TAC Political Report 2003/05 for the Third National Congress

“WE ARE [STILL] DYING: EVERY AIDS DEATH IS A LOSS FOR EVERY MEMBER OF THE BODY POLITIC FROM THE UNION BUILDINGS ALL THE WAY DOWN”

“The nurse pointed at the long funeral procession coming down the slopes of the Drakensberg. “We are dying,” she said. 

For the past 30 years Me Makaoe had been riding up into the highlands on her Basotho pony, to treat the sick. The villagers trusted her, she had grown up with them, and they wanted her to be the one who tested them for HIV.

I had arrived in North West province in a Piper Cub, landing in a fallow maize patch, the only way to reach Mathibestad when the Senqu river was high. That night, Me Makaoe sat me down in a stone house and, in the figurative language she used to explain things to the people of the mountains, she talked me through the hard science of CD4 counts, viral loads and how HIV causes Aids. Nearly 1 900 metres above sea level, it became my moment of truth. 

As a journalist, Aids stories had been part of my routine but not part of my conscience. I knew the clichés about Aids but not how it felt: Me Makaoe routinely had to watch her patients die without anti-retroviral (ARV) treatment. That night, I couldn’t claim ignorance anymore. “We are dying,” she had said. 

Only on my return to Johannesburg, where ARV treatment is commonplace -- though not common enough -- did I realise what Me Makaoe meant with, “We are dying.” 

She didn’t have HIV but she included herself and me in her sense of “we”. A death because of Aids, a treatable disease, is a loss for every member of the body politic, from the Union Buildings all the way down to Mathibestad, 70km north of Tshwane, population 21 700.

Me Makaoe died a few days later, in a taxi accident. 

(Henk Rossouw - 2005 Ruth First Memorial Lecture) 
This report is divided into three parts. 

· Part 1 deals with the development of the HIV/AIDS epidemic in the period 2003-2005. 

· Part 2 examines the response of government to the HIV/AIDS health crisis in this period.

· Part 3 reports and interrogates the work of the Treatment Action Campaign since our last Congress.

Zackie Achmat prepared this report for the TAC Congress.  Rukia Cornelius, Nathan Geffen, Mark Heywood, Mazibuko Jara, Arthur Jokweni, Nonkosi Khumalo, Saul Konviser, Jack Lewis, Linda Mafu, Devon Manz, Sipho Mthathi, and James Rycroft assisted with comments, fact-checking and drafting of sections.  It is also based on other reports prepared for Congress.

The tragedy of this report is that it cannot capture the all the work of TAC for two reasons.  First, the unsung efforts of thousands of TAC members and volunteers in their local communities remain unrecorded but not unacknowledged – we are alive because of their work. Second, it will require a thousand pages to record all the work of TAC NEC, members and staff, again, it may not be recorded but all the work is acknowledged.  

Three people who have had a direct impact on my life died of AIDS-related illnesses this year: 

· Comrade LT, a worker leader in Cosatu who started treatment too late; 
· Ronald Louw was one of my closest comrades who waited till he was dying with AIDS before he got tested and who died because of undiagnosed TB.  
· Nomalady Nqukuva, the partner of a good comrade and great friend Mike Matyeni, he is doing well on ARV treatment in Gulgulethu in the Western Cape. She died waiting in Stutterheim in the Eastern Cape like hundreds of thousands of people in South Africa who are on waiting lists for treatment or waiting to get onto waiting lists.
 This report is dedicated to them and all those who have died of AIDS-related illnesses.

INTRODUCTION

LWAZI P. NONTYI

“When I was young, I was an activist. The late Matthew Goniwe taught us the politics of the struggle. I feel disappointed by the ANC government’s response to AIDS. We have to use the same tools of struggle that Matthew taught me to use to fight for the rights of people with HIV. Nelson Mandela spent 27 years in prison so that each and every South African can have equal opportunities. This is why I joined the Treatment Action Campaign to force the ANC to live up to his promise.” Lwazi P. Nontyi Guardian Weekend 14 December 2002.

FINANCIAL MAIL

“After Thabo Mbeki became president in 1999, Aids was presented as a conspiracy engineered by ruthless pharmaceutical companies promoting an ill-defined virus for financial gain. 

“… As Mbeki’s denialism spun on with health minister Manto Tshabalala-Msimang in attendance, the Treatment Action Campaign (TAC), formed in late 1998, found its task of getting treatment for people with HIV/Aids becoming increasingly politicised.

“By remaining focused, however, and through careful lobbying and alliance-building, the TAC has become democratic South Africa’s most successful civil society organisation. (Financial Mail 07 May 2004)

The TAC Congress Report for 2005 coincides with the second anniversary of cabinet’s decision on 8 August 2003 to roll-out a comprehensive treatment plan for South Africa with the provision of anti-retroviral therapy. This is an opportunity to openly and honestly assess our achievements, mistakes and challenges.  

The Treatment Action Campaign (TAC) has become part of the lives of tens of thousands of people in our country. 

TAC remains the most significant force challenging government neglect and pharmaceutical profiteering. We have contributed significantly to ensure that more than 52 000 people are on ARV therapy in the public sector and more than 60 000 in the private sector.  The need for treatment is more than 500 000 people, so why have we not ensured that government treat greater numbers?

In our country, TAC is also the most significant force for community health mobilisation and treatment literacy in the HIV/AIDS epidemic.  But, we have yet to reach millions of people with our message on getting tested, using condoms and getting treatment, inequality between public and private health and our policy on human resources. How do we get there?

TAC is a source of hope for people living with HIV/AIDS, our partners, families, friends and care-givers. We have created one of the most open environments with our HIV-positive t-shirt and our campaign for treatment access.  But, Lorna Mlofana, a treatment literacy practitioner who lived openly with HIV/AIDS was raped and murdered in Khayelitsha on 13 December 2003 because of her HIV status. Our country needs a stronger movement of people living with HIV/AIDS because NAPWA has failed us. What role can TAC play in the creation of this movement? TAC has also not yet incorporated significant number of coloured, white and Indian people or middle class people of all races in our organisation. This must be done if we are to deal with the epidemic successfully.

The efforts of countless organisations at community level, in the labour movement, business, schools and national level have assisted government’s HIV/AIDS prevention and awareness campaigns. TAC has been part of that campaign. But, 2004 saw about 500 000 new HIV infections in our country. Why is prevention failing and what can we do to implement effective prevention strategies?    

Twenty years ago, progressive ANC health activist Cedric de Beer wrote: “Tuberculosis (TB) kills between ten and twenty people every day in South Africa. A conservative estimate is that 23 000 people have died from the disease in the last ten years. TB is South Africa’s most common serious disease.”  According to StatsSA (the government statistical agency) more than 50 000 people died of TB in 2001 alone. These TB deaths are directly linked to HIV but our governments in the Africa region have only declared TB and HIV emergency in August 2005. How can we ensure that this does not remain words?

At a global level TAC has earned significant respect and support.  This was again evidenced by the international mobilisation to support TAC after the brutality of the Queenstown police who used birdshot, batons and tear gas to disperse peaceful demonstrators demanding a speeding up of the ARV roll out. But TAC has not mobilised support for many international campaigns such as the Indian Patents Act (until quite late), the Brazilian government struggle with drug companies, the Nigerian Treatment Programme delays or significant support for prevention and treatment efforts of drug users in Nepal, Thailand, Russia and Eastern Europe? How can we increase international solidarity efforts at home and in Africa?

A new generation of leaders is emerging in TAC.  Among our women leaders who work daily to build the organisation are Sipho Mthathi, Linda Mafu, Nonkosi Khumalo, Rukia Cornelius, Vuyiseka Dubula, Nomfundo Dubula, Thembeka Majali and many others. They have established their strength locally and internationally. Leaders of people living with HIV/AIDS include Lihle Dlamini, Thabo Cele, Pholokgolo Ramothwala, Isaac Skosana, Isaya Sibiya, Nombasa Krune, Vuyani Jacobs, Nokhwezi Hoboyi, Denis Matwa, Vatiswa Kamkam, Sifiso Nkala, Mziwethu Faku, Nomphumelelo Khweza, Akhona Ntsaluba, Nwabisa Njaba, Portia Ngcaba, Thando Kamati, Petunia Nkolele, Busisiwe Maqungo, Bongiwe Mkhutyukelwa, Gordon Mthembu and many, many others. This leadership is critical to prevention, treatment and openness with HIV/AIDS. A generation of non-racial leaders under 40 years old campaigning for a peoples’ health service, treatment and prevention include Mandla Majola, Arthur Jokweni, Nathan Geffen, Jonathan Berger,  Sidney Masinga, Fatima Hassan, Xolani Tsalong, Hermann Reuter, Ralph Berold, Msanyana Skosana, Fazeela Fayers, Gosiame Chaobi, Doron Isaacs, Colwyn Poole, Nomfundo Eland and many, many others.  In every province we can bring together a cadre of 50-200 leaders from branch level. The real challenge is to promote our leaders without losing their humility and so that they develop their knowledge in a systematic and sustainable way. 

These questions discussed in the report because they are some of the real challenges faced by TAC and our society.

PART ONE: THE HIV/AIDS EPIDEMIC IN THE CONTEXT OF HEALTH FOR ALL – 2003/05

Prevention and new infections

The TAC Constitution contains the following objective to “campaign for and support the prevention and elimination of all new HIV infections”. Evaluating prevention work in TAC and society is a necessary task of our Congress. Alongside the crisis of treatment globally, there is an even more serious crisis of HIV prevention – as studies cited below demonstrate. Governments, prevention agencies, business, the scientific community, faith based organisations, communities, civil society bodies and individuals all carry the responsibility for the failure of HIV prevention.  Prevention efforts in South Africa have largely failed for the following reasons:

· The lack of access to methods of prevention such as male and female condoms;

· Absence of the routine offer of HIV testing when undergoing care for any health condition with appropriate counseling;

· Weak prevention of mother-to-child programmes including safe feeding practices for infants;

· Unsafe environments in some health facilities;

· Limited sexuality education with a  one-sided emphasis of slogans such as ABC instead of a full discussion of high and low risk practices;

· Violence in our communities by men against women, children and other men.

· Failure to develop sustained programmes for youth to engage risk behaviour and to include HIV positive youth in prevention.

· Absence of non-judgmental programmes for people who abuse substances such as alcohol and drugs;

· Ideologically driven abstinence programmes;

· The economic dependence of women on men, limiting women’s right to choose safer sexual practices and reproductive choices;  

· Social and economic marginalisation of poor and working class men;

· Absence of affirmative, focused programmes directed at diverse communities including bisexual women and men; gay men; men who have sex with men and sex workers; 

· Absence of prevention programmes for middle-aged people, immigrants and refugees, seniors and prisoners;

· Lack of openness on HIV/AIDS among middle class people of all races and people in prominent positions in society; and

· Lack of scientific prevention literacy on the safety of condoms, on the risks of MTCT, advocacy for microbicides and vaccines. 

In our evaluation of the DoH Strategic Plan 2000-2005, TAC must make submissions on these areas in prevention work. Extracted below are some of the results from major scientific surveys on HIV prevalence in our country that illustrate the failure of prevention programmes.

DEPARTMENT OF HEALTH ANTE-NATAL SURVEY

The Department of Health estimated that there were 5.6 million people living with HIV in South Africa in the 2004 antenatal survey (results for 2003). The 2005 antenatal survey (results for 2004) states that there are more than 6 million people living with HIV/AIDS. Therefore, about 500 000 new HIV infections occurred in 2004. The Department of Health published the following breakdown of the ante-natal survey for 2004 during July 2005.

Ante-natal HIV Sero-prevalence results (October 2004 published July 2005) DoH

	Province
	HIV prev (CI 95%) 2002
	HIV prev (CI 95%) 2003
	HIV prev (CI 95%) 2004

	KwaZulu-Natal
	36.5%
	37.5%
	40.7%

	Gauteng
	31.6%
	29.6%
	33.1%

	Mpumalanga
	28.6%
	32.6%
	30.8%

	Free State
	28.8%
	30.1%
	29.5%

	Eastern Cape
	23.6%
	27.1%
	28.0%

	North West
	26.2%
	29.9%
	26.7%

	Limpopo
	15.6%
	17.5%
	19.3%

	Northern Cape
	15.1%
	16.7%
	17.6%

	Western Cape
	12.4%
	13.1%
	15.4%

	South Africa
	26.5%
	27.9%
	29.5%


The continuing increase in new infections is an emergency. Every new infection means an increased burden of illness on individuals, families, households, communities, the health service and the country. HIV is an incurable, life-threatening condition and can only be treated as a chronic illness with antiretroviral therapy for life. The increase of 500 000 new infections in 2004 means that in 7-12 years there will be an additional half a million people who will be ill and require ARV treatment.  It means that there will be serious suffering for hundreds of thousands of people including families and children. And, if this rate of infection continues, it means that the health system and the economy will not cope with the demands for treatment. 

HSRC/MRC SERO-PREVALENCE AMONG EDUCATORS

Further evidence for levels of infection was obtained during the Human Sciences Research Council and Medical Research Council of South Africa published during March 2005. After surveying more 17 000 educators across the country, the survey found a 12.7% overall infection rate. Among educators in the age group 25-34, the infection rate was 21.4%.

Educators HIV Sero-Prevalence Survey HSRC/MRC 2005
	Province
	HIV positive %
	No. Educators

	Western Cape
	1.1%
	2 134

	Eastern Cape
	13.8%
	1 855

	Northern Cape
	4.3%
	891

	Free State
	12.4%
	1 152

	KZN
	21.8%
	3 627

	North West
	10.4%
	1 437

	Gauteng
	6.4%
	2 772

	Mpumalanga
	19.1%
	1 315

	Limpopo
	8.6%
	1 905

	South Africa
	12.7%
	17 088


The HIV infection rate among educators demonstrates the burden that every sector of our economy will face over the next few years. This shows the need to combine sustained HIV prevention, treatment and care programmes at the workplace with union and worker support.

YOUTH AND HIV INFECTION

Youth infections continued to rise in the antenatal survey.  But, the Reproductive Health Research Unit and loveLife™ Study of 15-24 year olds remains one of the most important tools to understand youth prevention work.  It demonstrates at least five major factors we must take into account in our prevention work:

· Girls and young women are at greater risk for HIV infection than boys and young men. 

· All schools and communities will have children and adolescents with HIV/AIDS.

· Most young people including young people with HIV think they are NOT at risk for HIV infection.

· As young men get older their risk for HIV infection increases. 

· 80% of young people had not had an HIV test.

2004 ANTE-NATAL SURVEY YOUNG WOMEN 15-24

	Age
	2002
	2003
	2004

	< 20
	14.8%
	15.8%
	16.1%

	20-24
	29.1%
	30.3%
	30.8%


AGE 15-24 NATIONAL SURVEY 2004 REPRODUCTIVE HEALTH RESEARCH UNIT 

	Gender
	Age
	HIV Positive %
	Number

	Female
	15-24
	15.5%
	6 217

	Male
	15-24
	4.8%
	5 687

	Female
	15-19
	7.3%
	3 682

	Male
	15-19
	2.5%
	3 556

	Female
	20-24
	24.5%
	2 535

	Male
	20-24
	7.6%
	2 131

	All
	15-24
	10.2%
	11 904


AGE 15-24 NATIONAL SURVEY 2004 REPRODUCTIVE HEALTH RESEARCH UNIT - PROVINCE

	Province
	Number Tested
	HIV Positive%

	Eastern Cape
	1 625
	12.8%

	Free State
	1 097
	10.0%

	Gauteng
	1 273
	9.2%

	Kwa-Zulu Natal
	2 070
	14.1%

	Limpopo
	1 612
	4.8%

	Mpumalanga
	1 267
	11.7%

	North West
	1 185
	9.9%

	Northern Cape
	496
	6.7%

	Western Cape
	1 279
	6.8%

	Total
	11 904
	10.0%


The most revealing statistic of the RHRU survey is the fact that 73% of HIV negative youth believed that they were not at risk for HIV infection. Most significantly, 62% of HIV positive youth believed that they were not at risk for HIV infection. 

TAC and its allies must engage directly with a frank and honest appraisal of the interventions undertaken by loveLife. The Adolescent Friendly Clinics Initiative is a remarkable initiative but it covers fewer than 300 facilities out of 3000 health facilities. The over-expensive billboard – “Get attitude” campaign supported by print and electronic media with the same message is seriously misplaced. But, what happens to people after 24 years old? What prevention programmes are there for adults?

The three HIV seroprevalence surveys released between August 2003 and August 2005 demonstrate clearly the need for improved prevention work by TAC. Our prevention work has been too limited to workshops and condom distribution. A greater effort on advocacy must be developed. These are some of clear prevention tasks for TAC at community, provincial and national level in the 2005-2007 period:

· TAC needs to be at the forefront of increasing female and male condom access: every person who receives ARVs, co-trimoxazole or TB treatment must also receive condoms. Every school and workplace must become a centre for condom distribution. 

· TAC must promote universal precautions and safe practices within all health facilities.

· TAC must promote improved regimens for prevention of mother-to-child transmission for HIV-positive pregnant women.

· TAC must ensure that HIV tests are offered whenever a person visits a public or private health facility, with appropriate counseling and treatment especially for those who test positive.

· TAC must challenge all practices that deny women and girls social equality.

· TAC must campaign for economic independence of women through increased social security and access to decent training and employment opportunities. 

· TAC must campaign for economic inclusion of marginalised men through increased social security and access to decent training and employment opportunities.

· The needs of youth, lesbian, gay, transgender communities and children, prisoners, sex workers, people with disabilities, drug users must be addressed in a non-discriminatory manner.

MOBILISING FOR PREVENTION 

From the end of the 2005 Congress, TAC must do systematic research and communication on HIV prevention. We must dedicate human resources at every level of TAC to prevention. Prevention and treatment must get equal time at all World AIDS Day events in 2005. Cape Town will host the Microbicides International Conference from 23-26 April 2006 which will allow for a significant mass intervention by TAC.  As part of this congress’ theme, prevention must directly involve people living with HIV/AIDS and empower women. 

Instead of ABC, we need to emphasise the right of every person to a full, healthy, sexual, reproductive and family life. The barriers of gender, class, culture and sexual orientation inequalities promote risk and vulnerability to HIV transmission. This is positive prevention. People living with HIV have a central role in prevention by limiting transmission and pioneering the right of every person to healthy sexual and reproductive life.
2003-2005 – THE CRISIS OF ILLNESS AND DEATH

2005 will be remembered in history as the year of the death certificates. StatsSA must be one of the few agencies in a developing country that has actually counted death certificates and listed stated causes of death during a growing AIDS epidemic.

Recorded deaths in South Africa between 1997-2002. Data from valid death notification forms.

	Year
	Recorded Deaths
	% increase

	1997
	318 287
	-

	1998
	367 689
	15.5%

	1999
	381 902
	3.9%

	2000
	413 969
	8.4%

	2001
	451 936
	9.2%

	2002
	499 268
	10.5%


Source StatsSA 18 February 2005

HIV/AIDS, Age and Death in South Africa

We all know from the deaths in the Mandela and Buthelezi families that children die before their parents because of HIV/AIDS. StatsSA shows how the pattern of death has changed in our country. In 1997
, the highest number of deaths occurred in people aged 65-69 years old (7.38%) and 75-79 (7.39%). In 2003, the highest number of deaths occurred in the age group 30-34 (9.78%). In addition, infant mortality rose dramatically between 1997 and 2002 as well (40%), primarily because of the AIDS epidemic.

From the StatsSA data three changes are absolutely clear: 

(1) early death; “the figures suggest that there has been a significant increase in the number of deaths amongst men aged 30-44 and amongst women of reproductive ages”; 

(2) the provinces worst affected by HIV are experiencing increasing deaths and; 

(3) causes of death have changed dramatically.

Total Recorded Deaths by Selected Age Groups and Year of Death (Source StatsSA)

	Age
	1997
	1998
	1999
	2000
	2001
	2002

	0-4
	34 779
	41 171
	40 139
	40 768
	41 920
	48 572

	20-24
	13 574
	15 682
	16 892
	18 500
	19 655
	21 838

	25-29
	18 227
	22 797
	26 375
	30 348
	35 667
	41 412

	30-34
	18 903
	24 008
	28 404
	33 909
	39 203
	46 758

	35-39
	18 733
	23 419
	27 118
	31 814
	36 568
	43 020

	40-44
	18 086
	21 816
	24 041
	27 868
	31 893
	36 614

	45-49
	18 530
	21 808
	23 445
	25 452
	28 611
	31 681

	50-54
	17 495
	20 202
	21 596
	24 213
	26 864
	29 613

	65-69
	23 501
	25 733
	25 171
	24 522
	25 719
	26 902

	75-79
	23 525
	23 935
	22 292
	21 830
	22 848
	23 875


Total Recorded Deaths by Province 1997-2002 (Source StatsSA)

	Province
	1997
	1998
	1999
	2000
	2001
	2002

	W. Cape
	33 292
	36 347
	38 088
	38 540
	41 042
	43 667

	E. Cape
	45 345
	50 918
	53 851
	60 602
	65 719
	73 072

	N. Cape
	8 495
	9 441
	9 187
	9 847
	10 421
	11 267

	Free State
	25 375
	30 142
	31 625
	34 101
	36 877
	40 715

	KZN
	70 487
	83 048
	86 156
	95 353
	105 256
	116 982

	North West
	25 026
	29 458
	32 395
	35 437
	39 723
	44 269

	Gauteng
	67 734
	75 993
	75 445
	80 425
	86 213
	95 186

	MPL
	20 122
	23 926
	25 899
	28 273
	31 548
	35 277

	Limpopo
	22 338
	28 302
	29 135
	31 263
	34 901
	38 639

	Total including outside RSA
	318 287
	367 689
	381 902
	413 969
	451 936
	499 268


Natural and non-natural deaths 1997, 1999 and 2001 (Source StatsSA)
	Cause of Death
	1997

    No.         %
	1999

No.           %
	2001

No.           %

	Natural
	264 285    83.0%
	328 671   86.1%
	401 812   88.9%

	Non-natural
	54 002      17.0%
	53 231     13.9%
	50 124     11.1%

	Total
	318 28      100%
	381 902    100%
	451 936    100%


From the tragedy of the death certificate statistics, another very important set of facts can be learned: the burden of HIV on the health systems. The table below shows increases in death and illness.

· TB deaths increased from 22 021 in 1997 to 50 872 in 2001. In just four years the disease burden from these deaths more than doubled.

·  “Other heart disease” deaths increased more or less in line with population increases from 20 103 in 1997 to 22 602 in 2001, showing that the pre-HIV disease pattern remained high.

· This conclusion can be strengthened by comparing every HIV-related cause of death with non-HIV related deaths. For instance, cerebrovascular disease increased from 16 992 in 1997 to 22 577 in 2001. It is unclear what the effect of HIV has been on the increase in this category. But, compare this to deaths due to influenza and pneumonia, deaths that in this age group are indisputably linked to HIV disease. Influenza and pneumonia deaths increased from 11 503 in 1997 to 31 495 in 2001.

· Everyone working in the health system knows that additional nurses, doctors, clerks, cleaners, managers, dentists or pharmacists were not employed to cope with this demonstrated increase in the disease burden. This has direct consequences for the quality of care and for staff burn-out.

Ten leading causes of natural death: 1997,1999 and 2001 (Source StatsSA)

	Cause on death certificate
	              1997

Rank       No.       %
	              1999

Rank       No.       %
	              2001

Rank       No.        %

	Tuberculosis
	  1        22 021    6.9%
	  1        34 173    8.9%
	  1         50 872   11.3%

	Other heart diseases
	  2        20 103    6.3%
	  2        20 120    5.3%
	  3         22 602     5.0%

	Cerebrovascular Disease
	  3        16 992    5.3%
	  3        19 948    5.2%
	  4         22 577     5.0%

	Influenza and pneumonia
	  4        11 503    3.6%
	  4        19 135    5.0%
	  2         31 495     7.0%

	Diabetes mellitus
	  5        10 828    3.4%
	  6        12 540    3.3%
	  7         14 557     3.2%

	Chronic lower respiratory diseases
	  6        10 747    3.4%
	  5        12 573    3.3%
	  6         14 681     3.2%

	Ischaemic heart disease
	  7         9 794     3.1%    
	  7        11 426    3.0%
	  8         11 777     2.6%

	Malignant neoplasms of digestive organs
	  8         8 914     2.8%
	
	

	Hypertensive diseases
	  9         7 706     2.4%
	 10        9 427     2.5%
	 10        10 748     2.4%

	Intestinal Infectious diseases
	Not previously on list
	  8        11 155    2.9%
	  5         16 060     3.6%

	Perinatal respiratory and cardio disorders
	10       7 125       2.2%
	Not in ten leading causes
	

	HIV diseases
	Not previously on list


	  9          9 925    2.6%
	Definitions changed

	Immune Mechanism Disorders
	Not previously on list
	Not previously on list
	9          11 670      2.6%

	Other causes
	       192 554     60.5%
	      221 480   58.0%
	        244 897    54.2%

	Total
	       318 287   100.0%
	      381 902  100.0%
	        451 936  100.0%

	
	
	
	


This increasing burden of HIV disease affects people of reproductive age and those who are economically active.  People age 15-49 are dramatically affected by new HIV infection, illness and AIDS deaths.  The table below on underlying causes of death in 15-49 year olds should have been memorised by every politician, faith-based leader, unionist, business leader, civil society organisation. Instead, we have a conspiracy of silence and attempts to make these deaths invisible. The impact of every death recorded on these death certificates means the loss of a breadwinner, a parent or a child.  This means an increase in household expenditure on illness (health care), death (funerals) and lost income for families. In the words of Henk Roussouw at the Ruth First Memorial Lecture, Wits University 25 August 2005:

A death because of Aids, a treatable disease, is a loss for every member of the body politic, from the Union Buildings all the way down to Mathibestad, 70km north of Tshwane, population 21 700.

Ten leading causes of natural death in age group 15-49 (Source StatsSA)

	Cause on death certificate
	              1997

Rank       No.       %
	              1999

Rank       No.       %
	              2001

Rank       No.        %

	Tuberculosis
	1        13 396   11.9%
	1         23 448   15.2% 
	1         37 917   19.0%

	HIV disease
	2          5 029     4.5%
	3           8 197     5.3%
	5           7 564     3.8% 

	Influenza and Pneumonia
	3          4 467     4.1%
	2           9 830     6.4%
	2         18 632     9.3%

	Other forms of heart disease
	4          4 218     3.8%
	6           4 566     3.0%
	6           5 684     2.8%

	Cerebrovascular disease
	5          2 707     2.4%
	7          3  746     2.4%
	7           3 833     1.9%

	Certain Immune Disorders
	6          2 448     2.2%
	4          6  615     4.3%
	3           8 948     4.5%

	Intestinal Infectious Diseases
	7        2 070        1.8%
	5           4 951     3.2%
	4           8 559     4.3%    

	Chronic lower respiratory diseases
	8        1 831        1.6%
	8           2 709     1.8%
	9           3 099     1.5%

	Malignant neoplasms of digestive organs
	9        1 736        1.5%
	
	

	Diseases of the liver
	10      1 695        1.5%
	10         1 968     1.3%
	

	Other viral diseases
	
	9           2 004     1.3%
	8           3 691     1.8%     

	Inflammatory diseases of the central nervous system
	
	
	10         2 968     1.5%

	Other causes
	        72 531      64.6%
	         85 978     55.8%
	        99 073     50.0%

	All natural causes
	     112 310     100.0%
	        154012     100%
	      199 968    100.0%

	
	
	
	

	
	
	
	


PART TWO: GOVERNMENT’S RESPONSE – A CRISIS OF LEADERSHIP AND GOVERNANCE

The comment below symbolizes the silence, invisibility and obfuscation that surround the increase in HIV/AIDS deaths. 

“Broad trends in mortality confirm the need for us to continue to pay particular attention to the health of our nation. With regard to AIDS in particular, the government's comprehensive plan, which is among the best in the world, combining awareness, treatment and home-based care is being implemented with greater vigour.” 

President Thabo Mbeki: State of the Nation Address 11 February 2005
Tragically, President Mbeki continues to display symptoms of HIV denial. When he addressed Parliament in February 2005, he and the Cabinet had seen the tragic report from Statistics South Africa (StatsSA) on the increase in all certified deaths from 318 287 in 1997 to 499 268 in 2002. Yet, he devoted less than 100 words to the epidemic causing unprecedented death during his term as President. His silence represents a crisis of leadership.

In this context, TAC’s work, our voice, strategy, identity, struggle, community mobilisation remains pivotal to address the crisis of prevention, illness and death in our society. But first, we have to address the response of government. 

TAC must engage the President’s office much more directly.  How we do this, is a question to be addressed by congress.

GOVERNANCE OF INSTITUTIONS AND HIV DENIAL 

The Medicines Control Council (MCC) under the leadership of Professor Peter Eagles and Dr Humphrey Zokufa has failed to take action against AIDS denialists who unlawfully and unethically experiment on people living with HIV/AIDS. It also continues to delay the registration of medicines critical for the treatment of HIV/AIDS not least drugs such as tenofovir. 

The Medical Research Council under the leadership of Dr Anthony Mbewu has also been the site of contestation between science and superstition. Mbewu attempted to disguise the fact that the StatsSA report on death certificates showed that HIV/AIDS was the largest cuase of death.

HEALTH MINISTRY AND HIV/AIDS

Government has invested significant financial, human and planning resources over the years in the HIV epidemic. For instance, condom distribution increased from about 1 million male condoms in 1994 to well over 400 million male condoms in 2004. Yet, this is still fewer than 35 condoms per sexually active male per year.  

Today, government claims that instead of the 18 sites dispensing nevirapine and implementing mother-to-child HIV prevention programmes, there are more than 2 000 sites. This is a huge investment and effort. Government would be the first to admit that the quality of care and implementation of MTCT programmes are highly uneven. But, this programme will begin saving lives especially if MTCT regimens are improved and integrated with maternal and child health.

The absence of a treatment plan was the clearest indicator of bad governance in the period before our last congress. HIV denialism was the mark of the lack of good governance and unnecessary and premature death the result.

5 days after the second national TAC Congress ended with a resolution to return to civil disobedience unless government rolled-out anti-retroviral therapy, the Cabinet of the Republic of South Africa signaled a commitment to a comprehensive response to HIV/AIDS that would include prevention and treatment including the use of ARVs.

“Cabinet today convened in a special meeting to consider the Report of the Joint Health and Treasury Task Team on treatment options to enhance comprehensive care for HIV/AIDS in the public sector. A summary of the Report can be found on the government website, www.gov.za. The full Report will be posted on the website early next week. …

 

The meeting reiterated government's principled approach that antiretroviral drugs do help improve the quality of life of those at a certain stage of the development of AIDS, if administered properly.

 

Further, Cabinet noted that, as we consider details pertaining to this enhanced treatment programme, it is critical that we do not lower our guard as a nation, because there is no cure for AIDS.

 

It also noted the assertions in the Report that a primary challenge in our situation is to ensure that the 40 million South Africans who are not infected with HIV stay that way; and that those who are infected but have not as yet progressed to an advanced stage of AIDS lead a normal life through proper nutrition, healthy lifestyles and treatment of opportunistic infections. In other words, not everyone who is infected with HIV would need antiretroviral treatment.

 

Cabinet decided that the Department of Health should, as matter of urgency, develop a detailed operational plan on an antiretroviral treatment programme. The Department will be assisted in this work by South African experts as well as specialists from the Clinton Foundation AIDS Initiative who have not only offered to contribute to this effort; but have also been of great assistance in commenting on the work done thus far.

 


It is expected that this detailed work would be completed by the end of September 2003.

 

Government shares the impatience of many South Africans on the need to strengthen the nation's armoury in the fight against AIDS. Cabinet will therefore ensure that the remaining challenges are addressed with urgency; and that the final product guarantees a programme that is effective and sustainable.” ENDS

The Cabinet Statement of 08 August 2005 and the launch of the Operational Plan represented a major defeat for HIV denialism.  TAC responded immediately.

“There is cause for celebration and optimism.  Government has decided to provide anti-retroviral therapy in the public sector in South Africa. 

 

The Treatment Action Campaign (TAC) welcomes the Cabinet's instruction to the Department of Health to develop an operational plan within one month to provide ARVs in the public sector.  The Cabinet endorsed the findings of the Joint Health and Treasury Task Team Report that between 500 000 and 1.7 million lives will be saved with anti-retroviral therapy. It also reaffirmed the science of HIV/AIDS pathogenesis and treatment.

 

This is a critical step to develop a more comprehensive treatment and prevention plan for managing the HIV/AIDS epidemic. Properly implemented, this will restore hope, dignity and life for millions of people in our country, and, hope throughout the continent. This will also give doctors, nurses and communities the opportunity to work together with government to build a better health care system that meets the needs of all people in South Africa.

 

The TAC National Executive will formally suspend the civil disobedience campaign and reconsider pending litigation early next week.  We welcome Cabinet's bold step today but we also remember the anguish, pain and unnecessary loss of lives over the last four years.

 

The end of policy and political vacillation reveals the real hard work to all of us. TAC pledges to put its full weight and support behind the successful implementation of all interventions aimed at alleviating the HIV epidemic. We will work with government to save lives and build a better health service. “
TAC’s response recognised that the battle had shifted from the need for a national policy and programme to its implementation country-wide. Prior to the government’s change in policy and programme, most of TAC’s mobilising efforts were directed at national government, drug companies and policy issues.  The roll-out meant that now every effort had to shift to ensure that programmes were implemented and this was particularly important in provinces such as the Eastern Cape, Kwa-Zulu Natal, Limpopo and Mpumalanga.

Of course, HIV denialism will not disappear. The support of the Minister of Health to HIV and the President to denialists (claimed by denialists and not denied by him) undermine the programme but we must ensure the irreversible success of the programme through saving lives. 

THE ARV ROLL-OUT 

Government has committed very significant resources to the anti-retroviral roll-out and the entire epidemic.  For the 2004/5 financial year, the South African Treasury had budgeted R1.4 billion for HIV/AIDS programmes including lifeskills, health and social security. The total heath budget for the same period transferred to provinces amounted too R40 billion. Of the R782 million health and HIV/AIDS conditional grant, R373 million was dedicated to the ARV roll-out. 

Health and HIV Conditional Grants 2004/5

	Province
	HIV/Health CG

	Eastern Cape
	R99 million

	Free State
	R70 million

	Gauteng
	R134 million

	KwaZulu-Natal
	R186 million

	Limpopo
	R77 million

	Mpumalanga
	R54 million

	Northern Cape
	R32 million

	North-West
	R71 million

	Western Cape
	R58 million

	Total
	R782 million


Source: IDASA Budget Briefs

In the provinces where there has been significant political or health care leadership or civil society pressure, the roll-out of anti-retrovirals has taken place fairly rapidly.  However, the denial by the President and the Minister of Health has undermined a coherent vision, purpose and leadership to the roll-out. This lack of leadership has made problem worse in many provinces. 

In November 2003, government launched the operational plan.  Clear targets and time-frames were omitted. By February 2004, the Minister of Health had not issued the terms for companies to tender for ARV medicines.

The AIDS Law Project and TAC decided to invite organisations to join a Joint Civil Society Monitoring Forum to track the plans of government.  On 12 March 2004, TAC organised a meeting with the department of health because there was no interim tender. This meant provinces that were afraid of the national minister did not buy medicines or did not use NGOs to buy their medicines.  A threat of mass mobilisation before the national elections and legal action including serving the drafted court papers changed the Minister of Health’s tune. On 23 March 2004, the MinMEC announced that provinces could use interim tender procedures.

In July 2004, TAC and the ALP launched the first report on the operational plan.  Six months after the launch of the ARV roll-out fewer than 10 000 people in the public sector were on treatment. Most of the people on treatment lived in Gauteng and Western Cape.

In September 2004, the Department of Health issued their first report on the plan. They mentioned that 113 sites across the country out of more than 3000 health facilities had been accredited and that by the end of September 2004, 11 253 people including children were on ARV treatment.  A very important factor was the increase in VCT uptake most probably because treatment was now available. In 2002/03, about 250 000 people were tested for HIV this doubled to more than 511 843 in 2003/04.

On nutrition, there was no report of any significance from government.  TAC’s campaign to ensure that at least 200 000 people access treatment by 2006 must be based on addressing the real problems in the health service, particularly inequality and inequity between public and private sectors, between poor and wealthy areas in richer provinces and, critically between poorer and wealthier provinces.

The Eastern Cape is home to one of the largest rural ARV programmes in Lusikisiki with close to 1 000 people on treatment in one of the poorest health districts in the country. This is the work of local nurses, counselors, MSF, TAC with support from the Nelson Mandela Foundation.

Eastern Cape is also the place where demonstrators in Queenstown were beaten, teargassed and shot at after a peaceful occupation to demand an end to waiting lists.  Comrade Mike Matyeni is a TAC activist and member. He is on ARV therapy in Gugulethu. He has twins with his partner. Earlier this month, his partner died on a waiting list in Stutterheim.  The lack of leadership from the MEC Dr. Bevan Goqwana is exacerbating the general health sector crisis that includes human resource shortages, lack of management capacity, transport shortages, long distances to ARV sites, corruption and inequity. 

Currently, there are about 5 000 people on ARV treatment in this province.  The need for ARV treatment is in excess of 50 000. Fewer than 10% of people who need treatment have access.

The same trend is evident in Mpumalanga and Limpopo. But, it is KwaZulu-Natal where the roll-out is faring the worst. This is the province that has consistently recorded the highest death rate. For instance in 1997, more than 70 000 people died in KZN (compare next highest Gauteng 67 000) and in 2002 more than 116 000 KZN deaths were recorded (Gauteng 95 000).  Western Cape, the province with the lowest HIV burden recorded 33 292 deaths in 1997 and 43 667 deaths in 2002.

However, KZN reported that in its first year of ARV roll-out, it screened 57 979 people with HIV to assess their CD4 counts 16 477 men and 41 502 women. 21 976 had CD4  counts below 200 including  7 149 men and 14 827 women.  Only 8 185 adults and 678 children were placed on treatment since March 2005. 

The waiting lists are killing people. And, there are sites that have capacity but are deliberately not accredited.

Number of people on ARV Treatment in Public Sector

	Province
	July 2004
	Sept 04
	March 05
	June 05

	Eastern Cape
	       618
	    986
	 3 700
	 4 720

	Free State
	       114
	    139
	 1 785
	 1 806

	Gauteng
	    3 244
	  4 536
	12 412
	

	KwaZulu-Natal
	       527
	  1 556
	11 000
	

	Limpopo
	          9
	       63
	     935
	 1 800

	Mpumalanga
	       135
	      202
	     936
	

	Northern Cape
	         95
	      108
	     515
	    953

	North-West
	       255
	       631
	   2 645
	 4 720

	Western Cape
	    3 441
	    3 834
	   7 670
	

	Total
	  +9 730
	+11 253
	+42 000
	+50 009*


*Minister of Health Media Briefing 28 June 2005.

 Sources: Department of Health and Joint Civil Society Monitoring Forum

The efforts of officials (national, provincial and local government), health workers, civil society organisations, the media and TAC have ensured that government denialists do not destroy the promise of saving lives. But, they are obscuring the real challenges of the roll-out such as the onerous accreditation conditions, the location of sites at hospitals rather than at primary care level resulting in traveling long distances for most people on ARVs, investment in  human resources, changing the first-line regimen particularly stavudine because there are better medicines, the low  level of children and men that are being enrolled on treatment.  These are the problems that should be solved jointly but are obscured by the denialism of the Health Minister, and her supporters. In the next section is a time-line of some activities that ensured ARV roll-out through nationally led action by the Treatment Action Campaign for the period August 2003—August 2005. We do this because every day lives are lost and pain is endured by individuals, families, households and communities.

