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Preface 
 

What do you do if ... university people, professors and scientists ... haven’t read ... 
won’t read? What do you do? 

President Thabo Mbeki 
Sunday Times 6 February 2000 
 

Just over five years ago, on 28 October 1999, after reading an early manuscript of the 
writer’s book Debating AZT: Questions of safety and efficacy (later published as 
Debating AZT: Mbeki and the AIDS drug controversy*), President Thabo Mbeki made an 
extraordinary announcement in Parliament: 

There..exists a large volume of scientific literature alleging that, among other 
things, the toxicity of this drug is such that it is in fact a danger to health. These 
are matters of great concern to the Government as it would be irresponsible for us 
not to heed the dire warnings which medical researchers have been making. I have 
therefore asked the Minister of Health..to go into all these matters so that..we 
ourselves, including our country's medical authorities, are certain of where the 
truth lies. 

Since it was – still is – almost universally believed that AZT is both safe and effective in 
preventing mothers from infecting their babies with HIV, and the government had been 
under intense pressure to spend billions on buying it for this purpose, President Mbeki’s 
statements ignited a local and international furore. ‘The President has been gravely 
misinformed,’ protested AZT manufacturer GlaxoWellcome (now GlaxoSmithKline) – 
and AIDS doctors, treatment activists and journalists everywhere agreed, all 
expostulating indignantly about how very irresponsible he was to make these statements.  

Taking no account of key research papers reporting the serious toxic effects of AZT, nor 
an explosive critical analysis of the molecular pharmacology of the drug just published in 
a leading academic medical journal*, the Medicines Control Council (MCC) 
disgracefully botched the enquiry that President Mbeki ordered, and suggested that he’d 
raised a false alarm. 

A few months later, however, the demand on the government to supply AZT to pregnant 
women switched to nevirapine instead – another exceptionally toxic drug. Citing the 
results of a single study in Uganda, HIVNET 012 – a total mess – credulous AIDS 
doctors, activists and journalists took to trumpeting that one magic-bullet dose of 
nevirapine given to a woman in labour and then to her newborn baby could protect the 
child being infected by its mother. So why, they all complained angrily, was the 
government dragging its heels by running a cautious pilot study, and not dishing it out to 
every HIV-positive pregnant woman showing up at public hospitals to give birth, and to 
her baby too, without further ado?    

The professional drug lobbyists and earnest AIDS doctors, cheered along by all the 
media, took their demands to court in 2001, and got a judge to force the government to 
ditch its UN-AIDS approved pilot study and to prescribe nevirapine from his bench to all 
HIV-positive mothers labouring in public hospitals and to their newborn babies, ordering 
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the government to supply the drug for this purpose. Why, the manufacturer was even 
offering it free. (For a while – like any savvy drug dealer.) 

In May 2002, the day before the government’s appeal against this order, the MCC 
publicly announced that it was reviewing its special provisional registration of nevirapine 
for use in maternity wards, in view of the fact that a few weeks earlier Boehringer 
Ingelheim had withdrawn its application to the Food and Drug Administration in the US 
for a similar licence, after the emergence of what the FDA described as ‘potentially quite 
serious problems’ with the conduct of the HIVNET 012 nevirapine trial. 

Entirely unfazed by this development, the learned justices of the Constitutional Court 
unanimously dismissed the government’s appeal – never mind that HIVNET 012 had 
been the lynchpin of the entire case. (Part Five of the writer’s essay The trouble with 
nevirapine* tells how one of their lordships got so stuffed on the moral meal they made 
of it that tired and emotional afterwards he actually burst into tears.)  

After finally falling in with the FDA and rejecting HIVNET 012 too, our MCC put 
nevirapine manufacturer Boehringer Ingelheim on terms in 2003 to come up with some 
other evidence that the drug is safe and effective – allowing its continued administration 
to women in labour and their babies in the meanwhile, without any support for this in the 
medical literature. But at least keeping the treatment activists’ tempers cool. 

