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1. Introduction - The treatment era: A global overview

As a result of falling

antiretroviral (ARV)
prices, new sources of
international funding

and growing political
commitment, providing
Credit: Credit: Georgina Cranston/IRIN treatment to HIV-positive
people in the developing
world is, for the first time,
becoming an achievable goal.

The number of people receiving ARVs in develop-
ing countries has more than doubled from 400,000
in December 2003 to about 1 million in June 2005,
according to a report released by the World Health
Organization (WHO) and UNAIDS.

However, access to HIV treatment still falls short of
the growing need, and overall progress is unlikely to
be fast enough to reach the target, set by WHO and
UNAIDS, of treating three million people by the end of
2005 in the 3 x 5" programme.

This comes at a time when the HIV/AIDS epidemic
is still outpacing the global response, making the
need to expand access to ARVs critical. Globally, an
estimated 30 million people have already died of AIDS
and today an estimated 40 million people in the devel-
oping world are HIV positive.

Speaking in June 2005 at the release of a special
United Nations report on AIDS, UN Secretary-General
Kofi Annan called for urgent action, saying, “How we
fare in the fight against AIDS is crucial: halting the
spread is not only a Millennium Development Goal
in itself; it is a prerequisite for reaching most of the
others”.

In sub-Saharan Africa 3.8 million people need treat-
ment, but as of June 2005, only 500,000 people were
on the life-prolonging medication.

The number of people currently receiving ARVs in Asia
tripled to 155,000 between June 2004 and June 2005.
Asia - the second most affected region in the world
- is facing soaring HIV/AIDS rates, with India soon to
overtake South Africa as having the highest number
of infections by 2006.

Epidemiologists also predict that in China 10 to 15
million people will be infected by 2010, according to
the US-based National Intelligence Council Report of
late 2002.

UNAIDS estimates that 8.2 million people in Asia are
living with the virus. Of these, 1.3 million need ARVs
but, in most cases, countries administer treatment to
less than 25 percent of those who need it, according
to TREAT Asia, an organisation with monitoring and
treatment sites in 24 locations across the region.

Complex environment

Often referred to as the ‘Lazarus drug;, the potential of
ARVs to dramatically improve the health and quality
of life of those near death, while extending the lives of
people with HIV/AIDS, is now well recognised.

But the global rollout of ARVs takes place in a complex
social, political and economic environment.

Dr Douglas Webb of the UN Children Fund’s (UNICEF)
Africa HIV/AIDS section told IRIN: “Investment in ARV
prophylaxis will save costs in AIDS-related treatment,
as well as countless lives. The most expensive, and
needless, scenario is to allow people to develop full-
blown AIDS”

Millions of dollars spent now could save billions in
the future. WHO data from Brazil indicates that the
costs associated with providing universal access to
ARV therapy from 1996 to 2002 amounted to US $1.8
billion, but the savings in hospital and ambulatory
care services reached $2.2 billion, “not to mention
the broader savings related to teachers who keep on
teaching, parents who remain with their children, and
farmers who continue to work on their land.”

Webb described Brazil as a “shining light leading the
way forward” in terms of the government’s handling
of ARV treatment and offering universal access to the
people.

Brazil has also proven that it is possible to contain HIV/
AIDS in a resource-poor environment with relatively
weak health infrastructure. It has delivered free ARVs
to virtually every HIV-positive patient in need - despite
the size of the country and its large population.

Profits and prices

Most of the debate concerning the availability and
access to antiretroviral therapy (ART), now revolves
around the core issues of economics, equity and
ethics.

A mix of payment systems - free, subsidised or self-
paying - are applied by governments, and criteria for
access to ART differ widely. What is increasingly clear,
however, is the inequity in access, even when the
drugs are free.

“Given their limited access to income and other pro-
ductive resources, women are less likely to be able to
participate in self-pay schemes, even with subsidised
prices,”a report by the US-based Centre for Health and
Gender Equity noted.

Because of the additional cost of paediatric ARVs, and
the difficulty of calculating the correct dose when
using adult ARVs, HIV-positive children are another
group that are often sidelined by the existing rollout.
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A study in Senegal found that when the cost of drugs
for opportunistic infections, laboratory exams, con-
sultations and hospitalisation fees were calculated,
patients on ART paid an additional US $130 a year
- a significant amount for most people living on less
than a dollar a day, and a reason cited for treatment
interruptions.

The “Freeby5” campaign argues that any form of
payment disadvantages the poor, while exemption
systems are not cost-effective. The signatories to the
declaration noted that a “prerequisite for ensuring
that treatment programmes are scaled up, equitable
and efficient, and provide quality care, is to imple-
ment universally free access to a minimum medical
package, including ARVs, through the public health-
care system”.

The unfortunate reality is that not everybody who
needs treatment will be able to access it - but if you
are rich and live in a city, you stand a better chance.
“What we can look forward to is some treatment, for
some people, in some settings,” said professor Alan
Whiteside at the Health Economics and HIV/AIDS
Research Division of the University of KwaZulu-Natal,
South Africa.

He called for an informed debate at national and com-
munity level about who should have access to treat-
ment, rather than leaving it to the doctors or the ad
hoc rationing caused by limited services.

The well-resourced and powerful pharmaceutical
companies have lobbied hard to protect their patents
or intellectual property rights and maintain higher
prices for their drugs, while activists have encouraged
countries to stimulate cost-cutting competition and
patent-breaking manufacture of the medication.

Nevertheless, international pressure has led to major
drug companies cutting their prices significantly in
recent years.

The actual price of ARV drugs is not the most impor-
tant issue to UNICEF's Dr Doug Webb. “It's never
really been about the prices: the demand for ARVs is
dependant on the infrastructure to deliver. There are
all kinds of blockages in the delivery systems, and with
over 80 percent of those infected not knowing their
own status you don't have a demand-driven economic
context.”

The doctor gap

The delivery platform for national rollout programmes
is the overburdened and under-resourced public
health system, whose decline has been accelerated by
the toll of HIV/AIDS.

WHO acknowledges that “major new investment in
countries’ health systems” will be needed - an addi-
tional 100,000 health and community workers for a
start. It estimates that the cost of achieving the '3 by 5’
goals will be US $5.5 billion, but points to the ongoing

mobilisation of international finance, and the lasting
benefits that well-managed increased spending on
ART will have on public healthcare in general.

Numerous agencies across Asia also report the same
problem in areas where generic ARV products are
widely available, but where the ‘doctor-gap’- as TREAT
Asia describes it - is acute.

In India just 510 doctors know how to administer
ARVs, meaning that the potential doctor-to-HIV-
patient ratio for ARV therapy would be over 9,000
patients to a single doctor. Experts in China estimate
there are only 200 doctors trained to administer ARV
therapy to a rapidly growing population of 840,000
HIV-positive individuals.

Continued stigma and denial

Where ART is available, agencies are finding it hard to
convince people to come forward to take the medica-
tion, as stigma still influences people’s response to
treatment.

Denial is the preferred option for many who know
they are living with HIV, even if they have sufficient
funds or free access to ARV treatment. Experts esti-
mate that in some regions 80 percent to 90 percent of
those infected are unaware of their status.

In its extensive work in providing ARV treatment in
Latin America, Africa and Asia, Medecins Sans Fron-
tieres (MSF) have found that the importance of work-
ing at the community level to overcome social stigma
and ensure adherence to the ARV regime is critical
if the therapy is to be successful. In their Bangkok
policy document of July 2004, MSF emphasised that
community participation was equally as important as
reducing the cost of the medication if ARV treatment
is to be scaled up.

Beyond the issues of social stigma and limited medical
capacity, experts cite a wide range of economic and
political forces that affect access to treatment in most
developing countries, such as trade rules that interfere
with generic competition and prevent millions of poor
people from accessing ARV medication by putting it
beyond their economic reach.

With just four months to go before the end of the year,
it seems unlikely that the WHO campaign to put three
million people in the developing world on anti-AIDS
drugs by the end of 2005 will be met.

“Treatment expansion is moving at a snail’s pace,
reported MSF in late January 2005.“From the perspec-
tive of a medical humanitarian organisation, working
in resource-poor countries to treat people with AIDS,
the global picture is bleak.”

According to MSF, only 700,000 or 12 percent of the
nearly six million people in need of ARVs are currently
receiving the drugs.
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“We have to be optimistic - but its going to take a lot
longer than we expected,” Dr Douglas Webb told IRIN
while commenting on the failure to meet the 3 x 5’
ARV treatment targets. “We need to massively invest
in public delivery systems, combined with a huge
increase in uptake of voluntary counselling and test-
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Features -The challenges of ART delivery

Mozambique is a cata-
logue of the problems
that poor countries face
when they expand anti-
retroviral therapy (ART).
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Maputo Central Hospital: two lab technicians National HIV prevalence
from Malawi learn to do HIV tests, viral load and = jn 2004 was projected
(D4 counts.
Cred e AIN to be 149 percent
among people aged 15
to 49, based on sentinel surveillance by the ministry
of health and the National Institute for Statistics. The
average hides sharp disparities between provinces,
ranging from 26.5 percent in Sofala to 8 percent in
Nampula. Provinces bordering South Africa, Zimba-
bwe and Malawi are the worst affected.

Among the estimated 1.4 million people living with
HIV/AIDS, 218,000 needed treatment in 2004, accord-
ing to a National Institute of Statistics study.

As of July 2005, 12,600 people were on ART. The goal
is to have 29,000 people on ART by the end of 2005
- reaching 132,000 in 2008. But activists are becoming
frustrated with the slow pace of the roll-out.

Healthcare providers

The first problem is lack of human resources. There
are 800 doctors, 300 of them expatriates, in a popula-
tion of 18.9 million. This means one doctor for every
24,000 people, against one per 5,000 to 10,000 recom-
mended by the World Health Organisation. The 11,000
nurses represent one per 1,700 people, while WHO
recommends one every 300.

