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South Africa’s transition to a democracy — charac-
terized by a liberal constitution, a bill of rights, and
attempts to pursue reconciliation rather than re-
venge — has been widely admired as a paradigm
shiftin human relationships from seemingly inevi-
table conflict to a negotiated peace. The challenge
of narrowing racial disparities in health care is a
formidable one for the new government.>? The
high rates of infection with the human immunode-
ficiency virus (HIV) and full-blown AIDS add an-
other layer of complexity. In this review I evaluate
health care reform and responses to the pandemic
of HIV and AIDS during the first decade of the new
democracy.

PROGRESS TOWARD IMPROVING HEALTH

SOCIAL DETERMINANTS OF HEALTH
Human health, patterns of disease, and life expect-
ancy are profoundly affected by complex interac-
tions among economic, social, and political forces,
behavioral patterns, medical care, and the applica-
tion of technology.>* Given the importance of the
social determinants of health, the new government
can be proud of its many achievements that have
improved health among the nation’s approximate-
ly 45 million people. These include stabilization of
the economy, substantial economic growth, rever-
sal of discriminatory legislation, and rationaliza-
tion of the complex bureaucracy associated with
the policies of apartheid. In addition, the govern-
ment has provided access to clean water for 9 mil-
lion people, built 1.5 million houses, and installed
electricity and telephone connections to more than
1 million homes.>> It has also constructed hun-
dreds of new clinics that provide primary health
care, desegregated medical services, made health
services free to expectant mothers and children un-
der five years of age, and developed new food pro-
grams that reach 5 million children.

These achievements have been marred by sever-
al shortcomings. Many new clinics and the district

health system are not yet adequately functional be-
cause of a lack of personnel and finances, poor ad-
ministration, and expanding demands. Public ter-
tiary health services have been severely eroded.
Many new homes are of substandard quality, and
7.4 million more houses are needed. Electricity,
water, and telephone services are often interrupted
because of a lack of payment by residents. Unem-
ployment rates are high (up to 40 percent) and ris-
ing. More than 600,000 jobs have been lost in the
agricultural sector since 1994, and at least 500,000
other jobs have been lost since 1995. Although a
strategic plan has been formulated for dealing with
the pandemic of HIV and AIDS, it has had a low
profile and has been overshadowed, until recently,
by official denial of the causal relationship between
HIV and AIDS.

HEALTH EXPENDITURE

The government’s total planned expenditure of $48
billion (in U.S. dollars, atan exchange rate of 7 rands
to $1) for fiscal year 2003—-2004 represents 30.4
percent of South Africa’s gross domestic product
(GDP) and is $4.8 billion in excess of expected rev-
enue for the year.> The allocation of 11 percent of
the government budget for health care — $5.3 bil-
lion (far less than the $27 billion research budget
of the U.S. National Institutes of Health) — funds
primary, secondary, and tertiary health care for the
36 million people (approximately 80 percent of the
population) who do not have health insurance, as
well as all health care training and education in the
country.

Over the past 30 years, expenditures for health
care in the private sector have grown to consume a
much larger proportion of the total national expen-
diture on health. In the 1970s, 30 percent of all
health care expenditures were concentrated in the
20 percent of the population that had private insur-
ance. Today, approximately 9 percent of the nation’s
GDP is spent on health care, with 60 percent of
these funds going to care for the 18 percent of citi-
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zens who have private insurance. Similarly, the per-
centage of physicians who work in the private sec-
tor and care for patients with insurance has grown
from 40 percent in the 1970s to 66 percent today.

HEALTH POLICY AND HEALTH CARE REFORM

In the apartheid era, intense criticism was focused
on wide disparities in health and access to health
care in South Africa.®” Determination to develop a
more equitable national health care system was cen-
tral to the new government’s ambitious health and
welfare policies in the Reconstruction and Devel-
opment Program.?

