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ABSTRACT The modern access-to-medicines movement grew largely out of
the civil-society reaction to the HIV/AIDS pandemic three decades ago.
While the movement was successful with regard to HIV/AIDS
medications, the increasingly urgent challenge to address access to
medicines for noncommunicable diseases has lagged behind—and, in
some cases, has been forgotten. In this article we first ask what causes
the access gap with respect to lifesaving essential noncommunicable
disease medicines and then what can be done to close the gap. Using the
example of the push for access to antiretrovirals for HIV/AIDS patients
for comparison, we highlight the problems of inadequate global
financing and procurement for noncommunicable disease medications,
intellectual property barriers and concerns raised by the pharmaceutical
industry, and challenges to building stronger civil-society organizations
and a patient and humanitarian response from the bottom up to demand
treatment. We provide targeted policy recommendations, specific to the
public sector, the private sector, and civil society, with the goal of
improving access to noncommunicable disease medications globally.

T
he modern access-to-medicines
movement, which petitions for
low-cost medicines to be made
available to the global poor, grew
largely out of the reaction of civil-

society organizations, suchas theAIDSCoalition
to Unleash Power (ACT UP), the Student Global
AIDS Campaign, and Treatment Action Cam-
paign, to the rise of the HIV/AIDS pandemic
threedecades ago.1 Thus far, access-to-medicines
advocacy has beendrivenprimarily by the urgent
need to address communicable diseases such as
HIV/AIDS, TB, and malaria. In contrast, access
to medicines for noncommunicable diseases has
lagged behind or, in some cases, has been for-
gotten by policy makers.
In this article we examine what causes the ac-

cess gapwith respect to lifesaving, essentialmed-
icines for noncommunicable diseases and what

canbedone to close the gap.We focus specifically
on the gap of available noncommunicable dis-
ease treatments between high-income and low-
and middle-income countries. However, even in
high-income countries, treatment disparities
(such as reduced availability for selected cancer
medications) are secondary to inadequate health
insurance (as is the case in the United States) or
the absence of coverage of national formularies
(as is the case in the United Kingdom).
Echoing Nobel Prize–winning political scien-

tist Elinor Ostrom, we call for a new approach
that integrates initiatives from civil-society or-
ganizations, the private sector, and the public
sector to drive availability and affordability.1 Un-
til now, much of the literature on this topic has
been prescriptive. In this article we highlight
emerging trends related to increasing access to
medicines for noncommunicable diseases, with
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an emphasis on potential solutions. Given that
noncommunicable diseases are a political prior-
ity and that the treatment of current and future
noncommunicable diseases is a basic human
right that must be financed,2 we sought to con-
duct an extensive analysis of key solutions to
improve the availability and affordability ofmed-
icines for noncommunicable diseases.
The most recent World Health Organization

(WHO) study finds that in the public sector,
medicines for noncommunicable diseases are
even less available than those for communicable
diseases: 36 percent availability for noncommu-
nicable disease medications versus 53 percent
for communicable disease medications.3 Avail-
ability is measured by systematic surveys of shelf
availability of selected medicines. There is evi-
dence that the medications for noncommunica-
ble diseases are also less affordable than medi-
cations for communicable diseases as well. One
study from India showed that “an estimated
600,000 to 800,000 people were impoverished
by the costs of caring for cardiovascular disease
and cancer.”4 Here we adopt the WHO/Health
Action International definition of affordability,
which is based on the number of days’ wages
needed for the lowest-paid unskilled govern-
ment worker to purchase a course of treatment
(usually thirty days’ worth of medication).5

The contribution to poverty of high out-of-
pocket expenditures for health care and non-
communicable disease medications cannot be
ignored. When medicines are available, afford-
ability may remain untenable, particularly in
low-income countries. After all, availability is
moot if patients cannot afford the treatments
in the first place.
The financial burdens of medical treatment

also frequently result in poor patient adherence.
In Nigeria, for example, one study showed that
63 percent of patients did not adhere to chemo-
therapy largely because of high drug costs.6

