
Annual Report

March 2006 to February 2007



 TAC Annual Report: March 2006 to February 2007

Table of Contents
Introduction..........................................................................................................................................................................3

Background.....................................................................................................................................................................3
The context......................................................................................................................................................................4
The Toronto AIDS conference: a watershed moment.....................................................................................................7
A new partnership between government and civil society?............................................................................................8
TAC’s continued importance..........................................................................................................................................9

Organisational report..........................................................................................................................................................11
Organisational structure................................................................................................................................................11
Human resources...........................................................................................................................................................13

TAC’s human resources profile...............................................................................................................................13
The human resources office....................................................................................................................................14
Staff and leadership development...........................................................................................................................14
International volunteers...........................................................................................................................................16

Strategic programmes and departments........................................................................................................................16
Friends of TAC..............................................................................................................................................................17

Campaigns and organising..................................................................................................................................................19
HIV prevention campaign.............................................................................................................................................20

Prevention summit...................................................................................................................................................21
Youth prevention campaign.....................................................................................................................................21

Treatment literacy...............................................................................................................................................................23
TB: A key focus in treatment literacy work............................................................................................................24

Policy, communication and research..................................................................................................................................26
Treatment Project................................................................................................................................................................29
Litigation and legal struggles.............................................................................................................................................31
International solidarity........................................................................................................................................................32

International conferences and meetings........................................................................................................................33
African Regional TB Summit – June 2006.............................................................................................................33
African Civil Society Coalition on HIV/AIDS – Mombasa, Kenya (September 2006).........................................33
Regional Treatment Summit – Johannesburg, South Africa (October 2006)..........................................................33
PATAM Strategic Planning Workshop – Marrakech, Morocco (December 2006).................................................33
World Social Forum (WSF) – Nairobi, Kenya (January 2007)...............................................................................34
UNGASS.................................................................................................................................................................34

Challenges for the future...............................................................................................................................................35
Finances..............................................................................................................................................................................36
The year ahead....................................................................................................................................................................37

2 of 37



 

Introduction

Background

TAC was launched on 10 December 1998, International Human Rights Day, as a voluntary 
organisation  of  people  fighting  for  HIV  treatment  and  the  rights  of  people  living  with 
HIV/AIDS.  The organisation has achieved much and grown considerably  over  the last 
eight years. Today TAC has about 14 000 registered members, employs 64 full time staff in 
6 provincial offices and an additional 7 district offices, and has 237 branches working in 32 
out of the 56 state health districts across the country. TAC gives predominantly poor and 
marginalised  people  a  sense  of  their  rights  and  power  and  an  experience  of  active 
citizenship. TAC members are the lifeblood of the organisation and take the messages of 
treatment,  government  accountability  and  crucial  information  on  HIV/AIDS  to  their 
communities.

The Treatment Action Campaign is a movement for social justice. Some criticise TAC for 
going beyond what they consider to be TAC’s single-issue mandate: fighting for the rights 
of  people  with  HIV/AIDS  and  for  their  access  to  treatment.  But  TAC’s  mandate  goes 
beyond this. Sipho Mthathi, TAC’s General Secretary during the period covered by this 
report, described TAC’s struggle as follows:

[AIDS] is political. It is social. It is economic. It is not only a health crisis. Fighting AIDS 
in South Africa means addressing the political dynamics engendered around the epi-
demic, it means addressing social norms such as patriarchy, gender inequality, woman 
and child abuse and gender-based violence; it means addressing economic realities 
such as massive poverty, unemployment, disempowerment, lack of education, lack of 
services, housing sanitation, health care; it means the inherited anomalies of apartheid 
and the marginalised and vulnerable communities engendered as well  as the inad-
equate infrastructure it left us; it means addressing governance to deliver social ser-
vices, social security and providing the leadership and resources this crisis demands.

TAC uses a multitude of strategies to achieve its goals, of which mass mobilisation is but 
one (albeit the most visible). In the past, TAC has often been in conflict with government, 
although we also work with government, as was shown through in the process of drafting a 
new National Strategic Plan on HIV/AIDS. TAC’s Treatment Literacy Programme works 
closely with the local and provincial levels of government. 

Again, high-profile campaign work garners most of the media attention, but the majority of 
TAC’s work is done at the grassroots level, where we mobilise communities to demand 
action, where we educate and raise awareness about HIV/AIDS, work with local clinics to 
support health care workers and ARV users, visit homes to support home-based carers 
and those in their care, engage with youth about their daily realities, work with mothers-to-
be,  help  empower  women  to  take  charge  of  their  lives  and  protect  themselves  from 
violence and HIV, and where we fight stigma and discrimination.

3 of 37



 TAC Annual Report: March 2006 to February 2007

TAC has a vision that clinics, schools, workplaces and places of worship have roles to play 
in  combating  the  epidemic.  TAC  members  engage  in  mass  mobilisation  and  protest 
actions where necessary as part of advocacy for service provision. However, the day-to-
day work  they do  is  far  more extensive  than  this.  They  build  social  relationships  and 
working partnerships with local clinics, Department of Social Development offices, health 
care workers, trade unions and schools, in an effort to improve the services delivered by 
these institutions. These relationships have practical and meaningful results: for example, 
building  the  leadership  of  people  living  with  HIV/AIDS,  reducing  stigma,  encouraging 
community  participation  in  clinic  and  hospital  boards,  developing  HIV/AIDS workplace 
plans with unions and employers and establishing AIDS action committees at schools.

The context

The 2006 UNAIDS Report on the global AIDS epidemic states that South Africa’s epidemic 
is one of the worst in the world, and “shows no evidence of a decline.” The 2005 HSRC 
Household Survey estimates national prevalence for all persons aged 2 and older to be 
10.8% and the Actuarial Society of South Africa’s ASSA2003 model estimates prevalence 
at  11.2% for 2006,  with more than 900 people dying of  AIDS each day.  The UNAIDS 
Report estimates HIV prevalence for adults (15-49 years old) at 18.8% in 2005, and notes 
that, while many African states show stabilising if not decreasing epidemics, South Africa’s 
epidemic continues to increase. These statistics indicate that South Africa’s epidemic is 
not  under  control:  the  latest  UN  Human  Development  Report  reveals  South  Africa’s 
downward slide on the human development index – life expectancy has fallen to 47 years 
– and attributes this in part to the Government’s failure to deal effectively with HIV/AIDS.

HIV prevalence by province
Although  South  Africa  is  better-equipped  to  deal  with  the  epidemic  than  its  regional 
counterparts, its record for managing the HIV/AIDS crisis has been poor. The first South 
African  AIDS cases  were  diagnosed  in  1982,  but  the  volatile  complexity  of  apartheid 
politics  and  democratic  transition  had  effectively  marginalised  the  issue,  leaving  the 
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disease virtually unchecked for over a decade. A comprehensive National AIDS Plan was 
developed in 1993, which promised to incorporate a multi-sector approach involving key 
ministries. It was decided that the Plan would be located in the President’s Office to ensure 
prioritisation  as  a  ‘Presidential  lead  project’  in  the  Reconstruction  and  Development 
Programme  where  it  would  benefit  from  preferential  funding  and  multi-sector  input. 
However,  in  the  transitional  phase,  the  government  assigned  the  AIDS  Plan  to  the 
Department  of  Health,  where  it  remained  ‘un-consulted,  unimplemented  and  largely 
ignored.’ This decision removed the nucleus of the AIDS strategy from the President’s 
Office and destroyed the potential for multi-sector input and adequate funding. In addition, 
it effectively denied that the pandemic is a social problem with governance implications 
while suggesting that public health measures alone will suffice as response. While the new 
dispensation was only beginning to grapple with resolving the disparities engendered by 
South Africa’s apartheid regime, the country’s historical inequalities were the rips in our 
social fabric through which the epidemic exploded.

The legacy of apartheid notwithstanding, the central problem has increasingly been poor 
political  leadership.  The  Minister  of  Health  since  1999,  Manto  Tshabalala-Msimang, 
appointed  and  supported  by  President  Mbeki,  has  promoted  pseudo-science  and  has 
failed in every critical aspect of her job. The consequences of this have been a poorly 
implemented  care  and  treatment  programme,  a  poorly  implemented  mother-to-child 
transmission prevention programme, a failed prevention programme, an escalating human 
resources crisis in the health system, obstructionism in legal cases aimed at improving 
access  to  treatment  and  health  care  (such  as  the  Westville  Prison  case),  and  the 
pervasiveness  of  and  political  support  for  charlatans  offering  unproven  remedies  for 
HIV/AIDS. 

The HIV/AIDS problem in South Africa has been been exacerbated by state-sponsored 
denialism  which  continued  well  into  2006.  The  year  2006  began  with  the  2000-2005 
Strategic Plan having expired but no new plan and no sign that  political  leaders were 
changing their stance. 

On 19  November  2003,  after  a  long  and difficult  public  campaign,  the  Department  of 
Health  published  the  Operational  Plan  for  Comprehensive  HIV  and  AIDS  Care, 
Management  and  Treatment  for  South  Africa,  which  included  the  rollout  of  treatment. 
Antiretrovirals  are  now  available  at  clinics  in  every  district  and  the  mother-to-child 
transmission prevention programme has been rolled out to over 1 600 of the approximately 
4 000 health facilities.  Government estimates that  there were over 250 000 people on 
treatment in the public sector as of May 2007.

