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1 SECTION A: Agenda 

bua@AC Agenda

Date: Tuesday, 26 August 2008

Time: 08h00 – 16h00

Venue: Museum Africa

Newtown
XVII International AIDS Conference Feedback session

AGENDA

	Time
	Item

	08h00 – 08h30
	Registration



	08h30 – 09h00
	Opening and introductions (moment of silence, testing announcements etc.)



	09h00 – 09h20
	Speaker 1 – Treatment – Nokhwezi Hoboyi(TAC)



	09h20 – 09h40
	Speaker 2 – Youth and Children – Clips from the Conference



	09h40 – 10h00
	Question and Answer session



	10h00 – 10h30
	Tea Break



	10h30 – 10h50
	Speaker 3 – GIPLHIV – Thami Sonile(Emthonjeni Fountain of Life HIV Project)



	 
	Speaker 4 – Prevention – Prof. Geoffrey Setswe (HSRC) 



	11h10 – 11h30
	Speaker 5 – Human Rights – Clips from the Conference 



	11h30 – 12h00
	Question and Answer session



	12h00 – 13h00
	Lunch

	13h00 – 14h30
	Commissions

	14h30 – 15h30
	Feedback from commissions

	15h30 – 16h00
	Announcements and Closure
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2 SECTION 2: Feedback from the conference

2.1 Introduction

The XVII International weeklong AIDS Conference took place in Mexico City at the beginning of August this year. The event which takes place every two years is the most important global gathering in the fight against the spread of AIDS, as well as a unique opportunity for science, community, governments and leadership from around the world to advance the response to the epidemic. The conference presented timely and important information on the leading HIV and AIDS issues and allowed for sharing of lessons learned among developing and developed countries that will assist in bringing and supporting effective treatment and prevention programmes to communities around the world.

This information pack will attempt to give a glimpse of some of the discussions that took place at the conference, whilst highlighting areas of discussion for South Africa.

2.2 Global picture of the HIV epidemic

The global percentage of people living with HIV has stabilized since 2000

However, the overall number of people living with HIV has increased as a result of the ongoing number of new infections each year and the beneficial effects of more widely available antiretroviral therapy. Sub-Saharan Africa remains most heavily affected by HIV, accounting for 67% of all people living with HIV and for 72% of AIDS deaths in 2007.

The global epidemic is stabilizing but at an unacceptably high level 

Globally, there were an estimated 33 million [30.3 million—36.1 million] people living with HIV in 2007. The annual number of new HIV infections declined from 3.0 million [2.6 million—3.5 million] in 2001 to 2.7 million [2.2 million—3.2 million] in 2007.

The rate of new HIV infections has fallen in several countries, although globally these favourable trends are at least partially offset by increases in new infections in other countries
In sub-Saharan Africa, most national epidemics have stabilised or begun to decline. However new information from Kenya suggests that in 2007, HIV prevalence ranged between 7.1% and 8.5%—compared with the 2003 estimate of 6.7%. Outside of Africa, infections are on the rise in a number of countries.

In 14 of 17 African countries with adequate survey data, the percentage of young pregnant women (ages 15–24) who are living with HIV has declined since 2000-2001.

In seven countries, the drop in infections has equalled or exceeded the 25% target decline for 2010 set forth in the Declaration of Commitment. Among young people in Africa, HIV prevalence tends to be notably higher among females than among males

Globally, the percentage of women among people living with HIV has remained stable at 50% for several years 

However, women’s share of infections is increasing in several countries.

An estimated 370 000 [330 000—410 000] children under age 15 became infected with HIV in 2007. The annual number of new HIV infections among children worldwide has declined since 2002, as services to prevent mother-to-child transmission have expanded. Globally, the number of children younger than 15 years living with HIV increased from 1.6 million [1.4 million—2.1 million] in 2001 to 2.0 million [1.9 million—2.3 million] in 2007. Almost 90% live in sub-Saharan Africa. Since 2003, the rate of annual AIDS deaths among children has also begun to fall, due to treatment scale-up and PMTCT.

In virtually all regions outside of sub-Saharan Africa, HIV disproportionately affects injecting drug users, men who have sex with men, and sex workers

Recent studies show high infection levels among members of these groups in parts of sub-Saharan Africa.  HIV infections among men who have sex with men are increasing sharply in parts of Asia.

SA statistics

According to the latest statistics from UNAIDS, this is where South Africa is in terms of HIV and AIDS. 

· In 2006 approximately 5.5 million people were living with HIV in the country.

· Approximately 324754 people were receiving antiretroviral treatment in 2006.

· 111357 HIV positive mothers women were receiving PMTCT to prevent HIV infection to their children.

