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Twelve years have passed since the establishment of South
Africa’s new democracy. Over this period the country's HIV
prevalence has grown from 3% to 11 - 17%. Maternal
prevalence rates and those of several provinces are higher.5, 6 A
recent report detailing the HIV prevalence among 17 088
South African teachers indicated that 12.7% were infected
and that 52% of these had CD4 cell counts below 350 µl and
22% counts below 200/µl.7 Most governments are ill prepared
to cope with disasters of the magnitude of the AIDS epidemic.
The new South African government has fortunately enjoyed
the support of the international community and has had two
decades of scientific knowledge upon which to draw. With
fewer resources, Uganda reduced HIV prevalence from over
20% in 1993 to 5 - 8% currently. Thailand, like South Africa a
‘middle-income’ country, has maintained its 3% prevalence
over the same period.8-10 Despite the goodwill of scientists
locally and abroad, the South African government has
frequently chosen to follow an independent route with regard
to public discussion and the management of the epidemic. 

Dissidents who dispute the science of HIV have openly advised
government and continue to do so.11, 12 Mr Mbeki has at times
based his remarks upon insights from the Internet, a source of
unregulated data, opinion and bias.12,13 Cabinet advocacy for
the play ‘Sarafina II’ and the so-called AIDS cure, virodene, was

premature and inappropriate: ‘Instead of emerging victorious
with a new African miracle cure, the government’s reputation
was harmed by the strong aroma of sleaze which permeated
the virodene episode and by the fact that it ignored scientific
checks and balances. Instead of accepting the recommen-
dations of the Medicines Control Council (MCC), the
government undermined the body by removing the
chairperson and replacing him and others with more
compliant members.’13

Herbs, vegetables, so-called ‘immune boosters’, various ‘diets’
and vitamin concoctions have been advanced as benefiting
the infected.14, 15 Evidence-based support for these assertions
is largely absent, anecdotal, speculative or simply mis-
information. Scientific data promoting the use of vitamins and
trace elements in the HIV patient is limited. Where deemed to
be indicated, vitamins and trace elements are not viewed as
alternatives to the antiretroviral (ARV) drugs.16, 17 Nutritionists
and researchers agree that patients require access to healthy
diets, and that where nutrition is needed this ought to be
provided in the form of food.18, 19 Support by public figures of
homespun ‘remedies’ has led to general confusion and in some
cases to patients refusing life-saving therapy with consequent
loss of life.20
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medical ethics and the politics
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Johannesburg, South Africa

‘Who among us shall dwell with the devouring fire? Who among us shall dwell with everlasting burnings?’ He who walks
righteously and speaks uprightly. He who despises the gain of oppression, who gestures with his hands refusing bribes. Who stops
his ears from hearing of bloodshed and shuts his eyes from seeing evil.’1

Politics has been defined as the ‘art and science of government’ and ethics as ‘moral principles, the science of morals in human
conduct, rules of conduct’.2, 3 The reader would know politics by its public face – its leaders, their words, their actions: ‘levelling
the playing fields’, ‘quiet diplomacy', ‘kill the farmer, kill the boer’, ‘shifting the goal posts’, ‘redressing the imbalances’, ‘playing
the race card.’ Ethical issues in health are familiar too: triaging survivors, prioritising limited budgets, maintaining
confidentiality, obtaining informed consent, deciding upon ventilator/dialysis access, euthanasia and embryo research. Making
choices has never been easy.

Writing from prison in 1945, Bonhoeffer commented upon ethics: 'Rarely has any generation shown so little interest in any
kind of theoretical or systematic ethics. Our period of history is oppressed by an abundance of ethical problems. Today, there
are once more villains and saints. These emerge from the primeval depths to open the infernal or divine abyss and allow us to
see briefly into mysteries of which we had never dreamed. What is worse than doing evil is being evil.  It is worse for a liar to
tell the truth than for a lover of the truth to lie. A falling away is of infinitely greater weight than a falling down. One is
distressed by the failure of reasonable people to perceive the depths of evil or the depths of the holy. With the best of
intentions they believe that a little reason will clamp together the parting timbers of their house…’4
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ETHICS IN THE CONTEXT OF GOVERNMENT

