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EXECUTIVE SUMMARY

The Pan African Treatment Access Movement (PATAM) Conference on Scaling up Access to Treatment in Southern Africa was held from 3-5 March 2004.  The Conference was co-hosted by SAfAIDS, ZAHA, The Centre, The AIDS Law Unit, Legal Assistance Centre, the AIDS Rights Alliance for Southern Africa and the Treatment Action Campaign (TAC) with material support from the Tides Foundation, HIVOS, WHO Afro, WHO International, Open Society Initiative for Southern Africa (OSISA), Department for International Development (DFID), AIDS Fonds and the UNAIDS.  In planning, it was envisaged that the meeting would offer activists and others concerned with the HIV/AIDS epidemic in the region a thorough understanding of the barriers to treatment and associated implementation challenges, and from which a set of action items for implementation. In these regards, one of the most critical discussion points was to be on how to build strong national treatment access movements that would then channel their strengths into a regional and continental campaign.
The HIV/AIDS crisis in Africa was viewed not as a purely humanitarian tragedy; but far reaching having crippled political and social institutions, leaving a trail of devastation in its path. The Conference noted that the HIV/AIDS crisis in the SADC region is, to a very large extent, a leadership crisis.  AIDS was viewed as a political issue to the extent that access to treatment was determined by political decisions.  It is the failure of those who have the voices and power that hold the lives of many people in their hands to respond, that is killing millions of people in Africa every year. It was resolved that the issue of HIV/AIDS and access to treatment be put on the political agenda. 

HIV and AIDS were characterized as a problem that thrives on silence. Silence is at all levels: individual, family, community, national and global levels. Openness exposed the virus and reduced the challenges of dealing with the disease. 

Financing Treatment

Delegates were very much concerned that they were not benefiting much from the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFTAM). The general opinion was that resources made available for HIV/AIDS from both national budgets and external sources were not always properly deployed and accounted for. There were also concern that the PLWA were not involved in the decisions making process on matters that affect them. 

WHO “3 by 5” Initiative

On 22 September 2003, WHO declared lack of ART to be a global emergency.  The 3 by 5 initiative is a commitment by WHO of placing 3 million PLWHA on ART by end 2005. The goal is for WHO and partners to make the greatest possible contribution to prolonging the survival and restoring the quality of life of PLWHA, advancing toward the ultimate goal of universal access to anti-retroviral therapy for those in need of care, as a human right and within the context of a comprehensive response to HIV/AIDS. While participants welcomed the initiative, they expressed serious concern regarding donor commitment towards the initiative and demanded greater community collaboration

Treatment LiteracyOn treatment literacy, the delegates agreed that it was important for PLWA to be aware of the various opportunistic infections (OIs)s and how they are avoided and treated.  It was noted with some concern that most PLWA did not have the correct and accurate information on prevention and treatment of opportunistic infections. PLWA were also concerned about the potential resistance to the most commonly used drugs like cotrimoxale It was agreed and emphasised that the first line is the most powerful one. Clients were urged to appreciate that the first line therapy has to be kept as long as possible. Antiretrovirals decrease the number of OIs, so the cost of their treatment, decrease the number of deaths linked to the OIs and decrease the number of employees on sick leave at work.

Spotlight on Zimbabwe 

The focus on Zimbabwe revealed that like most of the Southern African countries the nation faced very serious challenges in meeting the ‘3 by 5’ targets. It was generally agreed that the challenges could only be overcome through collaborative efforts between all the relevant stakeholders. There was identified, a need to strengthen basic infrastructure, mobilise enough resources, increase community participation and involvement in AIDS care, reduce stigma and discrimination by increasing awareness on AIDS care to roll out ARVs. 

 The Conference noted that everyone in the world is vulnerable to HIV infection. HIV-positive people in Africa, particularly women and other vulnerable groups, experience challenges that must be addressed urgently.  Vulnerability owing to widespread poverty, extreme stigma, imbalance of power within patriarchal societies, heavy burdens of international debt, and the lack of political will by many governments to provide accessible and affordable treatment for all citizens, demands an immediate response by PATAM and its members throughout the continent.  PATAM must provide support through gathering information and disseminating it to country focal points, and follow-up with country representatives and steering committee members.  

Conference Resolutions

At the end of the 3 days, the conference adopted a number of resolutions that stressed the urgency of the epidemic and therefore called for immediate rollout and scaling up of Anti-retroviral therapy. Please see subsequent pages for more information.

It was recognised that for the conference resolutions to be realised, groups of individuals working on specific tasks and communicating them to the rest of the movement would be necessary. Therefore the existing PATAM Steering Group was tasked with developing guidelines of internal governance by the end of 31 March 2004. The guidelines are to be circulated to all membership for discussion. Additionally, several new thematic working groups whose primary responsibilities are to help PATAM country chapters and the movement as a whole translate conference resolutions into practical actionable items by generating ideas, materials and other information were created. These working groups are 1) Treatment Literacy, 2) Media and Communication, 3) Governance, Health and Human Rights, 4) Trade and Health, 5) International Bodies and Financing Mechanisms, and 6) Women and Vulnerable Groups
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1.0
Introduction, Background and Objectives






The PATAM Conference on Scaling Up access to Treatment in Southern Africa was held from 3-5 March 2005 at Harare International Conference Centre, Harare, Zimbabwe. One hundred and sixty four participants from 16 countries and a wide range of civil society organizations, international non-government organizations (NGOs), and multilateral agencies attended the Conference.

Table 1:  Country Representation at Harare PATAM Conference, March 2004

	Country
	Number of Representatives

	Botswana
	4

	Namibia
	7

	Egypt
	1

	Kenya
	2

	Tanzania
	5

	Namibia
	7

	Zambia
	7

	Democratic Republic of Congo
	4

	Cameroun
	2

	Lesotho
	6

	Swaziland
	6

	USA
	7

	Republic of South Africa
	14

	Mozambique
	3

	Mauritius
	5

	Zimbabwe
	84

	16 Countries
	164


 (Please refer to Appendix A for full list of participants).

1.1
Scope and Purpose of the Report


This report covers proceedings of the Conference on Scaling Up Access to HIV/AIDS Treatment in Southern Africa. It gives the background to the workshop, the workshop methodology, major issues discussed and identified, agreements reached and the commonly accepted resolutions

1.2
Background









The Conference was convened by PATAM and co-hosted with the following organisations who played varied critical roles:

1) The Southern Africa HIV/AIDS Information Dissemination Service (SAfAIDS), Zimbabwe

2) The Zimbabwe Activists- - HIV and AIDS (ZAHA).

3) The Centre, Zimbabwe

4) AIDS Rights Alliance of Southern Africa (ARASA)

5) AIDS Law Unit, Legal Assistance Centre, Namibia

6) Treatment Action Campaign (TAC), South Africa

The Conference received generous support from the following partners

· Tides Foundation.

· HIVOS

· WHO Africa

· WHO International

· UNAIDS.

· Open Society Initiative for Southern Africa (OSISA)

· Department for International Development (DFID)

· AIDS Fonds

1.3
Objectives of the Conference

The broad objective of the conference was stated as follows:

The PATAM Conference on Scaling Up Access to treatment in Southern Africa was among other things, to further understand the challenges and opportunities for accessing treatment in the SADC region and to bring about consensus on selected regional actions to reduce drug prices and build people’s health campaign; and to draw up a concrete list of actions for how activities in the region can support each other and to consolidate PATAM as a movement.  

The Conference had the following specific objectives:

· To learn from each other, revisit and review strategies used in the past, and

· Move forward and develop practical implementable steps, 

· To assist the Zimbabwe chapter in addressing their problems given the current problems in accessing treatment in the country.

1.4
Organisation of the Conference

The Conference programme, though presented at the beginning was continuously amended to meet the needs of the delegates. The final programme is attached as Appendix B. At the beginning of the proceedings, it was agreed that delegates would be free to speak in their national languages and translators were provided for French and Portuguese speaking delegates. 

A Steering Committee was responsible for overseeing Conference programme. The Conference was divided into plenary and parallel sessions, where presentations and  discussions were held. After presentations to the plenary or parallel sessions, discussions were then held followed by a set of recommendations which were then carried for discussion by a Resolutions Draft Committee for adoption by the delegates at the final session of the conference. Recommendations from the parallel workshops are appended to the session reports.  

In parallel workshops and sessions, a facilitator initially gave presentations to guide and lead the discussions. Each group reported its action plan to plenary for discussion and adoption. Throughout the workshop proceedings, emphasis was laid on full participation and free information sharing. Recommendations and the way forward were arrived at through consensus. 

A steering group was responsible for overseeing the conference proceedings. 

Day 1:  Setting the stage

2

HIV/AIDS and Governance 

Moderator: Lois Lunga, Director, SAfAIDS
Ms Lois Lunga called the Conference to order at about 09:00hrs and introduced the programme to the delegates.  She then invited Mr. Believe Dhliwayo from Zimbabwe Activists –HIV and AIDS (ZAHA), to welcome delegates.  

2.1
Welcome: Believe Dhliwayo, ZAHA

Mr. Believe Dhliwayo started with a welcome to all delegates from various countries in SADC and beyond with some coming from as far as the USA who would assist with the facilitation of the Conference.  He also gave thanks to the organisations who gave financial support to the meeting.

He thanked the active committee members for organising the PATAM Conference, especially members from ZAHA, The Centre, and AIDS Law Unit.

The participants were invited to observe three minutes silence for the fallen heroes of the HIV/AIDS struggle.  

The Moderator, Lois Lunga then called for a prayer to open the morning session.  After the prayer, she raised some pertinent issues setting the scene of the conference.  She raised a number of issues on which she asked the delegates to reflect throughout the conference.  Most importantly, she invited delegates to question themselves why they were at the conference. In her opinion, participants were part of a Pan African Movement to fight for free treatment.

She echoed the sentiments of delegates that she was tired of workshops, tired of bowing heads remembering heroes but once back home returning to business as usual. She hoped the workshop was not to be another one of those talk-shops. Members were challenged to cease blaming others for not doing anything and instead start asking what themselves were doing as members!  She implored delegates to view this workshop as different from all other workshops as it should come up with just beautiful strategies but with practical solutions.  She hoped there would be more fire from the activists as the issue of access to treatment was an urgent matter. 

2.2 Introducing PATAM: Where have we come from, been, and going?

 Chatinkha Nkhoma, PATAM, Activist, Malawi.

On 22nd of August 2002, 21 African countries met in Cape Town, South Africa and launched a Pan African Treatment Access Movement (PATAM). PATAM was established to mobilize communities in Africa to ensure access to HIV/AIDS Treatment for all our people who need it.  PATAM is essentially a social movement comprising of individuals and organizations dedicated to mobilizing communities, political leaders, and all sectors of society to ensure access to anti-retroviral (ART) treatment, as a fundamental part of comprehensive care for all people with HIV/AIDS in Africa.  

PATAM was created in response to the unacceptable situation where the greatest number of people living with HIV/AIDS in the world today are located on the African continent but do not have sufficient access to lifesaving medications. PATAM also recognizes that human rights to life, dignity, equality, freedom and equal access to public goods including health-care are the fundamental principles of a successful response to the epidemic.

