ANNEXURE RD

EXPERT AFFIDAVIT:  ROBERT EDWIN DORRINGTON

I, the undersigned,

ROBERT EDWIN  DORRINGTON

do hereby make oath and say that:

1. I am a Professor of Actuarial Science and the Director of the Centre for Actuarial Research at the University of Cape Town.    

2. I am an actuary and a demographer and have the following qualifications:  BCom (University of Natal-Durban), BSc (Hons) (University of Cape Town); BA (University of South Africa); MPhil (University of Cape Town); Fellow of the Institute of Actuaries (London) and Fellow of the Actuarial Society of South Africa).  I currently serve on the South African Statistics Council, the Research Monitoring and Evaluation Task Team of South African National AIDS Council, and on a national reference group to assist Statistics South Africa with producing official mortality tables and population projections.   I refer to my curriculum vitae annexed as RD1.
3. The allegations contained herein are true and correct and, save where the context indicates otherwise, are within my personal knowledge.  To the extent that I rely on information received from others, I believe that such information is true and correct.  I respectfully submit that I am by my training and experience duly qualified to express the views and opinions that I express in this affidavit. 

4. I am first author of the Medical Research Council (MRC) report entitled “The impact of HIV/AIDS on adult mortality in South Africa” dated September 2001 referred to more fully below.   The purpose of the MRC research was to derive mortality rates using the data from the population register and compare them with those projected by the AIDS projection models to see if they would confirm the expected impact of the epidemic on mortality.

5. I have been requested by the AIDS Law Project, who I am advised is acting on behalf of the various complainants in this matter, to furnish the Competition Commission (the Commission) with information regarding the impact of HIV/AIDS on mortality.

6. Should the Commission wish to contact me during the course of its investigations, I can be contacted at University of Cape Town, Private Bag, Rondebosh, 7700, or rdorring@commerce.uct.ac.za, or (021) 650-2475. 

7. Estimating the exact impact of HIV/AIDS on mortality is not a simple task since there are many uncertainties surrounding the dynamics of the spread of the virus and subsequent passage to death. In addition there are difficulties in deciding on the level of overall mortality in South Africa since not all deaths are registered.  However, determining an order of magnitude of the impact is well within the capabilities of a trained demographer.

8. According to the demographic projections that have been conducted, about 6 million people are currently infected with HIV and, unless they receive treatment that would increase their life expectancy, most of these people will die within the next 10 years.  It is clear that HIV/AIDS is estimated by all demographers (at least outside Government) to be having a devastating effect on the population and it is undoubtedly the leading cause of death these days in South Africa. 

9. Estimates of the impact of HIV/AIDS on mortality have been based to some extent on models. The approach adopted to explain and predict the demographic impact of HIV/AIDS is to create a model and then to see how well it explains or predicts future empirical evidence.  Because of the use of models, the estimates attract criticism, though critics are often unaware that we use models in much of our daily lives and are not unusual at all.  For example, the fact that we expect the sun to rise tomorrow morning is based on a model of how our solar system arrived at its present position.  Models are often based on extensive empirical verification, but this is by no means always so.

10. Essentially the models attempt to track the number of people (becoming) infected. Knowing when people become infected one can then estimate when they are likely to die (using an estimate of survival from various empirical studies).  Thus the estimates of the number of deaths depend very much on the number infected (or prevalence rates) that the model is attempting to track.  The measure that is used is invariably confined to pregnant women attending public antenatal clinics, often based on a national antenatal survey conducted each year by the Department of Health.  Models then have to make assumptions as to the prevalence of infection in the rest of the population (e.g. other women, partners and children of all these women) for a given level and trend in prevalence of pregnant women attending public antenatal clinics.

11. While there is undoubtedly uncertainty concerning all these assumptions and indeed even some uncertainty about how well the national antenatal survey measures the prevalence amongst pregnant women attending these clinics, these uncertainties are not large enough to impact on the ultimate order of magnitude of the demographic impact of the epidemic.  

12. The work of the Medical Research Council (MRC) team
 went one step further by comparing the number of deaths projected by the models (in particular, the ASSA600 version of the AIDS and Demographic model produced by the Actuarial Society of South Africa (ASSA)
 with estimates of the number of deaths, derived from deaths recorded from the population register, independently adjusted for estimated under-registration. This comparison found that the overall level and age distribution of the number projected by the ASSA600 model was quite close to the estimated number of actual deaths (although there was some evidence that that model exaggerated the number of female AIDS deaths while underestimating the number of males non-AIDS deaths).

