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Who Accesses Antiretroviral Drugs within Public Sector in Malawi?

Malawi is among the countries in
southern Africa-heavily affected
by the pandemic of human im-
munodeficiency virus (HIV) in-
fection and acquired immunode-
ficiency syndrome (AIDS). The
National AIDS Commission es-
timates that at least 10% of the
adult Malawi population is infect-
ed by HIV (1). HIV has resulted
in an estimated 800 000 orphans,
a resurgence of tuberculosis, and
increase in incidence of Kaposi’s
sarcoma, cryptococcal meningitis,
and non-typhoidal salmonellosis
(2-5). Maternal mortality ratio,
estimated at about 620 deaths per
100000 live births in 1992 has al-
most doubled, partly as a result of
the HIV/AIDS scourge (6).
Malawi has received the Glob-
al Funds to fight AIDS, tuber-
culosis, and malaria, with 5-year
funding totaling US$196 million
for HIV/AIDS and the first dis-
bursement received in June 2003.
The support is intended for train-
ing materials development, small

grants to community organiza-
tions, voluntary counseling and
testing, prevention of mother-to-
child HIV transmission, commu-
nity home-based care including
orphan care and support, manage-
ment of opportunistic infections,
strengthening of hospital labora-
tory services and Central Medi-
cal Stores,.and financial manage-
ment and institutional support to
the National AIDS Commission.
Procurement of medical supplies
and other equipment and anti-
retroviral therapy (ART) roll-
out to ensure nationwide access
to antiretroviral therapy has also
been planned to benefit from the
Global Fund money (7,8).
Malawi has adapted the
World Health Organization’s
(WHO) clinical guidelines for
ART (9). However, in a situation
where at least 150000 individuals
meet the clinical criteria for ART
and the public health system
can cover medications only for
50000, the need for equitable so-

cial criteria cannot be overempha-
sized. The opinion of the commu-
nity on how to ensure equitability
in free access to ART was an im-
portant part of implementing the
guidelines, as well as the commu-
nity opinion on free vs cost-shar-
ing approach to ART.

Therefore, in 2004, a qualita-
tive research-into the public opin-
ion on equitable ART access was
conducted using focus group dis-
cussions and radio phone-in pro-
grams. The public was called upon
to suggest what would be the
proper way of distributing ART,
who should have access to it, and
whether ART should be provid-
ed at no cost or at subsidized rates
(10,11).

Who should have free access
to ART?

Considering that the public sec-
tor in Malawi was about to offer
ART to only 50000 of 150000
HIV-infected people who might
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benefit from ART over a 5-year
period, the question was who
should receive ART. The WHO
clinical criteria had already been
accepted and equitable social
criteria for ART access had to
be decided upon. Some respon-
dents suggested that children in-
fected with HIV should be given
the priority. However, this view
was not shared by many. More
people indicated that saving the
lives of children and letting their
parents die from AIDS at the
same time would only result in
high number of orphans.
Taking occupation as a cri-
terion for free ART access was
suggested. The military, police,
teachers, and health care pro-
fessionals were chosen as social
groups who should be given pri-
ority, because they were most
important for the development
and functioning of the country.
In addition, teachers and health
professionals were mostly un-
derpaid. Most respondents sug-
gested that women, especially
pregnant ones, should be given
priority. Short-term prepartum
therapy could prevent mother-
to-child transmission of HIV,
but again, concerns were raised
about having a generation of
HIV-free orphans. Some people
thought that rural population
should have priority in free ART
access because it mostly consists
of subsistence farmers, who can
hardly afford to pay for the med-
ications. Population living in ur-
ban areas at least has a regular
monthly salary from which they

can pay for ART. There was also
a feeling that people who pub-
licly disclosed their HIV status
should receive priority as a “re-
ward,” but also as “encourage-
ment for others to disclose their
HIV status, which is good.”

Should ART be subsidized?

