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1. SECTION B: TB Management

1.1 What is Tuberculosis?

Tuberculosis, often referred to as TB, is a bacteria or germ. The bacterium is spread through the air and is breathed into the body causing the disease. This disease kills more adults per year than any other infections disease.  It usually causes disease in the lungs, but it can cause disease in any part of the body.    If the TB infection spreads from the lungs it is called Extra-Pulmonary TB.  Extra-Pulmonary TB can infect: The Brain, Heart, Stomach, Bone, Lymph nodes or Skin.  Just being infected with the bacteria will not necessarily cause sickness. Many people carry the disease but only 1 in 10 people infected with the bacteria will then become sick with active TB in their lifetime. However, this rate is much higher for people with HIV. 
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1.2 History of Tuberculosis

Tuberculosis has been around for centuries. There is proof that it was found 4,000 years ago in mummies.  It is referenced in scriptures of the bible, and in both Chinese and Greek Literature dating back from 2000 BC. Over the years it has been called different names. In Ancient Greece Tuberculosis was called Phithsis (from the Greek word to waste away).  In the 1600’s Tuberculosis was called “The Great White Plague.” It was responsible for 1 in 7 deaths in Europe and the Americas.  200 years later it was known as Consumption, (the progressive wasting of the body.)  Doctors recommended that men and women who where diagnosed with TB were sent to places of high altitude, sunny and dry as “treatment”.  This misconception that the environment will cure TB as well as the large number of new colonists carried the disease to South Africa starting in the 1800s. The mining industry further exasperated the situation. 

Robert Koch discovered in 1882 that bacteria caused Tuberculosis but there was no treatment until 1944. Since then several anti-tuberculosis medications have made it a preventable and curable disease.    Nelson Mandela and Desmond Tutu were both treated for TB and recovered. 

1.3 Quick Facts about TB 

1. TB is very contagious, spreading through the air. If it is not treated a person with active TB can infect, on average, 10-15 people a year. 

2. 2 billion people (on third of the world’s population) is infected with the TB bacteria.

3. The vast majority of TB deaths are in the developing world.

4. TB is the number one killed of people living with HIV. 

5. In 2005 there were 8.8 million new TB cases. 80% of these cases took place in just 22 countries. 

6. It is a worldwide disease, however the highest rate is in Africa.

7. Drug resistant strains of TB are present in almost all countries.

8. There are about 450,000 new cases of drug resistant TB cases each year. 

9. TB is a global crisis with infection spreading at a rate of one person per second (WHO). 

1.4 TB Transmission

Like many germs, TB is transmitted through the air, making it very contagious.

If someone is infected they can release TB into the air by coughing, sneezing, speaking or singing.  Only people with active TB can spread the disease, which is only about 10% of those infected with the bacteria.   
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1.5 TB Symptoms

Most people exposed to TB do not develop symptoms, since the bacteria can live in the body and remain inactive, which is called latent TB.  However, a weakened immune system can allow the bacteria to become active which can be fatal if not treated. 

The most common symptom of TB is having a cough for more than two weeks.  Often the blood or sputum (Phlegm from deep inside the lungs)  is often coughed up. Other symptoms include:

· Chest pains
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Fevers

· Chills or Rigors (severe and uncontrollable 

shaking) 

· Night Sweats

· Weakness or fatigue

· Loss of appetite

· Unexplained weight loss.  

1.6 TB in South Africa

Tuberculosis is a problem all over the world. But South Africa has one of the highest rates of TB in the world. South Africa represents 0.7% of the world’s population but it has 28% of the global number of HIV/TB cases. It is estimated that the TB germ infects 6-10 million people in South Africa. South Africa currently ranks number 4 for countries with the most people with TB. The only countries with higher numbers are those with much larger populations (India, China, and Indonesia).

It was brought to the country when gold and diamonds were discovered in the 1800’s. Many European miners were infected with TB and spread the disease to others who worked in the mines.  The conditions of the mines favoured the spread of Tuberculosis, not only because they were over crowded and poorly ventilated but also because miners worked long hours and had a poor diet, making them more susceptible to TB.  The Migrant labourers then went home and spread TB to their families in rural areas. The already devastating disease became more destructive around 1996. The high rate of HIV has lead to a huge increase of TB.  A high rate of HIV/AIDS directly correlates to high rates of TB, thus South Africa, which has the most cases of HIV in the world, also suffers from a serious TB epidemic. More people die of TB than any other disease in South Africa.

