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False promises
After asking whether ‘immune boosters’ 
really do boost your immune system, 
we turn the spotlight onto a worrying 
new form of quackery that is flourishing 
in Durban. Also don’t miss our visual 
guide (on pages 20 and 21) to how we 
are doing in our fight against the HIV 
epidemic. 

PrEP made clear 
Pre-exposure prophylaxis (PreP) 
has many people confused. Here, 
Equal Treatment provides you with a 
breakdown of progress in this area plus 
findings from all the most important 
studies. We also consider the future of 
1% tenofovir gel after a setback in the 
VOICE trial.

Treatment literacy 
We have had many requests from our 
readers for basic information about HIV. 
We listened. In this issue we bring you 
easy guides to HIV testing, antiretroviral 
treatment and HIV prevention. Also, 
don’t miss our interview with Thembisile 
Ferguson Madikane (page 2) on his 12 
years of treatment, and our overview of 
the HIV replication cycle (page 16).



Editorial
Over the past decade the backbone of our work in 
the Treatment Action Campaign (TAC) has been 
the treatment literacy programme. The focus of 
this programme is to teach the science of HIV and 
HIV treatment in communities across South Africa. 

The treatment literacy programme allows everyone 
to understand the science of HIV and how to 
manage the disease. It has changed the perception 
that ‘AIDS equals DEATH’ into the awareness that 
although you might have HIV, you can still lead a 
normal and productive life. 

Teaching community members about HIV also 
helps to bridge the gap between doctors and 
patients. As patients learn, the programme 
empowers them to understand why they need 
treatment and why some people experience side 
effects. It also arms community members with 
the information they need in order to demand 
antiretroviral treatment from the public health 
service. 

On 1 December 2011 President Jacob Zuma 
unveiled the new National Strategic Plan (NSP) 
2012–2016. It is an ambitious scheme, which 
commits South Africa to the virtual elimination of 
mother- to-child transmission of HIV. Government 
aims to provide treatment to at least 80% of those 
who need it. Furthermore, it aims to halve the rate 
of new HIV infections by 2016. The NSP contains 
ambitious targets for dealing with the twin 
epidemics of HIV and TB, using early screening 
and testing, contact tracing, and better efforts to 

keep people on treatment for the required length 
of time.

The will to achieve these goals cannot just come 
from the top. We cannot simply be told to take this 
or that medicine without understanding why. In 
order for the NSP to work, all South Africans need 
to understand how HIV and TB works in our bodies 
and what steps we can take to fight these diseases. 

Today, approximately 1.4 million people are on 
antiretroviral (ARV) treatment in South Africa. 2 
million more need immediate access to ARVs. 
Even though the rate of new infections seems to 
be slowing down, it remains far too high. We must 
do more to prevent new infections – and this, too, 
begins with learning about the science of HIV. 

We need government to draw on the treatment 
literacy expertise developed by organisations like 
TAC, and to use this knowledge to drive the new 
community health worker programme. We need a 
larger injection of financial and human resources 
into our health system and social services. And we 
need treatment-literate communities so that once 
and for all we can turn the tide of HIV. 

Nonkosi Khumalo, TAC Chairperson 

Correction 
In the September 2011 edition of Equal Treatment 
we reported that the Gene Xpert tuberculosis test 
has a sensitivity of 98%. This was misleading. 
Professor Jan Verschoor from the University of 
Pretoria has pointed out to us that this figure of 
98% is only correct for the detection of pulmonary 
TB in HIV-negative people. For HIV-positive South 
Africans the sensitivity of the test is closer to 70%. 
This means that the test would fail to detect TB 
in roughly 30% of cases in which someone is co-
infected with HIV and TB. 

P
ho

to
 c

ou
rt

es
y 

of
 T

re
at

m
en

t A
ct

io
n 

C
am

pa
ig

n 
A

rc
hi

ve

1



“Within just a few 
weeks of starting 
my new treatment, 
I felt better.”

Thembisile Madikane  
currently uses third-line ARV 
treatment for HIV even though 
it is not yet available in the 
public sector in South Africa. 
Photos by Barry Christianson
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Thembisile Ferguson Madikane was diagnosed 
HIV-positive in 1999. He began antiretroviral (ARV) 
treatment in 2000, paying R1,800 a month out of his 
own pocket for ARVs which were not available in 
public health facilities.  

But before long, Thembisile found himself jobless 
and no longer able to afford the medication. 
“My mother heard about [the Ubuntu clinic in 
Khayelitsha] on a radio programme, and I came [to 
Ubuntu], unable to walk. I was so weak, I had to be 
carried in,” he remembers. At the time, Thembisile 
weighed a mere 35 kilogrammes despite his 1.8 
metre frame. Without the support of the clinic, 
which supplied ARVs before they were offered in 
the public sector, it is unlikely Thembisile would 
have made it.

By 2005, the treatment no longer worked for him, 
so Thembisile switched to a second-line regimen. 
He recognises his own responsibility for failing 

Thembisile Ferguson Madikane has a longstanding 
relationship with the Ubuntu clinic in Khayelitsha. He talks about 
Ubuntu as if the clinic were an old friend. They have been through 
everything together, at the forefront of HIV treatment in South 
Africa. Thembisile began taking first-line ARVs when they were 
unavailable in the public sector, when only Ubuntu supplied these 
medicines free of charge. Now, a decade later, Thembisile and the 
clinic are once again a step ahead of the public sector - this time, in 
their use of third-line treatment for HIV.

By Mara Kardas-Nelson

first-line treatment. “I was not taking care of my 
body properly …,” he admits. “I would forget [my 
medicine], although I had a support system around 
me... When you are drunk…you forget. That one 
day becomes another day, and then another day.” 

I ask Thembisile how he changed his life after 
starting second-line treatment. “First of all, I 
stopped drinking. It’s been so long now since 
I stopped drinking.” The strong support of his 
family also helped to keep him going. “If you are 
[taking] medication every day…you are bored and 
tired. The support system must be around you. 
Everybody in my house—they know my status… 
It’s much easier if they know what is happening…. 
And everybody knows what [I take] at what time.”

Despite good adherence Thembisile fell sick again. 
“One day, my second-line didn’t work. I felt sick... I 
had no energy, I slept all the time, I didn’t want to 
do anything. At my job I don’t lift anything, I just 

Twelve years
on ARVs
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can cost more than R34,000 per patient per year, 
compared to just over R1,000 for the best first-line 
treatments available. What is more, some drugs 
used in third-line regimens are not yet registered in 
South Africa. For example, in order for Thembisile 
to have tipranavir, the Ubuntu clinic needed special 
permission from the Medicines Control Council 
to use an unregistered drug. If any other patient 
needs tipranavir, or another unregistered ARV, 
Ubuntu will have to go through this long process 
again. 

For Thembisile price is not the only problem with 
third-line treatment. He has to remember to take 
five drugs in the morning and seven in the evening. 
When I ask him if a fixed-dose combination—
multiple medicines combined into one pill—would 
help him with adherence, he nods. “Mistakes 
happen…one or two tablets…would be easier.”

He points out that two of his pills, tipranavir and 
ritonavir, need refrigeration. “I have a fridge at 
home, but if they could make a tablet that didn’t 
have to be in the fridge all the time, it would be 
much easier. …A lot of people will want to use 
third-line but they don’t have fridges, so what’s 
going to happen to them?”

Thembisile is upset that third-line is only available 
to some people in South Africa: “The government 
must do something to make sure more people who 

file papers all day, but I would still come home 
exhausted.” 

In September 2011, with a CD4 count of 405 and 
a viral load of 1000, Thembisile became one of a 
handful of patients who currently receive third-line 
regimens from Ubuntu. Yet again, if the clinic had 
not provided these ARVs ahead of government, he 
would not have had the life-saving treatment that 
he desperately needs. 

