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alcohol should not only have a beneficial effect on

homocysteine levels, but most have long been accepted as

offering a benefit to patients with regard to atherosclerotic

disease prophylaxis. Innovative ways of promoting such a

lifestyle need to be found. Accepting the difficulty regarding

the latter, the hopeful enthusiasm for yet another ‘pill’ and

widespread vitamin food fortification programmes in an effort

to reduce vascular occlusive disease can be easily understood.

Doctors in the desperate situation of treating patients with

accelerated premature atherosclerotic disease in the absence of

accepted risk factors or other treatable causes cannot be

criticised for prescribing vitamin B complexes. This

intervention is relatively cheap, in most likelihood it is safe and

it may give the patient the benefit of the doubt of any potential

therapeutic benefit. From a health policy and health funding

perspective, however, more data are required before resources

should be allocated towards the screening and intervention of

hyperhomocysteinaemia.
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The first adult case of HIV/AIDS in Malawi was identified in

April 1985,1,2 with the first paediatric case in January 1986.3

From that time to 1997, at least 10% of the general population

and 15% of the 15 - 49-year age group were infected.4,5 Up to

30% of women attending prenatal care at the Queen Elizabeth

Central Hospital, Blantyre, are HIV-infected.6,7 HIV/AIDS has

been associated with a rise in the number of orphans, now

estimated at between 400 000 and 1 000 000 as no reliable data

are currently available. The maternal mortality ratio, which had

been estimated at about 620 deaths per 100 000 live births in

the 1992 Demographic and Health Survey (MDHS),8 has now

risen to 1 120/100 000, 9 due inter alia to the HIV pandemic. Up

to 70% of admissions in the medical wards of Blantyre and

Lilongwe are HIV/AIDS-related and tuberculosis (TB) has
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resurfaced as a major public health problem. 10 The education

sector has been affected, and has resulted in an estimated 25%

of the Ministry of Education budget for the 2001 - 2002 fiscal

year being spent on funerals and payment of pensions to

families of deceased teachers.11

Malawi’s application to the Global Fund to fight HIV/AIDS,

malaria and TB has been successful. The country will receive

US$12 million in the first year and about US$196 million over a

5-year period. There are six components to Malawi’s strategy:

(i) voluntary counselling and testing (VCT) for HIV; ( ii)

prevention of mother-to-child transmission (PMTCT) of HIV;

(iii) community/home-based care; (iv) management of

opportunistic infections and access to antiretroviral (ARV)

therapy; (v) cross-cutting issues such as human resource

development, management of drug supply, health information

management systems, and strengthening of laboratory services;

and (vi) management and institutional support with regard to

improved programme planning, co-ordination, monitoring and

reporting.

Traditionally accepted HIV/AIDS prevention messages have

been: sexual abstinence first, the be faithful, and if either fails,

use condoms (ABC). As the pandemic progresses condoms

have been promoted and VCT for HIV has been advocated by

the National AIDS Control Programme and the Ministry of

Health and Population.12,13 While counselling and testing have

been encouraged, there is also the possibility that testing may

fail to empower the client/patient.

HIV testing programmes in Malawi

There are four main routes for HIV/AIDS testing in Malawi. In

all of these situations, except the sentinel sites, VCT is

mandatory. The situations are:

1. Clinical setting. These patients often have opportunistic

infection(s), and such testing has usually been prompted either

by a clinician or by patients themselves.

2. HIV testing walk-in centres. Individuals may present to

testing centres run by non-governmental organisations. Four

such centres are operational, located only in towns.

3. Blood donation. All blood donors in the country are

offered VCT before they can make a donation. In the past, the

practice was to collect blood from all persons presenting for

donation. Serological and parasitological testing could be done

later and the patient was invited to return for test results.

Currently, only a small amount of blood is collected and people

will only be allowed to donate if the tests results indicate that

they are not infected with HIV, hepatitis B and C, malaria and

syphilis.

4. Research settings, including sentinel HIV monitoring

sites. Anonymous testing is done in the sentinel surveillance

sites.14

Suggested benefits of testing

Enormous resources are currently being expended in Malawi to

encourage individuals to present for VCT. The mass media is

the most frequently utilised vehicle for social mobilisation

messages. Some of the benefits of knowing one’s HIV

serostatus, suggested by social marketing campaigns, are:

1. So that one can ‘live positively with HIV/AIDS’. What

’living positively’ means is often not explained. Generally,

’living positively’ in our setting implies not having multiple

sexual partners, always using condoms during sexual

intercourse, ensuring adequate nutrition,15 presenting to health

care services as early as possible in the case of a medical

problem, and ’making it right’ with God.