The United Nations’ (UN’s) interest in non-
communicable diseases dates back to 2000,
when the World Health Assembly adopted reso-
lution WHA53/14, on the topic of a global strat-
egy for the prevention of and control of noncom-
municable diseases.5 For only the second time in
its history, the UN General Assembly convened
on a global health issue (the first was on HIV/
AIDS) and, on September 19, 2011, adopted the
UN Political Declaration on Noncommunicable
Diseases.7 In November 2012 the WHO issued
voluntary global targets on global mortality for
preventable noncommunicable diseases (for
people younger than age seventy) and health
systems performance as well as a range of specif-
ic indicators aimed at reducing the incidence of
noncommunicable diseases. These targets built

on those laid out in the UNPolitical Declaration.
Two of the WHO targets for access to noncom-
municable diseasemedications were that 80 per-
cent of essential medicines (defined as those on
theWHO’s essentialmedicines list) and technol-
ogies were made available to populations at low
cost or free of charge and that coverage and a
multidrug regimen for cardiovascular disease be
extended to half of the world’s population.6

To examine the factors that have hindered
global access to medications for noncommuni-
cable diseases, we use the example of access to
antiretrovirals for HIV/AIDS patients as a point
of comparison for our analysis. The HIV/AIDS
movement has tackled and largely addressed the
problems of inadequate global financing and
procurement, intellectual property barriers,
and affordability by building stronger civil-soci-
ety organizations and encouraging a patient and
humanitarian response to demand treatment.
Below, using the experience of HIV/AIDS as a
blueprint, we discuss a variety of barriers to ob-
taining noncommunicable disease medications,
as well as policy recommendations to improve
access and affordability.

Inadequate Global Financing And
Procurement
Out-Of-Pocket Expenses Up to 90 percent of
the population of low- and middle-income coun-
tries purchase medicines out of pocket, making
medicines the second-largest family expenditure
after food.2 Noncommunicable diseases are typi-
cally chronic illnesses, which drive a lifetime of
health-related costs. Low- and middle-income
countries have had difficulties in anticipating
how much medicine is needed, determining
high-prioritymedicines, anddecidinghowmuch
the government should spend on medicines.8

TheWHOhas estimated a global cost of rough-
ly US$1.60 per person per year to cover all indi-
viduals at risk for noncommunicable diseases.
These “individual interventions” include drug
therapy for cardiovascular disease and vaccina-
tions for humanpapillomavirus andhepatitis B.9

Duties (customs) and sales taxes on imported
medicines are another key barrier for both avail-
ability and affordability of noncommunicable
disease medicines. For example, several coun-
tries currently apply tariff rates to cancer medi-
cines such as methotrexate, tamoxifen, and pac-
litaxel, ranging from a 10 percent tariff in Russia
and Trinidad and Tobago to 25 percent in Ban-
gladesh and Iceland (Warren Kaplan,WHO Col-
laborating Center onPharmaceutical Policy, per-
sonal communication, March 19, 2015).
In general, the hidden markups and middle-

man costs added to medicines are substantial.
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Alexandra Cameron and colleagues found that in
both public and private sectors, low procure-
ment prices were not strictly tied to patients’
paying less for medications.2 For instance, pri-
vate-sector markups ranged from 2 percent to
380 percent across countries, and final retail
markups ranged from 10 percent to 552 percent
across countries.2 It is worth noting that corrup-
tion at the local level and “informal markets,”
which are operations outside the scope of formal
market transactions and oversight, can further
weaken efforts to improve affordability in poor
countries and drives a widening gap between
procurement and end-user retail prices.

Global Noncommunicable Disease Drug
Procurement Although an individual country
can in theory negotiate lower prices for its citi-
zens, the HIV/AIDS experience has shown that
global, coordinated procurement of medicines
in bulk by a central organization is an effective
way to lower prices and improve availability for a
large number of people. For example, the US
President’s Emergency Plan for AIDS Relief per-
forms pooled procurement for HIV/AIDS medi-
cations,10 and the Stop TB Partnership helps run
pooledpurchasing for keymedications for tuber-
culosis.11 The Asthma Drug Facility managed by
the International Union against Tuberculosis
and Lung Disease does the same for asthma in-
halers.12 ThePanAmericanHealthOrganization,
a regional arm of the WHO, has a fund that pro-
vides medicines in bulk to its constituent coun-
tries in the Pan American region.13

