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Time to treat

At the same time that we emphasize prevention, we must provide effective treatment for the 36 million people currently living with the infection, 95 percent of whom are in developing countries. These individuals will die early and painful deaths unless they have access to appropriate medical care, which can markedly extend life. Without treatment, they will leave behind grieving families, tens of millions of orphans, and social and economic devastation in the hard-hit regions. Treatment is not just a moral necessity, but a necessary component of economic stabilisation and an ultimate return to economic development in high prevalence areas of the world. It has also become much more affordable, with significant drops in prices of necessary medications. Total annual treatment costs, including drugs and medical services, are now around $500 to $1000 per year in sub-Saharan Africa, probably the same as the average annual income of the prime-aged workers being struck down by the disease. This makes such treatment cost effective in the aggregate terms described earlier, even if still unaffordable by the individuals themselves.

Report of the Commission on Macroeconomics and Health, presented to the Director-General of the World Health Organisation, December 2001
1. Introduction

A number of events and issues led to the decision by COSATU and the TAC to hold a National HIV/AIDS Treatment Congress. Over the last two years, conferences held by various organisations have led to resolutions calling for access to treatment to become part of  a comprehensive response to the HIV/AIDS epidemic in South Africa. The TAC first made a public call for a treatment plan in February 2001 in a memorandum handed over the Department of Health as part of a march to parliament. This call was given further impetus at TAC's First National Congress in March 2001. The call for a treatment plan was also made by meetings of COSATU’s Central Executive Committee (CEC) in April 2001 and April 2002. 

Furthermore, last year's National Health Summit, organised by the Department of Health, endorsed the implementation of antiretroviral pilot projects, a crucial part of a treatment plan.

To give substance to the idea of a treatment plan, TAC has organised several meetings with scientists, which have resulted in a number of research initiatives, including a project with the Centre for Actuarial Research (CARE) based at the University of Cape Town to determine the costs and benefits of various health interventions -- as opposed to allowing the HIV/AIDS epidemic to proceed unchecked. While this project is not yet complete, there is enough evidence from published research to indicate that failing to provide treatment will result in a massive drop in life-expectancy, an epidemic of orphans, the failure of an already struggling public health-care system, loss of human capital and immense suffering. 

Most important, a treatment plan for HIV/AIDS would fulfil the Constitutional obligation that faces the government to protect and promote rights life and dignity. This obligation has been described as follows by the Constitutional Court:

“The magnitude of the HIV/AIDS challenge facing the country calls for a concerted, co-ordinated and co-operative national effort in which government in each of its three spheres and the panoply of resources and skills of civil society are marshalled, inspired and led. This can be achieved only if there is proper communication, especially by government. In order for it to be implemented optimally, a public health programme  must be made known effectively to all concerned, down to the district nurse and patients.”

The Treatment Congress was called with the aim of mobilising the whole of South African society, including Government, civil society, business, unions, faith organisations and  PWAs, to discuss and debate the adoption and implemention of a treatment plan. The event was held on 27 to 29 June, 2002 at the Coastlands Conference Centre in Durban. The choice of venue (i.e. Durban) was intentional, highlighting that Kwazulu-Natal is the epicentre of the South African epidemic and one of the worst affected areas in the world. 

Approximately 900 people attended the Congress. The delegates represented a wide range of organisations and institutions across the country, including labour, faith-based organisation, Government, scientists, doctors, nurses, counsellors and a wide range of NGOs. There was significant international participation as well, including 14 African delegates from outside of South Africa. A more detailed description of the delegates is given below. 

The Congress was comprised of an opening rally, four plenary sessions, seven commissions, voluntary evening activities focussing on treatment literacy issues and a closing ceremony. At the opening rally, the delegates heard testimonies from people living with HIV/AIDS, a leading COSATU member whose daughter has HIV and a health-care worker at the frontline of the epidemic. Key-note speakers, including Prof Malekapuru Makgoba, Zwelinzima Vavi and Pregs Govender described the size of the epidemic, lamented the lack of action taken against it and endorsed the need for a treatment plan to make progress against it. 

The first plenary discussed what is meant by a treatment plan and the challenges that the plan would have to meet, such as the difficult work-conditions experienced by health-care workers and the stigma and poverty associated with HIV/AIDS. The information garnered from these two sessions was crucial for the seven commissions, each covering vital areas of a treatment plan. 

Delegates were also provided with a Congress book containing key documents relevant to a treatment plan. With this background, the aim of the commissions was to formulate a set of resolutions to be endorsed by the Congress.  

Further plenary sessions examined the implementation of mother-to-child transmission prevention and how a managing the epidemic appropriately demands a plan to build a better public health-care system. 

The last plenary was used for the commissions to report back on their resolutions to the full Congress and to determine the key elements of a consensus statement. The resolutions were discussed and a Consensus Statement accepted by the full Congress. These are presented in the following sections. 

At the closing ceremony, further testimony was heard from people with HIV and various speakers mapped the way forward. Willie Madisha, the President of COSATU, called on the members of the African Union to deal adequately with the HIV epidemic and Judge Edwin Cameron, by drawing an analogy to the use of cell phones by seven million people in South Africa, pointed out the implicit racism of the view that people are not educated enough to adhere to life-saving antiretroviral treatment on a similar scale. 

The outputs of the Congress, produced in this document, include a set of preliminary recommendation and resolutions, the Congress consensus statement and a statement by the African activists from outside of South Africa who attended the event. 

The consensus statement and resolutions will be tabled immediately at the National Economic Development and Labour Council (NEDLAC) and also at the SA National AIDS Council (SANAC). They will also be used to guide further research and advocacy. An essential finding of the Congress, was the need for further training and education among all organisations about key aspects of HIV, its treatment, management and the economic and political issues surrounding it.

Breakdown of Congress Delegates
The TAC /COSATU National Treatment Congress was the most representative meeting on HIV/ AIDS ever held in South Africa. 

About 900 people attended from a wide range of organisations. The bulk were from COSATU’s 19 affiliates (over 200) and the Treatment Action Campaign (over 300). There was also significant representation from other unions and union federations (e.g. FEDUSA, NACTU and Hospersa). In all, over 300 delegates were from the labour sector. 

There were 20 representatives of the South African Council of Churches. Some of the other faith-based organisations represented were the South African Catholic Bishops Conference, Anglican Church, Positive Muslims and Habonim Jewish Youth Movement. Other organisations and institutions represented were the Durban Gay and Lesbian Community Centre, traditional healers and leaders, political parties, business (including Anglo American, Daimler Chrysler, Old Mutual, ABSA and others), the Board of Health Care Funders, the Council for Medical Schemes, ANC Women’s League, NHLS, HIVAN, Health Systems Trust, LoveLife, LifeLine, community leaders and many other NGOs (including those that have been of critical assistance to TAC's work such as the AIDS Consortium, the AIDS Foundation of South Africa, the Children's Rights Centre, the AIDS Law Project and the Community Health Media Trust). Many members of the National Association of People Living with HIV/AIDS (NAPWA) attended, some of whom gave moving testimonies about their experiences living with HIV. 

There was also a significant international delegation. Fourteen AIDS activists attended from SADC countries and Cote D’Ivoire. Eight people attended from other international organisations (e.g. Medecins Sans Frontieres, Oxfam, AEDES and Bread for the World) and a representative of Far Manguinos, the Brazilian National Pharmaceutical Manufacturer, made a plenary presentation. 

At least 30 doctors participated, from the HIV/AIDS Clinicians Society, the Rural Doctors Association, the Junior Doctors Association, the Nelson Mandela School of Medicine, Chris Hani Baragwanath Hospital, St Mary's Hospital, the Medical Research Council. Epidemiologists, pharmacists, economists and biologists were among the scientists who made contributions to the plenary sessions and commissions. 

