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Flying early morning into Durban, South Africa,

one can peer out of the airplane window and see

a rose colored landscape meet the deep blue of

the Indian Ocean. The two colors do not blend,

but touch. White, cresting waves brush and col-

lide onto shore, forging a middle ground between

land and sea. It is a beautiful sight, reminiscent of

a sunny, southern Californian beach. From above,

one feels as though they are going on holiday.

There are no signs of catastrophe from the airplane

window. But, on land, the AIDS epidemic in South

Africa is clearly catastrophic.

Statistics Do Not Bleed
With about 20% of the population living with HIV, South
Africa is among the countries with the largest number
of HIV-positive people in the world. In some areas of
the country, one in three women are positive. It is esti-
mated that in just five years, one in two teenagers under
the age of fifteen will be living with HIV.

But statistics do not bleed. It’s easy for numbers to
loose their meaning. Yet, once you leave the air and
touch land in South Africa, you begin to understand the
meaning of numbers. You learn about the lives these
numbers try to (but can never) represent.

The numbers are families—not just one son, daugh-
ter or parent, but entire families, many spanning two
and three generations. As one woman plainly re-
marked, “I am a woman and a mother living with
HIV. I am also an orphan, as my own children will be.
What will happen to the children of women in Africa
when we die? Who will care for who them? Who will
care for us, for we are also children?”

Women in the Epidemic
In South Africa, as in many places around
the world, women are particularly af-
fected by HIV. Low social status, poverty,
violence, silence and women’s very own
bodies make them vulnerable. Indeed,
many argue that HIV/AIDS has high-
lighted gender inequality more pro-
foundly than any other issue or disease in
human history.

For most positive women in South Af-
rica, there is little to no hope for treat-
ment. Money and politics are among the
deciding factors—and most South African women simply lack
financial and political power. Of course, many South African
men lack such power too. But for families with limited access to
medications who are faced with the decision of who to treat or who
to save, the answer is usually the father, the husband or the son.

Similarly, in poor settings where access to treatment is scarce,
advances in preventing mother-to-child transmission benefit the
child, not the woman caring for the child. And so the catastrophic
cycle continues—until we all decide to break it together.

“I am a woman

and a mother

living with HIV.

I am also an

[AIDS] orphan,

as my own

children will be.”
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Breaking the Silence
The International AIDS Conference
lasted six days. Its theme was appropri-
ately called Breaking the Silence. In each
conference session, no matter what its

focus, attendees
broke the si-
lence about is-
sues of access—
who gets treat-
ment for HIV,
who does not
and why.

The most
profound as-
sessment of
this dilemma
was made by
HIV-positive,
South African
Judge Edwin
Cameron who
d e c l a r e d ,
“Amidst the
poverty of Af-

rica, I stand before you because I am
able to purchase health and vigor. I am
here because I can pay for life itself.”

� � �

Only five blocks away, in a dark room

in a Durban theatre, local HIV-posi-

tive women who could not afford to

attend the conference gathered

each day at a satellite meeting

called Ununbano LoMama (Women

Working Together). Against the threat

of violence and abandonment, they

also broke the silence that had en-

folded their lives.

� � �

They told stories about burying
countless children and never under-
standing why. They expressed rage at
their male partners and the political sys-
tem, especially during apartheid, for
years of abuse and neglect. And they
described the fear they felt about their
own impending deaths.

Slowly, the women broke down the
myths that lead to their own rejection
from hospitals, clinics and homes. They
asked hard questions about HIV—what
is it, how to stop it and why it kills. But
the hardest question they asked that
still resonates in the minds of all who
attended those long and difficult ses-
sions was: will the government, media,
activists and scientists who gathered in
Durban from around the world continue
to listen and support the African woman
who bravely broke the silence?

Will we?

“The challenge is

to move from

rhetoric to action,

and action at

an unprecedented

intensity and

scale.”

Nelson Mandela
Durban 2000

Power and
Prevention
For poor countries unable to afford anti-
HIV treatment, prevention remains the
foremost tool against HIV. Still, many
barriers exist for people—especially
women—trying to prevent HIV and other
sexually transmitted diseases (STDs).

