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1. SECTION A: Agenda 

bua@AC Agenda

Date: Tuesday 07 April 2009

Time: 12h00 – 14h30

Venue: Museum Africa, Newtown. Johannesburg
Chair: Gerard Payne

Theme:  “Community Health Care Workers”

Scribe: Nonzolo Mgcina
Outcomes: 

· Uncover by way of discussions, challenges and opportunities that  pertains community health workers
· Learn about task-shifting and its prospects for the community health care workers 

	12:00 – 12:10
	1
	Welcome guests to the meeting Introduction of all present: 

Let’s meet one another! Warm up: Gerard Payne 

	12:10 – 12:15
	2
	Tribute to people who have lost their lives to the epidemic, or other means 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 – 12:30
	4
	Task-Shifting, overview and prospects for CHWs – Denise Hunt

	12:30 – 13:05
	5
	Theme-based interactive drama – Themba HIV/AIDS Project

	13:05 – 13:30
	6
	Activity Outcome Discussion 

	13:30 – 14h00
	7
	HEROES Campaign- a journey with the heroine of the month – Mercy Makhalemele

	14:00 – 14:15
	9
	Feedback from the HIV and AIDS Conference – The AC

	14:25 – 14:30
	10
	Vote of thanks – AIDS Consortium


2. SECTION B: Community Healthcare and Home based Care Workers: A solution to the shortage in healthcare personnel, ‘there’s one of us in every community’

2.1 Background
Using community health workers and home-based caregivers is a practice with a long history in South Africa. The development and implementation of community health worker (CHW) programmes grew during the 1970s and 1980s, in response to the inadequate provision of primary health care under apartheid and following the Alma-Ata Declaration, which states that "Primary Health Care requires and promotes community and individual self-reliance and participation in the planning, organisation, operation and control of primary health care making fullest use of local, national and other available resources and to this end develops through appropriate education the ability of communities to participate" (SAMJ, 2008: 680 – 681). In essence, in an integrated healthcare system, primary health care interlinks closely with community health care work. 
2.2 South African Government’s responses
After the 1994 elections, the new South African Government was unexpectedly reluctant to support CHW programmes. Instead they favoured a primary health care system staffed by nurses and doctors. However, official support for CHWs has grown recently. There are several reasons for this, including the growing HIV/AIDS and Tuberculosis epidemics and the ongoing migration of health professionals to other countries (SAMJ, 2008: 680 – 681). 

CHW initiatives are regarded by government as a way of complementing limited human resources in health in South Africa, especially rural areas. The South African Expanded Public Works Programme (EPWP) acknowledges Community Health Workers in its nationwide roll-out plan for 2009.
Provincial health departments are encouraged to identify non-governmental organisations (NGOs) and community-based organisations (CBOs) to employ and implement CHW programmes, and the State has agreed to fund certain NGO costs and CHW monthly stipends.
The Ancillary Health Care Standards Generating Body (SGB), developed unit standards that are approved by The South African Qualifications Authority (SAQA) for basic health promotion and to develop a career path in the field of health. The unit standard named “Assist the community members to access services in accordance with their health related human rights” relates directly to home based care, and providers of home based care training need to ensure that their programmes are in line with the unit standards and that they are accredited as training providers by the Education and Training Quality Assurance body (ETQA) (Uys & Cameron, 2003: 33-34). This therefore means that there is a career path for home based care and community health workers who wish to develop a career in the field of health.

2.3 The nature of Community Health work and Home-based Care giving

Community health workers (CHWs)  as defined by the World Health Organization are  community members, selected by the communities themselves and answerable to those communities, who are supported by the health system but not necessarily part of its organisation and have shorter training than professional workers (WHO 2007:2). 

Home-based care, on the other hand, may be undertaken by untrained people who are usually volunteers, family members, a parent, an extended family, or even non-relatives such as in foster care and friends (Subbarao & Coury 2004: ch 3).  When caregiving is provided by a foster home or surrogate family in a community such as in a children’s village or orphanage, it is usually termed as institutional care (Ibid). 
Community health workers (CHWs) tend to be paraprofessional men and women who provide health outreach, health education, referrals and follow-ups, case management, and home visiting services to the public in individual households in communities. They are largely residents and are familiar with the community in which they serve. They create a bridge between public or private providers of health, social and community services and the underserved and hard-to-reach populations within the community. Community health workers are trained to provide basic health education and referrals for a wide range of services, and to provide support and assistance in navigating the health and social services system. The CHWs:

· Conduct intensive outreach efforts to poverty and health stricken families who are mostly   medically uninsured or underinsured.
· Develop and maintain a relationship with the family during home visits, which are made at least monthly.

· Provide basic health education to families on a range of topics including HIV risk factors and measures to prevent transmission. On dangers related to substance abuse (including tobacco), domestic violence, family planning, breastfeeding and other important health topics. 

· Ensure parents understand the need for children to receive immunisations and regular health care. 