Among the barriers to the provision of antiretroviral and other medicines include:

a) National governments do not prioritise HIV/AIDS treatment

b) Donor countries refuse to fulfil commitments to mobilize necessary resources

c) Pharmaceutical companies deny access to essential medicines and diagnostics by charging exorbitant prices

d) Structural adjustment programmes, driven by the World Bank and International Monetary Fund, destroy public health-care systems

e) Debt to rich countries hampers financing of vital social services, including health-care. 

PATAM responded to the above barriers and challenges by using complementary strategies which are partnership-based or less conciliatory depending on the circumstance. Some of these strategies include:

1) Developing a community-based response to the AIDS pandemic in Africa that places PLWAs at the centre and ensures the involvement of PLWAs in key decision-making processes that will affect our lives

2) Mobilising communities, political leaders, and all sectors of society throughout the continent to ensure access to ARV treatment for all who need it, starting with the immediate implementation of the WHO goal to ensure ARV treatment for at least three million people in the developing world by 2005. 

3) Working with governments, wherever possible, to develop national treatment plans that include ARV treatment as part of a comprehensive continuum of care. 

4) Advocating for local production and importation of generics, regional procurement of medicines, and other strategies to ensure equitable and sustainable access to the lowest cost quality drugs, diagnostics, and monitoring tools

5) Holding governments, donors, international agencies, and the private sector, particularly the pharmaceutical industry, accountable to implement sound policies and programmes and meet identified targets by carefully monitoring progress and raising our voices in protest when necessary, together with our international allies

6) Promoting treatment literacy for PLWAs, communities, and health-care workers by developing and disseminating simple, accessible treatment education information on all aspects of HIV/AIDS care and treatment

7) Sharing information and expertise with each other to support capacity-building for increasing access to treatment at the local, national, and regional level 

8) Mobilising mass-based action to highlight challenges in access to treatment for PLWAs. 

PATAM was designed to be a loose network with minimal-to-no-overhead costs in order to devote the largest proportion of resources into advocacy. There is therefore no office or salaried staff. All PATAM members volunteer their services and expertise. Nevertheless PATAM coordinates its activities regionally in the following geographical formations; West Africa, East Africa, Central Africa and Southern Africa. Each one of these regions has a working committee that guides action within the formations and corresponds with the PATAM Steering Committee - the highest decision-making body of the movement. 

Though PATAM has registered remarkable achievements in every region resulting in some countries significantly reducing new infections and improving care for individuals, families and communities affected by HIV and AIDS there is a consensus that current efforts are still insufficient.  The AIDS epidemic has exposed many of the problems facing Africa, including poverty, socio-economic and gender inequality, inadequate health-care infrastructures and poor governance. PATAM has also been able to intervene when some of its members have faced problem carrying out some of their activities.  

The participants’ general view was that PATAM has played a very crucial role in mainstreaming issues of access to treatment. With support from PATAM, activists had managed to engage governments that in some cases resulted in enactment of responsive legislation. 

2.3
Opening Remarks by Bishop Manhanga

Bishop Trevor Manhanga gave the opening speech to the PATAM Conference. The Bishop questioned the priority of most African governments, which down played the issue of providing ART and other medicines to people suffering from HIV and AIDS. He urged participants to generate action plans which would not give national governments and policy-makers even half an opportunity to drag their feet of indifference, inaction and ineptitude. 

The HIV/AIDS crisis in Africa was viewed not as a purely humanitarian tragedy; but far reaching having crippled political and social institutions, leaving a trail of devastation in its path. Part of the solution to the crisis demanded more than educational campaigns, and calls for abstinence and safer sexual practices. He emphasised that the Conference, ought to ensure the creation of common vision for the future. 

Bishop Manhanga urged activists to make HIV/AIDS an election issue. Every aspiring government should be persuaded to come up with a solid workable plan on treatment for HIV/AIDS sufferers. It was noted that though external assistance was essential for the fight against the disease; the Africans should also take time to be in charge of solutions to their problems. The magnitude of the crisis is such that no single group or organisation has the resources to adequately respond to the multifaceted needs that HIV infected people bring hence called for coordinated input of various stakeholders. It was observed that poverty has serious manifestations, of hunger, income, disease and de-humanisation (disempowerment and loss of dignity), which directly impact on the HIV/AIDS crisis. 

2.4
HIV/AIDS and Governance in the SADC Region: Winstone Zulu, Kara Counselling Zambia.

Winstone Zulu presented a brief talk on HIV and AIDS in Africa as basically a problem of governance.  He noted that the HIV/AIDS crisis in the SADC region was, to a very large extent, a leadership crisis.  It is a crisis of governance.  AIDS was viewed as a political issue to the extent that access to treatment was determined by political decisions.  It is the failure of those who have the voices and power that hold the lives of many people in their hands to respond, that is killing millions of people on this continent every year. 

Political leadership was observed as "not walking the talk".  African leaders did not seem to consciously follow commitments.  In Abuja heads of state committed themselves to allocate at least 15% of the total national budget to health in particular fighting HIV/AIDS, TB and Malaria.  Not much progress has been made to implement the commitment.

Discussions on the Presentations

The Conference noted that the fight against HIV is not just a fight against a virus.  To a very large extent it is a struggle against governments, big pharmaceutical entities, and major international agencies such as the World Trade Organisation, the IMF, the World Bank.  It was noted with great concern that it is not the actions of these people that does the greatest damage but the silence and inaction of those infected and affected. 

It was generally agreed that the issue of HIV/AIDS and access to treatment be put on the political agenda. The forthcoming elections in the SADC region with nearly 75 million people taking part in these elections in SADC region, (four countries in particular for year 2004:  South Africa, Malawi, Namibia and Botswana) presented a good opportunity to put the issue of treatment on agendas of most politicians.  An example of proactive action was given from Kenya where presidential candidates were invited to a public discussion seeking their positions regarding HIV and AIDS and access to treatment. South Africa will hold elections soon, this could be late but efforts will be made to see how this could be addressed. 

Participants agreed that voters should invite candidates aspiring for higher office to demonstrate what they knew and what they intended to do about issues of HIV AIDS and access to treatment if elected into office. 

It was also suggested that leaders be encouraged to be open about HIV/AIDS issues. Leaders would be encouraged to lead by example by going for VCT. The target of leadership should encompass more people e.g. religious and traditional. The definition of leadership should be much wider encompassing, traditional, religious and civic elements.

It was noted that the slow reaction from leadership might be a result of lack of information. The delegates agreed to embark on leadership sensitisation exercises. 

The delegates recognized the potential useful role of traditional authority and faith based initiatives in care and treatment of people living with HIV and AIDS.

2.5
Treatment Action Campaign , South Africa: Role of Activists,  Ms. Sipho Mthathi.
Sipho alerted the delegates that on April 14 this year, South Africans would be voting for their parliamentarians. 

The ten years of freedom mean freedom of movement, toyi-toyi and even taking government to court as a way of expressing anger and disproval of government policies that make people suffer. As an activist, she challenged global and national policies that lead to starvation, poverty and lack of access largely because of lack of transparency and good governance.  Many of the agreements signed by African governments such as NEPAD are worthless, as the same leaders do not respect the principles on which they are based. 

She expressed the hope that one day Africans will have a voice in their own countries. While as Africans we fight the USA, EUROPE, and world institutions that deny Africans a voice but many Africans do not have a voice in their own countries. Activists of whatever form must fight to end this situation of voicelessness. She hoped not just by praying to god or Allah to change the plight but speaking and finding new ways all the time to speak louder and louder. 

After much fighting, the South African cabinet adopted a policy to implement a programme to treat people with AIDS. South African activists celebrated the decision with a grudge because for many, that policy came too late and there was no reason why so many had to die before the policy was put in place.  Three months after the policy was enacted, still not a single person with AIDS is receiving treatment from the government programme. Six hundred people continue to die in South Africa every month.  Government does not have an interim plan to prevent the deaths. So activists still have to fight for government to implement a policy it has adopted. It was clear that if activists do not fight, 600 people would continue to die monthly.

It was noted with great concern that even if drugs were made available soon there had not been any concerted effort into educating people about how best to use their treatment.  Activists were embarking on a mass scale treatment literacy drive to make sure that if the treatment plan fails it will not be because people did not know how to use their drugs but lack of political will. There was need to start with this everywhere in Africa and the world because the biggest shame would be if those who do not think our lives in poor countries are worth saving can say,  “look, we tried it, it didn’t work”. Many detractors were waiting for that, hence the need to avoid giving them that satisfaction. 

It was reiterated that no government that does not have a plan to treat, prevent and address the impact of AIDS, must be elected into power.

In her concluding remarks, Sipho had the following moving statement of an activist to share with fellow participants:

I said I will vote on April 14, but where I vote will be determined by what my government does between now and then. I hope that my government does not make me have to vote in the gates of parliament. But I cannot be expected to just cast a ballot and hand over power like that without proof that my government cares for all people and has the moral and intellectual appreciation of the impact AIDS has on people’s quality of life”.

“So I am here because I want to get inspiration from all of you on how best to do that. I’m going to make the best of this conference because in my eyes and mind, always there is a daunting picture of people in a hospital in my hometown whom TB and other illnesses are taking away because their immunity is too low to fight. Because doctors and nurses have not been trained properly to diagnose illnesses and in most times do not have the medicines to treat these illnesses on time.”

“I hope to leave here with a strong sense of how we are going to make WHO take 3 X 5 beyond a mere re-imaging slogan but a programme that save lives. How we are going to stop Bush from undermining 3 x 5 by creating an initiative he will use to force our government to sign bilateral agreements that will kill us even faster.

“We will talk later about PATAM and the challenges it faces as a movement trying to mobilise people into action in a continent where many have begun to believe that it is by divine design that Africans should die, be hungry and have conferences to discuss our dreams of a perfect world. I say we are dying anyway, so what have we got to lose. But I am aware that I can speak like this because there are many of us back home who speak with me. There are many of us back home who believe that we are as good as Americans, Europeans and even our parliamentarians in SA so we will fight to have equal access to all necessities.”

“A question was asked, what are you doing here and I repeat that question and will repeat it long after I have left Zimbabwe. I will repeat it because I still see the eyes of a 16 year old girl I knew who died in a hospital bed 3 weeks ago because she did not have treatment.” 

2.6
Food Security and HIV and AIDS:  The Case of the Seventh Day Adventist Hospital Food Programme, Lesotho

A film clip was shown on activities on food security for the HIV and AIDS infected and affected from Lesotho The programme demonstrated practical efforts to empower people living with HIV to meet their nutritional needs in an affordable, sustainable and healthy manner through localised food production.

The presentation raised a pertinent issue from the delegates on the issue of food and treatment, land ownership and sustainability.  It was generally agreed that nutrition should be part of every treatment programme.  It was re-emphasised that proper nutrition should accompany ARTuse and in order to put to rest the either/or debate on ARV and nutrition, it was suggested that the movement put together a position paper with a clear definition of treatment that is inclusive of food. 

Day 2:  Groundwork for future action
3.0
Sharing of Experiences

On the second day, participants living with HIV began by sharing experiences through personal testimonies. It was generally agreed that participants faced inter alia the problems of accessing relatively expensive ARV drugs, and of dealing with the stigma and exclusion.

The delegates agreed that it was important for PLWHAs to get support and share information. It was particularly important for PLWAs to be in charge of their lives. Delegates resolved to continue sharing information through PATAM.

Below are the brief summaries of some of the testimonies by participants.