PART THREE: TAC’S POLITICAL AND ORGANISATIONAL RESPONSE

TAC membership has grown from 8 300 in 2003 to 10 000 in 2004 to 12 000 in 2005.  This masks the fact that the biggest increase in our membership occurred between July 2002 and March 2003 from less than 3 000 to over 8 000. More than 70% of TAC members are women and more than 80% are unemployed or in the informal sector. Almost 30% of our members are men. Male participation is high for organisations that deal with HIV/AIDS but not high enough to address the burden that women carry.  

How has an organisation of poor and marginalised people, mainly young women influenced local, provincial and national government, corporations, international agencies and the broader community? 

TAC leadership at every level base our work on rigorous science; an understanding that HIV/AIDS is political; an analysis of the economics of health and social justice; the use of law as a weapon to mobilise and educate as well as advance rights and access; an appreciation that media and communication is central to life; and that, the building of democratic local organisation will win our demands.

In October 2003, the Treatment Action Campaign was awarded the Nelson Mandela Health and Human Rights Award. Below is an extract from the speech by Graca Machel on behalf of President Mandela.

GRACA MACHEL

“We are here tonight to celebrate the efforts of an extraordinary group of people and an organisation that in less than five years of existence moved a nation, shifted government policy and advanced the rights of people with HIV everywhere in the world.  But mostly what we want to stand up and rejoice about is the fact that South Africa today has a constitution that allows freedom of speech, free organisation, the right of public protest and resort to an independent judiciary.  Civil society helped win the victory against apartheid.  But many, years after the demise of apartheid, speculated that there no longer was a role for civil society in South Africa.  Well, my friends, tonight we also celebrate "how wrong they were!" 
“All over the world, in example after example, there is clear evidence of the indispensable role of civil society in shaping humane and just democracies.  Civil society is nothing more than the banding together of citizens to improve the quality of life, to right the wrongs, to address the injustices, and to advance the rights of the disadvantaged, in short to perpetuate the ageless human struggle for the just society.  Civil society is an indispensable part of modern democracy - as indispensable as a free press, an independent judiciary and a government responsive to the needs of its citizens.

“The TAC's struggle grows out of the best traditions of the anti-apartheid movement.  The result is an exceptionally high level of awareness and mobilisation against HIV/AIDS that is helping reduce the stigma associated with the epidemic and raise the national consciousness of the fact that we are all affected by HIV/AIDS.  Just as democracy gives us rights, it also gives us duties.  Let us never be silent.  It is our duty as citizens to talk up, demand our rights, mobilise and organise for the advancement of the greater good. “ Ms. Graca Machel  06 October 2003 – presenting the Nelson Mandela Health and Human Rights Award to TAC
What has guided TAC’s mobilisation in nearly seven years of our existence and our work over the last two years?

· First and most important is the fact that we stand uncompromisingly for the rights to life, dignity, equality and access to health care for all people.  

· In our work, we affirm the rights of the weakest, most marginalised and vulnerable people in society. TAC is unashamedly pro-poor and working class, pro-feminist and pro-human rights. 

These principles are informed by politics, not party politics but the politics of social justice. TAC accepts that the prevention and treatment of HIV/AIDS is political for some of the following reasons: 

· Working class and poor people are more vulnerable to infection and less likely to receive treatment and care;

· Pharmaceutical corporations globally and locally profiteer from medicines;

· Women are culturally and economically subordinated to men and therefore more vulnerable to infection;

· Inequality between private and public health care means that life has become a saleable commodity;

· Hypocrisy dominates discussion on human sexuality. Public piety and private permissiveness at every level of society means that sexuality and sexual practices are not addressed to minimise harm

· Rich countries fail to assist poor countries such as Malawi, Nicaragua, Vietnam to access health care.

· Governments neglect the needs to health, education, employment and social security of poor people. This creates vulnerability to infection, illness and premature death.

The evaluation of TAC stated the following:


There seems to be agreement that the primary purpose of TAC is a campaign for treatment, prevention of new infections and to create an HIV-positive leadership. Linked to this primary role is a secondary purpose, namely, to play a role in transforming the public health care system to provide a higher quality and a more comprehensive level of health care. A third and more implicit purpose, certainly for the leadership, is to make a contribution to developing a culture of human rights and democracy in South Africa. (p23)

Our community mobilisation is based on the demand for a peoples’ health service to prevent and treat HIV/AIDS.  A people’s health service must be based on creating a single unified efficient and quality health service, free to all at the point of service and funded through taxation.

TAC’s work has changed from mobilisation for a national treatment policy and programme to the implementation of that programme country-wide since our last congress.  

There are two elements to this transition – first, the need for mass treatment literacy and public education, this must include prevention mobilisation.  In relation to the first task, treatment literacy, we are ready to expand and scale-up depending on the resources available to the organisation.  

Second, TAC must build a provincial and local leadership cadre that understands the political economy of health and mobilises new layers of people to claim access and to improve health care for all people.  Poor and working class people lack access and middle class people are victims of private health profiteering.  The second challenge to create a country-wide cadre capable of ensuring nationwide roll-out must be the task of the next two years.

TREATMENT LITERACY AND PUBLIC EDUCATION

JOURNAL OF SOUTHERN AFRICAN STUDIES

”TAC activists stressed that grassroots mobilisation was the key to their success. This was done through AIDS awareness and treatment literacy campaigns in schools, factories, community centres, churches, shebeens (informal/illegal drinking places) and through door-to-door visits in the African townships. By far the majority of TAC volunteers were poor and unemployed African women, many of them HIV-positive mothers desperate to gain access [to] life-saving drugs for themselves and their children.”  From Steven Robins AIDS Activism, Science and Citizenship Journal of Southern African Studies Vol. 30 No. 3 September 2004

The article quoted above draws a distinction between people living with HIV/AIDS who are reached by TAC and people living with HIV/AIDS who attend the health services and are disempowered because of lack of scientific knowledge. Treatment literacy is the most important work of the Treatment Action Campaign.  This is also the most sustained and developed programme of the organisation.  Through treatment literacy TAC educates individuals, groups, communities, health professional and most importantly, people living with HIV/AIDS about the science of prevention and treatment, as well as the social, political and economic context of our health care.  The promotion of health through the prevention and treatment of disease is the work of every person not only health professionals. 

The HIV/AIDS epidemic has altered the traditional relationship between health professional and patient both in all parts of the world.  TAC’s treatment literacy has its roots in the work of the Treatment Action Group (NYC), Gay Men’s Health Crisis and Project Inform. After our initial workshops in 2000, TAC and MSF started a pilot project in Khayelitsha (expanded to Western Cape initially) known as Project Ulwazi. Gradually, KwaZulu-Natal, Gauteng and Eastern Cape developed treatment literacy programmes. Now Mpumalanga and Limpopo have treatment literacy co-ordinators.

People taking responsibility and control of their health, medication and society are the most important resources to transform the HIV/AIDS epidemic and health care services. We learn through songs, photos, articles, pamphlets, writing, posters, videos, workbooks, fact sheets and lessons. We also learn our treatment literacy through pickets, marches and demonstrations. Treatment literacy is central to the development of a new leadership cadre in TAC.

The national ARV roll-out turned TAC’s focus sharply to the local need for treatment literacy. Instead of a dramatic expansion and then collapse of the programme, the treatment literacy team led by Sipho Mthathi, Vuyiseka Dubula, Nomfundo Dubula, Nomfundo Eland, Linda Mafu, Bongiwe Mkhutyukelwa, Johanna Ncala and Tantaswa Ndlelana chose to build solid foundation through training and selection. They were supported by consultant Gareth Rossiter and a range of local and international volunteers. TAC takes the opportunity to thank I-Base (Polly Clayden and Simon Collins) and Gregg Gonsalves (GMHC) for their support and work.

Since the last Congress, TAC has trained 120 treatment literacy practitioners who are based through local branches in health facilities. They conduct community based workshops, training for people living with HIV/AIDS, support groups, unions and the broader community.

The Treatment Literacy Practioners are supported by 36 trainers who ensure programme expansion, co-ordination and quality control. Both practitioners and trainers are on bursary programmes and complete a range of in-house and sometimes external courses during their year. 

This programme is ready to begin scaling-up because its educational foundations are strong.

Five key problems have been identified both by TAC staff and members and are being addressed.

1. Bursaries – Many TAC members and ordinary branch volunteers have not understood that the bursaries given to practitioners and trainers require that they devote all their energies to support, guide and lead TAC branches and members on questions of treatment literacy in communities.  This also means that a clear time-frame exists where new TLPs and trainers will be recruited and they will be chosen from the best volunteers. Just as practitioners and trainers are required to support branches, so district committees and branches must be proud of their practitioners and trainers. They also require support to strengthen branches and districts.

2. Access to health facilities by practitioners and trainers remain a major problem in many areas. There are many different elements to this problem: conflict with health authorities – this requires branch, district and provincial intervention; insecurity and lack of HIV knowledge by health professionals – this requires engagement with unions, workers and assisting with materials and training for health professionals; improving the communication skills of practitioners and trainers, as well as their understanding of health law and community participation.

3. Integration with other TAC programmes and departments. The treatment literacy programme moved ahead of all programmes in its development.  Provincial co-ordinators very often did not supervise and integrate treatment literacy into their provincial plans. Organisers saw treatment literacy as outside their work instead as the foundation. The Treatment Project also did not use the resources of the programme. These issues have begun to change as serious management structures and integration between programmes have become essential and more understood by staff and volunteers. 

4. Rigidity and vision – Very often treatment literacy co-ordinators have missed unique opportunities with TAC branches, faith-based organisations, unions and other agencies because co-ordinators were rigidly following the basic national programme outline. Treatment literacy co-ordinators ain every province must develop a broad an integrated vision, as well as a degree of flexibility. 

5. Accreditation and other employment opportunities. Many practitioners and trainers are concerned that their knowledge and experience will not be recognised because of a lack of formal accreditation. This is valid. Regrettably, government accreditation bodies have wasted much time. Perhaps, it is time that legal action follows all our requests and fulfillment of our requirements. Also, the WHO has agreed to examine this process.  Provincial and treatment literacy co-ordinators need to seek out HIV and health agencies to employ those that complete their bursary programme with TAC satisfactorily.
TAC can be proud of its cadre of treatment literate activists far beyond our practitioners and trainers.  This department has also been responsible for the best materials such as “HIV in Our Lives”, the OI and ARV posters.

A further set of challenges to the treatment literacy programme pertains to updated scientific data, attending important scientific congresses on an organised basis, and organising local community scientific congresses. Also, important is the integration of other chronic illnesses such as asthma, diabetes and hypertension to the curricula to provide a basic understanding to TAC members of the burden of disease in the country. 

COMMUNITY MOBILISATION FOR A PEOPLE’S HEALTH SERVICE AND THE PREVENTION AND TREATMENT OF HIV/AIDS – CAMPAIGNS AND ORGANISING DEPARTMENT (COD)

TAC’s Campaigns and Organising Department has felt that it lacked national co-ordination, leadership development and vision. This assessment may have some truth to it. But, organisers across the country have been responsible for maintaining a persistent presence at national, provincial and local community level.  TAC has 12 000 members in more than 200 branches in six provinces. Organisers led by provincial co-ordinators weld this membership into a coherent whole to demand treatment access, to fight HIV denialism, to campaign for a peoples’ health service.

ARV ROLL-OUT – TAC MOBILISATION

The altered objective situation marked a change in TAC’s organising strategy. From campaigning for national policy and programmes and supporting a nationally defined advocacy agenda, the campaigns and organising department now had to focus on local implementation.  Early in 2004, every province organised major town hall meetings to protest against the low roll-out of the ARV programme. These meetings coincided with the campaign for the third democratic elections in our country. The ability of TAC members to mobilise in every part of the country ensured that the programme started in all provinces. Without this mobilisation, the poorer provinces especially would not have started and the bigger provinces such as Gauteng would not have been able to increase their pace of roll-out.

TIME-TABLE ON STRUGGLE TO IMPLEMENT ARV PROGRAMME

	Date 
	Description

	8 Aug 03
	Cabinet commits to ARV roll-out

	19 Sep 03
	TAC hands over submission to ARV Operational Plan Task Team

	28 Sep 03
	TAC TP requests voluntary license from Boehringer Ingelheim for nevirapine

	16 Oct 03
	Competition Commission finds BI and GSK in contravention of the Competition Act, based on a complaint by Hazel Tau, TAC, Cosatu and others.

	13 Nov 03
	TAC welcomes increase in HIV spending but urges cabinet to release Operational Plan

	19 Nov 03
	Government announces adoption of Operational Plan for Comprehensive Treatment and Care for HIV and AIDS – TAC welcomes plan.

	10 Dec 03
	GSK and BI settle out of court with TAC and other bodies allowing for local generic competition, as well as import and export to Sub-Saharan Africa

	21 Jan 04
	Efavirenz (Stocrin) supply shortages through MSD defaulting – TAC and ALP writes to MSD.

	15 Feb 04 
	TAC Public Meeting in Johannesburg protesting the slow pace of the ARV rollout attended by Premier Mbhazima Shilowa and Health MEC Dr Gwen Ramakgopa

	2 Mar 04
	Procurement timetable revealed at Parliament Portfolio Committee on Health; shows that no ARVs will be bought by government until July 2004 earliest

	5 Mar 04
	TAC Public Meeting in Louis Tricardt protesting the slow pace of the ARV rollout

	5 Mar 04
	TAC/ALP Submission on Draft Medicine Pricing Regulations 

	8 Mar 04
	TAC Public Meeting in Cape Town protesting the slow pace of the ARV rollout

	16 Mar 04
	TAC Letter of Demand to Minister of Health for interim procurement

	16 Mar 04
	TAC Public Meeting in Durban protesting the slow pace of the ARV rollout

	18 Mar 04
	TAC Public Meeting in Queenstown protesting the slow pace of the ARV rollout

	18 Mar 04
	TAC Public Meeting in Port Elizabeth protesting the slow pace of the ARV rollout

	19 Mar 04
	Formal TAC demand: procurement of emergency interim ARV medicine supply 

	23 Mar 04
	Minister of Health agrees to the procurement of emergency interim ARV supply

	25 Mar 04
	TAC Public Meeting in Polokwane protesting the slow pace of the ARV rollout

	26 Mar 04
	TAC Public Meeting in Lusisiki protesting the slow pace of the ARV rollout

	29 Mar 04
	TAC Public Meeting in East London protesting the slow pace of the ARV rollout

	1 Apr 04
	Official start of Gauteng ARV roll-out

	7 Apr 04
	TAC Public Meeting in Nelspruit protesting the slow pace of the ARV rollout

	7 Apr 04
	TAC Letters to Provincial MECs expressing concern about the pace of the ARV rollout

	7 Apr 04
	TAC Public Meeting in Tshwane to demand increased roll-out

	28 Apr 04
	Announcement of Cabinet Ministers and Deputy Ministers, including re-appointment of the Health Minister

	5 Jul 04 
	People’s Health Summit, Eastern Cape:

Release of TAC/ALP First ARV Rollout Monitoring Report: 6000 on treatment in public sector

	11 Aug 04
	MCC withdraws Duovir from suppliers, with support from MSF and TAC

	13 Sep 04
	Launch of the Joint Civil Society Monitoring and Evaluation Forum: 8000 people on treatment in public sector (target: 54 000)

	17 Sep 04
	Release of Department of Health’s ARV Guidelines

	19 Oct 04
	Start of Access to Information Campaign on ARV sites, targets and timetables

	4 Nov 04
	National demonstrations in support of Access to Information Campaign

	4 Nov 04
	Access to Information court case heard in Pretoria High Court

	4 Nov 04
	TAC Memorandum to Minister of Health and provincial MEC’s for Health

	15 Nov 04
	Public Protector dismisses Aids Denialist Anita Allen’s complaint about the ARV rollout

	15 Nov 04
	TAC/ALP letter to MSD calling for more generic licenses for Efavirenz

	17 Nov 04
	Establishment of WHO Strategic and Technical Advisory Committee on HIV/AIDS

	14 Dec 04
	TAC awarded punitive costs in the Access to Information case against Minister of Health

	14 Dec 04
	GSK grants license to CIPLA in accordance with Competition Commission 

	24 Jan 05
	JCSMF Report of 19 Nov 2004 released: 18 000 people receiving treatment in the public sector

	31 Jan 05 
	Launch of the 200 000 by 2006 TAC Program (2BY6)

	21 Feb 05
	Stats SA Mortality Report confirms massive increase in AIDS related deaths

	10 Mar 05
	Provincial Government releases HAART statistics per province  

	31 Mar 05
	Gugulethu Mass Meeting Against Vitamin Salesman Rath who undermines ARV programme

	25 April 05
	Standerton Mass March for ARV treatment and better health care

	12 May 05
	Cape Town: Interfaith Service: St Mark's Anglican Church, Theme: Food, Health-care and Antiretroviral Treatment for all

	13 May 05
	Rath Court Case

	16 May 05
	Letter of demand to Minister of Health regarding the issuing of compulsory licenses for the manufacture of Efavirenz

	19 May 05
	Polokwane Mass March for Roll-out and Better Health Services

	9 Jun 05
	Second TAC/ALP Report on State of the Rollout: 42 000 people receiving treatment in the public sector

	13 Jul 05
	Use of brutal force to disperse TAC comrades demonstrating about the slow pace of the ARV rollout and management of Frontier Hospital, in Queenstown

	22 Aug 05
	COSATU Central Committee adopts TAC proposals o HIV and health

	25 Aug 05
	Advertising Standards Association imposes heavy penalties against the Rath Foundation


PEOPLE’S HEALTH SUMMIT

The Campaigns and Organising Department together with Provincial Co-ordinators mobilised for the People’s Health Summit in East London.  The PHS was co-hosted by TAC, MSF, SADNU, Hospersa, Public Service Accountability Monitor and the Rural Doctors Association on 2-4 July 2004.  More than 530 delegates - including more than 80 health workers and representing over 60 organisations and institutions - met at the first People's Health Summit (PHS) to discuss the crisis and inequity in the health system and the roll-out of antiretroviral (ARV) treatment.  


A range of government officials including a Member of Parliament, the registrar of medicines, the Eastern Cape MEC for Health and others attended. One of the most important resolution that will guide TAC work and that our congress must endorse stated:

Campaign to create a unified people's health system based on the principle of free and equal access for all.  As part of this campaign, we resolve to strengthen the public health sector by: 

· Monitoring the implementation and ensuring the success of the ARV treatment programme across all provinces 

· Ensuring that the rollout of the ARV treatment programme is used to improve the health service generally, and calling public meetings about the programme to explain how it can and should be used to build a better public health system 

· Encouraging government officials and employees to use public health services 

· Calling for unity and better co-ordination between public sector health worker trade unions 

· Exploring the formation of a people's health movement.   

Provincial and District Health Summits have been held in Eastern Cape, Gauteng, KwaZulu-Natal, Limpopo, Mpumalanga and Western Cape.   A major organising challenge is to build district and provincial links with health workers on a sustained basis and to unite health workers from all unions with the communities they serve.

ACCESS TO INFORMATION: MY  RIGHT TO KNOW – MY RIGHT TO LIVE CAMPAIGN

TAC organised litigation against the Minister of Health for refusing access to information on time-frames and targets of the ARV roll-out. In October 2004 with the Open Democracy Advice Centre (ODAC), the Campaigns and Organising Department organised workshops across the country to learn how to use the laws on access to information at a local and provincial level. Through this campaign and in conjunction with ODAC, TAC provincial offices gained access to a range of provincial plans on human resources, the ARV roll-out and health sector plans.

This was followed by thousands of people marching in six cities across South Africa (Bisho, Cape Town, Nelspruit, Pietermaritzburg, Polokwane and Tshwane) on the 4 November 2004 for access to information. On the same day TAC went to the Pretoria High Court to ask for punitive costs against the Minister of Health for misleading the country on the targets. Linda Mafu, TAC’s national organizer has set an agenda to ensure that every TAC district understands the National Health Act so that it can be used by local, district and provincial organisers to improve health services.

SUPPORTING LOCAL MOBILISATION
The Campaigns and organising department also continued local mobilisation. A great example of this has been the local mobilisation at Town 2 to bring the murderers of Lorna Mlofana to justice. Marches have been held in Gugulethu, Nyanga, Hout Bay, Stanger, to Prince Mshiyeni, Orange Farm, Natalspruit Hospital, Standerton and Queenstown.  In the main, the local demands have been based on the ARV roll-out, against denialism and for better facilities.
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The Campaigns and Organising Department played a significant roll in the mobilisation of marches to demand that at least 200 000 people receive ARV treatment by 2006. In every province, but particularly in Limpopo, Mpumalanga and Eastern Cape, there has been significant mobilisation for this campaign.

The real challenge for the Campaigns and Organising Department is to create a cadre of TAC leadership at district and provincial who become experts in the local, national and global health system.  Additionally, it is important to reach out to newer layers of people not yet mobilised by TAC including users of the private health systems.

GENERAL CHALLENGES

As identified by the evaluation there are three additional challenges for the Campaigns and Organising Department.

1. Gender – Developing a cadre of women organisers and promoting gender equality and sensitivity among men organisers. This must be part of developing a TAC gender policy and programme.  This department carries the banner of TAC and must promote TAC as a home for men, women, seniors, youth, lesbian, gay, transgender, heterosexual and all people. Gender equality is everyone’s task.

2. Membership or volunteer induction – Every volunteer and member needs to become acquainted with TAC policies and campaigns. Specific induction needs to be organised. In addition, TAC must recruit working people and professional local volunteers, as well as international volunteers. This is the task of the Campaigns and Organising Department.  A national membership target must be set by congress.

3. Leadership development – A critical challenge would be strengthen, educate and promote the new leaders that have emerged through TAC.  This can only be done on an organised basis through the Campaigns and Organising Department at district, provincial and national level. A national cadre development target should be set by TAC.

· CAMPAIGNS FOR ACCESS TO MEDICINES AND DIAGNOSTICS

This work cuts across all programmes in TAC: Policy, Communication and Research, Campaigns and Organising, Treatment Literacy and the Treatment Project. The continued campaigns to bring medicine prices down and to access new medications for HIV and TB are considered in this section.

Antiretrovirals

Partly as a results of TAC's work, many more antiretrovirals have become registered in South Africa over the last few years. A number of generic antiretrovirals have come to the market and this has helped sustain supplies and reduce prices. There are now competitive generics available in South Africa for AZT, lamivudine, nevirapine, didanosine and stavudine. These include all but one of the medicines that are typically used in first-line regimens in the public and private sectors. Consequently most first-line antiretroviral regimens are now affordable to government, medical schemes and households with decent incomes.

Campaign for generic competition on efavirenz and lopinavir/ritonavir

However, two key antiretroviral products remain too expensive and in danger of shortages. Efavirenz, marketed exclusively by MSD in South Africa and often used instead of nevirapine in first-line regimens is still too expensive (just over R200 per month) and there are no generic competitors at present. There have also been efavirenz shortages. Lopinavir/ritonavir (branded as Kaletra) is patented by Abbot. It costs R312.95 per month for the public and private sector. While there have not yet been shortages, the drug's use is expected to increase dramatically in years to come because it is used in second-line regimens.

TAC must campaign with our international allies for generic competition for efavirenz and lopinavir/ritonavir. Achieving this is the only way to sustainably reduce prices and ensure supply shortages are kept to a minimum. The campaign must be a global one because this is a problem affecting all developing countries with antiretroviral programmes.

Campaign for registration of new antiretrovirals

A number of key antiretrovirals remain unregistered in South Africa. These include tenofovir, emtricitabine (FTC) and a three-in-one combination of AZT, lamivudine and nevirapine. Tenofovir and FTC are two relatively new antiretrovirals with good side-effect profiles and are critical salvage treatments for people who no longer respond to first and second-line regimens. Tenofovir could possibly also become part of first or second-line regimens because its side-effect and resistance profile is better than didanosine and stavudine. 

The three-in-one combination, branded as Triomune, has been awaiting registration for a long time. Part of the reason for the delay is that there are not yet any completed clinical trials comparing this regimen to other HAART regimens, but it is the standard first-line in South Africa and it is therefore surprising that a regimen likely to improve adherence because of the low-pill count has not been registered.

Campaign to Improve Mother-to-Child HIV prevention Regimens

Government claims that there is nearly universal coverage of mother-to-child HIV prevention with nevirapine. 18 months ago, the World Health Organisation recommended that even in poor countries the combination of zidovudine and nevirapine will reduce the rate of transmission further. More than a year ago, the Medicines Control Council and other bodies have urged the government to improve mother-to-child ARV regimens. At the People’s Health Summit in East London it was resolved to mobilise for an improvement in regimens for women and children.  In fact, the Western Cape has moved to dual therapy regimens and where it is medically indicated for the woman, triple therapy is used. 

TAC and our allies must mobilise to improve the mother-to-child regimens. However, where it is not feasible to use dual or triple therapy, single-dose nevirapine must continue to be used. It has been shown to be effective and safe. If necessary, TAC must return to the courts to ensure the implementation of dual and triple therapy. 

TUBERCULOSIS AND HIV – ADVOCACY AND ACTIVISM

Over the next few years, TAC must improve activism and advocacy on TB and HIV locally, nationally and globally.

TB and HIV are two distinct diseases, but together they are the leading cause of death in South Africa. More than 8 million people living with HIV/AIDS in Africa are co-infected with TB.  The number of TB deaths has almost tripled in the last five years despite intense government commitment to eradicate TB. This rise can be attributed to the worsening HIV epidemic.  According to StatsSA more than 60,000 people died of TB in 2002.

Diagnostics – We need to advocate for cheaper, easier to use, reliable TB testing. Sputum smear microscopy remains the main testing kit to diagnose active TB.  Developed nearly 125 years ago, sputum smear microscopy requires the patient to cough up sputum samples in order to look for the presence of M. tuberculosis.  The sputum test comes back negative for most people with HIV and the test cannot diagnose extra-pulmonary TB, which is the type of TB often found in children and people with HIV.  As those HIV positive individuals who are infected with TB go untreated, they will infect others with TB and the number of cases will continue to rise.

Diagnosis of these sputum smear negative individuals is based on chest x-rays, culture or, most often, the clinicians' judgment.  Other lung infections, like bronchitis or pneumonia, often co-exist as opportunistic infections, which makes x-ray diagnosis difficult.  Most clinics do not have on-site culturing facilities and it may take up to 6 weeks to get results, which increases the time a person with active TB can transmit the disease.

As HIV/AIDS became a health crisis in Europe and America, vast quantities of money were given to skilled researchers who worked to develop reliable, affordable and rapid diagnostics to test for HIV.  The rapid improvement in HIV diagnostics is due to prioritizing HIV/AIDS as a global health threat, large increases in funding, and international collaboration to combat the epidemic.  Drug companies also invested in such tests because of the market for them in rich countries, but because TB is a disease of poor countries and communities more needs to be done.

Treatment – we need to advocate for better and newer TB medicines. The drugs used to treat TB are more than 40 years old.  The TB drug treatment is divided into two phases: the initial phase, lasting two months and final phase lasting either 4 or 6 months.  Problems with the current anti-TB drugs include the length of treatment necessary for a bacterial infection, unpleasant side-effects and the complicated regimen.  The extended treatment time leads many patients to interrupt their course of therapy especially if they have not received counseling or treatment literacy on the importance of adherence.  Some also fail to complete the course because large health improvements early on lead them to believe they are cured and no longer need to take the drugs.  Both of these factors lead to an increased incidence of multi-drug resistant TB.

New drug research is aimed at enhancing existing anti-TB drugs and using molecular tools.  Though the future shows much promise for anti-TB drugs, it will be at least five years before any effective drugs become available.  The most promising new anti-TB drugs are a result of the efforts of a small number of drug companies with increased public pressure as TB becomes a disease affecting Europe and North America.  The general negligence on the part of the pharmaceutical industry of illnesses affecting mainly poor people is a direct reason why so few new anti-TB drugs are on the horizon.

Vaccines – We need to advocate for a new and reliable TB vaccine for adults, children and people living with HIV/AIDS. BCG (Bacille Calmette-Guerin), the only existing TB vaccine is routinely given to newborns in areas with high TB prevalence. It protects children against TB but it has little protective benefits for adults.  Despite these limitations, BCG is still the gold standard by which all new vaccines are measured because of its low cost, safety, and history.  A safer and more effective TB vaccine is needed, especially for HIV-positive infants and adults who no longer are protected by a childhood BCG immunization.

TB Programs – We need to advocate for patient centred TB programmes that will achieve 90% adherence. Directly Observed Treatment, Short-course (DOTS) was launched in 1994 by the World Health Organisation.  DOTS prioritize treatment of only the most infectious smear-positive (sm+) patients.  DOTS shows promise in areas with low HIV prevalence and great health care infrastructure, however there are significant problems with DOTS.

The diagnostics are more than 100 years old.  The DOTS program was developed at a time when the knowledge of HIV was limited; so many smear negative HIV positive patients go undetected.  Those infected with TB must take their treatment under observation on every weekday for six months.  Those co-infected with HIV, already taking ARVs on their own, have a hard time accepting the supervision of their treatment.  The travelling and waiting time associated with travel to a clinic are a difficult reality with DOTS.  A new treatment program that integrates HIV and TB treatment must be developed.

The Ubuntu clinic in Site B Khayelitsha, Cape Town where MSF has a partnership with the Western Cape government and TAC highlights the success of integrating HIV and TB treatment.  Expanded VCT increased the number of patients aware of their HIV status.  “One-stop” service allowed patients to simultaneously treat TB and HIV, which greatly reduced traveling and waiting time.  Increased staff training resulted in better patient care.  Creating a patient-centred approach reduced the DOTS burden on understaffed clinics.

The success of this clinic also reveals pitfalls in the public health system.  With more new patients than any other clinic in the province there are chronic staff shortages at the Ubuntu clinic.  The staff shortage reduces the number of people that received VCT.  In addition, the integration of TB and HIV services requires the alignment different service philosophies: one disease oriented (DOTS) and the other patient centred.  Despite promises over the past five year, the Department of Health has failed to integrate TB/HIV services.

Possible Solutions - Lack of management capacity, poor management systems and inadequately trained and motivated staff also play an integral role in the HIV and TB epidemic in this country and remedying the situation may require a substantial overhaul of the entire public health system.

A comprehensive health human resource plan for the country is long overdue.  Conditions of employment, under-staffing (including administrative and ancillary staff), salaries, incentives such as bursaries for children if staff remain at district and primary care level need to be addressed.  Along these same lines, traditional healers and community health workers need to be utilized as a vital resource in improving the health of all people in South Africa.  Considering that significant numbers of our people may use traditional healers as their primary health care source, traditional healers must receive formal primary health care training including TB and HIV management.  Access to all essential drugs including TB drugs and diagnostics at all primary care facilities remains a top priority for activists, facility managers and health professionals, health departments and communities.

Providing life-saving treatment to the 500,000 South Africans that currently need ARVs is reason enough to suggest that government fulfills its constitutional mandate.  The implementation of the HIV treatment plan by rolling-out ARVs will also reduce the TB burden. Individually, the South African TB and HIV epidemics are among the world's worst.  Yet the combination of the two in a country with the economy, infrastructure and political system of South Africa provides an opportunity to mount a powerful and effective response.

TAC LEGAL ADVOCACY WORK FOR 2003/05

TAC has used the constitution and law to advance the rights of people living with HIV/AIDS, to improve the health service and to strengthen democracy. Law on its own cannot guarantee rights.  Law gives the rights won and guaranteed through social mobilisation a foundation that can be used to advance freedom, dignity and equality.

In the period 2003/2005, TAC continued to use the law and Constitution. New ground was broken by TAC through the use of the Competition Act, the Promotion of Access to Information Act and regulatory bodies such as the Health Profession Council of South Africa and the Advertising Standards Association of South Africa.  Our legal experience and victories have helped to monitor the ARV roll-out.

Much of the legal advocacy work TAC is involved with is intricately interwoven with the AIDS Law Project (ALP) as our attorneys. Other than the ALP, recent legal allies include the Legal Resources Centre (LRC) and Mallinick’s, a law firm in Cape Town.  But, the staff and NEC of TAC extends our special thanks to the AIDS Law Project particularly its Law and Treatment Access Unit for a consistent commitment to dealing with the epidemic and working as partners.

MONITORING THE OPERATIONAL PLAN

A key component of TAC’s legal advocacy work is constantly monitoring and reporting on the implementation of the Operational Plan.  To this end, TAC is actively involved with the Joint Civil Society Monitoring Forum (JSCMF), and has participated in producing both of the TAC/ALP Monitoring Reports on the Operational Plan.  

ACCESS TO INFORMATION: THE TARGETS AND TIME-FRAMES OF THE ROLL-OUT

The time-frames and detailed targets of the Operational Plan were deliberately omitted by the government from the published version. This led to TAC instructing the ALP to take the necessary legal steps to make the document available.  After a failure by the Minister to respond to any of the ALP correspondence, a Promotion of Access to Information Act application to the Pretoria High Court was made to seek an order compelling the Minister of Health to make the missing annexure available to TAC.  

It was only during the legal proceedings that it was admitted by the Acting Director General that all references to the missing annexure were an error, and that the annexure existed but was never adopted by the Department, Ministry or Cabinet.  Had this information been made available to TAC and the ALP earlier, it would have avoided litigation and its costs.  The matter was resolved by the High Court ordering the Minister to pay TAC punitive (monetary) damages for the costs incurred during the case.  The court found as follows:
“I turn then to the legal principles: 

Section 195 of the Constitution provides:



"195
Basic values and principles governing public administration

(1)
Public administration must be governed by the democratic values and principles enshrined in the Constitution, including the following principles:

(a)
a high standard of professional ethics must be promoted and maintained;

...

(f)
public administration must be accountable;

(g)
transparency must be fostered by providing the public with timely, accessible and accurate information;

...




(2)
The above principles apply to-





(a)
administration in every sphere of government;





(b)
organs of state; and





(c)
public enterprises ..."

….

In President of the RSA v SA Rugby Football Union 2000 1 SA 1 (CC), at par 133 it is stated that:

"Public administration, which is part of the executive arm of government, is subject to a variety of constitutional controls.  The Constitution is committed to establishing and maintaining an efficient, equitable and ethical public administration which respects fundamental rights and is accountable to the broader public.  The importance of ensuring that the administration observes fundamental rights and acts both ethically and accountably should not be understated."

The respondent and her department in this case did not comply with the constitutional obligations resting on them by virtue of section 195(1)(a), (f) and (g).” 

When the applicant started requesting access to the annexures, the respondent and her department did not clarify the true state of affairs.  They failed to respond to the applicant's requests and its formal application and appeal under the Act.  The failure of the respondent and her department to respond to the applicant's request in terms of the Act and to the applicant's subsequent appeal under the Act was in breach of their obligations under the Act.  It was accordingly inconsistent with section 1(c) of the Constitution. (Treatment Action Campaign v Minister of Health TPD 14 December 2004)

The judgment affirmed everyone’s right to access to information held by the state. It also means that TAC has learnt how to use access to information laws.

MEDICINES-RELATED LEGAL ADVOCACY

TAC has continued the struggle for more affordable and more accessible medicines beyond the initial victories against the pharmaceutical companies.  The ALP is constantly monitoring the prices, availability and manufacture of both generic and patented medicines, and taking action where appropriate.

COMPETITION COMMISSION

In September 2002, a complaint was made against GlaxoSmithKline and Boehringer Ingelheim for excessive pricing at the Competition Commission. The TAC led a coalition of individuals living with HIV (Hazel Tau, Nontsikelelo Zwedala, Sindiswa Godwana and Isaac Skosana), health professionals (Sister Sue Roberts, Dr Francois Venter, Dr William Mmbara, Dr Steve Andrews) and civil society bodies (Cosatu, CEPPAWU, AIDS Consortium) in the complaint.  

The key issues in this regard were the anti-competitive (very high) prices these two companies were charging for their patented anti-retroviral medicines, as well as their position with regard to releasing generic licenses to local manufacturers. In October 2003, the Competition Commission decided to refer the complaint to the Competition Tribunal where it would prosecute the complaint on our behalf. On 10 December 2003, the matter was settled out of court by the pharmaceutical companies in the face of a strong case, and the demands that were acceded to included a commitment to generic licensing and price reductions.  This victory is significant towards ensuring a regular, cheap supply of medicines.  

Other legal advocacy work

These include:

· Being admitted as amicus curiae (friend of the court) in the Medicines Regulations Pricing Case, where TAC arguments were used extensively by the Supreme Court of Appeal in their judgment.  The matter is awaiting final judgment from the Constitutional Court where TAC also joined as an amicus.

· Assisting the improvement of the Diflucan Partnership Programme, which involves the dispensing of donated fluconazole in the public health sector

· Applying for a semi-urgent interdict against Mattias Rath and the Rath Foundation to stop their campaign of defamation arguing that TAC is a front for the drug companies.  Judgment has been reserved, and TAC has been waiting for judgment since 21 June 2005.  

· MEDIA AND COMMUNICATIONS

External Media

Media is essential to TAC's work. We have made a great effort to communicate accurately and regularly with journalists both for South African newspapers, magazines, radio and television stations, as well as international media. The impression and understanding of TAC and its campaigns by non-TAC members is primarily formed through media. 

In 2005, our commitment to making better use of the media was increased. We have trained 17 treatment literacy practitioners to write stories and give radio interviews on TAC's work. This has increased TAC's presence on Xhosa, Zulu, Venda and Sotho radio stations and in community newspapers. Most importantly, the range of TAC spokespersons has increased in the last two years. 

Except for television news that continues to insist on interviewing TAC chairperson Zackie Achmat or treasurer Mark Heywood, most media have begun to accept a range of TAC leaders as spokespersons. Pro-active intervention is necessary to ensure that journalists and editors get to know key TAC leaders and that we are all trained to communicate crisply and reliably.

TAC's presence in the media is high. For example, just for August 2005 – which was not untypical –, a google news search found “Treatment Action Campaign” in 63 different articles covering seven topics – the health charter, Lorna Mlofana’s trial, ARVs and prisoners, Ugandan condoms, politics of denialism, Queenstown, “new UDF”, Rath, and the prices of ARVs.

This excludes television, radio and most community newspapers. Coverage of TAC events on ETV and SABC was low however for most of the past two years. However, ETV has significantly improved its coverage of TAC events in recent months.

One of the key reasons for TAC's continued profile in the media is that the organisation has consistently been honest, reasonable and accurate. Of course mistakes have been made. Occasionally, we have commented on topics we have not researched properly or reacted with anger that has obscured reason. These have been the exceptions though. Most journalists who deal with TAC have expressed appreciation for TAC's commitment to honesty and well-researched comment.

TAC can however work better with the media. Reporting on HIV is difficult because it requires a grasp of science, politics, epidemiology and economics. Consequently, many articles on HIV and TAC's work are inaccurate. Efforts are being made to address both of these issues. We are designating spokespersons for particular topics in our press releases and assisting workshops aimed at improving journalists' knowledge of HIV.

We have partnered with Community Health Media who produce the Beat-It!Siyanqoba television series and many of our members participated in the production of Radio Democracy's pilot HIV/AIDS series.