· Help families address such issues as selecting appropriate childcare and assist in accessing the various social grants.
· Assist families to develop the necessary skills and resources to improve their health status, family functioning and self-sufficiency (Subbarao & Coury 2004: ch 3, 4 & 5).
Home-based care is provided in the home of a person who is usually terminally ill such as a person living with HIV/Aids.  There are various ways of providing home-based care. The most common are: 
· Single-service home-based care in which one service provider, usually a church or non-governmental or community-based organisation trains volunteers and assign them to affected homes. 
·  Integrated home-based care in which the patient and family is supported by a network of service providers such as community health workers, support groups or clinics. 
· Informal home-based care in which the home-based patient is informally supported by their own social network such as friends and extended family in addition to receiving support from loved ones in their homes (Uys 2003:5-7).
The volunteer caregiver in home based care will:
· Visit the patient’s home regularly

· Assess patient living conditions, support system, medical and food requirements

· Coordinate medication regimens and medical appointments

· Manage treatment side effects and disease symptoms, supportive to the ill person’s emotional needs

· Provide hands-on personal care and housekeeping assistance 

· Feed patients and assist them to access medical support and social grants from government (Joslin 2002:9-10). 
2.4 How do community health workers differ from home-based Care workers?
	Community Health Worker
	Home Based Care Worker

	· They are employed by NGOs,  registered and receive stipend from the Department of Health
	· They are mostly volunteers

	· They are trained and multi-skilled for 12 months
	· They are sometimes trained for 10 days   sometimes not trained

	· They have a job description
	· They sometime don’t have a job description if not working under NGO’s

	· They are allocated between 50 and 100 homestead to work in
	· They may have or may not have a household allocated

	· They have a selection process based on a consultative policy
	· They volunteer services

	· They are on contract or employed with a stipend constantly
	· Sometimes on a stipend when employed by NGOs or CBOs

	· They render comprehensive services within their scope of practice
	· They render home based care and other services based on what they are trained in

	· Their training curriculum is at NQF Level 4
	· Their training is at the Level of NQF 1 – 2

	· They are sometimes supplied with working kits
	· They are mostly supplied with HBC kits






Source: http://www.kznhealth.gov.za/chw.htm
2.5 Caring for the caregiver
Community health and home-based caregivers would unavoidably feel sad and distressed when they are constantly exposed to suffering and loss of lives while doing their job. Often keeping to themselves and without emotional support, they may be severely distressed.  When burnout occurs, often caregivers become despondent and loose their capacity to give compassionate care. Poverty, stigma, and the plight of orphans and vulnerable children worsen the risk of burnout for HIV and AIDS caregivers (Personal interviews with Limpopo AC affiliates, 2009).
These caregivers have an additional burden of having to deal with multiple deaths of young people. It is therefore vital that ‘care for the caregiver’ is included into the home based care programme (Ibid).

Stress and burnout in the workplace and in the lives of caregivers manifests itself in the following ways:
· A loss of interest in and commitment to work, and a lack of job satisfaction;

· Unpunctuality and neglect of duties, feelings of inadequacy, helplessness and guilt;

· A loss of confidence, diminished self-esteem;

· A tendency to withdraw from clients and from colleagues;

· Reduced sensitivity when dealing with clients or patients; referring to patients in a dehumanised or impersonal way; 

· Frequent and earlier than necessary referral of clients or patients for professional intervention;

· An indifference to the suffering of others, and seeing all patients as alike;

· Irritability, tension, tearfulness, loss of concentration, sleeplessness, chronic exhaustion, depression and feeling of distress;
· Feeling isolated from colleagues, own friends or family;
· An increased use of alcohol; and

· The decision to leave the job or profession (Van Dyk.2008:407-408)

2.6 Caregiver support, professional supervision and mentoring
Although supervision is important to guide caregivers in their work, the hierarchical, managerial and evaluative nature of supervision tends to prevent caregivers from openly sharing their feelings and anxieties. The appointment of professional mentors with counseling skills (such as psychologists, social workers, or professional counselors) who will be responsible for the welfare of caregivers is recommended (Van Dyk.2008: 407-408).
Guidelines to support caregivers:
· Ensure that the caregiver receives counselling that is helpful and not harmful

· Provide ongoing training and latest care-giving techniques

· Help caregivers form close empathic and therapeutic relationships with their clients that are not over involved, isolated and stressful and in which the ability to return to an objective stance is maintained

· Offer debriefing opportunities in which caregivers are encouraged to respect the choices of their clients or patients, even if these conflict with their own values. Help caregivers realise that they cannot take the final responsibility of their patients’ lives
· Help caregivers develop ways of maintaining boundaries between their professional and personal lives

· Provide a protected environment in which caregivers can debrief and discuss their caseloads without violating their clients or patients’ confidentiality. Mentors must realise that not being able to talk to anyone about their patients or clients places a substantial amount of stress on caregivers. Opportunities to vent their feelings in a professional setting might bring tremendous relief to caregivers
· Help caregivers to re-evaluate their expectations and performance goals, to develop self-awareness, and to develop ways of caring for themselves and moderating their stress levels (Van Dyk.2008:421-422).
2.7 Task Shifting: a means for co-opting home-based care and community health care workers in mainstream health

