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Abstract

South Africa’s former president Thabo Mbeki responded to the HIV epidemic in his

country by refusing antiretroviral drugs (ARVs) for HIV-positive patients. It is important to ask

how the national government responded to the epidemic in the absence of ARV distribution and

how this policy translated to the provincial level. As the province with the greatest prevalence of

HIV/AIDS, KwaZulu-Natal provides an excellent case study for the comparison between

provincial policies and national policies. By comparing speeches, budgets, and government

documents from the national government and the government of KwaZulu-Natal, significant

differences between the responses were uncovered. It was found that while the national

government promoted nutritional programs to combat the epidemic rather than ARVs, the

government of KwaZulu-Natal distributed ARVs to provincial hospitals and combined modern

medicine with traditional practices to respond to the epidemic. The KwaZulu-Natal

government’s polices provide an example of a public health approach to an epidemic that

married traditionalism and modernism.

Methodology

The methodology employed in this research was largely qualitative. In investigating how

the South African national government and the KwaZulu-Natal provincial government responded

to the epidemic of HIV/AIDS, I analyzed a number of primary sources. These included speeches,

budgets, plans to combat HIV/AIDS, food security and nutrition programs, addresses to

legislatures, documents circulated within political parties, interviews with journalists,

testimonials from doctors, researchers, and activists, and other government publications.
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From this primary source literature I largely read for content, specifically searching for

references to food, nutrition, and ARVs within the government documents. I sought to compare

how the national government and provincial government incorporated nutrition and antiretroviral

drug use into their policies. Thus I conducted a deep analysis of these documents, carefully

scrutinizing the language used when the relationships between HIV prevalence and malnutrition

and the relationships between HIV prevalence and ARV use were discussed. Within these

sources references to food, nutrition, and ARVs were carefully noted. Additionally, failure to

mention nutrition, food, or ARVs was noted as well.

Analysis of these documents was also informed by secondary sources such as scholarly

articles and media publications. Significantly, these secondary sources were used to determine

many of the historical events included in this thesis. That is, government action after the delivery

of a speech or publication of a document was determined by referring to descriptive historical

writings. These actions and events were then analyzed in combination with the primary source

literature.

Additionally, a number of medical and biological sources as well as data and statistics

collected by organizations like the WHO were also examined. These sources were read

thoroughly to establish the scientifically demonstrated relationships between HIV, AIDS, and

ARVs and to identify patterns in HIV prevalence among different populations.
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Chapter 1: An Outline of the Arguments

Introduction

As of 2008, South Africa had the fourth highest prevalence rate of adults living with

HIV/AIDS of any country in the world. Of its entire population 17.80% of adults were living

with HIV/AIDS.1 Since the end of apartheid in South Africa in 1994 the country has had one of

the world’s most progressive constitutions. Among other rights, the document promises the right

to health care to all its citizens.2 Yet, the president of South Africa from 1999-2008 refused to

provide antiretroviral drugs in public hospitals for people infected with HIV.  President Thabo

Mbeki and his administration consulted HIV denialists to develop national policy concerning

HIV and AIDS. Instead of providing ARVs in hospitals, the Mbeki administration promoted the

use of good nutrition including vitamins, fruits, and vegetables to treat the syndrome. In doing

so, the Mbeki administration came to redefine AIDS as a problem of malnutrition and poverty

and treat it as such.

Interestingly in KwaZulu-Natal, the province with the highest prevalence of HIV, the

HIV/AIDS epidemic was not treated as a problem of poverty and malnutrition. Rather, by 2003,

antiretroviral drugs were provided for patients at all 49 hospitals in the province providing

maternal care.3 It can be argued that the difference between these responses can be explained by

examining the beliefs of Mbeki and his administration in contrast to those of the provincial

government in KwaZulu-Natal. While the provincial premier, the Zulu king, and the health

minister in KwaZulu-Natal promoted the use of antiretroviral drugs to combat HIV, the Mbeki

administration believed the research demonstrating the efficacy of these drugs was fueled by

racist beliefs rooted in neocolonial stereotypes regarding Africans.
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HIV: Mechanism

To understand the debate concerning HIV treatment that developed in South Africa

during the Mbeki administration, it is vital to understand the basics of HIV infection and

progression. The human immunodeficiency virus, known as HIV, is composed of a protein

capsid surrounded by a lipid envelope (see Figure 1). Within the capsid are two strands of RNA

which contain genetic information. There are also several proteins that will allow the virus to

infect and replicate inside a cell.

Figure 1. National Institute of Allergy and Infectious Diseases, HIV Virion.

Within cells, genetic information is passed along in the form of DNA. DNA becomes

transcribed to RNA and RNA is then translated to make proteins. HIV is a retrovirus, meaning

that genetic information is instead passed along in the form of RNA. The viral RNA is reversely

transcribed to form DNA which is then used as a template for protein production by the cell.
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All successful viruses must accomplish three tasks within an organism. They must enter a

cell, replicate their genetic information within that cell, and exit the cell. Though one virus will

enter, billions may leave.4 The human immunodeficiency virus accomplishes these three tasks by

first binding to CD4-positive T cells, or helper T cells, and injecting its RNA and proteins into

the cell. Next, the virus uses reverse transcriptase, a viral protein that creates DNA from RNA,

and the cell’s machinery to produce viral proteins and replicate its RNA. Some of these proteins

will reform the viral capsid and enclose the two RNA strands, as well as viral proteins. The

newly formed virus will then leave the cell, taking part of the cell’s plasma membrane with it.

The process if infection, replication, and egress destroy helper T cells in HIV-positive

patients. When the number of helper T cells in the blood drops to a certain level, an individual is

said to have AIDS. The immune system of a patient with AIDS is severely compromised.

Infections that would never produce symptoms in an HIV-negative individual can be deadly in

patients with AIDS. In a patient not receiving antiretroviral treatment, 10-15 years may pass

between HIV infection and development of AIDS.5

HIV: Symptoms

Adults infected with HIV will not develop AIDS for 10-15 years after infection without

the intervention of antiretroviral drugs. A person with an immune system weakened from HIV

may develop a number of symptoms including: fever, lack of energy, weight loss, short-term

memory loss, sores from herpes infections, and persistent yeast infections.6 Individuals with

AIDS may also develop any one of 26 conditions that are uncommon in healthy people, but

occur frequently in patients with advanced HIV disease. These conditions may be cancers such

as Kaposi sarcoma, cervical cancer, or lymphomas. They may also produce symptoms such as
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shortness of breath, difficulty swallowing, seizures, vision loss, weight loss and extreme fatigue,

abdominal cramps and vomiting, and coma. Once a diagnosis of AIDS has been made, the

average survival time for a patient is 2-3 years.6

The controversy concerning the AIDS epidemic in South Africa was largely related to the

rollout of antiretroviral drugs. These drugs are important to all HIV-positive people, but are

especially effective for preventing the transmission of HIV from a pregnant woman to her child.

Children with HIV are affected by the virus somewhat differently than adults due to a

compromised immune system interfering with their development.

Infants with HIV may suffer from a plethora of health problems and diseases. Many

experience a “failure to thrive” which describes children who fail to grow at the same rate as

other children of their age and gender. This often leads to permanent physical and/or mental

health problems. Other HIV-positive infants experience a painfully swollen abdomen as a result

of enlarged internal organs like the spleen and the liver. Finally, it is common for HIV-positive

infants and children to develop severe infections such as oral thrush, pneumonia, and meningitis

which may ultimately lead to death.7 A multi-country study in Africa found that more than half

(52.5%) of HIV- positive children die by the time they are two years old.8 Yet, it is possible to

prevent the transmission of HIV from a pregnant woman to her unborn child.

MTCT Prevention

AZT

Azidothymidine (also known as AZT or zidovudine) was the first drug to be approved for

HIV treatment9 and was originally sold under the name Retrovir.10 When AZT was first

developed many scientists, patients, and activists had great hope for the drug as HIV treatment.
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AZT was first tested on human subjects in 1986. After six months, the National Institute of

Allergy and Infectious Diseases halted the trial for ethical reasons. It had become clear that the

patients receiving AZT were benefitting from the drug and NIAID found it unethical to continue

allowing the control group in the study to receive a placebo.11 The consensus within the scientific

community was that AZT was prolonging the lives of AIDS patients. Dr. Donna Mildvan, one of

the researchers testing the drug stated:

At every stage there’s one patient who epitomizes the experience of the time. There was

one patient who, when I first saw him was so sick, so bedraggled and sad. You wouldn’t

believe how thin and wasted he was… Then he enrolled into the study, and within weeks

he began gaining weight… He had gained more than 15 pounds, and he was better; he

was better… So in my heart of hearts I knew we had something.” 11

In fact, it was so apparent that AZT was helping HIV- positive patients that the researchers who

had tested it clinically denounced and condemned by some for having allowed patients to take

the placebo in the study. When Martin Hirsch, an AZT researcher, was invited to speak at the

National Gay and Lesbian Health Forum, his speech was interrupted by several ACT-UP

activists walking down the aisles with banners. One of the banners read, “Marty Hirsch and

Clinical Trials Equals Jim Jones and Kool-Aid.” Another stated, “The Blood of 19 is on Your

Hands.” The second banner referenced the 19 HIV-positive patients in the initial trial who had

received a placebo and died.11 Overall, the scientific community and the activist community had

great faith in the new drug for its ability to improve the lives of patients with HIV. The

conviction that AZT was beneficial to patients was so strong that conventional research protocol

which calls for the use of a placebo was considered unethical.
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However, the initial enthusiasm for the drug slowly died down. After patients receiving

AZT began to develop anemia (lowered red blood cell levels). Others turned up in clinics with

neutropenia (lowered neutrophil or white blood cell counts). Finally, some patients developed

AZT-resistant AIDS. Dr. Donna Mildvan described the same patient who had originally inspired

her hope in the power of the drug:

He started to lose weight again, to go blind in one eye… I was so upset. We thought we

were doing something. Then it turns out we were not. I just remember walking away. I

think that was the absolutely lowest point I can remember, walking away from that

bedside knowing we had lost the battle again.”11

In fact, AZT did not halt the advancement of HIV in the human body as was originally hoped.

Rather the drug only slowed the progression of the disease.12, 13

If AZT is used alone it can rapidly become ineffective in combatting HIV. Additionally,

the side effects of the drug can be severe for patients. Individuals taking azidothymidine may

experience weakening of muscle mass, loss of subcutaneous fat in the face, arms and legs, and

the formation of masses made of fat cells at the base of the neck.10 These symptoms can give

patients on AZT and other anti-retroviral treatments a distinct appearance. When subcutaneous

fat is lost in the face, a person may look years or decades older than her real age. She will appear

gaunt or have a stretched-skin look. Overall, the effect can deeply impact a person’s social life,

identity, and psychological well-being.

Even considering AZT’s shortcomings the drug is still an effective method to slow the

progression of HIV, particularly when combined with other antiretroviral drugs. Though its side

effects are severe, they are less devastating than AIDS itself. Currently, AZT is commonly

prescribed in conjunction with other HIV treatments. This practice is known as highly active
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anti-retroviral treatment or HAART and plays a particularly critical role in preventing mother-to-

child transmission (MTCT) of the virus in modern medicine.10 A recent study demonstrated that

when an AZT regimen was properly followed during pregnancy, the drug was shown to reduce

the risk of mother to child transmission by 43%.14 Of the drug treatments the National Institute

of Health recommends all HIV-positive pregnant women take, AZT is the most recommended

out of those within its drug class (NRTIs).15 Infants born to HIV-positive mothers are also

prescribed the drug for 12 to 18 months after birth.16

Nevirapine and Other Classes of Anti-HIV Drugs

AZT is known as an NRTI (nucleoside analogue reverse transcriptase inhibitor). It

functions primarily by inhibiting the virus’s ability to synthesize DNA. It provides the virus with

nucleoside analogues that are structurally similar to the building blocks of DNA but non-

functional. In addition to NRTI’s, there are other classes of anti-HIV drugs: fusion inhibitors,

NNRTIs (non-nucleoside reverse transcriptase inhibitors), and PIs (protease inhibitors).17

Nevirapine, an NNRTI ultimately became politically important in the fight for ARVs in South

Africa when it was demonstrated that Nevirapine was effective in preventing mother-to-child

transmission of HIV but significantly less expensive than AZT and had fewer side effects.46

Nevirapine works in a similar way to AZT by preventing viral DNA synthesis. However, instead

of providing nucleoside analogues, the drug binds reverse transcriptase. Reverse transcriptase

normally produces DNA from RNA, but when bound to an NNRTI, the enzyme is incapable of

synthesizing viral DNA.17

Today, the most effective treatment known for HIV-positive patients is HAART (highly

active antiretroviral therapy). Patients on HAART receive a cocktail of two or more ARVs from
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different classes.17 Though several influential actors in recent South African politics have argued

against the use of ARVs to treat HIV infection and progression, the functionality, side effects,

and mechanisms of ARVs are largely understood.

A Note on Terminology

Throughout this paper the terms, ‘modern’ and ‘traditional’ are used to describe medical

and public health approaches to HIV/AIDS and nutrition. These terms are used to echo the

language of certain actors, specifically Health Minister Manto Tshabalala-Msimang and King

Goodwill Zwelithini. Within this paper ‘modern’ medicine is used to describe medicine that

originates from the biomedical model. It describes medicine that is subjected to the scientific

method for proof of efficacy. Most frequently, when used by the national government of South

Africa, the term referred to treatment of HIV/AIDS with antiretroviral drugs.

The term ‘traditional’ medicine as used by the health minister referenced medicine that

was largely herbal or nutritionally-focused. The term was frequently used in contrast to bio-

medical ‘modern’ medicine, particularly in the context of antiretroviral drugs sold by

pharmaceutical companies. Occasionally the term was used to mean any medicine beside pills

originating from a Western pharmaceutical company. ‘Traditional’ medicine as used in this

context was frequently not subject to review by the scientific method.

Reproducing the terms used by these actors in regards to HIV policy poses several

problems. First, it becomes incredibly difficult to properly define ‘traditional’ and ‘modern.’ The

health minister used the term ‘traditional’ on many occasions to describe the public health

policies she sought to pursue. Most frequently the term referenced herbal and nutritional care.