In light of this, a 2014 report by David Beran
and colleagues calls for a noncommunicable dis-
ease drug information facility, housedwithin the
WHO, to help augment and coordinate global
procurement practices.14 Under such a system,
theWHOand affiliated global partners in theUN
would govern the facility and help coordinate
purchasing across various UN member states.
At the second UN high-level meeting on non-
communicable diseases in July 2014, a delegate

from Bangladesh argued for a global resource
pool, which could be a major boon for reducing
the incidence of noncommunicable diseases.15

The Essential Medicines List The WHO’s
essential medicines list could be an efficient tool
for improving availability and affordability of
medicines, but it has not always been used effec-
tively. Launched in 1977, the essential medicines
list is meant to be a model, a basic formulary of
the most important medicines that should be
available for free or for the cheapest price possi-
ble. It is important to note that the list itself does
not place any requirements on governments to
offermedicines to their populations; it is used as
a technical guide. The list garnered international
attention in 2002, when researchers and treat-
ment advocates for HIV/AIDS argued for the in-
clusion of high-price antiretrovirals on the list.
Countries, in turn, followed the WHO recom-
mendations to amend their own national essen-
tial medicines lists and provide these medicines
for free. More than 150 countries have national
essential medicines lists and may be reluctant to
addmedicines to their lists if thosemedicines are
not yet on the WHO’s list. One of the authors of
this article, Sandeep P. Kishore, helped add a
statin (a cholesterol-lowering medication) to
the WHO’s essential medicines list16 by present-
ing data on the epidemiology, effectiveness, and
cost of the medication. In a first analysis of the
inclusion of statins on the essential medicines
list in 2007 (see the online Appendix),17 we
found thatnearly 70percent ofnational essential
medicines lists published after 2007now include
a statin.
In the case of HIV/AIDS, the inclusion of anti-

retrovirals on the WHO’s essential medicines
list, amongother steps, led to a series of activities
and policies that reduced the costs of antiretro-
virals by more than 90 percent.18 For instance,
antiretroviral inclusion was accompanied by
WHO treatment guidelines. Inclusion on the es-
sential medicines list appears to be an important
requirement to provide rational guidelines for
the use of essential medicines. Additionally, in-
cluding drugs on theWHO’s essential medicines
list can help facilitate the “prequalification”
process, which allows the WHO to certify select
generic producers ofmedicines, thereby expedit-
ing and augmenting national and multilateral
procurement agencies’ access to these medica-
tions. This process is currently restricted to se-
lected communicable diseases and reproductive
health. In the case of generic antiretrovirals, pre-
qualification would have been difficult, if not
impossible, without their inclusion on the
WHO’s essential medicines list. The process
has been essential for creating the market for
genericmedications for communicable diseases,

We use the example
of access to
antiretrovirals for
HIV/AIDS patients as
a point of comparison
for our analysis.

◀

90%
Reduction
Including antiretrovirals on
the WHO’s essential
medicines list, among
other steps, led to
activities and policies that
reduced antiretrovirals’
costs by more than
90 percent.
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and similar benefits could be expected if the
process was used for noncommunicable disease
medications as well.
OnMay 8, 2015, theWHO formally revised the

list of anticancermedicines on its essential med-
icines list (as discussed above), on the basis of
the potential impact of certainmedicines to treat
various cancers. This revision follows a review
conducted by theUnion for International Cancer
Control, following submissions by the civil-soci-
ety organizations Young Professionals Chronic
Disease Network, Knowledge Ecology Interna-
tional, andUniversities Allied for EssentialMed-
icines for selected cancer medications to be
added to the WHO’s essential medicines list.
The WHO ultimately recommended that sixteen
of the twenty-two cancer medicines be added to
the list, to guide countries in their national for-
mulary development and investments. We be-
lieve that this was a watershedmoment, because
many of these medicines were not considered
cost-effective per the WHO’s own definition
(that is, cost per disability-adjusted life-year,
orDALY, saved in country is less than three times
the gross national income per capita). By way of
example, of the twenty-two cancer medicines re-
viewed by the WHO as priority essential medi-
cines, fifteen (68percent) are currently patented
in the United States, which raised concerns that
they were not cost-effective.19