Task-shifting © WHO

Task shifting is the process whereby specific tasks from professionals are moved to health workers who have done shorter training or have limited qualifications. Task shifting is intended to make more efficient use of human resources so as to ease bottlenecks in healthcare service delivery. It may also involve delegating tasks to healthcare workers who are identified for advanced training to add certain urgent priority competencies (WHO 2007). 
The prospects of task shifting for community health and home-based care workers is that it can be an instrument to spread healthcare access to remote communities. Experience shows how task shifting can increase access and equity while also maintaining quality of care (WHO 2007:18). However, it becomes important to identify which activities would be most suited to the task shifting approach. It should not be seen as offloading crucial responsibilities of professional healthcare workers. 
Task shifting must be considered in relation to the skills levels of home-based and community care workers. Often medical protocols will have to be tailored to a level where they can be comprehended and used by home-based care and community health workers, therefore training is imperative.   
Medical bodies with oversight on clinical standards will sometimes be reluctant to simplify protocols, at the risk of possibly diluting the set standards when they have to be used at community health level.  The use for task shifting therefore depends on a country’s national health priorities in the challenges they face and which roles they identify for task shifting. Task shifting inevitably is a matter of discretion to whoever may choose to use it.  
People living with HIV and AIDS who are working as CHWs can add value in the delivery of specific services by virtue of their own status provided that they undergo appropriate training and supervision. The implementation of task shifting may see community health workers perform certain HIV clinical tasks that have been previously performed by professional nurses (WHO.2007:51).
Assuming that CHWs receive standardised training and appropriated supervision, the World Health Organization (WHO) suggests that in addition to community based and facility based HIV sensitization, literacy, education and counselling, CHWs may refer patients for HIV testing, offer HIV testing and counselling to patients (including TB patients and TB suspects), and execute and interpret HIV tests (rapid test or ELISA) (WHO.2007:52).
Task shifting therefore requires community health workers and home-based care workers to consider their services as an integral part of the bigger healthcare system that addresses the shortage of human resource in the wake of a growing pandemic.
2.8 Challenges and opportunities in community health work and home-based care: Comments from some of the AIDS Consortium Affiliates
Mrs. Melica Mabitsela
From: Pharudi Drop-in centre, Maupye Aganang Municipality. Limpopo province

She is looking after children aged 0-18 years old who are mostly orphaned and vulnerable. Takes care of their health needs, gives them a cooked meal everyday, food parcel to take home and coordinates their social grants. She offers them life orientation through play, do door- to- door visits to assess their household status and also assists the children to access education by negotiating school fees and sourcing uniforms for them.
“Our challenge is inadequate training in financial management, bookkeeping and fundraising, the stipend for caregivers is insufficient, and therefore they leave the programme. We battle with emotional abuse from witnessing the abuse of children in communities”, says Melica.
Mrs. Felelucah Mogashwa Rathaga
From: Itumeleng Community Orphanage & drop in centre, Ga-Makanye. Limpopo province
Felelucah says “although the surviving parent is usually the principal caregiver, often the death of one parent, especially the mother, is followed by the dissolution of the family”. 
“Our programme provides care to such children who are absorbed by extended families. It is heart breaking to see the suffering of these kids as most families do not have enough household income, even with the subsidy from social grants”. Felelucah adds. She says “they need funding and a building of their own”.
Mrs. Onica Masegela
From Mpudule Ke bone drop in centre. Ga- Molepo, Mankgaile. Limpopo
Onica says “children from Mankgaile village have gained emotional, spiritual, and material support from our volunteers. We give them a cooked meal, school uniforms, assist with homework, refer the ill to clinics and hospitals, and keep children busy through play therapy”. 
“Our challenge is funding. The government stipend sometimes stops abruptly and the volunteer caregivers leave their job. We need donations, especially groceries and assistance or training with innovative ways to generate sustainable income,” she adds. 
Mrs. Hillary Mlondobozi

From: Pfumano Thusano Community Project. Mhlaba. Limpopo province 

Hillary says “the tasks most often performed by our volunteer caregivers are counselling and information care and palliative care. In counselling and teaching, we promote a positive acceptance of the diagnosis, disclosure, especially to sexual partners, enhance understanding of the illness and a healthy lifestyle. We assist in the preparation for death, such as child care, and assist the family to deal with loss”. “We do home visits to the ill, bath and feed them, do their washing and clean their homes. We study their symptoms and refer them to the clinic or hospitals”.
Persevere Until Something Happens (P.U.S.H) 
P.U.S.H. has 11 home-based care-givers servicing about 10 extensions of Eldorado Park Township including three informal settlements in the South West of Johannesburg. They have an excellent relationship with the government clinics in the area and some assist in the TB clinic. This makes the referral process quite easy for them. 

The care givers cover 98% of their designated area in home visits, walking from house to house to bath, feed and administer medication, offer counselling and occasionally taking ill persons to the clinic. To ferry patients, there are about five wheelchairs shared amongst them. They wish they could have more wheelchairs so that each of the 11 caregivers can have at least one. Other challenges faced include meager stipends they receive. “The R1 000 we receive is not adequate recognition of the huge scale of the work we do.  This could be increased to R2 500”, says Eunice Mofokeng. 

