Integrating Highly Active Anti-retroviral Treatment (HAART) in care, support and treatment: A donor perspective
Introduction:
In Scheveningen on 3 and 4 October, representatives of bilateral donor agencies (Canada, US, Ireland, UK, Sweden, Denmark, Finland, Norway and the Netherlands) held an informal brainstorming session on “Integrating HAART in care, support and treatment” in development cooperation programmes. This informal gathering was a follow-up of the discussions held in Barcelona on enabling larger numbers of PLWHA (People Living With HIV/AIDS) to have access to HAART.

At the World Aids Conference in June 2002 a growing number of donor agencies acknowledged that they can not longer afford not to get involved in HAART. The numbers of people with HAIV and AIDS are staggering (28 million in Africa), at the same time the prices of drugs are plummeting and pilot programmes on HAART are indicating the feasibility of applying HAART in resource poor settings. All these facts and factors encourage donor agencies to become involved in providing (financial/technical) support to HAART in hard-hit countries.  

However, simultaneously donor agencies are confronted daily with the limited capacity of available health systems, a serious shortage of capable health professionals, weak logistics, poor health monitoring systems and lack of priority setting of recipient governments. And good functioning health systems are to some extent required to provide good quality health services including HAART.

In addition, several donor agencies face dilemma’s related to their policy guiding principles and overall development objective. For example, the principle of ‘equity’ or ‘equal access to health services for all’ is difficult to realize in relation to providing support to HAART programmes, which most likely provide health services only to a limited group of ‘privileged’ people, at least in the short-term. The overall objective of poverty alleviation of several donor agencies and the focus on the ‘poorest of the poor’ is also difficult to realize when providing support to HAART programmes. Most likely, the ‘poorest of the poor’ will not be reached, nor is the relation between poverty alleviation and HAART programmes very obvious for many people. 

Another difficulty remains the costs involved. Although the prices of drugs are coming down, the costs of drugs are only a fraction of the total funds required. Bilateral donor agencies will only be able to provide a fraction of the funds required to provide HAART to all (approx. 6 million people) in need of ARV-treatment. Some might wonder whether these relatively limited investment in HAART will make a difference in hard-hit countries. At the other hand treatment programmes have to start somewhere. 

Apart from a number of dilemma’s, the range of stakeholders has also grown in developing countries. A relative new stakeholder has entered the scene of developing and supporting HAART programmes: the private sector. Companies like Heineken (beer brewery), Daimler Benz and Shell have formulated HIV/AIDS personnel policy and provide HAART to their employees in a number of countries. Several donor agencies wonder about the feasibility of cooperation and/or coordination. At the one hand joining forces with the commercial sector might accelerate people’s access to HAART. On the other hand it might not be suitable to assist multi-national companies in providing HAART to their personnel. In other words, people might be of the opinion that tax-payer’s  money is not meant to assist eg. Coca-Cola to provide medical services to their staff.

In conclusion, donor agencies struggle with many questions after acknowledging that they can not afford not to become involved in HAART as an integral part in their overall care, support and treatment programmes. From a humanitarian perspective donors are obliged to provide support to HAART. At the other hand there seem to be so many obstacles (technical, financial and policy wise) as well as new stakeholders that it is difficult for a donor agency to find the ‘right way’.

 The meeting in Scheveningen enabled a number of representatives of donor agencies to speak out their thoughts, doubts and expectations. The participants were assisted in the discussions by staff of UNAIDS and WHO. The participation of representatives of these UN-organizations was very much appreciated. 
HIV/AIDS-HAART and the development agenda
All participants acknowledged that HIV/AIDS including HAART cannot be addressed solely as a health issue. It must be embedded into the broader developmental process and be included on the long-term development agenda of donor agencies as well as of recipient countries. It should be addressed in relation to the Millenium Development Goals and be incorporated in policy instruments like the Poverty Reduction Strategy Papers (PRSP) and Sector Wide Approaches (SWAp). 
Importance of strengthening health systems
Dilemma: A lot of development cooperation assistance in the health sector focuses on strengthening health systems, sometimes through SWAPs, or through supporting national health programmes. Strengthening health systems is a lengthy process and it might take another ten years before overall health systems are capable to implement HAART. However, due to the urgency of the AIDS-epidemic many people need immediate ARV-treatment.  There seems to be no time to lose and donor agencies are wondering whether they have to review their current health policy.  

