
T
HE FIRST World Aids day
was on December 1, 1988. Its
goal was to draw attention
to a new and terrifying
global pandemic yet to

unfold in South Africa. 
At that time, I had just completed

my first year as a junior specialist at
Tygerberg Hospital in the
Department of Paediatrics and
Child Health and Stellenbosch
University’s Faculty of Medicine. I
had returned to Cape Town after
completing my paediatric training
in Joburg, which included two years
at Baragwanath Hospital, yet to be
renamed Chris Hani Baragwanath
Hospital, in Soweto.

Here I cared for two children who
had acquired HIV through
contaminated blood products. One of
these, when in a general ward, was
separated from the other children by
curtains, either to protect him or
everyone else from infection.

My four years of training, on
reflection, prepared me for what was
to come – caring for extremely ill
hospitalised children from poor
backgrounds. In those days, measles,
a vaccine-preventable infection, was
endemic. Children suddenly became
very ill and many died quickly;
others survived, but with damaged
lungs. Tuberculosis and severe
malnutrition were common.

At Tygerberg, childhood TB was
common and serious. Children with
TB meningitis almost always were
recognised too late, with serious
consequences for survivors.

Research from the 1950s had
shown that TB meningitis was
avoidable if children from houses
where adults had TB were given
simple and cheap TB-prevention
medicine. Already I could see how
research improved daily clinical care.

We all knew that HIV would reach
us, but did not know when or what to
expect. As a way of tracking HIV,
anonymous surveys were conducted
annually in public antenatal clinics
in South Africa from 1990. 

In this period, I moved with my
family to Denver, Colorado, to learn
as much as possible about infectious
diseases in children, especially HIV
care and science. HIV prevalence
was 1.7 percent when we departed,
and had increased to 7.5 percent on
my return almost five years later, at
the end of 1995. 

By 2002, 27 percent of pregnant
women had HIV. We knew from
research studies that one in three

babies would acquire HIV. Breast-
feeding was, and remains, an
essential component of child health.
Yet babies escaping HIV in the
uterus or in the birth canal could
acquire the virus through the very
substance meant to ensure survival. 

We did what we could, despite
feeling helpless as critically sick
children filled our wards. Some died
quickly, while others recovered and
came back again. We watched as
their growth faltered. Parents often
died and others filled in.

We looked for and treated TB in
case it was present, and sometimes it
was. We were just learning how TB
and HIV could exacerbate each
other. Both conditions affect the
lungs and thrive on their failure.
Sometimes we were right, and the
children would get better for a while. 

The early years were a struggle
for more testing, antiretrovirals
(ARVs) and infrastructure. Civil
society was responding. The undue
cost of medications entered the
public domain. The 2000 Aids
conference in Durban was pivotal.
For the first time, it was realised that
cost should not be an impediment for
life-saving medications. Cost
structures could no longer be
hidden. Production expenses alone
could define cost. There were no HIV
clinics, as well as no treatment and,
apart from condoms, no prevention.

From 2002, antenatal testing and
prevention of parent-to-child
transmission programmes were
slowly introduced. The scale of the
task was immense.

Consider the implications of a
positive test in 2002: effective
combination therapy was too
expensive, so a positive test did not
translate into life-saving care. HIV
was linked to acts of intimacy with
loved partners. The virus could
reach the baby even before birth
and, once born, through nurturing
the child by breast-feeding. 

Yet hundreds of thousands of
pregnant women needed to be tested
and helped to understand what this
meant in a busy clinic where time
and space were in short supply. 

We were only starting to
understand the implications of HIV
in children. Although we had cared
for extremely ill children before, by
2004 we learned that at least half of
all infants acquiring HIV would be
dead by two years of age. 

Combination ARV therapy
became available for all. We could

measure CD4 counts and viral loads.
A rapid HIV test was now available
for adults, giving an answer within
minutes. 

We also knew that adherence to
therapy was fundamental for
success. Not a single dose could be

missed. Could one sustain this
rigour on a daily basis for the rest of
one’s life? Could a mother treat
herself and her child every day?
What about disclosure? When
should one disclose to one’s child or
one’s partner? Was it worth the risk?

Where are we today? We have
collectively achieved a great deal.
Mother-to-child transmission has
been reduced from 30 percent to
2 percent. Effective medicines are
available at a reasonable cost and
funded by the Department of Health.

Most important, more than 2 million
South Africans are receiving
treatment and living productive
lives. Awareness of TB co-infection
has increased, and at last infant and
adult mortality are declining
significantly. We can now focus on
improving quality of life.