Isaac 

Has three children and has lived a normal healthy life for 7 years till last year when he had oral thrush. Later he had severe headaches and had a CD4 count of 362. In December last year he had a problem with his back, experienced kidney failure and problems with his bladder. He subsequently began to take anti-retroviral therapy with great results. His CD4 count has since risen to 492. The only recurring problem is the oral thrush, which he treats with an indigenous flower, which cures it in 2 days. He testified that it is easier to cope when you know your body in order to be in charge of the virus. He urged fellow PLWAs to take a lead. Isaac indicated that each month he goes to a local clinic and ensures that there is medication. 

Ronald

Ronald is a young man currently studying with UNISA. He tested HIV positive in 1994.  He had bad experience as a TB and HIV patient due to limited access to treatment. Due to poor support from the public health system, he had resorted to use traditional herbs. He intends to continually lobby political leaders for improvement in health services. He has managed to participate in pressure groups of Youths against AIDS that work with schools and colleges. He regularly distributes condoms. His main worry is lack of access to treatment and the high costs of medicines. 

Johana

She was diagnosed as being HIV positive in 1993. She had TB and was put on treatment for 6 months but did not work and had a second course. She had many opportunistic infections and medication for the OIs all of which were very expensive. When she went on ARV treatment her CD4 increased and currently her viral load is undetectable. She urged other PLWAs to be open and seek support, a critical factor during moments when one is depressed. She always carries her pills with her. Pills had made her life much better. She urged people to know about treatment and the possible side effects of the medication they might take. She experienced insomnia for the first 2 months. Before joining TAC she used to remove the labels on her pills but now she is open about it.

Diran

Diran has lived with the virus for the past 4 years. After a CD4 count he was put on 21 pills a day for 6 months and had to change treatment due to side effects of skin rush and CD4 count was not changing. He advised that in Mauritius treatment is free for PLWHAs and that they also receive a pension every month. He has high cholesterol and heart problems for which he had to have an operation. He experienced difficulties accessing the operation as the doctor allegedly refused to operate on him because of his HIV status. 

James

James had been an activist for some time and had done a lot of reading on ARTs and became aware for side effects before he took them.  His CD4 fell to 280 and he had to take ARTs and was scared of side effects and was surprised that there was no side effects save loss of weight, which is part of the outcome. He takes one tablet in morning and one in the evening. He found the combination drug was most welcome as it reduced the pill burden.

Chatinkha
She was once on final stage and it was only by being open that she survived. She had a difficult time accessing highly priced medication and had to sell some of her household goods to raise money for medication. She had also gotten spiritual during the difficult times. She underwent an expensive operation in USA as part of treatment for a bone disease.  She had experienced very severe side effects after taking ARTs. Fortunately there is always a solution to every side effect. She reminded other PLWAs that every medication has side effects. When the time comes, it might be better to take ARTs and deal with side effects later as it is the only option.

Beauty 

Beauty advised that she was on ARTs, which she fondly calls "smarties". She gets support mostly from the workmates. She encouraged people to go for testing for without testing one might delay access to treatment. Beauty emphasised the need to get the right treatment at an early stage.

Tendayi 

Tendayi narrated her unique experience as a PLWHA. She discovered her HIV status in 2001. Unique things happened as she went through the shock and denial. Tendayi observed that in marriage HIV becomes a gender issue as women are blamed for it. She fell pregnant by accident. She only knew about the pregnancy in the sixth week.  Her initial CD4 count was 285. Her doctor advised that it was safe to keep pregnancy. She was advised about PMCT. She was put on drugs that cost Z$280 000. She had to sell some household items to raise funds for the medicine. She was admitted to hospital six weeks before delivery and delivered by caesarean operation. In hospital she was all by herself with no support from husband save a few friends. Her baby got nevirapine at birth. The baby was healthy and had just turned 1 year. She had not breastfed the baby. The baby has been on cotrimoxazole prophylaxis for a year. Though the baby got free medicine in hospital no provision was made for the mother. She is on ARVs and had experienced some minor side effects like bad breath. 

Serge 

He has lived with the HIV virus since he was 15. When ARVs were introduced he had found them to be very expensive and had seen no reason to take them. He later got married but not before enduring some problems as some churches refused to bless the marriage. He is on ARVs  that he finds important as he has a child to feed.

Maria

She had wanted to be nun but was turned down because of her HIV status. At the beginning she did not accept the situation and wanted to commit suicide but found strength in praying. Got support from the organisation she belongs to now. She now concentrates on spreading the preventive messages through TV and radio. She is in the process of getting ARVs.

4.0
Anti Retroviral Therapy; Dr.  F. Louis   

The presentation and follow up discussion on ART traced the progression of the diseases and the process by which the ARV drugs intervene in the process to halt the development of the disease. Delegates noted the need to adopt HAART and adhering to the treatment regime in order to foreclose the possibility of developing resistance. It was noted that ARVs like any other drugs could have side effects. ARVs were noted to have turned HIV and AIDS from a death sentence to chronic diseases. Delegates also resolved to take special consideration of children in ART.

It was resolved that mechanisms be installed to ensure that the drugs for HIV/AIDS treatment are not only made available at reduced price but are consistently of high quality. 

5
Parallel Sessions: The Socio-Economic Context

There were six parallel workshops in the afternoon of the first day.  These were as follows with the following facilitators:

· Creating an environment for openness: Chatinkha Nkhoma
· Trade and Health:  Tenu Afavia
· Social mobilization for access to treatment: Tapiwa Kujinga
· Treatment literacy as a tool for community mobilization: Sipho Mthathi and Gregg Gonsalves

· Vulnerable groups and access to treatment: David Fuamba and Keith Goddard
· ARV Rollout:  Dr. Ndwapi
5.1
Creating an Environment for Openness 

Chatinkha in her presentation argued that in order to create an environment for openness, society has to isolate the major and minor causes for people or communities not to be open about HIV and AIDS. In many cases the fight against HIV is lost because people fail to identify the real problem of why the silence.  What really makes people silent about HIV and AIDS?  If a wrong diagnosis of the problem is made then wrong solutions are identified and the problems of silence continue. 

Some of the main reasons for lack of openness about HIV and AIDS were identified as a) stigma, b) shame, c) fear of discrimination, and d) feeling of guilt.

HIV and AIDS were characterised as a problems that thrive on silence. Silence is at all levels; individual, family, community, national and even global.  In many instances, people do not talk about the problems but about those who have the problem. That in itself becomes an even bigger problem.

It was pointed out that stigma and discrimination emanate from a number of interrelated factors:

· Ignorance about what AIDS is and how it is spread. Stigma and discrimination also exist because of mode of transmission i.e. sex and all the negative connotations attached to sex. Ignorance about the facts of HIV and AIDS e.g. transmission and death, ignorance about its impact in individuals and groups

· Ignorance about whether it is contagious or infectious

· The fact that it is incurable 

· The fact that marginalized populations are the ones who were getting this disease e.g. homosexuals, intravenous drug users and later on black people, Hispanics and Africans, people normally perceived by western societies as outcasts amoral, promiscuous, and polygamous.  

However, by the mid 1980s, the discovery of a Human Virus as a culprit also shifted the focus to other mode of transmission such as blood and other bodily fluids, which were then linked the disease to sex, blood transfusion, and Mother To Child Transmission.

Stigma can be direct, indirect and perceived. Stigma hinders positive progress in the fight against HIV/AIDS. The main reason why people do not want to get tested and know their HIV-status is because of stigma and discrimination rather than fear of death.   There is fear not of infection or death but of being isolated, condemned, criticized, abandoned, contempt, mocked, disgraced, blamed, segregated, denied, mocked, and in some cases even being killed.  

In the long run stigma affects the whole society as: -

· More people are put at risk because people fearing stigma will not get tested

· The stigmatized die early and society is left to look after their children creating extra burden.

· Employers and the nation loose productivity. 

· Families are broken

Some of the suggested possible solutions emanate fro creating an environment of openness that can reduce stigma and discrimination. An open environment can be created by among other things, accepting that HIV is there among us, learning as much as possible about the pandemic, its causes impact, etc., getting involved in the fight to eliminate it, and investing in the fight with both human and financial resources.

Participants agreed on the need to learn as much as they could about HIV and AIDS to remove ignorance.  With more knowledge, stigma will be reduced and thus the trend of the pandemic will be reversed. There is need to fight HIV and not the people with HIV.  

In the plenary the conference recommended that:

· Every country should come out with HIV/AIDS policies and laws (Treatment plans, stigma, VCT)

· Demand for training in advocacy and sensitisation programmes for all health care providers, community and political leaders

· Introduce South-to-South exchange of information, including extensive positive media coverage.

5.2
Trade and Health

The main issues discussed during plenary were:

· An update of developments since the landmark decision of the TRIPs Council of the WTO on the Agreement of 30 August 2003. The deal authorised developing countries to import essential generic medication on the condition that certain requirements were met.  Despite the agreement being hailed as a breakthrough at the time, there has been no significant increase of generic medication being imported by sub-Saharan countries

· The SACU-US FTA negotiations and the potential impact they could have on range of public health issues including the ability to import generic medication and public health services, as discovered by Morocco during negotiations with the US to establish an FTA. Aside from the negotiations on trade in intellectual property and health services, there are topics that have at least an indirect impact on public health issues including:

· Investment (in the vast majority of the approximately 34 FTAs that have been/are being negotiated by the US, American investors have been able to sue partner governments directly which may open the door for pharmaceutical companies to do so; 

· Dispute settlement provisions as relating to investment matters above; and

· The Singapore issue of Transparency in Government procurement as tied in with the right of SACU states to determine what constitutes a national emergency and to be able to act accordingly.

Attention should also be paid to the negotiations taking place between the European Union (EU) and various blocs of African countries to establish Economic Partnership Agreements (EPAs) for very similar reasons as the SACU-US FTA.

Activists and other members of civil society can have a significant input in trade and health issues. While the EPA negotiations with the EU have received some publicity and have been the subject of some analysis and discussion by academics from both Africa and Europe, the same thing is not happening with the US-FTA negotiations. There is no publicly available timetable, no discussion of the exact content of the meetings and no discussion between southern African governments and civil society with the exception of TAC/ALP contributing to the NEDLAC process in South Africa. More pressure must be placed on African governments to engage in a dialogue with various local stakeholders. Activists must also strive to build links with like-minded activists in both Europe and the US, who by virtue of a more interactive relationship with their governments may be able to pressurize their governments locally to disclose information.

In plenary the participants agreed on the need to: -

• Overcome provisions in various trade agreements.

