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Date: Tuesday 02 February 2010
Time: 12h00 – 15h00
Venue: Orlando Community Hall, Soweto
Chair: Gerard Payne
[bookmark: _Toc252805243][bookmark: _Toc252805700][bookmark: _Toc252807037]Theme:  “AIDS Consortium”
Scribe: Nonzolo Mgcina
Outcomes: 
· To introduce all AIDS Consortium affiliates to our strategy 2010 and
· Familiarise all affiliates with AC services 

	12:00 – 12:10
	1
	Welcome guests to the meeting Introduction of all present: 
Let’s meet one another! Warm up: 

	12:10 – 12:15
	2
	Tribute to people who have lost their lives to the epidemic, and expression of solidarity in the fight against AIDS, stigma and discrimination – 1 minute silence

	12:15 – 12:20
	3
	Apologies

	
	
	Adoption of previous minutes

	12:20 – 12:40
	4
	AC Strategy 2010 and Civil Society – Denise Hunt

	12:30 – 12:40
	5
	Communications – Rhulani Lehloka 

	12:40 – 12:55
	6
	AC Training – Joseph Dithako

	12:55 – 13:10
	7
	Affiliate Engagement – Nonzolo Mgcina  

	13:10 – 13:25
	8
	IRP – Tebogo Lesele and Bongani Sithole

	13:25 – 13:45
	9
	HEROES Campaign and Community Champions – Rhulani Lehloka 

	13:45 – 14:00
	10
	Advocacy – Gerard Payne 

	14:00 – 14:20
	11
	bua@AC Themes 2010 – Gerard Payne

	14:20 – 14:30
	12
	Announcements
1. Staff announcements
1. Announcements from the floor

	14:30 – 14:35
	13
	Vote of thanks – AIDS Consortium


Next meeting 02 March 2010 – Theme: Child and Maternal Health
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[bookmark: _Toc239134714][bookmark: _Toc239134739][bookmark: _Toc239135487][bookmark: _Toc242118109]Compiled by Yngve Sjolund: editor@cd4.co.za

[bookmark: _Toc252803862][bookmark: _Toc252804033][bookmark: _Toc252804574][bookmark: _Toc252805245][bookmark: _Toc252805702][bookmark: _Toc252807039]Definitions

An infant or baby is a very young child (birth to 1 year) who has not yet begun to walk or talk. Mortality is the number of deaths in a population during a specific period of time.

1.1 [bookmark: _Toc252805703]Introduction
Each year 9 million children die before their fifth birthday and 500,000 women lose their lives during pregnancy or childbirth, and according to Statistics South Africa, children account for an estimated 14 percent of all new HIV infections in South Africa (2009).

Far too many lives and unexplored futures have already been lost for want of relatively simple health-care solutions. The most common cause of infant deaths worldwide has traditionally been due to dehydration from diarrhoea. However, the spreading information about Oral Rehydration Solution (a mixture of salts, sugar, and water) to mothers around the world has decreased the rate of children dying from dehydration. Currently the most common cause is pneumonia. Other causes of infant mortality include malnutrition, malaria, congenital malformation, infection and SIDS (sudden infant death syndrome or cot death). Infanticide, child abuse, child abandonment, and neglect may also contribute to infant mortality.

The bulk of the deaths (during pregnancy) - as many as 80 per cent - are easily preventable, and birthing complications and infections - responsible for the majority of these deaths - are also preventable. Neonatal tetanus, one major infant killer, can be prevented with a vaccine that costs 50 US cents, and studies have shown that improved community and family care can also decrease infant deaths by one-third. 

The United Nations had hoped to reduce the number of deaths related to pregnancy and under-five child deaths by two-thirds by the year 2015 (one of eight Millennium Development Goals) and it now appears that world leaders are falling behind on their promises for global action on maternal and child health.

Members of the G8 and Canada are making it a top priority to improve the health of women and children in the world's poorest regions with a major initiative in 2010. It is a challenge to enforce these promises in during an economic recession when funding and health budgets are at risk, but the solutions to make a tangible difference in maternal and child health is an achievable goal. 

The cost of clean water, inoculations and better nutrition, as well as the training of health workers to care for women and deliver babies, are not expensive and within the reach of any country. The solutions to reduce child mortality, such as better nutrition and immunization, are equally inexpensive.

World leaders have acted to rescue banks and protect key industries, and they need to apply the same urgency to save Africa's babies and children, and setting a global agenda for improving maternal and child health is an ambitious plan. Canada will look to mobilize G8 Governments and non-Governmental organizations as well as private foundations - working with other nations and aid agencies on the ground where the need is greatest – to focus on maternal and child health as a priority. 

28 days to save a life

Throughout the developing world, the most dangerous day in a child's life is the day the child is born. More than 1,500 new-born babies die within 24 hours on any given day in sub-Saharan Africa and twenty-five percent of all child deaths in sub-Saharan Africa - which equals more than 1 million a year - take place during the first 28 days of life. 


1.2 [bookmark: _Toc252805704]Mothers and infants stand to benefit from the bold new HIV and AIDS plan

South Africa entered a new era in its response to HIV and AIDS on 1 December 2009 when President Jacob Zuma introduced a radical plan to boost protection and prevent further infections, while fast-tracking the distribution of antiretroviral drugs (ARVs) for affected individuals.

In the past, pregnant women living with HIV could only access treatment if their CD4 count was 200 or less, but they are also now eligible for ARVs when their CD4 count is 350 or when they start showing AIDS related symptoms. In addition, symptom-free HIV-positive pregnant women with a CD4 count above 350 will be put on treatment at 14 weeks to reduce the chance of mother-to-child transmission (previously treatment was only started during the last term of pregnancy).

The new plan also focuses on curbing mortality among infants who test positive for HIV at birth, and all such babies under one year of age will now receive ARV treatment. The decision to initiate treatment will not be determined by the level of CD4 cells, contributing significantly towards the reduction of infant mortality over time. The South African National AIDS Council (SANAC) also recommended that HIV-positive babies receive ARVs before 12 weeks of age. 