1.7 HIV and TB

“We cannot win the battle against AIDS if we do not also fight TB.” 

· Nelson Mandela

The basics of HIV/TB co-infection:

· TB is harder to diagnose in HIV positive patients

· TB progresses faster in those who are HIV positive

· Co-infection leads to almost certain fatality if undiagnosed

· -TB occurs earlier in the course of HIV than many other opportunistic infections. 

If it is not treated, TB can kill someone with HIV in WEEKS. 90% of co-infected people die within month since each disease speeds up the progress of the other.

TB among people with HIV is often not diagnosed until after death since it is harder to detect, and often times not tested.

HIV and TB are a lethal combination.  Since HIV weakens the immune system it promotes the progression of latent TB as well as relapses in previously treated patients. People with HIV and TB are 30 to 50 times more likely to become sick with TB than someone infected with TB who is HIV negative in a year. TB is harder to diagnose and is a leading cause of death among people who are HIV positive, accounting for about 15% of AIDS deaths worldwide. 
"Tuberculosis kills 2 million people each year. The global epidemic is growing and becoming more dangerous. The breakdown in health services, the spread of HIV/AIDS and the emergence of multi-drug-resistant TB are contributing to the worsening impact of this disease. 

It is estimated that between 2000 and 2020, nearly one billion people will be newly infected, 200 million people will get sick, and 35 million will die from TB - if control is not further strengthened."   (World Health Organisation, WHO) 

It is vital that TB and HIV programmes are better coordinated. There is still a very low awareness of HIV/TB co-infection. A dual approach is essential due to how deeply interconnected the two diseases are. One third of the people with HIV worldwide are co-infected with TB, however this rate is much higher in South Africa.  Studies have suggested that combing ARVs with TB treatment could more than half current mortality rates in people who are co-infected with HIV and TB. This would save about 10,000 lives a year in South Africa. (Study conducted by CAPRISA). 

With treatment, TB is curable in patents who are HIV Positive.
1.8 Managing Risk

Crowded conditions as well as poor health enable the spreading of Tuberculosis. It is important to recognise that anyone can contract the TB bacteria. 

There are some basic steps to help manage the risk of spreading or catching TB: 

· Keep the room ventilated by opening the doors and windows and get fresh air.

· Maintain good health. Staying as strong as possible and protecting your immune system will help fight of TB. 

· If you express the symptoms for Tuberculosis, get tested. 

· If you are HIV positive, go for regular TB testing. 

· Keep your mouth and nose covered when you cough or sneeze:

Some Risks for TB include:

· Living in a country where TB is common e.g. South Africa

· Spending time with someone with TB

· Having HIV/AIDS

· Working in the mines

· Working in healthcare facilities

· Being in prison/jail

· Living in a hostel

If you are HIV positive, you should be aware of your risk on the job and make informed decisions that will protect you and those around you.
1.9 The Different Types of TB

Unfortunately, over the years, drug resistant strains of TB have emerged. Anti-TB drug resistance is a major health concern that presents a severe challenge to TB control. Drug resistant strains of Tuberculosis are harder to treat as well as being more costly.

Why are there different types of TB? Due to misuse of antibiotics during treatment of TB for patients, the bacteria have adapted. Without proper administration of treatment or when patients do not accurately follow directions for the antibiotics, the bacteria can become immune. This is what has happened over the years, leading to Multi-Drug-Resistant (MDR) and Extensively Drug-Resistant (XDR) TB

MDR-TB means that TB is resistant to at least two specific drugs, isoniazid and rifampicin. These two drugs are the most commonly used for TB treatment.

XDR-TB means that TB is resistant to at least four specific drugs.  XDR-TB develops when the second line drugs are also misused and become ineffective for treatment. 

If someone has MDR-TB or XDR-TB then they have fewer options for treatment. Especially when a person contracts XDR-TB treatment options are seriously limited. Without being able to use the most effective and commonly used drugs for treatment, doctors face a serious challenge in finding solutions to treat these TB patients. Often times, due to the severity of drug-resistant TB, many patients need to be quarantined in order to prevent further spread of these strains. However, this brings about pragmatic issues for both the individual as well as the state. 