Though the health minister seemed to see nutritional care as ‘traditional’ and thus fundamentally
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opposed to ‘modern’ medicine, others, including this author, would argue that this distinction is

largely artificial. That is, the line between what constitutes modern medicine as opposed to

traditional medicine is blurred. Much of the research concerning the effects of nutrition on HIV

progression and infection are current and ongoing, thus seemingly ‘modern.’ Similarly, many

‘modern’ drugs used to treat ailments are derived from herbal remedies that could easily be

construed as ‘traditional.’ In this way, there are several difficulties encountered when

reproducing these terms. Yet, because the agents enacting public health policy in South Africa

employed these terms to describe their policies, they have been reproduced in this paper.

Nutrition and HIV

Much of the national policy directed at HIV/AIDS during the Mbeki administration

focused on nutrition. The national government and particularly the health minister, Manto

Tshabalala-Msimang, promoted the treatment of HIV with a balanced diet and nutritional

supplements. Though scientific findings do not support the use of nutritional supplements to treat

HIV, there is a demonstrated link between malnutrition and the infection and progression of

HIV.

Malnutrition and HIV: The New Variant Famine

In 2003, Alexander de Waal and Alan Whiteside published a paper documenting what

they termed the New Variant Famine hypothesis. According to this hypothesis, a cyclical

relationship existed between food insecurity and HIV in southern Africa. De Waal and Whiteside

outlined four steps of the cycle. First, HIV/AIDS caused increased adult morbidity and mortality

at the household level. This sickness and death led to a loss of assets and skills within the
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household and ill adults and orphaned children led to an increased burden of care on family

members. The loss of assets and increased burden of care resulted in food insecurity and

malnutrition. Finally, malnutrition and decreased caloric intake led to greater susceptibility to

HIV infection and more rapid progression of the disease. Of course new HIV infection restarted

the New Variant Famine Cycle.18

Only recently have studies demonstrated this link between malnutrition and increased

susceptibility to HIV infection. The vulnerability to infection by any pathogen depends on the

strength of a person’s immune system. The strength of an immune system is dependent on a

number of factors which include level of stress, nutrition, and the presence of other infectious

and parasitic diseases.19 Transmission is also dependent on the virulence of the pathogen. HIV

itself has a rather low probability of transmission through heterosexual intercourse (1 in 1000

from women to men and 1 in 500 from men to women).19 However, this probability bears little

resemblance to reality among a population already immunocompromised by malnutrition,

parasites, and infectious diseases.

Food insecurity directly promotes HIV by undermining the immune response and making

a body more susceptible to infection by the virus. There are three main avenues by which a body

defends against disease: physical barriers such as skin and mucosal linings, humoral response in

which B cells produce antibodies against certain microorganisms, and cell-mediated immunity in

which T cells directly attack microorganisms. Malnutrition and specific micronutrient

deficiencies weaken all three of these avenues of defense.

A number of micronutrients play an essential role in immune system function. Vitamin A

is important in maintenance of physical barriers to infection such as skin and mucosal lining. A

study conducted in Malawi found that mothers with severe vitamin A deficiency had much
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greater risk of transmitting HIV to their unborn children than those without the deficiency.20 21

This may have been due to an effect on the vaginal mucosa or integrity of the placenta. Iron is

essential in promoting resistance to infection through humoral response22 and even mild zinc

deficiency can trigger a large decrease in natural killer T cell activity.23 Each of these nutritional

deficiencies causes the body to be more susceptible to infection even by a virus with a low

probability of transmission, like HIV.

Protein deficiency affects all three avenues of immunity because nearly all elements of

the immune system depend on cell replication to which protein is vital.22 Protein-energy

malnutrition (PEM) weakens the physical barriers of the immune system by failing to provide

protein for cell replication.24The humoral response is weakened from PEM through atrophy of

the lymph system. Finally, the resulting reduction in size and weight of the thymus negatively

affects T-cell production and thus cell-mediated immunity.23 25 Children show protein-energy

malnutrition through stunting and wasting and regardless of the severity or type, children with

PEM have been shown to have reduced cell-mediated adaptive immunity.24 25

Malnutrition in many forms promotes viral replication and can thus contribute to

increased probability of both vertical transmission, in which a mother passes the disease to her

unborn child, and sexual transmission.26 As Nicoli Nattrass points out in The Moral Economy of

AIDS in South Africa, this problem is made worse by inadequate health care. Frequently the

same individuals who suffer from food insecurity and malnutrition have inadequate access to

health care, compounding the impact of HIV on the body.27

Malnutrition can also make HIV progress more rapidly to AIDS and increase the

socioeconomic impact of AIDS.28 The relationship between HIV and hunger is a reciprocal one

in which each affects the other. While malnutrition and food insecurity make a person more
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susceptible to infection by HIV and allows the disease to progress more rapidly within the body,

HIV can undermine livelihoods and lead to hunger. Illness and death associated with HIV and

AIDS can ‘weaken and destroy human capacity’ (skills, labor, knowledge, experience), ‘deplete

control of and access to other financial, social, natural, and physical assets, and constrain options

for productive activities’ while ‘increasing time needed for reproductive and caring activities.’28

In addition, poverty caused by illness and death from HIV within a family unit may increase high

risk behaviors such as transactional sex when women are desperate for money. These women

often struggle for survival and are forced to resort to transactional sex to keep themselves and

their families alive.29

Thus there is a significant relationship between malnutrition and the progression of AIDS

as well as infection by HIV. However, there is an important distinction to be made. Malnutrition

contributes to the risk for infection and progression. It is not the cause of AIDS. It can be

compared to the effect of stress on the body when one has a cold. A person may be more likely

to develop a cold when experiencing severe stress because the immune system is weakened. The

cold may become worse than it would have otherwise if a person is experiencing a significant

amount of stress. But stress itself does not cause colds.

The Denialist Argument

The Mbeki administration’s concerns about the efficacy of antiretroviral treatments were

informed by denialist beliefs concerning HIV/AIDS. HIV denialists differ in their arguments

concerning the causes of AIDS. However, all HIV denialists maintain that HIV does not cause

AIDS.
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One of the most influential AIDS denialists is Anthony Brink. His online book, AZT; A

Medicine from Hell eventually led President Mbeki to consult other AIDS denialists to help

inform and develop national HIV/AIDS policy for South Africa.  In his book Anthony Brink

argues that AZT is more dangerous than HIV itself. He asserts that the drug causes death in

patients (men, women, children, and the unborn). He argues that the drug is poisonous, has no

beneficial effect, and instead kills those who consume it. However, much of Brink’s assertions

are based on ad hominem arguments that are designed to disable the opposition by suggesting

that they are emotionally unstable, self-interested, or illogical. 30

The majority of the scientific community agrees that HIV causes AIDS and that anti-

retroviral therapies like AZT are the best options currently available for prolonging life and

improving quality of life for HIV – positive patients.31 The severe side effects of AZT and the

drug’s toxicity to cells are well understood. Yet, scientists argue that these side effects are less

detrimental than HIV progression

Still, upon reading Anthony Brink’s book, President Mbeki saw merit in the denialist

argument and constructed a presidential AIDS advisory panel in 2000. On this panel he

appointed several AIDS denialists. As Seth C. Kalichman asserts in Denying AIDS:

Throughout the history of AIDS, presidents have selected advisors who are consistent

with the positions of their political constituencies rather than informed by science. No

presidential AIDS advisory panel, however, has been as blatantly AIDS denialistic as that

of President Thabo Mbeki of South Africa.31

When Thabo Mbeki constructed his panel, he included AIDS denialists Peter Duesberg, Sam

Mhlongo, David Rasnick, and Roberto Giraldo.32
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Peter Duesberg, a professor of molecular and cell biology at UC Berkely has become

well known in the United States for arguing that HIV does not cause AIDS. He has proposed that

AIDS is in fact caused by malnutrition, recreational drug use, and anti-HIV drugs.33 He

distinguishes between AIDS in the West and that in Africa, arguing that malnutrition, poor

sanitation and parasitic diseases have caused the epidemic in Africa while recreation drug use

and anti-HIV drug use have caused the epidemic in Europe and the Americas.34 He has accused

the scientific community of working against the interests of the public and with pharmaceutical

companies to invent a new pathogenic virus to make money from treatment and prevention.35 He

has further stated that the AIDS virus is the politically correct explanation for AIDS so as not to

blame a drug addict for his own sickness. Some of Mbeki’s statements have echoed Duesberg’s

beliefs and Mbeki has similarly argued that drugs that effectively combat AIDS in the Americas

and Europe will not combat AIDS in Africa as the two diseases are distinctly different.  Thabo

Mbeki supported this viewpoint by stressing that AIDS in the West has spread most rapidly in

homosexual male populations while in South Africa it has spread most rapidly in heterosexual

populations.36

Professor Mhlongo, unlike other dissidents on the panel, is South African. Mhlongo has

argued that AIDS is a collection of old diseases under a new name, that it is impossible to prove

anyone has died of AIDS in South Africa, and that the anti-retroviral drug treatment Nevirapine

was an ineffective drug designed to maximize corporate profits. He has stated, “It is about time

that the public are told that AIDS is a collection of old-fashioned diseases under a new name.

The list includes chronic cough, tuberculosis, diarrhea, weight loss, fever, and malnutrition.”38

Professor Mhlongo’s argument that AIDS was not a distinct disease, but rather one caused by
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problems of poverty aligned with Mbeki’s own suspicions and in 2002 he was appointed as an

advisor to Health Minister Manto Tshabala-Msimang.

David Rasnick is a colleague of Peter Duesberg. The two have co-authored papers that

discuss HIV as a “harmless passenger virus.”37 Rasnick, like Duesberg is not a virologist. Most

of his research is in cancer. He, like Mhlongo, asserts that AIDS is simply the manifestation of

diseases and problems that have always existed, including malnutrition. He has also denied that

AIDS exists in Africa:

In fact, I’m pretty sure right now there’s no such thing as an AIDS epidemic in Africa,

from my previous two trips… I don’t think there is any such thing as AIDS going on in

South Africa. It’s just the same old things that Africans have been suffering and dying

from for generations due to poverty, malnutrition, poor sanitation, bad water, that sort of

thing. We’re calling it AIDS now, instead of by the old-fashioned names that were more

honest.”38

Rasnick’s assertion that AIDS is a manifestation of problems of poverty, including malnutrition,

has led him to argue that AIDS is not sexually transmitted. This statement has not been well

received by public health workers trying to promote safe sex for HIV prevention.

Another member of the panel, Dr. Roberto Giraldo, has similarly maintained that AIDS is

not infectious or contagious. Unlike other denialists who argue that AIDS is a series of illnesses,

Giraldo has purported that AIDS in Africa is the manifestation of a toxic nutritional syndrome

caused by “immunological stressor agents.” He has stated that, “Success in the treatment of Aids

depends primarily upon guaranteeing and optimizing the nutritional status at both clinical and

micronutrient levels.”38 Many of Giraldo’s views on nutrition’s role in HIV treatment ultimately
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factored into the advice the health minister Tshabalala-Msimang gave to HIV-positive patients in

South Africa.

Each of the denialists included on the Presidential AIDS Advisory Panel impacted the

president’s views on the transmission of and appropriate treatment for HIV. This, in turn,

affected the policy that was enacted by the Mbeki administration and the messages conveyed to

the public concerning HIV/AIDS.

South Africa and the History of Denialism

Thabo Mbeki has been criticized for his denialist policies concerning HIV and AIDS

during his time in office, but the battle between the government and antiretroviral medications

began earlier than Mbeki’s inauguration in 1999. In fact, it began a year before, in 1998 when the

National Association of People Living with HIV/AIDS (NAPWA) demanded that the drug

azidothymidine (AZT) be made available for pregnant women living with the virus.39

Though the major mode of transmission of HIV in South Africa is heterosexual sex, the

second most common way to transmit the virus is from mother to child. In mother-to-child

transmission HIV can infect a child or fetus during pregnancy, childbirth, or breastfeeding.40,41

A UNAIDS update published in 1998 reported that in the absence of preventive intervention an

HIV- positive woman’s baby had a 25%-35% chance of being infected in developing countries.42

More specifically, two years earlier, a study found that in Durban, South Africa this chance was

actually 34%.43

Objections to ARVs

President Thabo Mbeki and his administration actively fought to keep ARVs out of state-

run hospitals. Even after a court decision in 2001 ordered that Nevirapine be made available to
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all HIV-positive pregnant women in state hospitals, the national government still refused to

distribute the drugs.44 The reasons for the government’s refusal were initially unclear. At times,

the government cited the drug’s toxicity for their hesitation. Other times the administration

pointed to a lack of health infrastructure and argued the country was incapable of widely

distributing the drug. Other times yet, arguments against Nevirapine were framed in racial terms.

Initially, however, the South African government refused to supply critical antiretroviral

treatments because of their exorbitant costs.

Costs of ARVs

Around 1996 South Africa became the country with the greatest number of people living

with HIV/AIDS. During this time, treatment with antiretroviral drugs cost approximately $1000

per month. This was a steep price for even HIV positive patients in the U.S. at the time, but the

average annual income for South Africans was only $2,600.45 In 1999 it was estimated that

40,000 babies were being born with HIV in South Africa each year. Even a short course of AZT,

which would cost only $75 would reduce the risk of transmitting the virus to the child by half.

Yet most of the mothers who needed it were too poor to afford even this.46

In 2000, Thabo Mbeki was interviewed in the United States. When asked why he

questioned whether AZT should be disseminated to pregnant women, he alluded to the price of

the drugs. He contended that for South Africa to buy the antiretroviral drugs needed for the

number of HIV-infected people living in the country, it “…would in fact consume the totality of

[the] drug budget.”47

In response to this devastating situation the Treatment Action Campaign, an activist

group advocating for the rights of HIV-positive South Africans, began to pressure
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pharmaceutical corporations to lower their prices. Ultimately their actions led to a number of

concessions by the pharmaceutical companies. Boehringer Ingelheim offered South Africa a

supply of Nevirapine to be distributed to HIV-positive pregnant women free for five years while

Glaxo offered AZT at 30% of the international price.46

Toxicity of ARVs

However, after these offers were made Thabo Mbeki began to cite the toxicity of AZT

and other ARVs to discourage South Africans from taking the drugs treatments. He alluded in a

speech to Parliament to “a large volume of scientific evidence that AZT is harmful to health” and

began to raise suspicions about the safety of the drug.48

It is important to note that similar to other commonly used drug treatments in modern

medicine, AZT is toxic to human cells. The original paper investigating AZT as a treatment for

HIV-positive patients was published in 1987. The abstract states “Although a subset of patients

tolerated AZT for an extended period with few toxic effects, the drug should be administered

with caution because of its toxicity and the limited experience with it to date.”49 In fact, the title

of the paper is, “The Toxicity of Azidothymidine (AZT) in the Treatment of Patients with AIDS

and AIDS-Related Complex.” Despite its toxicity, biomedical scientists argue that the benefits of

the drug continue to outweigh its side effects for those infected by the human immunodeficiency

virus. However, Mbeki cited the drug’s toxicity and insisted that more research be conducted

before AZT be supplied in South Africa.

