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1. SECTION A: Agenda 

bua@AC Agenda

Date: Tuesday 03 March 2009

Time: 12h00 – 14h30

Venue: TBC
Chair: 

Theme:  “Male Circumcision”

Scribe: 

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 

	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, 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
	My views on MC – chosen few

	12:30 – 13:00
	5
	Dialogue (Medical, Cultural, Management, Human Rights, Religion) - Facilitators

	13:00 – 13:30
	6
	Report Backs 

	13:30 – 13:45
	7
	Presentation – Dumisani (Engender Health)

	13:45 – 14:05
	8
	Question and Answer session 

	14:05 – 14:20
	9
	HEROES Campaign – Rhulani Lehloka

	14:20 – 14:25
	10
	Announcements

· Staff announcements – launch of North West offic
· Announcements from the floor

	14:25 – 14:30
	11
	Vote of thanks – AIDS Consortium


Next meeting 07 April 2009 – Theme: Health Care Workers
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2. SECTION B: Male Circumcision (MC)
2.1 Introduction/Definition
Male circumcision is the removal of some or the entire foreskin (prepuce) from the penis. The word "circumcision" comes from Latin circum (meaning "around") and cædere (meaning "to cut").
[image: image1.jpg]


Early depictions of circumcision are found in cave drawings and Ancient Egyptian tombs. Male circumcision is considered a commandment from God in Judaism and is widely practiced by followers of Islam. It is also customary in some Christian churches in Africa. According to the World Health Organization (WHO), estimates suggest that 30% of males are circumcised globally, of whom 68% are Muslim. The prevalence of circumcision varies mostly with religious affiliation, and sometimes culture.

There is controversy surrounding circumcision. Advocates for circumcision argue, for example, that it provides important health advantages which outweigh the risks, has no substantial effects on sexual function, has a low complication rate when carried out by an experienced physician, and is best performed during the neonatal period. 

Opponents of circumcision argue, for example, that it is a practice which has historically been, and continues to be, defended through the use of various myths; that it interferes with normal sexual function; is extremely painful; and when performed on infants and children violates the individual's human rights. 
The American Medical Association stated in 1999: "Virtually all current policy statements from specialty societies and medical organizations do not recommend routine neonatal circumcision, and support the provision of accurate and unbiased information to parents to inform their choice."
2.2  Male Circumcision and Risk for HIV Transmission

Several types of research have documented that male circumcision significantly reduces the risk of HIV acquisition by men during unprotected penile-vaginal sex. The World Health Organization (WHO; 2007), the Joint United Nations Programme on HIV/AIDS (UNAIDS; 2007), and the Centers for Disease Control and Prevention (CDC; 2008) state that evidence indicates male circumcision significantly reduces the risk of HIV acquisition by men during penile-vaginal sex, but also state that circumcision only provides partial protection and should not replace other interventions to prevent transmission of HIV.
-- Adapted from Wikipedia, the free encyclopedia
Clinical information

Schema of erect uncircumcised penis with foreskin retracted
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Schema of erect uncircumcised penis with foreskin retracted
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Biological plausibility: How the foreskin increases infection risk
The likely biological explanation for the higher levels of sexually transmitted infections, including HIV infection, seen in men who are not circumcised is that the inner mucosal surface of the foreskin is only thinly keratinized and is therefore susceptible to minor trauma and abrasions which facilitate entry of pathogens (something that can cause disease, e.g. bacteria or virus). The area under the foreskin is a warm, moist environment which may enable pathogens to replicate, especially when penile hygiene is poor. 

2.3 Benefits and risks of Medical Male Circumcision (MMC)
2.3.1 Health benefits 

Medical Male circumcision involves the surgical removal of the entire foreskin, the tissue covering the head of the penis. In adult men, a four to six week period is required to fully heal the wound. Healing is usually complete after about one week when circumcision is performed for babies. Research shows that removing the foreskin is associated with a variety of health benefits.
MMC reduces a male’s risk of contracting HIV heterosexually 

Studies

There is now strong evidence from three randomized controlled trials undertaken in Africa - Kisumu (Kenya), Rakai District (Uganda) and Orange Farm (South Africa) that male circumcision reduces the risk of heterosexually acquired HIV infection in men by approximately 60%. This evidence supports the findings of numerous observational studies that have also suggested that the geographical correlation long described between lower HIV prevalence and high rates of male circumcision in some countries in Africa, and more recently elsewhere, is, at least in part, a fundamental association.

The three extensive controlled studies conclusively demonstrate this vital health benefit. A large group of uncircumcised heterosexual HIV-negative male volunteers were randomly divided into two groups. One was circumcised, while the other remained uncircumcised.  Both groups were counselled on safer sex practices and followed up over a period of time.

