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DECONSTRUCTING AIDS

A growing manher aof doctors and sciontists are CCORDING TO the World
Health Organisation, about

questioning the received wisdom abour AIDS, ELENT 5.5 million sub-Saharan
PAPADOPOULOS-ELEOPOULOS und VALENDAR F. Africans have AIDS—
TURNER look at the alleged AIDS epidemic in Africa. Africa is apparently in the grip of an

AIDS pandemic. (In the USA 300,000
people have AIDS.) AIDS in Africa
has been portrayed as providing two
important lessons for the West. The
first is that Africa is an example of the
potential devastation that AIDS can
unleash. the second that by heterosexual
transmission AIDS will eventually
overtake the West. However, there is
no convincing evidence that millions
of Africans are infected with HIV,
the putative cauvse of AIDS, or that Afri-
can AIDS is heterosexually spread.

The only evidence that some Afri-
cans are “infected” with a virus called
HIV is indirect, and involves the ran-
dom testing of Africans’ blood for the
presence of antibodies that react with a
collection of so-called HIV proteins. If
“HIV proteins” (present in the test kits)
only reacted with HIV antibodies, there
would be no problem. Unfortunately,
this is not so. Antibodies produced in
response to the presence of one foreign
agent may also react with another, dif-
ferent, foreign agent, and the more
infectious agents that a person has been
exposed to, the greater the likelthood
that such “cross-reacting” antibodies
will be present. Ruling out cross-reac-
lions between the “HIV proteins” and-
the plethora of other antibodies present
in individuals constantly exposed to
microbial agents can be achieved only
by measuring how good a match there
is between the antibody reactions and
the presence or absence of HIV itself.
This has never been done. So in Africa
no-one knows whether the antibody
tests are specific for HIV (ie, whether a
positive test really means HIV infec-
nond, :

Many AIDS experts accepted this
fact even at the beginning of the AIDS
era. Earlier this year, Myron Essex, a

Eleni Papadopoulos-Eleopoulos is
Jrom the department of medical physics
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deparmment of emergency medicine,
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leading American researcher, and his
colleagues from Harvard University,
discussing their experimental data on
HIV antibody testing in Africa, again
said that the HIV antibody tests “may
not be sufficient for HIV diagnosis in
AIDS-endemic areas of central Africa
where the prevalence of mycobacterial
diseases [leprosy, tuberculosis and oth-
ers with antibodies that cross react] is
quite high”. Thus there is no certainty
that large numbers of Africans are actu-
ally infected with the putative agent,
HIV.

AIDS experts also agree that acquired
immune deficiency (the “AID” in AIDS)
is Jong-standing in Africa. This has been
caused by malnutrition, certain well-
known viruses and diseases such as
malaria and tuberculosis, ali of which are
known to exert a major depressant action
on the immune system.

Nonetheless, in Africa, unlike in the

West, patients are classified as having
AIDS without laboratory proof that
they have either immunodeficiency or
HIV infection. All they need are vari-
ous clinical indications.

But the conditions accepted as form-
ing the “S” (Syndrome) in “AIDS" in
Africa bear no relationship 10 AIDS in
the West. In the West, AIDS consists
of a person having one or more of
about 27 relatively rare diseases. In
Africa, AIDS, as defined by the World
Health Organisation 1986-1987 Bangui
African AIDS definition, is no more
than a collage of common symptoms
and signs such as cough, fever and diar-
rhoea, and a few diseases, some of
which have been endemic in Africa for
generations. These include the cancer
Kaposi’s sarcoma, a description of
which is contained in the Ebers papyrus
dating from 1600BC. (In the West,
Kaposi’s sarcoma is restricted to gay
men.) Of the 661 million people in
sub-Saharan Africa, 2-3 millicn have
active TB with an annual mortality of
790,000. Despite this and the fact that,
in adults, “HIV infection™ usually fol-
lows TB infection, TB has now become
an AIDS-defining illness: indeed,

30-50 per cent of African “AIDS™
deaths are actually from TB.