Over 80 nurses participated, most of them from the trade unions Hospersa, Denosa, SADNU and Nehawu. Their contributions were poignant and valuable.

Regrettably, despite strenuous efforts by the TAC to bring them on board, government participation was poor. Delegates welcomed the participation of the Chief Director of the HIV/AIDS Directorate, Dr. Nono Simelela, and the MEC for health in Kwazulu-Natal, Dr. Zweli Mkhize, who addressed the delegates. A member of the ANC health committee, and representatives of the Minister of Education and the Department of Finance also attended. 

Key Elements of a Treatment Plan
The idea of a national HIV/AIDS treatment plan, unanimously put forward by the Congress, requires that Government adopt is a multi-faceted approach to managing the HIV/AIDS epidemic. It is not meant to replace the current Government strategic plan, which deals mainly with prevention, but to complement it.  

A national treatment plan must include and synchronise a range of health interventions such as voluntary counselling and testing, post-exposure prophylaxis after rape and occupational exposure, mother-to-child transmission prevention, treatment of opportunistic infections and sexually transmitted infections, antiretroviral treatment, where clinically indicated, and home-based care for the terminally ill. 

However, the reason for putting this proposal forward for negotiation at NEDLAC, is that a treatment plan goes much further than improving health-based interventions. The HIV/AIDS epidemic is an economic, development and labour issue. Thus the plan recognises the need to develop urgent plans to tackle social issues linked to the alleviation of the epidemic, such as social grants (with Congress endorsing the call for a Basic Income Grant), children's rights (particularly challenging with the increase in orphans due to HIV and the need for greater provision and uptake of child grants), public education, school life-skills programmes, destigmatisation of HIV, condom and fermidom promotion and distribution, and further research into vaccines, microbicides and affordable health solutions. 

There are also trade and finance issues. For example, with regard to sustainable and treatment, there is a need for competition from generic producers on essential patented medicines, in order to obtain the lowest possible prices. Issues of local production of medicine, and financing for this, must also be addressed. 

Furthermore, the Congress was adamant that working conditions in the public health-sector, particularly for nurses, must be addressed. A plan will not succeed without greater investment in public health and reducing the growing gap between private and public health.

A critical message endorsed by the Congress is that prevention and treatment cannot be separated and that the adoption of a treatment plan will enhance prevention efforts. TAC and COSATU are amongst the foremost advocates for better prevention campaigns, and are mobilising in factories and communities across the country to achieve this. 

Finally, while the precise contours of a comprehensive treatment plan are a matter for negotiation, discussion documents and detailed analysis on almost all of these issues has been produced and further research is in progress. 

Key Issues:

Some of the key issues related to a treatment plan that emerged from the resolutions and which we seek negotiations on are the following:

(a) adoption by all levels of government of the concept of a national HIV/AIDS treatment plan, before the end of 2002;

(b) the need to cost, fund, implement and monitor existing government policies, particularly management of opportunistic infections, post-exposure prophylaxis and mother-to-child transmission prevention;

(c) the need for targeted training to increase human capacity in the public health service;

(d) the need to immediately introduce pilot projects for the use of highly active antiretroviral therapy at public sector sites, as the precursor to expanding treatment access to all places where there is capacity, and building capacity in areas where health services do not exist or have collapsed;

(e)  the need for a body, such as a reconstituted, representative South African National AIDS Council, to drive and independently monitor a national treatment plan, with government participation but not controlled by government.

We believe that the above programme provides a basis for alleviating the effects of the HIV/AIDS epidemic.

2. Congress Consensus Statement

Preamble

Between June 27th and 29th 2002, over 800 delegates from all over South Africa attended the TAC/COSATU National Treatment Congress. Delegates heard presentations from many of South Africa's leading HIV scientists but also the day-to-day experiences of the epidemic of nurses, doctors and people living with HIV/AIDS. Delegates heard of many of the best practices South Africans are using to combat the epidemic, but there was also a belief that most people with HIV are not receiving adequate treatment, care and support. Furthermore HIV is already having a dramatic and negative impact on the health service. 

After two days of deliberations the Congress came to the following conclusions.

The HIV epidemic has created an emergency in South Africa. This emergency threatens South Africa's future by creating more poverty and impacting negatively on our ability to reconstruct and develop the country to the benefit of all of its people. A national HIV/AIDS Treatment Plan is needed to combat this emergency. A treatment plan will strengthen the Government's existing 5-year strategic plan, which concentrates mainly on prevention.

The Congress believes that the following principles must be accepted in dealing with this emergency:

1. 
A partnership that recognises the value of every HIV infection prevented, and the value of every life that is prolonged and improved through access to treatment. 

2. 
Recognition of the dignity and equality of every person living with HIV/AIDS as the basis to eliminate stigma and discrimination. 

3. 
Every person has the human right of access to health care. 

4. 
There is a need to boldly take advantage of the best scientific knowledge about HIV/AIDS, including treatments for HIV. People in the developed world should not be the only people who benefit from breakthroughs in medical research. 

5. 
There is a need for investment in the public health service including eradication of inequities between provinces, districts and communities.

The Congress felt that the HIV crisis and the crisis in the health sector is being made worse by economic policies, notably GEAR, that have taken resources away from  health and other public sectors. Also delegates believed strongly that government spending should be driven by the needs of poor people, and not by those of the armed forces, the World Bank or the IMF.

Although the Congress aimed to develop a National Treatment Plan for South Africa it was also recognised that HIV/AIDS is a grave threat to all the people of Africa. We valued the participation of delegates, including leaders of people with HIV, from Botswana, Cote d'Ivoire, Zambia, Zimbabwe, Namibia, Mozambique and Malawi. Delegates resolved to demand that the NEPAD plan include clear measures for the treatment and prevention of HIV and programmes for rapid public-sector driven alleviation of poverty. Later in 2002 TAC and COSATU will organise and host a meeting of people from other African countries to strengthen and unify demands for access to treatment and the improvement of health services.

The Congress was alarmed by reports it received of the collapse of health services in many rural areas, particularly Mpumalanga, the Eastern Cape and Northern Province. Doctors, nurses and people with HIV called for a rural health services rescue plan - this would necessitate urgent interventions by the government supported by all the civil society organisations and the private health sector to rebuild health care in these areas. Strong calls were made for accountability and dismissal of politicians and civil servants who are responsible for the collapse of health care services, especially in Mpumalanga.

The Congress called for a new partnership between the National Department of Health, provincial departments of health and civil society organisations. The objective of this partnership is to save lives. Delegates strongly welcomed the participation of Dr Nono Simelela, Chief Director HIV/AIDS and STDs and KwaZulu Natal MEC for Health, Dr Zweli Mkhize. Delegates responded to the call from Dr Mkhize for a new partnership of community mobilisation for health by calling for a national day of community action against AIDS on August 8th 2002 and agreed to commit organisations to this campaign.

In particular Congress supported the continuation of the SANAC, but called for it to be made more representative, accountable, transparent and dynamic. Congress also called for SANAC to be given resources and independence from politicians that is necessary to properly tackle the epidemic.

The Congress broke into commissions which made detailed recommendations for inclusion in a national treatment plan in the following areas:

A) 
Nurses, doctors and volunteers: Building capacity and will to treat HIV 

B) 
Improving Prevention Information, Encouraging VCT - a special role for young people  

C) 
Youth and their role in the Treatment Plan

D) 
Treating STIs & Opportunistic Infections and targeting vulnerable groups such as women and children 

E) 
Piloting ARV Treatment and diagnostics in the Public Sector; Implementing the Bredell Consensus Statement 

F) 
Cutting the price of medicines and diagnostics - investing in public health care. 