Within weeks of starting third-line treatment 
Thembisile felt like a new person. “Now I have 
energy, I have lots of hobbies, I like to go out, I like 
to be around people. My friends say, ‘Hey, you’re 
out all the time!’ Because they were used to me 
being inside.”

Thembisile’s doctor, Karien Conradie, sees great 
improvement in his health. By January 2012, a few 
months after starting third-line, Thembisile’s viral 
load was undetectable and his CD4 count had shot 
up to 698. He had also put on weight, gaining two 
kilogrammes in just one month. 

Since third-line is an expensive last resort, the 
doctors at Ubuntu do not prescribe it without 
good reason. “We go through a long process, 
because most people who are failing second-
line don’t actually need third-line. If they just 
adhere better the second-line drugs will still be 
effective,” explains Dr. Conradie. She points out 
that adherence is the main focus of Ubuntu’s 
monthly support groups. “But for some people, like 
Thembisile, even if they adhere well, the drugs still 
won’t work and they will need third-line.” 

“Once we’re sure that [a person’s] adherence 
is good, we do a genotype test,” explains Dr. 
Conradie. “Only Médecins Sans Frontières (MSF) 
or private organisations do genotype testing…
[which] tells if the patient’s HIV is resistant to 
second-line drugs or if [the drugs] are working. 
Genotyping will specifically say which drugs a 
patient is resistant to, so that way, you don’t have 
to guess.”

In South Africa, third-line treatment is only 
available through private clinics or specific 
providers, such as MSF. This is mainly because 
many drugs used for third-line are under patent, 
and therefore much more expensive than the 
first- or second-line options. Third-line regimens 

Mara Kardas-
Nelson is an 
Access & 
Innovation Officer 
with Médecins 
Sans Frontières 
South Africa.

Thembisile's doctor Karien Conradie is happy with the improvement in 
his health since he began third-line treatment.
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Genotyping and viral load: 
Why does it matter?
Genotyping – testing your HIV or TB for potential drug 
resistance – is expensive and requires the use of a laboratory. As 
a result, genotyping is not available in the South African public 
health sector. It is only done at a few sites across the country, 
mainly for research purposes. Access to the service is even more 
limited in other countries across Southern Africa, especially in 
rural areas. 

Measuring viral load – the amount of new HI-virus in your 
blood – helps to monitor how the disease progresses in your 
body. The higher the viral load, the more HIV is winning the war 
against your immune system. Viral load can be used to assess 
your adherence to ARVs, as your viral load will rise with poor 
adherence. Also, if a person’s HIV is resistant to ARVs, their viral 
load will rise. Viral load testing is widely available in South Africa.

Why third-line is so expensive
Most third-line ARVs remain under patent. Pharmaceutical 
companies can therefore charge high prices for these drugs, even 
though this means that many people who need the ARVs cannot 
afford them.

Currently it is difficult for government or civil society to negotiate 
lower prices for third-line drugs. This is due to problems with 
South African patent law. As we showed in the November 2011 
issue of Equal Treatment, South Africa’s patent laws could be 
changed to help reduce the prices of life-saving medicines – not 
just for HIV, but also for cancer and TB. 

One of these changes would make it easier for the state or the 
courts to grant a compulsory license. A compulsory license allows 
pharmaceutical companies to produce a patented medicine, even 
if the patent holder disagrees with the license. If five or more 
companies all produce the same third-line medicine, its price is 
likely to drop faster, enabling more people to access the drug.  

need it can get it.” Currently MSF provides third-
line for three Khayelitsha patients and three more 
are due to start soon. 

He is grateful to the Khayelitsha project for more 
than just the life-saving drugs. A few years ago 
Thembisile moved to Mitchell’s Plain to live with 
his family, and the move made him realise how 
important Ubuntu was to him. “The treatment… 
is fine in Mitchell’s Plain, but it’s not like here in 
Khayelitsha, [where] people are [open] about their 
status. If you go to the clinic, you find warmth, 
people are talking everywhere, in every corner. You 
don’t see that in Mitchell’s Plain…” 

But Thembisile knows that even those in 
Khayelitsha have a lot to learn. At the end of 
our interview, he turns to me, making sharp eye 
contact. 

“There’s something I want you to make 
clear to your readers,” he says. “Failing 
first-line, or second-line, or third-line 
doesn’t mean you’re a bad person. It 
doesn’t mean you didn’t take your pills 
right … We all have different immune 
systems and for some people that 
medicine doesn’t work. People have this 
idea that if you’re on second- or third-
line it means you’ve done something 
wrong, but that’s not always true. 
People really need to understand that.”

HIV
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HIV HIV
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These are some of the ARV pills that Thembisile takes everyday as 
part of his third-line treatment. Photo by Barry Christianson
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Know your

get tested for HIV
status

Knowing your HIV status is the only way to protect 
your health and the health of your partner(s). Also, 
if you plan on becoming pregnant, or you are 
already pregnant, knowing your status is essential 
to protect the health of your child.

If you are HIV-positive discovering your status 
allows you to start treatment early and stay 
healthy. HIV-positive people no longer have to 
wait until they become sick to receive treatment. 
Knowing whether you are HIV-positive can also 
ensure that you do not put your sexual partner(s) 

Why should I have a test?

at risk of infection. You can protect them by taking 
your antiretrovirals (ARVs) as prescribed and by 
using condoms. And, if you plan on becoming 
pregnant you can use ARV treatment and other 
health services to prevent HIV transmission to your 
child.

If you are HIV-negative, knowing your status can 
help you take steps to stay that way. Always use 
condoms and, if you are a man, consider medical 
circumcision as a way to reduce your risk of HIV 
infection.
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Where can I go 

to get tested?

You can be tested at government hospitals 
and clinics for free. Some private health 
facilities and pharmacies also offer free 
testing as part of government’s HIV 
Counselling and Testing campaign. 

Before and after you take the test the health facility 
will offer you counselling. Counselling is a private 
conversation between you and a health worker. 
During the counselling sessions, the health worker 
will ask you questions about your personal history. 
Their aim is to weigh up your risk of HIV infection 
and to give you guidance on how to practise safe 
sex in the future.

The counsellor will also ask about your health 
to find out whether you have symptoms of any 
HIV-related illness such as tuberculosis (TB). 
Many health facilities also offer free screening for 

What can I expect 

when I go for testing?

TB, high blood pressure, diabetes and anaemia 
(iron deficiency). After pre-test counselling you 
can decide whether or not you want to take any of 
these additional tests. 

If you test negative for HIV the health worker 
will give you advice on how to stay that way and 
will answer any questions that you may have. 
Remember there is a window period of up to three 
months after infection during which time an HIV 
test may show up negative. Therefore if you have 
risky sex you should go for an HIV test at least 
every three months. 

In the event that you test positive for HIV you will 
have the opportunity to talk to your health worker 
about your reactions and any fears or questions 
that you have. The health worker must give you 
advice on when to start treatment. They must also 
help you book an appointment to have your CD4 
count taken. Your CD4 count will show whether 
you are ready to start treatment. 

Many people who go for HIV Counselling and 
Testing complain that they receive no counselling, 
or inadequate counselling. This often happens 
due to shortages of health workers or to negative 
attitudes among staff at health facilities. These are 
ongoing problems that the Department of Health 
needs to address. Do not however let this stop you 
from testing. If you feel that the information and 
counselling that you receive is not good enough 
call your nearest Treatment Action Campaign 
(TAC) office or call the National AIDS Helpline on 

Common complaints of people tested in public facilities

0800 012 322 with any other questions that you may 
have.