There have been 26 Beat-It!/Siyanqoba episodes since the last congress. The programme is broadcast on SABC 1 on Thursdays and Sundays and has broadcast continuously (repeating episodes) weekly since late 2004. It is still the only documentary/magazine programme that deals with AIDS on South African television. It has been developed in partnership with people living with HIV/AIDS, many of whom are active TAC members. TAC has contributed significantly to Beat-It!'s development. 

Below is a table supplied by independent monitors of the audience that watched this programme.  Every week an average of 400 000 people watched Beat-It!/Siyanqoba.
	Date
	Audience 

	2004/09/02
	393255

	2004/09/09
	466080

	2004/09/16
	466080

	2004/09/23
	436950

	2004/09/30
	509775

	2004/10/07
	495210

	2004/10/14
	495210

	2004/11/04
	436950

	2004/11/11
	568035

	2004/11/18
	495210

	2004/11/25
	495210

	2004/12/02
	568035

	2004/12/09
	393255

	2004/12/23
	422385

	2004/12/30
	407820

	2005/01/06
	364125


Audience for Beat-It!/Siyanqoba on SABC 1 – Source: SA Advertising Research Foundation 
The TAC Policy, Communications and Research Desk was established in 2005 to manage internal and external media. A key communications challenge remains to focus the external media on treatment literacy, community mobilisation and district successes.

Internal Media

In addition to external media, TAC has also produced our own media including pamphlets, posters, adverts, booklets and our website. TAC also produces its magazine, Equal Treatment. 

Booklets, Pamphlets, Posters and Adverts

A small sample of the booklets, pamphlets, posters and adverts that TAC has produced since the last Congress include HIV in our Lives, a set of fact sheets covering topics of interest to people with HIV; Talking About Antiretrovirals (in two editions), a pamphlet explaining antiretroviral treatment also released as an advert; a set of posters on antiretrovirals; a VCT pamphlet; a nutrition fact sheet; a poster designed by MSF but also used by TAC with TAC members explaining that they are healthy on antiretrovirals and more.  Many of the posters and fact sheets have been translated into all our languages.

We have also produced political pamphlets explaining our litigation (such as our actions at the Competition Commission), the Treat 200,000 by 2006 campaign, exposing the activities of the charlatan Matthias Rath and more.

Equal Treatment

We have only produced five issues of our magazine Equal Treatment since the last Congress. This is because there was a year-long period of inactivity from March 2003 through to October 2004. However, October 2004 marked the re-launch of Equal Treatment. The magazine has improved dramatically both in content and layout. It aims to become the foremost community magazine dealing with HIV/AIDS and health in South Africa. The training of the media treatment literacy practitioners has been essential to its success and its placement as a priority project under the Policy, Communications and Research Desk will ensure its future. 

TAC Electronic News Service

The news service has been a crucial mechanism for communicating both with the media and other organisations and leaders in HIV and civil society. TAC's high media coverage is in part a direct result of the quality and regularity of the newsletter. Although the number of newsletters sent out has declined slightly over the years (a conscious decision in order to avoid email overload), significant effort has gone into improving the quality of content and layout.

	TAC News Service Emails

	Year
	Number sent

	2002
	58

	2003
	55

	2004
	49

	2005 (as of Aug 30)
	36


TAC Website

The TAC website is a comprehensive source of information. It is a historical archive of TAC's work that is constantly updated. It contains most of TAC's critical documents, fundraising information, treatment literacy documents, electronic newsletters, Equal Treatments and research documents. The website receives on average 200 unique visitors per day. We have received feedback from a number of researchers that they have found it useful.

However, its increase in size has lead to an even greater increase in complexity and lack of user-friendliness. The site has become very difficult to navigate and it has become difficult to locate documents. We have received a number of complaints about this. Therefore, a company has been hired to redesign and modernise the website. This will go live shortly.
TAC TREATMENT PROJECT

The death of hundreds of TAC activists in early 2003, like comrade Eduard Mabunda, who was a leader of TAC and ANC in Winterveld, whose presence at the “Stand Up for Our Lives” march on the 14th February 2003 still lives in many of our memories; comrade Kebareng Moeketsie who led the Civil Disobedience campaign in Shaperville in 2003, and other comrades from across the provinces were a loss not only to their families but to their communities where they were working tirelessly to raise consciousness and educating on the science and politics of HIV. 

The TAC Treatment Project was formed in May 2003 to provide TAC activists across the country with antiretroviral medicines.  The ambit of the TP was extended to include non-TAC members, with these ‘non-TAC’ slots being administered and run directly by public facilities with the necessary capacity.  Currently, it is directed by Nonkosi Khumalo, supported by four provincial coordinators: Sindi Blose in KZN, Ntombozuko Kwaza in the WC, Zolani Mente in Gauteng and Lulamile Timbiliti in the Eastern Cape and Surena Alexander, the national administrator.

The early stages of the TP were concerned with the establishment of the capacity necessary to achieve the mandated task, with emphasis placed on the creation of an appropriate infrastructure.  This included clear and fair selection guidelines and a sustainable supply of the relevant medicines.  The TP then went through a process of exponential growth which resulted in an extraordinary amount of strain being put upon resources available to the organisation.  However, even in a context of pressurized resources, the TP managed to successfully implement and manage the program.  

Funding 

The TAC TP is funded largely by international donors, with the $150,000 donation from Artists for a New South Africa , the South African Development Fund, Gesso Foundation just to mention but a few.  The Board has tried to extend the funding to individual South Africans to donate via monthly stop-order, and this move has been slow.

The Fluconazole Program

The Fluconazole Program represents a TP initiative to dispense fluconazole in areas where there previously was a shortage of the drug and in areas where there is still a shortage currently. These include privately funded small programmes and public sector hospitals and clinics.  In the last two years, the TP dispensed over 150 000 capsules of fluconazole in the following provinces: Gauteng, KwaZulu-Natal, Mpumalanga, Western Cape, Eastern Cape, Free State and Limpopo. Through this initiative TAC TP also supplied 1000 capsules of fluconazole to Zimbabwe.  

The CD4 Program and ARV Treatment

TAC TP instituted the a wellness programme for its members, through which TAC activists and non-TAC related community members could access the CD4 Count Program, through which a fair selection of people for treatment was facilitated. At the same time, the program provides insight into the health of TAC members.  Since May 2003, the program has conducted 3814 CD4 tests across the country, and of those tested, 1578 people had CD4 counts less than 200.  Up until March 2005, the TAC TP had placed 146 people on treatment through its programme. Of the 1578 people who had cd4 counts below 200 (excluding the 146), TAC TP has ensured that about 820 of those are successfully placed onto treatment programmes, mostly on the public sector ARV programmes and a few on the private ART programmes run by other organizations. The number of private sector patients as well who procured and still continue to procure their medicines through the TAC TP has risen from 5 in January 2004 to 40 by March 2005.  The gravity of these figures must not be underestimated: there are a large amount of TAC members who need treatment urgently.  

TAC ALLIES 

TAC work would not be possible without local, provincial, national, regional and global partners.  Faith-based bodies, NGOs and CBOs as well as unions form key TAC partners at local and provincial level.  The New Women’s Movement, Network Against Violence Against Women, HIV Clinicians Society, SAMA, Hospersa, Denosa, SACTWU, Sadnu -- trade union federations Cosatu, Nactu and Fedusa as well as the South African Council of Churches, the Southern African Catholic Bishops Conference, Positive Muslims, MSF, Habonim Dror and many other partners and allies have ensured that HIV/AIDS remains a political priority. 

TAC’s alliances need to improve. We need to bring on board organisations that do significant community based work but are not in any way political. We also need to seek out health care allies in the fields of cancer, diabetes, hypertension, asthma, tuberculosis and alcoholism. Regular briefings by national and provincial TAC leaders of our allies are essential. At least three briefings every year to discuss joint and separate plans, follow progress and evaluate outcomes with allies would assist our work.

INTERNATIONAL SOLIDARITY

Since its inception the Treatment Action Campaign has built its work with an understanding of active international solidarity. One commentator has argued that: “TAC’s mode of activism could be described as ‘grassroots globalisation’ or globalization from below’. Following the precedent of the … anti-apartheid struggle, TAC activism straddled local, national and global spaces in the course of struggles for access to cheaper AIDS drugs. This was done through the courts, the Internet, the media and by networking with South African and global civil society.”  TAC’s international work during 2003/05 has not been as active or as focused as it could have been. 

Important work was conducted by the international co-ordinator as well as a range of TAC staff and volunteers.  International work has involved direct solidarity through demonstrations, treatment literacy support, advocacy and engagement with international agencies and seeking solidarity for our own work at home.

Four issues must be reviewed for the present Congress:

· Developing an internationalist consciousness among all levels of leadership in the TAC;

· Actively supporting international struggles for health and treatment access as part of a pro-poor, pro-feminist and pro-human rights agenda; 

· Understanding that the building  of a solid local cadre with a global outlook and internationalist approach means prioritising a national and regional programme; and

· Direct solidarity with African countries particularly in the SADC region must become a local priority.

The resignation of the TAC’s previous incumbent, Ngoju Morgan, from the International Coordinator position in April 2005 has meant that recently TAC has not been as active on the international stage as it should have been. 

Direct Solidarity Work

India

The Indian Patent Amendment Act mobilised AIDS activists because an enactment of the bill in its original form increased global patent protection to medicines.  This would have a direct impact on the availability of cheap, quality generic drugs in poor countries.  TAC’s support was not as strong as it should have been. A demonstration was held at the Indian High Commission as part of international action and an ALP/TAC delegation visited India to work with the Lawyers Collective and other organisations.  Further moniotoring and possible action may be necessary.

Bush Administration and PEPFAR

During June 2004 TAC called for and participated in an International Day of Action against the Bush Administration’s policies on HIV/AIDS particularly against its reactionary stand on sexual and reproductive rights and the increased militarism.  This was continued in 2005, with TAC comrades demonstrating during Laura Bush’s visit to a clinic in Khayelitsha.  However, US policy on HIV/AIDS has changed little, and in fact, looks to worsen over time with an increased emphasis on abstinence, anti-choice, anti-sex worker, anti-drug user and anti-gay prejudice within the administration.  The abstinence only pressure on Uganda is the most recent example of PEPFAR conditionality and the willingness of African leaders to succumb to right-wing pressure. Parallel health systems and funding religious fundamentalism will be the results if TAC and our allies do not increase pressure on PEPFAR and the US government. 

Zimbabwe and ZAHA

One of the worst failures of local and global civil society is the lack of sustained solidarity action with the people of Zimbabwe.  Solidarity with Zimbabwean people living with HIV/AIDS has been events driven rather than programmatic.

TAC chairperson addressed a public meeting in Harare in December 2003 but as an organisation we failed to follow-up on a sustained basis. The PATAM SADC meeting was held in Harare in April 2004, TAC participated in this meeting. At the end of 2004, TAC attended the Zimbabwean Activists Against HIV/AIDS (ZAHA) meeting in Zimbabwe and promised to assist.  TAC has also hosted a solidarity meeting for Zimbabwean comrades in Limpopo Province recently.   Congress must send a strong resolution of solidarity to people living with HIV/AIDS and all people who demand democracy and social justice in Zimbabwe. The task of TAC’s new international co-ordinator must include a focus on Zimbabwe.

PATAM/ ITPS

TAC played a role in the growth of PATAM, including maintaining the PATAM website and mail server.  A major issue that still requires attention is the financial status of PATAM, as it has now become necessary for PATAM to have its own accounts separate from those of the TAC.   In the SADC region PATAM must develop campaigns on a regional treatment plan to ensure sustainability and a sharing of resources between countries.

TAC continues to work with the International Treatment Preparedness Coalition. We have supported a few of the campaigns under its banner and the creation of the Collaborative Fund for HIV Treatment Preparedness, which was set at channeling funds to community-based organisations throughout Africa, Asia, Latin America, Caribbean and Eastern Europe for HIV advocacy and preparedness projects.  TAC does not take money from the Fund because we have a stronger fund-raising profile than many of the organisations who rely on the fund but we support its efforts. 

Interaction with International Agencies 

TAC activists and leaders could spend most of our time outside the country in meetings of many different agencies. The TAC secretariat has agreed that the WHO HIV Department, UNAIDS and the Global Fund for AIDS, TB and Malaria must remain a key focus of our work. Influencing G8 country policies remain important for two reasons:

· The HIV/AIDS global emergency requires systematic solidarity and resource transfers from wealthy countries and communities; and

· The HIV denialism of our government must be challenged through every international forum to ensure that the gains of democracy, peace and poverty eradication efforts on our continent are not destroyed as a result.

WHO

TAC has been one of the Global Partners of the WHO HIV Department and the 3x5 initiative. We have supported WHO against the Bush administration and drug companies. WHO sent a representative to the People’s Health Summit and we work well with its Geneva office. It is critical that a relationship is developed with the regional and country offices as well as the WHO TB department. The WHO Strategic and Technical Advisory Committee on HIV/AIDS was established in November 2004, and the TAC Chairperson was appointed to serve on that committee.  

UN AND UNAIDS

TAC continues to enjoy good relations with UNAIDS at country level and the Geneva head office. Dr. Mbulawa Mugabe attends major TAC events and we need to brief him more regularly. TAC Treasurer Mark Heywood serves on the UNAIDS Human Rights Advisory Committee.

TAC called for a meeting with UN Secretary-General Mr. Kofi Annan and TAC chairperson, Zackie Achmat was one of the leaders of the HIV/AIDS NGO delegation to this meeting in Bangkok during July 2004. 

BRITAIN AND DFID

TAC has a good working relationship with the British government, DFID locally and in Britain on HIV/AIDS.  Together with Friends of TAC FoTAC (UK), we organised a significant lobby of MPs, ministers, NGOs and activists during September 2004. TAC’s submission to the Commission for Africa was one of the very few HIV/AIDS submissions from the developing world cited in the report and many of the issues were taken on board. Regrettably, the Commission did not integrate HIV/AIDS into every aspect of work in Africa. 

The recent commitment by the G8 to ensure universal access to ARV treatment globally by 2010 was primarily the work of the British government and activists.  TAC and allies from the developing world did not play a strong enough role there to ensure that targets on HIV prevention, TB and health systems were included in the final communiqué.  

EU

TAC has met formally and informally with a number of the EU ambassadors to South Africa to lobby them on HIV/AIDS, debt cancellation, fair trade and access to medicines.  

We cannot attend every international event that our allies would like us to attend. Mark Heywood, Vuyani Jacobs, Sipho Mthathi, Linda Mafu, Nomfundo Dubula, Nonkosi Khumalo, Pholokgolo Ramothwala, Thabo Cele, Vuyiseka Dubula, Denis Matwa and others have done international solidarity work on TAC’s behalf. This work has been done as policy activists not “Third World Victims”.  There is a need to broaden this cadre of activists to at least 25 comrades from all provinces. TAC must also retain significant sensitivity about our country’s imperialist role on the continent.

As soon as Congress is over, TAC must fill the post of international co-ordinator and we must assist PATAM to establish an office. 2006 is a very important year for international work – the Microbicides and International AIDS Conference takes place. But, more importantly, TAC must work to PATAM in the SADC region.

Our international alliances remain critical to ensure that lives are saved here and abroad. Among our international allies, MSF, Oxfam, FoTAC (UK and USA), South Africa Development Fund especially Judie Blair and Artists for a New South Africa and Sharon Gelman

NEC AND SECRETARIAT

The TAC National Executive Committee elected at the 2003 Congress assisted in leading the organisation strategically. Serious time needs to be set aside to ensure that the NEC and pEC office bearers receive induction training and leadership skills development.  The election of a general-secretary should free the TAC chairperson to assist with the NEC/PEC development instead of engagement with staff. 

Sector representatives need to be assisted to develop programmes. The weakest sector has been the health sector, mainly because this is the sector that needs to be most engaged in TAC work. The PLWA sector has had important meetings such as the one that brought together more than 40 TAC national PLWA leaders on 01 May 2004. The PLWA sector has done significant work at national and provincial level. The youth sector has also continued to undertake major work in all provinces. The health sector advocacy remains weak despite great work by individuals.

The resignation of Mandla Majola as secretary and Sindiswa Godwana (replaced by Isaac Skosana) as PLWA NEC representative were serious losses but increasingly labour representatives comrade Joe Nkosi (Cosatu) and Fazeela Feyers (Fedusa) have played a significant role. Rev. Gary Thompson of the SACC was replaced by Rev. Tebogo Klaas, while Luyanda Ngonyama (since resigned to become TAC Gauteng co-ordinator) replaced by Hector Rakhetsi. The NEC has had more than its share of constitutionally required meetings that included face-to-face meetings and teleconferences.  More effort must go into training elected and volunteer NEC members to take an active leadership and governance role in TAC.

NEC Meetings were held on: 24-25 August 2003 Johannesburg; Teleconference 13 November 2003; 26-27 January 2004; 14-15 May 2004;15-16 October 2004; 24-25 January 2005;  29-30 April 2005 and 22-23 July 2005

SECRETARIAT, MANAGEMENT AND ADMINISTRATION

The secretariat has comprised office-bearers, the manager and programme staff of TAC. Over the last two years, Sipho Mthathi, Nonkosi Khumalo and Linda Mafu have developed as strong leaders in the secretariat.  Nathan Geffen has increasingly played a policy role and Rukia Cornelius the role of manager.

TAC has seen significant growth in the quality and number of staff over the last two years. Over the two years since the last Congress, the organisation has been ably managed by Nathan Geffen and since January 2005 by Rukia Cornelius. Staff at national and provincial levels has played very important roles in ensuring that programmes are implemented. The TAC evaluation identified the absence of management systems at national and provincial levels as the most crucial weakness in the organisation. 

This is an area of the organisation that has received significant attention by Rukia Cornelius. 

HUMAN RESOURCES

TAC staff members are more than paid employees of our organisation. Many are leaders of our organisation at every level. They think about the strengths and weaknesses of the organisation constantly and work to improve it. Many work long hours and voluntary overtime without being asked. Some sacrifice their health and families for the work of TAC. Their key objective is to lead and support 12 000 members to ensure that the country has adequate HIV/AIDS treatment plan to save lives, that people living with HIV/AIDS and our communities have access to public education and treatment literacy programmes.  In every office, there is dedication by staff to TAC, its cause and its members.  The NEC and Congress extends our thanks to the staff of TAC.

TAC has grown from a staff of 36 in September 2003 to 60 full time staff at the end of July 2005.  A consideration of our human resources should also take into account our approximately 12 000 volunteer members, our elected leadership and sector representatives, formally trained TAC volunteer members such as treatment literacy practitioners (TLPs).

The rapid growth of the organisation has been necessary in order to carry out the programmes and resolutions we have established to achieve our aims.  However this increase in the number of new staff presents a number of challenges which we need to respond to, for example the efficient management of everyone. 

In 2005/06 the TAC management and human resources department will focus on systems for budgets, human resources, volunteer induction and leadership development at every level of the organisation.

The human resources department in the TAC national office has as its main responsibility of facilitating the employment, remuneration and management of TAC staff, recruitment and induction, including contracts and job descriptions, performance management, salaries control, and disciplinary processes. HR has also got involved with crisis management in the organisation.  With these things becoming more efficient, the HR department needs to think about strategic management of human resources and broadening its role to focus more on HR development, of staff and volunteers.  The TAC human resource manager Ralph Berold has worked with patience, firmness and professionalism to support this critical management function.

Current Human Resources in TAC 

The following statistics describe the distribution of TAC staff by function, programmes and provinces:

60 Full time staff members   

35 are Female (57%)

56 are Black (95%)

13 are People living openly with HIV (23%)

The following categories of staff members exist in the organisation:

- National management staff (programme and administrative managers) = 9 

- Programme and national administrators = 12

- Provincial coordinators = 6

- Provincial programme staff (including Treatment Literacy, Campaigns and Organising, and Treatment Project Staff) = 25

- Provincial / district administrators and receptionists = 13

The core programmes resourced by TAC staff are Treatment Literacy, Campaigns and Organising, Treatment Project and Policy, Communications and Research. Other national departments in the organisation are Finance; Human Resources; Development Office; National Administration.

TAC has offices in 6 provinces, namely Western Cape, Eastern Cape, KwaZulu Natal, Gauteng, Mpumalanga and Limpopo.  We have district offices in Khayelitsha, Queenstown, Lusikisiki, Pietermaritzburg, Ilembe and Elim. 

TAC employs consultants in key areas of administrative and management support where required. We also contract independent bookkeepers to keep the chequebooks and reconcile accounts in the six provinces where we have offices. 

Some of the characteristics of the current staff complement of TAC include: 

· Strong representation of black people and women.  

· A fair number of people living openly with HIV.

· Most staff are young (25 – 35 years) and energetic, and are relatively inexperienced when it comes to formal work experience. 

· There have been relatively low levels of management capacity at national and provincial levels

· There is insufficient administrative support to national management and provincial coordinators

· Some TAC staff suffer burn-out due to the nature of our campaigns that often demand them to work very hard seven days a week. 

· There is a need to develop new leaders in TAC at all levels for the organisation to sustain itself in the coming years. 

· There are quite uneven levels of performance of staff members with regards to a range of skills, experience, confidence and commitment by people.  

· There has been a rapid growth of organisation and diversification of job functions and programmes

· Some of the barriers to good organisational and interpersonal communication include language, race, class, gender, physical distance, and inefficient use of technologies such as email. 

Over the next two years, we need to achieve the some of the following human resources objectives in TAC, these can only be done in association with programme and provincial leaders:

· A new member and volunteer induction programme in every province;

· A leadership development programme in every province;

· A skills development programme on budgeting, planning and computer literacy for key volunteers;

· Systems to manage the above programmes

Implementing at least some of these programmes will be enormously beneficial to the organisation but it will also increase the full-time employment prospects of volunteers in other organisations and agencies.

Current Staff list (August 2005)

NATIONAL STAFF (MUIZENBERG/BRAAMFONTEIN)

	Sipho 
	Mthathi
	Acting Programmes Director

	Rukia 
	Cornelius
	National Manager

	Nathan
	Geffen
	Policy, Communications and Research Coordinator

	Nonkosi
	Khumalo
	Treatment Project Coordinator

	Linda
	Mafu
	National Organiser

	Nomfundo
	Eland
	National Treatment Literacy Coordinator

	Dawn
	Wilson
	Financial Manager

	Ralph
	Berold
	Human Resources Manager

	Lyn
	Farell
	National Administrative Manager

	Arthur
	Jokweni
	Youth Campaigns Coordinator

	Bongekile
	Mbata
	Development Officer

	Nokhwezi
	Hoboyi
	Equal Treatment Editor

	Mario
	Claasen
	Organising Programme officer

	Surena
	Alexander
	Treatment Project Administrator

	Denis
	Matwa
	Human Resources Administrator

	Veronica
	Shumane
	Assistant to National Manager

	Fanayi
	Tshabalala
	National Bookkeeper

	Ranzu 
	Mathebula
	Assistant to Financial Manager

	Nwabisa
	Njaba
	National office Receptionist

	Faniswa
	Filani
	Membership Capturer

	Tantaswa 
	Ndlelana
	Treatment Literacy Administrator

	
	
	


TAC EASTERN CAPE OFFICES

	Philip 
	Mokoena
	EC Provincial Coordinator

	Portia
	Ngcaba
	EC Provincial Organizer

	Nwabisa
	George
	EC Provincial Administrator

	Lulamile
	Timbliti
	EC Treatment Project Coordinator

	Nombasa 
	Gxuluwe
	EC Treatment Literacy Coordinator

	Mziwethu
	Faku
	Queenstown District Organiser

	Nombeko
	Gqamane
	Lusikisiki District Administrator


TAC GAUTENG OFFICES

	Luyanda
	Ngonyama
	GP Provincial Coordinator

	Johanna
	Ncala
	GP Treatment Literacy Coordinator

	Xolani
	Kunene
	GP Organiser

	Lefa
	Tlhame
	GP Provincial Administrator

	Zolani
	Mente
	GP Treatment Project Coordinator

	Cedric 
	Nukeri
	GP Materials and Administrative Assistant

	Gordon
	Mthembu
	Ekurhuleni District Organiser

	Bellinda
	Setshogelo
	GP Receptionist


TAC KWAZULU-NATAL OFFICES

	Xolani 
	Tsalong
	KwaZulu Natal Provincial Coordinator

	Thabo
	Cele
	KZN Provincial Organiser

	Sifiso
	Nkala
	KZN Provincial Organiser

	Bongiwe
	Mkhutyukelwa
	KZN Treatment Literacy Coordinator

	Laurain
	Seme
	KZN Provincial Administrator

	Sindiswe
	Blose
	KZN Treatment Project Coordinator

	Richard
	Shandu
	Pietermaritzburg district organiser

	Mark
	De Clark
	KZN Provincial Office Manager


TAC LIMPOPO OFFICES

	Pholokgolo
	Ramothwala
	Limpopo Provincial Coordinator

	Oupa
	Fazi
	Limpopo Provincial Organiser

	Lawrence
	Mbalati
	Limpopo Treatment Literacy Coordinator

	Primrose
	Mathabatha
	Limpopo Provincial Administrator

	Emma 
	Netshiongolwe
	Limpopo Receptionist


TAC MPUMALANGA OFFICE

	Msanyana
	Skhosana
	Mpumalanga Provincial Coordinator

	Bridgette
	Mokoena
	Mpumalanga Provincial Administrator

	Ronald
	Sibuyi
	Mpumalanga Provincial Organiser

	Selby
	Mabele
	Mpumalanga TL Coordinator

	Nhlanhla 
	Khosa
	Mpumalanga Receptionist


TAC WESTERN CAPE OFFICE

	Thembeka
	Majali
	WC Provincial Coordinator

	Vuyiseka
	Dubula
	WC Treatment Literacy Coordinator

	Nomfundo
	Dubula
	SADC Treatment Literacy Coordinator

	Nondumiso
	Mvinjalwa
	WC Provincial Administrator

	Fredalene
	Booysen
	WC Organiser

	Ntombozuko
	Khwaza
	WC Treatment Project Coordinator

	Mandla
	Majola
	Khayelitsha District Organiser

	Ntomboxolo
	Mve
	Khayelitsha District Administrator


· FUNDING AND FINANCES

TAC has always made proper management of funding and finances a high priority. There are several political reasons for this: 

· TAC is a public organisation. We have to answer to our members, the public in general and our funders about the way we raise and spend the organisation's money. Every cent wasted could have been spent saving someone's life. This is the equation every TAC member has to calculate when spending the organisation's money.

· Many AIDS organisations and NGOs generally waste money or are plagued with corruption. TAC has tried to set an example by spending money carefully and transparently.

· It has been important to set an example to government of sound financial management.

· TAC has detractors and adversaries who would seize any opportunity to expose financial mismanagement. 

TAC has upheld principles of sound financial management by:

· Publishing our financial books on our website.

· Publishing information about staff salaries on our website.

· Keeping the highest and lowest paid staff salaries within a reasonable range of each other.

· Dealing swiftly, unequivocally and consistently with individuals who have committed corrupt acts with the organisation's money.

· Refusing to take money from sources that could compromise our values or independence including pharmaceutical companies, the South African government, USAID and PEPFAR. 

(This is abbreviated from the Treasurer's report for Congress)

TAC's decision to take Matthias Rath to court to interdict his claims that we take money from pharmaceutical companies demonstrates our commitment to these principles and the resolutions taken at our Congress in Soweto in 2001. 

TAC's internal audit controls are reviewed in our annual audits and have been scrutinised by an independent auditing firm at the request of one of our funders. The recently conducted external evaluation also examined TAC's funding and financial management. These reviews have found TAC's systems to be in good order.

Nevertheless, TAC must do more to spend its funds efficiently. We have strengthened our finance, fundraising and administrative desks in order to achieve this.

· As reflected in the table below, since the founding of TAC in late 1998, our finances have grown exponentially:

	Financial Year
	Income R
	Expenditure R

	Jan 99 – Feb 2000
	202,719
	215,981

	March 2000- Feb 01
	1 844 302
	1 351 434

	March 2001- Feb 02
	6 427 763
	3 734 709

	March 2002- Feb 03
	9 397 846
	10 814 914

	March 2003- Feb 04
	14 429 363
	13 567 776

	2004-05
	22 122 678
	19 340 525

	Total
	54 424 671
	49 025 339


The future of TAC's funding and financial management

· As the table above demonstrates, TAC's expenditure has increased quickly since our inception. Continuing to raise larger amounts of money each year will be challenging. Mechanisms for doing this are discussed in the Treasurer's report. Our key fundraising goal, as explained by the treasurer, is to move from a model where the organisation is primarily funded by a few large donors to one which raises small amounts from many local individuals.  The treasurer has proposed that within two years local funding from small donors should equal grants from large international donors.

A list of TAC's major funders and further information on TAC's funding and finances can be found in the Treasurer's Report produced for Congress. A special thanks to Dawn Wilson, Fanayi Tshabalala, Ranzu Mathebula and Theresa Raizenberg for phenomenal accounting work.

The NEC, staff and members take this opportunity to thank all our donors who have funded TAC over the last six years. AIDS Consortium; AIDS Foundation of South Africa; AIDS Fonds Netherlands; AIDS Law Project; American Centre for International Labour Solidarity; American Jewish World Service; Anonymous – International Pop Star; Artists for a New South Africa; Atlantic Philanthropies; Belgium Development Cooperation; Bread for the World; Canada Fund; Community Foundation; Department for International Development (UK); EU Foundation for Human Rights; European Coalition of Positive People; Fogarty Foundation; Ford Foundation; HIVOS; Interfund; John M Lloyd Foundation; Kaiser Foundation; Medecins Sans Frontieres; National Association of People Living with AIDS; Norwegian Church Aid; Open Society Foundation; Open Society Institute;  Open Society Initiative for Southern Africa; OXFAM Australia; OXFAM Great Britain; Public Welfare Foundation; Rockefeller Foundation; Royal Netherlands Embassy; South Africa Development Fund; Australian Federation of AIDS Organisations; The ARCA Foundation; Tides Working Assets; Treatment Action Group; Southern African AIDS Training Programme; Swedish International Development Agency; Tutu Foundation; UNAIDS.  We also thank the many individuals who contrinute to our organisation financially and in kind.

CONCLUSION

The HIV/AIDS epidemic takes place in the context of poverty of political thought and action. Every sphere of social policy is negatively affected by a lack of leadership, equivocation and obstruction by government. This includes its policy for housing, education, transport, communication and industrial development the last two years. For working class and poor people unemployment has increased, incomes have shrunk and the government has tried to minimise the impact of employment statistics leading to what some have called unemployment denialism. Job losses have increased in the manufacturing sectors of the economy particularly clothing and textiles. 

Wealthy people of all races have continued to prosper though lower middle class people are under strain from high health, education and housing costs.

The ANC was re-elected in April 2004 with an increased percentage of the national vote giving it more than a two-thirds majority. But, many people were not registered to vote, many abstained, many spoilt their ballot papers indicating a slow disenchantment with electoral politics. 

Our country saw remarkable changes celebrated as the first ten years of freedom of a democratic South Africa. But the next decade of freedom must see the democratisation of the ANC from its Stalinist and underground authoritarianism to an open mass party where loyalty is measured by levels of robust criticism and action based on conscience.  The ANC has to regain its pre-eminence as a party that is pro-poor and working class, pro feminist, pro-human rights and non-racial.

TAC must build support and coalitions on issues such as the Basic Income Grant Coalition and the Save Jobs Coalition.  Moreover, we must ensure that the struggle against economic inequality, unfair trade, inferior education and homelessness is not located among small groups challenging the ruling party for power but draws millions of people into action for improved living and social conditions.  Strong mass-based civil society organisations will guarantee social justice. Our task is to work on HIV/AIDS and health.

OUR TASKS:

Saving lives through prevention and treatment of HIV/AIDS will remain our focus. This requires community mobilisation at district level. TAC must undertake dedicated prevention work especially in the field of advocacy and access to prevention tools. A broad public campaign to treat at least 200 000 people by 2006 must be located in the context of building a people’s health service. Internationally, TAC must work to build a treatment and prevention movement in Africa through PATAM. Central to all our work and its success must be the scaling up of treatment literacy and public education to reach millions of people with our messages.  None of this can be achieved without building a leadership. This congress affirms the leadership of people living openly with HIV/AIDS both men and women and the leadership of women in TAC and society. But, it is only the first step. We will not die without fighting denialism and overcoming HIV/AIDS.

Parable of the Old Man and The Young

Wilfred Owen

So Abram rose, and clave the wood, and went,
And took the fire with him, and a knife.
And as they sojourned both of them together,
Isaac the first-born spake and said, My Father,
Behold the preparations, fire and iron,
But where the lamb for this burnt-offering?
Then Abram bound the youth with belts and straps,
And builded parapets and trenches there,
And stretched forth the knife to slay his son.
When lo! an angel called him out of heaven,
Saying, Lay not thy hand upon the lad,
Neither do anything to him. Behold,
A ram, caught in a thicket by its horns;
Offer the Ram of Pride instead of him.

But the old man would not so, but slew his son,
And half the seed of Europe, one by one. (ENDS)
Diarised TAC Events for Congress Report from August 2003 – August 2005

	2003
	Event – Conference, Meetings, Media

	1 – 3 Aug
	TAC 2nd National Congress in Durban

	4 Aug
	TAC members march to South African AIDS Conference held in Durban. Memorandum handed to Conference Chair, Professor Hoosen Coovadia, calling for collaboration between clinicians and civil society to get government to develop a treatment and prevention plan

	8 Aug
	Cabinet instructs DoH to develop operational plan to provide ARV’s in the public sector. TAC welcomes Cabinets statement. Civil Disobedience Campaign formally suspended

	26 Aug
	Financial Sector Coalition Campaign hold picket outside office of funeral insurance company AVBOB in JHB. AVBOB review policies and agree not to discriminate against PLWA

	6 Sep
	MSF/TAC’s 1st International Institutions Literacy Workshop at Khayelitsha for TAC leaders

	8 Sep
	TAC launch the Treatment Project (TP) as an independent non-profit company

	26 Sep
	The Generic Antiretroviral Procurement Project and TAC TP ask BI for permission to import generic nevirapine for use in combination antiretroviral therapy, failing which they will seek compulsory licences in court

	27 Sep
	Over 800 gather in Gugulethu, Cape Town, to support rollout of antiretroviral therapy for all. 

	16 Oct
	Competition Commission finds GSK and BI to have contravened Competition Act of 1998

	19 Nov
	TAC formally ends civil disobedience campaign in response to adoption of the Operational Plan for Comprehensive Treatment and Care of HIV and AIDS

	28 Nov
	2000 TAC and Qunu members march to Nelson Mandela’s home to thank him for his contribution to fighting the HIV epidemic. Memorandum also handed over to Eastern Cape MEC for Health offering TAC’s assistance in the treatment roll-out

	1 Dec
	TAC hosts various events across SA in honour of World AIDS day

	10 Dec
	Victory on TAC’s 5th Birthday: GSK and BI agrees to grant generic licences after TAC, individual people living with HIV/AIDS, Cosatu and others instituted a complaint with the Competition Commission in South Africa regarding excessive pricing of ARV medicines.

	13 Dec
	Lorna Mlofana – woman with HIV and TAC Treatment Literacy Practitioner murdered in Khayelitsha after her rapists discover her HIV Positive status. The case will be heard on 22 August 2005 in the Cape High Court.