G) 
Social Campaigns to Support a Treatment Plan: the BIG campaign, Extending access to child welfare grants, Workplace Policies  

In conclusion delegates recommitted themselves to fighting to prevent new HIV infections, saving lives and improving the dignity and quality of life of all people in South Africa, the Southern African Development Community (SADC) and the African Union. The doors of health care services shall be opened!

Coastlands Conference Centre, Durban, June 29th 2002 

3. Report on Commissions and Resolutions

The Congress was divided into seven commissions. The role of the commissions was to propose resolutions for adoption by the Congress. The central theme of the Congress was the need for a National Treatment Plan to be adopted and implemented by all sectors of society, including Government, civil society, labour, faith-based organisations and the private sector. The key aspects of this Treatment Plan were presented at the Congress (these are documented in the Congress documentation) and used as the basis for discussions in the commissions. 

The commissions were informed by the following key findings: 

· Approximately 5 million people living in South Africa are infected with HIV, the virus that causes AIDS.

· Hundreds of thousands of South Africans have already died of AIDS. The immense suffering caused by the HIV epidemic will result in a regression in South Africa's development.

· The effects of the epidemic are felt disproportionately by women, youth, children and poor people. Factors such as poverty and the subordinate position of many women in South African society aggravate the epidemic. 

The Congress also recognised the following framework exists for relieving the effects of the epidemic:

· The Constitution recognises the rights to life, dignity, equality and access to health-care services.

· The Cabinet Statement of 17 April 2002 

(1) commits the state to implementing mother-to-child transmission prevention of HIV/AIDS and post-exposure prophylaxis for rape survivors, 
(2) recognises that no "South African should be sent away and not treated" for opportunistic infections, 
(3) recognises that antiretroviral medicines could help improve the conditions of people with HIV and 
(4) "calls  on  all South  Africans  to  join  hands  in a campaign of hope: to mobilise our strength as a nation and as individuals to ensure that, we are able to manage, reduce and, in the long-run, defeat this epidemic."

· The South African National AIDS Council (SANAC) should be the country-wide body responsible for national policy and management of the HIV/AIDS epidemic. However, it is insufficiently operational and inclusive at present.

· The National Health Summit of 2001, organised by the Department of Health, recognised the need for "pilot research to provide solid evidence to guide government's policy on treating AIDS-related illnesses, using antiretroviral drugs and effective support and prevention programmes."

· Highly active antiretroviral therapy (HAART) assists patients with HIV, whose disease has progressed to a point where the CD4 count is below a particular point and/or they are clinically ill with AIDS, to live longer, healthier lives. HAART has the potential to render HIV a manageable chronic disease.

· Mother-to-Child Transmission Prevention (MTCTP) of HIV/AIDS can prevent thousands of new HIV infections every year.

· Post-Exposure Prophylaxis reduces the risk of occupational workers and rape survivors contracting HIV.

· Appropriate treatment of opportunistic infections (OIs) is an essential part of managing HIV/AIDS.

· People living in Brazil, the United States, Canada and the countries of the European Union have access to the above interventions and this has resulted in significant reverses of the HIV epidemic in these countries.

· Prevention and treatment efforts are complementary and cannot be separated. Voluntary counselling and testing (VCT) reduces transmission and encourages openness. However, without treatment, their is little incentive for people to accept VCT.

A detailed description of the recommendations and resolutions of each commission follows.

Commission A:  Nurses, doctors and volunteers: Building capacity and will to treat HIV 

Facilitators: Theo Steele (COSATU), Mark Heywood (TAC)

Presenters: Dr Natalya Dinat (CHB Peri-natal HIV Unit), Professor Helen Schneider (Centre for Health Policy), Precious Modiba (Centre for Health Policy), Mandla Majola (TAC Western Cape).

The Commission looked at the experience of people who provide health care and receive care at primary, tertiary and home based care levels.

It recognised the commitment of health professions to providing care, but also noted the many factors in the environment that make it difficult to fulfil that commitment. It was alarmed by reports that, in some areas, the public health system seems to have broken down completely. This is due to:

· A decline in numbers of nurses;

· A growing number of patients;

· The inadequate supply of essential medicines;

· Exhaustion and lack of support to front-line health professionals;

· Inadequate capacity, including knowledge and skills, to implement new policies that come from central and Provincial government.

The Commission recognised that providing quality care in the public health service depends on re-building:

· Relationships within the health service (ie between doctors, nurses, social workers, and allied health professionals.)

· Relationships between the public health service and other public service providers, such as the Department of Social Welfare.

· Relationships between the public health service and the communities that use the services, including the volunteers and community-based workers that work with them. 

· Relationships between education and training institutions and public health providers.

· Relationships between the public health service and the private sector in order to achieve greater equity in the availability and provision of resources.

· Relationships between traditional healers and health professionals.

The Commission discussed how to build these relationships through a campaign to manage and treat HIV infection and AIDS properly. But it was agreed that at the heart of the problem are economic policies (particularly the GEAR strategy) that are starving the public service of resources and distracting public attention from where the real needs are in our communities. 

It called for a new vision for the public health service and for government to change policies that impact negatively on health needs and to urgently strive to make the health service work for poor people. The Commission welcomed the call from KwaZulu Natal MEC for Health, Dr Zweli Mkhize, for a new partnership of community mobilisation for health. It supported the call for a national day of community action against AIDS on August 8th 2002 - and agreed to commit as many organisations as possible to supporting this campaign.  

The Commission believes that, although AIDS is already having a negative impact on health services, it is not too late to put in place services and systems to manage the epidemic properly. Many policies are already in place, for example Guidelines on the Management and Treatment of HIV-related Opportunistic Infections. But these policies are often not followed up, or Health Departments do not consider the implications of these policies for health providers. If there were the rapid establishment of systems for monitoring and evaluating governmental treatment and prevention programmes it would be possible to more accurately measure the progress of interventions. There is still time to prepare for the worst of the epidemic that is still to come. 

Generally, there is a need for better conditions of service, higher salaries, and a better working environment (safety) for doctors and nurses to prevent the exit of people from the public health service. It was proposed that nursing unions and staff associations should meet to set a figure for minimum salary and that this should then be negotiated with the government.

In particular the Commission proposed the following:

Support and strengthen the Nursing profession:

There was a strong view that, because of high levels of HIV infection among nurses, there should be strategies to ensure access to treatment for medical professionals living with HIV.

A.1 The following needs were identified for nurses, pharmacists, psychologists, lab technicians, social workers, and other essential health workers and other professional support services:

a. Ongoing training on HIV/AIDS and the rights of health workers;

b. Counselling support services for health professionals and patients.

c. New professional qualifications, including community care givers.

d. Recruit and train new nurses and other health professionals

e. Comply with policies about staffing levels at health facilities

f. The revision of medicine schedules by the Medicines Control Council (MCC) in order to allow nurses and pharmacists to dispense essential medicines, particularly for STIs.

Support to public sector doctors:

It was recognised that many doctors are leaving the public sector, and that this is caused by poor working conditions, a growing patient load, bad management of health services and low morale. The following proposals were made:

A.2 There should be better incentives to work in rural areas and these should be governed by the Health Professions Council. This could include a compulsory orientation period; specific mechanisms for supervision and support by more senior doctors, including doctors who are knowledgeable about HIV.

A.3 Overseas doctors who want to work in South Africa should be encouraged to do so, as long as there is a need for care, and they do not take away the posts of South African doctors.

A.4 There should be more appropriate training for health conditions and care that affect the majority of South Africa's people, a significant part of which should occur in rural settings.

A.5 There is a need for ongoing training on HIV/AIDS and the rights of health workers.

A.6 There is a need to re-look at schedules to allow doctors to order essential medicines.

Volunteers and community-based workers:

It was noted that a great deal of HIV prevention and care work is done by activists, volunteers and community care givers. However, there are sometimes tensions between volunteers and health workers and there is also a problem with the sustainability of interventions that depend on volunteers. The Commission calls on the Department of Health to convene a national forum to look at the role and needs of volunteers and community-based workers in the HIV/AIDS arena.

