
in World Health Assemblies.
We have also made some con-

crete progress on specific access
issues, for example restarting the
production of sleeping sickness
drugs, obtaining steep discount
for MDR-TB treatment, and dra-
matically reducing the prices of
antiretroviral and anti-malaria
drugs. We have helped demon-
strate the feasibility of antiretro-
viral therapy in resource-poor
settings through the success of
our pilot programmes. Our
actions have contributed to the
growing understanding of the
underlying problems of access
and helped show that solutions
can be found.

What are the remaining
access challenges?
Few of these successes have
been translated into fundamen-
tal changes with sustainable and
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Access: Three years on
Interview: Bernard Pécoul, director of the Campaign
for Access to Essential Medicines, assesses the work
the campaign has carried out since its launch in 1999,
and lays out plans for what remains to be done.
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Why fight for access?
Throughout the 20th century, there was spectacular progress in med-
icine and pharmacology – but not everybody benefited. One of the
most telling examples is that 95% of all people with HIV/AIDS don’t
have access to life-saving antiretroviral treatment. The basic problem,
and one that goes far beyond the remit and resources of nongovern-
mental organisations, is poverty. Solutions lie in the long term. But
while waiting for better days to come, children, women and men are
dying in large numbers every day. These people die despite the exis-
tence of treatments and preventive measures that could save or pro-
tect them, and which are easily available or even commonplace in
rich countries.

This inequality is incompatible with the concept of humanity.
Fighting the fact that millions of lives are considered of less value
than a fistful of dollars is about preserving the basic morals of human
civilisation for the future. We must seek to humanise globalisation
and reduce the gap in access to essential medicines.

What has been achieved in the past three years?
The MSF Access Campaign and others have successfully drawn atten-

tion to the grave inequity in access to medicines. Public awareness
of the crisis today is far greater than in 1999, and politicians and
leaders of international organizations are now taking the principles of
access on board – at least in their rhetoric. One of the greatest signs
of this is the Doha Declaration for TRIPS and Public Health, which
states that “the [TRIPS] Agreement can and should be interpreted and
implemented in a manner supportive of WTO Members’ right to pro-
tect public health and, in particular, to promote access to medicines
for all” – a crucial assertion that health must be given priority over
trade interests.

Existing tools for access have also been expanded: this year, ten
antiretrovirals and one new anti-malarial were added to the World
Health Organization’s Essential Medicines List, and WHO released the
first list of prequalified HIV/AIDS drugs.

New funding mechanisms have been launched, in particular the
recent creation of the Global Fund to Fight AIDS, Tuberculosis and
Malaria – although so far, funding by governments has been very dis-
appointing. It is too early to judge the Fund’s true potential or effec-
tiveness.

Developing countries are also becoming more and more involved
in access issues, and are starting to cooperate with each other: Brazil
has offered technical assistance to other developing countries for the
production of AIDS drugs; new solutions for malaria treatment are
increasingly coming from countries such as China, Thailand and
Vietnam; and a large coalition of developing countries was able to
influence negotiations at the WTO Ministerial Conference in Doha and
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Senegal to Ethiopia. But the last
one was different: most cases
were caused by W135, a new
strain believed to have been
spread by pilgrims returning
from Saudi Arabia, where it had
caused an outbreak a few
months earlier.

The emergence of the new
strain has further complicated the
international response to menin-
gitis. The vaccines currently used
in Africa only cover the A and C
strains of the bacteria, not W135.
Expensive products (US$ 4 to 50
per dose) covering W135 are sold
in Europe, the US and the Middle
East, but they are unaffordable
for African governments and the
300 million people who live in
potentially affected countries.

In September 2002 in Burkina
Faso, WHO convened a meeting
of meningitis experts, concerned
governments, members of ICG,
and the international organisa-
tions involved in vaccination and
treatment of meningitis. The par-

In fear of another epidemic
Meagre response to threat of new meningitis
strain in Africa

Since early December, the weekly number of W135 
cases detected in Burkina faso has been growing –  
the figures are already much higher than last year, the
early signs of a potentially brutal epidemic. “We fear
that we won’t be prepared, and last year’s nightmare
will be repeated,” says Rosine Jourdain, head of 
MSF mission in Ouagadougou.