Most of the participants expressed the view that the existing health systems should be used and utilized to the maximum. The introduction of HAART can be regarded as an opportunity to put ‘the importance of strengthening health systems’ on the agenda of policy makers. A crucial element in strengthening health systems as well as in enhancing local capacity for the provision of HAART is human capacity. Human capacity development plays a crucial role and donors could consider to enhance their efforts and support in this field. More support could be provided to for example pre-service training of health staff. 
Participants often mentioned the importance to identify entry points for antiretroviral treatment in existing health systems. Some possible entry points mentioned are programmes to Prevent Mother to Child Transmission (PMTCT) and Tuberculosis control programs. Another entry point might be the staff working in the health sector. Medical staff, doctors, nurses, laboratory staff etc. could be the first group of people to become eligible for HAART treatment, if required. Access to HAART of medical staff can be considered as an incentive and might encourage people to continue their work in the health sector. It would also counteract the weakening of the health sector due to sick leave and death of medical staff.

Any way, it is up to the recipient country to decide on possible entry points for HAART in their health system. All participants agreed that whatever entry point or scaling-up of care and treatment programmes are chosen, monitoring, regular reviews and evaluation of HAART remain important.  
Risks, opportunities and constraints when introducing HAART
The following risks, opportunities and constraints for introducing HAART in the existing health systems were identified:  
Risks:

· Hard hit governments might decide to speed up the development and implementation of  HAART programs and develop parallel systems in their country. Lessons learned however, show that new parallel (vertical) systems for HAART are not desirable. 
· HAART requires a lot of resources. Recipient government might decide to allocate so much funding to HAART programmes that other (basic) health services deteriorate. 
· HAART means a long-term commitment. People have to continue medication once started. This implies that also donor agencies have to commit themselves for a long time. Sustainable financing might not always easy to obtain. 

Opportunities:
· Lessons drawn from EPI, polio and Tuberculosis programmes can be considered as an opportunity for incorporating HAART in the existing health systems.

· The responses of the private and public sector, the growing number of  active groups of PLWHA activists should be regarded as an opportunity to accelerate the access of a larger number of people to HAART.

· The available experience and knowledge gained in the reproductive health sector, can be used in the development of HAART and HIV/AIDS control. Social marketing for example could be a useful strategy in promoting Voluntary Counseling and Testing (VCT). Franchising might also be an interesting approach in the HIV/AIDS response. 
· There is still momentum for the donor community to plan up front and take a strong proactive position.  
Constraints:
· Poor functioning health systems and lack of trained human resources are main constraints for scaling up HAART schemes.

· The absorption capacity is a serious constraint in many countries. However, ‘lack of absorption capacity’ should not become an excuse for refraining from action.

· Lack of priority setting by recipient governments. We should realize however, that it is very difficult for poor countries confronted by a structural lack of resources to set priorities.  
“Equal access to treatment,” equity and HAART

Dilemma: “Equal access to good quality, affordable and available health care services” is an important principle to many donor agencies. However, the amount of funds and capacity required to realize equal access to HAART for all who need it, are beyond reach. Does this imply that donors have to refrain from HAART? If no, what is the best strategy?  

A number of participants acknowledged that they have to accept, at least in the short-term, that there will be a “privileged” group of people eligible for treatment and a group that has to wait. It was also acknowledged that donors cannot longer afford not to get involved in HAART. It is a reality of life even in resource-poor settings. 
Governments, NGOs and other stakeholders in the developing countries have to make decisions on eligibility. Debates on HAART and particularly on equity should be held at country level and be country led. The situation at country level should be the starting point for discussion and decision-making. For UN collaboration and donor support, governments and civil society in developing countries should be in the drivers’ seat.  
Difficult but important questions like “Who will be served first?” and “Which parts of the health system need to be strengthened to provide HAART?” have to be answered. UNAIDS and WHO will have to give guidance to the decision-makers to enable them to take these very difficult policy decisions. Well informed choices have to be made and donor agencies could and are playing a role in bringing the stakeholders together and offering expertise to facilitate decision-making. Early 2003 WHO and UNAIDS will organise a consultation session aiming at setting standards for this decision-making process.

