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EDITORIAL

Antiretroviral therapy (ART) makes a dramatic difference to
the survival and health of people living with HIV. At present
there are over 5 million people infected with HIV in South
Africa. Greater access to ART could change the lives of millions
of people.

In the light of cabinet’s announcement to make highly active
antiretroviral therapy (HAART) widely available in South
Africa and the mandate to develop an implementation plan,
some thought should be given to the principles and strategies
that should underlie the implementation of such a programme.   

An ART programme will bring with it new investments in
the health system that could benefit less resourced areas if
planned appropriately.  

It is also important to recognise that a programme of
universal access to ART will require a new level of
performance of our health system. It can only do so by
mobilising all available expertise and energies across the
country, both inside and outside government.  

We would like to suggest some essential principles to the
implementation of a large-scale ART programme:

1. A policy on widespread access to ART can only succeed if
it fully mobilises the existing health system infrastructure. It
should form an integral part of the continuum of HIV care
through the public primary health care and hospital system,
coordinated by district, provincial and national management
structures. This does not preclude a degree of ‘exceptionalism’
and vertical programme arrangements, considering the scale
and urgency of the response; nor does it exclude the possibility
of coordinated action between public and private sectors where
this is deemed relevant at local level. 

2. An ART programme integrated into the health system,
however, will not succeed if it is regarded as a simple ‘add-on’
to the multiple functions and activities already performed by
the health system. The massive additional investment in health
systems brought about by an ART programme provides a
unique opportunity to strengthen the health system as a whole.
A number of small ART programmes have shown that this can
be done. Improvements in systems — such as drug supplies,
access to laboratory services, referral, and staff support and
training — could be structured to strengthen quality and access
for all health conditions.  An ART programme should be seen
as an opportunity to address fundamental problems, such as
the public sector human resource crisis and provider attitudes

and values. It should not be implemented at the cost of other
essential health programmes.

3. An ART programme should not deepen the inequities in
our health system. Ultimately, it must be judged by whether it
succeeds in reaching the remotest and most disadvantaged
areas of the country. This may mean special measures to use
the ART programme to build health services in disadvantaged
areas.

4. Existing public health and HIV treatment initiatives in
South Africa provide useful models for the design of an ART
programme. They include standardisation of treatment,
registers, monitoring and evaluation processes and the
particular combination of vertical support and horizontal
implementation. Existing ART projects suggest that an ART
programme can be configured in the same way as other chronic
disease programmes — nurse-based but with adequate doctor
support. 

5. Alternative approaches to the traditional management of
chronic diseases, such as ‘directly observed therapy’, are
needed if the stringent adherence requirements of ART are to
be achieved. The evidence from pilot projects is that high levels
of adherence stem from a new kind of contract between
providers and clients. This contract is premised on very high
levels of understanding, treatment literacy and preparation on
the part of users, the establishment of explicit support systems
around users, and community advocacy processes that
promote the rights of people living with HIV/AIDS. The
responsibility for adherence is given to the client within a clear
framework of empowerment and support. This is very
different to the traditional paternalistic and passive
relationship between health care workers and patients —
changing this represents the key innovation challenge of an
ART programme.

How an ART programme is implemented is as important as
the what of the programme. To build the levels and scale of
performance required of an ART programme necessitates an
innovative approach to implementation. Task teams
developing guidelines and procedures at national and
provincial level alone will not achieve the rapid buy-in and
change required at all levels of the system. Political
management is as important as technical design. The process of
implementation needs to supported by a rigorous
communication strategy aimed at preparing and ensuring the
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buy-in of all the actors who will be implicated in the process of
implementation. 
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Puzzles in the causation and epidemiology of prostate
cancer — a sombre outlook

Prostate cancer was apparently rare in the past, although
reliable knowledge is very limited. Thus, for example,
according to a 1918 report by the Medical Officer of Health, in
Woolwich, London,1 not one of 238 cancer patients admitted to
the local hospital was found to have cancer of the prostate
gland. Also in  early times, both in the UK and in the USA, the
proportion of cancers actually verified were minute. Thus, in a
1914 report by the US Bureau of Census2 concerning a
document claimed to be ‘the most careful statistical study of
cancer in the US which has ever been made’, it was admitted
that in ‘an examination of about 2 000 death certificates from
an estimated 50 000 deaths from cancer, it was found that in
only 2% of the cases was the diagnosis confirmed by autopsy,
and in only another 9% had an operation confirmed the clinical
diagnosis’.

At present, prostate cancer is a very common malignancy in
many countries. In the USA it accounts for almost one-third
(31.2%) of all cancers, ranking second only to lung cancer as
the underlying cause of death in men (11.7%).3

In 2000, the respective age standardised incidence rates for
prostate cancer were very high in the US African American and
white populations, namely 222.9 and 147.3 per 100 000.4 The
high rate for African American men, believed to have a
measure of racial significance, is thought to be the highest in
the world.5 A point of major epidemiological importance
concerns the differences in rates, as much as 90-fold, between
populations.6 For example, for the years 1993 - 1995 the
standardised incidence rate in the American white population
in Detroit was 108.2, almost double the rate in Louisiana of
64.8/100 000. Among African Americans the corresponding
rates in the two cities were 141.5 and 80.2/100 000, respectively.
Major regional differences also prevail in occurrence of the
disease within some European countries, e.g. in 1993 - 1995 the
rate in Raguza, Italy was 12.0, but in Trieste it was far higher at
48.8/100 000.7

Recent estimates of incidence rates vary enormously among
black African populations. In the Gambia the rate in 1988 - 1997

was very low at 1.2/100 000.8 It was subsequently found to be
higher in Mali (6.3/100 000).7 In South Africa the rate was
(13.0/100 000),9 but it was very much higher in Harare,
Zimbabwe, at 29.2/100 000,7 in Abidjan, Ivory Coast at
31.4/100 000,10 and Kyadondo, Uganda at 39.2/100 000,7

elevated rates that are difficult to explain. In comparison, in
Europe the incidence rate in the UK was 28.0/100 000, while in
Sweden it was higher at 55.3/100 000.7 In making comparisons
an important point to bear in mind with regard to developed
and developing populations is the far higher rate of total
cancers in whites compared with African populations. Thus in
1993 - 1995 the total rates in the UK and Sweden were 303 and
252/100 000 respectively,7 whereas among black Africans in
South Africa9 and in Abidjan, Ivory Coast10 rates were 93.9 and
87.5/100 000, respectively.

The proportion of cancer patients with prostate cancer in the
UK and Sweden was found to be 12.0% and 10.5%,
respectively.7 Among black Africans in South Africa the
proportion was 10.3%,8 while in Abidjan it was higher at
15.3%.10

In series of prostate cancer patients in Canada and Sweden
mean age at the time of diagnosis was reported to be 69.7 and
70.5 years, respectively.11,12 In China the average age was 65
years,13 while in Nairobi, East Africa14 and Abidjan,10 patients
averaged 67.5 and 68.5 years, respectively. The mean ages of
patients in the various settings are therefore roughly similar,
despite the far younger age of African populations. Life
expectancy in the latter African populations is not known. In
1987 life expectancy of South African blacks was 62 years.15

Unfortunately, as with many other African populations, this
figure has been greatly reduced by the advent of HIV/AIDS to
40 - 45 years.16,17 In comparison life expectancy of white males
in the UK and Sweden has been reported to be 75 and 72 years,
respectively.18

With regard to the causation of prostate cancer, a recent
major review19 on the aetiology and occurrence of the disease
greatly regretted that ‘little specific insight has been gained into
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