A Final Note on AIDS Denialism
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As Seth Kalichman writes in Denying AIDS: Conspiracy Theories, Pseudoscience, and

Human Tragedy:

Tens of thousands of studies show that HIV does cause AIDS. If HIV does not cause

AIDS it would mean that thousands of scientists, researchers, medical doctors, and public

health officials – essentially the entire biomedical science and public health enterprise

had conspired to maintain a lie for 25 years. The notion that HIV does not exist or that

the virus is harmless defies reality.31

The argument that HIV does not cause AIDS has no scientific basis. As Kalichman points out,

tens of thousands of studies have demonstrated the relationship between the virus and the

syndrome. Central to AIDS denialism is the incorporation of elements of scientifically supported

facts with unsupported claims. It has been demonstrated that there is a relationship between HIV

and malnutrition, but malnutrition is not the cause of AIDS. While there is a disproportionate

effect of the disease on the impoverished, no study has ever demonstrated that AIDS is caused by

poverty. And though nutrition programs are beneficial for countries as a whole, it has never been

shown that they are suitable replacements for ARV distribution programs.
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Chapter 2: The National Response to AIDS and a Focus on Nutrition

The national South African government under the Mbeki administration responded to the

epidemic of HIV/AIDS by focusing on poverty and malnutrition. Though written policy

promoted the use of antiretroviral drugs in the treatment of HIV, little action was taken by the

executive branch nationally to distribute ARVs in state hospitals. Instead the national

government focused on the promotion of good nutrition as a method to treat HIV/AIDS.

The Presidential AIDS Advisory Panel

In 1999, Thabo Mbeki made his skepticism about the safety of AZT first clear when he

addressed the National Council of Provinces and announced that the drug was toxic.1 Throughout

his presidency, Mbeki questioned the safety of the drug as well as other antiretroviral treatments

and fought against its provision in state-run hospitals. He expressed doubt over the link between

HIV and AIDS as did several members of his administration, including the Health Minister

Manto Tshabalala-Msimang.

After the president spoke to the National Congress of Provinces doubting the safety of

AZT, Thabo Mbeki constructed a Presidential AIDS Advisory Panel. On this panel he included

several AIDS denialists. None of the denialists had experience researching the syndrome or the

virus and they would come to support the conclusion that AZT and other antiretroviral drugs

were dangerous and deadly.1 Peter Duesberg, David Rasnick, Roberto Giraldo, and Sam

Mhlongo all incorporated the role of malnutrition into their own hypotheses about AIDS

origination and transmission. Their viewpoints came to influence national South African
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HIV/AIDS policy and impacted how the government used nutrition in an attempt to quell the

HIV epidemic.

HIV and AIDS Strategic Plan: 2000-2005

Prior to the construction of the Presidential AIDS Advisory Panel, the national

government issued a five-year plan to address HIV/AIDS in South Africa. When examining how

the government under the Mbeki administration responded to the pandemic, it is useful to

compare this five-year plan, the “HIV/AIDS/STD Strategic Plan for South Africa; 2000-2005”,

to the “HIV and AIDS and STI Strategic Plan for South Africa; 2007-2011.” What is most

important about the first document is its acceptance that HIV causes AIDS, that the virus is

sexually transmitted, and that the best response to the epidemic includes prevention, treatment,

and support. In fact, the document lists as one of the government’s goals to “Ensure the supply of

anti-retroviral drugs to treat occupational exposure in public health facilities” indicating that the

writers of the plan had faith in the effectiveness of ARVs in the treatment of AIDS.2

Despite the promotion of a holistic approach, problems of malnutrition and food

insecurity were not considered during the writing of the document. A word search within the

2000-2005 document demonstrates that none of the words; “food,” “nutrition,” “malnutrition,”

and “meal” appear a single time in the 33 pages of the plan. Of course, the writing of this plan

took place 4 years before Alex de Waal and Alan Whiteside’s work on the New Variant Famine

Hypothesis was published. In many ways, the world had yet to understand the scientific link

between the progression of HIV to AIDS and malnutrition. Thus, it is not surprising that the

Strategic Plan written for 2000-2005 failed to take into account any of the problems of food

insecurity among HIV-positive people. In fact, issues related to the New Variant Famine
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hypothesis were only addressed indirectly as goals to establish general poverty alleviation

projects, and acknowledgement that poverty and socio-economic factors acted as major

determinants of the epidemic in South Africa. The factors that were acknowledged as

contributors included only “migrant labor, commercial sex workers, the low status of women,

illiteracy, the lack of formal education, stigma and discrimination” - not food insecurity.

Despite the lack of attention given to malnutrition, the content of the Strategic Plan was

lauded for its holistic approach. Yet many of the programs outlined in the document would never

be implemented by the national government under Thabo Mbeki.3 Instead of pursuing the

programs outline in the Strategic Plan, the national government would come to pursue

HIV/AIDS policies that focused on using good nutrition as an alternative to antiretroviral drug

treatments for HIV/AIDS.

HIV and AIDS Strategic Plan: 2007-2011

In contrast to the plan written for 2000-2005, the “HIV and AIDS and STI Strategic Plan

for South Africa; 2007-2011” addressed problems of food insecurity and malnutrition within

South Africa repeatedly in 142 pages. It is telling in and of itself that the length of the strategic

plan more than tripled – indeed nearly quadrupled – from the first written plan to the second. The

mere mention of food and nutrition in the second plan suggests that the relationship between

malnutrition, food insecurity and HIV/AIDS became more prominent in the collective

consciousness of the authors of the documents within the seven year period that passed between

their writings.
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The second Strategic Plan had a number of important key features including the creation

of a unit in the health department whose purpose would be to monitor and evaluate the

implementation of the plan and the further promotion of antiretroviral therapy. In fact, one of the

goals of 2007-2011 plan was to increase the percentage of patients receiving treatment who

needed it to 80% by 2011.

Nutrition was a prominent feature of the second plan. Nutrition was first mentioned

within the Strategic Plan of 2007-2011 under the subheading of “Special Needs of Women and

Children.” One of the ways in which the document proposed to provide “treatment, care, and

support” was by distributing services that included anti-retroviral treatment and nutritional

support to children and adolescents who were HIV positive and/or exposed to the virus in some

capacity. This was addressed again later in the document when orphans and vulnerable children

(OVCs) were recognized as being at particularly high risk of contracting HIV. The document

cited emotional and social problems as the cause of this increased risk and stated that orphans

and vulnerable children often “suffer from malnutrition and ill health and are in danger of

exploitation and abuse.”

In addition to nutrition being treated as a particular concern of children, the document

addressed the nutritional needs of HIV positive mothers. It was proposed that the existing

PMTCT program (Preventing Mother to Child Transmission) be expanded to include, among

other resources, access to nutritional support for mothers who chose to exclusively breastfeed

while HIV positive.

Nutritional support was addressed not only in relation to women and children, but in a

multitude of other areas as well. There were fourteen packages outlined in the document. These

packages identified key priority areas for interventions to prevent the spread of HIV and promote
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the care, treatment, and support for South Africans most affected by the epidemic. Of the

fourteen packages outlined, six mentioned nutrition or food security. One, the Food Support

package, addressed the importance of food parcels, nutritional supplements, food gardens,

guidance on good nutritional practices, and the enhancement of household food security. Two

packages addressed children’s specific needs for nutrition. Another identified nutrition for

breastfeeding mothers as a key priority area. One referred to the role of adequate nutrition in

preventing the spread of HIV and one addressed nutrition in relation to general wellness and

health.

Evidently, the South African government’s views on the relationship between nutrition

and HIV/AIDS changed dramatically from 1999 to 2006. In 1999, neither food nor nutrition was

mentioned in the strategic plan for HIV/AIDS prevention. In the document written in 2006,

nutrition was addressed in relation to the prevention of HIV and in relation to patient care.

The New Role of Malnutrition; A Shift in Attitudes

What is evident from the comparison between the two national plans is that the role of

nutrition as a factor in the progression of AIDS suddenly became prominent in the collective

consciousness of the South African government. The exact nature of this shift in mentality at the

national level may seem abrupt between the two documents, but through careful analysis of

speeches, budget reports, and other government documents, the change in the role of nutrition in

HIV policy can be explained.

Although the Strategic Plan produced for 2000-2005 failed to address food insecurity, the

language coming from the national government and particularly the health minister during this

time period emphasized the relationship between HIV and nutrition. In 2002, the government
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produced the “Integrated Food Security Strategy for South Africa.” Contrary to the Strategic

Plan published in 2000, the strategy referenced the ways in which HIV “and other communicable

diseases” had further undermined food security in communities already suffering from

malnutrition and hunger.4 This language parallels much of the cyclic relationship outlined in the

New Variant Famine hypothesis. The document referenced the role of HIV in contributing to

malnutrition and decreased caloric intake in households. The relationship is essentially half of

the hypothesized famine cycle.

The year after the strategy was published, the Health Minister, Manto Tshabalala-

Msimang, gave a speech in Durban in which she referred to an international realization that the

promotion of good nutrition was a critical element in the response to HIV. She referenced the

World Health Organization and the Food and Agriculture Organization as having determined that

a good diet could help prolong the lives of individuals with HIV and AIDS.5The language of the

“Integrated Food Security Strategy” and the speech given by Dr. Tshabalala-Msimang seemed to

align with scientific findings that malnutrition could increase the risk of viral transmission and

speed of disease progression.

Nutrition continued to play a large role in the health minister’s approach toward

combatting HIV/AIDS. In the budget speech Tshabalala-Msimang gave in 2005, she referenced

HIV in relation to tuberculosis. She stated, “We are continuing to provide nutritional support for

patients with TB or HIV and AIDS and are either food insecure or have depleted micronutrients.

Supplementary meals and multivitamin syrup or tablets are being provided to about 153 000

people…”6 This mention of supplementary meals and multivitamins again seems strange when

contrasted with the lack of language about nutrition and diets in the 2000-2005 HIV/AIDS &
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STD Strategic Plan for South Africa. However, it demonstrates that the role of nutrition in

relation to HIV/AIDS as understood by the Ministry of Health had taken a new form.

In 2005, at a Kwazulu-Natal Provincial Health Indaba (a Zulu word meaning a council

meeting of great importance7) Tshabalala-Msimang gave a speech in which she stated:

There are many services that we provide as the Department of Health to delay the

progression from HIV infection to the development of AIDS… Delaying this progression

is the area where we strongly believe we need to make maximum impact. We are

therefore encouraging people to eat healthy and balanced diets with a lot of vegetables

and fruits. We are also providing nutritional supplementation and we are working… in

research and development of traditional medicine.”8

Again, this statement seemed to contrast the HIV/AIDS & STD Strategic Plan for South Africa

of the time which made no mention of nutritional programs, policies, or concerns. The speeches

given by the minister of health demonstrate the change in understanding of the role of nutrition

in combatting HIV.

Each of the examples presented thus far have aligned with scientific evidence that

demonstrates malnutrition contributes to rapid progression of HIV and increased risk for viral

transmission. One might anticipate that a nutritionally-focused approach would meet great

success in South Africa since malnutrition has been found to play a devastating role in the

progression of AIDS and the spread of HIV in food insecure regions.9 Yet despite the language

coming from the Ministry of Health, the South African government did not incorporate nutrition

into their AIDS policy according to the role scientific evidence demonstrated it played. Instead,
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the national government began to support the idea that poor nutrition was the cause of AIDS

rather than a contributing factor to its progression.

The Vitamin Campaign

While the scientific community argued that malnourished individuals had an increased

susceptibility to infection by the virus and increased susceptibility to rapid progression from HIV

to AIDS, the denialist framework employed by the government disallowed the acknowledgement

that the Human Immunodeficiency Virus was involved in the development of the syndrome

known as AIDS. Instead, the national government employed language that blamed AIDS on

problems of poverty and malnutrition. At an International AIDS Conference held in 2006 in

Toronto, the Manto Tshabalala-Msimang extolled the virtues of beetroot, garlic, olive oil,

lemons, and African potatoes as a treatment for AIDS.10 She did not promote good nutrition as

an important supplement to anti-retroviral therapies. Rather, she asserted that several food items

eaten on their own were capable of combatting AIDS.

This policy was criticized both internationally and domestically. Zackie Achmat, the co-

founder of the Treatment Action Campaign, stated in regards to this policy:

I have seen people take their last bit of money to go and buy a bottle of olive oil. And

then drink it, and then get worse diarrhea… You cannot in South Africa today refuse to

implement policies which are going to save lives today.”10

In the face of criticism and opposition from prominent activists in South Africa as well as from

the international community, the Health Minister continued to assert that beetroot and other

vegetables were adequate treatment for AIDS. In fact, this stance earned her the nickname Dr.

Beetroot among her opponents.11
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The Rath Foundation

Dr. Manto Tshabalala-Msimang promoted vitamins as treatments for HIV/AIDS in

addition to fruits and vegetables. Her cooperation with Dr. Matthias Wilfried Rath and the Rath

Foundation led to the promotion of the message that vitamins and nutritional supplement, too,

could adequately treat HIV/AIDS.