· A study of 3,274 men in Orange Farm, South Africa showed a reduced risk of HIV infection of 60%. The trial participants were followed up for an average of 18 months.

· A similar study of 2,784 men in Kisuma, Kenya showed a reduced risk of about 53% after an average follow-up of two years.

· A similar study of 4,996 men in Rakai, Uganda showed a reduced risk of 55% after an average follow-up of two years.
In addition to preventative measures against HIV transmission, MMC provides additional health benefits.

· The chances of contracting a STI (such as genital ulcers, syphilis and gonorrhoea) decreases in circumcised men. 

·  MMC decreases the rate of penile cancer in men. This health link is based upon evidence gathered from studies preformed in the United States and East Africa.
· Circumcision reduces the rate of urinary tract infections in male infants.

· Various studies confirm that female partners of circumcised men have a lower risk of contracting cervical cancer, specifically with regards to that caused by the human papilloma virus (HPV).
· Circumcised men do not get the medical conditions phimosis (inability to retract foreskin) and paraphimosis (swelling of the protracted foreskin). 
· Circumcision prevents inflammation of the glans (balanitis) and the foreskin (posthitis).
• Circumcised men find it easier to maintain penile hygiene

Other emerging issues:

1. Based on current evidence MMC is not recommended for HIV-positive men as an intervention to reduce HIV transmission to women.  If medically indicated, MMC should be provided to all men irrespective of their HIV status. Men who seek MMC should undergo HIV testing, however this must remain a strong recommendation, not a mandatory stipulation.  

2. On-going efforts should be made to identify, prioritise, and conduct research to better inform the development, implementation, and monitoring of MMC programmes and to clarify the risks and benefits of MMC with regard to HIV transmission from men to women, for men who have sex with men, and the context of anal sex.
2.3.2 Health risks

· As with any surgical procedure, there are risks involved, however with MMC the complications that occur only affect a small percentage of those who undergo the procedure. 

·  In the vast majority of cases where a problem does occur, it is quickly resolved. Unfortunately, in rare instances, extreme complications have resulted in serious health issues, even death.

· Some men who are circumcised report a negative impact and decrease in their sexual functioning or that their penises are less sensitive after circumcision.  

· A study has shown that men with foreskins have greater penile sensitivity.  However, this study remains inconclusive. Men have also reported improved satisfaction after circumcision.  Men’s reactions are varied, with both positive and negative feedback. However, most women react positively, reporting greater sexual pleasure with circumcised men.

· During the period in which the penis is healing after circumcision (about a month), the risk of transmission of HIV to an HIV-negative female partner might be higher than for uncircumcised men.  

· This is a preliminary result of the circumcision study described above in Rakai, Uganda. The results are still tentative, and not yet statistically significant.  Counselling men to abstain from sex while their penis is healing from the circumcision is a vital component of the circumcision process.

· Circumcision does not guarantee complete protection from any of the infections cited above (health benefits) and is medically indicated as treatment for only a few conditions – most commonly for phimosis.

· Male circumcision, as with any surgical procedure, carries a risk of post-operative infection. In inexperienced hands, penile mutilation and even death can occur. The surgery can lead to excessive bleeding, haematoma (the formation of a blood clot under the skin), meatitis (inflammation of the opening of the urethra), and increased sensitivity of the glans penis for the initial months after the procedure. In addition, adverse reactions to the anesthetic used during the circumcision may occur.

· The safety of male circumcision clearly depends on the setting and expertise of the provider. When circumcision is performed in a clinical setting, under aseptic conditions, by well trained, adequately equipped health care personnel the level of risk is low. Among adults the operation is more complex and the complication rates for clinical circumcision are between 2 and 4 per 100 procedures. Few of these complications are serious. Neonatal circumcision is a relatively simple, quick procedure; fewer than 1 in 500 procedures results in complications and these are usually minor.

· Male circumcision for religious or traditional reasons frequently takes place in a non-clinical setting although, in some cultures, an increasing proportion takes place in clinics.

Implications for women - does MC reduce HIV transmission from men to women?

Studies indicate health benefits for women who have sexual relations with circumcised men. A Ugandan study observed the rate of HIV infection between couples in which the male partners were HIV-positive and the female partners HIV-negative. The partners of uncircumcised HIV-positive men were much more likely to contract HIV.

Female partners of circumcised HIV-positive men are less likely to contract HIV than female partners of uncircumcised HIV-positive men. 

· Investigation still underway in Rakai RCT with already enrolled cohort:

· Women protected indirectly if fewer men infected.

· Too early to provide an answer:  protective impact of MC at population level increases with time.

· Concern about short-term risk of increased HIV transmission if sex resumed prior to healing.

