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Foreword 

Malawi is being hit hard by the HIV/AIDS epidemic. About 900,000 people or one in 7 
adults are infected with HIV. Every 6 minutes someone in Malawi dies of HIV/AIDS, a 
total of 87,000 deaths every year. In many countries provision of anti-retroviral therapy 
(ART) has been shown to reduce mortality and improve the quality of life for people 
living with HIV/AIDS. Through Global Fund resources Malawi is able to provide life 
saving drugs to a substantial number of people living with HIV/AIDS. Despite a 
remarkable recent reduction in the costs of ARV, available funds are not enough to 
provide ARVs to more than half of the estimated 170,000 who need them. Moreover, the 
capacity of the health system falls short of being able to put such vast numbers of people 
on these life saving drugs. It is, therefore, imperative that the Government of Malawi, 
through the National AIDS Commission, should source ARVs and make them accessible 
to people who need them. 

Despite these challenges, it is pleasing to note that Malawi is one of the first countries 
that has developed a Policy on Equity in Access to Antiretroviral Therapy to improve 
equitable access to the drugs. The development of this policy followed a free and fair 
process. The Government of Malawi through the National AIDS Commission solicited 
views from the public on how best to make ARVs accessible to those who need them. The 
consultative process involved radio and television programmes and a series of meetings 
with different stakeholder groups, including people living with HIV and a variety of 
organizations, including faith-based organizations. An initial technical paper was 
followed by focus group discussions at community level. The views from the 
consultations, the findings from the study and the comments received from various 
experts formed the recommendations of this Policy on Equity in Access to Antiretroviral 
Therapy. 

In addition, Malawi has chosen an innovative way to address inequity in access to this 
essential drug. ARVs will be provided free of charge in the public health facilities and 
will be heavily subsidized in the private sector. At the entry point of delivery in the public 
sector, enrolment for ARVs will be on an open 'first-come first-served basis'. However, 
groups that may be underserved will be encouraged through targeted health promotion to 
access services. A monitoring system to track whether health promotion activities meet 
the needs of potentially underserved groups is being developed. Lastly, plans to expand 
the health service capacity have been developed, funded and will be implemented this 
year. Since we now have a Policy on Equity in Access to Antiretroviral Therapy in place 
that is in line with Malawi HIV/AIDS policy, I would like to appeal to civil society 
organisations to provide correct information on this policy to the public and invite the 
health sector to carry out in a sustainable way the implementation, monitoring and 
evaluation of this policy. This document will guide all providers in Malawi to promote 
equitable access to the drugs that bring hope to millions of people living with HIV/AIDS.

Dr. W.O.O. SANGALA
SECRETARY FOR HEALTH
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Executive Summary

Malawi continues to face rising numbers of people infected by HIV with approximately 
one million adults and children currently infected. With Global Fund resources, Malawi 
aims to provide anti-retroviral therapy (ART) to at least 50,000 people over a 5-year 
period (depending on the cost of drugs and infrastructure capacity). The World Health 
Organization (WHO) estimates that 10-15% of all HIV positive people will progress to 
AIDS at any given point in time. Based on this about 100,000 to 150,000 Malawians 
would need ART at any one time, hence there is an enormous shortfall. The challenge 
will be to decide who should have access to ART given the limited resources. 

This policy sets out the position of the National AIDS Commission on equity in access to 
ART. Equity comprises elements of an assessment of vulnerability (in terms of HIV 
infection and illness) and disadvantage in terms of access to care and treatment or ability 
to cope with the impact of the illness. Furthermore, in a health system where resources 
are severely limited, provision of ART will also impact on 'equity' for the provision of 
essential health services. 

