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SECTION A: bua@AC Agenda                                                                                                          Date: Tuesday 05 May 2009                                                                                            Time: 12h00 – 14h30                                                                                                         Venue: Museum Africa, Newtown. Johannesburg
Chair: Rhulani Lehloka

Theme:  TB/HIV Co-infection 

Scribe: Dimpho Maruping and Tebogo Lesele

Outcomes: 

· Help participants understand the link between TB and HIV and the treatment thereof 

· Provide a space for people to ask questions about TB and HIV treatment

	12:00 – 12:10
	1
	Welcome guests to the meeting Introduction of all present: Let’s meet one another! Warm up: Gerard Payne 

	12:10 – 12:15
	2
	Tribute to people who have lost their lives to the epidemic, or other means and expression of solidarity in the fight against AIDS, stigma and discrimination – 1 minute silence

	12:15 – 12:20
	3
	Apologies

	
	
	Adoption of previous minutes

	12:20 – 12:40
	4
	HEROES Campaign – Rhulani Lehloka

	12:40 – 12:50
	5
	Introduction of topic and panel – Rhulani Lehloka

	12:50 – 13:00
	6
	TB/HIV treatment: Dr. Tihon 

	13:00 – 13:05
	7
	DOT support - CHMT

	13:05 – 14:00
	8
	Experience sharing and interaction

	14:00 – 14:15
	9
	Feedback from the HIV and AIDS Conference – Gerard Payne

	14:15 – 14:20
	10
	Evaluation Form

	14:20 – 14:30
	11
	Announcements and Vote of thanks – AIDS Consortium


Next meeting: 2 June 2009

                                         Theme: Youth and Children & AC AGM
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1 SECTION B: TB/HIV co-infection
1.6 Introduction
In the AIDS Consortium’s Gauteng bua@AC forum of October 2008, participants learnt about the various descriptions of TB, safety measures, diagnosis and treatment from presentations and testimonies by TB clinicians and TB survivors.

 Amongst other facts discussed were that TB is very contagious, as it spreads through the air. If it is not treated, a person with active TB can infect, on average, 10-15 people a year. Two billion people (one third of the world’s population) are infected with the TB bacteria. The vast majority of TB deaths are in the developing world. TB is the number one killer of people living with HIV. 

In 2005 there were 8.8 million new TB cases. About 80% of these cases took place in just 22 countries. While a worldwide disease, the highest rate is in Africa. Drug resistant strains of TB are present in almost all countries. There are about 450,000 new cases of drug resistant TB cases each year.  TB is a global crisis infection spreading at a rate of one person per second (Source: AC Information Pack, OCT 2008).

Through this information pack (May 2009) we reinforce the TB/HIV co-infection, provide short messages that may be used to dispel some myths and misconceptions around TB/HIV co-infection and lastly, list service providers who provide TB/HIV integrated services.

1.7 Why should one be concerned about TB/HIV co-infection?

· Without treatment, as with any other opportunistic infection, HIV and TB can work together to shorten the life of the person infected. 

· Someone with untreated latent TB infection and HIV infection is much more likely to develop active TB during his or her lifetime than someone without an HIV infection. 

· Among people with latent TB infection, HIV infection is the strongest known risk factor for progressing to active TB. 

· A person who has both HIV infection and active TB has an AIDS-defining condition. (CDC, 2007)
1.8 What can an HIV and AIDS service Community Based Organisations do to help? 

1. [image: image10.jpg]


Collaborate with your local health department’s tuberculosis (TB) control programme. 

2. Educate your staff and clients about TB. 

3. Educate your staff and clients about the importance of TB testing in the prevention of TB. (CDC, 2007).
2 Human Stories and best practices
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2.6 EMPOWERING COMMUNITY ORGANISATIONS

Empowerment of community organisations to implement and monitor DOTS (Directly Observed Treatment, Short-course) is critical to the success of the Medium Term Development Plan from the South African department of health.

It is these organisations that are close to the frontline of the struggle against TB and HIV. They watch family members, neighbours and friends struggle with these conditions. It is this closeness that gives them the power to advocate for a total offensive to cure TB, even in the face of the HIV epidemic.

The Central Karoo AIDS Action Group in the Western Cape is a sterling example of an AIDS organisation that has made a real impact on TB. It has adopted a comprehensive approach, and incorporates DOTS and TB awareness into its programmes.

The Networking AIDS Community of South Africa (Nacosa) supports organisations like the Central Karoo Group, assisting them to access donor funds, manage the money they receive and network with partners in various sectors.

It also helps them develop their own capacity through training.

Nacosa ex-director Luanne Hatane says it is important to provide training for organisations because it makes their work sustainable and spreads the national burden of fighting TB and HIV. “Most of these non-governmental organisations face problems related to securing funds.

Often they have no capacity to draw up a business plan or put together a budget.”

Western Cape Nacosa fills this vacuum by providing community-based organisations opportunities to build their skills. It mentors organisations over a period of two years, until they are trained and are able to work independently in all important areas, including the management of finances. “Sustainability cannot be achieved in the TB control programme if these people are expected to work under difficult conditions,” says Ms Hatane. She also believes that compensation of volunteers is a sound investment. “Without them we do not stand a chance of defeating the dual burden of TB and HIV.”(Source:  http://www.doh.gov.za/tb/newsletter/0302.html)

2.7 DON'T ISOLATE, OFFER YOUR HELP

If Anastasia Jafta had known she had TB she could have     been treated and avoided infecting her little girl, Benechia. But Anastasia did not recognise the symptoms of TB. Nor did she know that she could get free treatment from the clinic. She also did not realise that three-year-old Benechia had TB meningitis.