Another frequent complaint is that people are 
forced to have tests or are denied access to health 
services if they refuse. No one can force you 
to test for HIV - it must be your decision. If you 
are denied access to services because you have 
not had an HIV test you can report this to your 
nearest TAC office or to another local organisation 
that represents the rights of patients and people 
with HIV.
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get early treatment

Know your
CD4 count

CD4 cells are a type of T cell, or white blood cell, 
that help your body to fight infection. These T cells 
have a molecule on their surface known as CD4, 
and they are an important part of your immune 
system. However these are the same cells that HIV 
hijacks and uses to make more copies of itself. As 
HIV multiplies in your body, the number of normal 
CD4 cells in your blood decreases. Having your 

I am HIV-positive – why is my CD4 count important?

CD4 count taken helps you monitor the strength of 
your immune system and decide when you need to 
start treatment. 

Your CD4 count is taken by drawing blood, which 
is sent to a lab. You should receive the results a 
few days later. Once your CD4 count is at or below 
350 you can start taking ARVs.

A community care worker provides an HIV 
Counselling and Testing service to a local woman 
at her home as part of the national effort aimed at 
getting South Africans to know their HIV status.

Photo by Jhessa/CCP, courtesy of Photoshare.
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Why is my viral load important?

After years of lobbying by activists across South Africa, 
Minister of Health Aaron Motsoaledi changed the 
treatment guidelines so that all patients qualify to start 
treatment at CD4 counts of 350. The guideline changes 
also include better ARV regimens with fewer side effects. 

Sadly though, very few South Africans start treatment at 
350. The reason for this is that too few people know their 
HIV status. Many only learn they have HIV when they fall 
sick with an AIDS-related illness. 

Some people know their status before their CD4 count 
falls to 350 but delay treatment because they are afraid 
of the side effects of ARVs. However clinics now offer 
improved ARV drugs. For new patients and patients 
who suffer side effects tenofovir (TDF) has replaced 
older regimens containing stavudine (d4T) or zidovudine 

When must I start treatment?

(AZT). Tenofovir regimens have far fewer side effects. 
Therefore if you are a new patient you are unlikely to 
experience problems such as body weight changes that 
were common for patients on older regimens.

If you are HIV-positive you should monitor your CD4 
count and start treatment as soon as you qualify, at 350. 
This can protect you from many opportunistic infections 
and AIDS-related diseases. 

Early treatment can also help to prevent you transmitting 
HIV to your partner. This is because ARVs reduce your 
viral load. Once you are stable on ARVs you have a far 
lower risk of infecting your partner than if you had not 
yet begun treatment. In a major study known as HPTN 
052, ARVs reduced a person’s risk of transmitting HIV to 
their partner by 96%.

Your viral load is the measure of the amount of virus in 
your blood. If you are HIV-positive, viral load is one of 
the most important factors that affects whether or not 
you transmit HIV to your sexual partner(s), or to your 
infant during pregnancy, childbirth or breast feeding. 
The higher your viral load the higher your risk of passing 
on HIV infection. 

Your viral load generally peaks right after you become 
infected with HIV. This stage is called the window 
period; during this time, which can last up to three 
months, HIV tests usually still show up negative. If 

you have recently had risky sex but you test negative 
for HIV, it is important to be careful for up to three 
months afterwards in case you are in the window period. 
Remember to have a another HIV test after three months.

Following the window period, your viral load drops and 
usually remains low for a number of years. However as 
HIV develops in your body, your viral load slowly begins 
to rise. ARVs can lower it until it becomes undetectable 
in viral load tests. (Read more about drug resistance and 
treatment failure on page 13.)
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Zidovudine + Lamivudine 
+ Lopinavir/Ritonavir  

This is the regimen you 
switch to if a tenofovir-
based first-line regimen no 
longer suppresses the HIV 
in your body.

What is first-line and second-line?

The treatment you take when you begin using 
ARVs is called first-line treatment. If that treatment 
stops working due to treatment failure you change 
to second-line treatment.

You don’t change from first-line to second-line because of side 
effects. However, if you do experience side effects your medicines 
can be changed to others within the same line. If, for example, your 
medicine works but the tenofovir gives you kidney trouble, you can 
switch from a tenofovir-based first-line regimen to a zidovudine-
based first-line regimen. 

FIrst-lIne

seConD-lIne

Most people who start treatment 
today will get this tenofovir-based 
regimen. It was introduced in April 
2010 and causes far fewer side 
effects than older stavudine-based 
treatment regimens.

Zidovudine + Lamivudine + 
Efavirenz or Nevirapine  

Stavudine + Lamivudine + 
Efavirenz

If you were on a stavudine-based 
regimen before tenofovir became 
available, and if you have no 
problems with side effects, you 
can stay on this stavudine-based 
regimen. If you are on this 
regimen and you struggle with 
side effects, you can ask your 
doctor to change your regimen.

  

Tenofovir + Emtricitabine 
or Lamivudine + Lopinavir/

Ritonavir  
This is the regimen you 
switch to if a stavudine- or 
zidovudine-based first-line 
regimen no longer suppresses 
the HIV in your body.

Tenofovir  + Emtricitabine 
or 

Lamivudine + Efavirenz  
or 

Nevirapine

1

2

2

regImen
Know your

Antiretroviral therapy usually consists of a combination 
of medicines. We call such a combination a regimen. 

1

 In case of side effects

 In case 
of kidney 
toxicity

If you have kidney problems, 
you cannot use a tenofovir-
based regimen like the one 
on the left since the tenofovir 
might make those problems 
worse. In such cases you will 
be given zidovudine in place 
of tenofovir.
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By Simonia Mashangoane 

By the time she began treatment, Gugu’s CD4 count 
had dropped to 169. Back then she took stavudine 
(d4T), lamivudine (3TC) and nevirapine (NVP), but 
soon started to experience side effects from the 
medication.

“I noticed that my breasts were getting bigger and 
that my lower body seemed to be shrinking... I looked 
as though I was into heavy lifting. Then I developed 
what seemed like a growth on my back right below 
my neck and I became hunched over.” 

“To hide the way my body looked, I started wearing 
only skirts, T-shirts and hats,” she remembers. For 
a while, says Gugu, she looked like a man. She also 
became increasingly aware of people’s speculation 
about her HIV status.

“I met a Treatment Action Campaign (TAC) 
Prevention and Treatment Literacy Practitioner 
(PTLP) in 2008. He encouraged me to join TAC. I 
started … attending [treatment literacy] workshops 
[and began] to recognise side effects of some of the 
medications in my own body. 

“[…As] my knowledge of antiretrovirals increased … 
I went to see the clinic doctor to request a regimen 
change. The doctor refused and said that the side-
effects were due to [my] asthma drugs. She stopped 
one of my asthma medications.

“Still nothing changed. I returned to the clinic and a 
different doctor agreed to change [my treatment] in 
June 2009.

I was given abacavir (ABC) in place of d4T, and she put 
me back on my original asthma medication. She also 
gave me something to help reverse the side effects of 
d4T. 

“However within the first week on the new regimen 
the veins on my calves felt like they were being 
overstretched. And a couple of hours after taking the 
pills my body would feel as if it was being electrocuted 
and I would shake.” Gugu began to lose hope of 
finding a solution. 

“[Eventually] I went back to the clinic and … the 
doctor replaced the abacavir with tenofovir (TDF).  
Shortly afterwards my body slowly began to change. 
I noticed a reduction in the buffalo hump on my back. 
My legs started to look more feminine and my breasts 
gradually grew smaller. I feel really good about the way 
I look right now.” 

Today tenofovir (TDF) is available in most clinics 
in South Africa and stavudine (d4T) is being slowly 
phased out. If you are still taking d4T without any 
problems you should not switch to tenofovir. However, 
if like Gugu you experience side effects, ask your 
doctor to change your treatment.