The plan to scale-up ART nationally already contains a number of measures to promote 
equity. To ensure geographical equity, ART scale up will be in all major government and 
CHAM hospitals in every district in the country. Equitable distribution of drugs to all 
districts will be a priority, and will be based on an estimate of HIV disease burden using 
TB as a proxy. ART provision in Malawi will be integrated into the health system and at 
the chosen health facilities will involve a minimum number of clinical staff (one clinical 
officer and one nurse). This will help to minimize the diversion of human resources from 
essential health services. Furthermore mechanisms are currently being sought to use 
Global Funds to invest in infrastructure, human resources and the logistics system to 
support essential health services. 

The policy is the outcome of a series of consultations with key stakeholders. Initially a 
technical paper on equity issues was discussed with stakeholders at national level. This 
was followed by a series of consultations at grass-roots level, and a national debate on 
radio and television. 

Based on the National HIV/AIDS Policy and the findings and recommendations from 
the various consultations, the following policy principles to promote equity in access to 
ART are proposed:

1. The Government will progressively provide access to affordable, high quality ART 
and prophylaxis to prevent opportunistic infections (OI), to adults and children 
who have tested HIV-positive, understand implications of ARV therapy and are 
medically deemed to be in need of this drug therapy.

2. ART will be provided to the private sector at the subsidized rate of 20% of cost 
(currently MK500) (inclusive of drug costs, logistics and monitoring activities).

3. To receive ART at subsidized rates private sector providers will be trained, will 
understand the implications of ART and will participate in national monitoring 
activities.
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4. ART will be provided simultaneously in at least one public sector site in all 
districts.

5. ART will be free-of-charge at the point of delivery in the public health sector 

6. At the point of delivery in the public sector, ART enrollment will be on an open 
'first-come, first-served' basis

7. Targeted gender-sensitive health promotion of ART will be made to groups of 
people considered to be in 'strategic' or in vulnerable situations. These groups will 
be identified using the following principles:

a. Situations of moral obligation to treat (e.g. mothers receiving PMTCT to 
prevent HIV transmission to their children)

b. Essential human resources in key front-line services (e.g. health workers, 
teachers and civil protection workers)

c. Maximum multiplier effect for society, whereby treating a strategic group may 
encourage more people to speak openly of HIV/AIDS, seek HIV testing and 
early access to care (e.g. people living positively with HIV/AIDS)

d. Principles of non-discrimination and pro-poor measures (e.g. orphans, remote 
rural dwellers, sex workers, prisoners)

e. Cost-effectiveness maximization in existing public health interventions (e.g. 
TB patients)

8. Implementers will be encouraged to overcome specific geographical barriers to 
access for remote populations.

9. In the unexpected event that demand for ART outstrips supply priority 
considerations be given to people already on ART, pregnant women and young 
children. 

10. ART provision will support the provision of essential health services, particularly 
within the public health sector.

11. Equity monitoring (including disaggregation by sex and age) will be conducted as 
part of the ART scale-up.

Until universal access to ART can be realized, equity will remain an ideal. This Policy on 
Equity in Access to Anti-retroviral Therapy proposes a number of measures to promote 
equity in access to ART in Malawi, recognizing that 'equity' is a judgment of fairness, 
which may involve several different aspects that need to be balanced. The position also 
recognizes the enormous constraints to scale-up of ART provision in this setting, most 
notably within a public health system which has "collapsed". 

1.  Including CHAM
2.  Health promotion encompasses a wide range of activities which seek to create supportive environments for positive health and behaviour 

change. It recognises that there are many factors which influence individual behaviour and develops strategies to address barriers to 
adoption of safer health practices, including health-seeking behaviour, through targeted health education, community mobilisation, 
development of healthy health policies and laws, and reorientation of health service delivery.

3. Post-exposure prophylaxis (PEP) is treated separately to ART (long-term therapy), and should be available to anyone in need within the 
time frame specified in the clinical guidelines. 
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Introduction

Malawi continues to face rising numbers of people infected by HIV. Although there is 
evidence that HIV prevalence may have stabilized at approximately 15%, the number of 
existing and new HIV cases is still unacceptably high. Unmitigated, HIV infected 
individuals will continue to die in increasing numbers every year. It is estimated that 
currently about 87,000 people die each year due to HIV- related illnesses.