Healthcare is also unevenly spread: 80 percent of doc-
tors are in Maputo, the capital; among all health staff,
those in the provinces have the lowest qualifications.

Due to AIDS-related deaths, Mozambique needs to
train 25 percent more doctors and nurses every year
just to maintain the existing low levels of staffing, says
a study by the ministry of health.

The University Eduardo Mondlane, the new National
Health Institute in Maputo, and the new Nursing
School in Beira are increasing student uptake, but
to retain them in the country after graduation will
require better salaries and working conditions.

Meanwhile, with donor money to offer monthly
salaries of US $3,000, the government is recruiting 120
doctors in Cuba and India.

Infrastructure

Another problem is poor health infrastructure. In
the provinces, sub-standard facilities and lack of
basic equipment is common. Many of the 27 rural
general hospitals operate below minimum accept-

able standards, says the Health Sector Strategic Plan
2002-2005.

To enable ART, the Italian Catholic NGO, Communita
de Santo Egidio, rehabilitated three molecular labora-
tories with state-of-the art equipment. The biggest, at
Maputo’s Central Hospital, cost US $450,000; those in
Maputo and Beira are operational, and Nampula will
open soon to serve the northern region.

In the meantime, blood samples are sent weekly from
the north to Maputo by courier airplane - run-down
inter-provincial roads make some airfreight unavoid-
able.

The lab in Maputo offers training for health personnel
from Mozambique and other African countries where
Santo Egidio plans to start ART.

At Maputo Central Hospital, Brazilian cooperation
funds ARV training for doctors and nurses, and about
200 doctors have been trained, so that every province
now has ARV-competent doctors.

Dr Rui Bastos is the Mozambican training coordina-
tor. “We are overworked,” he says. “We lack diagnosis
capacity, drugs for opportunistic infections, nurses,
psychologists and resources in general.”

Other problems are the lack of legislation on post-
exposure prophylaxis and deliberate infection, and
the ethical conflict between professional confidenti-
ality versus medical notification to partners, says the
HIV/AIDS National Strategic Plan 2004-2008.

Treatment providers

Two NGOs, Medecins Sans Frontieres (MSF) and Santo
Egidio, run model community-based care and treat-
ment projects: MSF treats 5,000 patients in Maputo
and Lichinga; Santo Egidio runs 13 sites in Maputo
and Beira, treating 4,200 patients.

By 2007 Santo Egidio plans to treat 8,400 persons at 20
sites in five provinces.

In Maputo, MSF is working at full capacity. Its clinic
there has lengthy waiting lists. “It is frustrating, but our
human and financial resources are limited,” says MSF
general coordinator Patrick Wieland.

MSF employs 20 medical staff in Maputo, including
two Mozambican and three foreign doctors, and 10
non-medical staff. The total annual cost of the pro-
gramme is $2.5 million, but, being donor-dependent,
MSF can only guarantee five years of treatment, and
continuation hinges on additional funding. Patients
must understand this, sign consent forms, and hope.

“It is not our role to treat everyone,” says Wieland. “We
showed ART is feasible; we can train others, but we
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cannot substitute for the government.”

Santo Egidio operates on a different model, at a lower
annual cost of $2.2 million. The Catholic charity relies
on volunteers from Italy and other countries, who pay
their travel to Mozambique during holidays and work
one month for free at its sites.

The annual treatment cost per patient at Santo Egidio
is $700, broken down to $300 for generic antiretrovi-
rals (ARVs) and $400 for tests and other support.

The success of such ART programmes in Mozambique
and elsewhere in Africa lies in strong community
involvement regarding patient identification, selec-
tion, care, support and monitoring. It is labour and
capital intensive.

Besides drugs and tests, patients need good food,
clean water and a healthy environment; mothers need
formula for babies. Santo Egidio distributes food,
insecticide-treated mosquito nets, water filters and
home-based care kits, while MSF has partners who
provide this support.

Can these schemes be replicated by the public health
sector?

“As it is, no,” says Wieland. “Local solutions are needed
- there is no other choice”

Gabriella Bortolot, coordinator at Santo Egidio, says:
“We can't export a western model to Africa, but the
challenge is to develop an African model of quality
care”

Local solutions include using non-medical person-
nel at all levels. Lay community workers, trained and
supported by referral systems, can run pharmacies, do
routine follow-up, counselling, and home or palliative
care; nurses and clinical officers can offer prescription
and consultation, while community health workers
can monitor patients for toxicity and clinical failure,
freeing scarce doctors to attend mainly to complica-
tions.

Eliminating the requirement for viral load and CD4
counts before starting treatment bypasses expensive
tests.

Expansion

Mozambique began planning nationwide ART in 2002
with a degree of reluctance: health authorities knew
first-hand the problems involved.

“AIDS should not detract from other health services, it
should reinforce them,” says Dr Mouzinho Saidi of the
National Programme to Fight HIV/AIDS.

The examples of successful ART schemes run by NGOs
helped dissolve the initial reluctance, but today the
government is under pressure from activists and
donors alike to expand treatment access.

“We are resisting donor pressure to increase the num-
bers because we want to grow in a sustainable way,’
says Saidi.”If we lose control, drugs will end up [being]
sold on the streets and patients will not be properly
monitored.”

The fear of creating resistant strains of the virus is
palpable, as is the fear of donor funds shrinking in the
future.

“The government is very conscious that, once we start,
we can't stop, so these are reasonable figures reflect-
ing local capacity,” says WHO representative Dr Bokar
Toure.

The ethical imperative and the practical feasibility of
ART in Africa are now widely accepted. The challenge
is at what pace and how.

“Scaling-up was decided by donors in foreign capi-
tals, who don't know the on-the-ground reality of
treating patients,” says Wieland. “Westerners like to
do a lot quickly, and have quick impact, but we need
long-term strategies to sustain results, not relying on
donors and their whims!”

Coordination

Throughout the interview with IRIN/PlusNews, Saidi
stressed one point: coordination.“We can’t have disor-
ganised growth or parallel systems for treatment, drug
procurement and drug supply,” he explained.

Mozambique, like other developing countries, has a
variety of health care providers, including the state,
NGOs, churches and the private sector.

ART began in Mozambique with NGOs; the public
health sector came later. The challenge is to coordi-
nate the whole spectrum of ART providers.

One point of friction is patient selection. The medical
criteria - a CD4 count under 200 or stage lll/IV of AIDS
- are established by WHO. Additional social criteria,
which become crucial when need exceeds supply,
vary.

The government has not developed national social
criteria to select patients. Hence, it clashes with
Santo Egidio because the charity provides ART to 100
inmates at a prison in its clinic’s catchment area. The
government argues that prisoners cannot support
treatment with healthy living; the Catholic charity
argues that every patient has the right to treatment.

Planning and coordination could have avoided this
problem.

Donor dependency

In UNDP’s Human Development Index, Mozambique
ranks at 171 out of 177 countries. In 2003 its GNI per
capita was US $210, compared to an average of $450
in sub-Saharan Africa.
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In 2000 foreign aid accounted for 70 percent of all
spending on health, 46 percent of education expendi-
ture and 75 percent of the funds spent on infrastruc-
ture, such as roads and water.

In 1999 foreign aid provided 52 percent of the $100
million health budget, notes the Health Sector Strate-
gic Plan. With increased foreign funding for AIDS, the
ratio is higher today.

Mozambique is one of the most donor-dependent
countries in the world, and its treatment plan echoes
this. The government worries about the long-term
sustainability of treatment, and the recent wrangle
among donors about financial support for the Global
Fund to Fight AIDS, TB and Malaria feeds these con-
cerns.

Then you meet Ana Maria Muhai, 43, a dynamic activ-
ist in Machava on the outskirts of Maputo. Her miner
husband returned from South Africa in 1998 with a
retrenchment bonus and promptly left her and their
three young children when she became sick.

Show us the money!

Protest emails flowed fast
and furious in November
2004 when AIDS activists
at a meeting in Arusha,
Tanzania, lobbied against
a US-led drive to delay a
new round of grants by
the Global Fund to Fight
AIDS, Tuberculosis and
Malaria.

The United States, the
AIDS activists have pushed fo-r better access to IarQESt ContribUtor to
generics and lower prices for brandname drugs. the four—year—old Fund,
Credit: PlusNews . .

raised concerns about its
efficiency and accountability, the absorptive capacity
of recipient countries and grants to rogue regimes like

North Korea.

A compromise was reached in Arusha and a delayed
new $1 billion round took place earlier this year. But
the problem showcased the uncertainty under which
the Fund operates, and the myriad AlDS-related activi-
ties it finances from Albania to Zimbabwe.

During four proposal rounds since its inception, the
Global Fund has approved up to US $3 billion in grants
to 128 countries - falling short of raising the $10 billion
a year it set out to raise four years ago.

In February 2002, Muhai, weighing 29 kg, ravaged by
opportunistic infections, bald, with horrible skin rashes
and a bad cough, arrived at the clinic. In three weeks
ARVs brought her back from the brink of death.

Today, a healthy Muhai helps patients with treatment
adherence. When some ask if she is paid by the Italians
to say she is HIV positive, she pulls out an old photo.
“Then they see it is for real - | know it is not a cure, but
| feel cured,” she says.

There are 1.4 million people like Ana Maria Muhai in
Mozambique, whose contribution to family, commu-
nity and nation is unique, irreplaceable, and threat-
ened by the virus.

Meanwhile, the US Congress has set the US contribu-
tion to the Fund for 2005 at US $350 million, or $200
million less than in 2004. Activists read this as proof of
Washington’s “go-it-alone” approach to AIDS, eschew-
ing multilateral institutions in favour of George Bush’s
President’s Emergency Plan for AIDS Relief (PEPFAR),

launched in 2003.