However,  the  Actuarial  Society  of  South  Africa  (ASSA)  estimates  that  about  500  000 
people have AIDS but are not accessing antiretroviral treatment. The Operational Plan set 
several targets for the number of people on treatment in the public sector. Not only were 
these targets too low for the scale of the epidemic, but every one of them has been missed 
–  by  far.  The  target  for  the  year  ending  March  2006  was  over  381  000,  but  by 
government's own estimate, only 40% of the target had been reached. A further concern is 
that the programme has no properly implemented, nationally co-ordinated monitoring and 
evaluation mechanism in place. There is little confidence in government statistics of the 
number of people on treatment.
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By the best estimates there are well over 1 000 new HIV infections every day. Our HIV 
incidence and prevalence rates1 remain among the highest in the world. HIV prevention 
efforts in South Africa have been sparse. The Minister of Health has stated that prevention 
must be the cornerstone of government's policy, but prevention efforts have failed. The 
prevention plan expired in 2005 and there has been no new plan.  The Department of 
Health’s flagship HIV prevention campaign, Khomanani, closed its doors on 29 July 2006 
as the Department did not complete the contract renewal process timeously. Further, no 
effort has been made by government to bring down the price of the female condom and 
most  schools  remain  without  proper  life-skills  education  programmes  and  condoms. 
Accessing post-exposure prophylaxis is still extremely difficult for most women who have 
been raped. Thus, after declaring 2006 the year of “accelerated HIV and AIDS prevention,” 
South Africa’s prevention campaign has been shut down with government showing very 
little evidence that it is serious about prevention.

The  annually  published  South  African  Health  Review shows  the  extent  of  the  human 
resources shortage in our health system. Nurse and doctor to patient ratios in the public 
sector  are  extremely  high  and  appear  to  be  getting  worse.  Furthermore,  a  Human 
Sciences Research Council (HSRC) survey of four provinces published in 2002 found a 
nearly 16% HIV infection rate among nurses. Although the Department of Health recently 
published a Framework for a Human Resources Plan, it is weak and contains few concrete 
targets or suggestions.

Underlying all the above problems is continued denialism of HIV/AIDS and the extent of 
the epidemic’s impact on South Africa. The Minister of Health’s mismanagement of the 
crisis reached a climax when she placed her pseudo-scientific theories on display at the 
International  AIDS  Conference  in  Toronto  in  August  2006.  Denialism  operates  at  the 
highest level: President Mbeki has publicly questioned the link between HIV and AIDS and 
his  continued support  for  the Minister  of  Health  can only  imply  that  he  condones her 
actions.

The Minister of Health has created a false dichotomy between treatment and nutrition. No-
one of repute denies the importance of nutrition, both for people with and without HIV. But 
nutrition is not an alternative to medicines; for people with HIV, both are needed. Nor can 
nutrition be simplified to a few products, such as the vegetables promoted by the Minister. 
For  most  people  in  South  Africa  faced  with  food  insecurity,  the  key  challenge  is  not 
whether to eat chicken or beef, lemons or beetroot. The key challenge is for poor people to 
have  enough  money  to  buy  sufficient  healthy  food  to  eat.  The  Minister  has  grossly 
misrepresented  the  challenge  of  nutrition.  Furthermore,  an  analysis  by  the  Joint  Civil 
Society  Monitoring Forum of nutritional  interventions in the public  health system found 
these woefully inadequate. 

HIV prevalence is stabilising at  disturbingly high levels among women in South Africa: 
UNAIDS has identified South Africa as the country with the highest number of women 
infected with HIV/AIDS in the world, almost double the number in India and over triple that 
in neighbouring Zimbabwe. Women make up almost 60% of all adults living with HIV in 

1 Incidence refers to the number of new infections per unit of population during a given time-period; prevalence 
refers to the number of people infected per unit of population at a given point in time.

6 of 37



 

South Africa. Twenty-five percent of women are infected with HIV by the time they reach 
the age of 22, highlighting the vulnerability of young women and girls. Annual ante-natal 
surveys show that HIV prevalence among pregnant women has exploded from 0.7% in 
1990 to over 30% in 2005; that is,  more than one in three pregnant women attending 
public antenatal clinics are living with HIV. 

Incidence measures (recent infections) are better than prevalence measures for assessing 
the  dynamics  of  HIV transmission  currently  at  work  in  South  Africa.  Incidence  figures 
reflects  that  women are indeed at  the epicentre of  the epidemic,  as incidence among 
females is more than twice that in males, at 3.6% compared to 1.5%. Research shows that 
the lower status and disempowerment of women contribute to their higher infection rates. 
Younger women, especially teenage girls, are especially vulnerable to infection, due to the 
immaturity of their reproductive systems as well as likelier exposure to sexual coercion, the 
potential to overcome immediate needs through ‘survival sex’, the potential to utilise sex to 
provide  access  to  consumer  items  through  ‘transactional  sex’,  and  the  relationship 
between sex  and  violence,  which  includes  vulnerability  to  rape.  Young  women (15-24 
years) have an eight times higher HIV incidence than young men (6.5% vs. 0.8%). For 
adults generally, (15-49 years) incidence among women was more than two and a half 
times the incidence found in men (6.3% vs. 2.4%).

The Toronto AIDS conference: a watershed moment

The 2006 International AIDS Conference in Toronto was a watershed moment, where the 
Minister of Health’s denialism reached its zenith. Responsible for the embarrassing and 
offensive South African exhibition which featured lemon, garlic and African potatoes, the 
Minister of Health, as at the previous International AIDS Conference in Bangkok, made her 
presence felt by making several pseudo-scientific comments. Then, the devastating news 
reached our  international  delegation  that  a  prisoner  had died in  Westville  Prison from 
AIDS-related complications. This came after TAC had campaigned for a treatment plan in 
prisons,  and took the Department  of  Correctional  Services to court  to compel  them to 
make  treatment  available  to  prisoners  in  Westville  (see  the  chapter  on  litigation). 
Responsibility for prisoner “MM’s” death could be placed squarely upon the Minister of 
Health’s shoulders – she is responsible for the health care of all South Africans, and yet 
another  person had died because he could  not  access antiretrovirals.  The Minister  of 
Correctional  Services  shared  in  the  blame:  we had  been  lobbying  the  Department  of 
Corrections since 2005 to provide care for HIV-positive inmates. 

At  home,  on 16 August,  TAC occupied the offices of  the South African Human Rights 
Commission in Cape Town.  TAC lodged a complaint regarding Government’s refusal to 
comply with the Westville order and demanded that Tshabalala-Msimang and Balfour be 
held responsible and charged with homicide after the death of inmate ‘MM’ in Durban-
Westville.  We returned to the SAHRC for a progress report and occupied the provincial 
administrative building. Twenty-nine TAC activists were arrested for trespassing.  There 
were a range of actions in August to try to profile these impasses such as meetings with 
Judge Nathan Erasmus of the Judicial Inspectorate of Prisons, with US Senator Barack 
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Obama and mobilisations for  proceedings in Durban High Court  (where the case was 
heard).

In  Toronto,  the TAC delegation  participated  in plenaries  and platforms,  bringing to  the 
world’s attention the crisis in our country. Upon the return of the delegation, TAC launched 
a Global Day of Action on 24 August 2007 to call for the Minister of Health’s dismissal. We 
demanded that a national meeting be convened to discuss a plan for the HIV/AIDS crisis 
and to “end health apartheid and build a People's Health Service.”

A  new  partnership  between  government  and  civil 
society?

TAC received international and local support and solidarity, and the government had no 
choice  but  to  respond.  We used  the  opportunity  to  open  the  process  to  draft  a  new 
HIV/AIDS plan.  We rallied our civil  society partners, and in October 2006, under TAC, 
COSATU, SACC and SANGOCO leadership, a Civil Society Congress on HIV/AIDS was 
convened.  Government officials were invited to speak and the momentum of a united front 
of  doctors,  nurses,  faith leaders,  trade unions,  NGOs and people living with HIV/AIDS 
demanded  a  response  from our  political  leaders.  The  Deputy  President  and  Head  of 
SANAC,  Phumzile  Mlambo-Ngcuka  and  Deputy  Minister  of  Health,  Nozizwe  Madlala-
Routledge addressed the Congress.  As civil society we sent a strong message that it was 
time for leadership on HIV/AIDS.

This  momentum  carried  us  toward  what  the  media  has  frequently  quoted  as  a  “sea 
change” in HIV/AIDS policy. We called for a review of HIV/AIDS policy, and toward the end 
of 2006, the government commenced a process to draft a new AIDS plan called the HIV 
and AIDS and STI National Strategic Plan 2007-2011 (NSP). 

As part  of  this  process,  civil  society  lobbied SANAC to fund “sector  summits”  to  gain 
further inputs from key sectors; TAC participated in the women’s, men’s, human rights, 
PLWHA,  children’s  and  NGO  sector  summits.  In  addition,  we  assembled  a  group  of 
experts with key competencies to form a TAC NSP Task Team. Under the leadership of the 
General Secretary, this group provided assessments of the NSP, which were collated and 
also submitted to SANAC. 

TAC was present at the initial meeting in October 2006 to discuss the review of the expired 
National  Strategic  Plan  where  the  Department  of  Health  outlined  their  planned  time 
frames, including a launch of the final National Strategic Plan for HIV & AIDS and STIs 
2007-2011 (NSP) by 1 December 2006 – World AIDS Day. While welcoming a timeline for 
this, civil society raised the issue that the plan cannot be finalised before more opportunity 
is provided for further submissions by civil society, scientists, medical experts, economists 
and  communities.  TAC,  SACC,  COSATU,  FEDUSA,  NACTU and  the  business  sector 
requested that the government delay this to allow for broader consultation with civil society 
and all stakeholders. TAC mobilised its cadres to ensure that communities were aware of 
the new plan, organised community imbizos to inform communities about the contents and 
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shortcomings of the plan, engaged with them to obtain valuable input about the needs of 
communities,  and  submitted  proposals  early  in  the  new  financial  year  to  SANAC  for 
consideration in the drafting process.

The Civil Society Congress was used as a platform to develop a set of proposals which 
were submitted as civil society input into the NSP. TAC leaders have been included in the 
drafting process, have been invited as civil society representatives on the National NSP 
Task  Team,  and  attended  numerous  meetings  (including  a  National  Consultative  NSP 
Conference in March 2007).  Unlike the first  Strategic Plan, TAC and civil  society have 
been able to influence this process substantially.