The table below indicates the HIV prevalence by province
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· For more detailed information on statistics please access the AIDS Consortium’s library

2.3 Overall picture of the conference: 

This conference was a landmark for the community of people living with HIV, men-having-sex-with-men, injection drug users and sex workers. People living with HIV were at the centre of this conference and for the first time in the history of this gathering, there was a plenary session on men-having-sex-with-men. Human rights were at the centre of all discussions, with the emphasis of ending stigma and discrimination and educating individuals about their human rights. The conference was themed Universal Action, NOW! The opening ceremony carried strong messages with speakers reminding countries of the commitment of universal access to prevention, treatment, attention and support for HIV and AIDS by 2010. Calling the donor community to increase resources and maintain stable financing. Twenty five outstanding community organizations were honoured for demonstrating leadership and action in curtailing the spread and impact of HIV and AIDS in various categories, yet again conveying a strong message of the important role played by communities in this epidemic. Comprehensive health care was mentioned as critical in HIV and AIDS management, however some barriers (stigma and discrimination, lack of knowledge by health providers, lack of funding, time and human capacity, legal barriers, lack of access to contraceptive technology and sexual negotiation skills in some areas) were identified, which countries should consider and come up with innovative solutions towards them. 

Throughout the week, several sessions unpacked the different aspects of HIV and AIDS. Research, treatment, regional epidemic reports, prevention, human rights, vulnerable groups (women, youth, children, men having sex with men, injecting drug users, youth, children, gay and lesbian communities etc.), stigma and discrimination, meaningful involvement of people living with HIV, role of religion in HIV, leadership, counselling and testing (voluntary or mandatory?)

Prevention:

The term “combined or combination prevention” was popular at this conference. It basically means combining all prevention efforts to achieve better results e.g. male circumcision and condoms.

The reduction of sexual partners is still seen to can play a major role in turning the epidemic around.  Male circumcision was also considered a priority, especially for sub-Saharan Africa.

· It is important to learn from doing – experience should provide guidance on how to shape the response to the epidemic

· A call to action in HIV prevention: a document from UNAIDS asking all people involved in the AIDS response to increase their efforts.

· Voluntary HIV counselling and testing (VCT) services have greatly expanded in recent years worldwide but provide major health service challenges. 

· The scale up of HIV testing services must reach the most vulnerable and at risk populations and link positive persons into effective HIV care and treatment
· In Malawi, a model approach involving the use of trained non-health care professionals as HIV counselling and testing counsellors (trialled over a 12 month period) improved HIV testing uptake four-fold among STI clinic attendees. In discussion, the authors added that the quality services did not appear to be compromised was cheaper to deliver and well received by attendees.   

· VCT services provide the opportunity to better integrate health services and address unmet needs such as fertility and contraceptive advice. A study in Ethiopia found that despite a high need for reproductive health services among women attending VCT clinics (and particular those who tested positive for HIV), the quality of counselling was low and few women were counselled on condom use or contraceptive methods and less than half of HIV positive women were counselled on PMTCT.

· Low HIV testing is significantly associated with lack of awareness of testing sites; low/no risk perception of acquiring HIV and not being reached by prevention messages. These findings were supported by a study using Demographic and Health Survey data from Kenya and Zimbabwe which showed non-tested were less likely to be educated, be able to negotiate safe sex with partners, and more likely to have misperceptions about HIV transmission. 

· Some comments from a symposium discussion on various issues of positive prevention.

· Focusing on Prevention with PLHIV only on the individual level means blaming PLHIV for new infections and relieving HIV negative persons from taking their own preventive initiatives

· We should listen carefully to persons who became HIV positive and try to see where preventive activities failed for them, so as to provide new approaches for others like them, re-discuss their strategies in the light of HIV diagnosis and obtain data on the structural and policy modifications needed to have a successful prevention strategy

· We all share in the responsibility to prevent the further spread of HIV, and it will take all our efforts to have a significant impact on the future course of the epidemic. PWHA and the groups vulnerable to HIV/AIDS must be understood not as a problem but as a part of the solution

· Should the disclosure of HIV infection be explicitly demanded by law before sexual or other relationships where HIV transmission may occur? Should HIV-positive people be able to ask for and receive ARV treatment, when clinical values may not justify it, but when a personal situation (prevention, reproductive) does? People living with HIV are entitled to expect optimal legal protection of their personal, social and human rights, particularly when they have sought diagnosis, treatment and ARV therapy, to reduce the probability of spreading their infection further

· Some existing policies contrast with the main principles of positive prevention. We need to ensure cohesion and harmonization of policies and programs to support effective prevention strategies

· A decade-long data showed inefficacy in typical use of current HIV prevention methods; abstinent, male and female condom, and male circumcision. Various studies among HIV-positive people showed HAART might prove potentially more efficacious, especially when viral load is at undetectable level or maternal viremia is less than 1,000 per millilitre. 
Human rights:

NOW MORE THAN EVER! – a declaration endorsed by more than 600 organisations from over 100 countries. This presents a unified voice to say that universal access to HIV prevention and treatment will never be realized without fully addressing human rights.

· Human rights law plays an important role in shaping HIV policy including through partnerships between those with legal expertise and community providers/advocates and people living with HIV/AIDS 

· Addressing human rights violations is effective when using community based advocacy and legal tools including litigation. Some advocacy issues include and are not limited to; treatment access, human rights, criminalization of HIV transmission, stigma, gender, AIDS Law, Co-infection

· The Centre for HIV Law and Policy has developed an online database to support HIV litigation cases which exiting case law and the application of international human rights conventions 

· Presentation of findings reviewing how Human Rights is addressed in human rights responses 

· 83% of countries indicate that they have policies to ensure equal access for women and men, to prevention, treatment, care and support.  