This is where we come in. The six-month period that the MCC afforded the drug 
company to justify the continued special registration of nevirapine for perinatal use had 
long come and gone when on 22 June 2004 we wrote our first letter to the MCC 
enquiring how it was getting along with its review.  

The MCC’s stupefying response on 12 July was to issue a statement that it no longer 
supported the use of nevirapine taken solo – but that it now recommended that pregnant 
women henceforth be given AZT as well.     

With this announcement, the MCC took us back to square one. Not only was it still 
countenancing the use of AZT in pregnancy, it was now actively recommending that it be 
given to pregnant women in South Africa, mostly black, mostly poor, in the teeth of 
many more serious foetal toxicity reports published in the medical literature since 
President Mbeki sounded the alarm in 1999. 

The Cabinet responded with a statement on 21 July noting the MCC’s ‘pronouncement 
..on problems of resistance in the usage of nevirapine as a monotherapy in preventing 
mother-to-child transmission of HIV’, and recording that ‘The Department of Health is 
reviewing the information in order to make a recommendation to Cabinet on the future 
course of action, taking into account information demonstrating that combined 
antiretroviral therapy is more effective and less risky. In the meantime, nevirapine 
monotherapy will be provided in public hospitals as is currently the practice, ensuring 
that mothers are given all the necessary facts so they can make an informed choice.’  

Our second letter highlighted the illogic of the MCC’s new position on nevirapine, and 
criticised its support for the use of AZT in pregnancy in view of the published toxicity 
literature concerning the drug. Our third and fourth letters covered our submission of the 
seminal AZT pharmacology analysis by Papadopulos-Eleopulos et al., mentioned above, 
along with another extensive paper by the same authors, the writer now included, Mother 
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to Child Transmission of HIV and its Prevention with AZT and Nevirapine: A Critical 
Analysis of the Evidence*, exposing the whole shambles, neither of which papers the 
MCC’s members had bothered to read, apparently. Our fifth letter corrected a date error.  

But it is the research findings concerning the demonstrated dangerous toxicity of 
AZT for unborn and newly born babies discussed in depth in our sixth, seventh, 
ninth an tenth letters that we expect you’ll find really shocking – after which we’ll 
be surprised if you disagree with the observation in our eighth letter that  

having regard to the corpus of published AZT toxicity data drawn to 
Council’s attention in our correspondence, we propose that any of its 
members still recommending the prescription of AZT to pregnant women 
and their newborn babies, mostly black, mostly poor, [must be] ignorant, 
lazy, simple, corrupt or depraved.  

Far from being ‘more effective and less risky’, as the MCC led the Cabinet to believe, 
you’ll soon appreciate that the MCC’s recommendation of AZT in combination with 
nevirapine in pregnancy exposes thousands of South African children, mostly black, 
mostly poor, to death, serious disease, immunological disorders, brain damage and other 
organ damage and/or sub-clinical but serious neurological injury from transplacental and 
post-natal poisoning.  

And although the Cabinet was concerned that ‘mothers are given all the necessary facts 
so they can make an informed choice’, you can bet your last cent that none of the toxic 
injury findings discussed in our letters will be communicated to African women being 
urged by AIDS doctors to swallow these chemicals while pregnant and to allow them to 
be squirted down their newborn babies’ throats. Because let’s be realistic: if they were, 
how many of them would agree to it? 

The look of it is that, faced with the horrible research data we have brought to their 
attention in our letters, the small clique of anonymous, secretive, unaccountable 
pharmaceutical industry sweethearts on the MCC sub-committee responsible for this 
appalling new recommendation will not have the brains, the integrity or the courage to 
reverse their blunder, because a public climb-down is going to be professionally 
humiliating – and difficult too, considering the pervasive influence of the pharmaceutical 
industry at our medical school campuses where the MCC’s decision-making ‘external 
consultants’ teach and busy themselves with research funded by lavish drug company 
grants. 