The recommendations are very important, especially for children. Infants have a very high mortality rate, and if you wait for a child's CD4 count to decline by 20 percent before you administer treatment, it's too late. Increasing the CD4 count threshold for expectant mothers will result in fewer infant infections. Expanding treatment for infants will only be effective if more babies who had been exposed to HIV during childbirth are tested, and we have to make sure no child is missed at six weeks, and we also have to make sure that people understand that if children are sick before six weeks, they need to be tested, because they may well be presenting with the first signs of HIV.

The dramatic shift in Government’s HIV and AIDS policies was praised by the Treatment Action Campaign (TAC): “The changes to the treatment guidelines are all based on strong medical evidence and will significantly reduce mortality.”

The deputy chairperson of SANAC, Mark Heywood, commended Government’s commitment: “We can change behaviour if we reach out to every person in South Africa. I believe that starting from today, with the leadership of Government, we will defeat HIV.”

President Zuma called for the “depoliticisation” of the HIV and AIDS debate: “Let there be no more shame, no more blame, no more discrimination and no more stigma” – adding that the policy shifts “does not mean that people do not have to practice safer sex. It does not mean that people should not use condoms consistently and correctly during every sexual encounter.”

Government’s new plan will work towards increasing the number of treatment centres across the country, treating significantly larger numbers of HIV-positive patients so that people will live longer and more fulfilling lives.  Institutions are hard at work to ensure that systems are in place by the 31st of March so that the new plan will be effective from April 2010.

Progress in Africa 
 
Botswana has halved its under-five mortality rate since 2000, in part through universal HIV testing. Reducing malnutrition - responsible for more than one-third of infant deaths - has also helped; and improved breastfeeding practices in Tanzania and Uganda have helped to reduce stunting by up to 2 percent a year. But despite these and other countries' progress, half the world's under-five deaths still occur in sub-Saharan Africa.
1.3 [bookmark: _Toc228859292][bookmark: _Toc214691484][bookmark: _Toc214691391][bookmark: _Toc214691307][bookmark: _Toc212883088][bookmark: _Toc212882855][bookmark: _Toc212882530][bookmark: _Toc212881768][bookmark: _Toc239134726][bookmark: _Toc239134751][bookmark: _Toc239135499][bookmark: _Toc252805705]HIV and Health - Child mortality (IMR & U5MR)
1.3.1 Definitions
An infant or baby is a very young child (birth to 1 year) who has not yet begun to walk or talk. Mortality is the number of deaths in a population during a specific period of time.

The Infant Mortality Rate (IMR) is defined as the probability of dying within the first year of life. The IMR refers to the number of babies under 12 months old who die in a year, per 1000 live births during the same year. The infant mortality rate is an important measure of the well-being of infants, children, and pregnant women because it is associated with a variety of factors, such as maternal health, quality and access to medical care, socioeconomic conditions, and public health practices. 

The Under-five mortality rate (U5MR) is defined as the probability of dying between birth and before the fifth birthday. It is an overall measure of child mortality that usually encompasses the probability of dying during infancy, between ages 1-4 years and overall before the 5th birthday. The U5MR refers to the number of children under five years old who die in a year, per 1000 live births in the same year.


Perinatal mortality only includes deaths between the foetal viability (22 weeks gestation) and the end of the 7th day after delivery. 

Neonatal mortality only includes deaths in the first 28 days of life. 

Postneonatal mortality only includes deaths after 28 days of life but before one year. 

Child mortality includes deaths within the first five years after birth.


1.3.2 Background
A generalized HIV epidemic can have a major impact on the trend in all-cause infant and child mortality. Data from the 1996 Census and the 1998 South Africa Demographic and Health Survey (SADHS) were used to calculate annual age-specific mortality rates for the women's children and determine recent trends in infant and under-five mortality in South Africa.

Results suggest that infant and child mortality in South Africa are rising rapidly. The increase is about what one would expect on the basis of the prevalence of HIV infection reported in the annual antenatal surveys. This rise in mortality can be attributed to paediatric AIDS.

Statistics on children in South Africa by Province
IMR BY PROVINCE 			U5MR BY PROVINCE
1988-97 (rates for 10-year period) 	1988-97 (rates for 10-year period)
N / 1000				N / 1000
Eastern Cape 				61 					81
Free State 				53 					72
Gauteng 				36 					45
KwaZulu-Natal 				52 					75
Limpopo 				37 					52
Mpumalanga 				47 					64
North West 				42 					56
Northern Cape 				42 					56
Western Cape 				30 					39
South Africa 				45 					59

Notes 

1. The national infant mortality rate is given for the five-year period (1993-mid 98) preceding the SA Demographic and Health Survey. Due to small numbers, disaggregated data (by province, population group and sex) is given for the ten-year period (1988-1997) preceding the SADHS of 1998.

2. Rates for three provinces (Western Cape, Free State and North West) were adjusted on the basis of the relationship between SADHS and the 1996 census data observed in the remaining provinces.

3. In the population group delineation, the figure for "whites" is based on less than 500 cases and should be treated with caution. Results for the "Asian" group were suppressed in the SADHS report because they were based on less than 250 and could not be regarded as reliable.

What do the numbers tell us?

The infant mortality rate is made up of deaths that occur at various ages within the first year of life. The probability of dying during infancy is strongly associated with the different mortality risks associated with age. Most infant deaths are concentrated in the first week or month of life and the IMR is therefore often broken down into three mortality rates: the Early, Late and Post-Neonatal Mortality Rates.

• Early neonatal mortality refers to deaths that occur during the first 6 days of life (under 1 week). All child mortality rates are calculated excluding the still births from the denominator. (The perinatal mortality rate, which includes stillbirths, is therefore excluded from the IMR.)

• Late Neonatal mortality refers to deaths that occur during the first 28 days of life (within the first month).

• Post-Neonatal mortality refers to deaths between 4 and 52 weeks (1-11 months). 

Infant and under-five mortality rates are the most widely used indicators of the health status and socioeconomic development of a population because they reflect not only child mortality levels but also the health status of the community. A child’s growth and development are heavily dependant on the living conditions of the family and the services and resources in the surrounding community. These conditions generate the biological risk factors that act directly on the child’s health through the occurrence of disease and its development, of which death is the most extreme outcome.