With the Department of Home Affairs not providing asylum seekers with social grants, the care-givers often supplement foreign nationals and some South Africans, with food from their personal resources. This food support becomes imperative since ill persons have to eat prior to taking their medication. 

The caregivers were trained in ancillary care/69 day’s course and first aid by the Department of Health. They believe they offer quite a useful health service. 

“We do more than the nurses considering that patients are not washed with some having bad sores in hospitals. Task-shifting should help to put us in touch with the Health Department. We see ourselves as employees of the Health Department who are also entitled to benefits such as housing, medical aid and pension benefits”, says Lillian Lekgare. 

 “Caregiving is hard, but perseverance pays off”, confesses Kholeka Madikwa 

Soon to be nurse Kholeka is a 34-year old woman who is married with three children and work as a caregiver at P.U.S.H.
For her, caregiving is a hard job but she is passionate about it. Indeed, she speaks passionately about her work. “I came only with a certificate from a two-week course offered by TAP when I started in January 2006. I have since done a 69 day ancillary course, capacity building, computer literacy as well as short courses in frail care and first aid. All the courses were offered by the Department of Health,” says Kholeka. She is mentored by Lorna Fisher, the project director of PUSH whom she regards as quite influential in her career. 

She initially volunteered for three months after which she received a R500 allowance from PUSH through donor funding.  After her ancillary training, she began earning R1 000 from the Department of Health’s caregiver stipend.   They occasionally receive extra R500 more from PUSH when they have donor funding. 

In November 2008, various NGO staff were invited to apply for admission to the Nursing College for nurse training. She applied and on the 25th March 2009, she was interviewed at Anne Laski Nursing College in Helen Joseph Hospital. 

“It was subjected to a verbal interview followed by a psychometric test which I had not expected,” she recalls. 

Two weeks later, she received a call confirmed her admission to train as a professional nurse. She was elated. The spirit of perseverance is what PUSH stands for and Kholeka’s perseverance to the caregiving job is now paying off. 

“Let us help HIV positive people. I have family in my patients”, concluded Kholeka.   

Ba-Leema Tshwaragano caregivers: who they are, what they do and survival approach:

Ba-Leema Tshwaragano Home Based Care is a non-profit, community based organization situated in Tlhatlaganyane village, approximately 55 kilometers from Moses Kotane Municipality head office in Mogwase, North West Province. The center was established and registered with the Department of Social Development in 2003. Ba-Leema Tshwaragano operates from an old building that used to be a clinic next to a local clinic. In addition to Tlhatlaganye, Services are offered to communities of Mmabeleng, G a-Raborife and Mmorogong villages and surrounding areas. 

They do home visits, counselling, family support, referrals, assistance to social workers and treatment support to the patients taking ARVs. They assist the ill, needy families, child-headed families, mostly orphans and vulnerable children and the aged to establish vegetable gardens.  They also assist with registration of birth certificates and applications for grants and work closely with the Department of Social Development. Caregivers also care for the physically disabled individuals by doing house chores, cooking and washing for them. They assist in child protection when there is a need. The organisation generates income by selling electricity and airtime pre-paid vouchers from the center. They also offer Printing, photocopying and e-mailing services to the community to raise funds.
2.9 Challenges and opportunities in community health work and home-based care. Points to ponder

	Points to Ponder: Sustainability, Geographic constraints, risk of infectious diseases, Culture and Gender stereotypes.

	Given that there is often insufficient funding and even modest stipends for both CHW & HBCWs, is home-based care sustainable? 
	

	HBCW will often have to walk long distances to reach patients in remote homes and at great cost in terms of transport. How can this dilemma be tackled? 
	

	Often CHW and HBCWs may experience emotional disturbances in relation to their encounters with patients. Any other psychological or social challenges do you know of, that they are confronted with? How can those challenges be tackled?

	

	What gender and cultural norms and stereotypes may threaten the work of community and home-based care givers? How can they be tackled? 

	


	Points to Ponder: National healthcare human resources, Career development path, Task Shifting, Partnerships. 

	As a link between professional health services and home-bound patients, what further roles can be entrusted to home-based care workers to enhance the primary healthcare system?


	

	How can HBCWs be integrated in the South African Government’s existing development programmes such as the ‘Expanded Public Works programme’? 

	

	What role can home-based care play with task shifting?

	

	Home-based caregivers often participate at the level of treatment/care of patients. Can they play a role in the prevention of illnesses and how so? Which other tasks can they perform? 
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3. SECTION C: Minutes of Gauteng bua@AC
Minutes of the April 2009 bua@AC session

Background and disclaimer
Bua is a Sotho word meaning, “talk”; it was commonly used at activists’ meetings in the apartheid struggle. When one was making a valid point and the supporters wanted to support his/her statement, they would just say “Boa”, which encouraged freedom of expression. These sessions also encouraged networking, comradeship and skills transfer. This epitomises the AC monthly meetings, hence – bua@AC.