Dr. Matthias Wilfried Rath was a German vitamin merchant who arrived in South Africa

in 2004 to sell his vitamin solution, VitaCell multi-vitamins, as a cure for AIDS. Rath claimed

that the vitamins would boost the immune system and rid the body of the HIV infection.12 Many

of Rath’s buyers were poor South Africans who chose to purchase the vitamin solution rather

than antiretroviral drugs. The scientific literature demonstrates that without the intervention of

antiretroviral treatment, once diagnosed with AIDS a person only lives an average of 2-3 years

more.13 However Rath’s business, known as the Rath Foundation, argues that the antiretroviral

drugs are ineffective and dangerous in the fight against HIV. The Rath Foundation states the

following on their website:

Never before in the history of mankind was a greater crime committed than the genocide

organized by the pharmaceutical drug cartel in the interest of the multibillion-dollar

investment business with disease… The war of the drug cartel against the health of the

people of the world has been going on silently for decades. But it was the unmasking of

the genocide committed by the drug cartel in connection with the AIDS epidemic in

Africa that has brought this war into the open. From the New York Times and other

leading newspapers around the world, the information that the AIDS epidemic is an

immune deficiency that can be controlled by vitamins and other natural means has

reached the four corners of the world. This was the call to the people of the world to
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liberate themselves not only from the ‘business with AIDS’ but from the ‘business with

disease’ in general.14

The assertion that the AIDS epidemic can be controlled through the use of vitamins alone has

never been demonstrated scientifically and it has never been shown that VitaCell can effectively

combat HIV/AIDS. However, Matthias Rath continues to state that VitaCell is capable of

controlling the pandemic.

In spite of his claim, many patients have died on the VitaCell regimen.20 After a South

African woman, Ntombekaya, who was taking the supplement died, her sister recounted the

weeks before her death:

One of Zondani’s neighbors, Nandipha Sigebanga, spoke of how she had to watch her

sister Ntombekaya die an agonising death, as she was too afraid to defy the women who

had ordered her not to contact any government health worker if she became ill, but rather

to alert them. Within hours of her death the two women entered the house and removed

all traces of the Rath products, including the pill containers. They didn’t even bother to

offer their condolences before leaving.12

The behavior of the Rath Foundation employees in this anecdote suggests that the workers

doubted the efficacy of VitaCell. By removing traces of the Rath products after the woman’s

death, they prevented an investigation that could lead to a negation of the Rath Foundation’s

claims. What is perhaps most puzzling about the Rath Foundation in South Africa is the national

government’s response to it.

The Health Minister Tshabalala-Msimang did not condemn the Rath Foundation for

making unsupported claims about their product. Instead, she argued that the Rath Foundation

supported the position of the government. In an interview with Business Day the health minister
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stated, “They [The Rath Foundation] ... are not undermining government’s position. If anything

they are supporting it. Our own programme talks about vitamins and micronutrients.”15 The fact

that the health minister believed the Rath Foundation complemented the government’s policies

demonstrates that she supported the belief that AIDS was caused by nutritional deficiencies. The

minister also stated that she had met with Rath and that she would only distance herself from him

if it could be demonstrated that his vitamin solutions were actually poisonous.16 This approach

placed the burden of proof, not on Rath to demonstrate his product was effective, but rather on

the critics of the regimen to demonstrate that it was poisonous. Furthermore, it did not seem the

regimen was poisonous, it was simply ineffectual. By refusing to distance herself from Matthias

Rath unless it could be proven the supplement was toxic, the health minister failed to

acknowledge the harm in marketing an ineffective product to the poor through false advertising.

Many of those who purchased VitaCell were desperate for a cure and often could not afford to

buy the vitamin supplement in combination with antiretroviral drugs and food.

Africa’s Solution

Matthias Rath was not the only person selling vitamins and advertising them as a cure for

AIDS. Tine van der Maas was a woman who developed what she called the ‘Lazarus

Programme’ (a reference to Saint Lazarus who was said to have died and been brought back to

life by Jesus in the Gospel of John). The program included a blended mixture of beetroot, lemon

juice, olive oil, ginger, carrots, tomatoes, spinach, yogurt, and other vegetables.17 The most

important ingredient of the mixture, however, was a tonic called Africa’s Solution. The liquid

contained a mix of vegetables and vitamins and was supposedly able to bring people back from

death’s door - much like Jesus resurrecting Lazarus.17
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In fact, Tine van der Maas and her mother created a documentary entitled Power to the

People that discussed their miraculous solution. The video shows a number of sick patients

getting progressively better over the course of several weeks after taking Africa’s Solution. The

patients who refuse the tonic get worse while those who drink it recover.18 As Nathan Geffen

writes, ‘Without an understanding of science, it is hard not to buy the message.’19

Yet as Geffen points out, the video is full of problems. There is no diagnosis of AIDS

ever made and thus it is not known if the sick patients are in fact HIV-positive. Additionally,

they may be being treated for other conditions like tuberculosis, diabetes, or asthma. Finally, it

seems no one ever followed up with the patients who recovered:

Tine van der Maas only retells, using dubious anecdotes, her successes. Failures are

ignored. I corresponded with her in 2005 and asked how many of her patients she

followed up. Her answer was breathtaking. ‘When you do not hear from patients, they

usually are doing well. If they have a problem, they usually phone – this is usually the

case when they stopped the programme because they felt so well, they thought why keep

on taking it.’ I did not have the gall to point out that graves are not usually equipped with

telephones…19

Van der Maas indicated that she had kept the records of the 40,000 patients she had cured using

Africa’s Solution. However, she was unable to provide them when asked because as she stated, a

burglar had urinated on them.20 This further compounded the problems of verifying the efficacy

of Africa’s Solution.

The argument supporting the use of Africa’s Solution to treat HIV/AIDS was flawed. It

was impossible to determine whether or not anyone who stated they were cured by the tonic was

ever HIV positive as there is no record of anyone being tested. Only the patients who felt better
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after treatment stayed in touch with Tine Van der Maas. Any patients who eventually succumbed

to their illness would have fallen out of touch but still have been counted as a success story

according to Van der Maas.

Dr. Manto Tshabalala-Msimang supported the use of Africa’s Solution for HIV

treatment. The minister of health made two visits to the site that issued Africa’s Solution and the

Lazarus Programme. As Tine Van der Maas stated, “That’s why she keeps on saying lemons and

garlic because she’s seen it work.”17 In fact, the Health Minister actually appears in the video

Power to the People supporting Van der Maas. She also reportedly allowed Tine Van der Maas

access to public sector HIV patients.20

The promotion of the good nutrition to combat drugs was evident from the Health

Minister’s role in the distribution of Africa’s Solution as well as her support for the Rath

Foundation. This took place under an administration that was actively fighting the use of

antiretroviral drugs to treat HIV in South Africa. That is, the use of nutritious food and vitamins

was promoted as a replacement for, not a supplement to, antiretroviral drug treatment.

New Definitions

The administration of Thabo Mbeki and particularly, his health minister and advisory

panel came to redefine AIDS, the HI virus, and nutrition. Nutrition, while an important factor in

keeping those HIV- infected patients healthy, has never been demonstrated to cure anyone of

AIDS. Nor is malnutrition the cause of the syndrome, though it can speed its progression and

make an individual more susceptible to infection. Despite these facts and two progressively

worded Strategic Plans to battle HIV during the Mbeki administration, the South African
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government chose to pursue policy that was not backed by scientific research and instead

promoted the use of vitamins without ARVs to treat AIDS.

1 Nicoli Nattrass, Mortal Combat: AIDS Denialism and the Struggle for Antiretrovirals in South Africa (Scottsville,
South Africa: University of KwaZulu-Natal Press, 2007).
2The Republic of South Africa, HIV/AIDS/STD Strategic Plan for South Africa; 2000-2005(2000).
3 Pieter Fourie and Melissa Meyer. The Politics of AIDS Denialism: South Africa’s Failure to Respond (Surrey,
England: Ashgate Publishing Limited, 2010).
4 Department of Agriculture, The Integrated Food Security Strategy for South Africa (Pretoria: 2002).
5 Tshabalala-Msimang, Manto, “Speech by Dr Manto Tshabalala-Msimang at the launch of Silwanendlala
campaign” (speech given, March 21, 2003). http://www.doh.gov.za/show.php?id=791
6 Tshabala-Msimang, Manto, “Budget speech by Minister of Health, Manto Tshabalala-Msimang” (speech given,
April 8, 2005). http://www.info.gov.za/speeches/2005/05040813151001.htm
7 Charles Pettman, Africanderisms; a glossary of South African colloquial words and phrases and of place and other
names (London, UK: Longmans, Green and Co.: 1913), 224.
8 Tshabalala-Msimang, Manto, “Speech by Health Minister Dr Manto Tshabalala-Msimang World AIDS Day
national event” (speech given, December 1, 2005).http://www.doh.gov.za/show.php?id=877
9 Eileen Stillwaggon, “The Ecology of Poverty: Nutrition, Parasites, and Vulnerability to HIV/AIDS.” In AIDS,
Poverty, and Hunger: Challenges and Responses,edited by Stuart Gillespie, 167-180. Wasington D.C.: International
Food Policy Research Institute, 2006.
10 Gwen Thompkins, “AIDS Crisis Politicized in South Africa as Graves Fill,” National Public Radio, Septermber
19, 2007, http://www.npr.org/templates/story/story.php?storyId=14370270
11 Adele Baleta, “‘Dr Beetroot’ sidelined in South Africa,” The Lancet 6:10 (2006): 620, doi: 10.1016/S1473-
3099(06)70587-4.
12 Anso Thom, “The Curious Tale of the Vitamin Seller.” In The Virus, Vitamins, and Vegetables: The South African
HIV/AIDS Mystery, edited by Kerry Cullinan and Anso Thom, 112-129. Johannesburg, South Africa: Jacana Media,
2010.
13 “HIV/AIDS; HIV/AIDS Symptoms,” last modified 2007, http://www.webmd.com/hiv-aids/guide/hiv-symptoms.
14 Dr. Matthias Rath, “The Pharmaceutical Drug Cartel Launches World War III To Prevent the Construction of a
Healthy World,” last modified May 13, 2005. http://www4.dr-rath-foundation.org/open_letters/img-
nyt0506/speech_drrath.htm
15 Peter Gill, Body Count: How They Turned AIDS into a Catastrophe (London, UK: Profile Books Ltd, 2006).
16 Chris McGreal, “No drugs, just take vitamins: the dangerous advice to cure HIV,” The Guradian, September 14,
2008, http://www.guardian.co.uk/world/2008/sep/15/matthiasrath.aids
17 Liz McGregor, “Garlic, olive oil, lemons and beetroot.” In The Virus, Vitamins, and Vegetables: The South
African HIV/AIDS Mystery, edited by Kerry Cullinan and Anso Thom, 112-129. Johannesburg, South Africa: Jacana
Media, 2010.
18 “Power to the People – Tine van der Maas Pt 3,” video clip, accessed April 17, 2012, YouTube,
http://www.youtube.com/watch?v=1RrkL7Rqsfw
19 Nathan Geffen. Debunking Delusions: The Inside Story of the Treatment Action Campaign (Auckland Park, South
Africa: Jacana Media Ltd, 2010), 107.
20 Nathan Geffen, “Echoes of Lysenko: State-Sponsored Psuedo-Science in South Africa,” (Cape Town, South
Africa: Centre for Social Science Research; University of Cape Town, 2006)
http://www.tac.org.za/community/files/wp149.pdf.

http://www.doh.gov.za/show.php
http://www.info.gov.za/speeches/2005/05040813151001.htm
http://www.doh.gov.za/show.php
http://www.npr.org/templates/story/story.php
http://www.webmd.com/hiv-aids/guide/hiv-symptoms
http://www4.dr-rath-foundation.org/open_letters/img-
http://www.guardian.co.uk/world/2008/sep/15/matthiasrath.aids
http://www.youtube.com/watch


36

Chapter 3: The Provincial Response in KwaZulu-Natal

It has been seen that the national government of South Africa promoted good nutrition as

a cure for AIDS rather than as a supplement to ARVs. The strategic plans the government wrote

outlined a holistic approach to dealing with the epidemic in South Africa that included the use of

antiretroviral drugs, sex education, and nutritional support. Unfortunately, though the plans were

thorough, their implementation eluded the national government. While the national government

promoted ARV use in writing, the state failed to provide antiretroviral drugs in public hospitals

and instead encouraged vitamin sellers who claimed their products could treat the syndrome.

Though the national government’s approach to combatting the epidemic is known, it has yet to

be seen how these policies translated to provincial governance, if at all. It is important to ask

how these changes in national policies and attitudes were translated at the regional level. How

did provincial governments address the variant famine hypothesis during this time period?

Particularly, how did the government do so in KwaZulu-Natal? As the South African province

with the greatest prevalence of HIV and as a province struggling with malnutrition, particularly

in rural areas, KwaZulu-Natal provides an excellent case study for the examination of how

national health attitudes can translate regionally.

Background

Kwazulu-Natal continues to be the province within South Africa with the highest HIV

prevalence.1 Additionally, as of 2008, 23.6% of children within KwaZulu-Natal were living in

food insecure households.2 These numbers, like much of the research conducted on malnutrition

and hunger focuses on children. Though children are not specifically the target group of interest

http://www.tac.org.za/community/files/wp149.pdf
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in this research, the number of children who suffer from hunger and malnutrition within

KwaZulu-Natal provides a reasonable estimate of how many households are food-insecure in the

province. From these numbers one can observe that there is a severe problem both with HIV

prevalence and with hunger prevalence in KwaZulu-Natal.

Much of the poverty within the province is felt more severely by certain groups over

others. The largest ethnic group in KwaZulu-Natal is Africans, who make up 83.55% of the

population with Indians being the second largest at 8.22% and Whites making up the minority as

5.68% of the populations.3 The economy of KZN is based largely on agriculture, mining, and

manufacturing.4 Despite these industries, as of 2007, 29.24% of the residents in -KwaZulu-Natal

were unemployed. Of those who were unemployed, 91.2% were Black and only 0.87% of the

unemployed were White.5 Comparing this figure to the overall population demographic stated

above, one can see that unemployment was more harshly felt by black individuals than White

individuals. Clearly even thirteen years after the fall of apartheid in 1994, the structures and

institutions that had previously elevated White citizens above Black citizens within South Africa

continued to function to serve white South Africans.

Regional Governance: A Comparison of a Provincial Plan to the National

In light of the prevalence of HIV and hunger in KwaZulu-Natal, it seems useful to

examine how the province addressed the relationship between hunger and HIV as described by

the New Variant Famine hypothesis. In particular, it is interesting to examine the province’s

approaches to the epidemic under the Mbeki administration while the national government

fought against antiretroviral drug provision and promoted the use of vitamin supplements to treat

HIV/AIDS.
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ARV Promotion

The HIV and AIDS Strategy for the Province of KwaZulu-Natal; 2006-2010 can be

easily compared to the national strategy written for 2007-2011. Though the national government

fought against the provision of antiretroviral drugs in state hospitals, the KwaZulu-Natal

strategic plan incorporated their distribution. One of the strategic pillars of the provincial plan

was Treatment, Care, and Support. Incorporated into this pillar was the provision of antiretroviral

treatment for HIV-infected patients. It was expected that antiretroviral treatment would be

scaled-up over five years to increase availability of the drug and coverage of the infected

population. Interestingly, though the provincial plan made fewer mentions of ARV distribution

than the national plan from the same approximate time period, the province achieved far greater

ARV coverage than the country as a whole did.