The infant and under-five mortality rates in developing countries are therefore associated with a broad range of bio-demographic, health and related social factors. These include maternal and child health care services such the number of antenatal care visits; maternal nutrition status, breast feeding and infant feeding; environmental health factors such as safe drinking water and hygiene and sanitation provision in households; socio-economic factors such as women’s education and available energy source for cooking and heating households; social security and protection. The IMR and U5MR as indicators of health and overall societal development are therefore intrinsically linked to the right to a healthy and safe childhood.


Figure1: Age pattern of child mortality trends in South Africa, 1980-1998 using 1998 South Africa 

Demographic and Health Survey.


Reducing child mortality is rightly one of the eight Millennium Development Goals (MGDs) for reducing poverty and inequality in the world. The target for MDG 4 is to reduce child mortality by two-thirds between 1990 and 2015. However the measurement of this indicator and monitoring progress towards this goal is proving a challenge for South Africa and other developing countries. The most recent and reliable estimates of child mortality in South Africa are for the mid-1990’s and so in 2009 are severely out of date. The trend in the age pattern of child mortality (Figure 1) shows substantial gains in child survival during the 1980’s, but the decline in trend is reversed in about 1992 when infant mortality was about 32/1000 live births and increased to about 63/1000 in 1998.

South Africa is one of the few countries in the world that has experienced an increase in infant mortality over this period. Over the same period (1992-1998) the HIV prevalence rate in pregnant women increased from 7.6% to 22.8%. Given the limited treatment available to HIV positive women during pregnancy during the 90’s most of the actual rise in infant mortality can be attributed to AIDS.

South Africa’s infant mortality has for decades been characterised by inequalities based on population group, urban/rural residence, province and socio-economic status. Estimates for the period 1988-1997 highlight the perverse provincial and racial inequalities. This indicates a need to investigate and monitor inequalities in health status and socio-economic conditions. In the light of the aggressive HIV epidemic South Africa has experienced the IMR takes on new meaning and importance in assessing the impact of vertical transmission and the impact of PMTCT programmes.

1.3.3 Technical notes

The vital registration system and the Health Information System in South Africa remain inadequate for monitoring levels of and trends in infant and child mortality. South Africa is therefore reliant on survey data in this regard. The most reliable estimates of childhood mortality are collected from Demographic and Health Surveys (DHS), conducted every five years. Demographic and Health Surveys are considered a ‘gold standard’ for measuring child mortality in developing countries. The last reliable empirical estimates come from the 1998 DHS. The failure of the 2001 census and the 2003 DHS to collect the information necessary for the calculation of childhood mortality rates, renders these estimates in 2009 severely outdated.

1.3.4 Strengths and limitations of the data

The last reliable empirical estimates come from the 1998 DHS. The failure of the 2001 census and the 2003 DHS to collect the information necessary for the calculation of childhood mortality rates renders these estimates in 2009 severely outdated.

1.3.5 The 18 Priority Districts

The Department of Health has prioritized maternal and child health as one of the main areas of intervention to reduce maternal, infant and child mortality. 18 districts across the country have been identified as key target areas for health and nutrition interventions because of high levels of deprivation and low maternal and child health outcomes.

	Province
	District
	Most deprived sub-district 

	Eastern Cape
	Amathole
	1. Mbhashe Local Municipality 

	
	Alfred Nzo
	2. Umzimvubu Local Municipality 

	
	Ukhahlamba
	3. Senqu Local Municipality 

	
	 Cacadu
	4. Ikwezi Local Municipality 

	
	OR Tambo
	5. Ntabankulu Local Municipality 

	
	Chris Hani
	6. Engcobo Local Municipality 

	

	Free State
	Thabo Mofutsanyane
	7. Maluti a Phofung Local Municipality 

	

	Gauteng
	Metsweding
	8. Kungwini Local Municipality 

	

	Kwazulu-Natal
	Zululand
	9. Nongoma Local Municipality 

	
	Ilembe
	10. Maphumulo Local Municipality 

	
	Umkhanyakude
	11. Umhlabuyalingana Local Municipality

	
	Amajuba
	12. Dannhauser Local Municipality 

	

	Limpopo
	Mopani
	13. Greater Giyani Local Municipality 

	

	Mpumalanga
	Ehlanzeni
	14. Bushbuckridge Local Municipality 

	

	North West
	Bojanala
	15. Moretele Local Municipality 

	
	Bophirima
	16. Kagisano Local Municipality 

	

	Northern Cape
	Kgalagadi
	17. Moshaweng Local Municipality 

	

	Western Cape
	Cape Town Metropole
	18. Khayelitsha sub-district 


These districts were chosen because they have poor health status, health service delivery and poor access to health services. Districts have been ranked using key indicators data on which are readily available, mostly through the District Health Information system. 

These are: 

- A deprivation index (as reported in the District Health Barometer) 
- The proportion of pregnant women tested for HIV 
- The proportion of deliveries which take place in a health facility 
- Immunization coverage at one year of age 
- Vitamin A supplementation coverage (1-5 years). 

The top fourteen (worst performing) districts are located within five provinces – Eastern Cape, Kwazulu-Natal, North West, Limpopo and Mpumalanga. These fourteen districts, plus one district from each of the remaining four provinces, are targeted (total 18 districts). For the Free State and Gauteng, the district with the highest ranking was chosen. 

Within each of the districts, the sub-districts with the highest deprivation index (2007 Community Survey) was identified. Although it would have been preferable to use the same system that was used to identify the districts, this was not possible as the health service coverage data were not readily available at sub-district level. 

Because all districts in the Northern and Western Cape fell in the lower half of the ranking, a different approach was adopted. In the Northern Cape, Moshaweng sub-district in Kgalagadi District was chosen due to its high deprivation index (at sub-district level). Khayelitsha sub- district within the Cape Town metropole was identified in the Western Cape, due to high levels of deprivation. It was also considered an advantage to include at least one urban sub- district. 
1.4 [bookmark: _Toc252805706]The impact of HIV and AIDS on infant and child mortality in South Africa
	Infant mortality rate (under 1), 1990
	49

	Infant mortality rate (under 1), 2007
	46

	Under-5 mortality rate, 1990
	64

	Under-5 mortality rate, 2007
	59


1.4.1 [bookmark: _Toc252805707]Life expectancy at birth
Total population: 	50.7 years 
Male: 			49.0 years 
Female: 		52.5 years (2006 est.) 