Government’s apparent commitment to a new partnership with civil society and to rational 
HIV/AIDS policy gave many, including TAC, hope that we had finally turned the corner. 
TAC  even  suspended  its  call  for  the  Minister  to  be  dismissed.  However,  this  new 
commitment  was driven by the Deputy  President  as well  as Deputy  Minister  Madlala-
Routledge during a time that the Minister was hospitalised for extensive periods. After her 
return to work there were indications of renewed obstructionism. More recently (in August 
2007), the President dismissed Deputy Minister Madlala-Routledge, apparently because of 
her leadership on HIV/AIDS, indicating that the struggle against government denialism is 
far from over.

TAC’s continued importance

TAC has an advocacy and service role. As the leading social movement of people living 
with HIV/AIDS, and of people working for the expanded provision of HIV/AIDS treatment in 
South Africa, TAC has a role to play in the conceptualisation and implementation of policy 
and plans to respond to each of these priorities. However, in proportion to the total South 
African population of nearly 50 million, the TAC membership is small, with about 14 000 
members. Therefore, its community-based networks are a critical extension of the reach of 
TAC’s work and capacity.

One of TAC’s roles is to mobilise the leaders of community, civil society, faith-based and 
other key organisations to take action. The national response to HIV/AIDS needs to be 
coordinated  by  a  true  partnership  of  civil  society,  the  private  sector  and  government. 
Government has a major role to play in the delivery of health and other services and in 
regulating the environment in which civil society groups can play a role. The private sector 
has the means, and also the reach through employers, to invest considerable financial and 
human resources into addressing the challenges of HIV/AIDS. Trade unions, churches, 
NGOs, and community-based organisations can reach where government and business 
cannot, and have a special role to play in terms of mobilising their constituencies to take 
action.  TAC is  well-placed to  help  lead these efforts,  offers  a  far-reaching vision,  well 
developed  experience  in  community  mobilisation,  and  in  many  instances,  technical 
expertise to address the challenges of HIV/AIDS.

It is clear from events that took place during and after the period under review that TAC’s 
struggles  continue.  Furthermore,  the  extremely  weak  implementation  of  HIV/AIDS 
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prevention, treatment and care programmes, as well as the crisis in the health system, 
require continued vigourous advocacy and service campaigns from civil society. TAC will 
continue to lead these.
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Organisational report

TAC is regarded by many as a shining example of an organisation upholding the socio-
economic rights of South Africans, and also as the most effective AIDS service organ-
isation in the country. It has been widely praised for its excellent strategic skills, unique 
advocacy strategy and its creative use of litigation.

Jacqui Boulle and Tenu Avafia, TAC Evaluation, June 2005

Organisational structure

The  organisation  is  structured  into  two  sections:  formal  staff  and  member/volunteer 
structures.  There is an elected National  Executive Committee with representation from 
each  Provincial  Executive  Committee  as  well  as  key  sectors  –  healthcare  workers, 
children, faith-based, trade unions, and NGOs. The NEC provides strategic guidance and 
is the highest decision-making body of  the organisation between National  Congresses. 
TAC’s day-to-day management is the responsibility of an elected Secretariat, the members 
of  whom  are  ex  officio  members  of  the  NEC,  as  are  Provincial  Coordinators.  PEC 
members are elected at Provincial Congresses.

The national office is responsible for implementation of TAC’s strategies, coordination of 
key  programmes,  financial  management,  human  resources  management,  policy  and 
general  management.  Provinces  and  district  offices  carry  out  key  campaigns,  and 
implement  programmes,  such  as  Treatment  Literacy  and  the  Treatment  Project.  The 
provincial offices support TAC branches and districts to carry out the grassroots work of 
mobilising and educating community members about HIV/AIDS, treatment, prevention and 
health. 

Since 2006, the chief executive officer of TAC is the General Secretary. The need for this 
position was proposed at  the 2005 TAC National  Congress,  where Sipho Mthathi  was 
elected. The General Secretary position was established in part to be the symbolic and 
political face of the organisation and to provide hands-on management on a daily basis. 
The position is the most senior staff member in TAC, and is elected for a two-year period 
at the TAC National Congress. The General Secretary has overall  responsibility for the 
management, in which he or she is assisted by other members of the Secretariat and key 
national  staff  members  –  principally  the  National  Manager.  The  organisational  and 
management structure of TAC is graphically represented in the figure below.
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Organisational and management structure
The Secretariat and NEC Sector members during the period under review were:

Elected Secretariat: 
•Mr Zackie Achmat (Chairperson)
•Ms Nkhensani Mavasa (Deputy Chairperson)
•Ms Sipho Mthathi (General Secretary)
•Mr Mark Heywood (Treasurer)

Nominated NEC Sector Members: 
•Ms Karen Allan (Children's Sector)
•Mr Hector Rakhetsi (Faith Based Sector)
•Rev Toboho Klaas (Faith Based Sector)
•Ms Nomusa Zulu (Tradu Union Based Sector)
•Ms Edna Mokaba (Health Care Sector)
•Ms Fraayne Mathjus (C-SAN HIV/AIDS DENOSA Project)
•Ms Zanele Twala (SANGOCO Executive Director)
•Ms Theo Steele (COSATU Programs Director)

The day-to-day strategic work and management of TAC is done by the General Secretary, 
the  National  Manager,  the  National  Organiser  and  other  members  of  the  national 
management  team.  There  is  a  finances  office,  a  human  resources  office,  and  a 
development office (which handles fundraising and grant management). In addition, the 
Provincial  Coordinators,  who manage the  provincial  offices,  form part  of  the extended 
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management team in the organisation. At a provincial level, the Coordinator works with the 
Programme  Coordinators  (Treatment  Project,  Treatment  Literacy  and  Organising)  and 
administrative staff to facilitate the work of the volunteer members in each province. The 
provincial staff report on a regular basis to the Provincial Executive Committees, which 
provides strategic oversight on HIV/AIDS work in the provinces, supports provincial offices 
in  engagement  with  partners  and government  institutions,  highlights  the problems and 
priorities in the different localities, and decides who represents the various sectors and 
organisations.

Human resources

TAC’s human resources profile

TAC employs 64 staff in 13 offices: 

•76% of these are women;

•25% of staff members are living openly with HIV;

•92% of staff are black as defined by the Employment Equity Act;

•8 staff comprise the national management team; and

•5 staff are provincial coordinators 

A narrow consideration of TAC's human resources would include the 64 employed staff, 
123 personnel of the Treatment Literacy Programme, in addition to 60 Peer Educators 
(young people under the age of 28 doing treatment education at local day and youth clinics 
as well as in schools and recreation centres), more than 25 Community Organisers (mostly 
trained to support mass mobilisations around health and play a critical role in our access to 
justice and human rights campaigns),  and 19 Community Media Practitioners, who are 
trained to be grassroots  journalists  and media advocates for  the organisation at  local, 
provincial and national levels.

However, a broader consideration of TAC’s human resources should extend to our 14 000 
TAC branch members in 6 provinces of whom we estimate 8 000 to be active in local 
branches of the organisation. Some of these members volunteer in TAC offices assisting 
with administration and organising. They are active in TAC structures and leadership in the 
form of the NEC and PECs, are elected office bearers or are “Friends of TAC” (FoTAC-SA) 
which is a newly-formalised collective of mainly middle class South Africans who have 
offered their skills and support to TAC. 

The  staff  is  divided  into  national  managers  and  programme  coordinators,  national 
administration  staff,  provincial  coordinators  and  provincial  programme  coordinators, 
provincial administration and district staff.  Staff manage and implement the work of the 
organisation and, together with volunteer structures, lead the organisation to achieve its 
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objectives.  Staff  are  highly  committed  to  the  struggle  against  HIV/AIDS.  TAC  staff 
members are paid basic salaries, and receive good benefits in the form of a good medical 
aid, pension contributions and more annual leave days than the minimum requirement. 

TAC is an unusual combination of a membership-based organisation and more traditional 
staff-run non-profit organisation. Our greatest strength as an organisation has been the 
work  of  the  countless  grassroots  activists  that  help  build  and  inform  TAC's  political 
strategy.  Their  self-organisation  and  mobilisation  works  dynamically  with  our  service 
delivery models for treatment literacy and prevention. For TAC, HR extends well beyond 
building institutional efficiency and administrative cohesion. It aims to develop community 
leaders and public health activists.

The human resources office

In the 2006/2007 financial year the Human Resources department focused heavily on a 
number  of  changes  related  to  staff  matters.  This  included  nine  total  resignations  and 
vacant positions. At the National Office, a number key positions have been filled: 

•Development Manager;
•International Campaigns Coordinator;
•National Treatment Project Coordinator;
•SADC Treatment Literacy Coordinator; and
•New Provincial Coordinators in Limpopo and KwaZulu-Natal.

HR administration covers issues of  new appointments,  contracts,  job descriptions,  and 
orientation  and  induction  of  new  staff.  It  also  includes  contracting  of  temporary  staff, 
arranging  medical  aid  cover  and  benefits,  managing  small  study  bursaries  or  car 
assistance to eligible staff, staff loans, capturing staff leave records and reporting to the 
Department of Labour on Employment Equity and to the relevant SETA (Sector Education 
and Training Authority). The HR department itself comprises only 2 members of staff who 
find it increasingly challenging to serve the burgeoning organisation’s staff needs. The HR 
department  is  developing  improved  systems  to  increase  turn-around  time  on  HR 
administration and to improve service to staff. 

TAC is committed to maintaining the integrity of  the organisation and retaining optimal 
levels of transparency and accountability with regard to our staff. TAC has maintained its 
reputation for sound financial management due to good systems which are able to alert us 
to  any  cases  of  financial  mismanagement. The  evaluation  of  our  Mpumalanga  office 
demonstrates  both  our  commitment  to  transparency  and  our  ability  to  act  decisively 
against fraud – dismissing staff who were dishonest.

Staff and leadership development

Development  efforts  have  injected  new  vigour  into  locally-driven  activism  (such  as 
witnessed around the Westville Prison case in KwaZulu-Natal),  strengthened provincial 
leadership  to  drive  locally-informed  campaigns  and  programmes,  developed  PLWHA 
leaders  through  a  Leadership  School  and  a  cadre  of  women  leadership  through  the 
Women in Leadership Training Programme. Most of our staff are activists with very little 
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formal  training  and  are  learning  on  the  job.  We  embrace  this  unique  feature  of  our 
organisation and are working to build skills levels for all our staff. We have already begun 
to see its effects with our administrators in Gauteng, Western Cape, Limpopo and National 
offices.

