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1.
Background 


HIV/AIDS has had a deep impact on health and health equity issues in Southern Africa, imposing challenges in mounting a response to the epidemic that cuts across its economic, social and public health dimensions. Health care systems have been stressed by increased demand for care, while  themselves suffering HIV/AIDS related losses in health personnel.  Household and community caring have complemented and sometimes substituted health care inputs. Where these lack adequate support they increase burdens on already poor households. As HIV/AIDS related mortality rates have fallen with new treatments available in high income countries, treatment access has become a central issue, with campaigns on this in South Africa recently widening through the Pan African HIV/AIDS Treatment Access Movement.    The Global Health Fund (GHF) has added raised attention about international obligations around resourcing responses to health risks such as HIV/AIDS, and the challenges to the TRIPS agreement has focused attention on the areas of conflict between trade agreements and access to treatment, including to ARVs.  Funds available from the GHF and  other sources make ARVs potentially more accessible to some people in southern Africa, but there are issues to be addressed of who, on what basis, and how? 

Approximately 15 million adults and children in southern Africa are currently infected with HIV and an estimated  700 000 - 1million currently have AIDS.  With only one eligible person in 25,000 currently on treatment with antiretroviral therapy (ART), the shortfall is enormous, and widest for the low income communities using peripheral and rural health services. Responding to this scale of disease and shortfall will not be possible through scattered programmes and projects. It requires a comprehensive approach that embeds treatment within an effective, accessible health system.  

Treatment is only one of the multiple responses to the risk environments and factors that produce HIV and to the many areas of household vulnerability due to AIDS. Household food security, access to primary health care, gender equity and income security are important factors linked to HIV and AIDS in southern Africa. Treatment programmes may excessively shift attention to drugs as the response to AIDS if they do not reinforce the prevention, care and socio-economic programmes that deal with these factors influencing HIV infection and the impacts of AIDS.  After decades of macroeconomic measures and health reforms weakening health systems, the capacities lost to public health systems need to be systematically rebuilt to plan, manage and use the significant global and international resources for treatment of AIDS coming into Africa. 

All southern African Development Community (SADC) member states have policies on AIDS and treatment guidelines and some are developing explicit treatment access policies. While legal, clinical and pharmaceutical aspects of these policies are now developed, there is a gap in the health system aspects. This gap needs to be filled if treatment policies are to be implemented in the practical conditions found in southern Africa health systems and to reinforce wider health and social goals. 

These issues motivated the Regional Network for Equity in Health in Southern Africa (EQUINET)
 and Oxfam GB
 to initiate a programme of work with other partners towards exploring, documenting, analysing and identifying policy concerns on HIV/AIDS and equity in health sector responses. The programme carried out in 2003/4 research and policy analysis and intervention on equity in health sector responses to HIV and AIDS.   The programme commissioned review papers on equity in health sector responses to HIV and AIDS in Malawi, South Africa, Tanzania , Zimbabwe, southern Africa  and in relation to health personnel and nutrition
.   A review panel of people with strong experience or institutional commitment to various aspects of HIV/AIDS Equity in the health sector  provided guidance to the work.  The names and institutions of the members of the panel are shown in Appendix 3. 

A meeting was held  on 16-17 February 2004 in Harare, Zimbabwe  to review and discuss the work done to date. 

The meeting aimed to 

· review EQUINET commissioned and other research evidence on health systems issues in treatment access; 

· debate and develop options for addressing health systems issues in treatment access; 

· identify follow up work to promote treatment access through strengthened health systems; 

This report produced by TARSC summarises the proceedings of the meeting. The delegates to the meeting are shown in  Appendix 1 and the programme in Appendix 2.

2. Work done to date, issues and challenges 

The first session of the meeting was used to give background information on work that has already been done, challenges and objectives for the meeting. Rene Loewenson, programme manager EQUINET, introduced the workshop and welcomed delegates to Zimbabwe.  Dr Mohga Kamal Smith representing OXFAM (GB) also welcomed participants. She noted that the meeting was a timely opportunity to address critical issues relating to widening treatment access and the importance of this issue for health in Africa. Delegates introduced themselves and the organisations and countries they came from. 

Rene Loewenson gave a  background of the work in the EQUINET/Oxfam programme. Equity in health implies addressing differences in health status that are unnecessary, avoidable and unfair’   Towards this EQUINET has carried out work to provide evidence, analysis, policy and programme support on 

· Equity in health and the current situation

· Economic and trade policy and health 

· Wider inputs to health – food security, water, sanitation, 

· Health Services – fair financing, health personnel, HIV/AIDS and treatment access, surveillance 

· Participation and governance  

· Health rights, values and policies  
This work aims to support and widen the constituencies for equity and social justice of health professionals, governments, civil society,  parliamentarians and 

SADC and global alliances.  EQUINET provides support to networking and information, skills and capacity building through mentoring, methods tools,   exchange visits, skills training, student grants and short courses. 

In February 2003 a number of issues were identified in in equity in health sector responses to AIDS, including  

· Are prevention, treatment and care positively reinforcing each other? 

· Are the social barriers to access to prevention, treatment and care being addressed? 

· What impact are HIV/AIDS services having on other health services? 

· What effect are health sector responses having on health personnel? 

· How are scarce resources being rationed? 

· Are decisions around scarce resources being fairly made? (fair process)

· Who is  setting the policy and funding priorities? 

· How fair and sustainable are the financing systems? 

Work commissioned in Malawi, South Africa, Zimbabwe, Tanzania, at regional level and on health personnel and nutrition explored these issues to address the question of whether   AIDS programmes, and particularly  treatment access, are at least not worsening existing inequities in health systems. 

This work found that while there has in the SADC region been policy development, intense foci of treatment activism and development of clinical guidelines for ART, the health systems concerns are not resolved.  This is important  given the SADC Maseru Declaration of July 2003 that  ‘Responses to AIDS will be through strengthening health care systems, especially public health’ and the role of health systems in addressing equity concerns. She noted a WHO survey in 2002 which found that …Available levels of health care do not provide all the essential elements and are biased towards urban communities.’
The EQUINET commissioned studies indicated that equity is best addressed through 

· Building synergies between prevention and care 

· Strengthening primary health care and food security interventions 

· Complementing clinical criteria with policy, systems and social criteria for rationing 

· Integrating AIDS programmes within district health systems to reach primary care levels 

· Identifying and dealing with costs and benefits to the system as a whole 

· Investing in and securing health personnel  (safety, skills, stay factors, management) 

· Securing sustainable resource inputs, reinforcing fair financing systems and sharing burdens fairly between public and private sectors

· Building strong public health leadership and strengthening civil society roles, civic-state  relations 

· Using fair, transparent processes for decision making
This has changed somewhat the question that concerns equity actors. The question now is  ‘How can ART expansion be implemented through sustainable,  integrated, public health systems in southern Africa?’   She raised this as the guiding question for the meeting, particularly to identify 
· policy recommendations 

· advocacy to change mindsets

· research evidence to support policy and programmes

· training /capacity development needed 

· monitoring of equity, access and systems issues, 
In the discussion this question was supported, noting the need to ensure the joint goals of ART access and  health systems strengthening. Further concerns were raised around the extent to which casting the issue as an emergency response would impact on wider health systems responses. 