Between January and June 2002,
an epidemic caused by a new
strain of meningococcal meningi-
tis, W135, killed 1,500 people in
Burkina Faso. A total of 13,000
cases were registered.

The response to an interna-
tional emergency funding appeal
launched in November 2002 by
the ICG, a group comprising the
World Health Organization
(WHO), MSF, the Red Cross and
UNICEF, has been lame at best. At
the time of writing, Norway’s
145,000 euro allocation was the
only pledge received, although a
total of 10 million euro is needed
to secure a stockpile of vaccines,
drugs and technical equipment
such as syringes and diagnostics.
Complaining that the appeal falls
between their health and emer-
gency budget slots, donor coun-
tries have remained inactive.

Outbreaks of meningococcal
meningitis are a regular phenom-
enon in the African meningitis
belt, which stretches from

ticipants called for a vaccine pro-
tecting against W135 at less than
one dollar per dose to be made
available to African countries.
WHO has since been negotiating
with pharmaceutical companies
to find a solution. In the short
term, GlaxoSmithKline (GSK) has
agreed to produce three million
doses of a vaccine that covers A,
C and W135 at one dollar per
dose, for use in an impact study
and to complete the vaccine’s
registration dossier. Contrary to
what the companies argued ear-
lier, the registration of the new
trivalent vaccine only took a few
weeks.

But three million doses aren’t
nearly enough. If W135 becomes
more common in Africa, the esti-
mated need of such a vaccine for
the next five years is between 20

and 50 million doses. Neither
GSK or Aventis Pasteur, the other
major producer of meningitis
vaccines, have so far committed
themselves to making a product
available for Africa in sufficient
quantities and at an affordable
price. In fact, Aventis’ only
response until now has been to
announce that they will increase
the price of the existing vaccine
against A and C. Lack of funding
has also delayed the develop-
ment of a conjugate vaccine,
which would provide longer-term
protection.

Meanwhile, the clock is ticking
for people in the affected
regions. “Unlike last year, we
now know about the new strain.
We must do everything we can
to curb the next epidemic,” says
MSF’s Rosine Jourdain in
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Ouagadougou. The 10 million
euro target is still far away. “We
urgently need the funding from
donor countries so that we actu-
ally have the right drugs and
vaccines – we just cannot go to
the local families again this year
and tell them there’s nothing we
can do for them.”

■ Laura Hakoköngäs



also form an advisory group on
natural products as a source of
compounds. We hope to have a
list of projects to present to the
founding partners for selection
in July 2003.

Has DNDi already started
work on some projects?

We are currently developing two
artesunate-based fixed dose com-
binations for chloroquine-resist-
ant malaria. We’re at the stage of
formulation and stability work,
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Evidence is mounting that pharmaceutical company Roche is not doing its fair share
to fight the AIDS pandemic in developing countries. In November, MSF publicly con-
fronted the company over the high price of its antiretroviral drug Viracept® (nelfi-
navir). At the time of writing, Roche is still refusing to budge on this issue.

Roche failing AIDS patients

Although generic competition and
differential pricing have led to
significant price reductions for
first-line therapies in developing
countries, the price of second-line
therapies remains 6 to 15 times
more expensive. One of the rea-
sons for this discrepancy is the
high price of an essential compo-
nent of second-line triple therapy,
Roche’s Viracept® (nelfinavir). A
WHO-recommended component
of combination treatment, nelfi-
navir is considered an ideal pro-
tease inhibitor for resource-poor
countries – its use requires no
eating restrictions, and it does
not require refrigeration. MSF
uses Viracept® in several of its
antiretroviral treatment pro-
grammes.

