

Duration of treatment (mo) — median (interquartile range) 12.5 (8.8–18.5)

Kanamycin

No. of patients — % 8 (17.0)

Duration of treatment (mo) — median (interquartile range) 9.0 (3.6–13.0)

First-generation fluoroquinolones

Ciprofloxacin

No. of patients — % 10 (21.3)

Duration of treatment (mo) — median (interquartile range) 8.0 (4.2–9.9)

Ofloxacin

No. of patients — % 6 (12.8)

Duration of treatment (mo) — median (interquartile range) 9.9 (6.3–13.7)

Later-generation fluoroquinolones

Levofloxacin

No. of patients — % 20 (42.6)

Duration of treatment (mo) — median (interquartile range) 12.1 (7.4–23.0)

Sparfloxacin

No. of patients — % 1 (2.1)

Duration of treatment (mo) 12.1

Moxifloxacin

No. of patients — % 34 (72.3)

Duration of treatment (mo) — median (interquartile range) 21.2 (8.8–27.9)

Other second-line oral agents

Cycloserine

No. of patients — % 47 (100)

Duration of treatment (mo) — median (interquartile range) 24.7 (12.7–28.1)

Ethionamide

No. of patients — % 31 (66.0)

Duration of treatment (mo) — median (interquartile range) 24.0 (10.7–27.9)

PAS

No. of patients — % 45 (95.7)

Duration of treatment (mo) — median (interquartile range) 24.9 (12.7–28.3)

Other agents

Amoxicillin–clavulanate

No. of patients — % 47 (100)

Duration of treatment (mo) — median (interquartile range) 24.0 (11.7–28.1)

Clarithromycin

No. of patients — % 21 (44.7)

Duration of treatment (mo) — median (interquartile range) 14.5 (11.6–18.9)

Clofazimine

No. of patients — % 46 (97.9)

Duration of treatment (mo) — median (interquartile range) 24.1 (12.5–27.9)

Rifabutin

No. of patients — % 8 (17.0)

Duration of treatment (mo) — median (interquartile range) 12.8 (8.5–14.7)

* One patient died less than 1 month after starting treatment, before regimen data were

recorded. Plus–minus values are means ±SD. DST denotes drug-susceptibility test, and

XDR extensively drug-resistant tuberculosis.

† Resistance to the following 12 drugs or drug classes was tested: capreomycin, cycloserine,

ethambutol, ethionamide, isoniazid, kanamycin or amikacin, PAS, pyrazinamide, rifampicin,

streptomycin, first-generation fluoroquinolones (ciprofloxacin, ofloxacin), and later-

generation fluoroquinolones (gatifloxacin, levofloxacin, moxifloxacin).

more than one aminoglycoside was common, capreomycin, a polypeptide,
was used in 25 of the patients with extensively drug-resistant tuberculosis
(52%). Streptomycin was another alternative; it was prescribed when
susceptibility to streptomycin at a concentration of 10 mg per milliliter was
documented. In this study the injectable agent was delivered for a median
of nearly 15 months as compared with a median of less than 6 months in
other studies in which the duration of use of injectables was reported.18,29,30

Moxifloxacin and levofloxacin were commonly included in the
individualized regimens — even in patients with isolates that were resistant
to ciprofloxacin. This practice reflects the importance of using fluoroquinolones
in the treatment of multidrug-resistant tuberculosis7,8,31 and is supported by
evidence that the efficacy of later-generation fluoroquinolones may be
preserved, despite resistance to ciprofloxacin.32-34

Finally, when necessary, clinicians reinforced regimens with pyrazinamide
and ethambutol (despite extensive prior exposure to these drugs) with drugs
for which susceptibility test results were inconsistent, and with
amoxicillin–clavulanate, clarithromycin, clofazimine, and rifabu-tin.35-38

Although evidence of the efficacy of these approaches is limited at best, we
cannot exclude the possibility that one or more contributed to treatment
success, either by increasing the regimen’s activity or by providing protection

Table 3. Hospitalization and Resective Thoracic Surgery among Patients with

XDR Tuberculosis.*

Characteristic Value

Patients hospitalized during individualized treatment regimen 11/48 (22.9)

— no./total no. (%)

No. of days of hospitalization during individualized treatment 14 (5–54)

regimen — median (interquartile range)

Patients undergoing surgical resection during individualized 7/48 (14.6)

treatment regimen — no./total no. (%)

Type of surgery — no. (%)

Lobectomy 5 (10.4)

Pneumonectomy 1 (2.1)

Cavitary resection 1 (2.1)

No. of months from treatment initiation to surgery — 11.6 (7.1–24.1)

median (interquartile range)

Patients with positive sputum culture at surgery — no. (%) 3 (42.9)

No. of months of treatment for patients undergoing surgery 31.2 (25.1–57.9)

— median (interquartile range)

Patients undergoing surgery who subsequently died or 2 (28.6)

whose treatment failed — no. (%)

* XDR denotes extensively drug-resistant.
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patients highlights the benefit of avoiding nosocomial transmission by
delivering treatment in the community. For severely ill patients, however,
hospitalization may be required; in these situations, adequate infection
control is essential to protect staff and patients. Unlike most of the patients
in the KwaZulu–Natal study, most of the patients in our study had long-
standing tuberculosis. Less than 20% of the study patients had previously
been admitted to a hospital. It is therefore improbable that nosocomial
transmission of highly resistant strains of tuberculosis accounted for disease
in this group. Indeed, in the patients in Peru, extensively drug-resistant
tuberculosis probably reflected progressive acquisition of drug-resistance
mutations during sequential exposure to inadequate treatment regimens;
the patients with extensively drug-resistant tuberculosis had received even
more prior therapy than had the patients with multidrug-resistant
tuberculosis who had received prior treatment. Development of extensively
drug-resistant tuberculosis is inevitable when injectable agents and
fluoroquinolones are used, because of selection for spontaneously occurring
resistant mutants. 45,46 The speed and extent to which resistance emerges
can, however, be mediated through careful use of these agents. This
resistance probably reflects the danger of using second-line agents in
uncontrolled situations or as part of inadequate regimens.47 In Peru, as in
many countries, private practitioners prescribed aminoglycosides and
fluoroquinolones for tuberculosis before these agents were formally
introduced as part of treatment regimens for multidrug-resistant
tuberculosis. In the mid-1990s, the National Tuberculosis Program in Peru
included kanamycin as part of a 12-month retreatment regimen.
Subsequently, kanamycin and ciprofloxacin were included in the
standardized five-drug regimen introduced by the program in October
1997 for the treatment of multidrug-resistant tuberculosis. This regimen
also included ethambutol and pyrazinamide, which patients had already

received. Of 466 patients treated with that regimen — which consequently
contained only two or three new drugs — 48% were cured.18 The use of
kanamycin and ciprofloxacin in subcurative regimens probably contributed
substantially to the development of extensively drug-resistant tuberculosis;
almost 90% of the patients with extensively drug-resistant tuberculosis in
our study had prior exposure to these agents. Prescription of a standardized
regimen for multidrug-resistant tuberculosis that contained at least four
drugs categorized as likely to be effective may have produced better results
than the regimen introduced in 1997.48,49

Our study has several limitations. The study design (an observational
study involving individualized regimens, without controls) and the small
number of patients preclude identification of patient or treatment
characteristics that had a causal effect on outcomes. Data on the frequency
of adverse events, and their effect on completion of the regimen, were
not available; prior work, however, revealed that severe adverse events
were uncommon and rarely resulted in discontinuation of the regimen.50,51

Also unavailable were data on other management approaches for
extensively drug-resistant tuberculosis in Peru with which our approach
could be compared. Future work will estimate the effect of various
components of the approach on outcomes.

The patients in our study received therapy for extensively drug-resistant
tuberculosis after having received multiple unsuccessful treatments; only
one patient with extensively drug-resistant tuberculosis had never received
prior treatment for tuberculosis. These patients may therefore represent
a survival cohort. It is impossible, however, to assess the effect of a survivor
bias on treatment outcomes in the absence of a comparison group —
that is, patients with extensively drug-resistant tuberculosis who had not
received prior treatment. One relevant comparison can be made between
those with more and those with less exposure to prior treatment: more
exposure is associated with an increased, not decreased, risk of death.
Since it is common under program conditions that therapy for multidrug-
resistant tuberculosis or extensively drug-resistant tuberculosis is reserved
for patients who have received repeated treatments for tuberculosis, our
results can be generalized to many patient populations treated in low-to
middle-income countries. Exceptions include patients with HIV coinfection
and those who are initially infected with a strain of extensively drug-
resistant tuberculosis. As part of future efforts, it will be important to
document what will probably be the superior effect of treatment for
extensively drug-resistant tuberculosis in patients who have not had prior
treatment for tuberculosis.

In conclusion, despite the limited resources in Peru, aggressive regimens,
as part of a comprehensive outpatient therapeutic approach, cured more
than half of patients with extensively drug resistant tuberculosis who had
previously been treated for tuberculosis. This strategy has now been
integrated into the routine approach to treatment in Peru’s National
Tuberculosis Program.52 Nevertheless, our study underscores the importance
of developing other interventions that will further improve treatment
outcomes, as well as stem the development and spread of extensively
drug-resistant tuberculosis.53-58
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Table 4. Response and Time to Response According to Type of Resistance at Beginning of Individualized Treatment Regimen.