Benechia could not alert her mother to the headaches and exhaustion she was experiencing. So it was only when the child refused to eat and became lame that her mother rushed her to hospital. Benechia survived but she will never fully recover. She will always have learning and behavioural difficulties and muscle spasms.

Anastasia coped with her child's illness on her own in isolation. She was told to stay away from work, and that she could spread TB to fellow workers. Nobody informed her that once she began treatment others close to her were no longer at risk of infection (Source:  http://www.doh.gov.za/tb/newsletter/0302.html).
3 TB’s interactions with HIV

HIV infection leads to progressive immunodeficiency and increased susceptibility to infections, including TB. As HIV infection progresses, CD4 lymphocytes decline in number and function. The immune system is less able to prevent the growth and local spread of TB. Early diagnosis and effective treatment of TB among HIV-infected patients are critical for curing TB, minimising the negative effects of TB on the course of HIV and interrupting the transmission of TB to other persons in the community. Proper case management of TB can significantly prolong the lives of people living with HIV and AIDS. TB can occur at any point in the course of the progression of HIV infection (Source: SA national TB control programme, 2004).
HIV promotes progression to active TB disease in people with recently acquired and with latent TB infection. People living with HIV and AIDS are more prone to tuberculosis infection when exposed to TB bacteria. In the absence of HIV infection, only about 10% of people infected with TB get sick with TB during their lifetime. In people who are co-infected with HIV and TB, about 50% will develop active TB disease at some stage which translates to a tenfold increase in risk for HIV positive individuals.
The increasing TB disease in persons living with HIV and AIDS poses an increased risk of TB transmission to the general community. As HIV related immuno suppression increases, the clinical pattern of TB disease changes. The numbers of smear negative pulmonary TB (TB of the lungs) and extra pulmonary TB (TB spread to other parts of the body except the lungs) cases increases.  TB is more likely to be disseminated and more difficult to diagnose as immuno suppression progresses. Co-infected patients also suffer increased mortality due to late diagnosis and other opportunistic infections (Source: SA national TB control programme, 2004).
4 The bad & not so bad: news on Anti- tuberculosis and antiretroviral therapy

Despite repeated calls for integrated HIV and tuberculosis (TB) health services from medical experts and AIDS activists, most of South Africa's public health facilities continue to treat the diseases independently. Co-infection presents a major risk to the lives of people living with HIV. 

At the end of a march to Cape Town's parliament buildings on World TB Day, March 24 2009, AIDS activist group Treatment Action Campaign (TAC) and the TB/HIV Care Association handed a memorandum on TB, which highlighted the need for integrated testing and treatment of HIV and TB, to the South African Department of Health.

They urged government to invest more time, energy and money in developing strategies to tackle both illnesses. According to the TAC, only a quarter of HIV-positive persons are screened for TB during clinical visits.

World Health Organisation (WHO) standards stipulate that a country is a ‘TB emergency zone' when 200 in 100,000 people are sick. South Africa is well beyond that limit with 940 in 100,000 people being infected with the disease, according to WHO estimates.

South Africa's TB problem is directly linked to its high HIV prevalence. According to the Joint United Nations Programme on HIV/AIDS (UNAIDS), 18.1 percent of South Africans aged 18 and 49, or 5.7 million people, were infected with HIV in 2008. According to statistics gathered by TAC, 54 percent of people who are HIV positive are co-infected with TB, a disease that mostly affects the lungs and is transmitted through coughing, sneezing and spitting.

"In some communities, this co-infection figure is as high as 75 percent," says TAC spokesperson Lesley Odendaal.

People living with HIV have weaker immune systems and are therefore at greater risk to contract TB compared to those whose HIV status is negative. According to the Global TB Control Report by the WHO, 94,000 co-infected South Africans died in 2007. This is the bulk of the total number of TB related deaths, which is estimated at 112,000.

Although the South African government has made progress over the past few years in integrating HIV and TB programmes at some of the country's hospitals, many co-infected South Africans are still forced to seek treatment and care for both illnesses in separate health facilities (Source: http://ipsnews.net/news.asp?idnews=46274).
There was a sharp increase in HIV testing among people being treated for TB, especially in Africa. In 2004, just 4% of TB patients in the region were tested for HIV, but in 2007 that number rose to 37%, with several countries testing more than 75% of TB patients for HIV infection. 
 As a result, more people received treatment. In 2007, 200,000 HIV-positive TB patients were enrolled in co-trimoxazole treatment to prevent opportunistic infections and 100,000 were receiving antiretroviral therapy. 
 The report warned that TB/HIV co-infection and drug-resistant forms of TB presented the greatest challenges. In 2007, an estimated 500,000 people had multi-drug-resistant TB (MDR-TB), but less than one percent of them were receiving treatments known to be based on standards recommended by WHO (Source: http://www.safaids.net/?q=node/865)
To date, there is no cure for HIV/AIDS. It is only opportunistic infections in HIV/ AIDS, which can be treated. The antiretroviral drugs, which are used in HIV positive patients, are effective in slowing down the replication of the virus. These drugs are the protease inhibitors, nucleoside reverse transcriptase inhibitors and nonnucleoside reverse transcriptase inhibitors. Nucleoside reverse transcriptase inhibitors like Zidovudine, Didanosine, Zalcitabine, Stavudine, Lamivudine and Abacavir can be safely co-administered with anti-tuberculosis drugs.