· Study by Quinn et al (2000) DID find some direct protection for women.
· Two studies now suggest that female partners of circumcised men have a lower risk of cancer of the cervix, which is caused by persistent infection with high-risk oncogenic (cancer-inducing) types of human papilloma virus

2.4 Ethics of circumcision?

MMC is irreversible; it permanently changes a man’s body. Additionally, the process causes significant physical pain and may reduce penile sensation in some men.  Due to the risks and cultural and societal conflicts, many questions arise surrounding the use of MMC as a formative prevention strategy. What ethical dilemma does the promotion of MMC as a prevention tool present? Is it ethical to perform circumcisions on children, who may later regret it?  In light of possible future scientific advances, should an irreversible procedure be used on infants? Is it possible that the HIV prevention benefits of MMC will become redundant by the time the child is sexually active because an HIV vaccine or preventative tool may exist?

These are not easy questions to resolve. When confronted with ethical questions, no clear solution exists.  However, one cannot deny the importance of confronting the HIV/AIDS pandemic; we live in a society with many new HIV infections daily. The wide use of MMC can help to reduce new infections, taking a first step to lower the infection rate.  In terms of vaccinations, it is unknown when or if there will be an HIV vaccine ten, fifteen or even twenty years from now. Even if a vaccine is developed within the next few decades, it may not prove as effective as MMC at reducing the risk of HIV infection.

Parents and guardians maintain the responsibility of providing essential medical care to their children. However, in contrast to vaccinations or medications, MMC causes permanent physical change a boy’s physical appearance. Furthermore, once carried out, the procedure cannot be reversed. Recognising the internationally acknowledged health benefits, but still in consideration of the complexities and ethical questions, The AIDS Consortium upholds that Information regarding the benefits and risks of MMC in the prevention of HIV should be accessible. However, it should be the choice of parents and guardians to determine whether or not to circumcise their infants. 

In accordance with the South Africa’s Children’s Act 38 of 2005, male circumcision is prohibited in males under the age of 16, except when performed for religious purposes in the appropriate manner or performed for medical reasons as recommended by a medical practitioner. 

2.5 Operational issues of a public health MMC programme
Before the implementation of MMC as a practical strategy and public health measure for the prevention of HIV, the operational issues that arise must be considered and addressed. 

Circumcision cannot be the only method used to combat HIV infection. The procedure does decrease the risk; however it is far from foolproof. Men who are circumcised still remain at high risk of contracting HIV if they do not use condoms during heterosexual penetrative sex.  It is absolutely crucial that the promotion of MMC does not lead men to believe that undergoing the procedure will allow them to engage in high-risk sex without the threat of HIV. 

Positioning MMC in the public health system opens the opportunity to expand HIV testing and counselling for men. At present, the HIV counselling provided in public health system is frequently under funded and lacking standardisation.  Voluntary counselling and testing (VCT) is key in the fight against HIV. VCT, if coupled with MMC, will allow more men to discover their HIV status and, if they test positive, immediately enrol in the public sector’s monitoring and treatment programme. Without proper counselling and information, some men may interpret circumcision as a license to have unprotected sex. Thus establishing a high quality and standardised system of counselling when men get circumcised is of the utmost importance. 

Commonly in South Africa, boys and young men are circumcised as part of religious or traditional ceremonies. Due to the nature of these circumcisions, medical experts seldom perform the operations. Frequently the procedure takes place under unhygienic conditions, without anaesthetics. There are many reports of incompetence and failed practices that resulted in hospitalisation.  Due to the high risk of malpractice and unsafe condition with which many of the circumcisions currently take place, it remains unclear if the health benefits outweigh the risks for boys who have been circumcised in this way. Promoting circumcision to be carried out in the public health sphere encourages safer practices, standardisation, as well as the option of counselling, especially in terms of HIV. 

The importance of tradition or religious circumcision in South Africa cannot be denied. Since this is frequently how circumcisions are performed, it is vital that appropriately trained people using hygienic surgical equipment conduct traditional or religious circumcisions safely.  The government does take note of the importance of safe male circumcision, thus many laws have been enacted in several provinces, such as the Application of Health Standards in Traditional Circumcision Act in the Eastern Cape, which works to govern the standards of traditional circumcisions. These laws and standards must be upheld and enforced. 

Health authorities need to monitor the practice and to ensure that health-care practitioners are properly trained and licensed to perform the procedure safely. 

Since male circumcision has now been shown to be effective in reducing the risk of HIV infection, care must be taken to ensure that men and women understand that the procedure does not provide complete protection against HIV infection. 

Male circumcision must be considered as just one element of a comprehensive HIV prevention package that includes the correct and consistent use of condoms, reductions in the number of sexual partners, delaying the onset of sexual relations, avoidance of penetrative sex, and testing and counseling to know one’s HIV status.