Roche, along with other com-
panies, announced an intention
to decrease prices by up to 90%
when committing to the

Accelerating Access Initiative (AAI)
more than two years ago. Most
products from multinationals are
offered at 87-92% reduction for
least developed countries. But so
far, Roche’s best offer for
Viracept® is still US$ 3,130 per
patient per year (ppy) for least
developed countries (LDC) and
sub-Saharan Africa – a reduction
of only 40-50% off the French and
Swiss retail prices. Other compa-
nies’ offers for the same category
of medicine are more generous:
Merck reduced the price of indi-
navir to US$ 600 ppy (85%
reduction) and Abbott now offers
lopinavir at US$ 500 ppy (93%
reduction).

In addition, middle-income
countries are forced to negotiate
Viracept® prices on a case-by-
case basis, as Roche only has a
published price for least devel-
oped countries. As a result,

Viracept® is offered at US$8,358
ppy in Guatemala and US$7,110
in the Ukraine, while patients in
Switzerland pay just US$6,169
ppy. Roche also often charges
governments a much higher price
than NGOs for the same medicine.

Worse still, Roche’s price reduc-
tion is not always applied, even
in those countries most in need.
For instance, Cameroon – a sub-
Saharan country where per capita
income is just US$ 570 – should
be eligible for Roche’s lowest
price. Yet Roche sells Viracept®
there at US$ 4,124 ppy – almost
US$1,000 more than the purport-
ed price for least developed
countries.

Experience has shown that

How did DNDi come about,
and what does it plan to
achieve?

Every year in developing coun-
tries, millions of people suffer
and die from neglected diseases
such as sleeping sickness, kala-
azar and Chagas disease, because
treatments are inadequate, unaf-
fordable, or simply non-existent.
The lack of R&D for these “neg-
lected” diseases means that very
few new drugs are being brought
to market. In 1999, MSF created a
Drugs for Neglected Diseases
Working Group to uncover possi-
ble solutions to this crisis – it
concluded that an initiative was
needed to bridge the existing
R&D gap in essential drugs for
these diseases. Thus the Drugs
for Neglected Diseases Initiative
(DNDi) was born.

DNDi’s goal is both visionary
and practical: “to improve the
quality of life and health of people
suffering from neglected diseases,
by using an alternative model to
develop drugs for these diseases,
and ensuring equitable access to
new and field-relevant health
tools.” In practice, this means that
DNDi will develop new drugs or
new formulations of existing drugs
for patients suffering from the
most neglected communicable dis-
eases. It will achieve this by coor-
dinating drug R&D projects in

Gathering Momentum: R&D in Drugs for Neglected Diseases
Dr Yves Champey is a medical doctor retired from a
30-year career leading drug development activities in
large pharmaceutical companies. Here, he answers
questions about the new Drugs for Neglected
Diseases Initiative (DNDi) which will develop and
make available drugs for neglected diseases on a
not-for-profit basis.

generic competition is the single
most effective strategy to reduce
drug prices to more affordable
levels for developing countries.
But because generic nelfinavir is
not yet available in most coun-
tries, Roche’s product is the only
option. Given the absence of sig-
nificant competition, Roche has a
responsibility to lower its price.

In a face-to-face meeting with
Roche representatives in Basel in
April 2002, we urged Roche to
lower its price for nelfinavir to
match discounts by other compa-
nies; apply the same pricing

schemes to NGOs, governments
and institutional providers; put in
place a system of policy imple-
mentation that ensures the drugs
reach recipients at the promised
price; abandon its policy of time-
consuming case-by-case negotia-
tions; and address the lack of a
price policy in middle income-
countries.

On September 30, leading
Swiss researcher Prof. Dr. Hirschel
and a group of concerned scien-

collaboration with the public
sector, the pharmaceutical indus-
try and other relevant partners.

Who is backing DNDi, and
when will it be launched?