3. Country and regional challenges and issues 
3.1 Malawi 

Julia Kemp from the Equi-TB Knowledge programme, Malawi, presented the work carried out on equity in health sector responses to HIV/AIDS in Malawi. She noted the background conditions of 
· widespread poverty in Malawi, with 20% of children dying before the age of 5 years and a maternal mortality ratio 1,120/100,000.  HIV/ AIDS has severely affected attempts to reduce poverty and the Malawi health system is itself inadequately financed and structured to deal with issues of HIV/AIDS and inequality.
Malawi’s Health System has reasonable coverage but is Under-resourced. Per capita health expenditure is at $12.7, with 1.9 nurses per health facility, a doctor : population ratio = 1 : 50-100,000 and 90% of health facilities currently unable to deliver the government defined Essential Health package.  The poor in Malawi wait longer for care, receive fewer drugs and pay more in comparison to the wealthy. Staffing shortages are worst in rural areas where overall 50% posts are  unfilled and 50% of doctors work in the four central hospitals.  HIV/AIDS has increased and changed the pattern of demand for health services,, with 70% of admissions to medical wards HIV-related. 

In relation to AIDS, policies are in place or well advanced and TB control, STI management is nationwide. Other aspects of programmes have patchy coverage with “islands of excellence” depending on specific donor inputs.  There are social barriers to access and evidence of gender differences in access, reflective of broader gender inequities. It costs the urban poor six times their available monthly income for TB diagnosis. Three systems for ART delivery are currently in place, through government of Malawi, trough the NGO MSF and through private providers. There is a clinical policy and guidelines for ART with standardised regimens and clinical criteria for entry and for monitoring. A scale-up plan is currently being drafted. ART programmes have not yet been evaluated. Evidence indicates that drug interruptions occur in 21% of cases and that there are intensive resource cost, such as the 33 additional clinical staff needed in the Thyolo district  MSF ART programme. 

About 200,000 people in Malawi need ART,  less than 1% currently have access and the new 3x5 ‘aspirational’ target is to treat 80,000 people. Selection criteria for these people are through tertiary facilities first, districts with capacity second and donor selected districts.  Within projects or districts selection is likely to consist of people already accessing the ‘at cost’ system (higher socio-economic status); with a high awareness of ART (high education level); and able to afford the direct, indirect and opportunity costs of care seeking for a chronic treatment programme. 

Noting that Malawi faces an absolute shortage of health resources to finance its EHP, will new global resources deepen and accentuate existing inequities, be absorbed  unless the health personnel required to deliver services are dealt with, and avoid a vertical, ‘project’ approach?  She raised a number of key points:

Can current provision of ART , or continuum of HIV /AIDS care be equitable ?
There can be no equity in access to ART or to an EHP currently, given the current health system inequities and the finite amount of resources available. Current inequities relate to general health services - understaffing and weak infrastructure & management. Equity in access to health services will be promoted through improved quality of care at the periphery
How can expansion of access to treatment be equitable?

· We need to explore non-clinical patient selection criteria for treatment to be transparent, equitable and explicit. We also need to accept that ART will be inequitable in the short term, but that a ‘road map’ to promote equity in the medium to longer term is agreed now. First-come, first-served basis is the easiest option politically (now) but may promote inequities through ‘informal selection criteria’.

· Targeting of key population groups is one option  (e.g. health workers, mothers). Expansion of access must be complemented by a capacity to monitor and ensure treatment adherence and positive outcomes

· Expansion of treatment needs to be in context of comprehensive response to HIV/AIDS, within an EHP. GFATM plans must be better integrated in plans for EHP, other HIV/AIDS plans and plans for devolution of health care to local government. 

ART provision needs to be monitored for whether it depletes or supports resources for the Essential Health Package.   This needs to be tested on a district-by-district basis rather than individual project-based approach (e.g. Thyolo model). It means that we should avoid the response to HIV depleting staff from public sector and other essential PHC services through explicit human resource planning, staff retention strategies, and use of non-clinically qualified staff  where appropriate.  

In summary she noted that  ART will be inequitable in the short and medium term and that explicit measures are needed to ensure equity in longer term. In the Malawi situation of limited resources, question of equity should also consider what will be the equity in access to benefits of the investment of ART provision, particularly in how it depletes or supports resources for the Essential Health Package. 

3.2 Zimbabwe
Tendayi  Kureya from SAFAIDS, Zimbabwe presented a paper on Zimbabwe’s challenge with dealings with HIV/AIDS.  Zimbabwe has a high levels of HIV/AIDS in the context of significant economic difficulties with high inflation rates that have reduced the value of public spending on health. 

The burden of HIV in Zimbabwe is huge, particularly  in the youth. The burden is highest at the family level as the health care system fails to cope.  Current socio-economic problems worsen the plight of remote health centres. Many hospitals are unable to supply even basic medications and high inflation rates reduce the true value of public spending on health. 50% of inpatients are HIV positive.

In Zimbabwe 90% of population rely on public service health delivery systems. And only 1million (10%) are on medical AID.  Two thirds of the population is rural and 49% serviced by mission hospitals. In 1996, health sector had 1020 doctors, 50% of them in private practice, and some 50,000 traditional healers.  The size of population needing treatment is huge with a wide range of estimates of between 200,000 to 600,000 people. 

Currently, government’s response to HIV and AIDS is implemented through the National AIDS Councils and the Ministry of Health  (MoHCW).  HIVAIDS was the basis for a declared state of emergency in 2002. The Medicines Control Authority Of Zimbabwe has registered six patented and two generic ARVs, including one for local production.  Guidelines for Implementing ART have been developed by MoHCW.  Pharmacies are already stocking ARVs with price ranges of US$30-$400.  Local production of ARVs for projected sales at around US$15 equivalent is planned. There is however limited access to information on treatment options available in the country and activism is still low.

There are a number of  current sources of treatment. A total of 155 hospitals are participating in PMTCT programmes and some are participating in making fluconazole available. Only one hospital, Luisa Guidotti Mission has an expanded ARV programme

Some NGOs and funding organisations are involved in various programmes to provide ART as are some large private corporations. The largest medical AID schemes now cover ART.  There is considerable momentums to establish ART programmes, especially from the NGO sector. An equitable national programme, however, should mobilize through the public health sector to reach all the people who need treatment Generic versions of drugs make ART a potential reality for all in Zimbabwe, but require significant external financial input .

He noted the areas now needing urgent focus in Zimbabwe,  including:

· commitment to ensuring that services are provided on the basis of need rather than ability to pay. 

· sharing Information on current ART programmes 

· reviewing the national HIV policy and strategic framework to  advocate for ART. 

· monitoring resistance to first line ARV medications.