XDR Tuberculosis MDR Tuberculosis

Outcome (N = 48) (N = 603) Effect Estimate and P Value*

Response at end of treatment

Good outcome — no. (%) 29 (60.4) 400 (66.3)

Cured 29 (60.4) 395 (65.6)

Completed† 0 (0.0) 5 (0.8)

Poor outcome — no. (%) 19 (39.6) 198 (32.8) OR, 1.32; 95% CI, 0.72–2.42; P = 0.36

Defaulted‡ 3 (6.2) 62 (10.3)

Treatment failed§ 5 (10.4) 13 (2.1)

Died 11 (22.9) 123 (20.4)

Time to interim response and to response

at end of treatment — median (95% CI)

No. of days to culture conversion 90 (57–115) 61 (59–67) HR, 0.63; 95% CI, 0.45–0.89; P = 0.008

No. of months to cure 26.0 (24.6–27.8) 24.8 (24.5–25.2) HR, 0.83; 95% CI, 0.56–1.21; P = 0.33

* Effect estimates are for the group of patients with extensively drug-resistant (XDR) tuberculosis as compared with the group

that had multidrug-resistant (MDR) tuberculosis. The odds ratio (OR) and the hazard ratios (HR) are unadjusted. Outcomes were

not available for five patients, all of whom had MDR tuberculosis; four transferred out of the program and one remained in

treatment. P values for the OR and the HRs were calculated with the use of the chi-square test.

† Patients who completed treatment are defined as those who finished treatment according to protocol but who did not meet

the definition for cure or treatment failure owing to lack of bacteriologic results (i.e., fewer than five cultures were grown in the

final 12 months of therapy).

‡ Treatment default was defined as the failure of attempts to return to therapy patients who were not adhering to their treatment

regimens.

§ Treatment was considered to fail for those patients who had two or more positive cultures among the five cultures recorded

in the final 12 months of the study or for whom any one of the final three cultures was positive.

From Harvard Medical School (C.D.M., H.S.F.F., M.C.B.), Brigham and Women’s Hospital (S.S.S., S.S.A., J.J.F., G.M.F., R.M.H.), Partners in Health (K.J.S., M.L.R., S.C., D.J., K.J., J.S.M.), the
Harvard School of Public Health (S.C.A., M.F.F.), and the Massachusetts State Laboratory Institute (A.S.) — all in Boston; and Socios en Salud (F.A.A.V., K.C.,
D.G., K.L., L.M., M.M., E.P., J.N.B.), the Peruvian Ministry of Health (C.A.B.), and Hospital Nacional Sergio E. Bernales (E.S.) — all in Lima, Peru.

N Engl J Med 2008;359:563-74.
Copyright © 2008 Massachusetts Medical Society
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Country-level HIV/AIDS programs are not the only actors

failing on this issue. The leading sources of international

HIV/AIDS funding—PEPFAR, the Global Fund to Fight AIDS,

TB and Malaria, and the World Bank Multi-country AIDS

Program—do not routinely monitor how many PLWHA are

being screened for TB in HIV/AIDS programs they support,

although PEPFAR does urge funding recipients to screen

PLWHA for TB. As of August 2008, none of the three biggest

donors were reporting the proportion of PLWHA being

screened for TB.

IMMEDIATE RECOMMENDATIONS

To finally stop people living with HIV from dying of TB,

we need bold action from all sectors:

HIV/AIDS PROGRAMS: Screening a tiny fraction of PLWHA

for TB is unacceptable. Screen all PLWHA accessing HIV/AIDS

care for TB and make the “3 Is”—intensified case finding,

infection control, and isoniazid preventive therapy—central

to HIV/AIDS services and universally available.

INTERNATIONAL

LEADERS: Affected

countries, donors, and

technical agencies must join

together to craft a plan to

ensure universal access to

high quality TB-HIV care by

the year 2015—moving in

coordination with the goal

of universal access on HIV

by 2010.

HIGH BURDEN

COUNTRIES: We call on

heads of state and ministers

of health to take the lead by

committing to a goal of

universal access by 2015 on

TB-HIV care. Country plans should be developed in direct

and substantive consultation with communities affected

by TB and HIV and should extend further than existing

plans—providing a clear roadmap to universal access to

screening and treatment or preventive therapy as well as

plans for intensified case finding and infection control

measures in line with WHO recommendations. Resource

gaps should be made clear for donor funding.

PEPFAR: Building on progress, particularly in ramping up

HIV testing for TB patients in a number of its focus countries,

PEPFAR must continue to scale up TB-HIV collaborative

efforts. The same focus on HIV testing in TB settings must

be extended to TB screening in HIV settings. PEPFAR should

set a target date by which every person receiving HIV services

supported by the program will be screened for TB. The

program should work proactively with each country to help

craft a plan to ensure universal TB screening and work with

recipient countries to see TB-HIV scale-up implemented as

a top priority. In addition, PEPFAR should double its current

TB-HIV expenditure to $300 million in FY2009.

GLOBAL FUND: The Global Fund must further operationalize

its stated commitment to collaborative TB-HIV services

within the country programs it funds. TB screening of PLWHA

should be considered the basic standard of care in highly

impacted countries. Proposal guidelines and the Technical

Review Panel process should make it clearer that TB

components are required in HIV applications and expect

countries to provide a plan to screen every PLWHA receiving

services for TB and ensure follow-up care, or explain why this

is not included. In addition, TB screening of PLWHA should

be tracked and reported moving forward.

WORLD BANK: While there is still an enormous gap in Bank

funding for TB in Africa, the World Bank is a major donor for

HIV/AIDS efforts. The Bank should significantly increase

resources for TB-HIV collaborative services, within its Africa

Multi-Country AIDS Program (Africa MAP)and health sector

lending, toward achieving universal access to TB-HIV care.
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No more people living with HIV, dying from TB!
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goal of universal
access by 2015 on
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This document draws out key trends and themes

emerging from the UNAIDS 2008 Global Report that are

relevant to Eastern and Southern Africa. The full 2008 Global

Report, Summaries and Fact Sheets are available at

www.unaids.org and at www.unaidsrstesa.org

Time for assessment – background and context to report

The 2008 Report on the global AIDS epidemic emerges

at the halfway mark between the 2001 Declaration of

Commitment and the 2015 target of the Millennium

Development Goals, to reverse the epidemic by 2015. The

launch of this latest report also occurs only two years before

the agreed target date for moving as close as possible

towards universal access to HIV prevention, treatment, care,

and support. It uses data submitted by countries reporting

on progress against targets agreed in 2001.

Globally – considerable progress – yet southern Africa

remains at the epicentre

A six-fold increase in financing for AIDS responses in

low- and middle-income countries between 2001 and 2007

is beginning to bear fruit globally, but there are still distinct

challenges in southern Africa, which remains at the heart

of the global epidemic. Sub-Saharan Africa accounted for

67% of all people living with HIV and for 72% of AIDS deaths

in 2007 and unlike other regions, the majority of people

(61%) living with HIV in the region are women. Nine countries

in southern Africa continue to bear a disproportionate share

of the global AIDS burden – 35% of HIV infections and 38%

of AIDS deaths in 2007. HIV prevalence among adults exceeds

15% in eight countries (see Figures 4 and 5 from the Global

Report Summary – also annexed to this document). The

highest prevalence was noted in Swaziland, with an

estimated 25.9 % of adults aged 15-49 reported as HIV

positive - the highest in the world. Although the epidemic

in South Africa appears to have stabilized, the country

continues to have the highest numbers of people living

with HIV in the world with an estimated 5.7 million people

living with the virus. The severity of the epidemic in the

region underscores the need for intensified and accelerated

action towards universal access to HIV prevention, treatment,

care and support.

Although worldwide the epidemic is stabilising, it is doing

so at an unacceptably high level. Globally, there were an

estimated 33 million [30.3 million—36.1 million] people living

with HIV in 2007. Globally the annual number of new HIV

infections declined from 3.0 million [2.6 million—3.5 million]

in 2001 to 2.7 million [2.2 million—3.2 million] in 2007.

Treatment

The rapid expansion of treatment access in resource-

limited settings is saving lives, improving quality of life, and

contributing to the rejuvenation of households, communities

and entire societies - yet significant challenges remain,

especially in increasing access to treatment for the rural poor

and for people displaced by conflict, political or economic

strife or through natural disaster. There are also major

challenges in addressing the complex needs of people

infected with both HIV and tuberculosis – particularly in

resource-poor settings.

By the end of 2007, an estimated 3 million people in low-

 and middle-income countries were receiving antiretroviral

treatment; this is a 50% increase since December 2006 and

a 10-fold rise over the last five years.

Globally, 30% of those who were estimated to need

antiretrovirals in 2007 were receiving them.   Although in real

numbers the most people receiving antiretrovirals are in sub-

Saharan Africa, the gap in meeting the need here remains the

highest.  Increases in treatment access have been extraordinary

in some countries, for example in Namibia, where treatment

coverage was only 6% in 2003, in 2007, 57% of individuals in

need were on antiretrovirals.  In Rwanda, antiretroviral coverage

increased to more than 60% in the same year.