• Engage in the following activities in order to make trade promote access to treatment:

· To develop an activist tool kit about campaigns

· To come up with a strategic plan to put pressure on a negotiations for customs agencies

5.3
Social Mobilisation

The plenary session noted the need to be broad-based by taking into consideration the different structures of societies in the individual countries, for different platforms including variety of stakeholders (grassroots, NGOs, civil society groups, private sector and government) in order to create a demand for treatment and coming up with a movement of activists.  It was also recommended by the conference that:-

· Each country should have a policy to mobilise and demand for HIV/AIDS treatment

· Each country to have a strategy to mobilise the media to take an effective leading role in disseminating information on HIV/AIDS treatment

5.4
Treatment Literacy

The conference  agreed on a number of issues on treatment literacy. :

a. That there is need to develop treatment literacy programmes.

b. That there is a need to develop a  proposal to WHO for implementing treatment literacy throughout the southern Africa region.

c. That there is need to provide a registry of literacy experts for community mobilisation.

d. That there is a need to develop a resource guide on treatment literacy. 

e. That there is a need to promote PMTCT programmes (including involving men)

5.5
ARV Roll-out
Dr. Ndwapi used the Botswana experience in MASA to explore the process of ARV rollout.  He highlighted that there is need to plan the roll-out to ensure that it reaches the people who need it. He also pointed out that the plan needs to include all sectors at the local level including traditional and faith leaders. The roll-out plan must ensure training of all levels of management in implementation as well as treatment literacy for health workers

He implored that it was critical to make sure that the few experiences and models of implementation are well-documented.  It was essential to maintain effective communication flows. 

5.6
Vulnerable Populations
The problems of vulnerable groups revolve around issues of:

· Targets of abuse by neighbours and families

· Subjects of hate campaigns by the state

· Denied the right of reply

· Censored by the state or ignored

· Blamed for the spread of HIV and AIDS

· Violently and brutally and sometimes punitively raped

· Harassed by the police and general public

· Criminalized by colonial laws and driven underground

· Banned from organizing and mobilizing resources

· Discriminated against in the workplace

· Forced into marriage 

· Evicted from home

· Subjects of school bullying because we are not 'normal'

Vulnerable Groups are targets for abuse largely based on four fundamental issues related to poverty, culture, migration, civil and political unrest.

The vulnerable groups therefore need, access to safer sex materials, positive inclusion in all treatment literacy campaigns, positive inclusion in all HIV/ AIDS networks, freedom to associate, register and organize, and full protection under the law

The conference ten made the following recommendations for activists regarding the vulnerable and marginalized groups

· To help  vulnerable groups organize around issues that affect them.

· To help provide incentives for service providers to reach out to vulnerable groups

· To help integrate and normalise vulnerable groups in all HIV/AIDS literature

· To help in the inclusion for treatment  on sustainable basis the vulnerable groups

· To help ensure easy entry for vulnerable groups for treatment.

· To help ensure that other activists organisations involved approach governments through cooperation or pressure to positively include into their national health programmes access to HIV/AIDS treatment for vulnerable groups.

· To help ensure that governments are accountability through good governance and regional cooperation so that prices are reduced in order to widen distribution to the vulnerable groups.

6.0
Parallel workshops: Advocacy Strategies

6.1
Role of the Media

The conference agreed to a set of actions on the role of the media in treatment access issues: 

· It was agreed that there be joint training for journalists and activists. 

· It was agreed too that a personal contact list of the involved journalists be generated.

· That workshops on management and treatment of HIV/AIDS for journalists be held  by professionals such as doctors and dieticians.

6.2
Using law as a Tool for Access to Treatment

Delme Cupido facilitated the session on using the law to access treatment. Cupido argued that locating HIV/AIDS analysis and response within the realm of good governance is desirable and necessary. 

He called for HIV/AIDS to be 'mainstreamed’ in terms of:

* Resource mobilisation

* Accountability and transparency of leadership

* Rule of law

* Economic justice and human rights as there is an undeniable link between HIV/AIDS and human rights.

* HIV/AIDS & Human Rights, as, according to Mary Robinson (1999) HIV/AIDS pose the greatest challenge to human rights.

* Promoting and protecting the rights of PLWHA furthers the public health goals of reducing vulnerability, mitigating adverse impacts of HIV/AIDS and empowering communities.

The traditionally responses have been through, legal frameworks, policy and legislation. However, the case from South Africa where the HIV/AIDS activists won against the government is proof that litigation can get results. Without the activism it is doubtful that the effect of that judgment would have been as powerful. The case also served to educate the judiciary, the public and the media.

Some areas for activism were identified as:

· Criminal Law Reform

· Victims of Rape - right to bodily integrity, security of the person

· Employment, 

· Most jurisdictions in southern Africa have policies or laws prohibiting discrimination in access to, or continued employment.

· Women - Inheritance practices, property grabbing, widows having to have sex with deceased's brothers etc. need to be addressed

· Privacy, Confidentiality e.g. Insurance (provisions in contracts that allow Insurance companies to access medical data and to force applicants to have HIV tests.

· It is important for countries to identify and take up test cases. 

· PATAM resolved to set up a legal secretariat to offer support to countries taking up test cases.

· There is need for more legislation to be developed, particularly in the areas of employment.

6.3
Women's Health
The conference came up with the following recommendations: -

1) PATAM should prepare a paper on the impact of women's health on countries' economies. 

2) PATAM should try to involve the churches, in particular PATAM should lobby churches to be gender sensitive

3) PMTCT should be made an entry point to treatment

4) Women should be educated in reproductive health - PATAM should set up a treatment literacy programme using drama and media.

5) Networking with women- create a database of professional women who can provide support to women

6) Target organisations such as PSI to continue marketing female condom.

7) Governments should be made to teach women on PEP

6.4
Global Fund to Fight AIDS, Tuberculosis and Malaria

Dr Chistoph Benn the Director for External Relations for GFATM gave a presentation on the operations of the Global Fund. It was noted that the Global Fund had been created as a result of advocacy of people living with HIV/AIDS. There was a concern that a lot of people were having access to drugs whilst others were denied which is essentially unjust. The creation of the Global Fund marked the beginning of a paradigm shift in public health provision. The Global Fund became operational in January 2002.

Dr Chistoph Benn advised that any country could access support from the Global Funds via Country Coordinating Mechanism (CCM) consisting of government civil society and private sector who decide on priorities and forward requests to Global Fund Committee. The request goes to a Technical Review Committee (TRC) in the first instance. The TRC is neutral and bases its decisions on technical evidence available. TRC panel recommends proposals to Global Fund Board. It was advised that to date all recommended proposals had been funded. After approval, the secretariat will begin negotiations with the CCM. Quarterly disbursements will be based on performance evidenced by acquittals. Where funds are not applied for agreed purpose the Global Fund will interfere. There were three assumptions when Global Fund was created: -

· People know interventions that work and that did not working their environments

· Countries do have the capacities to plan and implement their own programmes hence there are no Global Fund country offices

· Lack of resources was a major impediment and that why so little had happened.

The participants noted that resources from the Global Fund could not be the whole solution as there was need for training of manpower. There is need for cooperation and collaboration between many stakeholders.

The Global Fund has approved programmes worth US$2.1 billion to 120 countries with the bulk going to AIDS in Africa. Proposals for the fourth disbursement were underway with the deadline for receipt being is 2 April 2004.  There is US$900 million available for Round 4. 

After 2 years of operation, the Global Fund will host a Partnership Forum from the 7th to –8th July 2004 to review past performance.  In that regard the Global Fund called for comments from all interested parties.  A representative of the Global Fund reminded activists and PLWHA that the Global Fund had been created for them and they had to ensure that Global Fund receives good proposals.  Global Fund aims to make Global coverage of ART a success. 

Delegates were generally concerned that they were not benefiting much from the Global Fund. It was resolved that PATAM adopts the following resolutions regarding the Global Fund:

· That WHO and the Global Fund come up with a "Model Proposal" for PATAM to distribute to the CCM so that CCMs can produce good proposals for funding by the Global Fund.

· That PATAM establishes a working group focusing on Global Fund issues.

· That PATAM makes sure that large scale-up treatment proposals are submitted by the CCMs for Round 4 before 5 April 2003 through advocacy at the national levels.

· That PATAM demands a big role and representation for the Global fund partnership Forum in June.  

· That the Global Fund play a leading role in ensuring meaningful PWHA involvement in the CCMs.

6.5
Tracking HIV Funds and budget analysis: Nhlanhla Ndlovu, IDASA.

Nhlanhla Ndlovu led the discussion on Tracking Government Expenditure on HIV/AIDS as an Advocacy Strategy. Ndlovu emphasised the need to analyse government budgets from an, HIV/AIDS perspective. It was crucial to produce recommendations for policy-makers on allocations and effective funding mechanisms for transferring money for HIV/AIDS interventions. 

It was necessary to build capacity in Parliament and civil society to participate in the budget process on HIV/AIDS issues. When tracking government expenditure it was necessary to interrogate the analysis of criteria used for ART resource allocation, and processes/institutions making those decisions. Activists should also insist that Ministry of Finance makes ARV resource allocation criteria/processes transparent. 

During plenary there was general concern that budget allocations made available for HIV/AIDS from both national budgets and external sources were in some cases being abused by the systems. There was also concern that the PLWA were not involved in the decision making process on matters that affected them. 

Delegates agreed on the following recommendations:

(a)
On Representation:

* That PLWHAs be on decision making committees, structures and processes. For  example  PLWHAs should be nominated to sit on the  proposal development for GFATM.

* That PATAM demands that collaborative programs and funding commitments from donors should have a condition that requires that PLWHAs are an integral part of  the process of delivery and monitoring of treatment and access programs.

(b)
On Tracking (the hands on / practical monitoring of budgets):
· That PTAM helps tracking of funds allocated, how these are spent, and which national and decentralised structures are responsible for what.

· That PATAM monitors and assesses whether level of funding actually matches the need / demand created by the epidemic, and whether equity issues are addressed in particular whether the poor and marginalized are taken care of of as well. 

· That the tools (reports) and information 'to use to accuse' or 'name and shame'  are made available in order to hold governments, donors, and civil society groups as well accountable. 

©
On Capacity Building:

· That PATAM members develop the knowledge and skills for budget monitoring and tracking

· That PATAM and member organizations develop partnerships –and resource networks for further capacity building in budget monitoring and tracking,

· That country activities are actually engaged in budget monitoring and tracking.

(d)
On Transparency:

* That PATAM demands government transparency - all proposals, budgets, strategic plans for example for treatment roll out should be made public documents available for scrutiny and use in budget monitoring and tracking

* That PATAM demands that donors declare the external assistance to countries in terms of  - what is coming in, from where and for what.

6.6
Public Health Systems and Equity Resources :Dr Rene Loewenson, EQUINET: 
Dr Rene Loewenson gave a presentation on Public Health Systems and Equity; A regional; perspective. She argued that equity in health was viewed as referring to addressing differences in health status that are unnecessary, avoidable and unfair. Equity in health implies directing more resources for health to those with greater health need 

Equity in health means having the power to influence decisions over how resources for health are shared and allocated.  Equity in health also means having the power to influence decisions over how resources for health are shared and allocated.

Equitable and just health systems tend to:

· Organise through all sectors the resources for health (food, water, shelter etc) 

· Prioritise prevention of ill health in a continuum of prevention, treatment and care

· Prioritise public, social measures for public health

· Organise informed community health action and Primary Health care  

· Provide accessible, affordable, relevant clinic and district hospital services able to address major public health problems 

· Are fairly financed through progressive, solidarity tax based, comprehensive non segmented systems 

In the SADC region, access to public health facilities is very limited and in favour the few, who are richer and urban based.  'Most people still do not access proven preventive interventions'. There is a prevention deficit in most African countries. For example in South Africa, in poorer provinces only 10-25% have access to VCT, in at least 5 provinces the PMTCT programme has not been expanded beyond the pilot sites, about 50% of public facilities have access to Nevirapine but many lack human resources. In Zimbabwe 90% of population rely on public service health delivery systems. The majority use clinics and district hospital services. ART has implications on Health personnel. The demands on human resources for ART are huge and therefore requires a firm commitment as indicated in the South African Treatment Plan. 