1.5 [bookmark: _Toc252805708]THE FUTURE OF AIDS TREATMENT IN SOUTH AFRICA
1.5.1 The NSP

The national HIV & AIDS and STI Strategic Plan for South Africa 2007-2011 (NSP) is an over-arching plan designed to guide a coherent and multi-sectoral response to HIV and AIDS. The primary aims of the NSP are to: 

- Reduce the rate of new HIV infections by 50% by 2011.
- Reduce the impact of HIV and AIDS on individuals, families, communities and society by expanding access to appropriate treatment, care and support to 80% of all HIV positive people and their families by 2011.

- Reduce mother-to-child transmission of HIV by testing amongst pregnant women and providing access to PMTCT prophylaxis amongst HIV-positive pregnant women
- Reduce HIV prevalence among children 
- Address the special needs of pregnant women and children

[bookmark: 52]Given the current low level of treatment coverage, and the potential barriers to achieving South Africa's National Strategic Plan, attaining near-universal coverage within such a short time would be an immense task.

2.5.2 The Millennium Development Goals (MDG)
 

GOAL 4: REDUCE CHILD MORTALITY

Target 1:  Reduce by two thirds, between 1990 and 2015, the under-five mortality rate

- Despite progress, deaths of under five children remain unacceptably high
- Vaccinations have slashed deaths from measles

GOAL 5: IMPROVE MATERNAL HEALTH

Target 1:  Reduce by three quarters the maternal mortality ratio

- The high risk of dying in pregnancy or childbirth continues unabated in sub-Saharan Africa and Southern Asia
- Little progress has been made in saving mothers’ lives 
- Skilled health workers at delivery are key to improving outcomes

Target 2: Achieve universal access to reproductive health 

- Antenatal care is on the rise everywhere

GOAL 6: COMBAT HIV and AIDS, MALARIA AND OTHER DISEASES

Target 1:  Have halted by 2015 and begun to reverse the spread of HIV and AIDS

- In almost every region, women represent a growing share of people living with HIV

Target 2: Achieve, by 2010, universal access to treatment for HIV and AIDS for all those who need it

- Planning for children orphaned by AIDS is increasing, but tangible support is slow in coming

Target 3: Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases

Please see:	www.un.org/millenniumgoals
              	www.millenniumvillages.org


Mother-to-child transmission of HIV remains a leading cause of death among infants and young children in sub-Saharan Africa; in 2008, 390,000 infants in the region became infected with HIV from their mothers. 

A joint effort by UNAIDS and the Millennium Villages Project to strengthen PMTCT services at the village level aim to "virtually eliminate" mother-to-child transmission by creating "MTCT-free zones in 14 Millennium Villages across 10 African countries using the existing infrastructure, human capacity and technical resources in the villages to help rapidly expand family- and community-centred heath services.
 
The very efficient use of limited resources, incl. SMSs [short message service] are being used to identify and help people in need of medical services and a combination of such new technologies and the use of community health workers, task-shifting - where people are equipped with basic health-provision skills - to rapidly scale up PMTCT efforts. 
 
A study has found that the use of SMS communication between patients and health service providers was both acceptable and significantly cheaper than paying for transport to travel to clinics for physical visits. 
 
The incorporation of traditional birth attendants into the PMTCT effort are becoming part of the push for the proper application of medicine, as well as the need to accelerate the training to raise their human resource potential. 
5. Impact upon children and families
[image: AIDS orphans with their grandmother]South Africa’s HIV and AIDS epidemic has had a devastating effect on children in a number of ways. There were an estimated 280,000 under-15s living with HIV in 2007, a figure that almost doubled since 2001. In most instances the virus was transmitted from the child’s mother. Consequently, the HIV-infected child is born into a family where the virus may have already had a severe impact on health, income, productivity and the ability to care for each other.
The age bracket that AIDS most heavily targets – younger adults – means it is not uncommon for one or more parents to die from AIDS while their offspring are young. The loss of a parent not only has an immense emotional impact on children but for most families can spell financial hardship. One survey on HIV’s impact on households found that, “80% of the sample would lose more than half their per capita income with the death of the highest income earner, suggesting a lingering and debilitating shock of death.”
There are 1.4 million AIDS orphans in South Africa, and it is estimated that the HIV and AIDS epidemic has created half of the country’s orphans. Another estimate puts the proportion of maternal orphans – those who have lost their mother – orphaned by AIDS as over 70%. Orphans may put pressure on older relatives who become their primary carers; they may have to relocate from their familiar neighbourhood; and siblings may be split apart, all of which can harm their development. In South Africa, the proportion of orphaned 10-14 year olds attending school is only 80% of the level of non-orphaned children of the same age.
5. Prevention of mother-to-child transmission in South Africa

The lack of improvement in child mortality in South Africa is largely due to the HIV epidemic, specifically the transmission of HIV from mother to child (MTCT).

An unacceptably high number of babies, around 70,000, are born with HIV every year, reflecting poor prevention of mother-to-child transmission. HIV and AIDS is one of the main contributors to South Africa’s infant mortality rate, which barely declined between 1990 (49 deaths per 1000 infants) and 2007 (46 per 1000), when all regions of the world saw far greater decreases.

The World Health Organization (WHO) recommends that mothers take AZT and lamivudine (3TC) during and following birth to prevent transmission and to reduce the risk of resistance to nevirapine. From April 2010, pregnant women who are HIV-positive will receive treatment when their CD4 count dips below 350 cells/mm3. In another policy change, all other pregnant women who test HIV-positive will begin receiving treatment at 14 weeks rather than in the last term of pregnancy.
Testing uptake among women attending antenatal clinics rose from 69% in 06/07 to 80% in 07/08. Another positive sign is seen in nevirapine coverage increasing from 65% to 76% of HIV positive pregnant women (data from before the guidelines were updated to include AZT). If similar progress continues South Africa may meet the National Strategic Plan target for reaching 95% of HIV positive pregnant women with PMTCT services by 2011.
A further problem with South Africa’s PMTCT programme is seen in its poor monitoring due to data collection and quality issues.
5. HIV testing
The National Strategic Plan is aiming for one quarter of all people to take a test every year by 2011.