The  concept  of  a  leadership  school  has  been  a  goal  since  the  inception  of  the 
organisation. TAC activists have informally held political schools in the provinces, where 
leaders meet monthly to discuss and debate politics at the branch level. After independent 
evaluators  confirmed the need for  a  systematic  development  programme,  the General 
Secretary developed an initial leadership induction programme at the end of 2005 and the 
tradition of political schooling was formalised by the HR department in 2006 through the 
initiation of the Leadership School.

The  pilot  phase  was  launched  in  Khayelitsha  in  cooperation  with  the  Western  Cape 
provincial  office.  Branches  nominated  40  TAC  activists  who  demonstrated  interest  in 
effecting  change  in  their  communities. Most  lived  in  informal  settlements  around 
Khayelitsha and had little previous access to higher education.  The results of the pilot 
programme  have  been  encouraging.  The  students  have  displayed  an  increase  in 
confidence, especially in public speaking and taking initiative in leading local activities. The 
Khayelitsha district has a regular slot on a community radio station led mostly by students 
from the  leadership  school.  The  programme has  been  instrumental  in  identifying  and 
developing leaders, particularly in the youth and PLWHA sector.

Learners expressed a great interest in learning basic skills, such as computer literacy. In 
developing a strategy that builds competencies around reporting, chairing, minute taking, 
letter writing, political debating, understanding local municipality structures and HIV/AIDS 
related skills will collectively have a serious impact on local-level organising for TAC. Skills 
development will in turn have a positive impact on our institutional structures and address 
some of the existing shortcomings related to the above skills. 

TAC has also recognised the urgency of strengthening women TAC leaders, in particular, 
women living with HIV/AIDS. In collaboration with the Gender AIDS Forum, TAC developed 
a programme aimed at sharpening the technical, analytical and advocacy skills of a critical 
mass of women leaders in TAC. The 3-phase Women in Leadership Training Programme 
is designed to develop a strong and confident layer of women leadership to lead women’s 
rights  programmes  and  ensure  that  this  work  is  implemented  systematically  in  all 
provinces,  districts  and  communities  into  the  years  ahead.  Aimed  at  women who are 
actively engaged in confronting the challenges of HIV/AIDS at the community level, the 
programme equips women with theoretical and practical skills while providing a safe and 
open forum for women to explore their realities and tap into the power within themselves.

The two critical aims of the programme are to:

•Raise  consciousness  in  women  leaders  about  gender  oppression  and  its  links  to 
HIV/AIDS; and 

•Equip women leaders with skills to address gender oppression in their own lives, in the 
organisation and in society.  
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Twenty-four women from TAC’s 6 provinces and national office were nominated for the 
programme,  and  attended  Phase  1  in  July  2006  themed  “Personal  is  Political”  which 
looked at the self,  society and how women experience the world differently from men. 
Phase 2 took place in October 2006 and focused on the root causes of why issues – 
particularly HIV/AIDS – affect women differently from men, and focused on “The Whole 
Woman”  addressing  sexual,  reproductive  and  women’s  rights.  Phase  3  took  place  in 
February  2007  and  interrogated  the  kind  of  action  necessary  to  shift  oppression  and 
discrimination  personally  and  collectively  on  a  small  and  large  scale.  TAC  women 
developed ways of organising and transforming under the theme “Putting the Political into 
Practice”  followed  by  a  2-day  Women’s  Campaign  Planning  session  which  identified 
issues and developed strategies for women’s rights campaigns in the year ahead.

International volunteers

International volunteers continue to make considerable contributions to the organisation. 
TAC hosts groups of approximately 6 volunteers for periods of 3 or more months. These 
volunteers  are  usually  international  graduate  or  post-graduate  students.  Some  are 
exploring research opportunities, but most are purely offering their time and skills to the 
organisation.  They  come with  a  wide  range  of  skills,  from law  and  medical  students, 
treatment  literacy  practitioners,  recent  graduates  on  a  gap  year  or  master  students 
studying or researching public health issues.  Whatever their background is they are all 
usually very enthusiastic and committed to TAC’s work.

During 2006/7 TAC hosted over 20 international volunteers. They have been invaluable in 
providing  additional  hands  and  minds  to  work  on  logistics  for  national  and  provincial 
administration (one of the most time-consuming tasks in the organisation) research, writing 
and editing papers or developing community information. 

Owing to the limited time available to train new volunteers and challenges in effective 
planning,  we  are  still  struggling  to  make  the  best  use  of  volunteers  as  a  resource. 
However,  with  the  assistance  of  our  volunteer  coordinators,  we  have  made  some 
improvements. Additionally, we have implemented a Volunteer Agreement Policy this year 
which will be used for better monitoring. In 2007, we expect to maintain our high standards 
for international volunteers and welcome individuals interested in working with TAC. While 
we could benefit greatly from a larger pool of volunteers, our capacity and physical space 
to accommodate volunteers in our offices is limited.

Strategic programmes and departments

TAC has five interconnected programmes which have a service and advocacy dimension. 
Each  of  these  programmes  has  specific  objectives,  plans  and  activities,  along  with  a 
budget and dedicated staff. The programmes are:

•Campaigns & Organising

•Treatment Literacy
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•Policy, Communications and Research

•Treatment Project

•International Solidarity

Programmes are not intended to work in isolation of each other, and over the last year 
there has been an increase in programme integration. All programmes have a role to play 
in  major  campaigns  and  there  is  much  support  between  programmes.  National 
Management  coordinates  these  programmes,  with  counterparts  in  each  province 
(Provincial Coordinators). TAC also works with its partners to conduct legal, advocacy and 
campaign work in our core focus areas of health and HIV/AIDS, such as the AIDS Law 
Project.

Friends of TAC

TAC members are the lifeline of  the organisation and take the message of  treatment, 
government accountability and crucial HIV/AIDS information to their communities.  FoTAC-
SA is an extension of the TAC's vision to mobilise society through structures such clinics, 
schools,  businesses  and  places  of  worship  to  combat  the  epidemic. FoTAC-SA was 
established as an opportunity to engage with middle-class South Africans and the many 
people from a wide variety of backgrounds who continually ask how they can contribute to 
our work.  

FoTAC-SA’s aim is to involve individuals who want to:

•be involved in specific campaigns or programmes;

•use their areas of expertise to provide support to staff or volunteers;

•make a financial contribution to the sustainability of our work; or 

•serve as an ambassador for TAC in their community or industry.

In 2006 we launched FoTAC-SA in Johannesburg and Cape Town where we were able to 
receive commitments from 35 supporters and hosted many more. Pieter-Dirk Uys, Zapiro, 
Josh Hawks, Tina Schouw and Nadine Gordimer are the first Patrons of FoTAC-SA. 

FoTAC-SA follows on the hugely successful model established by FoTAC-UK, a strong 
independent  organisation  celebrating  its  1st  birthday.  FoTAC-North  America  is  steadily 
gaining members, particularly among students. Both branches responded to our call for a 
Global  Day of  Action in August,  and organised protests and pickets in their  respective 
South African Embassies.  Patrons of FoTAC-UK include Archbishop Desmond Tutu, Annie 
Lennox, Sir Anthony Sher, Gillian Slovo and Anne Grant, to name a few.   

For TAC, these relationships yield meaningful results. To date, our FoTAC-SA members 
have mobilised to provide computer literacy training for staff and volunteers, have been 
involved  with  local  campaigns  taking  place  in  their  provinces,  provided  administrative 
support for TAC offices, and have assisted programmes with research, writing and editing 
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skills. FoTAC-SA  is  coordinated  by  the  National  Office  to  ensure basic  levels  of 
communication and guidance in concordance with our overall goals and Constitution. 

Josh Hawks, bass player in the South African pop sensation FRESHLYGROUND, was one 
of the first members of FoTAC SA. He had the following to say about his role in FoTAC:

“We can help by using our platform to raise awareness about the pandemic and TAC. 
FRESHLYGROUND has a broad following of people in South Africa and at concerts we 
will continue to spread the message: people need to get tested and use condoms.” 

TAC and its members are enormously grateful  to  the many Friends of  TAC who have 
committed  their  time,  skills  and  good  names  to  building  momentum  for  an  effective 
HIV/AIDS response in South Africa.
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Campaigns and organising

The Campaigns and Organising Programme (COP) spearheads TAC’s mass mobilisation 
and advocacy programmes. Hence, it is responsible for leading TAC campaigns at local, 
provincial and national level, and also for setting up and servicing branches. There are 
currently 237 branches working in 32 out of the 56 health districts. It is at the branch level 
where TAC has grown especially fast. 

The COP specifically targets the youth and PLWHA2 sectors. A focus on these sectors is 
strategic:  work with youth strives to maximise the impact of prevention efforts; working 
closely with PLWHAs ensures that campaigns are informed by the specific needs of those 
most affected by the epidemic. 

To ensure that the voices of our communities inform TAC actions at all times, the COP has 
worked hard to develop a skilled and dedicated membership base across the country. 
Community members are the local eyes and ears of TAC and ensure that TAC’s activities 
and strategies are relevant to communities. Local advocacy and activism give momentum 
and legitimacy to national campaigns.

The COP has worked hard to help local government structures to ensure service delivery. 
A  primary  strategy  has  been  to  build  relationships  with  local  structures  and  local 
stakeholders.   As  such,  TAC  members  across  the  country  participate  in  a  monthly 
HIV/AIDS  stakeholder  meeting  with  representatives  from  civil  society,  faith  based 
organisations,  unions  and  government.  In  addition,  TAC  members  are  increasingly 
represented on hospital  boards,  clinic  committees,  government  customer  care centres, 
ARV  committees,  national  task  teams  and  other  civil  society  structures  such  as 
Community Policing Forums. TAC currently has 49 members serving as representatives in 
these local structures.