· monitoring and evaluating expenditure of resources allocated and activities done on ART programmes countrywide.

· increasing the funding base for equitable provision of treatment.

· increasing involvement of people infected by HIV or AIDS through community education and mobilisation.
3.3 South Africa 


Petrida Ijumba presented a paper on HIV/AIDS treatment access and equity in South Africa. She discussed the gross economic inequality as a key blockage to expansion of access to treatment and care. A GDP per capita of approx. $ 11 000 masks the inequities where

· 50% of the population receive only 11% of country’s income

· 7% of the population receive more than 40% of the total income

· 19 million people live on or below  $55 per month  per person 

· Female households  have 50% higher poverty than male  households

· 72% of  the poor live in rural areas with little access to land or employment 

· Significant inequities exist in income and employment opportunities and in access to basic facilities

· There are wide  divides between the public and private sectors, in terms of  healthcare financing, population covered, and human resources

There are also differentials within the public sector:

· Wealthier  provinces have  8-9 health workers/ 1000 people, poorer provinces have 4

· There is a wide gap in per capita spending across provinces and across  districts in the same province 

· Only 15% of the health budget is spent on PHC  

· Poorer provinces lack  leadership, management  and supervisory capacity, resulting in poor planning and use of resources and have poor performance (e.g. in PMTCT)

Only 10-25% have access to VCT

These factors influence who has access to ARVs and the capacity to roll out ART. The uneven health systems capacity  and weaknesses in PHC functioning in some parts of the country affect roll out, and South Africa is implementing a complex labour intensive programme while the health system is undergoing massive structural transformation.

The roll out plan for ART was launched in November 2003, with aims of 

· Providing comprehensive care and treatment to PLWA

· Facilitating the strengthening of national health system 

· The targets are to 

· Establish one service point in every health district by the end of 1st  year of implementation (53 of them)

· Ensure all SAs including permanent residents should have access to the programme through municipalities in 5 years (PHC Facility level)

· All needing treatment for AIDS ( Est 1.4million)  should have access to the programme by 2009

As a first step in 2003/04 , 53 000 new cases should be started on  ART. 

This plan depends on significant health system resources. For example core human resource requirements have been identified as follows for every 500 patients:

1Medical Officer ; 2Professional Nurses; 1Pharmacist; 1Dietician/Nutritionist; 0.5 Social Worker; 1 Lay Counsellor; 1 Administrative Clerk; 1Data Capturer. 

She noted the recommendations made in the South African study to enhance equity in access to treatment, including 

· Improved coordination of HIV and heath system development interventions (STI,TB, MCH, nutrition)

· Providing meaningful AIDS social welfare benefits 

· Promoting more equitable distribution of public resources

· Developing an appropriate long term human resources for health (HRH) strategy

· Prioritising the development of healthcare infrastructure in under-resourced and rural areas

· Monitoring expenditure on HIV/AIDS

· Clarifying criteria for access to treatment

· Engaging business and private sector

· Empowering communities to engage with the health system

· Securing committed and consistent leadership

3.4 
Southern Africa
Dave McCoy outlined issues expanding access to antiretroviral treatment in southern Africa  He spoke about guarding against false hopes and making unacceptable compromises in the process. As a .region, southern Africa is characterised by widespread poverty, malnutrition, high child mortality rates and high HIV prevalence. 

However, countries vary in terms of economic wealth, democracy, human rights, freedom of press  and their socio-cultural environments. They also vary in their health systems (level of expenditure; mix of providers; inequities; degree to which PHC agenda unfinished).  He noted that rationing and choices are  inevitable given the scale of need and resources  available. Clinical criteria are established but other (non-clinical) criteria for patient selection are less clear.  

He pointed out the possible pitfalls in ART roll out which he said  were not being raised to detract from the need for ART roll-out / expansion but to identify issues that must be dealt with in the roll out. This included possibilities of ART roll out

· deepening and accentuating existing inequities?

· leading  to a deterioration of other essential PHC services

· not meeting the additional health personnel required to deliver the services because of an absolute lack of nurses and doctors

· leading to vertical, ‘project’ approaches in an effort to meet targets

· undermining fragile health systems

· leading to drug resistance 

HIV and ART need to be placed in the continuum of development and health care services, without negating the fact that HIV/AIDS and access to treatment are emergencies. The opportunity costs call for balance and judgement as they will affect different people differently. 
In contrast he pointed to the opportunities that new attention to treatment access provide of

· Revitalising health systems

· Catalysing HIV prevention

· Strengthening PHC

· Challenging the patents regime on medicines

· Institutionalising a rights-based approach to health

Capitalising on the opportunities will only happen if we set out explicitly to do this, and if we are committed to doing this.  This implies 

· Using the right to medical treatment to support the right to health

·  ART expansion through sustainable,  fair financing integrated into national budgets

· Making trade-offs explicit  and making choices through rational and transparent discussion and debate
· Setting ‘bottom lines’ on unacceptable opportunity costs  (eg protecting child health care when immunisation coverage is low; avoiding deterioration of maternal and reproductive health care or deterioration of TB treatment. 

At the same time we should not be satisfied at having to talk about pitfalls, trade-offs and rationing. There is a need to put pressure for the wider environments limiting treatment access, including dealing with debt,  the global financial and trading system, the level of development assistance and sustainable HIV financing. 


3.5 The 
SADC framework on HIV/AIDS
Innocent Modisaotsile, HIV/AIDS Programme manager for the SADC Health Sector presented the work of SADC HIV/AIDS programme arising from the Maseru and Abuja declarations and the Regional Strategic Plan circulated at the meeting. The plan defines what needs to be done by SADC to compliment the work of Member States and  articulates the concrete steps to be undertaken to address the epidemic. It is premised on the fact that HIV/AIDS is a major issue in the region, that there is a potential of reversal in social, economic and political indicators of development in the region. It is a  multi-sectoral plan that focuses on prevention, care,  support and mitigation. It is based on goals to
· reduce the incidence of new infections among the most vulnerable groups within SADC

· mitigate the socio-economic impact of HIV/AIDS

· review, develop and harmonize policies and legislation relating to HIV prevention, care and support, and treatment within SADC.

· mobilize and coordinate resources

The plan provides for subsidiarity and limits SADC inputs to areas where it has comparative advantage and can complement country activities. The strategic areas of focus are thus

· Policy Development and Harmonization

· Mainstreaming

· Capacity Building

· Facilitating Technical Response

· Facilitating Resource Networks

· Facilitating the Monitoring of Regional and Global Commitments
SADC has also proposed the development of a regional fund for HIV and AIDS to support the strategic plan.


3.6 Treatment rights in the region 
Njogu Morgan representing the Treatment Action Campaign (TAC) of South Africa spoke of the need for communities to advocate treatment for their members. He stated that the TAC assists in community involvement (treatment literacy), delivery and monitoring. He noted the history of efforts to secure treatment rights in  South Africa and more recently across southern Africa. A Pan African Treatment Access Movement had been launched to promote treatment rights and he welcomed participation from those in the meeting in the organisation. It  would be holding a meeting in early March to explore issues relating to expanding treatment access, particularly given the new momentum for this. 


