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It is widely held to be axiomatic in South African epidemiological and social science circles that it is not worth
comparing the risk factors underpinning the dramatic differences in HIV spread in South Africa's racial groups,
as these are all explained by corresponding differences in socio-economic status. The available evidence, how-
ever, suggests that HIV is not simply contoured along lines of socio-economic deprivation; rather, other - largely
culturally determined - factors such as the practice and acceptance of multiple concurrent sexual partnerships
play a key role. Comparison of sexual behaviours between South Africa’s different races supports the likelihood
that cultural and not socio-economic factors are the mediators of differential racial HIV spread. Finally, it is
argued that the failure of many South African experts in the study of HIV to consider race as a valid variable
for analysis, and allied to this their continued exaggeration of the importance of socio-economic rather than
cultural factors, has contributed to the relative failure of our national AIDS strategy.

With the aim of presenting an overview of the key lit-
erature that analyses the relationship between class,
race, culture and HIV in South Africa, a literature re-
view was conducted using Pubmed and Google Schol-
ar to search for the following key words: 'South Af-
rica’, 'socioeconomic status', ‘'socioeconomic’, 'poverty’,
‘wealth’, 'education’, 'HIV prevalence’, "HIV risk' and
‘sexual behaviour.

THE ARGUMENT THAT CLASS DETERMINES
RACIAL DIFFERENCES IN HIV PREVALENCE

A salient feature of the literature on this topic is how
commonly it is assumed (with little or no substanti-
ating evidence) that racial differences in HIV rates in
South Africa can all be explained by socio-economic
differentials. According to one of the premier textbooks
on HIV/AIDS in South Africa, the reason HIV prevalence
rates differ between races is that ‘marginalisation and
discrimination on the basis of race and/or ethnicity are
key factors influencing vulnerability to HIV infection'
(p. 63)." Similarly, Mitton's paper entitled The socio-
logical spread of HIV/AIDS in South Africa’ argues that
AIDS is "primarily an illness of marginalised persons'
and hence has spread faster among black Africans due
to their marginalised position in apartheid society.” No
evidence is provided in either of these two pieces to
back up these claims.
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A more convincing argument is that HIV is a disease
of poverty and inequality, and black Africans’ ongoing
state of economic deprivation (both relative and abso-
lute) is the underlying determinant of the racial diver-
gences in HIV rates. In many of the articles that make
this argument no empirical evidence is provided. As
an example, McCoy et al. claim without any support-
ing evidence that ‘critically the profound link between
AIDS and poverty must be recognised and broken [in
dealing with South Africa's HIV epidemic]’® A further
example is Gilbert and Walker's ‘Treading the path of
least resistance: HIV/AIDS and social inequalities - a
South African case study' Here an unreferenced asser-
tion is simply made that ‘there is a strong link between
low income, high unemployment and poor education
... and rates of HIV infection’ (p. 1106).* Other papers
which assume that socio-economic factors determine
racial differential HIV rates include those by Tladi®
Phatlane,® Cunha’ and Marks.?

An urban legend can be defined as 'a story or anecdote
that is based on hearsay and widely circulated as true'®
Characteristically, when the storyteller is questioned as
to the evidence backing up the story they claim that
there were eye-witnesses, but when pressed it emerges
that these were friends of friends. In a similar vein, one
of the striking features of the above-quoted papers
is how they either present no evidence or references
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to back up their claims or else refer to other papers
that have no empirical data to substantiate their as-
sertions.

An exception to this is a paper by Fassin and Schnei-
der,”® which argues that 'social inequalities in income
and employment status' are, together with sexual vio-
lence and enhanced mobility, the three social factors
responsible for the magnitude of South Africa’s epi-
demic. They provide evidence to back up the assertion
that 'social inequalities in income and employment
status are powerful predictors of HIV infection' in the
form of a study in a mining company that stratified
HIV status by race and occupational status (Fig. 1).
The authors claim that the higher HIV rates in blacks
than whites, and in the unskilled versus the skilled job
categories, are 'the legacy of centuries of colonial ex-
ploitation and racial segregation, culminating in the
institution of apartheid in the second half of the 20th
century' Their argument is that ‘epidemiologically this
segregation translates as differential HIV seropreva-
lence between black and white groups and between
social classes. They do not, however, comment on why
the HIV rate within each occupational stratum is so
much higher in the black than the white workers. As an
example, within the lowest job category, the HIV rate
is five times higher in blacks than whites. The original
authors of the study note that this patterning does not
support the hypothesis that socio-economic differen-
tials determine racial differences in HIV."
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Fig. 1. Odds ratios for HIV prevalence among employees in
South Africa."