Rifampicin (an anti-TB drug) stimulates the activity of the cytochrome P450 liver enzyme which metabolises PIs and NNRTIs. This can lead to a reduction in the blood levels of PIs and NNRTIs. PIs and NNRTIs can also enhance or inhibit this same enzyme system, and lead to altered blood levels of rifampicin. The potential drug interactions may result in ineffectiveness of antiretroviral drugs, ineffective treatment of TB, an increased risk of drug toxicity as well as potential development of resistance. Rifamycins induce Cytochrome P-450 and may substantially decrease blood levels of the antiretroviral drugs resulting in the potential development of resistance. Isoniazid, ethambutol, pyrazinamide and streptomycin can be concurrently used with protease inhibitors or non-nucleoside reverse transcriptase inhibitors.

If protease inhibitor or non-nucleoside reverse transcriptase inhibitor is to be started after giving rifampicin, then at least two weeks should elapse after the last dose of rifampicin. This time gap is necessary for reduction of the enzyme inducing activity of rifampicin prior to commencing of antiretroviral drugs (Source: A national TB control programme, 2004).

5 Myths and Facts
	Myths
	Facts

	Everyone with TB is HIV positive
	Not everyone who has TB is HIV positive. However, people living with HIV are at higher risk of getting ill from TB.

	TB and HIV cannot be treated at the same time
	There are national guidelines informed by the WHO (World Health Organisation) guidelines for co-treatment of TB and HIV

	Tuberculosis (TB) is a disease of the past
	TB remains a serious threat to every population, especially for HIV-infected persons. In fact, worldwide TB is one of the leading causes of death among people infected with HIV. 

	I am not a specialist, therefore I can’t help
	Actually as someone working in an AIDS service community based organisation, you can play a critical role in ensuring that HIV-related TB can be prevented and treated in your clients

	TB and HIV are African diseases
	Although Africa has the highest rates of infection in the world; TB and HIV are worldwide diseases. This is largely because of lack of access to adequate heath service in the African continent. 

	TB is not curable
	TB is curable if the patient adheres to treatment, as directed for full six months.

	TB and HIV are working class Black diseases
	No, they affect everyone. For instance TB  may affect the Black working class or the poor more because they tend to be more exposed to it in dusty workplaces  (toxic working conditions), or living in informal crowded settlements (TB spreads easily in overcrowded places ).


7 TB/HIV co-infection, where to go for help?

National 
· Department of National Health

(012) 312 0000

· Director of the TB Directorate

(012) 312 0106

Eastern Cape

· National TB Control Programme

(040) 609 3960

· Department of Health

(040) 609 3948

Free State

· National TB Control Programme

(051) 403 3857

(056) 212 2271 x112

· Department of Health and Welfare

Gauteng 

· National TB Control Programme

(011) 355 3408/3869

· Department of Health

(011) 355 3000

Limpopo

· National TB Control Programme

(015) 2958163 x215

· Department of Health and Welfare

(015) 295 2891

Mpumalanga

· National TB Control Programme

(013) 293 0520

· Department of Health and Welfare

(013) 755 2291

North West 

· National TB Control Programme

(018) 297 0962

Department of Health and Welfare

(018) 462 5111

Western Cape

· National TB Control Programme

(021) 483 5431/6099

· Department of Health and Welfare

(021) 483 3561

KwaZulu Natal
· National TB Control Programme

(033) 395 2586

· Department of Health

(031) 304 7411
Notice: 

Please note that The AIDS Consortium calls for integrated services of TB and HIV diagnosis and treatment in all South African National Health Outlets. We believe that if we are TB Wise we can decrease the burden in people living with HIV.

This can be achieved through: 

· Looking more aggressively for TB among all those at risk (intensified case-finding)

· Treating TB infection with isoniazid before people develop TB disease (isoniazid preventive therapy)

· Reducing TB transmission in health care facilities and community settings (infection control)
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9 SECTION C: Minutes of the April bua@AC session Venue: Museum Afrika

Date:  07 April 2009

Time: 12h00 – 14h30

Chair: Gerard Payne

Scribe: Nonzolo Mgcina

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

The AIDS Consortium Bua sessions stand out as a pioneering initiative, bringing together over 100 HIV and AIDS and human rights activists monthly to discuss topical issues, hence a different theme each month. These have taken place for 16 years and are thus renowned in the sector. 

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

· Networking and community profiling platform for affiliates 

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

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

· Mechanism to share community news and events. A place to express views, which can influence strategy at local, provincial and  
national level. 

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

Please note therefore, that 
· The views expressed in these minutes do not necessarily reflect those of The AIDS Consortium. 

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

· Further information is available through our Resource Centre (library, distribution, and cyber café)  

[image: image7.jpg]\PIAQ




Outcomes: 

· Uncover by way of discussion, challenges and opportunities that pertain to community health workers.

· Learn about task shifting and its prospects for the community healthcare workers.