Male circumcision also raises human rights issues, as is generally the case with medical and health procedures. In line with internationally accepted ethical and human rights principles, no surgical intervention should be performed on anyone if it results in adverse outcomes in terms of health or the integrity of the body, and where there is no expectation of health benefit. Nor should any surgical intervention be performed on anyone without informed consent, or the consent of the parents or guardians when a child is not capable of providing consent.

International recommendations

· After extensive consultation with sectors SANAC has officially recognised that medical male circumcision is a proven and effective HIV prevention measure that must urgently be recognised by the DoH. Together with the DoH, SANAC will develop a national policy on medical male circumcision in2009; (http://www.alp.org.za/index.php?option=com_content&task=view&id=68&Itemid=13#S1) December 2008 Newsletter

· In March 2007, WHO/UNAIDS convened an international consultation including policy makers, programme managers, researchers, and AIDS and women’s health advocates to examine the results of trials and make policy and programme recommendations. The participatory process ensured that critical issues including human rights, culture, discrimination, gender, risk compensation, health systems constraints and partial protection were addressed in the subsequent WHO/UNAIDS policy and programme recommendations. The recommendations emphasize that male circumcision is only partially protective and therefore should always be considered as part of a comprehensive HIV prevention package, which includes the provision of HIV testing and counseling services; treatment for sexually transmitted infections; the promotion of safer sex practices; the provision of male and female condoms and promotion of their correct and consistent use.

2.6  Male circumcision as part of a comprehensive HIV prevention package

Male circumcision should always be considered as part of a comprehensive HIV prevention package, which includes the provision of HIV testing and counseling services; treatment for sexually transmitted infections; the promotion of safer sex practices; and the provision of male and female condoms and promotion of their correct and consistent use.

Counseling of men and their sexual partners is necessary to prevent them from developing a false sense of security and engaging in high-risk behaviours that could undermine the partial protection provided by male circumcision. 

Furthermore, male circumcision service provision was seen as a major opportunity to address the frequently neglected sexual health needs of men.

“Being able to recommend an additional HIV prevention method is a significant step towards getting ahead of this epidemic,” said Catherine Hankins, Associate Director, Department of Policy, Evidence and Partnerships at UNAIDS. “However, we must be clear: male circumcision does not provide complete protection against HIV. Men and women who consider male circumcision as an HIV preventive method must continue to use other forms of protection such as male and female condoms, delaying sexual debut and reducing the number of sexual partners.”
Health services need strengthening to provide quality services safely
Health services in many developing countries are weak and there is a shortage of skilled health professionals. There is a need, therefore, to ensure that male circumcision services for HIV prevention do not unduly disrupt other health care programmes, including other HIV/AIDS interventions. In order to both maximize the opportunity afforded by male circumcision and ensure longer-term sustainability of services, male circumcision should, wherever possible, be integrated with other services.

2.7 Conclusion

The risks involved in male circumcision are generally low, but can be serious if circumcision is undertaken in unhygienic settings by poorly trained providers or with inadequate instruments. Wherever male circumcision services are offered, therefore, training and certification of providers, as well as careful monitoring and evaluation of programmes, will be necessary to ensure that these meet their objectives and that quality services are provided safely in sanitary settings, with adequate equipment and with appropriate counseling and other services.

Male circumcision has strong cultural connotations implying the need also to deliver services in a manner that is culturally sensitive and that minimizes any stigma that might be associated with circumcision status. Countries should ensure that male circumcision is provided with full adherence to medical ethics and human rights principles, including informed consent, confidentiality, and absence of coercion.

Action is required to improve male circumcision practices in many regions and to ensure that health care providers and the public have up-to-date information on the health risks as well as the benefits of safe male circumcision. Many boys and men wishing to be circumcised do not have access to safe circumcision services or to post-circumcision care if they suffer from complications.

A significant public health impact is likely to occur most rapidly if male circumcision services are first provided where the incidence of heterosexually acquired HIV infection is high. It was therefore recommended that countries with high prevalence, generalized heterosexual HIV epidemics that currently have low rates of male circumcision consider urgently scaling up access to male circumcision services. A more rapid public health benefit will be achieved if age groups at highest risk of acquiring HIV are prioritized, although providing male circumcision services to younger age groups will also have public health impact over the longer term. Modeling studies suggest that male circumcision in sub-Saharan Africa could prevent 5.7 million new cases of HIV infection and 3 million deaths over 20 years.

In countries where the HIV epidemic is concentrated in specific population groups such as sex workers, injecting drug users or men who have sex with men, there would be limited public health impact from promoting male circumcision in the general population. However, there may be an individual benefit for men at high risk of heterosexually acquired HIV infection.

AC’s Position statement:

MEDICAL MALE CIRCUMCISION (MMC) & HIV PREVENTION 

EXECUTIVE SUMMARY

The World Health Organisation (WHO) and UNAIDS recommends the promotion of male medical circumcision (MMC) as part of global HIV prevention efforts. An abundance of scientific evidences supports MMC for this purpose: in societies facing a high HIV prevalence, the health benefits far outweigh the risks of MMC, when it is carried out safely and properly. 