One of the most compelling proponents of the poverty-
inequality thesis is the anthropologist Mark Hunter. He
too is unable to provide much empirical evidence to
back up his engaging ethnographic material. One of the
few pieces of quantitative evidence he does advance is
that HIV incidence and prevalence rates are higher in
informal than formal settlements in South Africa.” This
is based on the 2005 Human Sciences Research Coun-
cil (HSRC) HIV survey.” There is, however, not much
one can conclude from the fact that HIV prevalences
in formal and informal urban settlements are 9% and
17% respectively, when no attempt is made to control
for the fact that race (which was itself strongly cor-
related with HIV status) co-varies with type of urban
settlement.
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HOW IS HIV CONTOURED ALONG THE LINES
OF RACE AND CLASS IN SOUTH AFRICA?

Johnson, Budlender and Kirk have undertaken much
more thorough analyses of the relationship between
income, race and HIV. Kirk' analysed South Africa's
national antenatal clinic HIV survey data to try to
tease out the relationship between income, race and
HIV. Unfortunately the antenatal survey does not col-
lect information about income, but Kirk was able to use
other data sources to show that the level of poverty
in a magisterial district is negatively associated with
the HIV prevalence among women attending antenatal
services in that district. This finding was backed up by
his analysis, which found that women with no educa-
tion are at a lower risk of HIV infection than women
who received high-school education (women with
university education had the lowest HIV rates). John-
son and Budlender's review of this topic demonstrates
some of the complex ways in which race, class and cul-
ture interact to produce South Africa's HIV epidemic."
One of these pieces of evidence is their presentation of
a multivariate logistic regression analysis of the ante-
natal clinic data to reveal that racial differences persist
despite controlling for socio-economic status (which
was done here by using education level) (Table I).

TABLE 1. ODDS RATIOS FOR HIV INFECTION IN
DIFFERENT RACE GROUPS BASED ON A MULTIVARI-

ATE ANALYSIS OF THE 1998 AND 1999 HIV
ANTENATAL SURVEY DATA"

Odds ratio  p-value
African 1 -
Asian 0.23 0.05
Coloured 0.17 <0.001
White 0.13 <0.001

Three more recent studies from South Africa have con-
firmed the finding that HIV is not simply a disease of
poverty. Using a cohort study of 3 881 individuals in
eight villages in rural South Africa between 2001 and
2004, Hargreaves et al. were able to show that there
was no association between HIV incidence and house-
hold wealth for the men and women.”™ Less educated
women did, however, have a higher rate of infection. In
the second study, Barnighausen et al. used data from a
longitudinal HIV surveillance and linked demographic
surveillance in rural KwaZulu-Natal to test the rela-
tionship between socio-economic status, education
and HIV incidence.”® HIV incidence was found to be
related to household wealth - with the incidence low-
est in the low- and high-wealth brackets and highest
in the middle-income bracket. Education level in this
study was found to be associated with a lower risk of
acquiring HIV. Likewise, the Carltonville Project found
no difference in HIV prevalence between the employed
and the unemployed.” Finally, a cluster randomised
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trial designed to evaluate the impact of a microfinance
lending scheme on HIV incidence found it had no im-
pact despite improving the economic wellbeing of the
participants.'®

There is conflicting evidence regarding the extent to
which HIV knowledge or risky behaviour varies by socio-
economic status. A multivariate study using data from the
1998 South African Demographic and Health Survey
found 'little evidence that poverty is associated with
risky sexual behaviour. Poorer women were, however,
slightly less likely to have the necessary knowledge
about HIV.™ In contrast, Hallman, using household
survey data from 14 - 24-year-olds in Kwazulu-Natal,
showed that among females but not males low wealth
is associated with earlier sexual debut, having had
multiple sexual partners in the year before the survey,
and lower chances of condom use at last sex.?