1. Welcome and introduction

· Gerard introduced himself and welcomed everyone to the meeting and thanked everyone for attending the meeting. He explained the theme for the month (Community Health Workers-confronting the issues) and the out comes

· Warm up exercise: stand up and massage the person next to you – this was done through a guided process

· Gerard asked all those attending the boa for the first time to stand up and introduce them selves:

The following organisations were represented:

· Tshifhiwa Home Based Care 

· Thusanang Project 

· LGBT Equality

· Afrika Vuka 

· Kwaze Kwasa 

· Mbalenhle Drop in Centre  

· Sakhisizwe

· PUSH 

Individuals:

Nelly Radebe 

2. Candle Lighting

Gerard asked everyone to stand up for a moment of silence to pay tribute to the people who have lost their lives to the epidemic and as an expression of solidarity in the fight against AIDS, Stigma and Discrimination.

3. Apologies and adoption of minutes

Apologies 

· Eunice Mabaso –Siyakhula Home Based Care 

· Hlobisile Ngidi –Yakha Ikusasa Manje 

· Sibongile Mazibuko-Nanga Vhutshilo

· Lorna Fisher –PUSH

· Tamara Mathebula –Iris Aid

Adoption previous Minutes

· The minutes were adopted by Bongani Sithole from the Aids Consortium and seconded by Bhekithemba Ndlovu.

· Gerard reflected on last months bua and opened the floor to anyone who wants to raise their opinions on the previous theme

· An affiliate from Gugulethu orphanage highlighted that the previous bua helped people and their organisations to understand how important it is to circumcise and what role circumcision plays in prevention. This will enable them to tell people from the communities something they know of and understand.

4. Task shifting presentation: Overview and prospects for community healthcare workers – Denise Hunt
Task Shifting   
Mobilising health care to save lives

Task Shifting 
Moving non clinical tasks to free nurses to initiate treatment and doctors to support and deal with crisis cases…..
Why?   

· 1000 people dying per day... 
· NSP targets … 
· Too few doctors and nurses: 
Doctors – 64: 100 000 people 
Nurses – 388: 100 000 people 
(Britain 256 Doctors: 100 000; 837 nurses: 100 000)
· Too few sites
· Transport challenges & waiting 
· Lack of treatment information & support
· Stigma & attitudes 
· 1000 people dying per day... 
· NSP targets … 
Expand the circle of support... 

Task Shifting
· Doctors 
· Nurses + 
· Lay counsellors & CHCWs 
· Lay counsellor 
· Doctor 
· CHCW
·  Nurse 
· Pharmacist  
Can it work?
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What does that mean to us as lay 
ounsellors and CHWs?   
‘The role of lay people in providing HIV testing, care and 
ounsellors is essential’ 
Policy under development – SANAC
· Mobilise & build capacity 
· Engage & empower

Communities 
· Link with PHC
· Get ready!! 
5. Theme based interactive drama – Themba HIV/AIDS Project

The drama addressed the following issues:

· Abuse (Sexually and emotionally)

· Stigma and discrimination 

· Volunteerism

· Community care workers 

· Challenges of stipends 

The drama team interacted with audiences around the above-mentioned issues and some of the concerns raised were:

· Caregivers do not know who the government is. They volunteer, are told to do ABC and they carry on with their work. 

· The issue of dry season is serious and is still happening. Some care workers indicated how they had not been paid for the past three months. 

· There is a need for extensive debriefing for caregivers as they carry the weight of their patients’ families on their shoulders.

· There is a need for a body that can represent the care workers; care workers have no recourse. 

· Care workers need to also care for themselves as they are mothers, carers, lovers etc. 

· Care workers are discriminated against because people have counsell them as having HIV just because they are care workers and mainly dealing with HIV (although this is not the only thing that they deal with).

Gerard thanked the members of Themba HIV/AIDS Project for the play.

· Gerard asked Grace from Thalithakumi Home Based caregivers to share her experience and challenges as Care Giver:

Grace

Working as a care giver you firstly need to be clean and presentable. As a care giver you need to be passionate about your job and be able to interact with people.

Challenges 

· We sometimes don’t have gloves, we use plastic bags

· Although we sometimes get stipends, but the money remains the same for so long, which is undesirable because we have families that we need to provide for and inflation is a challenge 

· Task shifting is still an issue as we are discriminated against by nurses (name calling); and sometimes, those nurses refuse to handle our patients

Amanda Peterson from PUSH shared her challenges as a care giver:

· We walk long distances to the clinics and we have to attend to more than four patients a day

· Our patients don’t want us to wear uniforms, they are afraid that people will know about their status. They are afraid of being discriminated against

· As caregivers we are not recognized by the government

· We are unable to develop our careers as most of us don’t have Matric Certificates and when positions become available, they require a matric certificate

· We are always stressed because of the workload

· We need a proper and standard job description

Having shared these challenges, Amanda also shared that volunteerism in some instances provides a pathway into great opportunities. She mentioned that one of her colleagues who was a caregiver, has now enrolled to be an auxiliary nurse. The crowd applauded in agreement to this. 

What kind of demands do the patients have?

· Bathe /Clean the wounds or bed sores 

· Give medication

· Clean the house – this was contested around the room as some say they do clean the house and others stating that it is not a requirement. Consensus was that, indeed this is not a requirement, but humanity does not allow some people to walk out of a dirty home as they are aware that a dirty environment makes the patient more vulnerable. 