Financing:

Dilemma: Financing HAART programmes, due to the life-long treatment necessity, requires long-term commitment of the donor community. This is difficult due to the fact that donor agencies are often not able to make long-term financial commitments (max. 4-5 years). 

Donor agencies as well as recipient countries have to make an effort to include HIV/AIDS including HAART on their long-term agenda. It is important that recipient countries are able to predict the availability of foreign aid for AIDS control for the coming years. In this respect the Global Fund to fight Aids, Tuberculosis and Malaria (GFATM) might not turn out to be a reliable source of long-term funding for hard-hit countries. 
Although drug costs of HAART remain an obstacle, costs have fallen dramatically since 1998. Annual drug costs in the south have fallen from US$ 15.000 to, in some countries, less than US$ 350. The costs of diagnostic equipment and associated reagents however remain high.  
Another discussion focused on the possible distorting effects of large amount of funds for HIV/AIDS control on the macro-economic budget of recipient countries. In this context some participants referred to the Ministry of Finance, Planning and Economic Development (MoFPED) of Uganda who has stated that the contribution of the GFATM will distort the economy of the country. By receiving large amounts of US-Dollars the local currency deflates and export products of Uganda would become more expensive. This would ultimately weaken the economic position of Uganda. 

Participants remarked that recipient countries should be encouraged to monitor possible distorting effects on their macro-economic budgetary instruments. In addition it was recommended to involve macro-economists in the debate on disbursing large amounts of money to aids-control and HAART in poor countries.   
Coherence
As stated before HIV/AIDS and HAART are not only health issues. HAART in particular has  fuelled discussions on Trade Related Intellectual Property Rights (TRIPs) at meetings of the WTO. Discussions at international fora on HAART have painfully pointed out the differences and  relations between rich and poor countries.   

In this context the issue of policy coherence was raised several times. Donor agencies have to be aware of the various issues related to HAART and pursue a consistent and coherent policy. All participants agreed that at headquarters level a more coherent foreign affairs policy on  trade (Trade Related Intellectual Property Rights-TRIPs), health, and development co-operation can be pursued. Cooperation and coordination could be strengthened between ministries of Economic Affairs, Foreign Affairs and Health.   
One condition for coherent policy is an effective information flow within the own organization and between ministries and departments involved. But not only the internal information flow in the donor country is important, it is also essential to channel information to and from embassies (or field missions-US). At headquarters level it is important to know what is going on in the recipient countries and embassies have to be informed about the discussions held in the capitals. 

In many recipient countries there is also room for improvement of donor coordination. In general it was agreed that more time should be invested in coordination, coherence and harmonization of procedures. Joint review and monitoring missions should be undertaken more regularly. 

Research 

Research on medical issues related to HIV/AIDS control is still badly needed. Although this topic was not discussed in length, some research issues were raised from time to time. Prevention to Mother to Child Transmission (PMTCT) is regarded as a important and urgent topic of research. Not only the medical/technical aspects of MTCT are hardly understood, also ethical issues require further study. 
The relation between prevention and treatment and vice versa could also be further clarified. The need for more operational research on behavioral change was often mentioned. WHO and UNAIDS in cooperation with research and development community have definitely a role to play in setting the research agenda in the coming years.             

The implementation of HAART  in resource poor settings is relatively new. Due to the fact that so little is known, it is very important to collect the experiences and lessons learnt so far with the introduction and application of HAART. It was stated several times that monitoring is essential and recipient governments should be urged to set up monitoring systems to explore trends, to identify bottlenecks and to react swiftly in case of problems (e.g. serious drug resistance). Participants urged the UNAIDS secretariat in cooperation with the civil society to collect best/bad practices (lessons learned) and disseminate information on implementing HAART in resource poor settings. Donor agencies could also contribute in collecting and exchanging  information on funded and supported HAART programmes. 

Worldwide the available technical expertise to guide and monitor HAART programmes in resource poor settings is limited and scattered. One way to enhance local expertise is to encourage south-south learning. Donor agencies as well as UNAIDS and the WHO have a role to play in strengthening the technical expertise in hard-hit countries.  