Extensive new legislation regarding national
health has been enacted to meet these goals through
expanded access to health care within a district-
based system of primary health care, nationalization
of health laboratory services, greater regulation of
health care professionals, compensation for occu-
pational injuries and diseases, and health promo-
tion (Table 1). The rationale has been that in the
face of limited public resources, a strong primary
care system is more likely to effect equitable im-
provements in health than are hospital-based ser-
vices.®? Legislation is also aimed at reducing in-
equity within the private sector — for example, by
preventing health insurance plans from excluding
benefits for chronic diseases to patients who have
preexisting common conditions such as hyperten-
sion, diabetes, and asthma; by controlling drug
prices; and by improving the administration and
management of private insurance schemes'® (Ta-
ble 1). The National Health Bill (which, if signed by
the president, will become the National Health
Act) consolidates such legislation.

However, movement toward some sort of na-
tional health service that resembles health care sys-
tems in many developed countries, with equitable
access to well-balanced primary, secondary, and ter-
tiary care facilities, has been slow. South Africans
with health insurance retain access to much that
modern medicine can offer, although premiums
are escalating rapidly and benefits are increasingly
restricted.’® Those without health insurance are de-
pendent on public health services. A two-tier health
care system thus continues, with discrimination in
access to care on economic grounds replacing the
racial discrimination of the past.*"*® These dispar-
ities are evident in annual per capita expenditures
on health care of less than the equivalent of $150 in
the public sector and about $850 in the private sec-
tor. In practical terms, the disparities are illustrated

by the fact that, nationally, there are 8.7 cardiac sur-
geons per 1 million population who perform 774
operations per 1 million people annually in the pri-
vate sector; in the public sector, there are 0.6 cardi-
ac surgeons per 1 million people who perform 69
operations per 1 million population.

There is thus ongoing tension in South Africa be-
tween promoting or allowing private medical care,
on the one hand, and developing a more equitable
system of public medical care, on the other. Within
the public health sector there are additional ten-
sions. At the same time that resources are being re-
distributed toward a system based on primary care
that is within reach of all, and common ground is
being sought between Western medicine and Afri-
can traditional healing practices,” attempts are be-
ing made to form public—private partnerships.*®

Allocation of resources in the public sector is
focused on national redistribution — away from
tertiary care and toward long-neglected primary
and community-based care.>® Resources are also
being shifted away from the Western Cape and
Gauteng provinces, which have two and three med-
ical schools, respectively, that serve as regional ter-
tiary care centers, and toward the previously dis-
advantaged Eastern Cape and KwaZulu-Natal
provinces. The government is further redistribut-
ing finances on a per capita basis toward poorer re-
gions. The overall result is that, although the pro-
portions of the national population in the wealthier
provinces of Gauteng and the Western Cape in-
creased between 1994 and 2002, the percentage of
the national health care budget allocated to each
has been reduced since 1995 (Table 2 and Fig. 1).%°
The consequence is that some of the well-estab-
lished and valued tertiary services for the poor and
uninsured are being radically trimmed. New terti-
ary care hospitals are being built in the Eastern
Cape and KwaZulu-Natal provinces, buta shortage
of specialized personnel frustrates the delivery of
services (Table 3).2

Attempts are being made to shift medical per-
sonnel toward areas of need, through several meth-
ods, some of them coercive. For example, the
choices of junior doctors for their first year of resi-
dency and subsequent years of community service
in rural areas are more restricted than in the past.
In the public sector, medical jobs are being shifted
to new tertiary care institutions in previously disad-
vantaged areas, but it is difficult to recruit staff to
work in such regions. In the private sector, physi-
cians will have to demonstrate the need to open or
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Table 1. Health Legislation in South Africa since 1994.