· 63% of countries report obstructive laws or policies hindering their ability to deliver HIV prevention treatment care and support services to most at risk populations

· 78% of countries indicate that they have no performance indicator for human right compliance 

Challenges/Controversies:

· Using individual human rights violations to inform advocacy and policy strategies presents a challenge

· Limited access to legal aid for people living with HIV/AIDS because of lack of awareness of rights, mechanisms and supply of legal aid

· Lack of funding to support efforts to address human rights violation and equity – opportunity presented by the Global Fund as a source of financing.   

· How to adapt mechanism for redress to meet the specific needs and issues relating to HIV and SRH related human rights violations

Justice Edwin Cameron raised some points about criminalization of HIV:

· FIRST, criminalisation is ineffective. These laws and prosecutions don’t prevent the spread of HIV. In the majority of cases, the virus spreads when two people have consensual sex, neither of them knowing that one has HIV. That will continue to happen, no matter what criminal laws are enacted, and what criminal remedies are enforced. Criminalisation will not stand in the way of the vast majority of HIV transmissions.

· SECOND, criminal laws and criminal prosecutions are a shoddy and misguided substitute for measures that really protect those at risk of contracting HIV. We know what we need in this epidemic. After more than a quarter‐century, we know very well. We need effective prevention, protection against discrimination, reduced stigma, strong leadership and role models, greater access to testing, and, most importantly, treatment for those who, today, this morning, are unnecessarily dying of AIDS. AIDS is now a medically manageable condition. It is a virus, not a crime, and we must reject interventions that suggest otherwise.

· THIRD, far from protecting women, criminalisation victimises and oppresses and endangers them. In Africa most people who know their HIV status are female. This is because most testing occurs at ante‐natal healthcare sites. The result, inevitably, is that most of those who will be prosecuted because they know – or ought to know – their HIV status will be women – like the Zimbabwe woman who now has a five‐year prison sentence hanging over her.

· FOURTH, criminalisation is often unfairly and selectively enforced. Prosecutions and laws single out already vulnerable groups – like sex workers, men who have sex with men and, in European countries, black males.

· FIFTH, criminalisation places blame on one person instead of responsibility on two. This is a hard but important thing to say. HIV has been around for nearly three decades. For nearly three decades the universal public information message has been that no one is exempt from it. So the risk of getting HIV (or any sexually transmitted infection) must now be seen as an inescapable facet of having sex. We cannot pretend that the person who knows or should know he has HIV introduces the risk into an otherwise safe encounter. The risk is part of the environment, and practical responsibility for safer sex practices rests on everyone who is able to exercise autonomy in deciding to have sex with another.

· SIXTH, these laws are difficult and degrading to apply. This is because they intrude on the intimacy and privacy of consensual sex. I am not talking about non‐consensual sex. That is rape, and rape should always be prosecuted. But where sex is between two consenting adult partners, the apparatus of proof and the necessary methodology of prosecution degrade the parties and debase the law. The Zimbabwean woman again springs to our attention her: her lover wanted the prosecution withdrawn, but the law vetoed his wishes. It also countermanded her interests. The result is a tragedy for all, and blight on HIV prevention and treatment efforts.

· SEVENTH, many of these laws are extremely poorly drafted. Partly because it is difficult to prove an offence that involves consensual sex, and because of the difficulties of applying the categories of the criminal law, many of these laws end up being a hodge-podge of confused legislative intent and bad drafting.

· EIGHTH, and perhaps most painfully to those of us living with HIV, criminalisation increases stigma. From the first diagnosis of AIDS 27 years ago, HIV has carried a mountainous burden of stigma. This has been for one over‐riding reason: the fact that it is sexually transmitted. No other infectious disease is viewed with as much fear and repugnance as HIV is.

· NINTH, criminalisation is a blatant dis-inducement to testing. It is radically incompatible with a public health strategy that seeks to encourage people to come forward to find out their HIV status. AIDS is now a medically manageable disease. Across Africa, the life saving drugs that suppress the virus and restore the body to health are becoming increasingly available.

· TENTH and last point, which is about belief, and hope – words all too seldom heard in this epidemic. Criminalisation assumes the worst about people with HIV, and in doing so it punishes vulnerability. The human rights approach assumes the best about people with HIV and supports empowerment.

Youth & Children:

· There was a greater representation of young people at this conference than ever before

· 50% of new HIV infections in the world occur among 15-24 year old youths.

· More data is needed around youth issues

· Young people need to be included in policy and decision making, programme design, implementation and evaluation. Such involvement should not be peripheral or tokenistic

· All programs must be based on evidence and address the realities of young people

· MTV took the lead by promising to establish a Youth Advisory Board to review and advise on all MTV programming for young people

· There is a need for more comprehensive sexual health education for young people 

HIV positive youth

· Even though the majority of young people contract HIV though sexual transmission there are now an emerging population of youth who are born with HIV having contracted it through birth, in pregnancy and through breastfeeding. This number of young people is still less compared to youth who contract HIV later in life; and is sometimes sidelined because it is not perceived as a crisis. 