Many AIDS experts also expect us
to beljeve that, unlike in the West,
AIDS in Africa is spread predominantly
by heterosexual contact. As the number
of heterosexual cases in the West is too
small to be statistically meaningful,
the African “evidence” is used to predict
the same predicament in the West.
The claim of heterosexual spread in
Africa is based on lack of evidence
of homosexual transmission or intrave-
nous drugs and the approximately
equal numbers of males and females held
to have AIDS as well as HIV-positive
test results. But this does not prove
that AIDS is heterosexually spread—
influenza and appendicitis also have
an equal sex distribution. Indeed, given
the fact that what is known as AIDS
in Africa has been present for centuries

TB has now become an AIDS-defining illness in Africa; indeed,
30-50 per cent of “AIDS” deaths there are actually from TB.

and was equally common in men
and women, and that positive BIV
antibody tests may be due to the pres-
ence of antibodies formed in response
10 malaria, tuberculosis, leprosy and
many parasitic diseases, one would
predict that in Africa an equal number
of men and women will have both
“AIDS” and positive antibody tests.

A disease is said to be caused by a
sexually transmitted infectious agent if
one infected partner, say the active part-
ner (man) transmits the agent/discase to
the passive partner {woman), who in tum
transmits the agent/disease to another
man. That is, heterosexually transmitted
diseases are transmitted bidirectionally,
from men to women to men. In the
West, the largest (thousands of cases)
and most judiciously conducted prospec-
tive epidemiological studies have proved
beyond reasonable doubt that in men and
women the only sexual act leading to the
acquisition of “HIV antibodies”™
(women) or “HIV antibodies™ and even-
tual AIDS (gay men) is passive
(receptive) anal intercourse. In other
words, in the West, “HIV antibodies”
and AIDS, like pregnancy, can be
acquired only by the passive partner.

This is strange enough: in the history
of medicine there has never been a sexu-
ally transmitted agent/disease which is
spread unidirectionally—but it is even

" stranger to consider that HIV/AIDS is

supposedly transmitted unidirectionally
in the west and bidirectionally
(heterosexually) in Africa.

he alternative is to agree with many

African physicians that positive
HIV antibody tests in Africa do not
mean infection with HIV and that
immunosuppression and certain symp-
toms and diseases which constitute
African AIDS have existed in Africa
since time imimemorial. According to
Professor P.A.K. Addy, head of clinical
microbiology at the University of Sci-
ence and Technology in Kumasi,
Ghana: “Europeans and Americans
came to Africa with prejudiced minds,
so they are seeing what they wanted to

see ... I've known for a long time that
AIDS is not a crisis in Africa as the
world is being made to understand. But
in Africa it is very difficult to stick your
neck out and say certain things. The
West came out with those frightening
statistics on AIDS in Africa because it
was unaware of certain social and clini-
cal conditions. In most of Africa,
infectious diseases, particularly para-
sitic infections, are common. And
there are other conditions that can
easily compromise. or affect one’s
immune system.” Dr Konotey-Ahulu
from the Cromweil Hospital in London
expresses a similar view: “Today,
because of AIDS, it seems that Africans
are not allowed to die from these condi-
tions [from which they used to die
before the AIDS era] any longer. If
iens of thousands are dying from AIDS
{and Africans do not cremate their
dead) where are the graves?” Accord-
ing to him, the uppermost guestion in
the minds of intelligent Africans and
Europeans in that continent is: “Why
do the world's media appear o have
conspired with some scientists to
become so gratuitously extravagant
with the untruth?” [ ]
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Reconstructing AIDS

IT IS hard to imagine that anyone,
let alone trained scientists, could read
the extensive scientific literature on
AIDS in Afiica and conclude, as
Papadopoulos-Eleopoulos and Turner
did recently (“Deconstructing AIDS",
October IM), that this public-health
catastrophe is a fiction.

Their argument seems to be that
most deaths attributed to HIV in Africa
are really due to “old” infectious dis-
eases, particularly tuberculosis, For
good measure, they also propose that
there is not much “real” HIV in Africa;
and even when it occurs, it is not trans-
mitted by sex.

It is true that the World Health
Organisation has endorsed a simpler
AIDS case definition in Africa because
of the lack of sophisticated diagnostic
laboratories required to identify the
AlDS-defining ilinesses recognised in
Western countries. The problem with
this definition is not so much that it
overestimates AIDS—if anything, it
misses cases that would have been clas-
sified as AIDS in the West. Validation
studies have shown that more than 90
per cent of the cases it detects are true
AIDS cases; that is, individuals who are
HIV seropositive, with advanced, HIV-
related diseases.