Women, Orphans, and Vulnerable Children

While the overall organization of the KwaZulu-Natal plan is starkly different from the

national plan – the provincial document does not include the same “package” language as the

2007-2011 national plan – the approach to nutrition and food is nearly identical in several areas.

First, food insecurity was again referenced in relation to orphans and vulnerable children

(OVCs). The document states that the impact of HIV and AIDS over the previous two decades

increased the vulnerability of children in regards to poverty, food insecurity, and limited

infrastructural and social services, ‘Children increasingly face the traumatic collapse of family

structure; they face hunger, uncertainty, and loss of financial support, healthcare and education.’6

Fascinatingly, this language is reminiscent of that used by de Waal and Whiteside when

describing the New Variant Famine hypothesis. The collapse of family structure can be closely
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linked to the adult morbidity and mortality observed by de Waal and Whiteside. As they

observed, the rising number of orphans and increased burden of care on households increased the

prevalence of malnutrition.7 The responsibility for these orphans and vulnerable children fell

under the jurisdiction of the Department of Social Welfare. Working in tandem with the

Department of Education and the Department of Housing, they were charged with the task of

implementing a program to ensure that OVCs received psychosocial, nutritional and material

support, as well as education.

Interestingly, while the KZN HIV and AIDS plan discussed the risks of malnutrition and

food insecurity for orphans and vulnerable children, it made no mention of nutrition being a

“particular need of women” as the national document did. There was no reference to nutritional

support for HIV-positive women who choose to breastfeed nor was there mention of nutritional

support for the infants of HIV-positive women who choose not to. However, the document did

include language about the particular impact of HIV and AIDS on women. The authors promoted

gender equality and post-exposure prophylaxis provision for rape survivors to quell the spread of

the HIV epidemic. They also addressed the disproportionate impact of the epidemic on women

relative to men and called attention to structural and physical violence t against women. The

document also noted that stigma associated with HIV infection was more severe for women than

for men and that women were often blamed if they were raped. While issues affecting women

such as discrimination, rape, sexual violence, and trafficking were addressed within the

document, the explicit role of nutrition and food insecurity for HIV-positive women was not

addressed in the provincial plan.

Comment [S1]: “KwaZulu-Natal has made
good progress in providing ARV treatment with
all 55 of its
hospitals being accredited for ARV drug
provision. As of the end of March 2005,
30,000 ART patients were registered in the
public health system with the DOH
exceeding its target by 50% in the last year”

Contrast lack of mention of pregnant ARV
provision to this comment
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New Variant Famine in Local Language

In the KwaZeulu-Natal HIV/AIDS strategy, nutritional support was emphasized in

relation to orphans and vulnerable children. However, nutrition-focused language was not

exclusive to OVCs. In fact, the KZN Department of Social Welfare was also charged with the

task of establishing programs in all relevant provincial departments to ensure all people living

with and/or affected by HIV/AIDS had access to counseling, financial support, and food security.

The fact that the provincial government saw fit to include the provision of food security for

families affected by HIV/AIDS demonstrates that the authors of the document recognized a

relationship between HIV prevalence and food insecurity. It was implied in the document that

families affected by the virus might require assistance obtaining sufficient food if family

members were ill and unable to work. This was referred to in the document as a step to reduce

the socioeconomic burden and impact of HIV/AIDS and as a step to continue poverty reduction

while promoting social assistance for vulnerable groups and the needy. Interestingly, food

support was alluded to as an attempt “mitigate both the causes and consequences of the

epidemic.” The assertion that food insecurity was both a cause and consequence of AIDS seems

to be an indirect reference to the cyclic relationship between malnutrition and HIV that was

hypothesized by de Waal and Whiteside. The KZN strategy further offered support for the

hypothesis when the authors wrote, “Poverty related stressors arising from aspects of poverty in

townships such as poor and dense housing, and inadequate transportation, sanitation and food,

unemployment, poor education, violence and crime, have also been shown to be associated with

increased risk of HIV transmissions.”

It is interesting to note that the KZN strategic plan noted this cyclical relationship while

the national plan from approximately the same period only referenced a hypothesized causal
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relationship. That is, the national plan addressed the way HIV and AIDS could potentially lead to

food insecurity but did not address how food insecurity could lead to greater HIV incidence

rates. Despite that, the national government under the Mbeki administration did support

treatments that were based on the assertion that malnutrition caused AIDS.

Partnerships

To a certain degree it appears that the local government was reliant on the work of non-

governmental organizations (NGOs) and faith-based organizations (FBOs). The close

relationship between these groups and the government was far more apparent in the KwaZulu-

Natal plan than in either of the national plans. While the national plans emphasized the multi-

sectoral approach of governmental bodies and agencies, the provincial plan outlined a very clear

role for NGOs and FBOs in the province. The involvement of faith-based organizations in the

province’s response to HIV was cited as taking hold in South Africa after the International AIDS

Conference in Durban that was held in 2000. An Interfaith AIDS forum was initiated in 2002 and

various FBOs were particularly responsive to the dramatic rise in the number of orphans and

vulnerable children resulting from the HIV epidemic. The provincial plan stated that FBOs were

involved in “awareness and education, counseling, nutritional support, care of orphans and

vulnerable children, support for child-headed households… poverty alleviation programs, burial

support, and health care centers.” One of the reasons these faith-based organizations may have

been mentioned in the provincial document but not the national one was that FBOs tended to

operate at a local level. As stated in the document, while some organizations worked on large

initiatives based on policy frameworks established by their respective national structures, FBOs

were usually in a better position to work with community-based organizations. Interestingly, the
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authors referenced past experiences in which the government had collaborated with faith-based

organizations, NGOs, and international donors to develop comprehensive programs with

adequate resources and further alluded to the demand from faith-based communities for more

collaboration.

The document also referenced previous collaboration between the government and non-

governmental organizations, implying that the need for collaboration was strong and the role of

civil society in combatting the epidemic was critical. One of the partnerships cited led to the

launch of a project to improve the nutritional value of community gardens. At the provincial

level, NGOs and FBOs played a significant role in implementing health plans and policy in

KwaZulu-Natal. The collaboration between civil society and the provincial government likely

impacted the ways in which the government of KwaZulu-Natal responded to the AIDS epidemic.

However, the authors alluded to perceptions that relationships with government

departments could be problematic to establish and maintain. As the authors wrote, “considerable

work needs to be done to build trust in provincial government’s ability and willingness to enter

into and sustain partnerships.” They went on to assert that the reason for this perception was that

there was too much activity on the ground within civil society to be effectively centralized. As a

result the outstanding concern of the KZN government was to “coordinate and systematize their

high levels of engagement into a unified and efficient provincial system.” The high levels of

cooperation between the KwaZulu-Natal government and the NGOs and FBOs in planning the

response to the HIV epidemic likely contributed to the policy the province developed.

The business sector was also referenced in the KZN Strategic Plan – yet another

difference between the national level and provincial level. As investing in an AIDS response “is

ultimately cost-saving and is rationalized as making good business sense,” some business
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programs provided direct services, including nutritional support to HIV positive individuals. An

example of the partnership between the business sector and the community included was the

Zululand Business Chamber which was supported by local companies and had a long association

with the Amangwe Village. The services offered through this association included foster care,

home-based care, and nutrition programs. The success of the program was cited as being owed to

the partnership with local organizations and communities and links to the government for grants.

A reference to the business sector was not included in the national strategic plan, and again it

seems likely that this incorporation in the provincial level strategy impacted how the province

responded to the HIV epidemic both in relation to nutrition and as a whole.

KwaZulu-Natal Polices

While the differences between the KwaZulu-Natal strategic plan and the national

strategic plans are interesting to note, it is important to question how the provincial strategy

translated into policy. After all, the national plans were holistic and thorough, but failed to be

implemented on several levels. Rather than providing ARVs as the national plan indicated, the

national government promoted arguments that good nutrition and vitamins were sufficient

treatment for AIDS.

In fact, the provincial government of KwaZulu-Natal responded much differently to the

threat of AIDS than did the national government under the Mbeki administration. In 2002, the

premier of KwaZulu-Natal, Lionel Mtshali, made a public speech in which he denounced the

national government’s responses to the pandemic and promoted the use of Nevirapine in

preventing mother-to-child transmission of HIV:
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I have turned upside-down the scientific facts to find a reason which can justify the

failure to act and ameliorate the suffering and reduce the death of so many of our

children, I have found none. The undisputed facts before me are that there are sound

scientific bases on which Nevirapine is recommended… It is cost-effective in that it is

more expensive not to treat and it is safe8

In this speech, the premier addressed the two main concerns that President Mbeki had cited as

the deterrents to obtaining antiretroviral drugs for the country and starting HIV-positive patients

on HAART (highly active antiretroviral therapy): the cost of the drugs and their toxicity. The

premier publicly disagreed with the president and declared that Nevirapine was both cost-

effective and safe.

The premier’s speech was paired with the rollout of Nevirapine at 13 pilot hospitals and

clinics in 2 cities (Durban and Pietermaritzburg.)9 In fact, Kwa-Zulu Natal was one of three

provinces to offer the ARV Nevirapine in opposition to the president’s decision that it should not

be provided in hospitals.10 The KZN premier, Lionel Mtshali, decided that due to his position in

the province, he had the authority to accept an offer Boehringer Ingelheim had made to South

Africa.8 Due to significant pressure placed on pharmaceutical companies by the Treatment

Action Campaign and other NGOs, Boehringer Ingelheim had offered to provide South Africa

with Nevirapine for free for five years for the use of MTCT prevention.7

One year after the rollout of Nevirapine at the province’s pilot sites, the drug was

distributed to all 49 hospitals in the province that offered maternity services.11 This coverage

expanded even further after two more years. As stated in the HIV and AIDS Strategy for the

Province of KwaZulu-Natal; 2006-2010, ‘KwaZulu-Natal has made good progress in providing

ARV treatment with all 55 of its hospitals being accredited for ARV drug provision. As of the
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end of March 2005 30,000 ART patients were registered in the public health system with the

DOH exceeding its target by 50% in the last year.’ While the national government fought the

provision of ARVs, even defending themselves in court and appealing the court’s decision, the

provincial government in KwaZulu-Natal promoted the use of Nevirapine and antiretroviral

therapy.

The Zulu King

The premier of KwaZulu-Natal is the official political head of the provincial

government, there is additionally a Zulu king who holds much sway over the hearts and minds of

Zulu citizens, even if politically his position is largely symbolic.

The Zulu king during the Mbeki administration was (and currently still is) King Goodwill

Zwelithini. For his part to combat the HIV epidemic in KwaZulu-Natal, the king promoted a

return to tradition, arguing that Zulu practices would save Zulu people. One of the most potent

examples of this tradition revival occurred in 1986 when the king first learned about the dangers

of HIV. In response to this threat the king revived a dance known as uMhlanga (the reed

dance).12 The purpose of uMhlanga is to promote young women remaining virgins until

marriage. During the ceremony, young women dance with reeds in front of crowds of people to

celebrate their viriginity.13 Interestingly, during uMhlanga women dance seminude for throngs of

people as a celebration of their virginity. The revival of the dance was very closely tied in the

king’s mind to the battle against HIV. He stated before the ceremony in 2004:

Without the young women present here today, this uMhlanga would not have been

possible so I wish to thank you for giving your time and for promoting what is so special
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to our nation. I encourage you to keep on doing so. We depend on you to be the future of

this nation, because of you we have high hopes to stop the spread of this killer disease.13

In fact, the revival of uMhlanga and the emergence of HIV were also tied to the reemergence of

virginity testing in KwaZulu-Natal, a practice that became the subject of much controversy in the

international community.12

The promotion of traditional practices to combat HIV/AIDS was not only centered on

women. In 2009 King Zwelithini also revived male circumcision practices in response to the

research that indicated male circumcisions help to prevent the spread of HIV. As Zwelithini

stated at the opening of the KZN legislature in 2011:

On December 5, 2009, during Umkhosi Woselwa [the First Fruits Ceremony] at

Nyokeni Royal Palace, I announced the revival of the male circumcision ritual, which

was going  to follow modern medical practice. I made this announcement after

noticing the burden carried by my people, especially the youth. This burden is in the

form of the HIV/Aids epidemic and other sexually transmitted diseases. The biggest

challenge is to maintain hygiene so that we reduce the rapid spread of diseases such

as HIV/Aids. It is for this reason that I saw it fit to revive this ritual.14

The promotion of male circumcision provides a further example of the king promoting tradition

to combat HIV/AIDS, yet it is important to note that these circumcisions took place according to

modern medical protocol.

The argument that a revival of traditional Zulu practices would save Zulu people may

seem reminiscent of the Mbeki administration’s pushing of the African potato and the vitamin

concoction known as Africa’s Solution as ways to cure Africans of AIDS. There is one important

difference between King Zwelithini’s approach to the epidemic and President Mbeki’s however.
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The king did not stand in the way of the distribution of ARVs. Instead the king promoted a

marriage of tradition and modern medicine when he announced that male circumcisions would

be conducted according to modern biomedical practice.14 By promoting the revival of traditional

practices, the king was strengthening his own role as keeper of tradition as he saw himself as the

“traditional authority.”15 Yet he still promoted the use of modern medicine, as did the premier of

the province. Conversely, the administration of President Thabo Mbeki pursued nutritional

policies in place of ARV rollout. While the Zulu king married tradition and modernism, the

South African government refused ARVs and advocated for vitamin supplements.

Though the provincial plan for addressing the HIV/AIDS epidemic in KwaZulu-Natal

actually contained fewer references to ARV rollout that the national plan, the provincial

government ultimately provided Nevirapine in each of its eligible hospitals. Conversely, the

national government acted in opposition to their outlined strategy and fought to keep Nevirapine

and other antiretroviral drugs out of public hospitals. In place of ARV provision the national

government promoted the use of fruits, vegetable, and vitamin supplements to treat HIV/AIDS.