Risk Factors for MDR-TB and XDR-TB

· Prior history of TB (if you’ve ever had TB)

· Prior treatment for TB (if you’ve ever been on TB treatment)

· Failure of TB treatment 

· Exposure to someone with MDR-TB or XDR-TB

If you are at risk for MDR-TB or XDR-TB then you should notify your doctor when you are tested for TB. 



1.10 Treatment

First and foremost it must be noted that TB can be cured. Global and national strategic plans have been developed in order to combat the disease and promote access to treatment for those infected with TB. In 1996 the South African Department of Health launched the National Tuberculosis control Programme (NTCP) to address the TB epidemic.  

There are two lines of antibiotics that work to fight TB.

The first line of TB antibiotics include:

· Isoniazid (INH)

· Rifampicin

· Pyrazinamide

· Ethambutol

· Streptomycin

As mentioned earlier, sometimes if people are not adherent to their TB treatment they can develop drug resistance.  This means that the medications no longer work or that they have contracted a resistant strain of the bacteria. 

The Second Line of TB antibiotics used are: 

· Kanamycin

· Ethionamide

· Pyrazinamide

· Oloxacin

· Terizadone

· Capreomycin

· PAS

When fighting regular, non-resistant forms of TB, most people can be treated as outpatients. However, when the first line of antibiotics is ineffective, many of these patients require hospitalisation. 

It takes a very long time to kill TB, about six months.  Often people feel better before the TB is killed entirely.  If you stop taking the medicine before all the TB is killed, the remaining TB will grow back and make you sick again.  This is also what causes drug resistant strains that greatly hinder the fight against TB. 

What is DOTS?

DOTS is a strategy recommended by the WHO. It stands for “Directly Observed Treatment Short-course”. It is a cost effective way to treat patients and prevent new infections. South Africa has incorporated this recommendation into its strategic fight against TB. 

DOTS consists of five different elements (according the WHO):

· Political commitment with increased and sustained funding: In order for DOTS to work effective, there needs to be commitment for the government. This is especially important in order to create productive national and international partnerships, which in turn help support strategic plans. Political commitment is also necessary in terms of adequate funding. Funding is vital in the fight against TB, and the government is needed in order to support the structure and financing of the needed change to the system. 
· Case detection through quality-assured bacteriology:  Bacteriology is still the recommended means of diagnosing TB. This means first using sputum tests then a culture in order to detect the bacteria. In order to assure accurate and effective testing, government should focus on strengthening a laboratory network. This means having a network of properly equipped and laboratory staffed with qualified, well-trained professionals. Furthermore, the government should create a national reference laboratory.  In addition, every country should have a well-resourced and fully functioning national reference laboratory.

· Standardized treatment, with supervision and patient support: The key to effective TB control is to have a standardized treatment across the entire nation. The factors that result in interrupted treatment or patients not following through with the entire process need to be identified and address. Additionally, it is vital that all people in need of TB treatment have feasible access to these resources. 

· Effective drug supply and management system: TB drugs are vital for the treatment process, thus it is essential that a formidable system of TB drug distribution and management be in place. 

· Monitoring and evaluation system, and impact management: The government needs to focus on creating a reliable system to monitor and evaluate with communication taking place between different levels in the health system. This system includes a standardization of recording and data collection.

What role can you play as an individual?

· Educate yourself about TB so as to protect yourself and those around you

· Ensure that you are tested for TB, especially if you are HIV positive (if you do not know your status, also get tested for HIV)

· Offer your support to those suffering with TB (after two weeks of treatment, TB patients are not infectious)

· Work to decrease the stigma associated with TB, particularly due to its connection with HIV. 

The role of Civil Society

In order to decrease the burden of TB in people living with HIV, Civil Society, must advocate for:

· Look more aggressively for TB among those at risk (Intensified case-finding)

· Preventative treatment of TB infection with Isoniazid

· Reduction of TB transmission in healthcare facilities and community settings (effective infection control) 

· Coordinate with HIV programs. A synergy is needed in both prevention and care between the two epidemics since they are deeply interconnected, particularly in South Africa.