· The availability of HIV medicines today, makes it possible for infants born with HIV to live longer and lead normal lives, This means that on top of other challenges that are out there for the youth, this category of youth will be faced with even more challenges than their peers due to having to grapple with living with HIV as well.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        

Children
· An Indian study found that the introduction of paediatric Fixed Dose Combination (FDC) tablets has greatly simplified ART for children. Health care providers, caregivers and patients found it easier to manage paediatric FDC tablets compared to oral formulations. India is the first country to use paediatric fixed dose combination for children as part of the national programme

· The number of children receiving HAART has risen from 75,000 in 2005 to almost 200,000 in 2007. Nineteen out of 20 countries with the highest mother to child transmission rates are in sub-Saharan Africa and 90% of children are in 20 countries. Where children are receiving HAART, national programmes are reporting good outcomes, with one-year survival estimated at 93-95% (two year 91%). But children are starting treatment late. Unpublished data from KIDS ART-LINC, a meta-analysis of 1,195 children from 8 African clinical trials, showed 53% were >5 years of age, 70% had severe immune deficiency and only 12% were aged < 12 months at initiation of treatment 

· Following the results from a trial called CHER, which showed a 76% reduction in the risk of death in children starting treatment <12months of age, WHO now recommends that all infants under 12 months of age with confirmed HIV infection should be started on antiretroviral therapy, irrespective of clinical or immunological stage

· HIV DNA PCR is the only testing method that can be performed using DBS (Dried Blood Spot) specimens and is therefore most useful in context of PMTCT follow up. HIV RNA is reliable and well suited to inpatient or sick infants. WHO recommends testing at or around 4-6 weeks for PMTCT follow up, whenever sick or HIV is suspected in infants known to be exposed. But WHO/UNAIDS data shows only 8% of HIV-exposed children are tested in the first two months of life. 

· SAfAIDS (Southern Africa AIDS Information Dissemination Service) launched a children’s ART literacy toolkit for communities, including teachers, parents, healthcare workers, guardians etc.  The toolkit contains:
· A 9 booklet series that engages several fun activities to address basic facts about HIV and ART; testing and disclosure; support for a child on ART; stigma and discrimination; positive living; adherence; and supporting others on ART

· A Kids Adherence Calendar and watch to enhance adherence responsibility

· An Interactive Poster

· A brochure on TB, ART and children

· 3 Advocacy Stickers

· An HIV & ART Knowledge Board game

· A Pack of 20 Quiz Cards on HIV and ART issues

Greater involvement of People Living with HIV and Positive leadership

· Many HIV positive leaders are themselves volunteers, with limited training or support to assume their responsibilities

· Accountability must be a priority for HIV+ leaders, as with all leaders. They need to be held accountable for their commitments and challenged on their positions

· There is a need for a shift in understanding of GIPA to the "Greater Investment" in PLWHIV, in recognition that leaders need training, time and resources to consult and be accountable to their constituents, thus giving meaningful contribution

· The NGO code of good practice is an assessment tool that can be sued by NFGO, to assess the involvement of people living with HIV in their programmes.

· Although Greater Involvement of People Living with HV and AIDS is critical in implementing HIV and AIDS programmes, other sectors of the community should also be involved. Operational tools and lessons from Secure the Future manual takes you through harnessing and integrating community services in HIV and AIDS treatments and management.

Treatment

So if everyone knew his or her status, what would an ideal, permanent course of treatment look like? “You’d need a drug that would have a fantastic side effect profile, in other words, none”. “You’d need a drug that was incredibly cheap, a drug that if you missed a few doses it wouldn’t matter. And you’d need a drug that if you’re in any small village in any part of the world you could get access to it, but first of all, you’d need access to that test” Is it a pipe dream? Maybe. Could it be reality? Possibly- Anton Pozniak (Chelsea and Westminster Hospital)

Science Examines HIV/AIDS Prevention, Treatment Strategies Discussed at AIDS Conference in Mexico City

The journal Science in its Aug. 15 issue examined the "intense scrutiny" that HIV/AIDS prevention and treatment received during the  XVII International AIDS Conference in Mexico City. Mike Cohen of the University of North Carolina-Chapel Hill at the conference said the two efforts "keep going to the altar," but "they never get married. They have to get married today."


According to Cohen and other delegates at the conference, although there have been considerable gains in HIV/AIDS treatment; such efforts have overshadowed prevention needs. Science reports that three million people in low- and middle-income countries now have access to antiretroviral drugs but that an estimated five people contract HIV for every two provided with treatment. UNAIDS Executive Director Peter Piot said, "There has not been that push for prevention as there's been for treatment," adding, "If we thought the first phase was hard, we have to prepare for even tougher times."


Science reports that a significant issue surrounding treatment and prevention is that the success of antiretrovirals in lowering viral loads and making HIV-positive people less infectious has led to the "increasing awareness that treatment is prevention, both for individuals and populations." However, "the degree to which the drugs can prevent infections has proved highly contentious," according to Science. For example, a study by the Swiss Federal Commission for HIV/AIDS concluded that couples with one HIV-positive partner do not need to use condoms to prevent HIV transmission provided that the HIV-positive person is taking antiretrovirals, has had an undetectable viral load for six months and has no other sexually transmitted infections. Kevin de Cock, head of the World Health Organization's HIV/AIDS Department, said, "It just doesn't seem like a cautious public health recommendation," adding, "I don't think anyone's shown the threshold below which people cannot transmit" HIV.