13. The research clearly identified that not only was there an increase in the number of deaths but that there was a change in the age distribution of the deaths which correlated with that projected by the models which tracked the prevalence of HIV, and from this projected the number of expected deaths due to AIDS.  The research went on to investigate the likelihood that this change could be due to some other factors (such as violence, the reincorporation of the “homelands”, etc). This investigation found that none of the explanations proffered were plausible accounts of the pattern and level of deaths being observed. In addition, it was also observed that the patterns of mortality increase observed in South Africa closely matched those seen in Zimbabwe some eight years previously (roughly the lag between the time of the rise in prevalence rates in the two countries).

14. On the basis of this and other research it was concluded that AIDS deaths accounted for approximately 25% of all deaths in South Africa in the year 2000, and 40% of the deaths in the 15-49 age range, making it the single biggest cause of death in South Africa. This conclusion was reached both by comparing the registered deaths in 1999/2000 with those in 1985 (after correcting for under-registration in both years) and by modelling. Projections using the ASSA2000 model
 (developed from the ASSA600 model taking into account this and other research) suggest that by the year 2010 this proportion will, without treatment, have risen to something in the region of two thirds. By the year 2010 it is estimated that without treatment some five to six million people in South Africa will have died of HIV/AIDS.

15. Most models project that HIV/AIDS will have a significant impact on mortality.  For example both the United Nations
 and the US Bureau of the Census
 project that HIV/AIDS have resulted in and will result in many more deaths by 2010 than is projected by the ASSA 2000 model.  This is not without exception.  For example, the Metropolitan Doyle model estimates in the past have been lower but much of that difference has been due to different assumptions as to population size and the level of non-AIDS mortality.  Today their estimate
 of the number of deaths by 2010 is only slightly lower than that of the ASSA 2000 model, indicating that they too see AIDS as the leading cause of death in this country.

16. The only body seriously to question the estimates produced by the MRC and ASSA are Statistics South Africa (SSA), but to date SSA have not produced any statistics of their own and have not claimed that the figure should in fact be lower.  They expressed, via a statement to the media, having “difficulties with the MRC’s findings that 40% of adult deaths are the result of HIV/AIDS”.  This unease was said to stem from the fact that there are many things researchers don’t understand about the epidemic and the rejection of the use of models on the grounds that they could be based on faulty data or assumptions.

17. SSA attempted to demonstrate this by arguing that the probability of transmission could be reduced in the model (based on empirical evidence from one study) and the model would then project that one to two million (instead of five to six million) people would die of AIDS by 2010. However, SSA ignored the fact that the model they had created no longer reproduced the levels of prevalence being observed in South Africa (at the antenatal clinics) and hence was implausible. Attempts to alter other assumptions to rectify this misfit result in the number of deaths being increased back up to the five to six million level again.

18. While criticising the results obtained by the MRC, SSA did not provide their own estimates, arguing rather that things were too unknown and uncertain to do so.  However, careful inspection of the mid-year population estimates released by SSA over the last three years
 shows that they recognised that HIV/AIDS is having a significant enough impact for it to be allowed in the SSA estimates. Over the most recent three years these estimates have allowed
 for the following deaths accumulated since 1996, which they then deduct from their projection for the years 2000, 2001 and 2002: 394 258, 232 321 and 282 303 respectively.  By way of comparison the numbers from the ASSA 2000 model are approximately 266 000, 432 000 and 661 000.  Unfortunately SSA do not make clear their method, although they do indicate that certain limits were placed on the magnitude when they derived their estimate. However, the implausibility of the trend over time of their estimate suggests that it cannot be taken too seriously. 

19. According to the models referred to above, well over five million people are currently infected with the virus and, unless they receive treatment that would increase their life expectancy, most of these people will die within the next 10 years. It is clear that HIV/AIDS is estimated by all demographers outside Government to be having a devastating effect on the population and is undoubtedly the leading cause of death these days in South Africa.

_____________________________

ROBERT EDWIN DORRINGTON

I CERTIFY THAT THE DEPONENT HAS ACKNOWLEDGED THAT HE KNOWS AND UNDERSTANDS THE CONTENTS OF THIS AFFIDAVIT WHICH WAS SIGNED AND SWORN TO BEFORE ME AT CAPE TOWN ON THIS ________ DAY OF OCTOBER 2002 AND THAT HE HAS NO OBJECTION TO TAKING THE PRESCRIBED OATH AND CONSIDERS SAME TO BE BINDING ON HIS CONSCIENCE.

________________________
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