The SADC has responded to the problems in the following fashion:

· All SADC countries have national policies and SADC regional strategy exists.

· Policies on treatment access have being developed

· Intense foci of treatment activism

· Clinical guidelines for ART in place

· Experience in regional drug procurement

· Provisions exist for TRIPS flexibility

· ARVS are registered

· Medical aid and pilot schemes are covering ARVS

It was agreed that responses to AIDS would be through strengthening health care systems, especially public health. Health activism calls for the progressive realisation of universal treatment, access through sustainable, integrated, public health systems in Africa. 

There is need for ART expansion through:

· Transparent, fair, participatory national decision making

· Sustainable, fair financing integrated into national budgets

· Strengthened district and participatory primary health care systems

· Sustainable, equitable and effectively managed drug and personnel inputs

ART expansion through transparent, fair, participatory national decision-making involves:

· Accountable, transparent, public policy making involving stakeholders and using fair process for making and monitoring choices  

· Joint public health and HIV/AIDS planning 

· Integrate the treatment response within public health systems and within a comprehensive prevention and care response 

· Predictable, consistent longer term and co-ordinated international agency support to a response that strengthens health systems and national HIV and health planning 

· Funders to mainstream AIDS funding into regular budgets, and use existing channels for transfers and earmarked funds 

· Additional funds for system strengthening, specific emergency transfers to address backlogs to be time limited to integration into budgets and resource allocation choices transparent

· Ministries of Finance and IMF to review their MTEFs to enable system strengthening inputs 

· Governments to increase health budgets to 15% total budget as per the Abuja commitment 

· Government and other agencies to target capacity support to weaker districts to build capacity to benefit from resources

ART expansion through strengthened district and participatory primary health care systems will include:

· Introducing ART at district and primary health care level integrated within wider health systems 

· Providing free treatment in the public sector and all basic services for HIV and non HIV patients alike

· Use participatory PHC approaches (literacy, VCT, ANC-PMTCT, nutrition support, STI control, caring support) supported by community literacy

· Go beyond clinical criteria to set fair policy, systems and social criteria for rationing scarce resources 

· Integrate services provided by non-profit private agencies within the public sector framework

· Private sector services to complement public services and not competes for public funding 

ART expansion through sustainable, equitable and effectively managed resource inputs: 

· Take full advantage of TRIPS flexibilities (parallel importation and compulsory licensing) 

· Review, update and extend the essential drug list to all providers and explore the option of mandatory generic substitution

· Strengthen drug procurement, distribution and control systems, including at regional level  

· Develop with health workers plans for HRH needs, especially for district health systems, including training, safe work, incomes and incentives 

· Include measures for training and retaining of HRH 

· Avoid deliberate recruitment strategies from other African countries with HRH deficits.

In the plenary the conference recommended that: 

a) Integration of ART into primary health-care while not waiting for strengthening of Public Health Systems should be coupled with community mobilization. 

b) Country emergency plans should go forward with budgetary allocation trickling to where is supposed to be.

c) African governments should honour Abuja declaration as well as other funds to allow for sustainability

d) Share good practices. 

7.0
Challenges and Opportunities: The Issues






7.1
Overview of ARV Treatment in Zimbabwe, Dr. C.E. Ndlovu, University of Zimbabwe, School of Medicine 





Dr C E Ndhlovu, gave an overview of ARV Treatment in Zimbabwe. The vision of the Ministry of Health and Child Welfare was to provide a comprehensive package for HIV and AIDS prevention and care. This package includes: Voluntary Counselling and Testing (VCT), Information, Education and Communication (IEC), Condom promotion and Family Planning, Prevention and treatment of STIs, Prevention of Parent to Child Transmission of HIV (PPTCT), Prevention and management of opportunistic infections, Cotrimoxazole prophylaxis, treatment of other HIV related conditions and complications, provision of ARVs for post exposure prophylaxis for health workers and therapy for the general public.

For the mission to be a reality there was need for, training of health workers in HIV management, delegate some aspects of HIV/AIDS care to non-doctors and non-health professionals. There was also need to strengthen basic infrastructure, mobilise enough resources increase community participation and involvement in AIDS care, reduce stigma and discrimination by increasing awareness on AIDS care.

In line with the WHO “3 by 5 Initiative” Zimbabwe should treat 182 000 by 2005. Current estimates -are that 300 000 need ART in Zimbabwe. Guidelines in Zimbabwe are that ART is for patients with WHO Stages 3 & 4, CD4 count<350, Viral load > 55000 by RT-PCR. ART would always use triple therapy.

The goals of therapy are to delay the onset of AIDS defining illnesses/opportunistic infections/cancers, to provide a high quality productive life, reduction in viral load, to delay death, and reconstitution of immune competence. Principles of Antiretroviral Therapy are that it is for life, requires strict adherence. Monitoring ART was complex and expensive. The first Line Therapy consists mostly of Zidovudine or Stavudine 30 -40mg  twice daily, Lamivudine ,Nevirapine. The second Line Therapy should always be started by a specialist.

There is a close relationship between HIV Tuberculosis with 50% of HIV+ patients will develop TB and 85% of TB patients are HIV positive as an HIV positive person has 10% chance of developing TB per year. For pregnant women ART is started after the first trimester.

In Zimbabwe, ART teams have been formed at the two sites and these are led by experienced physicians Staff has received training on opportunistic infections, rapid HIV testing and ART (locally and internationally). Some have been attached to Centres where ARVs are being offered e.g DART project. The two laboratories have been upgraded with assistance from CDC and this will be extended to other laboratories in the provinces and districts 

The National Medical Reference laboratory at Harare hospital was equipped to perform CD4 counts, viral loads, resistance testing. Laboratory staff had been trained on the use of this new equipment. Assessments of the two sites have been done by JSI/Deliver and the sites were ready to initiate ART. Authority has been granted for the MOHCW to procure ARV drugs using the special formal tendering process to kick-start the programme. The process for international tendering is being initiated. Dr Ndlovu indicated that, quantification of the ARVs for the sites was being worked on and very soon ARVs would be available to the public

7.2
"3 by 5" and Community Mobilisation. Dr. Francis E. Onyango, WHO






Dr Francis E. Onyango presented a paper on the 3 by 5 Initiative. In his presentation, Dr Onyango explained the burden of illness in the African Region, need for treatment in the African Region, the need for treatment in Zimbabwe, 3 by 5 initiative - definition, goal, objectives, guiding principles and strategies. HIV/AIDS has burdened the African Region. Sub-Saharan Africa by far the most affected continent, it accounts for about 10% of Global population, but has about 66% PLWHA, (26.6 million of 40 million). HIV/AIDS is the leading cause of morbidity and mortality. East and Southern Africa most affected. Prevalence in 10 of 19 countries is between 10 and 40%. West and Central Africa relatively less affected. Prevalence in 25 of 27 countries is below 10%. Globally 6 million of 40 million PLWA require ART. In the African Region 4.1 million need ART.  

Globally, 3 of the 6 million who need treatment, (50%) to be on treatment by 2005. In the African Region, 2 of 4.1 million to be on treatment by 2005. Without ART, in excess of 3 million people will die from AIDS annually.  On 22 September 2003, LEE Jong-wook, Director General, WHO joined with Peter Piot, Executive Directors, UNAIDS and Richard Feachen, Executive Director, GFATM to declare lack ART to be a global emergency. The 3 by 5 initiative is commitment of placing 3 million PLWHA on ART by end 2005. The goal is for WHO and partners to make the greatest possible contribution to prolonging the survival and restoring the quality of life of PLWHA, advancing toward the ultimate goal of universal access to anti-retroviral therapy for those in need of care, as a human right and within the context of a comprehensive response to HIV/AIDS. 

The initiative also aims at;

· Ensuring that countries are responding to the urgency of the challenge of the 3 by 5 emergency and have in place the mechanisms and capacity both for efficient and effective planning to scale up, and for implementation.

· Ensuring that sufficient global resources have been mobilised and are available and flowing for national 3 by 5 scale-up targets to be achieved.

· Ensuring the uninterrupted availability of ARVs and related diagnostics at service delivery level, supplied according to need.

· Ensuring delivery of standardized and simplified, but still effective, ART in ways that can be scaled up: twin issues of human resources and clinical service delivery.

· Ensuring communities are engaged to prepare for treatment, participate in ARV programmes and strengthen prevention efforts

· Ensuring that simplified standardized systems (monitoring and evaluation, surveillance) are in place, to track scale-up progress and capture impact. 

Guiding principles are:

· Urgency - immediate action, new resources, new spirit of a goal focused team work.

· Country ownership with the government in the driving seat- build on existing initiatives and structures 

· Centrality of PLWHA - needs and involvement

· Life long care - ensure uninterrupted quality medicines supply.

· Guiding principles

· Treatment and human rights - advance UN goals of promoting human rights, protect and serve the vulnerable groups

· Complementarity - integration into existing systems

· Achievement of 3 by 5 target will depend largely on scaling up in AFRO Region

· Support initiatives already in place using the available resources and capacities in place

· Support the long-term initiative of strengthening human resource capacity and infrastructure. 

To increase\access to ART (3 by 5 initiative) there is need to train human resources, mobilize other resources, promote partnerships and coordination of stakeholders, increased treatment literacy and high quality medicines at low costs. There should also be improved treatment literacy, tracking of patients on treatment, documentation and sharing of information obtained from the implementation and programme monitoring.



8.0
Treatment Literacy:  HIV in our lives

8.1
Understanding Antiretroviral therapy, by Dr Francoise Louis.

Anti-retrovirals are drugs against bugs? (anti-). They act on a certain kind of bugs?: the viruses, they act on a certain kind of viruses, the retroviruses (retrovirals). They work on one kind of retroviruses: the HIV. The drugs that act on other viruses are called antivirals (like Aciclovir that works on herpes viruses, which are not retroviruses)

A virus is a tiny little bug, much smaller than a bacterium and cannot be seen through a normal microscope. A virus cannot multiply, reproduce, replicate, make babies, make copies of itself on its own, unlike the other bugs. It needs to enter a cell in order to mix with it and reproduce with it; it is very dependent on these cells; without cells the virus cannot reproduce. The cells it enters in are the CD4 cells.

Most of the living beings, most of the germs or bugs also have a nucleic acid called DNA in their cells or inside themselves. The HIV is one of the only living beings or bugs that follows a different rule. The HIV's main library is not a DNA but RNA. ARVs stop the progression and reproduction of the HIV virus.

ARVs can have good or bad interactions, so they must be used with caution, knowledge and humility. The client on ARVs should know about the side effects in order to recognize them early enough. The HCW should know about the side effects in order to recognize them early enough.

Not all the HIV + clients needs ARVs. According to WHO guidelines the following are the primary targets for ARVs:-

 All stage 4 clients irrespective of CD4 count

 Stage 3 clients with CD4 <350/ml

 Stages 1 and 2 clients with CD4 count<200/ml

Principles of treatment are :

· Triple therapy, at least

· Highly Active Anti-Retroviral Therapy (HAART.)