Despite the existence of affordable medications, too few

people living with both HIV and tuberculosis are receiving

treatment for both conditions. The failure to make optimal

use of existing diagnostic and treatment regimens results in

considerable illness and death. An estimated 22% of

tuberculosis cases in Africa—and, in some countries in southern

Africa as many as 70%—occur in people living with HIV.

Highlights and Perspectives:
Eastern and Southern Africa
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In Botswana, where the national

government has made prevention of

mother-to-child transmission (PMTCT) a

major priority, the country reduced the

rate at which children born to HIV-

infected mothers contract HIV

themselves, to only 4% by 2007,

demonstrating the feasibility of dramatic

progress in resource-limited settings.
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HIV prevention

Although the epidemic in eastern and southern Africa

has stabilised to a degree, some countries need to urgently

redouble their HIV prevention efforts - for example new

information from Kenya suggests that in 2007, HIV prevalence

ranged between 7.1% and 8.5%—compared with the 2003

estimate of 6.7%. In Mozambique the epidemic continues

to grow. In some provinces in the central and southern

zones of the country, adult HIV prevalence has reached or

exceeded 20%, while infections continue to increase among

young people (ages 15 – 21). Uganda’s adult HIV prevalence

appears to have stabilised at 5.4%, however signs of a

possible resurgence in sexual risk-taking could cause the

epidemic in that country to grow again.

Studies reveal that Zimbabwe’s epidemic has declined

in recent years, with a significant drop in HIV prevalence in

pregnant women from 26% in 2002 to 18% in 2006 and

from 21% to 14% among pregnant women aged 15 – 24,

over the same period. The decline is being partially linked

to reports of safer sexual behaviour, with evidence of more

people avoiding sex with non-regular partners and of

decreasing numbers of adult men paying for sex.1

Among serodiscordant heterosexual couples in Uganda,

the uninfected partner runs an estimated 8% chance of

contracting HIV each year, underscoring the importance of

tailored prevention initiatives for such couples. Similarly,

focused attention is needed to reduce the prevalence of

multiple concurrent partnerships, which can lead to the

rapid spread of HIV within sexual networks.

Comprehensive HIV prevention programmes that include

a strong emphasis on social mobilisation and male

involvement, addressing risk and vulnerability, multiple and

concurrent partnerships (including age-

disparate/intergenerational sex and transactional sex) and

that promote increased male circumcision and neonatal

circumcision, should be at the heart of national AIDS

responses. A greater investment in improved surveillance

and monitoring of the effects and evolution of the epidemic

are essential to tailor national responses to national epidemics.

Further research on specific drivers of the epidemic and on

the structural drivers of the epidemic , including the

relationship between alcohol and HIV, is essential.

The 2001 Declaration of Commitment on HIV/AIDS

recognised HIV prevention as the “mainstay of the response.”

Recently the United Nations Secretary General, Ban Ki-moon,

called for urgent mobilisation to accelerate the prevention

response in southern Africa:

In countries where adult HIV prevalence is 15% or greater,

nothing short of a full-scale mobilisation across society will

successfully address the problems posed by HIV. However, in many

such countries, young people remain poorly educated about HIV,

coverage for basic HIV prevention services is far too low and few

workplaces provide essential HIV prevention activities. Every

available tool appropriate to national circumstances must be

brought to scale, including population-wide campaigns on the

risks associated with concurrent partnerships; energetic

promotion of universal knowledge of HIV serostatus; adult male

circumcision; prevention programmes focused on young people

and populations most at risk; prevention activities in the

workplace; and comprehensive services to prevent mother-to-

child transmission. As treatment is scaled up, it should be closely

linked with HIV prevention efforts.

Report of the Secretary-General, A/62/780

Implementation of the Declaration of Commitment on

HIV/AIDS and the Political Declaration on HIV/AIDS Declaration

of Commitment on HIV/AIDS and Political Declaration on

HIV/AIDS: midway to the millennium Development Goals

www.unaidsrstesa.org

Prevention of Mother to Child
Transmission

In the 2001 Declaration of Commitment on HIV/AIDS,

countries pledged to ensure that 80% of pregnant women

in all countries who access antenatal care are offered HIV

prevention services. Although cost-effective interventions

emerged years ago to prevent mother-to-child HIV

transmission, children still accounted for one in six new HIV

infections globally in 2007.  The vast majority of these

infections occurred during pregnancy or delivery, or as a

result of breastfeeding.

In Botswana, where the national government has made

prevention of mother-to-child transmission (PMTCT) a major

priority, the country reduced the rate at which children born

to HIV-infected mothers contract HIV themselves, to only

4% by 2007, demonstrating the feasibility of dramatic

progress in resource-limited settings.  An increase in the

successful uptake of PMTCT services is reported in Swaziland,

Rwanda, Seychelles, Malawi, Namibia, South Africa, Lesotho

and Kenya in addition to Botswana.  Declines in service

uptake have been observed in Angola, Tanzania and Zambia.

As prevention of mother to child transmission of HIV is

scaled up, it should include systematic provider-initiated

prevention support during pregnancy as well as HIV testing

after delivery as evidence suggests that pregnancy itself

may increase the risk of HIV-vulnerable pregnant women.

6 Although Zimbabwe has invested in HIV prevention more needs to be done to understand the

impact of the current political and economic crisis on the country’s ability to maintain and

build on its response to HIV and AIDS.
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Women and Girls

Young women in South Africa face greater risks of

becoming infected than men: among 15-24 year olds, they

account for around 90% of new HIV infections.

Structural interventions that keep girls in school, increase

women’s economic independence and legal reforms to

recognise women’s property and inheritance rights, should

be prioritised by national governments and international

donors. According to a recent study in Botswana and

Swaziland, women who lack sufficient food are 70% less likely

to perceive personal control in sexual relationships, 50% more

likely to engage in intergenerational sex, 80% more likely to

engage in survival sex, and 70% more likely to have

unprotected sex than women receiving adequate nutrition.

Involvement of people living with HIV

While leadership from heads of government and national

ministries is critical, effective national responses depend on

commitment and action from diverse actors. Especially in

countries where HIV is hyper-endemic, leadership on HIV is

needed from all walks of life, including community groups,

faith-based organisations, private businesses, young and

old. Above all, people living with HIV must be empowered

to help lead national responses. According to

nongovernmental informants, however, only about 20% of

civil society groups have access to financial assistance for

programmes and capacity building.

For further information:  Chiara Frisone, Advocacy,

Information and Communications, UNAIDS Regional Support

Team for Eastern and Southern Africa frisonec@unaids.org

telephone +27 11 517 1515

Towards a Co-ordinated Prevention
Communications Regional Response

UNAIDS and the Soul City Institute brought together

HIV prevention communications practitioners from Eastern

and Southern Africa to shape future plans for HIV prevention

communication in the region, at a meeting in September.

Participants explored the increasing focus of HIV

communication initiatives in addressing the impact of

multiple and concurrent partnerships (MCP) within the

context of broader combination HIV prevention.

Presentations and discussion sessions addressed:

emerging evidence; experiences and lessons learned in

developing communications and campaigns for MCP;

identified outcomes and recommendations for future work

including areas for collaboration; and outlined key activities

around MCP communication for the next two years

Andy Seale, Senior Adviser for UNAIDS Eastern and

Southern Africa Regional Support Team, said:

“Recommendations included commitment towards the

further development of an active community of practice

for HIV prevention communication in Southern Africa with

a follow-up meeting planned for March or April 2009.

“One of the key areas of consensus to emerge from the

two days was the need for those of us working in

communications to resist trying to prescribe solutions to

MCP. Our immediate challenge is to encourage people to

understand the risk and from there, individuals and

communities will develop their own ways to address the

additional risk,” said Seale.

UNAIDS emerged with a clear leadership role working

in partnership with Soul City, Soul Beat, AIDSPortal and

SAfAIDS to further define how the regional ‘community of

practice’ will grow and develop. UNAIDS and Soul City also

committed to working closely with the SADC Secretariat to

ensure their full engagement.

MDGs and Mexico
Governments, foundations, businesses and civil society

groups have rallied around the call to action to reduce

poverty, hunger and disease by 2015, by announcing new

commitments to meet the Millennium Development Goals

(MDGs) at a high-level event at United Nations Headquarters

on 25 September 2008.

The key outcomes of discussions around MDG6 – to

have halted by 2015 and begun to reverse the spread of

HIV and AIDS – included countries committing to redouble

their efforts to mobilise the resources and implement the

public policies warranted to speed up the achievement of

the MDGs, in particular those related to child mortality,

maternal mortality, HIV, malaria and other infectious diseases,

and eradicating extreme poverty and hunger.

A Secretary- General’s summary on the way forward,

based on the discussion in the round tables, will be available

shortly. Please keep checking www.unaidsrstesa.org for

further updates.