Six founding partners will bring
the initiative into being by shar-
ing their expertise and providing
financial and/or in-kind resources:
Médecins Sans Frontières,
WHO/TDR, the Oswaldo Cruz
Foundation in Brazil, the Indian
Council of Medical Research, the
Institut Pasteur in France, and the
Malaysian Ministry of Health. We
are in the process of identifying
an additional founding partner
from within our African DNDi net-
work, as well as patient repre-
sentation. MSF itself will con-
tribute a share of its annual
budget to DNDi’s start-up budget
for each of the first five years.

We plan to launch DNDi in July
2003 as an incorporated legal
entity based in Geneva. We have
already set up a small interim
team, and the DNDi business
plan, feasibility assessment and
charter are almost complete. The
team has been actively searching
for partners and collaborators in
international fora and in meet-
ings with policy-makers and
pharmaceutical companies in
Brazil, Canada, the EU, India,
Japan and the US.

How will developing coun-
tries contribute to DNDi’s
operations?

As a virtual organisation, DNDi
will leverage existing R&D capaci-
ty, especially in the developing
world, and complement it with
additional expertise as needed. It
will collaborate with developing
country partners such as public
institutions, academia, and phar-
maceutical and biotech compa-
nies – their active participation
and collaboration will be vital to
DNDi’s success.

How will DNDi build its port-
folio?

We are working to identify short,
medium-, and long-term projects
for the DNDi portfolio. Part of the
portfolio will consist of short-term
projects based on modifications
of existing drugs that are
designed to meet well-identified
medical needs.

This might include developing
an oral formulation of eflornithine
that would make sleeping sick-
ness treatment easier to use, or
developing fixed-dose combina-
tions or paediatric formulations of
existing treatments. These drugs
could be ready within a few years,
and would make a real difference
to patients in poor countries.

In parallel, we are actively try-
ing to identify long-term projects
based on new chemical entities
by gathering data from the public
domain and seeking participation
from the general scientific com-
munity – we are calling for letters
of intent from researchers inter-
ested in collaborating on specific
R&D projects (www. accessmed-
msf.org/dnd/dndi.asp). We may

and we will then move on to ani-
mal toxicity, industrial develop-
ment and clinical trials. In the
meantime, we are exploring
future quality procurement of
artesunate. These ongoing proj-
ects are a good pilot of how
DNDi will work: they bring
together public and private insti-
tutions in Brazil, Burkina Faso,
France, Malaysia, Thailand, and
the UK, as well as WHO/TDR.

■ Interview by Jaya Banerji
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tists also wrote to Roche asking
the company to adjust its posi-
tion. But, so far, Roche responses
have been incomplete and uncon-
vincing. Roche claims that their
licensing agreement with Pfizer
prevents them from reducing
their prices and that they are sell-
ing at cost. Yet in a letter to MSF,
Pfizer explained that “the royalty
licensing agreement is based on
a percentage of sales, and that
Roche has the flexibility to price
Viracept® as they determine on a
country by country basis”, adding
that “[the] royalty would be
reduced proportionately with any
price reductions”. In addition,
according to information from a
raw material supplier and generic
maker, it seems that nelfinavir
could be sold for half the current
Roche price – including profit
margin.

Responding to continuing
pressure at the Glasgow interna-
tional congress on drug therapy
in HIV infection in November,
Roche at last publicly committed
to addressing this issue – but
gave no date or details of a
change. So far, they have taken
no further action. The case con-
tinues.       ■ Elisabeth le Saout

“”
Commercial companies have moral obligations, just as
private citizens do, and must cut their prices to address
the urgent needs of patients in poor countries.



Fighting to control a forgotten disease
Promising treatment option for kala-azar are expensive or in danger of being phased out

Sudan is currently struggling not only to achieve long-
lasting peace but also to fight a deadly disease.
Exhausted, impoverished and malnourished after
decades of civil war, the population is vulnerable to
visceral leishmaniasis, also known as kala-azar,
a parasitic disease spread by sand flies.