To sustain and improve voluntary work the following proposals were made:

A.7 Provincial and national government need to create a spirit that encourages and rewards community health volunteers.

A.8 There need to be clear policies on remuneration to make voluntarism sustainable.

A.9 There need to be codes of conduct to guide volunteers. These codes should also address working relationships with health professionals and ethical duties to patients.

A.10 Measures are needed to enhance the relationship between volunteers and health care providers, acknowledging the role of volunteers in communication, prevention, and treatment.

A.11 Volunteers and activists need to be provided with education and training in HIV/AIDS. They also need to be provided counselling support.

A.12 There is a need for funding to support community-based workers.

A.13 Government needs to provide resources to or enter into partnerships with NGOs and civil society organisations that are already active and have expertise in the field.

Finally, the Commission believes that HIV / AIDS will be the greatest challenge that will ever be faced by the health service. This challenge will either defeat us, and lead to the further weakening of health care, or it can inspire and lead to the improvement of health care services for all.

Commission B:  
Improving Prevention Information, Encouraging VCT - a special role for young people  

Convenors: Sipho Mthati and Deborah Ewing 

Presenters: Professor Linda-Gail Becker (UCT), Professor Susan Madlala (UND), Langa ?? (LoveLife) 

This commission discussed the role of voluntary counselling and testing (VCT) for both the prevention and treatment of HIV infection. The commission heard that treatment and prevention cannot be separated. VCT is an effective means of preventing the spread of HIV, but unless treatment is offered for people who undergo VCT, uptake of this intervention will be low. In this regard, there is a need to incorporate treatment literacy into all counselling and educational programmes to do with HIV/AIDS.

A key problem that was noted is that VCT services around South Africa are insufficient. Delegates from Eastern Cape, Mpumalanga, and North West provinces indicated that they were particularly concerned about the state of VCT in their areas.  There are not enough VCT counsellors and many counsellors have a poor knowledge of HIV issues. 

A further problem that was noted is that the poor state of many health facilities around the country renders it difficult to introduce quality HIV-related services into them. 

The resolutions of the commission were as follows:

B.1 Early, effective VCT are the foundation and point of entry to the interventions in the Treatment Plan. 

B.2 VCT must include appropriate mechanisms for referral. In all the resolutions that follow, it is assumed that VCT incorporates such mechanisms.

B.3 VCT should always incorporate rational, responsible referral to all aspects of treatment. It should be offered with the understanding that comprehensive treatment plan is being implemented.

B.4 VCT will be fully functional where ongoing appropriate care is offered. To render this possible, HIV dedicated clinics must be introduced.

B.5 Information, education and communication are necessary for the success of the Treatment Plan. All sectors of society, including civil society, labour, Government and the private sector need to recognise this.

B.6 Youth have an important role to play in designing and delivering VCT. Education programmes for youth should incorporate both treatment and prevention messages.

B.7 VCT should be be cognisant of culture, language, gender and age factors. However, it should not discriminate against people on the basis of these factors.

B.8 VCT should be integrated within the health care service and should be freely available and accessible to all South Africans, including children.

B.9 Where health-care services are not available, consideration should be given to making VCT available in non-traditional sites. 

B.10 Employees have a critical role to play in the establishment and running of treatment and prevention services. Work place policies on VCT must be established as an entry point to comprehensive HIV services as a matter of urgency.

B.11 HIV/AIDS treatment literacy should be a statutory component in terms of the SETAS.

B.12 VCT should be nationally standardised and should always include education about all treatment options. VCT must include both treatment and prevention messages. Excluding treatment from VCT marginalises the millions of people already infected with HIV.

B.13 Treatment literacy should be universally available, but carefully targeted for the needs of participants (including government and health-care workers). 

B.14 Government policy on rape and post-exposure prophylaxis should be adequately implemented and promoted in all communities. The protocol should be modified to include children under fourteen years old.

B.15 TAC and COSATU must organise treatment literacy conferences at provincial level as a matter of urgency.

Commission C:  
Youth and their Role in the Treatment Plan

Convenors: Nondumiso Mvinjelwa (TAC), Arthur Jokweni (TAC)

During the Congress, the need for a youth commission was identified, owing to the special needs of youth. Therefore this commission was established, even though it was not on the original agenda. Youth are disproportionately affected by HIV/AIDS and have a key role to play in alleviating the epidemic. Their contribution to peer-education and advocacy are critical. In addition to the youth commission, a special meeting of youth was called during the Congress. It was agreed that a TAC youth sector representative would be nominated for the TAC National Executive Committee in order to better represent the needs of youth in the TAC.

The resolutions of the youth sector were as follows:

C.1 There is an urgent need for educational programmes aimed at the youth on the science, economics, treatment and prevention of HIV/AIDS.

C.2 Nurses and doctors need to be trained on the special needs of youth.

C.3 Youth organisations must step up their efforts to advocate for access to treatment for youth, including condom promotion in schools, VCT, MTCTP and highly active antiretroviral treatment. 

C.4 There is a need for policy development on life-skills education, condom promotion and treatment literacy for schools.

Commission D:  Treating STIs & Opportunistic Infections and targeting vulnerable groups such as women and children 

Convenors: Sharon Ekambaram (AIDS Consortium). Cati Vawda (Children's Rights Centre)

Presenters: Sister Sue Roberts (Helen Joseph), Prof Robin Wood (UCT), Dr. Francois Louis (MSF), Dr. Jonny Sachs

This commission heard about the treatment and management of OIs and the role of sexually transmitted infections (STIs) in the transmission of HIV. Key points that the delegates of this commission recognised included:

· The provision of HAART, for those who need it, is the most critical prophylactic intervention against opportunistic infections. For example, HAART reduces the risk of HIV related Tuberculosis by 80%.

· Treatment of Opportunistic Infections and STIs creates greater opportunities for strengthening prevention efforts.

· Effective treatment relies on widely available quality VCT.

· The acceptance of VCT is increased where and when treatment for opportunistic infections, PMTCT and PEP are available.

· Vulnerable groups such as women, adolescents and children require special and focussed attention. Poverty and violence are particularly severe and mutually re-inforcing vulnerabilities to HIV infection, preventable illnesses and premature death.

Sister Sue Roberts spoke about the HIV Clinic at Helen Joseph Hospital in Gauteng. Professor Robin Wood spoke about his experiences at Somerset Hospital’s HIV unit and Dr Francois Louis spoke about the Medecins Sans Frontieres pilot project in Khayalitsha. Dr Johnny Sachs discussed the need to restructure SANAC and spoke about ingenious ways to address the issue of lack of infrastructure in the rural areas. He gave the example of providing clinics in rural areas with motorbikes, which would ensure that blood samples could get to laboratories sooner, and the use of cell phones to communicate results back to clinics to reduce the waiting time for results. 

Delegates heard that some opportunistic infections are inadequately treated, such as herpes, cryptococcal meningitis and systemic thrush. This is linked to the high cost of patented medicines such as fluconazole or the slow introduction of recently off-patented medicines (such as acyclovir) into the public sector. Many hospitals and clinics are without other essential drugs too. There is a critical need to resolve these shortcomings in the health-care system.

The commission heard about the high cost of diagnostics. CD4 counts are crucial for monitoring the progress of people with HIV. The recently developed Affordable CD4 test is an important breakthrough, but now there is a need to make it available to all clinics and hospitals throughout the country.

The commission also heard that South Africa has a rich history of people using traditional and alternative healing systems. The needs of people who use these systems must be respected and taken into account in the public health-care system.  

D.1 Appropriate treatment of OIs and STIs must be integrated into the Treatment Plan.