The controversial five-year $15 billion PEPFAR pro-
gramme funds treatment, prevention, orphan and
palliative care in 15 developing countries. (Botswana,
Cote d'lvoire, Ethiopia, Guyana, Haiti, Kenya, Mozam-
bique, Namibia, Nigeria, Rwanda, South Africa, Tanza-
nia, Uganda, Vietnam and Zambia).

Brands versus generics

Its two most contentious issues are the preference for
expensive brandname antiretrovirals (ARVs) instead
of cheaper generic drugs, and abstinence and fidel-
ity over condoms in prevention. Critics charge that
PEPFAR protects the interests of big US-based phar-
maceutical companies and the agenda of the Chris-
tian religious right.

Before the Arusha meeting, the Ecumenical Pharma-
ceutical Network (EPN), which represents Christian
hospitals and charities in 22 developing countries,
criticised PEPFAR's choice of brandname drugs for
antiretroviral therapy (ART).
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The health services of developing countries normally
use generic drugs to treat AIDS. Adding branded
ARVs creates a two-tier, multidrug regime system,
which complicates procurement and supply lines,
while burdening health professionals and community
health workers, who have to administer different drug
regimes, sometimes to patients in the same family.

Generic treatment uses a 3-in-1 fixed-dose combina-
tion pill taken once a day. Branded ART consists of
several pills a day, which can complicate adherence
and encourage pill sharing among family members,
said EPN.

PEPFAR will not use generic ARVs that are not
approved by the US Food and Drug Administration
(FDA) - not even those approved by the World Health
Organisation (WHO). Critics argue that the FDA is not
the global arbiter of drug quality, and should reinforce
WHO's stringent qualification process instead of shun-
ning it.

Conceding the point, the FDA is fast-tracking approval
of 3-in-1 generic medication for 2005. In January,
South African pharmaceutical company Aspen Phar-
macare, became the first drug firm to receive approval
for its fixed-dose combination generic ARVs under the
expedited review process.

However, the US-based pressure group, Health Gap,
says the FDA process is “a bottomless pit of enhanced
approval criteria aimed at shutting out generics from
approval’, that will give drug companies time to
develop 3-in-1 brand-name pills.

Generic ARVs got a boost recently with the release of
results from the world’s first open clinical study on the
safety and effectiveness of a 3-in-1 pill, conducted in
Cameroon by Medecins Sans Frontieres-Switzerland
and the French agency for research on HIV/AIDS, in
which Triomune, a drug produced by Indian manufac-
turer CIPLA performed as well as brand medicines.

After six months, 80 percent of patients, formerly at
stage IV of AIDS (where the body’s immune system
has been incapacitated by the virus), had undetect-
able viral loads. “We know from our direct field experi-
ence that these generic fixed-dose-combinations are
prolonging lives,” said an MSF statement.

While the price of ARVs has fallen dramatically over
the last few years - from $15,000 a year to $185 in
South Africa - PEPFAR pays premium prices for its
medicines. The Wall Street Journal reported in Octo-
ber 2004 that PEPFAR was paying more than twice
as much for AIDS drugs than the World Bank or the
Global Fund - the two other main funding sources for
ART. Paying double the price equals treating half the
patients, say critics.

Itis the fall in drug prices that has brought what Dr Eric
Goemare of MSF calls “a seismic shift”in the ability and
willingness of governments to treat their citizens.

Shifting strategy

Reacting to criticism, PEPFAR pledged to harmonise
its AIDS work with other donors and governments.
Ambassador Randall Tobias, head of the US Office of
the Global AIDS Coordinator, promised “to respect
local government decisions as to how to manage their
HIV/AIDS programmes”.

One example is Mozambique: it provides only generic
ARVs and wants to stay that way. A multiplicity of drug
regimes would further burden the rundown health
infrastructure and scarce health professionals in one
of the world’s poorest countries.

“We can’t have parallel systems and duplication of
efforts in drug procurement, pharmacy, comput-
erisation, monitoring and training,” said Dr Mouzinho
Saidi of Mozambique’s National Programme to Fight
HIV/AIDS. “Just think: patients and their doctors would
be confined to the place where a certain ART is avail-
able”

The Mozambican government argued that PEPFAR
should support the national strategy and not impose
another.“We had long, tough, high-level negotiations
but, eventually, we reached consensus,” Saidi told
IRIN/PlusNews.

PEPFAR's commitment to Mozambique for 2004 is
$25.5 million, including funds for prevention, coun-
selling, mother-to-child transmission, orphans and
home-based care.

PEPFAR agreed to fund the non-pharmaceutical
parts of ART, to expand ART sites, train health work-
ers, improve labs, and ensure blood safety. It will also
provide branded second-line ARVs (for patients with
resistance to generic first-line ones) and paediatric
ARVs, the two most expensive drug items.

But in Botswana - another PEPFAR recipient - a dispute
arose in January when the US programme announced
that it was helping 32,839 HIV-positive people in the
country access treatment.

After Botswana health officials disputed these figures,
saying PEPFAR had not delivered the $2.5 million
it had pledged for HIV/AIDS treatment, the Bush
administration in June released revised numbers,
claiming PEPFAR was supporting treatment for 20,000
in Botswana. However, debate remains over the accu-
racy of that number.

The EPN has recommended that PEPFAR coordinate
more effectively with existing HIV/AIDS programmes.
As the number of funding sources has grown, so
has recognition of the need for harmonisation and
streamlining of donor procedures to enable better
utilisation of grants.

The so-called “three ones” - one national AIDS action
plan, one national coordinating strategy, one moni-
toring system - are key to preventing duplication
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and identifying bottlenecks to aid flows, according
to UNAIDS.

But the Global Fund has also been recognised as more
than a funding mechanism. “The Fund is rewriting the
rules on delivering assistance. It tries to marry the best
of all other instruments: an emergency spirit, recipi-
ent-owned programmes, and participatory processes,’
Mabel van Orange, managing director of the Brus-
sels-based Open Society Institute, said at the Bangkok
AIDS conference.

Among the criticisms of PEPFAR is that it diverts
potential financing from the Global Fund.“Donor gov-
ernments need to view the Global Fund in the same
way that they view their other national priorities,
like contributions to international peacekeeping, or
investments in domestic school systems,” the Interna-
tional Council of AIDS Service Organisations said in a
report released in 2004.

Treatment criteria - deciding who gets to live

Every Saturday a bus
brings prisoners under
armed escort to a clinic
in Machava, on the out-
skirts of the Mozambican
capital, Maputo, to get
their antiretroviral (ARV)

Ugandan Augustine Kishangakivisits EllyTumusine, i Ils.

a nurse and HIV-positive activist who just recently

started on ARVs after being veryill.

Credit: RIN The clinic, run by the

Italian Catholic charity,
Santo Egidio, treats over 2,500 patients, among them
100 inmates from the local jail.

This has caused friction between the charity and the
ministry of health, which has complained that it was
not informed of the decision to treat prisoners. Santo
Egidio has responded that it was up to the depart-
ment of correctional services to inform the ministry.

But the real issue at stake is: when the need for antiret-
roviral therapy (ART) exceeds supply, which patients
have priority?

The problem arises because Mozambique has been
slow to develop national criteria for patient selection:
in their absence, non-government ART providers have
been making their own choices.

The medical criteria to start treatment - a CD4 count
under 200 or stage Ill/IV of AIDS - are defined by the
World Health Organisation, but additional social crite-
ria can vary widely.

The Santo Egidio clinic employs one yardstick, and
that is geographical - it will treat any patient in its
catchment area. As a Catholic institution, Santo Egidio
“places central importance on each and every life’,
according to its booklet, ‘Dream: Treating AIDS in
Africa’

“Every sick person deserves treatment,” said Dr Noor-

jehan Abdul Magid, who works at the Machava clinic.
The booklet, however, mentions “priority-setting” for
pregnant women, single mothers, teachers and health
workers.

The Mozambican networks of people living with
HIV/AIDS argue that inmates are unable to live healthy
lives and support treatment with good nutrition, exer-
cise, and safe sex, given the prevalence of unprotected
anal sex in jail.

“With our scarce resources, it would be better to treat
those who have support for compliance from family
and associations of HIV-positive people,” said Julio
Mujojo, executive secretary of the National Network
of Associations of People Living with HIV/AIDS.

Who comes first?

Social criteria for patient selection in resource-poor
settings differ greatly. Botswana, which provides uni-
versal free ART through its public health service, pri-
oritises patients with TB, pregnant women, and their
children and spouses.

In Uganda it took long debates for members of The
AIDS Support Organisation (TASO) to agree that,
after medical criteria, seniority of membership would
count. TASO, a model support group for HIV-positive
people founded in 1987, has 30,000 clients and began
providing ART this year.

At the Medecins Sans Frontieres (MSF) AIDS pro-
gramme in Khayelitsha, South Africa, a committee
comprising health professionals, social workers and
representatives of people living with AIDS and the
community assesses a number of criteria: residence
in the catchment area, regular attendance at the clinic
for three months, number of dependents, health and
income.

A clinic worker visits the prospective patient at home
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to checkresidential stability, alcohol abuse, family sup-
port, ability to disclose to at least one family member,
and preferably to live openly with HIV, and the degree
of community activism.

“Patient selection potentially challenges equity in the
delivery of services and, therefore, requires clearly
defined and transparent procedures,” said an MSF
study on Khayelitsha.

Gender

Gender disparities also determine who gets treated.
The experience in several African countries shows that
when treatment is free, more women and children
access it. When there is co-payment, however small,
men are the majority of patients.

On average, in free ART programmes, 60 percent of
the patients are women, 10 percent are children, and
30 percent men. When co-payment is involved, 60 per-
cent are men and 40 percent women.

“In ART, gender should be a constant preoccupation,
an obsession,” the UN Special Envoy for HIV/AIDS in
Africa, Stephen Lewis, told IRIN/PlusNews.