Not only are women biologically
more susceptible to contracting HIV, but
they also face social barriers that pre-
vent their access and use of available pre-
vention methods. The recognition of
gender-related constraints for HIV pre-
vention has led to the demand for fe-
male-controlled and initiated methods of
protection. Below is an update of two
advances in this field.

The Female Condom:
Reality or Farce?
In recent years, a great deal of attention
has been paid to the female condom. The
theory is that the condom provides women
with more control in protecting themselves
and/or their partners from HIV and STD
infection (as opposed to the male condom).
The question is whether the female con-
dom really works as intended. Apparently,
the answer depends on who you ask.

Reports from Brazil, Thailand, South
Africa and Zimbabwe show a general
acceptability among women (including
positive women) of female condoms.
They suggest that, when combined with
education about using it correctly, there
is a strong likelihood of the female con-
dom being included in a woman’s sexual
activity, providing a woman-initiated
method for preventing pregnancy and
the transmission of STDs and HIV.

The cost of the female condom pro-
hibits many women around the world
from using them (they cost ten times as
much as male condoms). This leads many
to question whether poor women will
be able to access them.

Angela Garcia
Project WISE/Women’s Treatment

Information and Advocacy

Treament Action
Campaign (TAC)

march on HIV
treatment access,

July 2000.
Durban,

South Africa

continued, page 3
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The safety and effectiveness of re-us-
ing the condom is also being examined.
Because the female condom is made of
polyurethane and is quite strong, some
researchers believe that re-use may be
possible. The main issue is figuring out a
safe method for cleaning and storing it
after each use.

It’s recommended to use a new con-
dom each time, while many educators
agree any use is better than none.

Not everyone is sold on the female
condom. Aside from its expense, its crit-
ics say that its visibility and noisiness re-
quires the buy-in of male partners. Un-
fortunately in the sessions, little atten-
tion was devoted to the role of men in
the use of female condoms.

Previous observations in the US and
Canada suggest that heterosexual couples
who can negotiate safer sex often prefer
the male condom. Because the female
condom is so “obvious,” it’s unlikely that
women who cannot negotiate safer sex
in their relationships will have any greater
success with the female condom.

Some women report ongoing prob-
lems with cervical pain related to consis-
tently using the female condom. Propo-
nents and educators agree that, over
time and with good education, women
get better at inserting the condom cor-
rectly and complaints of discomfort or
pain decrease significantly.

Making
Microbicides Happen
A potentially more realistic method of
female-controlled and initiated preven-
tion may be microbicides. These sub-

stances (gel, cream, sponge, vaginal
ring or vaginal wipe that kill pathogens)
are being studied to see if they can re-
duce transmission of sexually transmit-
ted diseases when applied to the vagina
or rectum. Microbicides might be able
to prevent STDs, including HIV, but al-
low for pregnancy.

The effect of microbicides works for
both partners, so that STD infection is
prevented as with barrier methods
(like condoms). Microbicides are gen-
erally inexpensive and can be used
with far less of the partner’s coopera-
tion. There is even the possibility of
using a microbicide mouthwash for
oral sex. Sounds great, right?

The problem is that development of
microbicides has been slow, partly be-
cause public interest in them is low. So,
while many products are currently un-
der research, only three are in late-stages
of development.

One substance that held much prom-
ise (nonoxynol-9) has just been deter-
mined to increase likelihood of STD in-
fection. Microbicide researchers and ad-
vocates agree this news is a setback, but
they’re encouraged by promising re-
search of other approaches. These in-
clude specific anti-HIV therapies that
have a basis for inhibiting HIV entry
when used on the skin.

Power and Prevention, continued

The Bottom Line on Power and Prevention

Not only are female-controlled STD and HIV prevention devices (including those that allow for pregnancy) long
overdue, they are absolutely necessary to save the lives of women around the world. Although there’s enormous
interest in the female condom, it’s unclear how to turn this interest into protected sex.

Microbicides may be a better alternative, but for now that’s a theory, not a fact. More money and research are
needed. Many researchers believe that—with sufficient investment (including from pharmaceutical companies)
and political involvement—a microbicide could be developed within five years. To make this happen, advocacy for
a real commitment to invest in microbicide research must occur on a global level.