At the University of Cape Town, for instance, where medical academics have been 
particularly vocal in supporting the use of antiretroviral drugs in pregnancy, their dean is 
on Merck’s payroll via a front foundation that it funds, ECI; GlaxoSmithKline has 
endowed a professor’s chair; and need we say more about UCT’s Boehringer Ingelheim 
Lung Institute? Just for starters. 

If you’re in politics or human rights advocacy, press for the public disclosure of the 
identities of the drug industry cronies who recommended that pregnant women in South 
Africa, mostly black, mostly poor, be given AZT, and for a thorough public airing of 
their direct and/or indirect financial ties to the pharmaceutical industry. Call them to 
account; make them explain on record, on oath, in the public eye, how they can be 
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recommending that AZT be given to African pregnant women and their newborn babies, 
knowing how harmful it is.  

This, you’ll read, is now abundantly and incontestably established by peer-reviewed 
research findings, some very recent, published in the world’s leading medical and 
scientific journals, and summarised in our letters – so the MCC can’t say ‘We never 
knew’ anymore, as its members have been telling Dr Tshabalala-Msimang in their private 
phone calls to her since receiving them. Telling her too that they had been ‘amazed’ by 
our ‘detailed research’ of the toxicity literature, of which they’d been ‘unaware’. Well, 
obviously. 

If you’re in the media, publicise these research findings, following the heroic lead of your 
tenacious and fearless colleagues four decades ago. As John Braithwaite recounted in 
Corporate Crime in the Pharmaceutical Industry (Routledge&Kegan Paul, 1984), 
‘Investigative journalists played a more important role than health regulatory authorities 
in many parts of the world in saving children from thalidomide.’ Recalling Chemie 
Grunenthal’s indifference to his desperate efforts in November 1961 to persuade the 
German company to stop marketing thalidomide in view of the deformities it was 
causing, Dr Widukind Lenz confirmed that ‘the drug was withdrawn, largely due to 
reports in the press’. 

After that drug disaster doctors promised that never again would children be poisoned in 
their mothers’ wombs. How many children in South Africa, mostly black, mostly poor, 
need to be killed or injured by ‘antiretroviral’ drugs before doctors remember?  

Please act to prevent this impending atrocity in South Africa. 

 

ADV ANTHONY BRINK 
CONVENOR AND NATIONAL CHAIRMAN  
TREATMENT INFORMATION GROUP 
CAPE TOWN  

31 January 2005          

                                        

*Accessible online at www.tig.org.za  

 

A postscript: A letter from MCC Chairperson Professor Peter Eagles, dated 22 November 
2004, referring to our first two letters only, informed us that the MCC had engaged an 
‘independent expert’ to consider them. See our reply about this – which also mentioned 
(a) some breaking news from Associated Press about the deliberate, fraudulent 
suppression by top officials in the US National Institutes of Health of adverse findings 
concerning the safety of nevirapine and AZT for African babies, and (b) a massive 
retrospective study, just published, confirming that AZT and other antiretroviral drug 
treatment of pregnant women leads to ‘a very high neonatal mortality rate’ among their 
babies.  
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On the defensive over its advocacy of nevirapine in the light of AP’s revelations in mid-
December (reviewed in Part Nine of The trouble with nevirapine), Zackie Achmat’s 
Treatment Action Campaign has reaffirmed that AZT is its ‘drug of choice’ for pregnant 
women.  

Responding to the AP reports on behalf of fellow AIDS doctors, Dr Ashraf Coovadia, 
pediatric HIV clinic chief at Johannesburg’s Coronation Mother and Child Hospital, 
expressed the same medical consensus.  

What ‘the Rolls Royce’ of AIDS drugs, as he calls AZT, does to unborn and newly born 
children is the principal subject of this book. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
For further copies of Poisoning our Children telephone or email us, or print it off our TIG website. If you have any 
suggestions as to other individuals or groups likely to share your concern about the latest AZT and nevirapine foetal 
toxicity findings canvassed in this dossier – and what they predict for the health and well-being for generations of 
South Africa’s future young – we’d be grateful if you would pass their contact/mailing details on to us. (See cover.) 
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