Legislation and Year

Choice on Termination of Pregnancy Act, 1996
Nursing Amendment Act, 1997
Genetically Modified Organisms Act, No. 15, 1997

Compensation for Occupational Injuries and Diseases
Amendment Act, 1997

Dental Technicians Amendment Act, 1997

Medicines and Related Substances Control Amend-
ment Act, 1997

Social Health Insurance Scheme, 1997

Medical, Dental, and Supplementary Health Service
Professions Amendment Act, 1998

Sterilization Act, 1998

South African Medicines and Medical Devices Regula-
tory Authority Act, 1998

Medical Schemes Act 131, 1998

Chiropractors, Homeopaths, and Allied Health Service
Professions Second Amendment Act, 1998

Tobacco Products Control Amendment Act, 1999
National Health Laboratory Services Act, 2000

Pharmacy Amendment Act, 2000

Medical Schemes Amendment Act 55, 2001
Financial Advisory and Intermediary Services Bill, 2001
Mental Health Care Bill, 2001

National Health Laboratory Services Amendment Bill
56, 2001

Occupational Diseases in Mines and Works Amend-
ment Bill, 2002

Medicines and Related Substances Amendment Bill,
2002

National Health Bill, 2003

Provisions

Set national policy on a liberalized approach to abortion
Created a single South African Nursing Council

Defined control over the development, use, and application of genetically modified
organisms

Defined functions of the director general and minister of health with regard to the
allocation of compensation

Established regulations for the work of dental technicians and their relationship to
dentists

Introduced various measures for reducing the cost of drugs, including parallel im-
portation of generic and brand-name drugs, promotion of generic substitutes,
regulation of the supply of medicines, and establishment of a pricing committee
to introduce transparent pricing and various price controls

Aimed to establish social health insurance as a component of a comprehensive so-
cial security system

Established a broadly representative Health Professions Council and conferred disci-
plinary powers on separate professional boards for the various health professions

Reaffirmed the right of adults to consent to sterilization and set out the circumstanc-
es for sterilization of persons who are unable to provide consent

Provided for a new authority to monitor, evaluate, regulate, investigate, inspect, reg-
ister, and control medicines, clinical trials, and medical devices; provided for the
registering and regulation of complementary medicines and the regulation of
veterinary medicines

Replaced the old act of 1965, which was designed to meet the needs of a for-profit
health system that allowed arbitrary discrimination against groups of people;
prescribed minimume-benefit conditions without copayment; prevented “cherry
picking” of healthiest clients by the insurance industry; prohibited rating of risk
and exclusion on grounds of age, sex, or state of health; required improved gov-
ernance, financial administration, and accountability

Established a new council and allowed for registration of a wide range of allied, com-
plementary, and alternative health practitioners

Dealt with harmful effects of tobacco by prohibiting smoking in designated public
places, advertisement, and promotion of tobacco products

Restructured and reformed the pathology services in the public sector and made
them part of a single National Health Laboratory Service

Established provisions for licensing of pharmacies and education, training, and
practice of pharmacists; removed the former restriction that only pharmacists
could own pharmacies

Strengthened the policy goals of the 1998 act
Regulated brokers of medical insurance schemes

Sought to ensure availability of services for appropriate care, treatment, and rehabil-
itation, in line with a primary health care approach, for people with mental health
problems and protected them from abuse

An amendment of the National Health Laboratory Services Act of 2000 that provided
for amalgamation of 234 public-sector laboratories and various research facilities

Required owners of mines to compensate workers who contract diseases while in
service

Further amendments to the 1997 amendment

Established a broad framework for administration of the health care system, with de-
lineation of distribution of powers and functions among national, provincial, and
district health authorities; protected the rights of health-service users; addressed
the establishment and operation of private and public health facilities; the regu-
lation of public health programs and services; the use of human tissue; health
laboratories; health surveillance; research; and information
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Table 2. Population, Public Health Expenditure, and per Capita Disposable Income in South Africa, According to Province.*
No. of Public Health Budget Annual per Capita
Province Medical Schools  population (% of Total) (% of Total) Disposable Income
1995-1996 2003-2004

1994 2002 (R14.3 billion) (R37 billion)§ $US.
Eastern Cape 1 16.1 16.0 13.2 13.9 1,081
Free State 1 6.9 6.4 7.4 6.7 1,816
Gauteng 3 17.0 18.2 24.2 22.0 3,721
KwaZulu-Natal 1 21.2 20.6 19.6 21.9 1,584
Limpopo 0 12.4 13.1 9.4 9.4 915
Mpumalanga 0 7.2 7.1 4.0 5.7 1,395
Northern Cape 0 1.9 2.0 1.8 2.0 1,810
North West 0 83 8.2 6.1 6.4 1,476
Western Cape 2 9.0 9.5 14.3 12.0 3,282