Still, we need to be realistic. Five- and ten-year time frames have been promised repeatedly by vaccine re-
searchers over last 20 years with no real success yet. And microbicide research faces some of the same problems
that hold up vaccine researchers.

We must remain focused on the underlying goal: to find a way to achieve female-controlled prevention—to-
day—by whatever means necessary.

‘‘      We need to be able to protect ourselves and our families. We
need to be able to do this and not put ourselves in danger.

Eka, South Africa

‘‘
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Human papilloma
virus (HPV), the
sexually transmitted
virus that causes gen-
ital warts, is linked
to developing cervi-
cal and anal pre-can-
cerous conditions
(called dysplasia) and
cancer. Studies show
that compared to HIV-negative women,
women with HIV—particularly those
with low CD4+ cell counts—have a
higher rate and severity of HPV-related
cervical dysplasia. Several studies pre-
sented at Durban confirmed these find-
ings, underscoring the need for regular
GYN exams to screen for HPV-related
dysplasia in order to detect and treat
early signs of cervical cancer.

Like cervical HPV, anal HPV and dys-
plasia is common in HIV-positive
women. In fact, in one recent study, anal
HPV proved to be more common than
cervical HPV in HIV-positive women
and their negative counterparts. Among
HIV-positive women, other risk factors
for anal HPV included lower CD4+ cell
count, presence of cervical HPV,
younger age and Caucasian/white race.

Because anal HPV is linked to in-
creased risk of anal dysplasia—a pre-
cursor to anal cancer—these results may
indicate an increased risk of develop-

Snapshots from Durban

Lipodystrophy
There were numerous presentations on lipodystrophy (the general term describ-

ing fat redistribution and lab value changes, like cholesterol). The overall picture of

what lipodystrophy is, what it’s caused by and how and if it can be treated remains

unclear. What is clear is that lipodystrophy is a real concern for many people living

with HIV. One study found that it’s an increasingly common reason why some

people decide to stop, delay or switch therapy.

Several studies tried to determine risk factors for lipodystrophy. Some found a

connection between d4T (stavudine, Zerit) use and fat loss, and between protease

inhibitor use—especially ritonavir (Norvir) and indinavir (Crixivan)—and fat gain.

Older age and sex may be important factors, too. Several studies showed that women

may experience more fat gain, and men more fat loss. Other factors include advanced

HIV disease, duration of disease and duration of earlier anti-HIV therapy. Unfortu-

nately, many of these studies continue to use different definitions and ways to mea-

sure it, making it difficult to compare one to another and draw conclusions. The field

remains full of contradictions and unexplained phenomena.

Anal HPV proved to
be more common

than cervical HPV in
HIV-positive women
and their negative

counterparts.

ing anal cancer. Moreover,
they suggest the importance
of regular anal exams to de-
tect anal dysplasia. This pro-
cedure is not currently or
routinely performed in
women or men. Like cervi-
cal Pap smears, some re-
searchers and health advo-
cates argue that including

anal Pap smears in routine healthcare
visits could catch dysplasia early and
prevent progression to cancer.

Human Papilloma Virus (HPV)

Many of the scientific and treatment issues covered at Durban,
and in the following pages, are presently clinically irrelevant to
most HIV-positive women worldwide. Heightened levels of
women’s advocacy and research have begun to close this gap.
But, a great deal of work still needs to be done to make research
more meaningful to all women. This requires economic and social
change, as well as a real commitment by researchers, politicians,
industry, advocates and people living with HIV alike.

A vital reminder
from the TAC march
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HIV and HCV
Co-infection and
Pregnancy
Many women living with HIV also

live with hepatitis C virus (HCV).

The effect of living with both vi-

ruses (called co-infection) on

pregnancy and mother-to-child

transmission is a new area of re-

search. Some studies suggest

that co-infection is connected

to increased risk of HCV trans-

mission. However, more re-

search is needed to determine

if this really is the case.

A study of 509 co-infected

women con-ducted in Europe

looked at the effects of mode

of delivery and infant feeding on

risk of HCV transmission. Women

who delivered by C-section

were much less likely to transmit

HCV than women who delivered

vaginally. While only 13 women

breast-fed, breast-feeding was

significantly associated with

HCV transmission compared to

other forms of feeding (35% vs.

