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RATIONALE AND PROPOSAL 

FOR A NATIONAL HIV/AIDS TREATMENT PLAN (NTP)


INTRODUCTION
The HIV/AIDS epidemic is having a terrible social and political impact on our society.  Two scientific research reports in 2001 showed that large numbers of people are dying of AIDS: the Medical Research Council believes that AIDS is now the leading cause of death in South Africa, and that it is changing patterns of disease and of death. Young people – mostly of working age – are succumbing to an unprecedented level of illness.
  Government-sponsored surveillance into HIV prevalence shows that there is still an unnecessary and unacceptably high level of new HIV infections on a year-on-year basis. Currently it is estimated that 24,8% of pregnant women attending ante-natal clinics have HIV infection and that there are 1500 new infections daily.
 In some Provinces nearly one in every three pregnant women are infected.

Illness and death caused by HIV and AIDS are a threat to the fabric of our society. How we respond to the HIV/AIDS epidemic is a “litmus test” of our real commitment to the ideals and human rights that we have enshrined in the South African Constitution. Rights to dignity, life and access to health care threaten to mean nothing to millions of people who are systematically denied care and medicines that could lead to a vast improvement in their health. This makes AIDS a human rights challenge, but one with costs not only for our social well-being but for the country as a whole.  

These are:

· social costs; 

· financial and economic costs; 

· political costs.  

The combined effect of these costs threatens to undermine South Africa’s reconstruction and development and impact profoundly on our economy.

The social costs of AIDS are numerous.  One example is education, which in Provinces such as KwaZulu Natal, is already suffering as a result of the documented increase in deaths of teachers and the decrease in the registration of learners.  If HIV is not more effectively prevented and AIDS not treated there will be a decline in teaching standards and a decline in the number of students registering for and passing matric – this will be despite improved public expenditure on improving education. 

The future of education will also be heavily impacted upon by the orphan crisis. One study projects that 5.7 million children will have lost one or both parents by 2014 – if current trends continue. It warns that:

“South Africa faces the prospect of several long-term social costs if the situation is not managed effectively: increased rates of juvenile crime, reduced levels of literacy, and increased economic burdens on the state. However, many of these long term costs can be reduced if action is taken now.” 

Research commissioned by the government shows that the impact of HIV on other social services (including health care provision and welfare services) will be just as disastrous.

There is emerging evidence of the financial costs of the epidemic on government, the private business sector and individual households.  Positive financial demands are created by the growing need of people with AIDS for health care – estimated already to be costing the health department R4 billion a year by 2001 – and for welfare services.
 Negative financial costs are the impact of sickness and death on absenteeism, staff turnover etc within both the private and public sector. However, the cost implications of AIDS in other areas of the economy will also be significant. In the mining industry, for example, the former Health Adviser to the Chamber of Mines has said that 2% of the total work-force employed by the industry die of AIDS related illnesses every year.

Political costs are the consequences of the ongoing public controversies around HIV/AIDS and treatment, which are damaging to both local and international perceptions of government as well as to the economy and investment. Not only does this controversy undermine confidence in government, it also undermines effective HIV prevention by distracting attention from key HIV prevention messages. As Nelson Mandela has forcefully pointed out AIDS is a “war” and continued controversies over AIDS delay implementation of programmes to treat and prevent HIV infection.

This crisis, and the enormous human tragedy it presents, now cries out for a unified and much more decisive intervention to wrest control over the epidemic, cut new HIV infections and, on the basis of existing but expanding and improved infrastructure, and medical knowledge, provide treatment to people sick and dying because of HIV/AIDS. This is why we propose the development and adoption of a National Treatment Plan. 

It is important to note that this proposal is intended to supplement, not replace, the existing government HIV/AIDS and STD Strategic Plan for South Africa 2000-2005. In particular it is intended to develop a concrete plan around Goal 7 (Provide Treatment, Care and Support Services in Health facilities) and Goal 11 (Investigate Treatment and Care Options) of Priority Area 2 of this Plan. It is intended to develop urgent implementation strategies to address proposals made in the Cabinet Statement on HIV/AIDS of 17th April 2002.

OPPORTUNITIES FOR INTERVENTION

Recently there have been a number of positive developments – the most important being the Cabinet statement already referred to -- that strengthen the foundation for an expanded intervention.  