This progress has resulted from
concerted engagement and can just
as easily reverse. Despite reductions
in infant HIV infection, we still
initiate 10 newly diagnosed sick
infants on ARVs every month. 

HIV can develop resistance quite
rapidly, especially when adherence
wanes. We can run out of options.
Second- and third-line medications
are more expensive. Resistance
testing, to help guide choice, is
expensive and usually unavailable in
the public sector. 

For children, drug formulations
are inadequate and choices even
more limited. One cannot
extrapolate dosages from adults to
children; instead, drug levels need to
be studied in children of all ages.
One cannot even extrapolate from a
term newborn infant weighing 3kg
to a pre-term infant weighing less
than 1kg. 

We have seen the emergence of
untreatable bacterial infections and
extensively resistant untreatable TB.
The same can happen for HIV if
infrastructures unravel and gains
are not maintained. 

The role of civil society cannot be
underestimated. In a shocking
report just released (“Stockouts in
South Africa – A National Crisis”),
ARV and anti-TB stockouts occur
frequently in South Africa. 

HIV has stigma. Fear to disclose
one’s status impacts on adherence
and affects relationships.

More and more children with
perinatally acquired HIV are
reaching adolescence. This branch
of medicine is under-served. Few
clinics are geared for these young
people. In hospitals, sick adolescents
are placed in wards with adults of all
ages.

Medical issues, such as better
drugs and tests, are relatively easy
compared with influencing human
behaviour. What drives individual
choice, and how can you influence
this process?

We know that HIV is adaptable,
but so are approaches to
understanding and combating its
effects. Occasionally there are
breakthroughs, such as the

identification of the virus and its
structure, the development of
reliable diagnostic tests, and
documenting that combination
therapy can suppress viral
replication to undetectable levels.
Very often, progress is slow and
incremental. Where answers are
unclear, clinical trials are helpful to
compare strategies. These can
require significant infrastructure,
and are expensive. Providing good
data to inform practice is essential. 

One example is our own
contribution through the
Comprehensive International
Research Programme for Research
in Aids, an initiative from the
National Institutes of Allergy and
Infectious Diseases in the US to
foster “within-country” capacity for
clinical research.

With colleagues from the
Perinatal HIV Research Unit in
Soweto and experts from the Clinical
Trial Unit of the Medical Research
Council in London, we could show
that starting ARVs early was far
better than the “wait and watch”
strategy advocated globally at the
time.

The word “cure” is now in the
HIV vocabulary through two
remarkable case studies. The first is
the “Berlin Patient” who was cured
after receiving two stem cell
transplants for acute leukaemia, the
donor cells selected with a variant
resistant to HIV, and the second is
the Mississippi baby, identified and
treated by day two of her life. The
latter concept also works in some
adults luckily detected in the very
early phases of infection. Such an
approach is feasible in South Africa,
and adds a new component to, and
urgency for, HIV testing.

In conclusion, we can look back
knowing that the HIV situation has
improved – but we must also look
ahead to ensure progress and
maintain our gains.
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Aids gains must be maintained

GEORGE MATLALA

IN 1991, after 27 years at the helm of
Zambia, Kenneth Kaunda was
toppled by a charismatic former
trade unionist, Frederick Chiluba.

Only a few believed that Kaunda
would be dethroned.

Kaunda was a hero of the
liberation movement that freed the
people of Zambia from colonial rule.

But Chiluba, former leader of the
Zambia Congress of Trade Unions,
outsmarted him.

In neighbouring Zimbabwe,
President Robert Mugabe’s grip on
power was challenged by another
former trade unionist, Morgan
Tsvangirai.

Mugabe, who had been in power
for 28 years, was forced into a
presidential election run-off in 2008
with Tsvangirai after the former
Zimbabwe Congress of Trade

Unions leader won the first round.
Many in Zanu-PF did not believe

Mugabe would come that close to
losing power.

The names of Chiluba and
Tsvangirai come to mind when
trying to reflect on metalworkers’
union Numsa’s threat to pull out of
the ANC-led Cosatu alliance and
form a workers’ party.

Leaders of Numsa, Cosatu’s
biggest affiliate, want to form a
workers’ party to take on the ANC.

Numsa has rattled the ruling
party and enraged the union’s
opponents in the federation.

Numsa, with more than 320 000
members, is the leading supporter of
suspended Cosatu boss Zwelinzima
Vavi.