Those who have taken an HIV test and know their result are more likely to have a higher level of education, be in employment, have accurate HIV knowledge, and a higher perception of risk, among other factors. 

When testing does occur it is very often at a late stage of infection. Routine testing at healthcare facilities could result in people being diagnosed earlier so they could be referred to treatment in time. Such provider-initiated testing could be a way of working round the stigma attached to HIV testing.

Those residing in an urban setting are almost twice as likely to have been tested as those in rural settings. Testing facilities should therefore be made more accessible for hard to reach rural populations. One creative way of providing testing is with mobile testing units that also offer testing for a number of other chronic illnesses, like diabetes and high blood pressure.

Other innovative ways of providing testing to a hugely diverse population, where many factors such as stigma, lack of awareness and lower socio-economic status act as barriers to testing, are greatly needed. Improving testing, however, can only be part of broader efforts to tackle the epidemic. Unless people who do test positive are able to receive appropriate care following their diagnosis, individuals may see little value in being tested.

5. Child treatment
[image: HIV-positive children, Grahamstown]
According to the South African Government, provision of HIV treatment for children has greatly increased in recent years. In 2007, more than 32,000 children were receiving antiretroviral therapy, a 250% increase on 2005’s figure, though still only meeting half of the estimated need. A major ongoing study found the risk of death decreased by about three-quarters when infected infants under 12 months began treatment immediately after diagnosis. 

From April 2010, all HIV-positive children under 12 months will receive antiretroviral drugs.
1. [bookmark: _Toc252805709]Sustaining treatment programmes
For antiretroviral therapy to work, patients must adhere to a daily regimen of ARVs for life. Interrupting treatment can result in HIV becoming drug resistant, with first-line therapy no longer being effective. Therefore, keeping patients on treatment programmes is imperative.
6. Task-shifting
One measure seen as vital in scaling-up treatment access, while making best use of available resources, is task-shifting in the health sector. This means permitting health care workers to become involved in particular stages of treatment provision where currently they are not allowed.
Nurses, rather than doctors, could initiate antiretroviral therapy; lay counsellors, rather than nurses, could carry out HIV tests, as well as provide support for orphans usually done by social workers; and pharmacy assistants, rather than pharmacists themselves, could prescribe ARV drugs.
This would vastly increase the access points to treatment and care by reducing the ‘bottlenecks’ in the system created by a lack of staff able to perform certain tasks.
However, South Africa has yet to implement task-shifting despite the National Strategic Plan calling for such a measure and with many campaign groups believing this is crucial to the goal of making HIV treatment much more widely available. Part of the resistance to task-shifting lies with professional trade councils (such as doctors or nurses organizations) who may see task-shifting as a threat to their areas of work and expertise.
1.7 [bookmark: _Toc252805710]HIV and Tuberculosis
Tuberculosis (TB) is the leading cause of death in South Africa, a trend that needs to be seen in the context of the HIV epidemic, and we cannot fight AIDS unless we do much more to fight TB.

People living with HIV are at a far higher risk of developing active tuberculosis as a weakened immune system will facilitate the development of the disease. Similarly, TB can accelerate the course of HIV. In countries with high HIV prevalence, TB has tripled in the past 15 years, which clearly illustrates the link between the two diseases.

South Africa has one of the highest co-infection rates with an HIV prevalence of almost three-quarters among people with incident tuberculosis. Despite accounting for just 0.7% of the global population, the country accounts for 28% of the world’s people living with both HIV and TB. 

Fighting both diseases together, where appropriate, is seen as crucial:
An integrated approach benefits co-infected people and makes it easier for the patients if they don’t have to stand in two separate queues.
1.8 [bookmark: _Toc252805711]Gender violence, inequality and HIV
Violence against women, including sexual violence, is very widespread in South Africa. More than four-in-ten South African men reported to have been physically violent to an intimate partner. 

The disempowerment of South African women – revealed by such high levels of rape and domestic abuse – is a factor in the country’s HIV epidemic. Women who are unable to negotiate safer sex and the use of condoms will inevitably be at a greater risk of HIV. 

Research has found that women who have been physically and sexually assaulted by their partners, as well as those who are in relationships with men who have a greater degree of control over them, are at a higher risk of HIV infection.

Discussion Points/Ideas
- The effect that organised obstetrics - when you know what you're doing - can have a tremendous outcome on a population

- Run student clinics in underprivileged areas?

- Provide convenient domestic workers' clinics on campuses that open up on Sundays for people who work during the week and only have a day off on Sunday?

- Create a support group where HIV-positive mothers can meet, share their experiences and support each other's efforts to keep their children HIV-negative?
From an interview with Dr Monwabisi Ray Belle waseMaBheleni, a gynaecologist and obstetrician running a practice geared towards low-income women in the inner city of Johannesburg. 
 

[bookmark: _Toc252805712][bookmark: _Toc252807040]SECTION C: BEST PRACTICES

1.9 [bookmark: _Toc252805713]New growth measures help fight infant mortality
Malnutrition is a factor in about half the 10 million deaths among children under five each year, and improved nutrition is essential to cut child mortality. New growth standards from the World Health Organization (WHO) will help to detect which infants are at risk of malnutrition much more quickly, allowing for faster and less costly intervention. 
 
The WHO standards are based on weight-to-height, height-for-age and body mass index (gathered from a study with healthy breastfed infants and young children from diverse ethnic backgrounds and cultural settings). The risk of mortality from acute malnutrition can be better evaluated with the new standards: the most at-risk children are detected earlier, and as a consequence their chances for successful treatment greatly improve, meaning shorter stays in therapeutic programmes (children recover more quickly), lower default rates, and better compliance – and  adds up to more lives saved.

Younger children are identified at an earlier course in their weight loss as they're slipping down to acute malnutrition - before they develop so many metabolic complications that their appetite is completely gone or they have developed severe immune deficiency related to their malnutrition, severe chest infection or diarrhoea and dehydration.

The standards have been adopted far more quickly than expected, with the figure double than what was expected. A target for full compliance: 50 countries by 2010, and in 2009 they had 94.