National Opportunities

· The mother-to-child HIV prevention programme is now being expanded in five provinces, including two of the worst affected by HIV/AIDS (KZN and Gauteng).  If it is properly funded and supported the MTCT programme can begin to build expertise and infrastructure that will allow the strengthening of further interventions. Success in preventing infant infections logically means additional efforts need to be made to keep parents well and alive. In Khayelitsha the Western Cape Department of Health and Medicins Sans Frontieres (MSF) have shown the feasibility of linking other treatment services to the MTCT programme, including access to anti-retrovirals. 85 people are on the MSF ARV programme and showing benefits of access to treatment. The lessons of the MSF programme needed to be copied all over the country but on a larger scale.

· During 2001, several major companies and industries began to grapple with the issue of providing treatment for employees with HIV/AIDS.  Although some of these initiatives stalled, such as Anglo American, treatment programmes have begun in a number of multinational motor companies, and have been designed in consultation with unions including NUMSA.  Organisations such as the Nelson Mandela Foundation, are campaigning for recognition by the business sector that access to treatment preserves productivity and life and has a business / economic rationale. Pressure on the private business sector to respond is going to grow. 

· Private medical sector treatment programmes are creating capacity and expertise, and showing the benefits of ARV treatment. Medscheme’s Aid for AIDS, for example, has shown how ARV treatment more than halves the costs of hospitalization. In addition to this cuts in the price of some medicines is allowing more people to afford treatment and has made treatment for AIDS affordable for most people dependent on the private sector.

· In November 2001, the National Health Summit that was convened by the Department of Health called for a more effective response to HIV and, particularly, the need to have a policy and a plan regarding access to treatment.  A proposal was accepted that pilot projects using anti-retrovirals for the treatment of adults should begin.

The national and some provincial governments have moved forward in certain areas of the holistic response that is needed to control this epidemic. There has been increased condom distribution and training of additional counselors. Guidelines have been published on managing opportunistic infections, and certain essential drugs, such as Diflucan, have been made more widely available. COSATU supports the continued strengthening of these components of the government’s Strategic Plan.

However this progress is being hindered in crucial areas where there is no movement and by the seeming lack of visible and constant high level national co-ordination of the HIV/AIDS programme.  In particular, it has to be stated that in the face of growing understanding and knowledge of the benefits of anti-retroviral treatment (combination therapy) for people with AIDS, the delay in making these medicines available at public hospitals causes controversy and leaves a large gap in the programme.  Looked at in another way, making these medicines available urgently but in a rational, controlled and careful way would enhance the outcomes of other interventions. 
 

We oversee the implementation of a NTP we believe that SANAC needs to be transformed into a much more vibrant and visible body, with proper resources and a dedicated Secretariat.  The purpose of SANAC should be to drive programmes such as the NTP. But to do this it needs to be supported with resources by business and government particularly.  For example, we believe that the establishment of a national HIV/AIDS monitoring and intervention center could give much needed information to support the programmes we propose.

South African’s business sector and labour movement have an important contribution to make to improve the national response to HIV/AIDS. The proposal for a National Treatment Plan is made in this spirit.

International Opportunities:

During 2001, there were significant international developments that will benefit South Africa’s efforts to control this epidemic.  Growing international political commitment to prevent and treat HIV and AIDS was evident at the Africa Summit on HIV/AIDS, TB and Other Infectious Diseases (Abuja, April 2001) as well as at the UN General Assembly Special Session on HIV/AIDS (UNGASS). The willingness of scientists and experts to assist developing countries was displayed through the Harvard Consensus Statement on ARV Treatment for AIDS in Poor Countries which called for a “rapid scaling up of AIDS treatment in the poorest and hardest hit countries in the world.”

However, more concretely, the establishment of a Global Fund Against AIDS, TB and Malaria creates the possibility for financing treatment and other interventions where there is a need for additional funds.  The piloting of treatment programmes, providing ARVs to adults, which the government says is “too costly for universal access”, might be a candidate.  Similarly, the  ‘Ministerial Declaration on the TRIPS Agreement and Public Health’ made at the WTO Ministerial meeting in Doha in November 2001 is a clear statement that measures taken by states, such as compulsory licencing to make essential medicines affordable, are permissible.

A National HIV/AIDS Treatment Plan would allow South Africa to garner these opportunities.

WHAT DO WE MEAN BY A NATIONAL TREATMENT PLAN?

South Africa already has a Strategic AIDS plan that deals mainly with HIV prevention and research. We believe a dedicated Treatment Plan is necessary to galvanise our society to try to save lives of people infected with HIV. 

Essentially the NTP differs from the government’s present strategy in one fundamental way: rather than ultimately aiming to shunt dying people towards home based care and preparing to live with the social consequences of millions of deaths, it aims to keep people with HIV /AIDS alive for as long as possible – whilst simultaneously cutting new HIV infections. 