The AIDS Consortium bua sessions stand out as a pioneering initiative, bringing together over 400 (throughout three provinces) HIV and AIDS and human rights activists monthly to discuss topical issues, hence a different theme each month. These have taken place for 17 years and are thus renowned in the sector. 

The objectives of these bua sessions include, but are not limited to: 

· Networking and community profiling platform for affiliates 

· Forum to promote discussion and debate on topical and controversial themes, driven by the affiliate body.  

· Skills transfer and sharing the latest HIV and AIDS information through researched information presented at each meeting in an information pack 

· Mechanism to share community news and events

· A place to express views, which can inform and/or influence strategy at local, provincial and national level. 

Our mandate is therefore to stimulate debate and controversy, so that together we can eradicate confusing messages, myths and beliefs that continue to drive incidence, human rights violations and stigma and discrimination. All views are therefore heard, debated and captured. 

Please note:

· The views expressed in these minutes do not necessarily reflect those of The AIDS Consortium. 

· The AC team is available for further clarity on any topical information, so free to engage with any of the AC team members 

· Further information is available through the Information and Resource Centre (Library, Distribution, and Cyber café)  


Date: 03 March 2009
Venue: 17th Floor, Sable Centre, Braamfontein
Time: 12h00 -14h30

Chair: Gerard Payne

Scribe: Dimpho Maruping

Theme: Male Circumcision

Outcomes: 

· Demonstrate through scientific evidence that Male Circumcision has a role to play in HIV prevention 

· Promote other modes of HIV prevention in relation to Male Circumcision 

1. Welcome and introductions

· Gerard introduced himself and welcomed everyone to the meeting; he then explained that Museum Africa could not host us this month as they were renovating. He then thanked everyone who made it to the meeting.

· As a form of networking, people were asked to introduce themselves to those they don’t know or greet those they haven’t seen in a long time.

2. Candle lighting

· A song was sung, whilst the candle was lit to pay tribute to people who have lost their lives to the epidemic, and as an expression of solidarity in the fight against AIDS, stigma and discrimination. A minute’s silence was observed 
· Gerard reminded people about the wall of remembrance, whose purpose is to capture the names of those we have lost to the epidemic.

3. Apologies 

· Beatrice Sibeko 

· Lebogang – Community Health Care

· Basi – Emmanuel Homes

· Moleboheng Mokatsi – Good Hope  in Tembisa

4. Adoption of minutes
The minutes were adopted by Thami Ncombo from MCDP and seconded by Isaac Mafanela from Youth In Action

Comment by chair person:

· Gerard reflected on last month’s bua and how interesting it was to see people raising their opinions.

· He opened the floor to everyone to reflect or raise their opinions on last month’s theme

Isaac Shakes Mafanela came forward and presented the following:

· After last month’s bua, we hosted workshops on the topic of MCP (Multiple Concurrent Partnerships) to young people. Most of them confessed to practicing MCP. 

· We are able to host afternoon programmes with learner because we are based in a library

· At the workshop, we were able to discuss disadvantages, advantages and risks and the importance of tackling issues such as MCP.

· We then followed up with the schools where intervention happened and we got a very positive response from the learners.

Gerard

· Emphasised the importance of taking these issues to our communities and addressing them

· Encouraged people to take up these issues with relevant people (Advocacy)

· Introduced the theme of the day – Male circumcision. He briefly talked about it and how other people feel about it and how staff reacted when we decided on the theme. 

When we decided on the theme:

· People shied away

· No one wanted to take the initiative to talk about circumcision

· People said they were not informed enough to talk about this theme

But today we have people who know and have a better understanding about this theme, they’re going to talk about the advantages, disadvantages and risks with regards to today’s theme, we brought them here today because we believe they are experts in this field.

5. Dialogue

Introduction of the panelists

· Tsietsi Mabuso – Bophelo Pele Male Circumcision Centre (Orange Farm)

· Dave – Progresses (in partnership with Bophelo Pele Male Circumcision Centre)

· Dumisane Bongo – Engender Health

· Cynthia Nhlapo – Society Family Health (in partnership with Bophelo Pele Male Circumcision Programme )

· Tshepo Leseke – Mindset

· Jacob Segale - ARASA 

· Dr. Dirk Taljaard (Bophelo Pele Male Circumcision programme)

A sound bite featuring people’s opinions about male circumcision was played in order to set the tone for the discussions. Pebetsi Lesele shared her experience with everyone, and this is what she had to say;

· “I just want to share my personal experience with everyone, I have had two sexual partners, one circumcised and the other one uncircumcised and I married the circumcised one. The penile hygiene with the uncircumcised partner was very poor, so it means sometimes before you can engage in the second round of the sexual intercourse you might even have to take a bath. With the circumcised man it’s a bit different because you can just wipe off and that’s it, and continues; and sex is much nicer with a circumcised man than an uncircumcised man”. 

Break away into commissions

Before breaking away into commissions, Gerard made a comment:

The AC is very controversial this year, we’re tackling issues head-on.  We don’t want this discussion to be focused on culture and gender but more on HIV but if these factors contribute in spread of HIV, then we’ll talk about it. 