Gugulethu Xulu is a bubbly 29-year-old from Mzinoni Township in Bethal, 
Mpumalanga Province. Gugu, as she is affectionately known, discovered she 
was HIV-positive while pregnant with her second child in 2006. She had been 
worried about her HIV status since her fiancé had passed away after an illness. 

Story
Gugu’s

Photo by Simonia Mashangoane
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HIV weakens your immune system by lowering the number of  
healthy T cells in your body. T cells are a type of  immune cell, some 
of  which have a surface molecule called CD4. We measure these 
cells when we do a CD4 count. 

If  you are HIV-positive and your CD4 count is low you are 
at greater risk of  developing certain illnesses. These include 
tuberculosis (TB), pneumonia, herpes, malaria, thrush and staph 
infections (bacterial skin infections), as well as cancers like Kaposi’s 
sarcoma. A very low CD4 count can also make you vulnerable to 

severe illnesses like pneumocystis pneumonia (PCP), cryptococcal 
meningitis (infection of  the membranes that cover the brain) and 
toxoplasmosis (caused by the parasite Toxoplasma gondii). 

Left untreated, many opportunistic infections can be fatal. It is 
therefore important that you report any unusual symptoms to 
your doctor so that you can get the right medical treatment. 

Remember, antiretrovirals (ARVs) reduce your risk of  getting 
opportunistic infections.  It is important to start treatment as 
soon as you qualify for it.

ARVs keep you alive. However, they may also cause unpleasant 
side effects. The important thing to bear in mind is that your 
doctor would not prescribe the ARVs if  the benefits did not 
outweigh the side effects.

What are 

opportunistic infections?

Life with
ARVs

Never stop taking your 
treatment because of side 
effects. If you do, there is a 
higher risk that you might 
develop drug resistance. Rather 
speak to your doctor or nurse 
about switching regimens.

Isaac harvests 
cabbage as a 
volunteer with 
a programme 
that provides 
permaculture 
training for 
people affected by 
HIV in Soweto. 
Photo by Lynette 
Leibach, courtesy 
of Photoshare
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HIV is a virus that mutates (changes) all the time. If  
you take ARVs as your doctor prescribes, they control 
the virus and it struggles to mutate. However, if  you do 
not take your ARVs regularly the virus has a chance to 
mutate. If  you are unlucky, it changes in such a way that 
your treatment can no longer control it. If  this happens, 
you develop drug resistance and you need to switch 
to other drugs (first-line to second-line, or second- to 
third-line). It takes much longer for drug resistance to 
develop if  you take your ARVs regularly – but it will 
probably still happen eventually.

When you develop drug resistance your CD4 count 
drops. Your viral load also shoots up, and you become 
more vulnerable to opportunistic infections.

Some patients on ARVs may experience problems such as 
diarrhoea, nausea, lypodystrophy (body fat redistribution), or 
tingling and pain in the hands and feet. 

These side effects vary from person to person. Some patients suffer 
extreme side effects from a medicine while others experience none 
at all. If  you do experience side effects, you may be able to switch 
to new medicines that will cause you fewer problems. 

In 2010 government began providing tenofovir (TDF) in first-line 
ARV regimens to new patients and to those suffering side effects 
on zidovudine (AZT) and stavudine (d4T). If  you are still on AZT 
or d4T and you have problems with them remember to tell your 
doctor or nurse.

What can I do about side effects?
What is drug resistance 

and treatment failure?

Social support

Can I grow old with HIV?

Thanks to ARVs, people with HIV can now live long and 
healthy lives and enjoy old age with their families. However 
you must to stick to your treatment in order to stretch out 
the period in which your ARVs control the virus. This is 
especially important because the public sector has limited 
treatment options.

It is also vital that you take steps to protect your health. 
While researchers are still finding out more about HIV and 
ageing, studies do show that people with HIV are at greater 

Mental health services in the public sector 
are limited and often inadequate for people 
with HIV. However you will find that many 
community health workers, nurses, patients 
and community groups have started social 
support groups and adherence clubs linked 
to clinics. These groups can provide you with 
strong sources of  information and support. 
Ask whether there are any connected to your 
nearest clinic. If  not you could consider 
starting one yourself!

risk of  developing chronic and non-infectious diseases. 
These include cancer, diabetes, heart disease, osteoporosis 
and high blood pressure.

Exercise, a healthy diet, drinking less alcohol and 
stopping smoking all lower your risk of  developing these 
conditions. Be sure to speak to your health worker about 
early testing for these diseases. Pap smears for cervical 
cancer and screening for high blood pressure, diabetes and 
hypertension are all provided free in the public sector.

13



You may have heard it a million times, but 
condoms are still the best way to protect 
yourself and your partner against HIV infection. 
Used correctly, condoms create a barrier 
through which HIV cannot pass. If you use a 
condom properly every time you have sex, it is 

If you are HIV-negative, you can 
take steps to stay that way. If 
you are HIV-positive, there is 
plenty you can do to prevent 
transmission to your partner 
and to protect yourself against 
infection with other strains of HIV.

virtually impossible for HIV transmission to take 
place.

You can also ask at your local clinic whether 
they have any female condoms available. These 
are not as widely available as they should be, 
but your clinic might be one of the lucky ones.

Three large trials have shown that medical male 
circumcision reduces a heterosexual man’s chances 
of contracting HIV by about 60%. Therefore, we 
encourage all men to consider going for medical 
male circumcision. However, it is important to 
remember that the protection from circumcision 
is not complete and it remains essential to use 
condoms.

The only safe way to circumcise adults and 
adolescent men is to use the surgical method. The 
most common type of surgical circumcision used in 
South Africa is called the forceps-guided method. 
Doctors have been using this method for many years 

and it is the only widely accepted way to carry out 
medical circumcisions. For your own safety you 
should refuse to be circumcised with devices like the 
Tara KLamp or the AlisKlamp. The Tara KLamp in 
particular has been found to result in more pain and 
injuries to the penis.

Unfortunately, traditional circumcision does not offer 
the same protection against HIV infection as does 
medical male circumcision. However, if you have 
had traditional male circumcision, nothing prevents 
you from going for medical circumcision as well.

Ask about medical circumcision at your local clinic 
or hospital. 

1

2 Medical male circumcision

protect your partner
Protect yourself, 

Photo courtesy of Treatment Action Campaign Archive

Condoms
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Last year, an important study called HPTN 052 

showed that when an HIV-positive person takes 

antiretrovirals, that person’s partner is 96% less 

likely to become HIV-positive. The reason for this is 

that antiretroviral medicines reduce a person’s viral 

load. This means there are fewer virus particles in 

the person’s body and the HIV cannot be as easily 

transmitted to another person. 

If you are HIV-positive, taking your treatment as 

prescribed will help to protect your partner. If your 

partner is HIV-positive and you are not, you should 

encourage your partner to take his or her treatment 
as prescribed.

As with medical circumcision, it is important to keep 
using condoms – even if your viral load is so low that 
it is undetectable in viral load tests.

Remember, in South Africa you can get antiretroviral 
treatment through the public health system once 
your CD4 count drops below 350. If your CD4 count 
is still above 350 and you have not yet started 
treatment, it is important to be tested as regularly 
as possible, so that you can start treatment the 
moment your CD4 count drops below 350.

To protect yourself and your partner (or 
partners) from HIV, the best strategy is 
to use all of the tools available to you. 
If you are a man, go for medical male 
circumcision and use condoms. If you 
are HIV-positive, take your treatment as 
prescribed and use condoms. If you have 
many sexual partners, consider having 
fewer and always use condoms.