One of the reasons why South Africans are still debat-
ing whether HIV is or is not a disease of poverty may
relate to the poor quality of our national surveys. This
is illustrated by the way that good-quality evidence
from elsewhere in Africa has established that 'HIV in-
fection does not disproportionately affect the poorer in
sub-Saharan Africa'?' This was the title of a paper that
published the results of eight national HIV-serolinked
demographic surveys. The most salient finding was that
in all eight countries, adults in the wealthiest quin-
tiles had a higher prevalence of HIV than those in the
poorer quintiles. There was a step-wise increase in HIV
with wealth quintiles in most cases. Three other HIV-
serolinked demographic studies, from Kenya,? Tanza-
nia®® and Burkino Faso,** have produced similar results
(Fig. 2). A review article from the 'Poverty, Wealth and
HIV' supplement in the journal AIDS concluded that
poor individuals are not necessarily more likely to be
exposed to HIV and therefore 'AIDS cannot accurately
be termed a disease of poverty' (p. S15).%°
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Fig. 2. HIV prevalences for males and females by wealth
quintiles in Tanzania.*

So what do the equivalent South African sero-surveys
tell us about the relationship between HIV, wealth,
race and sexual behaviours in South Africa? Remark-

APRIL 2010

ably little. The HSRC is the only body that has received
funding to conduct nationally representative sero-
linked surveys of all South Africans. It has conducted
three such surveys, in 2002, 2005 and 2008. By track-
ing knowledge, sexual behaviours and HIV prevalence,
the HSRC surveys are supposed to be South Africa's
flagship surveys to track progress in dealing with our
epidemic. Unfortunately, the surveys fail to a consid-
erable extent on all three accounts. Knowledge about
HIV and its prevention, we are told, has declined from
2002. It is, however, hard to interpret what this means,
given the ambiguities associated with one of the two
questions assessing HIV knowledge: ‘To prevent HIV
infection, a condom must be used for every round of
sex?' If a mutually monogamous couple with no recent
other relationships has undergone couple HIV testing
and both are negative, they would be quite correct to
answer 'no’ to this question. According to the HSRC
they would score zero for this answer. Sexual behav-
iours are tracked, but nowhere in any of the HSRC sur-
veys is sexual partner concurrency (arguably the key
risk factor in our setting) evaluated in any way. In the
last survey we are informed that the percentage of
persons who had more than one sexual partner in the
past year is 'a factor contributing to concurrent sexual
partnerships' (p. 41). This factor is then used as a sur-
rogate for concurrency. No evidence is provided to back
up this assumption.

Arguably the most marked inadequacy in the three
HSRC surveys is how poorly the epidemic is mapped.
Sexual behaviour surveys in the USA, such as the Na-
tional Health and Social Life Survey (NHSLS), have
found that ‘the vast majority of sexual partnerships
originate within tightly circumscribed social settings,
resulting in partnerships involving persons with simi-
lar characteristics' (p. 255).° Most sexual partnerships
and marriages therefore occur within the same racial/
ethnic, class, age and religion categories. This effect is
strongest for race/ethnic group. The NHSLS found that
919% of short-term relationships and 93% of marriages
were between persons of the same racial/ethnic group.
It would be very useful to know if this is the case, as
seems likely, in South Africa, but this kind of basic in-
formation was not assessed in the HSRC surveys. For
similar reasons, the HSRC surveys are unable to break
the epidemic down by socio-economic status or educa-
tion levels - except to show that HIV rates are higher
in informal than formal settlements. In their current
format our surveys are simply not able to answer the
most basic questions such as the relationship between
HIV, income and race. In fact, race seems an almost
taboo variable in the surveys. At no stage, for example,
are sexual behaviours compared between racial groups.
In the 2008 survey, there is only one place in the 120-
page report where HIV rates are broken down by race -
in a small table in Appendix A, where overall HIV rates
in each racial group are presented.
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If we cannot explain South Africa’s racial differences
in HIV by economic differentials, then how can we? An
obvious, if rather simplistic, way to examine this ques-
tion is to compare sexual behaviours between the races
premised on the fact that HIV is spread by sex and more
specifically via sex networks. Comparing sex networks
is especially important, since differences in network
structure are more likely to explain large differences
in HIV rates than individual level differences. Network
level differences, for example, have been shown to ex-
plain a third of the difference in sexually transmitted
infections between races in the USA.”” We were unable
to find a single published study that makes a compre-
hensive comparison of sexual behaviours in different
racial groups in South Africa. We therefore conducted
an analysis of a representative sample of 3 531 14 -
25-year-old Cape Town inhabitants in the Cape Area
Panel Survey (CAPS). Individual level behavioural risk
factors did not vary much by race (in fact, the lifetime
number of sexual partners was highest in the white
group). However, this was not the case for network fac-
tors. Blacks were much more likely to have engaged
in concurrency themselves or to have a partner who
engaged in concurrency (Table I1).28