	2004
	Event – Conference, Meetings, Media

	12 Jan
	Khayelitsha Magistrates Court attend picket for Lorna Mlofana

	17 Jan
	Khayelitsha Town Two – March and Door to Door on Lorna Mlofana

	21 Jan
	Presentation with Norwegian MPs Standing Committee on Health and Social Affairs

	31 Jan
	Seth Berkley and Mitchell Warren meeting International AIDS Vaccine Initiative

	06 Feb
	TAC meets Western Cape Health Department on ARVs. Meeting led by Fareed Abdullah

	09 Feb
	TAC meets ANC Provincial Leader: Ebrahim Rasool.

	10 Feb
	ALP/TAC Seminar on Peoples’ Health Service in Johannesburg

	11 Feb
	TAC participates in Pan African Gay and Lesbian Activists Meeting in Johannesburg

	12 Feb
	UK Parliamentary Standing Committee on Foreign Affairs – TAC Presentation

	28 Feb
	Women on Farms Youth Workshop – Presentation

	28 Feb
	TAC participates in Cape Town – Gay Pride

	3-5 Mar
	PATAM Conference in Harare, Zimbabwe – ‘Scaling Up Access to Treatment in Southern Africa

	07 Mar 04
	Western Cape PWA Summit organised by TAC

	08 Mar
	TAC Western Cape Town Hall meeting on Elections and ARV Roll-out – speech

	26 Mar
	ALP and TAC present joint submission on draft medicine pricing regulations to DoH and its Pricing Committee

	27 Mar
	Durban Lesbian and Gay Community Centre Strategic Planning Workshop

	19 Apr
	TAC Meeting with British (Ann Grant) and Netherlands ( Laetitia van der Assum) High Commissioners

	24 Apr
	Presentation to American Friends Services Committee with then Deputy-Defence Minister Nozizwe Madlala Routlege

	28 Apr
	TAC welcomes ANC election result as victory to implement pro-poor policies and welcomes appointment of President Mbeki’s new cabinet

	29 Apr
	TAC Meeting with Belgian government Ministers and Royal Family

	29 Apr
	TAC joins MSF Khayelitsha 1000 patients on ARVs celebration 

	01 May
	TAC national PWA sector meeting – Lutheran Centre

	04 Jun
	TAC participates in SAMA Pietermaritzburg Regional Conference – Address on ARV roll-out

	07 Jun
	UNFPA/UNAIDS Consultation on HIV/AIDS and sexual and reproductive health and rights (NYC)

	08 Jun
	Meeting with amFAR treatment staff

	12 Jun
	ALP and TAC Meeting of Civil Society ARV monitoring forum

	15 Jun
	TAC Presentation to European Union Ambassadors at Irish Ambassador’s Residence

	24 Jun
	TAC initiated International Day of Action Against US government’s HIV/AIDS policy – picket held outside U.S. Consulate: ‘Invest in Health Not War’

	25 Jun
	TAC Lusikisiki Day of Action Against US government in Mthimde Village

	28 Jun
	Southern African Sociologist Association: HIV/AIDS 10 Years of Democracy – Free State

	02 Jul
	Peoples’ Health Summit: TAC, Cosatu, MSF, Fedusa,  ECCC, PSAM

	03 Jul
	Peoples’ Health Summit: TAC, Cosatu, MSF, Fedusa,  ECCC, PSAM

	04 Jul
	Address at SA Pathologists Conference (Stellenbosch) Accessibility of Diagnostics for HV and TB

	07 Jul
	TAC and ALP CALS South African Journal of Human Rights Conference presentation on HIV testing

	09 Jul
	Thailand AIDS Conference meeting with UNAIDS Head Peter Piot and activists

	10 Jul
	Facilitation of workshop on HIV testing WHO and Global Business Coalition on HIV/AIDS

	12 Jul
	HIV/AIDS organisations meeting with UN Secretary-General Kofi Annan. Meeting requested by TAC and PATAM

	13 Jul
	Thailand AIDS Conference: World Bank session: Cost of Failed Commitments

	13 Jul
	Thailand AIDS Conference: Leadership Crossfire for MTV

	13 Jul
	Thailand AIDS Conference: UNDP Satellite Conference Presentation: “Whose access Counts?”

	13 Jul
	Thailand AIDS Conference: Panos Institute presentation on Politics of Media at press conference

	14 Jul
	Thailand AIDS Conference: Breakfast Presentation to US journalists

	14 Jul
	Thailand AIDS Conference: PATAM meeting

	15 Jul
	Thailand AIDS Conference: International AIDS Vaccine Initiative Presentation on Vaccines

	15 Jul
	Thailand AIDS Conference: TAC public meeting on Nevirapine and prevention of mother-to-child transmission

	00 Jul
	Thailand AIDS Conference: Several press conferences, comment to media 

	00 Jul
	Thailand AIDS Conference: Several TAC/PATAM/AIDS organisations caucuses on strategy

	26 Jul
	Presentation to Herzlia High School Assembly on HIV Treatment Access in South Africa

	27 Jul
	UCT Centre for Conflict Resolution: Public Seminar – HIV/AIDS in South Africa after the Thailand Conference

	02 Aug
	TAC Treatment Literacy Co-ordinator national meeting

	06 Aug
	Wits University: Chief Albert Luthuli Memorial Presentation Panel 

	06 Aug
	TAC/AIDS Law Project with Medicines Control Council – Pretoria

	11 Aug
	TAC & MSF South Africa support MCC on declaring the antiretroviral Duovir ‘undesirable’ and enforced a recall of all stocks of this medicine on the market

	12 Aug
	TAC Chairperson Inaugural Ashley Kriel Memorial Lecture UWC & Centre for Memory and Justice  -- Youth and the Challenges of Freedom

	13 Aug
	Media 24 Group luncheon – HIV/AIDS and the Media with Thembeka Majali and Denis Matwa

	14 Aug
	HIV Clinicians Society – Anti-retroviral  Clinical Guidelines Committee 

	15 Aug
	HIV Clinicians Society – Anti-retroviral  Clinical Guidelines Committee

	16 Aug
	TAC national organisers meeting

	26 Aug
	Meeting UK DFID and DTI 

	02 Sep
	Presentation International Planned Parenthood Federation ICPD+10 Conference Reproductive and Sexual Rights 

	16 Sep
	Western Cape office support COSATU/SADTU march on public sector wage strike

	4 Oct
	TAC & ODAC published and distributed the Right To Know pamphlet explaining why TAC is taking the Minister of Health to court on 2 November

	08 Oct
	Presentation PATAM/MSF/ Bread for the World Workshop – Africa and HIV/AIDS Activism

	09 Oct
	Rural Education Aid Programme: Workshop for bursars

	16 Oct
	Christopher Moraka Memorial Day – TAC Nyanga District 

	26 Oct
	Diakonia Council of Churches – Presentation at lunch time meeting

	30 Oct
	Bishop Lavis Anglican Church Fun Day – HIV in Our Communities

	04 Nov
	TAC v Minister of Health – attended court hearing and Gauteng demonstration with 1500 other comrades

	13-14 Nov
	Gauteng, Limpopo and Mpumalanga People’s Health Summit hosted by TAC, AIDS Consortiumm, ALP, SADNU and HOSPERSA

	23 Nov
	Traditional Healers, Dr Rath Foundation and HIV denialist demonstrations at TAC  offices 

	25 Nov
	Muizenberg Seniors HIV/AIDS children’s lunch

	26 Nov
	TAC Civil Society Meeting – Presentation A New Approach to HIV Prevention

	30 Nov
	TAC SCA PSSA amicus 

	01 Dec
	TAC SCA PSSA Hearing

	10 Dec
	TAC members in Lusikisiki demonstrate against unacceptable conditions of student nurses

	13 Dec
	TAC/MSF Khayelitsha Lorna Mlofana Commemoration Rally – speech 

	14 Dec
	TAC press conference on court judgment against MoH for costs in access to information – Minister of Health ordered by Pretoria High Court to pay punitive costs in a case brought earlier in the year by TAC

	16 Dec
	Western Cape government honours ceremony: Order of Disa Member Award


	2005 
	TAC Event - Conference, Meetings, Media

	12 Feb
	Levis ‘Rage for Revolution’ fundraising concert. All proceeds donated to TAC TP

	16 Feb
	5000 March to Parliament, Cape Town, to launch the major national campaign for the year demanding government treat at least 200,000 by 2006

	25-27 Feb
	200 TAC youth representatives from Western Cape and their allies attend camp

	11 Mar
	TAC WC Community Day of Action against Dr Rath

	14 April
	Johanna Ncala presents to the Population Council on ARVs

	19 Apr
	Rath Court Case in WC

	25 Apr
	1000 Demonstrate in Standerton, Mpumalanga, to demand an ARV site

	30 Apr
	TAC GP talks with City of Johannesburg on TAC, ARV rollout and HIV in the workplace

	19 May
	Rath Court Case in WC

	20 May
	JSCMF Meeting in Mpumalanga

	21 – 22 May
	TAC WC Provincial People’s Health Summit

	06 Jun
	500 marched to Bisho to demand implementation of PMTCT & PCR programme in rural communities in memory of Nkosi Johnson 

	07 Jun
	Day of Action in all 3 Districts in Mpumalanga

	08 Jun
	TAC/MSF Satellite Conference at the South African AIDS Conference

	08 Jun
	TAC March to South African AIDS Conference

	09 Jun
	Linda Mafu presents in plenary at AIDS Conference on treatment literacy – Zackie Achmat co-chairs the session.

	21 Jun
	Dr Rath Court Case WC

	27&28 Jun
	People’s Health Summit in Grahamstown, Eastern Cape

	28 Jun
	SABC’s The Big Question interview with Gordon Mthembu & volunteers

	12 Jul
	700 marched to Frontier Hospital, Queenstown to advocate for better service and treatment for minimum 20 people per month.

Police brutality against demonstrators’ left 55 comrades shot and assaulted.

	13 Jul
	Mpumalanga Province meets with their MEC for Health. The MEC will not release information regarding ARV site rollout.

	18 Jul
	TAC GP march to MCC to demand investigation into Dr Rath 

	25 Jul
	Meeting between TAC & Health MEC on Queenstown events

	26 Jul
	More than 1000 marched to Queenstown Police Station to deliver memorandum on police brutality and to Frontier Hospital demanding a better health service for all

	28 Jul
	Delft South District Mini March on provision of ARVs in Delft

	29 Jul
	Khayelitsha District pamphleteering and condom distribution, Sanlam Centre

	30 Jul
	Eastern Cape Provincial Congress, Protea Hotel, East London

	30 Jul
	Khayelitsha District opportunistic infections community workshop 

	03 Aug
	Khayelitsha District condom distribution and pamphleteering at TR section, Site C 

	05 Aug
	Khayelitsha District condom distribution and pamphleteering at Nkanini

	06 Aug
	Khayelitsha District gender violence community workshop

	06 Aug
	Mpumalanga Provincial Congress

	07 Aug
	Mpumalanga Provincial Congress

	09 Aug
	Khayelitsha District shebeen and tavern pamphleteering 

	10 Aug
	Khayelitsha District pamphleteering on health services in Khayelitsha

	12 -13 Aug
	Gauteng Provincial Congress

	13 Aug
	Khayelitsha District mini-march on HIV status and gender-related abuse 

	20 Aug
	Khayelitsha District mini-march and pamphleteering 

	21 Aug
	Khayelitsha District condom distribution to over 200 shebeens and taverns

	20 – 21 Aug
	Limpopo Provinvial Congress

	26 – 27 Aug
	WC & KZN Provincial Congress


Diarised commitments of TAC Chairperson outside of routine TAC duties

	2003
	Event 

	11 Aug
	Meeting: Gilbert Marcus

	14 Aug
	Meeting: Sue Valentine, MSF; interview: Finnish TV crew

	15 Aug
	Meeting: Fareed Abdullah

	16 Aug
	Interview: Die Matie newspaper

	2 Sep
	Meeting: Penny Krige

	4 Sep
	Meeting: Barbara Bohle

	5 Sep
	Meeting: Competition Commission case

	8 Sep
	Meeting: Australian embassy

	12 Sep
	Meeting: Rob Petersen

	15 Sep
	Meeting: ODAC 

	22 Sep
	Meeting: TAC funders

	30 Sep
	Talk: UCT law school

	3 Oct 
	Fundraising dinner TAC TP

	4 Oct 
	Meeting: SAMWUMED

	6 Oct
	Meeting: Nelson Mandela Foundation

	9 Oct 
	Talk: Pretoria Tech

	13-15 Oct
	Trade Conference: Brussels

	17 Oct
	Meeting: Dutch Ministry of Foreign Affairs

	27 Oct
	Meeting: NPP, Hugh Corder

	28 Oct
	Meeting: HST; Mike van Graan

	2-21 Nov 
	USA with Nonkosi Khumalo to fundraise for TAC

	24 Nov
	Meeting: Reuters Reporters Conference Cape Town

	27 Nov
	Meeting: Nelson Mandela Foundation artists

	29 Nov
	46664 concert

	1 Dec
	Meeting: TAC/ COSATU

	2 Dec
	Media Day: Interviews 

	2 Dec
	TAC and its chairperson, Zackie Achmat nominated for 2004 Nobel Peace Prize by AFSC

	3 Dec
	Talk/visit: Kleinberg Primary School; meeting: George Soros

	4-6 Dec
	Zimbabwe visit

	21 Dec
	Talk: Habonim Camp


	2004
	Event 

	6 Jan
	Meeting: Mandla Majola, Sipho Mthathi, Nathan Geffen

	7 Jan
	Meeting: Khayelitsha District; Gavin Silber

	14 Jan
	Meeting: Ashoka Foundation

	15 Jan 
	Meeting: Mandla Majola, Nathan Geffen, Rukia Cornelius

	20 Jan
	Meeting: Jakes Gerwels; Geoff Budlender

	21 Jan
	Meeting: Norwegian MP’s

	22-29 Jan
	Durban visit

	24 Jan
	TAC Chair addresses Khabzela’s funeral and attend march – Soweto

	29 Jan
	SAfm After Eight Debate with Dr Humphrey Zokufa on medicines pricing regulations 

	2 Feb
	Meeting: Basil Peterson; Fatima Hassan

	6 Feb
	Meeting: Ebrahim Patel; Fareed Abdullah

	9 Feb
	Meeting: Ebrahim Rasool

	13 Feb
	Interview: Nigel Wrench BBC

	15-18 Feb
	Zimbabwe visit

	24 Feb
	Meeting: ODAC Board

	29 Feb
	Talk: Clinton Fellows closing breakfast

	29 Feb
	UCT TAC paralegals workshop

	8 Mar
	Interview: Andrew Offenburger

	10-14 Mar
	London  

	15-17 Mar
	KZN visit

	30 Mar
	Meeting: TAC fundraising

	8 Apr
	Interview: Good Hope FM; talk: Harvard politics class

	9-13 Apr
	Law & Freedom interviews and filming

	19 Apr
	TAC presentation to Pretoria Girls High School – Amnesty International branch

	29 Apr
	Meeting: representatives of Belgian government

	30 Apr
	Meeting: ODAC Board

	4-13 May
	London/Geneva trip: meeting: Peter Piot, 3 X 5 WHO Conference

	5 May
	University of London – Plenary presentation on Politics of AIDS Conference

	06 May
	TAC chairperson to presentation UNAIDS Global Staff meeting – presentation on Building Activism -- Geneva  

	06 May
	Meeting Dr Peter Piot and Achmat Dangor UNAIDS

	11 May
	TAC participates in WHO HIV Department Meeting of Global Partners – Geneva

	16-29 May
	Law & Freedom interviews and filming

	28 May
	Judicial Officers Association (Magistrates Western Cape) AGM address

	4 Jun
	Meeting: PMB district comrades

	08 Jun
	Meeting @ GMHC with David Barr and Gregg Gonsalves on TIDES proposal

	5-9 Jun 
	New York visit

	12 Jun
	Meeting: ALP Monitoring Committee

	24-26 Jun
	Lusikisiki visit

	1-4 Jul
	People’s Health Summit

	6 Jul
	Meeting: Levi Strauss

	9-17 Jul
	International AIDS Conference, Bangkok, Thailand

	26 Jul
	Talk: Herzlia High assembly

	30 Jul
	Durban: AIDS Foundation of South Africa – Address to Annual Meeting

	30 Jul
	Johannesburg: Address at National Press Club – Newsmaker 

	02 Aug
	Meeting Nonkosi Khumalo and Zackie Achmat with Health Portfolio Committee Chairperson James Ngculu

	6 Aug
	Talk: Matthew Goniwe Memorial Lecture, Wits

	12 Aug
	Talk: Ashley Kriel Memorial Lecture, UWC

	17 Aug
	Meeting: Atlantic Philanthropies 

	26 Aug
	Talk: AIDS Action AGM

	1-3 Sep
	London visit – FoTAC

	03 Sep
	Opening Berlin AIDS Conference

	03 Sep
	Presentation to staff MSF (Germany) on HIV/AIDS in South Africa

	3-6 Sep
	Berlin visit: MSF and Conference on prevention and treatment

	05 Sep
	Meeting Dr Konstantin Lezhentsev 

	6-19 Sep
	London visit – SOAS and Institute For Commonwealth Studies

	10 Sep
	ICC/SOAS Conference

	12 Sep
	Closing Address at 10 Years of Democracy Confereence at SOAS

	15 Sep
	Hugh Bayley and members of Africa All-Party Group on HIV/AIDS in South Africa

	15 Sep
	Meeting Oxfam UK Staff at Head Office in Oxford

	20 Sep
	WHO TB/HIV Working Group Meeting Addis Ababa

	24 Sep
	UK DTI Department Meeting; Elaine Drage and Andrew Dey

	24 Sep
	Meeting Andrew Feinstein Chairperson (FoTAC UK)

	27 Sep
	UK Treasury: Dan Rosenfield and Beverley Warmington

	27 Sep
	Commission for Africa – Sir Nicholas Strean

	28 Sep
	Glenys Kinnock (MEP) and Neil Kinnock (chairperson British Council) with Rachel Holmes (secretary FoTAC UK)

	28 Sep
	Labour Party: Stop AIDS UK Satellite Conference – Presentation

	29 Sep
	Meeting Gareth Thomas under-secretary for International Development

	29 Sep
	Meeting Marcel van der Soest World AIDS Campaign

	30 Sep
	Presentation DFID HIV department Staff with Anton Kerr and Polly Clayden

	30 Sep
	Meeting Commission for Africa: Myles Wickstead and Clare Shakya  and DFID HIV/AIDS HoD Robin Gorna

	20-23 Sep
	Ethiopia visit

	26 Sep
	Labour Party National Conference

	29-30 Sep
	Turkey visit: New Tactics conference, Ankara

	18 Oct
	Press conference on ARV’s

	20-26 Oct
	KZN trip 

	4 Nov
	Constitutional Court case: Access to Information case

	6-9 Nov
	Meeting: WHO/STAC, Geneva

	08 Nov
	WHO HIV Strategic and Technical Advisory Committee (Geneva)

	08 Nov
	Community and activist meeting of WHO STAC members

	09 Nov
	WHO HIV Strategic and Technical Advisory Committee (Geneva)

	10 Nov
	University of London John Foster Memorial Lecture: HIV/AIDS and Human Rights: A New South African Struggle

	22 Nov
	Meeting: ODAC Board

	29 Nov – 5 Dec
	Namibia: Human Rights and HIV/AIDS events – The Rainbow Project

	07 Dec
	Namibia national radio interview

	Dec
	December – ANC Today Attacks TAC – work on responses


	2005 
	Event 

	4 Jan
	Meeting: Jonathan Berger- litigation

	13 Jan
	Press conference: Levis Rage for the Revolution Concert

	8 Feb
	Press conference: Law and Freedom

	9 Feb
	Meeting: Dutch ambassador

	10 Feb
	Meeting: HP Foundation

	12 Feb
	Levis Rage for the Revolution Concert

	13 Feb
	Meeting: George Soros

	14 Feb
	Meeting: Aslak Leesland

	15 Feb
	Meeting: Melanie Verwoerd SA High Commissioner to Ireland

	16 Feb
	March to Parliament

	17 Feb
	Meeting: Bart Pennewart- Belgian Political Attache; Orly Stern, Mallinicks

	21-23 Feb
	KZN visit

	24 Feb
	Meeting: Ebrahim Patel

	26 Feb
	Talk: TAC Youth Camp, Hermanus

	2 Mar
	Talk: Stellenbosch SRC Lecture

	3 Mar
	Interview: HKV TV, Jennifer Heslop

	4 Mar
	TAC/ALP Human Resources Seminar

	8 Mar
	Meeting: Retailers Meeting, SACTWU

	10 Mar
	Meeting: Deputy Minister Routledge-Madlala; MEC Pierre Uys

	11 Mar
	Meeting: WC Provincial Strategic Meeting; SACC Meeting

	12 Mar
	Talk: ELRU Book Launch ‘I am a lion that eats people’

	15-16 Mar
	Constitutional Court Medicines Pricing Case

	19-21 Mar
	46664 Concert, Fancourt

	23 Mar
	TAC workshop, Save Jobs Coalition Rex Trueform demonstration, Harold Wolpe lecture, LRC meeting

	24 Mar – 12 May
	Leave because of heart attack

	04 Apr
	Edwin Cameron – book launch address

	13 May
	TAC v Rath case 

	18 May
	Interview: NHK TV (Japan); meeting: Lyn Farrell 

	19 May
	Meeting: Save Jobs Coalition

	10 Jun
	Talk: SA AIDS Conference closing ceremony

	20 Jun
	Interview: CBC

	21 Jun
	TAC v Rath

	22 Jun
	Meeting: Erika Oosthuizen

	24  Jun
	Lunch: National Office Administrators

	6 Jul
	Ronald Louw Memorial Service

	18-24 Jul
	DIFD Conference, Cumberland Lodge, UK

	2 Aug
	Meeting: Erica Corbett

	4 Aug
	Meeting: Paul Boateng

	06 Aug
	Mpumalanga Provincial Congress

	07 Aug
	Mpumalanga Provincial Congress

	18 Aug
	Talk: University of Limpopo Academic Day 

	20 – 21 Aug
	Limpopo Provinvial Congress

	24 Aug
	Talk: Ruth First Memorial Lecture

	25 Aug
	Talk: International Surgical Conference

	26 – 27 Aug
	KZN Provincial Congress

	1-2 Sep
	Public lecture and March: Rhodes University


TAC National Treasurer’s Report to the 3rd TAC National Congress, Cape Town, 2005

Introduction:

1. The ability to raise funds and manage finances has been critical to the growth of TAC in the past six years.  From the point when TAC began to receive its first donations in 1999 to today (2005), the TAC leadership have been insistent on maintaining the highest possible standard of financial accountability and transparency.  We have also done everything possible to minimize wasteful expenditure and to punish financial abuse and fraud in TAC .

2. For the last six years, TAC has held to key principles that we endorsed in resolutions passed at our first National Congress in Soweto in March 2001, these being that we would accept no money from the South African government and no money from pharmaceutical companies.  These resolutions are intended to preserve the independence of TAC in its campaign work.

3. For those that may question whether these resolutions have been adhered to, it is relevant to point to the attacks on TAC by the ANC in 2004, and the Rath Foundation and AIDS denialists in 2005. These groups have made repeated public claims that TAC receives funding from pharmaceutical companies -- but have not been able to provide any evidence of this.  TAC’s decision to take Rath to court on the issue, and seek an interim order to stop these defamatory statements, confirms that we are prepared to allow the greatest possible scrutiny of our books.

A Committed Finance Department:

4. The Financials presented in this document include:

4.1. an expense schedule covering financial years 2004 – 2005; 

4.2. an expenditure schedule covering 2000 – 2003; 

4.3. an income schedule covering 2000 – 2005; 

4.4. annual balances covering all these years.

5. The 2004-2005 audit (our 6th audit) may by obtained on our website or a hardcopy may be requested from our national office.

6. I believe that it is an achievement for a public interest non-profit organization, such as TAC, to be willing and able to provide TAC’s volunteers and the public in SA and internationally with such comprehensive information.  This is a standard that should be followed by all organizations that receive money to combat the HIV/AIDS epidemic.

7. In this regard, however, it is necessary to point out that accountability; transparency and honesty depend upon the quality and commitment of people who manage an organisation’s money.  In TAC’s case, Dawn Wilson, who has managed TAC’s finances since 2000, has built a team and a system of financial controls that have maintained the integrity of our systems.  The following people must be acknowledged as part of this team: Fanayi Tshabalala, Rirhandzu Matebula. We should also recognize the work of Bongekile Bhengu and Ashleigh de Villiers in TAC’s Development Office, as well as TAC’s independent financial contractors who assist our Provinces.

Overview of TAC’s finances:

8. This Congress has been presented with TAC’s 6th unqualified audit covering the financial year 2004-05.  The 2005 AGM and meetings of the NEC have ratified this years’ and previous years’ audits.

9. As reflected in the table below, since the founding of TAC in late 1998, our finances have grown exponentially:

	Financial Year
	Income R
	Expenditure R

	Jan 1999 – Feb 2000
	202,719
	215,981

	March 2000- Feb 2001
	1 844 302
	1 351 434

	March 2001- Feb 2002
	6 427 763
	3 734 709

	March 2002- Feb 2003
	9 397 846
	10 814 914

	March 2003- Feb 2004
	14 429 363
	13 567 776

	March 2004- Feb 05
	22 122 678
	19 340 525

	Total
	54 424 671
	49 025 339


10. In respect of the above, we acknowledge and thank the following organizations which have either contributed to TAC’s activities (including  work with the Pan African Treatment Access Movement, PATAM) or funded TAC directly over the last six years: 

· AIDS Consortium; AIDS Foundation of South Africa; AIDS Fonds Netherlands; AIDS Law Project; American Centre for International Labour Solidarity; American Jewish World Service; Anonymous – International Pop Star; Artists for a New South Africa; Atlantic Philanthropies; Belgium Development Cooperation; Bread for the World; Canada Fund; Community Foundation; Department for International Development (UK); EU Foundation for Human Rights; European Coalition of Positive People; Fogarty Foundation; Ford Foundation; HIVOS; Interfund; John M Lloyd Foundation; Kaiser Foundation; Medecins Sans Frontieres; National Association of People Living with AIDS; Norwegian Church Aid; Open Society Foundation; Open Society Institute;  Open Society Initiative for Southern Africa; OXFAM Australia; OXFAM Great Britain; Public Welfare Foundation; Rockefeller Foundation; Royal Netherlands Embassy; South Africa Development Fund; Australian Federation of AIDS Organisations; The ARCA Foundation; Tides Working Assets; Treatment Action Group; Southern African AIDS Training Programme; Swedish International Development Agency; Tutu Foundation; UNAIDS.

11. We also acknowledge and thank the many individuals who have made contributions to TAC.

Way forward on finances:

12. TAC can boast that it has avoided the trap of becoming complacent and out of touch with the lives of our constituency in parallel with the growing quantity of money that has been received from funders. Nonetheless, if TAC is to sustain its activity and its accountability then reforms and improvements are necessary. In this respect it is recommended that Congress supports the following proposals:

12.1. Internal financial management and controls: TAC’s internal financial controls have been praised by our evaluators. However, given the large amounts of cash that go to support branch and district campaigns it is important to monitor that these controls are maintained in the period ahead. 

12.2. Reducing expenditure: To minimize wasteful expenditure, and limit cash expenditure, it is necessary to try to enter into local contracts with regular service providers, such as caterers and transport companies. TAC should also find ways of procuring discounted or donated goods for some of its core activities.

12.3. Improving our approach to budgeting: Financial year 2005-06 was the first year in which budgets were drawn up through a process of consultation with Provinces and national programme co-ordinators. This needs to continue, but take place earlier and be synchronized with Provincial and district planning. Medium term forecasting of future budgetary needs is also necessary to prevent unexpectedly large increases in budgets without prior warning to those involved in raising money for TAC. 

12.4. Managing finances in branches and districts: The decentralization of TAC’s activity and the focus on capacity building at branch and district level, necessitates training on financial management for volunteers at this level. TAC does not have a volunteer skills development programme outside its core activities. Partnerships with the private sector to offer this type of training need to be explored.

12.5. A new approach to raising funds: As is evident from the schedule of funders TAC is heavily dependant on international donors and -- apart from small individual donations -- receives almost no funding from local sources. It is proposed that within two years this situation should be rectified so that the balance is 50/50. This requires: 

12.5.1. a visible local fundraising campaign that aims to raise small amounts of money from large amounts of people (this could be devised with assistance from an organization like Oxfam) 

12.5.2. a plan to target big business in South Africa to, in particular, fund TAC’s treatment literacy and media programmes;

12.5.3. a plan to seek endorsement and financial contributions from the world’s popular entertainment sector, including pop, rock and film stars; 

12.5.4. the drafting of a major application to the Global Fund to Fight AIDS, TB and Malaria (GFATM).

TAC’s third national congress will confirm that TAC still has important work to do, in partnership with other organizations in South African and internationally. Although much can be achieved through individual sacrifice, volunteerism and commitment, co-ordinating, capacitating and leveraging this work necessitates ongoing fundraising. We appeal to donors to continue to stand by TAC as we pursue this task and to new donors to join us. 

M J Heywood

TAC National Treasurer, 2003- 2005
Financial Documents

Compiled by Dawn Wilson, Financial Manager
TREATMENT ACTION CAMPAIGN

FINANCIAL STATEMENTS

FEBRUARY 2000 - FEBRUARY 2005

CONTENTS

Balance Sheet

Income Schedule

Expense Schedule 2000 - 2003

Expense Schedule 2004 – 2005
[image: image1.wmf]TREATMENT ACTION CAMPAIGN

NATIONAL CONGRESS - BALANCE SHEET OVER 6 YEAR PERIOD
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2005

2004

2003

2002

2001

DETAILS

MAR 04 - FEB 05

MAR 03 - FEB 04

MAR 02 - FEB 03

MAR 01 - FEB 02

MAR 00 - FEB 01

ASSETS

Non-Current Assets

Fixed Assets

170

58

22

                       

 

20

                  

 

15

                       

 

Current Assets

1,915,360

           

 

3,440,664

      

 

503,531

              

 

Accounts Receivable

132,608

                      

 

112,077

                 

 

23,042

                

 

6,898

             

 

78,425

                

 

TAC Treatment Project - Suspense Acc

44,735

                        

 

58,201

                   

 

Cash at bank

6,049,578

                   

 

3,012,532

              

 

1,892,318

           

 

3,433,766

      

 

425,106

              

 

TOTAL ASSETS

6,227,091

                   

 

3,182,868

              

 

1,915,382

           

 

3,440,684

      

 

503,546

              

 

EQUITY AND LIABILITIES

Accumulated Funds

5,405,212

                   

 

2,623,059

              

 

1,761,432

           

 

742,854

         

 

479,606

              

 

Grant received in advance - Bread for the World

2,435,646

      

 

Current Liabilities

153,950

              

 

262,184

         

 

23,940

                

 

Trade and other payables

611,853

                      

 

425,575

                 

 

153,950

              

 

262,184

         

 

23,940

                

 

Bank overdraft

46,671

                        

 

134,234

                 

 

PATAM - Suspense Acc

163,355

                      

 

TOTAL EQUITY AND LIABILITIES

6,227,091

                   

 

3,182,868

              

 

1,915,382

           

 

3,440,684

      

 

503,546
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2005

2004

2003

2002

2001

2000

DETAILS

MAR 04 - FEB 05

MAR 03 - FEB 04

MAR 02 - FEB 03

MAR 01 - FEB 02

MAR 00 - FEB 01

JAN 99 - FEB 00

Funding Received

21,575,041

     

 

13,698,429

       

 

9,037,534

         

 

6,083,711

        

 

1,726,600

        

 

174,097

           

 

AIDS Consortium

26,500

            

 

AIDS Foundation of South Africa

202,222

          

 

195,778

            

 

177,000

            

 

226,200

           

 

56,000

             

 

30,000

             

 

AIDS Law Project

52,562

            

 

21,000

             

 

American Centre for International Labour Solidarity

20,000

             

 

American Jewish World Service

102,800

            

 

Anonymous - International Pop Star

239,534

            

 

Artists for a New South Africa

1,209,541

       

 

631,680

            

 

Atlantic Philanthropies

3,500,000

       

 

4,220,819

         

 

2,990,376

         

 

Belgium Development CoOperation

650,392

          

 

Bread for the World

3,159,625

       

 

4,000,000

         

 

3,000,000

         

 

3,000,000

        

 

Canada Fund

100,000

          

 

150,000

            

 

Community Foundation

193,591

            

 

EU Foundation for Human Rights

54,532

             

 

European Coalition of Positive People

120,000

           

 

Fogarty Foundation

100,000

           

 

Ford Foundation

995,437

          

 

HIVOS

1,900,838

       

 

846,785

            

 

Interfund

353,950

           

 

John M Lloyd Foundation

90,000

            

 

Kaiser Foundation

78,104

              

 

257,183

            

 

83,500

             

 

Medecins Sans Frontiers

682,613

          

 

809,700

            

 

1,136,125

         

 

353,590

           

 

141,250

           

 

National Association of People Living with AIDS

50,000

             

 

Norwegian Church Aid

125,750

           

 

Open Society Institute

1,400,000

         

 

Open Society Foundation

1,130,000

       

 

OXFAM Great Britain

90,720

            

 

90,720

              

 

106,800

            

 

225,200

           

 

OXFAM Australia

160,000

          

 

Public Welfare Foundation

320,000

          

 

356,825

            

 

417,750

           

 

Rockefeller Foundation

482,684

            

 

Royal Netherlands Embassy

3,300,000

       

 

South Africa Development Fund

186,122

          

 

621,627

            

 

398,142

            

 

622,271

           

 

562,266

           

 

18,565

             

 

 - Australian Federation of AIDS Organisations

101,400

           

 

- The ARCA Foundation

107,000

           

 

312,000

           

 

- Tides Working Assets

201,000

           

 

- Treatment Action Group

201,000

           

 

242,934

           

 

Southern African AIDS Training Programme

45,000

             

 

Swedish International Development Agency

3,652,174

       

 

TUTU Foundation

192,250

           

 

UNAIDS

166,295

          

 

249,690

            

 

General Miscellaneous Donations

423,500

          

 

478,195

            

 

105,853

            

 

314,556

           

 

116,440

           

 

28,368

             

 

Interest Received

124,137

          

 

222,498

            

 

220,559

            

 

28,100

             

 

1,262

               

 

144

                  

 

Sundry Income

30,241

              

 

33,900

              

 

1,396

               

 

110

                  

 

TOTALS

22,122,678

     

 

14,429,363

       

 

9,397,846

         

 

6,427,763

        

 

1,844,302

        

 

202,719
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2003

2002

2001

2000

DETAILS

MAR 02 - FEB 03

MAR 01 - FEB 02

MAR 00 - FEB 01

JAN 99 - FEB 00

Core Operating Expenses

3,996,536

           

 

1,700,951

              

 

782,623

          

 

121,705

         

 

Staff Costs

2,013,704

           

 

792,995

                 

 

429,105

          

 

75,000

           

 

Accounting Fees

24,179

                

 

40,970

                   

 

2,055

              

 

Audit Fees

30,000

                

 

20,000

                   

 

11,400

            

 

12,540

           

 

Bank Charges

31,166

                

 

17,214

                   

 

11,338

            

 

1,507

             

 

Capital Expenditure

118,548

              

 

100,475

                 

 

35,358

            

 

8,799

             

 

Equipment Maintenance

94,599

                

 

32,931

                   

 

9,240

              

 

175

                

 

Donations

13,436

                

 

3,040

                     

 

Internet Fees

22,544

                

 

4,128

                     

 

Insurance

6,020

                  

 

Postage/Courier

124,821

              

 

47,900

                   

 

4,138

              

 

4,127

             

 

Stationery/Photocopying

337,636

              

 

82,785

                   

 

28,780

            

 

3,146

             

 

Rent

130,335

              

 

48,133

                   

 

17,381

            

 

2,040

             

 

Office Refreshments

25,793

                

 

3,511

                     

 

27,185

            

 

Security

38,773

                

 

Subscriptions

20,266

                

 

363

                        

 

770

                 

 

Sundry Office Expenses

47,398

                

 

12,807

                   

 

Telephone/Fax/Email

321,818

              

 

114,904

                 

 

38,406

            

 

1,679

             

 

Travel - Local

231,771

              

 

Volunteers

78,526

                

 

58,574

                   

 

NEC/PEC Meetings

285,203

              

 

320,221

                 

 

167,467

          

 

12,692

           

 

Advocacy

3,927,917

           

 

1,648,825

              

 

385,532

          

 

62,009

           

 

Medicine Purchases

65,943

                

 

9,510

                     

 

19,197

            

 

Campaigns

T Shirts

495,439

              

 

110,033

                 

 

Public Events

1,628,689

           

 

270,183

                 

 

120,467

          

 

7,872

             

 

- Posters/Pamphlets

765,148

              

 

161,838

                 

 

- Materials

60,764

                

 

122,460

                 

 

110,000

          

 

1,277

             

 

- Local Meetings

209,773

              

 

297,524

                 

 

- International Meetings

77,772

                

 

- IT Advocacy

29,338

                

 

- Media Advertising

384,033

              

 

275,937

                 

 

89,194

            

 

52,860

           

 

- Media Production

131,207

              

 

- Litigation

342,000

                 

 

- Research/Consulting

33,680

                

 

52,304

                   

 

46,674

            

 

- Sundry

46,131

                

 

7,036

                     

 

Treatment Literacy

1,030,411

           

 

233,833

                 

 

293,279

          

 

32,267

           

 

- Workshops/Training

265,149

              

 

161,987

                 

 

136,363

          

 

2,884

             

 

- Documents/Materials

397,154

              

 

5,872

                     

 

110,000

          

 

- Volunteer Trainer Expenses

359,034

              

 

59,868

                   

 

46,916

            

 

29,383

           

 

- Sundry

9,074

                  

 

6,106

                     

 

Equal Treatment

58,908

                

 

123,904

                 

 

Resource Centre

29,396

                   

 

Congresses

1,801,140

           

 

TOTALS

10,814,914

         

 

3,734,709

              

 

1,351,434

       

 

215,981
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2005

2004

R

R

Organisational Development and Management

               7,268,834 

            6,636,257 

National and Provincial Management/Administrative Staff

               2,785,039 

            3,373,208 

Operating Expenses

Administration Fees

                  230,196 

                 77,886 

Audit Fees

                    71,480 

                 30,000 

Bad debts written off

                    25,872 

                 65,310 

Bank charges

                    55,812 

                 51,127 

Depreciation

                  284,144 

               197,170 

Directors' emoluments

                  219,206 

               175,965 

Equipment/IT maintenance

194,367

                 

 

85,002

                

 

Donations

                           -   

               119,725 

Internet Fees

                           -   

                 64,631 

Insurance

                    (8,755)

                 14,385 

Postage/Courier

                  101,523 

               276,847 

Photocopy charges

                  278,705 

                         -   

Stationery/Printing

                  160,310 

               359,516 

Rent & services

                  425,703 

               214,926 

Office Refreshments

                    55,101 

                 43,131 

Security

                    19,940 

                 13,542 

Subscriptions

                      4,482 

                   4,208 

Sundry Office expenses

                    90,889 

                 22,218 

Telephone/Fax/Email

                  931,953 

               707,268 

Travel - Local

                  995,175 

               334,258 

Volunteers Expenses

                    96,157 

               115,109 

NEC/PEC meetings

                  251,535 

               290,825 

International Solidarity Campaign

                  619,758 

               109,801 

Equal Treatment - TAC Newsletter

                    97,615 

                 86,130 

TAC Leadership Schools

                  129,056 

Advocacy

               533,586 

Medicine Purchases

               474,895 

Litigation

                 11,936 

Research/Consulting

                   2,660 

IT Advocacy

                 44,095 

Treatment Literacy

               5,261,255 

            3,248,697 

Treatment Literacy Staff

                  963,947 

                         -   

Consultant Fees

                  380,389 

                         -   

Media Campaigns

                  268,076 

               441,061 

Books and Posters

                  480,353 

               432,807 

Workshops & Training

               3,168,490 

            2,374,829 

Building the Health Care Service                             

Provincial/Sector Campaigns

4,668,013

              

 

1,981,314

           

 

Infrastructure for Supporting Branches

National and Provincial Staff Costs

1,500,012

              

 

-

                      

 

PEC/District Meetings

284,331

                 

 

247,348

              

 

Branch Driven Community Events

970,383

                 

 

-

                      

 

Demonstrations

1,913,287

              

 

1,733,966

           

 

Congresses

               1,295,994 

               971,991 


1. Report on TAC Human Resources for Institutional Report to Congress August 2005

Introduction

Since the last National Congress in 2003, TAC has grown considerably. This growth has been in financial and human resources allocated to our Programmes, Provincial and our District Offices. We have grown from a staff of 36 in September 2003 to 60 full time staff at the end of July 2005.  A consideration of our human resources should also take into account our approximately 11 000 volunteer members, our elected leadership and sector representatives, formally trained TAC volunteer members such as treatment literacy practitioners (TLPs).

The rapid growth of the organisation has been necessary in order to carry out the programmes and resolutions we have established to achieve our aims.  However this increase in the number of new staff presents a number of challenges which we need to respond to, for example around the efficient management of all these people.  In 2005 the organisation entered into a phase of institutionalisation, where systems such as budgeting, supervision and human resource systems are being formalised and streamlined so that staff members can work effectively on programmes and functions for TAC, and so that these efforts are coordinated and sustainable, and established to take into account the future development of TAC.  

The human resources department in the TAC national office has as its main responsibility of facilitating the employment, remuneration and management of TAC staff, recruitment and induction, including contracts and job descriptions, performance management, salaries control, and disciplinary processes. HR has also got involved with crisis management in the organisation.  With these things becoming more efficient, the HR department needs to think about strategic management of human resources and broadening its role to focus more on HR development, of staff and volunteers.  

Current Human Resources in TAC 

The following statistics describe the distribution of TAC staff by function, programmes and provinces:

60 Full time staff members   

35 are Female (57%)

56 are Black (95%)

13 are People living openly with HIV (23%)

The following categories of staff members exist in the organisation:

- National management staff (programme and administrative managers) = 9 

- National administrators = 12

- Provincial coordinators = 6

- Provincial programme staff (including Treatment Literacy, Campaigns  / Organising and Treatment Project Staff) = 25

- Provincial / district administrators and receptionists = 13

The core programmes resourced by TAC staff are Treatment Literacy, Campaigns and Organising, Treatment Project and Policy, Communications and Research. Other national departments in the organisation are Finance; Human Resources; Development Office; National Administration.

TAC has offices in 6 provinces, namely Western Cape, Eastern Cape, KwaZulu Natal, Gauteng, Mpumalanga and Limpopo.  We have district offices in Khayelitsha, Queenstown, Lusikisiki, Pietermaritzburg, Ilembe and Elim. 

TAC employs consultants in key areas of administrative and management support where required. We also contract independent bookkeepers to keep the chequebooks and reconcile accounts in the six provinces where we have offices. 

Some of the characteristics of the current staff compliment of TAC include: 

· Strong representation of black people, women and people living openly with HIV.

· Most staff are young (25 – 35 years) and energetic, and are relatively inexperienced when it comes to formal work experience. 

· There have been relatively low levels of management capacity at national and provincial levels

· There is insufficient administrative support to national management and provincial coordinators

· Some TAC staff suffer burn-out due to the nature of our campaigns that often demand them to work very hard seven days a week. 

· There is a need to develop new leaders in TAC at all levels for the organisation to sustain itself in the coming years. 