Moral principles should govern behaviour in government and
in health care. We use ethical language when addressing
political and health matters: ‘primum non nocere’ (first do no
harm), autonomy, beneficence, non-maleficence, justice and
futility, and we contrast altruism with self-interest. The
application of these ideas to society underlies the day-to-day
running of government: utilitarianism – ‘the greatest
happiness of the greatest number’ (Jeremy Bentham, 1748-
1832), human rights (individual v. community rights),
communitarianism – the building of a good and just 
society.38, 39

The ANC government of 1994 inherited an imperfect health
care system.30 Regional health has deteriorated for years: life
expectancy in South Africa has fallen for the past 40 years and
current levels are below those of 1960.40 The AIDS epidemic
has played a part in this, but one must also acknowledge the
persistence of poverty, inadequate education, poor rural and
urban living conditions and the fractured health infrastructure
that grew out of the apartheid system. ‘History’, says Roberts,
‘has many examples of people who sought to impose their
vision of a good society by force – from the Crusades to the
Khymer Rouge to the Taliban. Moving from coercion to
coexistence, tolerance, and mutual learning requires a degree
of openness that many find inconsistent with the certainty of
their own vision.’38

DO GOVERNMENTS HARM THE HEALTH
OF THEIR CITIZENS?

Sadly, many do. Living in South Africa before 1994 ensured
unequal access to health care. We live with this legacy. ‘The
Nazi doctors made hell’, is Elie Wiesel’s commentary on life in
Europe during the 1930s and 1940s.41 Lenin wrote of 'purging
the Russian soil of all kinds of harmful insects’.42 Mao,
according to the authors of a recent biography, ‘was
responsible for well over 70 million deaths in peacetime'.43

Zimbabwe: ‘its ambulance fleet includes nine ox-drawn carts,
introduced in July (2004) as part of the struggle against
climbing maternal mortality rates. Life expectancy at birth –
according to the UNDP Human Development Report for 2004,
is 33.9 years.’44 South Africa: ‘Between 1995 and 2000 the
public health sector in the Western Cape was downsized by
3 601 hospital beds (24.4%) and by 9 282 health and support
personnel (27.9%), while the local population grew by 8%.’
Benatar continues, ‘Public tertiary health services have been
severely eroded... The failure of the (South African)
government to promote a prevention campaign over the past
decade and an initial focus on ineffective treatments have
contributed to sustained and pervasive denial of the existence
of the HIV pandemic as well as perpetuation of the stigma
associated with HIV and AIDS.'30

Politicians are salaried public servants and are answerable to
the community they serve. Our government has been re-
elected twice and tasked with the provision of equable care to

all its citizens – including those who carry the HI virus.
‘Unemployment insurance, old age pensions, workmen’s
liability acts and other similar legislation represent the effort
of political society to mitigate the inequalities which are
created by the process of economic development … The
economic system heaps up profits in the hands of the owners
of property and the state uses the power of taxation to reduce
these profits and to assist the worker...’45 But as Niebuhr
observes, even democratically elected governments have their
own agendas: 'The creeds and institutions of democracy have
never become fully divorced from the special interests of the
commercial classes who conceived and developed them.'46

1994 ushered into power those who were once the objects of
the abuse of power. Has such a perspective resulted in better
government? Is the altruism demanded of the newly qualified
health worker who is obliged to complete community service
matched by a similar altruism of the politician? How ought the
South African public to view ‘floor-crossing’, the failure of
municipalities to deliver basic services, unspent budgets,
scandals – ‘armsgate’, ‘oilgate’, ‘travelgate’? Is this altruism or
self-service?  

Who audits government? Where political opposition is weak
most governments are left to audit themselves. ‘The moral
attitudes of the dominant and privileged classes are
characterized by self-deception and hypocrisy... The most
common form of hypocrisy among the privileged classes is to
assume that their privileges are the just payments with which
society rewards specially useful and meritorious functions.’47

Governments and most human beings lack the moral clarity to
judge themselves without bias.   