Further contention surrounding treatment and prevention at the conference, according to Science, included the degree to which ongoing treatment can prevent transmission on a population-wide scale. Although a study published in the Canadian Medical Association Journal found that treatment led to a decrease in HIV transmission in the province of British Columbia, epidemiologist Geoffrey Garnett of Imperial College London said that antiretrovirals are unlikely to have a large effect on transmission on a global scale. About 80% of HIV-positive people are not aware of their status, and of those who do, most are not eligible for no-cost treatment until their immune systems have been damaged. According to Science, this means that most HIV transmissions "occur long before people are taking the drugs." 


Garnett and others encouraged HIV/AIDS researchers to embrace the notion of "combination prevention." According to Garnett, by combining treatment with preventive measures, such as condom use and male circumcision, it might be possible to create "a natural synergy." He added, "Rather than arguing for a single magic bullet, we really need to be trying to focus everything that we can on what works to realize these natural synergies" (Cohen, Science, 8/15).

Earlier Treatment of HIV Could Help HIV-Positive People Avoid Long-Term Complications, Recommendations Say
A panel of the International AIDS Society-USA in the Aug. 6 issue of the Journal of the American Medical Association issued new recommendations for when doctors should begin antiretroviral treatment for patients with HIV, AFP/Google.com reports. The recommendations also were presented Sunday at the opening of the XVII International AIDS Conference in Mexico City (AFP/Google.com, 8/3). 

Under previous recommendations, doctors delayed antiretroviral treatment until CD4+ T cells were nearly depleted and the body could no longer fight off infection from other illnesses because physicians wanted to keep the virus from developing resistance to treatment (Lauerman/Pettypiece, Bloomberg, 8/3). Usually doctors would begin treatment when CD4+ T cell counts reached fewer than 200 to 250 cells per milliliter of blood. Those recommendations were issued 12 years ago, when antiretrovirals were first introduced, treatment failure was common and there were few available treatments (AFP/Google.com, 8/3).

IAS-USA said those recommendations should be overhauled because there are now a greater number of more effective, less toxic drugs. The authors, led by Scott Hammer, an AIDS researcher at Columbia University, wrote, "The substantial toxicity and inconvenience of early regimens dampened enthusiasm for starting therapy at higher CD4 counts." They added, "However, newer regimens are potent, durable and less toxic." 

IAS-USA recommended that doctors begin antiretroviral treatment when CD4+ T cell counts reach 350 copies per millileter of blood, though patients with heart, liver or kidney disease might require earlier treatment (Bloomberg, 8/3). 


According to the researchers, benefits of earlier treatment of HIV include lower incidence of lung, anal, head and neck cancers; cardiovascular disease; and kidney and liver dysfunction (AFP/Google.com, 8/3). The organization's recommendations were based on a trial of more than 5,000 patients that ended last year that showed the advantages of starting treatment before the virus progresses (Bloomberg, 8/3).


The IAS-USA recommendations also could prompt doctors to combine recently approved drugs, including raltegravir, maraviroc and etravirine, with combination with older treatments to keep down viral levels and boost CD4 counts, AFP/Google.com reports.

According to AFP/Google.com, the IAS-USA recommendations are intended for high-income countries and "selected" middle-income countries where good diagnostic infrastructure and multiple drug options make it relatively easy for physicians to treat HIV-positive people. 


In addition to less funding, low-income countries often have a smaller range of treatment options and lack the means to determine if a patient is responding to drugs. However, the researchers said the "core principles" of the IAS-USA guidelines are applicable to developing nations and provide ways to make treatment and patient monitoring simpler and less costly. "Progress with antiretroviral roll-out in the developing world is encouraging, but recent advances in the highly resourced world need to be adapted and translated to the developing world to realize these benefits," the researchers added (AFP/Google.com, 8/3).

Treat HIV sooner for better results, say new AIDS guidelines

Aug 3, 2008

MEXICO CITY (AFP) — Hitting the AIDS virus with drugs before it breaches a widely-recommended threshold of damage to the immune system can carry major benefits for patients, a top panel said here on Sunday.

· Their guidelines were published at the start of a six-day worldwide conference gathering more than 20,000 scientists, policymakers and grassroots workers.

· At present, under recommendations honed after antiretroviral drugs were introduced 12 years ago, doctors are generally advised to put a patient on the famous triple "cocktail" after HIV has made significant inroads into the immune system.

· The threshold varies, but the typical recommendation is to start drugs when there are fewer than 200 to 250 CD4 cells -- key immune cells that are ravaged by the virus -- per millilitre of blood.

· The reason for this advice is to minimise the drugs' toxic side effects and to gain time.

· The recommendations were introduced when there was a major problem of treatment failure and doctors had only a tiny number of pharmacological weapons to choose from.

· But the paper issued in Mexico City said these guidelines should be overhauled, as better, less toxic drugs are now available and the arsenal has expanded.

· Its authors -- a US panel of the International AIDS Society (IAS) -- says there is mounting evidence for raising the threshold to 350 CD4 cells per millilitre or higher.

· The benefits from controlling HIV earlier include lower incidence of lung, anal, head and neck cancers, cardiovascular disease and kidney and liver dysfunction, they said, pointing to data from several trials in the past two years.

· "As treatment options have increased and the risks of untreated viremia [viral infection] are better appreciated, the risk-benefit ratio is shifting toward early treatment," according to the paper, published by the Journal of the American Medical Association (JAMA).