Though the provincial plan for KwaZulu-Natal referenced nutritional support, the province’s

policy focused far less on the role of nutrition in combatting HIV/AIDS. Instead, the Zulu king

revived uMhlanga, a celebration of female virginity, and male circumcision to promote a return

to tradition for solutions to modern problems. These tradition revivals were combined with

modern medical practices and ARV rollout to address the HIV/AIDS epidemic in KwaZulu-

Natal.
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Chapter 4: A Closer Examination of the Attitudes Informing National Policy

Lionel Mtshali’s decision to provide antiretroviral drugs to hospitals in KwaZulu-Natal

was informed by scientific findings that ARVs are effective in treating HIV. Conversely, the

national government acted in opposition to existing scientific literature concerning the best

course of treatment for HIV. In order to compare the provincial government’s response to the

epidemic to the national government’s response, it is useful to examine more closely the attitudes

and beliefs that informed national policy.

Two beliefs informed the president’s decision to prevent the distribution of antiretroviral

drug sin state hospitals. First, he believed the drugs were toxic to the point of being more

dangerous than the syndrome itself. Second, he believed that AIDS prevalent in Africa differed

substantially from AIDS prevalent in the West.

Much of the president’s suspicion about the safety of the drug was closely linked to his

distrust of the pharmaceutical industry. While the premier of KwaZulu-Natal accepted scientific

literature demonstrating the safety of antiretroviral drugs, Thabo Mbeki doubted the studies’

validity. Instead he came to believe that the pharmaceutical industry was deliberately distributing

unsafe medication. The research that supported its distribution, the president argued, was based

on racist stereotypes intrinsic to the studies’ hypotheses and thus conclusions. As an alternative

approach to ARV distribution, the administration promoted solutions to the epidemic that were

seen to have been home-grown or originating in Africa. This approach influenced the promotion

of good nutrition and vitamin supplement to treat AIDS.

http://www.info.gov.za/speeches/2002/020325146p1004.htm
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The Toxicity Argument

In October 1999, the first year of Thabo Mbeki’s presidency, he announced to the

National Council of Provinces that AZT was toxic and delegated the task of determining ‘the

truth' about the drug to the new Minister of Health, Manto Tshabalala-Msimang. Shortly

thereafter the president convened his panel of advisers on HIV/AIDS. It included among others:

David Rasnick, Sam Mhlongo, Peter Duesberg, and Roberto Giraldo.5 As AIDS researcher John

Moore pointed out, “The panel has pretty well everyone on it who believes that HIV is not the

cause of AIDS, and about 0.0001 per cent of those who oppose this view.”1 It was clear at that

Mbeki had very serious misgivings about the safety and efficacy of AZT. His advisors would

ultimately encourage his hesitation in rolling out ARVs and provide him with scientifically

unsupported reasons to suspect that ARVs were dangerous to the point of causing AIDS.

These suspicions had two immediate consequences. Two weeks after Mbeki’s speech to

the National Council of Provinces, the Health Minister Tshabalala-Msimang told the National

Assembly that not enough was known about the toxicity of AZT and that despite its positive

reviews, the drug should not be prescribed.5 The health minister then commissioned the

Medicines Control Council (MCC) to research the risks of ARVs. When the council returned,

they submitted a report to the health minister which demonstrated that in the case of intensive

short-course treatments of AZT for HIV-positive pregnant women the drug was effective in

decreasing mother-to-child transmission of the virus. The most serious side effect of the drug

treatment was anemia which was resolved once the short-course treatment ended. The MCC also

found that Nevirapine was a safer alternative to AZT. It was not only effective in preventing

mother-to-child transmission, but it was significantly cheaper than AZT and had fewer

detrimental side effects. However, these reports that had been commissioned by the Health
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Minister were not used to inform policy.7 In fact, Mbeki and Tshabalala-Msimang continued

express doubts about the effectiveness and safety of ARVs.

Western AIDS v. African AIDS

Much of what informed Thabo Mbeki’s denialism was a belief that AIDS as experienced

in the West was an entirely different syndrome from AIDS as experienced on the African

continent. The AIDS denialists with whom Mbeki conferred exaggerated the differences between

the viral strain prevalent in the Americas and Europe and the strain prevalent in southern Africa.

When Thabo Mbeki decided to consult the denialists included on his panel he cited his

conviction that “African AIDS” differed substantially from “Western AIDS.”  Because HIV-

AIDS in Africa was largely heterosexually transmitted, had killed millions as opposed to

thousands, and was on the rise, “a simple superimposition of Western experience on African

reality would be absurd and illogical” and would constitute “criminal betrayal.”2 Thabo Mbeki

used this line of reasoning to assert that pharmaceuticals used to treat HIV in Western countries

should not be imported into South Africa.

It is true that different subtypes of the virus are common in different parts of the world.

Subtype B is the form most common in Europe, the Americas, Japan and Australia while subtype

C is most commonly found in southern and east Africa. It is also true that these subtypes have

different rates of mutation making some more likely to respond to treatment with anti-retroviral

drugs (ARVs) than others.3 However, the subtype most common in South Africa actually has low

rates of mutation, making it more responsive to ARVs produced by pharmaceutical companies

than the subtype common in the U.S.4 That is, South African HIV patients were more likely to

have responded to the antiretroviral treatment than people infected in Europe or the Americas.
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Distrust of the Pharmaceutical Industry

At times the president argued that ARVs, while effective on HIV in the Americas and

Europe, would not work well for HIV in South Africa. At other times he expressed distrust of the

pharmaceutical industry and implied that the drugs themselves may have been making patients

sick. Error! Bookmark not defined.While he seemed certain that the syndrome in the West was

distinctly different from that in southern Africa, it was difficult to determine whether he believed

the ARVs were effective in the West or if they were toxic to everyone.

It seems that his distrust of ARVs stemmed from distrust in institutions he believed to act

against South Africa’s interests. Denialists on the president’s panel like Peter Duesberg and Sam

Mhlongo supported the belief that the pharmaceutical industry was producing unsafe drugs. If

the president believed antiretroviral drugs were unsafe, his motivation to prevent their

distribution in state hospitals is clearer.

In March 2000 the president stated he would not be declaring HIV/AIDS a national

emergency. Had he done so, he would have been able to bypass patent and intellectual property

rights to import cheaper generic drugs into South Africa under the TRIPS accord. The president

argued that he would not declare a national emergency because this would narrow the response

to AIDS to the issue of a single drug.5 Shortly after this decision his media spokesperson, Parks

Mankahlana, published a statement in Business Day:

The tragedy is that HIV/AIDS is not going to succumb to the machinations of the

profiteering pharmaceutical companies and their propagandists. Like the marauders of the

military industrial complex who propagated fear to increase their profits, the profit-takers
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who are benefiting from the scourge of HIV/AIDS will disappear to the affluent beaches

of the world to enjoy wealth accumulated from a humankind ravaged by a dreaded

disease. And we shall continue to die from AIDS.

This quote emphasizes the distrust Mankahlana and AIDS denialists like him felt toward

pharmaceutical companies. In spite of the scientific reports demonstrating the effectiveness of

the drugs, denialists did not believe the ARVs were safe.

The president also expressed his distrust of the safety of ARVs. On April 3, 2000,

President Mbeki wrote a letter to world leaders that urged them to question the use of

antiretroviral drugs. He wrote:

It is suggested, for instance, that there are some scientists who are ‘dangerous and

discredited' with whom nobody, including ourselves, should communicate or interact…

In an earlier period in human history, these would be heretics that would be burnt at the

stake!

Not long ago, in our own country, people were killed, tortured, imprisoned and prohibited

from being quoted in private and in public because the established authority believed that

their views were dangerous and discredited.

We are now being asked to do precisely the same thing that the racist apartheid tyranny

we opposed did, because, it is said, there exists a scientific view that is supported by the

majority, against which dissent is prohibited.2

It seems Thabo Mbeki wrote this letter to world leaders in an effort to convince them there were

good reasons to question the use of ARVs. As a man thoroughly convinced of the danger of the

drugs, Thabo Mbeki reached out to other country leaders to warn them.
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Neocolonial Stereotypes

Many studies have demonstrated the efficacy of antiretroviral drug use in treating

HIV/AIDS. Yet AIDS denialists in South Africa continued to doubt the safety of the drugs. It

was argued that the studies conducted to test ARVs were based on racist hypotheses. This racism

translated to all parts of the scientific studies, including the conclusions. AIDS denialists such as

Thabo Mbeki argued that as a result, the findings of the scientific literature could not be trusted.

Race has impacted debates on HIV/AIDS since the onset of the epidemic and continues

to do so. In the 1980s when the signs and symptoms of AIDS were first appearing in the United

States, many race-informed hypotheses about the origin of the virus appeared as well.6 One of

the most debated hypotheses in regards to HIV today concerns where the virus originated. Many

contend that the virus originated in Africa. Others see this hypothesis as an accusation and a way

to blame Africans for the illness.

Thabo Mbeki ascribed to the latter view. At the University of Fort Hare in 2001 the

president gave a speech that would ultimately become controversial. In the speech he referenced

an ambiguous “others” who believed that Africans were “germ carriers” and “human beings of a

lower order.” It is clear in his statement that the he was convinced much of the rhetoric about

HIV/ AIDS and ARVs was intimately linked with a viewpoint that Africans were to be blamed

for their illness:

And thus does it happen that others who consider themselves to be our leaders take to the

streets carrying their placards, to demand that because we are germ carriers, and human

beings of a lower order that cannot subject its passions to reason, we must perforce adopt

strange opinions, to save a depraved and diseased people from perishing from self-

inflicted disease. Convinced that we are but natural-born, promiscuous carriers of germs,
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unique in the world, they proclaim that our continent is doomed to an inevitable mortal

end because of our unconquerable devotion to the sin of lust.7

The speech alluded to the popular hypothesis that AIDS originated in Africa as a virus mutation

of SIV, Simian Immunodeficiency Virus. It is now commonly accepted that HIV did in fact

result from a mutation of SIV,8 but in what region the virus originated is still the subject of great

debate.9 It is clear that Mbeki disagreed with the hypothesis that AIDS originated in Africa. He

believed this hypothesis was used to blame Africans for their illness, suggesting they were ‘germ

carriers,’ and the disease was ‘self-inflicted.’

If Thabo Mbeki believed that the hypotheses on which ARV research was based were

invalid and racist, his motivation in preventing the distribution of antiretroviral treatment is clear.

While the KwaZulu-Natal premier and the Zulu king accepted the results of scientific studies

demonstrating ARV efficacy, the South African president questioned the hypotheses the studies

tested and thus the conclusions they drew. As South African activists pressured the national

government to provide AZT and Nevirapine in public hospitals, the president viewed these

demands as counter to South African interests.

A document circulated through the ANC in 2002 further supports the notion that Thabo

Mbeki believed the arguments promoting the use of ARVs to be informed by racism. Though the

document was written anonymously, it was eventually traced to Thabo Mbeki’s personal

computer through Microsoft Word. Peter Mokaba, the president of the ANC Youth League, was

identified as a coauthor.10 The document, taking the hefty title of “Castro Hlongwane, Caravans,

Cats, Geese, Foot & Mouth and Statistics: HIV/AIDS and the Struggle for the Humanisation of

the African,” outlined the denialists’ beliefs about HIV/AIDS. The preface stated that the

HIV/AIDS thesis was “informed by deeply entrenched and centuries-old white racist beliefs and
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concepts about Africans and black people’ and made ‘a powerful contribution to the further

entrenchment and popularization of racism.’ The inclusion of Black South African activists in

fight for ARVs was addressed by the authors when they wrote, ‘Africans and black people

themselves have been persuaded to join and support a campaign whose result is further to

entrench their dehumanisation.’11 Thabo Mbeki and his coauthor Peter Mokaba believed the

argument supporting ARV use and distribution in South Africa to be informed by racism. They

argued that Black South Africans who joined the struggle for the drugs were unknowingly

supporting a campaign that would aid in the dehumanization of the African.

The document also called attention to the idea that the institutions promoting drug

distribution frequently had a financial interest in the rollout of ARVs. The authors wrote that

many people and institutions had ‘a vested interest in the propagation of the HIV/AIDS thesis’

because they benefitted from its popularity. The authors asserted that the institutions with an

interest in propagating the false thesis included pharmaceutical companies that generated profits

from its acceptance as well governments, inter-governmental health organizations, scientists,

academics, the media, NGOs and individuals.11 Nearly all the actors that promoted drug

distribution in South Africa were said to benefit either directly or indirectly from ARV sales.

Not all members of the South African national government agreed that the scientific

research conducted on ARVs could not be trusted. In the year 2000, Thabo Mbeki sent Tony

Leon, the leader of the opposition party in South Africa, a letter addressing the perpetuation of

neocolonial stereotypes about African sexuality in research conducted upon HIV and AIDS. In

the letter Mbeki alluded to perceptions that rape was endemic in African societies and

perceptions that most African men carried the HI virus.12 He then wrote:
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The hysterical estimates of the incidence of HIV in our country and sub-Saharan Africa

made by some international organisations, coupled with the earlier wild and insulting

claims about the African and Haitian origins of HIV, powerfully reinforce these

dangerous and firmly-entrenched prejudices.12

Thabo Mbeki seemed to believe that the incidence of HIV in South Africa and sub-Saharan

Africa was overestimated and contributed to the perpetuation of racist stereotypes about African

sexuality.

However, not all members of the national government agreed with this assessment. Tony

Leon expressed concerns about the president’s position and urged Mbeki to recognize the

severity of the epidemic. He wrote:

What concerns me about your letter is the tendency to turn questions of fact into

questions of motive… You seem more concerned with the possibility that high rape and

AIDS figures might confirm the prejudices of some, than with the massive human

tragedy in our country which those figures are merely an indication of. In consequence,

your obsession with the motives of others has begun to harm the interests of the

very people you claim to represent.1312

In this letter, Tony Leon subtly suggested that the two prevalent AIDS arguments were not

necessarily mutually exclusive. Though it was possible that high rates of rape and high

prevalence of AIDS would confirm the racist beliefs of some, it still remained important to

address the figures. This argument could be applied equally well to the ARV distribution debate.

That is, though it was possible racist beliefs factored into AIDS research, it would still be

beneficial and in public interest to distribute ARVs.
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The African Renaissance

President Mbeki’s doubts about the safety and efficacy of ARVs were clear as were his

concerns that racist stereotypes drove AIDS research. As an alternative to Nevirapine and AZT,

President Mbeki and his administration promoted good nutrition and the use of vitamin

supplements to treat the syndrome. Frequently, these remedies were seen as an African

alternative to Western medicines.