The addition of high-costmedicines for cancer
to national essential medicines lists underscores
the need to make available key treatments for
noncommunicable diseases across the globe, es-
pecially in poor countries. Therefore, this move
pressures international suppliers and govern-
ments alike to provide these medicines to their
populations at the cheapest prices possible, if
not for free.
Policy Recommendations We endorse a

number of specific policy changes that could ad-
dress the barriers outlined above. For one, we
suggest the creation of a global facility or a foun-
dation that coordinates drug purchasing and
procurement for noncommunicable disease
medications on an international scale. Addition-
ally, we suggest that treatment guidelines (such
as those seen for hepatitis C and HIV/AIDS) be
created and distributed to guide the use of essen-
tial medicines for high-priority conditions. We
also urge expanding the WHO prequalification
process for generic drugs to include noncommu-
nicable disease medicines, beginning with
insulin.
Additional policy steps include exempting im-

ported medicines from duties (customs) and
sales taxes. In the past, as part of its qualification
process, the Global Fund required a recipient
country to remove taxes, duties, and import tar-

iffs onmedicines.20Governmentshave alsomade
exceptions for other health care goods, such as
wheelchairs.21 This is not currently done on a
large scale for noncommunicable disease medi-
cines. This results in the differential taxing of the
sick and, because of the chronicity of most non-
communicablediseases, puts the lifetimeburden
of cost on patients, pushing some further into
poverty.
We also recommend using and adapting exist-

ing European Union and US drug registration
policies in low- and middle-income countries to
expedite local drug registration in country.
Finally, we urge civil society to address the gap

between procurement and retail prices for non-
communicable disease medications. Civil-socie-
ty and watchdog groups should adopt, support,
and expand accountability mechanisms to high-
light local corruption, high end-user prices, and
high import tariffs in selected settings. This
could be hosted on an open-source platform
available to the public (such as the Open Society
Institute’s Stop Stock-Outs Campaign).22 Finan-
cial and legal sanctions by ministries of health
and finance for retailers that exploit patients
through high markups on medications should
be instituted.

Intellectual Property And The
Pharmaceutical Industry
Intellectual Property Some trade officials
and representatives from the pharmaceutical in-
dustry routinely assert that intellectual property
regulation and free-trade agreements do not af-
fect access to medicines for noncommunicable
diseases. They argue that many medicines for
noncommunicable diseases are off patent and
therefore low cost. Although medications are
off patent and some are low cost (for example,
aspirin), intellectual property still remains a
proven barrier of access to current lifesaving
medicines, as well as medicines that will be in-
troduced in the future.14,23 This obstacle is evi-
denced by the high prices of patented cancer
drugs, such as dasatinib (Sprycel, marketed by
Bristol-Myers Squibb) for leukemia and trastu-
zumab (Herceptin, marketed by Roche) for se-
lected breast cancers. The price for Sprycel in
India is US$108 per day at current exchange
rates, or twenty-five times the average daily in-
come in the country.19

Herceptin is one of the world’s ten best-selling
prescription drugs,18 indicated for the treatment
of breast cancers associatedwith theHER2 gene.
Annual prices of the drug are approximately US
$23,000 in India,US$45,710 inSouthAfrica, and
more than US$78,000 in Brazil.21 These prices
could be lowered significantly by the entry of
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generic versions of the drug. One supplier re-
portedly could provide a generic version of the
medication at 1 percent of the annual price that
Roche charges (US$242 per year in India).24

Although generic drugs typically cannot be
produced until the patent expires on a brand-
namemedication, the caseof thekidneyand liver
cancer drug sorafenib mesylate provides an ex-
ample of how one country brought a generic
version of a key medicine to market sooner. In
March 2012, India’s Controller General of Pat-
ents, Designs, and Trademarks issued a compul-
sory license on sorafenib, which was marketed
by Bayer in India at the price of US$69,000 for a
full course of treatment. This enabled a party
other than the patent holder to produce the drug
before the original patent had expired. Among
the grounds cited by the Indian authorities in
granting the compulsory license to Natco
Pharma, an Indian generic manufacturer, was
the fact that sorafenib was not “available to the
public at a reasonably affordable price.”
In response to India’s compulsory license,

Bayer’s CEO, Marijn Dekkers, provided an in-
sightful glimpse into the industry’s view at a
December 2013 Financial Times conference, stat-
ing: “Is this going to have a big effect on our
business model? No, because we did not develop
this product for the Indian market, let’s be hon-
est. …We developed this product for western pa-
tients who can afford this product, quite
honestly.”25