The client is given 3 different kinds of drugs. After some time (usually between 3 to 5 years), the HIVs get used to the 3 first drugs (first line). So the drugs have to be changed for 3 other drugs (second line). In most of the places in Africa after the second line, there is no further option so far. The first line is the most powerful one; clients must understand that it has to be kept as long as possible. Antiretrovirals decrease the number of OIs, so the cost of their treatment, decrease the number of deaths linked to the OIs and decrease the number of employees on sick leave at work.

Participants were worried about the costs of CD4 count that was necessary before adopting ART. It was advised that all those adult patients on stage 4 and children on stage 3 could get ARVs without having to first of all go for a CD4 count. 

8.2
TB and HIV by Dr Framcoise Louis

TB and HIV were the best enemies. Worldwide TB statistics are as follows:

· 80% of the TB sufferers live in 22 countries namely, India, DRCongo, China, Vietnam, Indonesia, UR Tanzania, Bangladesh, Brazil, Nigeria, Thailand, Pakistan, Zimbabwe, South Africa, Cambodia, Philippines, Myanmar, Russia, Uganda, Ethiopia, Afghanistan, Kenya, Mozambique.

· 1/3 of the 50 million PWAs is also infected with TB

· 70 %the PWAs live in sub-Saharan Africa

In some countries, more than 70 % of the TB+ clients are also HIV+. In these countries, the TB epidemic used to infect people before the HIV pandemic, so lots of people had been exposed to the TB germ already. TB is caused by a kind of bug, a species of bacterium called Mycobacterium tuberculosis, also known as TB bacillus.

TB can be suspected when:-

* Coughing for > 3 weeks

* Night sweats and fever

* Loss of appetite and weight

* Tiredness and weakness

* Chest pain

* Coughing up blood 

These symptoms of TB are the same in HIV + 

With HIV, the lab may not get germs in the sputum, because they are less, or because TB is extra-pulmonary, and there is no TB germ in the cough. TB is the commonest disease/opportunistic infection in HIV. TB can occur whenever, but the weaker the body defense, the higher the risk is. HIV increases the risk of getting TB. HIV speeds up the process between latent TB and pulmonary TB. HIV disturbs the body’s defense work, and strangely it is one of the reasons why the TB germ cannot be found in the sputum although there is TB in the lungs. TB increases the replication of the HIV and decreases the CD4 cell count while the client HIV+ client has TB: TB weakens the immune system. The life expectancy is reduced in people having TB and HIV. Life expectancy 4 years after the end of the TB treatment reduces drastically:

HIV-: 30%

HIV+: 92%

The side effects of the TB drugs are more common in HIV+ clients. The ARVs decreases the risk of getting TB by 85% after on year of treatment.

8.3
An overview of opportunistic infections, prophylaxis and management.

The presentation on OI focused on how HIV develops into AIDS. It was noted that when a person's immune system is weakened, s/he is vulnerable to infections and cancers that s/he could normally fight off.  The infections are called opportunistic infections because they take advantage of a weakened immune system to spread and cause disease.

Certain complications are defined as AIDS defining, and reflect more advanced disease as measured by CD4 cell counts and survival (WHO clinical stage 4). At higher CD4 counts, many complications overlap with conditions found in general population (bacterial pneumonia, pulmonary TB), although they may be more frequent or more severe (WHO stages 2 and 3). As CD4 cell counts decline, the spectrum of conditions broadens and include HIV-specific and opportunistic infections. The risk of complications seen earlier in disease may increase as well as new HIV-related complications occurring. Further increases in risk are also seen for some OIs with increases in plasma HIV viral load.

The presentation traced the CD4 Counts and Clinical Symptoms. At CD4 counts >500 (WHO stage 1), symptoms are rare with the exception of persistent generalized lymphadenopathy (PGL), although recurrent upper respiratory infections and minor skin conditions can be present. As CD4 counts begin to decline to <500 (WHO stage 2), other symptoms begin to occur, including worsening skin conditions, herpes zoster (non-disseminated), and increased upper respiratory infections and vaginal candidiasis. Kaposi's sarcoma begins to be seen. As CD4 counts decline below 500 (but above 200), more persistent symptoms begin, including mild weight loss, oral candidiasis (thrush), increasing risk of pulmonary TB, and more severe bacterial infections (pneumonia, pyomyositis). Once CD4 counts drop to below 200 (WHO clinical stage 4), symptoms are generally persistent and more severe and include a wide range of conditions. 

The WHO (World Health Organsation) has set up a classification of the HIV infection, in order to link the HIV related conditions to the gravity of the HIV infection. There are 4 stages: 1, 2, 3 and 4 with each stage is made of a list of conditions. The HIV infection evolves from 1 to 2 to 3 to 4. It was important to have Prophylaxis (prevention) policy, early Diagnosis and treatment of OIs and introduction of Antiretrovirals where necessary.

The following key points were identified as being crucial in the treatment of OIs :

· It was emphasised that the level of immune compromise as reflected by CD4 cell count helps predict the spectrum of AIDS-related complications to which an individual is susceptible.

· This information is critical in determining need for prophylaxis and the differential diagnosis of symptomatic patients.

· Successful use of HAART results in restoration of some part of the immune system, and risk of some OIs decrease.

· Within three to nine months of effective ART (as determined by recovering CD4 cell count and lowered viral load), risk of many OIs decline significantly.

· This declining risk has led to discontinuation of prophylaxis in selected groups of patients responding to HAART.

· During immune reconstitution, worsening of pre-existing OIs and other AIDS-related conditions may occur.

In plenary, the delegates agreed that it was important for PLWA to be aware of the various OIs and how they are avoided and treated.  It was noted with some concern that most PLWA did not have the right and accurate information. PLWA were also concerned about the potential resistance to the most commonly used drugs like cotrimoxale. 

DAY 3:  WAY FORWARD: COUNTRY RESPONSES TO CHALLENGES

9
Country and Regional Responsibilities Towards "3 and 5" Initiative

9.1
Botswana

Botswana has the highest HIV prevalence in the Region, 38%. It is estimated that 300 000 people in Botswana are HIV positive and of these, about 110 000 are thought to be in need of ARV therapy today. In light of this socio-economic disaster that has been brewing for some time, the Government of Botswana embarked on a feasibility study of universal ARV therapy. This study commenced in 2000 and resulted in the launching of Masa. "Masa" is a Setswana word meaning "new dawn" - a word steeped in the cultural place of the hope and sense of renewal that each new day brings.

The Masa programme started in January 2002 with 4 sites at 4 high population Centers across the country and rolled out to an additional 8 sites in 2003.To roll out to 19 more sites (including primary health clinics) in 2004. The goal of the programme is universal access to treatment.

The inclusion criteria is based on following factors:


* Adults whose CD4 count is less than 200

* Children less than 12 months

* Children older than 12 months

* In general the inclusion criteria is similar to that of WHO with a few moderations.

Voluntary Counselling and Testing centers (VCTs) are the main entry point. Total number of patients enrolled as of October 2003 was 15 000, that number is now closer to 16 000. Total number of children enrolled is1 500. In addition, there are about 5 000 patients who are enrolled in the private sector.

Challenges with Masa Project

· Infrastructure: longstanding deficits now acute

· Human Resources: need for innovation

· Cost: Need to strengthen involvement in advocacy efforts for cheaper drugs and viral load testing; re-organizing national spending priorities

· Community Education: IEC needs to be updated to strengthen treatment literacy; empowering native languages

· Impediments to utilization: denial, stigma 

9.2
Mauritius
Mauritius has a population of 1.3 million people. By 2003, 535 people were diagnosed as HIV positive and 163 were pregnant women. A Pills association was formed in 1996 and lobbied government into providing HIV treatment free of charge and as a result PLHWA receive free treatment. In addition people living with HIV receive monthly pensions form the ministry of Social security. Babies born of HIV mothers receive free formula milk for feeding. The pills association has now shifted with HIV/AIDS. Stigma is still high in Mauritius. Only 2 people have gone public about their HIV status.

Challenges

The major challenge is the growing number of commercial sex workers and drug users and HIV contraction in prisons. Involvement of the media to portray a positive image of women instead of portraying them as sex objects.

9.3
Mozambique
Mozambique has a high prevalence of HIV. Civil society lobbied government into creating a National council to fight AIDS. HIV is a component if the Ministry of Health national Strategic plan. Civil society needs to be actively involved in ten issue of HIV/AIDS rather wait for government to do everything

9.4
DRC

DRC has been affected by wars over the past 10 years. Because of the movements during war it is very difficult to determine the HIV prevalence. Government had however declared war against AIDS. Laws have been passed to regular HIV activities. Government has launched an initiative to ensure that people access drugs at a low cost. Currently, only 2000 people are on ARTs against a figure of 350000 requiring treatment.

Challenges

To make ARTs available for all the people who need then.

9.5 Republic of South Africa

In November 2003 the government came up with a comprehensive treatment Plan that is now awaiting implementation. To date however no one has received treatment under the government treatment programme. The government arguments are that it is still setting up structures, assessing and modalities of then procurement of drugs. In this regard, civil society in RSA has threatened to talk the government to court in the coming months if no concrete action is taken towards the treatment of PLWHAs. Following a legal course won in court some companies in RSA have secured licences to produce generic in drugs in RSA. The main challenge in RSA is that 80 percent of the health sector spending goes to the private health care. 

10.
Consolidating Action and Spotlight on Zimbabwe





10.1
The "3 by 5" Initiative: What are implications for Zimbabwe? Presented by Tapiwanashe Kujinga and Believe Dhiliwayo

 

In Zimbabwe the status of ART is as follows: 

* Prevalence of HIV infection - 24.6%

* Number of PLWHA - 1.8 million

* Number of PLWHA needing ART - 520000

* Number of PLWHA on ART - 5000

In terms of the 3 by 5 targets in Zimbabwe 60000 PLWHA should be on treatment by 2005. 

There was general concern regarding the non-inclusion of PLWA decisions making fora. There was also general concern that the ARVS manufactured by local companies were turning out to be more expensive than the imported ones. Participants were also concerned about the need to ensure that drugs, whether locally produced or imported were of high quality.

Participants expressed concern that Zimbabwe had to date failed to access proceeds from the Global Fund despite being one of the countries worst affected by HIV, TB, and Malaria. The participants noted with pleasure that Zimbabwe was receiving technical assistance from WHO to support CCM in coming up with a bankable proposal. It was advised that Global Fund would soon investigate why Zimbabwe had lost on the first two rounds. 

The conference noted the poor coordination between various donors, governments and other stakeholders that results in duplication of service waste and sometimes antagonism all at the expense of PLWA.  It was recommended that donor efforts be coordinated. The meeting agreed that the implementation of the 3 by 5 initiative should be well programmed and monitored to ensure maximum benefits for PLWA.

10.2
State of the Health Care System in Zimbabwe





The statistics on Zimbabwe regarding health delivery system and access to treatment are as follows: 

· "90% of population relies on public service health delivery systems.

· Only 1million are on medical aid.

· 70% of population is rural.

· 49% of population is serviced by mission hospitals.

· In 1996, health sector had 1020 doctors, 50% of them in private practice, and some 50,000 traditional healers.

· 50% of inpatients are HIV positive.

· An estimated between 200,000 to 600,000

· 2,3 people million living with AIDS.

· 24.6% of the adult population between 15 to 40 years are infected.

· Life expectancy has dropped to 37 years.

· 3800 per week dying of which 2500 is only Harare.