Much of Thabo Mbeki’s presidency was marked by a desire to witness and inspire what

he termed the African Renaissance. In 1996 at the Constitutional Assembly of South Africa, the

then deputy president Thabo Mbeki gave a speech entitled “I am an African” that led people to

compare his oratory skills to those of Martin Luther King Jr. As Steve Biko had asserted twenty-

five years earlier, ‘Merely by describing yourself as black you have started on the road to

emancipation, you have committed yourself to fight against all forces that seek to use your

blackness as a stamp that marks you out as a subservient being.’14 Thabo Mbeki embraced the

same ideals when he proudly announced to the world that he was an African. More than this, the

speech was one of triumph and victory. It was a confirmation of the pride felt by Africans after

the toppling of the apartheid regime. Mbeki states:

But it seems to have happened that we looked at ourselves and said the time had come

that we make a super-human effort to be other than human, to respond to the call to create

for ourselves a glorious future, to remind ourselves of the Latin saying: Gloria est

consequenda - Glory must be sought after! Today it feels good to be an African.15

The speech encapsulated African pride and celebrated the African continent as the birthplace of

humankind.
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The pride captured in the speech became a stepping stone for Mbeki’s support of a

movement he termed the African Renaissance. Priscilla Jana explained the idea of an African

Renaissance:

‘The African Renaissance vision is an all-embracing concept that draws its

inspiration from the rich and diverse history and cultures of Africa. It

acknowledges Africa as the cradle of humanity, whilst providing a framework for

the modern Africa to re-emerge as a significant partner in the New World order.

This framework touches on all areas of human endeavour; political, economic,

social, technological, environmental and cultural.’16

Thabo Mbeki was inspired by this notion and he hoped to see his presidency give rise to a

number of social, political, economic, technological, environmental, and cultural renewals over

the entire continent.7 The desire to witness and inspire the African Renaissance additionally

influenced Thabo Mbeki’s policies on HIV/AIDS.

The Case of Virodene

When Thabo Mbeki and his administration fought the provision of antiretroviral drugs in

state-run hospitals, they offered an alternative solution to combatting the virus. This solution

largely focused on distributing nutritional advice and the promoting the use of vitamin

supplements. However, Thabo Mbeki did also advocate for a drug treatment known as Virodene.

In 1996, researchers from a biotech company called Cryopreservation Technologies

claimed to have found the cure for AIDS. The company had ties to Pretoria University and the

drug developers were South African. Olga Visser, the discoverer of the drug, and the rest of the

Virodene team reported to the Health Minister at the time, Nkosazana Dlamini-Zuma, that



60

Virodene was able to reverse terminal cases of AIDS. Dlamini-Zuma arranged to have Deputy

President Thabo Mbeki introduce the researchers to the cabinet.

The lab was reporting that the drug seemed to halt the progression of AIDS in its tracks

and completely reverse the syndrome. Additionally the drug was developed in South Africa.

James Myburgh writes, ‘This ‘medicine developed in Africa for Africa’, as Olga Visser

described it, would racially affirm the new government, and disprove once and for all Western

stereotypes of black African incapacity.’17 It seems likely that Mbeki’s beliefs about the racist

motivations of pharmaceutical companies factored into his decision to promote Virodene. When

the Medicines Control Council (MCC) repeatedly refused to grant permission to begin testing on

human subjects, Deputy President Mbeki and Health Minister Dlamini-Zuma tried to pressure

the MCC to allow testing.19

There were many reasons to be suspicious of the drug. The discoverers had skipped a

number of steps in the research protocol. After reading about antiretroviral properties in the

literature the Vissers applied to test the drug on human subjects. Drug trials had not been

conducted in animals and the researchers had no toxicological experience. They overestimated

what a safe dosage would amount to and the proposed procedure hadn’t included a placebo

control.17 Moreover the drug, dimethylformamide, was an industrial solvent that had been

previously abandoned as a potential treatment in cancer therapy for its toxicity.18 However,

Thabo Mbeki supported Virodene trials on human subjects. After the MCC rejected the Vissers’

application, Mbkei wrote an article arguing that AIDS sufferers were being denied a basic right

to information about potential treatment. The article stated that the MCC had the power to decide

who should live or die yet they ‘denied dying AIDS sufferers the possibility of ‘mercy treatment’
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to which they were morally entitled.’19 In spite of the pressure the deputy president placed on the

MCC, the council continued to refuse the Vissers’ application for testing on human subjects.

It is clear that Thabo Mbeki did not oppose the use of drug treatment for HIV in all cases.

The Virodene case provides an example of Mbeki backing the use of a drug thought to have

antiretroviral properties for use in HIV/AIDS treatment. A possible explanation for the

disconnect between Mbeki’s response to Nevirapine and AZT and his response to Virodene may

lie in where the drugs originated. As seen in Mbeki’s speech to Fort Hare University and in the

document “Castro Hlongwane…” Thabo Mbeki believed the scientific research promoting the

use of Nevirapine and AZT to be informed by racism. He furthermore hoped to witness an

‘African Renaissance’ in which Africans promoted social, political, technological, and economic

renewals around the continent. It seems likely then that when the Vissers presented their African-

born HIV drug to Thabo Mbeki, he saw a chance to disprove the racist stereotypes he believed to

inform Western research and even a chance, perhaps, to kick-start the revolution.

Provincial and National Differences

The policies pursued by the provincial government in KwaZulu-Natal seem easily

explained. The premier promoted the use of antiretroviral drugs in the treatment of HIV as was

supported by scientific literature. The Zulu king supported his own role as a ‘keeper of tradition’

by promoting traditional practices alongside modern medical practices to combat the epidemic.

The national South African government’s policies in regards to HIV/AIDS were

somewhat more difficult to explain as they were unsupported by scientific findings. Upon close

examination, however, it becomes evident that President Mbeki believed the scientific research

supporting the use of ARVs to be informed by racial stereotypes. He also noted that the people
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most frequently supporting the rollout of ARVs stood to gain from their distribution. Upon

consulting with his panelists, the president concluded that ARVs were unsafe and should not be

distributed to state-run hospitals.

Rather than promoting ARVs, Thabo Mbeki and his associates at times promoted good

nutrition to combat the virus such as when Tshabala-Msimang encouraged consumption of the

African potato. At other times they promoted nutritional supplements such as Africa’s Solution.

Other times yet, Thabo Mbeki advocated for further research on Virodene, a drug developed in

South Africa. It seems likely that the president’s desire to disprove racial stereotypes factored

into his decisions to promote various treatments for HIV. By advocating for treatments that could

be seen to have originated in Africa, Thabo Mbeki may have been working to promote African

ideas and African technologies while refuting neocolonial stereotypes.
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Chapter 5: An Analysis of Hypotheses

Several hypotheses might be developed to explain the difference between the national

HIV/AIDS policies under President Thabo Mbeki and the provincial HIV/AIDS policies under

Premier Lionel Mtshali of KwaZulu-Natal. In spite of the evidence presented in Chapter 4, one

might suspect that the president did not believe ARVs were truly toxic. It might be hypothesized

that instead the President had economic interests in mind when he fought the provision of

antiretroviral drugs in hospitals. Others might hypothesize that the history of the ANC as a party

born of conflict between an African population and an oppressive White regime impacted the

party’s perceptions of medical treatments that seemed to originate in the West. Still others might

point to the president’s distrust of the pharmaceutical industry and hypothesize that previous

encounters informed his misgivings about the drugs. As will be demonstrated, there exists little

evidence to support the first two hypotheses. The third, however, finds greater support in the

data.

The Economic Hypothesis

Many people have suspected that the reasoning behind Thabo Mbeki’s decision to

promote good nutrition of antiretroviral therapy for treatment of HIV was economic. Around

1996 South Africa became the country with the greatest number of people living with

HIV/AIDS. In this year anti-retroviral treatments cost approximately $1000 per month. Even for

HIV-positive patients living in the U.S. this was price was steep, but the average annual income

for South Africans was only $2,600.1 Most South Africans had little hope of being able to afford

the expensive treatments HIV demanded.

http://dev.absol.co.za/Presidency/president/sp/1998/virodene.html
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Even if one only sought to prevent the vertical transmission of HIV from a mother to her

child, the price could still be too high. By 1999 it was estimated that 40,000 babies were being

born with HIV in South Africa each year.  A short course of AZT, which would cost only $75

would reduce the risk of transmitting the virus to the child by half. Yet most of the mothers who

needed it were too poor to afford even this.7

The cost to the country of ARV provision for prevention of vertical transmission would

also be steep. South Africa was facing a devastating epidemic with no known cure. The year

Mbeki took office there were almost 4 million South Africans infected with HIV – nearly 15% of

the population aged 15-49 – and the problem was only getting worse.2 Some have proposed that

the Mbeki administration fought the provision of ARVs in state hospitals because the cost of

providing expensive treatment for such a substantial population would be too high. Though this

explanation for the government’s policy is intuitive and finds support among Mbeki’s initial

actions in the presidency, it ultimately proves to be unfounded.

Thabo Mbeki initially explained his opposition to the rollout of AZT economically.1 He

stated, “As long as [AZT] is only available at exorbitant prices, it is impossible for the

government to make it available to ordinary people.”7 Activist groups like the Treatment Action

Campaign agreed with the president’s assessment. The TAC and other NGOs placed pressure on

the pharmaceutical companies to lower their prices. These campaigns resulted in several

companies agreeing to lower the costs of treatment. Boehringer Ingelheim eventually offered to

provide Nevirapine free of charge for a limited time to treat HIV-positive pregnant women in

South Africa. GlaxoSmithKline offered AZT to South Africa at 30% of the international price.7

After these offers were made, the South African government still opposed ARV

distribution on economic grounds. In an interview in 2000, Thabo Mbeki was asked why he
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questioned whether AZT should be disseminated to pregnant women. He referenced the costs of

the drugs. Mbeki contended that for South Africa to buy the anti-retroviral drugs needed for the

number of HIV-infected people living in the country, it “…would in fact consume the totality of

[the] drug budget.”3 This sentiment was expanded upon by Thenjiwe Mtintsi, the assistant

secretary general of the ANC who stated, “Making antiretroviral drugs available is only one side

of the story; the state will have to take responsibility for all the costs of AIDS-infected

individuals. The state doesn’t have that kind of capacity or resources.”7 The national government

continued to allude to high health care costs as a barrier for ARV dissemination after reduced

prices were offered by Glaxo and Boehringer-Ingelheim.

However, several facts run counter to this argument. In the fiscal year from 1999-2000,

40% of the budget allocated to HIV/AIDS went unspent.4 The totality of the budget was not

being consumed on delivering support and care for people with HIV and the state had resources

left over that had been allocated to an HIV/AIDS response. Furthermore, the prevention of drug

distribution was not in South Africa’s economic interest. Nicoli Nattrass wrote:

My inclination was to regard Mbeki’s questioning of AIDS science as a political

smokescreen to disguise a different economic calculus. However, after exploring the

economics of mother-to-child transmission prevention (MTCTP), I concluded that the

government would actually save money if it were implemented.’5

The cost of testing pregnant women for HIV and providing them with anti-retroviral prophylaxis

was actually significantly lower than the cost to the state would be of dealing with a large

number of children sick with AIDS.

It is unlikely that the true reason for refusing treatment with ARVs was based solely on

fiscal calculations. However, many people have pointed out arguments from certain members of
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the ANC who did not feel that the burden of responsibility regarding paying for treatment should

fall to the state. It has been suggested that views accounted for the government’s policies. Trevor

Manuel, the state’s finance minister, stated in an interview, “It does not make financial sense to

spend money on people dying anyway, who are not even productive in the first place.”7

Similarly, Parks Mankahlana, Mbeki’s media spokesperson, pointed to the economic drain on

society that would be caused by providing ARV treatment. He stated, “That mother is going to

die, and that HIV negative child will be an orphan. That child must be brought up. Who's going

to bring the child up? It's the state, the state. That's resources, you see?"7 The economic

arguments proposed by Manuel and Mankahlana suggested that a great economic burden would

be felt by the state if South Africa chose to provide ARV treatments in hospitals. However, there

is little evidence to suggest that these viewpoints were representative of the administration as a

whole and particularly of Thabo Mbeki.

In order for Mbeki to ascribe to this thinking, he would have to agree that ARVs were

capable of prolonging life in HIV-positive patients. This notion contradicts all of the evidence

seen in Chapter 4 that demonstrates Thabo Mbeki believed antiretroviral drugs to be unsafe. In

the words of the president’s biographer, ‘Mbeki was sincere in challenging mainstream science

and in his support of AIDS dissidents. He stoically believed that he was a modern-day

Copernicus who would ultimately be vindicated, even if posthumously.’ 7

The argument that Thabo Mbeki rejected the offers of cheaper drugs from pharmaceutical

companies and refused to allow the importation of generics based on economic reasoning is

flawed. Economically, it made more sense to provide the drugs, assuming that one believed in

their efficacy. It was this reasoning that propelled the premier in KwaZulu-Natal to allow their
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distribution. It seems far more likely that Thabo Mbeki genuinely doubted the safety of the

ARVs than that he based his policies on economic calculations.

The Party Hypothesis

The African National Congress was born in South Africa under an oppressive apartheid

system of governance as an organization opposed to the National Party. Though during the

Mbeki administration the ANC was the majority party in South Africa, a different political party

known as the IFP was the majority party in KwaZulu-Natal. One might hypothesize that a

difference in party mentalities between the ANC and IFP (Inkatha Freedom Party) could account

for differences in national and provincial HIV/AIDS policy. However, if a person living several

decades before the Mbeki administration were asked to predict which party would promote

Western medications and which party would promote exclusively African solution for African

problems he would likely guess wrong.

The History of the ANC

In 1955, the African National Congress was fervently working to achieve equality for

people of color in South Africa. In this historic year, the ANC met with delegates from the South

African Indian Congress, the South African Congress of Trade Unions, the Communist Party, the

Coloured People’s Organisation, and the Congress of Democrats to adopt the Freedom Charter.

This document demanded that all national groups be equal before the law, be granted the same

rights, and that these rights be extended to all South Africans ‘regardless of race, coulour, or

sex.’ Yet the most famous assertion of the document and one that ultimately became

controversial was included in one of the very first lines; ‘South Africa belongs to all who live in
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it, black and white, and… no government can justly claim authority unless it is based on the will

of the people.’ 6 Fifty years later, the notion that South Africa belongs to all who live in it may

not seem controversial, but in 1955 the statement generated a great deal of debate.