D.2 The provision of HAART, for those who need it, is the most critical prophylactic intervention against opportunistic infections. For example, HAART reduces the risk of HIV related Tuberculosis by 80%.
D.3 Vulnerable groups such as women, adolescents and children require special and focused attention. Poverty and violence are particularly severe and mutually re-inforcing vulnerabilities to HIV infection, preventable illnesses and premature death.
D.4 Patients should be treated at clinics close to them. In this regard, there is a need for proper referral systems to be established.
D.5 OIs should be treated at the early stage of diagnosis. This can be facilitated by rolling out voluntary testing and counselling nationally.
D.6 Laboratory facilities and systems need to be improved to overcome delays and render them more effective.
D.7 The public health-care system needs to be more integrated with better communication and co-operation between the various levels in the system.

D.8 The divide between rural and urban health-care facilities needs to be addressed. In this regard, there is a need for creative use of technologies to address infrastructure deficiencies in rural areas.

D.9 The South African National AIDS Council needs to be restructured to be independent and more representative of the interests of people living with HIV/AIDS.

D.10 There must be a rational, sustainable approach to the management of OI's and STIs. This includes: 

a. Prioritising the treatment of OIs and conditions that need to be and can be treated (e.g. TB, Cryptococcal Meningitis, systemic thrush and Herpes).

b. Providing training of HIV and its management for heath workers in the front line of health care (casualty, polyclinics and primary health care units).

c. Making health-workers and patients more aware of patient rights and ensuring these are practised.

d. Developing working relationships with civil society organisations involved in alleviating the epidemic.

e. Giving special attention to the needs of vulnerable groups.

D.11 The needs of people who use alternative health-care methods, including traditional healing, must be respected and taken into account in the public health-care system.  

D.12 OI , STI and other HIV/AIDS guidelines for adults and children need to be available at all clinics and hospitals. With regard to these guidelines:

a. All health-care workers especially doctors and nurses must be trained in the management of OIs based on and with copies of the available Department of Health guidelines.

b. They must become part of basic lifeskills for all through community education, schools and other educational facilities, as well as adult and union education. 

c. They need to be used for foundational and ongoing training of health-care workers.  Building an understanding of emotional issues affecting patients, nutritional support and social security grants needs to be integrated into this training.

d. They may need to be locally adapted to take into account local epidemiology and conditions (e.g. incidence and prevalence of malaria and cholera vary within and between communities, and may influence diagnosis and treatment). 

e. They need to be reviewed regularly, by clinicians, researchers, activists including PLWA, with attention given to whether the needs of woman, children, and special categories of persons (e.g. sexual orientation and practices) are included. 

f. Changes to guidelines need to be linked to on-going training of personnel. 

D.13 With regard to post-exposure prophylaxis (PEP) for occupational injuries and sexual assault:

a. The recently developed protocols and guidelines need to be implemented immediately. 

b. The policy and protocols on PEP for sexual assault must be extended for people under the age of 14 years.

D.14 Management of STIs needs to be linked to VCT and access to treatment for HIV.

D.15 Many health-care workers are demoralised and this translates into poor patient care. There is therefore a need to address the morale of health care workers.

D.16 New approaches to the allocation of experienced and specialised staff need to be considered and introduced (e.g. time share and rotations).

D.17 With regard to medicines for OIs and STIs:

a. There is a need to advocate for uninterrupted drug availability at the primary health care level.  Available drugs should include fluconazole, acyclovir, cotrimoxazole and Tuberculosis treatments. 

b.  All essential drugs should be available in adult and paediatric formulations.

c. Cotrimoxazole prophylaxis (for adults, infants and babies) is cheap and has been shown to reduce morbidity and mortality. There should be universal availability of this medicine for patients who need it.

d. The campaign to reduce the price of drugs is linked to the promulgation of the Medicines Act.   It is crucial therefore to advocate for the immediate implementation of the Medicines Act.

e. A campaign to reduce drug costs should start with the eight priority opportunistic infections-to be available at all clinics and hospitals. Rational utilisation of limited health resources requires focus on conditions which impact greatest on mortality and morbidity, disability and suffering

D.18 With regard to laboratory costs and the availability of diagnostics:

a. There is a strong need to improve the availability and functioning of lab facilities.  A key element is the turn around time between taking samples and delivering results to patients.

b. There is a need to develop low cost, high quality diagnostics especially CD4 and viral load counts. The newly developed Affordable CD4 test needs to be made available throughout the country.

D.19 With regard to research:

a. Greater attention and understanding must be developed around women and adolescent HIV treatment needs and indicators (e.g. HIV progression, CD4+ counts, drug dosages).

b.  Greater understanding must be developed of barriers to access for women, adolescents and children. As children lose adult caregivers, there is a need to develop strategies to increase access to care.

c. Greater understanding is needed of drug interactions (e.g. TB and HAART interaction, alternative and traditional therapies).

Commission E:  
Piloting ARV Treatment and diagnostics in the Public Sector; Implementing the Bredell Consensus Statement 

Convenor: Zackie Achmat (TAC)

Presenters: Vuyani Jacobs (TAC), Dr Hermann Reuter (MSF), Nurse Veliswa Labatala (Site B Clinic, Khayelitsha), Dr Des Martin (HIV/AIDS Clinicians Society), Professor Quarraisha Abdool Karim (UND), Dr. Joseph Essombo (Ivory Coast), Dr. Christa Jones (Harvard University),  Professor James McIntyre (Chris Hani Baragwanath Hospital), Professor Robin Wood (UCT)

This commission examined the importance of implementing antiretroviral pilot projects, as well as the components needed for the successful running of such programmes. The Commission drew extensively on the framework established by the Bredell Consensus Statement on the Imperative to Expand Access to Anti-Retroviral (ART) Medicines for Adults and Children with HIV/AIDS in South Africa.

The commission heard Vuyani Jacobs's story. He is HIV-positive and receiving highly active antiretroviral therapy (HAART). He was first diagnosed with HIV in February 1992. Until he joined TAC, he was unaware of health interventions that could improve his life. His condition deteriorated and he became depressed and suicidal. By joining TAC, he became aware of treatments for OIs and antiretrovirals. Last year he became very ill and went onto HAART which dramatically improved his quality of life. His condition has improved both physically and psychologically.

The commission was also presented with explanations of the science of HAART, how it can save lives and reduce opportunistic infections, how it can increase the morale of health-care workers who are used to seeing patients with HIV dying despite their efforts and how patients on HAART must be monitored. There was also discussion about who should go on HAART, how HAART patients are selected when resources are limited and the barriers to treatment. Delegates heard that HAART is not particularly difficult to administer, but it is essential to provide training on antiretroviral therapy to health-care workers. It was recognised that pilot projects are the key to ensuring the gradual rollout of a successful HAART programme. Details about various pilot projects and trials that are taking place in South Africa were heard. It was realised that there is a need for standardisation and coordination of HAART projects. 

With regard to the barriers to HAART, the necessity for the importation and local manufacture of generic medicines was explained to the delegates. Training of nurses on HIV related issues, particularly treatment, is also essential. 

The commission also heard that there is a close link between TB and HIV/AIDS. Consequently there are three logical entry points for patients to go onto HAART: TB clinics, MTCTP programmes and workplace programmes. In addition, the establishment of HIV dedicated clinics would also be a means of accessing HAART programmes. 

This commission was subdivided into four groups:

· Maximising opportunities for HAART




· Quality control for generic drugs

· The role of the Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria (GFATM)

· Co-ordination of  pilot sites

These are the resolutions of this commission:

E.1 Government must adopt and implement a Treatment Plan for HIV/AIDS in consultation with all sectors of society.

E.2 The Cabinet must declare HIV/AIDS a national emergency, thereby allowing the implementation of disaster management components of the Treatment Plan. Government's response to cholera, especially in Kwazulu-Natal, is an example of how this can be done.