· TB advocacy has been slow to develop; this is a role that needs to be taken up by civil society as well as partnering with the government to have real action take place. 

· The DOTS system provides a good system for handing the TB crisis, but it is vital that this plan be properly managed.  

1.11 TB and Poverty

“TB is a disease of poverty, affecting mostly young adults in their most productive years. The vast majority of TB deaths are in the developing world…” (WHO). 

Unfortunately, this link between TB and Poverty is a major issue in South Africa. South Africa suffers from extreme inequality and high levels of poverty.  Some of the biggest issues that link TB and poverty include:

· High unemployment.

· Poor living conditions, such as informal settlements.

· More vulnerable conditions.

· Less access to treatments, service providers, information, and awareness.

· Lack of basic health services and/or poor nutrition.

TB also reinforces and deepens levels of poverty in already suffering communities. If infected with TB, people lose work time (on average about three to four months), further depleting a family’s income. 

1.12 TB and Gender

Like with HIV, women are more affected by TB then men. This is in part due to the connection between HIV and TB. Since young women have a higher prevalence of HIV, they are also more susceptible to TB infection. 

TB causes more death among women then all causes of maternal mortality combined. Currently, more than 900 million women are infected with TB globally.

TB remains the leading cause of death among women aged 15-29. 

Although women are more affected by the disease then their male count, they are also less likely to be tested for TB. As aforementioned, TB is curable, but without a proper diagnosis and treatment, a person co-infected with TB and HIV can die within a matter of weeks or months. 

1.13 TB resources available in the library

The following resources are available from the AC library for further information on Tuberculosis. The resources can be used there or taken out of the library.

1. The AIDS Consortium. 2008. TB wise. 

2. Amstrong, S. 1996. A deadly partnership: tuberculosis in the era of HIV. UNAIDS

3. Medecins Sans Frontiers. 2004. Running out of breath> TB care in the 21st century

4. Medecins Sans Frontiers. 2005. Report on the integration of TB and HIV services in site B Khayelitsha.

5. Bamford, L & Klaasen, S. 1998. TB control in the Lower Orange District Northern Cape.

6. UNAIDS. 1997. Tuberculosis and AIDS. 

7. Soul city/Khomanani. Stop TB because you can.

8. WHO.1996. Groups at risk:  WHO report on the Tuberculosis epidemic.

9. Department of Health. 2000. HIV/AIDS policy guideline on Tuberculosis and HIV/AIDS.

10.  Fighting TB on the front lines.

1.14 References

1. Gounder, C. AIDS Consortium training on tuberculosis and HIV. 

2. http://library.thinkquest.org/C0126375/tb_in_the_world.htm
3. http://www.webmd.com/a-to-z-guides/understanding-tuberculosis-basics
4. http://www.who.int/
5. http://www.doh.gov.za/tb/factsheets/treatment.html
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2. SECTION C: Minutes of the September  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 “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 Session

Venue: Museum Afrika

Tuesday 29 September 2008

Time: 12h00 – 14h30

30th September 2008

Bua Minutes 

Theme: HIV Management 

Chair: Gerard Payne 

Host Kau Makgosa 

Time: 12H00 

Welcome/Tribute to PLWA’s:  

Gerard welcomed everyone and requested that everyone move around and introduce themselves to someone they have never met before.

We paid Tribute to those who have lost their lives to the epidemic and expressing our solidarity in the fight against HIV and AIDS, stigma and discrimination by lighting a candle and observing a minute of silence.

The chairperson asked all the Aids Consortium staff members to stand and applaud our affiliates for their hard work.

Apologies 

Valencia from Sakhisizwe 

Mam-Rose from Let us Grow 

Noluthando 

Abida 

Lorna Fisher from PUSH

Sibongile from Nanga Vutshilo 

Lucky from TAC

Poppy Themba from Thalitha Kumi 

Mary from Infected and Affected 

Rhulani and Mpho from Aids Consortium

Adoption of the minutes 

Thami from MCDP adopted the minutes of the previous meeting

Pastor Brian Mazibuko from Solidary seconded the adoption

Kau Makgosa, a trainer at The AC introduced the panel as follows:

Kelebogile from Simunye Support Group 

Winnie from Community Health Media Trust 

Mbongiseni “Super” from Mo Africa Ithlokomele 

Tony from Community Health Media Trust 

Portia from Treatment Action Campaign 

Bongi from Treatment Action Campaign 

Priscilla from PUSH 

Kau asked our affiliates to explain HIV Management 

Daniel-Individual affiliate 

HIV Management is about one’s health condition.