· Take the patient to the clinic on the days when they are not well

· Counsel the patient and family

· Educate the patient and family about the disease

· Wash the patient’s clothes 

Challenges faced at clinics by caregivers?

· Name calling – they are referred to as “sisters with no epilates”

· Caregivers are expected to queue – there is no time for this as the demands of seeing more patients a day weighs heavy on the caregivers

· Balisi from Equality Project LGBT counsellor and chairperson in the Department of Community Health Care), suggested that Gauteng community health workers should work together with their local 
ounsellors. Balisi also raised the concern that Equality Project approached The AIDS Consortium to assist in addressing community healthcare workers issues to the government in 2005, but have since not received a response. 

Victor (Affiliate)

Suggested that the Community caregivers should not take the risk of working without necessary tools. There is no one to blame if you get injured or infected. Our local clinic in Tembisa supports us with necessary tools and they immediately assist us when we bring our patients in.

How did you build the relationship with the clinic? (Gerard asked)

We agreed to have a meeting every month where we discuss our problems and suggest ways in which they can be overcome and implement feasible suggestions. 

Is the way of the clinic and the caregiver to work together? Question from Gerard

Pastor Brian Mazibuko said that we need to come up with an advocacy strategy to solve the problem, if we all have the spirit of ubuntu we will be able to work together and work in harmony.

Denise (Executive Director) answering Balisi:

Denise Hunt (Executive Director) of The AIDS Consortium responded to the concern raised by Balisi to say that The AIDS Consortium did formulate a committee, on which organisations were asked to be representatives, which happened. Further on, the committee got stronger with representatives from various entities within the Department of Health and Social Development attending the meeting and finally committing to presenting a data sheet of organizations funded by DoH and DSD for organizations to always know where they stand with the funding. She further indicated that the process suffered when nominated representatives from civil society failed to attend meetings, which was discouraging both to The AIDS Consortium and the few committed government officials.

Comments by affiliates:

· The Government needs to create posts for healthcare workers

· We need to work together so that we all have one voice

· We need get involve in local Government offices

The way forward that was suggested by Gerard Payne (Advocacy Manager)

· We are going to draw up a petition suggested that the committees will take action

· We need to work together in addressing the issues to the Government Sarah from Mofolo Home Based Care was asked to talk about career development as a Community Care Giver

Career development

I have been given a task by the Programme Director to talk to you about career development. Career development is wide!

I am going to stick to home and community based health care because this is my filed of expertise. 

According to Greenhaus & Callahan; career development is an ongoing process by which individuals progress through a number of stages which are characterised by different tasks or themes.

The home and community based health care as a career, gives an opportunity to those who always wanted to be in the health care profession to practice even if they do not meet the minimum criteria or standard (Matric).

The requirement for the training of this category of a worker is a minimum of Grade 8 or people who are caring and are able to read and write English.

These are the people who are dedicated to working hard and have the passion for health caregiving.

The training for this category of worker has become a big necessity in the African continent, not only in South Africa, as there is a large shortage of health care professionals especially nurses; in all developing countries.

Training is offered by service providers who are accredited by the Health and Welfare SETA. 

In the beginning the Department of Health was responsible for their training.

Today these people can exit at different points of their training and become : Community educators, Home based caregivers, Assistants to physiotherapists, Assistants to pharmacists, Assistants to social workers, Paramedics, work in frail care, become Small & Medium Entrepreneurs. Some of these people also work at TB clinics, hospices, old age homes, home based care projects etc.

I am happy to inform you that the Gauteng Dept of Health has also started with the training of this category of worker to become enrolled nurse (Staff nurse).

The requirements are a grade 8 certificate, basic care giver training of 69 days, Ancillary Health Care Certificate and proof of working with an NGO as a health care giver or community health care worker.

The first group has written their SANC (South African Nursing Council) exams in March this year. The second group will start in June this year.  The four nursing colleges that offer this training are Chris Hani Bara Nursing College, Ann Latsky Nursing College, S.G. Lourens Nursing College and Garankuwa Nursing College.

Remember, if these people want to study further, they can do so after they have passed and completed their community service – period of one year.  They can then do the bridging course, on completion of which they will become professional nurses (sisters).

Career aspects in the healthcare Industry

South Africa has experienced a loss of healthcare workers to other countries like England, Australia and Saudi Arabia. This is even more remarkable in nursing care line. In the meantime the vacuum created by the intellectual property cannot be easily regained because of the part education deficiencies. Most children do not have the correct subjects or symbols to enter into training for Diplomas; in training as a nurse and other health related studies. 

The solution to this problem is to start those that are already working at a lower level and promoting them until they reach the highest level. These are the career opportunities that lie ahead for today’s caregivers and those interested in this field. The government of today has created SETAs to address the inequalities of the parts relevant to the health industry. Service providers for training have to be accredited by SETA as this entitles them to provide training. These trainings have different modules with accredited standards.

7. Heroes Campaign

The “HEROES campaign” is an AIDS Consortium initiative responding to the negative perception of classifying HIV and AIDS as an outcome of sexual excess and low moral character. This perception discourages disclosure and fuels stigma and discrimination. 