The MDG meeting in New York followed shortly after

the International AIDS Conference (IAC) held this year in

Mexico. Craig McClure, executive director of conference

organisers the International AIDS Society, hailed the first IAC

meeting to be held in Latin America a success, with strong

political leadership.

“One of the key areas of

consensus to emerge from the

two days was the need for

those of us working in

communications to resist trying

to prescribe solutions to MCP.

Our immediate challenge is to

encourage people to

understand the risk and from

there, individuals and

communities will develop their

own ways to address the

additional risk,” said Seale.
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Of the 24,000 participants only 12% came from Africa

with 40% attending from Latin America and the Caribbean, 

10% from Europe, about 16% from Asia, and 24% from North

America. In an interview with the Kaiser Family Foundation

McClure claimed that three important outcomes had been

achieved in Mexico:

• More science and evidence on the interactions between

treatment and prevention

• An end to the debate about ‘health systems versus an

HIV response’

• A recognition that outside of Sub-Saharan Africa, HIV

is concentrated in three primary at-risk communities;

gay men and other men who have sex with men; sex

workers; and injecting drug users

McClure highlighted the increasing use of treatment as

a prevention tool:

“When you drive viral load down in an individual, you

virtually eliminate the potential for transmission. If we can

drive community viral load down across populations, we

will see a dramatic impact on HIV transmission, a reduction

in HIV transmission.”

He also urged Africa not to ignore the at-risk communities

of men who have sex with men (MSM), injecting drug users

and sex workers, acknowledging that even with the

heightened prevalence among the general population,

prevalence is usually still higher among these communities,

warranting specific strategies and approaches.

A call to action: addressing the
vulnerability of young women and girls
to HIV in southern Africa

Massive social mobilisation and activism to address why

young women aged 15 to 24 years in southern Africa are

more than four times likely to be HIV positive than their

male counterparts of the same age is urgently needed,

according to participants attending a UNAIDS-convened

meeting in June.

Between 2005 and 2007, HIV prevalence among young

men aged 15 to 24 years in Malawi was 2%, in South Africa

and Swaziland it was 4% and in Zimbabwe 6%. Yet in young

women of the same age HIV prevalence was reported at

9%, 17%, 22% and 11% respectively.

UNAIDS and the Reproductive Health and HIV Research

Unit of the University of Witwatersrand in South Africa

brought together social scientists, researchers,

representatives of national AIDS councils, government

departments and the Southern African Development

Community to reassess why young women and girls living

in the HIV hyper-endemic countries of southern Africa are

so vulnerable to HIV infection.

The meeting discussed six critical areas:

1. Age-disparate and intergenerational sex

2. Biological vulnerability

3. Economic empowerment

4. Education

5. Gender-based violence

6. Knowledge, risk perceptions and behavior

Mark Stirling, Director of UNAIDS Regional Support Team

for Eastern and Southern Africa, said: “With HIV prevalence

rising in most southern Africa countries among young women

it is clear that HIV prevention efforts are still not adequately

addressing the main drivers or causes of new infections.

“We need an aggressive movement for social

transformation that addresses both short and long term

prevention challenges. We must accelerate efforts to address

human rights violations, harmful social norms and the weak

community and leadership capacity through an expanded

combination prevention approach.”

The meeting concluded that ‘combination’ efforts were

needed to delay sexual debut, increase knowledge of HIV

serostatus, reduce numbers of sexual partners - particularly

concurrent partners, reduce the prevalence of age-disparate

sex and increase condom use and uptake of male

circumcision. In order to achieve the scale-up required, the

meeting identified the following essential actions at

community and country levels:

1. Mobilise communities for HIV prevention, with strong

male involvement, to design relevant strategies and

messages about the causes, consequences of and

solutions to young women and girls’ vulnerability

2. Expand access to high quality, well-integrated essential

sexual and reproductive health and prevention services,

while mobilising demand for and use of them

3. Develop and ensure adequate technical and financial

resources for implementation of national strategies

that address the structural drivers of vulnerability

4. Strengthen country capacities for epidemiological and

behavioural surveillance, priority research, and

monitoring coverage and impact of prevention

responses – all of which can generate strategic

information to improve decision-making for strategic

planning

Meeting papers are available at www.unaidsrstesa.org

‘Combination’ efforts are

needed to delay sexual

debut, increase knowledge

of HIV serostatus, reduce

numbers of sexual partners

- particularly concurrent

partners, reduce the

prevalence of age-disparate

sex and increase condom

use and uptake of male

circumcision.
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In many parts of the world, patients with HIV arrive at a

clinic not because they are sick with HIV, but because they

are sick with tuberculosis. New research is revealing the best

way to treat these patients.

Tuberculosis (TB) is epidemic in many poor countries

that have high rates of HIV. But Dr. Salim Abdul Karim, from

the University of KwaZulu-Natal in South Africa, says there

has been no general agreement on how to treat the two

diseases when a patient has them together.

"If you had to ask 10 medical practitioners how you

would treat this patient, you would get 10 different answers,"

Karim says.

Antiretroviral drugs used for treating HIV were created

and tested in Western countries where there are few people

with tuberculosis. As a result, researchers never studied the

best way to treat

HIV and TB

together and the

possible

interactions among

different drugs. 

Treatments for

HIV, TB Interact
But in places such

as southern Africa,

patients frequently

do have both

diseases

simultaneously.

Doctors struggle to

treat them and

manage the many

problems

associated with treating TB and HIV together. To begin with,

Karim says, medications for tuberculosis and HIV frequently

interact with one another.

"The TB drugs induce some key enzymes in the liver that

result in the antiretroviral drugs being metabolised more

quickly," Karim says. He explains this has the result of making

the antiretrovirals less effective. 

In particular, the TB drug called rifampicin causes this

liver reaction.

"Rifampicin is a key drug in TB, so you cannot exclude

it from TB treatment," Karim says.

Another problem is that some patients actually get sicker

once they start taking TB drugs. Karim explains this occurs

because the body's immune system goes into overdrive

once it gets some help from medication. This kind of immune

Treating TB and HIV Together
Decreases Mortality

reaction can be so serious that patients need to be

hospitalised.

The third problem is that patients getting treated for TB

and HIV simultaneously end up taking a lot of pills - up to

30 per day - each with its own side-effects.

"So we have a lot of concern that when you put

patients on antiretrovirals, that they might then stop

taking their TB drugs because of side-effects they're getting

from the antiretroviral drugs," Karim says. "It's just the

process of having to take seven drugs… I mean, handfuls

of medication."

Patients Who Delay Treatment More Likely to Die
Karim and colleagues from Columbia University in the

United States started a study to determine the best way

to treat these patients. They recruited more than 600

people to try different ways of taking the drugs. Some

would complete six months of TB treatment, then get

HIV medications; some would take the first two

months of TB medications and then start HIV drugs

while completing TB treatment. A third group would

get the two kinds of medications together. The trial

is still going on.

In August, Karim and his colleagues reviewed the

preliminary data. They found that patients waiting to

complete TB treatment before getting HIV drugs were

50% more likely to die than patients being treated

for both diseases simultaneously. Immediately, they

altered the study so that all patients were getting

some TB treatment.

"We should encourage all patients who have both

tuberculosis and HIV to receive both therapies, both

sets of drugs, at the same time," Karim says.

"TB therapy... they have to start because they

won't die from HIV. They'll die from the TB," he warns.

"Don't wait for them to finish their TB treatment. Start the

antiretroviral drugs."

The study results were announced in a press release,

rather than the usual publication in a medical journal. Karim

says in the time it would take to publish these results, 10,000

people in South Africa alone could die from being treated

for TB before getting any antiretrovirals. So he says they're

urging doctors who see these patients to get them started

on antiretrovirals before completing the six-month course

of TB medications.

Courtesy of VOA: http://voanews.com/english/Science/2008-

10-31-voa49.cfm

By Rose Hoban

A pharmacist shows anti-retroviral drugs at the
Mildmay Centre in Seguku, approximately 15
kilometres south of Kampala, Uganda
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Summaries of relevant research articles for programmers and other readers.

> Prevention of mother-to-child transmission of HIV-1 through breast-feeding by treating infants
prophylactically with lamivudine in Dar es Salaam, Tanzania: the Mitra Study.

> Maternal herpes simplex virus type 2 coinfection increases the risk of perinatal HIV transmission:
possibility to further decrease transmission?

> Coping with HIV-related stigma in five African countries.

> Adherence support workers: a way to address human resource constraints in antiretroviral treatment
programs in the public health setting in Zambia.

> Scaling up antiretroviral therapy in South Africa: the impact of speed on survival.
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J Acquir Immune Defic Syndr. 2008 Jul 1;48(3):315-23; Comment

in: J Acquir Immune Defic Syndr. 2008 Jul 1;48(3):237-40.

Prevention of mother-to-child
transmission of HIV-1 through breast-
feeding by treating infants
prophylactically with lamivudine in
Dar es Salaam, Tanzania: the Mitra Study.
Kilewo C, Karlsson K, Massawe A, Lyamuya E, Swai A, Mhalu F,

Biberfeld G; Mitra Study Team.Collaborators (18) Hamud N,

Kalokola F, Msemo G, Temu F, Giarttas M, Methodi J,

Mkumbukwa A, Rugaiya E, Semanini S, Mwamwembe R,

Makundi N, Temu A, Mbena E, Olausson-Hansson E, Kalovya

D, Msangi V, Ostborn A, Lema C. Muhimbili University of Health

and Allied Sciences, Dar es Salaam, Tanzania.