Various lines of evidence have supported the impor-
tance of concurrency in HIV spread in this area. Nu-
merous epidemiological studies have shown a strong
link between partner concurrency and the incidence of
sexually transmitted infections.”**' The most compel-
ling difference in sexual behaviours between high- and
low-prevalence HIV countries globally is that sexual
partner concurrency is far more prevalent in the high-
incidence countries of southern and eastern Africa.***
Modelling exercises have shown that the key way con-
currency increases HIV transmission is at a network lev-
el, where it increases the network interconnections in a
manner that creates 'superhighways' for HIV spread.®*
In this way concurrency increases HIV transmission ex-
ponentially — even if the number of sex partners does
not increase.

What then are the underlying reasons for the racial dif-
ferences in sexual behaviour in South Africa - in this
case, the elevated concurrency rates in blacks? Two

main categories of factors have been advanced as be-
ing important in the promotion of high concurrency
rates - cultural and socio-economic factors. In a sepa-
rate study looking at the determinants of concurrency
in the CAPS dataset, we found that the relationship be-
tween income quintile and concurrency found on uni-
variate analysis disappeared on multivariate analysis.®
In addition, when we broke concurrency rates down by
income quintile for each race and gender, there was
no relationship between concurrency and income in
any of these groups. This supports the view that, as in
Uganda, it is cultural factors which are responsible for
the high concurrency rates.* Indeed, the 10 Countries'
study found that a crucial factor underpinning high
concurrency rates in the 10 countries in southern and
eastern Africa was that it was regarded as normative
for men to have multiple concurrent partners.”’

It is important to acknowledge three important cave-
ats to the findings presented here. Firstly, the analyses
presented have attempted to ascertain the relationship
between poverty and HIV. No studies in South Africa
that we are aware of have examined the role of socio-
economic inequalities in HIV spread. Secondly, we can-
not exclude the possibility that high poverty rates over
generations may have had an effect on producing a set
of enduring norms pertaining to sexual behaviour in
blacks which, due to its population level effect, applies
as much to wealthier blacks. This would mean that
analyses such as our CAPS data, which controlled for
wealth using contemporary levels of wealth, are un-
able to discern this legacy-of-poverty effect. Thirdly,
there is good evidence that the HIV epidemic is follow-
ing the pattern of many other behaviour-related dis-
eases (such as smoking-related ones) which were more
prevalent among the wealthy in the early stages, but
became more prevalent among the poor as knowledge
of the ill effects gathers.®®

SHOULD WE DOWNPLAY WHAT IS
PSYCHOLOGICALLY PAINFUL?

The HSRC Survey of 2005 revealed HIV prevalences of
19.9%, 3.2% and 0.5% for 15 - 49-year-old blacks,
coloureds and whites, respectively.” The racial differ-

TABLE Il. CONCURRENCY RATES BY RACE AMONG 14 - 25-YEAR-OLD CAPETONIANS?®

Blacks (%) Coloureds (%) Whites (%)
Partner engaged in concurrency 33 13.2 1.9
Any partner definitely or possibly had concurrent partner 68.2 34.9 259
Interviewee has had two sexual relationships simultaneously at some stage 30.1 10.8 49
Respondents who have had 1, 2 or =23 concurrent relationships:
1 19.1 519 4.5
2 7.2 1.3 0.6
>3 2.0 0.5 0.6
Concurrently concurrent 15.3 2.7 1.3
More than one partner had a concurrent relationship 10.8 3.1 2.4
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ences in HIV within South Africa are therefore similar
in magnitude to those between the highest and lowest
prevalence countries in the world. Finding the underly-
ing determinants for these differences should therefore
provide us with important clues as to the nature of
the 'holy grail' in South African HIV research - what
we need to do to stop the scandalously high current
incidence rates. According to recently published data
from a surveillance site in rural KwaZulu-Natal, 3.4%
of adults acquired HIV during 2008, and this incidence
rate has not declined at all over the past 5 years.*® Our
investigations along these lines provided strong sup-
port for the view that a (largely) culturally driven prac-
tice of concurrency was the likely key factor responsi-
ble for the elevated HIV rates seen in blacks. Although
at the 4th SA AIDS Conference there was considerable
interest in dealing with multiple concurrent partner-
ships, there still remains an embarrassing paucity of
evidence that has been generated in South Africa on
the link between concurrency and HIV transmission,
and on the cultural and other factors responsible for
our high concurrency rates.