The AIDS Consortium, in its commitment to keeping abreast with new development in the field of HIV/AIDS, recognises the compelling evidence on the benefits of MMC for HIV prevention, and as such our organisation supports WHO recommendations, given that ethical concerns are taken into consideration and MMC only takes place through informed decision making.
Although the ethical and operational issues cannot be overlooked and need serious consideration when implementing a public health circumcision programme, the WHO proposes that countries with a high HIV prevalence, such as South Africa, act swiftly to prepare its citizens and institutions for accessing the benefits and challenges presented by these recommendations. We hold that this vital information be disseminated to communities, but the decision must remain the choice of parents and guardians to determine whether or not to circumcise their infants. 

THE AIDS CONSORTIUM’S COMMITMENT

The AIDS Consortium, in its dedication within the HIV/AIDS field, commits to the following position and goals: 

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.

2.8 References

(http://www.who.int/hiv/mediacentre/news68/en/print.html)

http://data.unaids.org/pub/Manual/2007/070613_humanrightsethicallegalguidance_en.pdf
Detailed information on the procedures for male circumcision can be found in the forthcoming Manual on Male Circumcision under Local Anesthesia prepared jointly by WHO, UNAIDS, and JHPIEGO (2007). 

The manual provides technical guidance on clinical and programmatic approaches to male circumcision in an appropriate human rights framework. It also addresses broader issues of sexual and reproductive health of men and emphasizes that male circumcision must be set within the context of other strategies for reducing the risk of HIV infection.

http://www.who.int/hiv/pub/malecircumcision/infopack_en_3.pdf
http://www.who.int/hiv/pub/malecircumcision/infopack_en_4.pdf
http://www.who.int/hiv/pub/malecircumcision/infopack_en_5.pdf
AC position statement compiled by Suzanne Leclerc-Madlala and drawn from the following documents:

* Nathan Geffen., 2007 Briefing Paper presented at 3rd. South African AIDS

  Conference Pre-Conference Consensus Meeting. 10 May, Johannesburg.

* Mark Heywood, 2007   Male Circumcision and HIV Prevention: A TAC Briefing.

 (Available at http://www.tac.org.za/nl20070415html)

* WHO/UNAIDS, 2007 New Data on Male circumcision and HIV Prevention:  Policy and Programme Implication. Information package on male circumcision, four fact sheets available at http:www.who.int/hiv/topics/malecircumcision/en/index.html


Compiled by Yngve Sjolund, CD4 magazine.
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1. SECTION C: Minutes of the January 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 “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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Minutes of Gauteng bua@AC 

Date: 03 February 2009 

Venue: Museum Africa

Time: 12h00 -14h30

Chair: Gerard Payne

Scribe: Amanda Miya

Theme: Multiple Concurrent Partnerships

1. Welcome 
The affiliates introduced themselves to each other and dialogued. People were encouraged to write the names of people lost to the epidemic on the wall of remembrance. 
2. Tribute to people lost to the epidemic

A candle was lit in 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 

Apologies

Quinton – AMHO




Sibongile Mazibuko – Nanga Vutshilo 

John Meletse – Wits 



Thuli Zwane – Uncedo Lwethu Health Org

Thandi Maseko – Siphesihle Home Based Care
Gladys Motebele 

Valencia Makula – Kwasakwasa 

A. Adoption of minutes

The minutes were reviewed and there were no changes made. The minutes were then adopted by Jabu (Individual Affiliate), and Victor Sibeko from Wide Horizon Hospice. 

3. AIDS Consortium Strategy

(see presentation attached)

Denise shared that the AC would like to have input from the affiliates with regards to the AC strategy for the next three years 2009 - 2011. The AC introduced themes last year followed with messaging and communication that linked to the monthly themes. 

An Advocacy department was developed, now headed by Gerard Payne. The AC participated in protests, developed TB and HIV treatment pamphlets, and held treatment literacy and other advocacy workshops. This was done through the Advocacy department. The proposed new Vision and Mission were shared and affiliates were requested to send their comments to the AC in this regard. The proposed 2009 monthly themes were shared with the affiliates and they were requested to submit pressing issues that they would like the AC to tackle this year. 

Affiliate Contributions to the AC Strategy
1. Prevention 

· More education on prevention 

· More disclosure through profiles and public discussions

· Teach abstinence

· Male circumcision

· Peer education

· Condom distribution

2. Treatment, care and support

· Chronic Illness Grants

· Wellness/immune boosters

· Education of parents and grandparents (treatment literacy)

· Care givers uniform – confidential disclosure

· Ongoing counselling

3. Human Rights

· Violation of human rights needs to be addressed

4. Soul City (onelove screening) 

Soul City 1st episode was screened

5. Scrutinize Campaign -  Mandla  Ndlovu – Johns Hopkins (JH)

Scrutinize adverts were screened before Mandla spoke.