Africanist members of the ANC disagreed with the assertion that any part of Africa

belonged to the Whites. They followed Marcus Garvey’s maxim, ‘Africa for the Africans.’7

After years of debate and bitter fighting, in 1959 Africanist ANC members officially dissociated

themselves from the party and formed their own; the Pan Africanist Congress of Azania (PAC).

Despite the Africanists demands that the ANC cut its ties to other races and Communists,

the African National Congress remained firmly multiracial. Robert Resha, a member of the ANC

National Executive Committee declared that the aversion to include all races in the struggle for

equality stemmed from fears of inferiority.8 He wrote, “This complex flows from the slave

mentality that ‘An African is incapable of standing on his own in the presence of men of other

nationalities.”8 This assertion paralleled conclusions Steve Biko would later draw about the

apartheid system. Of the system’s bequests to the Black population, Biko contended the most

nefarious was the psychological impact of apartheid which caused Blacks to internalize and

believe their own inferiority to Whites. As Biko argued, “The most potent weapon in the hands

of the oppressor is the mind of the oppressed.”9

Not only did the ANC push for a multiracial movement in the struggle for equality, but

they collaborated with international powers, including “Western” ones to achieve their goals.

The African National Congress successfully found an ally and a voice against the racist apartheid

government through the UN. The UN condemned the Sharpeville massacre of 1960 in which

police officers murdered 69 peaceful protesters. It formed a committee that ultimately became

known as the Special Committee against Apartheid in 1963. In 1984, the UN Security Council
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declared the newly written racist constitution of South Africa null and void.10 The ANC was

multiracial from its inception and called upon international bodies to aid in the fight against

apartheid. Even Thabo Mbeki sought allegiances for the ANC in “Western” states and in

international bodies. Educating an audience on the political climate in South Africa, Mbeki

spoke at the African-American Institute in New York.11 He addressed fellow anti-apartheid

activists in Switzerland,12 and asked an audience in Ottawa, “Can the oppressed people count on

you as allies?”13 Much of the anti-apartheid movement took place overseas and this international

cooperation was largely due to the determination of the ANC to unite the globe in the name of

justice.

The History of the IFP

While the ANC was based in multiracialism and tried to unite outside forces to help bring

down National Party governance, the Inkatha Freedom Party (IFP) enjoyed its base almost

exclusively among Zulu people and argued that apartheid machinery should be used to destroy

the institution from within. The IFP had roots in the Zulu national movement, Inkatha Ya Ya

Zulu which was originally launched in 1923 to promote Zulu traditionalism and the Zulu

monarchy and to prevent westernization of the nation.14 Later, when a man by the name of

Gatsha Mangosuthu Buthelezi revived the Inkatha movement in the form of the Zulu National

Cultural Liberation Movement1 the focus on the Zulu people remained. At its inception, all one

needed to do to be a member of the party was to be Zulu as Buthelezi made clear:

1 This movement was later renamed the Inkatha Freedom Party.
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…all members of the Zulu nation are automatically members of Inkatha if they are Zulus.

There may be people who are inactive members as no one escapes being a member as

long as he or she is a member of the Zulu nation.15

In 1976, however, membership was opened to all Black South Africans but the organization

remained closed to non-Blacks.16 The vast majority of Inkatha supporters continued to be drawn

from Zulu-populated areas, especially rural ones, and Buthelezi used the school system within

KwaZulu as well as Radio Zulu to promote Inkatha.14

Though Inkatha and the ANC were originally allied in the anti-apartheid struggle,

eventually deep divisions formed between the parties and it became clear that their differences

were irreconcilable.17 Once it became obvious that the two parties would not be reunited,

Buthelezi launched an attempt to portray Inkatha as the true party for Black South Africans. He

argued that the ANC, as an organization operating in exile at this point, did not consult its

constituency on critical issues. He stated:

I, however, never accepted the unilateral decision, which the ANC Mission in Exile made

to commit black South Africa to the armed struggle as the primary means of bringing

about change once they were in exile. They never consulted Black South Africa about

this very fundamental step. They made the decision unilaterally only after they had been

in exile for some years.18

Buthelezi promoted Inkatha and himself as the preserver of tradition and voice for the Black

population of South Africa in contrast to the ANC in exile. He carefully distinguished between

the ‘founding fathers’ of the party and the ANC ‘Mission in Exile,’ arguing that the ideals of the

two had diverged and Inkatha represented the true interests of the ANC’s founding fathers.15
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The Effect on HIV Policy

Despite the IFP’s arguments that their actions represented the true intentions of the

ANC’s ‘founding fathers,’ the ANC and Inkatha had several fundamental differences. The ANC

resolved to remain multiracial and to collaborate with international institutions while the IFP was

largely representative of Zulu interests and only opened up to non-Zulu Black South Africans in

1976. It is ironic, then, that decades after these debates it was an ANC leader who rejected

international solutions to the HIV/AIDS epidemic and an IFP leader who embraced them.

Though one might initially hypothesize that the particular histories of the ANC and the

IFP would account for differences in HIV/AIDS policy, their histories actually proved to be poor

predictors. The ANC had historically supported international collaboration, but the ANC leader

Thabo Mbeki opposed HIV/AIDS intervention that was developed abroad. Conversely, the IFP

was largely localized relative to the ANC and promoted Zulu interests. However, it was an IFP

leader who accepted and promoted ARVs developed internationally for the treatment of HIV.

The Pharmaceutical Hypothesis

Upon uncovering that neither the parties’ histories nor economic calculations could

account for differences in HIV/AIDS policies between the national government and KwaZulu-

Natal, one might focus on the particular motivations of Thabo Mbeki. President Mbeki declined

offers for less expensive drugs and refused to declare a state of emergency to allow for

importation of generic drugs. Upon be ordered in court to provide Nevirapine to HIV-positive

pregnant women, Mbeki appealed the case. It has been demonstrated that Thabo Mbeki was

distrustful of the pharmaceutical and believed antiretroviral drug therapies were unsafe for HIV-
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positive patients. It might be hypothesized that previous negative encounters with the industry

helped to shape these beliefs.

In 1997 in response to the HIV/AIDS epidemic, the South African government drafted a

bill that would update the Medicines and Related Substances Act. The Health Department stated

that the with the bill, “the government aimed to provide a transparent and legal framework that

would enable it to pursue its obligation to ensure access to affordable medicines while at the

same time respecting its international obligations to honour intellectual property rights.”19 The

bill included provisions for compulsory licensing which would allow South Africa to

manufacture its own ARVs and distribute them at prices lower than the international rate. It also

provided for parallel imports which would allow South Africa to import a generic drug

manufactured in another country.20 This, too, would lower the prices of ARVs significantly.19

In response to these proposed amendments to the Medicines and Related Substances Act,

the Clinton administration in the United States threatened economic sanctions if the provisions

were not repealed.21 Additionally, pharmaceutical companies formed an alliance to defend their

interests, the Pharmaceutical Manufacturers Association of South Africa (PMASA), and took the

government to court over the bill. Eventually, the PMASA retreated and dropped the lawsuit

unconditionally in response to incredible pressure from NGOs and activist organizations like the

TAC.22

Despite the apparent win of the South African government in the case for ARVs, it seems

possible that these interactions had an impact on Thabo Mbeki’s future relationships with

pharmaceutical companies. In the initial fight for ARVs, the United States and the

pharmaceutical industry acted against the interests of South Africans and in their own financial

interests. Shortly thereafter Thabo Mbeki accused the pharmaceutical industry of promoting the



74

use of ARVs for their own financial gain. He doubted the safety of the drugs and believed the

research that demonstrated their efficacy to be informed my racist neocolonial stereotypes about

African sexuality. Though Mbeki’s decisions to refuse ARV provision could not be explained

economically or by examining the history of the ANC, it seems likely that his own personal

interactions with pharmaceutical industry influenced his distrust in the industry’s products. This

hypothesis would be an excellent area for further research.
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Chapter 6: Concluding Remarks

The current scientific consensus regarding the use of ARVs to treat HIV is that the drugs,

while toxic, are effective in combatting viral proliferation. The scientific community contends

that the side effects of the drugs are less deleterious than the early death caused by the syndrome.

The literature also demonstrates that malnutrition can lead to rapid progression of the disease and

increased risk of its transmission. As is a common instruction on medication bottles, patients on

the potent drug regimen should ‘take with food.’

The national government under the administration of President Thabo Mbeki promoted

good nutrition as an approach to combat HIV. However, good nutrition and vitamin solutions

were offered as a replacement for rather than as a supplement to antiretroviral drug therapy. The

national policies combined scientifically supported claims with unsupported ones. Though

Mbeki and his health minister emphasized the importance of good nutrition in preventing HIV

transmission, they also argued that the toxicity of AZT was more detrimental to the body than

the HI virus. In the policies of the Mbeki administration, the cause of HIV and treatment for the

syndrome were inextricably linked. By promoting good nutritional practices as a treatment for

AIDS, the administration promoted the belief that the syndrome’s true cause was linked to

malnourishment.

Many of the solutions to the HIV epidemic proposed by Mbeki and his administration

focused on using technologies and nutritional programs developed in Africa. He argued that the

AIDS epidemic in Africa would not respond to the same treatments that the AIDS epidemic in

the West had and that research supporting ARV use was informed by racist beliefs. Thabo Mbeki

had great distrust for the pharmaceutical industry and this distrust informed his views. It seems
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likely that previous experiences with pharmaceutical companies affected the opinion he

ultimately formed of the industry.

In contrast to the national government, Premier Mtshali and King Zwelithini of

KwaZulu-Natal promoted the use of ARVs in public hospitals. Even in the face of official state

policies opposed to the use of antiretroviral medications, the province of KwaZulu-Natal still

provided the anti-HIV drugs in public hospitals and clinics. Though KwaZulu-Natal was

dominated by a party associated with the promotion of Zulu traditionalism and the prevention of

westernization, the provincial government distributed medications developed in Western

laboratories to combat the epidemic. Fascinatingly, the Zulu king combined a revival of tradition

with a promotion of modern medical practices in his response to HIV/AIDS.

Global health literature is rife with examples of the collision between traditional medicine

and biomedicine ending disastrously. In fact, it can be argued that the policies pursued at the

national level in South Africa during the Mbeki administration resulted from these very

collisions. While some activists argued for the use of medicines developed in Western

laboratories to quell the epidemic, the president and his administration promoted the use of more

traditional remedies like nutritional solutions. It is easy to view these examples as battles that pit

traditional thought against modern thought. However, the Zulu king in KwaZulu-Natal provides

an example of a strong leader who was capable of combining ‘traditional’ practices with

‘modern’ ones to address a public health crisis. The Zulu king provides perhaps the most potent

lesson to be learned from the comparison of national and provincial public health policies during

the HIV/AIDS epidemic in South Africa. The king demonstrated that it is in fact possible to

marry cultural traditions with modern biomedical techniques when a traditional leader is also an

ally of biomedicine. In fact, the marriage of these cultural traditions with the implementation of
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biomedical solutions was not only possible, but effective. While the national government seemed

to emphasize a dichotomy between ARVs and African solutions, the Zulu king managed to

combine the two in response to the AIDS epidemic.

As a result of this, the example of KwaZulu-Natal calls into question the degree of power

the national president actually held over his state. Though the executive branch fought the

provision of ARVs in public hospitals, KZN (as well as Western Cape and Gauteng) managed to

provide the treatments regardless. The example offered here demonstrates the power of a federal

system of government in which power is divided among regions and the state as a whole. It

suggests that even when a national government is opposed to the implementation of a particular

health policy it may be possible to recruit local leaders who are willing to defy the state in the

name of the public good to aid in implementation.

Some may argue that by emphasizing the importance of nutrition in regards to HIV/AIDS

policy, the Mbeki administration was able to address the very serious problem of food insecurity

and malnutrition. As demonstrated here, there were examples of provincial governments that

provided antiretroviral treatments in public hospitals for HIV-positive patients. Given this, it may

seem that the damage of the Mbeki administration’s policies was less than anticipated. Yet, there

are two key points to be addressed in response to this argument. First, only three provinces of

nine defied the national government’s policies concerning antiretroviral drug distribution.

Though KwaZulu- Natal provides an example of such a province, it is important to note that six

others did not distribute antiretroviral medications to those who were HIV positive. That is, KZN

was in the minority. Secondly, I would argue that by failing to provide strong leadership and a

clear, consistent message about how best to prevent HIV and how the disease is spread, the

Mbeki administration contributed to the tremendous problem of stigma surrounding the
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syndrome. In refusing to state that HIV was the cause of AIDS, the Mbeki administration

allowed rumors to abound about the disease’s mode of transmission. For the people not

intimately familiar with research on the virus and syndrome, the true mode of transmission of the

disease and the best treatment for it became hopelessly unclear. As a result, many people pursued

ineffective treatments like vitamin supplements. Others were abandoned by their families when

their positive status became known. Without clear knowledge about the transmission of a

disease, there is fear. I would argue that apart from the obvious consequences of failing to

provide a sick population with the treatment they require, the psychological ramifications of the

Mbeki administration’s policies and unclear language were among the most tragic results of a

lack of leadership on HIV/AIDS. When the leaders of a nation deny scientific evidence and

promote false theories, they can do more harm than just what might be expected from HIV-

positive patients failing to receive treatments.

In order to further examine the relationship between a province defying national policies

and the national government itself, it would be useful to conduct further research on the

responses of other provincial governments to the HIV/AIDS pandemic during the same time

period. KwaZulu-Natal was one of three provinces that rejected the state’s position on

antiretroviral drug use and provided ARVs in public hospitals. The Western Cape and Gauteng

also chose to provide the drug treatments. It would be of use to analyze how much success their

policies met relative to KwaZulu-Natal and whether or not they, too, sought solutions that

combined tradition with modernism. Additionally, though it is evident how national policy

translated to regional policy (or failed to) in the case of KwaZulu-Natal, it has yet to be seen how

these policies translated to the individual level. What version of the AIDS story South Africans

believed would possibly depend on their location, their socioeconomic status, and their level of
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education. Understanding how these policies impacted individuals’ beliefs about the syndrome

and its transmission is a vital piece to understanding how these policies impacted South Africa as

a nation.
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