Other studies have shown the impact
of AIDS on mortality across sub-
Saharan Africa. In rural Uganda, more
than 52 per cent of all deaths over a
two-year period {1989-1990) were in
people infected with HIV, and the risk
of dying was 21 times higher in people
infected with HIV than people who
were uninfected. In Abidjan, Céte
d’Ivoire, HIV was the ieading cause of
male deaths in 1990, with |5 per cent
of deaths attributable to AIDS and a
further 26 per cent in HIV seropositive
men,

Dr Essex, of Harvard University,
and his colleagues did indeed show this
year that the simple screening test
(known as ELISA) for HIV can some-
times register a positive result in a
person without HIV. The presence of
leprosy antibodies seems to be one way
this can happen. What Papadopoulos-
Eleopoulos and Turner did not say is
that the more sophisticated HIV con-
firmatory test (known as Western blot)
is not fooled by the other antibodies. It
is extremely specific for HIV, and for
this reason is used routinely for diag-
nostic purposes and in studies of the

kind that time and time again demon-
strate an astonishingly high prevalence
of HIV in parts of Africa.

Though many people in Africa die
with both HIV and tuberculosis, it is
aonetheless clear that HIV is playing a
major role. Studies in Africa and West-
ern countries have shown that HIV
infection greatly increases the chance
of a person developing active tubercu-
losis. In Zaire, women infected with
HIV had a 26-fold increased risk of
developing tuberculosis compared with
HIV negative women, and in New
York, active tuberculosis developed in
4 per cent of HIV seropositive patients
and none of the 62 seronegative
patients examincd. Furthermore, a per-
son with HIV is much more likely to
develop tuberculosis that is resistant to
treatment than a person without HIV,

Papadopoulos-Eleopouios and
Turner perhaps reveal their world view
most clearly in their claim that “the
only sexual act {eading to acquiring
HIV infection is passive (receptive)
anal intercourse”. Why would they
choose to ignore the dozens of
epidemiologically validated studies
which show that HIV infection can be
iransmitted from women to men, and
from men to women through vaginal
intercourse?

Studies in Europe and North
America have shown that the efficiency
of female to male transmission of HIV
is somewhat lower than that of male to
female, and anal intercourse carries a
somewhat higher risk than vaginai
intercourse for the receptive partner.
But unless every person, male or
female, with HIV infection who claims
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a sexual history devoid of receptive
anal intercourse is a liar, thete is some-
thing seriously wrong with
Papadopoulos-Eleopoulos’s and Turn-
er's reading of the data. Did the 13,119
people (12 per cent) in Europe with
AIDS attributed to heterosexual contact
all tell lies about their sexual history?
The number of heterosexual cases is
hardly “too small to be statistically
meaningful” in the West.

The reality of heterosexual HIV
transmission in Africa is demonstrated
not by roughly equal numbers of male
and female cases, but by the higher
rates among sexually active, single men
and women, people with other sexually
transmitted diseases, and female prosti-
tutes and their clients. Also at higher
risk of having HIV are truck drivers,
businessmer and others who travel
within Africa. In sum, HIV has the
classic demographic profile of a sexu-
aily transmitted disease,

AIDS may conceivably not be the
biggest health problem facing Africa;
but it is killing large numbers of people
in their most productive years and leav-
ing their young children orphaned
across the continent. It is some time
since the African AIDS pandemic was
seriously viewed as a model for the dis-
ease's future course in the West; the
underlying social conditions are simply
too different. But this is no excuse for
dismissing an ongoing human tragedy
as somrething dreamed up by Western
scientists for their own amusement.

Associate Professor John Kaldor,
deputy director, and Lesley Ashton,
epidemiologist, National Centre in
HIV Epidemiology and Clinical
Research, Sydney, NSW.

DRs PAPADOPOULOS-ELEO-
POULOS AND TURNER REPLY:
In the Ugandan study referred to, $,389
rural subsistence farmers were tested
for “HIV antibodies” and over the next
two years 109 out of 9012 found nega-
tive and 73 out of 377 found positive
died. However, only five of the posi-
tives died of “AIDS”, The authors did
not list details of the five “AIDS™
deaths, but an accompanying commen-
tary from the US Centre for Disease
Control implied that they were due to
“tuberculosis, other pneumonias, and
diarrhoeal diseases”. In the Cote
d'Ivoire study, 698 adult corpses were
examined and had blood tests. Deaths
were considered due to “AIDS” if the
corpses had physical signs satisfying
the Bangui African AIDS definition, or
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if the diagnosis before death was
“AIDS, retroviral disease, wasting,
pneumonia, chronic diarrhoea,
extrapulmonary tuberculosis”. Because
pulmonary tuberculosis was not
inciuded, the researchers claimed
underestimation of the number of
“AIDS" cases. Under this guise, AIDS
was the cause of death in 16 per cent of
male and 15 per cent of female corpses.
Overall, 43 per cent of all males and 34
per cent of alf female with and without
“AIDS™ had a positive Western blot
{(WB) test. Of the “AIDS" cases, oniy
65 per cent had a positive test.