Abundant literature also documents the plight and
vulnerability of widows: dispossession of home, land
and children, ritual cleansing and poverty.

Polygamy is another tricky issue.“If only two adults per
family can be treated, who has priority - the senior or
the junior wife?” asked Florence Mahoro, an HIV-posi-
tive activist at a Parliamentary Forum on HIV/AIDS in
Kampala, Uganda, earlier this year.

HIV-positive activists

HIV-positive activists often seek preference as a reward
for their contribution to the fight against AIDS.

Mali and other West African countries grant fee waiv-
ers for ART to activists who disclose their HIV status in
public as part of AIDS prevention and de-stigmatisa-
tion efforts. Associations of people living with HIV/
AIDS see an influx of new members seeking treatment
as a result.

In her study, ‘Equity in Access to AIDS Treatment in
Africa: Pitfalls Among Achievements, author Aline
Desclaux wonders if “public disclosure is not a second
payment to access treatment, and a form of confes-
sion of having a disease still frowned upon.”

But rewarding activists reinforces their key roll in treat-
ment programmes, and helps them gain social accep-
tance. The drawbacks, observers note, can involve
power struggles and conflict within organisations.

“It’s a terrible position to decide who lives and who
dies, and we should leave it to doctors, who make
those decisions daily in operations,” said Dr Francis
Omaswa, director of health at Uganda’s ministry of

health.

The networks of people living with AIDS in Uganda
disagree. They want to be represented in patient
selection committees in hospitals, and they want
activists to have preference.

“We give a lot back to society,” noted Musisi Josephus
Gavah, coordinator of the Mukono District Network
of People Living with HIV/AIDS (Mudinet) in central
Uganda.

Mudinet has 600 members and is a force for commu-
nity health and welfare in the district. It offers counsel-
ling, AIDS prevention, home-based care and treatment
adherence; hands out condoms and mosquito nets for
malaria control; provides uniforms, school fees and
support to orphans; training in making wills and eco-
nomic planning, and has 50 groups in income-genera-
tion schemes.

Co-payment

Some West African countries require a co-payment
for ART proportional to the patient’s resources. Sen-
egal, which started Africa’s first public treatment pro-
gramme in 1997, experimented with sliding fees but
dropped them in 2001 because the sums collected
represented only 12 percent of the costs incurred by
the state, and processing the fees was expensive and
cumbersome.

Furthermore, studies have shown that co-payment
reduced adherence and increased the number of
dropouts. The best adherence rates were recorded
among patients treated free of charge, and surveys
in Burkina Faso and South Africa have shown similar
results.

“In Africa, neither patients nor their families can afford
this cost,” said Dr Bernard Taverne, medical anthro-
pologist at the Institute for Research on Development
in Dakar, Senegal.

If ART becomes a financial burden to patients, the risk
is that they will abandon treatment - potentially gen-
erating drug resistance - or turn to the informal market
for ARVs, traditional medicine and non-approved
drugs, or migrate to neighbouring countries offering
cheaper ART.

This conclusion led a coalition of relief and develop-
ment agencies to launch an international campaign in
November 2004, called Freeby5, urging all ART-related
costs to be free to all patients. (www.heard.org.za)

“User fees are barriers to equity, efficiency and quality
in AIDS treatment,” said the campaign’s manifesto.

In Mali, Senegal, Burkina Faso and Cote d’lvoire, ART
schemes grant fee exemptions or reductions to cer-
tain individuals or groups, such as health profession-
als, children, HIV-positive activists, patients previously
included in research programmes, widows, orphans,
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pregnant women, retired or destitute persons, and
students.

The logic is based on merit, social productivity,
dependency, ability to pay, and ethics in research
programmes.

The decision-making process includes consensus
among programme supervisors, political decisions by
health experts, examination of individual situations by
multidisciplinary committees, and pre-selection by
health professionals, social workers or associations of
HIV-positive people.

What emerges from experience and in the literature is
the need for checks and balances - otherwise, ART will
reproduce existing inequalities, where people with
connections have access.

A case in point is Angola, where the state provides free
ARVs to about 3,000 patients. Since the programme is
government-funded, with no external donors, the
selection process is less than transparent.

A short history of antiretrovirals

Once upon a time there
was a failed anti-cancer
drug called zidovudine,
which had been rejected
because it was so toxic
and had such unpleas-
ant side effects. Twenty
years later, under the
name AZT, it became the
vanguard of medicines
in the fight against the
human immunodefi-
ciency virus (HIV).

From failed cancer drug to multi-billion dollar
industry.

AZT was seen as a breakthrough - the first medication
that seemed to attack the virus itself. It was thus the
first real hope for people infected with HIV, which until
then had almost certainly led to death.

In 1986 a clinical trial on patients in eight American
cities was stopped after four months because AZT
seemed to have such dramatic effects on the virus.
The next year AZT (Retrovir) became available com-
mercially as the first antiretroviral to be registered by
the US Food and Drug Administration (FDA).

Unfortunately, follow-up research was not so optimis-
tic. Clinical trials in Europe found no long-term benefit
from using AZT, especially if patients started taking
the drug before they showed signs of AIDS. And, wor-

”

“There are no controls whatsoever in this programme,
Rafael Marques, country director of the Open Society
in Angola, told IRIN/PlusNews.

As ART expands in Africa, there will be difficult choices
about who gets access to life-saving services, and why.
The critical issue of eligibility needs ample discussion
among all stakeholders.

“Human rights, law and ethics provide guidance to
expanding services in a just and equitable manner,’
concluded a study by the UN-appointed Commission

on HIV/AIDS and Governance in Africa.

ryingly, healthy patients taking AZT seemed to die
faster than their sicker counterparts.

What was not appreciated then was that taking only
one antiretroviral at a time - monotherapy - has only
a short-term benefit, because the virus mutates so
rapidly that drug-resistant strains swiftly become
dominant.

Until 1991 AZT was the only - and very expensive
- hope available for people sick with AIDS. In that year
another antiretroviral, ddl (didanosine, Videx), created
specifically for patients who had become resistant to
AZT, was registered. By this time the World Health
Organisation estimated that 10 million people were
infected with the HI virus worldwide, of whom a mil-
lion were in the United States.

In 1992 ddC (zalcitabine, Hivid), was approved for
use in the US, followed by d4T (Zerit) in 1994 and 3TC
(Epivir, lamivudine) in 1995.

All these drugs are classified as nucleoside reverse
transcriptase inhibitors (NRTIs), which resemble the
chemical building blocks - nucleosides - used by
reverse transcriptase, a key enzyme required by the HI
virus for intracellular replication. NRTIs have a chemi-
cal twist, which ensures that, once taken up by the
enzyme, the NRTI molecules terminate the building of
the viral DNA chain, stalling virus production.
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The problem is that HIV can show cross-resistance to
different drugs in the same group. So, for example,
a patient treated with AZT monotherapy is likely to
quickly show some resistance to other NRTIs but
because they are all slightly different, dual therapy
using two drugs in the same class is still more effective
and sustainable than monotherapy. This was demon-
strated in 1997 when the FDA registered Combivir, a
combination drug containing both AZT and 3TC. In
this case resistance to one drug appeared to counter
resistance to the other.

1996 brought registration of nevirapine (Viramune,
NVP), the first in a new class of antiretrovirals: non-
nucleoside transcriptase inhibitors (NNRTI), a group
of drugs that stops the duplication of viral DNA by
directly disabling the reverse transcriptase enzyme
itself.

The development of NNRTIs was a breakthrough
because they worked against viruses that had become
resistant to NRTIs, and researchers quickly found
that dual therapy - using two drugs simultaneously
- was most effective when the drugs were from two
different groups. Other NNRTIs, such as delarvirdine
(Rescriptor, DLV) and efavirenz (Sustiva, EFV) followed
in 1997 and 1998.

NNRTIs were overshadowed by the arrival of a third
class of drugs - protease inhibitors (Pls). These work
at a later stage of the HIV life cycle by interfering with
the protease enzyme, the other key enzyme required
by the Hl virus for intracellular replication.

First off the blocks with FDA registration were saquina-
vir (Fortovase, SQV, Invirase) in 1995, followed by
ritonavir (Norvir, RTV) and indinavir (Crixivan, IDV) in
1996, nelfinavir (Viracept, NFV) in 1997 and amprena-
vir (Agenerase, APV) in 1999.

With three groups of anti-HIV drugs available, HAART
- highly active antiretroviral therapy, using multiple
drugs - began to evolve, and antiretrovirals became
known as Lazarus drugs because they appeared to
resurrect patients from near death.

The latest class of antiretrovirals to be developed are
fusion inhibitors, which prevent the HI virus from
infecting human cells by blocking the viral proteins
used to dock into cell membranes. To date there is
only one FDA-registered fusion inhibitor - enfuvirtide
(Fuzeon, T-20), registered in March 2003. Fuzeon has
to be administered by injection, is expensive and has
many side effects but, because it is the first of a totally
different class of drugs, it offers another chance to
patients who have become resistant to other treat-
ment regimes.

“Positive living” eclipsed by ARV drive

In sub-Saharan Africa, the
region hardest hit by the
HIV/AIDS pandemic, the
thrust to bring antiretro-
viral (ARV) drugs to the
3.8 million people who
need them has tended
to overshadow all other
treatment efforts.

The reality on the ground
is that only five percent

Better nutrition can buy time.

Credit: RIN of those who qualify
for the life-prolonging
medicines are so far receiving them.

The World Health Organisation is pushing to increase
access with its “3 by 5” initiative, which aims to have
three million people in developing countries on ARVs
by the end of 2005. But putting millions of people

on lifelong drug regimens in countries with under-
resourced health systems presents enormous logisti-
cal hurdles that will take time to overcome.