Since only a fraction of the
HIV-infected persons would
have access to ART if ART was
offered totally free of charge, the
community was asked whether
any cost-sharing measure ought
to be introduced. At the time
of the consultation, a month’s
supply of first-line regimen us-
ing Triomune® (stavudine, la-
mividine, and nevirapine) in the
public sector cost about US$24
per patient. All respondents
said that ART was unafford-
able at that price to the major-
ity of patientsin Malawi. How-
ever, opinions on cost—sharing
differed. Some opposed the very
idea of introducing a fee, saying
that the terms of ART dispens-
ing, ie, free access, must have
been stipulated in the country’s
request for the Global Fund.
Others suggested that provid-
ing ART at a cost to the patient
would create a black market for
these drugs. On the other hand,
if these medicines were provided
for free, there would be no in-
centive to steal these medicines
as no one would buy them.
Some respondents expressed
concern about abuse of the drugs
if they were given free of charge,

ie, that a nominal user-fee on
ART should be introduced so
that patients would value the
service. They suggested a fee be-
tween US$48 and US$96 as af-
fordable to many Malawians.

Discussion

Deciding on who should receive
free ART in the public health
system in Malawi based on so-
cial, as opposed. to clinical, cri-
teria is a complex matter and
unanimous agreement is un-
likely to be obtained. Personal
interest and diverse perceptions
of how HIV/AIDS can be con-
trolled certainly affect one’s de-
cision. The opinion that chil-
dren should receive ART free of
charge is based on the belief that
children are “innocent victims”
of HIV/AIDS. Accordingly, this
belief implies that some people
with HIV/AIDS are not inno-
cent, ie, that they “deserved” to
be infected as a result of their
behavior. The criterion of “in-
nocence” is inherently problem-
atic and many people argue that
such an attitude is unhelpful.
Blaming the HIV infected per-
son has been perceived as coun-
terproductive in the fight against
HIV/AIDS (12,13).
HIV/AIDS in Malawi af-
fects  diverse  occupational
groups. A few studies that have
been conducted on mortali-
ty from chronic illness and tu-
berculosis (a surrogate marker
of the burden of HIV) showed
that rates of HIV-infected in-
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dividuals are higher among
teachers and health care work-
ers than the general population
(14,15). In a larger part of sub-
Saharan Africa, uniformed forc-
es (the military and police) also
have high HIV-infection rates.
It can be argued that teachers,
health professionals, and uni-
formed forces can be privileged
in free access to ART within
the public sector, based on the
usefulness of such professions.
The shortage of health human
resources have been identified
as a crucial ingredient that will
determine whether ART" pro-
grams in-Africa will fail or suc-
ceed. There are also other pro-
fessions that can be argued as
crucial to society. However, sub-
stantive or important contribu-
tion to the national economy
does not give enough ground to
warrant or deny free treatment
for HIV/AIDS. The age criteri-
on for free ART, ie, to give pri-
ority to children, was met with
the counterargument that Ma-
lawi would become “an orphan
state.” This has already occurred
as it is estimated that the num-
ber of orphans in the 11 million
population country amounts to
800000, with more than half of
these children orphaned because
of HIV/AIDS. Prioritizing chil-
dren or not prioritizing their
parents at the same time raises a
moral dilemma and there is no
simple answer.

Another option, although
not providing entirely equita-

ble way of identifying beneficia-

ries of free ART in the public
health system, is “first come, first
served” principle. By this ap-
proach, selection based on gen-
der, age, or occupation would
potentially be avoided. Howev-
er, for such an approach to be
reasonably equitable, all people
should be necessarily informed
of such an option. As this is not
possible, some people may not
access ART for lack of knowl-
edge of such services, which
would thereby lead to inequi-
ty. Also, those people closest to
the health facilities, those with
access to transport, or perhaps
relatives of health care workers
who know of the existence of
the ART program, may access
the service more readily than
other people.

The reasons for introduc-
ing cost—sharing measures in
the public health sector and the
consequences thereof have been
described elsewhere (16,17).1
believe the consequences of in-
troducing these measures with
ART would not be much dif-
ferent and, while being benefi-
cial as a source of extra revenue
and making the users value the
service, they may have an un-
wanted effect of reducing the
accessibility for the poor and
women. Since ART has already
been provided for some years
in the private and public health
care sectors in the country for
a fee, completely to abolish the
fee may not be the right thing
to do. While a standard con-

sumer contribution of between

MK500 and MK1000 (US$50-
100) has been suggested, it may
not be affordable to all. A grad-
ed approach based on personal
financial means would be bet-
ter but extremely difficult to
implement. A fee reduction in
the public sector could encour-
age ART adherence as drop-out
rates in the current programs
due to failure to pay for medi-
cations are unacceptably high
(Magomero K, personal com-
munication).
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