2. So that one may plan properly, including preparing a will.

3. So that one may decide whether or not to have any (more)

children.

Ethical challenges facing VCT
programmes

The principle of VCT is similar to that of screening. As early as

1968, Wilson and Jungner16 proposed prerequisites for

screening which included: (i) the target condition should have

a detectable preclinical stage; (ii) there should be an

appropriate screening test; (iii) both screening and follow-up

procedures should be acceptable to the target population; and

(iv) there should be acceptable early treatment. With regard to

HIV testing all four prerequisites should be met in selected

situations. AIDS has a detectable preclinical stage, which is the

period when the individual is infected but has not yet

developed symptoms, and an appropriate HIV test is available.

What may not be met in our setting are conditions (iii) and (iv)

in that follow-up procedures are non-structured and almost

non-existent or in formative stages, and effective early

treatment is far beyond the reach of the majority of people.

In December 2001, only 88 patients were on ARVs in the

government-subsidised HIV/AIDS treatment programme. This

service is also only available in the major cities, mainly

Blantyre and Lilongwe. In addition, ARV supplies run out

because of management and logistical shortfalls, even in

situations where people can afford to pay for them. ARV

treatment for 1 month costs about US$35 in public health

services, and not less than US$150 in private clinics. 

The general socio-economic situation in Malawi has

remained poor for the past decade.17,18 Health care

infrastructure and trained human resources are inadequate.

This has made it impossible to establish adequate VCT centres

in all the districts of the country.19 There are only four walk-in

centres and these are located in towns. However, as eighty-five

per cent of Malawians live in rural areas, 20 these communities

have virtually no centres within reach.
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Malawi is a male-dominated society, with most decision-

making roles occupied by men. Clinicians are generally male,21

while nursing is considered a feminine job. In such an

environment, where the power balance is in favour of men,

there could be situations where female patients may be coerced

into giving consent because of the unequal power balance

between health care provider and client.

In our community female patients are often dependent.

Important life decisions such as desire for family planning or

an HIV test may have to be made by or in consultation with a

male family member such as the husband.22 In such a situation,

society has already created and maintains an environment

where confidentiality may not be guaranteed. What is the role

of the health care provider — to support the structures in

society, or to suggest that HIV testing is a matter for the

individual? We also know that in many cases other important

decisions, such as deciding to spend money on health care

(possibly including purchase of ARVs) may be made by a man

on behalf of the female client.

The other issue that should be tackled is whether it is

unethical for a health care provider not to offer HIV testing for

a patient exhibiting clinical features suggestive of HIV/AIDS.

Our society continues to associate sexually transmitted

infections (STIs), especially HIV/AIDS, with ‘sin’ and

promiscuity. Having multiple sexual partners is a risk factor for

HIV. This practice is common among and culturally acceptable

for Malawian men.23 If a health care provider offers an HIV test,

such offers may be construed as saying, ‘I think you may be a

sinner or promiscuous’. Such beliefs have resulted in health

workers not suggesting HIV testing even in situations where a

positive result is likely.24 The dilemma is that the patient is

entitled to information, and in the case of HIV testing, she or

he can only be tested if informed consent is sought and given.

But even suggesting that an HIV test should be done (whether

the patient accepts or not) may jeopardise the patient socially.

This is because clinicains do not normally request a test unless

there is suspicion that a positive result is likely. An exception,

of course, is when testing is done to establish a baseline for

future reference.

Anonymous and unlinked HIV testing, as utilised in sentinel

surveillance sites,6,14 also raises important ethical questions. In

this exercise, patient or client confidentiality is maintained and

the result cannot be matched to the person. But is it ethical for

a positive result to be unavailable to the person and his/her

sexual partner?

Medical research that involves determining HIV serostatus,

or even research among known HIV-infected persons, has

attracted a significant amount of ethical debate.25-27 The

Declaration of Helsinki 28 states that ‘medical research is only

justified if there is reasonable likelihood that the population in

which the research is carried out stands to benefit from the

results of the research’. The UNAIDS also indicates that ‘the

desired outcome of the proposed research should potentially

benefit the population from which research participants are

drawn.29 With regard to ARVs, is it likely that the populations

selected as study subjects will benefit from wide availability of

drugs in the short term? The answer does not seem to be in the

affirmative. Perhaps the difficulty lies in the definition of the

population in question — are the Helsinki and UNAIDS

documents referring to the present generation, or to future

generations?

The usual practice among VCT centres is to provide

counselling and testing. We believe that there is a need for

voluntary counselling centres that do not necessarily go on to

test clients.
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