· 150 Medical Doctors needed. , 3000 nurses needed, 40 pharmacists, 80 pharmtechs.

· 300 Counsellors.

· There are only two labs in two major cities equipped for CD4 counts, viral load resistance testing. 25 operational (6 rural based)  VCT sites

· 18 initiated by PSI New Start Centre. (Also offering STI treatment to a few selected sites), 9 mobile.

· 139 000 counselled and tested in 2003.

· PPTCT 174 sites (1/2 of counselled individuals proceed to testing.

· Zimbabwe: Need: 200-600 000 Estimated Supply: 20 000

Access to ARTs is through informal selection criteria with bias towards those who live nearer, are able to pay direct and indirect costs, have higher awareness of ART, people who overcome social barriers to knowing their HIV status and access VCT.

Table 2: The summary of challenges and recommendations were as follows:

	Challenges 


	Recommendations

	Urgency of HIV epidemic:  Although Zimbabwe has nearly 800 000 orphans and 500 deaths a day, there are few programmes that include ART.
	National and international organisations and networks need to advocate more effectively for Zimbabwe to take the HIV epidemic more seriously

	There is very little commitment to ensuring that services are provided on the basis of need rather than ability to pay
	As a principle of quality health services and justice, equity of access, based on need, should be built into all negotiations related to developing services for HIV related illnesses. There is potential for the national ART programme to be inclusive of the work by government, NGOs and CBHC programmes to ensure equity

	If resistance to first line ARV medications develops, more expenditure will be required using second line drugs for fewer people
	Preservation of first line medication by preventing resistance developing is possible if the same principles of using TB drugs apply, with good regulation ensuring adherence to regimens and good public health practices

	Funding:  the funds currently available are not sufficient for equitable provision of treatment.
	Advocacy groups need training and support to challenge on governance procedures, and in the interim, encourage international donors to channel funds to organizations embarking on treatment programmes

	Lack of information: At the moment, very few beneficiaries of existing and impending programmes know about them.
	Treatment literacy and IEC materials that have been developed on access to treatment should be disseminated widely

	Inadequate monitoring and evaluation on expenditure of resources allocated and activities done especially within existing national programmes.
	The national treatment programme should be more accountable to the beneficiaries. It is important to facilitate the development of a strong national group of activists for treatment. The group could partner national and international networks in advocating for a transparent national response.

	Priorities set often do not depict the situation on the ground, especially regarding where to place interventions, who to target, and what to offer in the intervention.
	Recommended that programme planners, policy makers and implementers of public HIV intervention programmes utilize data and evidence from previous interventions.  

	GIPA:  Limited involvement of people infected or affected by HIV and AIDS.  
	Activists should be assisted to lobby for equitable access to treatment.  

	The national HIV policy and strategic framework is silent in advocating for ART.
	Recommends that the national policy and strategic framework be appended to strongly include ART.

	Uncoordinated efforts: Various organisations are embarking on treatment interventions without reference to a national strategic plan or framework.  
	A comprehensive national framework for HIV services should include rational use of ARVs, and would ensure that each additional initiative adds to a carefully planned basket of initiatives rather than being ad hoc.  

	Community education and mobilisation is not often planned for as an integral part of a treatment package when using a health based response to a social and development problem.
	Lessons from the management of TB need should be applied here, recognising that overcoming stigma and acceptance of people living with HIV by communities are essential components for the success of programmes related to HIV treatment and care.




The Zimbabwean delegates emphasised the need for peaceful engagement with all stakeholders particularly. This was on the observation that given the socio political dynamics, it would not be very prudent to adopt a confrontational attitude towards other stakeholders.

11
Internal Governance

11.1
Experience with PATAM

In coming up with a way forward regarding the internal governance of PATAM, Cupido gave a brief count of governance challenges faced the organisation. PATAM was initially conceived as a loose coalition of African activists and external allies sharing information and advocating for access to treatment. At inception, it was assumed that the costs would be low hence there was no secretariat. No much has happened during the first year. Revival of PATAM was when Ndlovu was appointed coordinator and soon after that an Ad Hoc Steering Committee was appointed. The composition of the committee reflected the regional bias. The members were not elected and have no statutory power. One problem is that Ad Hoc Steering Committee does not have a mandate and found it difficult to make apparently simple decisions. It was not clear as to whom the Ad Hoc Steering Committee was immediately accountable. It was strongly suggested that a discussion be made about how PATAM governs itself. It was important for PATAM come up with structures appropriate to deal with the issues at hand.

12.
Resolution of the PATAM Conference:  Scaling Up Access to Treatment

We, members of the Pan African Treatment Access Movement (PATAM) who have gathered here in Harare from 3-5 March 2004 to draw up civil society strategies to ensure rapid scale-up of anti-retroviral therapy in Southern Africa understand that everyone in the world is vulnerable to HIV infection and know that HIV-positive people in Africa, particularly women and other vulnerable groups, experience great challenges that must be addressed urgently.   

We know and understand that there are numerous factors and actors that hamper the provision of affordable life-saving medicines. Some of these include profiteering by pharmaceutical companies, inequitable international trade relationships, poverty, extreme stigma, imbalance of power within patriarchal societies, macroeconomic policies that constrain spending for health care and other social services and a lack of commensurate political commitment by our governments and other leaders to match the scale of the HIV/AIDS pandemic.

While we recognise that there are multiple factors with complex interactions influencing access to treatment in Africa and all over the world, we maintain that our governments as the primary bodies we entrust in ensuring our welfare, whether by direct provision of services or creating an enabling environment for service provision, hold first line responsibility in the response to the HIV/AIDS pandemic. Too many of our sisters, brothers, friends, fathers and mothers have died needlessly as we have debated ad nauseam and otherwise been in meaningless conflict with each other. We cannot afford to dither any longer.

Therefore, while we welcome reports from country representatives across Southern Africa that treatment rollout is either on the verge of, or has commenced in most countries across the region, we demand an immediate roll-out and rapid scale up of treatment across the continent. Together with our national, regional and international allies we stand ready to provide any support necessary, but also reserve the right to resort to any other available tools--specifically our collective power--if treatment continues to be but a dream for too many of us.

 In particular, we commit ourselves:  

· to adhere to PATAM’s mission statement asserting the right of anti-retroviral therapy and other essential medicines for all,   
· to mobilising all peoples irrespective of career choice, age, gender, or geographic representation to ensure that PATAM has a powerful presence in each country across the continent, 

· to ensure that our communities have correct and complete information on the function, usage and importance of Anti-retroviral therapy (ART’s), 

· to work with the media to help convey accurate information on access to treatment, 

· to better coordinate our efforts nationally, regionally and internationally, and to continuously revise our advocacy strategies as the need arises, 

· to monitoring all regional and international trade agreements to ensure they do not undermine access to treatment or destroy our health systems, 

· and to monitoring national treatment plans for quality and scale.

 We demand:

· genuine political leadership from our governments and other people in positions of influence, 

· greater and respectful representation of people living with HIV/AIDS (PLWHAs) and other vulnerable groups in all decision-making processes pertaining to access to treatment, 

· that rollout of anti-retroviral therapy be entwined with rebuilding our health systems, 

· that the World Health Organisation (WHO) and the Global Fund to Fight AIDS, TB and Malaria (GFTAM) develop a ‘model proposal’ to be made publicly available to support development of stronger GFATM proposals, and

· that international institutions such as the World Trade Organisation (WTO), International Monetary Fund (IMF) and the World Bank Group cease in constraining responses against HIV/AIDS at country level.
 Agreed to this day 5 March 2004, PATAM delegates in Harare
13
Nominations of Coordinating Members of PATAM’s 6 Working Groups

1. Governance, Health and Human Rights: Tapiwa Kujinga from Zimbabwe 

2. Treatment of Literacy:
Lobna El Tabei from Egypt

3. Media and Communications: Jamillah Mwanisji from Tanzania

4. Governance, Health and Human Rights: Dorothy from Namibia

5. Trade and Regional Co-operation: Terese Omari for DRC

6. International Bodies and Funding Mechanisms:  James Kamau from Kenya

Persons nominated to represent Working Groups would not necessarily be Chairpersons of that group.  The role of the chairpersons would be co-ordinate the process of getting other members to join the Working Group.  Once members of a particular working group are in place, they will choose a chairperson.


14
Nomination of PATAM Country Representatives


When delegates returned to their countries, the individual countries would nominate a focal person or organization who would become the country representative coordinating the activities for PATAM.

15
Closing Remarks By The Executive Director Of SafAIDS: Lois Lunga


In her closing remarks, Lois urged the delegates to reflect for a moment, why they were at the conference and what they were going to take from the conference to their respective countries.  She said all participants were bound by a universal purpose that of fighting for access to treatment.  She noted that PATAM was a baby learning how to crawl, stand and walk at the same time, and that the journey was not easy, but could be achieved with total commitment.

Lois urged all delegates to implement resolutions agreed upon at the conference, when they get back to their respective countries.  She said it was one thing to come up with resolutions and another to put the resolution into action.  Lunga thanked the delegates for choosing to hold the PATAM Conference in Zimbabwe despite the challenges the country is facing.  She noted that Zimbabwe would be going for elections in a year’s time and that civil society would ensure that HIV/AIDS is put on the political agenda and this would require support and solidarity from colleagues in the region.

She said it was her hope that when delegates got back to their countries they would be more fired up to advance the issue of access to treatment.
16
Vote of Thanks by Njogu Morgan

Njogu thanked everyone who attended the workshop and for coming up with resolutions that would be implemented by delegates when they get back to their countries.

He thanked all the hosting organisations. He also thanked all supporting organisations.

Njogu also thanked members of the media and encouraged them to join hands with civil society in spreading the message about scaling up “access to treatment”.  He also thanked the guest speakers and all individuals involved who had made the conference a success.

Njogu noted that he was inspired by the people who were at the conference and it was his hope that five months down the line results of the workshop would be visible on the ground.

He ended his vote of thanks by requesting delegates to observe a minute of silence of in remembrance of the fallen heroes.
17
Conclusions

Whilst there was no formal evaluation of the Conference, it was visible that there was very good attendance for all the sessions right up to the closing ceremony.  Participants were eager to continue with discussion.  All discussions were held constructively with very rich discussions during the parallel sessions as well as the plenary. 

The conference was in many commentators views, especially the media, a resounding success as it met its broad objectives of knowledge sharing and of seeking to come up with an action plan for PATAM in the SADC region.  Everyone accepted that had learnt a lot and would spread the word and be active members of PATAM.