The question, in the meantime, is how to slow down
the alarming loss of life that is robbing children of
their parents, communities of their spirit and econo-
mies of their skilled workforce. In other words, how
can governments buy their HIV-positive citizens time
until they can make the drugs more widely available?
The answer may be as simple as good nutrition.

But in sub-Saharan Africa nutrition is no simple matter.
Here people who contract the HI virus spiral towards
death much more quickly than their western counter-
parts, not primarily because they lack access to ARV
drugs, but because they often lack even basic foods
in sufficient quantity. The HI virus reduces the body’s
ability to absorb nutrients, making good nutrition
especially important to people living with the disease,
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and particularly devastating to those who cannot
afford it.

“The problem of food, in so many southern African
countries, is desperately acute,” Stephen Lewis, the
UN’s special envoy on HIV/AIDS in Africa, pointed out
recently. “I'm not merely talking nutrition; I'm talking
survival. Enough food not to be starving and perpetu-
ally hungry, so hungry it robs your immune system of
its ability to fight the virus.”

The World Food Programme has expanded its focus
on disaster and famine relief to include providing
nutritional support to HIV/AIDS programmes in eight
African countries. In general, though, the issue of food
security is still not attracting anything like the interna-
tional attention and resources that ARVs has.

Concerned about confusion over the nutritional needs
of HIV-positive people, the World Health Organisa-
tion (WHO) in April 2005 held a meeting in Durban
with officials and researchers from 20 countries from
eastern and southern Africa, to address the growing
market of immune boosters, supplements and “mira-
cle cures”aimed at people living with HIV/AIDS.

In South Africa, in particular, the issue of nutrition has
been marginalised by a damaging and often politi-
cised debate that has tended to frame it in opposition
to ARV drugs.

Statements by the health minister, suggesting that
eating immune-boosting foods, like garlic and olive
oil, can delay the need for ARV drugs, have been
perceived as a tactic to undermine the importance
of ARVs.

In fact, say many nutritionists, she was on the right
track, although she could be accused of bad market-

ing.

In the early days of the epidemic, when South African
David Patient was diagnosed as HIV positive, doctors
told him there was nothing they could do. Patient
began watching his diet - avoiding sugar and fast
foods, eating more fresh fruits and vegetables and
taking multivitamin tablets - because, he says: “It was
the only thing | could do to empower myself”.

Twenty-two years later, Patient recently started taking
ARVs because he wanted to lower his viral load enough
to safely father a child. In his view, the successful pro-
motion of good nutrition will mean changing the per-
ception of AIDS as an automatic death sentence.

“For 20 years we've been telling people AIDS kills, and
now we're saying, ‘you can live with this disease; so we
need to remarket it,” he told IRIN/PlusNews. “We need
to educate the population about wellness, so people
realise that their health is in their hands.”

In the last five years, Patient said, nutrition has become
increasingly “mainstream”. Positive living campaigns
have helped spread awareness and the “either or”

debate has evolved into widespread recognition that
nutrition is essential, both as a means of postponing
the time when ARV treatment becomes necessary,
and in terms of the body’s ability to handle the power-
ful drugs.

The key issue now is one of affordability. With pov-
erty deepening across much of Africa, most people
living with HIV do not have the resources to support a
healthy diet. In Southern Africa they fill up on starchy
maize-based staples that have been largely stripped of
their nutrient content as a result of food processing.

A more sustainable solution to food insecurity may
come in the form of nutritional supplements that can
be cheaply produced and easily distributed.

Industrial chemist Basil Kransdorff developed one
such product three years ago at the request of Com-
munity AIDS Response, a Johannesburg-based NGO
that provides home-based care to severely ill AIDS
patients. The product, called ePap, is a powdery mix-
ture of pre-cooked maize meal, soya and a host of
vitamins and minerals that can be mixed with cold or
lukewarm water or milk to create a filling porridge or
shake.

According to Kransdorff, one portion of ePap has 29
times the nutritional value of refined maize meal and
is nutritionally equivalent to eating a five-course meal.
Without fanfare, largely through word of mouth, ePap
has developed into something of an international
phenomenon. Distributed mainly by NGOs and com-
munity projects, 2 million portions of ePap a month
are now consumed in 17 countries across the conti-
nent.

Kransdorff believes he may have hit upon “an Afri-
can solution to an African problem” - an affordable
intervention that can empower people with HIV to
continue living productive lives, while governments
develop the capacity needed to manage large-scale
ARV rollouts.

“My belief is that with good nutrition we can turn
the HIV pandemic into one very similar to diabetes,
where you can live with the problem and manage it
with good nutrition and medicines,” Kransdorff said.
“Parents can carry on living, working and caring for
their children”
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Local manufacture - competition key to cheaper ARVs

The high-tech compres-
sion machine at Aspen
Pharmacare’s new facil-
ity in Port Elizabeth,
South Africa, spits out
Nevirapine tablets at a
rate of 150,000 an hour.
Pharmacists clad in sur-
gical masks and hairnets
fiddle with controls and
take regular samples to ensure the tablets are consis-
tent in size and hardness, but mostly there is little for
them to do but stand back and watch.

Developing countries have had the right to produce
generic drugs to fight health crises since 2001.
Credit: IRIN

Across the road, Aspen’s older facility struggles to
produce the same quantity of tablets in a day. All anti-
retroviral (ARV) drugs made by Aspen will eventually
be manufactured at the new plant.

“We can manufacture the full requirements of the
continent,” said Aspen'’s senior executive for strategic
trade development, Stavros Nicolaou. “But we're not
going to get 100 percent of that business.”

As the continent’s largest pharmaceutical manufac-
turer, and one of the few companies in Africa with
the size and capacity to sustain local ARV production,
it seems likely that Aspen is set to seize a significant
portion of “that business”.

Procuring affordable supplies of ARVs is central to the
increasingly pressing question of how cash-strapped
African governments will sustain their HIV/AIDS
treatment programmes. But there is no consensus
on whether manufacturing the drugs locally is the
answer.

National pride

Developing countries have had the right to produce
generic drugs to fight health crises since 2001, but
most African countries lack the infrastructure or
market size to support such enterprises. Although the
prices of ARVs have plunged with the introduction
of generics, the vast majority are still manufactured
elsewhere.

“Every little country wants to manufacture ARVs,
said South African coordinator for the World Health
Organisation’s (WHO) Drug Action Programme, Martin
Auton. “A lot of it's national pride - but you have to
make sure it's economically viable, and not just pro-
ducing for the sake of producing”

To be economically viable, smaller countries need
to be able to market their drugs beyond their own
borders but, before another country will consider
buying them, they want an assurance of quality. At the
moment, South Africa is the only country on the conti-
nent with a trusted regulatory body, like the Medicines
Control Council, that can give that assurance.

In the absence of local regulatory authorities, WHO
has stepped in to provide a stringent quality assess-
ment of its own, and passing WHO's prequalification
scheme is now a requirement for countries seeking
funding for local drug manufacture from the Geneva-
based Global Fund.

WHO is also developing an assessment to help coun-
tries determine whether a local drug-making venture
is likely to succeed financially. Auton suspects that few
of the smaller countries would make the grade unless
they formed alliances that could guarantee them size-
able markets. WHO is in the process of researching this
option.

The real key to keeping drug prices down, though,
said Auton, was to create competition in the market-
place, and that might mean a combination of locally
manufactured and imported drugs would be the
best solution for government-sponsored ARV pro-
grammes. Using multiple suppliers would also help
guarantee an uninterrupted supply of the life-pro-
longing medicines.

“You don't want to be dependent on one supplier, who
then holds you ransom down the line,” he explained.

“If it's a question of saving lives, you can't just rely on
local production,” agreed Jonathan Berger of the AIDS
Law Project in South Africa. “Given that there aren't
enough local producers, they have to compete with
importers.”

The South African government’s long-awaited AIDS
drugs tender was finally awarded in March 2005,
after months of delay. Generic manufacturers Aspen
Pharmacare and Cipla-Medpro, were awarded the
lion’s share of the orders where generic versions of the
original drugs are available.

Chief director of pharmaceutical planning and policy,
Dr Humphrey Zokufa, made no secret of the govern-
ment’s preference for local manufacturers and its
long-term goal of reversing South Africa’s reliance on
importing drugs, particularly ARVs.

“If we're importing ARVs, and the manufacturer is
experiencing an increased demand in their country,
they’'ll be looking at supplying their local populations
before us,” Zokufa said.

Currently, Aspen still imports the active ingredients of
ARV drugs. But after buying Fine Chemicals - a Cape
Town-based facility that manufactures raw materi-
als for pharmaceuticals - in March 2004, the plan is
eventually to manufacture those ingredients at Fine
Chemicals to secure their supply and further reduce
the end cost of the drugs.
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How much profit?

Dr Marta Darder, coordinator of the Medecins Sans
Frontieres Access to Essential Medicines Campaign
in South Africa, was wary of government’s depen-
dence on the private sector to supply its treatment
programme. She would prefer a situation like that in
Thailand and Brazil, where government-owned facili-
ties are successfully supplying those countries’ treat-
ment programmes with affordable ARVs.

“It's fine to make a profit; it's about what is the margin
of profit,” Darder said. She was satisfied that Aspen
was supplying the public sector with ARV drugs on a
“cost-recovery” basis but, at more than three times the
subsidised rate, regarded the cost of their drugs to the
private sector as prohibitively high.

“Generic companies are just like other companies,’
Auton pointed out.“They get the maximum price they
can charge”

Until recently, Aspen was the only company in South
Africa in possession of “voluntary licenses” to make
generic versions of ARV drugs developed by drug
multinationals Bristol-Myers Squibb, GlaxoSmithKline
and Boehringer Ingelheim. But, following a complaint
lodged by the Treatment Action Campaign, and
several other groups and individuals, that Glaxo and
Boehringer were charging excessively high prices, the
Competition Commission required the companies to
release licenses to other local companies.