1.10 [bookmark: _Toc252805714]Breastfeeding 

The UN World Health Organization recommends that HIV-positive mothers exclusively breastfeed their children for the first six months of life to improve their chances of survival in cases where replacement feeding is unacceptable and unaffordable. Several studies have shown that stopping breastfeeding early is associated with a higher risk of infant mortality in HIV-exposed children. 

A HIV-positive mother discovered she was HIV-positive during an antenatal visit before the birth of her fifth child. She was given medication to prevent mother-to-child transmission (PMTCT) and had her baby at the hospital. Against the advice of the hospital, she bowed to family pressure to give her baby solid food - as tradition demands - at just three months of age. 

"When I tested positive, I feared telling my husband or even my mother-in-law because I didn't know what they might do to me. They started putting pressure on me to start giving my child other foods at only three months, so I started feeding him on mashed potatoes and porridge. I knew the danger I was putting my child through but I did not want to arouse any suspicion and I complied with my husband and his mother's demands.”

Most mothers would rather come with other relatives than their husbands for antenatal visits as they are very reluctant to disclose their status to their husbands, and denial and failure to disclose status to spouses and relatives are some of the main challenges to hospital's efforts to keep children HIV-free. 

Those who choose formula feeding are forced to breastfeed when they get home, and those who choose exclusive breastfeeding are forced to wean their children when it is still dangerous for them to do so. Counselling is difficult because few women admit they are breaching proper feeding practices. 
 
Cultural infant feeding practices and the fear of being stigmatized also means that many women would rather risk infecting their children than deal with the fallout from the possible discovery of their HIV status. 
 
 Community education is the key to eradicating stigma and creating a safe environment for women to protect their children from the virus. Incorrect infant feeding could erode the gains already made in preventing transmission amongst infants, especially in rural areas, where traditional beliefs and stigma still hold sway.

1.11 [bookmark: _Toc252805715]Deadly shortage of midwives

The annual 160 million births worldwide require an additional 350,000 midwives to ensure that at least 95 percent of births are attended by trained health workers. I.e. the number of midwives worldwide would have to more than double to meet Millennium Development Goals of reducing maternal and infant deaths by 2015. 
 
There are an estimated 250,000 licensed midwives worldwide, with 13,000 in sub-Saharan Africa. The region had more than half of the world's maternal deaths during pregnancy and childbirth in 2005, and the failure to focus on midwifery has been deadly. In an effort to make motherhood safer, countries invested in traditional birthing attendants since 1987 - which has not reduced maternal and infant mortality.

Maternal mortality is the "highest health inequity in the world with more than 99 percent of deaths [in pregnancy and childbirth] occurring in the developing world. The WHO, World Bank, UNICEF and UNFPA pledged to work with Governments to fill the urgent need for skilled health workers, particularly midwives. 
 
Traditional birthing attendants have their role in ensuring safe motherhood. They have community standing and can promote nutrition, can prepare a woman for childbirth, but at the moment of birthing [they] should bring the woman to a trained health worker.

Countries that invested in midwifery and emergency obstetric care, including Thailand and Malaysia, have been able to cut their maternal and infant deaths. But midwifery training is still not enough to ensure safe childbirths, it is also about employment, deployment, retention and giving midwives supplies, like gloves.

A health worker is considered a midwife only after completing a certified midwifery education programme to provide care during pregnancy, labour and the postpartum period. 
 
Despite adequate training facilities, the majority of midwives are concentrated in cities while rural areas lack trained health workers. Botswana, Namibia, South Africa and Swaziland have good midwife coverage, whereas Francophone Africa countries are lagging. 
 
1.12 [bookmark: _Toc252805716]Devoted dads can lower their children's HIV risk

Not enough men accompany their wives on visits to an antenatal clinic, but women who are supported by their male partners in this way are more likely to consistently visit antenatal as well as postnatal clinics. 
 
When HIV-positive pregnant women do not disclose their status to their partners, it is difficult to ensure that they will deliver and raise healthy babies – placing the unborn baby's life in jeopardy - and the possibility of preventing mother-to-child transmission becomes very difficult. But when the male partner is roped in, both partners get to know their status, and even dangerous practices like forced breastfeeding or forced early weaning are unlikely - the baby's chances of healthy survival are better than when the woman is left all alone.
 
The promotion of programmes - and incentives such as waiving maternity fees for couples who attend PMTCT sessions together - aimed at increasing male attendance in antenatal care could function to boost male participation and reduce the risk of vertical transmission and infant mortality. 

1.13 [bookmark: _Toc252805717]HIV is the biggest threat to pregnant women in South Africa

Between 28 percent and 33 percent of women attending antenatal clinics in South Africa are HIV positive, but many remain unaware of their status and never access the necessary care to prevent transmission to their infants or protect their own health. 

According to a five-year study of maternal mortality at one of the Johannesburg's largest public hospitals, HIV is the main cause of death among pregnant women. HIV-positive pregnant women are between 1.5 and five times more at risk of maternal death than HIV-negative women, and the maternal mortality ratio was more than six times higher in HIV-positive women (776 deaths per 100,000 births) than in HIV-negative women (124 per 100,000). 
 
Nearly half of the 108 women who passed away between 2003 and 2007 died from HIV-related causes, most commonly tuberculosis and pneumonia - so giving them ARV treatment earlier is particularly important.
 
Although most of those who died had a CD4 count well below 200, the roll-out of treatment a year into the study period did not reduce maternal deaths among the HIV-infected women because only two had started taking the medication. 
 
Gaps in South Africa's prevention of mother-to-child HIV transmission (PMTCT) programme are causing HIV-positive women to miss out on testing and treatment, while insufficient HIV testing was identified as the most important programmatic weakness. The study identified a link between low prenatal clinic attendance and high mortality rates among HIV-positive women, a lack of postnatal services for HIV-positive mothers, especially those who are not eligible for ARVs and the bulk of deaths during post-partum [after birth].

PMTCT programmes must be extended to include a greater focus on long-term maternal health. Securing mum's health is important because of broader issues. If you look after the health of the woman she's less likely to transmit the virus

The deaths of most of the HIV-positive women in the study could have been avoided if they had begun ARV treatment, and been given cotrimoxazole prophylaxis [an antibiotic that helps prevent opportunistic infections]. We need to prioritize pregnant women, and those with TB.
 