It was noted in discussion that a lot of energy has been mobilized to support treatment access, particularly in urban areas that are more  likely to be heard. It was suggested that similar levels of activism are needed around wider public health concerns like safe water and the health systems that support treatmnt access. 

4. Implementing health systems approaches 


Following the presentations delegates discussed some of the critical issues in groups and presented their conclusions in plenary:

4.1 On rationing policy and choices: 

While countries seek to expand access to treatment it is a fact that the resources for this are still inadequate and that choices will be made around rationing. What are the equitable options in such choices? The group noted that this is a social decision that must be made at country level through national and stakeholder debate in a transparent manner. The choices made need to be agreed in policy and monitored. Some of the options for rationing that take account of health systems and wider policy criteria (beyond clinical criteria) include

· Starting with patients currently  using the health system, such as for PMTCT, TB treatment, and Voluntary Counselling and Testing 
· Treat Health workers, particularly those who have been on contracts  of over 2-3 years and who serve at community level

· Include in plans investments to ensure that treatment can be expanded to new areas by building the PHC infrastructure, especially rural areas

Whatever social criteria are adopted it is important that local communities are involved in the process of decision making on who to treat  and that this is backed by information to communities and by literacy on treatment rights. 
4.2 On Integrating treatment into primary health care 

The opportunities for integration of treatment into PHC were noted across a number of dimensions,   including:

· Linking ART to treatment of Sexually transmitted infections,  treatment of opportunistic infection, TB treatment

· Linking PTMCT to antenatal are and maternal and child heath progammes

· Linking VCT and treatment literacy to wider health promotion programmes 

· Backing ART with nutritional advice linked to agriculture and food security assessments

· Linking ART to community care and support group strategies, including groups supporting orphan care

4.3 On meeting treatment expansion demands within and strengthened health systems

A number of  options were proposed to facilitate the expansion of treatment access through strengthened health systems, particularly through Integrating HIV and AIDS services within PHC programmes:

· Setting up joint planning of public health and AIDS work, by linking National AIDS Councils (NAC) and Ministry of Health planning structures and processes on ART at all levels (eg ensuring that the district health service representative is on the district NAC)

· Strengthening the capacity of  the joint district mechanisms to coordinate and provide public health leadership to the response,  including of other sector inputs such as education, water, food  security

· Integrating ART services and HIV programs into primary and district health care systems as a preference over tertiary levels. 

· Ensuring funding options for ART include funding of the PHC response eg setting up or supporting PHC cadres, training,  supervision and management  of health personnel, ensuring that all basic services are available for all users of facilities (and not just  for people with HIV

· Provide support to health personnel through training strategies,  career paths, , distance learning, salary support, incentives for retention, especially at primary and district level

· Ensure that countries do not meet demands for health personnel, eg nurses, through deliberate recruitment from other countries or from wider health services into vertical programmes. 
4.4 On monitoring treatment access 

Key areas identified for monitoring included 

· Whether ART service plans provide for public health,  health systems components

· How financing approaches (eg fee payments) bias access 

· What the different funding agencies provide for and how far they integrate equity and support of health systems

· How funds are ART services are impacting on service capacities at different levels of the health systems 
· The real and perceived equity, quality of prevention and treatment responses
The group identified three levels of  monitoring:

· Of national policies for HIV/AIDS care and treatment, their integration within wider equity ad health sector policies and the participation and communication flow amongst the relevant parties in their development. 

· Of planning and programme  management, in terms of how operational plans ensure progressive realization of the roll out projection,  the role and impact of private –public partnerships and the resource inputs for  services

· Of social process around ART programmes, both in terms of  participation of relevant actors and issues such as attitudes of health staff, discrimination, knowledge understanding and morale in and outside the services. 

5. Ensuring critical inputs to the health system 

A  series of presentations were made on critical health system inputs for treatment access. 

5.1 Government budgets for HIV/AIDS
Alison Hickey of the AIDS Budget Unit of IDASA, South Africa presented an analysis of budgets for AIDS in the SADC region developed through a programme that aims to monitor government budgets for HIV/AIDS in terns of  budget format and process; AIDS policy/implementation structures and their role in resource allocation; funding channels used and the priority given to health in national budgets.  This work assesses

· Allocations for HIV/AIDS in the national budget.

· The mix of HIV/AIDS interventions funded.
· Donor funds to HIV/AIDS activities.

· Actual expenditure on HIV/AIDS budgets.

· Issues of equity in HIV/AIDS resource allocation.

She outlined the findings in Mozambique, South Africa, Botswana and Namibia. Notwithstanding the difficulty in identifying HIV/AIDS allocations, she noted that HIV/AIDS budgets have increased as a share of  health and total budgets. Within this preliminary findings indicate varying degrees of inter-sectoral response and mainstreaming and  increasing expenditure at district levels  on AIDS.  She recommended that countries implement improved tracking of HIV/AIDS funds and disaggregate data across specific line-items.  Separate funds have been allocated to the national coordinating bodies and she recommended that donor funds be coordinated by, or at least registered with, national bodies and that NGO networks act as watchdogs of funds, particularly of Global Funds, at country level. 

5.2     Health personnel
Jean-Marion Aitken
·  described the global labour market for healthcare workers. With increasing demand for health care in developed countries, importation of trained health workers saves training costs in receiving countries and developing countries are now exporters of health personnel. She briefly outlined the range of push and pull factors that determine the migration of health workers. 
HIV/AIDS on health services have increased demand and workload for staff, increased risks of infection  and reduced job satisfaction, thus reinforcing the push and pull factors driving migration. Several policy responses were proposed:
· Producing more staff through increased training


· Making better use of the staff available through optimal deployment, creation of new cadres, reviewing the skill mix, upgrading skills and knowledge, effective performance management strategies, improving HR information and planning and speeding up placement and promotion

· Recruiting and retaining more staff through streamlining appointment procedures, return to work packages, developing targeted incentives, improving pay and conditions, occupational health schemes, ART for health workers and flexible working schemes for positive living. 

· Protecting the institution from the negative effects of attrition through strengthening institutional memory, improved succession planning, skills development and sharing.  
· These call for large scale and long-term support to public sector reform and health system strengthening. 

She looked more closely at the Impacts of the HIV/AIDS epidemic on HR for health in Malawi noting that HIV/AIDS impacts on the long and short-term availability of healthcare workers and their recruitment, production and retention. It exacerbates the problems created by an international labour market and undermines national capacity to respond to this situation.  This has implications for ART programmes in terms of resource allocation and service delivery priorities, provider behaviour, managing infection risks and providing ART for health care workers that need to be taken into account. 
5.2 Affordable Medicines

Beryl Leach of  Health Action International outlined issues affecting ART procurement and pricing and the options for governments in southern Africa to ensure affordable medicines. The key factor she described as political commitment to ensuring affordable prices for citizens, especially the poor, and to securing lowest prices in public systems to maximise numbers treated.  This is best done by promoting real competition in the medicines market, which means that the government should pursue a pro-generics policy.
She advised that governments use the WHO pre-qualification list as guidance in selecting ARVs, as the list contains quality generics that are much less expensive than patented options. This list contains fixed-dose combination generics, which are the best form of dosage for patients at this time. Procurement agents should have access to all relevant international price indicator guides.  