Research And Development Themain factor
contributing to the high cost of medicines for
certain noncommunicable diseases, particularly
those that treat cancer, is the current research
and development system, which has put many
new essential medicines beyond the reach of the
world’s poor. Barriers under the current re-
search and development system include the dis-
continuation of older, off-patent products by

companies to promote newer, patent-restricted
products that do not clearly provide additional
medical value.26 In addition, data exclusivity,
which is the period of time aftermarket approval
during which no one else may use the innovator
firm’s data to obtain marketing approval, keeps
key clinical data proprietary, further prohibiting
generic production of key drugs and raising pric-
es. The result is that companies must often re-
peat clinical trials on human subjects to release
their products, which is a violation of Article 20
of the Declaration of Helsinki on Ethical Princi-
ples forMedical Research InvolvingHumanSub-
jects, which prohibits identical trials on human
subjects if beneficial results are already estab-
lished.27 In many cases, the term of data exclu-
sivity extends longer than the patent protection
itself. Some countries (for example, Greece and
Spain) have limited data exclusivity to the life-
time of the patent.28 Exceptions to data exclusiv-
ity, although often not invoked, can be made for
the public interest. Such a public-interest clause
has been included in Article 231 in a trade agree-
ment between the European Union and Colom-
bia and Peru.29

AsWHODirector-GeneralMargaret Chan not-
ed in February 2015: “In 2012, the US Food and
Drug Administration approved 12 drugs for vari-
ous cancer indications. Of these 12, 11 were
priced above US$100,000 per patient per year.
How many countries can afford this cost?”30

Although it is well accepted that the develop-
ment of new drugs is costly, there is a lack of
transparency and comprehensive data from the
pharmaceutical industry on the actual costs of
pharmaceutical research and development. A re-
cent study from the Tufts Center for the Study of
Drug Development estimated that it costs
$2.6 billion to bring a new drug to market.31

However, this ismore than $1 billionhigher than
the estimate of the costs of pharmaceutical
research and development from a 2012 Astra
Zeneca–funded study by the UKOffice of Health
Economics.32 Estimates of research and develop-
ment expenditures for products developed by
nonprofit drug developers, such as the Drugs
for Neglected Diseases Initiative, paint a much
different picture. Although the analogy may not
be perfect, given differences between the for-
profit and nonprofit markets, the Drugs for
Neglected Diseases Initiative estimates that re-
search and development costs for the full devel-
opment of a new chemical entity, including the
costs of failed products that never reach themar-
ket, are $112–$169 million.33

Public funding is also important for the devel-
opment of newmedicines,34 and it is unclear how
these funds are factored into the estimates of
research and development expenditures. Gov-

Intellectual property
remains a proven
barrier of access to
current lifesaving
medicines, as well as
medicines introduced
in the future.

September 2015 34:9 Health Affairs 1573



ernments and charities around the world fund
cancer research. The annual budget for the
National Institutes of Health’s National Cancer
Institute, for instance, is nearly $5 billion. The
pharmaceutical industry benefits from these
substantial public investments at the front end,
yet in the Tufts study cited above, these invest-
ments are not factored into the estimates of the
preclinical development costs of drugs.
In any case, companies that enjoy temporary

monopolies on new drugs because of patent ex-
clusivity set prices thatmarkets can bear, even in
caseswherepublicmonieshavehelped subsidize
research and development. This is a broken sys-
temthat leads to rationing—a systemantithetical
to the basic right to health, which is a universal
minimum standard to which all humans are en-
titled.
Policy Recommendations We propose a

number of steps to address the barriers outlined
above. We recommend that UN member states
make use of flexibilities enshrined in the Agree-
ment on Trade-Related Aspects of Intellectual
Property Rights (TRIPS) and affirmed by the
Doha Declaration on the TRIPS Agreement
and public health, which would allow govern-
ments and generic drug firms to produce non-
communicable disease medicines at low costs.
The flexibilities allow governments to issue com-
pulsory licenses in poor countries to increase the
availability of essential medicines for noncom-
municable diseases, including the sixteen newly
added medicines for cancer to the WHO’s essen-
tial medicines list. Suppliers themselves can ne-
gotiate voluntary licenses, which are licenses
that are voluntarily undertaken by one firm to
another, to increase production of generic med-
ications. Both compulsory and voluntary licens-
ing will have the additional benefit of empower-
ing local innovation centers in poorer countries.
With respect to data exclusivity, cost sharing,

which occurs when companies use clinical trials
data provided they pay a set amount to the origi-
nator company for the use of the data, should be
promoted by governments—particularly if such
trials violate the Helsinki Declaration. In fact,
such a proposal was made by the US Senate in
2009 (Amendment 2858).27