Building on the work of 2005 to strengthen capacity of staff and members at provincial, 
district and branch levels by decentralising leadership and decision-making, the COP has, 
in  close  collaboration  with  the  Treatment  Literacy  Programme and  TAC management, 
worked to empower cadres at community level to mobilise for, support and monitor the 
rollout of treatment at clinics and hospitals.

Increased numbers of PLWHAs are receiving treatment of an acceptable quality in our 
target districts in Mpumalanga, Limpopo and Eastern Cape. There is also a significant 
increase  in  membership  in  these  targeted  districts.  There  has  been  a  tangible 
development  of  PLWHA and women’s leadership  at  all  levels  of  the organisation.  Our 
organisers are increasingly  able to take up issues facing community members in their 
efforts to ensure effective HIV/AIDS prevention and treatment,  and are more visible in 
structures  such  as  clinic  committees,  hospital  boards,  ward  committees,  district  health 
forums and Local and District AIDS councils.

2 Persons Living with HIV/AIDS
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Despite our successes, 3 years into the rollout of the Operational Plan, treatment lines are 
getting longer and targets have not been met.  Partly due to the pressure of TAC’s “200 
000 by 2006” Campaign, the JCSMF3 reported in October 2006 that approximately 175 
000  people  were  on  treatment  in  the  public  sector.  Although  TAC  celebrates  this 
achievement, it is not enough. Not only are targets not being met, but TAC is concerned 
that with alarmingly high infection rates, targets are far too low.  A country with over 1 000 
new HIV infections and 900 AIDS deaths a day cannot be said to be winning the fight 
against HIV/AIDS. 

The COP set the following objectives for 2006/7:

•Scaling-up treatment access

•Campaign: “500 000 by 2008 Campaign”

•Building a quality People’s Health Services

•Campaign: “Making the National Health Act work in my community”

•Improving prevention efforts 

•Campaign: “Towards a community-based HIV prevention movement”

•Campaign: “Make our schools Prevention Zones!”

•Developing membership capacity and training Community Legal Practitioners

•Addressing the gendered dynamics of HIV/AIDS by empowering women and engaging 
men

•Mobilising civil society

•Working with and promoting the leadership of PLWHAs

HIV prevention campaign

TAC’s Constitution states unequivocally that prevention of new infections is “to be one of 
TAC’s key mandates.”

To this effect,  TAC has campaigned for the prevention of mother-to-child  transmission, 
promoted knowledge of the science of HIV transmission through the Treatment Literacy 
programme and public information campaigns, distributed condoms, campaigned against 
gender-based violence and rape (a key driver of HIV infection in South Africa) and for PEP 
(post-exposure prophylaxis) services. 

3 Joint Civil Society Monitoring Forum
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The WHO found that fewer than 10% of people in sub-Saharan Africa know that they have 
been infected with HIV. In addition, it is problematic that a large majority of people in South 
Africa test  very  late,  which often means their  treatment  outcomes will  not  be optimal. 
Another concern is that prevention of mother-to-child transmission (PMTCT) programmes 
in Africa and developing countries still reach fewer than 10% of women who need them. 
PMTCT also seems to have fallen off the list of government priorities for prevention. The 
failures of the PMTCT programme are measured in an increasing paediatric HIV epidemic, 
which is almost completely preventable. We are struggling to treat the children already 
infected; we cannot afford more children being infected. The key goal in controlling the 
epidemic is to massively reduce HIV incidence as well as provide treatment to all  who 
need it.

Prevention summit

To address the above concerns, TAC led the successful Prevention Summit (co-hosted by 
Gender AIDS Forum, SADTU, the Chris Hani Institute, Masimanyane Women’s Support 
Centre,  RADAR,  SWEAT,  The  Triangle  Project  and  the  AIDS Law Project)  in  April  to 
demand community-driven, comprehensive prevention strategies. This summit was held 
on the eve of  the International  Microbicides Conference in Cape Town to support  and 
highlight the work being done on Microbicides as a prevention strategy.

The Summit was a critical landmark for TAC’s prevention work, and attracted thousands of 
school-going youth, women, mothers, grandmothers, health care workers and members of 
the community. The public rally included presentations from health experts and activists on 
the  need  for  new,  innovative  prevention  strategies  which  focus  on  the  needs  of 
communities.  A memorandum was  handed  over  to  the  organisers  of  the  International 
Microbicides Conference, the South African government and UNAIDS to: 

•Make community-driven HIV prevention work in South Africa and globally

•Prevent 2 million new infections in South Africa by 2010

•Set prevention targets in every province (and in every country)

•Endorse the demands for scaled-up, scientific, human rights-based HIV prevention.

This campaign forced the DoH to launch the Accelerated Prevention Plan. However, this 
plan remains flawed and unimplemented as it  has no clear  numerical  targets.  Further 
action is needed.

Youth prevention campaign
As a student living with HIV I struggle. We are not receiving any education and informa-
tion about HIV/AIDS. We therefore see no benefit in disclosing within the school and 
we are afraid to ask questions about HIV/AIDS. Pregnancy rate is high amongst our 
schools and we are discriminated against by nurses when we go to the clinics after 
school. They shout at us for wanting condoms and contraceptives. There is no support 
mechanism in our schools for students infected or affected by HIV.

Asanda Mofu , Rubusana High school, Queenstown, Eastern Cape
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To address the alarming trends in HIV prevalence and incidence among youth – especially 
in the Eastern Cape – TAC undertook the systematic education of thousands of teachers, 
youth and parents in the province, rallying 10 000 people in a youth march on 15 June 
2006. The campaign demanded a comprehensive, evidence-based prevention plan by the 
Department  of  Education,  including  access  to  condoms  in  schools,  and  sexuality 
education. The South African Democratic Teachers Union (SADTU) joined this campaign, 
as did parents and School Governing Boards who all marched with their children to call on 
the Department to provide age-appropriate life-skills education, including sex-education, to 
provide condoms in schools and to recognise its role in addressing the HIV epidemic. 

Our members in the Eastern Cape inform us that a new Education policy is being drafted, 
and that much community input has been gathered and submitted to the Department of 
Education for consideration. The Treatment Literacy programme continues to work with 
learners and schools (see the Treatment Literacy report for more detail).
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Treatment literacy

The Treatment Literacy Programme essentially provides information and support to people 
needing, undergoing or administering treatment. Without adequate treatment information 
we  cannot  expect  optimal  outcomes  from  the  provision  of  HIV  treatment.  Treatment 
Literacy helps people to make informed decisions, to understand the critical importance of 
adherence,  and  to  manage  side  effects  more  effectively  when  they  occur.  It  helps 
healthcare workers provide appropriate care and helps maximise the potential benefits of 
their efforts. It also helps community advocates to understand the focus of their lobbying, 
to take a critically informed view of new scientific findings, and to drive and inform good 
treatment policies. There is universal consensus that health literacy is a significant factor in 
the success of treatment for persons living with HIV/AIDS; treatment literacy is a critical 
component for the success of any HIV treatment programme.

TAC’s Treatment Literacy Programme strives to develop treatment literate communities by 
strengthening  community  leadership  on  HIV/AIDS  and  by  developing  the  skills  of 
Treatment Literacy Practitioners (TLPs) who work at a district and branch level in each of 
TAC’s 6 provinces.  TLPs and their  trainers  (TLTs)  work  to  educate  and organise their 
communities to prevent new infections, support government and civil society prevention 
and treatment efforts and where necessary, organise to hold government accountable. The 
programme produces high quality education materials, updated with the latest information 
before each print run.  

The experience of TAC has shown that the best HIV education is done by community-
based activists – many of whom live openly with HIV – speaking to community members 
themselves.  The  TL  Programme  has  developed  community-based  cadres  who  have 
become leaders in the fight against HIV/AIDS and sources of hope for their communities. 
The programme is now established in all six provinces. Last year, the programme trained 
over 6 000 community activists. 

Broadly, the TL programme aims to accomplish the following:

•To ensure successful  treatment of HIV and an end to stigma and discrimination by 
providing rights-based information combined with community level activism and support.

•Broaden the understanding of HIV treatment and prevention in communities and the 
general public. 

•Enable PLWHAs to claim ownership of scientific, economic, social and human rights 
knowledge around HIV to better look after their health and enforce their rights.

•Equip PLWHAs and those who care for them with understanding of HIV as a manage-
able chronic illness.

•To develop scientific and medical literacy to challenge myths, fears and misconceptions 
(HIV denial and stigma) which spread HIV and cause unnecessary deaths.
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•Improve access to treatment through community mobilisation.

TAC’s Treatment Literacy programme comprises the following components: the Treatment 
Literacy Learnership Programme; treatment literacy training; the publication of treatment 
literacy  educational  materials  and  providing  national  leadership  through  summits  and 
conferences. The Learnership Programme attempts to address the huge shortfall of well-
informed  health  activists,  particularly  activists  living  with  HIV.  The  Programme  equips 
activists with sound technical  and social  knowledge on HIV, its  treatments and human 
rights implications.

To address the urgent need for an increase in effective information, TAC has developed a 
range  of  new  multilingual  materials,  distributed  them  to  the  ARV  sites,  schools, 
communities  and  libraries  and  trained  community  members  on  how  to  use  them.  In 
developing  materials,  the  national  TL  Coordinator  is  supported  by  the  TAC  General 
Secretary,  the  Policy  Communication  and  Research  department,  partner  organisations 
such as i-Base and input from TLPs on community needs. The ARVs in our lives booklet 
was launched at the Global Treatment Literacy Conference.

The TL Programme coordinated national and international treatment literacy conferences 
in 2006 to mobilise key stakeholders around a clear evidence-based plan of action. The 
following events were organised:

•The Global Treatment Literacy Conference (31 March – 2 April 2006)

•The Prevention Summit (22 – 23 April 2006)

•National People’s TB Summit (27 – 28 November 2006)

Toward the end of the year, TAC engagement with government improved considerably and 
the drafting process for the new National Strategic Plan got underway This has posed an 
immediate challenge to the TL Programme: the demand for treatment literacy services has 
exploded – how does the programme meet the demand with current capacity constraints? 
Other organisations working in the field will continue to attract TLPs to capacitate their own 
treatment literacy service delivery. Discussions around the TL Programme as a service 
provider have also begun but a formal process of review has not been developed. The 
next 5 years will be critical for the ARV roll-out. The DoH does not have the expertise to 
build awareness around treatment. They will not be able to meet the challenges of scaling 
up ARV roll-out without sufficient TL education.