As described above, part of the reason for this has been
a peculiar reluctance to use race as an analytical vari-
able as regards to HIV. The origins of this racial blind
spot are not hard to fathom. Concepts of white racial
and cultural superiority were central to the ideology
of apartheid. Thabo Mbeki would later characterise
this ideology as one where black people were made to
feel ‘their inferiority by being reminded of their role as
germ carriers ... [and attend] schools where they learn
a history that pictures black people as human beings
of a lower order, unable to subject passion to reason'*
Given this background, when, in the early days of the
new non-racial dispensation, a new and lethal disease
that was sexually transmitted was found to dispro-
portionately affect black South Africans, it should not
be too surprising that the investigating experts biased
their assessments of aetiology towards socio-economic
factors. To suggest that cultural practices were respon-
sible might have sounded at best insensitive and at
worst racist. An example of these dynamics is a book
published earlier this year by a respected South African
professor of anthropology on the topic of how differ-
ences in sex networks explain the different HIV tra-
jectories in Uganda and South Africa.*' In the preface,
the author explains that he 'largely ignores race’; as he
explains, 'it appears to me that with respect to sex and
choice of sexual partners, race does not predict or de-
termine significant social differences' (p. xviii). The only
argument he produces to justify ignoring race is his re-
jection of apartheid, which sought to ‘convince South
Africans that they were more different from one an-
other than they in fact are’ This belief, he explains, ‘was
empirically, not just morally, wrong. | treat South Africa
as an African country and do not distinguish South Af-
ricans by race! Despite sexual behaviour being one of
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the most culturally varied of all human behaviours®
and despite the abundant evidence of the striking dif-
ferences in racial HIV rates, Thornton simply assumes
there are no differences in the makeup of sexual net-
works by race in South Africa. Because we reject apart-
heid, his argument seems to be, we must ignore all the
evidence to the contrary and simply assume away all
racial differences in sexual behaviour and sex network
makeup. Ironically, if this reluctance to venture into
uncomfortable psychological spaces explains part of
the origins of this denial of cultural/behavioural expla-
nations for HIV's rapid spread in South Africa (termed
third-generation denialism here), its origins have much
in common with South Africa’'s more famous forms
of HIV denialism. Both Mbeki's biological HIV denial-
ism (a virus can't cause a syndrome) and his second-
generation treatment denialism (which sought to en-
courage vegetables and vitamins over antiretrovirals)
had their origins in a similar psychological process,
which sought to downplay cognitions dissonant with
his belief in the dawn of an African renaissance.* More
important than the similarity in their origins, however,
is the similar effects that first- to third-generation
denialism are having in undermining HIV prevention
efforts. It is not just that the average South African
does not have a good idea of which sexual behavioural
factors are responsible for the high HIV rates, but an
unacceptably high proportion of leaders and experts in
the field do not either.

It is interesting to note how a country without this
legacy of race-based conflict, such as Uganda, was
able in a short space of time to undergo a process of
painful introspection which correctly identified and
successfully targeted the practices of multiple concur-
rent partnerships that were fuelling the epidemic.** It
is surely time for South Africa to rectify this blind spot
and venture into the psychologically painful but pro-
ductive places that Uganda did decades ago. One of
the reasons why urban legends are believed and spread
is because they construct and reinforce the conceptual
framework of the group within which they are told.
If we contrast the unquestioning acceptance of the-
poverty-explains-racial-HIV-differences thesis with
the amount of evidence underpinning it, then it fol-
lows that not only did its spread share certain features
in common with urban legends, but as with urban leg-
ends, its spread reveals more about the psychologies of
its followers than about the differential HIV spread it
purported to explain.
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