According to Andy Gray, a senior lecturer with the
department of therapeutics and medicines manage-
ment at the Nelson R Mandela School of Medicine,
there were a number of good quality plants in South
Africa that could move into ARV production with the
right technology. Gray said he knew of at least two
that were looking into the possibility, but noted that
if the goal was to keep prices down by encouraging
competition, more could be done by the government
to provide such companies with financial incentives.

Nicolaou insisted that Aspen was happy to compete
with other suppliers and that it took its “socio-eco-
nomic responsibility to the continent” seriously.
Besides the “humanitarian aspect,” he said, providing
ARVs as cheaply as possible was about securing future
markets for the company.

“If economies collapse due to the HIV/AIDS epidemic,
then governments can't buy your products,’ he
explained.

After a two-year wait, Aspen completed registration of
its six adult and two paediatric ARV products with the
Medicines Control Council in 2004 and, according to
Nicolaou'’s estimates, was already supplying about 60
percent of the local public sector demand and about a
third of the total number of South Africans on ARVs.

So far they are only supplying a local market, but their
licensing agreements allow them to export the drugs
throughout sub-Saharan Africa.

Since winning a contract from the Clinton Founda-
tion in October 2004 to supply several other African
countries, Aspen’s fixed dose combination drugs have
received ‘tentative approval’ by the United States
Federal Drug Administration (FDA) - the first tentative
approval of an HIV drug regimen manufactured by a
non-US-based generic pharmaceutical company.

While the ARVs may not be sold in the US, the company
will be eligible to supply the drugs to programmes in
the region funded by the President’s Emergency Plan
for AIDS Relief (PEPFAR).

As long as the outlook for sub-Saharan Africa’'s HIV/
AIDS epidemic remains gloomy, a bright future for
Aspen Pharmacare seems assured.
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3. Interviews December 2004
Interview with Stephen Lewis, UN Special Envoy for HIV/AIDS in Africa

Stephen Lewis is the UN Special Envoy for HIV/AIDS in Africa, and has been a key
campaigner for urgent and robust international action to meet the challenge of the
pandemic. He spoke to IRIN/PlusNews about his optimism over the ‘3 by 5’ initia-
tive.

QUESTION: After the problems seen in Arusha with the Global Fund’s next
round and donors’ apparent reluctance to increase their funding, what guar-
antees of sustainability can mass antiretroviral (ARV) treatment have?

ANSWER: My own feeling is that it will be impossible for the western world to turn
y off the financial tap once the treatment is underway. The treatment will be abridged
Stephen Lewis UN Special Envoy for HIV/AIDS in - by the amount of money available, but | think however many people are put into
Al Cedt N treatment, that treatment will be sustained. | do not foresee a situation where the
resources will suddenly be cut off in the middle of the treatment.

| also feel confident that we're going to turn a significant financial corner in 2005; that there’s something really
important happening, which isn’t fully understood yet, and that’s that the United Kingdom is taking over the AIDS
agenda. The UK has the chairpersonship of the G8 next year, and of the European Union. They've already said
they’re going to host the Global Fund meeting in September, and they’ve asked for a major meeting in March to
bring together all the major players.

[Chancellor of the Exchequer] Gordon Brown is pursuing relentlessly [industrialised countries], moving them
to the 0.7 percent of GDP target for ODA [Overseas Development Aid]. The way in which the United Kingdom
is taking on this agenda finally gives leadership to what has been the most difficult problem on the planet: the
leadership simply has not been there before.

So, I have a cautious optimism that we're about to see a significant jump in resources. And I'm one of those people
who still believe that it is possible to achieve the WHO's [World Health Organisation] target of three million people
in treatment by 2005. | genuinely believe it’s still within reach, and that the momentum is picking up at country
level. | don't want to pretend it's going to be easy, though - it's going to be very tough.

Q: Are we urging poor countries to take on life-or-death commitments that are dependent on erratic out-
side funding?

A:In a sense we are. Let’s take Lesotho, for example: they want to have 28,000 people on treatment by 2005, and
this is without question one of the poorest countries on the face of the earth; a country that lacks capacity and
has one of the highest prevalence rates in the world. Nevertheless, the government is so determined to save its
people that | feel nothing will stop them, and if Global Fund money suddenly dried up, they'd be on the hook, but
I don't believe their treatment programme would fall apart - because every one of these countries understands
they are in a life-or-death struggle. Personally, | don’t believe they'll be faced by abandonment but, if that terrible
prospect happened, they would somehow sustain treatment.

Q:To what extent has the recent controversy around some generic companies withdrawing from the World
Health Organisation’s prequalification list threatened the survival of ARV programmes?

A: 1 don't think it's threatened it one whit. | think what is important is to recognise that what the WHO was doing
was being fiercely protective of quality assurance. | think the significant thing that’s happened is not that the
drugs were de-listed because they're of lesser quality, but because some of the bioequivalence work done by
others was shoddy.

What | think is really important is the fact that two of [generic drug manufacturer] CIPLA’s drugs have been rein-
stated after they were given appropriate bioequivalency studies. In early 2005 | think you'll see additional drugs
reinstated and new drugs put on the list. The WHO's 3 by 5 programme and its prequalification process, and the
support they've given for generics, are among the most dramatic and visionary interventions of any made by the
UN since this began.

Q: Isn’t there a danger that the positive living aspect of HIV/AIDS treatment is being lost with all the focus
on ART?

A:There is inevitably the argument being put that prevention is being sidelined by this obsession with treatment,
and that nutrition is being diminished somewhat, and that the various opportunistic infections are being inad-
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equately attended to, and that the simple truth of positive living is being diminished because of the obsession
with ARVs - | understand that. But my own feeling is that once we get treatment significantly underway, every-
thing else will be given it's due.

It was inevitable, as you have 25 million people in Africa fighting for survival, that the treatment process would
preoccupy us. But it will calm down and, as it does, the focus on positive living and nutrition - all these things -
will reassert their place again. | don’t really think they’re being lost, but | think the debate and the loud discourse
about treatment inevitably takes the centre of attention.

[Meanwhile] the health sector must benefit from what’s happening, otherwise it makes no sense - it must include
the building of capacity: they won't be able to sustain the treatment unless they have greater capacity. In many
ways capacity is an even greater hurdle than the flow of resources. Treatment must not displace all the other
priorities in the health system. We have to recognise ARVs are the centrepiece of the struggle at the moment, but
the treatment of AIDS must be seen as a way to strengthen capacity and infrastructure.

Q: What do you think are the key components of a successful government rollout of ART?

A:Number one: there must be a voluntary testing and counselling culture developed in the country - testing must
become central to the response and very careful and sophisticated counselling techniques must be developed
and honoured and implemented. Number two, | think, is the constant and steady and reliable flow of drugs - those
drugs must never be interrupted. Overall, it would be preferable to have the fixed-dose combination generic as
the first line of response. It may be that the brand-name products will one day come up with a fixed-dose combi-
nation of their own but, at the moment, we need a continuous flow of the fixed-dose combination drugs.

Number three: we need the facilities and the capacity to sustain the treatment, and that means an adequate
number of health professionals, which means an emergency training intervention - you don't always need a
doctor or even a nurse, but you do need people who are carefully trained in the minimum requirements.

We can’t continue to lose health professionals from these high-prevalence countries - western countries have to
come up with an agreement whereby we won't be poaching health workers from these countries; they have to be
paid an adequate salary and given benefits, so that they'll be induced to stay in their countries.

The fourth component is to make sure that you have a network of community health workers, who can follow the
people who have AIDS back into their communities and make sure the regimens are adhered to, and that resis-
tance or side effects are dealt with - the most recent UNAIDS report showed that 90 percent of the care is being
done at a community level. I'm probably missing many things, but for me those four points are key.

There’s another ingredient people don't talk about enough, and that’s food; I'm not merely talking nutrition; I'm
talking survival - enough food not to be starving and perpetually hungry; so hungry it robs your immune system
of its ability to fight the virus. The problem of food in so many of the southern African countries is desperately
acute.

Again, you have a UN agency which is showing an astonishing resolve and response, and that’s the WFP [World
Food Programme]. What they’re doing at a country level - you just have to see it to believe it. They've completely
enlarged their focus, so theyre not only responding to natural disasters, they're responding to the human pre-
dicament of AIDS.

Q: Beyond the rhetoric, are people living with AIDS really considered an asset in the response to HIV and
AIDS, rather than the source of the problem?

A:1think the rhetoric is largely illusory - | don't trust the rhetoric. When | travel | don't see it being translated into
genuine respect for people living with AIDS, and recognition of what they can contribute. A lot of it is extremely
pro-forma and offensive, and it's used as a way of fobbing off the issue. | think it varies from country to country
but, in most cases I've encountered, the government considers the people living with AIDS, who are leading the
fight against prevention, as more of a nuisance than real contributors.

They just simply don’t get enough of a hearing, because it's not yet understood that they can contribute because
they are the experts - they know everything about the virus. They should be meeting with ministries of health on
a daily basis and talking to all the other sectors, including education and agriculture, and they should be demon-
strating to governments - whether it’s through the workplace or community programmes - how you overcome
stigma. They should be integrated completely into public policy at every level and in every sector, and they are
not.

I never see due respect for the very knowledgeable and important community of people living with AIDS. I'm
constantly reminding communities and governments that it's not just respect that’s needed, it's also a recognition
that you can't afford to lose this body of knowledge.
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Interview with Dr Jim Kim, director of WHO’s HIV/AIDS department

In 2003 the World Health Organisation (WHO) joined UNAIDS and the Global Fund
to Fight AIDS, Tuberculosis and Malaria to declare the lack of access to antiretro-
viral (ARV) drugs a global health emergency. In response, WHO and its partners
launched the ‘Treat 3 Million by 2005’ (3 by 5) initiative. IRIN/PlusNews spoke to Dr
Jim Kim, director of WHO's HIV/AIDS department.