Kala-azar is endemic in Sudan,
and epidemics flare up regularly.
It has been estimated that up to
100,000 lives were lost in a
decade-long outbreak between
1984 and 1994. MSF has been
treating kala-azar patients in
South and North Sudan since
1988. Since October 2002, more
and more severely anaemic,
emaciated people have been
finding their way into treatment
centres, some of them carried on
stretchers. “MSF is responding
by increasing the number of
treatment centres from seven to
11. In addition, we assist local
health authorities and other
NGOs at another 15 hospitals or
sites,” explains Koert Ritmeijer,
health adviser at MSF in
Amsterdam.

In the third week of November,
more than 1,500 patients were
being treated in MSF’s centres
alone. “At the peak of the epi-

Visceral leishmaniasis is a deadly disease endemic in 62 coun-
tries. Every year, half a million people are infected, most of them
living in poor and remote areas. Without treatment, all of them
will die. Since 1988, MSF has treated approximately 60 000 kala-
azar patients in Sudan, Ethiopia, Kenya, Somalia and Uganda.

demic, MSF were dealing with up
to 400 people every day in one
clinic,” says Dr Jose Antonio
Bastos, Operational Director at
MSF in Amsterdam, who recently
visited one of the MSF kala-azar
treatment centres in Lankien,
eastern Upper-Nile State. He says
the scene “resembled a pilgrim-
age; crowds queuing for entry
and camping under the trees on
the premises.”

Predicting and assessing the
magnitude of kala-azar epi-
demics is extremely difficult. “We
receive those patients who are
able to come and seek help, but
we can only guess that there are
many more out there who are
too far or too weak to make the
trip,” says Dr Bastos.

Until recently, the only first-
line treatment for kala-azar in
Africa was SSG, an old and toxic
derivative of a metal (antimony)
that must be administered intra-

public health was great enough
to warrant taking measures to
override Bayer’s patent that
would allow them to buy cheap-
er, generic versions of the drug.
In the end, the threat of a com-
pulsory license was sufficient
negotiating leverage to cause
Bayer to slash its price in half.

Why should the US and other
wealthy countries have the right
to determine what constitutes a
public health problem for them-
selves, while developing coun-
tries have to go to the WHO to
do so? In Europe and the US, 

people with cancer, diabetes or
mental illness are treated with
drugs that are out of reach of
people living in poor countries.
This is already unjust. How can
we be considering putting in
place an international agreement
that would purposefully prevent
people in poor countries from
accessing affordable versions of
these medicines?

It is vital that the adopted
agreement clearly states that
there is no limitation to the dis-
eases covered, and that develop-
ing countries have the right to
determine what constitutes a
public health problem in their
own countries, just as developed
countries can. The agreement
must not force countries to
negotiate disease by disease and

One key issue was left unre-
solved at the fourth WTO
Ministerial Conference in Doha in
November 2001 – paragraph six
of the Doha declaration states
“we recognize that the WTO
members with insufficient or no
manufacturing capacity in the
pharmaceutical sector could face
difficulties in making effective use
of compulsory licensing under
the TRIPS Agreement.” The TRIPS
Council was instructed to find a
solution before the end of
2002, but failed to meet the
deadline. The last proposal to be
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Doha deadline passes without agreement
In November 2001, the Doha declaration on TRIPS and
public health asserted that lives must take priority
over patents – a major step forward in the fight for
access to medicines. But, as predicted by MSF and
others, wealthy countries are now putting enormous
pressure on developing countries to accept proposals
that would limit their ability to access affordable med-
ical tools, effectively reversing the achievement of the
Doha declaration.

limit developing countries’ use of
generics. In particular, they
fought to limit the scope of dis-
eases and types of medical prod-
ucts covered by the agreement:
the US demanded that the agree-
ment be restricted to AIDS, TB
and malaria and “other infec-
tious epidemics of comparable
gravity and scale”, while Japan
asked for vaccines to be exclud-
ed. Thankfully, developing coun-
tries stood fast, arguing that they
had the right to determine for
themselves what constituted a
public health problem.