Andrew from Treatment Action Campaign 

HIV Management is adopting a positive attitude, supporting each other. 

Kau posed questions to the panel and the house at large
What happed after testing? 

Kelebogile

 Replied: I was stressed and felt like I was going to die at that moment.

How did you cope with the stress phase?

(Mbongeni Mtshali was in prison) It was difficult but I believed that HIV would kill me. I asked for more information I was seeing more prisoners dying, but I trusted that God would help me through the situation.

Can you do without counselling after knowing your status?

Priscilla- “I believe that you can do without counselling”.

Priscilla is a counsellor by profession and mentioned that counselling gives you guidance on how to live positively. 

Portia 

She believes that you can do without counselling.

She believed that trusting in God will help her through the situation. Knowing her status helped her to understand why her baby was ill more often. She went out to find more information. 

Pastor Nxumalo (Bethesda Care Givers)

Strongly believes in counselling not only for VCT (Voluntary Counselling and testing).He suggested to the panel to encourage people to go for counselling.

Pastor Mazibuko (Solidarity)

Believes that Counselling is important, and asked the panel to explain counselling and give positive information about counselling.

Winnie 

In our local clinics there are few or not counsellors especially for VCT.

Do you believe that you should disclose after testing?

Tony 

It is up to an individual to disclose- If he had to disclose he will only do it to gain support.

How long did it take you to disclose?

Bongi 

Disclosed to his mother for support; and also to protect his family in case anything happened to him -for them to take necessary precautions.

 Is disclosure about publicity stunts? 

Portia 

You are not obligated to disclose be sure and ready because you might not get a positive response.

May from Infected and affected 

It is important to disclose, live a healthy life style and people should get training for counselling.

 Victor Sibeko

It is traumatic to disclose sometimes as there is no privacy e.g. Nurses stigmatise patients. Support coming from the family might be negative.

Kelebogile 

Disclose to protect yourself and others.

Were you forced to disclose your status?

Mbongeni 

It took me five years to disclose; trying to cope

I believe that there is power when you disclose through religion.

Make sure that you are ready emotionally and mentally before you disclose.

Winnie

She did not want to disclose or talk about HIV/AIDS, afraid of rejection and discrimination.

She was afraid because people around her area called her house a hospice.

How do you define healthy eating?

Tony

I am eating everything that I ate before I was diagnosed but now I do not eat spicy and fatty food.

Portia

She eats everything as long as it does not give her problems.

She doesn’t like garlic and beetroot because they cause diarrhoea (Mantu Recipe)

Priscilla

Eating healthy is for both HIV negative and positive people as long as the food does not compromise our immune system.

May (Affiliate)

Asked people from the panel to encourage people to live positively so that we can promote a healthy lifestyle.

Kau - Define healthy living?  

Thami (Affiliate)

Asked an equation he wanted to know that what kind of is nutritious.

Kau– Are you taking responsibility for your diet?

Bongi

I am not eating healthy food; I eat everything from magwinya (fat cakes) to Kota (bunny chow)!

Kau – How long have you been HIV Positive?

6 years, she was bedridden.

The doctor suggested that she eat anything to her help gain strength.

Encourage people to treat HIV as any sickness. Being positive does not mean they should only eat vegetables.

Doctor (Celina)

A healthy lifestyle is for both HIV negative and positive people.

Tony

Eating healthy helps the immune system but taking treatment (ARVs) helps to fight the virus.

Bongani

In prison they used to have a special diet, which created stigma, and people already knew that you are HIV positive.

Tested in 1995

Portia

Our communities do not know what positive people want or need.
They want to be treated like any other person.

Thabisile

Suggested that we find a specialist to get more information about healthy living and nutrition.

Know how to prepare food.

She wants to know if using JIK unhealthy.

Peter (CHMT)

Healthy living is expensive, for someone who is poor (everyone can be infected poor or not)

It’s about either buying an apple or a loaf of bread to feed your family!