13%). Similarly, children who

were HIV-positive were also

more likely to be HCV-positive

than children who were not in-

fected with HIV.

These findings suggest a pos-

sible interaction between HIV

and HCV that may affect the risk

of mother-to-child transmission.

More research to determine the

nature of this interaction and

possible risks of co-infection on

disease progression in both

mother and child is needed.

Mother-to-Child
Transmission
Preventing mother-to-child HIV transmis-
sion was one of the major themes of the
conference. Results from several studies
suggest that very short courses of therapy
with either nevirapine (Viramune), or
AZT (Retrovir, zidovudine), or AZT and
3TC (Epivir, lamivudine, the combination
of AZT+3TC is Combivir), are able to
lower transmission rates by about 50%.
With better access to therapy, it’s possible
to significantly reduce vertical transmis-
sion rates in resource poor countries.

The Achilles heel of preventing mother-
to-child HIV transmission remains breast-
feeding—a necessity for many women
around the world. Two major studies re-
port a decrease in the protective effect of
short-course anti-HIV therapy to reduce
transmission as a result of breast-feeding.

By 12 to 18 months after birth, transmission rates rose to 24% and then 30%,
respectively, as babies became infected through breast-feeding. Thus, strategies to
reduce mother-to-child HIV transmission must address related social and economic
issues, such as child feeding.

There are several studies now looking at different kinds of strategies for safer
breast-feeding. Early results from one such study suggest that mixed breast-feed-
ing—where breast milk is supplemented with cereal, juice, water and so forth—has a
higher risk of transmission than exclusive breast-feeding. Interestingly, there was no
difference between the rates of transmission among women who exclusively breast-
fed or exclusively formula-fed their children. More study is needed to determine the
reason for these surprising results.

Stopping or Switching Treatment
There’s a growing trend of people stopping or switching their anti-HIV regi-
mens. Reasons for stopping or downshifting (changing from a HAART to a non-
HAART regimen) are often related to side effects, treatment fatigue, stage of HIV
disease or lifestyle issues.

One large study of over 1,000 women reported that, after three years on HAART,
20% of them switched to less intensive regimens. Another 17% stopped therapy
altogether. Women with low viral load and high CD4+ cell counts were just as
likely to stop or downshift therapy as women with high viral load and low CD4+
cell counts. This suggests that the response to treatment is not necessarily the
reason people decide to stop or switch therapies. More research is needed to under-
stand the effects of reducing or stopping therapy in this group of women.

Whatever the reasons you may have for switching or stopping therapy, it is always
good to talk them over with a doctor before actually switching or stopping the drug(s).

Activists making their
demands known
at theTAC march
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Until the meaning of

these viral load

differences are fully

understood, it may

be wise to closely

monitor CD4+ cell

counts in women

early in disease.

Women and
Disease Progression
Though earlier studies of HIV disease focused mostly on men, ongoing re-

search points to differences between men and women, like those in drug

levels (metabolism) and side effects. Some studies report that women have

lower viral levels than men. In addition to gender differences, there are

potential differences in disease progression seen among women. These

may be influenced by issues like age, race and access to treatment. Below

are highlights of some presentations that focused on gender issues in HIV

disease progression and unique treatment issues for women.

Women and Viral Load:
What is It? What Does it Mean?
In March 1999, WISE Words reported on
gender differences in viral load seen
among participants in the ALIVE study

(AIDS Linked to the
IntraVenous drug
Experience). The
study found that
women had HIV
levels about 50%
lower than men
with similar CD4+
cell counts. It sug-
gested that women
with half the viral
load of men had the
same risk of pro-
gression to AIDS.

These findings
raised questions as
to whether guide-

lines for starting treatment should be dif-
ferent for women. However, the study
did not include information on initial vi-
ral levels, an important indicator of dis-
ease progression. Experts agree, at the
current time, that no changes should be
made in the guidelines for using anti-HIV
therapy based on gender.

An updated analysis of the ALIVE
study examining HIV progression in
women was presented at Durban. This
time, study volunteers were included
only if a blood sample was available

within twelve months of testing positive
(seroconversion) and at least three sub-
sequent samples were available.