· There are quite uneven levels of performance of staff members with regards to a range of skills, experience, confidence and commitment by people.  

· There has been a rapid growth of organisation and diversification of job functions and programmes

· Some of the barriers to good organisational and interpersonal communication include language, race, class, gender, physical distance, and inefficient use of technologies such as email. 

HR developments:  September 2003 – August 2005

August 2003 
TAC employs Oupa Fazi (Limpopo Organiser), Njogu Morgan (International Coordinator) and Ralph Berold (HR manager). 

TAC sues ex-employee Onos Imhanwa for stealing money while he was employed as International Coordinator. 

November
Dismissed Desmond Mpofu and Dee Makhanya for misconduct (fraud)

Sbu Khanyile employed as Pietermaritzburg district organiser

January 2004
Pholokgolo moved to Limpopo, Gauteng Provincial Coordinator position advertised and filled by Florence Ngobeni. 

Development officer and Nat TL Administrator positions advertised and filled by Bongekile Bhengu and Nomfundo Eland.  

Nonkosi Khumalo moved from portfolio of Womens Health Coordinator to Treatment P
roject Coordinator

The TAC Treatment Project staff were integrated into the staff of TAC. 

February 
Mziwethu Faku starts working as EC Organiser while Portia Ncaba is on maternity leave. 

Noxolo Spondo dismissed as Lusikisiki district organiser, position filled by Nombulelo Rangana

1st Performance management system established and implemented. 

Denis Matwa moved to position of WC Provincial organiser

April
Mandla Majola resigns from position of National Organiser and Secretary of TAC, resigns from TAC.

May 
TAC national and provincial management attend management development course at University of Stellenbosch. 

Bridgette Mokoena appointed as Mpumalanga Provincial Administrator

Vuyani Jacobs seconded to work for CHMT

July
Sbu Khayile moved to position of KZN provincial coordinator, Richard Shandu appointed as Pietermaritzburg district organiser. 

August 
Alicia Manda employed as Lusikisiki District Administrator

Mandla Majola re-employed by TAC as Khayelithsa District organiser

September
Mpumalanga Provincial Coordinator position advertised and filled by Msanyana Skhosana. 

Ivy Ntlanjeni resigns from TAC effective end of 2004, Position filled by Phillip Mokoena.

Dudu Dlamini resigns from TAC,  Position of Gauteng TP Coordinator advertised and filled by Zolani Mente.

Bongekile Bhengu moves to KZN but continues her work as Development Officer working with consultant Ashleigh de Villiers.

Xolani Tsalong employed as TAC national organiser

October 
Sindi Godwana resigns from position of Queenstown District Organiser, to be replaced by Mziwethu Faku. 

Florence Ngobeni resigns from position of  Gauteng Provincial Coordinator, to be replaced by Luyanda Ngonyama

Susan Fraser resigns affective end of 2004, to be replaced later by Lyn Farrell with increased responsibility in the position of National Administrative Manager. 

Njogu Morgan resigns effective end of April 2005. International coordinator position still unfilled. 

Position of Financial Adminstrative Assistant advertised and filled by Ranzu Mathebula.

November
Thembane Shabangu dismissed for misconduct (fraud and financial mismanagement).

Mpumalanga Provincial Organiser position advertised and filled later by Ronald Sibuyi. 

Arthur Jokweni employed on a temporary contract to work on the Youth Campaign. 

Msanyana Skhosana appointed as Mpumalanga Provinicial Coordinator

January 2005
Pholokgolo appointed Limpopo Provincial Coordinator

Alicia Manda dismissed from position as Lusikisiki District Administrator (for poor performance), this post later filled by Nombeko Gqamane

Nathan Geffen is moved to the new position of Policy, Communications and Research Coordinator. Rukia Cornelius fills the position of National Manager.  

February 
Advertised national Treatment project administrator – filled by Surena Alexander

Advertised WC organiser position filled by Fredalene Booysen

Advertised Limpopo and Mpumalanga TL Coordinator Postions. 

Advertised and appointed receptionists in Gauteng, Limpopo, and Mpumalanga

Linda Mafu moved to position of National TL Coordinator, the EC TL coordinator position is filled by Nombasa Gxuluwe. 

Sbu Khanyile dismissed for misconduct (financial fraud). 

March

TAC gives a 5.5% inflation related increase across the board to all staff

Nwanbisa Njaba appointed as national office receptionist. 

Nombasa Gxuluwe and Mziwethu Faku appointed

Ekurhuleni District Organiser advertised, Gordon Mthembu appointed for this position

Denis Matwa moved to position of HR administrator

April 
Xolani Tsalong moved to position of KZN Provincial Coordinator, Linda Mafu moved to position of National Organiser, Nomfundo Eland to position of National TL Coordinator. 


International Coordinator position advertised and interviews conducted (no suitable candidates)

May 
Nombulelo Rangana resigns from position of Lusikisiki District Organiser (position currently unfilled)


Khayelithsa District Administrator position advertised and interviews conducted.  Ntomboxolo Mve appointed to this position. 


Evaluation of Development Office conducted. 

June
Sipho Mthathi returns from three months leave from TAC, to take up the temporary position of Acting Director of Programmes. 

July

Mark de Clark, new KZN office manager starts working in Durban office. 

Final report of TAC Evaluation released, with serious recommendations for TAC staffing and human resources management.  

August
Appointed Lawrence Mbalata (Limpopo TL Coordinator), Nokhwezi Hoboyi (Equal Treatment Editor) and Tantaswa Ndlelana (TL Administrator).


TAC staff moved to Discovery Health medical aid. 

Current Permanent Staff list (August 2005)

	Rukia 
	Cornelius
	National Manager

	Nathan
	Geffen
	Policy, Communications and Research Coordinator

	Nonkosi
	Khumalo
	Treatment Project Coordinator

	Dawn
	Wilson
	Financial Manager

	Ralph
	Berold
	Human Resources Manager

	Pholokgolo
	Ramothwala
	Limpopo Provincial Coordinator

	Thembeka
	Majali
	WC Provincial Coordinator

	Linda
	Mafu
	National Organiser

	Nomfundo
	Eland
	National Treatment Literacy Coordinator

	Mario
	Claasen
	Clinics Programme Coordinator

	Bongekile
	Mbata
	Development Officer

	Surena
	Alexander
	Treatment Project Administrator

	Lyn
	Farell
	National Administrative Manager

	Denis
	Matwa
	Human Resources Administrator

	Veronica
	Shumane
	Assistant to National Manager

	Fanayi
	Tshabalala
	National Bookkeeper

	Ranzu 
	Mathebula
	Assistant to Financial Manager

	Nwabisa
	Njaba
	National office Receptionist

	Faniswa
	Filani
	Membership Capturer

	Tantaswa 
	Ndlelana
	Treatment Literacy Administrator

	Nokhwezi
	Hoboyi
	Equal Treatment Editor

	Vuyiseka
	Dubula
	WC Treatment Literacy Coordinator

	Nomfundo
	Dubula
	SADC Treatment Literacy Coordinator

	Nondumiso
	Mvinjalwa
	WC Provincial Administrator

	Fredalene
	Booysen
	WC Organiser

	Ntombozuko
	Khwaza
	WC Treatment Project Coordinator

	Mandla
	Majola
	Khayelitsha District Organiser

	Ntomboxolo
	Mve
	Khayelitsha District Administrator

	Xolani 
	Tsalong
	KwaZulu Natal Provincial Coordinator

	Thabo
	Cele
	KZN Provincial Organiser

	Sifiso
	Nkala
	KZN Provincial Organiser

	Bongiwe
	Mkhutyukelwa
	KZN Treatment Literacy Coordinator

	Laurain
	Seme
	KZN Provincial Administrator

	Sindiswe
	Blose
	KZN Treatment Project Coordinator

	Richard
	Shandu
	Pietermaritzburg district organiser

	Mark
	De Clark
	KZN Provincial Office Manager

	Philip 
	Mokoena
	EC Provincial Coordinator

	Portia
	Ngcaba
	EC Provincial Organizer

	Nwabisa
	George
	EC Provincial Administrator

	Lulamile
	Timbliti
	EC Treatment Project Coordinator

	Nombasa 
	Gxuluwe
	EC Treatment Literacy Coordinator

	Mziwethu
	Faku
	Queenstown District Organiser

	Nombeko
	Gqamane
	Lusikisiki District Administrator

	Msanyana
	Skhosana
	Mpumalanga Provincial Coordinator

	Bridgette
	Mokoena
	Mpumalanga Provincial Administrator

	Ronald
	Sibuyi
	Mpumalanga Provincial Organiser

	Selby
	Mabele
	Mpumalanga TL Coordinator

	Nhlanhla 
	Khosa
	Mpumalanga Receptionist

	Oupa
	Fazi
	Limpopo Provincial Organiser

	Lawrence
	Mbalata
	Limpopo Treatment Literacy Coordinator

	Primrose
	Mathabatha
	Limpopo Provincial Administrator

	Emma 
	Netshiongolwe
	Limpopo Receptionist

	Luyanda
	Ngonyama
	GP Provincial Coordinator

	Johanna
	Ncala
	GP Treatment Literacy Coordinator

	Xolani
	Kunene
	GP Organiser

	Lefa
	Tlhame
	GP Provincial Administrator

	Zolani
	Mente
	GP Treatment Project Coordinator

	Cedric 
	Nukeri
	GP Materials and Administrative Assistant

	Gordon
	Mthembu
	Ekurhuleni District Organiser

	Bellinda
	Setshogelo
	GP Receptionist


Human resources strategy 2005- 2007

Workforce planning

One of the main concerns raised by the TAC is the rapid rate of growth of the organisation and the effect this may have on our work, particularly given the limited management capacity at provincial and national levels.  The costs of a full time staff of 60 people is also large and it raises questions of the sustainability of the organisation, particularly when donor funding may not be secure.  For these reasons it is important that TAC paces its growth and plans its human resources based on the requirements of our campaigns and programmes for the coming years.  We have been doing this, but at best, planning has been based on a one year cycle of funding, and fundraising for particular programmes.  

A better approach will be to chart a vision for the growth of the organisation over the next two years.  The management and secretariat of TAC are committed to this process, which should outline the development of TAC into new districts, the expansion of programmes and key national and administrative functions.   

Priorities for the HR department 

The HR department has the following priorities for the next two year period. 

1. Implementing the recommendations of the TAC Evaluation of 2005. Most importantly these include: Fast-tracking the development of a comprehensive performance evaluation and performance based contracts, consistent and transparent policy and practices of staff recruitment, developing appropriate induction and orientation processes for new staff, and avoiding the problem of “staff creep”, by preventing staff members from taking over the work of volunteer members. 

2.  Human resource development for staff and key volunteer members of the organisation. Some of the strategies to develop our human resources include: improving, supervision and performance feedback systems, reviewing job descriptions and the development of performance areas, the induction and coaching of new staff members, occupational skills development of staff members (in administration, management, or health policy), volunteer member leadership schools, and the creation of learning opportunities for different structures in the organisation.     

3. The development of effective HR systems across the organisation and efficient HR functions in the national office.   An outline of these proposals follows.

Current activities of the HR department (August 2005)

- Move to new medical aid :  The HR department has facilitated moving the TAC staff to a new medical aid.  From 1st August, staff members have the option of joining Discovery Health Coastal or Essential Core options, with there monthly premium covered by TAC.  TAC chose Discovery Core option as it was cost effective, has good HIV/AIDS cover, good hospitalisation cover and is likely to offer better administration than Bonitas did. 

- Gender Policies: Following a successful training of TAC national and provincial management on gender issues by Men as Partners,  TAC is currently drafting a set of policies to guide its response to gender issues in the workplace, in our programmes and structures.  A substantive proposal around gender policies for TAC will be tabled for discussion at the next meeting of the national executive committee. 

 -Training in new Performance management and evaluation system:  The HR department has finalised a new performance management and evaluation system, which will be implemented from the month of September.  Provincial and National managers will be trained in how to evaluate staff members performance and give them feedback about this on a regular basis. 

Human Resources Systems

We have begun to think about improving HR systems as a way to systematise and assure the quality of the human resource functions in TAC.  Currently we do all these things but they are not well structured.  A systems approach to HR will formalise these things so that they can better serve the needs of the organisation and staff members themselves. 

- Workforce planning

This is the process of planning what human resources are required for a particular programme, office or department of TAC.  Up until now HR planning has taken place on an annual basis with the creation of the annual budget, which staff costs are part of. There is a need for each programme and office to think about their future HR needs and preferably establish a two year plan which follows the work planned for that period. It is also necessary to plan for succession for important positions in TAC, so that we are not left in the lurch if someone leaves an important position. This also links up to the question of career-pathing of well performing staff members who can be promoted up through the organisation.  

- Recruitment process

The recent Evaluation of TAC recommends ensuring that all recruitment of new staff members for the organisation, is done carefully, consistently and is transparent.  Potential candidates for new positions need to be interviewed carefully to assess their competency, for the position. Each vacant position in the organisation whether a new post or a post that has become vacant, needs to be advertised, at least internally (although external advertising is good practice for critical positions).  Candidates need to be evaluated against objective criteria for selection.  Wherever possible NEC or PEC members need to  participate in interview and selection panels for new positions.  

- Induction and probation process

The Evaluation highlighted the lack of an orientation process for new staff members. We have already started to improve the induction of new staff coming into the organisation.  New staff members now get an induction pack of key documents in TAC, together with all necessary policies, job descriptions that relate to them.  New staff must have adequate resources such as computers, office space etc when starting work.  Provincial coordinators and the human resources manager must take responsibility to assist and guide new staff members for the first few months.  Probationary periods for new staff are typically 3 months, and 6 months depending on the level of responsibility of the job. In the past we have not done proper probationary reviews at the end of these periods. These are necessary to evaluate the appropriateness of a staff member for their positions, problems, obstacles that they are experiencing, and a reorientation of new staff to their work priorities when this is required. 

- Supervision and reporting

Supervision and reporting lines have been clarified through the finalised TAC organisational chart. It is now clear and has been communicated to every staff member who they must report to and who they supervise if they are in a management position. There is a strengthening of management capacity in TAC at provincial coordinator and national management levels. This is important for accountability of staff members in the organisation.  

- Performance management and evaluation system

A new performance management and evaluation system has been finalised and will be mainstreamed across the organisation.  The system is characterised by a quarterly evaluation process, where supervisors (provincial coordinators and national managers) evaluate the staff they supervise. All staff will be evaluated on this system and this can be used to feedback to staff and to inform management decisions around promotion and addressing poor performing staff.  The TAC evaluation also recommended the establishment of performance based contracts, which hold staff members to performance standards which if they are not reached will result in their contracts not being renewed.  This is an important proposal especially for a donor funded organisation where finances are scarce, and the people’s performance is measured in the objective of TAC to save people’s lives.  We do feel though that this system can only be implemented after a good performance management and evaluation system is implemented and working in TAC. 

- Disciplinary processes, misconduct and whistleblowing 

From time to time it is necessary to deal with particular disciplinary problems and cases of misconduct by TAC staff or members. Our staff and volunteers policy is quite well developed in this regard, in line with relevant labour legislation. There is a need to set up a system which enables TAC members to report serious concerns about the abuse of resources, or position in TAC, so that these can be brought to the attention of management.  

- Salary structure

The remuneration of TAC employees is set within specific guidelines for each job category.  One problem with the current salary structure is that there is some disparity of salary levels within TAC, for people doing the same job.  This is due to different levels of experience that people coming into the organisation have, and that starting salaries in TAC are different from the salaries of people who have worked for a number of years in that position.  One strategy is the progressive increase of salaries that are lower than other staff members in that job category which will be linked to excellent performance of staff. 

- Staff Benefits

Staff benefits include medical aid, provident fund and car allowances for some members of staff. We have just moved to Discovery medical aid - Coastal and Essential Core plans, which is expected to provide better medical aid administration and HIV/AIDS benefits for staff, in addition to other benefits. All permanent employees of TAC are put on medical aid and onto the provident fund.  We have finalised a new draft of the car policy for which some staff members are eligible.  This policy aims to assist staff members who need to move around the provinces in the course of their work. 

- Leave, working hours and time off

It is proposed that the system of recording leave and monitoring working hours will be reviewed and decentralised to provinces, with additional records of these kept at the national HR department. 

There is a need to give staff members enough time to rest and recuperate after intense periods of work, on campaigns etc. The HR department will put together a set of guidelines to facilitate this.  Also the possibilities of therapy and debriefing of staff members who are very stressed need to be explored and staff assisted to get this kind of support. 

- HR Development 

HR Development can be thought of in terms of informal skills trainings, mentoring, informal educational opportunities in the workplace. This is one area which needs development in TAC, not just in terms of the development of staff members but also in terms of building the skills of volunteer members.  Our current resources for external training are very limited, especially for expensive courses run in the private sector. The SETA with which we are registered would only cover a small amount of such costs, and then only on accredited courses. The HR department will continue to seek funds from the SETA and other sources for skills training. 

Some provincial offices have run with the idea of leadership schools through partnering with other organisations that can provide training. These initiatives focus our efforts towards building a new tier of leadership of TAC, which can begin to do things such as media liason, strategic planning, research and political engagement.  The Treatment Literacy Programme is a serious investment into the members of TAC, whether people are trained as TLPs or as branch members. The evaluation also highlighted problems in the way in which staff members work with volunteers. Further training needs to be done with staff to prevent them from being arrogant to volunteers, and to enable them to facilitate volunteer members to TAC work, not do the work on their behalf. 

Report by Ralph Berold, TAC Human Resources Manager.  
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OVERVIEW

In 2004, after years of HIV prevention failed to stem what remains the world's worst national HIV epidemic1 and a cumulative 1,2 million deaths, South Africa began the rollout of a national antiretroviral (ARV) treatment plan. 

At the same time, the Treatment Action Campaign (TAC), which led the legal and political struggle for the treatment plan, renewed its efforts at social or community mobilisation through ``Treatment Literacy'': giving ordinary people – many of them with little prior formal education – an in-depth understanding of the science, politics and treatment of HIV illness. 

Treatment Literacy appears to be a powerful tool for community mobilisation for access to formal health care, as it goes well beyond an understanding of health, HIV and HIV medicine, to understanding rights, the politics of treatment access, and the essentials of activism. On a personal level, for people living in conservative communities where HIV stigma continues to be rife, for people who are themselves living with HIV, this knowledge is transformative, enormously increases confidence, and often, it seems, mental and physical well-being. 

The effectiveness of Treatment Literacy appears to be inseparable from activism; it is activism, and the personal experience of living with HIV/AIDS, that turns dry knowledge into a vital stream of energy. 

What is the role of this kind of community mobilisation in tackling an HIV epidemic in a developing country context? And what might be the effect of successful community mobilisation around HIV on democracy? 

This report compiles some of the personal stories and experiences of TAC's 120 trainers, many of them HIV positive and originally with little knowledge of healthcare, after a year's training. It assesses the value of the Treatment Literacy programme, makes observations and recommendations that bear on its future development, and considers how aspects of the model might be applied in other countries. The life experiences and observations of many of those interviewed add up to something of a small social history of the HIV epidemic in South Africa, as well as of the TAC itself. 

2 Introduction

2.1 The Treatment Literacy concept

Treatment Literacy is a phrase coined by TAC to describe training in the medicine and treatment of HIV/AIDS, HIV-related opportunistic infections, TB; antiretrovirals, their use, effect and side-effects; governance: national and international institutions and their role in facilitating or obstructing access to treatment; sexuality; and human anatomy. 

The premises behind this training are simple: ``Communities are better able to take charge of their own health and to bring about improvements in health services as the result of an integrated programme of training in Treatment Literacy... access to Treatment Literacy contributes directly to saving lives.''2 

	Treatment Literacy and `community mobilisation' 
	Other HIV `social mobilisation' efforts 

	Taught by people to groups with space for questions and interaction. 
	Sometimes uses trainers but employs more mass media and large public events. 

	Discusses Treatment of OIs and use of ARVs in depth. 
	At best, refers to ARVs, but offers little detail. 

	Frequently taught by PWAs and people openly on ARVs. 
	Trainers rarely PWAs or on ARVs. 

	Includes human anatomy, epidemiology and virology. 
	No scientific context, therefore heavily reliant on ``messages'', which are useful but not explained in depth. 

	Includes geopolitical context to explain treatment accessibility issues. 
	No political context. 

	Taught continuously at community level. 
	Mostly reliant on mass media, with occasional one-off, person-to-person community literature blitzes. 

	HIV prevention through encouraging testing, treatment and openness amongst PWAs. 
	Prevention through targeting ``entire'' population with “Abstain, Be Faithful, Condomise” messages. 

	Teaches the RIGHT to treatment, and encourages a pro-active, ``go out and work for access'' attitude. 
	Little or no rights training.

	Takes into account individual and local attitudes and subculture through dialogue with communities. 
	This approach used by some smaller NGOs, but not by any NGO doing treatment training, and obviously excluded by the mass media approach. 

	Training is egalitarian: trainers attempt to be enablers of learning, rather than know-it-alls graciously bestowing information. 
	Trainers' attitudes vary. 


Illus. 1: Comparing Treatment Literacy and other social mobilisation approaches

The key elements in Treatment Literacy are the nature of HIV, and the nature and use of antiretrovirals, the drugs that have been at the heart of TAC's campaigning since 1998. Another key element in Treatment Literacy is that it is often taught by people who are HIV positive, and very often, also on anti-retroviral treatment. [8]r3in 

For people who have often long considered HIV to be synonymous with death, who have little understanding of HIV illness, and who have been fed propaganda about the dangers of ARV treatment, there is a profound transformative impact in being taught by confident, healthy people who are open about their HIV status and in command of their health. 

Treatment Literacy is designed to help patients and communities become partners, with doctors and nurses, in taking care of their health, transforming these often authoritarian and patronising relationships. 

It is also intended to empower people as activists-to know what their rights are, what the possibilities for realising those rights are, and when, where and how, the realisation of those rights is blocked. With this knowledge, PWAs can begin to fight for life-saving treatment at every level, from insisting that local nurses observe the principles of patient confidentiality and order in basic medications, right up to putting pressure on politicians negotiating international intellectual property rights. 

The effectiveness of Treatment Literacy appears to be inseparable from activism; it is activism, and the personal experience of living with HIV/AIDS (in oneself, one's family or community) that brings dry knowledge to life. 

3 Background

3.1 Two South Africa’s

Following a history of colonisation by the Dutch and British, and industrialisation following the discovery of diamonds and gold in the 19th century, South Africa became notorious in the latter half of the twentieth century for its policy of apartheid, a system which institutionalised racial discrimination. Democracy was limited to around four million whites. From 1948 through 2000, 30 million blacks were disenfranchised and oppressed through forced removals, and limited access to land, education, and economic resources. 

The apartheid system ended in 1994 with the election of Nelson Mandela, then leader of the African National Congress (ANC) as president. The ANC, the leading party in the liberation struggle, commanded the votes of over 60% of the electorate in 1994. 

President Thabo Mbeki succeeded Mandela in 1998, and by 2000, had made himself notorious by courting so-called AIDS denialists, who doubt the conventional science of HIV/AIDS, and argue that antiretroviral drugs are too dangerously toxic to be used. The national constitution, frequently described as one of the world's most progressive, made specific provision for comprehensive universal healthcare, but was being ignored. 

South Africa's HIV prevalence in 2003 was already close to five million, but despite this, Mbeki and his health minister Manto Tshabalala-Msimang waited until then to announce the introduction of a national antiretroviral AIDS treatment programme. The programme was supposed to provide treatment for 53,000 people by the end of 2004; but, dogged by staff shortages, delays in drug procurement, and lack of political commitment, less than 20,000 people were on ARV treatment in the public sector by the end of 2004. 

Despite the government's poor track record on HIV and the huge prevalence of the disease, the ``party of liberation'' continues to command the instinctive loyalties of most black South Africans, including most TAC members. 

Literacy stands at around 85% for those over 15 years of age. Seventy-five percent of the population is black, 13% white, 10% coloured (mixed race), and 2,6% Indian. Christianity is the dominant religion, and lives alongside traditional beliefs revering ancestors for many black people. 

Life expectancy at birth has dropped dramatically over the past 10 years, now standing at just under 45 for both men and women. The population growth rate has declined to a rate of 0.25%. The country's stable economy is dogged by unemployment of 31%, a rate which has increased dramatically since the end of apartheid. 

3.1.1 Poverty, AIDS, TB, and Malaria

AIDS and other poverty-related diseases like tuberculosis (TB) and cholera are placing a tremendous strain on South Africa's health care system, eroding attempts to improve the general health of South Africa's people. 

HIV/AIDS poses the biggest threat by far, with an estimated six million South Africans expected to die from AIDS-related diseases over the next 10 years. Based on the Department of Health’s national ante-natal survey, involving anonymous testing of pregnant women at state health facilities, an estimated 4.5 million South Africans were living with HIV in the year 2000. 

Government agencies, as a well as myriad of non-governmental organisations, have risen to this challenge, mounting tremendous efforts to create awareness around HIV/AIDS, promote behaviour change, and provide medical, social and economic assistance to those affected by the epidemic. 

President Mbeki himself often refers to South Africa's parallel ``first'' and ``second'' economies. The ``first economy'' is that of the middle-classes and employed, a bubble of highly-developed services and infrastructure, of golf courses, country clubs and casinos... This is also the world in which 45 000 people are taking antiretrovirals through private managed healthcare. 

Surrounding this bubble is the second economy of the poor, occasionally employed and unemployed. It is an economy of the marginalised, neglected and mismanaged rural areas, and of urban informal settlements. Hence the stark contrast between the wealthy metropolitan provinces of Gauteng (Pretoria and Johannesburg) and the Western Cape (Cape Town), where thousands of people have quickly accessed ARV treatment versus that of the northern Limpopo province, which in early 2005 had fewer than 100 people on treatment. 

Despite increasing evidence that there are serious HIV epidemics in the politically dominant middle-class and white populations, the politics of treatment continue to be dogged by the popular misconception that only ``poor black people get HIV''. In a society with an instinctive reverence for authority, the denialist example of the president and leading members of society has set the tone for widespread fear, shame and crippling denial around the disease. 

In 2004, 311 000 people died of HIV, making the cumulative toll of the epidemic in South Africa 1 212 000[] . 

3.2 The South African health system

Section 27 (1) of the South African Constitution, adopted in 1996, specifies that ``everyone has the right to have access to - 1. health care services, including reproductive health care''. 

For many progressives in South Africa, a defining statement on the issue remains that in the Freedom Charter. That document, drawn up in 1955 at the Congress of the People in Kliptown, stated that ``A preventive health scheme shall be run by the state; free medical care and hospitalisation shall be provided for all, with special care for mothers and young children,'' and that ``the aged, the orphans, the disabled and the sick shall be cared for by the state.'' 

The South African health system is divided into the public and private sectors, and remains strongly marked by the country's past experience of apartheid, which attempted to completely separate health facilities for black and white people. 

By 1960, practically the entire white population was able to access health care through the private sector. Blacks, on the other hand, were served by a fragmented, under-resourced and ill-administered public health system. 

So, in 1994, the newly-formed Government of National Unity inherited a health system which was a ``highly fragmented and bureaucratic system that provided health services in a discriminatory manner. Services for whites were better than those for blacks, those in the rural areas were significantly worse off in terms of access to services compared to their urban counterparts. Expenditure on tertiary services was prioritised above primary health care services.''[] 

The private sector, which expanded rapidly after desegregation in the late 1980s and early 1990s, has been regulated by government since 1998 to ensure that private medical insurance schemes have open enrolment and prescribed minimum benefits[]. These include minimum benefits for the treatment of HIV-related illnesses. As of early 2005, it was estimated that 45,000 people were accessing antiretroviral treatment through the private sector. 

The private sector continues to be vastly better-resourced than the public sector. In 1998/99, for example, with responsibility for the health of 35 million South Africans, the public sector had only 41,000 nurses, 45.5% of the total; 49,522 nurses, or 54.5% of all nurses, were caring for the seven million people with access to private health care. [] 

The government set about creating an integrated national public health system which would ensure equal access to comprehensive health services for all South Africans, with an emphasis on primary health care, and through a district health system (DHS).

The purposes of the DHS include ``equity; provision of comprehensive services; effectiveness; efficiency; quality; improved access to services; local accountability and community participation''. 

Practically, these goals meant that responsibility for the provision of health services has been devolved to the provinces, with the ultimate goal being that local government takes full responsibility for providing primary health care services. At present, provincial administrations run most health services, while also allocating funds to those municipalities operating health services. 

The Department of Health set about implementing this system, with the result that ``by early 1999 there were 39 health regions, 174 health districts and 843 municipalities nationally.''[] 

The department notes, however, that remaining barriers to the proper functioning of the DHS include: properly defining the roles of municipalities, transferring resources, and creating capable municipalities. A crisis in local government in many parts of South Africa has not helped this process, with the Departments of Finance and Provincial and Local Government arguing in 2001, that ``municipalities are currently not, and would not for the short term, doing a reasonably efficient and effective job of rendering their core functions and that they should not [yet] be burdened with additional responsibility''.[] 

Another obstacle to the provision of equitable health services is that real national expenditure on public health has been declining since 1996. ``According to the recent National Health Accounts review (NHA Review) there has been a systematic overall and per capita decline in public health expenditure since 1996/97.''[] 

In August 2003, the government committed itself to the provision of antiretrovirals as part of a national ``Comprehensive Plan on HIV and AIDS''. The plan initially set a target of 53 000 people on ARV treatment by March 2004. This target was subsequently pushed back to March 2005, at which time 27 000 people were on treatment in the public health system. 

By late February 2005, according to a Department of Health statement, 51 of 53 health districts had at least one health facility providing the HIV/AIDS services stipulated by the Comprehensive Plan. 

Of the approximately 135 facilities providing antiretroviral treatment across the country, 110 were secondary and tertiary facilities, or hospitals, with only 22 primary health centres, or clinics, operating as ARV treatment sites. Sadly, though the greatest need for ARV programmes in clinics is in the rural areas, most of these clinics were in the metropolitan areas of Gauteng and Cape Town. 

An advantage for the likes of TAC is that the district health system model explicitly acknowledges ``the importance of utilising all district resources effectively, whether public, private or non-government organisation (NGO).'' 

3.3 History of TAC and outline of key activities

The Treatment Action Campaign (TAC) was started on December 10, 1998, International Human Rights Day. TAC is a South African based Section 21 non-profit non-governmental organisation that advocates for access to treatment for people with HIV/AIDS and for the elimination of new HIV infections. In addition, TAC is working towards the building of a better health care service for all. 

TAC has thousands of volunteers, many of whom live with HIV/AIDS, in all provinces of South Africa. These unpaid volunteers are involved in daily activities aimed at preventing new infections and saving lives. Coordinated by a national office in Cape Town, TAC has six provincial offices and over 100 hundred branches throughout South Africa. 

TAC has had success in fulfilling its mandate by: 

· Highlighting and addressing disparities in access to quality medical treatment, with particular emphasis on HIV/AIDS 

· Identifying problems with South Africa’s health-care infrastructure and developing effective strategies for addressing these 

· Being a founder member of the Generic Antiretroviral Procurement Project 

· Facilitating the launch of the Pan-African Treatment Activist Movement (PATAM) 

· Through workshops and the dissemination of information, proactively engaging in empowering people, especially those affected by HIV/AIDS, to live healthier and better lives, as well as preventing new infections 

· Engaging in widespread campaigns involving people from all sectors of society in addressing the above-listed challenges and changing Government’s stance on treatment 

The daily decisions of the TAC are directed by a four-person secretariat which is a subset of the National Executive Committee (NEC). The secretariat members are Zackie Achmat (chairperson), Sipho Mthathi (deputy-chairperson), Mandla Majola (secretary) and Mark Heywood (treasurer). The NEC, which was elected for two years at the Second TAC National Congress, is responsible for strategic decisions. TAC has 6 provincial offices and a national office based in Cape Town with over 8,300 members. 

TAC efforts have not gone unnoticed, evident through the numerous awards TAC has received, both national and international, including the Nelson Mandela Health and Human Rights Award, the Jonathan Mann Award, the first Desmond Tutu Leadership Award, and a nomination for the Nobel Peace Price in 2004 for the groundbreaking work that it is doing in mobilising support to meet the threat of HIV/AIDS head on. In addition TAC receives the support of Kofi Annan’s special envoy on HIV/AIDS, Stephen Lewis. TAC also has numerous partnerships with similarly focused organisations around the world and across South Africa. 


   Current Programs and Activities   

TAC has established and continues to develop the following national campaigns and projects: 

· Mother to Child Transmission Prevention 

· Advocacy for Improved Access to Medicines 

· Scientific and Treatment Literacy Research 

· International Solidarity 

· National Economic Development and Labour Council (NEDLAC) Treatment and Prevention Plan 

· T-Shirts and Destigmatization Campaign 

· Marches and Social Mobilization 

· Competition Commission Complaint 

· Treatment Project 

TAC’s provincial offices serve branches run by volunteers throughout the province. The provincial offices are overseen by Provincial Executive Committees (PECs), comprised of volunteers representing branches. At least one PEC member in each province sits on the NEC. The National Office co-ordinates the provincial offices, national events, a Resource Centre, electronic media, treatment literacy, press statements, databases (membership and others), Treatment Project and finances. The provincial offices are responsible for branch-building, running treatment literacy workshops, mobilization for TAC events and assisting the TAC Treatment Project. 

Because of the growth in TAC branches and the growing importance of TAC’s work at a local level, as well as the need to work to improve clinics and educate communities about HIV-related issues, the organization has started a number of district offices. The role of these offices, which report to their provincial offices, is to ensure that branches in the district are organized and carry out appropriate work-plans. Three TAC districts offices were started in 2003. These were Pietermaritzburg in KwaZulu-Natal and Queenstown and Lusikisiki in Eastern Cape. 

TAC is a grassroots based organization working with people living with HIV/AIDS (black, white, Indians and coloureds) and living in poor areas. TAC has thousand of volunteers, many of whom live with HIV/AIDS, in all provinces of South Africa. Volunteers come in all ages, professions, races, classes, sexualities, and genders - from members of parliament to lawyers, doctors, unemployed South Africans, scholars, students and pensioners. 

TAC is aligned with Congress of South Africa Trade Unions (COSATU), the largest labour union in South Africa. COASTU has supported, amongst others, TAC's Stand Up for Our Lives March on Parliament in 2003, the Constitutional Court victory for Prevention of Mother to Child Transmission treatment, and most recently was one of the complainants along with TAC in the competition commission case against pharmaceutical giants GlaxoSmithKline and Boehringer Ingelheim on excessive pricing. 

In addition TAC works closely with the AIDS Law Project, the AIDS consortium, the Childrens' Rights Centre, several religious groups, and the National Education, Health and Allied Workers Union. TAC's role for the next few years is to continue to mobilize communities and monitor health care provision to ensure the successful implementation of an operational antiretroviral treatment plan by generating political will at all levels of government, local, provincial and national. Even more importantly, TAC's branches need to be strengthened so that they can advocate for clinics and hospitals in their areas to function properly, conduct treatment literacy training, and mobilize communities around treatment issues. 

TAC Treatment Project   

On 8 September 2003, the TAC launched the TAC Treatment Project (TP), a Section 21 non-profit company established to make affordable Highly Active Antiretroviral Therapy (HAART) available to people living with HIV/AIDS in South Africa. This is being done on a fully, partially or unsubscribed basis, depending on a patient circumstances. 

While the TAC TP has a close relationship with the TAC, it is organisationally and financially independent. Any funds raised by the TAC TP will be used solely for treatment and related support services. Currently, 45 people are receiving antiretroviral treatment through the project, of which 35 are TAC members, and 10 are community members. In addition, 700 people with HIV have taken CD4 tests, of which 200 are on the waiting list for treatment. The Treatment Project has also taken over the responsibility of distributing generic fluconazole, a programme that continues to experience significant demand. 

TAC activists will be treated directly through TAC TP. While TAC TP will fund medicines and support for other community members, their actual treatment will be administered through public health facilities. Only public sites that meet rigorous standards, clinical selection criteria and levels of care maintained by TAC TP will be used. 

The project coordinator is Nonkosi Khumalo, who was previously the TAC women’s health co-ordinator The TAC TP was formed on the following basis: 

· To allow ordinary people to make a contribution to saving lives 

· To treat activists and to save their lives 

· To treat an equal number of individuals who are not TAC members 

· To assist government in piloting anti-retroviral therapy 

3.4 Key misconceptions

Despite a high media profile since its inception, ignorance or misunderstanding of the Treatment Action Campaign is quite common in South Africa. The organisation has been the subject of both open and quiet vilification by government officials and politicians3 in South Africa. 

TAC's legal and political victories, which have helped open the way for comprehensive medical treatment of HIV for all South Africans, have created for it many sympathisers. But few of these sympathisers know much about the nature and extent of its grassroots work, or its Treatment Literacy programme. 

The public impression is of the highly energetic and effective public and legal activism that has created much of the pressure that led to the lowering of HIV drug prices, and to the South African government reversing, in 2003, several years of overt attempts to block conventional HIV treatments with its adoption of a national antiretroviral treatment plan. 

The TAC that few people see or understand is an army of 10 000 members and volunteers across the country, working continuously in their communities to educate people about HIV and their own health on a scale unmatched by any other HIV NGO. TAC's Treatment Literacy budget is a fraction of the size of those deployed in national HIV media initiatives, but arguably has a far greater impact. 

The real TAC is (150 branches) varying in size from a couple of dozen up to 200 members, who are working in their communities, trying to do condom workshops, educate health care workers, gather information on the extent and availability of health services, build relations with doctors, nurses and administrators, help people access services, and educate communities. TAC is also the Treatment Project, which has a license to import generics, and leads the way in dispensing fixed-dose combinations in South Africa. 

3.5 A note on activist education

Treatment Literacy is the beating heart, body and limbs behind TAC's political and legal activism, and is acknowledged as such by the organisation.4 

The Treatment Literacy programme is quite different to those of other NGOs simply because the TAC has an avowedly political agenda: to see the rights to life and health guaranteed in the South African constitution (and in numerous international agreements which South Africa has ratified) made the reality. 

As such, Treatment Literacy education is carried out in a somewhat different spirit to most HIV education, in that it is firmly rights-based. HIV educators are given a clear understanding of human, health and social rights, steeped in the spirit that these rights are theirs to claim, and inspired to do so. 

4 The Treatment Programme

4.1 Who receives TL training?

The Treatment Literacy Programme has its roots in Project Ulwasi. 

Project Ulwasi (Knowledge) was launched in Khayelitsha to teach people the science of HIV/AIDS and the medical facts about treatment for people living with the virus. The project is a joint initiative of TAC and MSF, and employs two full-time co-ordinators to run workshops in schools, factories, clinics and support groups. An average of four workshops is held each week.[] 

At the beginning of 2004, TAC began to put Treatment Literacy training on a more formal footing. Across the country, 120 Treatment Literacy practitioners were chosen. The aim of their training was principally to enable them to teach a five-day Treatment Literacy curriculum to community leaders and NGO staff members.

5 Findings and Recommendations

5.1 Key recommendation one: Formal Research on Treatment Literacy

If one thing impressed me over and over again in the course of researching and writing this report, it is the almost transformative power of Treatment Literacy training for those receiving it. 

What is it that is the key to this transformative power? Is it the relief that comes with truly understanding your own illness and how to manage it? Is it the intrinsically enormously empowering knowledge TAC provides? 