HIV and Single?

Kau - Do you believe that your relationship is affected by your status?

Kelebogile 

He has a problem of stigma because his partner is HIV positive.

Life goes on even if you are positive or not.

It is a matter of choice.

People are scared of things that they don’t understand.

Am I single because am positive?

If the condom breaks when you have a positive partner?

Kelebogile

You are responsible.

You have to protect your partner; you have to find more information.

Most people especially men do not use condoms.

If you love your partner you have to protect him/her.

The stress of having babies when you are HIV positive?

Bongani

Wants to have a baby but does not know what/where to go. He is still searching for more information.
Kelebogile

Love is not about sex, giving support to everyone who is affect or infected.

Priscilla 

I do not believe that you are putting your partner at risk.

People do not understand HIV/AIDS.

      Everything is about choice.

Does Spirituality play a role in HIV positive people?

Pastor Eddie

He believes that a balanced diet should be for everybody.

He believes that the almighty God plays a major role in one’s life. The body, the mind and the soul are all important, believing in God helps. 

Faith can neutralise the virus because you believe.

Portia

Testing was a blessing in disguise because now God is using her to live positively.

Promotes disclosure to and discourages discrimination.

Tony

Happily living positively (knows his status).

Test early so that you can manage your life.

Living positively helped him to shape his life.

Mbongeni

He has learned that power starts when you start controlling your mind.

Changing your belief will help you get through hard times.

Winnie

Her life is in a lime light, it was hard to face stigma or discrimination (Christian)

Promotes disclosure.

Mbongeni

Believing in God helped him in dealing with his status.

He believes that God changed his life.

Do you believe in God?

Tony

He does not go to church but prays.

Does religion help when you are HIV/AIDS?

Affiliate

Allah is God, we all believe in God we might have different names but it is the same God.
Lerato – (Thuto Kelebone)

We all believe in God.

We should not forget our ancestors, our doctors and traditional healers they should work together.

Pastor Mazibuko

Encourages that we should have a holistic approach.

Treatment, how do you deal with it?

Tony

It is stressful to take tablets everyday for the rest of your life.

How do you motivate one to take tablets?

Asked that if a person wants to live or die it is a matter of choice.

Affiliate

As caregivers is it right to state that traditional healers can cure HIV?

Doctor

There is no cure for HIV.

Affiliate

He is proud of the people on the panel because they are still living positively.

Pastor Nxumalo

Issues VCT (Voluntary Counselling Testing).

Is VCT (Voluntary Counselling and Testing) effective or not?

Pointed out that is an advocacy issue.

How to deal with stigma and discrimination.

Ntokozo (Affiliate)

Living positively from 2000

Seconded Pastor Nxumalo on stigma and discrimination.

We need to respect each other HIV positive or not.

Closing from Panel

Encourage to stop discrimination.
People used to her a living skeleton or ghost but she is going strong.
Advised caregivers to be careful or on how they treat/react on a bedridden patient.
She is a Christian/ religion helped her through.
Winnie

She is 40 years; disclosed on her birthday to friends and community members are still discriminating (Community Members). Be strong – ask for help to organisation like AIDS Consortium.

Kelebogile

Thank you for praying for us. I thank God for helping to be strong for 8 years living positively.

Kau

Asked our affiliates to go out and preach about HIV management. Manage it Quote “You can make a change in this world” and handing over to our Gerard.

Gerard 

Asked affiliates to sing and pay tribute to our panel and everyone who is affected and infected.

Thanked everyone on the fight of HIV/AIDS and handed over a token of appreciation giving each one chocolate.

Talked about the poster of TB and encouraged people to come and collect posters at AC office.

Announcement

Next Bua theme is TB for next month and the launch of next month Bua poster and informed affiliates about TB training that will be starting next month also launching the treatment pamphlet.

Website competition for organisations with websites.

Please affiliates make sure that you write your cell phones numbers on the attendance register for SMS notifications.

People/Organisations are welcome to send their invitations.

Organisations/People who attended Capacity Building are invited to call The Aids Consortium for action learning workshop.