OBJECTIVE: To investigate the possibility of reducing

mother-to-child transmission (MTCT) of HIV-1 through

breastfeeding by prophylactic antiretroviral (ARV) treatment

of the infant during the breastfeeding period.

DESIGN: An open-label, nonrandomised, prospective

cohort study in Tanzania (Mitra).

METHODS: HIV-1-infected pregnant women were

treated according to regimen A of the Petra trial with

zidovudine (ZDV) and lamivudine (3TC) from week 36 to 1

week postpartum. Infants were treated with ZDV and 3TC

from birth to 1 week of age (Petra arm A) and then with 3TC

alone during breastfeeding (maximum of 6 months).

Counselling emphasised exclusive breastfeeding. HIV

transmission was analysed using the Kaplan-Meier survival

technique. Cox regression was used for comparison with

the breastfeeding population in arm A of the Petra trial,

taking CD4 cell count and other possible confounders into

consideration.

RESULTS: There were 398 infants included in the

transmission analysis in the Mitra study. The estimated

cumulative proportion of HIV-1-infected infants was 3.8%

(95% confidence interval [CI]: 2.0 to 5.6) at week 6 after

delivery and 4.9% (95% CI: 2.7 to 7.1) at month 6. The median

time of breastfeeding was 18 weeks. High viral load and a

low CD4 T-cell count at enrollment were associated with

transmission. The Kaplan-Meier estimated risk of HIV-1

infection at 6 months in infants who were HIV-negative at

6 weeks was 1.2% (95% CI: 0.0 to 2.4). The cumulative HIV-

1 infection or death rate at 6 months was 8.5% (95% CI: 5.7

to 11.4). No serious adverse events related to the ARV

treatment of infants occurred. The HIV-1 transmission rate

during breastfeeding in the Mitra study up to 6 months

after delivery was more than 50% lower than in the

breastfeeding population of Petra arm A (relative

hazard=2.61; P=0.001; adjusted values). The difference in

transmission up to 6 months was significant also in the

subpopulation of mothers with CD4 counts>or=200

cells/microL.

CONCLUSIONS: The rates of MTCT of HIV-1 in the Mitra

study at 6 weeks and 6 months after delivery are among

the lowest reported in a breast-feeding population in sub-

Saharan Africa. Prophylactic 3TC treatment of infants to

prevent MTCT of HIV during breastfeeding was well tolerated

by the infants and could be a useful strategy to prevent

breast milk transmission of HIV when mothers do not need

ARV treatment for their own health.

AIDS. 2008 Jun 19;22(10):1169-76
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Maternal herpes simplex virus type 2
coinfection increases the risk of perinatal
HIV transmission: possibility to further
decrease transmission?
Bollen LJ, Whitehead SJ, Mock PA, Leelawiwat W,

Asavapiriyanont S, Chalermchockchareonkit A, Vanprapar N,

Chotpitayasunondh T, McNicholl JM, Tappero JW, Shaffer N,

Chuachoowong R. Thailand Ministry of Public Health, US

Centers for Disease Control and Prevention Collaboration,

Nonthaburi, Thailand. Lbollen@tuc.or.th

OBJECTIVES: To evaluate the association between

maternal herpes simplex virus type 2 seropositivity and

genital herpes simplex virus type 2 shedding with perinatal

HIV transmission.

STUDY DESIGN: Evaluation of women who participated

in a 1996-1997 perinatal HIV transmission prevention trial

in Thailand.

METHODS: In this non-breastfeeding population,

women were randomised to zidovudine or placebo from

36 weeks gestation through delivery; maternal plasma and

cervicovaginal HIV viral load and infant HIV status were

determined for the original study. Stored maternal plasma

and cervicovaginal samples were tested for herpes simplex

virus type 2 antibodies by enzyme-linked immunoassay and

for herpes simplex virus type 2 DNA by real-time PCR,

respectively.

RESULTS: Among 307 HIV-positive women with available

samples, 228 (74.3%) were herpes simplex virus type 2

seropositive and 24 (7.8%) were shedding herpes simplex

virus type 2. Herpes simplex virus type 2 seropositivity was

associated with overall perinatal HIV transmission [adjusted

odds ratio, 2.6; 95% confidence interval, 1.0-6.7)], and herpes

simplex virus type 2 shedding was associated with

intrapartum transmission (adjusted odds ratio, 2.9; 95%

confidence interval, 1.0-8.5) independent of plasma and

cervicovaginal HIV viral load, and zidovudine treatment.

Median plasma HIV viral load was higher among herpes

simplex virus type 2 shedders (4.2 vs. 4.1 log(10)copies/ml;

P = 0.05), and more shedders had quantifiable levels of HIV

in cervicovaginal samples, compared with women not

shedding herpes simplex virus type 2 (62.5 vs. 34.3%; P =

0.005).

CONCLUSION: We found an increased risk of perinatal

HIV transmission among herpes simplex virus type 2

seropositive women and an increased risk of intrapartum

HIV transmission among women shedding herpes simplex

virus type 2. These novel findings suggest that interventions

to control herpes simplex virus type 2 infection could further

reduce perinatal HIV transmission.

J Assoc Nurses AIDS Care. 2008 Mar-Apr;19(2):137-46.

Coping with HIV-related stigma in five
African countries.
Makoae LN, Greeff M, Phetlhu RD, Uys LR, Naidoo JR, Kohi TW,

Dlamini PS, Chirwa ML, Holzemer WL.National University of

Lesotho, South Africa.

People living with HIV (PLHIV) and their families are

subjected to prejudice, discrimination, and hostility related to

the stigmatisation of AIDS. This report examines how PLHIV

cope with HIV-related stigma in the five southern African

countries of Lesotho, Malawi, South Africa, Swaziland, and

Tanzania. A descriptive qualitative research design was used

to explore the experience of HIV-related stigma of PLHIV and

nurses in 2004. A total of 43 focus groups were conducted

with 251 participants (114 nurses, 111 PLHIV, and 26 volunteers).

In describing incidents of stigma, respondents reported

strategies used or observed to cope with those incidents.

Nurse reports of coping strategies that they used as well as

observed in HIV-infected patients were coded. Coping

strategies used by PLHIV in dealing with HIV-related stigma

were coded. A total of 17 different self-care strategies were

identified: restructuring, seeing oneself as OK, letting go,

turning to God, hoping, changing behaviour, keeping oneself

active, using humour, joining a support or social group,

disclosing one's HIV status, speaking to others with same

problem, getting counselling, helping others to cope with the

illness, educating others, learning from others, acquiring

knowledge and understanding about the disease, and getting

help from others. Coping appears to be self-taught and only

modestly helpful in managing perceived stigma.

PMID: 18328964 [PubMed - indexed for MEDLINE]

PLoS ONE. 2008 May 21;3(5):e2204.

Adherence support workers: a way to
address human resource constraints in
antiretroviral treatment programs in the
public health setting in Zambia.
Torpey KE, Kabaso ME, Mutale LN, Kamanga MK, Mwango AJ,

Simpungwe J, Suzuki C, Mukadi YD.

Family Health International/Zambia Prevention Care and

Treatment Partnership, Lusaka, Zambia. KTorpey@zpct.org

BACKGROUND: In order to address staff shortages and

improve adherence counselling for people on antiretroviral

therapy (ART), the Zambia Prevention, Care and Treatment

Partnership (ZPCT) developed an innovative strategy of

training community volunteers to provide adherence
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support at the health facility and community levels. The

objective of this study was to assess the effectiveness of

these 'adherence support workers' (ASWs) in adherence

counselling, treatment retention and addressing inadequate

human resources at health facilities.

METHODOLOGY/PRINCIPAL FINDINGS: The study

used quantitative and qualitative research techniques at

five selected ART sites in four provinces in Zambia. Five

hundred patients on ART were interviewed using a

structured questionnaire to compare the quality of

adherence counselling before and after the ASW scheme

was introduced at the selected sites and between ASWs

and HCWs after the introduction of ASWs. In addition,

3,903 and 4,972 electronic records of all new patients

accessing antiretroviral therapy for the time period of 12

months before and 12 months after the introduction of

ASWs respectively, were analysed to assess loss to follow-

up rates. Two focus group discussions with ASWs and

health care workers (HCWs) were conducted in each clinic.

Key informant interviews in the ART clinics were also

conducted. There was a marked shift of workload from

HCWs to ASWs without any compromise in the quality of

counselling. Quality of adherence counselling by ASWs

was comparable to HCWs after their introduction. The

findings suggest that the deployment of ASWs helped

reduce waiting times for adherence counselling. Loss to

follow-up rates of new clients declined from 15% to 0%

after the deployment of ASWs.

CONCLUSION: Adherence counselling tasks can be shifted

to lay cadres like ASWs without compromising the quality of

counselling. Follow-up of clients by ASWs within the community

is necessary to improve retention of clients on ART.