* Data are from South Africa at a Glance 2001-20025 and Intergovernmental Fiscal Review 2003.2°

7 Disposable income is an indication of wealth or poverty.

i The equivalent in U.S. dollars is $3.24 billion at an exchange rate of 4.5 rands (R) to $1.
§ The equivalentin U.S. dollars is $5.36 billion at an exchange rate of R7 to $1. (The fluctuating exchange rate between these
periods — up to R13 to $1 at one stage — has serious implications for the import of medical devices and supplies.)

maintain medical practices in areas that are deemed
to have an excess of services.

All of these changes are designed to improve eq-
uity in access to health care. However, the short-
term costs of transformation include inadequate
facilities and shortages of personnel and basic med-
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Figure 1. The Provinces of South Africa.
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icines at new primary care centers, reduced avail-
ability of tertiary care for the poor, and inefficient
and ineffective interactions among hierarchical
levels of public health services. Cost effectiveness
is impaired by reduced economies of scale when
caseloads are decreased. For example, when cardiac
surgical operations are reduced by 60 percent, the
savings achieved amount to about 40 percent be-
cause expenses do not fall in direct proportion to
the reduction in the number of operative proce-
dures. The many changes in health care have re-
sulted in widespread dissatisfaction and feelings of
alienation on the part of physicians throughout the
nation, and they led to an unprecedented protest
march on Parliament by the medical profession
last February 6.2

IMPACT ON TERTIARY SERVICES IN THE PUBLIC
SECTOR
Selected statistics from the Western Cape and from
Groote Schuur Hospital, the University of Cape
Town’s main teaching hospital, illustrate adverse
trends in tertiary care. Adequate nationwide data are
not available, but discussions with my colleagues
at the University of Witwatersrand and elsewhere
indicate broadly similar trends in other regions.
Between 1995 and 2000, the public health sec-
tor in the Western Cape was downsized by 3601
hospital beds (24.4 percent) and by 9282 health
and support personnel (27.9 percent), while the lo-
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Table 3. Number of People Served by Health Care Workers in the Public Sector in South Africa as of February 2003.*

Primary Care Specialist

Province Physicians

Physicians Nurses Dentists Pharmacists Therapists

Occupational ~ Speech

Therapists

Physical

number served per health care worker

Eastern Cape
Free State
Gauteng
KwaZulu-Natal
Limpopo
Mpumalanga
Northern Cape
North West
Western Cape
National average

Ratio of highest

8825
422
273

4362

8544

5772
823

3352

2979

4829
3:2

47,529
11,342
3,398
15,641
92,129
143,698
6,635
39,296
2,746
10,403
52:3

1278
786
606
901

1001

1124

1079
776
796
910
2:1

190,117
71,491
25,458

145,607

141,736
54,605
74,066
64,303
28,074
65,406

7:5

53,662
31,881
18,994
27,239
48,067
34,003
47,535
32,151
13,789
29,578
3:9

237,646
45,369
29,117
43,289

106,302
75,841
86,076

5,441
32,126
55,698

8:2

554,507
3,932
31,575
79,291
76,774
65,006
99,526
101,047
33,152
64,722
16:7

950,583
157,279

79,714
170,391
197,418
151,681
244,986
235,777

35,489
172,793

7:0

475,292
65,533
54,635

148,304

110,554
60,672

109,821
70,733
61,103

98,282
8:7

to lowest

Radi-

Therapists Dietitians ographers

26,616
14,212
8,104
21,528
60,084
5,056
49,763
24,391
691
17,878
8:7

* Data are from Intergovernmental Fiscal Review 2003.21

cal population increased by 8 percent.?2At Groote
Schuur Hospital, cardiac surgical operations in
adults have been reduced from 700 per year to few-
er than 250 per year. In the orthopedics department,
budgetary reductions have resulted in the limita-
tion of joint replacements to 60 procedures per year
in 2003, as compared with 350 in 1993. In the oph-
thalmology department, there has been a 60 per-
centreduction in faculty and a 50 percent reduction
in beds over the past decade. In the general surgery
department, the waiting time for surgery for breast
cancer is now 8 weeks (as compared with a wait of
2 weeks 10 years ago). A reduction in neurosurgical
facilities has required the withdrawal of intensive
treatment from those patients who have been given
the worst prognoses.*