E.3 The Bredell Consensus Statement on the Imperative to Expand Access to Anti-Retroviral (ART) Medicines for Adults and Children with HIV/AIDS in South Africa is endorsed.

E.4 The safety and efficacy of antiretroviral therapy when appropriately monitored has been established.

E.5 Government must implement the resolution of the Health Summit of 2001 to implement HAART pilot sites in all provinces.

E.6 Pilot HAART sites should be established in rural areas. 

E.7 HAART is a critical part of the care package for HIV/AIDS. Making HAART available will assist prevention efforts by bringing HIV into the open, destigmatising the disease and creating an incentive for people to undergo voluntary counselling and testing.

E.8 Pilot projects should be monitored and managed according to a minimum set of protocols established by an antiretroviral pilot project monitoring body. The World Health Organisation's protocols for implementing antiretroviral treatment in resource-poor settings is a basis for this.

E.9 Pilot projects must be sustainable and integrated into the public sector.

E.10 The local manufacture and importation of generic drugs are an important mechanism for rendering antiretroviral treatment affordable and sustainable. 

E.11 The Medicines Control Council (MCC) must ensure that only tested, proven generic medicines are registered and used. The MCC's sole responsibility is to ensure safety and efficacy of medicines, not to protect patents.

E.12 The Global Fund to fight AIDS, Tuberculosis and Malaria is a crucial mechanism for financing treatment in the developing world. Support should be given to treatment projects funded by it and civil society should monitor the actions of the fund.

E.13 The World Health Organisation goal of treating 3 million people by 2005 is endorsed.

E.14 It is important that traditional healers are consulted on the introduction of pilot programmes. There are two reasons for this:

a. The possible interactions between HAART and traditional remedies that patients might be taking need to be considered during treatment.

b. Traditional healers have a role in treatment literacy and encouraging their patients to participate in treatment programmes. 

E.15 Research projects should be established to determine if there are potentially harmful interactions between traditional remedies and antiretrovirals. 

Commission F:  
Cutting the price of medicines and diagnostics - investing in public health care. 

Convenors: Molantoa Molaba (COSATU), Nathan Geffen (TAC), Elma Geswindt (COSATU), Jonathan Berger (ALP)

Presentations: Tanya Van Meelis (COSATU), Christina Dalmeida (Farmanguinhos: Brazilian National Pharmaceutical Company), Alex Van Den Heever (Centre for Actuarial Research)

This commission examined the costs and benefits of antiretroviral treatment and other interventions advocated in the TAC Treatment Plan. These costs and benefits were contrasted with allowing the epidemic to go unchecked. The costs, direct and indirect, of allowing the epidemic to take its course include an immense loss of life and dignity, a drop in life-expectancy from over 60 to nearly 40, over two million orphans, a deterioration of the public health-care system, the long-term loss of essential human capital such as nurses and teachers, the demoralisation of health-care workers, the breakdown of families and a regression in South Africa's development. Furthermore, many people fail to receive appropriate treatment in the public health sector. This phenomenon is known as rationing. It occurs because the public health sector is overburdened by the HIV epidemic and insufficient state investment in hospitals and clinics. Rationing is likely to become far worse in the future if nothing is done to alleviate the epidemic.

The implementation of a treatment plan which includes antiretroviral treatment will alleviate much of this regression in development. The cost of a treatment plan will be substantial, but the cost of not having one has the potential to be much higher when financial and social costs are considered. However, it was emphasised that the most important reason for making treatment available is to give meaning to the Constitutional rights to life and dignity.

The commission heard that a critical factor in the high cost of treatment is patent abuse by pharmaceutical companies. These companies use the monopolies created by the patents on their medicines to charge exorbitant prices for medicines. The Brazilian government's programme which involves the manufacture of generic medicines in competition to brand-name drugs demonstrates that generic competition brings down the prices of drugs. All antiretrovirals in South Africa are patented, rendering them subject to monopolistic pricing practices. Significantly lower prices can be achieved by pursuing voluntary and compulsory licenses for both the public and private sectors.

The commission also heard about the inequitable distribution of resources between the private and public sector. Over 80% of the population is treated in the public sector which is responsible for less than 50% of South Africa's spending on health-care. Furthermore, the public sector experiences a disproportionate burden of the HIV epidemic. 

These are the resolutions of the commission.

F.1 The Government must lead the process to reduce the cost of treatment by doing the following within three months of the National Treatment Congress:

a. Requesting voluntary licenses from pharmaceutical companies holding patents on essential medicines. If companies refuse to grant voluntary licenses, the Government must pursue compulsory licenses.

b. Promulgating the Medicines and Related Substances Control Amendment Act No. 90 of 1997.

F.2 The Congress endorses legal action being undertaken by TAC against the pharmaceutical industry for the purposes of reducing medicine costs.

F.3 There is a lack of knowledge throughout civil society on the economics of HIV/AIDS treatment and the effect of patent abuse on reducing access to treatment. Workshops and training on these issues need to be held in all our organisations.

F.4 Measures must be taken to ensure that the private sector, especially medical schemes and private hospitals, meet their responsibility of becoming financially accessible to a larger portion of the population and thereby alleviate the inequitable distribution of resources between the private and public sectors. 

F.5 The Government has a duty to increase spending on public health-care substantially.

F.6 There is an urgent need for increased investment into research for affordable treatments, affordable monitoring, microbicides and vaccines.

F.7 A sector summit is needed to examine and improve  the regulatory and political frameworks for obtaining access to affordable medicines.

Commission G:  
Social Campaigns to Support a Treatment Plan: the BIG campaign, Extending access to child welfare grants, Workplace Policies 

Convenors: Nonkosi Khumalo (TAC) and Tsakane Mangwene (TAC and SACBC)

Presenters: Neil Coleman (COSATU), Josephilda Nhlapo (COSATU), Dr. Feroza Mansoor (SACTWU), Jacqueline Mpolokeng (COSATU)

The commission heard how HIV/AIDS exacerbates poverty and how there is an urgent need for social assistance for families affected by the virus. Many income earners are sick or have died of AIDS, resulting in destitute families. Children are particularly badly affected. Responses to the epidemic must therefore consider social assistance and income poverty alleviation. The current social grant system is inadequate because too few people eligible for social grants have access to them. 

The campaign for a Basic Income Grant (BIG) was explained to the commission. The BIG has the potential to remove many of the problems associated with the current social grant system. It is universal, which removes the need for means tests, a major factor in the inefficiency in the current social grant system. It's universality also means that it will not create an unnecessary division between poor people with and without HIV. The BIG should complement the current social grant system, not replace it.

The commission also discussed workplace policies on the treatment of HIV/AIDS. It was found that more discussion and education is needed among workers to determine what are appropriate workplace policies in this regard. However, employers need to demonstrate greater commitment towards treatment.

The commission resolved:

G.1 The BIG campaign needs to be stepped up. Greater public involvement and education is crucial to the campaign's success.

G.2 Organisations should formally endorse the introduction and implementation of the BIG.

G.3 The Government should develop a plan with time frames for the implementation of the BIG. The current implementation projection for 2005 is unacceptably slow considering the urgency of the issues at hand.

G.4 Steps should be taken to assist the Department of Social Welfare to improve their service delivery of social grants.

G.5 Trade unions need to determine appropriate workplace treatment policies, but corporations must explore means of treating their employees. Coca Cola and Anglo American were cited as two examples of corporations which have to increase their commitment to treating their workers. 