This campaign aims to challenge stigma and discrimination on the basis of one’s HIV status by encouraging discussion and disclosure. Through sharing their personal journeys, prominent people living openly with HIV are the chosen advocates/faces of this campaign. Through the use of media such as posters, videos and audio clips, the ‘HERO’ is profiled as they share their journey in dealing with the outcome of their disclosure. This is meant to:

· Challenge stigma and discrimination on the basis of one’s HIV status

· Open channels of communication and encourage testing

· Promote leadership by HIV positive individuals (Greater Involvement of People Living with HIV) 

· Encourage discussions around stigma and discrimination. 

 A hero is therefore defined as a high profile person or a person in a prominent position in society who is openly living with HIV and has taken ownership of their status and is willing to share their journey. 

The Chairperson called Rhulani (AIDS Consortium Communication and resources manager) to introduce our April heroine:

Rhulani greeted everyone and shared her excitement around the campaign and then played a video clip of the heroine: Mercy Makhalemele –Director of Tshabotsogo Consultancy 

Living with HIV for more than 15 years.

 “HIV is a very personal matter therefore your image is your powerful tool against stigma-the world will see what you want them to see’’- message on poster
Mercy-Firstly thanked the Aids Consortium for the acknowledgement of being a selected heroine for the month.

I was diagnosed with HIV in 1993. On my way home in a taxi I could not hold myself from crying and when the other passengers asked me why I was crying I just told him that my mother passed away as I could not  tell them because of the stigma attached to HIV in those days. At that moment I could already imagine myself going through the phases/stages of AIDS. Example; being thin, having sores and feeling like I would die at any moment, from when I found out about my status I didn’t want to look at myself in the mirror as I was thinking that I will be unable to handle the way I looked (for years).I am happy that I have people who support me – my son and my husband. Today I understand that your image is important because it helps you to understand other images.  Thanking the community healthcare workers: now I belong to a community that has changed from1993 when the stigma was high but today it’s fading away; thank you for hard work and for being passionate about normalising HIV in our communities. Personally I am afraid of AIDS, but I want to die from it rather than a car accident, or some such, because I know that it is my destiny. I would like to emphasise that people should take care of themselves even our Nurses and Doctors are dying from AIDS. We need to take care of each other.

8. Vote of thanks  by the chairperson:

· Gerard thanked everyone for attending the meeting and asked all staff members of the Aids Consortium to come forward to thank our affiliates.

· He reminded affiliates to complete the evaluation form.

· He highlighted the item in the agenda that will be carried over to the next meeting because we were out of time.

· The meeting was adjourned at 15h00.
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10 SECTION D: Attendance register

Gauteng Attendance Register

Venue: Museum Afrika, Bree Str. Newtown

Date:  07 April 2009
Time: 12H00-14H30
	No.
	Name and Surname
	Organisation
	Contact Details

	1. 
	Johannes Metsing
	Africa Vuka Foundation
	072 149 8901

	2. 
	Surprise Hlatshwayo
	Vuka TB/AIDS Project
	073 502 4113

	3. 
	Tamie Hotele
	Vuka TB/AIDS
	074 855 0648

	4. 
	Teboho Phali
	Lesedi Youth Project
	082 977 4567

	5. 
	Lebo
	Tebohong Youth Project 
	084 942 9095

	6. 
	May Makhoro
	Infected and Affected 
	011 528 0927

	7. 
	Andiswa Mjali
	Khula Home CC
	076 312 4729

	8. 
	Stephen Legodi
	Othandweni NGO
	073 452 2089

	9. 
	Zukiswa Mbuqe
	Infected and Affected 
	083 985 1982

	10. 
	Toy Lande
	Infected and Affected 
	011 985 9450

	11. 
	Moses Mahlangu
	Bophelong Project
	011 924 4898

	12. 
	Mary Masite
	Themba HIV/AIDS 
	011 339 7222

	13. 
	Nomenzi Nzalo 
	Berea Hillbrow Home of Hope
	073 281 8285

	14. 
	Mbali Tshabalala
	Berea Hillbrow Home of Hope
	073 509 1957

	15. 
	Sonnyboy Mzalazala
	Individual
	078 217 3737

	16. 
	Hendry Vilakazi
	Thiboloha Bophelong 
	083 984 1515

	17. 
	Nomatamsanqa Mlenga
	Somelele
	078 370 4572

	18. 
	Cynthia 
	Somelele Support Group
	072 876 1274

	19. 
	Bheki Simelane
	Themba Interactive
	073 318 9593

	20. 
	Sweetness Buthelezi
	Themba Interactive
	011 339 7222

	21. 
	Sarah Burdeniuk
	Themba Interactive
	011 339 7222

	22. 
	Gift Netsianda
	Ubuntu Restoration Action for Conflict
	074 519 3334

	23. 
	Sibongile
	Bophelo HBC
	08/3 762 0078

	24. 
	Busie Nkabinde 
	Emdeni Helping Hand
	084 747 6762

	25. 
	Busisiwe Radebe
	Thusanang HBC
	076 610 2751

	26. 
	Rita Vilakazi
	Thusanang HBC
	073 884 6645

	27. 
	Priscilla Khanoe
	PUSH
	071 382 2304

	28. 
	Amanda Pieterson 
	PUSH
	079 293 8610

	29. 
	Doreen Makete
	Sedibeng sa Bophelo
	072 471 6354

	30. 
	Ruth Markos
	Sedibeng sa Bophelo 
	078 249 8155

	31. 
	Doris Vilakazi 
	Helping Hand HBC
	079 410 3000

	32. 
	Jabu Makgalemele
	Individual
	

	33. 
	Remo Chipatiso
	Themba Interactive
	083 536 3235

	34. 
	Drycina Jeli
	 Soweto Home Based  Care
	079 977 3051

	35. 
	Sibongile Nkwanyena
	Luthando Primary Health Care
	083 928 4926

	36. 
	