The numbers of patients who are being treated
for chronic renal failure have also been reduced. In
the mid-1990s, 156 patients were undergoing long-
term dialysis and 100 patients received renal trans-
plants annually at Groote Schuur Hospital; by 2002,
only 100 patients were undergoing dialysis and
about 75 patients received transplants. Dialysis is
largely restricted to potential candidates for trans-
plantation in order to maintain a steady stream of
patients through the dialysis service into the trans-
plantation program. In South Africa, 15 new pa-
tients per 1 million population enter programs for
the treatment of chronic renal failure each year, for
a total of about 99 patients per 1 million popula-
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tion. By contrast, the number of new patients and
the total number of patients per 1 million popula-
tion in similar programs in Europe are 100 and
900, respectively; in the United States, they are 140
and 1800.

The number of beds in the internal medicine de-
partment at Groote Schuur Hospital was reduced
from 216 in 1990 to 60 in 2003, with the remainder
having been shifted to secondary community hos-
pitals where care of patients is cheaper but where
referral for tertiary care is restricted. The number
of full-time faculty members in the department of
medicine was reduced from 43 in 1990 to 27 in
2003, resulting in fewer general physicians and a
loss of both critical mass and experience in several
subspecialties, as had been anticipated.*> In other
parts of the country, the situation may be worse.
For example, in November 2003, elective surgery
was put on hold for six months at the University
of Witwatersrand’s major academic hospitals in
Gauteng.?®

Some are optimistic that the tensions resulting
from the redistribution of resources for primary,
secondary, and tertiary care are temporary, and they
argue that perhaps this is the price to be paid to se-
cure a more balanced and equitable system of pub-
lic health care in the future.?” However, it is a matter
of great concern that current trends are threatening
postgraduate training, the maintenance of surgical
skills, and research in what have been some of the
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best-established and fully functional medical
schools, which should continue to serve many re-
gions in the country. Such attrition in tertiary ser-
vices has long-term implications for the survival of
the academic institutions necessary for educating
new generations of health care professionals, and
for reestablishing high-quality tertiary services on
an adequate scale in the foreseeable future.

THE CHANGING PROFILE OF THE MEDICAL
STUDENT
Equity policies are changing the profile of South
Africa’s medical students. For example, at the Uni-
versity of Pretoria, the proportions of black and fe-
male students increased from 11 percent and 63
percent, respectively, in 1994 to 37 percent and 75
percent in 2003. In 2003 at the University of Cape
Town, 67 percent of undergraduate medical stu-
dents were black, and 65 percent were women. Na-
tionally, enrollment of black first-year students in-
creased from 28.9 percent of the total in 1994 to
60.3 percent in 2001,%8 and in 2003, 64 percent of
new entrants to medical schools were women. The
medical curriculum is being revised so that stu-
dents receive five years of case-based learning di-
rectly after high school, followed by a year of general
residency and two years of compulsory community
service — regrettably, often with inadequate super-
vision by more experienced staff members.
Although such changes may produce more pri-
mary care physicians, restricting their career op-
tions could lead these physicians to emigrate to
countries with better opportunities. Unless the
erosion of tertiary public institutions is reversed,
eventually there may be an almost exclusive focus
on primary and community-hospital-based care in
the public sector, with nurses, paramedical staff,
community-based health workers, and traditional
healers playing dominant roles.*”

CHALLENGES POSED BY HIV AND AIDS

DEMOGRAPHIC FEATURES

Of the more than 40 million people infected with
HIV in the world, 5 million are in South Africa
(about 10 percent of the country’s population). In
2000, HIV and AIDS accounted for 38 percent of
total years of life lost from premature death — 47
percent for females and 33 percent for males (Fig.
2). Communicable diseases other than HIV and
AIDS, maternal and perinatal conditions, and nu-
tritional deficiencies associated with poverty and

underdevelopment accounted for 25 percent of
life-years lost, noncommunicable diseases for 21
percent, and injuries for 16 percent (Fig. 3).2°