4. Summary of Resolutions
Commission A: Nurses, doctors and volunteers: Building capacity and will to treat HIV
A.1
The following needs were identified for nurses, pharmacists, psychologists, lab technicians, social workers, and other essential health workers and other professional support services:
a.
Ongoing training on HIV/AIDS and the rights of health workers;
b.
Counselling support services for health professionals and patients.
c.
New professional qualifications, including community care givers.
d.
Recruit and train new nurses and other health professionals
e.
Comply with policies about staffing levels at health facilities
f.
The revision of medicine schedules by the Medicines Control Council (MCC) in order to allow nurses and pharmacists to dispense essential medicines, particularly for STIs.
A.2
There should be better incentives to work in rural areas and these should be governed by the Health Professions Council. This could include a compulsory orientation period; specific mechanisms for supervision and support by more senior doctors, including doctors who are knowledgeable about HIV.
A.3
Overseas doctors who want to work in South Africa should be encouraged to do so, as long as there is a need for care, and they do not take away the posts of South African doctors.
A.4
There should be more appropriate training for health conditions and care that affect the majority of South Africa's people, a significant part of which should occur in rural settings.
A.5
There is a need for ongoing training on HIV/AIDS and the rights of health workers.
A.6
There is a need to re-look at schedules to allow doctors to order essential medicines.
A.7
Provincial and national government need to create a spirit that encourages and rewards community health volunteers.
A.8
There need to be clear policies on remuneration to make voluntarism sustainable.
A.9
There need to be codes of conduct to guide volunteers. These codes should also address working relationships with health professionals and ethical duties to patients.
A.10
Measures are needed to enhance the relationship between volunteers and health care providers, acknowledging the role of volunteers in communication, prevention, and treatment.
A.11
Volunteers and activists need to be provided with education and training in HIV/AIDS. They also need to be provided counselling support.
A.12
There is a need for funding to support community-based workers.
A.13
Government needs to provide resources to or enter into partnerships with NGOs and civil society organisations that are already active and have expertise in the field.
Commission B: Improving Prevention Information, Encouraging VCT - a special role for young people
B.1
Early, effective VCT are the foundation and point of entry to the interventions in the Treatment Plan.
B.2
VCT must include appropriate mechanisms for referral. In all the resolutions that follow, it is assumed that VCT incorporates such mechanisms.
B.3
VCT should always incorporate rational, responsible referral to all aspects of treatment. It should be offered with the understanding that comprehensive treatment plan is being implemented.
B.4
VCT will be fully functional where ongoing appropriate care is offered. To render this possible, HIV dedicated clinics must be introduced.
B.5
Information, education and communication are necessary for the success of the Treatment Plan. All sectors of society, including civil society, labour, Government and the private sector need to recognise this.
B.6
Youth have an important role to play in designing and delivering VCT. Education programmes for youth should incorporate both treatment and prevention messages.
B.7
VCT should be be cognisant of culture, language, gender and age factors. However, it should not discriminate against people on the basis of these factors.
B.8
VCT should be integrated within the health care service and should be freely available and accessible to all South Africans, including children.
B.9
Where health-care services are not available, consideration should be given to making VCT available in non-traditional sites.
B.10
Employees have a critical role to play in the establishment and running of treatment and prevention services. Work place policies on VCT must be established as an entry point to comprehensive HIV services as a matter of urgency.
B.11
HIV/AIDS treatment literacy should be a statutory component in terms of the SETAS.
B.12
VCT should be nationally standardised and should always include education about all treatment options. VCT must include both treatment and prevention messages. Excluding treatment from VCT marginalises the millions of people already infected with HIV.
B.13
Treatment literacy should be universally available, but carefully targeted for the needs of participants (including government and health-care workers).
B.14
Government policy on rape and post-exposure prophylaxis should be adequately implemented and promoted in all communities. The protocol should be modified to include children under fourteen years old.
B.15
TAC and COSATU must organise treatment literacy conferences at provincial level as a matter of urgency.
Commission C: Youth and their Role in the Treatment Plan
C.1
There is an urgent need for educational programmes aimed at the youth on the science, economics, treatment and prevention of HIV/AIDS.
C.2
Nurses and doctors need to be trained on the special needs of youth.
C.3
Youth organisations must step up their efforts to advocate for access to treatment for youth, including condom promotion in schools, VCT, MTCTP and highly active antiretroviral treatment.
C.4
There is a need for policy development on life-skills education, condom promotion and treatment literacy for schools.
Commission D: Treating STIs & Opportunistic Infections and targeting vulnerable groups such as women and children
D.1
Appropriate treatment of OIs and STIs must be integrated into the Treatment Plan.
D.2
The provision of HAART, for those who need it, is the most critical prophylactic intervention against opportunistic infections. For example, HAART reduces the risk of HIV related Tuberculosis by 80%.
D.3
Vulnerable groups such as women, adolescents and children require special and focused attention. Poverty and violence are particularly severe and mutually re-inforcing vulnerabilities to HIV infection, preventable illnesses and premature death.
D.4
Patients should be treated at clinics close to them. In this regard, there is a need for proper referral systems to be established.
D.5
OIs should be treated at the early stage of diagnosis. This can be facilitated by rolling out voluntary testing and counselling nationally.
D.6
Laboratory facilities and systems need to be improved to overcome delays and render them more effective.
D.7
The public health-care system needs to be more integrated with better communication and co-operation between the various levels in the system.
D.8
The divide between rural and urban health-care facilities needs to be addressed. In this regard, there is a need for creative use of technologies to address infrastructure deficiencies in rural areas.
D.9
The South African National AIDS Council needs to be restructured to be independent and more representative of the interests of people living with HIV/AIDS.
D.10
There must be a rational, sustainable approach to the management of OI's and STIs. This includes:
a.
Prioritising the treatment of OIs and conditions that need to be and can be treated (e.g. TB, Cryptococcal Meningitis, systemic thrush and Herpes).
b.
Providing training of HIV and its management for heath workers in the front line of health care (casualty, polyclinics and primary health care units).
c.
Making health-workers and patients more aware of patient rights and ensuring these are practised.
d.
Developing working relationships with civil society organisations involved in alleviating the epidemic.
e.
Giving special attention to the needs of vulnerable groups.
D.11
The needs of people who use alternative health-care methods, including traditional healing, must be respected and taken into account in the public health-care system.
D.12
OI , STI and other HIV/AIDS guidelines for adults and children need to be available at all clinics and hospitals. With regard to these guidelines:
a.
All health-care workers especially doctors and nurses must be trained in the management of OIs based on and with copies of the available Department of Health guidelines.
b.
They must become part of basic lifeskills for all through community education, schools and other educational facilities, as well as adult and union education.
c.
They need to be used for foundational and ongoing training of health-care workers.  Building an understanding of emotional issues affecting patients, nutritional support and social security grants needs to be integrated into this training.
d.
They may need to be locally adapted to take into account local epidemiology and conditions (e.g. incidence and prevalence of malaria and cholera vary within and between communities, and may influence diagnosis and treatment).
e.
They need to be reviewed regularly, by clinicians, researchers, activists including PLWA, with attention given to whether the needs of woman, children, and special categories of persons (e.g. sexual orientation and practices) are included.
f.
Changes to guidelines need to be linked to on-going training of personnel.
D.13
With regard to post-exposure prophylaxis (PEP) for occupational injuries and sexual assault:
a.
The recently developed protocols and guidelines need to be implemented immediately.
b.
The policy and protocols on PEP for sexual assault must be extended for people under the age of 14 years.
D.14
Management of STIs needs to be linked to VCT and access to treatment for HIV.
D.15
Many health-care workers are demoralised and this translates into poor patient care. There is therefore a need to address the morale of health care workers.
D.16
New approaches to the allocation of experienced and specialised staff need to be considered and introduced (e.g. time share and rotations).
D.17
With regard to medicines for OIs and STIs:
a.
There is a need to advocate for uninterrupted drug availability at the primary health care level.  Available drugs should include fluconazole, acyclovir, cotrimoxazole and Tuberculosis treatments.
b.
All essential drugs should be available in adult and paediatric formulations.
c.
Cotrimoxazole prophylaxis (for adults, infants and babies) is cheap and has been shown to reduce morbidity and mortality. There should be universal availability of this medicine for patients who need it.
d.
The campaign to reduce the price of drugs is linked to the promulgation of the Medicines Act.   It is crucial therefore to advocate for the immediate implementation of the Medicines Act.
e.
A campaign to reduce drug costs should start with the eight priority opportunistic infections-to be available at all clinics and hospitals. Rational utilisation of limited health resources requires focus on conditions which impact greatest on mortality and morbidity, disability and suffering
D.18
With regard to laboratory costs and the availability of diagnostics:
a.
There is a strong need to improve the availability and functioning of lab facilities.  A key element is the turn around time between taking samples and delivering results to patients.
b.
There is a need to develop low cost, high quality diagnostics especially CD4 and viral load counts. The newly developed Affordable CD4 test needs to be made available throughout the country.
D.19
With regard to research:
a.
Greater attention and understanding must be developed around women and adolescent HIV treatment needs and indicators (e.g. HIV progression, CD4+ counts, drug dosages).
b.
Greater understanding must be developed of barriers to access for women, adolescents and children. As children lose adult caregivers, there is a need to develop strategies to increase access to care.
c.
Greater understanding is needed of drug interactions (e.g. TB and HAART interaction, alternative and traditional therapies).
Commission E: Piloting ARV Treatment and diagnostics in the Public Sector; Implementing the Bredell Consensus Statement
E.1
Government must adopt and implement a Treatment Plan for HIV/AIDS in consultation with all sectors of society.
E.2
The Cabinet must declare HIV/AIDS a national emergency, thereby allowing the implementation of disaster management components of the Treatment Plan. Government's response to cholera, especially in Kwazulu-Natal, is an example of how this can be done.
E.3
The Bredell Consensus Statement on the Imperative to Expand Access to Anti-Retroviral (ART) Medicines for Adults and Children with HIV/AIDS in South Africa is endorsed.
E.4
The safety and efficacy of antiretroviral therapy when appropriately monitored has been established.
E.5
Government must implement the resolution of the Health Summit of 2001 to implement HAART pilot sites in all provinces.
E.6
Pilot HAART sites should be established in rural areas.
E.7
HAART is a critical part of the care package for HIV/AIDS. Making HAART available will assist prevention efforts by bringing HIV into the open, destigmatising the disease and creating an incentive for people to undergo voluntary counselling and testing.
E.8
Pilot projects should be monitored and managed according to a minimum set of protocols established by an antiretroviral pilot project monitoring body. The World Health Organisation's protocols for implementing antiretroviral treatment in resource-poor settings is a basis for this.
E.9
Pilot projects must be sustainable and integrated into the public sector.
E.10
The local manufacture and importation of generic drugs are an important mechanism for rendering antiretroviral treatment affordable and sustainable.
E.11
The Medicines Control Council (MCC) must ensure that only tested, proven generic medicines are registered and used. The MCC's sole responsibility is to ensure safety and efficacy of medicines, not to protect patents.
E.12
The Global Fund to fight AIDS, Tuberculosis and Malaria is a crucial mechanism for financing treatment in the developing world. Support should be given to treatment projects funded by it and civil society should monitor the actions of the fund.
E.13
The World Health Organisation goal of treating 3 million people by 2005 is endorsed.
E.14
It is important that traditional healers are consulted on the introduction of pilot programmes. There are two reasons for this:
a.
The possible interactions between HAART and traditional remedies that patients might be taking need to be considered during treatment.
b.
Traditional healers have a role in treatment literacy and encouraging their patients to participate in treatment programmes.
E.15
Research projects should be established to determine if there are potentially harmful interactions between traditional remedies and antiretrovirals.
Commission F: Cutting the price of medicines and diagnostics - investing in public health care.
F.1
The Government must lead the process to reduce the cost of treatment by doing the following within three months of the National Treatment Congress:
a.
Requesting voluntary licenses from pharmaceutical companies holding patents on essential medicines. If companies refuse to grant voluntary licenses, the Government must pursue compulsory licenses.
b.
Promulgating the Medicines and Related Substances Control Amendment Act No. 90 of 1997.
F.2
The Congress endorses legal action being undertaken by TAC against the pharmaceutical industry for the purposes of reducing medicine costs.
F.3
There is a lack of knowledge throughout civil society on the economics of HIV/AIDS treatment and the effect of patent abuse on reducing access to treatment. Workshops and training on these issues need to be held in all our organisations.
F.4
Measures must be taken to ensure that the private sector, especially medical schemes and private hospitals, meet their responsibility of becoming financially accessible to a larger portion of the population and thereby alleviate the inequitable distribution of resources between the private and public sectors.
F.5
The Government has a duty to increase spending on public health-care substantially.
F.6
There is an urgent need for increased investment into research for affordable treatments, affordable monitoring, microbicides and vaccines.
F.7
A sector summit is needed to examine and improve  the regulatory and political frameworks for obtaining access to affordable medicines.
Commission G: Social Campaigns to Support a Treatment Plan: the BIG campaign, Extending access to child welfare grants, Workplace Policies
G.1
The BIG campaign needs to be stepped up. Greater public involvement and education is crucial to the campaign's success.
G.2
Organisations should formally endorse the introduction and implementation of the BIG.
G.3
The Government should develop a plan with time frames for the implementation of the BIG. The current implementation projection for 2005 is unacceptably slow considering the urgency of the issues at hand.
G.4
Steps should be taken to assist the Department of Social Welfare to improve their service delivery of social grants.
G.5
Trade unions need to determine appropriate workplace treatment policies, but corporations must explore means of treating their employees. Coca Cola and Anglo American were cited as two examples of corporations which have to increase their commitment to treating their workers.