	Kabiso MMAG
	082 513 2275

	37. 
	Leratamang Mahlake
	DAM
	073 972 7058

	38. 
	Jeffrey Mashin
	Olife Leaf Foundation
	084 233 8424

	39. 
	Beauty Ngcobo
	Olife Leaf Foundation
	073 278 2407

	40. 
	Christopher Tshuma
	Individual
	083 718 2501

	41. 
	Thandiwe Mzondi
	Shap
	083 343 6754

	42. 
	Mmabatho
	Community AIDS Response
	011 728 0218

	43. 
	Lydia Modise 
	GPFO
	072 899 1240

	44. 
	Masechaba Mlotshoa
	DAM
	078 868 0392

	45. 
	Caroline Lerato Mojanaga
	DAM
	084 227 4028

	46. 
	Lorraine Koape
	
	

	47. 
	Jane Makokoe
	Rebalepile HBC
	083 347 9506

	48. 
	Rebecca Monareng
	Rebalepile HBC 
	073 740 8624

	49. 
	Sibongile
	Othandweni
	083 524 2628

	50. 
	Thandazile Nene
	Othandweni
	082 674 3931

	51. 
	Brian Mazibuko
	Solidarity
	083 617 3100

	52. 
	Nosipho Mnguni
	SATHCAG HBC
	011 860 3403

	53. 
	Sikhumbuzo Siwetshe
	Clean Touch
	072 996 3905

	54. 
	Thabane kaBhebhe
	Individual
	076 984 2343

	55. 
	Poppy Themba
	Thalitha Kumi
	072 825 1102

	56. 
	Nomthandazo Maqaqa
	Tshepo Ya Ka Orphans
	083 394 8837

	57. 
	Grace Mitchells
	Thalitha Kumi
	083 873 0818

	58. 
	Nelly Radebe
	Individual
	078 629 0262

	59. 
	Victor Sibeko
	Wide Horizon Hospice
	078 476 4719

	60. 
	Abram Vanto
	
	083 637 6226

	61. 
	Sarah Qawu
	Mofolo HBC
	083 951 8588

	62. 
	Nkele Mnisi
	Red Cross Soweto Branch
	072 685 0803

	63. 
	Edward Rammila
	Church of Jesus Christ Youth Project 
	073 729 3366

	64. 
	Christina Radebe
	Bonang Thuso HBC
	079 756 6396

	65. 
	Delinah Mkhwanazi
	Bonang Thuso HBC
	076 132 7703

	66. 
	Savi Veerapan
	Individual
	084 826 8103

	67. 
	Betty Dube 
	Clean Touch Organisation
	083 944 8933

	68. 
	Ivy Hammond
	Emmanuel Home
	072 799 2087

	69. 
	Catherine 
	Care Wokers Diakonia Aids Ministry
	076 601 4539

	70. 
	Andrew Mofokeng
	Battle AIDS Project
	073 109 1888

	71. 
	Angeline Tshabalala
	Lethithemba HBC
	072 780 0705

	72. 
	Anna Matumba
	Good Hope HBC
	084 923 2555

	73. 
	Annastasia Sibeko
	SHBCG
	073 332 5324

	74. 
	Elias Molokomme
	Tshifhiwaw HBC
	072 114 2244

	75. 
	George Percensie
	LCOD
	073 172 1624

	76. 
	Gloria Dlalisa
	Humana People to People
	078 175 5059

	77. 
	Happy Molobane
	Tebohong Youth Project
	084 942 9095

	78. 
	J. Mampho Huma
	Diakonia AIDS Ministry 
	084 243 5381

	79. 
	Jane Nyalungu
	Thola Ulwazi
	083 342 9871

	80. 
	Juliet Kabe
	PECO
	072 537 4238

	81. 
	Kelebogile Kabanyane
	Simunye Support Group
	083 723 0776

	82. 
	Khombisile
	Thembani HBC
	084 770 1869

	83. 
	Khumo Malema
	Themba Interactive 
	076 667 0775

	84. 
	Lesiba Komelane
	Themba Interactive
	078 065 8416

	85. 
	Liberty Khumalo
	Hope for All
	071 983 5700

	86. 
	Linda Mkhwebane
	Qalakabusha HBC
	078 294 3684

	87. 
	Linda Velebayi
	Bontle Jwa Tshepo Consultancy
	076 755 7703

	88. 
	Lorraine Koape
	Lethithemba HBC
	083 364 9675

	89. 
	Magdaline Mathole
	Emdeni Helping Hands
	072 313 5065

	90. 
	Maggie Mathenjwa
	Humana People to People
	084 744 2544

	91. 
	Merle Carrim
	Thembani HBC
	

	92. 
	Muneera Manana
	Muslim Aids Programme
	074 501 9963

	93. 
	Musa Williams
	Nigel Caring Community
	071 636 6892

	94. 
	Pinky Sechabela
	Mofolo HBC
	083 740 6126

	95. 
	Sarajoice Khumalo
	Diepkloof Forum
	073 638 1551

	96. 
	Sindi Solopi