Where possible, the advantages of pooled procurement should be pursued.  Examples of successful regional pooled procurement were given, including ACAME (African Association of Central Medical Stores for Generic Essential Drugs) and ECDS (Eastern Caribbean Drug Service).  Some potential may exist to use regional flexibilities under TRIPS (if not given up under bilateral or regional trade agreements) to pursue regional procurement (or production) within regional trading blocs, such as SADC or the East African Community.

She urged that governments pursue equity pricing arrangements as a sound short- and medium-term strategy; avoid company discounting negotiations on a medicine-by-medicine basis; and, in most cases, avoid company donations programmes, the latter being the least sustainable and because they distort the market against competition. Governments should also ensure that there are good tendering procedures in place, with clear technical specifications, sound pre-qualification of suppliers, transparent practices and commitment to getting best quality and lowest price.

She further noted the importance of ensuring that all available TRIPS flexibilities are available under national law, such as parallel importation without express consent of the patent owner and compulsory licensing. Governments should not agree to conditions that create TRIPS-plus situations, such as extensions of patents to recoup time lost from time of filing or data exclusivity extensions, which block the introduction of generics beyond the patent life. 
Every country should have an updated national medicines policy that is being implemented. She reported on the new information now available on drug pricing at point of service through the WHO-HAI pricing surveys. These surveys have shown that the rural poor have less access and pay higher prices, and that not all essential medicines are available.  Counterfeiting and poor quality medicines is a real problem, especially in rural areas.  A recent AMREF study in Kenya, found 70 different types of antimalarials for sale in surveyed rural areas.  Fewer than 15 antimalarials are registered for legitimate sale in the country.  Price was noted to be an effective advocacy tool as a hook for a range of issues affecting affordability and availability, providing crucial and powerful data in campaigning that help prove one’s arguments. Price monitoring improves awareness and hopefully pressure by consumers to lower prices, increases availability and address reasons that prices are not optimal. 

6. Programme inputs for equitable health systems approaches to treatment access 

Following the presentations delegates discussed some of the critical issues in groups and presented their conclusions in plenary:


6.1 
Health personnel needs 

A number of measures were proposed to meet health personnel needs for equitable treatment access:

At country Level: 

· Audit staffing levels, migration and conditions, including in the private sector 

· Based on the findings develop a strategic plan for training and retaining staff, including through improved working conditions, communication and feedback , career-paths, incentives for rural areas, salaries, recognition and supervision

· Invest in appropriate training 

At SADC level

· Ensure good occupational health and safety policies in all countries 

· Share information on and monitor implementation of strategic plans for HRH

For donors 

· factor in HR costs into donor plans, including supporting salaries, training and additional staff costs 

· understand that investing in HR is critical if approaches are to be sustainable

6.2   Regional, national and local financing  

A number of areas were identified to improve the equitable and sustainable financing of health systems approaches to ART, including 

· Interrogating whether funds are “additional” and assessing costs and benefits at a wider health system level

· Recognise the need for specific earmarked transfers given the emergency nature of the situation and to address backlogs but build in approaches to phased inclusion of HIV/ART responses in regular budgeting mechanism with increased flows to districts 

· Disaggregate budgets to drugs, training, and other specific cost items

· Build capacity to plan and monitor decentralized budgets and their distributional impacts 

· Carry out research on the indirect impact of HIV/AIDS on health sector budgets, and monitor equity outcomes in HIV  and health spending, impacts  on essential services, private sector allocations and the balance between development and current budgets.  

6.3 International financing 

The group noted the need to lobby donors and UN agencies to take on systems responsibilities and building within their to programmes and to insist on integration of community based projects into national systems within a whole continuum of care. This calls for strengthened coordination among all stakeholders, awareness amongst the public to stimulate demand for effective services and  longer term funding commitments from donors with agreed practical exit strategies. 

It was proposed that current/ future treatment action plans are scrutinised to ensure that they include public health considerations. Regional networking could usefully document and share lessons learned and best practices. International and regional support could usefully strengthen regulatory mechanisms to control inflow of ARVs and drug procurement and distribution systems, to eliminate bottlenecks. Other areas of regional and international action were identified as 

· Strengthening  governments commitments to increase health budgets  

· Training relevant health personnel and new cadres of staff 

· Conducting operations and impact research 

· Reviewing legislation to take advantage of TRIPS agreement and other international trade agreements 

· Ensuring regional equity and capacity support in the distribution of donor inputs 

It was felt to be important not to create overdependence on donors through increasing government overall health sending although  notihng the absolute poverty in some countries. The inability to scale up vertical programmes calls for programme integration to be reflected at inception. Caution was also expressed at potential donor induced imbalances in health facilities/ services calling for governments to have a total view of health budget and its needs to ensure equitable distribution of donor funds.
6.4 Affordable drug supplies 

The group identified  key issues for affordable drug supplies to be addressed within the region as 

· competition in supply of generics
· adequate competition in licencing and tendering
· government policies that promote generics
· an international trading system that is fair at all levels
Production of essential medicines at country level was said to not be backed by compelling arguments, although there was debate on this.  Medicine procurement strategies were noted to call for a reduce time period from bidding and supply and avoidance of donations and company discount offers. If essential medicines are not available the public should demand it. The group observed the need to develop recurrent funding mechanisms and emergency and time limited programmes for disbursing funding.  

7 Voices from the frontline 

The meeting was presented with the views of those directly involved in the ‘frontline’  of treatment access – the health workers and the community. Soraya Elloker, SAMWU,  noted the  unequal distributions of health & wealth in South Africa and an HIV/AIDS impact where 20% health care workers aged 18-35 are HIV positive and 46% of patients in hospitals were HIV positive.  She commented that 75% of health care workers reported an increased workload over the past year. The South African Municipal Workers Union (SAMWU) had explored the views of health workers in ARV pilot projects at sub-districts in the country. The direct statements of health workers she presented indicated the increased work loads with inadequate resource or staff support. Stresses ranged from equipment shortages to visitors are coming in to review the projects, consuming health worker time.

Soraya indicated that in 2003 she found that shortages of staff, increased patient workloads, shortages of medicine, lack of clinic manager training, increased responsibility of nurses to manage critically ill children without sufficient doctor support, rude patients, long waiting times, low morale of staff, change of staff roles to include new services and stressful work environments affected the ability of registered nurses to deliver the care needed.

She urged governments and donors to consult health workers, NGO’s and communities on their service plans and to ensure that they integrated support to personnel needs and  working conditions.  