“Validation” studtes from Zaire and
Uganda have shown that 62-83 per cent
of "AIDS" patients had a positive test,
but so did 44 per cent with malaria, 97
per cent with shingles, 41 per cent with
carcinoma, 33 per cent with piles and
42-87 per cent of women with
amenorrhoea (cessation of menstrual
bleeding). Thus in Africa, all that is
“validated” is an abundance of “AIDS"
without “HIV antibodies” and con-
versely, a wealth of "HIV antibodies”
with non-"AIDS" diseases.

Neither the cause of a disease nor
even infection with a putative agent can
be validated with antibody tests. The
blood of patients with glandular fever
(caused by a virus) coatains antibodies
which react with the red blood cells of
horses and, indeed, this antibody test is
used in the laboratory diagnosis of
glandular fever. However, patients
with glandular fever are not infected
with horse blood nor is horse blood the
cause of this disease. The most one can
say about people who have antibodies
that react with so-called “"HIV pro-
teins”, thatis who are HIV positiye. 1s
that they ffave an ogeased risk of
developing and dying from “AIDS™
and non-"AlIDS" diseases. The only
way to show that a positive antibody
test proves HIV infection is to compare
the test results with the presence or
absence of HIV in the patient, that is, to
use HIV isolation as a gold standard.
This has not been done and could not
be done because, despite claims to the
contrary, nobody has yet 1solated HIV.
Thus the specificity of the HIV anti-
body tests, including the WB, cannot
presently be determined, a view
accepted by one of the world's best-
known HIV/AIDS epidemiologists,
William Blattner, from the US National
Cancer Institute. He says: “One diffi-
cuity in assessing the specificity and
sensitivity of retrovirus assays (HIV is
a retrovirus] is the absence of a final
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‘gold standard’. In the absence of gold
standards for both HTLV-1 and HIV-1,
the true sensitivity and specificity for
the detection of viral antibodies remain
imprecise.”

Essex did use the WB and on page
298 there are several photographs
clearly illustrating that the WB is
“fooled” by other antibodies: “WB
cross-reactivity occurred with ail HIV-
| products [proteins] . . . leprasy
patients and their contacts show an
unexpectedly high rate of false-positive
reactivity of HIV-1 proteins on both
WB and ELISA . .. ELISA and WB
may not be sufficient for HIV diagnosis
in AIDS-endemic areas of central
Africa where the prevalence of
mycobacterial disease is quite high.”
(Leprosy and two of the common AIDS
defining diseases, tuberculosis and
MAC, are caused by mycobacteria).

We have been misquoted as saying
“the only sexual act leading to acquir-
ing HIV infection is passive (receptive)
anal intercourse”. We went to great
pains not to g0 beyond the data and in
fact said “the only sexual act leading to
the acquisition of “HIV anubodies™
{(women) or "HIV antibodies™ and
eventual AIDS (gay men) is passive
{receptive) anal intercourse™. There is
no proof that “HIV antibodies” is syn-
onymous with "HIV infection™.

QOur world view 1s that of basic sc1-
ence, but epidemiology suffices to
show that passive anal intercourse
praciised by either sex is the risk factor
which leads to the acquisition of a posi-
tive antibody 1est, whatever that may
mean, and AIDS. This was the conclu-
sion of a review published last year by
Van Griensven and Careres examining
more than 25 large studies on gay men:
... It can be said that the cited reports
yield convincing evidence that unpro-