To do this it will set out targets, time-frames and budgets for AIDS prevention and care and identify the steps that need to be taken by different social partners to achieve these objectives. This will be done in the context of other social strategies that aim to reduce the vulnerability of poor people to HIV infection and generally improve their health status. The Basic Income Grant (BIG) campaign, for example, is an extremely important strategy.

The National Treatment Plan should:

1) Set targets and timeframes for a triangle of necessary interventions, including:

Adult ARV treatment

Treatment of opportunistic infections

The prevention of mother to child HIV transmission

Expansion of counseling and HIV testing facilities for VCT

Improved prevention/treatment of other sexually transmitted infections

2) Identify and cost the resources that are needed for treatment targets to be met, as well as steps that need to be taken to make the NTP as affordable and sustainable as possible. For example, voluntary or compulsory licensing of local firms to develop essential medicines.

3)   Identify institutions where different levels of the NTP can be implemented – “nodal points” for implementation; as well as steps that need to be taken to increase and improve the human and capital infrastructure that is needed to respond to a crisis of this proportion.

OBJECTIVES OF A NATIONAL HIV/AIDS TREATMENT PLAN:
The Treatment Action Campaign (TAC), health experts, and economists are developing a substantive proposal covering all the components and requirements of a NTP.  Its objectives are:

1. To reduce the numbers of people dying of AIDS-related illnesses.  

In 2001 it was estimated that 200,000 people died as a result of AIDS.
 Almost all died without access to proven therapy that could prolong life and social and economic productivity. The death of parents is creating an orphan epidemic that could be delayed and limited by a national treatment plan.

It is possible to cut the number of people dying of AIDS with a programme that expands access to treatment according to targets over a period of ten years.  Treatment here would include:

·  Earlier diagnosis of HIV infection through a campaign of voluntary counseling and testing;

·  Better prevention and treatment of opportunistic infections, slowing down the destruction of a person’s immune system.

·  Providing ARV’s to an expanding number of people, initially through pilot sites, but broadening access as capacity and expertise develops.

The benefit of this programme would be to reduce the burden of AIDS-related diseases that is currently mounting on all parts of the public health system.  The challenge would be to train health care workers in the prescription and monitoring of these medicines and to be able to sustain their supply at an affordable price.  To conduct such a programme will require more investment in public health services, but COSATU believe that this will benefit all South Africans.  We also propose that the costs and facilities needed to extend access to treatment should be shared by the public and private health sector.
2.
To reduce the number of men, women and children being newly infected with HIV.

We believe that saving lives through treating more people with AIDS (objective 1) will necessitate improved public messaging about HIV infection and, particularly, more focused campaigns to encourage voluntary testing and counseling, both amongst those who may already have clinical symptoms of HIV as well as amongst those who are well.  Access to treatment will be an incentive for VCT that has not existed up to now. Increased uptake of VCT as long as it is accompanied by effective counseling – the provision of which must be a very important, urgent and early part of the NTP – is likely to assist the transition between high levels of HIV awareness and higher levels of behaviour change. Our plan calls for the setting of targets to reduce the number of new daily infections and for systems to monitor progress with HIV prevention.

3.
Mitigating the impact of AIDS.

Many of the social and financial costs of AIDS described in the introduction of this document can be controlled and limited through an effective National Treatment Programme.  For example, whilst home based care is part of the government’s programme it is not often admitted there are huge pending costs associated with the provision of home-based care.
  We believe these costs could be limited significantly by expanded access to anti-retroviral medicines, which would keep people healthy and productive for a longer period of time.  Similarly, the exploding orphan crisis can be controlled by combined efforts to keep parents alive and to prevent new HIV infections.  As has been seen in countries such as Brazil, the escalating costs of health provision caused by treating AIDS-related opportunistic infections can be dramatically and quite quickly reduced with the expansion of access to ARVs.
  Here, it is significant that the Brazilian programme was able to document gains and savings within five years.

FINANCING

Economists, actuaries and public health experts convened by the TAC are drafting a document that attempts to provide a scientific costing of all the parts of a NTP.  This analysis will examine:

Anticipated costs (over 10 years)

--------------------------------------------------

Anticipated savings (over 10 years)

The measurable outcomes that this research will provide will include: 

· number of life-years saved as a result of access to ARVs; 

· costs saved through a decrease in AIDS related illness and in-patient hospitalisation; 

· costs saved through a decrease in the projected numbers of orphans; 

· costs saved through a decrease in the number of HIV infections – as a result of infections averted through VCT, the prevention of MTCT, better prevention of STI’s, use of ARVs etc.