Another step that could improve the afford-
ability of treatment for noncommunicable dis-
eases is greater use of fixed-dose combinations
of drugs, known as polypills, which, in the case
of cardiovascular disease, use medicines already
on the WHO’s essential medicines list and are
therefore inexpensive. There is evidence that
polypills for cardiovascular disease will help im-
prove patient adherence (by an estimated 33–
44 percent) and may improve health outcomes
(such as through modest decreases in cholester-

ol and blood cholesterol).35,36 The pill Polycap,
developed by Cadila Pharmaceuticals in India for
the treatment of cardiovascular disease, could be
offered at US$0.13 per day (less than US$4.00
per month).36

UN member states also should explore the
range of research and development incentive
schemespromotedby theWHO’sGlobal Strategy
and Plan of Action on Public Health, Innovation,
and Intellectual Property,37 such as support for
open-source methods, access to compound li-
braries by voluntary means, and the sharing of
newknowledge and technologies to facilitate the
development of new health products.
We also recommend delinking the cost ofmed-

icines and health-related technologies from the
cost of research and development by eliminating
monopolies on final products, as proposed in a
study commissioned by the World Intellectual
Property Organization,38 and by facilitating a
crowd-funded system of production andmarket-
ing, which involves raising financial contribu-
tions from the public. This could include the
funding of clinical trials for new therapies such
as the two million British pounds raised by the
group iCancer to fund a clinical trial for neuro-
endocrine cancer.39

Financial incentives, suchasprizes,might also
attract more innovators to the noncommunica-
ble disease drug space. Thismodel has been used
in the spacecraft innovation and TB diagnostics
industries, as well as the recently launched Lon-
gitude Prize for antibiotics.40 Under such a
scheme, rewards could be paid to the creators
of newly developed noncommunicable disease
treatments that have the greatest impact on
health outcomes.
Lastly, governments should reward developers

and organizations for intermediate and final sol-
utions toward the development of low-cost tools
to facilitate diagnosis of noncommunicable dis-
eases for the poor. This could, for example, in-
clude a low-cost diagnostic test for HER2-posi-
tive breast cancers proposed to the WHO by the
government of Colombia and the group Knowl-
edge Ecology International.41

The Role Of Civil-Society
Organizations And A Humanitarian
Response
Access To Medicines As A Basic Human Right
A human rights–based framework has guided
efforts to address HIV/AIDS, leading to a dra-
matic reduction in the cost of first-lineHIV/AIDS
treatments.42 Over the past three decades, activ-
ist groups such as the Treatment Action Cam-
paign in South Africa and ACT UP in the United
States have demanded access to lifesaving anti-
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retrovirals for people living with HIV/AIDS.8

There is no such strong and robust treatment
activist organization in the noncommunicable
disease policy arena. The dearth of activism
around access to noncommunicable disease
medications may stem from the branding of
these diseases as afflictions of the rich and the
elderly or as issues of personal responsibility.43

Another issue is that civil-society organizations
have not found a clear way to showcase patients
with noncommunicable diseases.
There are some examples of grassroots organ-

izations aimed at increasing access to noncom-
municable disease medications. For instance,
the Campaign for Affordable Trastuzumab, a civ-
il-society organizationbased inDelhi, India, that
includes people living with breast cancer, treat-
ment activists, and public interest lawyers, is
aiming to make this drug affordable in India
by urging local development of biologically simi-
lar versions of the drug (biosimilars) in order to
lower the drug’s price in competitive markets.
The campaign has strongly opposed the issuing
of secondary patents (which can extend the life
of a patent of a drug) on trastuzumab in India,
addressed technological issues involved in the
production of biosimilars, advocated that the
government make trastuzumab available at no
cost to patients in public hospitals, and sup-
ported the bid to add trastuzumab to the WHO’s
essential medicines list.