· The updated recommendations also give a boost for using recently-approved drugs, including raltegravir, maraviroc and etravirine, in combination with older treatments to keep down viral levels and boost CD4 counts.

· The new guidelines are intended for rich countries and "selected" middle-income countries where good diagnostic infrastructure and multiple drug options make it relatively easy for doctors to treat people with the human immunodeficiency virus (HIV). Today, there are now more than 30 individual drugs and fixed-dose combinations to treat infections.

· Hampered by funds, poorer countries though have a far smaller range of treatment options and lack laboratory backup to see if a patient is responding to drugs.

· The report said the "core principles" of the new guidelines were also applicable to developing economies, provided ways were found to make treatment and patient-monitoring simpler and cheaper.

· "Progress with antiretroviral rollout in the developing world is encouraging, but recent advances in the highly-resourced world need to be adapted and translated to the developing world to realise these benefits," the paper cautioned.

· The IAS is hosting the International AIDS Conference, an event that takes place every two years.

· More than 25 million people have died from AIDS since the disease first emerged in 1981, and 33 million now have the AIDS virus, according to UN figures. 
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3 SECTION C: Minutes of the July BUA 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 “Bua”, 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 100 HIV and AIDS and human rights activists monthly to discuss topical issues, hence a different theme each month. These have taken place for 16 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 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 therefore, that the views expressed in these minutes do not necessarily reflect those of The AIDS Consortium. 

Please feel free to engage with the AC team for further clarity on any topical information. 

Further information is available through our Resource Centre (library, distribution, and cyber café)  
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Gauteng bua@AC Minutes

Date: Tuesday, 29 July

Time: 12h00 – 14h30

Venue: Museum Africa

Newtown

Theme: Sexuality
Chair: Gerard Payne 

Scribe: Martha Legong 

1. Welcome:   

· Gerard introduced himself to the participants and welcomed them to the meeting. The drum was beat as a way of calling people to the meeting as it used to be done in the old days.

2. Tribute by candle light:

· A candle was lit to remember everyone who died of AIDS. A moment of silence was also observed to show that we will always remember people who have lost their lives to the epidemic and to give hope to those living with HIV and AIDS.

3. Apologies

· Pastor Eddie Nxumalo – Bethesda Home Based Care

· Linda Motaung – Sabelani Lifeskills

· Reginald Rankoana – AHMO

· Soul City 

4. Adoption of minutes

· The chairperson asked the participants to go though the minutes of the previous meeting and check f it is a true reflection of what happened in that meeting. I was noticed that Ivy Hammond’s name was spelt incorrectly and this will be corrected. 

· Jabu Makgalemele (individual) adopted the minutes and Linda from Qalakabusha seconded the adoption. 

5. Introductions of the panel

Chairperson gave the panel a chance to introduce themselves to the participants and the introductions went this way:

· Dr Love – He is a medical practitioner by profession who resides in the Gauteng province. He also works as a journalist and host a programme on Jozi FM called ‘Cheaters uyajola’. He is also involved in community work. He is gay and open about his sexuality. He has three children from a previous relationship.

· Sibongile Mazibuko – She is a fifty something year old woman who resides in Soweto. She runs an OVC programme called ‘Nanga Vutshilo which means choose life which is also situated in Soweto’. She was married and has one son. She used to run successful businesses including a fish and chips shop and a taxi business. She decided to work in the field of HIV and AIDS after her son came home one day and told her that he was HIV positive. She decided to join the struggle against HIV and AIDS and she does not regret joining the struggle.

1. Discussion about sexuality

The chairperson led the discussion process. He started by asking the panel to explain to the participants what sexuality is? The answers were as follows:

Dr Love: “Sexuality is a conscious being that present itself to the world. Every time when one talks there is a sexual connection.”

Q: How was it like growing up in society as a gay person?

Dr Love: “I got married by default in order to fulfil one of society’s expectations. By the age of 21 I was already a young daughter and at age 23 I was married.” 

Sibongile: “Sexuality is being able to identify with oneself; Dr love explained it better. We need to address the issue surrounding sexuality especially in black communities. We tend to think when people get older they are no longer sexually active. I am fifty something and not ashamed to say that I am sexually active. After my husband died I had to come to terms with the fact that I was sexually active and had needs. I met a man and for a while was not able to tell my family about him but then I told my son who understood.”
Chairperson asked the people on the floor to give their own understanding of sexuality and what it means to them. It went as follows: -

Boy Mabeta:” Sexuality is an unpredictable art of human function. It connects the emotions, thoughts and sometimes leads to a physical act.”

Aaron Phafuli: “Sexuality is an integration of a male and female when they enjoy themselves.”

Abeda: “Sexuality is your sexual preference and is about what turns you on and off.

It is about biological makeup, gender identity and has to do with sexual orientation.”

Some people did not agree with other’s definitions of sexuality and the chairperson mentioned that it is okay because that is how they understand it. He also asked the panel to clarify the difference between sex and sexuality. 

Dr Love: “Sexuality relates to you, it is an understanding of exactly who I am. Sexuality is emotional while sex is a physical act.”