QUESTION: After the problems seen in Arusha with the Fund’s next round and
donors’ apparent reluctance to increase their funding, what guarantees of
sustainability can mass antiretroviral therapy (ART) have? Are we urging poor
countries to take on life-or-death commitments that are dependent on erratic

" i
Dr Jim Kim, Director HIV/AIDS Department, WHO.

outside funding?

ANSWER: Around the world, entire communities face social collapse because of the AIDS pandemic. The drive to
provide treatment comes from affected countries and their leaders. WHO is working with ministries of health to
provide technical assistance to help scale up treatment.

Because treatment is for life, long-term funding is essential to ensure that an entire generation will not be lost
to HIV/AIDS. Current resources are the result of extraordinary advocacy efforts by communities living with HIV,
activists, NGOs, faith-based organisations, leadership from heads of state and multilateral organisations.

There was nothing automatic about getting the funding we have, and there will be nothing automatic about
sustaining it but, in my view, this is simply the task we are faced with if we are serious about tackling the worst
pandemic mankind has faced for hundreds of years. Those of us who have the means to mobilise at a commu-
nity, national and international level must do so to ensure appropriate resources.

The Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria has been a remarkable instrument in galvanising
global treatment and prevention of HIV/AIDS. Three years ago, the Global Fund was an idea: since then it has
raised US $3 billion - two-thirds of which is dedicated to HIV/AIDS - and are successful in rolling that money out
into effective prevention and treatment programmes.

The United States President’s Emergency Programme for AIDS Relief (PEPFAR) has committed $15 billion to
AIDS relief globally and is also moving quickly. National governments have also increased funding for treatment
- the British government recently doubled its international AIDS budget. New commitments from the World
Bank, as well as the private sector and non-governmental, faith-based and community organisations, have also
emerged.

Six million people living with AIDS need ART now, and this number is growing. The ‘3 by 5’target aims to mobilise
the world to treat half of those in need - three million by the end of 2005. Continued long-term national and
international support is essential to continue to move towards reaching the target. We simply must recommit
ourselves to doing whatever it takes to meet the challenges ahead.

Q: To what extent has the recent controversy around generic companies withdrawing from the World
Health Organisation’s prequalification list threatened the survival of antiretroviral programmes?

A:What we are talking about here is short-term pain for long-term gain; it is about improving the overall quality
of medicines for all poor people, not just those living with HIV. As drugs are relisted over the next few months,
in the medium to long term | think we will all conclude that the prequalification process will have had a positive
affect on scaling up treatment.

The Prequalification project, set up in 2001, is a service provided by WHO to facilitate access to medicines that
meet unified standards of quality, safety and efficacy for HIV/AIDS, malaria and tuberculosis.

Prequalification was originally intended to give United Nations procurement agencies, such as UNICEF, the
choice of a range of quality medicines. Countries most in need of life-saving ARV and other drugs often do not
have the regulatory capacity to ensure the safety and quality of medicines from different suppliers around the
world. With time, the growing list of medicines that have been found to meet the set requirements has come to
be seen as a useful tool for anyone purchasing medicines in bulk, including countries and other organisations.

Companies wishing to have a product prequalified voluntarily submit a dossier to WHO, to allow qualified
assessment teams to evaluate its quality, safety and efficacy. The manufacturer must also open its manufactur-
ing sites to an inspection, comprised of regulatory experts from among 28 of the world’s leading national regula-
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tory agencies, including experts from Europe, Canada and Australia.

Ranbaxy Laboratories Limited informed WHO in November that it was voluntarily withdrawing all its antiretro-
virals (product dossiers under assessment and all prequalified products) from WHO prequalification. This action
was taken after the company found discrepancies in the documentation relating to proof of the products’ bio-
equivalence with originator medicines.

The company has already presented WHO with a plan indicating proposed dates for the submission of new study
reports for these products - the first study is expected to be completed by December 2004. Rather than threaten-
ing the survival of antiretroviral programmes, this withdrawal seeks to ensure the improvement of medicines.

[Information on the practical implications of the withdrawal of the above-mentioned products from the list of
prequalified products for treatment programmes can be accessed on the WHO prequalification project web site,
where the list of alternative products prequalified by WHO may also be found.
[http://mednet3.who.int/prequal/]

Q: Isn’t there a danger that the “positive living” aspect of HIV/AIDS treatment - better nutrition, for
example - is being lost with all the focus on ART?

A: WHO supports positive living - good nutrition, exercise, etc. - but none of those things alone have ever been
shown to halt the progression of HIV disease. The only intervention that has ever been shown to have a proven
impact on mortality is ARV therapy. However, there is no question that good nutrition, exercise and many other
aspects of healthy life can have beneficial effects for everyone, especially those living with HIV and AIDS.

Comprehensive programmes that integrate treatment and prevention, as well as the promotion of ‘positive
living, are essential. As access to treatment and prevention is increased within countries, health systems and
infrastructures will be strengthened, which will have wide- reaching effects on improving public health services
for everyone.

As more people are brought onto treatment, People living with HIV/AIDS visiting health centres for their treat-
ment checkups will have increased opportunities to consult with a health professional about their overall health.
A focus on ART does not mean the neglect of other, essential areas of care for [people living with HIV/AIDS]
PLWHA - rather, it enhances these other areas.

Q: What do you think are the key components of a successful government rollout of ART?

A: The most important component is strong political will and commitment to implementing a comprehensive
approach to HIV that involves accelerating both treatment and prevention. Leaders have the responsibility to
stand up to AIDS and take the fight forward. We have already seen great progress in terms of leadership: we now
have nearly $ 20 billion pledged for integrated AIDS prevention and care, and more and more countries are com-
mitting to scaling up treatment and care.

Partnerships and collaboration at country and international level between all stakeholders - national authori-
ties, UN agencies, multilateral agencies, foundations, non-governmental, faith-based and community organisa-
tions, the private sector, labour unions and representatives of the community of people living with HIV/AIDS
- are absolutely essential for successful rollout. Everybody has a role to play and all stakeholders need to work
together, coordinating in line with the ‘three ones’ principals initiated by UNAIDS for one agreed HIV/AIDS action
framework that provides the basis for coordinating the work of all partners; one national AIDS coordinating
authority, with a broad-based multi-sector mandate; and one agreed country-level monitoring and evaluation
system.

WHO works closely with ministries of health and others partners in-country, to design national HIV/AIDS plans
and to identify existing gaps. Prevention and treatment needs differ from region to region, as well as country to
country. The kind of assistance Belarus needs might be quite different from the needs of Swaziland or the Philip-
pines. But what countries are consistently asking for is technical assistance to turn funding into national AIDS
plans, and to turn plans into real programmes for people living with and affected by HIV/AIDS. WHO is working
with countries to provide this technical assistance, but much more collaboration is needed.

Q: Beyond the rhetoric, are people living with HIV and AIDS really considered an asset in the response to
HIV and AIDS, rather than the source of the problem?

A: HIV is non-discriminatory and can hit anyone at any time and in any walk of life. Conversely, PLWHA are abso-
lutely central to the fight against HIV/AIDS and, from the beginning, it has been AIDS activists who have pushed
society towards deeper dialogue and swifter action in fighting AIDS.
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PLWHA live in the communities with the most need of prevention, treatment and care, and are best equipped to
advocate for change. Never before have a group of people affected by a disease stood up so loudly and effectively
to fight it. As ambassadors, PLWHA involved in the fight against HIV/AIDS can help defeat the epidemic like no one
else.

WHO is involving PLWHA at every level of the drive to reach the ‘3 by 5" target. In November 2004, WHO awarded
a $1.5 million contract to the Tides Foundation-Collaborative Fund, a global consortium of people living with HIV/
AIDS, and treatment activists, to help prepare PLWHA for ART. In implementing the million-dollar grant, the Tides
Foundation-Collaborative Fund is supporting more than 30 networks of PLWHA around the world in treatment
preparedness activities, including treatment literacy projects and civil society advocacy initiatives.

The future of health belongs as much in the hands of those affected as those who care for them. People living
with HIV/AIDS must be involved in all aspects of HIV/AIDS programmes and at all levels of decision-making and
activity.

Interview with treatment campaigner, Zackie Achmat

South Africa’s Treatment Action Campaign (TAC) leader Zackie Achmat has been a
powerful global voice in the struggle for HIV-positive people to access free antiret-
roviral drugs.

QUESTION: After the problems seen in Arusha with the Fund’s next round and
donors’ apparent reluctance to increase their funding, what guarantees of
sustainability can mass antiretroviral (ARV) treatment have?

ANSWER: What we would like to see, in the long term, for HIV funding sustainabil-

ity is countries committing at an international level. We'd like to see conditional

debt cancellation based on spending on health, social security - which includes

Credit: TAC food security - and education. And that, taken together with the lifting of unfair

trade subsidies, particularly agricultural ones in the developed world, would allow

developing countries greater access to the markets of developed countries. So, raising our own funds through
taxation will be critical for sustainability.

The Global Fund is also critical, because we're dealing with an emergency and, in the short term at least, the bulk
of HIV funding and treatment needs to go through the Global Fund.

Q: Are we urging poor countries to take on life-or-death commitments that are dependent on erratic
outside funding?

A:The sad thing is that poor countries are not leading the demand because, just as none of us argue that human
security is not a national or a local issue ... it should also be an international burden. For example, the war on
terror is funded on an international level, and no one questions that we should all find the funding to deal
with it, but when it comes to healthcare or development, the poorest countries, especially, are left to their own
devices.