The first draft of this document will be far from perfect.  However, it will at least provide a set of hypotheses and figures that may be interrogated and refined.  The NTP will be expensive and health costs will run into billions of rands, but it is affordable and will be cost-saving.  However, our view is that this investment will immediately bring social benefits and will, within five years, bring measurable cost savings.  Refusing to provide anti-retroviral treatment to people with AIDS does not amount to expenditure saved.  It merely leads to a drain on the fiscus of similar dimensions but through other channels.  This is acknowledged in the Inter-governmental Fiscal Report of 2001.

The costs of anti-retroviral medicines and improved systems of laboratory monitoring will be a major component of the NTP.  This cost, however, is predictable, measurable and can be reduced.  The Cabinet says that it is “investigating the production of generic medicines”. This could reduce the monthly medicine costs to R350 per person (currently R650 – R1400).  It could also have the benefit of bringing much needed investment into the local pharmaceutical industry and creating jobs.  This is an issue that would have to be fully explored.

PROCESS

COSATU and TAC both support tabling a proposal for a National Treatment Plan with the Development Chamber at the National Economic, Development and Labour Council (Nedlac) and with the SA National AIDS Council.  We believe that this would allow opportunity for discussion, improvement and ultimately ratification of a NTP in a forum where most relevant sectors of society are represented.  This should be done as early as possible because many are at stake.

[ends]




On February 14th 2002 COSATU President, Willy Madisha, once again repeated COSATU’s call for a National Treatment Plan for tackling HIV. He identified the key components of COSATU’s proposed programme for responding to the HIV epidemic including:





recognition by all sectors of society, including government that HIV is an emergency and a national crisis;


calling for people to volunteer to be trained as lay counselors;


calling for unity and support from all sectors of society to make a national MTCT prevention programme a success;


calling for treatment with anti-retroviral medicines (ARVs) to begin in the public sector and to be extended throughout the private sector;


calling for local production of affordable ARV’s under compulsory licences.





This document sets out in greater detail why a national treatment programme is necessary, and how it can be established.














� See Medical Research Council, Technical Report on The Impact of HIV/AIDS on Adult Mortality in South Africa, which warns that “without treatment to prevent AIDS, the number of AIDS deaths can be expected to grow, within the next 10 years, to more than double the number of deaths due to all other causes, resulting in 5 to 7 million cumulative AIDS deaths in South Africa by 2010” ; Statistics SA, Advance Release of Recorded Deaths, 1997-2000 which reports a “consistent increase in the total number of deaths from 1997 to 2000.”


� Annual Sero-prevalence Survey of Pregnant Women Attending Ante-natal Services in the Public Health Sector, 2001.


� Centre for Actuarial Research (CARE), University of Cape Town, The Impact of AIDS on Orphanhood in South Africa: A Quantitative Analysis, October 2001.


� See: The Impact of the HIV Epidemic on the Health Sector in South Africa, November 2001. Unreleased report by Abt Associates for the Department of Health.


� Intergovernmental Fiscal Review, 2001, p.52 “A recent estimate puts Provincial spending on Aids related illnesses at nearly R4bn, including spending on essential drugs for opportunistic infections.” (p.52); This figure is also given in ANC Today, 15 Feb 2002.


� See Department of Health advertisement, Sowetan, November 2001.


� In October 2001 an expert consultation on ARV use, convened by the TAC, resulted in a Consensus Statement that points the way to expanded ARV use in SA. A COSATU position paper on the efficacy and importance of ARVs has also recently been produced.


� These deaths are mostly of people infected with HIV during the early 1990s. Because the number of new infections has risen steadily, so will the number of deaths (unless they are prevented by treatment). According to the MRC deaths will rise as follows: 


260,000 in 2002; 


340,000 in 2003, 


423,000 in 2004, 


510,000 in 2005,�592,000 in 2006, 


664,000 in 2007, 


721,000 in 2008, 


760,000 in 2009,�780,000 in 2010 & 2011 (peak of epidemic)


� See: Centre for Health policy, University of the Witwatersrand, Home Based Care for People With HIV/AIDS in South Afiica – What will it cost?” This study estimates that home-based care could cost up to R1,7bn a year by 2005.


� Unique about Brazil’s response has been its commitment to integrating and expanding access to treatment into its general HIV/AIDS prevention strategy. UNAIDS describes this approach as exhibiting “a degree of national daring … that goes against many of the recommendations on how a developing country ought to manage the epidemic.”  According to the Brazilian government “.. the savings on internments, on welfare and on the number of years-of-life gained show clear signs of a guaranteed sound cost-benefit ratio.”
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