Increasing workloads for health care workers
are illustrated by data from Hlabisa, a rural district
0f 222,000 people where the prevalence of HIV in-
fection increased from 4 percentin 1992 to 35 per-
cent in 2002. Clinic visits increased by 88 percent
between 1991 and 2001,3° and hospital admis-
sions increased by 81 percent between 1991 and
1998.31 The result has been stress and exhaustion
among health care workers, up to 16 percent of
whom are positive for HIV themselves.3? A nation-
al study of 222 health care facilities that are repre-
sentative of the public and private sectors confirms
these observations.>3

Itis estimated that 40 to 50 percent of South Afri-
ca’s workforce could die from AIDS over the next 10
years and that by 2005 there will be about 800,000
orphans under the age of 15 years.3* The reduction
in the workforce, the increased human and financial
resources required to provide care for people living
with AIDS, and the needs of orphans will profound-
ly affect all aspects of social and economic develop-
ment and the lives and well-being of all.

HIV PREVENTION AND TREATMENT PROGRAMS
The approach of the South African government to
HIV and AIDS has been resoundingly criticized
within the country and internationally. It has been
a great disappointment that a new, enlightened
democratic government could so arrogantly deny
the link between HIV infection and AIDS in the face
of overwhelming evidence provided by the global
scientific community.3> The failure of the govern-
ment to promote a prevention campaign over the
past decade and an initial focus on ineffective
treatments have contributed to sustained and per-
vasive denial of the existence of the HIV pandemic
as well as perpetuation of the stigma associated
with HIV and AIDS.3¢

Prevention of the transmission of HIV from
mothers to children has been badly handled. The
ability to reduce vertical transmission of HIV infec-
tion is one of the most important advances in the
medical management of HIV infection. The poor
prognosis for infants infected during delivery or in-
fancy (among whom mortality is 91 percent by the
age of eight years) provides a good reason to pro-
mote the widespread use of effective preventive
measures.3”38

Itis paradoxical that although the president, the
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Figure 2. Age Distribution of Deaths, According to Groups of Causes, in Boys and Men (Panel A) and in Girls and Women

minister of health, and others in the government
have long publicly denied the link between HIV and
AIDS and failed to provide high-profile leadership
on this issue,? the Ministry of Health has quietly
formulated a comprehensive national strategic plan
for HIV and AIDS that includes such vital compo-

nents as education, programs for the modification
of sexual behavior, and treatment of opportunistic
infections.**#?

Many obstacles frustrate the introduction and
maintenance of comprehensive and effective pro-
grams for preventing the transmission of HIV and
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for treating infected patients with antiretroviral
drugs. Such obstacles include a high prevalence of
high-risk sexual behavior, extensive sexual violence
against children and unempowered women, con-
straints on financial and human resources, an inad-
equate health care infrastructure, resistance to
adopting bottle feeding rather than breast-feeding,
concern about the potential adverse effects of anti-
retroviral-drug therapy in poor and nutritionally
vulnerable populations, concern about promoting
drug resistance, and fear of not meeting constitu-
tional requirements for equity.

Resistance to introducing antiretroviral treat-
ment was understandable in the era of high-cost
antiretroviral drugs and suspicion about the mo-
tives of the drug industry. In addition, powerful na-
tions and multinational drug companies resisted
efforts to import affordable generic drugs.** Wel-
come changes in the attitudes of all who hold a
stake in this situation are rectifying it, thereby mak-
ing possible the local production of generic drugs
and further substantial reductions in prices.