A key challenge for TAC's treatment literacy programme is to improve its monitoring and 
evaluation.  Plans are underway to do this  and should be implemented by the second 
quarter of 2008.

TB: A key focus in treatment literacy work

2005 statistics from the Department of Health showed that at least 80% of people who die 
from HIV related illnesses die of Tuberculosis (TB), making it the biggest killer of people 
living with HIV. TB is intrinsically linked with HIV, not least of all in immune reconstitution 
syndrome. Many of the services and systems needed to prevent, diagnose and treat TB 
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and  HIV  are  common  to  both  diseases  implying  the  needs  for  and  benefits  of  a 
collaborative approach to tackling TB and HIV. 

TAC believes – based on best-practice examples from affected countries such as Malawi – 
that  collaboration in addressing these constraints is likely to lead to a more rapid and 
effective response. Development of a joint recording and reporting system for TB and HIV 
will make it simpler and more efficient for staff to record and report effectively. Common 
drug procurement and supplies management systems will lead to economies of scale and 
gains  in  efficiency.  A joint  approach  to  treatment  literacy  and  adherence  support  is 
recommended.

The TL Programme formed a TB reference group based in the Western Cape. Health 
practitioners, NGOs working in the field, service users and people who have had TB were 
brought together to inform TAC strategy on TB and HIV service integration. 

During the first quarter of the year, this group developed plans for a National TB & HIV 
Summit.

An African Regional TB Summit was held on the 19-21 June 2006 in collaboration with the 
Treatment Action Group (TAG). Over 70 activists from 22 African countries came together 
to address TB on the continent. The Summit aimed to build consensus among participants 
on the critical  need for integration of TB and HIV services and advocacy issues which 
formed the basis of lobbying efforts directed at WHO, UNAIDS and the African Union. 
Letters were written to WHO, the African Union, STOP TB Alliance and UNAIDS to lobby 
them provide leadership on TB/HIV service integration. UNAIDS subsequently appointed 
Alasdair  Reid,  a TB expert,  to  collaborate  with  civil  society  groups in Southern Africa. 
Further, pharmaceutical companies were urged to fast track the development of new drug 
regimens and TB diagnostics.

Provincial programmes have also undertaken numerous TB campaigns.

On 27-28 November 2006, 150 civil society and health sector representatives from across 
South Africa gathered at  the University  of  KwaZulu-Natal  for  the National  People’s TB 
Summit. Themed ‘Unite, commit and fight against the spread of TB’, the objective was to 
discuss  the  prevention,  diagnosis  and  treatment  of  TB  and  the  strategies  needed  to 
address the TB crisis in South Africa. The meeting was co-organised by TAC, CAPRISA, 
AIDS Foundation South Africa (AFSA), National Association of people living with HIV/AIDS 
(NAPWA) and KwaZulu-Natal Progressive Primary Health Care (KZNPPHC).

The Principal Resolution taken at the TB Conference was: Universal access to effective TB 
prevention, diagnostic and treatment services to be an integral component of the National 
Strategic Plan on HIV/AIDS and STIs and that national targets for prevention, treatment, 
care and support  for TB and HIV need to be aligned with the Global Plan to Stop TB 
(2006-2015) and Universal Access by 2010. TL resolved to use the outcomes from the 
meeting to form the basis of a demand to SANAC to include TB prevention diagnosis and 
treatment issues in the draft National Strategic Plan on HIV/AIDS and STIs.
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Policy, communication and research

Mounting confusion around the science of HIV prevention and treatment through politically 
supported denialism and the proliferation of “pseudo-scientific” and false information was a 
key focus of the PCR department in this financial year. The Policy Communication and 
Research (PCR) department provides publicly accessible information on HIV/AIDS through 
widespread distribution of  TAC's regularly  published electronic newsletter,  its magazine 
Equal Treatment, policy papers, pamphlets, posters, radio and television interviews and 
treatment literacy materials. The PCR department works in tandem with the Campaigns 
and  Organising  programme,  the  Treatment  Literacy  and  Training  programme,  and 
Treatment Project.

The main aim of the PCR program is to build TAC's capacity to: 

•Educate  the  public  about  HIV/AIDS  by  working  with  the  media,  producing  regular 
newsletters, building activist research, writing and media advocacy capacity, and con-
ducting public education campaigns.

•Participate more actively in national and international policy formulation processes and 
debates.

•Participate as a key partner in research efforts relevant to TAC's work nationally and in-
ternationally.

•Educate and engage the media.

•Alleviate public confusion about HIV/AIDS.

In 2006, TAC was recognised as a “Driver of Change” by the Mail and Guardian. Media 
engagement  does,  however,  remain  a  challenge.  The  media  continues  to  take  more 
conservative views around the epidemic and it  is incredibly important that we continue 
using  media  to  hold  the  government  accountable  and  communicate  progress  and 
challenges to the public, our members, allies and partners.  A number of successful press 
conferences  were  organised  (UNGASS,  International  AIDS  Conference,  launch  of  the 
Local Election and Manifesto for People’s Health campaign, Global Day of Action, Youth 
Prevention  March,  Mahatma  Gandhi  Hospital  Protest).  The  PCR department  regularly 
engages with journalists through regular press briefings which explain new research and 
developments in HIV/AIDS, health and TAC related policy issues, as well  as running a 
workshop for journalists on science and ethics in HIV reporting. 

One of the most important products of the PCR department in 2006 was Equal Treatment 
(ET).  ET is the best HIV and treatment magazine in the country. Its primary objective is to 
convey  important  AIDS  research,  policy  and  news  to  TAC  members  in  accessible 
language  and  format. ET includes  personal  testimonials  and  community  reports  which 
demonstrate the experiences of real people living or dealing with HIV/AIDS. A cadre of 
trained  Community  Media  Practitioners  are  tasked  with  collecting  stories  from  their 
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communities to open up dialogue on HIV/AIDS among South Africans, to defeat stigma 
and discrimination, and to show the successes and challenges of ordinary South Africans 
infected and affected by HIV/AIDS. During the last  financial  year,  PCR produced three 
acclaimed issues on "The Science of HIV," "Women and HIV" and "Making Prevention 
Work" with an issue on the link between HIV and the Human Papilloma Virus (HPV) early 
in 2007.  PCR circulated 60,000 copies per issue. All ET issues are published on the TAC 
website.

Our electronic newsletter continues to be our main communication with the public about 
TAC's  work.  Between 2 and 4 newsletters are published per  month.  Over 2000 email 
addresses  subscribe  to  the  newsletter.  The  newsletters  contain  updates  on  TAC 
campaigns and activities, political statements on HIV/AIDS, local or international events, 
reports, speeches, campaign announcements and community stories. The newsletter is 
also an immediate avenue to communicate explanations around the science and treatment 
of  HIV/AIDS,  particularly  when  new protocols  are  announced  or  a  particular  spate  of 
misinformation or pseudo-science has been publicised by AIDS denialists. In the coming 
year, the PCR programme will  improve integration with the Campaigns and Organising 
Programme to ensure that newsletters are distributed at branch level.

PCR has very limited capacity to conduct research. Due to enormous pressures and being 
under  resourced  the  research  aspect  of  the  PCR  department’s  work  has  been 
underdeveloped. Despite these constraints, the department has been able to produce a 
report on TB and HIV, and numerous pamphlets and fact sheets on HIV, ARV treatment, 
TB and HIV, Youth and HIV, CD4 and Viral Load testing, HIV testing and Nutrition. 

Over the past year, PCR has worked with academic institutions to produce research for 
TAC. This  allows  the  department  to  produce  simplified  materials  from  these  research 
products. The AIDS and Society Research Unit (ASRU) at the University of Cape Town 
has offered to develop a colloquium of key social science AIDS researchers. The PCR 
department  will  use  this  as  an  opportunity  to  commission  research  and  allow  for 
community-informed research projects to be developed. 

In September 2006, PCR helped launch the informal Coalition Against Fraudulent Claims 
About  Medicines.  Some of  the actions that  have stemmed from this  initiative included 
laying a complaint against the false claims by a charlatan named Stephen Leivers and 
releasing  statements  condemning  the  making  of  false  claims  by  Zeblon  Gwala 
(manufacturer  of  an  untested  treatment  for  AIDS called  Ubhejane)  and  self-appointed 
vitamin guru Patrick Holford (who made excessive claims about multivitamins when he 
visited South Africa). PCR was also instrumental in starting and developing the aidstruth 
website aimed at combating AIDS denialism. In particular, the members of this website 
worked together to send a letter by over 80 scientists to President Mbeki demanding the 
dismissal of his health minister.

PCR also  maintained the  TAC website,  which was hit  over  1.3  million  times in  2007. 
Although the website is somewhat unwieldly, a legacy of having been developed in 2000, 
there is a comprehensive history of TAC and the AIDS epidemic in South Africa since 1999 
implicitly built into it. Many researchers have commented on its usefulness. Plans are afoot 
to improve it in late 2007.
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The following goals for 2007/8 were identified: 

•Campaigning for an improved response to the human resources crisis in the public 
health system.

•Getting supplies of Tenofovir,  Tenofovir/FTC and Tenofovir/FTC/Efavirenz registered, 
available in South Africa at affordable prices and on a substance basis, and the treat-
ment guidelines updated to include their use.

•Helping with advocacy to improve both the state's and the public's response to the TB 
epidemic.

•Helping with advocacy to improve the quality of clinics providing antiretroviral treatment 
and mother-to-child transmission prevention. 

•Encouraging public discussions on circumcision with the aim to get government to re-
commend circumcision as a useful health intervention to sexually active men who wish 
to reduce the risk of contracting HIV.