He then continued to encourage people to talk about culture, tradition, work, gender, religion etc. stating that part of our mandate as The AIDS Consortium is dissemination of information. Gerard ensured that everyone was comfortable with talking about today theme before we went on the breakaway session. 

Questions for the commissions

· What is your understanding of MMC?

·  What impact does Male Circumcision have on the HIV pandemic?

· What is our responsibility as the community and organisations?

Note: please identify or consider issues around human rights, gender, culture etc when engaging in these discussions. 

Rhulani, Sauwe, Gerard and Mpho were facilitators of this session. 

Feedback from groups

Group 1 – Thapelo Rapoo (Lifeworks)

Human Rights in relation to Male Circumcision

We came with two important or rather critical factors of Male Circumcision and how do we differentiate the two. We tackled both the Medical and the Traditional way of circumcision. Below are the factors;

Definition of male circumcision: The removal of the foreskin from the penis, sometimes done at initiation Schools as part of traditional passing into manhood.

Some of the points discussed: 

· Male circumcision minimises unhygienic process in men, so  men who are uncircumcised are more unhygienic than the circumcised men

· Male circumcision leads to the reduction of STIs and other infections 

· Male Circumcision doesn’t guarantee that a person won’t get infected with HIV, taking in account the case in the Eastern Cape. There’s a high rate of circumcision and yet a high rate of HIV infection as well.

· Uncircumcised men are more at risk of getting infected with HIV, taking to account the studies that were done in Orange Farm with the outcome that circumcision grants a 60% chance of not contracting HIV.  

· This creates a great confusion because people believe that when they are circumcised they have the privilege to have unsafe sexual intercourse with multiple concurrent partners.

· We looked at human rights and asked; at what age must a child be circumcised? This was one of the issues we debated on and never really came to a consensus; we also talked about the traditional and the medical procedure of circumcision.

· Medically, a child can be circumcised at any age,

· We couldn’t open up about the traditional way of circumcision because men find it culturally disrespectful to discuss such things in front of women. Some people felt it was a violation of their cultural right and we need to find a way of dealing with that.

· We also spoke about our responsibilities as organisations and what we say, and the most important thing was education for everyone.

Group 2 – Sindi Solopi (CARE)

Traditional, Cultural and Medical Male Circumcision

We agreed that 

· Male circumcision is the removal or cutting of foreskin, whether you remove some or all of it.

· Culturally, there was a unanimous response that men don’t talk about what goes on in the mountains in the presence or with women.

· There was confusion as to whether there’s a relation between male circumcision and HIV, and others didn’t think there is a connection between the two because people are not educated in this regard. 

· People didn’t know if circumcision reduces or it prevents HIV, when they go to a counselor, they go with the mentality of wanting to have sex with multiple concurrent partners, without a condom.

· When people approach counselors when circumcising, they tell them that they want to prevent HIV. There was an argument that people who are doing the actual cutting need to be educated about HIV.

· Who is responsible? The leader, the people who are doing the cutting and the people from the initiation schools.

· The statement that was said by the ANC President (Jacob Zuma), is also contributing to people contracting HIV because a lot of uniformed young men believe when they have had sex with multiple partners they can take shower to prevent HIV infection.

· We should promote medical male circumcision and condom use.

Group 3 - Siza Langa 

Cultural Circumcision

· People should get circumcised 

· not to preserve our culture but to be safe

· Health reasons and respect for other people

· Minimise the rate of spreading HIV

· We should promote and encourage condom use

· Our group disagreed with the notion of more enjoyable sex (when circumcised); it’s all in the mind. You practice to have a more enjoyable sex with or without circumcision it depends on how you use your too.

How do you feel about male circumcision?

· Thami – I was forced by culture to circumcise. My family thought I was promiscuous and that’s when they sent me to the Initiation School. The school changes your behavior and whilst there, you’re given a name. 

· Elias – it’s part of our Pedi (Northern Sotho) tradition to do it. Elias explained how the foreskin is cut in the initiation schools, even offered to show his circumcised penis (this was discouraged).

· Tiisetso – people know that it reduces the risk of contracting HIV, so the message has to be fixed because people might misinterpret it.  

· Maria – Cleanliness, enjoyment, hygiene 

· It’s origin, even the scripture endorses circumcising but it has a more cultural connotation to it

· Mabasa – the foreskin sometimes breaks during sexual intercourse 

In terms of classification, is there a difference between circumcising the tradition or the medical way, are you still classified as a boy when you circumcise the medical way?

People don’t feel comfortable talking about this theme in the presence of young people because there are some things they need not hear, so next time when you decide to go into these ventures you should consider separating the age group and gender.

Mabasa – people should do it for the right reasons and, going to initiation schools has consequences. We don’t need to disregard other cultures, we look at religion and we have a scripture that endorses circumcision. Our culture does allow people to circumcise. 

Vusi – Cultural or medical, circumcision doesn’t give you a license to have sex without a condom. We just need to get a clear message across with regards to HIV Prevention. 

Dr. Ditshepo-Today we talking Medical Male Circumcision, you may go to the mountain and circumcise but medically you’ll find you are not circumcised because circumcision is done properly when the whole foreskin is being removed.