There also may have been concern that a purely
biomedical approach to addressing HIV and AIDS
would deflect attention from such other important
social issues as extreme poverty, poor sanitation
and nutrition, dysfunctional families, a lack of rec-
reational facilities, sexual promiscuity, and high
crime rates. All of these problems are endemic in
Africa, which has suffered greatly from global eco-
nomic forces that have perpetuated and aggravated
disparities in wealth and health,*3**° and are rele-
vant to the control of infectious diseases —as illus-
trated by the history of tuberculosis.>® Finally,
there is legitimate concern about the theft from
public health systems of drugs used to treat HIV,
the growth of crime syndicates,® and the large
numbers of illegal immigrants in search of treat-
ment, with potential deleterious effects on an anti-
retroviral-treatment program that is inadequately
monitored.

None of these impediments should continue to
delay progress. New information is generating
deeper insights into factors that influence sexual
activity in the young.>? The government’s inability
to provide a comprehensive program should not
prevent the implementation of such a program
where an infrastructure exists. The example of the
Western Cape, where almost 100 percent of eligi-
ble patients now have access to drugs that prevent
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the transmission of HIV from mother to child, illus-
trates what can be achieved. High rates of compli-
ance with formula feeding®® and antiretroviral
therapy>* are also feasible. The efforts of the Treat-
ment Action Campaign,>® an activist nongovern-
mental organization, and the judgment of the Con-
stitutional Court requiring the government to
implement programs to prevent mother-to-child
transmission®® demonstrate the powerful role of
civil society and the ways in which government can
be held accountable. The work of former president
Nelson Mandela in recent years, his foundation’s
support of research on HIV, and the work of satirist
Pieter Dirk Uys, Archbishop Desmond Tutu, and
many others on the issues surrounding HIV have
been exemplary. Before the World Health Organi-
zation’s “3 by 5 Program” to provide antiretroviral
treatment to 3 million people by 2005 and Presi-
dent George W. Bush’s announcement of an emer-
gency fund for AIDS relief, international debate
was polarized on the question of whether to give
priority to treatment with antiretroviral drugs or to
provide more cost-effective preventive medicine.>”
It is now clear that treatment and prevention pro-
grams bolster one another.>®° Experience at the
Médecins sans Frontiéres clinic in Khayelitsha
shows that the availability of treatment can trans-
form denial and stigma to openness and responsi-
bility and can facilitate effective public health mea-
sures.>*

The government’s commitment to providing
treatment® and its recent decision to introduce an-
tiretroviral-treatment programs®? are a welcome
relief from its long-standing vacillation and vindi-
cate the efforts of activists and nongovernmental
organizations. Successful implementation will be
costly and socially complex. A total of $1.7 billion
has been budgeted for antiretroviral therapy over
the next five years, and it is estimated that $2.4 bil-
lion to $3 billion will be required annually by 2010.
Providing antiretroviral treatment to hundreds of
thousands of people for many years, in addition to
offering adequate integrated care for tuberculosis,
malnutrition, and other associated diseases of pov-
erty, presents major challenges in terms of cost,
health care delivery, and other factors.®® With test-
ing for HIV currently available in only 56 percent of
health care facilities and condoms available in only
87 percent of facilities,®* recent proposals for
strengthening the existing health care system and

ensuring equity in the implementation of antiret-
roviral treatment are salutary.®>

EXPANDING THE HEALTH CARE BUDGET

IN THE FACE OF A NATIONAL HEALTH EMERGENCY
Given the current expenditures on health in the
public sector and the overwhelming problems that
the government faces, sustained treatment of HIV
infection for hundreds of thousands of people is a
formidable challenge. Brazil’s example demon-
strates the potential to make treatment progres-
sively available in middle-income countries.®®
However, Brazil’s annual per capita GDP ($4,400)
is greater than South Africa’s ($3,200), and only
0.7 percent of Brazil’s adult population is positive
for HIV, as compared with more than 20 percent of
South Africa’s population.