Itai Rusike of the Community Working Group on Health outlined the background to his organisation, a network of civic /community based organisations in Zimbabwe formed in 1998, to take up health issues of common concern. The CWGH works in 26 districts of Zimbabwe to support rights to health, primary health care and the public health system. Communities indicated that their current options for accessing treatment  include private sector- private hospitals, pharmacists, NGO intervention programmes and government and church hospitals. Communities felt that ARVs should be available at affordable prices and expressed concern at the lack of information on ARVs. They wanted to know

· Can a person live longer if medication is ceased?
· What are the major side effects of ARVs?

· Who is accessing treatment at the Government institution, how were they selected & how are the drugs being distributed?

· Is the AIDS Levy benefiting anyone, and how accessible is it?  

He noted that people are still not open up about their status due to stigma and  discrimination  

8 Follow up recommendations and actions 

At the beginning of the meeting delegates chose to join various task forces that were established to monitor and record the policy, research, advocacy and monitoring implications of the discussions. The task forces met  in the beginning and end of the workshop days to review and consolidate their findings. Task force co-ordinators reported back in the last session on the areas that the task forces identified for policy, research, advocacy and monitoring. The reports were discussed by the plenary and conclusions made by the meeting as follows:

8.1 Policy and programme recommendations 

Treatment should be accessible to all people with HIV in need of treatment in Southern Africa. Addressing this means progressively and equitably realizing universal access to treatment through sustainable public health systems. The urgent need for a response to this emergency calls for intense mobilization of resources and strengthening of capacities within an integrated health systems response. The meeting identified policy principles to guide policy responses to AIDS that should be circulated for debate and support of regional and national policy processes.  A follow up discussion document based on these principles is shown in Appendix 3. 

Policy principles at National Level (for action by government, civil society, non state agencies)

1.  Policy processes 
· Governments to develop and implement national policies on HIV prevention, treatment and care that integrate issues of health systems and equity through fair processes involving public / stakeholder consultation and debate

· Governments to harmonize health and HIV/AIDS planning mechanisms,  plans of action and monitoring and evaluation frameworks from national to district levels. 

· Plans to expand treatment to be located in the context of comprehensive response to HIV prevention and care. 

· Governments, donors and civil society to invest in building capacity of public health and AIDS structures to co-ordinate responses across sectors 

· Government, donors and civil society to ensure that the criteria for rationing cover clinical, social and systems criteria and that the choices around opportunity costs and tradeoffs fairly and transparently developed and monitored though stakeholder consultation.

2.    Health systems principles
· Governments to integrate HIV and AIDS prevention, treatment and care into health systems with a preferred entry point at district and primary care level as opposed to tertiary level. 

· Governments and NGOs to build a response within district health systems that :

· Provides treatment free in the public sector

· Provides all basic services for people with HIV and without HIV alike 

· Links treatment to prevention and caring

· Strengthens community activities and PHC provision and outreach (including treatment literacy, VCT, ANC-PMTCT, STI treatment, referral for nutrition, caring support)

· Builds public health leadership 

· Sets realistic targets for health systems capacities 

· Governments to provide treatment access first for users of the health system (PMTCT, TB, VCT users) and health workers while building PHC infrastructures in areas with low capacity (eg rural) to widen access

· Government to adopt, implement and monitor clear guidelines for ensuring quality in access to treatment and care.

· Services provided by non-profit organizations should be integrated in the public sector framework. 

· Private sector provision should complement public provision and not compete for public funding.

3.   Financing principles 
· AIDS funding to be integrated into regular budgets and existing channels used for transfers and earmarked funds 

· Ministries of finance to integrate health systems demands into financial planning and budget frameworks and review their Medium Term Expenditure Frameworks (MTEF) with the IMF to take account  of additional financing levels for system strengthening

· Dedicated funds for AIDS to be system supporting and transparently allocated 

· Specific  emergency transfers for setting up and addressing backlogs in ART services to be time limited to integration into mainstream budgets 

· Governments and international agencies to enter into longer term commitments (minimum 5 years) with agreed exit strategies

· Governments to strengthen their governance and management capacities for resource planning and management, particularly for weaker districts

· Government to meet their commitments under the Abuja declaration to increase health budgets to 15% budget 

4.  Drug procurement and management
· Governments to ensure that national legislation takes full advantage of the TRIPS flexibilities and the Doha declaration, including parallel importation and compulsory licensing 

· Governments and donors to strengthen drug regulatory and medicine control authorities, drug procurement and distribution systems, to review and update essential drugs list and extend the list to the private sector and to promote pro-generic policies

5.  Health personnel
· Governments and health worker associations to develop strategies for meeting health personnel needs for ART services including incentives for retention, training, career paths,  and improved working conditions at all levels, particularly at district and primary care level

· SADC countries to avoid policies that deliberately recruit  HR shortfalls from other SADC countries 

· Government, donors and civil society and private sector to include measures for training, sustaining and retaining of relevant health personnel in ART expansion programmes 

· Health providers to provide safe work environments and infection control policies according to national and regional standards

Regional Level  (for action by SADC and regional organisations and networks)

· Regional plans/strategies to be responsive to socio-economic, health system and political disparities within the SADC region 

· SADC to pursue regional strategies for procurement, price monitoring and quality control of essential drugs, taking advantage of the TRIPS flexibilities and the Doha declaration. 

· SADC to monitor and disseminate information on good practice on system strengthening approaches to ART expansion. 

International and Global Level (for action by UN, international organisations and networks)

· International agencies to shift donor policies in favour of a systems-based approach to HIV/AIDS programs. Donors to take responsibility and be accountable for ensuring that policy/program implementation for ART services strengthens health systems

· Donors to coordinate their funding and technical input in support of development and implementation of joint national HIV and health plans and harmonise their monitoring and evaluation systems. 

· Global and international funds to provide for longer term commitments, and to ensure predictability in and co-ordination of international funding. 

8.2 Recommendations on monitoring

The meeting recommended that both qualitative and quantitative monitoring be implemented with an equity and health systems lens through state and civil society/ community mechanisms to address:

1. Who is accessing treatment, through  what mechanisms and sources?

2. Do government, donor and NGO plans provide for public health, equity and health systems components of ART expansion?

3. What are the different funding sources (national and international) providing for, how far do they integrate equity and support of health systems?  How have they shifted development and recurrent funding distribution and roles? 

4. How is the financing of treatment expansion reflecting and impacting on budget integration, health system demands, equity and access issues? 

5. Is the funding coming in for treatment access additional? Is additional funding system supporting?  How far are resources for AIDS/ART integrated into routine budget?

6. Have governments met their commitment of 15% budgets to health? 

7. What are service capacities at different levels of the health systems and how have new resources for treatment access impacted on them? 

8. How far have the prevention and treatment responses addressed issues of equity, quality and integration into health systems? 

9. What are the available levels of critical categories of personnel for primary and district level ART expansion? How far do programmes provide for and implement inputs to strengthen the availability and retention of these personnel? What impact have resources for AIDS had on  health personnel flows?  