Scrutinize is a prevention media campaign aimed at young people, JH’s media campaigns are aimed at having the community drive the face to face element of the message. Scrutinize is linked with the Onelove campaign, aiming at partner reduction to lower the risks. The scrutinize campaign aims to address social issues that fuel the spread of HIV and AIDS – sugar daddy, sugar mummy etc. 

JH has a facilitators’ guide that addresses the issues in each chapter or media campaign. Mandla invited people to communicate to Gerard about Scrutinize training and other tools that JH has available. 
6. Dialogue

Gerard introduced the concept of multiple concurrent partners to the affiliates and encouraged everyone to dialogue. 

Feed back - issues that stood out:

Unfaithfulness in relationships

Transactional relationships

Poverty

Lack of communication, intimacy

Exploitation of young vulnerable women

Ignorance when use of condoms is advised

Men are greedy and selfish

The network of relationships that spread HIV

Unfair competition between Zakes and Mr. Moloi (from the onelove series)

1 in 5 people have knowledge about HIV and AIDS; not everyone listens

Each person has the responsibility to take care of themselves

A. Culture

Does culture encourage MCP?

1. Yes, because in some cultures people are allowed to be polygamous

2. Culture is dynamic and subject to change, men are silly; men practise culture where it suits them

3. Yes, because polygamy doesn’t satisfy all the women sexually and they end up getting other partners

4. Culture does influence MCP, Islam encourages up to four wives

5. Culture is not the appropriate word to use for this topic because culture changes, however we can call it a custom, something that is inherited from one generation to the next

6. Polygamists don’t use condoms

7. In a polygamous relationship wives need to be treated equally and given everything equally

8. People wouldn’t want to change their customs, how do we then work around that ‘comfort/circle’, we as activists need to give correct information

9. We cannot blame culture for the spread of HIV because people are lectured before getting married, MCP often happens outside marriage relationships, the first wife needs to agree to the second wife

10. Culture contributes a lot to the MCP

11. Polygamy and monogamy is the same, people should both take responsibility

12. There is no way one man can satisfy all his women

13. Women change when married and do not satisfy their husbands and husbands end up looking for other partners

14. Customs do not condone sex before marriage, therefore culture doesn’t perpetuate risky sexual behaviour, parents need to educate their children 

15. Children do not listen to their parents

16. Families do not talk to their children about sex

17. The AC should bring experts to talk about male circumcision for young men to learn

Poverty contributes to transactional relationships, does this really happen? 

1. Poverty does contribute to the spread of HIV, students get involved with sugar daddies  to get survival

2. People turn poverty into the scapegoat for having transactional sex

3. Poverty doesn’t lead to HIV, it is the mindset of a person that leads to having a sugar daddy, we need peer education - to talk to children about sex

4. We constantly blame things and find scapegoats, and that’s the first problem, there was not a lot of promiscuity in the olden days, today’s youth doesn’t listen to elders, we must take action and responsibility! 

5. There is still more to be done when activists speak as if they do not have knowledge, people are dying and we need more workshops

6.  It takes as a village to raise a child, people that are bold enough and should speak to children about life skills and raise the child to understand the lingo, we shouldn’t pounce on the children but groom them gradually

Conclusion

1. Customary practices do contribute to the spread of HIV

2. We need to start with taking the responsibility towards our own behaviours, we need to start dialoguing, we need to protect ourselves, we need to respect each other

3. We need to start practising ubuntu

7. Announcements

1. Tebogo Lesele is the new Librarian

2. Last week’s bua@AC was featured on SAFM, Rhulani requested that a self-confessed ‘player’ should speak to her for a feature on the radio 

8. Vote of thanks

Gerard thanked Mandla for his attendance and assistance

The next meeting is on the first Tuesday of the Month, Gerard requested for the forum to assist in finding a venue

