Annexure : “SR”

IN THE HIGH COURT OF SOUTH AFRICA
(TRANSVAAL PROVINCIAL DIVISION)
Case no: 4183/98	
In the matter between:


PHARMACEUTICAL MANUFACTURERS’ ASSOCIATION 
OF SOUTH AFRICA AND OTHERS

Applicants

and


THE PRESIDENT OF THE REPUBLIC 
OF SOUTH AFRICA AND OTHERS

Respondents

and 


TREATMENT ACTION CAMPAIGN (TAC) 	
Amicus Curiae




AFFIDAVIT



I, the undersigned

SUSAN ROBERTS

Do hereby make oath and state that:

	I am an adult female employed by the Helen Joseph Hospital (“the Hospital”) that is situated in Johannesburg within the Gauteng Province.  I am a registered Nurse, Midwife, a Psychiatric Nurse and also have a qualification in Certified Infection Control.


	I have been employed by the Hospital since 1991.  I have been the Coordinator of the hospital’s HIV Clinic since its inception in June 1992.


	I further confirm that the contents of this affidavit are both true and correct and within my personal knowledge unless the context indicates otherwise.


	The HIV Clinic's core function is to provide health care services to in- and out-patients.  We also provide counselling services.


	The Hospital diagnoses at least 70 to 80 new HIV patients a week.  We counsel the majority of the cases with the assistance of volunteer counsellors.


	On Thursdays the HIV clinic is visited by several medical practitioners who assess the medical problems of patients. Where needed the doctors prescribe medicines to the patients, and these medicines are collected at the Hospital pharmacy. 


	However in certain circumstances the Hospital pharmacy does not have the prescribed medication available (ie., because the medicine is not on the essential drug list usually because of cost), and in these cases patients are given a prescription to be taken to a private chemist. 


	Several examples come to mind:


	Kenelog in Orobase is prescribed for mouth ulcers, which are common in people with HIV. This is not available at the Hospital.


	Anti-retroviral medicines are not provided to patients in the public sector. Nonetheless, where patients are externally funded (ie. on a medical aid scheme) or where they have private funding (often collected by the family), then anti-retroviral therapy is prescribed and the medicines are bought via a private chemist. In these cases patients are always counselled by doctors to ensure that they understand that the medicine needs to be ongoing and therefore that they need to be able to afford treatment over an indefinite period of time. Unfortunately many medical schemes only cover a patient for up to R1000 per month for medication, leaving options for a doctor prescribing such medication very limited.


	It is also relevant to point out that because of the length of time that can be spent waiting in the queue for a hospital pharmacy, some people choose to get medication that is prescribed privately, despite the extra expense. This often happens with low income patients who have great difficulty taking time off work.


	In my opinion, it would be an advantage if we were able to provide anti-retroviral therapy to those patients whose families cannot afford treatment and also those who are not on medical aid.  Less than 1% of our patients receive and have access to ART. 99% cannot afford this treatment.


Patients who are not booked at the clinic are counselled and referred to the poly-clinic for medication.  This is because there is a three month waiting period for the clinic and medication may be required in the interim.

Depending on the health status of the patient, after we have conducted a CD4 test or in the presence of oral candidiasis, we provide those with a low CD4 count with Bactrim, which we use as prophylaxis for preventing pneumocystis carinii pneumonia.  Otherwise, we provide only supportive treatment, such as multivitamins and also treatment for HIV-related illnesses.  

	The HIV clinic at our hospital sees patients from all over Johannesburg.  For example, although we are not supposed to see patients from the Eastern Metropolitan Substructure of Johannesburg, we sometimes get patients from that area, especially those who are unable to find health facilities where they can get access treatment for HIV-related illnesses.  Once a patient has been counselled and assessed, they are referred back to their local hospital or clinic with a copy of family practice guidelines for treating HIV in order to see if they can be treated at their local facility.


	We often treat patients that have been to other clinics and hospitals but have not been provided with basic treatment for HIV-related illnesses.  For example, we often see patients with oesophageal candidiasis who have not been treated. 


	Our clinic provides basic health care for HIV related illnesses unless the patient can afford anti-retroviral treatment. Where a patient presents with a severe condition such as oesphageal candidiasis that is not responding to other treatment, stronger medication, such as Diflucan will be prescribed. We find that the use of Diflucan cuts costs down on wasted hospital visits for intravenous therapy because of dehydration. This frequently occurs when oesphageal candidiasis is not properly managed.


	In my opinion, decisions on what medicine to prescribe are sometimes made that are not in the best interests of the patient because of budgetary constraints that face the Hospital and the patient.


	In support of my belief that good quality medicines for the treatment of opportunistic infections can improve quality of life of patients, I refer to the case of a patient named Farieda Abrahams, who was referred for care to our clinic on 6th January 2000.  When she came in, she was in a wheelchair, unable to walk.  She was emaciated, thin and suffering from several severe AIDS related illnesses.  A major cause of her illnesses was oesophageal candidiasis which had left her unable unable to eat or drink.


	We prescribed and provided her with appropriate treatment, in this case Diflucan, which treats oesophageal candidiasis.  After two weeks, the patient came back to the clinic.  This time she could walk and, although she was still thin, she was clinically much improved.  This patient had to be treated several times for oesophageal candidiasis and other related ailments.


	However, the patient was not able to afford anti-retroviral treatments which were clinically indicated. She died of AIDS related illnesses on 19th November 2000.


	I am of the view that because she received some treatment for her major opportunistic infections, she was able to make life-changes, come to terms with her HIV status, inform her family and have their support and was able to make known her wishes with regards to her funeral.  She also got involved in educating others about HIV, so that they would not become infected and appeared on TV programmes dealing with HIV. This gave her a sense of purpose and restored value to her life.


	This case has confirmed to me that with correct and affordable treatment, people living with HIV and AIDS can live productive and meaningful lives, even without anti-retroviral treatment, if they are provided with quality treatment for basic opportunistic infections.


							________________________
						DEPONENT

SIGNED AND SWORN TO BEFORE ME AT JOHANNESBURG ON THIS THE 9TH DAY OF APRIL 2001, THE DEPONENT HAVING ACKNOWLEDGED THAT SHE KNOWS AND UNDERSTANDS THE CONTENTS OF THIS AFFIDAVIT, THAT SHE HAS NO OBJECTION TO TAKING THE PRESCRIBED OATH AND THAT SHE CONSIDERS THE SAME AS BINDING ON HER CONSCIENCE.

						________________________
						COMMISSIONER OF OATHS 