Both are important, but I suspect behind them lies the experience many people have for the first time, of being told that they are capable of learning things they may long have thought beyond them. TAC believes in the value and intrinsic worth of ordinary people, of each single human life, and this is expressed somehow in the training, training which in essence says: ``You are worthy of, and capable of, exercising far greater control over your own destiny, even illness, than you ever thought possible. Let's see how to go about it!'' 

Whatever it is, though, is not as important as the fact there it is there. What is needed now is to: 

· Establish more conclusively the effectiveness of Treatment Literacy training 

· If possible, measure it and understand it better 

To this end, I propose that TAC commission a quantitative study of the Treatment Literacy programme, designed by social scientists and epidemiologists, to establish precisely what difference Treatment Literacy makes to people's health. 

Le Page: What do you mean by social mobilization; and what is effective social mobilization? 

Faried Abdullah (Deputy Director General of Health, Western Cape): There's nothing there really and we don’t have anything either. The only thing which is there, is TAC, effectively. 

I have had some tentative discussions with researchers familiar with TAC and Treatment Literacy, who believe it should be possible to design such a study. The result of the study should be to meaningfully, establish what social mobilisation is, or can be, and to make TAC's credentials in this arena irrefutable. 

5.2 Key recommendation two: Communicate the extent and nature of Treatment Literacy through professional public relations

``I mean, let’s not fool ourselves, the basic stance of the TAC towards government is that we’ll take you on, you know. We’re here to make sure you do your job; where, what stance are you; and if you don’t do it, we’ll sort you out.'' 

The interview with Faried Abdullah makes it very clear that he has a basic misunderstanding of what TAC's focus is (he thinks it's being antagonistic to and challenging government all the time), what TAC spends its time doing (he thinks it's mostly marching). 

This impression is reinforced again and again in my interviews with nurses who have become drawn into TAC: that their first or distant impressions of TAC have always been that TAC is out to get them, to make their lives difficult, rather than to help. 

What would be enormously valuable, then, would be some kind of structured communications programme directed both at provincial health officials and available for use by local activists, to give a clear idea of what TAC does as an organisation, making it clear that fighting is always a last resort, and that TAC is truly, fundamentally, more committed to treatment literacy and patient education than they are. 

At a national level, TAC is an enormously misunderstood organisation. People are intensely aware of the bursts of high-profile political activity, but they usually have no knowledge whatsoever of what has in fact become by far the largest portion of TAC's work: the Treatment Literacy Programme. People, especially health bureaucrats, think: TAC equals troublemakers. They do not think: TAC equals people who would really like to help me. 

The National Office launches and plans TAC's high-profile, national campaigns but the National Office staff do not themselves have to face the practical consequences of those campaigns, every day, while trying to work in communities. 

I hate to use the expression (given the usually perverted nature of the industry under discussion), but we're talking public relations here. And I'm recommending TAC employ a public relations company. Ride forth into the belly of the beast! If this allows TAC faster access to assisting and transforming the national health bureaucracy, then it will literally be a life-saving measure. 

Herman Reuter of MSF in Lusikisiki has made this point, as well, slightly differently: 

The discussion paper explains why TAC is political, but it fails to give activists tools of how to handle this conflict of pressure against government denialism and at the same time participating at local level. This is where direct involvement of national leaders is important at local level.5 

5.3 Lessons for TAC

It is my firm impression that TAC-style Treatment Literacy can make a big difference to the take-up of treatment, to ending denial, and improving the psychological health and happiness of those PWHAs who are exposed to it. It follows that it should be make a corresponding difference to treatment outcomes for PWHAs. At the moment however, this remains but an opinion. 

I therefore urge TAC to consider commissioning quantitative research to investigation the proposition that ``Treatment Literacy improves the health of PWHAs''. Some preliminary suggestions for how such a study could be structured appear below. 

It appears that Treatment Literacy training is an extremely powerful motivating and organising tool, from which follows the obvious conclusion that it should be prioritised in building and strengthening TAC as a whole. 

Other members of TAC wanting to deploy practitioners and trainers have to be aware of the number and importance of their commitments. For example, clinic and hospital staff frequently come to rely on the presence of trainers and practitioners, despite the 'informal' nature of that presence. At Helen Joseph Hospital in Gauteng, Sister Sue Roberts said that pretty much her only problem with TAC people was that they were often absent (with warning) for trainings! 

TAC activists should target community radio stations, as has been done in the Eastern Cape. 

It's extremely important that more resources be turned to translating and distributing TAC literature into ``mother tongues'', as a comparative lack of such materials is often raised as an issue. 

5.4 Non-HIV skills training

Many trainers and practitioners expressed the need for development of practical skills such as typing and using computers. It is clear to me that many of the more able and effective Treatment Literacy workers are able and effective precisely because they already have this knowledge. 

Organising, project management, management and administrative skills are frequently needed by TAC staff, even at provincial coordinator level, and a proper assessment of these training needs should be conducted. 

However, if this recommendation is accepted, people should not just be bent on a course. There are a great many training courses out there; most are rather poor. TAC should attempt to locate national training partners of high quality that can be relied upon to deliver more than sketchy run-throughs of the basics of Word and Excel, and calling this a computer course. 

5.5 Lessons for provincial and national coordinators

All the trainees I have interviewed are very complimentary, over all, about the training they have received. But closer questioning suggests there is indeed room for improvement. 

Caring for trainee's health.   One of the most serious issues that has arisen in the course of writing this report is that of the health of trainees, and the extent to which the pressures to perform may affect the time trainees have to take care of themselves. 

Taking care of the health of TLPs, particularly those who are HIV+ is incredibly important. It is absurd to be militating for better health care for all, while neglecting the issue in one's own organisation. 

Through correspondence in February 2005, Sibongile Mthunzi, a trainer in the Eastern Cape, told me in November 2004 that his CD4 count was 10, which makes it clear that he had not yet accessed ARVs. 

This should have prioritised long before: that it wasn't makes a mockery of TAC's mission as an organisation. Provincial coordinators should constantly be aware of the CD4 counts of all PWHAs, and when they drop below 200, organisational commitments should be reduced or set aside to accommodate the demands of people's health. 

Equally, it became clear to me while conducting interviews in the Western Cape that the training commitments of TLPs and trainers sometimes make it difficult for them to prioritize their own health. Coordinators are not making the health of PWAs a priority over their training commitments: this should change immediately. 


 Social grant fraud.   It is well-known that in the Eastern Cape particularly, disability grants are often granted in favour of PWAs who are not disabled. It appears that some TLPs may well be benefiting from grants to which they are not entitled, as well as receiving the TLP bursary. A careful audit should be done by the Treatment Literacy coordinators of all TLPs receiving social grants to ensure that they do indeed qualify. If TLPs are receiving grants to which they are not entitled, they will lose respect in their communities, and run the risk of bringing TAC into disrepute. 


 Planning.   One of the issues that may well affect planning an often ad hoc approach to when and where people will have responsibilities. In Paarl on a Friday, I tried to set up an appointment for Monday with a trainer. He told me he didn't yet know where he was going to be on Monday, that he would only hear on Monday itself. This kind of unpredictability must, to a certain degree, play havoc with trying to plan for one's own health. 

Deportment.   Observation of TLPs at work made it clear that there is comparatively little observation and feedback of TLPs at work. While some present themselves well enough, others have a highly unprofessional deportment, with distracting tics or bored body language. 

Again, a really good summary of how to teach and facilitate while keeping people's interest up was provided by trainee Busisiwe Ziqu in Worcestor: ``When you see people are tired, you change the way of teaching; you do the exercise, or go into groups, or sing songs, or do exercises that will make people laugh. As a result, you are always fresh, you can always concentrate. You hardly notice that it's time for lunch or supper.'' 

Materials and translation.   Several interviewees have mentioned that often there are shortages of Treatment Literacy reading materials and that it would help if more of these materials were translated into Xhosa and contained more illustrative material. The writer's own experience is that for several months, TAC's excellent full-colour A3 introduction to taking ARVs has been unavailable in Xhosa.

TLPs frequently undertake clinic trainings without any visual aids whatsoever. If visual materials could be developed, or acquired from non-TAC sources, this would definitely assist these informal training sessions, where TLPs are often competing for attention with television sets or other distractions. 


Over-experience.   I did encounter complaints that senior trainers ([national coordinator] Sipho was mentioned) can sometimes be too long-winded, or circular in explanations. Do senior trainers and coordinators observe and crit each other's teaching styles? This should be an ongoing process, and should be easy to do at the many national training sessions. 


Uncertain futures.   Most practitioners told me that it had been clearly explained that their time as TLPs and the TLP bursaries (R1, 000 a month) would end after February 2005. But it was clear that many had hopes that they would somehow be retained after that time. Again and again, people told me that they ``don't know'' what will happen after February. This, perhaps, was an inevitable product of larger TAC organisational uncertainties. But certain practical steps that would cost very little could have been taken to assist TLPs in preparing for what are likely to be somewhat less nurturing environments than TAC itself. 


Graduate job fair.   For graduating Treatment Literacy practitioners, a jobs fair should be considered, after one or two days of training about job seeking. This training should provide advice on preparing CVs, attending job interviews (turnout and presentation), writing job applications, searching for jobs, thinking about individual enterprise, and seeking further training. It is likely that the Department of Labour, for example, or the Department of Education, could provide assistance with this. This training should be scheduled well in advance of graduation, as this would go a long way towards building practitioners' confidence about their futures outside of the Treatment Literacy Programme. 


Certificates.   Attendance certificates for those who do TAC trainings should be organised, as trainees take great pride in their attendance, and many would enjoy having something to mark them. 


Language and power.  There is a distinct tendency amongst trainers and practitioners to over-use the jargon of HIV. Some thought needs to be given in training to pointing out the ways in which language can be used to include and exclude. Jargon is the language of the included and powerful; it is used to undermine, exclude and marginalise. Too often, I have seen practitioners and trainers use jargon in contexts, such as waiting rooms, where understanding should not be assumed. Trainers should audition or monitor practitioners and each other for this tendency. 

It is far from unusual to hear TLPs in training or lecturing situations using abbreviations such as STIs, MDR, TB etc, without explaining properly what is meant. Doing this is like throwing up walls in front of those who may wish to learn; they may feel stupid or excluded, and will switch off. 

Training should include a discussion of the usefulness (a shorthand amongst the well-informed) and pitfalls of using jargon (showing off knowledge, excluding the more `ignorant', maintaining `in' groups and `out' groups). 

But more importantly, practitioners need to be assessed in one-on-one and group training sessions by coordinators, and pulled up repeatedly if they make too much use of jargon, as is frequently the case. 

One method of doing this could be to stop in the midst of a training session where new material is being introduced to TLPs, and ask them to examine and consider their current emotions - some may be feeling intimidated by the material, some may have questions which they are too embarrassed to ask, some may be puzzled by terminology that has not been heard before. Becoming consciously aware of their own emotions during the learning process will help them to understand and become more sympathetic to the emotions of those they will be teaching. We should remember that many South African's primary teaching/learning model is extremely authoritarian, and if they have not learnt to consciously challenge this influence, TLPs may unconsciously slip into that `mode' when training. 


Gender issues.  South African society, as we know, is in many ways extremely conservative where relations between men and women are concerned. 

Meaningful, practical forms of gender training. It is STRONGLY recommended that consideration be given, where possible, to creating male-only and female-only, discussion and consultation groups. Even in cultures far less gender-polarised than our own, such groups facilitate openness, frankness and support. TAC is in many ways (though of course, not in leadership) a female-dominated organisation. 

It is quite likely that discussion of gender issues by men amongst men may actually help redress the male-female imbalances in leadership structure. 

Gender-based training, as pioneered by RADAR amongst rural women6 in Limpopo is rooted in analysing attitudes to men and women as expressed in culture: songs, family structures, and so forth. It should be possible to design or commission the design of training structures that assist this kind of analysis and insight. 


Time-keeping and punctuality.  TAC people in general (not just TLPs) apparently do not have a reputation for punctuality. In Cape Town, while acknowledging exceptions, one interviewee said, ``You just know that if you're expecting TAC, that they're going to arrive late.'' 

A Johannesburg interviewee said clearly that while the contributions of a TAC trainer to her NGO-type organisation were enormously valued, she could never be sure he was going to turn up on the expected day or at the expected time. 

While in Johannesburg myself, one particular practitioner who was appointed to assist me failed repeatedly to turn up for appointments or to return phone calls. 

TAC frequently expects that it should be taking seriously as a partner. Part of being taken seriously means professional conduct, and professional conduct includes reliability and punctuality. Again, these are matters that should be openly discussed. I understand that frequently practitioners are reliant on their own scarce resources in order to travel. Commitments should be planned with the limitations of those resources in mind. 


Traditional medicines.  Issues of training around traditional medicines and traditional healers are a big point of confusion for many TLPs. This varies considerably from province to province - hardly an issue in Cape Town, it is raised frequently as a source of anxiety and confusion by TLPs in the Eastern Cape and KZN. 

In part, this seems to reflect something of a gap in TAC's overall communications. It is not unusual, particularly since the Rath issue7 has arisen, for TAC to issue pamphlets and statements clarifying what TAC is against in the areas of alternative/traditional/quack medicine (I do not mean to conflate them). It is not so clear what TAC is for. 

This report cannot decide what TAC policy in this area should be. But there are certain practical suggestions that can be made in teaching TLPs about how to handle the issue. 

The main point to make is that in pretty much all arenas of medicines there are practitioners who are either irresponsible, make inflated claims for their treatments or are simply out to exploit those who are sick and desperate. The trick, then, is for patients or their families to learn to distinguish between responsible healers of all kinds, and those who are incompetent or charlatans. 

Some African people may regard criticisms of traditional South African healing practices as having started as racist disparagements of traditional culture that have been made by arrogant whites, and now happen to be repeated by certain blacks. 

	
	'Quacks' 
	Responsible healers 

	Accreditation 
	Are not accredited to professional organisations, have made-up credentials, or are not accredited by reputable bodies 
	Are accredited by reputable professional bodies, such as the Health Professions Council, which set standards for their members, have disciplinary powers and use them where necessary. 

	Qualifications 
	Either have no qualifications, have spurious qualifications, or tend to over-emphasize legitimate qualifications. 
	Legitimate qualifications from recognised institutions.

	Humility 
	Irresponsible healers tend to be short on this quality. 
	Responsible healers acknowledge their own limitations, and will refer patients when they cannot manage a particular condition. Or they will outline alternative treatments to the patient before treating him or her with their own. 

	Science 
	Often mimic the language of science, using jargon and elaborate references to journals or papers, but prove on closer examination to be misrepresenting those sources, or to be making nonsensical use of legitimate scientific terms. 
	Can point to where their practices are backed up by science, or acknowledge frankly where they and science part ways. 


Illus. 2: Quack-spotting: suggestions for distinguishing between responsible and irresponsible healers

In this respect, it may help African TLPs to know that white and middle-class South Africans effectively have their own `traditional healers', those who fall into the huge category of `alternative medicine'. Many of the alternative practices which are used frequently by middle-class people, such as homeopathy, reflexology, and iridology are considered by most scientists to be useless. An important question to always ask is if in addition to being 'useless', they are also harmful. 

It is also worth pointing out that certain, often harmful, practices among traditional healers, such as inducing vomiting or diarrhoea, were also common practice among Western doctors, along with `bleeding', as recently as 150 years ago. 

Another concept which is absolutely essential in understanding how even spurious treatments can appear to have benefits is the placebo effect, and this should be discussed in-depth in TLP training. 

Ultimately, the key to quack-spotting is treatment and scientific literacy, reading and common sense. 

5.6 Lessons for practitioners and trainers

5.6.1 Holding people's interest during training

A really good summary of how to teach and facilitate while keeping people's interest up was provided by trainee Busisiwe Ziqu in Worcestor: ``When you see people are tired, you change the way of teaching; you do the exercise, or go into groups, or sing songs, or do exercises that will make people laugh. As a result, you are always fresh, you can always concentrate. You hardly notice that it's time for lunch or supper.'' 

Ask your fellow TLPs to observe you carefully while training. Is your body language confident and professional? Or are you given to fidgeting, or looking bored while partners are doing training, in clinics for example? If working with partners, it is better to sit down while the other is training? 

Cell phones should be switched off while doing trainings. It is rude and disruptive to be answering the phone in the midst of teaching people. Why should they give you their full attention when you are not giving them yours? 

In rural areas especially, the importance of doing research before undertaking trainings would seem to be very important, to establish what local language and cultural issues bear on how you do training. 

Consider, in certain contexts, particularly discussions of sex and gender, initially separating men and women to allow frankness and build confidence. South Africa remains a very sexist society. Men frequently respond to women's presence with silence or machismo, women in turn frequently defer to men. Even with TAC members of long-standing, who may be somewhat less prone to these patterns, separating sexes on occasion is likely to be a valuable exercise. As is frequent reflection on the role of gender in both society and TAC itself. Why is TAC's membership mostly female? Why is its leadership so much more male? 

5.6.2 Getting access to clinics and hospitals

A frequent problem encountered by TAC members and trainers in rural areas is that their attempts to provide peer education to patients in waiting rooms are stymied by staff that see TAC as trouble-makers. Often as well, staff feel threatened by the knowledge of TAC educators, as their training in HIV matters is of a far superior quality to all but a very few nurses, and quite often better than some doctors. 

The ``trouble-maker'' image is an inevitable effect of TAC's national activism, and of the dislike the organisation has inspired in many politicians and administrators. (The need for marches and so-called trouble-making is likely to persist for some time, but some more sensitivity from national organisers to the problems this creates for ordinary members would not go amiss.) Lower-level health department staff, even when sympathetic to TAC, may sometimes be loath to contradict real or perceived departmental bias against working with TAC. 

· Cultivating local power-brokers. In one case, in KwaZulu-Natal, there were problems getting TAC access to a particular clinic-the sister-in-charge was blocking access. The TAC trainer in question approached the amakhosi (the local chief), who in turn raised the issue with the sister. At time of writing, this approach seemed to be bearing fruit. 

· Cultivating support groups. Another strategy is to build links with existing support groups in the area, who may have relationships and influence that can facilitate access. 

· Empowering health workers. Health care workers who feel threatened by the knowledge of TAC members may quickly become allies if they are given the opportunity to learn themselves. Invitations to TAC training sessions are frequently welcome, and help create understanding between TAC and local health workers. 

· Attention to formality. Clinic and local health administrators are usually sticklers for formality. Formal letters of introduction from TAC provincial coordinators, phone calls and faxes, as well as personal introductions, are already frequently used, and should not be neglected; they often help smooth the way for practitioners or trainers who might otherwise struggle to gain access. 

A warning: the danger of confidence becoming arrogance   

TAC can greatly assist health workers. But TAC is not a replacement for health workers, and should not behave as such, or become unreasonably demanding, as the following incident suggests: 

Abdullah: A TAC branch arrived there at Hottentots Holland Hospital and on the first day, they said to the superintendent: ``We want an office here''. 

It doesn't really matter whether or not this incident has been accurately reported or not, it's the perception that counts. All too often, the perception held by health department officials is that TAC is arrogant. This perception does not encourage meaningful communication and cooperation. 

Footnotes:

1 Reckoned by numbers: according to UNAIDS' 2004 report, ``South Africa still has the highest number of people living with HIV/AIDS'', though the proportion of population infected is higher in Botswana, Swaziland and Lesotho 

2 Gareth Rossiter, TL Programme report. 

3 See, for example, ANC Today, Volume 4 No 50, published on 17 December 2004 

4 The executive summary of the TAC NEC's resolutions adopted on 24 and 25 January 2005 stated that, ``The backbone of TAC's work is our Treatment Literacy programme directed by [national coordinator] Siphokazi Mthathi.'' 

5 Email from Herman Reuter to Mark Heywood and Sipho Mthathi, copied to TAC staff, July 29, 2005 

6 Dr Julia Kim, Intervention with Micro-finance for AIDS and Gender Equity, Acornhoek. Tel: 013 795 5076. 

7 `Dr' Matthias Rath, a Swiss vitamin magnate, began in late 2004/early 2005 issuing statements attacking TAC and the use of ARVs in treating AIDS - while recommending combinations of vitamins as alternatives. He has allied himself with certain traditional healers and AIDS denialists. His campaign has been criticised by the WHO and Western Cape provincial Department of Health. TAC has reported him to the Health Professions Council for practising medicine without a license. 

TREAMENT LITERACY AND THE NEXT 2 YEARS [2006 -2007]

HISTORY OF TREATMENT LITERACY

Project Ulwazi

Educational programme for TAC that started off in Western Cape. An educational program started in 2000. Treatment Literacy became a national focus: A national and provincial treatment literacy co-coordinators appointed. Currently we have Nationally 30 Trainers and 110 TL Practitioners working in clinics and ARV site doing educational sessions for patients in waiting rooms. They also do district and branch education and for support groups as well as for partner organizations on request. They have worked with recreational programmes like those of the department of correctional service and traditional healers. 

The have also assisted in follow up work like social grants and have been information resources in their respective communities. A good example in Paarl, Western Cape whereby TLPs were given a certificate of recognition by the community and the Centre for Health Care for the splendid role they play in capacitating the community with information and health education. Some even assist as HIV Counselors in the facilities where there is shortage of staff and also assist in pharmacy due to their knowledge of medication used for certain opportunistic infections and sexual transmitted infections.

   Model:

·     Starting point and key message - HIV is part of community   experience

          and part of our lives

·    TAC volunteer educators most of which are living with  HIV educate using their stories and life experiences but also explain scientific/ Medical facts

 Sectors where we started:

- Clinics and HIV Support groups (primary focus)

- Workplaces

- Social institutions (Churches, Schools, youth groups)

- Building Treatment literate cadres within TAC, in HIV support groups,    NGOs and HIV/AIDS service organisations

- Similar programme model used in other provinces 

- Emphasis on strengthening capacity of support groups and AIDS service organisations to do integrate Treatment awareness in their work 

Formal training workshops
· Lobbying social institutions to integrate Treatment literacy in their programmes

· A National Treatment Literacy school - an intensive training school to produce trainers and community mobilisers who can directly support treatment sites:

·    - PLWAs, Counselors, Community Health 

·      workers already attached to Health facilities,                

·      Organisations who are part of our networks  

· Schools and Young people trained as a most group that is prevalent to HIV infections.

TREATMENT LITERACY IN 2003 – 2005

Focus was on giving support to 6 provinces where the Treatment Literacy programme existed by training of TLP and TLTs and the monitoring work done by the practitioners. Training of Health Care workers, Support groups and PWAs. Continuation of community mobilization and training of branch members as well as our partner organizations.

Emphasis was put upon supporting the ART roll out plan that the government has initiated. The demand of practitioners in sites and clinics has been amazing. This was evident in the rise of people going for VCT, increase of treatment demand thus long list of waiting list in sites. They have played both the role of educators and counsellor in many of the clinics where there is shortage of human resources.

Within TAC in districts where there were no TLPs due to employment of TLPs trained in those districts requests is put forth as often. In provinces where TAC is not functioning the need arises as well and support through material and ad hoc visits and training for Free State and Northern Cape has been done and follow up is needed.
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Integration of programmes

TL and TP

It is the view of the treatment literacy department that the perceived programme can act as a very good catalyst for organizing and all other programmes.

Practically, where a group of practitioners are working in a clinic/ hospital, an ARV site, or with a collection of support groups, they would be giving the basic scientific knowledge but also finding out for instance, what the problems experienced by people in support groups with accessing medicines are, they would be encouraging people to go and ask for CD4 counts, prophylactic medicines, etc. Organising would then follow up with the practitioners to see if people get what they need and if they do not that would then be the basis of a local campaign for the particular issue needed.

This has been tried in 2005 but has not worked as smooth as planned thus the next 6 months need to focus on it. Collaboration work has been done with Treatment project in terms of facilitation of preparedness trainings and workshops on importance of CD4 counts, VCT and Adherence. This though needs to be continuous.

More referral work needs to be done when training support groups and identification of PWAs needing treatment urgently to be referred to TP and nearest sites.

But a great degree of co-ordination at provincial level is needed to get this right.

The provincial co-coordinator has to support the TLC, Organizer, TP co-coordinator to meet regularly, for the organizer to visit as often as possible the practitioners with the TL co-coordinator to get feedback and assist the TLPs to get their branch to take up issues they see as challenges in the clinic/ hospital. Ideally, the organizer should sit in all the monthly feedback meetings the TLCs do with the Practitioners so that they can pick up on what is happening where and what support and follow up work is needed where. This will really help make sure that where we have started to build something, we are able to sustain and where that initiatives are not lost.  

Campaigns and Organising

In districts and clinics where TLPs do educational work a number of challenges arise which needs follow up in campaigns and community awareness which campaigns and organizing can take up. Monitoring work captured in TLPs reports based on the good working relationships they have made with HCW has been phenomenal and needs to be followed up by engaging the DoH and follow up on Health committees as well as the site ARV board.

PCR and TL

Policy communications and research department with TL will be working on fact sheets and posters to be developed for public use and to help communities understand better issues of reading CD4 count results in support of the VCT and CD4 count campaign in which people are encouraged to test and be treated. A massive media campaign is organized. Posters to be developed that will speak to young people on issues of prevention. The media TLPs are doing a remarkable job in capturing stories from their communities in raising awareness of the roll out and its challenges.

Educational programmes

Training to be focused on HCW in the newly accredited sites and soon to be accredited for preparedness and knowledge of criteria for accreditation.

In support of the step down campaign clinics will also be trained on the same and management programme such as encouraging adherence and the importance of CD4 counts and living positive.

STRENGTHNING THE PROGRAMME IN LIMPOPO AND MPUMALANGA

The Limpopo and Mpumalanga programme is still young and needs more support. Currently Mpumalanga 21 TLPs currently works and 10 TLPs currently working. This number will increase to 30 per province as the programme matures. Reviews will be done in February next year 2006 and trainers will be selected and new TLPs trained from the already trained ones in Bronkhornspruit which will fit in the proposed structure to follow below.

Planning for the expansion of capacity in 2006
A further 120 treatment literacy practitioners will be trained in 2006. These will be located in the Limpopo, Mpumalanga, Free State, North-West and Northern Cape provinces. Existing TLT will be utilized as National resource and will conduct trainings in all provinces. They will also be responsible for International work as required as well as training private companies and NGOs per request. They will also conduct the district work sessions. TLPs will be responsible for clinic, support groups and district trainings. They will also play a role in sitting in health committees and monitoring the roll out. They will be supported by peer educators who will be trained but not in the bursary programme and will form a second layer of educators and their main function will be branch education and facilitation of induction workshops.

The selection of these trainees will be made in this period and plans to begin training early in 2006 will be made.

It is planned that by April, a five-day basic Treatment Literacy training workshop will be done for activists and health workers in North West and a follow up for Free State and Northern Cape in May 2006.  This is a result of many requests by partner organizations groups and activists in these provinces. The idea is to bring together up to 30 participants from North West and 50 from Free State and Northern Cape in a central place for an intensive Treatment Literacy foundation Course. With growing capacity envisaged through the training of trainers, it might be possible to do more than one of these.

Partnership with SAMA and PPASA will be looked at especially for the support reasons and follow up. WE have developed a strategy whereby provinces like WC, GP, EC and KZN who have long existing TL programmes have adopted new developing provinces. WC has adopted Limpopo, KZN adopted Mpumalanga, GP adopted Free State and Northern Cape and EC adopted North West for support. The provinces further adopted rural areas within their provinces to work with.

Exit Strategy

Currently we have 30TLT and 110 TLPs working in 6 provinces. TLTs facilitates provincial training events and training for NGOs and private companies as well as supervision of TLPs. TLTs also facilitate National trainings as required. TLPs in turn do site trainings and district training as well as support groups and branch training. 

As recommended by the TAC evaluation will be placed in the bursary system for a year and therefore be exposed to employment opportunities or further education. This will open opportunities for other TAC volunteers to benefit from this skills development programme. Each province will be responsible for the placement of their own TLPs with the assistance from the programmes administrative assistance.

New recruitments of TLP and training will take place in November 2005. 5 TLPs from each district with special focus 1 TLP for organizing, 1 TLP for Media, 1 TLP for Material distribution and Monitoring , 1 TLP for Education and 1 for Treatment Project where TP exists and where not TLP will be responsible administering the programme and giving support to their district as will be determined by the district.

National TL Coordinator   
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District Teams









 Consisting of peer educators and district committee

Sector Support

TL will continue supporting the youth sector and the PWA sector through doing education for both sectors as required and further strategies to be determined. Current TL provides training for schools and youth within the TAC branches and PWA as determined by each province. As a strategy TL will also starts the programmes in the identified district that organizing and campaigns will be focusing in as per the integration strategy.

Focus on strengthening relationships with HCW

TL will also focus at strengthening the relationships built by TLPs and further advance them for communication purposes and better strategizing and better monitoring of the roll out.

In preparation for the step down campaign this will be of importance as well for the campaign on improving access to better health care through having a human resource plan from the DoH.

Accreditation process

Application to be recognized as a service provider has been submitted with the Health and Welfare SETA. Meanwhile the process unfolds a partnership with University of Western cape Centre for Extended Learning in partnering with colleges to host the TAC programme facilitated by TLT and complimented by the an identified course within the college and an accredited certificate issued by the institution of higher learning are in process of formalization and getting a partner college through CEL. The process will be piloted in the Western Cape and future roll out in the other provinces.

Current needs

· Find appropriate partners for provinces outside TAC

Future needs

· Develop working plan with partners

TL Evaluation Report

It is recommended that an evaluation on the programme and its impact be conducted by October 2006. This will assist in further development of the programme and best monitoring of its impact and further strategies to be developed for its advancement.

 Plan for next year

(i) TL main focus will be training and community mobilization in rural areas and well equipped urban districts adopting rural districts for support.

(ii) Further training and capacity building will be targeted at strengthening the existing and to be conducted training event at districts and sites that are newly accredited as well as to be accredited sites. This will build capacity as well as strengthening the 2 X 6 Campaign.

(iii) Proposal that TLTs be employed by TAC with three options as follows:

Deployment of Treatment Literacy Trainers in 2006 and beyond

Considering Contractual Options

Background

During 2004 the Treatment Literacy Programme trained 40 trainers in 4 provinces. Presently these trainers are undergoing an internship as part of their training. 

The internship comprises conducting up to sixty training workshops in districts in the four provinces. During this period trainers will be assessed and will complete a number of assignments before March 2005 that should prepare them to undertake ongoing work in Treatment Literacy training in 2005 and beyond.

The training of a team of treatment literacy trainers, the development of materials, the development of systems for record-keeping and assessments and the pending applications for accreditation of the Basic Course in Treatment Literacy
 have together significantly improved the capacity of TAC to undertake treatment literacy work.

There has been some initial surveying of the market in the four provinces
. The demand for treatment literacy training includes the training of health-workers, NGOs and support groups. The demand for treatment literacy training in the four provinces needs to be investigated further in the first quarter of 2005. Detailed plans need to be developed

Proposals for integrated district-based community mobilization and treatment programmes are being prepared. These programmes will require the ongoing work of treatment literacy trainers.

In addition there is demand to extend the reach of the TAC into other provinces in the country. Some initial treatment literacy work has been undertaken in Limpopo and Mpumalanga Provinces and a training workshop for Free State, North West and Northern Cape took place in March 2005. Plans for the consolidation of this work need to be developed so that by the close of 2005 there is a core of treatment literacy capacity and systems in these provinces. 

The 2 by 6 Campaign and the urgent treatment literacy work required in other African countries, apparent through TAC’s involvement in PATAM, stretches the demand for treatment literacy trainers in and outside South Africa. 

At present all trainee trainers are on a course of study offered by TAC and have bursaries. The bursary contracts expire at the end of December 2005. Should the TAC wish to retain the trainers, it would need to consider a range of options.

Given the demand for treatment literacy training and the fact that only the TAC is presently training TL trainers, there is the potential that other organizations will seek to offer contracts to them. In addition there is likely to be an understandable anxiety on the part of trainees as to their employment status next year which will result in them seeking other options unless the position is clarified. 

There is an urgent need to develop a longer term (two-year) vision and detailed plans so that the human resource needs can be assessed and TAC can make its needs and intentions clear to trainers.

Options

Full-time Contracts

The TAC may wish to offer full-time contracts to a number of trainers based on its needs and available funds. 

This is likely to involve a cost to organisation of a sum of R5 000 per trainer per month including provident fund and medical aid contributions. A further R1000 per trainer needs to be budgeted for travel expenses to ensure that they are able to be mobile. This is a conservative sum given the level of skill of work and the rate that the market is likely to place on these people.

The total cost to the organisation per annum would be R2,184 million. 

Retainer Contracts  

The TAC may wish to contract trainers on a retainer basis. That is a fixed number of days training a month for a fee, say twelve days @ R3000/ month. Should the TAC wish to use the trainer for more days than stipulated, an additional daily rate would apply.

This would minimize the responsibility that TAC would carry as employer. However the management of trainers under this arrangement is less clear as the trainer is not fully employed by the organisation. Trainers will be free to take up work with other organizations.

Free Lance Contracts

The TAC may choose to establish a data-base of trainers and contract them on a needs basis.

This will mean that trainers will be responsible for generating their own work. It is likely to lead to many taking up other employment as most are likely to prefer a regular and reliable income. 

Trainers would have to be paid a daily rate. (Say R400)

Under this option it may be best to encourage the formation of some agency that manages trainers and their timetables. This would entail additional costs to TAC as the costs of the agency would need to be covered.

However it would mean that the agency would be looking for other training contracts to maximize the income of trainers.

The TAC may wish to facilitate the establishment of such an agency that could be a partner organisation to the TAC or seek to make the necessary arrangements within the organisation to undertake this work.

Whatever option is chosen, TAC will need to enhance its capacity and systems to manage this work whether directly or through contracts with third parties.

Recommendations

Given 

· the need to secure the services of TL trainers for 2006 and beyond

· the absence of clarity of whether or not there will be sufficient resources to employ all trainers on a full-time basis

· the need to clarify the position to TL trainers as soon as possible

· the absence of clarity of the details of plans 

· the need to expand TL work 

It is recommended that 

· all TL trainers who meet the assessment standard by February 2006 are offered “retainer contracts”

· systems to manage these contract be established and personnel recruited/assigned to take up this work  

· the TAC facilitate the establishment of an “agency” (company) to seek contract work for TL and to deploy TL trainers for this.

· additional TL trainers be trained in for deployment in Limpopo, Mpumalanga, Free State, North West and Northern Cape. 

Questions Regarding TAC Treatment Literacy Programme

1. What have the successes of the Programme been?

2. What successful aspects could be improved?

3. What have the weaknesses of the Programme been?

4. What suggestions/recommendations are there for improving those aspects that were weaker?

5. Were there any gaps in the Programme?  For example, was any information left out?  If so, what could be added?  

CAMPAIGNS & ORGANISING

The Organising Department has gone through some changes both in terms of leadership and programs.

After the last National Congress there were resolutions that needed to be operationalised.

We identified campaigns and the first activity was civil disobedience to pressurise government for a treatment plan that included ARV’s.

A task team was set by the government to investigate the impact of HIV/ AIDS with a treatment plan that included ARV’s as an option and without ARV’s. The glorying fact was the devastating impact of HIV in our household and children. The cabinet then sent out a statement that said people should get ARV’s.

TAC’s work therefore intensified around community mobilisation and Rx literacy campaigns. TAC had a vested interest to make sure that people understand ARV’s and importance of adherence. Branch members were trained in TL and each branch adopted a clinic posters were put up in Libraries, clinics, hospitals and in schools.

Brach members also adopted schools working with then to develop Schools AIDS Committee, and HIV/AIDS programs. We also adopted churches within a branch’s working distance. 

We currently have 7 district offices and have a presence in 32 districts. Our membership has grown and a program for induction of new members is being developed. 70% of TAC membership is women and therefore an effort is made to develop leadership skills. After the evaluation report we developed a plan to build our districts. So as to have leadership from our district with district vision, plans and activities. This has been done through district work session.

We are currently developing an induction package that would include TAC Constitution, TAC Policy for staff and volunteers, National Health Act, History of TAC and Municipality System Act.

We now have a system of provincial Quarterly plans, Provincial Co-ordinators meeting and Organisers meeting.

Our main campaign is 2by6 which meant that our volunteers monitor treatment sites with a special focus on waiting list which means people that arte eligible for Rx are placed in a waiting list and continue with pill count. We challenge this in the Eastern Cape and were met with police brutality.

We also monitored the accreditation process, which was highlighted in Limpopo through Tinswalo activities. Most hospitals were accredited after pressure from TAC office. The organising Dept “s” focus will be in the 3 provinces – EC, Limpopo and Mpumalanga around Rx and Rx sites.

Building leadership and TAC branches will be focusing in the KZN, Gauteng and Western Cape.

The National Congress resolutions will help to shape the work of TAC and t6he vision of TAC in the Provinces and Districts.

Compiled by Linda Mafu, National Organiser
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Report: Treatment Project 2004-2005

A: STRUCTURAL / ORGANISATIONAL/ OPERATIONAL

The Treatment Project (TP) has a Board of Directors consisting of 15 members, which have held their positions as from May 2003. Many of these Board Members are TAC staff members based in various provinces where TAC has provincial offices and also national staff members and some are TAC National Executive Committee members, most of them being people living openly with HIV. The Treatment Project Board only had one meeting in June 2004.  [A quorum was met for this meeting and the meeting proceeded]. – (Minutes attached)

The TAC Treatment Project is operational in 5 provinces.  These are:  KwaZulu Natal – Sindisiwe Blose as coordinator, Eastern Cape – Lulamile Timbiliti as coordinator, Western Cape – Ntombuzuko Khwaza as co-ordinator and Gauteng -  Zolani Mente,  as co-ordinator,  who joined us on 10th of January 2005, taking over from Dudu Dlamini who was co-ordinator from May 2003 up until October 2004.   

In the last quarter of 2004 the Treatment Project commenced a successful working relationship with the Tintswalo Hospital in Limpopo and that relationship has been sustained to this point with plans to strengthen and expand the programme within the province.

The Treatment Project National Coordinator, Nonkosi Khumalo, who took over from Eduard Grebe at the end of March 2004, has, as from the beginning of 2005, worked from the Gauteng TAC offices.  The National office has since moved to Gauteng as the co ordinator relocated to the Gauteng province.  

On the TAC Treatment Project Board of Directors, we have a registered (dispensing) pharmacist (Gavin Brown) who is based in Cape Town and he is the only person responsible for ensuring that prescriptions are processed and medicines are sent to patients in provinces timeously.

Anthony Achmat has been the Treatment Project accountant since 2003, whereafter Theresa Raizenberg, was appointed as the TAC TP bookkeeper.

Dennis Matwa who was the TAC Treatment Project’s Administrator was appointed as TAC Provincial Organiser of the Western Cape.  Joey Hassan was then appointed as the TAC Treatment Project Administrator from Mid June to August 2004 on a temporary basis. Veronica Shumane, the TAC National Assistant Administrator filled this position from then until March 2005 when the TAC Treatment Project Administrator, Surena (Sue) Alexander was appointed.