[image: image10.jpg]\VOAQARQ




2. SECTION D: Attendance register

	No.
	Name and Surname
	Organisation

	1. 
	Patricia Kekana
	Sinezwi Support Organisation

	2. 
	Zenzele Sibiya
	Thusanang CBC

	3. 
	Zanele Mhlanga
	CAB

	4. 
	Sibongile Mlotshwa
	CAB

	5. 
	Jabu Makgalemele
	Individual

	6. 
	Anna Matumba
	Good Hope HBC

	7. 
	Moleboheng Mokatse
	Good Hope HBC

	8. 
	Elizabeth
	Soweto Red Cross

	9. 
	Nomsa Magubane
	Soweto Red Cross

	10. 
	Poppy Themba
	Thalithakumi PHC

	11. 
	Andrew Radebe
	Views for Deprived People Dev.

	12. 
	Tshidiso Phafuli
	True Witness Comm.

	13. 
	Ivy Hammond
	Emmanuel Homes

	14. 
	Winne Madalane
	Rise and Shine

	15. 
	Tahira Louise Tickley
	Individual

	16. 
	Busisiwe Mathunjwa
	South African Red Cross

	17. 
	Elias Molokomme
	Thsifhiwa HBC

	18. 
	Thabo Matshidiso
	Stars of Africa

	19. 
	Pinky Sechabela
	Mofolo HBC

	20. 
	Victor Sibeko
	Wide Horizon Hospice

	21. 
	Shaleen Tichey
	

	22. 
	Muneera Melida Manana
	MAP

	23. 
	Catherine Maema
	Siphesihle HBC

	24. 
	Mzimkulu Mlambo
	Tlhokomelo HBC

	25. 
	Ivonne Dibakoane 
	Red Cross

	26. 
	Moses Mahlangu
	Bophelong 

	27. 
	Eunice Mabaso 
	Siyakhula Children’s Home

	28. 
	Pamela Tshandi 
	CHRU

	29. 
	Patricia Msomi
	Bonisiwe Field Care HBC

	30. 
	Bheki Mkhize 
	Cushian Church

	31. 
	David Maele
	K. Support Group

	32. 
	George Percensie
	LCOD

	33. 
	Lillian Modika
	Siphesihle

	34. 
	Patricia Madlanga 
	Siphesihle

	35. 
	Puseletso Khumalo
	Thulani Dlamini

	36. 
	Bongani Rampoane
	Siyazenzela CP

	37. 
	Nonhlanhla Zwane 
	Entokozweni

	38. 
	Faith Mthembu
	Basadi Ba Tokollo

	39. 
	Maggie Mathenjwa 
	Humana People to People

	40. 
	G. Tshabalala
	Vision Africa

	41. 
	Angelina
	Lethithemba HBC

	42. 
	Tiisetso Ratshudumela
	Tsebo Ke Matla

	43. 
	Yoliswa Sefa
	Ikusasa Lethu

	44. 
	Nkele Mnisi
	Soweto Red Cross

	45. 
	Bokamoso Batsalelwang
	Siyazenzela CP

	46. 
	Israel Phakathi
	Siyavezwa CP

	47. 
	Eric Molopi
	Usizo Thuso

	48. 
	Martha Moloi
	Helping Hand HBC

	49. 
	Gloria Dlalisa
	Humana People to People

	50. 
	Loraine Koapi
	Lethithemba HBC

	51. 
	Jabulile Baloyi 
	Ikusasalethu Youth Project

	52. 
	Priscilla Khanoe
	PUSH

	53. 
	Zacharia Rammuki
	Diepkloof Forum HBC

	54. 
	Renelwe Mashego 
	Siyazenzela Community Project

	55. 
	Lizo Sajini
	Clean Touch

	56. 
	Felicity Makuoa
	Khanyisile Project

	57. 
	Lydia Modise 
	Gugulethu Parent for Orphans

	58. 
	Jonathan Van Heerden 
	COJ

	59. 
	Xoliswa Godongwana
	Sakhisizwe

	60. 
	Thami Ncombo
	MCDP

	61. 
	Rutendo Gana
	Uncedolwethu Project

	62. 
	Francina Mofokeng
	Kwaze Kwasa

	63. 
	Thabo Matsheng
	Kwaze Kwasa

	64. 
	Musa Mbangi
	Gugulethu PFO

	65. 
	Doris Vilakazi
	Helping Hand HBC

	66. 
	Lindiwe Kesekile
	Hlengiwe Women of Destiny

	67. 
	Merle Rosa Carrim
	Thembani HBC

	68. 
	Khombisile
	Thusini

	69. 
	Bruce Ngwenya
	HAPYD

	70. 
	Peter Wonderlik
	New Hope Federation

	71. 
	Joyce Sibiya
	Sakhisizwe HBC

	72. 
	Virginia Phama
	Kwaze Kwasa HBC

	73. 
	Sam Monaheng
	Individual

	74. 
	Valencia Gama
	Methodist Wattville Outreach 

	75. 
	Isaac Shakes Mafanela
	Youth In Action Centre

	76. 
	Doreen Makete
	Sedibeng sa Bophelo

	77. 
	Peter Malahlela
	FACAWA

	78. 
	Mpumi Ndima
	Mbanhle Drop In Centre

	79. 