	APPENDIX A

	Name
	Organisation
	Address
	Telephone/Fax
	e-mail address

	Winstone Zulu
	Kara Counselling
	Box 37559, Lusaka Zambia
	227087
	karac@zamtel.zam 

	Anne Chanda
	Kara Counselling
	Box 37559, Lusaka Zambia
	227087
	hopekara@zamnet.zam 

	David Barr
	Tides Foundation
	193 Ave 5, NY NY 10003, USA
	01 6466020027
	d.Barr@earthline.net 

	Robert Chidziva
	ABC Health Centre
	Bag 1241, Causeway Harare
	091 906 692
	

	Joseph B. Katto
	SHDEPHA
	PO Box 13713, Dar es Salaam, Tanzania
	255 222181849

255 741224883
	shdepha3@yahoo.com 

	Njogu Morgan 
	Treatment Action Campaign
	
	27 733181782
	njogu@tac.org.za 

	Gladys Chiwome
	WASN
	13 Walterhill Avenue, Eastlea, Harare
	O4 791401/1/4
	director@mweb.co.zw 

	Patricia Nakungwe
	Health Triangle
	PO Box 81531, Kabwe Zambia
	260097
	patringwe@yahoo.com.za 

	Lucksm Chipale
	MISA
	P Bag 13386 Windhoek
	263 61 232975
	director@misa.org 

	Dr. Jacquiline Bataringaya
	ACTIONAID International
	16 York Avenue, Newlands Harare
	788122/3/5
	Bataringayaj@aaafrica.org.zw 

	Soini K. Negongo
	Namibia Broadcast Corporation - National Radio
	Box 321, Windhoek, Namibia
	0264 61 291 2313

/0264 61 291 2142
	snegongo@nbc.com.na 

	Colleen Cowhick
	MSF Spain
	50 Harvey Brown Milton Brown, Harare
	263 4 720918/  263 4 794782
	

	Otilia Tasikana
	NZPWA
	24 Van Praagh Milton Park, Harare
	732966
	

	Ronny Mbaisa
	Sunrise Arts
	28 Gurudzi Street, New Mabvuku, Harare
	493362
	

	Idah Mukuka
	Centre for Infectious Diseases Research in Zambia
	PO Box 34651, Lusaka
	096766149
	idamukuka@hotmail.com 

	Priscilla Mataure
	SAFAIDS
	PO Box A 509 Avondale, Harare
	336193/4

/336195
	priscilla@safAIDS.org.zw 

	Matilda Moyo
	MWENGO, PATAM
	20 McChlery Avenue, Eastlea, Harare
	700090/738310
	matilda@mwengo.org.zw 

	Sherry Ayres
	Africa Action
	?
	1 202 590 2961
	sayres@africaaction.org 

	Dunisani Nkomo
	ZAHA
	Box 2450 Bulawayo
	091 313 386
	

	Johanna Ncala
	TAC
	185 Smith Street, Bramfontein, Johannesburg, South Africa
	27 11 339841
	Johanna@tac.org.za 

	Isaac Skosana
	TAC
	185 Smith Street, Bramfontein, Johannesburg, South Africa
	27 11 339841
	Isaacs@lifeline.org.za 

	Mkhosazana Hlatshwayo 
	SWD Business Coalition
	P.O. Box 72, Mbabane, Swaziland
	268 4046107/ 

268 4040761
	fse@realnet.co.sz 

	Fortunate Thwala
	Shape Swaziland
	PO Box 5218, Mbabane, Swaziland
	268 5514048/

268 404 5752
	fortunate@shape.co.sz 

	Keith Goddard
	Gays and Lesbians of Zimbabwe
	35 Colenbrander, Milton Park, Harare
	741736/

740614
	director@galz.co.zw 

	Evelyn Isaacs
	WHO/AFRO
	PO Box 773, Highlands, Zimbabwe
	011417651/ 700026
	isaacse@whoafr.org 

	Rejoice Nkambule
	Ministry of Health (NACP)
	PO Box 1119, Mbabane Swaziland
	268 404 5397/

268 404 5397
	ree@africaonline.co.sz 

	Gugu Valentine Pungwayo
	SFL
	PO Box A101, Swaziland Plaza
	268 4044268/

268 5053931
	vpungwayo@snpf.co.sz 

	Delme Cupido
	AIDS Law Unit
	PO Box 604 Windhoek
	264 61 223356

264 61 234953
	dcupido@lac.org.na 

	Catherine Mataure
	ActionAid
	16 York Avenue, Newlands, Harare
	788122/

788124
	Catherine@aafrica.org.zw 

	Soneni Ncube
	HIVOS
	Box 2227, Harare
	706725/706726

791981
	hivos@ecoweb.co.zw 

	Patrick Muzira
	ASH
	PO Box HG 453, Highlands
	023 817 801

792217
	patmuzira@yahoo.com 

	Peter Joanati
	CEDAS Trust
	PO Box BE 324 Belvedere, Harare
	304996/

091 379 472/

336186
	cedas@mweb.co.zw 

	F. Hatendi
	Kapnek
	PO Box 268, Westgate
	091 244 079
	fhatendi@ecoweb.co.zw 

	Dr. Rene  Loewenson
	TARSC Equinet
	47 Van Praagh Avenue, Milton Park, Harare
	091 326 722
	rene@tarsc.org 

	Alexis Llaguno
	Seventh-Day Adventist Church
	PO Box HG 100, Highlands Harare
	776786
	raenelle@hotmail.com 

	Isabel Simpson
	MSF Holland
	4 Balmoral Gardens, Conr 8th Street Fife Avenue, Harare
	
	Msfh-Zimbabwe-Hom@field.amsterdam.msf.org 

	Ronald
	?
	PO Box 571 Hatfield, Harare
	577445
	RobertsonChildstand@yahoo.com 

	Andrina Mwansambo
	National AIDS Commission, Malawi
	Box 30622, Lilongwe, Malawi
	265 1 727900/

265 1 727398
	mwnsamboa@AIDSmalawi.org.mw 

	Effae Peleramgi?
	Family Planning Association of Malawi
	P. Bag 8424, Lilongwe
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“SCALING UP ACCESS TO TREATMENT IN SOUTHERN AFRICA; A WAY FORWARD”

Conference Convened by the Pan-African Treatment Access Movement (PATAM)

Date: March 3-5 2004

Location: Harare, Zimbabwe

Conference Programme

Day 1, 3 March: Setting the Stage

Plenary

Moderator: Lois Lunga, SAfAIDS

	Time
	Subject
	Speaker

	830-845
	Welcome
	Believe Dhliwayo, ZAHA


	845-910
	Introducing PATAM


	Chantikha Nkhoma

	910-935
	HIV/AIDS and Governance in the SADC Region
	Winstone Zulu

	935-100
	The role of the church in fighting HIV/AIDS 
	Bishop Trevor Manhanga

	1000-1015
	Questions
	Lois Langa


Tea: 1045-1100

Moderator: Tapiwa Kujinga

	Time
	Subject
	Speaker

	1100-1130
	The Role of Activists 
	Sipho Mthathi

	1130-1200
	Food Security and HIV/AIDS
	Mokhothu Makhalanyane

	1200-1230
	Discussion
	Tapiwa Kujinga


Lunch: 1230-1330

Parallel Workshops: The Socio-Economic Context
	Time
	Subject
	Facilitator


	1330-1400
	Introduction to Parallel Sessions
	Tendayi Kureya

	1400-1450
	Creating an Environment for Openness
	Nkhoma Chantikha

	1400-1450
	Trade and Health
	Tenu Afavia

	1400-1450
	Women’s Health 
	Matilda Moyo

	1400-1450
	Vulnerable Groups and Access to Treatment
	David Fuamba + Keith Goddard

	1400-1450
	ARV Rollout
	Dr Ndwapi  Ndwapi


Tea Break: 1450-1510

Parallel Workshops: Advocacy Strategies
	Time
	Subject
	Facilitator

	1510-1600
	Global Fund and Country Coordinating Mechanisms
	Kate Mhambi + Sharonann

	1510-1600
	Role of Media
	Luckson Chipare 

	1510-1600
	Treatment Literacy as a tool for Community Mobilisation
	Sipho Mthathi and Gregg Gonsalves

	1510-1600
	Social Mobilisation 
	Tapiwa Kujinga 

	1510-1600
	Using the Law as a tool for Access to Treatment
	Delme Cupido 


Tea Break: 1600-1620

Plenary: Challenges and Opportunities

	Time
	Subject
	Duration
	Speaker

	1620-1635
	Welcome Back
	15 minutes
	Moderator

	1355-1425
	WHO and “3 by 5”
	30 minutes
	Dr Francis Onyango ,WHO AFRO 

	1425-1445
	Questions + overview to parallel sessions
	20 minutes
	Moderator


Tea Break: 1445-1510

Plenary:

1510-1700

1800; Day Ends and Evening Sessions

Day 2: Groundwork for future action: 

Plenary: Treatment Literacy

	Time
	Subject
	Facilitator

	900-945
	HIV in our lives 
	Sipho

	945-1030
	Introduction to ARVs


	Francoise Louis

	1030-1045
	Questions and Answers
	

	1045-1100
	Tea
	

	1100-1145
	Opportunistic Infections


	Gregg Gonsalves

	1145-1215
	TB and HIV
	

	1215-1245
	HIV and Malaria
	

	1245-100
	Questions and Answers
	

	1-200
	Lunch
	

	200-245
	HIV Science


	Lobna El Tabei

	245-300
	Question and Answers
	


Tea Break 300-315

Moderator: Tendayi Kureya

	Time
	Subject
	Speaker

	315-335
	Public Health Systems and Equity; a Regional Perspective
	Rene Loewenson

	335-355
	Tracking  HIV/AIDS Funds
	Nhlanhla Ndlovu IDASA

	355-415
	Global Fund for TB, HIV and Malaria (GFTAM)
	Christoph Benn

	415-500
	Parallel Sessions on Public Health Systems, Tracking HIV/AIDS Funds and the Global Fund
	

	500-530
	Plenary Report Back
	


Supper: 530-630

· Voluntary evening sessions
5TH March 2004 - Day 3:  The Way Forward!!!

Plenary

Country Presentations: Responses to Challenges

Moderator: Jephias, Fact
	Time
	Subject

	815-820
	Introduction

	820-815
	Botswana

	840-955
	South Africa

	955-1005
	Mauritius

	1005-1020
	Zambia

	1020-1035
	DRC

	1035-1100
	Discussions


Tea Break: 1115-1125

Plenary: Spotlight on Zimbabwe + Solidarity with Zimbabwe

(Case study on how Zimbabwe civil society builds a treatment access movement and receives support from allies in the region)

	Time
	Subject
	Speaker

	1125-1130
	Welcome
	TBA

	1130-1155
	State of the National Treatment Programme
	Believe Dhliwayo

	1155-1215
	Zimbabwe and “3 by 5”
	Dr Onyango

	1215-1240
	Case Study of State of Treatment in Zim
	Tendayi Kureya

	1240-130
	Discussion
	Moderator


Lunch: 1330-1400

Plenary: Effecting Change

	Time
	Subject
	Facilitator

	1400-1405
	Introduction
	Lois Lunga

	1405-1420
	Reviewing weaknesses in PATAM’s operational structure  
	Delme Cupido 

	1420-1440
	Presenting Resolutions and suggestions on Working Groups to Support implementation of Action Items
	Resolution Drafting Committee

	1440-1500
	Adopting Resolutions and Working Groups to Support implementation of Action Items
	Resolution Drafting Committee

	1500-1525
	Selection of Working Group Participants
	Neddy Matshanga, SAfAIDS

	1525-1530
	Identification of Country Focal Points
	Neddy Matshanga, SAfAIDS

	1530-1600
	Summary of Conference Resolutions and thank yous
	Lois Langa and Njogu Morgan


Appendix C

List of all the presented material on website and available in electronic version only
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� Will welcome everyone. Note who is in the room. 


� Facilitators will offer a short and concise 15 minute overview on each subject and then open the floor for discussions


� Each session will be allocated 45 minutes for facilitator and 15 minutes for questions
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