Dates

Thlokomela Home Based Care will be having a competition walk and the prizes start from R200 to R1000 in Orlando East. Contact numbers: 011 935 3422 or 073 501 7021. Forms to be collected at their offices.

Lerato from Tau Pedi School Food Gardening they are offering training.

SEXPO exhibition at Gallagher Estate.
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3. SECTION D: Attendance register

Gauteng Attendance Register

Venue: Museum Afrika, Bree Str. Newtown

Date: Tuesday 29 September 2008
Time: 12H00-14H30
	No.
	Name and Surname
	Organisation

	1. 
	Amanda Mdliva
	Philane Support Group

	2. 
	Amanda Miya
	AC

	3. 
	Andrew Mofokeng
	HIV

	4. 
	Angeline Tshabalala
	Lethithemba Home Based Care

	5. 
	Annastasia Sibeko
	SHBCG

	6. 
	Asanda Dabula
	Ipholoseng Youth Project

	7. 
	Belinah Sithole
	Tholwana Tsa Kopano

	8. 
	Bongani Sithole
	AC

	9. 
	Bongie Mthembu
	Treatment Action Campaign

	10. 
	Bongiwe Hlongwane
	Thalithakumi

	11. 
	Brian Mazibuko
	Solidary

	12. 
	Bruce Ngwenya
	HAPYD

	13. 
	Busisiwe Luvuno
	

	14. 
	Busisiwe Rooi
	Bophelong Organisation

	15. 
	Celine Gounder
	Johns Hopkins University

	16. 
	Cynthia Kwinana
	Gugulethu Home Based Care

	17. 
	Cynthia Maluleke
	

	18. 
	Daniel Opara
	Individual

	19. 
	Denise Hunt
	AC

	20. 
	Dimpho Maruping
	AC

	21. 
	Doreen Makete
	Sedibeng sa Bophelo

	22. 
	Doris Vilakazi
	Helping Hands Home Based Care

	23. 
	Dudu Ndlovu
	Iphuluseng Youth Project

	24. 
	Dudu Ndlovu
	Ipholoseng Youth Project

	25. 
	Duduzile Makaula
	Bethesda Care Givers

	26. 
	Eddie Nxumalo
	Bethesda Care Givers

	27. 
	Edward Matjila
	

	28. 
	Elias Molokomme

	Tshifhiwa Home Based Care

	29. 
	Ellen Crabtree
	RHRU

	30. 
	Elsie Shongwe
	Gugulehtu PFO

	31. 
	Emily Pitso
	Sakhi Sizwe

	32. 
	Faith Musanhane
	Ekurhuleni Health Department

	33. 
	Fikile Mbatha
	Seeds of Promise

	34. 
	George Percensie
	LCOD

	35. 
	Given Nkone
	Qalakabusha Home Based Care

	36. 
	Gloria Khorombi
	Takalani Creative Productions

	37. 
	Happy Zimu
	Philani Support Group

	38. 
	Hendry Vilakazi
	Thiboloha Bophelong

	39. 
	Ivy Hammond
	Emmanuel Homes

	40. 
	Jabulile Miya
	Bethesda Care Givers

	41. 
	Jeanette Seng
	POWA

	42. 
	Jennifer Shingange
	PECO

	43. 
	Johanna Lephepelo
	Thuto ke Lebone

	44. 
	Joseph Dithako
	AC

	45. 
	Juliet Kabe
	PECO

	46. 
	Kate Seanego
	Thola Ulwazi

	47. 
	Kau Makgosa
	AC

	48. 
	Keagile Moleko
	Vital Junction

	49. 
	Kefilwe Makhetha
	SEPP

	50. 
	Kelebogile Kabanyane
	Simunye Support Group

	51. 
	KgopotsoTlhagadi
	Let Us Grow

	52. 
	Khanyo Hlophe
	Gugulethu PFO

	53. 
	Khome Ngobeni
	Individual

	54.  
	Khosi Nkonde
	The Church of Jesus Christ Youth Project

	55. 
	Lerato Khumoeng
	Thuto ke Lebone

	56. 
	Lesiba Komene