Sibongile: “The reason people sometimes discriminate against people with HIV and AIDS is because of seeing sex as taboo. Why do we discriminate against people who have HIV and AIDS while we also engage in sexual activities that put us at risk of contracting HIV? And why should sex be a disgrace when we are older as if we do not engage in it. We work with people who are sixty something years old and have HIV which shows that older people are having sex as well. We just have to be responsible about it. As Africans sometimes we shy away fro the fact that we do have sex.”

The chairperson mentioned that people need to be proud and confident of whom they are this goes for homosexuals and heterosexuals. He also mentioned that sometimes culture, society and gender issues have an influence on how we live our lives.

Dr Love: “If after sexual intercourse you feel guilty, you should know that it is because you overstepped your limits.”
Jabu: ”As a Christian sex before marriage is a sin.”

Dr Love: “Christianity is a part of a social programme. If you want to hold a moral ground, it must be firm. Sex is done every way”

Sibongile: “Let us be responsible to avoid being one of the numbers”

7. Sexual risk chart

· The chairperson led the sexual risk chart discussion. He went quickly through the chart explaining the different sexual activities and the risks involved in each and every one of them. 

8. Treatment literacy pamphlet

· AIDS Consortium in partnership with Oxfam has developed a treatment literacy pamphlet in the following languages: English, Sepedi, Setswana, Sesotho, Tshivenda, and isiZulu. The pamphlet will be available for distribution soon.

9.   AC Messages around sexuality – Joseph Dithako

· Joseph asked the participants to look at the pictures and say what they were seeing. People had different observations, saw the posters differently and had different opinions.

10. Announcements from AC

· Denise announced, Mpho Putu as the new training manager, Gerard Payne as the Advocacy Manager and Rebecca Shorr as a volunteer. There are two other volunteers from USA who are exchange students from Wits University. 

· The AIDS Consortium has been appointed as a coordinator for the South African site of AIDS Portal. More information on this will be provided in the near future. People were encouraged to go on the site and add resources; the address is www.aidsportal.org.

Denise also announced that the AIDS Consortium would be hosting a conference hub, so people who are interested in knowing what happens in Mexico can come and view some of the conference sessions.

11. Other announcements

· People encouraged to talk about the HIV scrutinize adverts, which highlights the spread of HIV.

· Sunday times is running a competition to get people to test for HIV; one can win R100 000 if they go for HIV testing.

· People were encouraged to attend committee meetings whenever they are invited.

Meeting adjourned at 14:30

Date of next meeting 26 August 2008
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4 SECTION D: Attendance Register