Public-Private partnerships
Several participants noted that many private companies are moving faster than the public sector in the area of ART. Some of these companies are looking for public funding. We, as donor agencies, have to figure out how to deal with these private sector initiatives. It was suggested that WHO and UNAIDS should intensify the dialogue and enhance the sharing of technical expertise with the private sector. The donor field missions could play a facilitating role and could consider co-operating with the private sector. Many participants agreed that more discussion is needed within the donor agencies on their role in public and private partnerships. 

In Ghana, staff of the Royal Netherlands Embassy, USAID, representatives of a large number of companies and PharmAccess International are discussing the establishment of autonomous care and treatment centers that will cater medical services to staff of all stakeholders involved. This kind of cooperation could serve as a model for other donor field missions. 
Global Access Alliance (now called International Treatment Access Coalition-ITAC)
The WHO presented a new initiative, the Global Access Alliance, to accelerate the response on Anti-Retroviral Treatment. Participants expressed concern about the added value of this initiative. It is not yet clear how this initiative will assist recipient government agencies in setting the agenda on HAART. It seems that some of the proposed activities of the Coalition are duplicating the activities of WHO.  

It was further explained that a number of hard-hit countries will receive soon a substantial amount of resources (GFATM) for treatment of people living with HIV/AIDS. Several of these recipient countries lack the capacity to implement adequately (HAART) programmes. The WHO representative explained that this scarce and scattered technical expertise on HAART was an important reason to establish the coalition. The coming “Global Access Coalition” is considered to be a way to facilitate the exchange of information and a channel to bring together the scattered technical expertise. 
UNAIDS brought forward that the Coalition can also be regarded as an excellent opportunity for activists to express themselves and to keep a dialogue with donor agencies and recipient governments. WHO encouraged the donor community to join the alliance. By joining the coalition the donor would also be able to influence the functioning and structure of the network.
HIV/AIDS staff policy

The last topic of discussion was related to HIV/AIDS staff policy. DFID already has a staff policy on HIV/AIDS and has launched an information campaign for their staff at headquarters and field missions. The Netherlands, DGIS is also formulating such a policy with assistance from the Dutch AIDS Fonds and the Dutch HIV Association. It is expected that this policy will become operational in 2003 and will offer HAART treatment, if necessary, to local staff attached to our field missions. Providing treatment to local staff based at embassies is another way to enlarge the number of people having access to HAART.
Main points

· HIV/AIDS including HAART cannot be addressed solely as a health issue. It must be embedded into the overall developmental process and be included on the long-term development agenda of donor agencies and recipient countries. It should be linked to the Millennium Development Goals and be incorporated in the Poverty Reduction Strategy Papers (PRSP) and Sector Wide Approaches (SWAp).
· Existing health systems should be used and utilized to the maximum. HAART could be regarded as an opportunity to put ‘the importance of strengthening health systems’ on the agenda of policy makers. 

· Human capacity development plays a crucial role and donors could enhance their efforts and support in this field.
· Donors cannot longer afford not to get involved in HAART. It is a reality of life even in resource-poor settings. Unequal access to HAART will at least be in the short-term a reality to be accepted.  

· Long-term financial donor commitment to HAART is preferred or even required due to the life-long treatment necessity and the otherwise possible distorting effects on the economies of recipient countries. 

· At HQ level donor agencies have to pursue coherent foreign affairs policy on e.g. trade (Trade Related Intellectual Property Rights-TRIPs), health, and development co-operation.
· Research on medical/technical issues related to HIV/AIDS control is still badly needed. The relation between prevention and treatment and vice versa could be further clarified.
· Monitoring of HAART programmes is essential and recipient governments should be urged to set up monitoring systems to explore trends, identify bottlenecks and to react swiftly in case of problems.
· Donor agencies have to explore the possibilities to cooperate with the private sector initiatives on HAART. 

· ITAC could become an efficient way to facilitate the exchange of information and a channel to bring together the scattered technical expertise on HAART. 

· Providing treatment to the local staff of the donor agencies is a way to enlarge the number of people having access to HAART. HIV/AIDS staff policy could be further developed.