The study enrolled 202 volunteers (46
women and 156 men). Time between
seroconversion and first viral load was
similar in both men and women (4.3
months and 4.1 months) and fewer than
5% of volunteers received highly active
antiretroviral therapy (HAART).

As in the 1998 analysis of this study,
viral load differences were seen again,
with women having lower viral levels
than men The study also compared the
volunteers’ initial viral load with their pro-
gression to AIDS. It found that the pre-
dictability of initial viral load was unclear
in women if below 20,000 copies, but was
more predictive if at higher ranges.

No gender differences in initial CD4+
cell count were noted among volunteers
who progressed to AIDS and those who
did not. There was also no overall differ-
ence in time to AIDS based on gender.

The 2000 ALIVE study suggests that
viral load appears to be lower in women
than in men early after HIV infection.
Also, the same viral load after
seroconversion does not carry the same
risk of progression to AIDS.

Study researchers recommend re-
thinking the treatment guidelines for
starting anti-HIV therapy for women.
They conclude that it may be appropri-
ate to begin therapy at lower viral loads
in women. However, if differences in vi-
ral load for men and women are short-
term (more prominent only within the
first few years after initial HIV infection),
it is unclear if starting therapy is neces-
sary. Until the meaning of these viral load
differences are fully understood, it may
be wise to more closely monitor CD4+
cell counts in women early in disease.

Clearly, starting anti-HIV therapy
needs to take into account more than viral
load measurements. How you feel about
starting therapy, understanding its risks
and benefits, considering your CD4+ cell
counts and the rate of CD4+ cell decline,
and whether you’re ready for the some-
times rigorous demands of adherence—
among other fac-
tors—need to be con-
sidered when mak-
ing your decision.

ALIVE 2000:
Baseline Viral Load and Progression to AIDS

Gender Baseline VL (copies/mL)

Overall Average Progressor to AIDS Nonprogressor to AIDS

Women 15,103 17,149 (n=15) 12,043 (n=31)

Men 50,766 77,822 (n=29) 40,634 (n=127)

TA
BL

E 
1

For more information,
read Anti-HIV Therapy Strategies, avail-
able through Project Inform’s Hotline. For
a discussion of gender and viral load, re-
quest WISE Words #3.
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The Age Effect
More women over the age of 50 are liv-
ing with HIV than ever before. Because
older age is associated with a decline in
the body’s ability to fight off infection and
disease, it’s not surprising that unique
concerns and questions exist for older
women, not the least of which is how HIV
affects menopause.

Another concern is whether older
women have a higher risk of disease pro-
gression and death than younger
women. Earlier studies in men suggested
that, at least without treatment, older age
affected the rate of disease progression.
A study by the WIHS evaluated whether
aging affects HIV disease progression.
The results were somewhat surprising.

The WIHS study grouped 2,065
women by their age: under 30, 30-39, 40-
49, and over 50. Excluding women with
AIDS at study entry, researchers analyzed
the effect of age on progression to AIDS
and death. Other factors like initial CD4+
cell count and use of HAART were also
considered.

While in general, older women over
the age of 50 tended to be at increased
risk of disease progression, using anti-
HIV therapy appeared to greatly lessen
this risk. In fact, older women who used
HAART were among the least likely to

progress to AIDS. For unexplained rea-
sons, older women seemed to benefit
even more than younger women from
using therapy. Also, surprisingly, older
women with CD4+ cell counts below 300
tended to fair much better than younger
women below 300.

This may be good news for women
over 50 but is puzzling for younger
women. Researchers did note that a num-
ber of non-HIV-related factors, including
violence and substance abuse, may con-
tribute to the poorer outcomes of
younger women in this study. Factors
such as adherence and commitment to
using therapy may also play a role. Al-
though these data certainly are encour-
aging for women over 50, more research
is needed to further explain the impact of
age on HIV disease progression.

Anemia, HAART
and Survival
Anemia is defined as low red blood cell
counts (red blood cells carry oxygen
throughout the body). People who expe-
rience anemia often complain of fatigue
as an early symptom.