5. Statement to Congress by African Activists (from outside South Africa)

Treat the people living with HIV/AIDS, save lives now!

We as people living with HIV/AIDS, and as activists working to the betterment of the quality of lives of people living with HIV and AIDS have been privileged to attend the joint Treatment Action Campaign (TAC) and COSATU congress on Access to treatment in Durban, South Africa taking place from 27-29 June 2002.

AIDS is managing to undo almost all of the progress that we, as African countries, have been able to achieve in the time since independence. AIDS is robbing our countries of its most productive citizens. It is depriving our children of mothers and fathers; it is decimating the structure of our societies. Parents are now burying their children. We have the strong understanding that there will be no African Renaissance without a consistent full-scale confrontation with the epidemic.

The most effective strategy to the alleviation of misery and suffering this virus has brought to our beloved countries is to provide access to treatment for those who are in need. For years now, most of us have been told that this is not feasible and affordable. People are dying when they could be kept alive. This is no longer acceptable, and we can no longer stand by and watch the painful destruction of our collective societies by this virus. Our different countries are in different stages of development in the battle, but together, we can learn from each other and support each other in our various endeavors on access to treatment whilst mindful of the holistic approach needed to triumph over this disease.

We support the progress made by TAC in such a short period of time. Furthermore, we have learnt an extraordinary amount from the tenacity displayed by TAC and their refusal to stand by and watch people die. We believe that there is nothing to stop us from joining the treatment access campaign embarked upon by our South African comrades and saving as many lives as possible in our collective African countries.

We are calling for a partnership promoting increased and urgent access to treatment in Africa, to share experiences on successful initiatives and to provoke a turnaround in the fight against the epidemic. This is a fight that cannot and will not be lost! A gathering will be organized in the near future to strategize on a continental access to treatment campaign. Treat the people now, HIV/AIDS spares nobody!

Contact Winstone Zulu (at zuluwin@zamnet.zm) or Tenu Avafia (tavafia@lac.org.na) for more information on this initiative. Kindly sign this statement as an expression of solidarity.

[ENDS]
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