	Ntswaki Tekane
	Jomelo

	80. 
	Sister Temilton 
	Zenzele

	81. 
	Tony Morapedi
	CHMT

	82. 
	Ntobeko Mvimbi
	CHMT

	83. 
	Charles Sekwati 
	AMHO

	84. 
	Lindiwe Ketile
	Kwaze Kwasa

	85. 
	Solly Matile 
	AC

	86. 
	Seth Mavhungu
	Tsogang Sechaba

	87. 
	Johanna Eseu
	Wattville Thusanang

	88. 
	Hlobisile Ngidi
	YIM Health Development

	89. 
	Andrew Mofokeng 
	Battle AIDS Project

	90. 
	Linda Mkhwebane
	Qalakabusha HBC

	91. 
	Anna Moloi
	Diakonia AIDS Ministry

	92. 
	Thuli Zwane
	Uncedolwethu

	93. 
	Merriam Mpondwana
	Kwaze Kwasa

	94. 
	Nomvuzo Maliwa
	Kamohelong HBC

	95. 
	Gloria Khorombi 
	Takalani Creative Production

	96. 
	Thembekile Zwane
	Philani Support Group

	97. 
	Tshepo Marungwane 
	TAC Joburg District

	98. 
	Angel Mbatha
	Ipholoseng Youth Project

	99. 
	Zanele Khumalo 
	Sibahle Edu Puppetry Program

	100. 
	Zanele Khumalo
	Ipholoseng Youth Project

	101. 
	Solomon Ngubeni
	FACAWA

	102. 
	Sindi Solopi
	CARE

	103. 
	Junnia Thibedi
	Kwaze Kwasa HBC

	104. 
	Christopher Tshuma
	Individual

	105. 
	Mapule Matjila
	Friends for Hope 

	106. 
	Makgotso Mokoena
	Acres of Love Care Centre

	107. 
	Simon Mabuza 
	Philani Support Group

	108. 
	Johanna Shiko
	Church of Jesus Christ

	109. 
	Zandile Mchunu
	Qalakabusha HBC

	110. 
	Busi Nene
	Mbalenhle Drop In Centre

	111. 
	Kata Seanego
	Thola Ulwazi

	112. 
	C. Maluleke
	Jomela Ravanwanati

	113. 
	Happy Zimu
	Philani Support Group

	114. 
	Joyce Huma
	Diakonia AIDS Ministry

	115. 
	Thulani Mhlongo
	Lungleo Wormen Organisation

	116. 
	Gift Netsianda
	Ubuntu Restoration Program

	117. 
	Mduduzi Nkosi
	Thiboloha Bophelong 

	118. 
	Jane Khensane Nyalungu
	Thola Ulwazi Hospice

	119. 
	Daphne Zwane 
	Zimisele Organisation

	120. 
	Rebecca Sethulu
	Happy Heart Youth Group

	121. 
	Siza Langa
	

	122. 
	Ntokozo Shabalala
	AC

	123. 
	Veronica Mohlabeng 
	Holy Hands

	124. 
	Eva Phukubi
	Holy Hands

	125. 
	Juliet Boshomane
	Holy Hands

	126. 
	Magdeline Molefe
	Jamelo

	127. 
	Ayanda Mangena
	Sondelani HBC

	128. 
	Khomanani
	Jamelo

	129. 
	Magdaline Mathole 
	Emdeni Helping Hands

	130. 
	Justin Rene Edropia
	Individual

	131. 
	Sadath Boseleka 
	Individual

	132. 
	Thembi
	Khanya Africa

	133. 
	Lerato Khumoeng 
	Thuto Ke Lebone 

	134. 
	M. Ndlovu
	John Hopkin’s

	135. 
	Sindiswa Thabethe
	Individual 

	136. 
	Annastasia Sibeko
	Soweto Home Based Care Givers

	137. 
	Tebogo Pooe
	Soweto Home Based Care Givers

	138. 
	May Makhoro
	Infected and Affected Care Givers

	139. 
	Sebolelo Mota
	Emthonjeni Awareness Centre

	140. 
	Florence Rikhotso 
	Tsogang CP

	141. 
	Esther Methula
	Tsogang CP

	142. 
	Dimpho Maruping
	Ac

	143. 
	Denise Hunt
	AC

	144. 
	Amanda Miya
	AC

	145. 
	Mmabatho Daso
	AC

	146. 
	Bongani Sithole
	AC

	147. 
	Rhulani Lehloka
	AC

	148. 
	Gerard Payne
	 AC

	149. 
	Webster Malepo
	Kanya Africa

	150. 
	Kau Makhosa
	AC

	151. 
	Solly Matile
	AC

	152. 
	Joseph Dithako
	AC

	153. 
	Sauwe Maditsi
	AC


3. SECTION E: Attachments
AC strategy presentation by Denise Hunt
 Adapted from McCoombe & Short, AIDS 2006 20:1491-1495 
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 Adapted from McCoombe & Short, AIDS 2006 20:1491-1495 
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