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Sir,
Two important aspects of daily life that affect our health and 
wellbeing are exercise and diet (1), which, in addition to their 
role in the prevention of diseases, are also crucial in treatment 
and rehabilitation. Moore (2) states that, since the 1960s, 
exercise has been promoted as a method of extending life, 
particularly through prevention and moderation of cardiovas-
cular diseases. In the 1980s, research and clinical applications 
for exercise expanded to populations with a variety of chronic 
diseases and disabilities, for whom exercise is more funda-
mentally related to quality of life. Moore (2) further states that 
research findings have shown that perhaps the greatest potential 
benefit of exercise is its ability to preserve functional capacity, 
freedom and independence.

The medical world is well aware of the benefits associated 
with exercise. These include: reduction in the risk of cardio-
vascular diseases; reduction in the risk of diabetes; increase 
in bone mass; maintenance of physical work capacity during 
ageing; increased longevity; increase in immune function 
and the conservation of lean tissue during HIV infection. In 
relation to the last-mentioned benefit, it has been shown that 
moderate interval aerobic exercise for at least 20 min 3 times 
a week is safe (in terms of immune function) and can lead 
to clinically significant improvements in cardiopulmonary 
fitness and psychological well-being for adults living with 
HIV/AIDS (3–6). 

Exercise can also help lessen the effects of lipodystrophy, 
which is an abnormal body fat condition that is a common 
side-effect of antiretroviral medication (7). Antiretroviral 
therapy creates the challenge of managing the many side-
 effects of these lifesaving drugs. These side-effects include 
the following: metabolic complications, such as dysglycaemia, 
diabetes mellitus, dyslipidaemia, lipodystrophy and lactic 
acidosis, as well as HIV-associated bone disorders, including 
osteoporosis, avascular necrosis and hypertensive reactions 
(8). Research findings indicate that exercise can play a vital 
role in the management of the above-mentioned conditions as 
part of the management and rehabilitation regime of a patient 
with HIV/AIDS (9).

HIV/AIDS has spread rapidly in Botswana since the first 
official case was reported in 1985. The epidemic has reached 
crisis proportions, with 330,000 people living with HIV/AIDS 
by the end of 2003. This implies that, by the end of 2003, 
more than one in every 3 adults was infected (37.3% of adults 
aged 15–49 years) (10). Young women in Botswana are at 
disproportionately high risk of HIV infection compared with 
young men. Thirty-four percent of females aged 15–24 years 
are living with HIV/AIDS, compared with 16% of males in 
the same age group. However the male to female ratio for HIV 
infection tends towards 1:1 in the older age groups. 

Botswana’s capital city, Gaborone, has a population of ap-
proximately 186,000 (CSO, 2002), and the Botswana 2001 
HIV Sero-prevalence Sentinel Survey of pregnant women, 
showed that 24, 386 (13%) of women (whether pregnant or not 
pregnant) in Gaborone who are sexually active (aged between 
15 and 49 years) were HIV-positive. The survey also revealed 
that 38.6% of pregnant women (aged 15 – 49 years) were 
HIV-positive. A rather disturbing figure of 28.8% HIV-positive 
result were found amongst young women aged between 15 
and 19 years (whether pregnant of not pregnant). According 
to the World Health Organization, life expectancy in Botswana 
for 2002 was 40.2 years. Excluding neonatal deaths, diseases 
of pulmonary circulation and other forms of heart diseases 
and hypertension rank among the 12 major causes of patient 
morbidity and mortality (11). 

In order clearly to establish the need for exercise rehabilita-
tion therapy as part of the rehabilitation regime in Botswana to 
be supported by the Ministry of Health, a descriptive survey of 
patient referrals was made over a period of 5 years (2003–07). 
Patients were referred to the author on an advisory basis, as 
a lecturer and biokineticist (exercise rehabilitation therapist), 
at the University of Botswana. Upon presentation, detailed 
records were taken indicating the disease/illness/disorder/
injury, age group, occupation, resting blood pressure and heart 
rate, medication use, and relevant information pertaining to 
operations undergone and family medical history.