WHAT OF THE HEALTH WORKERS THEMSELVES?

A recent review of nursing care in two Eastern Cape hospitals
reported serious irregularities. The nurses and doctors had
been trained in the management of severe malnutrition in
children. Their performance was studied from April 2000 to
April 2001. The authors comment: 'Despite the shortcomings
in care, most aspects of the World Health Organization (WHO)
guidelines were feasible, even with scarce resources … The
researchers visited each hospital about 6 times per month.
Visits were unannounced and unobtrusive. A high proportion
of deaths were due to doctor error ... but weaknesses in
support and supervision from local and central management
gave rise to a lax environment, exemplified by nurses
fabricating pulse and respiration rates and some night nurses
giving antibiotics hours ahead of schedule.’48

The training of health workers is not enough to ensure good
medical care. Researchers note that ‘for decades it was
assumed that poor performance was due to a lack of
knowledge and skill. The use of oral rehydration salts greatly
increased during the 1980s and 1990s. However after more
than 2 000 training courses on the management of diarrhoea
and the provision of supervision from 1988-93 in more than
120 countries, the median percentage of children correctly
rehydrated by health workers as assessed in 22 surveys, was
only 20%.’49 These researchers draw the conclusion that poor
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health worker practices contribute to the low use of health
facilities by vulnerable populations. Among reasons cited by
poor Kenyans for failure to access health facilities were ‘lack
of money’ and ‘the belief that hospital staff have insufficient
understanding of and tolerance for the patient’s social and
economic circumstances and language, and that facilities and
drugs might be inadequate to assist their sick child.50

This perception seems to be held by the South African public
too: ‘Ms N.M. had been at the Helen Joseph Hospital in
Johannesburg, since 6.30am. She had resigned herself to
spending the day at the hospital. “I travel from Soweto to
come here and get my pills because the service is better than
at Baragwanath. There, the nurses scold us and will not help
you if you don’t have money to pay. The nurses go out for
lunch and tea breaks, leaving us sitting here and when they
come back they shout at us. I don't know why.  And there is
nothing we can do because we are poor.”‘51 The South African
Minister of Health after a recent visit to Chris Hani
Baragwanath Hospital is quoted as saying, ‘judging by what I
have seen, I would not encourage people to use public health
facilities’.52

WHAT OUGHT TO BE DONE?

What ought to be done to respond to the ethical and political
issues surrounding the provision of care to the HIV-infected
community of South Africa?

ACTIVISM

AIDS activism in North America and Europe resulted in an
expanded access to ARVs, price reduction and the promotion
of research: 'Decisions about the allocation of resources are
inherently political and are thus amenable to effective
lobbying'.53 Locally, the Treatment Action Campaign has
garnered support from city and township dwellers and rural
communities. In so doing it has become a legitimate voice of
the people.54, 55 How might the ordinary health worker respond
to perceived inadequacies or injustice? Withholding their vote
or voting for an alternative party, drafting and supporting
petitions, joining NGOs and activist groups or forming new
groups – it was particularly the mass movements of the 1980s
that led to the demise of the apartheid regime. There are
issues that need to be addressed: speeding the process of new
drug registration, enhancing access of indigent patients to
ARVs, addressing the low morale of health workers in ARV
rollout programmes, assisting in projects that aim to build the
numbers and competency of staff employed in rollout centres.
Those health care facilities that persist in rendering
inadequate service must be identified and pressured to
change. Corrupt health workers and disinterested officials
must be weeded out of the system. The promises of
government and local authorities must be matched by
performance. Allocated budgets must be spent. Concerned
bodies such as the HIV Clinicians Society might consider closer
links with activist groups and networking with the Trade
Union Movement and with grassroots communities across the
country. 