Siza Langa- As a traditional woman, there are trainings run now for traditional healers on how to circumcise properly and there are doctors and nurses who monitor these schools every now and then.

Group 4 – Isaac Shakes Mafanela (Youth In Action)

Understanding of Male Circumcision

We had quite a long debate because different people from different cultures, religions and races came with their own understanding of Male Circumcision. But we ended up agreeing that;

· We believe that male circumcision is the removal of the foreskin, the very same foreskin that absorbs the HIV from any fluids that are received from the next person.
· Condom use – male circumcision does not replace condom usage. Condoms should be used consistently and correctly 
· When does a child get circumcised? Some said it depends on the legal framework which is 18yrs and others differed by saying in terms of preventing the HIV spread, circumcision should be performed on the younger generation before they engage in any sexual activities.
· Others also said it’s better to do it when you are younger before you develop any sexual feelings because once you develop feelings it will be hard for you to stand the pain of circumcision.
· We also spoke about legal complications which is why some people prefer to do it at an early age to avoid certain legal complications.
· The other one was strategy; what is it that we can do to ensure that we stay safe? It’s more on the medical circumcision to ensure that people are educated and well informed.
· Start the education within our own homes, our younger brothers and sisters, before we can even go and educate outside.
· You teach your children about male circumcision and the responsibilities that come with it, that way we can be able to prevent the spread of HIV.
General comments from other groups from the breakaway session

· Medical male circumcision has a positive impact because the equipment is sterilized prior to the procedure and it has also been proven to reduces the risk of contracting HIV

· As individuals, we have to use all platforms to educate others, we need to Spread the message to our neighbors and surrounding areas, do campaigns at local schools and spread the message

We were also tasked to talk about religion and culture on Medical Male Circumcision

· Our culture doesn’t allow us to go for Medical Male Circumcision, if you want to become a man, you must go to an Initiation School, in the mountain.

· Certain religious people don’t allow their family members to go to the initiation school; they are encouraged to do it the medical way.

6. Medical male circumcision – presentation by Dumisane from Engender Health

· I’m going to talk about the Medical Male Circumcision

· Contextualize the information, it is critical to contextualize

· Lobbying for those who don’t do it the medical way

The presentation:

Medical Male Circumcision in HIV prevention 
DUMISANI REBOMBO

1. Background
About 30 percent (665 million) of all human males have been circumcised. Virtually all Islamic and Jewish men are circumcised; in fact 68 percent of circumcised men are Islamic
Recent studies carried out between 2002 and 2006 together with recommendations from the WHO indicated that male circumcision reduces the risk of HIV acquisition in men by about 60%. 
WHO recommended that countries with high HIV and low MC prevalence should consider rolling out MC as an additional prevention method.
2. Other Benefits of MC
· Improved penile hygiene
· Reduces chances of Penile Cancer
· Low cervical cancer prevalence in women with circumcised partners
· Phimosis and other complications with the foreskin
· Some report increased pleasure and neat look.
3. Prevalence of MC in Southern Africa
· Zimbabwe 25.8 %
· Botswana 25.1%
· Namibia 19.9%
· Zambia 19.1%
· Swaziland 18.5%
· Malawi 19.5%
· Mozambique 56%
· DRC 95%
· South Africa 35%
· Angola 70%
· Lesotho 20-80%
· Tanzania 20-80%
4. Harare, 17 MAY 2007-Meeting
     EASTERN AND SOUTHERN AFRICA REGION AGREE TO ACCELERATE SCALE UP OF MALE CIRCUMCISION SERVICES IN THE CONTEXT OF HIV PREVENTION
· Participants also agreed on the following next steps: 
· Brief national leaders, including Ministers of Health and other stakeholders, on the outcomes of the meeting and advise them on national road-maps for scaling-up male circumcision. 
· Countries would develop policy documents on male circumcision based on the WHO-UNAIDS recommendations 
· Engagement of national stakeholders, in particular traditional leadership and practitioners, and establishment, where appropriate, of national task teams on male circumcision, ensuring that these task forces work in the context of existing national HIV prevention working groups or task forces. 
· Integrate and cost male circumcision into existing national HIV prevention strategies and services 
· Undertake resource mobilization to support scaling up of male circumcision activities 
5. SOCIALISATION: “ACT LIKE A MAN”
· Don’t cry ; Be strong
· Don’t ask for help
· Have many sexual partners
· Take risks
· Violence is an acceptable way to solve conflict
6. Implications for women
· Resumption of sex prior to full certified healing
· Possible diversion of resources  
· from  other prevention programs
· Men may see MC as an invisible   condom & can engage in risky  sexual behaviors
7. The importance of efficient Communication
Male circumcision reduces the risk of HIV infection for men but only provides partial protection. 
It is additional to and not a substitute for other proven HIV prevention methods and not a silver bullet. 
8. Recommendations
MC needs to be part of a greater SRH package, the provision of HIV testing and counseling services 
1. Treatment for sexually transmitted infections 
2. The provision of HIV testing and counseling services  
3. The promotion of safer sex practices and  
4. The provision of male and female condoms and promotion of their correct and consistent     use.  
5. Gender transformative approaches are also needed to challenge harmful ideas of masculinity and to instill education on gender and sexuality, sexual rights and HIV information
· Clear policies and guidelines are needed to lead the roll-out process
· More research is needed in order to get evidence whether MC is  beneficial for women
· MC services need to be safe, accessible, affordable and based on a human rights basis
· More consultations with the community and the traditional leaders’ system is needed for improvement of acceptance and information sharing
9. Conclusion
MC has created an opportunity to focus on male sexuality
MC could really prove effective if the Medical world & the traditional work together
Let’s take all issues into consideration and mind the way we communicate our messages
Jacob from ARASA