PMID: 18493615 [PubMed - indexed for MEDLINE]

J Infect Dis. 2008 May 1;197(9):1324-32. Comment in: J Infect

Dis. 2008 May 1;197(9):1223-5.

Scaling up antiretroviral therapy in South
Africa: the impact of speed on survival.
Walensky RP, Wood R, Weinstein MC, Martinson NA, Losina E,

Fofana MO, Goldie SJ, Divi N, Yazdanpanah Y, Wang B, Paltiel

AD, Freedberg KA; CEPAC-International Investigators.

Collaborators (42) Freedberg KA, Bender MA, Chung S, Divi N,

Fofana MO, Hsu HE, Lu Z, Saxena A, Sloan C, Scott CA, Uhler L,

Waldman S, Walensky RP, Wang B, Wolf LL, Zhang H, Losina E,

Cotich K, Goldie SJ, Kimmel AD, Lipsitch M, Rydzak C, Seage GR

3rd, Weinstein MC, Yazdanpanah Y, Anglaret X, Salamon R,

Anglaret X, N'Dri-Yoman T, Touré S, Seyler C, Messou E,

Kumarasamy N, Ganesh AK, Wood R, Gray G, McIntyre J,

Martinson NA, Mohapi L, Flanigan T, Mayer K, Paltiel AD.

The Divisions of Infectious Disease, Department of

Medicine, Massachusetts General Hospital, Boston, MA 02114,

USA. rwalensky@partners.org

BACKGROUND: Only 33% of eligible human

immunodeficiency virus (HIV)-infected patients in South

Africa receive antiretroviral therapy (ART). We sought to

estimate the impact of alternative ART scale-up scenarios

on patient outcomes from 2007-2012.

METHODS: Using a simulation model of HIV infection

with South African data, we projected HIV-associated

mortality with and without effective ART for an adult cohort

in need of therapy (2007) and for adults who became eligible

for treatment (2008-2012). We compared 5 scale-up

scenarios: (1) zero growth, with a total of 100,000 new

treatment slots; (2) constant growth, with 600,000; (3)

moderate growth, with 2.1 million; (4) rapid growth, with

2.4 million); and (5) full capacity, with 3.2 million.

RESULTS: Our projections showed that by 2011, the

rapid growth scenario fully met the South African need for

ART; by 2012, the moderate scenario met 97% of the need,

but the zero and constant growth scenarios met only 28%

and 52% of the need, respectively. The latter scenarios

resulted in 364,000 and 831,000 people alive and on ART in

2012. From 2007 to 2012, cumulative deaths in South Africa

ranged from 2.5 million under the zero growth scenario to

1.2 million under the rapid growth scenario.

CONCLUSIONS: Alternative ART scale-up scenarios in

South Africa will lead to differences in the death rate that

amount to more than 1.2 million deaths by 2012. More rapid

scale-up remains critically important.
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Background

The Botswana Network of AIDS Service Organisations

(BONASO) is the umbrella body for all HIV and AIDS service

organisations in Botswana. The network was registered in

1997 and currently has over 70 members ranging from

community-based organisation, non-governmental and

corporate institutions all involved in different aspects of HIV

and AIDS prevention, care and support activities. In addition

to its mission of facilitating and coordinating the work of its

constituent organisations—through information sharing;

networking; technical assistance; capacity building; policy

influence; and advocacy—and assisting emerging

organisations to access resources, BONASO also represents

its members in the National AIDS Council (NAC—the highest

HIV and AIDS policy making body in the country—and in

the various sectoral committees of the National AIDS

Coordinating Agency (NACA).

BONASO entered into a five-year partnership with the

African Comprehensive HIV/AIDS Partnerships (ACHAP). ACHAP

is a public-private partnership between the Government of

Botswana, the Bill & Melinda Gates Foundation and the Merck

Company Foundation) to support community-based HIV and

AIDS initiatives in Botswana through a small grants programme.

Launched in October 2001, this BONASO/ACHAP Small Grants

Programme (SGP) supported and facilitated grassroots ventures

that had been initiated and implemented at community level

in response to the epidemic.

The objective of the in-depth analysis (hereafter referred

to as the in-depth analysis exercise) was to further identify

the financial and technical needs of the projects defined as

Best Practices and BONASO as the grants administrator and

management partner. This report presents the results of the

in-depth analysis exercise.

Identification of Best Practices

Several criteria exist upon which to evaluate programmes

for their eligibility as Best Practices with regard to HIV and

AIDS. A comprehensive review of the literature by NACA

(2007) revealed that the complete list of possible criteria is

Acceptability, Accessibility, Cost Effectiveness, Effectiveness,

Ethical Soundness, Innovation, Relevance, Replicability,

Scaling–up Potential and Sustainability. UNAIDS on the other

hand recommends only five of the ten criteria: Effectiveness,

Ethical Soundness, Relevance, Replicability and Sustainability

(UNAIDS, 2000).

The UNAIDS recommended criteria — given its relatively

international scope —was used to assess the various projects

funded by the SGP for the purposes of this report.

Drawing largely from the methodology and criteria

weighting used by NACA (2007), a nine-point scaling system

of ranking and weighting co–efficients was developed and

applied. Within this system, the highest possible co–efficient

value that could be allocated to any one criterion was 2.0.

Criterion Co–efficient

CRITERION MAX SCORE

Effectiveness 2.0

Ethical Soundness 2.0

Sustainability 1.5

Relevance 2.0

Replicability 1.5

TOTAL: 9.0

Those projects with a total score of 7.2 (80%) and above,

were regarded as Best Practices; those with a total score of

between 4.6 and 7.1, were regarded as ‘fair’; and those with

a total score of less that 4.5 (50%) were deemed ‘poor’ or

not fitting the criteria of Best Practices .

Findings

Background characteristics of projects

Table 1 shows the basic characteristics of all projects that

were funded by the BONASO Small Grants Project (SGP).

(see Table 1)

Location

Location was divided into three broad categories; (1) urban

towns; (2) urban villages; and (3) rural villages. According to

the Central Statistics Office, an urban town and urban village

are defined as settlements on state land and tribal land

respectively, that have populations of at least 5,000 people,

and with at least 75% of their labour force engaged in non-

agricultural activities. Rural villages, on the other hand, are

typified by the presence of a tribal authority, (a chief, chief’s

representative or headman) and availability of certain facilities

such as schools, clinics or health centres, tribal administration

offices, among others. Against this background, the majority

of projects operated from urban settlements while only

about 26%, were based in rural settlements.

Thematic areas

In terms of thematic areas, the majority of projects (45.9%)

were awarded the small grants to work on projects related

to capacity building and institutional strengthening. With

only two projects funded for research activities, this thematic

area accounted for the smallest proportion of projects (1.2%).

An in-depth analysis of the
BONASO/ACHAP Small Grants Project
By “Child, Youth, Family and Social Development (CYFSD)” & the “Human Sciences Research Council (HSRC)” on behalf of

BONASO and ACHAP. For a complete copy of the evaluation, please contact Mr. L Busang at lesego@achap.org.
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Community mobilisation, education and prevention;

socioeconomic impact mitigation; and support, care and

treatment accounted for 39.1%, 3.7% and 9.9% respectively.

Consistent with the results presented in Table 1 above,

Figure 1 below shows that the majority of projects in all

thematic areas were based in urban areas, and that the two

research projects were wholly undertaken in urban areas.

Establishment of projects

The majority of projects were grassroots or community-

initiated responses as opposed to formal NGO or external

responses.  Projects pioneered by between one and five

people made up 45% of projects funded while another 45%

were pioneered by six or more people. The number of

people who pioneered the remaining 10% of projects could

not be established.

Approximately 78% of the projects had a needs

assessment undertaken prior to their establishment. In

this regard, unsurprisingly, about 95% of the projects

managed to meet the needs of their targeted

beneficiaries. In addition, when asked whether the

project was able to meet its objectives, about 90% of

the interviewed officers answered in the affirmative.

Key factors attributed to this achievement were support

from the community in the form of donations and

grants; networking with other organisations; self reliance

of projects; team work; commitment and dedication

of employees; flexibility in decision making of project

members and management; involvement of all

stakeholders; presence of volunteers; and sound

management policies.

On the other hand, factors noted as hindering the

project’s progress included: transfer of members who

worked as volunteers; lack of funding and incentives;

stigma attached to HIV and AIDS; poor relationship with

district authorities; inadequate facilities at project sites

and poor internal communication within projects.