	CARE
	073 159 0084

	97. 
	Thami Ncombo
	MCDP
	076 343 9215

	98. 
	Thandi Maseko
	Siphesihle HBC
	073 649 7418

	99. 
	Thembi Skosana
	Vuka TB/AIDS
	072 305 7039

	100. 
	Thuli Zwane
	Uncedolwethu 
	073 238 5747

	101. 
	Tiisetso Ratshudumela
	Tsebo ke Matla
	084 040 8255

	102. 
	Tshepo Mashoene
	PECO
	072 455 1512

	103. 
	Vusi Msiza
	Bophelo Foundation
	076 655 0917

	104. 
	Xoliswa Sodonswana
	Sakhisizwe AIDS Care
	079 385 1398

	105. 
	Dimpho Maruping
	AC
	

	106. 
	Denise Hunt
	AC
	

	107. 
	Bongani Sithole
	AC
	

	108. 
	Sauwe Maditsi
	AC
	

	109. 
	Gerard Payne
	AC
	

	110. 
	Joseph Dithako
	AC
	

	111. 
	Kau Makgosa
	AC
	

	112. 
	Rhulani Lehloka
	AC
	

	113. 
	Oupa Mothilene
	AC
	

	114. 
	Nonzolo Mgcina
	AC
	

	115. 
	Mpho Putu
	AC
	

	116. 
	Simon Morare
	Themba HIV/AIDS
	011 339 7222

	117. 
	Bekithemba Ndlovu
	In Vivo Health Care
	078 925 7766

	118. 
	Patricia Msomi
	Bonisiwe Field Care
	072 034 7

	119. 
	Thabo Nhlapo
	Themba HIV/AIDS
	073 163 6098

	120. 
	Prudence Mhaula
	Themba HIV/AIDS  
	073 751 2428

	121. 
	Precious Mathibela
	Themba HIV/AIDS
	073 533 7746 

	122. 
	Boitumelo Sekhu
	Themba HIV/AIDS
	072 570 6912

	123. 
	Blessing Mandlazi
	Themba HIV/AIDS
	072 636 2778

	124. 
	Leigh Mathina
	Themba HIV/AIDS
	078 960 8520

	125. 
	Mpumi Silima
	Themba HIV/AIDS
	 073 084 3062

	126. 
	Rendani Madala
	Themba HIV/AIDS
	078 577 4085

	127. 
	Busisiwe Nene
	Mbalenhle
	073 631 2100

	128. 
	Zodwa Nkabinde 
	Sakhisizwe 
	072 594 2737

	129. 
	Busisiwe Mani
	Sakhisizwe
	078 610 2680

	130. 
	Mpho Marumo
	Sakhisizwe
	073 299 1271

	131. 
	Edzisani Muremi
	Sakhisizwe
	072 482 6667

	132. 
	Dalina Mokoena
	Sakhisizwe
	

	133. 
	Juliet Kabe
	PECO
	072 537 4238

	134. 
	Balise Mahlangu
	LGBT Equality Project
	073 031 7315 

	135. 
	Gadifele Khambule
	Thola Ulwazi HBC and Hospice
	082 407 5314

	136. 
	Anna Moloi
	Diakonia AIDS Ministry
	082 437 8438

	137. 
	Elizabeth Masinga
	Diakonia AIDS Ministry
	076 203 9786

	138. 
	Lizbeth Dumiso
	Katlehong
	073 983 6111

	139. 
	Cecilia Motaung
	Kwaze Kwasa HBC
	073 702 0616

	140. 
	Neziwe Mkhwa
	Kwaze Kwasa HBC
	083 439 1275

	141. 
	Ntomikayise 
	Hlengiwe Women of Destiny
	073 121 3027

	142. 
	Lindiwe Kesekile
	Hlengiwe Women of Destiny
	078 612 8852

	143. 
	Moipone Machaba
	Hlengiwe Women of Destiny
	083 747 3591

	144. 
	Jabu Khoza
	Reisumi Impumelelo
	083 995 2714

	145. 
	Miriam Kalipinde
	AHOMSA
	078 392 5406

	146. 
	Ricky Mpofu
	SANGOCO
	072 710 7180

	147. 
	Tebogo Bogosi
	Diepkloof Forum
	011 985 8311

	148. 
	Prodence Mogale
	Diepkloof Forum
	011 985 8311

	149. 
	Jennifer Malada
	Diepkloof Forum
	011 985 8311

	150. 
	Makhosazana Khubeka
	Diepkloof Forum
	011 985 8311

	151. 
	Khethiwe Mlangeni
	Diepkloof Forum
	011 985 8311

	152. 
	Christina Makhuba
	Tshifhiwa HBC
	083 947 8127

	153. 
	Siboniso Dlamini
	Sakhisizwe
	079 106 3705

	154. 
	Pulane Peterson
	Sakhisizwe
	073 088 7425

	155. 
	Tebogo Ravele
	Themba HIV/AIDS
	076 656 8204

	156. 
	John Kundishora
	Individual
	083 544 7649

	157. 
	Justin Rene M. Edropia
	Individual 
	073 409 5824








HIV-Related TB Can Be Prevented and Treated – and 


You Can Help!
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