This has led to a suggestion that
Numsa’s mooted organisation could
be led by its general secretary, Irvin
Jim, and Vavi.

This raises the questions whether
Vavi and his counterparts can
engineer a “Chiluba moment” and
whether conditions are ripe for a
workers’ party to oust the ANC.

A recent survey of Cosatu shop
stewards by analyst Moeletsi Mbeki
found that two-thirds of those polled
would vote for a labour party if it
was endorsed by Cosatu. 

Sixty-eight percent of the
participants were ANC members.

Mbeki has always maintained
that the alliance is obsolete.

For political analyst Professor
Susan Booysen, it has become
imperative for the ANC to maintain
a hold on Cosatu and worker politics.

“The bulk of ANC supporters
remain unavailable to the DA, but a
labour party could become viable, ”
she recently wrote.

The ANC had to solve the crisis in
Cosatu or risk a challenge from a

labour party springing from the
federation, which could see it slump
close to 50 percent at the polls.

“And this is the gamble the ANC
may very well be taking: try to
neutralise thorns in the flesh and
manufacture consensus to continue
showing a united front. 

“Or face the prospect of having to
compete against former comrades in
a powerful labour party,” she said.

The ANC is deeply worried.
This week, ANC secretary-

general Gwede Mantashe said
pursuing Vavi would not be worth it
if it led to a split in the federation.

Mantashe’s comments are seen as
a plea for charges against Vavi to be
dropped in favour of preventing the
formation of a workers’ party.

The ANC has also suffered a
breakaway that saw the formation of
a youth party, the Economic
Freedom Fighters, led by Julius

Malema. Internal research is said to
confirm that the ANC is worried
about the EFF.

Mantashe said the ANC task
team on the Cosatu crisis had made
progress in trying to find a solution. 

Mantashe’s comments came a
day after Jim reiterated that the
ANC and SACP should be blamed for
the turmoil in Numsa and Cosatu.

This was after Numsa president
Cedric Gina, a supporter of
President Jacob Zuma, resigned
earlier this week. Gina fell out with
Jim over the direction of the union.

He claimed the source of their
fight was Jim’s failed campaign to
make Vavi the deputy president of
the ANC at the party’s elective
conference last December. 

Numsa is holding a special
congress this month at which the
leadership’s recommendation to
abandon the ANC will be discussed.

Jim and his leadership also want
members to approve their decision
not to endorse the ANC at next year’s
elections and withhold funding for
its campaign.

But can Jim succeed in leading
workers out of Cosatu, or even
shoulder that risk?

Indications are that Numsa will
also be divided should it decide to go
at it alone. 

Gina’s supporters are set to fight
the move at the congress.

It is not the first time Numsa has
threatened to dump the ANC.

In 1993 the union wanted out of
the alliance. 

At that congress, its leader, Moses
Mayekiso, argued that the ANC
should be treated as the
“government of the day”.  

He was supported by Ebrahim
Patel, then the leader of Cosatu’s
textile union, who also argued for

the federation’s “independence”.
They tried and failed to drag the

SACP with them. Patel is now
economic development minister and
forms part of the ANC’s task team
trying to solve the chaos plaguing
Cosatu.

Is South Africa ready for a
workers’ party and can Jim and Vavi
survive outside the ANC –  where it
is, to quote Malema, cold?

It appears the ANC is working to
broker a peace deal by convincing
Cosatu president Sdumo Dlamini
and his supporters to reinstate Vavi. 

This is likely to make Numsa
drop its threat to form a labour party,
which, as Booysen put it, can
prevent it from “competing against
former comrades”.

But it looks like a failure to save
Vavi would lead to a split.

The ANC is faced with a prospect
of a Chiluba or Tsvangirai moment.

Is Numsa testing the ANC with a Chiluba or Tsvangirai moment?

KNOW YOUR STATUS: Blood is drawn during an HIV test. PICTURE: KIM CLOETE

Councillors feeling brunt of voter apathy now face crucial by-elections
AN EXTRAORDINARY statistic
emerged at Tuesday’s council
meeting in Nelson Mandela Bay.

Following the customary
condemnation of the recent violent
protests in Uitenhage and
expressions of concern about the
causes and what needed to be done,
Speaker Maria Hermans read out a
list of councillors, asking each of
them to stand.

She then said that all those
standing, more than a quarter of the
total 120 councillors, had
experienced some kind of violence
as a result of protests which had
included the “torching” of homes
and offices and cars.

