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Can we increase male 
involvement in AIDS 
treatment?

In their excellent Article (Aug 7, 
p 449),1 Margaret May and colleagues 
identify a risk factor for early mortality 
that seldom receives attention within 
the funding world or research environ-
ment: the issue of male mortality. 
Using their CD4 model, they found 
a 32% (95% CI 21–42) reduction in 
death in women compared with 
men—a fi nding consistent with the 

previous multicountry iDEA analysis2 
and a systematic review.3

Why, in the context of evidence-
based AIDS planning and increased calls 
for effi  ciency, does the inter national 
community not recognise this group 
of patients as increasingly vulnerable to 
morbidity and mortality?4 There are no 
advocacy groups demanding attention 
to this issue. Although possible 
explanations for increased mortality 
among men include men’s poor health-
care decisions, there is also a culture 
of blame. But does this warrant our 
neglect of this population? We think 
not. Just as women require targeted 
interventions to access timely testing 
and treatment, through settings such as 
antenatal clinics, opportunities that are 
specifi c to men and boys might increase 
access to testing and treatment.

In Uganda, men and boys are diffi  cult 
to enrol in testing and treatment, and 
have increased mortality compared 
with women and girls.5 Ad hoc HIV-
positive men’s groups reach out to other 
men to increase testing and acceptance 
of results. However, in our experience, 
funders are unsupportive or unwilling 
to provide assistance to male-targeted 
interventions. Thus, male groups 
lack the sophistication of the female-
focused eff orts and are unsustainable. 
Men, whether we blame them for their 
behaviours or not, represent a necessary 
population to engage with.
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incidence of tuberculosis. At the 
2010 International AIDS Conference, 
MSF presented data from Lesotho 
showing similar decreased mortality, 
need for hospital admission, and loss 
to follow-up. In the USA and Europe, 
early treatment initiation is the norm 
because of clear clinical benefi ts.

In the face of mounting pressure, 
the USA reversed its rationing policy 
in Uganda, theoretically allowing for a 
continued scale-up. There is room for 
changing course.
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