	Crystal Foundation Spiritual Centre

	57. 
	Lorraine Koape
	Lethithemba Home Based Care

	58. 
	Lucas Tshwaane
	Thibela Bolwetse Project

	59. 
	Magdaline Mathole
	Hands of Prayers

	60. 
	Maiphesi Lekgari
	Pimville Call Group

	61. 
	Mapule Matjila
	Friends for Hope

	62. 
	Maria Daniels 
	PUSH

	63. 
	Martha Legong
	AC

	64. 
	Mavis Mahlangu
	Bophelong

	65. 
	May Makhoro
	Affected & Infected 

	66. 
	Mbongiseni Mtshali
	MoAfrika Itlhokomele

	67. 
	Michael Booi
	Veritas

	68. 
	Monic Kok
	Eldorado Park Women’s Forum

	69. 
	Motausi Sapele
	Museum Africa

	70. 
	Mpho Mpfuni
	Gugulethu Parents for Orphans

	71. 
	Musa Mbangi
	Gugulethu PFO

	72. 
	Naniki Bapela
	Mary’s Community Centre

	73. 
	Nelly Makgwa
	Phuthaditjhaba

	74. 
	Nomalanga Dub
	NOBSA

	75. 
	Nomhle Nduku
	Uncedolwethu Project

	76. 
	Nompumelelo Zwane
	Let Us Grow

	77. 
	Nomsa Matiwane
	Somelele HIV & AIDS

	78. 
	Nomvuzo Maliwa
	Kamohelong Home Based Care

	79. 
	Nono 
	Thola Ulwazi

	80. 
	Nono Boikano
	Thola Ulwazi

	81. 
	Nonzolo Mgcina
	AC

	82. 
	Ntakadzeni Ratuswinga
	Lotsha Support Group

	83. 
	Ntobeko Mvimbi
	CHMT

	84. 
	Ntokozo Shabalala
	AC

	85. 
	Ntokozo Shabangu
	Tlhokomela Home Based Care

	86. 
	Ntombi Mbatha
	CHMT

	87. 
	Oupa Mothileni
	Aids Consortium

	88. 
	Patricia Msomi
	Bonisiwe FC

	89. 
	Peter Dlamini
	CHMT

	90. 
	Peter Malahlela
	FACAWA

	91. 
	Peter Wonderuk
	New Hope Federation

	92. 
	Phillip Mthethwa
	Tsogang Community Project

	93. 
	Pinkie Phetoe
	Care Givers

	94. 
	Portia Ramovha
	CHMT

	95. 
	Portia Serote
	Treatment Action Campaign

	96. 
	Priscilla Khanoe
	PUSH

	97. 
	Quinton Mokoena
	SCGN

	98. 
	Roy Naidoo
	AC

	99. 
	Ruth Pule 
	Little Flowers

	100. 
	Seloane Sibisi
	Sisonke CCG

	101. 
	Sikhumbuzo Siwetshe
	Clean Touch

	102. 
	Sindi Solopi
	CARE

	103. 
	Solly Matile
	Aids Consortium

	104. 
	Solomon Ngubeni
	FACAWA

	105. 
	Sulleman Thebeeagae
	Market Photo Workshop Theatre

	106. 
	Thabisile Dlamini
	CHMT

	107. 
	Thabo Matshidiso
	Stars of Africa

	108. 
	Thami Ncombo
	MCDP

	109. 
	Thandi Maseko
	Siphesihle Home Based Care

	110. 
	Theressa Moeketsi
	Mookodi Community Health Care

	111. 
	Tiisetso Radshudumela
	Tsebo Ke Matla

	112. 
	Tony Morapedi
	CHMT

	113. 
	Tshedi Mabaleka
	Somelele HIV & AIDS

	114. 
	Tshepo Mashoene
	PECO

	115. 
	Tshidiso Phafuli
	True Witness Community Project

	116. 
	Valencia Makula
	Kwaze Kwasa Home Based Care

	117. 
	Victor Sibeko
	Wide Horizon Hospice

	118. 
	Virginia Phama
	Kwaze Kwasa

	119. 
	Vjuyelwa Mgcina
	SEPP

	120. 
	Winnie Rose Riba
	CHMT

	121. 
	Yoliswa Sefa
	Ikusasa Lethu

	122. 
	Yvonne Mnisi
	SECHO

	123. 
	Zanele Khumalo
	SEPP

	124. 
	Zoyisile Ngetu
	NOBSA
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