B: PROGRAMME DELIVERABLES:

(1) Fluconazole Programme:

In the past year (January 2004 to February 2005), the TAC TP had distributed,  through the Brooklyn Medical Centre in Cape Town,  approximately  85389 capsules of Fluconazole to the following provinces:

In December 2003, we received a stock of 20 000 Fluconazole tablets. 20 000 more capsules were delivered within a week of receiving the first batch. In total, we had 40 000 capsules for distribution between January and April 2004. All of this Fluconazole was distributed between these periods of time. (Distribution on a quarterly basis)

Figures of Fluconazole distribution by provinces between January and April 2004:

· Western Cape: 1 170

· Gauteng: 11 464 (i.e. Othandweni (Hope For Life, Jeppe’s Town Medical centre, La-Rochelle Medical Centre (Rosettenville] 

· KwaZulu-Natal: 9 520 (i.e. Ethembeni & Hillcrest Medical Centres)

· Mpumalanga: 4 325 (i.e Ndlovu Medical Centre and ACTS Clinic, Whiteriver)

· Eastern Cape: 4 026 (i.e Masangane Project)

About 1000 capsules were sent to Zimbabwe in February. 

TOTAL: 31 505

Between May and Mid June 2004, distribution has been as follows:

· Gauteng: 716

· KwaZulu-Natal: 3710

· Mpumalanga: 5966

· Eastern Cape: 1860

· Free State: 324

TOTAL: 12576

Between June and September 2004, distribution was as follows:

· Gauteng: 1678

· KwaZulu Natal: 7448

· Mpumalanga: 9325

· Western Cape: 325

· Eastern Cape: 3220

· Free State: 275

Total: 22271

Between October and December 2004, distribution was as follows:

· Gauteng: 1475

· KwaZulu Natal: 6338

· Mpumalanga: 6222

· Western Cape: 120

· Eastern Cape: 4327

· Free State: 330

· Limpopo: 225

Total: 19037

TOTAL AS AT MARCH 2005 – 85 389

(2) CD4 COUNTS PROGRAMME: 
Kwazulu-Natal:

In KZN 1022 CD4 count Tests were done. Of those 433 had cd4 counts of less than 200. 35 are currently on treatment: 19 of these are TAC activists and 16 community slots. 15 have been referred and are accessing ART programmes through Thembalabantu in Umlazi, these are over and above what we could provide for.

All of the community slots in KwaZulu Natal are filled by Greys Hospital and are within the Umgungundlovu district. As soon as the site is accredited, all the TP community slots will be moved onto the hospital programme. 

Stanger Hospital has taken over 45 TP candidates onto the programme. When the programme started in this site, they had enough treatment for 80 patients and then allocated us 20 of the 80 slots immediately and in the meanwhile prepared others to start as the programme expanded.  (20 of those are confirmed to be on treatment at the site.)

Total on treatment: 35

A succession of meetings took place in and during February and March 2005.  A number of these were to look at the link with funders and also organisations that were like-minded.  We also met with the Provincial Team and were able to identify the role of the Treatment Project in KwaZulu Natal and look at building a vision that would be supported by the other programmes within TAC.  

In March 2005 follow up visits on patients that had taken CD4 Count Tests were conducted.  We needed to ensure that they were accessing ARVs.  45 of the number could not be traced.  Many had moved house and not left forwarding addresses. They were not contactable telephonically.  We have since spoken to our local coordinators who initially made the contact with us on behalf of these people.  They were able to track down a few, but not all of them. 

The TAC Treatment Project in KwaZulu Natal received support from one of TACs international volunteers who travelled around the province with the Provincial Coordinator.  The Team (Coordinator and Volunteer) met with doctors where a database system was introduced.   

A CD4 Count Preparedness workshop was conducted for TAC branches and support groups in Mpumalanga and this was an absolute success.  Our planning for the province is ongoing and I am once again in preparation for CD4 Count Testing in the Mpumalanga area

Gauteng:

In Gauteng, 1323 CD4 counts Tests were conducted. Of those 524 were less than 200. 19 are currently on treatment. 

Arrangements have been made with the following sites for placement of other candidates:

Inner City:
 Helen Joseph Hospital and Johannesburg General Hospital (Inner City TAC Branch)

Johannesburg General Hospital - This process in this facility was facilitated by the Treatment Literacy Practitioners who were placed at this Site; hence about 15 patients are now receiving treatment through the site.

Helen Joseph Hospital has 30 patients who were referred from the Treatment Project.  10 of these patients were transferred to Leratong Hospital in October 2004

Soweto District: 

Chris Hani Baragwanath Hospital (Dr Kastard and Dr Ntombi Mhlongo) Dr Mhlongo is the Treatment Project attending Medical Doctor who monitors patients. She is employed by the Baragwanath Perrinatal Health Research Unit.  Dr Mhlongo worked very closely with Dr Kastard, (who is the attending medical doctor at the ARV Clinic, at Nthabiseng Clinic) and Ntobeko Mvimbi (Treatment Literacy Project and Treatment Project beneficiary),  to get the 10 Treatment Project candidates onto the programme; 

Areas worked in are: Mofolo, Dobsonville, Orlando and Diepkloof

Tswane District 

Kalafong Hospital has 11 Treatment Project candidates from TAC.  Areas worked in are: Soshanguve, Mamelodi, Eersterus and Garankuwa

Sedibeng District 

Kopanong (Dr Tickley) (Vaal) has only 5 candidates from the TP.  Areas worked in are: Vereeniging, Sebokeng, Boitumelo, Lockvaal and Evaton.

Ekurhuleni District: 

Natalspruit Hospital has 19 candidates on the programme who were on the Treatment Project waiting list.  Areas worked in are Tokoza, Katlehong and Vosloorus.

Thembisa Hospital has 7 TP patients who are now on treatment; - The area worked in is Tembisa

Far East Rand Hospital has not responded to the list that was sent through, as there are management and serious capacity problems on the site. All of the above are government accredited treatment sites.  Areas worked in are Daveyton, Duduza and Tsakane.

West Rand District

Leratong (West Rand) has 10 patients that were referred from Helen Joseph, (still to confirm the new number from the list that was sent through in October 2004); Sites. Areas worked in are: West Rand, Munsieville, Kagiso and Tshepong

Total on treatment: 19

Over the period January 2005 to March 2005 numerous meetings were held to consolidate relationships with partners at the various public health facilities.  These meetings were held with the appropriate persons at: Ekurhuleni, Tshwane, Sedebeng, St Francis Hospital, and Right to Care, (an organisation operational at the Helen Joseph Hospital).  Presentations were also made to various organisations and business alike and they were successful as people were interested in the work that TAC and the TAC Treatment Project does and also the fact that persons were now accessing ARTs.  The problems encountered with public health facilities was the reluctance / or caution when interacting with them due to the relations and past engagements experienced in the National Department of Health.  Many of the facilities would also confirm meetings and at the last minute back out due to pressure from their department heads, etc. 

Regular meetings were held with patients currently receiving treatment via the Treatment Project.   Many of these patients volunteered their stories to break the myths of the usage of ARVs and to tell people of the changes that it has made in their lives.  These are currently being captured for use on the TAC webpage. 

Further meetings were held in the districts of Gauteng to ensure that planning for the year 2005 got underway.  Radio interviews were also done by the Co ordinator of the project where he was able to give his life story and also advise what ARVs have done for him to date.  

Eastern Cape:

Eastern Cape conducted 374 CD4  count Tests  throughout the province. Of these 194 have cd4 counts less than 200. 17 are now  on treatment,  6 of these being community slots.

Private sector doctors monitor all of the patients in the Eastern Cape province as it is difficult to secure public sector doctors and we still face this challenge because of the human resources crisis in the province.

Contact was made with most of the sites in the province for referral purposes and this initiative was driven mainly through the Treatment Literacy Department and was tabled with the Provincial Department of Health. An agreement was reached that a list must be sent from the TAC Treatment Project to the provincial department and the sites to fast track the placement process. The results have not been impressive as there is a serious crisis with the implementation of the Public Sector ARV programme. 

There have been numerous problems with starting patients on treatment in the Eastern Cape.  They are:

· Securing doctors from the public sector to monitor TP patients. As a result, private sector doctors are monitoring TP patients in the province.

· The Non-response of the provincial DOH with regards to community slots for the Treatment Project.

Total on treatment: 17

Through private initiatives and engagements facilitated by the TAC Treatment Project with other privately funded organisations, more and more people are gaining access to treatment and this is as a result of our link with the Sophumelela Centre which is based in East London for the period of January 2005 to March 2005 through these projects, (TAC Treatment Project and Sophumelelo) 35 people were placed on treatment.  Our intention is to work hard on getting people’s CD4 Count Tests done and also to focus on VCT.  These preparations are ongoing.  Our primary focus is Buffalo City.   We are further being approached by many residents from the East London area as well.

During January 2005 to March 2005 a series of meetings were organised, this in preparation for strengthening TAC branches, Campaigns and also to look at the link with other organisations, in and around the areas where we work.  A team has been selected for each district.  Our plans include supporting other projects / programmes within TAC.  Another is to ensure that TAC is represented in the Public Sector Task Team ARV Report Meetings held in the province. 

Amatole District.
 We have a link and work closely with the following centres who issue ARVs:

· Sophumelela Centre in  East London;

· Umtha Welanga in Hamburg;

· Komga Hospital in Komga;

· Ikhwezi Lokusa Wellness Centre in East London;

· Institute for Youth Development SA 

There are 35 support groups who provide services like training and homebased care.  They play a very crucial role in the project.

The government programme is run at the East London complex: i.e. Frere Hospital and Cecilia Makiwane Hospitals).  

They have 4 feeder clinics:

· Duncan Village CHC

· NU 13 Clinic

· NU8 Clinic

· NU2 Clinic.  

Chris Hani District 

· Tswaranang

· Masibambisane Treatment Centre

· Masangane

There are 5 support groups that provide related programmes to support PWAs.

The government programme is run via Settlers Hospital and work with 5 feeder clinics:

Nomzamo Clinic;

Hewu Clinic; 

Linge Clinic, 

Philani Clinic

Sada Clinic

Western Cape:

In the Western Cape 735 CD4 count Tests were  done with 295 of those less than 200. Currently 15 patients are receiving treatment through the Treatment Project.
Paarl and George Hospitals have particularly been outstanding with regards to the placement of candidates onto the programme. The initial patients that we started with (2 from each hospital) in these areas have all been taken over onto their site programmes. Medicins Sans Frontier (MSF) has also been supportive in the work of the project. They too have taken on board of the candidates to their programme. They further provide technical support to the coordinator in the Western Cape, as part of her learning process.

There has been some progress in terms of making contact with other programme managers in public sector treatment programmes for possible placement of candidates onto the public sector ARV programmes. This was mostly facilitated by the site visits done by the provincial office between March and April 2004, mainly through treatment literacy team but the actual placement hasn’t gained momentum as such in the province despite lists sent to the department and sites where assistance is needed.

Total on treatment: 15

From a collection of databases used to source organisations who were working in the HIV and AIDS arena, we embarked on a campaign to network and link with as many of them as possible and in as many districts in the Western Cape as possible.  It was also important for us to understand what was happening in the various districts and what services these organisations had to offer.  This exercise was done with the help of the Treatment Literacy Practitioners and the identified PWAs for the sector.  Follow up visits were then made to these districts in March 2005 – visits to Nyanga District, Plettenberg Bay, Knysna, George and Oudtshoorn areas were made and most of them were successful.  Follow up meetings were arranged with site managers in the area but also community mobilisation activities would be planned broadly with the organising departments in TAC.
The organisations we have made positive links with and have started interacting and sharing with are:

· ARK – Absolutely Return for Kids – they provide ARVs to PWAs;

· Iyanbonga – who work with HIV and AIDS in schools and also on sewing projects to assist PWAs;

· Empilisweni Centre – who concentrate on Wellness Training;

· Manyanani@Empilisweni – who do counselling and are supported by the University of Cape Town.  They work with couples who are positive and negative as well and assist with building relationships;

· Desmond Tutu HIV Centre – who deal with vaccine testing

· Infectious Disease Centre – ( G F Jooste Hospital ) – this establishments started out in 2003 and currently have 252 people receiving ARVs;

· Thuthuzela – (G F Jooste Hospital ) – who deal with issues of Rape and Abuse

The following organisations form part of the Knysna (database):

· Youth Against AIDS - Percy Mdala Secondary School’

· Knsyna Sedgefield Hospice – who give support to the terminally ill ;

· Department of Welfare – who deal with Rape and Abuse;

· FAMSA – who deal with domestic violence and abuse of women;

· Black Sash – who assist with grant applications;

· The Knysna ARV Clinic – who provide ARVs;

The following organisations form part of the Plettenberg Bay (database):

Plettenberg Bay HIV / AIDS Forum – who do homebased care;

Plettenberg Clinic – who provide CD4 Count testing;

Love Life – who do education at schools;

Anglican Church – who run support groups;

TOTAL:


Cd4 counts: 3454


Cd4 counts<200: 1446


Treatment: 86 + 4 national slots + 8 new Tintswalo Hospital (Limpopo) slots------- = 98

C: ADDITIONAL DEVELOPMENTS & LESSONS LEARNT:

· Apart from the 98 patients on TP who are on generic ARVs, there has been a substantial increase throughout the year, of people, mostly private patients with no medical aids, who are procuring their medicines through the Treatment Project. Main reasons obviously being:

- Affordability and,

- Simplicity of the regimens – Fixed Dose Combinations (FDCs)

· There has also been a demonstrated interest by other projects to procure their medicines for their patients through the TAC Treatment Project because of the reasons already mentioned above. Such a good example is that of the ARK project in Cape Town.  This will be expanded as they are expanding and starting an ARK project in KwaZulu Natal province.

· This interest referred to above is not only limited to the procurement of generic ARVs from TAC Treatment Project, but also to the demonstrated ability to mobilise and prepare candidates for treatment through treatment literacy, hence providing an added advantage of a programme with demand established already but also a programme with activists who have some kind of knowledge on treatment and treatment related issues. Organisations such as, the Lutheran Church of South Africa (LUCSA), South African Catholics Bishops Conference (SACBC), Sinikithemba, CAPRISA, Grey’s Hospital Private/Public Partnerships with SAMA & TAC are key roleplayers.   They have demonstrated a keen interest in partnering with the TAC Treatment Project.

· Developments throughout the year with regards to medicine prices, granting of licenses by Big Pharma to generic manufactures viz. Boeringher Inghlehiem and GlaxoSmith Kline, have had a major impact in ensuring access and affordability to ARVs with regards to generic medicines that we are using.   The following has transpired:

Medicines prices: Generic ARVs widely used in the project include Triomune 30 and Triomune 40, which are still not registered in SA. Early in the year, Triomune 30 cost price was R275, while Triomune 40 was R325. In mid December 2004, both Triomume 30 and Triomune 40 were costing us R200 per month’s supply. 

Quite an interesting development was to learn that Aspen was providing the 1st line regimen to the Western Cape government for less than R100 a month, at R95 for triple the combination. This is an option that the TAC Treatment Project will definitely be exploring in 2005.

D: CHALLENGES & WAY FORWARD FOR 2005:

* Placement of more people on the TAC TP: 

-The number of people placed on the programme in 2004 is nominal in real terms in relation to the demand and the need of the number of people who need treatment. A challenge in this particular case is the available financial resources to put more people on treatment as required and expected.

* Placement of the candidates not benefiting on the project 
-This has been the case because of the teething problems that have been experienced by the Public Sector Programmes, this being inclusive of the limited financial resources, human resources, management and the political commitment and leadership from the national ministry more specifically. This has been evident in the procurement of drugs nationally thus somehow determining the pace of rollout in provinces. “Frozen posts” is taking quite a long time to deal with, with poorer provinces being more affected by this. 

* Identification, building and consolidation of campaigns that have, to a certain extent, given TP its identity into concrete campaigns and sustained programmes for branches but also national political interventions. This includes among others:

· Focused “know your status, get tested, get treated” campaigns, which would look at VCT, CD4 counts, OIs and STIs campaigns, etc.

· Adopt a clinic-to support and monitor the availability of services in clinics. This would have, in case of TP, been built on, for example branch members accessing or not accessing VCT/CD4/ Rx for OIs, etc.

· Consolidation of the relationships built with other organisations in the process of ensuring that people access treatment timeously.

* Proper management and reporting scientifically on the data, trends and scientifically interpreting what the data is indicating for the growth of the project, hence scientific lessons.

* Management of the project:

· Basically the national office of the TP functioned with one person in it for the better part of the year and this affected the manner in which the programme might have performed. There is a need for more technical support for 2005 if this project is to perform better.

· Very little support from the TP Board and justifiably so as most of the TP Board members are TAC staff members but more so programme managers who have programmes to focus on within the organisation as well.

· Systems management of the project were mostly managed from the national office and this needs to take place at all levels of the operations of the project. This suggests a plan for better systems for management of information/data so that reporting on the project is not only narrative but also scientifically as suggested above.

Report of Policy, Communications and Research & Desk from inception to 31 July 2005

The Policy, Communications and Research (PCR) Desk of the Treatment Action Campaign was established in January 2005. Its objectives are to (1) help the organisation develop policies and positions on issues relevant to it, (2) research or commission research necessary to form the TAC's policies and positions, (3) liase with the media on events relevant to TAC, (4) produce and help distribute fact sheets, pamphlets and materials for TAC's members and the general public, (5) produce and help distribute TAC's newsletter Equal Treatment, (6) manage TAC's electronic newsletter and (7) oversee, update and improve TAC's website.

Media Treatment Literacy Practitioners

The work of the PCR desk has been made possible by media treatment literacy practitioners (MTLPs) who were trained at a week-and-a-half long course in Cape Town from 28 February to 10 March. The MTLPs are responsible for writing stories relevant to TAC's work for newspapers and Equal Treatment and to be TAC spokespeople in the media. The MTLPs are part of the treatment literacy practitioner programme and are part of internships with TAC which end in October. At the time of writing, four of the eighteen MTLPs have found jobs, which is one of the purposes of the programme. TAC will be providing assistance to the other MTLPs so that they too can find jobs.

Their responsibilities include (at a minimum) writing at least one story a week, taking a competent photograph to go with the story and conducting one radio interview a week. The rest of the time they either have to deliver more stories or do treatment literacy work. 

A number of newspapers have run stories produced by the MTLPs including City Vision and Sowetan. MTLP stories are also published in TAC's electronic newsletter and sometimes media outlets republish them. 

Evaluations of the MTLPs will be conducted in August.

The media treatment literacy practitioners are James Dlamini, Nokhwezi Hoboyi, Skhumbule Hambani, Zukiswe Nqiwa, Masizole Gonyala, Vathiswa Kamkam, Vuyokazi Majali, Thapelo Moahloli, Maphumulo Themba, Zanele Mncube, Rodrick Clarens, Petunia Nkolele, Sydney Masinga, Sibongile Mashele and Joel Ntimbani. James, Vathiswa and Themba have found jobs in the public health sector. Nokhwezi has been employed by TAC.

Equal Treatment

We have produced three issues of Equal Treatment this year with a fourth, Xhosa only issue,  due in August and a fifth in time for Congress, hopefully. The latest two issues, May 2005 and July 2005, are substantial improvements in layout and content over previous issues. There is still much room for improvement though. The MTLPs now also have a crucial role in distributing Equal Treatment. Nokhwezi Hoboyi is co-editing Equal Treatment with Nathan Geffen. Equal Treatment is scheduled to come out every second month.

Equal Treatment is possibly the main media communication vehicle for TAC. Its primary objectives will be to convey important research, policy, news events and human interest stories to TAC members. We strive to produce articles that are easy to read and understand, but accurate.

Public Information Campaign

This campaign involves running adverts on radio and in newspapers. Due to a limited budget, its impact will be marginal unless substantially greater funds can be raised. (Dates are approximate and sometimes based on the invoicing date instead of the date the advert appeared.)

The following newspaper ads have been run:

· Daily Sun – 29 March, 4 April, 26 April (MTCTP), 21 June (nutrition)

· Mail & Guardian – 25 March, 1 April, 29 April (the last free of charge) (MTCTP), 17 June (nutrition)

· Township Talk – 22 April (MTCTP), 8 July (Talking about ARVs)

· This Week (Hermanus community newspaper) – not sure of date (MTCTP)

· City Vision (Gauteng) – 26 May (MTCTP), 23 June (nutrition)

· SA Labour Bulletin – 31 May (very cheap ad – nutrition)

· Indabazethu in the Daily Dispatch – 22 June (Talking about ARVs)

· Sunday World – 26 June (nutrition)

· Sowetan – 24 June and 3 preceding weeks – (Advertorial, ARV poster, nutrition X 2)

· Khanya – 7 July (Talking about ARVs – goes to all WC teachers)

· Citizen - 27 June (nutrition)

· City Vision (Cape Town) 30 June (nutrition)

· Educator's Voice (June issue)

· Independent newspapers during July (nutrition + advertorial + list of ARV sites) – Cape Times, Argus, Star, Sartuday Star,  Sunday Independent, Mercury, Pretoria News, Isolezwe and The Daily Voice 

Following this, we will begin working on prevention ads, and possibly a nutrition one.

For the above, a professional copywriter has assisted Doret Ferreira and Rosie Campbell, the designers. Iming Lin is also assisting with logistics. There will be a common branding to all these materials.

Together with Radio Democracy, we are producing a series of radio announcements covering treatment, nutrition and prevention.

We have also produced and distributed Talking about Antiretrovirals pamphlet, VCT pamphlet and Talk about Nutrition pamphlet.

memos for a number of marches and events have also been produced. We have also produced a fact sheet on TAC's treat 200,000 by 2006 campaign.

Research

The research section of the project is going very slowly. Reid Roberts has produced, with Zackie, a report on TB. Nathan Geffen has worked on a prevention briefing paper with Zach Rossner, a draft of which was circulated at the youth camp. It needs a proper edit before it can be released. The May issue of Equal Treatment required a lot of research on traditional healers, most of which was done by Reid Roberts. The July issue of Equal Treatment helped make the civil society monitoring forum reports on the state of the antiretroviral rollout easier to understand for TAC members and the general public.

What is perhaps needed, is to create a research group, possibly based at UCT, who will take responsibility for carrying out important research for TAC under our direction. I have had no time to work on this. 

In the last NEC meeting, the three key research issues identified were prevention, traditional healers and human resources in health-care. The prevention paper is almost done. We have covered traditional healers in Equal Treatment, as well as a chapter that will be produced in a book by the ALP soon. We need to carefully consider what precisely on HR in health-care needs to be researched and this should be done in consultation with the ALP.

Website and IT

Progress on the Website and TAC's information technology communication tools has been slow. Skype, the internet telephone utility,  is still not used sufficiently even though this has the potential to substantially reduce telephone bills. Most offices still make very poor use of IT. Email use has however improved.

This is the IT plan for developing each office's IT skills that Frans Kuipers, a volunteer with VSO, will be implementing:

· Implementing Skype.

· Developing an IT plan for each office. He will then go to each office and ensure that:

· Computer systems are properly setup, including where necessary a network and reliable internet access. 

· A computer is available for volunteer use and staff are properly briefed on ensuring that such use takes place fairly and orderly 

· Providing training to staff on their computers and, where possible, key volunteers who work on computers. 

· The above will mean he will have to spend about two weeks in each large office and one week in the smaller ones. This is all much more affordable and manageable than the original IT training plan I proposed.

· Troubleshooting computer problems as and when they arise. For offices where he can only offer telephone support he will help the office ensure that the advice and service they get from places like Dial-a-nerd is cost-effective and appropriate. 

· On the issue of open-source: we will encourage people to switch to Open-source but not force it. We would however like to make an effort to implement it in the Western Cape offices as a pilot. Frans will train people as he installs the open source software. This really will make things much cheaper in the long run. 

The website has an enormous amount of information on it and is an excellent archive of TAC's history. However, it is very difficult to navigate. Therefore a new website is in the process of being designed and will be live soon hopefully.

TAC's presence in the media

While we do not have detailed statistics, TAC's presence in the media this year has been large. TAC stories have frequently made headlines in the newsprint and numerous radio interviews and stories have been conducted. ETV regularly runs TAC news items. MTLPs have increased TAC's presence in community newspapers and radio stations. SABC television continues to ignore TAC largely or to run stories that show TAC or antiretrovirals in a negative light, though we receive  much positive coverage on radio programmes. Undoubtedly TAC remains the key activist voice on health and HIV related media matters. Good relationships have been established with Cape Talk, SAFM, Die Burger, Sunday Times, City Vision (both Cape Town and Gauteng), as well as quite a few community radio stations. The Cape Times coverage of TAC remains very positive. After a difficult period with Sowetan, which resulted in TAC threatening to sue the paper, our relationship has improved.

While the South African media continues to attempt, mostly successfully, to take moral stances on HIV, the accuracy of reporting, especially on scientific issues, remains poor.

To improve the quality of journalists, we are in discussions with IDASA to jointly run a two-day workshop, at low-budget under TAC's auspices, on HIV aimed at journalists, The focus will be on the science, economics and legal aspects of the disease. Nothing definite has been committed to yet though. 

Challenges

The MTLP programme is in its infancy. Equal Treatment has improved, but its development is still precarious. The public information campaign is also at a stage where it might only materialise sub-optimally. Sufficient funding and closer attention by the programme manager are necessary to strengthen the programme.

(By Nathan Geffen)
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As a key component of the AIDS Law Project’s mandate to use the law to protect and advance the rights of people living with HIV/AIDS, a significant focus of the work in the period August 2003 – July 2005 was placed on the rights of people living with HIV/AIDS of access to health care services.  Much of the legal work in this regard was done either in collaboration with or on behalf of the TAC.  In particular, the work – which included litigation, legal research to support planned and contemplated advocacy and litigation, and submissions on legal reform – focused primarily on the following four areas of focus:   

· Development and implementation of the Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa (Operational Plan);

· Ensuring a sustainable supply of affordable medicines and laboratory diagnostic and monitoring services; 

· Campaigning for a People’s Health Service; and

· Providing other legal services for the TAC.

Development and implementation of the Operational Plan

The ALP participated in the development of the Operational Plan in two ways.  First, it met with senior treasury officials to discuss strategic options for accessing a sustainable supply of affordable medicines, providing treasury with information and legal memoranda on the issue.  Second, it participated actively in the drafting of the TAC-coordinated civil society submission to the National HIV and AIDS Treatment Task team, co-drafting three legal memoranda with the Legal Resources Centre: legal aspects of reducing drug prices; the constitutional requirements for developing and implementing a treatment plan; and informed consent and patient confidentiality.
 

Once the Operational Plan was adopted on 19 November 2003, the ALP’s work in this area shifted focus – to support and monitor the plan’s implementation.  It has been able to focus more attention on this crucial area of work by expanding the capacity of its Law & Treatment Access Unit (LTAU).  As of May 2005, the LTAU has six staff members – equally split between its Cape Town and Johannesburg offices.  One of the six LTAU staff members, who is based in Cape Town, focuses exclusively on monitoring the implementation of the Operational Plan.       

Monitoring implementation of the Operational Plan

The ALP’s monitoring work is divided into two areas of focus that are overlapping and mutually reinforcing.  First, it contemplates the specific role that the ALP can play as an organisation that uses the law as a tool of social change.  In general, this means identifying the various opportunities for – and the numerous barriers that prevent people living with HIV/AIDS from – accessing the HIV/AIDS treatment, care and support promised in the Operational Plan, as a basis for developing and implementing legal strategies for challenge these barriers.  Second, the monitoring work considers the support that the ALP can provide and obtain by working in close collaboration with a range of key stakeholders that also have an interest in realising the health care rights of people living with HIV/AIDS. 

First joint ALP/TAC monitoring report on the Operational Plan

A significant aspect of the monitoring work in the early part of 2004 was the collation of information for and the drafting and public release of a joint ALP/TAC monitoring report on the implementation of the Operational Plan, which was launched at the People’s Health Summit (PHS) in early July 2004 (discussed in more detail below).  The monitoring work included engaging with government at both national and provincial level, requesting information and documents in respect of various aspects of the plan such as interim supplies of ARV medicines and provincial business plans.

The release of the report prompted many government officials to provide the ALP with new information, resulting in an updated version published on the TAC website two weeks later (http://www.tac.org.za/Documents/ARVRollout/FinalFirstARVRolloutReport.pdf).  Based not only on information obtained from national and provincial health departments, but also on the findings of public health facility site-visits made by TAC members, the report details progress made with regard to operationalising ARV treatment sites in all provinces, with a key focus on the numbers of people accessing ARV medicines in the public health sector.  

Second joint ALP/TAC monitoring report on the Operational Plan

This second joint ALP/TAC monitoring report, entitled “‘Let them eat cake’ - a short assessment of provision of treatment and care 18 months after the adoption of the Operational Plan”,
 was released at the 2nd South African AIDS Conference in June 2005.  The report focused on early reports of patient outcomes, explained provincial variations in relation to patient numbers, and addressed some of the key barriers in the way of speedier implementation.  It provided a preliminary review of whether some of the key commitments made in the Operational Plan had been met, some 18 months after its adoption.  

The report, which was limited to the public health sector provision of treatment,
 focused on the following key issues:

· The first section was devoted to good outcomes that have been documented and reported by several ARV treatment sites in the country.  Simply put, it showed that carefully and properly managed ARV treatment programmes are saving lives of adults and children living with HIV/AIDS.

· The second section, which provided an update on national and provincial patient numbers, offered some critical comments about the failure of provinces such as the Eastern Cape, Limpopo and Mpumalanga to scale up the pace of implementation.

· The third section identified and examined some of the key barriers in the way of implementation.  For example, several reports of long waiting lists around the country demonstrated both the existence of demand for ARV treatment as well as the inability of many treatment sites to increase patient numbers.  The report highlighted some of the causes of this inability to scale up treatment, such as the crisis in human resources for health. 

Joint Civil Society Monitoring Forum

The ALP was instrumental in initiating the formation of the Joint Civil Society Monitoring Forum (JCSMF), launched on 7 September 2004 in Polokwane, Limpopo.  Initially composed of 11 civil society organisations, including the Health Systems Trust, IDASA, the Open Democracy Advice Centre, the Centre for Health Policy, the Southern African HIV Clinicians’ Society, the South African Business Coalition on HIV/AIDS and the Public Service Accountability Monitor amongst others, the JCSMF aims to monitor and assess implementation of the Operational Plan from a public health and human rights perspective.

In particular, the JCSMF sees its role as providing government and the public generally with an ongoing and accurate assessment of the plan’s implementation, acting as an early warning system for problems and helping communicate successes.  Of importance to the JCSMF is the Operational Plan being implemented in a manner that strengthens health services and transforms our national response to the HIV epidemic into a much more effective response.  While it is largely made up of civil society organisations, its meetings are open to department of health (DoH) officials at both national and provincial level.  The reports of the forum’s first four meetings (Polokwane (7 September 2004), Bloemfontein (19 November 2004), Durban (18 February 2005) and Nelspruit (20 May 2005) are available online at http://www.tac.org.za/newsletter/2004/ns13_09_2004.htm, http://www.hst.org.za/uploads/files/jcsfm_191104.pdf, http://www.hst.org.za/uploads/files/jcsfm_180205.pdf and http://dedi20a.your-server.co.za/alp/images/upload/JCSMF%204th%20meeting%20resolutions%20FINAL%20AS%20IS.doc respectively.  

The fifth JCSMF meeting is scheduled to take place in Cape Town in August 2005.  Both the project manager of the Operational Plan, Dr David Kalombo, and the chief director of the HIV/AIDS & TB Directorate at the DoH, Dr Nomonde Xundu, have committed to attending the meeting and providing formal input.  This is an encouraging development.  It has the potential to facilitate better access to information held by the state and thereby improve the quality of our monitoring work. 

Ensuring implementation of the Operational Plan

One of the objectives of the ALP’s monitoring work is to identify opportunities for legal interventions that have the potential to ensure that the Operational Plan is implemented with as much urgency as is reasonably possible.  In other words, the monitoring work is also intended to serve as a basis for legal action, not merely as an advocacy and mobilising tool.  Two such opportunities arose in 2004 – the first dealing with the procurement of ARV medicines and the second with access to the plan’s implementation schedules.  To date, 2005 has not yet seen any litigation, although there is a strong indication that legal action may have to be taken in provinces such as Limpopo, the Eastern Cape and Mpumalanga.  The ALP is working with the TAC in these provinces to ensure that we are in a position to litigate if and when other mechanisms for resolving the identified problems are unsuccessful.   

Compelling the Minister of Health to procure an interim supply of ARV medicines

A key obstacle standing in the way of provincial implementation of the Operational Plan in early 2004 was the failure of the DoH to procure an interim supply of ARV medicines pending the finalisation of the formal tender.  Funds had already been allocated to the provinces for the purchase of ARV medicines, with many public health facilities at that stage being in a position to begin providing treatment.  But treatment could not begin unless and until ARV medicines had been procured by the DoH on behalf of the provinces.  

The DoH had only committed itself to procuring ARV medicines on behalf of the provinces in terms of a formal tender process that was not expected – in early 2004 – to deliver ARV medicines until late June/early July 2004 at the soonest.  By the end of 2004, the tender had yet to be awarded.  Of most concern was the fact that the DoH chose not to make use of a regulatory framework that permits it to procure goods and services in the interim pending the finalisation of a formal tender process.  In this case, the delay in procuring ARV medicines was costing lives.  

Acting on behalf of the TAC, the ALP began taking the necessary legal steps to compel the DoH to avail itself of its interim procurement procedures.  Litigation was averted when the health MinMEC (the Minister and the nine provincial members of the executive councils (MECs)) decided on 23 March 2004 to procure ARV medicines in the interim through a national price quotation system.  This decision was communicated to the ALP on 24 March 2004, a day before an urgent application was to be filed in the Pretoria High Court. As a result of the MinMEC decision, provinces such as Gauteng were able to begin providing ARV treatment on 1 April 2004.

Access to the implementation plan timetable
When the Operational Plan was adopted and published In November 2003, it referred to – but did not include – an implementation plan timetable called “Annexure A”, which it described as “a detailed schedule for the next six months that describes the tasks that need to be accomplished in parallel in order for this plan to work”.  The Operational Plan also stated that “if one or two steps are not completed on time, the whole programme may be jeopardized”.  Further, it also referred to a “task list associated with every chapter of this plan”.  But to date, the detailed schedule of tasks was not made public. 

Because the Operational Plan referred to the implementation plan timetable as Annexure A, the ALP (acting on behalf of the TAC) asked the Minister on 20 February 2004 to release Annexure A.  In the TAC’s view, the information sought was necessary to enable it to play its role in ensuring the speedy and reasonable implementation of the Operational Plan.  Relying on the fact that the Constitution recognises that everyone “has the right of access to … any information held by the state”, which in turn places a duty on government to promote and not deny access to life-saving information, the TAC demanded access to Annexure A on two bases: first, because it believed access was necessary to save lives; and second, because it was entitled to gain access as of right.

When the Minister failed to respond to the initial request made in February 2004, the ALP made several additional formal and informal requests for her to make the implementation plan timetable publicly available.  But it was only some seven months later – in September 2004 and in answer to the legal papers filed in the Pretoria High Court – when her department informed the TAC in an affidavit signed by the then acting Director-General (DG) of Health that Annexure A was a draft that had not been adopted by Cabinet, MinMEC or the task team that drew up the Operational Plan.  In her affidavit, the acting DG said that all references to Annexure A in the Operational Plan were made in error.

While the TAC’s replying affidavit accepted – in good faith – that the acting DG was telling the truth, it also mentioned that had the Minister displayed a modicum of conscientiousness, she would have informed the TAC of the true status of Annexure A much earlier.  Because she failed to do this and because her department did not respond to the request for access to information, the ALP was forced to bring legal proceedings on behalf of the TAC.  Once advised of the true status of Annexure A, the TAC did not persist in asking for its publication, as its case had always been about access to the approved implementation plan timetable. 

Had the state informed the ALP earlier of the true status of Annexure A, it would not have taken the legal steps that it took and in so doing incurred significant costs.  Because of the delinquent and reprehensible behaviour of the Minister, the TAC pursued a costs order against the state, asking the High Court to hold the Minister to account by making her pay the wasted legal costs.  Despite opposition, a punitive costs award in the TAC’s favour was made on 14 December 2004.  Not only were costs awarded against the state, but on a scale reserved for occasions when the behaviour of the one party is so bad that it justifies a punitive costs order.  The ALP trusts that this ruling will deter the DoH and provincial departments from failing to make requested information readily available.

Ensuring a sustainable supply of affordable medicines and laboratory diagnostic and monitoring services

In this area of work, the ALP has two objectives.  First, it seeks to use the existing legal framework to increase access to a sustainable supply of affordable medicines for the prevention and treatment of HIV infection and AIDS-related infections, as well as ensuring access to affordable laboratory diagnostic and monitoring services.  Second, it seeks to play an integral role in the development and implementation of a comprehensive statutory and legal framework that ensures access to all essential medicines.  The ALP’s work in this area from August 2003 to July 2005 covered both objectives.   

Using the existing statutory and regulatory framework
Much of the medicines access work of the ALP is focused on making use of the existing – albeit somewhat limited – legal framework to increase access to essential medicines and laboratory diagnostic and monitoring services.  Much of this work in the period under review concentrated on the ARV medicines that are currently being prescribed in the public health system.  It is anticipated that this work will expand to include a focus on other HIV-related medicines, such as medicines for the prevention and treatment of opportunistic infections associated with HIV/AIDS.

Taking on GlaxoSmithKline and Boehringer Ingelheim

At the time of the previous TAC national congress, the Competition Commission was still in the process of investigating the complaint lodged by the ALP in 2002 on behalf of the TAC and other stakeholders against two groups of multinational pharmaceutical companies, GlaxoSmithKline (GSK) and Boehringer Ingelheim (BI).  That complaint, which was withdrawn in December 2003 on the basis of commitments made by the two groups of companies to licence local pharmaceutical companies to import and/or produce generic versions of the essential medicines, alleged that GSK and BI were charging excessive prices for certain of their key ARV medicines to the detriment of people living with HIV/AIDS.
  

Starting in August 2003, the ALP began to update the expert affidavits and strengthen the existing evidence in line with the recommendations made by counsel.  Settlement negotiations with GSK (at its request) began on 11 September 2003, almost a year after the complaint had been lodged.  At that point, BI did not seem to be interested in talking.  But two events shortly thereafter appeared to shift the balance:  

· Acting on behalf of the Generic Anti-retroviral Procurement Project (GARPP) and the TAC Treatment Project, the ALP formally requested non-exclusive voluntary licences from BI on 26 September 2003 “to import into South Africa, and to use, offer to dispose of and dispose of in South Africa, and to export from South Africa, nevirapine”.
  GARPP and the TAC Treatment Project wanted these licences so that they could import generic nevirapine in various forms, including adult and paediatric formulations, as well as fixed-dose combination products such as Triomune that include nevirapine.  But instead of resulting in litigation, the request resulted in the grant of non-exclusive royalty-free voluntary licences largely for the importation of generic nevirapine products.

· Just three weeks later, on 16 October 2003, the Competition Commission decided to refer the Hazel Tau matter to the Competition Tribunal for adjudication.

BI may have been late in coming to the negotiating table, but when it eventually did, it was well prepared to reach a comprehensive agreement.

As a result of its year-long investigation, the Competition Commission had found sufficient evidence to support the referral to the Competition Tribunal on the basis of prohibited excessive pricing as well as two additional grounds, both of which dealt with the failure of GSK and BI to license generic manufacturers in the circumstances.  Simply put, the Commission found that GSK and BI were using their exclusive rights in the patents concerned to deny appropriate licences to other manufacturers, whilst simultaneously keeping their own prices high.  