Staffing

Approximately 52% of the projects were led by

females while the remaining 48% had male project

leaders. The majority of the project leaders (about 31.4%)

were in the 26-35 age category, followed by the 36-45

and 46-55 age categories, with each category comprising

about 25.7% of the project leaders. The least percentage

of project leaders (about 17.1%) was in the age group

Figure 1: Distribution of SGP funded projects by thematic
area and location

Source: Computed from the BONASO Small Grants Programme database

Table 1 Distribution of projects funded through the BONASO
SGP by selected background characteristics

Characteristics
Location

Urban towns
Urban villages
Rural villages

Geographic District
Gaborone
Francistown
Lobatse
Selebi-Phikwe
Jwaneng
Southern
Barolong
Southeast
Kweneng East
Kweneg West
Kgatleng
Central Serowe
Central Mahalapye
Central Bobonong
Northeast
Ngamiland South
Ngamiland North
Chobe
Ghanzi
Kgalagadi South

Total Grant Received
Less than P10,000
P10,000-P19,999
P20000-P29,999
P30,000-P39,999
P40,000-P49,999
P50,000

Thematic Area
Capacity Building & Institutional Strengthening
Community mobilisation, education & prevention
Research
Socio-economic impact mitigation
Support, care and treatment

Total

Frequency

52
67
42

32
2
9
7
2

11
4

10
16
2
7

16
17
4

11
6
1
1
7
6

18
20
24
33
41
25

77
61
2
6

15
161

Percentage

32.3
41.6
26.1

19.9
1.2
5.6
4.3
1.2
6.8
2.5
6.2
9.9
1.2
4.3
9.9
4.3
2.5
6.8
3.7
0.6
0.6
4.3
3.7

11.2
12.4
14.9
20.5
25.5
15.5

47.8
37.9
1.2
3.7
9.3

100

Source: Computed from the BONASO Small Grants Program database

above 56 years. In terms of the educational attainment of the

project leaders, the results revealed that the majority of the

projects (57.2%) were headed by leaders with tertiary

education, followed by those with secondary education (31%).

The results also revealed that that very few projects were

headed by leaders with junior secondary and primary

education as only 5.2% of the projects reported having leaders

with either primary or junior secondary as their highest

educational qualifications. Table 2 below gives a summary of

the characteristics of the project leaders in terms of gender,

age and educational qualifications.

Table 2: Background Characteristics of Project Leaders

Characteristics

Gender
Female
Male

Total
Age

26-35
36-45
46-55
56 and over

Total
Educational level

Primary
Junior Secondary
Senior Secondary
Tertiary

Total

Frequency

17
16
33

11
9
9
6

35

2
2

11
20
35

Percentage

51.5
48.5
100

31.4
25.7
25.7
17.1
100

5.7
5.7

31.4
57.2
100

Source: Derived from the 2006 Documentation Report
Note: Total varies and does not add to 40 because of missing cases
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Spirit of volunteerism

The exercise revealed that volunteers were an integral part

of the projects. Of the 40 sampled projects, 33 or 82.5% had

some volunteers who provided an array of services including

counselling and clerical duties. While it would have been

interesting to find out if the volunteer spirit differed by

thematic area, this was not possible mainly because the

sample size for the in-depth analysis exercise was too small

to give a meaningful result.

Funding and financial management

About 78% of the projects were already in existence

before SGP funding and were financially supported

through a variety of funding sources including donations,

members’ own contributions, and fundraising activities.

Most of the donations came from organisations such as

Bristol Meyers Squibb, W. K. Kellogg Foundation, ACHAP,

Ministry of Education, Woolworth’s, Winners Chapel,

Jwaneng mine, PACT, business community, and HIVOS,

American, British and German Embassies, Botswana

Development Corporation, the business community and

the community in general, District Councils, Department

of Youth and Culture, Department of Social Services,

National Food Technology Research, UNICEF, Skills Share

International, Jwaneng mine and the Global Fund. These

partnerships were reported to have played a major role

in assisting projects to achieve their objectives. Efforts to

generate their own income, on the other hand, included

hosting of dinner dances; provision of services for a fee;

textile and craft making; growing and selling of vegetables;

poultry keeping; catering services and leasing of project

equipment. In addition to financial donations, these

partners supported projects through other avenues such

as resource mobilisation, training networks and capacity

building. Furthermore, project beneficiaries and

participants also occasionally contributed to the projects

through contributions and use of their own resources

such as transport. In essence, therefore, the SGP funding

assisted projects that were already in existence and had

experience in raising their own income and in

implementing activities. About 78% of the projects

reported that they had a strategy and plan for

sustainability, although in most cases this had not yet

been implemented.

Project monitoring and evaluation

BONASO’s main role was to provide SGP grantees with

activities and support including conducting of training

workshops, monitoring and evaluation visits, assisting in

the development of project proposals and providing

networking opportunities. For monitoring and evaluation

purposes, the grantees were expected to give regular

progress reports to BONASO. Project reports facilitated the

release of the second tranche of the grant and measured

whether project objectives were met. The reports were

mostly written and submitted to respective District Mult-

Sectoral AIDS Committees (DMSAC) (10 projects), BONASO

(18 projects) and to other organisations and individuals such

as district councils, project officers, technical advisors, or

this was done in the project meetings (10 projects).

Despite the regular submission of reports by the majority

of projects, only 45% reported that they had ever received

feedback about their projects. It was, however, reported

that BONASO officials had visited 31 (77.5%) of the projects

at least once.

Almost 80% of the projects also reported having their

own monitoring and evaluation plans which entailed, among

others, using checklists on number and extent of activities

covered, implementation reports and plans, survey and data

collection, financial reports, output indicators or survey

projects and  reporting to the project staff meeting, executive

committee, or workshops.

Impact of small grants in achieving objectives

The majority (31 or 78%) of project leaders reported that

their expectations about the SGP had been met. This was

mainly due to fact that the grant was received, thus allowing

project activities to be implemented as planned.

Approximately 90% of the projects spent the money

accordingly while only about 8% did not. Reasons provided

by the latter included that the items budgeted for became

too expensive or other needs became a priority. It also

emerged that the SGP had also added value to the project

grantees as they realised membership growth, improved

outreach programmes and enhanced programming.

Challenges faced in project implementation

Despite successes mentioned above, the SGP grantees faced

several challenges in implementing their projects. Key

among these were:

• insufficient income to cover various costs of the

project including office accommodation, transport,

and equipment

• some project members, especially volunteers, showed

little motivation because of poor remuneration

• poor financial management, especially in recovering

debts owed to the project, difficulties in generating

project reports and effective budgeting

• delays and misplacement of community project

proposals at DMSAC level

• DMSACs were often slow in processing proposals thus

leading to delayed project review and implementation

• the staff responsible for the programme were overwhelmed

with project appraisal duties and were unable to provide

adequate time for monitoring and evaluation.

Lessons learnt

1. The multi-sectoral nature of the proposal writing

committee facilitated mobilisation and participation

of community-based organisations (CBOs) in utilising

grants and added value to the projects because of

diverse technical expertise and backgrounds.

2. According to ACHAP, the major successes of the SGP

were that partners’ relationships were strengthened at

all levels and training was provided for grantees.

3. The simplicity of the SGP guidelines made the funds

accessible and hence the project a success.
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Improving Access to HIV/AIDS Medicines in Africa: Trade-
Related Aspects of Intellectual Property Rights Flexibilities.
Osewe, Patrick L; Nkrumah, Yvonne K; Sackey, Emmanuel K.  World
Bank & ARIPO. Washington,DC: World Bank,2008.
This study analyses the extent to which countries in sub-Saharan
Africa have been able to utilize flexibilities in the Agreement on
Trade-Related Aspects of Intellectual Property Rights (TRIPS) to
improve affordable access to medicines for HIV. It also examines
the option of local manufacture of antiretroviral medication, based
on the experience of four countries, and evaluates challenges to
the sustainability of this option in the sub-Saharan Africa context.

ONDJAMBI/NANASO 2008/2009 Directory of Civil Society
AIDS Service Organisations.
Windhoek: NANASO 2008, Namibia
A directory of AIDS Service Organisations in Namibia. This includes
NGOs, CBOs and FBOs.

Courage & Hope: African Teachers Living
Positively With HIV (DVD)
The Partnership for Child Development (PDC),
Arlington: Baney Media 2008
In the film, we hear the voices of four African
teachers living with HIV.  We hear how they
discovered their HIV status and how this has
affected their lives with their families, their
schools and their communities. Each teacher
tells a unique story of extraordinary courage
and hope. The film is based on the book
‘Courage and Hope: Stories from teachers living with
HIV in sub-Saharan Africa’ which was launched with
the film. The book tells the first-hand stories of 12
African teachers who are HIV-positive and living
healthy, active lives.

Education and HIV/AIDS: A Window of Hope (DVD)
The World Bank, Arlington: Baney Media 2008
Window of Hope is an award-winning documentary about
HIV in Africa. Africa is at the centre of the HIV epidemic,
however, in Africa, as in other parts of the world, most school
children are not infected. While HIV is not curable, it is
preventable therefore if teachers can help children avoid infection
then these children offer a 'window of hope' into the future - a life
free of HIV.

The Three Circles of Knowledge.
Westermann, Elie Josef . Evangelischer Entwicklungsdienst Church
Development Service (EED). Chimanimani: Chikukwa Ecological Land
Use Community Trust (CELUCT), 2008
This book provides a comprehensive and practical insight into
understanding conflict at a grass-root level. It explores how one
may go about resolving conflict in creative, responsible ways that
encourage positive growth and enable better communication
within the community.