· The medical response to male circumcision is the centre for all  responses

· When we talk about human rights, we should talk about the rights of the child and the rights of an adult.

· Scientifically it’s been proven that male circumcision reduces the risk of contracting HIV by 60%.

· When a child is circumcised at an early age and later on regrets it, they can come to ARASA and we can help with all the legal procedures to sue whoever was responsible for that.

Dr.  Taljaard  

· South Africa is one of the few countries which give people the choice to circumcise or not to circumcise, we don’t force people. We respect all cultures

· The teachings in the initiation schools is about accountability, responsibility as well as taking care of oneself

· We should ensure very clear and non-contradictory messages

· Accountability and responsibility, and taking charge of your life are key

· Some of these boys come from the mountains with great disrespect, which they were taught in the mountains. 

· People who are disrespectful are doing so in their own individuality

Medical vs. Traditional

· There’s confusion in many cultures, where people would think they are circumcised and when doing examinations, you’ll find that the person is not really circumcised; they just removed some part of the foreskins and not all of it.

· Limpopo has the high rate of people circumcising 

· The foreskin is removed in such a way that there’s no way you can pull the gland of the foreskin after circumcision

Question to the floor: Is our society informed with regards to male circumcision?

Response: Misbehaving, you are initiated in a transition from being a boy to being a man and it has been proven that traditional is not hygienic - no sterilisation of equipment used. 

Dumisane

· This is the right time, whatever that is out the to chase or kill HIV

· Use condoms consistently and correctly

· Counseling should be provided when people go for circumcision

· VCT must be encouraged, we have more women testing and less men testing for HIV.

· It is our responsibility to give the correct information and this is critical for those who are in leadership.

Denise to give us the position statement of MC

       Denise presented the position statement of The AC (see below). She made a comment on revision of point no. 7 in response to what ARASA has said today at the meeting.

1. MMC should be recognised as an efficacious and cost-effective intervention for HIV prevention.

2. The promotion and delivery of MMC must be guided by human rights, legal and ethical principles.

3. MMC does not replace other prevention interventions and strategies. It cannot be delivered in isolation, but rather as part of a comprehensive HIV prevention strategy and pursued as an additional, important component for the prevention of heterosexually acquired HIV infection in men. 

4. Prioritising the development of a clear and consistent message that stresses the partial protective effect of MMC and the importance of continued use of other effective measures of HIV prevention.

5. Promotion of MMC needs to be handled effectively and respectfully in a culturally appropriate manner. Emphasis needs to be placed on minimizing stigma, making resources available to support community and stakeholder consultations, and involving traditional practitioners in order to increase safety and improve MMC programmes.

6. Programmes should create opportunities for addressing sexual health needs of men, encouraging shared sexual decision-making, gender equality, and the promotion of safer and responsible sexual behaviour.

7. Neonatal circumcision, conducting in a safe and culturally acceptable manner, should be highly prioritised in the enhancement of MMC programmes. 

8. Adolescents, young men, and older men in particularly high risk of HIV should be considered in the promotion of increasing access to MMC services in consideration of the HIV pandemic. 
9. Careful monitoring and evaluation to ensure programmes meet their desired objectives.

10. The strengthening of existing health services to increase access to safe MMC.  High rates of complications are found when MMC is provided by untrained, poorly equipped providers, as seem at times in some traditional settings.  Therefore MMC should not be scaled up without assurance of quality and safety of services and appropriate follow-ups with clients.

11. The mobilisation of additional financial resources in order to expand safe MMC services. MMC services should be offered at either no cost or at the lowest cost possible.

Tshepo Leseke made the following comments:

· Collaboration between traditional and clinical providers is needed, and here we are talking about those who are doing it in the initiation schools.

· We need to improve safety and acceptability of circumcision, but also reduce implications (perceptions that it is HIV proofing)

· We need to enhance the health education content 

· We need to improve sexual productive health of men and women

· It is important to emphasize the efficacy of consistent condom usage

· Consistent, correct, condom use

7. HEROES Campaign

Rhulani introduced Martin Vosloo (Wellness officer at Eskom) as The AC hero for March. She then played the video clip at the end of which she opened the floor for any questions. There were no questions. She then thanked everyone for paying attention

8. Announcements

· There were no announcements from the floor.

9. Vote of thanks

Gerard thanked everyone for attending the meeting and conveyed a special thanks to the panel members. The meeting adjourned @ 14h55
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