DEALING WITH DENIAL

Preventive strategies were defined decades ago. Universally
acceptable treatment guidelines have been in the public
domain for many years. Yet both transmission and mortality
continue to increase. Denial has fed this situation. ‘AIDS is
here to stay. It is like the day after Hiroshima (or after 9/11!).
The world has changed and will never be the same again. The
new virus will be a fact of life for our children's children; much
can be done to moderate its force, but it cannot be made to
disappear.’56 Asked about the value of garlic, olive oil, etc., the
health minister commented, ‘no one said these diets cure HIV.
However they boost the immune system. I have met over 100
patients who ‘got-up-and-walked’ after following this dietary
advice.’57, 20 A truthful understanding of the epidemic has been
scuttled by a belief in non-science, folklore and dissident
opinions. Where truth is muddied and denied, society will not
find solutions to the epidemic. Has this denial been deliberate?
Do the politicians really believe what they say? Are politicians
able to envision alternatives to the situations they are tasked
to deal with? Can they work outside the box of their own value
system and world view? ‘It is the vocation of the prophet to
keep alive the ministry of imagination, to keep on conjuring
and proposing alternative futures.’58 Few would credit the
religious community of our day as having the status to
provide such leadership. Prophets appear largely to have
passed into the realm of antiquity and obscurity. Nevertheless
we need them. ‘Any justice which is only justice soon
degenerates into something less than justice. It must be saved
by something which is more than justice. The realistic wisdom
of the statesman is reduced to foolishness if it is not under the
influence of the moral seer.’59 Politicians need ethics and the
ethical scholar to guide them. Opposition to apartheid drew
strength from tough religious people and those communities
that refused to accept the status quo. We need such people
today. The issue of denial needs to be faced both at the level
of government and by the community. Infection with the HIV
virus is perceived as shameful and evokes disgust, revulsion
and rejection by many in the community. Exposure in the early
days of the epidemic led to censure, harassment and in some
cases the death of the infected person.60 Only openness and
honesty will deal with these inappropriate attitudes. Several
political leaders have spoken of their sorrow concerning the
loss of family members from this disease. But those who are
themselves infected and enjoy prominence within our society
need to become role models for society: seen to be taking
medication, living well, dealing with life in a humble but
challenging manner. We lack these  heroes. 

WHY DO GOVERNMENTS FAIL TO CONFRONT AIDS
ADEQUATELY?  

Sexual transmission is the dominant vehicle of spread in
Africa. ‘Safe sex’ means abstinence, or being persistently
faithful to one's spouse/partner, and using condoms to
prevent exposure to body fluids. A core responsibility of
government is to ensure that those most likely to spread
disease adopt preventive behaviour.61 Recent data suggest
that some young people influenced by the 'loveLife' campaign
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may be altering lifestyles. However, there is little evidence that
viral transmission in the southern African region as a whole is
diminishing. Can a nation or a continent change its culture? At
the core of this epidemic is the vulnerability of our youth,
particularly adolescent girls between the ages of 15 and 19
years. The HIV prevalence among this group far outnumbers
that of boys of the same age. Older males transmit the virus to
these teenagers.  This culture of abuse clearly needs to 
change.62, 63 But some customs are part of everyday life in
Africa: long engagement periods necessitated by inflated bride
prices, premarital sex to confirm fertility, conjugal rights of
widows to males within the extended family or tribe. To these
add poverty and sex for money, poor acceptability of condoms,
single-parent homes, fathers and husbands who work long
distances from their families and seldom return home. If this
epidemic will be heard, it is saying that society has to change
in significant ways. This perhaps is the central 'meaning' of
this epidemic. What politician has shown any determination to
confront this Goliath? ‘The man with a conscience fights a
lonely battle against overwhelming forces of inescapable
situations which demand decisions. Evil comes upon him in
countless respectable and seductive guises so that his
conscience becomes timid and unsure of itself, till in the end
he is satisfied if instead of a clear conscience he has a salved
one, and lies to his own conscience in order to avoid despair.
A man whose only support is his conscience can never
understand that a bad conscience may be healthier and
stronger than a conscience which is deceived.’64 Ron Bayer:
'There are no simple answers that address the needs both for
trust and candor in intimate relationships and for security in
the era of AIDS. Systematic behavioral research is essential, as
is searching inquiry into the ethical and psychological
underpinnings of intimate relationships. Nonetheless, these
questions make it clear that matters of sexual ethics are not
moralistic diversions. They are at the heart of AIDS
prevention.'65