It was proposed that evidence from monitoring be used to build fair process and community awareness around how treatment access is being implemented and whether it meets coverage, equity and health system goals. 

8.3 Recommendations on research 

The meeting recommended that regional networking and support of research be carried out to support the evidence base on health systems approaches to treatment access, including:

1. Documenting and sharing lessons from promising practice, showing positive approaches to addressing treatment access and equity, health systems issues and making clear the community roles, opportunity costs, benefits and trade offs. 

2. Assessing access, equity and systems impacts of  programmes and interventions

3. Mapping of global funds, bilateral and NGO funding sources at country level,  programmes supported (and their equity, access and system impacts, costs and benefits)and their co-ordination between themselves and with national budget funds. 

4. Synthesising evidence on the impacts of other large global campaign programmes (e.g. Malaria) on health systems, sustainability? What positive  and negative lessons were learned?

5. Identifying the current  private sector HIV/AIDS prevention/treatment and care responses, who provides them and the current private-public mix in financing and  provisioning ART services. Assessing the opportunity costs, trade offs and benefits  for private sector participation in ART roll out  and reviewing the appropriate roles for the private sector.  

6. Auditing staffing levels and migration within critical categories of health personnel for health systems implementation of treatment access and strategies for addressing HRH shortfalls, retention and distribution. 

8.4 Recommendations on advocacy

The meeting recommended that advocacy be carried out nationally and regionally in support of  health systems approaches to treatment access, along the lines of the principles above and particularly including:

· For international  donors to provide greater, more secure and longer term funding for ART, to give countries greater predictability on commitments and greater flexibility for mainstreaming ART services into wider heath sector planning. Advocacy initiatives should monitor and document experiences of efficiencies/inefficiencies of international funds, trade offs and conditions linked to international funds which might compromise governmental authority to protect health systems.

· For national governments to   build long term plans,  mobilise budget and other resources for health systems approaches to ART. The meeting proposed the role of governments, civil society and others to monitor resource levels, budget allocations and the impact of resource transfers for ART services.

· For all stakeholders to debate whether ART provision in the public sector should be free. 

It was noted that  there is no magic bullet about how to implement HIV/AIDS services and how to integrate them with existing public services. The lessons from implementation are thus essential to influence decision making and leadership in this area. This calls for efforts to 

· Document and disseminate implementation lessons. 

· Catalyse exchange of information between partners involved in implementation.

· Involve all actors within health services backed by information and training  opportunities 

· Involve communities and especially people living with HIV, particularly if violations of equity in access to the health services and to ART are to be identified and addressed and if the  silence  about HIV  is to be broken. 

Taking forward an advocacy agenda calls for strengthened communication between government  and non government actors and media. It also calls for strategic alliances, particularly with civil society. To inform this there is a need for strengthened health systems, health rights and treatment literacy including concepts of equity,  rights and health systems approaches. 

8.5 Priorities 

Within this wide agenda the delegates identified that priority attention needs to be given to supporting fair and transparent processes that inform and bring all relevant actors into policy discussions.  It was noted that human resource issues were a priority to address and that  advocacy, policy, research and monitoring attention should be given to the policy options for ART resources dealing with HR constraints and strengthening HRH generally. Trade issues were also identified as an issues that needed greater research and policy attention, particularly in how WTO and bilateral agreements were affecting government  flexibilities to manage health systems. 

The primary targets for work within the region should be governments and SADC. This work should also target the International Finance Institutions (IFIs) such as IMF,  World 

Bank, Global Fund and the G8 governments who influence them. 

4.
Closing 

In the closing EQUINET and Oxfam expressed their thanks to the delegates, researchers and invited institutions for  their valuable contributions. They noted their commitment to take the process forward in line with the principles and priorities set. Future PATAM, WHO, SADC and other meetings were highlighted as key processes  for  taking up these principles and EQUINET would also support regional follow up work with others. 

Dr Erika Malekia from the SADC public health desk  closed the meeting with information about SADCs  work in public health in support of the HIV/AIDS Strategic Framework and Plan of Action 2003-2007, the SADC protocol on health and the Regional Indicative Strategic Development Plans. She welcomed co-operation in the implementation of these plans and with EQUINET on the issue of the health systems approach to ART and AIDS programmes in the health sector. She noted the usefulness  of the evidence and principles presented at the meeting for SADC’s work in developing policy or care, support and treatment for HIV and AIDS, particularly in terms of  policy guidelines.  She also noted tat SADC would play a role in facilitating the sharing of  information in support of and monitoring of policy commitments on HIV/AIDS. 

She urged EQUINET  to widen the discussion of the issues raised in the meeting across SADC states and looked forward to further co-operation in taking forward the health system principles in line with the Maseru declaration. 
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Ensuring universal treatment access through sustainable public health systems

Southern African Regional Network for Equity in Health  (EQUINET)

Discussion Document: Guiding Principles

February 2004

The Regional Network for Equity in Health in Southern Africa (EQUINET), Oxfam GB in co-operation with SADC, government, UN, civil society, health sector and international agency  partners met in February 2004 to review the options for a sustainable and equitable path to realising the urgent imperative of making antiretroviral therapy (ART) available to southern Africans and the long term imperative of universal treatment access. The organisations identified principles to guide a sustainable and equitable response that would address the urgency of the need to act and the demand to do this in ways that build and do no harm to the already fragile public health systems in southern Africa.  There is an opportunity for a virtuous cycle where programmes aimed at delivering ART strengthen health systems and thus widen access to ART. There is also a threat of a vicious cycle of programmes aimed at delivering ART diverting scarce resources from wider health systems and undermining long term access both to ART and to other critical public health interventions. These principles are the basis for the virtuous cycle. They are presented as a discussion document for wider dissemination, discussion and feedback  Feedback is welcomed!  Please email your feedback to admin@equinetafrica.org 

1. WHY TREATMENT ACCESS THROUGH SUSTAINABLE PUBLIC HEALTH SYSTEMS? 

· Approximately 15 million adults and children in southern Africa are currently infected with HIV and an estimated  700 000 - 1million currently have AIDS.  With only one eligible person in 25,000 currently on treatment with antiretroviral therapy (ART), the shortfall is enormous, and widest for the low income communities using peripheral and rural health services. Responding to this scale of disease and shortfall will not be possible through scattered programmes and projects. It requires a comprehensive approach that embeds treatment within an effective, accessible health system.  

· Treatment is only one of the multiple responses to the risk environments and factors that produce HIV and to the many areas of household vulnerability due to AIDS. Household food security, access to primary health care, gender equity and income security are important factors linked to HIV and AIDS in southern Africa. Treatment programmes may excessively shift attention to drugs as the response to AIDS if they do not reinforce the prevention, care and socio-economic programmes that deal with these factors influencing HIV infection and the impacts of AIDS.  