•Monitor our District Newsletters Pilot Program

•Produce 3 issues of Equal Treatment 

•Produce and distribute pamphlets on circumcision, women's health, TB and HIV, ARV 
treatment, CD4 and Viral Load, HIV testing and Nutrition. 

•Collate and package important research findings for inclusion in treatment literacy ma-
terials.
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Treatment Project

The 2006/7 financial year was a critical and challenging year for the Treatment Project 
(TP). Despite the continued and welcome scaling-up of the public sector roll-out, TP found 
itself  to  be invaluable  in  specific  districts  where the absence of  ARV services created 
disproportionate need. Furthermore, long waiting lists at accredited ARV sites meant that 
TP still had a vital lifesaving role to play. 

The  year  was  characterised,  for  the  most  part,  by  a  lack  of  political  leadership  and 
determination  and,  for  the entire  year,  by  a critical  shortage of  human resources  and 
infrastructure within the healthcare system which ultimately lead to the Operational Plan 
failing to achieve its target of 200 000 people on treatment by 2006. The consolidation of 
TP’s  interventionist  role  has  lead  to  TP  volunteers  becoming  invaluable  to  the 
communities, districts and provinces that they are working in. With first hand experience of 
the benefits of timely VCT these volunteers are encouraging communities to get tested. 
Such timely testing in the long run will ensure that individuals will be aware of their HIV 
status long before experiencing stage three symptoms.

TP volunteers in conjunction with TAC’s Treatment Literacy Practitioners (TLPs), have also 
proved themselves to  be very  useful  in  light  of  the South African healthcare system’s 
human resource crisis. By educating HIV-positive individuals about the need to have CD4 
count tests done regularly and by informing these individuals of the symptoms of AIDS-
defining diseases, these volunteers and TLPs allow patients to monitor themselves, which 
in turn allows them to access timely treatment and in so doing take the state of their health 
into their own hands. The combination of timely VCT and more regular CD4 count tests 
along with the self-monitoring of AIDS-related symptoms reduces the burden individual 
patients  place  on  the  healthcare  system  because  the  healthier  patients  are  when 
commencing treatment the easier it is for them to stabilise on HAART (Highly Affective 
Anti-Retroviral Therapy).

The  Treatment  Project  continues  to  provide  a  stopgap  measure  for  people  who  are 
urgently in need of treatment in 2007, but to phase out responsibly by ensuring that all TP 
clients are moved into the public health system through the new National Strategic Plan 
implementation process, as soon as feasible. During the period under review, the TP has 
successfully ensured that 1 857 people in need of treatment were assessed and placed 
onto  both  public  sector  ARV  programmes  and  private  treatment  access  programmes 
across the provinces. Eastern Cape had the least public sector referrals and the most in 
private treatment programmes: approximately 721 patients. KwaZulu-Natal has the highest 
number of people on treatment through the TP; there has been some progress with public 
referrals but these have slowed down tremendously since April. Consequently, there are 
long waiting lists at public sites, not only for ARV treatment but for CD4 tests and TB 
diagnosis.

The 2005 TAC Evaluation Report identified the most serious challenge facing TP as the 
task of managing exit  strategies for beneficiaries as treatment became available in the 
public  sector,  while  monitoring  these  patients  to  ensure  that  they  did  not  experience 
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treatment  interruptions  of  any  kind.  If  TP beneficiaries  are  placed  on waiting  lists,  for 
instance, treatment interruption will have dire consequences for their treatment outcomes, 
such as developing drug resistance. However, as this report has indicated, TP has worked 
successfully  with  public  and  private  health  care  professionals  to  ensure  that  TP 
beneficiaries are successfully placed onto public treatment programmes.
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Litigation and legal struggles

TAC embarked on two cases to expose and reduce AIDS denialism. On 3 March 2006, 
TAC won a high court  interdict  against  defamatory  and false claims made against  the 
organisation by vitamin salesman Matthias Rath. TAC also continued its legal proceedings 
against the Medicines Control Council (MCC), the Minister of Health, the MEC for Health in 
the Western Cape Pierre Uys, Matthias Rath, Anthony Brink, Sam Mhlongo and several 
others to seek an interdict to prevent Rath and his associates from continuing to make 
false  claims  about  his  products,  distributing  them  illegally  and  to  stop  them  from 
conducting illegal human experiments. Also, TAC is seeking an order from the court to 
compel government and the MCC to take the necessary legal action (in accordance their 
legal powers and responsibilities) against Rath to stop his illegal activities. 

Since October 2005, TAC and the AIDS Law Project (ALP) have endeavoured to assist 
prison inmates to access HIV/AIDS treatment. The Department of Correctional Services 
(DCS)  continued  to  refuse  us  access  to  prisoners  to  conduct  HIV/AIDS  education, 
treatment literacy and treatment preparedness workshops or to assess the implementation 
of ARV rollout in prison health facilities.

Fifteen  prisoners  and  TAC,  represented  by  the  ALP,  instituted  litigation  against  the 
Departments of Health and Correctional Services and on 26 June 2006, Judge Pillay of the 
Durban  High  Court  ordered  government  to  “remove  the  restrictions  that  prevent….the 
applicants and all other similarly situated prisoners at Westville Correctional Centre, who 
meet the criteria as set out in the National Department of Health’s ‘Operational Plan for 
Comprehensive  HIV/AIDS  Care,  Management  and  Treatment  for  South  Africa’,  from 
accessing  anti-retroviral  treatment  at  an  accredited  public  health  facility….and  that 
government is  ordered with immediate effect  to provide antiretroviral   treatment to the 
applicants and all other prisoners at Westville…at an accredited public health facility.”

The  DCS applied  for  leave  to  appeal  on  20  July,  which  was  granted,  but  an  interim 
execution order compelled the DCS to immediately begin the treatment of those prisoners 
who needed it, and that the government must produce a treatment plan to the court by 14 
August. Government refused to produce a plan and directly disobeyed the court, instead 
appealing again. During litigation, one of the applicants, known as prisoner “MM” died. He 
should have been put on treatment in 2005 when his CD4 count was 86; instead he was 
put on treatment three weeks before his death, far too late.

When TAC leaders  attending the International  AIDS Conference heard of  the inmate’s 
death,  they  used  the  international  platform  to  publicise  the  dire  state  of  HIV/AIDS 
treatment in South Africa.

On 28 August the Durban High Court handed down a judgement which found the state in 
contempt of court for failing to implement the interim execution order of Judge Pillay. With 
the assistance of the ALP, TAC and the DCS have since engaged in a process of meetings 
to prevent further litigation and secure a plan to address the situation at Westville Prison 
and treatment access for inmates nationally. 
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International solidarity

Our international programme was formally conceived in January 2002, with the objective of 
building global alliances with individuals and organisations who share lessons and engage 
in joint actions to increase access to antiretroviral therapy, to hold international multilateral 
institutions accountable and to create a more conducive international environment. TAC’s 
efforts have also brought a unique ethos of activism and confidence to the international 
community. HIV/AIDS is a global epidemic, affecting African countries disproportionately, 
and TAC has a responsibility to assist South Africa’s neighbours where possible. Through 
the  International  Solidarity  Programme,  TAC  launched  the  SADC  Treatment  Literacy 
Campaign to increase international  solidarity among African countries by sharing ideas 
and methodologies around community  education and mobilisation.  The project  aims to 
strengthen peer-based PLWHA mobilisation around treatment literacy in order to campaign 
for  the scale-up of  antiretroviral  treatment  throughout  the SADC region and eventually 
throughout the rest of Africa. 

It is critical to share ideas, resources, skills and tools that will enable TAC and its regional 
and international partners to challenge the UN system, pharmaceutical  companies and 
governments  to  provide  resources  and  show  unwavering  commitment  to  fighting  the 
epidemic. International solidarity is necessary to tackle the drivers of the epidemic, such as 
poverty  and  gender  inequality,  particularly  in  Africa  and  other  developing  nations. 
Therefore,  TAC  intensified  its  International  Solidarity  work  in  2006/7  by  facilitating 
conferences where advocacy groups could share experiences and receive support and 
training. TAC also engaged with other organisations around issues of intellectual property 
rights,  new drug  registration  and price  reductions  and  monitoring  access  to  treatment 
internationally.

Partner organisations involved in the SADC Programme include TAC, the AIDS and Rights 
Alliance  for  Southern  Africa  (ARASA),  AIDS  Law  Project,  the  Pan-African  Treatment 
Access Movement (PATAM) and Community Health Media Trust (CHMT).  Through greater 
communication and collaboration with neighbouring countries, TAC hopes to enhance the 
sharing of technical information and resources on HIV/AIDS among member countries.

To build international solidarity, TAC set the following objectives for 2006-2008:

•Maintain and develop international partnerships.

•Develop international campaigns with emphasis on access to new drugs, lower prices 
and registration of essential drugs.

•Support and develop access to treatment in the SADC Region and across the African 
continent by focusing advocacy around the African Union Abuja Declaration and pres-
surising African Union institutions and the Pan African Parliament through the PATAM 
network.

•Coordinate TAC’s representation at international meetings and events.
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International conferences and meetings

African Regional TB Summit – June 2006

The purpose of this workshop was to share the most current scientific information and 
identify community concerns related to TB and HIV.  It aimed to help participants to learn 
about policy frameworks through which TB/HIV collaborative activities can take place to 
address  the  above  advocacy  points.   Furthermore  it  aimed  to  highlight  operational 
research  issues  that  will  help  improve  TB/HIV  collaborative  services  and  planning.  It 
located  these  advocacy  issues  in  relation  to  the  framework  of  the  WHO’s  Policy  on 
Collaborative TB/HIV Activities, The Global Plan to Stop TB: 2006-2015, and the UN target 
of universal access to HIV prevention, treatment, and care by 2010.