Faced with the adverse findings of an independent investigation, a protracted public hearing into its pricing practices and the potential for the strengthening of the legal framework through unfavourable jurisprudence, all of which were strong possibilities, GSK and BI acted as any rational corporation would do and decided to settle.  The TAC and the other complainants chose to abandon a particularly strong case in favour of a relatively speedy resolution of the matter for a number of reasons, including the following:

· With the adoption of the public sector ARV treatment plan in the pipeline,
 not only price but also sustainability of supply would become increasingly relevant; and

· Thousands of deaths could be averted if the matter was speedily resolved.

By early December 2003, within two months of the Commission's referral announcement, GSK and BI had entered into separate settlement agreements with the complainants and the Commission respectively.
  In essence, the two groups of companies agreed to open up the market for these drugs to generic competitors.  At the time the complaint was lodged, both GSK and BI had already granted licences to South Africa’s Aspen Pharmacare.  But the terms and conditions of the licences were unacceptable.  In the case of GSK, for example, sales were permitted only to the South African public sector, subject to a 30% royalty rate.  That licence was amended in accordance with the settlement agreement to extend sales to the private sector, also allowing for exports to all sub-Saharan African countries and a royalty rate of not more than 5%.  

During 2004, the ALP continued to monitor implementation of the settlement agreements.  By the end of the year, GSK and BI had licensed five and three generic manufacturers respectively on reasonable terms.  The settlement agreements required the grant of up to four and three licences respectively.  GSK’s licensees include two companies that do not appear to be in any position to make use of the licences in the short to medium term.  A third licensee (and one of BI’s three licensees) – Thembalami Pharmaceuticals – is no longer trading.  But Aspen and Cipla-Medpro, both licensed by GSK and BI, have placed their ARV products on the market, resulting in significantly lower prices and going a long way towards ensuring sustainability of supply.    

Ensuring sustainable supplies of ARV medicines

The Operational Plan recognises that a “central component of HIV and AIDS care and treatment is the production, procurement and supply of medicines, in particular antiretrovirals.”  It further recognises that in order to support its proper implementation, the drug procurement system must achieve certain objectives, including the following:  

· “The supply of medicines must be secure and sustainable at a volume large enough to meet the significant demand envisioned.”

· “The sustainable supply should be ensured through local production of antiretrovirals and sustainable financing.” 

· A multiplicity of suppliers, including local manufacturers, is necessary to ensure sustainability of supply.

· The “supply of ARVs must be uninterrupted to meet the treatment needs of patients.

Notwithstanding the success of the complaint against GSK and BI, access to a sustainable supply of affordable ARV medicines has yet to be achieved.  In particular, access to a sustainable supply of two of the seven key ARV medicines used in the public sector has yet to be attained. These two drugs are efavirenz (marketed by MSD as Stocrin®) and lopinavir/ritonavir (marketed by Abbott Laboratories as Kaletra®).  Efavirenz is used as part of the first-line ARV treatment regimen, whereas lopinavir/ritonavir is saved for the second-line regimen.  At the moment, very few patients in the public sector need to access lopinavir/ritonavir.

The ALP began its focus on the issue of sustainability of supply in early January 2004, when it became aware of a shortage of available stock of the paediatric formulation of efavirenz.  MSD holds the patent on the drug in South Africa, and at the time and still today, remains the only supplier of efavirenz in South Africa.  With a focus on the particular problem of stock shortages and acting on behalf of the TAC, the ALP resumed discussions with MSD on finding a long-term solution to the challenge of ensuring a sustainable supply of affordable efavirenz.  The ALP had previously unsuccessfully engaged with MSD on this issue.  While the immediate problem of stock shortages was resolved speedily, the outstanding issue of a ling-term solution remained unresolved.  Since then, we have been alerted to numerous examples of stocks of efavirenz running out – in Gauteng, Mpumalanga and KwaZulu-Natal.

Since February 2005, we have met and engaged in lengthy correspondence with MSD as well as Abbott Laboratories, the sole suppliers of ritonavir and lopinavir/ritonavir.
  While we have not yet seen similar problems with ritonavir or lopinavir/ritonavir, primarily because these are second-line drugs and are not yet widely used in the public sector, we are concerned to resolve the issue of guaranteeing sustainability of supply before significantly large numbers of people on ARV treatment need to access ritonavir or lopinavir/ritonavir.  

Regarding our demand for the issuing of multiple licences to generic companies for each drug, MSD and Abbott have committed to the following:

· MSD is only prepared to license a single generic company at this stage.  On 19 July 2005, it announced that it had granted a licence to Aspen for efavirenz.  This is welcome, but does not go far enough to guarantee sustainability of supply and to ensure sufficient competition to bring prices down as far as is reasonably possible.  In addition to the concern of a single licensee are the seemingly unreasonable terms and conditions of the licence limiting exports to SADC countries.

· Abbott is prepared to waive its rights to enforce the patent on the soft gel capsule (SGC) formulation of ritonavir, the only version used for adults, for an initial period of five years.
  Generic companies say that this is useless, because the investment required to produce the SGC formulation cannot be made without a guarantee that the patent will not be enforced beyond the initial five-year period.

· On lopinavir/ritonavir, Abbott will not waive their rights or grants any licences.

In addition, we have also engaged in lengthy correspondence with the DoH, culminating in a letter of demand to the Minister that was copied to the Minister of Trade and Industry as well as a long list of relevant officials in both departments (health and trade and industry).  Our aim is to “persuade” the Minister of Health to use her powers in terms of section 4 of the Patents Act to issue compulsory licences for the three problem drugs: efavirenz, ritonavir and lopinavir/ritonavir.  There are generics available for all other drugs on the tender list (AZT, lamivudine, nevirapine, stavudine and didanosine) – some because of the licences we forced GSK and BI to grant; others because of the early actions against BMS, which led the company to take a decision not to enforce its rights in the relevant patents.

At the time of writing, after more than two months after receiving the letter of demand, the Minister had yet to respond.  Her Director-General has responded to one of the earlier letters, saying that there is no problem regarding threats to the sustainability of supply and that the Minister does not have any powers to issue licences.  We responded on 24 June 2005 to his inaccuracies and called for a meeting within two weeks.  Despite a further request for the same meeting sent a month later on 26 July 2005, we have had no reply as at the time of writing.  We have already started to draft court papers and hope to have these ready for filing in the Pretoria High Court before the 2005 TAC national congress.

Amphotericin B for treating cryptococcal meningitis

The ALP’s work has also concentrated on increasing access to medicines necessary for preventing and treating opportunistic infections (OIs), as well as identifying barriers other than patent protection that currently limit access to OI medicines.  In early 2005, much of this work dealt with the excessively priced amphotericin B (AmB), an essential antifungal drug that is no longer protected by patent but which enjoys a de facto monopoly in South Africa.  AmB, marketed by Bristol Myers-Squibb (BMS) as Fungizone®, is used in the early stages of treating cryptococcal meningitis, a common cause of death amongst people living with HIV/AIDS in Africa having a mortality rate of between 25 and 40 per cent.  Initially brought to the attention of the ALP by a researcher at the Desmond Tutu HIV Centre in Cape Town, the matter was pursued on behalf of the TAC and the Southern African HIV Clinicians’ Society.

Following threats of legal action, BMS agreed to reduce its price for Fungizone® to R22.60 (VAT exclusive) per 50mg vial of the drug.  At the time the matter was brought to our attention, the same medicine retailed for R145 and R192 (VAT inclusive) in the public and private sectors respectively.  The private sector price change came into force on 1 July 2005.  The price in the public sector has not changed, because government says that the relevant tender rules do not allow for a change in the price of an existing award.  Instead of accepting a cheaper price, government will continue to pay R145 per vial until the award of the new tender, expected in August 2005.  While recognising that the tender rules should be challenged or amended if they in fact do not allow for price reductions in such circumstances, the ALP and TAC decided against further action on the basis that such action was unlikely to bring results prior to the anticipated new tender award.

Excessive pricing of other opportunistic infection (OI) medicines

The ALP is in the process of compiling a document that identifies key excessively priced OI medicines, regardless of patent status.  Once the report is complete, we will make recommendations to the TAC on proposed legal action, which may include complaints to the Competition Commission.  Our initial research indicates that there are at least three potential “targets”: Roche’s Cymevene® (ganciclovir) and Valcyte® (valganciclovir), both used for treating cytomegalovirus (CMV) retinitis (a sight-threatening disease associated with late-stage AIDS), and Pfizer’s Zithromax®  (azithromycin), used for preventing mycobacterium avium intracellulare (MAI) in people with advanced HIV infection.
  MAI is a bacterial infection that may result in a range of symptoms, including high fevers, severe anaemia, night sweats, chills, weight loss, loss of appetite and weakness.   

Ensuring that generic companies play ball

Another of the emerging access to medicines issues is the apparent failure (or perhaps unwillingness) of generic companies to produce certain ARV and OI medicines, even though there may not any patent barriers in the way.  With this in mind, we have embarked on a process to establish which essential HIV medicines may be produced by generic companies in South Africa without having to obtain the patent holder’s permission (in the form of a licensing agreement).  To date, we have established the following:  

· Gilead, which produces tenofovir (Viread®), emtricitabine (Emtriva®) and tenofovir/emtricitabine (Truvada®), does not seek patent protection in sub-Saharan Africa and has a policy of non-enforcement in the case where patents may have been obtained.  In other words, there are no patent barriers in South Africa stopping other companies from marketing generic tenofovir and emtricitabine products.  

· However, there may well be patent barriers in countries from where the finished products – or the active pharmaceutical ingredients (APIs) used for local production – are imported.  At the moment, no South African company has the capacity to produce these APIs.  And for now, the most likely source of APIs for all generic companies other than Aspen Pharmacare is India, where the products and APIs will most likely be patented in the near future.
  We asked Gilead about the patent situation in manufacturing countries like India, but they have chosen not to respond.

· Roche will not take out new patents in sub-Saharan Africa for their HIV medicines (which they define as both ARVs and OI drugs), nor will they enforce whatever exclusive rights in patents they may already have in the region.  This extends to all their ARV medicines (with the exception of nelfinavir (Viracept®), in respect of which Pfizer holds the patent) and their OI drugs such as Cymevene® (ganciclovir) and Valcyte® (valganciclovir), which appear to be excessively priced in South Africa.  
TAC and the National Pathology Group

After submitting a report to the Competition Commission on the conduct of the National Pathology Group (NPG) in June 2003, in support of its investigation into private health care practices, the ALP was requested to formalise the report and lodge an official complaint.  Acting on behalf of the TAC, the ALP filed the complaint in September 2003, alleging that the NPG was operating unlawfully as a cartel and engages in prohibited price fixing.  During the course of the investigation, the Commission concluded its investigation into the South African Medical Association (SAMA), the parent body of the NPG.  Instead of referring the SAMA matter to the Competition Tribunal for adjudication, the parties entered into a consent agreement in terms of which SAMA agreed to stop certain prohibited practices and to pay a fine.   

The SAMA consent agreement has complicated the investigation into the NPG.  Nevertheless, the Commission has recognised the importance of investigating private pathology laboratory practices.  In early 2005, it decided to embark on its own investigation on various related matters.  In essence, the Commission-initiated investigation is dealing with the very substance of our complaint – how the pathology practices and groups operate collusively to limit competition, which has the effect of keeping prices high.  The outcome of the consolidated investigation (the Commission’s and TAC’s) is expected in early 2006.  At this point, a referral to the Competition Tribunal for adjudication seems quite possible.   

Boosting the domestic generic pharmaceutical industry
At the request of the Competition Commission, the ALP put forward a written submission considering the possible public interest impact of the then proposed merger between Aspen Pharmacare, the largest locally-based generic medicine manufacturer, and Fine Chemicals Corporation, the only local manufacturer of APIs.  The ALP was approached in part because the Competition Act, 89 of 1998, requires the Commission to consider public interest factors when deciding whether to approve or reject a proposed merger.  

The focus of the ALP’s submission was the potential impact of the proposed merger on access to a sustainable supply of affordable medicines.  While concerned that the merger had the potential to limit access to APIs for other domestic manufacturers, the submission also considered the positive impact in South Africa if Aspen were to become more competitive globally by enhancing its local technological capacity.  In short, the submission recognised the relevance of a strong internationally competitive domestic generic industry for local access.  The merger was approved with conditions that take into account the concerns regarding access to APIs.

Other

In other work to ensure access to affordable essential medicines, the ALP:

· Took action to assist in speeding up the registration of once-daily 600mg efavirenz, which is significantly cheaper that the equivalent dosage in 200mg capsules and assists with improving patient adherence; and

· Supported the TAC in improving the functioning of the Diflucan Partnership Programme, in terms of which fluconazole is donated by Pfizer to the government and dispensed in the public health sector.

Developing the statutory and regulatory framework

The ALP’s work in this issue has focused on two areas: the pharmacists’ challenge to the medicine pricing regulations promulgated in May 2003 in terms of the amended Medicines Act; and developments in South Africa and beyond relating to patent law amendments with implications (whether positive or negative) for access to a sustainable supply of affordable essential medicines.   

Pharmacists challenge the medicine pricing regulations

Many poor people use the private health sector in South Africa because they do not live near adequate public health facilities or are unable to access the services that they need in the public sector. Although most people use the public sector most of the time to obtain their medicines, nearly everyone buys medicines in the private sector at some time or another. Put simply, many users of the public health system often have no choice but to purchase medicines from private pharmacies or their doctors. In some cases, this is because the medicines they need are not available in the public sector. Some essential medicines are unavailable in state hospitals and clinics, often because of their cost. 

But, even where medicines are available in the public sector, they are often available only at hospitals and not at local clinics. Because of the distance, time and cost involved in accessing these medicines, people often rely on community pharmacies or dispensing doctors. In other cases, low wage earners cannot afford, or are unable to take time off from work, to wait in long queues at state pharmacies in public health facilities. Frequently however, poor people cannot access essential medicines in the private sector because prices are too high.

The Medicines and Related Substances Control Amendment Act, 90 of 1997, was introduced to address these and other similar problems. It correctly targets the entire medicines supply chain for regulation, from manufacturers through distributors and wholesalers to retailers, including both pharmacists and dispensing doctors and nurses.  Dealing with all role-players from manufacturers through to retail pharmacists, it seeks to eliminate practices that limit access to medicines. This is to be done by the Act as well as two sets of regulations: the general regulations and the pricing regulations. 

The general regulations, which came into effect on 2 May 2003, are still in force. The pricing regulations, which started to come into effect a year later on 2 May 2004, were set aside by the Supreme Court of Appeal (SCA) on 20 December 2004.  These regulations dealt with various aspects of medicine pricing, such as dispensing fees to be charged by pharmacists and dispensing health practitioners, and the price of medicines sold by pharmaceutical manufacturers.  Predictably, the pricing regulations were not widely accepted by all stakeholders.  In particular, retailers were up in arms.  

The challenge to the pricing regulations started off in the Cape High Court when the Pharmaceutical Society of South Africa (PSSA), New Clicks and others applied for an order declaring the regulations invalid.  After the application was dismissed on 27 August 2004, the applicants applied to the Cape High Court for leave to appeal against the judgment.  More than three months later, on 3 December 2004, leave to appeal was denied.  In the meantime, however, the PSSA and others had already applied directly to the SCA for leave to appeal.  It was at that stage when the ALP, acting on behalf of the TAC, became directly involved in the case.  
On discovering that the SCA was to hear the application, the ALP immediately took steps on behalf of the TAC to be admitted as amicus curiae (friend of the court).  Upon admission, the ALP and its legal counsel drafted, served and filed legal papers on behalf of the TAC that argued that the level at which the pharmacists’ dispensing fees was set by the pricing regulations was decided arbitrarily, without adequately considering the evidence that showed that the proposed fee in the draft pricing regulations posed a threat to the sustainability of many pharmacies serving under-resourced areas.  

In its focus on the right of access to health care services, the TAC amicus intervention also stressed that if pharmacies shut down, especially those serving poor and under serviced areas, access to medicines will be further limited.  A prior joint ALP/TAC oral and written submission to the DoH and its Pricing Committee in March 2004, which considered various aspects of the draft pricing regulations issued in January 2004, had urged government to ensure that the dispensing fee set expanded affordable medicines but at the same did not threaten the viability of smaller community pharmacies.  The submission was included as part of the TAC’s legal papers.  

Many of the arguments advanced on behalf of the TAC by the ALP and its counsel were taken on board by the SCA.  In evaluating the appropriateness of the dispensing fee, the SCA considered its impact on the viability of pharmacies. In particular, it drew attention to the need for an appropriate balance to be struck between the interest of the public in being able to purchase affordable medicines and the interests of pharmacists as suppliers of medicines. The SCA held that access requires both affordability and availability, and that low medicine prices do not necessarily guarantee access. Medicines also need to be available. Therefore a dispensing fee that is so low that it threatens the viability of pharmacies cannot be considered appropriate, because its effect is generally to limit access to medicines by ensuring that they are only available for purchase from a "few large dispensers located in relatively affluent areas". 

Although a significant victory in terms of safeguarding the survival of smaller community-based pharmacies, it remains a matter of urgency to ensure that fair and transparent pricing regulations that have the potential significantly to increase access to affordable medicines for all people in South Africa are developed and implemented.  But at the end of 2004, it was clear that this would not happen in the short term.  

Once the state lodged an application for leave to appeal against the decision of the SCA, the ALP began taking steps on behalf of the TAC to be admitted as amicus curiae before the Constitutional Court.  The application was successful, resulting in the TAC being admitted, the evidence being admitted to the record and the TAC’s legal counsel being given 30 minutes for oral representations during the hearing of the matter in mid-March.  The intervention focused on the narrow issue of relief – on the “nature of the remedy that will be appropriate if the appeal is dismissed, either in part or in whole.”  In short, the TAC argued in support of a remedy that would not simply declare certain of the pricing regulations as unconstitutional, as the SCA had in fact done, but would also “supervise the process of amendment and redrafting” of the Medicines Act and the pricing regulations.  This would be to ensure stakeholder buy-in in respect of the “procedure in terms of which the defects in the regulations (and the Act, if applicable) will be remedied.”  At the time of writing, judgment had yet to be handed down in this matter. 

Regulatory reform

The ALP made the following submissions on behalf of the TAC and itself:
· Written memorandum for and oral submission to the National Economic, Development and Labour Council (NEDLAC) setting out concerns regarding the potential negative implications of the US/Southern African Customs Union Free Trade Agreement negotiations for access to essential medicines (February 2004); 

· Written submission on Bill C-9, which amended Canadian patent law to increase access to generic medicines for developing countries with limited or no domestic pharmaceutical manufacturing capacity, as contemplated by the World Trade Organization (WTO) decision of 30 August 2003 on this issue (February 2004);
 

· Oral submission entitled “Patents, Innovation and Public Health: a focus on HIV/AIDS” to the World Health Organization’s Commission on Intellectual Property, Innovation and Public Health (May 2005); and

· Written and oral submission on the Patents Amendment Bill [B 17—2005], dealing with patents in respect of innovations based on indigenous biological resources, genetic material, traditional knowledge and/or traditional use (July 2005).

In addition, an ALP member of staff was part of a civil society delegation that traveled to New Delhi in March 2005 to meet with key stakeholders and members of the Indian Parliament on access to medicines concerns raised by the draft Indian Patents Amendment Bill.  Drawn from participants in an access to treatment conference hosted in Mumbai by the Lawyers’ Collective, the delegation met with a range of influential decision makers, including the politburo head and chief negotiator of the Communist Party of India – Marxist, the legislative drafting team and the Minister of Science and Technology.
  

Supporting the TAC’s campaign for a People’s Health Service

The ALP hosted a seminar on health sector transformation on 10 February 2004 for HIV/AIDS treatment advocates and activists, particularly the leadership of the TAC and staff members of the ALP.  The purpose of the seminar was twofold: first, to provide treatment advocates and activists with an opportunity to develop an understanding of the context within which health sector transformation is taking place; and second, to facilitate debate between them and key experts on relevant legal, regulatory and policy issues.  A detailed seminar report was thereafter drafted and circulated.    

Building on this early work, the ALP supported the TAC and other civil society organisations to host the first ever People’s Health Summit (PHS).  The PHS, a focus of the TAC’s campaign for the transformation of health care in South Africa from a divided racialised and inequitable system into a people’s health service, was held in East London from 2 – 4 July 2004.  As part of its support, the ALP coordinated and conducted much of the research into and the drafting of discussion documents that formed the basis of the conference package presented to delegates for debate and resolution.       

The ALP also supported the campaign in two additional ways:     

· It presented a joint ALP/TAC submission on the National Health Bill to the Parliamentary Portfolio Committee on Health in August 2003, highlighting the key suggested reformulations of problematic provisions; and

· It took primary responsibility for planning, conceptualising and coordinating a joint ALP/TAC seminar on human resources for health (HRH), as well as making a formal presentation on the constitutional obligations of the state entitled “The state’s legal obligations to develop a human resources for health plan”.  Preparation for the seminar also included collaborating with TAC on an HRH discussion document.

Providing legal services for the TAC

In addition to its access to health care work, the ALP regularly provided general legal support and services for the TAC.  In particular, it has acted – or is currently acting – on behalf of the TAC in the following matters: 

· TAC v Rath Health Foundation Africa: the ALP has taken responsibility for representing the TAC in its defamation action against Matthias Rath and his “Dr Rath Health Foundation Africa”; 
· Pekane v TAC and Gordon Mthembu: the ALP is representing TAC and Gordon Mthembu in defending the defamation case brought by the CEO of Natalspruit Hospital, regarding a memorandum given to the Gauteng MEC for Health on behalf of TAC and the relevant community served by the hospital; and

· It appears that NAPWA has subsequently been re-registered by the Department of Social development.  We have informed the office of the AG accordingly and are attempting to establish the reasons for the re-registration.  We are particularly concerned given the AG's findings regarding NAPWA's conduct.  We are awaiting a response from the Department of Social Development and will consider further action at a later stage.

[ENDS]
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Report on Legal Resources Centre cases for TAC over the past 2 years

TAC v RATH & OTHERS

This is a most unusual matter and one which the TAC would not normally have taken up.

In the circumstances which will be described below, however, there was no alternative.

The TAC has put up with hostility and opposition at many levels before.  It has allowed its activities and its educational output to answer this hostility.

What distinguishes the defamatory comments of Dr Rath and the Rath Foundation about the TAC is not only the absurdly untrue nature of the allegations but also the potentially damaging consequences not only for the TAC and its staff but for the communities the TAC seeks to assist.

Amongst the allegations made by Dr Rath were that the TAC was a dishonest and hypocritical front for the pharmaceutical industry and that it was complicit in deliberately seeking to poison South Africans in order to improve the profits of the pharmaceutical companies.  These allegations have obvious implications for the continued survival of the TAC in particular its funding, its ability to promote health amongst the poor and the safety and future careers of its staff.

Allied to these allegations has been a concerted campaign by the Rath Foundation to promote the vitamin products it says should replace anti-retrovirals and which it claims can treat HIV/Aids.

The TAC accordingly issued an urgent Interdict against Dr Rath and the Rath Foundation who were later joined as Respondents by the Traditional Healers Organisation.

The Interdict seeks to prevent the defamatory allegations being made against the TAC pending the outcome of a defamation action which was subsequently issued by the ALP.

As usual, I have nothing but praise for the conceptualization of the application, the strategy surrounding it and the preparatory drafting done by the TAC.  It is an enormous privilege to work with the TAC.

Treatment Action Campaign (TAC)

Evaluation

Executive Summary

29 June 2005

“Our lives matter, the 5 million people in South Africa with HIV matter and the millions of people throughout the world already infected with HIV, their lives matter.” 

Zackie Achmat, TAC chairperson, in a speech to the 14th International AIDS Conference, Barcelona 2002 

Compiled by:

Jacqui Boulle and Tenu Avafia

The Treatment Action Campaign was established on Human Rights Day in 1998 as a response to the increasing numbers of South Africans who were dying of AIDS because they were not able to afford life-saving medication. The primary purpose of the organisation was, and has remained, to lobby for and facilitate access to affordable treatment for people living with HIV/AIDS in South Africa. This is achieved through the following means:

a) advocacy and lobbying government and other institutions to accelerate a rollout of treatment

b) raising awareness around treatment issues

c) placing a limited number of AIDS patients directly on treatment

d) playing an important role in the global lobby to accelerate treatment to people living with HIV/AIDS.

TAC has provincial and district offices in six of South Africa’s nine provinces, with plans to expand to the three remaining provinces in the next few years. TAC also has a very large grassroots membership base of some 10 181 registered members, although significantly more than this number attend TAC marches and demonstrations. 

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 organisation in the country. It has been widely praised for its excellent strategic skills, unique advocacy strategy and its creative use of litigation. Some of the direct achievements include: TAC’s role in the South African government’s decision to roll out antiretroviral therapy through the public health care system, compelling government to provide treatment to HIV-positive women during childbirth to decrease the transmission of HIV from mother to child, and increasing the levels of public literacy around the complexities of treatment. Some of the indirect achievements include the destigmatisation of HIV through the examples of positive living of many of its members, the building of the knowledge base of its members and the empowerment of members.  Critics noted the need for focus and an over-reliance on litigation as the core strategic weaknesses. 

Programmatically TAC’s work is responsive to the needs of its members. Treatment Literacy is hailed as a well run, timely programme aimed at creating the enabling environment for the rollout of an ARV programme in South Africa. Its key challenge is how to balance the need to compensate members for their work and at the same time retain the spirit of volunteerism. The Treatment Project provided a life-line to members in need of treatment. With the rollout of the government’s ARV programme there is a need for the Treatment Project to review its strategy and to exit members onto state programmes wherever possible. The organising department has been at the fore-front of the mass mobilisation. The work needs to become more systematic with a greater emphasis on decentralisation and empowerment of members. The research and communication programme has played a key role profiling TAC nationally and internationally. Internal materials while excellent in content are poor in terms of design and popular appeal. Finally the international department has correctly focused on Africa. This programme needs to be better integrated with the rest of the programmes. 

TAC has secured a diversified funding base. It has good relationships with its core funders, especially at the leadership level but needs to improve communication and participation in funders’ events. 

TAC has formed vital and strategic partnerships locally with important organisations such as COSATU. Internationally, TAC plays an important role in a looser network of partner organisations all aimed at increasing access to affordable treatment. There is however room to improve partnerships with health professionals and to involve other partners in a more systematic fashion in TAC strategy and review processes. TAC’s relationship with the national Department of Health, while initially co-operative, has become more acrimonious over time, largely due to a worsening relationship with the Minister. This being said, there are several fruitful and beneficial relationships with other government structures, in some cases at a provincial level and frequently at a local level. It is important that TAC continues to work towards strengthening these constructive partnerships where they exist, while maintaining its lobbying role.

Another important achievement of TAC has been its ability to adapt to the changing public health landscape. This has meant that the organisation has grown as a response to the public health crisis. Decision-making has always been democratic and inclusive. In this stage of reflection, TAC may want to rethink the structure of its executive, some of its offices. 

As with any pioneering organisation in the process of formalising itself, the systems in the organisation leave room for some improvement. While the financial system is effective and relationships with donors are generally good, there are a number of areas in which communication could be improved. Internal communication remains a challenge, as do more systematic feedback to donors, and monitoring and evaluation of performance and administration. The planning of events and activitiest also needs to become more systematic and less ad hoc.

TAC has, in general, a highly motivated and extremely energetic staff complement with an impressive work ethic. There appears, though, to be a large disparity in the workloads of various staff members, with some being underutilised, while others are overworked and prone to fatigue and burnout. Recruitment is not always systematic, and this has resulted in some inappropriate appointments.

The relationship between staff and volunteers is also one that needs to be carefully managed. Volunteers form the backbone of the organisation and perform several important functions. As a result, tensions sometimes occur between staff members, paid volunteers and unpaid volunteers. The payment of volunteers for work done is a highly sensitive issue which needs to be carefully managed by the organisation. There is also a cadre of highly motivated and skilled foreign volunteers who work for TAC on specific projects. These volunteers are a valuable source of labour and are not being utilised to their full potential at present.

While gender sensitivity is improving and a cadre of female leaders is emerging, significant challenges remain, both at the managerial and grassroots levels. At present, the organisation has no comprehensive gender programme in place, aimed at tackling some of the existing imbalances. While programmes exist around the role of Youth and People with AIDS (PWAs) both need to be strengthened. 

In conclusion, TAC is an extremely relevant and effective organisation, operating at moderate efficiency with some room for improvement. TAC’s programmes have excellent sustainability and has been effective in its capacity building initiatives but has some unsustainable human resource practices and weak financial sustainability outside of its current donor strategy. 

Recommendations

Short term 

Strategy

●
Slow down the pace of growth of the organisation. 

· Deprioritise the national focus, allow for local and provincially based campaigns and cultivate a working relationship with provincial, district and local government.

Programmes

General

●
Decentralise the management of all national programmes to existing provincial structures.

Treatment Project

· Formulate clear exit strategies, e.g. an exit strategy for TP recipients to local ARV sites where they exist.

· Reorganise donor administration of TP. The current reorganisation to provide for direct mails to donors needs to be implemented as soon as possible, providing systematic reports and periodic communication with donors on the progress of the TP.

Treatment Literacy Project 

· Enhance networks with other organisations producing treatment-related materials, e.g. Soul City. 

· Develop a clear framework for payment of bursaries linked to an exit strategy, along the lines of the EPWP. 

Organising

· Shift from the current ad hoc campaign-driven approach to a programmatic approach which includes clear targeted outputs, skills to be developed and interventions to achieve these.

Policy, research and communication

●
Redesign the website and all media ouputs to make them more attractive, user-friendly and accessible.

Funding

· Ensure that management prioritises donor relations and improves donor communication. 

Relationships

●
Reprioritise partnerships and engage and consult partners around both the TAC and partners’ own strategies and programmes to facilitate collaboration and co-operation. 

Structure

· Restructure the NEC, allowing it to provide the requisite oversight. This requires changing all organisational representatives to mandated appointments and barring staff from holding positions on NEC other than the general secretary post. 

· Restructure the Secretariat to comprise the NEC management team, namely the chair, deputy chair and treasurer and the employed management of the organisation. 

Systems

General

●
Set aside the time required to develop robust systems, for example, databases of media contacts, members database, lists of suppliers, procurement guidelines, travel regulations, recommended rates for various budget items, etc. This is something that professional volunteers could be assigned to develop. However, work done will need regular management input if it is to contribute to robust and useful systems. 

Administration

· TAC needs to take the time to develop appropriate systems, train staff in the systems and manage the ongoing use of the systems introduced.

· Urgently recruit an experienced administrative manager and give this person management authority to train and manage the existing core of administrative staff. 

· Send materials directly to districts and ensure that each district develops a distribution policy that covers every branch in its area.

Human resource systems

· Fast-track the development of a comprehensive performance management system, including the training of managers in the implementation of the system.

· Develop a staff induction programme and the national implementation of the new system around exit interviews for staff departing.

· Advertise all posts, develop a competency framework for interviewing new staff and introduce performance-based contracts.

Policy, research and communication

· Provide at least two days’ notice for any meeting, preferably more, along with details on what the meeting is about and why members are required to attend. In addition, develop a system of communication trees for volunteer communication.

· Prioritise the regular management meetings of staff already initiated by the new national manager, as well as a collective calendar/ diaryi for each office. 

Staffing

· Define the role of both staff and volunteers, including the inter-relationship between the two, to address the current tensions and the “staff creep” into areas traditionally serviced by volunteers. Train all staff in volunteer management.

· Reassess the volumes of work and levels of responsibility assigned to each staff member and ensure a more equitable distribution of both. This requires developing a culture of trust and delegation.

· Avoid hasty recruitment decisions and, where no suitable candidate applies for a post, re-advertise and put in place an interim solution, even if this involves the cost of employing short-term skilled consultants to plug the holes. 

· Precede every permanent appointment by a probation period and performance appraisal. Any concerns that arise in this period need to be confronted head-on to avoid longer term problems and costly terminations.

· Prioritise staff development, given the predominance of staff with relatively low levels of formal training and experience, both in the budget and in staff management. 

· Develop a more professional demeanour and attitude amongst staff.

Volunteers

· Assign the responsibility of managing volunteers to specified staff, especially the pool of international and professional volunteers. 

· Review the system of stipends, bursaries and payment of volunteers and ensure that it is based on transparent and consistent criteria and is neither exclusive nor static.

Culture

· Take explicit steps to transform the current culture, including providing trauma counselling where needed, enforcing the ”time in lieu of overtime” policy and the introduction of sabbaticals. The current work ethic demands 110% of staff. This is not sustainable and has resulted in burnout of core members and volunteers within the team. 

Medium term 

Strategy

●
Develop a partnership with a public health organisation or recruit medical and other public health expertise into the organisation’s own ranks.

Programmes

Treatment Project

●
Reconstitute the TP as a component of a broader advocacy programme through developing the required experience and systems in partnership with public sector doctors committed to getting a site registered. Targets should be linked to the number of sites the organisations would like to see created, rather than the number of people on treatment.

Treatment Literacy Project

●
Mainstream the TLP in the organisation.

· Get training accredited.

Organising department

●
Develop a clear induction programme and an ongoing structured leadership school programme that taps the best skills and expertise in the organisation and aims to build real capacity around a set of identified competencies.

 International

· Redefine the strategy of the programme in a way that harnesses partners’ capacity and links to other programmes in TAC. Communicate this to partners and potential partners.

     Funding

●
Provide opportunities for programme exposure to donors (and media). For example, invite donors to attend a treatment literacy training session.

Relationships

· Actively engage social actors such as teachers and workers, beyond partnerships with the leadership in these organisations. This could include focused campaigns, treatment literacy and partnership programmes.

· Expand the network amongst health professionals.

Structure

· Develop structural models that facilitate ongoing learning and mentoring of staff, as most staff are inexperienced. The current system of mentoring has been well received but is ad hoc and limited. Ongoing regular mentoring needs to be sourced either through the relocation of senior staff to offices or through the recruitment or contracting of mentors.

Systems

Human resource systems 

●
Develop an internal system of peer learning linked to new staff shadowing experienced staff, or exchange visits where staff are exposed to different situations that could facilitate their learning (both inside the organisation and in partner organisations).

Planning, monitoring and evaluation

· Improve planning systems to provide for advance planning, review of outputs agreed during planning and future planning based on the lessons of prior experience. We recommend that the organisation anticipates that an agreed percentage of its time will be caught up with reactive campaigns that emerge after planning meetings have taken place, for example, the Rath saga, and that management monitors these interruptions to ensure they do not derail the rest of the work.

·  Give the same attention to reflecting on the internal functioning and infrastructural needs of the organisation as the organisation currently gives to political reflection.

· Develop a culture of feedback where management is open to input from staff, volunteers and external stakeholders, and appropriate mechanisms to facilitate the feedback, for example, annual partner reflection and planning sessions, a column in the newsletter and regular management meetings with staff.

Volunteers

· Induct every volunteer wanting to play a role in the office or providing a special service into the organisation and require them to complete a reasonable training period before being deployed.

· Develop volunteer career paths with real options for sustainable learning or employment.

Culture

· Educate staff and volunteers around gender, and mainstream gender into every programme within the organisation. This should include partnerships with other organisations tackling the issue.

· Place increased emphasis on the leadership role of PWA volunteers.

· Develop a culture of open debate on diverse political perspectives and approaches to issues. 

Long term 

Programmes

Organising

· Develop a clear strategy around prevention, and prioritise the focus on youth.

Policy, research and communication

· Develop marketing materials targeting professionals and middle class volunteers.

Funding

· Shift the financial base to bring in more corporate and local donations.

Structure

· Reconceptualise the role and location of district offices. Districts are the face of implementation and require highly skilled staff, able to work without supervision. Current office arrangement do not use resources optimally and options such as sharing office space with a partner organisation should be explored. 

· Employ a bottom-up approach starting at branch level with increased decentralisation of staff, leaders and budgets. Consciously redeploy people back to branches.

· Explore a geographic national management structure, as opposed to a programmatic approach, to facilitate integration between the programmes.

Volunteers

· Develop opportunities for middle-class working members, such as a “buddy” system for people on ART, or a roster for giving talks at Rotary, churches, etc.
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�  This excludes infant mortality (0-4) which accounted for nearly 11% of deaths.


� Much of the material contained in this section originates from the ALP Legal Report for the TAC National Congress.  


� A more detailed account of the ALP’s work in this regard can be found in the ALP Legal Report for the TAC National Congress


� Accreditation applications to be submitted to the WHO and the Health and Welfare Sector Education and Training Authority


� See attached list of potential projects 


� See attached budget of the various options.


� The ALP also drafted and/or assisted with the drafting of the following sections of the submission: drug registration and supply; diagnostic and monitoring services; national patient register and data collection.


� The report is available online at � HYPERLINK "http://tac.org.za/Documents/ALP-TAC 2nd updated report on ARV plan June 2005.doc" ��http://tac.org.za/Documents/ALP-TAC 2nd updated report on ARV plan June 2005.doc�.


� Future reports are expected to provide updates about the extent to which ARV treatment is available in the private sector.  


� The complaint is explained in the publication entitled “The Price of Life: Hazel Tau and Others vs GlaxoSmithKline and Boehringer Ingelheim, which was distributed at the 2003 national congress and is available online at � HYPERLINK "http://www.alp.org.za/modules.php?op=modload&name=News&file=article&sid=222" ��http://www.alp.org.za/modules.php?op=modload&name=News&file=article&sid=222�.


� The case was based on section 56 of the Patents Act, which allows any “interested person” to be awarded a compulsory licence if it is able to show that the exclusive rights in a patent are being abused.  This had not yet been done successfully in South Africa.  Our approach was twofold.  First, we were seeking to get an interpretation of the relevant provisions of the law that is in line with the constitutional guarantee of access to health care services.  Second, and in the alternative, we were seeking to declare section 56 unconstitutional in the event that it was incapable of being read to allow for the granting of licences in the circumstances.


� The agreement, which sets out the terms and conditions of the licences that were granted, is available online at � HYPERLINK "http://www.tac.org.za/Documents/DrugCompaniesCC/GARPP-BI-Settlement-20031209.pdf" ��http://www.tac.org.za/Documents/DrugCompaniesCC/GARPP-BI-Settlement-20031209.pdf�.


� The Operational Plan was adopted on 19 November 2003, just over a month after the Competition Commission decided to refer the matter to the Competition tribunal for adjudication, and just three weeks before the matter was settled on 9 December 2003.


� The settlement agreements with the complainants are available online at � HYPERLINK "http://www.alp.org.za/modules.php?op=modload&name=News&file=article&sid=82" ��http://www.alp.org.za/modules.php?op=modload&name=News&file=article&sid=82�.


� Copies of all these letters were also sent to various people in the DoH as well as relevant Ministers (Health and Trade & Industry).


� There is no patent in South Africa on the paediatric solution.


� Azithromycin is also being tested for use as a treatment for various OIs, including MAI, cryptosporidiosis and toxoplasmosis.


� Gilead and Aspen have entered into an agreement on tenofovir and tenofovir/emtricitabine, which includes the supply of APIs from Gilead to Aspen, local formulation of finished products, technology transfer, building local capacity to produce APIs and supply and distribution to all 95 countries that qualify for Gilead’s “not-for-profit” price.    


� The Canadian HIV/AIDS Legal Network presented the joint ALP/TAC submission to Canada’s Parliament.


� In some key respects, the delegation’s intervention was particularly successful.  However, the amended Indian Patents Act nevertheless provides patent protection in excess of what is required by WTO rules, in a manner that will limit access to essential medicines for people in India and throughout the developing world.  
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