Report on the Global AIDS Epidemic - 2008: Global Report.
UNAIDS 2008. Geneva:UNAIDS
The report shows the current trends in the HIV epidemic. It includes
figures on HIV prevalence rates, estimated number of people living
with HIV, deaths recorded for pregnant women, children and adults.
The report also includes the percentage of countries reporting
legal protection against discrimination and relevant mechanisms
and other statistics on HIV and AIDS.

One Love: Multiple and Concurrent Sexual Partnerships in
Southern Africa.
A Ten Country Research Report. Jana, Michael; Nkambule, Mzwethu;
Tumbo, Dorothy.  Soul City Institute for Health and Development
Communication.  Parkview: Adelie Publishing.2008
The report shows the development of a campaign and campaign
materials aimed at reducing multiple and concurrent sexual
partnerships (MCP) in ten Southern African countries namely, Botswana,
Lesotho, Malawi, Mozambique, Namibia, South Africa, Swaziland,
Tanzania, Zambia and Zimbabwe. The primary aim of the research
was to gain insight into audience understanding, attitudes and practices
around sexual relationships in the context of HIV prevention.

The World Bank's Commitment to HIV/AIDS in Africa. Our
Agenda for Action, 2007-2011
World Bank,2008. Washington,DC: World Bank.
This book updates and refocuses the Bank’s response to assist
countries to achieve the sixth Millennium Development Goal, to
help halt and begin to reverse the spread of HIV and AIDS. The
Agenda for Action is a road map for reaffirming the Bank’s
commitment to combating AIDS in Africa, moving from initial
emergency response to how it will contribute to a long term,
sustainable, multi-partner response.

Progress in the National Response to Orphans and other
Vulnerable Children in sub-Saharan Africa: The OVC
Policy and Planning Effort index (OPPEI) 2007 Round:

Summary Report.
August 2008. UNICEF, Social Policy and Social Protection Section,
Nairobi. Nairobi: UNICEF

In this report the OVC Policy and Planning Effort Index assesses
how countries are progressing with the implementation

of eight components that are required to create an
enabling environment for an appropriate scaled up

response at country level. The eight components of the
response are national situation analysis of OVC; consultative

processes; coordinating mechanisms; national action plans;
policy; legislative review; monitoring and evaluation and resources.

Sex, Sexuality, and HIV Prevention for Women, Men and
Couples: Addressing the challenges of HIV prevention in
southern Africa. [Trainer’s Guide]
SAfAIDS; Seke Rural Home Based Care; Oxfam Canada. 2008.
This is a training guide produced to assist trainers in carrying out
programmes on sexual health, STIs, reproductive health and
condom use. The guide can be used to mainstream HIV and AIDS
into cultural practices to reduce the vulnerability of women and
girls to HIV infection.

Learn Without Fear: The Global Campaign to End Violence in
Schools.
Plan 2008.  Woking: Plan
This is a campaign by Plan International that tackles issues of
violence in schools, including corporal punishment, sexual abuse,
neglect, verbal and emotional abuse, bullying, peer-to-peer
violence, youth gangs, weapons or harassments on the journey
to and from school.

Our Broken Dreams: Child Migration in Southern Africa.
Save the Children 2008. Maputo: Save the Children Mozambique
This book aims to compliment some of the existing research on
child migration in Southern Africa by adding the views and opinions
of children who have made these perilous journeys themselves.
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SAfAIDS would like your feedback on the content of SAfAIDS News.
What do you like about it? What do you dislike? Are there areas you would
you like us to include that are not already covered?

Please take some time to think about these questions and tell us what
you think. Your feedback is invaluable in making sure the magazine

continues to be responsive to your needs in terms of HIV and AIDS
information in the southern African region

Please send your comments to:
editor@safaids.org.zw or by post to The Editor, SAfAIDS, P.O Box A509,
Avondale, Harare, Zimbabwe.

Tell us what you think!

By Tania Boler and David Archer
ISBN-987-07453-2732-7
Published in South Africa 2008 by Jacana Media (Pty) Ltd.
Reviewed by Benhilda Chanetsa

With 33million people around the world infected with HIV and 6,800
becoming newly infected everyday, Boler and Archer investigate how the
spread of AIDS in poor and marginalised communities where it has spread
the fastest may be effectively fought through the expansion of education.
Drawing on case studies from around the world, the authors expose the
nature of the two crises – education and HIV. They show how, despite an
increase in the funds for tackling the epidemic, the underlying ‘politics of
prevention’ such as the US’s ‘abstinence only’ programme which has been
exported to Africa, have created ‘an epidemic of prejudice’, ranged ideology
against science and created an aid system which is inefficient and out of
touch with the reality on the ground thus denying millions an education
that could prove life-saving. But they do include examples of initiatives
that have successfully used education to tackle HIV prevention.

Through a moving case study from Uganda, the authors explore the
devastating effects of the stigma associated with HIV and AIDS, a stigma
that links HIV with sex and the immoral and reckless behaviour that societies
usually attribute to already marginalised groups such as injecting drug
users, sex workers or men who have sex with men (MSM) – groups where
the disease appears to have first become evident.  The stigma feeds
ignorance and denial, made worse by traditional and religious ideology
which results in people being reluctant to go for testing, for fear of
discovering they have HIV.  Thus they cannot benefit from post-test services
such as education, treatment and care.

But the authors also illustrate that education and services do not
necessarily stop the stigma. In Thailand, according to UNICEF estimates,
more than 95% of HIV positive children in need of treatment are actually
accessing it, but, say the authors, it is not unusual for these children to opt
to remain at home than face discrimination at schools. The authors assert
that the schools are supposed to provide a safe and creative environment
for children, bringing out the best in them and enhancing their self-esteem
and relations with other children.  Using further examples, the book shows
the important role schools can play in providing emotional care and
support for children affected by HIV and AIDS.

Staying at school and being informed greatly reduce children’s
vulnerability to HIV infection, the authors believe, the classroom being the
most effective way of reaching large numbers of young people most of
whom are not affected by HIV. Drawing from previous studies, they maintain
that girls with complete secondary schooling are five times less likely to
contract HIV than those with no education and are four times more likely
to use a condom. Group solidarity within schools strengthens girls’ social
networks and creates more responsible attitudes to sexual behaviour, safer
sex and HIV. On the other hand, school drop outs and poor and uneducated
women have to contend with relationships in which they have no powers
of negotiation in sexual matters. But HIV prevention methods are difficult
to effect in schools they say, when teachers are poorly trained and paid
and are overburdened with huge classes.

There are countries where the epidemic has spread to the general
population, and here, Boler and Archer say, educational and other

programmes must become real and personal, reaching out to everyone,
including the men.

But prevention measures must go further, they say. A good prevention
programme also deals with relationships and the human power dynamics
so crucial in preventing the spread of HIV. Such a programme encourages
open discussions about sex without making moral judgements, and lets
people decide for themselves how to lead their sexual lives. It does not
focus on how people should behave but on how they do behave, allowing
them to choose from a range of options and being careful not to control
the process.

The authors back up their theory with some inspiring examples.  They
show how in Ghana,  for instance, teachers use drama to deal with their
sexuality and their own HIV infection risk and how they ‘deconstruct’ their
relationships in terms of gender related power, trying out different roles
to encourage sharing and a balance of power.  In South Africa, for out-of-
school youth likely to be infected, education takes the form of ‘edutainment
– a national TV soap which presents HIV as a real issue affecting real people
– 12 year-olds living in Johannesburg. However, the authors assert that
teachers need to be trained to be effective because a number of creative
approaches have to be used.

But HIV prevention methods must go even further, the authors say.
Groups vulnerable to HIV or marginalised by governments because of it,
have no option but to develop a sense of solidarity and organise themselves
so they can collectively speak out – that is, become political, in order to
stop the spread of HIV. This is what they refer to as ‘the politics of prevention’
– building on a culture of speaking out, of ‘reflection and action’ which
may put pressure on governments to deliver better on promised services.

Using an example from Brazil, they show how sex workers came
together to educate themselves, change their lives and tackle the negative
attitudes of society. They created a national network for sex workers, trained
as skilled community-based health workers working in their own
communities and forced the ministry of labour to redefine sex work as a
legitimate profession. Their self-help programmes have been effective
because they know that to prevent HIV, there is little point in telling sex
workers to stop selling sex or gay men to stop having homosexual sex.

The authors point to how education initiatives can be undermined
by religion-inspired strategies such as the US government’s abstinence-
only programmes, which have undermined attempts to promote condoms
for HIV prevention and thus increased infection rates. Further, ‘the politics
of aid’ determine who is targeted for HIV prevention interventions and
what the message will be.  Many models of HIV prevention are designed
far away and simply imposed on recipient countries without reference to
their individual needs. Thus sovereignty of the recipient countries is
undermined, as is democracy, as donors liaise directly with ministries and
their programmes, avoiding parliamentary scrutiny. They promote short
term programmes when long term ones are needed and parallel efforts
in small projects when a coherent national response is urgently needed.
The authors try to show how initiatives such as the Global Fund have
deviated a little from this trend and tried to give African governments
some sense of ownership of the aid money but the authors do not, however,
explore the wider controversy of alleged misuse of funds which these kind
of initiatives have spawned and which have not involved governments
being accountable to their people.

The Politics of Prevention
A Global Crisis in AIDS and Education