Many people have more than one sexual partner. 
If you have sex with many different people you 
will be at greater risk of HIV infection than if you 
only had sex with one person. If you have many 
sexual partners you should either think about 
having fewer partners, or be extra sure to use 
condoms every time you have sex – and if you 
are a man to also get circumcised. 

3

4 5

Treatment is prevention

Fewer partners mean 
less risk

Make use of all the tools

Protect yourself, 
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HIV is like a thief that comes to your house (your CD4 cell) 
with a master key to open the door lock. The thief arrives 
and unlocks the door to see what is inside the house that 
he or she wants. 

The thief looks around in the drawers and cupboards, sits 
on the chairs and makes him or herself feel at home. Then 
this person takes everything that he or she wants and 
destroys the house. 

Right after leaving the house, the thief goes to find another 
home. He or she breaks into that house, takes anything 
that looks useful and destroys this home, too. 

Soon, all the homes in the neighbourhood are robbed 
by the thief and his or her friends. So they go to other 
neighbourhoods and break into homes there. Eventually, 
every home has been destroyed by the criminals. 

HIV LIFE CYCLE  

How the virus multiplies inside our bodies 
HIV life cycle 

An HI-virus attaches to a CD4 cell by binding 
to the CD4 receptor on the surface of the cell.1 2 7

7
The virus pushes out of the 
infected cell in a process called 
‘budding’ and soon breaks free 
of the infected cell. Thousands 
of new copies of HIV are made 
in each CD4 cell and these new 
viruses go on to infect other 
CD4 cells in our bodies.

The HI-virus empties its contents 
into the CD4 cell (infects the cell).

The ARV drug family 
called Protease 
Inhibitors prevent 
this process from 
happening by making 
it impossible for new 
HI-virus to be formed 
completely.

CD4 Cell

HIV Cell

HIV 

HIV HIV 

HIV 

CD4 Cell

HIV Cell

HIV 
 

CD4 Cell

HIV Cell

CD4 receptor

HIV 
HIV 

the thief
HIV

We can compare 
this story to what 
happens when we 
are infected. Our 
immune systems 
makes many CD4 
cells – the homes 
in our example – 
because we are trying to kill off the virus. 

But this allows the HIV to make many copies of itself 
because HIV can only multiply in CD4 cells. HIV can 
produce thousands of copies of itself from just one CD4 
cell. This process starts as soon as our immune systems 
begin to fight the HIV infection.  

ARV drugs work like a police force that catches all the HIV 
thieves and stops them from doing further damage to your 
home (CD4 cells) in the future. 
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After a friend tested positive for HIV Bonginkosi 
Mthembu-Moloi’s life changed. He went for a 
test himself and discovered that he, too, was HIV-
positive. Soon afterwards he joined the Treatment 
Action Campaign (TAC) in order to take part in the 
organisation’s advocacy and community education 
work. 

At TAC Bonginkosi learnt that HIV is not a life 
sentence. “I was exposed to the science of HIV, 
opportunistic infections and treatment, [as well 
as] the importance of knowing your status and 
of prevention for those who are not infected,” he 
says. “I was also educated about … human rights 
issues that are important to the advocacy work we 
do at TAC.”

“I had a fear of side effects due to the mixed 
messages … from the former Minister of Health 
[Manto Tshabalala-Msimang]. [But] now I know 

Bonginkosi’s story

The HIV genetic code (RNA) is changed into 
DNA by the reverse transcriptase enzyme.  3

When the 
infected cell is 
activated, the HIV 
DNA is copied 
into RNA (the 
raw material 
needed for a new 
HI-virus).

5 HIV/CD4
DNA

RNA
Copies

CD4 Cell

6
Sets of raw materials and 
protein products for a new 
HI-virus come together 
near the surface of the 
cell. Raw materials are cut 
by the protease enzyme 
and assembled into a 
functioning virus. 

 

CD4 Cell

CD4 Cell

HIV Cell

RNA

HIV
DNA

CD4
DNA

Reverse 
transcriptase 
enzyme

There are two classes of ARV drugs (NRTIs and NNRTIs) that 
try to stop this process and make it difficult for HIV to multiply.

CD4 Cell

HIV/CD4
DNA

that antiretrovirals are 
life-saving and that the 
benefits far outweigh the 
side effects.”

Today Bonginkosi is a 
Prevention and Treatment 
Literacy Coordinator at 
TAC in Ekurhuleni District. 
It is his job to educate 
local people about the science of HIV and HIV treatment. “Many 
people do not have enough education to understand such issues, 
but breaking [the science] down into laymen’s terms makes the 
understanding easier.”

“People who have been exposed to this education come to accept 
their status. They know what antiretrovirals (ARVs) are, what 
regimens they need and what the side effects are... People are 
now able to ask for the medicines that they need when they have 
opportunistic infections,” he says.

The HIV DNA 
is integrated 
into the 
infected cell’s 
DNA by the 
integrase 
enzyme.

4
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Photo courtesy of Gallo Images
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If you are HIV-positive and you do not take 
antiretrovirals (ARVs), your immune system will 
eventually become very weak. This is why many 
HIV-positive people develop opportunistic diseases 
like TB and thrush.

So when someone says to you, “Take this booster 
to strengthen your immune system”, it is tempting 
to follow their advice. Unfortunately, boosting the 
immune system is not that easy – especially not if 
you are HIV-positive.

None of the so-called ‘immune boosters’ that 
you see advertised at taxi ranks, on billboards, 
in newspapers, or on display in pharmacies 
have been proven to help people with HIV. These 
products may be called ‘immune boosters’, but 
they don’t boost your immune system. All they 
boost is the bank accounts of the people who sell 
them.

The immune system in a nutshell
Your immune system is highly complex. It consists 
of thousands of different cells and enzymes that 
interact in many complicated ways. Along with 
the brain, the immune system is possibly the most 
complicated system that exists. This is one of the 
reasons why it is extremely difficult to find a way to 
boost it.

The job of the immune system is to fight off 
harmful microbes (germs). Germs can enter your 
body in ways that differ according to the kind of 
microbe they are. These ways include: contact with 
dirty hands, eating old or spoilt food, breathing in 
droplets that someone has coughed out, having 
unprotected sex, and even kissing.

Once a germ is inside your body, your immune 
system goes to war against it. Cells known as 
phagocytes attack germs and destroy them using 
a number of chemical weapons. One of the clever 
things about your immune system is that it can 
figure out what is a germ and what is a healthy 
cell, so that it doesn’t attack healthy cells.

Your immune system also learns over time how 
to protect you against various germs. The first 
time a germ gets into your body, your immune 
system learns to recognise that germ and makes 

antibodies to fight 
it. The next time 
that germ enters 
your body your 
immune system 
already knows 
how to make the 
antibodies to 
fight it.

One kind of cell 
involved in making 
all this work is 
a T lymphocyte 
or T cell. Some 
of these T cells 
have a receptor 
called CD4. It is 
these cells that we 
measure when we do a CD4 count.

The ‘immune booster’ that almost 
worked
The closest we have come to an ‘immune booster’ 
that actually worked in people with HIV was 
something called Interleukin-2 (IL-2). Many people 
had high hopes for IL-2, but in the end these hopes 
were dashed.

IL-2 is a molecule produced naturally by your 
body’s immune system. Scientists suspected that 
IL-2 might help to increase CD4 counts. Their hope 
was that by boosting the number of CD4 cells 
in the body, IL-2 would boost the whole immune 
system.

Two large randomised controlled trials (named 
ESPRIT and SILCAAT) were conducted to test 
whether this approach worked. More than 4,000 
HIV-positive volunteers from 25 countries took part 
in the trials.

The results were very interesting. Patients who 
were given IL-2 on average had higher CD4 counts 
than patients who were not given IL-2. However, 
despite the difference in CD4 counts, the studies 
found no difference in illness and death between 
study participants.