«ccted anogenital receptive intercourse
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poses the highest risk for the sexual
acquisition of HIV-1 infection . . . no or
no consistent risk of the acquisition of
HIV-1 infection has been reported
regarding insertive intercourse.” {f
HIV is a sexually transmitted agent and
the 13,119 AIDS cases “attributed to
heterosexual contact™ were caused by
HIV, given the fact that even the most
sexually active gay men are not as pro-
miscuous as prostiiutes and the claim
that HIV is transmitted more efficiently
from “male-to-female’ then one would
expect the same percentage of prosti-
tutes as gay men to have a positive
“HIV antibody™ test. In 1984, about 30
per cent of European gay men had a
positive “HIV antibody” test. In Spatn,
of 519 non-intravenous drug-using
(NIVDU) prostitutes tested between
May 1989 and December 1990, only 12
{2.3 per cent) had positive WB. Some
prostitutes had as many as 600 partners
a month and the development of a posi-
tive WB was directly related to the
practice of anal intercourse. The
authors also noted: A more striking
and disappointing finding was the low
proportion of prostitutes who used con-
doms at all times, despite the several
mass-media AIDS prevention cam-
paigns that have been carried out in
Spain.” In 1990 and 1992, in two Scot-
tish studies, not one NIVDU prostitute
was found WB positive. In the 1993
“EBuropean working group on HIV
infection tn female prostitutes study™,
onlv nine (1.2 per cent) of 756 NIVDU
prostitutes were found WB positive.
These nine included three with another
risk factor {blood transfusions} but not-
withstanding, the prevalence of a
positive WB among these prostitutes is
the same as that for a population of
89,547 hospital patients ar no known
risk for AIDS or HIV infection studied
at 26 hospitals in 1988-1989 in the
United States (1.3 per cent). Closer to
home, of 53,903 Filipino prostitutes
tested between 1985 and 1992, 72 (0.13
per cent) were found positive. Are
these data consistent wi.h ‘the classic
demographic profile of a sexually
transmitted disease™? One cannot but
agree with Zimbabwean scientist
Richard Chirvumata that for one third
of heterosexual adults in some central
and east African countries to be, as it is
claimed, infected with HIV, “life in
these countries must be one endless
orgy’.
Dr . Eleni Papadopoulos-Eleopoulos
and Valendar F. Turner
Royal Perth Hospital, WA.
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with the same precision a poet would

use in writing them. It scems a pity that

a great poct cannot read them with
equal precision.

Marion Halligan

Chair, Literature Board

Redfern, NSW.

LES MURRAY REPLIES:

IN 1993, I was privately informed by
a now highly placed member of the
Australia Council who of course cannot
be named that a further “Keating” would
be mine for the asking. This is the offer
to which I referred in my column.

The AIDS Debate

QUESTION: WHAT do the HIV
epidemic, the Holocaust and tobacco
smoking have in common, besides
having caused the deaths of millions
of people?

Answer: Each one has given rise to
small armies of noisy sceptics who are
prepared to endlessly argue that it has
been unjustly incriminated as a major
cause of human suffering and death.

In the case of tobacco, most sceptics
can be easily linked to vested interests
of one kind or another; those who dis-
miss the Holocaust may be driven by
whatever dark forces in human nature
gave rise to the Holocaust itself. The
HIV sceptics are of a different kind
again: many are scientists, often with
established reputations, and do not
seem to have ulterior motives or be part
of a visible conspiracy.

Such technically knowledgeable
sceptics pose particular challenges for
both the lay press, and the established
experts in their field of attack. On the
one hand, journalists and editors find
it hard to assess the sceptics’ claims

without sccking the advice of the very
pcople, namely established experts,
whose opinions are the targets of the
sceptics’ attack. The established
experts, on the other hand, have to
balance their responsibility to engage
in public dcbate and education against
a strong instinct not to dignify the scep-
tics’ arguments by attempting to refute
them. Their task is further complicated
by the fact that the sceptics often
present their cases with grains of fact,
which are used to distract from other-
wise overwhelming evidence against
their case; meanwhile, the public is left
bewildered, as the main points are lost
in a maze of technicalities.

In October 1994, The Independent
Monihly chose to publish the claims by
Eleni Papadopoulos-Eleopoulos and
Valender Turner, two employees of
Royal Perth Hospital, that there was no
epidemic of a fatal, sexually transmit-
ted virus in Africa; that somehow the
Western scientific community had
manufactured the African AIDS
epidemic for its own amusement. We
respondcd to this article in a letter
which presented the main evidence,
accepted by the vast majority of the
global scientific community, that the
epidemic of AIDS in Africa, and else-
where, is all too real. The Independent
Monthly published our letter, but also
published a rejoinder from Papadop-
oulos-Eleopoulos and Turner, in which
they again pushed their arguments
against the existence of the African
AIDS epidemic.