In a cynical recycling of US
efforts to limit the use of com-
pulsory licensing, EU
Commissioner Pascal Lamy
recently proposed a text that
would require countries to ask for
guidance from the World Health
Organization (WHO) to deter-
mine whether a specific dis-
ease warrants waiving intellectu-
al property rights.

Negotiators clearly have a
short memory span: in October
2001, in response to a series of
anthrax attacks, the United
States decided to stockpile vast
quantities of ciprofloxacin, an
antibiotic patented by the phar-
maceutical company Bayer. But
at US$1.89 per dose, the drug
was too expensive. The govern-
ment deemed that the threat to

Why should the US and other wealthy countries
have the right to determine what constitutes a pub-
lic health problem for themselves, while develop-
ing countries have to go to the WHO to do so?

“”

©
 D

ieter Telem
ans

drug by drug, and should not
require burdensome conditions
or unnecessary notification pro-
cedures. A real solution to the
production for export issue must
be workable, automatic and eco-
nomically viable.

Today, some AIDS patients in
Malawi, Honduras or Cambodia
can buy generic triple therapies
that cost US$300 per patient per
year – because Indian and Thai
producers are able to export
them. But unless a solution to
the paragraph six issue is found,
the source of affordable generics
will dry up. In the future, many
patients will be excluded from
access to life-saving treatment
because they can’t afford brand-
name drugs.

MSF, other NGOs and a num-
ber of developing countries sup-
port the WHO proposal which rec-
ommended a solution based on
WTO members’ right to override
patent rights to permit generic
production and export of a
patented product if it is needed
to address the health needs of a
third country. Unless the product
is not under patent there, the
importing country must first issue
a compulsory license.

Negotiators should bear in
mind that if a rational and just
solution is not found, developing
countries will not have the same
ability to use compulsory licens-
es as wealthy countries. In the
end, patients in poor countries
will pay the price, in many cases
with their own lives.

■ Ellen ‘t Hoen

discussed was viewed by most
delegations as a compromise
that was far from ideal because it
failed the test of being simple,
workable and economically
viable. Talks broke down at dawn
on the 21st December when the
United States effectively blocked
the agreement, insisting that it
should cover only certain dis-
eases.

Throughout the negotiations,
wealthy countries consistently
backtracked on their Doha com-
mitments and sought to promote
solutions ostensibly designed to
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(*) Paromomycin’s effectiveness against kala-azar was discovered in the 1960’s but the drug got stuck in the
research pipeline and its current formulation has not yet been registered.

muscularly for a month. But as
part of its operational research,
MSF has now started using a
combination of SSG and another
drug, paromomycin (*).

continued on page 4



Effective treatment now exists for adults with HIV/AIDS – if
they can afford it, of course. New antiretrovirals have fewer
side-effects, and drugs are increasingly available in easier to
use formulations. Meanwhile, however, children with HIV/AIDS
have been ignored by the drug industry.

Treating children living with HIV/AIDS is fraught with problems. Since many antiretro-
virals do not exist as paediatric formulations, children are treated with the same drugs
and drug regimens that are given to adults. But children have very different needs:
the body’s metabolism of a drug can vary with age and weight, making it necessary
to constantly adapt the dosage of each drug as the child grows up, which is not an
easy task. In other cases, the appropriate dosage for children is not yet or not well
known. Drugs are also often poorly adapted for administration to children: caregivers
have to cut adult tablets to obtain the correct quantity for a child patient. If the tablets
are not scored to aid cutting, this can easily lead to over- or under-dosing.

So why are pharmaceutical companies not investing more effort in producing anti-
retrovirals specially formulated for children? Children are not part of the economical-
ly active population, and most children with HIV/AIDS live in developing countries –
as such, they do not constitute a profitable market. Originator pharmaceutical com-
panies’ lack of interest in and commitment to children living with HIV/AIDS is appar-
ent: to date, they have developed no fixed-dose combinations for children, and most
of their highly publicized discounts only concern adult formulations. The United
Nations Accelerated Access Initiative (AAI), which facilitates antiretroviral price negoti-
ations between developing countries and originator drug companies, also makes no
reference to children.