If you take a country like Malawi or Mozambique - they don't have the funds to finance an ARV treatment pro-
gramme, and where they don't have the funds, it's an international responsibility. The steps taken by [British
Prime Minister] Tony Blair and [Chancellor of the Exchequer] Gordon Brown to increase their overseas devel-
opment aid to 0.7 percent of ... GDP over five years are very positive. At the moment, in the United States for
example, overseas development aid amounts to less than 0.05 percent of GDP.

Q: To what extent has the recent controversy around some generic companies withdrawing from the
World Health Organisation’s (WHO) prequalification list threatened the survival of ARV programmes?

A:In the long term, | don't think it threatens the survival. The way, unfortunately, that some generic companies
did their documentation for bioequivalence was a mistake, and helped undermine the confidence in generics.
But | think there’s a broader question, at the moment, about making all generic companies take responsibility
for their mistakes.
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From our point of view, the WHO's pre-qualification process is a good one, particularly for countries that don't
have the mechanisms to regulate themselves. We need the WHO to bring brand-name and generic companies
together to make commitments to encourage competition, and to encourage as many companies as possible
to enter the market and, therefore, keep prices down. What we need in the longer term, if we're going to get 3
to 5 million people on treatment, is to encourage competition for price reduction and sustainability to ensure

supply.

Q:Isn’t there a danger that the positive living aspect of HIV/AIDS treatment is being lost with all the focus
on antiretroviral therapy (ART)?

A: The problem is, there’s not enough proper focus on ART and how it could be integrated with other aspects
of treatment and prevention. Providing ARV treatment presents opportunities, which are not only important
for positive living but for prevention, because our prevention efforts so far have been pretty much a shotgun
approach.

But with the scaling-up of treatment, WHO in particular has a role to play in seeing that national programmes
encourage HIV-positive people to play a role in prevention. So if you come and collect your ARVs you get your
condoms, and in that way we combine our prevention and treatment programmes.

The problem is, if you take South Africa, for example, it's not helpful when you get people saying we first have
to solve poverty and nutrition before we can treat people - it should never be either nutrition or ARVs. The epi-
demic presents an enormous opportunity to talk about the economic future of women and marginalised young
men, and we need to see prevention, treatment and development as part of the same continuum, as social
justice issues. As activists we've always said you can't, for instance, talk about ARV treatment without talking
about health sector reforms. The difficulty is when you have agencies coming from a conservative background,
pushing a certain agenda, it makes it hard to push social justice aspects.

Q: What do you think are the key components of a successful government rollout of ART?

A: Political leadership, sustainable funding and, most importantly, community mobilisation for treatment pre-
paredness. Also, a national human resource plan to strengthen the whole health sector, and to integrate sexual
and reproductive health, [and] include prevention of HIV. There obviously also has to be a positive living aspect
at a primary healthcare level. And it goes without saying that programmes for treatment of opportunistic ill-
nesses, like TB and malaria, must be part of [the] programme. It's an enormous opportunity to strengthen the
public healthcare sector and to make health everyone’s human right.

Q: Beyond the rhetoric, are people living with AIDS really considered an asset in the response to HIV and
AIDS, rather than the source of the problem?

A: Two things | think are a problem - one is that there’s not sufficient understanding: the most critical agents of
prevention should be people living with HIV; they’re an enormous human resource to communities, but also ata
governmental level. Unfortunately, governments and agencies, and even the private sector, hope to utilise HIV-
positive people as faces and as tokens, rather than as active, critical participants.

On the other hand, we, as people living with HIV, must never assume a holiness and be self-righteous about our
status. In TAC, for example, my colleagues who don’'t have HIV work 10 times as hard as those of us who do. They
have an equal right to contribute on an equal basis.
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Interview with Zambian Minister of Health Dr Brian Chituwo

Zambia has one of Africa’s largest HIV/AIDS treatment programmes, reaching
almost 14,000 people, and is projected to expand to 100,000 by the end of 2005.
IRIN/PlusNews spoke to Minister of Health Dr Brian Chituwo about the treatment
challenge.

QUESTION: After the problems seen in Arusha with the Fund’s next round and
donors’ apparent reluctance to increase their funding, what guarantees of
sustainability can mass antiretroviral (ARV) treatment have?

ANSWER: The question of ART [antiretroviral therapy] sustainability is on the
government’s agenda. We were of the view that we did not have the reassurance of
the sustainability of this programme and, therefore, what Zambia did last year was
introduce a medical levy into our tax revenue system in order to support the ART
programme with readily available funds, should donors decide to withdraw for one
reason or another.

Minister of Health Dr Brian Chituwo.
Credit: IRIN

It is an amount of money which is nowhere equal to, in the short term, the funding that we have been promised
by the Global Fund. We have been urged to target 100,000 people with ARVs by the end of 2005, as part of the
[World Health Organisation] WHO's “3 by 5” [three million people in the developing world on treatment by 2005]
initiative. Prior to this initiative, in 2002, we allocated [US] $3 million of our own resources to purchase ARVs,
targeting 10,000 people.

This was following a decision we made that Zambia's socioeconomic development would almost come to a halt
if we did not make ART available in our public health institutions. By September of this year [2004], after an initial
very sluggish start, we had nearly 14,000 patients on ARVs - certainly, we have embraced the 3 by 5 initiative. We
have an estimated 1.1 million people living with HIV/AIDS in Zambia, out of whom 140,000 require ARVs.

We have additional funding from PEPFAR [US President’s Emergency Plan for AIDS Relief] and an additional
grant from the World Bank, and with this funding we should be able to cover the 100,000. Our serious handicap,
however, is the human resource shortage in the health system - that, believe you me, is a headache.

So, we are scratching our heads to find out how best can we scale up, and we've embarked on a training pro-
gramme [for health workers]. Of course, we're also mobilising communities to participate in this programme.
Given any opportunity, | have reminded the Zambian people that the fact that the government and its partners
are providing therapy should not negate the important issue of prevention - so this message is being repeated
again and again, especially for the youth.

Q: Are we urging poor countries to take on life-or-death commitments that are dependent on erratic
outside funding?

A: Nobody is urging Zambia to take on the commitment, because we foresaw the catastrophe and the need to
make as widely accessible as possible life-saving ARVs. The next thing was to urge our cooperating partners to
see what we've done, and come on board and assist us. We can only urge PEPFAR and the Global Fund that they
have to assist us in this life-long commitment.

Q: To what extent has the recent controversy around some generic companies withdrawing from the
World Health Organisation’s prequalification list threatened the survival of ARV programmes?

A: If that threat is real, it is definitely a source of worry for developing countries like Zambia, who cannot afford
the brand-name drugs. We sincerely hope that, whatever difficulties or differences there were, these should be
resolved in the shortest possible time.

Q:Isn’t there a danger that the positive living aspect of HIV/AIDS treatment is being lost with all the focus
on ART?

A:In a way, | must say ‘yes, because one can see such a dramatic improvement in patients who are on their death-
beds, and within a short space of time after being on ART, they're able to walk; they're able to look after their
children. That in itself, indeed, has endangered the positive living philosophy. It has helped us too, in that people
now wish to know their status. Because of this dramatic improvement in quality of life, more and more people
are being encouraged to undergo voluntary counselling and testing. Living positively, therefore, is in my view
complimenting ARVs. We believe there’s a role to play in advocating for positive living prior to people becoming
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very ill, because then one can put off for quite some time the need to start ARVs.
Q: What do you think are the key components of a successful government rollout of ART?

A: For us, we feel we have been fairly successful so far in that, as a government, we took the lead. We said, ‘No
one can do this for us, we must do it ourselves. We also recognised that government alone cannot succeed. So
we brought on board faith-based organisations, who provide nearly 30 percent of the health care in our rural
areas. Of course, we support them very seriously - we give them monthly grants, pay for their staff and provide
the drugs. In addition, we involved churches in advocacy campaigns promoting messages of prevention and
encouraging home-based care.

We also brought on board civil society - and Zambia depends on our mines, so we brought them on board as
well - and then there is an army of NGOs. So what I'm saying, in a nutshell, is that in our planning on issues of
implementation, all those things are discussed and reviewed together with these partner organisations.

| must state that one of the keys is that we have a National AIDS Council, which is a corporate body mandated
to coordinate and monitor all activities to do with HIV and AIDS. It is overseen by the Cabinet Committee of
Ministers. The Council works on strategic plans for the whole country: through their technical committee they
undertake research, they promote advocacy, they mobilise the communities and monitor this army of NGOs. We
just provide the political leadership and really push them, and | think so far we've been able to do what we have
because of the Council, but there’s a lot of work to be done.

Q: Beyond the rhetoric, are people living with AIDS really considered an asset in the response to HIV and
AIDS, rather than the source of the problem?

A: | think in many countries, as in Zambia, there are networks of people living with AIDS. Initially there was a
misunderstanding that government should only look after the people who registered with those institutions.
Our view is broader than that - as far as we're concerned, any Zambian citizen who has undergone voluntary
counselling and testing is a person living with HIV and, ultimately, AIDS.

So our constituency is broader than organizations that call themselves people living with AIDS. These people
are represented on the National AIDS Council, so they have a voice. Secondly, we are utilising them, in that they
are living testimony to the fact that AIDS has got a human face, it's not just numbers; they're being utilised in
our hospitals and communities as counsellors. So, as far as we're concerned, people living with AIDS are not a
problem, they are, indeed, part of the solution.
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4. Resources

The WHO 3 by 5 Initiative
http://www.who.int/3by5/en/

The Global Fund to Fight HIV/AIDS Tuberculosis and Malaria
http://www.theglobalfund.org/en/

The President’s Emergency Plan for AIDS Relief
http://www.usaid.gov/our_work/global_health/aids/pepfarfact.html

World Bank AIDS site
http://www1.worldbank.org/hiv_aids/

Pan-African Treatment Access Movement
http://www.patam.org

WHO Prequalification Project
http://mednet3.who.int/prequal/

Eldis Resource on ARVs
http://www.eldis.org/hivaids/ARVindex.htm
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