They are advertised on billboards, in newspapers and on the shelves of pharmacies, 
but that doesn’t mean immune boosters work.

immune
waste 

 boosters

Photo by Sixninepixels
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11% 5% 7% 7%

12%11%11%

12% 13% 15%

Where are we in our fight

11%  of South Africans are 
currently HIV-positive

KwaZulu-Natal has the most people living with 
HIV (15%) and the Western Cape has the least (5%).

HIV prevalence

HIV prevalence by province
Western Cape

Gauteng

Free State

Northen Cape

Eastern Cape

Mpumalanga

Limpopo

North West

KwaZulu-Natal

Number of new HIV infections
South Africa’s incidence rates have been 
decreasing steadily since 2000. This 
is partially due to increased condom 
use and wider access to antiretroviral 
treatment.

HIV incidence
Prevalence 
versus 
Incidence
Prevalence is the total number 
of people living with HIV in 
South Africa. 

Incidence refers to the 
number of new HIV infections 
that are diagnosed each year.
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against HIV?

0.7% 17%

in our fight

Although South 
Africa makes 
up only 0.7% 
of the world 
population, it 
carries 17% of 
the global HIV/
AIDS burden.

South Africa has the largest 
antiretroviral programme in the 
world. Despite this, almost half 
the people in need of antiretroviral 
treatment still do not receive 
it. Given the late rollout of 
antiretrovirals in the public health 
system, South Africa has made 
impressive progress in scaling up 
access to treatment. More effort is 
still needed to provide for universal, 
reliable treatment. 

HIV prevalence by province

Number of AIDS deaths

Source ASSA 2008, UNAIDS/WHO/UNICEF 2011

South Africa versus the 
rest of the world 

Percentage 
of world 

population

Percentage 
of global HIV 

burden

ARV coverage 
in South Africa

52% 48%

The annual number of AIDS deaths in South Africa has 
decreased from 257,000 in 2005 to 194,000 in 2010.

HIV prevalence over time
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ARVs recieve them

do not have 
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What is HIVEX?
People who undergo HIVEX treatment are asked 
to sit in a room with the HIVEX machine for a 
number of sessions spread over 12 days. HIVEX 
Limited, the Durban-based company providing 
this treatment says that the HIVEX machine is 
designed to treat HIV by disabling the virus using 
electromagnetism.

However, so far there is no evidence that 
the electromagnetic waves emitted by the 
HIVEX device have any impact on the human 
immunodeficiency virus. Only one study on HIVEX 
has been published so far – and that was about 
fertility in rats. The University of KwaZulu-Natal 
carried out some early research on HIVEX but this 
was never published. 

Even though HIVEX Limited claims to have 
evidence that their treatment works, they have 
yet to show it. No published 
studies exist on treating 
human beings using the 
HIVEX method. The treatment 
has not been registered with 
any health regulatory authority, 
and bodies such as the World 
Health Organization have 
never recommended the use of 
HIVEX.

Why HIVEX is 
dangerous
When the KwaZulu-Natal 
branch of the Treatment 
Action Campaign (TAC) visited 

HIVEX under cover, they met one woman who said 
that since undergoing HIVEX treatment her CD4 
count had fallen and her viral load had risen. For a 
patient with HIV these are both very bad signs, but 
the woman believed they were an indication that 
the HIVEX treatment was working.

Representatives of HIVEX say that they do not 
tell people to stop taking antiretrovirals (ARVs). 
However, by advising people that it believes HIVEX 
to be an effective treatment, the company could 
give rise to the misleading impression that it is 
no longer necessary to take ARVs. When people 
who need ARVs stop taking these drugs, they can 
develop opportunistic infections, drug resistance,  
and possibly die. 

In addition, HIVEX could give people false hope, 
and the company charges a high price for this 
unproven treatment.

TAC takes a stand
On World AIDS Day 2011, 
TAC KwaZulu-Natal picketed 
the Durban offices of HIVEX 
Limited. Approximately 4,000 
people attended the protest.  

TAC handed over a 
memorandum in which the 
organisation demanded that 
HIVEX Limited stops promoting 
HIVEX as a treatment for HIV or 
for any other serious disease. At 
the time of writing this article, 
HIVEX treatment is still on 
offer and TAC is exploring the 
possibility of taking legal action.

A company called HIVEX 
Limited is telling people 
it believes that HIV 
can be treated with 
electromagnetism. Not 
only does this exploit the 
desperation of sick people, 
but the company charges 
R1,000 for this unproven 
treatment.

Unproven 
treatments   

like these 
can make 

fools of 
sick and 

desperate 
people

by HIVeX
Don’t 
be fooled

ASA rules against 
HIVEX
In January 2012 the 
Advertising Standards 
Authority (ASA) of South 
Africa ordered HIVEX Limited 
to stop claiming that they 
can treat HIV with HIVEX. 
At the time of writing this 
article, however, such claims 
were still being made on the 
HIVEX website.
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Why people fall for quacks
When you are desperate for better health, it is 
tempting to believe in miracle cures. Quacks know 
this, and use the promise of miraculous healing to 
encourage you to believe in their products.

They often tell tales of how people were healed or 
how their CD4 counts increased or how the lame 
could walk again. You should always take such 
stories with a pinch of salt.

Even when you do feel better after using an 
unproven remedy, you cannot be sure that the way 
you feel is due to that remedy. You may have felt 
better even if you hadn’t used the quack treatment. 
After all, even if you don’t take treatment, you will 
have days when you will feel better than others.

Another reason why people believe in quack 
treatments is known as the placebo effect. This is 
when something makes you feel a bit better, just 
because you believe it will work. The placebo effect 

can certainly help with something like pain, but it 
is powerless against more serious problems like 
HIV or cancer.

Because your health naturally varies from day to 
day, and also because of the placebo effect, you 
shouldn’t believe someone who says that a quack 
treatment made them better. You can certainly 
believe them when they say that they feel better, 
but the part about why they feel better could be 
wrong. They might say it is because of the quack 
treatment, but they cannot really know that that is 
the reason.

This is why we need randomised controlled trials 
to help us find out what really works and what 
does not. These trials are designed to ensure that 
the placebo effect and the normal ups and downs 
of health do not mislead us, as they can do in 
personal testimonies.

This article was 
written by Marcus 
Low with help from 
Ntombizonke Ndlovu.

TAC activists 
picketing outside 
the Durban 
offices of HIVEX 
Limited. Photo by 
Eric Martiniussen
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Members of a women's group in Limpopo, use singing and dancing 
to communicate AIDS education and HIV prevention messages. The 
women are peer educators who visit rural communities and educate 
mothers and children about HIV/AIDS through song, dance, and 
performance. Photo by Matthew Willman, courtesy of Photoshare
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A tale of two trials
In July 2010 scientists announced the results of a 
trial called CAPRISA 004. This trial showed that 
a gel containing the antiretroviral drug tenofovir 
could reduce a woman’s risk of HIV infection by 
39% when applied to the vagina before and after 
sex. 

However, CAPRISA 004 was only a phase 2B trial 
and there was some statistical uncertainty over 
just how effective the gel really was. It was clear 
that more research would be necessary before we 
would know whether the gel was sufficiently safe 
and effective for use in the public health system.

That research took the form of a trial called VOICE 
and another known as FACTS 001. FACTS 001 is 
ongoing, but the relevant section of the VOICE trial 
came to an end in November 2011.

VOICE compared a number of possible ways 
to prevent HIV infection. More than 5,000 study 
participants were divided into five groups: one 
group was given a tenofovir gel, one a placebo gel, 
one a tenofovir pill and a placebo, one a tenofovir 
pill and an emtricitabine pill, and patients in the 
last group received two placebo pills.