African Civil Society Coalition on HIV/AIDS – Mombasa, Kenya (Septem-
ber 2006)

The  International  Campaigns  Coordinator  followed  up  and  built  on  partnerships  and 
process  established  at  the  International  AIDS  Conference  in  Toronto.  This  meeting 
attempted to assess progress on the Abuja Declaration and civil society resolutions taken 
at  TAC’s  Developing  Countries  Consultation  on  Civil  Society  Leadership  in  HIV/AIDS 
Treatment,  Prevention  and  Care  at  the  AIDS Conference.  Clear  advocacy  roles  were 
identified for African civil society organisations in the pan-African response to HIV/AIDS. 
Targets  were  set  to  operationalise  and  internationalise  the  UNGASS  and  Abuja 
Declarations, the Millennium Development Goals and the G8 country commitments. 

Regional  Treatment  Summit  –  Johannesburg,  South  Africa  (October 
2006)

Community groups and CSOs from 11 SADC countries met to share experiences around 
implementing  treatment  preparedness  in  the  region.  This  was  an  opportunity  to 
disseminate  treatment  literacy  materials  and  provide  treatment  literacy  training  to 
participating  organisations.  A  framework  for  regional  collaboration  between  country 
networks, CSOs and PLWHA associations was developed. All organisations reported on 
continuing crises in the sub-region with regard to treatment access. 

PATAM Strategic Planning Workshop – Marrakech, Morocco (December 
2006)

The International  Campaigns  Coordinator  attended the  PATAM (Pan-African Treatment 
Access Movement) Workshop themed Amplifying the African Voice in Treatment Advocacy 
and was sponsored by Action Aid International. PATAM  is a social movement comprised of 
individuals and organisations dedicated to mobilising communities, political leaders, and all 
sectors  of  society  to  ensure  access  to  ARV  treatment,  as  a  fundamental  part  of 
comprehensive care for all people with HIV/AIDS in Africa. Founded in 2002 and originally 
coordinated by TAC, PATAM resulted in a robust organisation aimed at sharing treatment-
related  issues  building  capacity  between  partner  organisations  representing  over  22 
countries.  
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World Social Forum (WSF) – Nairobi, Kenya (January 2007)

TAC has been involved with the WSF since its inception in 2001, by sending delegates to 
the WSF in  Porto  Alegre,  and most  recently,  to  the Southern  African Social  Forum in 
Lilongwe, KwaZulu-Natal. The 2007 WSF gave TAC the opportunity to have systematic 
and structured participation by facilitating the participation of our membership and staff and 
other  social  movements  in  South  Africa.  TAC’s  leadership  was  particularly  critical  as 
HIV/AIDS was not prioritised on the WSF agenda. TAC pushed in the run to the WSF to 
have for the first time HIV and AIDS to be listed by the WSF Organising Committee as a 
co-activity.  HIV and AIDS in  all  previous WSF Summits  had hardly  featured as a key 
agenda. Even where HIV and AIDS activists have participated in the Forum, they have not 
had a very high profile. TAC joined other continent-wide, like-minded networks working in 
the field of HIV and AIDS to harness efforts towards reversing the status quo.

The TAC delegation, being members of the Steering Committee of the African Civil Society 
Coalition on HIV/AIDS, provided critical leadership at the WSF to mobilised organisations 
and  participants  to  demand  that  HIV/AIDS  is  put  squarely  on  the  WSF  agenda.  A 
demonstration was organised to draw attention to the plight of the poor, especially in Africa 
and the link between poverty and HIV/AIDS. TAC’s efforts drew worldwide media attention. 

UNGASS

The  2001  United  Nations  General  Assembly  Special  Session  on  AIDS  (UNGASS) 
Declaration of Commitment on HIV/AIDS targets have been central in focusing the world 
around a common programme of action on AIDS. The UNGASS meeting in May 2006 
aimed to reflect, review, and identify problems and constraints as well as to recommend 
action to realise the targets of the 2001 Declaration of Commitment on HIV/AIDS.

At first, TAC and the AIDS Law Project (ALP) had been excluded from accreditation by the 
United Nations General Assembly Special Session on AIDS (UNGASS). We suspect this 
occurred  because  the  South  African  government  objected  to  our  participation.  This 
highlighted yet again our challenging relationship with government. The premise on which 
the government blocked TAC and ALP accreditation was articulated by DoH officials as 
explainable  through  TAC’s  previous  track  record  of  “using  international  platforms  to 
criticise, vilify and humiliate our leaders”.

Under mounting pressure, the South African government invited TAC to participate as part 
of a country delegation, but this remained contrary to the tenets of the meeting, whereby 
TAC should be able to represent civil society, and not be subject the government’s political 
agenda.  TAC  remained  independent  by  securing  invitations  from  international  partner 
organisations. The UNGASS meeting became a truly historic event when Ms Nkhensani 
Mavasa was invited to open the meeting and became the first person living openly with 
HIV/AIDS to address the UN General Assembly. In addition, TAC opened up new spaces 
to challenge the government’s response to HIV/AIDS. 
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Challenges for the future

The following are the key challenges facing the international solidarity programme:

•Translating our models and practices to be locally and culturally relevant to other or-
ganisations in Africa.

•Internally, it is a struggle to always ensure that TAC programmes “internationalise” their 
work. But limited capacity often inhibits core programmes from being able to expand 
their work to take on an international dimension. 

•Because of the difficulty we have in translating our experiences into models suitable for 
our regional partners, responding to requests for training and workshops becomes an 
overwhelming task. Each request must be assessed based on the political and social 
circumstances of the relevant country; research must be undertaken and TAC materials 
and models must first be translated or re-designed to be locally relevant to those we 
train. 

For TAC’s international  solidarity  work to be significantly  effective it  requires sustained 
partnerships with both South African organisations and organisations in regional countries. 
It  also requires more financial and staffing resources and will  only reach its potential if 
dedicated funding is secured.

35 of 37



 TAC Annual Report: March 2006 to February 2007

Finances

The financial year that ended February 2007 proved to be a challenging one for TAC’s 
Finance & Development Offices.  Income grew from R27,303,419 for the financial year 
ended February 2006 to R39,987,965 for the financial year ended February 2007. Many 
individuals  in  South Africa and abroad stepped forward  to  donate to  TAC in  the year, 
particularly after the UNGASS and Toronto sittings brought a surge in popular support for 
TAC’s Public Appeal. Individual donations totaled around ZAR 500,000 for the year.

Over 80% of TAC’s income is sourced through a funding base of around 14 international 
donors.  These core donors  contributed  between R1m and R8m each for  the year.  Of 
these, three key partnerships continued to offer unrestricted funding totalling around R12 
million for the year. These donors commit to 2 or 3 year contracts which allows TAC a 
degree of income security. Core funding support was received from Swedish International 
Development Cooperation Agency (SIDA), the Royal Netherlands Embassy and from a 
church agency in Germany, Bread for the World (BfdW).  

Our  other  donor  partners  that  contributed  to  specific  programmes included one South 
African  donor  -  Anglo  American  Chairman's  Fund  -  along  with  Atlantic  Philanthropies, 
Belgium Embassy, Britain’s DfID SA, Ford Foundation and a new contract that began with 
Ford Global, HIVOS and a new partnership facilitated by HIVOS with the European Union; 
John  M Lloyd  Foundation;  Medicine  Sans  Frontiers;  Open Society  Foundation;  Public 
Welfare  Foundation;  Stephen  Lewis  Foundation;  Comic  Relief  via  FoTAC  UK;  and 
UNAIDS.  Then there is  the SA Development  Fund (SADF)  in  the  USA that  facilitated 
considerable  numbers  of  smaller  donations  and  put  us  in  touch  with  potential  donor 
partners whenever they could. Artists for a New South Africa (ANSA) strive to do the same 
and also ensured that progressive celebrities who have interest in South Africa find their 
way to supporting TAC in a range of ways. The support received from all of these sources 
is not simply viewed by TAC as financial but as partnership and solidarity.  

Due to the major increase in income and expenditure workload, the finance department 
will be having an evaluation at the beginning of the new financial year to assess current 
needs and to improve systems.

The emphasis in the Development Office was on securing funding to reach the budget 
target for the year, meet existing grant reporting requirements and apply for substantial 
long-term funding through agencies such as the Global Fund (Round 6) and the Gates 
Foundation. The latter applications primarily aim to allow TAC to scale up work in the sub-
continent. In the latter part of the year, the Development Office began to work with the 
National and Human Resources Managers to look at ways to refine and streamline the 
work of the office and strengthen monitoring and evaluation systems in the organisation. 
These  system  improvements  have  a  twofold  aim.  They  should  strengthen  internal 
organisational  communication and they should offer improved quality and timeliness of 
reports to donor partners. 
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The year ahead

To  build  on  our  campaigns,  advocacy  and  strategic  interventions,  TAC  has  set  the 
following  as  key  goals  for  2007. These  goals  take  forward  our  work  and  priorities  as 
defined since the TAC National Congress 2005 and also attempt to implement resolutions 
taken at the Civil Society Congress in October 2006: 

•To lead in the research and setting of ambitious but achievable implementation targets 
for South Africa in the 5 years ahead – nationally, provincially, and at district level;

•To design and implement an effective Women’s Rights Campaign which addresses key 
health and human rights challenges for women, particularly women living with HIV;

•To play a clear role in the 2007-2011 National Strategic Plan (NSP) development and 
implementation process in South Africa and maintain  pressure and a watchdog role 
over government; 

•To ensure that the Civil Society HIV/AIDS Coalition is strengthened and plays an effect-
ive strategic and social mobilisation role;

•To strengthen the TAC campaign for an efficient, strong and affordable public health 
service whilst simultaneously mobilising for the private health sector to support public 
health objectives; 

•To consolidate and extend the TAC treatment and prevention literacy programme to in-
clude consistent work with partner organisations in countries of the African sub-contin-
ent; 

•To continue to build local community organisation for effective participation in civil soci-
ety, governance, and other processes; 

•To strengthen our international solidarity partnership work in treatment and prevention 
literacy and community organising; 

•To increase our contribution on sound policy,  research,  communications and media 
tools and to make them accessible to as many sectors of society as possible, primarily 
to TAC membership and the communities it serves; 

•To foster and win effective political leadership on HIV/AIDS; 

•To strengthen TAC as an accountable, transparent, democratic organisation through 
ensuring that all organs and structures of TAC are fulfilling their mandates.
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