Several options are available for increasing the
budget for the prevention and treatment of HIV
and AIDS, with differing social and ethical implica-
tions and justifications. Priorities could be changed
and resources shifted within the existing public
health budget, or resources could be shifted within
the overall budget — for instance, from the mili-
tary budget to the health care budget. The alloca-
tion of $5.73 billion for military equipment has
come under severe criticism. This is the best poten-
tial local source of additional funding and has the
lowest opportunity costs. Borrowing money from
the International Monetary Fund or the World
Bank would prevent immediate opportunity costs
but incur a growing debt burden, with major ad-
verse social effects. Reduction of the annual bur-
den of paying $7 billion in interest on debt could
release considerable resources for expenditures on
health and social services, but this scenario is un-
likely. Raising personal income tax by 5 percent
would generate only about $0.67 billion annually,
and a 5 percent increase in corporate taxes would
raise another $0.5 billion annually.

Much hope also rests on the acquisition of ex-
ternal resources from the U.S. Emergency Plan for
AIDS Relief, the World Bank Multisector HIV/AIDS
Project, the Global Fund to Fight AIDS, Tuberculo-
sis, and Malaria, the Clinton Presidential Founda-
tion, and other sources. Developing partnerships
with and maximizing the benefit from these sourc-
es represent a major challenge. However, recruit-
ing and training many more health care workers,
improving the health care infrastructure, and sus-
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taining the required financial resources over the
longer term are likely to be even more difficult.

MAKING SUSTAINABLE PROGRESS IN HEALTH
The formidable scientific complexity inherent in un-
derstanding the pathobiology of HIV and AIDS and
in designing vaccines, microbicides, and effective
treatments is well recognized by the scientific com-
munity.%” Local scientific work toward production
of a vaccine has strong national and international
support.®® Many ethical challenges to clinical re-
search are increasingly being acknowledged.®®”*
Two local institutions have received generous grants
from the National Institutes of Health’s John E. Fog-
arty International Center for educational programs
to improve the capacity of ethics review in develop-
ing countries.”*”3

Itis less well recognized and acknowledged that
complex global economic forces that perpetuate
poverty have magnified the burden and impact of
HIV and AIDS in poor countries and pose the larg-
est threat to ambitious plans for prevention and
treatment. Medical advances and a biomedical ap-
proach to health will make necessary contributions
to the improvement of health both in South Africa
and internationally. However, these contributions
will not be sufficient. The emergence and spread of
new and recrudescent multidrug-resistant infec-
tious diseases is arguably the single greatest world-
wide threat of the 21st century.”*”> The impact of
global economic and social forces on health and
the need to address them are acknowledged in re-
cent reports from the U.S. Council on Foreign
Relations”>7° and in a forthcoming report from the
Institute of Medicine on the challenges of provid-
ing antiretroviral treatment in settings where re-
sources are constrained. Since philanthropy can-
not continue indefinitely, it will be vital to address
the problems of debt that can never be repaid, trade
in weapons, unfair global trading rules, and other
upstream determinants of health. This will help us
to cope with HIV and AIDS in the long term, ame-
liorate poverty, and reduce the threat of more dev-
astating future plagues.”>””7°

THE FUTURE

The evolution of improved health care is both a cru-
cially important aspect of South Africa’s develop-
mentand an indicator of whether the country’s po-
litical transition can be followed by a successful
social transition. In its justified early focus on equi-

table access to primary care and on social determi-
nants of health, the new government has made two
major errors that will have adverse long-term con-
sequences: denying the link between HIV and AIDS
and allowing the severe erosion of tertiary care in
the public sector. It is possible that these errors are
linked by an ambivalence toward science and the
role of modern health care in the face of poverty.
The example of leadership on HIV and AIDS in such
countries as Brazil, Uganda, and Botswana has long
been evident and could have been emulated. As pre-
viously suggested, differentiation in the training
and research functions of medical schools, with the
preservation of some efficient tertiary institutions,
could have served South Africa’s interests more ef-
fectively than the attempt to have all medical schools
emulate the same model.

In reflecting on the first decade of South Africa’s
transition to democracy, it is necessary to strike a
fair balance between justified criticism and de-
served praise for a government faced with the over-
whelming burden of a major political transforma-
tion and the simultaneous challenges posed by a
devastating disease.®° Itis also fair to conclude that
the improvement of health in South Africa will de-
pend both on enlightened, vigorous reconsidera-
tion of many local policies and practices and on a
reshaping of the global forces that affect the health

of whole populations.
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