Last November the Data Safety Monitoring Board 
of the VOICE trial decided to stop the two gel 
groups. It had become clear that the trial would not 
show that the 1% tenofovir gel protected women 
against HIV infection. 

Does the gel have a future?
Science doesn’t always give us clear answers. On 
the face of it, the CAPRISA 004 trial suggests that 
the gel may work and the VOICE trial suggests that 
it doesn’t. But, getting to the truth is not as simple 
as just adding the two trials together or simply 
looking at the latest trial.

A recent study disappointed many when it found no evidence that 1% 
tenofovir gel could protect women against HIV infection. However, 

this doesn’t necessarily mean the end of the line for the gel.

It is possible that differences between the two 
trials may explain their different outcomes. For 
example, in CAPRISA 004 women applied the 
gel before and after sex, while in VOICE women 
applied the gel once a day. We are waiting for 
more details of the VOICE trial that may help us to 
understand why its findings varied from those of 
CAPRISA 004. 

More importantly, the FACTS 001 trial is now 
underway at sites across South Africa. This trial 
will enrol more than 2,000 women and randomise 
them to receive either a 1% tenofovir gel or a 
placebo gel. 

For the time being, the future of 1% tenofovir gel 
remains unclear. We will only really know whether 
the gel is safe and effective once more details of 
VOICE become available and once the findings of 
FACTS 001 are reported in 2014.

setbackGel

Tenofovir gel and 
applicator. Courtesy 
of Microbicide Trials 
Network, University of 
Pittsburgh and Magee-
Womens Research 
Institute.
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CAPRISA 004 iPrEx
FEM 
PrEP

Partners 
PrEP

VOICE FACTS 001 Conclusions

This phase IIb trial included 889 sexually active HIV-
negative women from 18 to 40 years of age. 445 women 
received 1% tenofovir gel and 444 women received a 
placebo gel. The study took place between May 2007 and 
March 2010. The women were told to take one dose of the 
gel within 12 hours before sex and again within 12 hours 
after sex. The study found that women who received 
the tenofovir gel were 39% less likely to contract HIV.

Study not 
applicable

Study not 
applicable

Study not 
applicable

This phase III trial will include a minimum of 2,200 sexually 
active HIV-negative women between 18 and 30 years 
old. The women will be randomly assigned to one of two 
groups.  In one group, women will receive the 1% tenofovir 
gel to apply before and after sex. The other group will be 
assigned a placebo gel to apply before and after sex. This 
is an ongoing study that began in October 2011, and is 
expected to conclude in 2014.

The findings so far are mixed. 
We simply don’t know enough 
yet about 1% tenofovir gel 
for the prevention of HIV 
infection. It is hoped that the 
FACTS 001 trial will provide 
conclusive answers.
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This phase III trial included 4,758 HIV serodiscordant couples between the ages of 18 and 65.  The HIV-
negative partners were randomly assigned in equal numbers to one of three study groups. These groups 
were divided into HIV-negative individuals taking once daily tenofovir pills, once daily tenofovir and 
emtricitabine pills or once daily placebo pills. The study began in May 2008 and the initial results were 
released July 2011. The placebo arm was recommended for discontinuation as participants who received 
tenofovir pills were roughly 62% less likely to contract HIV (see tenofovir and emtricitabine results in other 
rows). The study is ongoing and scheduled to end in January 2013.

This phase IIb trial included 5,029 sexually active HIV negative women between the ages 
of 18 and 45. The women were randomly assigned in equal numbers to one of five groups.  
These groups were divided as follows: women who received  tenofovir pills to take once daily, 
women who received tenofovir and emtricitabine pills to take once daily, placebo pills to take 
once daily, 1% tenofovir gel to apply once daily and placebo gel to apply once daily. The study 
began in September 2009 and is scheduled to conclude in August 2012. The tenofovir pills were 
discontinued following interim reviews of data that demonstrated no advantage over the placebo 
pills (see the results of 1% tenofovir gel and  tenofovir/ emtricitabine pills in other rows).

Study not 
applicable

So far the findings are mixed. 
More work needs to be done to 
understand why the FEM PrEP 
trial showed such a strong effect 
and the VOICE trial did not.
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Study not 
applicable

This phase III trial included 2,499 sexually active HIV negative men who have sex with men. The participants were between 
the ages of 18 and 67. 1,251 male subjects received  tenofovir and emtricitabine  pills and 1,248 received placebo pills. The 
study took place between July 2007 and December 2009. The men were told to take the pill once daily. The study found that 
men who received the tenofovir and emtricitabine pills were approximately 43.8% less likely to contract HIV.

Study not applicable Study not applicable Study not applicable Study not applicable The available findings suggest that 
tenofovir plus emtricitabine is an 
effective way to reduce the risk of 
HIV infection in men who have sex 
with men.
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This phase III trial included 1,951 sexually active 
HIV-negative women between 18 and 35 years old. The 
study was divided into two groups. One group of women 
received tenofovir and emtricitabine pills to take once 
daily, and the other group of women received placebo 
pills to take once daily. The study was discontinued as 
the tenofovir and emtricitabine  pills showed no benefit 
over the placebo. The study took place between May 
2009 and April 2011.

This phase III trial included 4,758 HIV serodiscordant couples 
between the ages of 18-65. The HIV-negative partners were 
randomly assigned in equal numbers to one of three study 
groups. These groups were divided into HIV-negative persons 
taking once daily tenofovir pills, once daily tenofovir and 
emtricitabine  pills or once daily placebo pills. The study began 
in May 2008 and the initial results were released July 2011. The 
placebo arm was recommended for discontinuation as subjects 
who received tenofovir and emtricitabine pills were 73% less 
likely to contract HIV.

This phase IIb trial included 5,029 sexually active HIV-negative women between the ages 
of 18 and 45. The women were randomly assigned in equal numbers to one of five groups. 
These groups were divided as follows: women who received tenofovir pills to take once daily, 
women who received tenofovir and emtricitabine pills to take once daily, placebo pills to 
take once daily, 1% tenofovir gel to apply once daily and placebo gel to apply once daily. The 
study began in September 2009 and is scheduled to conclude in August 2012. The tenofovir 
pills were discontinued following interim reviews of data that demonstrated no advantage 
over the placebo pills (See the results of 1% tenofovir gel and  tenofovir/ emtricitabine pills 
in other row).

Study not 
applicable

The findings so far are mixed. This 
arm of the VOICE trial is ongoing 
and will hopefully provide more 
clarity.

This phase IIb trial included 5,029 sexually active 
HIV-negative women between the ages of 18 and 
45. The women were randomly assigned in equal 
numbers to one of five groups. These groups were 
divided as follows: women who received tenofovir 
pills to take once daily, women who received  
tenofovir and emtricitabine pills to take once daily, 
placebo pills to take once daily, 1% tenofovir gel 
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Pre-exposure prophylaxis (PrEP) involves giving an HIV-negative person antiretrovirals 
in order to prevent that person from becoming infected with HIV. A number of recent and 
ongoing studies are testing how well this works. The results are shown in the table below. 
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This phase IIb trial included 889 sexually active HIV-
negative women from 18 to 40 years of age. 445 women 
received 1% tenofovir gel and 444 women received a 
placebo gel. The study took place between May 2007 and 
March 2010. The women were told to take one dose of the 
gel within 12 hours before sex and again within 12 hours 
after sex. The study found that women who received 
the tenofovir gel were 39% less likely to contract HIV.
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Study not 
applicable

This phase III trial will include a minimum of 2,200 sexually 
active HIV-negative women between 18 and 30 years 
old. The women will be randomly assigned to one of two 
groups.  In one group, women will receive the 1% tenofovir 
gel to apply before and after sex. The other group will be 
assigned a placebo gel to apply before and after sex. This 
is an ongoing study that began in October 2011, and is 
expected to conclude in 2014.