Anemia is common in people living
with HIV; and it is especially common
among people in later stages of illness
and with lower CD4+ cell counts, Afri-

can-American race and using certain anti-
HIV therapies, like AZT (zidovudine,
Retrovir). WISE Words has repeatedly en-
couraged women to check for anemia as
it may be especially common among
women and its effects include increased
risk for disease
progression—as
confirmed by a
recent study by
the WIHS.

The good news
is that the same
study shows that
using HAART for
at least 18 months
is significantly
linked to a reso-
lution of anemia
in women. The protective effect of
HAART is likely due to the improvement
it confers on the immune system, as
noted by increases in CD4+ cell counts.

While there are other ways to man-
age anemia, anemic women considering
anti-HIV treatment may be encouraged
by these results. Caution in determining
the right therapy is needed because cer-
tain drugs that are a common part of a
HAART regimen, like ritonavir (Norvir),
are known to increase the risk of anemia
in women.

WISE Words en español will
include translated articles of

WISE Words, plus special articles and features for Latinas. As always, the publication is free of charge. If you
would like to receive WISE Words en español, please call 415-558-8669 or 1-800-822-7422 and request to be
placed on the Spanish WISE Words mailing list. Or email us with that request at support@projectinform.org.
Please specify if you would only like to receive the Spanish version or both English and Spanish. Gracias!

The Bottom Line on Women and Disease Progression

The decision of when to start therapy is based on many factors. With the increasing number of women

in studies, we’re beginning to learn more about gender differences in these factors as well as how gender

and age affect disease progression and treatment. However, current results are inconclusive More stud-

ies focused on these issues in women are needed and should be a key target for womens’ AIDS activism.

Older women

seemed to benefit

even more than

younger women

from using therapy.

WISE Words is now available in Spanish!
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Structured Treatment Interruptions:  In Brief
Recently there has been a great deal of interest in Structured
Treatment Interruptions (STIs) among researchers and people
living with HIV.

One potential goal of STI is to improve
a person’s immune response against
HIV so it can help control viral replica-
tion with less aggressive treatment or
no treatment at all. Another potential
goal of STI is to replace drug-resistant
virus with non-resistant (wild-type) vi-
rus, thus restoring a person’s sensitiv-
ity to drugs that had previously become
ineffective due to resistance. Also, STIs
might give people who are experienc-
ing treatment fatigue or severe side ef-
fects a break from therapy long enough
to allow some degree of healing, both
physically and psychologically.

A slight variation on STI, called
Structured Intermittent Therapy (SIT),
is also being researched. SIT seeks to
determine if it’s possible to control HIV
by using anti-HIV drugs at regular in-

tervals rather than every day, while
still maintaining control of viral load.
If this could be done without harm, it
could greatly lower the cost of treat-
ment and perhaps reduce the risk of
some side effects.

Early results have recently been re-
ported from a few small SIT studies and
a couple of larger STI studies. These
results have been quite mixed although
some are encouraging. Early results
from one study suggests that the ma-
jority of people in a cycle of seven days
on anti-HIV therapy and seven days
off were able to keep their HIV levels
under the limit of detection with cur-
rently available viral load tests. Sev-
eral other studies are ongoing to de-
termine how STIs and SITs could fit
into a long-term treatment strategy.

Project Inform will co-sponsor a sec-
ond STI workshop in October 2000 to
identify potential gaps in the research
and to brainstorm on how the studies
may be enhanced. The Forum for Col-
laborative HIV Research (FCHR), the
Foundation for AIDS and Immune Re-
search (FAIR) and the
Treatment Action Group
(TAG) will also co-sponsor
this event. So stay tuned!

For more information on STIs

and SITs, call Project Inform’s National HIV/AIDS

Treatment Hotline and ask for the publications,

PI Perspective #31 or Structured Treatment In-

terruptions.
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WISE WORDS
Three-times yearly news-
letter with information by,
for and about women.

WISE WORDS IN SPANISH

PI PERSPECTIVE
Three-times yearly cutting-
edge HIV treatment journal.

INTRO PACKET
Beginning HIV treatment
information to help you
make decisions.

INTRO PACKET IN SPANISH

TAN ALERT
Grassroots advocacy
network newsletter.
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