· After decades of macroeconomic measures and health reforms weakening health systems, the capacities lost to public health systems need to be systematically rebuilt to plan, manage and use the significant global and international resources for treatment of AIDS coming into Africa. Treatment activism has opened a real window of opportunity for meeting rights of access to treatment and overcoming unjust barriers to ART. It now needs to join with broader public health health activism to ensure that these goals can be realised for all through sustainable, effective and equitable health systems.  

· All southern African Development Community (SADC) member states have policies on AIDS and treatment guidelines and some are developing explicit treatment access policies. While legal, clinical and pharmaceutical aspects of these policies are now developed, there is a gap in the health system aspects. This gap needs to be filled if treatment policies are to be implemented in the practical conditions found in southern Africa health systems and to reinforce wider health and social goals. 

The current situation does not lend itself to prescription. Southern African countries vary widely in socio-economic status, health system development and in the availability and organisation of resources for health. The choices around how scarce resources are used need to be made in an informed, transparent and participatory manner at the national level. These guiding principles are thus intended to support fair country level processes to develop strategies based on the capabilities, resources and demands of national health systems. 

2. PROPOSED GUIDING PRINCIPLES 

2.1 Fair, transparent processes to make informed choices 

The choices to be made around use of resources, around the clinical, social and systems criteria for rationing and around opportunity costs and trade-offs call for governments and relevant international and national non-government organisations to provide clear, transparent and accountable mechanisms for public and stakeholder consultation and debate to develop policy and to make policy choices. 

2.2  Joint public health and HIV/AIDS planning 

Strategic and operational plans as well as monitoring  and evaluation frameworks at national and district levels should be produced through a process that integrates HIV / AIDS planning into broader public health planning.. This includes integrating AIDS treatment programmes into HIV/AIDS prevention and social care programmes. Integrated planning should be supported by investments in public health leadership and in the management and monitoring capacities needed to implement plans. 

2.3 Integrating treatment into wider health systems 

Governments, international and national agencies should integrate HIV and AIDS prevention, treatment and care programmes into a programme of health systems strengthening and development. Key elements of this programme include:

· Strengthening inclusive public health systems

· Prioritising district and primary level facilities and services as points of entry for ART services over tertiary level services.  

· Locating treatment programmes within an effective District Health System, supported by effective district health management structures that provide all basic services for HIV and non-HIV related illness in an integrated and locally appropriate manner.

· Services provided by non-profit organizations should be integrated in the public sector framework. 
· Private sector provision should complement public provision and not compete for public funding.

2.4 Realistic targets for treatment access with clear guidelines and monitoring systems for ensuring equity in access and quality of care. 

The rapid expansion of ART can be achieved through targeting HIV positive current users of the health system, (particularly PMTCT, TB and VCT clients) and certain social and occupational groups (such as those with medical insurance or health workers). Such rapid  expansion options should take place with simultaneous and equal investments to build the district health system and PHC infrastructure in areas without the current capacity to sustain effective ART services within clear time frameworks for wider rollout .  

2.5 Treatment resources integrated into regular budgets and fair financing approaches 

Dedicated AIDS funding should be integrated into regular budgets and comprehensive health sector plans. The transfer and use of earmarked funds for AIDS should be transparent.  ‘Emergency transfers’  to meet specific system shortfalls should be time-limited with plans for their integration into regular budgets and comprehensive health sector plans. 

Additional funds and resources dedicated to HIV/AIDS should be system supporting (covering prevention, treatment, district health system and PHC responses) and include expenditure on broader health care infrastructure where required. This calls for longer term commitments from international agencies (minimum 5 years), in support of joint national HIV/AIDS and health plans, linked to budget and sector wide support with agreed exit strategies. Global and international funds should build predictable, consistent, long term and co-ordinated funding. African governments should increase their health budgets to 15% of total budgets in accordance with the Abuja declaration, and strengthen their governance and management capacities for resource planning and management. Ministries of finance should now integrate health systems demands into financial planning and budget frameworks and review their Medium Term Expenditure Frameworks with the IMF to take account of additional resource inputs demanded for system strengthening.

2.6 Prioritise human resource development in the health sector

Strategic plans, developed in consultation with health personnel, are required for the health personnel needs for a health systems approach to treatment access. This should include effective and sustainable in-service and institutional training approaches,, provisions for clear career paths, effective human resource management (payroll management, supervision and training), incentives for health workers to work in under-staffed areas and provisions for safe work. Plans for treatment access should not involve deliberate policies of  recruitment of staff from other African countries or diversion of scarce personnel from broader health systems into vertical programmes. Any proposed new investment in HIV/AIDS or treatment expansion should include resources and measures for the training, sustaining and retaining of relevant health personnel and for their safe work environments and infection control. 

2.7 Strengthen essential drugs policies and systems at national and regional level

National legislation should now take full advantage of the TRIPS flexibilities and the Doha declaration, particularly provisions for parallel importation and compulsory licensing. Drug regulatory and medicine control authorities should be strengthened, together with drug procurement and distribution systems. The expansion of ART should be included within the essential drugs programmes, through review and update of the essential drugs list. The essential drugs policy should cover the private sector and provide where necessary for mandatory generic substitution (available generic equivalent drug provided when brand name drug prescribed). SADC as a regional body should use TRIPS flexibilities and the Doha commitments to support regional strategies for procurement, price monitoring and negotiation, and quality control of drug supplies. Southern African governments and civil society should promote monitoring,  regulation and advocacy within the region and internationally to prevent excessive profiteering and unfair monopolies in the pharmaceutical sector.

3. CONCLUSION 

These principles are proposed as central to ensuring that actions to expand access to ART are reinforced, sustained and meet equity policy goals through strengthened health systems.  They are proposed 

· for national debate, 

· for translation into practical strategies and programmes, 

· to gather and share evidence on options for good practice, 

· to provide a wider framework for understanding the costs and benefits of approaches to ART access, 

· to inform international agency policy and practice and 

· to inform advocacy and activism. 

They are proposed as a framework for monitoring and evaluating our efforts to expand treatment access. They are as important as targets and are more directly linked to our longer term capacities and aspirations to sustain and expand access to treatment for all those who need it. 
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� EQUINET has played a role over the past three years in highlighting issues of equity in health in southern Africa.  (See � HYPERLINK http://www.equinetafrica.org ��www.equinetafrica.org�)


� Oxfam GB is a development, relief, and campaigning organisation dedicated


to finding lasting solutions to poverty and suffering around the world. 


� The full papers referred to and evidence referenced are available at � HYPERLINK "http://www.equinetafrica.org" ��www.equinetafrica.org� 
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�This briefing paper has been prepared by the EQUINET Secretariat (TARSC � HYPERLINK "mailto:admin@equinetafrica.org" ��admin@equinetafrica.org�). For further background information and practical options for implementing these principles see  the EQUINET website (� HYPERLINK "http://www.equinetafrica.org" ��www.equinetafrica.org� ).   


� The definition of ‘basic’ services will vary between countries dependent in large part on the available resources.
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