The following summary gives an indication of the type of dis-
eases/disorders that were presented/referred to the author over 
5 years (2003–07), as well as the number of patients reporting 
specific disorders/illnesses/diseases/injuries for each category. 
Out of a total of 65 patients, 12 patients (18.5%) reported 
cardiovascular diseases, 6 (9.2%) were recieving antiretriviral 
treatment, 42 (64.6%) reported orthopaedic diseases/disabili-
ties, and 5 (7.7%) had neuromuscular disorders, all of which 
were manageable through exercise rehabilitation.

The 65 cases included in this survey cover all the main catego-
ries of diseases/disorders that were identified by the American 
College of Sports Medicine in which exercise/physical activity 
plays an important role as part of the rehabilitation regime (12). 
Research has shown that exercise/physical activity is a vital part 
of the rehabilitation regime that needs to be available in order to 
provide every patient with the best possible care and opportunity 
for recovery/management of diseases/disorders (13). In this con-
text, there is a need and place for exercise rehabilitation therapy 
as part of the rehabilitation regime in Botswana. 

REFERENCES

1. Central News Network [homepage on the Internet]. Can you diet 
your way to a longer life? CNN HEALTH 2003 [cited 2005 Jan 

the Need For eXerCiSe rehABiLitAtioN iN BotSWANA



318 Letter to the Editor

15]. Available from: http://www.cnn.com/2003/HEALTH/11/07/ 
calories.aging/index.html

2. Moore GE. Introduction to exercise management for persons 
with chronic diseases and disabilities. In: J. L. Durstine, editor. 
ACSM’s exercise management for persons with chronic diseases 
and disabilities (3–5). Champaign, IL: Human Kinetics; 1997. 

3. Nixon S, O’brien K, Glazier RH, Tynan AM. Aerobic exercise 
interventions for adults living with HIV/AIDS (Cochrane Review). 
The Cochrane Library 2004; 1: 1–2.

4. Rigsby L.W, Dishman RK, Jackson AW, Maclean GS, Raven PB. 
Effects of exercise training on men seropositive for the human im-
munodeficiency virus-1. Med Sci Sports Exercise 1991; 24: 6–12.

5. Rodger DM, Sheldon D, Birk TJ. Supervised exercise training 
improves cardiopulmonary fitness in HIV-infected persons. Med 
Sci Sports Exerc 1993; 25: 684–688. 

6. Shephard RJ. Exercise, immune function and HIV infection. J 
Sports Med Phys Fitness 1998; 38: 101–110. 

7. British HIV Association. The British HIV Association guidelines 
for the treatment of HIV-infected adults with antiretroviral therapy. 
London: The British HIV Association; 2003.

8. Wanke CA, Falutz JM, Shevitz A. Clinical evaluation and manage-
ment of metabolic and morphological abnormalities associated 
with human immunodeficiency virus. Clin Infect Dis 2002; 34: 
248–259.

9. HIVDENT [homepage on the Internet]. 2000 [cited 2005 Jan 16]. 
Available from: http://www.HIVdent.org

10. UCSF Centre for HIV Information [homepage on the Internet]. 
2005. HIV Insite. Regent of the University of California [cited 2005 
Jan 16]. Available from: http://www.hivinsite.ucsf.edu/ global

11. Central Statistics Office [homepage on the Internet]. 2002 [cited 
2005 Jan 15]. Available from: http://www.cso.gov.bw/

12. Ministry of Health, Government of Botswana [homepage on the 
Internet]. 2003 [cited 2005 Jan 15]. Available from: http://www.
cso.gov.bw/html/health/tab_health11

13. American College of Sports Medicine (ACSM). Exercise manage-
ment for persons with chronic diseases and disabilities. Champaign, 
IL: Human Kinetics; 1997.

14. Griffin, JC. Client-centered exercise prescription. Champaign, IL: 
Human Kinetics; 1998.

Submitted February 11, 2008; accepted February 15, 2008

Ronel Marais 
Department of Physical Education, Health & Recreation, 

University of Botswana, Gaborone, Botswana.  
E-mail: maraisr@mopipi.ub.bw 

J Rehabil Med 40