If one excludes many of the DA
councillors on the grounds that the
areas in which they live are not
generally subject to violent service
delivery protests, the percentage
would be considerably higher.

It is a frightening statistic and
made more so by the fact that the

response to the protests is generally
ad hoc and that there is no coherent
plan to address what are in most
instances justifiable complaints.

Given that protests are likely to
escalate in the months leading up to
next year’s election, should the
Speaker call out another list of
names after the poll, it will come as
no surprise if the numbers have
increased.

There is, however, an area of far
greater concern and one that
perhaps the ANC fears more than
anything else, because it has the
potential to destroy it from within,

and that is the rise of “ethnicity”
among some of its members and
supporters in the Eastern Cape.

Several senior members of the
party have confirmed privately that
it has become an issue pointing to
the fact that while the first two post-
1994 presidents, Nelson Mandela and
Thabo Mbeki, went out of their way
not to favour their home province,
the Eastern Cape, under President
Jacob Zuma a greater share of the
largesse is being directed to his
home province, KwaZulu-Natal.

At a recent march in Port
Elizabeth, the regional chairman of
Samwu, Xolani Tom, publicly raised
the question of why the Xhosas in
Cosatu were being targeted.

He was referring to suspended
Cosatu general secretary
Zwelinzima Vavi and SA Democratic
Teachers Union president Thobile
Ntola, who has also been suspended.

That such an issue could be
raised publicly has understandably

been met with shock, given that
anything that smacks of creating
divisions along ethnic lines must
rank as the greatest sin within the
organisation.

One suspects that the ANC
hierarchy may be aware of the
danger, as Zuma has been in the
Eastern Cape on a number of
occasions recently, launching one or
other project, although to what
extent that will calm the tensions
that currently exist is questionable.

Perhaps we will have some idea of
the extent to which ethnicity has
become an issue when we see the
percentage poll in the province in
next year’s elections.

A significant stayaway might well
indicate that the ANC could be
facing its worst nightmare.

Meanwhile, the ANC in the
Eastern Cape cleared the first of
what promises to be a veritable
steeplechase of electoral hurdles last
week by retaining a ward in a 

by-election in Kouga, the loss of
which would have handed control of
the municipality to the DA.

The DA did, however, while
retaining another Kouga ward,
increase its percentage of the vote
from 33.72 percent in the 2011 Local
Government Elections to a fraction
over 44 percent.

It also pushed up its share of the
spoils in Mnquma (Butterworth)
from 8.82 in 2011 to 21.1 percent.

It will not, however, be the DA
that will be uppermost in the mind
of the ANC when 14 by-elections are
held on January 29, but the effect
independent candidates could have
on the outcome in terms of possibly
splitting the vote.

About 12 of the by-elections are
in Mbhashe (Idutywa), where there
has been merry mayhem for some
time with no-confidence votes in the
mayor and court challenges, all of
which ended with the axing of
councillors from the ANC.

The ANC will be mindful that
while it won some of the wards
handsomely in 2011, in others it was
reliant on a split opposition vote for
victory.

In Ward 15, for example, the ANC
took 39.31 percent of the vote –
enough to win – with an independent
candidate securing 25.79 percent,
Cope 20.87 percent and the UDM
9.83 percent.

Ward 10 was not that much better,
with the ANC winning 47.7 percent
to the UDM’s 33.04 percent and
Cope’s 14.77 percent.

There is already talk of
opposition support for the ousted
councillors if they stand as
independents, which could make for
an interesting electoral tussle come
January 29.

The other fact that may be of
concern to the ANC is that the 2011
poll indicates that a culture of
independents contesting elections –
and not being utterly embarrassed

when the results are announced – is
established in the municipality.

While it has not yet been
gazetted, there may be a further 
by-election in Nelson Mandela Bay
resulting from the expulsion of
Stanford Slabbert from the DA for
forwarding an e-mail that was
deemed to be racist.

His expulsion has now been
confirmed by the party’s federal
executive.

Slabbert has yet to decide
whether he will contest his
expulsion in court or the ward as an
independent or under another flag.

It is highly improbable, however,
that even with whatever sympathy
vote might still exist, he will be able
to defeat the DA, which won over
90 percent of the vote in 2011.

Nor is it probable that he will
garner enough support to split the
vote and allow the ANC victory,
given that it won just 7.40 percent 
in 2011.

There has been a great deal achieved in confronting the scourge of Aids,

but there is more to do, and it is a shared responsibility, writes Mark Cotton 