The findings so far are mixed. 
We simply don’t know enough 
yet about 1% tenofovir gel 
for the prevention of HIV 
infection. It is hoped that the 
FACTS 001 trial will provide 
conclusive answers.
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This phase III trial included 4,758 HIV serodiscordant couples between the ages of 18 and 65.  The HIV-
negative partners were randomly assigned in equal numbers to one of three study groups. These groups 
were divided into HIV-negative individuals taking once daily tenofovir pills, once daily tenofovir and 
emtricitabine pills or once daily placebo pills. The study began in May 2008 and the initial results were 
released July 2011. The placebo arm was recommended for discontinuation as participants who received 
tenofovir pills were roughly 62% less likely to contract HIV (see tenofovir and emtricitabine results in other 
rows). The study is ongoing and scheduled to end in January 2013.

This phase IIb trial included 5,029 sexually active HIV negative women between the ages 
of 18 and 45. The women were randomly assigned in equal numbers to one of five groups.  
These groups were divided as follows: women who received  tenofovir pills to take once daily, 
women who received tenofovir and emtricitabine pills to take once daily, placebo pills to take 
once daily, 1% tenofovir gel to apply once daily and placebo gel to apply once daily. The study 
began in September 2009 and is scheduled to conclude in August 2012. The tenofovir pills were 
discontinued following interim reviews of data that demonstrated no advantage over the placebo 
pills (see the results of 1% tenofovir gel and  tenofovir/ emtricitabine pills in other rows).

Study not 
applicable

So far the findings are mixed. 
More work needs to be done to 
understand why the FEM PrEP 
trial showed such a strong effect 
and the VOICE trial did not.
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Study not 
applicable

This phase III trial included 2,499 sexually active HIV negative men who have sex with men. The participants were between 
the ages of 18 and 67. 1,251 male subjects received  tenofovir and emtricitabine  pills and 1,248 received placebo pills. The 
study took place between July 2007 and December 2009. The men were told to take the pill once daily. The study found that 
men who received the tenofovir and emtricitabine pills were approximately 43.8% less likely to contract HIV.

Study not applicable Study not applicable Study not applicable Study not applicable The available findings suggest that 
tenofovir plus emtricitabine is an 
effective way to reduce the risk of 
HIV infection in men who have sex 
with men.
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This phase III trial included 1,951 sexually active 
HIV-negative women between 18 and 35 years old. The 
study was divided into two groups. One group of women 
received tenofovir and emtricitabine pills to take once 
daily, and the other group of women received placebo 
pills to take once daily. The study was discontinued as 
the tenofovir and emtricitabine  pills showed no benefit 
over the placebo. The study took place between May 
2009 and April 2011.

This phase III trial included 4,758 HIV serodiscordant couples 
between the ages of 18-65. The HIV-negative partners were 
randomly assigned in equal numbers to one of three study 
groups. These groups were divided into HIV-negative persons 
taking once daily tenofovir pills, once daily tenofovir and 
emtricitabine  pills or once daily placebo pills. The study began 
in May 2008 and the initial results were released July 2011. The 
placebo arm was recommended for discontinuation as subjects 
who received tenofovir and emtricitabine pills were 73% less 
likely to contract HIV.

This phase IIb trial included 5,029 sexually active HIV-negative women between the ages 
of 18 and 45. The women were randomly assigned in equal numbers to one of five groups. 
These groups were divided as follows: women who received tenofovir pills to take once daily, 
women who received tenofovir and emtricitabine pills to take once daily, placebo pills to 
take once daily, 1% tenofovir gel to apply once daily and placebo gel to apply once daily. The 
study began in September 2009 and is scheduled to conclude in August 2012. The tenofovir 
pills were discontinued following interim reviews of data that demonstrated no advantage 
over the placebo pills (See the results of 1% tenofovir gel and  tenofovir/ emtricitabine pills 
in other row).

Study not 
applicable

The findings so far are mixed. This 
arm of the VOICE trial is ongoing 
and will hopefully provide more 
clarity.

to apply once daily and placebo gel to apply 
once daily.  The study began in September 
2009 and is scheduled to conclude in August 
2012. The tenofovir gel was discontinued 
following interim reviews of data that 
demonstrated no advantage over the placebo 
gel (see the results of tenofovir pills and  
tenofovir/ emtricitabine pills in other rows).
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TAC News 

In 2010 four of the accused escaped from their holding 
cells. They were later recaptured but it became clear 
that a police sergeant had aided them in their escape.  

Dedicated community activists from Khayelitsha 
were present at every court date. Their persistent 
support drew attention to the case from national and 
international media. 

Finally, in January 2012, the four men convicted of 
Zoliswa’s murder received 18-year sentences.

“I will sleep peacefully now, and finally we can now all 
carry on with our lives,” said Zoliswa’s mother Monica 
Mandindi as she expressed her gratitude to Lumkile 
Sizile, Community Health Advocacy Coordinator at TAC 
Khayelitsha,  and other activists for not giving up on the 
case. 

The trial has sent a strong message throughout 
Khayelitsha and the rest of the country that homophobia 
will not be tolerated in our communities. Every lesbian 
woman and gay man has rights that are protected by the 
South African constitution.

19-year-old Zoliswa Nkonyana was murdered in 
Khayelitsha on 4 February 2006. She was stabbed, 
clubbed, kicked and beaten to death by a group of young 
men, who killed her for openly living as a lesbian. 

For over six years the Treatment Action Campaign (TAC) 
worked alongside the Social Justice Coalition, Sonke 
Gender Justice, Free Gender and the Triangle Project to 
secure justice for Zoliswa. 

The Zoliswa trial dragged on for six years, highlighting 
many failures within South Africa’s police and criminal 
justice systems. Early investigations were slow and 
carried out poorly. Of the nine men who were originally 
arrested for Zoliswa’s murder, five were acquitted due to 
lack of evidence.

The case was postponed more than 40 times, with 
defence attorneys routinely missing court dates. The 
state failed to provide adequate protection for witnesses, 
and as a result the main state witness left the province 
after receiving death threats. 

By Mary-Jane Matsolo

Photo by Mary-Jane Matsolo

A very long road
to justice

“We needed to make it known throughout Khayelitsha 
that it is unacceptable to kill someone just because they 
choose to live differently from you. Zoliswa’s murder was 
driven by pure ignorance and hatred and her attackers 
showed no remorse for what they had done.”
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WE NEED YOUR HELP
For more than a decade, TAC has campaigned for all South Africans to 
have better access to HIV/AIDS treatment, care and prevention 
programmes. TAC has received world-wide acclaim and numerous 
international accolades, including a nomination for a Nobel Peace 
Prize in 2004. In 2006 the New York Times called TAC “probably the 
world’s most effective AIDS group”. 

FUNDING IS IN CRISIS
Funding for HIV/AIDS has been negatively affected by the global 
recession. The funding gap is growing fast and is now estimated to be 
over $7.7 billion globally. In 2009, UNAIDS released studies on the 
impact of the economic crisis on HIV prevention and treatment 
programmes. The summary report states "the negative impact of the 
crisis on AIDS programmes is real and getting worse".

THE EPIDEMIC CONTINUES
People with HIV and TB continue to depend on TAC's education and 
campaigns - but we can't continue our work without your help. Be part 
of our struggle. Support TAC's work.
 

DONATE AT WWW.MYGGSA.CO.ZA OR BY EFT:
 
NEDBANK  |  ACCOUNT NO: 128 405 1870
BRANCH: 195005  |  SWIFT: NEDSZAJJ

to Treatment Action 
Campaign at   
www.myggsa.co.za
 

PLEASE DONATE 