Gauteng Bua Attendance Register
Date: Tuesday, 26 July 2008

Time: 12H00 – 14h30

Venue: Museum Africa

Newtown

	No.
	Name & Surname
	Organisation

	1. 
	Samantha Mlotshwa
	Veritas Charity Citizens

	2. 
	Hlobisile Ngidi
	Naka Ikusasa Manje

	3. 
	Poppy Themba
	Thalitha Kumi

	4. 
	Bongiwe Hlongwane
	Thalitha Kumi

	5. 
	Thami Ncombo
	MCDP

	6. 
	Mirriam Mohlala
	Siphesihle HBC

	7. 
	Thandi Maseko
	Siphesihle HBC

	8. 
	Abeda Davis
	Eldorado Park Women’s Forum

	9. 
	Monic Kok
	Eldorado Park Women’s Forum

	10. 
	Zukiswa Mbuqe
	Infected and Affected Care Givers

	11. 
	Maria Laude
	Infected and Affected Care Givers

	12. 
	Solly Matile
	AC

	13. 
	Martha Legong
	AC

	14. 
	Sibongile Mtshali
	Soweto Red Cross

	15. 
	Khululiwe Mtshali
	Soweto Red Cross

	16. 
	Nompumelelo Shabalala
	Khomanani HBC

	17. 
	Nomvuzo Maliwa
	Kamohelong HBC

	18. 
	Brenda Nkabinde
	Vital Junction

	19. 
	Johanna Sekhuthe
	Mookodi CHC

	20. 
	Theresa Moeketsi
	Mookodi CHC

	21. 
	Valencia Makula
	Kwaze Kwasa HBC

	22.  
	Keagile Moleko
	Vital Junction

	23. 
	Paballo Molelengoane
	Thwalanani Support Group 

	24. 
	Ivy Hammond 
	Emmanuel Ministries 

	25. 
	Evelyn Saohatse
	Diakonia AIDS Ministries

	26. 
	Given Nkone
	Qalakabusha HBC

	27. 
	Zandile Mchunu
	Qalakabusha HBC

	28. 
	Gugu Dubazana
	Engender Health

	29. 
	Boy Mabeta
	MO Afrika Itlhokomele

	30. 
	Jonathan Van Heerden
	Individual

	31. 
	Alice Maqachela
	Sakhi-Sizwe

	32. 
	Gladys Nikelo
	Positive Women’s Network

	33. 
	Daphne Zwane
	Zimisele

	34. 
	Lizzy Khumalo
	PECO

	35. 
	Linda Mkhwebane
	Qalakabusha HBC

	36. 
	Gloria Khorombi
	Takalani Creative Production

	37. 
	Mapule Matjila
	Friends for Hope

	38. 
	Phillip Mthethwa
	Tsogang Community Project

	39. 
	Isaac Shakes Mafanela
	Youth in Action

	40. 
	Gift Netsianda
	Ubuntu Restoration Project

	41. 
	Mathombizana Shoba
	Emuseni Community Project

	42. 
	Gloria Dlalisa
	Humana People to People

	43. 
	Thoko Mndaweni
	Borwa Financial Services

	44. 
	Sindi Solopi
	CARE

	45. 
	Vathiswa Dabula
	Ipholoseng Youth Project

	46. 
	Jabu Makgalemele
	Individual

	47. 
	Denise Hunt
	AC

	48. 
	Amanda Miya
	AC

	49. 
	Joseph Dithako
	AC

	50. 
	Rebecca Schorr
	AC

	51. 
	Maria Chale
	Friends For Hope

	52. 
	Abednigo Matu
	ACSAA

	53. 
	Andrew Mofokeng
	AMHO

	54. 
	Gladys Kekana
	Battle AIDS Project

	55. 
	Steve Letsike
	OUT-LGBT

	56. 
	Dam Moalahi
	CYMC

	57. 
	Amanda Mdliva
	Philani Support Group

	58. 
	Tebogo Mathole
	Individual

	59. 
	Maggie Mathenjwa
	Humana People to People

	60. 
	Ntsiki 
	Borwa Financial Service 

	61. 
	Ellen Crabtree
	RHRU

	62. 
	Vuyokazi Funani
	Ipholoseng

	63. 
	Nthabiseng Tshabodi
	Jabavu  Tholimpilo

	64. 
	Harriet Dladla
	Clean Touch

	65. 
	Tiisetso Ratshudumela
	Tsebo Ke Matla Women and Youth

	66. 
	Naume Kupe
	AIDS Portal 

	67. 
	Masego Mokoena 
	AMHO

	68. 
	Sibongile Mazibuko
	Nanga Vhutshilo

	69. 
	Thembekile Zwane
	Philani Support Group

	70. 
	Nelisa Ntutu
	Philani Support Group

	71. 
	N. Mahlakate
	Philani Support Group

	72. 
	Justin Rene Edropia
	Individual

	73. 
	Andiswa Mpahleni
	CYMC

	74. 
	Lerato Marole
	CYMC

	75. 
	Kelebogile Kabanyane
	Simunye Support Group

	76. 
	Buhle Mpofu
	Uniting Presbyterian

	77. 
	Joyce Sibiya
	Sakhisizwe HBC

	78. 
	Refilwe Kekana
	Medsa

	79. 
	Patricia Msomi
	Bonisiwe FC

	80. 
	George Percensie
	LCOD

	81. 
	Susan Chauke
	

	82. 
	Dr. Love
	DLV Entertainment 

	83. 
	Soso
	Social Butterfly

	84. 
	Mohau Melani
	CYMC

	85. 
	Vathiswa Mangaliso
	CYMC

	86. 
	Johanna
	CYMC

	87. 
	Elias Molokomme
	Tshifiwa HBC

	88. 
	Tamiiya Mpofu
	UPCSA

	89. 
	Thembakazi Mazibuko
	Gugulethu HBC

	90. 
	Daniel Opara
	Individual 

	91. 
	Aaron Phafuli
	True Witness Community Project

	92. 
	Nokuthula Masina
	Bonang Thuso

	93. 
	Pule Mpunga
	DLV

	94. 
	Yngve Sjolund
	CD4 Magazine

	95. 
	Joey Momane
	Ikusasa Lethu Youth

	96. 
	Makhosonke Dhlamini
	Ikusasa Lethu Youth

	97. 
	Makgauta Motsina
	Youth for Life

	98. 
	Eunice Mabaso
	Siyakhula CH

	99. 
	Zoyisile Ngetu
	NOBSA

	100. 
	Nomalanga Dube
	NOBSA

	101. 
	Thandi Vilakazi
	Rise and Shine

	102. 
	Thuli Zwane
	Uncedolwethu

	103. 
	Annastasia Sibeko
	SHBCG

	104. 
	Khotso Moleleki
	Crystal Fountain Spiritual Centre

	105. 
	Jossanda Tsoai
	Philani Support Group

	106. 
	Selina Sibis
	Sisonke CCG

	107. 
	Bruce Ngwenya
	HAPYD

	108. 
	Victor Sibeko
	Wide Horizon Hospice

	109. 
	Pastor Abel Warel
	Abel Hospitality Ministries

	110. 
	Pastor Sunday Osuagawu
	Abel Hospitality Ministries

	111. 
	Doris Vilakazi
	Helping Hand HBC

	112. 
	Mavis Mahlangu
	Bophelong HBC

	113. 
	Selina Mokhabi
	Lotsha Support Organisation

	114. 
	Virginia Jakobo
	

	115. 
	Aabeda Sithole
	Muslim AIDS Programme

	116. 
	Phumza Moeleso
	Muslim AIDS Programme

	117. 
	Ruth Markos
	Sedibeng Sa Bophelo

	118. 
	Cynthia Maluleke
	Jomele Rana Nwanati

	119. 
	Laizer Makhubela
	Jomele Rana Nwanati

	120. 
	Savious Parker Kwinika
	CAJ News Agency

	121. 
	Gerard Payne
	AC

	122. 
	Mpho Putu
	AC
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