Case isolation, quarantine, contact identification, notification
and the provision of treatment underpin the effective public
health response to a serious communicable disease.8 With
regard to the prevention of HIV, South Africa took its lead
from Europe and North America where so-called HIV
'exceptionalism' had taken root.66 Notification and
identification were deemed to be an infringement of the
individual's rights and likely to drive the epidemic
underground. Perhaps the memory of the 'Pass Laws' and the
abuse of personal freedom prompted this position, or the fact
that in its earliest days the South African epidemic was
focused on the white, middle-class gay community and thus
not unlike that of Europe and the USA. Without notification,
the South African government has been able to query
prevalence data and contradict research findings.67, 68

‘Governments’, say Ainsworth and Teokul, ‘will do those things
that are not viewed as controversial and that can be expected
to have widespread support.’61 Would the 'public health' model
of disease prevention be appropriate to South Africa? Can a
government police its entire population? Cuba's approach has
been dramatically successful: the HIV prevalence in Cuba is

currently 0.03%, only 4 000 infected in a population of more
than 13 million.69, 70 It took a traditional public health
approach incorporating isolation, quarantine and notification
of exposed partners. How would one quarantine 6 million
infected South Africans?   

Is it not time to end this HIV exceptionalism? Several experts
suggest that it may be.8,66,71 De Kock argues for performing
mandatory, voluntary and routine testing and testing where
patients present with specific HIV-related illnesses such as TB
and sexually transmitted diseases (STDs). It is stressed that
such testing must be done in an open manner while
maintaining strict confidentiality. In support of this approach
he argues, ‘What if the HIV prevalence were 30% in Geneva or
New York?’8 He notes that AIDS awareness is now huge in
most of sub-Saharan Africa and that evidence of benefit from
extensive pre-test counselling for HIV in this region 'is lacking'.
Other researchers remind their readers that the political costs
of promoting a public health approach include 'offending both
sides of the political establishment’. They continue, 'Controlling
epidemics is a fundamental responsibility of government,
working in concert with physicians, patients and communities.
Until we implement prevention programs with proven efficacy
more widely, make voluntary screening and linkage to care a
normal part of medical care and expand screening in
community settings, and improve treatment, risk reduction,
monitoring, and partner notification, we will continue to miss
opportunities to reduce the spread of HIV infection.'71 While
the South African government and society fail to address the
underlying cultural and ethical issues that orbit around this
epidemic there is little likelihood that we in South Africa will
follow these recommendations. 

What of the health worker whose conduct is unprofessional?
How does one change the low morale of our nurses and
doctors? Denial and disinformation – untruth – have
perpetuated the spirit of futility that has characterized much
of the government's response to this epidemic. Health
workers, we are told, are 'burnt-out and demoralised'.72 But the
epidemic is not yet over.  Indeed the virus is likely to remain
with us for many generations. Arthur Frank speaks of the
rebuilding of Czech society in the 1990s: 'Vaclav Havel realized
that the success of any institutional reform in post-
communist Czechoslovakia depended on individual moral
work.'73 The principles are no different in Africa. ‘Individual
moral work.’ Ethics and the practice of health care are
inseparable. Ethics and the practice of good governance are
inseparable. The control of the epidemic with vaccines and
various 'magic bullets' are unrealistic dreams at this time. A
cure is not around the corner. Hard work and difficult choices
lie ahead. Inadequacies in the prevention of transmission need
to be reviewed.  The debate over appropriate public health
strategies requires further thought. Cultural mores and norms
that do the nation a disservice must be openly debated and
change embraced where appropriate. Clear-thinking
leadership, truthfulness and humility on the part of our
politicians and goodwill on the part of our scientists may help
to bring the country out of the dark tunnel it is in. The
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plundering of this nation's life will only be halted when
citizens and government listen to the lessons the epidemic is
teaching.
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