It is our opinion, and that of a
number of our scientific colleagues,
that to continue a point-by-point
critique of all these arguments would
not be edifying at this stage. Perhaps
the extreme nature of Papadopoulos-
Eleopoulos and Turner’s position is
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best illustrated by their claim that
“nobody has yet isolated HIV”. This is
an assertion that is met with incredulity
by the dozens of laboratory scientists in
Australia, working in nationally
accredited laboratories, whose daily
work involves isolation of HIV. Since
it was first described by Barre-Sinoussi
and colleagues at the Pasteur Institute
in 1983, HIV has satisfied all defini-
tions of viral isolation, whether by
propagation in cell culture, identifi-
cation of viral gene structures and
proteins, and visualisation using
electron microscopy. No other human
virus has been more intensively investi-
gated and characterised in such a short
period of time as HIV.

We do not question Papadopoulos-
Eleopoulos and Turner’s sincerity, nor
their right to express their point of
view. There can nevertheless be a fine
line between healthy scepticism and
deliberate disinformation. In the name
of all people and communities affected
by HIV, we urge The Independent
Monthly to be extremely cautious in
future before providing a forum for
claims that AIDS is not a serious
problem, or that it is not caused by a
sexually transmissible virus.

Professor John Kaldor, deputy

director and Lesley Ashton,

epidemiologist, National Centre in

HIV Epidemiology and Clinical

Research.

This correspondence is now closed—
Ed.

Democracy In Action

IN AUSTRALIA, the political
prisoner has a long and honoured his-
tory. Hence it is with understandable

pride that I report having been one of
the first political prisoners for 1995.
My crime was failure to vote at the last
federal election.

I was, of course, given a choice:
$150 or 24 hours. As a pensioner (age
68), that sum represents one week’s
income, so having far more time than
money, I chose the latter.

I felt—and still feel—that simply
locking people up in their own little
cell is somewhat negative. Surely we
could learn from other countries. For
example, Red China and Stalinist
Russia had re-education centres which
achieved a high success rate. We have
here a new growth industry. However,
the exact name will have to be chosen
with great care as the term “correc-
tional centre” has already been taken
over by the maximum security jails.

Perhaps I can pass along some advice
for those contemplating going in. Before
I'toured Russia 10 years ago, I was given
several hints which proved valuable:
take your own toilet paper and stomach
powders—also plugs for basins and
baths. I must report that the Australian
jails are no better than the two-star Rus-
sian hotels. You must smuggle in your
own toilet paper and soap.

Another optional extra is ear-plugs.
Throughout the night, business was
brisk but a number of the clients lacked
a sense of decorum. Perhaps you could
take along your own QUIET PLEASE
sign and fix it up near the entrance.

Choose your clothing carefully. The
lights stay on all night so wear a cap
and scarf to cover the eyes. Even in
summer, cells are cold, so wrap up
well. Long winter underwear is not a
bad idea as you can then take off trou-
sers and jacket. Youreceive two
blankets but no pillow, so one blanket
has to be used as a pillow and the
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warmth of the other tends to be
inadequate. I would suggest to other
non-voting pensioners that they wear
two pullovers so that one can be taken
off and used as a pillow.

Make sure the pockets contain no
extraneous objects. I had in mine
several half-used packets of seeds, and
naturally this was a worry as I know for
a fact that the local sergeant is a keen
gardener.

But there is no need to worry about
the food. It is simple but good, except
for breakfast—toast and jam is not the
right fare for a diabetic.

Naturally I appreciate the opportunity
I have had to see Australian democracy
in action, and I look forward to the
March state elections, even though they
will, I presume, entitle me to a stay of
only 12 hours. One can hardly expect to
receive overnight accommodation with
room service just for failing to vote for
our state worthies.

Don Calman
Portland, NSW.

CORRECTION

Due to errors in the final subbing of
the February issue of The
Independent Monthly, there were
three errors in the private sector
remuneration list in “Women
Who’ve Won”. The table should
have listed Patricia Cross (NAB—
estimated salary $350,000+ inc.
bonus) as 5; Carolyn Hewson
(Schroders Australia) as 9; and
Helen Nugent (Westpac) as 10.

WIN A SHEAFFER PEN

The Sheaffer Pen Company has
generously offered a Chinese Laque
fountain pen and ball pen set valued at
$570 to be awarded to the writer of the
most interesting letter published each
month in The Independent Monthly.
The February award went to William
Atkins of Newtown, NSW.

MAZDA V6 ASTINA WINNER

The winner of the new Mazda V6
Astina on offer in The Independent
Monthly’s subscription draw open to all
new and renewing subscribers from
June 29, 1994 through to January 24,
1995 was Mr B. McCausland of
Rosemeadow, NSW.
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