1.14 [bookmark: _Toc252805718]South African health system is failing mothers and babies

Each year in South Africa, an estimated 76,600 women, newborns and children die from preventable and treatable causes, putting the country among only a dozen in the world that have backtracked on the Millennium Development Goal (MDG) of reducing child mortality by 2015. Although HIV and AIDS has played a major role in the high rates of maternal and child mortality, between a quarter and a half of maternal and child deaths are the result of health-system failures.
 
Despite steadily rising investment in maternal and child health since 1994, health outcomes have failed to improve due to bottlenecks at regional and tertiary hospitals as part of the problem, suggesting that with more training and support, a higher proportion of care could be provided by district hospitals. 
 
Over-stretched and de-motivated health workers are expected to deliver an increasing number of services with little supervision or monitoring. Reports and observations of rude and sometimes abusive behaviour by health workers, especially in the maternal setting, are widespread.
 
A recent report on maternal mortality in South Africa said 38 percent of the maternal deaths at health facilities between 2005 and 2007 were avoidable, and included a failure to properly diagnose or manage post-delivery bleeding, hypertension and sepsis. 
 
1.15 [bookmark: _Toc252805719]Prioritise HIV interventions 
 
Although a strategy that "re-energises and motivates" health workers is a priority, scaling up HIV interventions for women and children has the potential to save the greatest number of lives. Non-pregnancy related infections, primarily HIV, account for 44 percent of maternal deaths, while 57 percent of deaths in children under five are believed to be HIV-related. 
 
The employment of thousands of lay counsellors in antenatal clinics increased the coverage of HIV testing to almost 70 percent of pregnant women by 2008, yet only 60 percent of those who tested HIV-positive, and 45 percent of their babies, received the antiretroviral drug, nevirapine, to reduce the risk of transmission. 
 
Only about 10 percent of babies received postnatal care, and the rate of exclusive breastfeeding until six months - the safest option for HIV-positive mothers who did not have access to formula milk - was below 10 percent, the third lowest in Africa. 
 
Achieving 95 percent PMTCT coverage and improving infant feeding practices can save the lives of 37,200 children a year and put South Africa on track to reach the MDG target for child mortality. 
 
Experts estimate the cost of achieving this, along with better availability of basic neonatal care, at US$1.57 billion, or 24 percent of the public health budget, which is considered "affordable". 

Discussion Point
 
- The key gaps are leadership and effective implementation 
at every level of the health care system.


[bookmark: _Toc252805720][bookmark: _Toc252807041]SECTION D: Specialised paediatric HIV care 

A new centre providing care and support to children living with HIV in Rwanda is the first step in rolling out child-centred HIV services across the country. Children need special attention because tests used to diagnose HIV in adults cannot be used for infants below 18 months, who still carry their mother's antibodies. By targeting children, Rwanda expects to provide quality health care that can assure them longer and healthy living.

The initiative offers specialized counselling, nutritional support and palliative care to children infected with the HI virus, and it is expected to significantly reduce child mortality rates. 

1.16 [bookmark: _Toc252805721]Breast feeding

HIV-positive mothers run the small but significant risk of transmitting the virus to their babies when breastfeeding. Mixing breast milk with formula or other foods before a baby reaches six months is thought to carry a higher HIV risk than only feeding with breast or formula milk. 

In South Africa state clinics provide free formula milk to HIV-positive women who decide they cannot exclusively breastfeed for six months. Formula feeding often carries a number of risks in resource-limited settings, where it is sometimes prepared with contaminated water and supplies at clinics can be unreliable. Irresponsible marketing of formula milks and inadequate control of the quality of baby-milk powder can be blamed for the rising frequency of infant deaths from malnutrition and diarrhoea in the developing world. 

Promoting breastfeeding could help achieve several of the Millennium Development Goals, including the eradication of extreme poverty and hunger, reducing child mortality, and combating HIV and AIDS and other diseases. The time has come to confront the obvious dangers of infant malnutrition and mortality associated with formula feeding, and to call for escalation in the promotion and support of breastfeeding for most women, and the practice of breastfeeding should be preserved for all women, even through this dreadful epidemic of HIV.

1.16.1 [bookmark: _Toc252805722]Making breastfeeding safer
 
Several clinical trials showed that the HIV risk from breastfeeding could be as low as 2 percent if the mother and/or child received antiretroviral (ARV) therapy. 
 
Others disagree, arguing that not all HIV-positive women and their infants have access to ARVs, and many women do not feel able to breastfeed exclusively for six months - either because of cultural norms or the need to return to work – and that the same option doesn't work for everyone. Exclusive breastfeeding, meaning the baby gets nothing other than breast milk - not even water - is impractical if a woman needs to return to work. 

Feeding options are a human rights choice, and activists should fight for the right of women to take maternity leave and have breastfeeding facilities at work, and the minority of women who cannot exclusively breastfeed should not supersede the benefit for the overwhelming majority who can. 

1. [bookmark: _Toc252805723]Family planning services

Uganda has the third-highest population growth rate in the world, and 41 percent of Ugandan women who would like to stop having children have no access to family planning services. These women want fewer children, mainly because they are aware of the risks of mother-to-child transmission and do not want to go through the difficulties associated with having an HIV-positive child. 

They often do not have access to family planning services and if women want to stop having children, often they have no access to contraceptive pills or other family planning methods. Dual protection, which is the use of both a hormonal contraceptive and condoms is recommended for HIV-positive women, and there is a need to harmonize the messages of family planning groups, which tended to recommend the use of hormonal contraception over condoms for contraception, and HIV groups, which emphasised condom use for prevention. 

There is a need for education to inform the population on the benefits of family planning and end misconceptions around the subject, such as the belief that hormonal contraception can affect future fertility, and that it may lead to malformed children in the future. However, the main barrier that needs to be overcome is the lack of availability of these services for women who need them.

Family planning is cost-effective for preventing HIV transmission and unintended pregnancies and would also reduce infant and maternal mortality and result in fewer orphans. 