Overcoming Industry Influence The inter-
ests and motivations of multinational pharma-
ceutical industries that develop medicines for
noncommunicable diseases are at times at odds
with the interests and health needs of the public.
Recent events in South Africa highlight this dis-
connect. In 2014 a leaked memo from a United
States–based lobbying firm called Public Affairs
Engagement revealed a proposed campaign by
pharmaceutical firms to undermine South Afri-
ca’s draft intellectual property legislation, which
included progressive reforms to ensure access to

medicines.44 A second leaked e-mail from a phar-
maceutical executive implicated two dozen
prominent pharmaceutical firms in the pro-
posed campaign against the legislation. Once
this plan, now known as Pharmagate, surfaced,
civil-society organizations in South Africa and
elsewhere mobilized to stand up for the health
care rights of South Africans.20 The Pharmagate
scandal revealed the tensions inherent in the
struggle for access to noncommunicable disease
medicines in the modern era—where the busi-
ness interests of the pharmaceutical industry
clash with the human rights movements of
civil-society organizations.
Because several noncommunicable disease

civil-society organizations and patient advocacy
groups are heavily or completely funded by phar-
maceutical and medical diagnostic companies,
these conflicts of interest further hamstring
the ability of civil-society organizations to mobi-
lize support for increased access to noncommu-
nicable disease medications.42 In other words, it
is often difficult to bite the hand that feeds you.
Additionally, as Pharmagate demonstrated,

such conflicts can block legislative and regulato-
ry progress toward equitable access. As civil-
society organization participants in UN and
WHO forums that set noncommunicable disease
policy, we have observed that the priorities and
demands of poor countries are repeatedly dilut-
ed or, in some cases, omitted from the final lan-
guage of political declarations. For instance, ref-
erences to the Doha Declaration, which
reaffirms the rights of UN member states and
World Trade Organization members to deter-
mine the grounds for compulsory licenses (for
noncommunicable diseases or communicable
diseases and beyond) and produce medications
on a generic basis, were removed from the UN
political declaration on noncommunicable dis-
eases under pressure from developed countries,
including the United States and members of the
European Union. Leaked e-mail substantiates
the involvement of trade representatives, partic-
ularly from the European Union, in slowing the
support for access to medicines.45

This and similar developments led Deborah
Cohen of the British Medical Journal to write,
“Will industry influence derail UN summit?”
on the heels of the first global meeting on non-
communicable diseases in the UN’s history.45

The article voiced concerns that the pharmaceu-
tical industry, via trade representatives from
high-income nations, led the effort to weaken
regulations on intellectual property.
Policy Recommendations In an attempt to

address these issues, governments, philanthrop-
ic bodies, and development aid agencies should
provide additional resources to strengthen civil-

Laws such as those
pertaining to
intellectual property
are meant to protect
companies, not
people.
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society organizations’ support for access to non-
communicable disease medicines advocacy and
the response to noncommunicable diseases. A
civil-society budget, potentially housed by lead-
ing civil-society organizations and funded by
taxes on tobacco or airlines, instead of by the
pharmaceutical industry, would also be an im-
portant step. As one example, the Civil Society
Fund in Denmark grants up to ten million euros
a year to Danish civil-society organizations that
partner with local civil-society organizations in
poor countries.46 Lastly, the WHO and UNmem-
ber states should safeguard low- and middle-
income countries from multinational influence
regarding access to newermedicines for the pre-
vention and treatment of noncommunicable
diseases.

Conclusion
The financial and regulatory barriers that threat-
en access to generic, reduced-cost medications
for noncommunicable diseases are substantial,
as we have outlined in this article. Laws such as
those pertaining to intellectual property are
meant to protect companies, not people, and
advocates and lawmakers must continue to sup-
port patients’ basic health rights. Existing and
novel treatments for noncommunicable diseases
must be incentivized and made available in the
developing world. The advocacy, scientific, poli-
cy, and humanitarian sectors must apply today
the lessons learned from access to medicines for
communicable diseases to noncommunicable
disease treatment to make a difference now.
The price of inaction is too great. ▪
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