In Thailand, the Government Pharmaceutical Organisation (GPO) has chosen to
tackle the challenge of providing children with specially formulated AIDS drugs. The
company now produces AZT, 3TC and nevirapine as syrups for children, and ddI and
d4T in paediatric doses. Most importantly, they are also planning to produce combi-
nation syrups and fixed-dose combinations in the near future. This year, 2,000 chil-
dren will be treated with antiretrovirals through the Ministry of Public Health and in
clinical trials.

“Until recently, we had to cut adult-dose tablets to obtain the right doses for the chil-
dren we treat,” explains Mieke Ponnet, a medical doctor working for the MSF project
in Bangkok, Thailand. “But now we have access to specially formulated paediatric
medicine – syrups, scored tablets and capsules of powder that can be mixed with
water. This makes life a lot easier for the children taking the medicine, and for the
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CHILDREN LIVING WITH HIV/AIDS: A NEGLECTED POPULATION?

According to
the WHO, 800,000
children became
infected with HIV
in 2002, bringing
to 3.2 million the
number of
children living
with HIV/AIDS
worldwide. MSF
is treating 120
children in its
HIV/AIDS projects
in Cambodia,
Honduras, Kenya,
Malawi, Thailand
and Ukraine, and
plans to at least
double these
figures by the
end of 2003.

caregivers who have to administer it to them. It also makes treatment much more
precise in medical terms.”

International organisations and national governments must ensure that all people liv-
ing with HIV/AIDS, including children, receive adequate care. UNICEF should take respon-
sibility for securing the market and supplying appropriate drugs for children living with
HIV/AIDS in developing countries. Ideally, ARVs for children should be available in low-
dose, breakable tablets, including fixed-dose combinations.

The number of AIDS orphans and children living with HIV/AIDS is growing rapidly,
threatening the social structure and future productive capacity of many developing coun-
tries. Unfortunately, the needs of children living with HIV/AIDS are all too often over-
looked – they constitute the forgotten group of an already neglected population.
Antiretroviral treatment should be considered part of the basic human right to health,
and provided to people of all ages.                                ■ Raffaella Ravinetto
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continued from page 1
replicable effects. Although the
Doha Declaration on TRIPS and
public health has given us hope
that, in theory at least, the sys-
tem can protect developing
countries’ access to essential
medicines, countries still need to
implement the declaration
through national legislation that
prioritises patients over patents.
The declaration must also be
protected from the numerous
threats to it, for instance in bilat-
eral agreements that go beyond
TRIPS, or the discussions regard-
ing the production for export
issue (see article on page 3).

We have focused heavily on
intellectual property barriers to
access, and these are now well
documented and understood –
but there are other, less obvious
obstacles that we must address.
We need to tackle regulatory bar-
riers, which also constitute a
powerful means of controlling
markets and keeping drug
prices high.

In the past two years, prices
have fallen dramatically. But the
levels we have reached for some
key drugs are still far from the
levels needed to significantly
increase access. For a first-line
AIDS triple therapy, the target
price should be less than US$100
per patient per year. For malaria
artemisinin-containing combina-
tion therapy, it should be less
than 50 cents per treatment
course. We must continue to
place pressure on companies to
ensure that the best possible

prices are obtained, especially
for products for which there is
only one source. Ultimately how-
ever, solutions to decreasing
drug prices do not lie predomi-
nantly with originator compa-
nies. We must work to stimulate
generic competition and govern-
ment leadership – these are key
elements to success.

Another major challenge is
that the present system for
research and development does
not adequately address health
needs in developing countries: in
the last twenty-five years, phar-
maceutical R&D has produced
almost 1,400 new medicines, but
only 1% were aimed at tropical
diseases, despite the significant
disease burden represented by
these diseases. To help bridge
this gap in research and devel-
opment, MSF has become
involved as a founding partner of
the Drugs for Neglected Diseases
Initiative (DNDi), a not-for-profit
entity that will coordinate drug
R&D projects for new drugs or
new formulations of existing
drugs for neglected diseases
(see article on page 2).