1. [bookmark: _Toc252805724]Progress on paediatric HIV not enough

Without diagnosis and treatment, AIDS mortality in infants is highest in the first two months of life, but globally only 15 percent of babies were tested for HIV by the time they were two months old. 
 
An HIV-positive diagnosis does not guarantee a child will receive treatment, but some headway has been made in mitigating the impact of HIV and AIDS on children and young people, but too many are still needlessly infected, and receive little or no treatment, care and support. The countries most successful at scaling up PMTCT incorporated their programmes into existing maternal and child health services.

The situation of children orphaned or made vulnerable by HIV and AIDS improved little in 2008, with only one in eight households caring for such children receiving medical, financial or educational assistance. Underfunded and understaffed social welfare ministries struggled to deliver services to children affected by AIDS, leaving community and faith-based organizations to try filling the gaps.

Discussion Point
 
- Children have a right to be born free from HIV.
- No cost is too high for saving mothers and babies.

 

1. [bookmark: _Toc252805725]New HIV treatment guidelines

The World Health Organization (WHO) issued a new set of guidelines for the treatment of HIV and prevention of mother-to-child transmission (PMTCT) on 30 November 2009. 
 
The recommendations are intended to provide a reference for countries in setting their own national standards for HIV and AIDS treatment and PMTCT. Implementation will depend on local capacity and budgets, but the guidelines could potentially have a tremendous impact on the lives of the 33.4 million people living with HIV and AIDS. 

The widespread adoption of the recommendations will enable many more people in high-burden areas to live longer and healthier lives.

Studies have shown that starting ART earlier reduces mortality rates, but earlier treatment will mean an average additional one to two years on antiretroviral (ARV) drugs, raising concerns about the costs for Governments already struggling to meet targets set according to the previous guidelines. 

WHO also advises the use of first-line ARV drugs - Zidovudine (AZT) or Tenofovir (TDF) - rather than Stavudine (d4T), which has been widely used in developing countries because of its lower cost, but produces more serious side effects (WHO is working on providing detailed costings for implementing the new recommendations). Treatment costs would initially rise, but then decline as starting ART earlier would prevent new HIV infections and opportunistic diseases like tuberculosis. 

 In line with several recent clinical studies that have demonstrated the efficacy of ARVs in preventing HIV transmission from mother to child during breastfeeding, the new guidelines call on all HIV-positive pregnant women to begin ARV treatment at 14 weeks of pregnancy and continue until they stop breastfeeding. Breastfeeding is a good option for every baby, even those with HIV-positive mothers when they have access to ARVs. 

South Africa's maternal mortality rate has remained stubbornly high, partly because of the number of women with low CD4 counts who die during childbirth; they are also more likely to transmit HIV to their babies, a factor keeping the infant mortality rate high. 
 
The new higher threshold for starting HIV-positive pregnant women on ARVs could bring down mother-to-child transmission rates to below 2 percent, but the new guidelines will place a very major burden on the health system and many steps in the [PMTCT] programme may become overloaded.

1. [bookmark: _Toc252805726]Task-shifting and new technology is crucial to ending mother-to-child transmission

We cannot wait for the highest cadre of health professionals to be trained before expanding our capacity to prevent mother-to-child transmission. We have to tap into non-conventional capacity to help expand access to health services, and unconventional health workers and new technologies will be a vital part of the ongoing effort to "virtually eliminate" mother-to-child transmission of HIV

[bookmark: _Toc252805727][bookmark: _Toc252807042]SECTION E: The way forward

South Africa has come a long way in responding to its HIV epidemic, but is still falling short of what is possible, and has lacked the progress that has been made by its neighbors and other countries of a similar economic standing. 

Efforts to tackle HIV are now at least facilitated by Government acceptance of the science behind HIV and ARVs, where previous administrations sowed confusion at best, and at worst were responsible for the deaths of hundreds of thousands of people. However, the vast majority of those who need treatment still do not receive the drugs they need, and for those that can access treatment, this begins too late. HIV-positive pregnant women and infants are among those who could benefit greatly from a Government decision to initiate treatment earlier.

People have underestimated the toll that the recession will have on Africa's poorest countries, and according to the World Bank an economic growth collapse in Africa could become a "human collapse". The fact is sub-Saharan Africa is all the more vulnerable because of its dependence on money from overseas. 

A spike in infant deaths will not be immediate, but increased mortality is inevitable in the current economic climate. In studying economic, health and governance data for 45 sub-Saharan African countries from 1975-2005, it was found that during multi-year economic collapses, infant deaths increased on average by almost three percent, from 86 deaths per 1,000 live births to 114. About 28 million children are born in Africa every year, which would mean up to 700,000 more deaths because of the recession. 

This is a high estimate given the international recession is not as severe as independence wars that battered sub-Saharan economies in the past and health care is better. And as unemployment climbs in countries where immigrants work to send money home incomes of families in sub-Saharan Africa who live "on the edge of survival" will continue to fall. 

Aid has propped up certain social developments in sub-Saharan Africa over the last decade. When this money becomes scarcer, these developments are threatened. There is historical proof that sustained periods of deceleration [economic slump] have a direct impact on governance, small conflicts, life spans and, also, mortality - and even by conservative estimates, some 200,000 more babies may die in sub-Saharan Africa this year because of the economic fallout.

Despite being the sub-continent's economic powerhouse, South Africa still struggles with high rates of infant and maternal mortality. The situation may change in the next few months because there are new opportunities coming; a new thinking and fresh ideas have come to the fore, because of the political change and an entire change in health leadership with the new health minister.

The lack of the most basic services can lead to dire consequences, and infant deaths - especially for the world's most vulnerable populations, and all too frequently tragedy strikes those who can least afford it.

Our humanity – and the human welfare of everyone – is at stake as developed nations coordinate efforts across borders to help the sick and assist those in the most vulnerable positions.

The death of millions of children from preventable causes each year is unacceptable. A child born in a developing country is over 13 times more likely to die within the first five years of life than a child born in an industrialized country. Sub-Saharan Africa accounts for about half the deaths of children under five in the developing world.

[bookmark: _Toc252805728][bookmark: _Toc252807043]SECTION F: References and suggested further reading:
 (
How about visiting the 
AIDS
 consortium library closer to you for further reading?
 
)
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