What will be the cam-
paign’s key strategies in
the next few years?
Experience has shown that we
cannot rely on profit-oriented pri-
vate companies to continue pro-
duction of developing country
treatments, let alone develop
new ones. MSF will continue to
advocate for a combination of
long-term, sustainable strategies

to lower drug prices. They
include encouraging generic
competition, promoting the use
of TRIPS safeguards, pooling
procurement to increase vol-
umes, and local production. At
the end of the day, we need to
push for systemic solutions that
secure the production of medi-
cines for developing country dis-
eases, ensure affordable prices
for developing country patients,
and stimulate R&D for neglected
diseases. That may include
developing a mandatory frame-
work for differential pricing, or
creating an international treaty
on neglected diseases.

We must also continue to pilot
solutions in our own projects – in
January 2001, MSF started offering
antiretroviral therapy to a handful
of patients in its project in
Thailand. Today, we treat 2,300
people in ten countries. By the
end of next year, we will be treat-
ing at least 5,000 patients in over
twenty countries. In the same
way, we must expand artemisinin-
containing combination therapy –
currently the most effective anti-
malarial treatment – to all the
patients in our projects.

What is the Campaign’s
end goal?
Some medicines are essential
because they change the “health
destiny” of individuals, and even
save lives. These essential medi-
cines and treatments should be
regarded as belonging to a com-
mon human heritage – public
goods to which individual access

should be ensured by all coun-
tries. When people’s lives are at
risk, we have an obligation to
impose solutions, even if they
contradict the direct interest of
commercial entities. We cannot
accept the sick logic that says
“he who cannot pay, dies”.

With its direct field experi-
ence, MSF has a fundamental
role to play in convincing politi-
cal decision-makers in developed
and developing countries, as
well as company directors and
shareholders, that globalisation
can be more humane, and that it
is in our mutual interests that it
should become so.

■ Interview by Ingrid Cox

continued from page 3
“The initial results are very
promising: the duration of treat-
ment has been cut down to 17
days, which means that more peo-
ple can be treated at a clinic at
any given time,” says Ritmeijer.
Combination treatments are also
generally useful in combating
drug resistance.

Unfortunately, these results
might be annulled if the manufac-
ture of paromomycin is stopped.
Unsatisfied with the profits of the
plant, the new owner of the facili-
ty in Malta is planning to drop the
production of this life-saving drug.
MSF is working with WHO and
others to maintain the supply.
Miltefosine, the first oral drug to
treat kala-azar, was recently regis-
tered in India. To test the drug’s
effectiveness in other settings,
MSF and Ethiopian health author-

ities are preparing to begin a
clinical trial comparing miltefos-
ine with SSG in the first half of
2003.

But if you ask anyone involved
in kala-azar treatment, the true
“miracle drug” is liposomal
amphotericin B. Sold under the
brand name AmBisome®, it
revives patients within hours of
getting the first shot, has virtually
no side-effects, and the full treat-
ment course lasts a maximum of
10 days. Unfortunately, at US$
1,500-2,400, the drug has been
priced out of reach of African peo-
ple. AmBisome is sold to MSF at a
discounted price of US$ 850 per
treatment, which is still an enor-
mous cost and an obstacle to
expanding its use. “Unless the
price comes down considerably,
AmBisome can only be used as a
last resort, when a person is not
responding to other drugs,” says
Dr Bastos. 

In addition to paromomycin,
two other drugs are currently in
the research pipeline that can
potentially be used against kala-
azar, but these were discovered
accidentally rather than as prod-
ucts of targeted research efforts.
In addition to working to secure
the production of existing drugs
and reduce their price, MSF is
advocating for generic versions of
effective drugs and to stimulate
research and development into
new molecules with which to treat
the disease (see article on R&D
for drugs for neglected diseases
on page 2).

■ Laura Hakoköngäs