The majority of those infected are in their productive years and are the main 
breadwinners in their families, hence the postponement of their death would have 
considerable economic benefits at individual, family and national levels.

In many high-income and some middle income countries provision of anti-retroviral 
therapy (ART) has been shown to reduce mortality and improve the quality of life for 
people living with HIV/AIDS. With ART becoming available in developing countries, 
Malawi is working towards the possibilities of making such treatment accessible to its 
people, not only to those who are easily reachable, but to everybody in need.

Approximately 900,000 adults and children in Malawi are currently infected with HIV. 
The World Health Organization (WHO) estimates that 10-15% of all HIV positive 
people will progress to AIDS at any given point in time. Based on these estimates about 
100,000 to 150,000 people in Malawi would need ART at any one time. However, there 
are only about 5,000 people currently on ART (April 2005) and the shortfall is enormous. 

Malawi's National HIV/AIDS Policy lays out principles of equity in access to the 
continuum of HIV/AIDS care, regardless of gender, age, ethnic group and sexual 
orientation. 

The policy further recognizes the specific vulnerability of different groups. With respect 
to ART, the policy states that the Government undertakes to 'progressively provide 
access to affordable, high quality ART and prophylaxis to prevent OIs, but only to 
individuals who have tested HIV-positive and are medically deemed to be in need of this 
drug therapy'. 

Malawi, through Global Fund resources, aims to provide ART to at least 50,000 people 
over a 5-year period (depending on the cost of drugs and infrastructure capacity). This 
scale up is in line with the WHO 3 x 5 Initiative which has an ultimate goal of universal 
access to ART to all in need.

The 3 x 5 Initiative, however, provides no resources to help achieve these targets. Malawi 
is facing an enormous shortfall in ART. The immediate constraints to scale-up of ART 
include the limited capacity of the health sector and the unknown demand for ART. 

The challenge will be to decide who should have access to ART given the limited 
resources. 
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Equity Issues in Access to ART

An analysis of 'equity' in access to ART, refers to the analysis of the provision of and 
benefit from ART according to 'need'. An analysis of equity therefore involves asking 
who benefits from ART and whether this corresponds to need. 'Who' refers to different 
social groups of people, usually disaggregated by axes of vulnerability such as gender, 
socio-economic status, age, location, or ethnic group. Inequities are inequalities in 
access to ART that are judged to be unfair; that is they are both unacceptable and 
avoidable. Equity analysis of access to ART therefore comprises elements of an 
assessment of vulnerability (in terms of HIV infection and illness) and disadvantage in 
terms of access to care and treatment or ability to cope with the impact of the illness. 
However in a health system where resources are severely limited, such as Malawi, the 
analysis of equity requires not only the assessment of whom will receive ART, but also 
what impact provision of ART will have on 'equity' for the provision of essential health 
services. In Malawi the question of 'equity' in ART therefore extends beyond the usual 
benefit-incidence analysis for different population groups, and includes a consideration 
of the wider health system impacts of providing ART. 

ART Access in Malawi in April 2004

In April 2004, ART was delivered in four hospitals, one NGO clinic, one CHAM hospital 
and a few private for profit hospitals/clinics.

1. In two Government hospitals, Kamuzu Central Hospital (KCH) and Queen 
Elizabeth Central Hospital (QECH), ART was provided through a partly-
subsidised drug revolving fund scheme at a subsidized cost of K 2,500 per month.

2. In the other two Government hospitals, Chiradzulu and Thyolo, ART was provided 
free-of-charge through MSF-France and Luxembourg.

3. African Bible College, Lilongwe was also providing ART free-of-charge through a 
complex exemption system.

4. Ekwendeni Mission Hospital, Mzimba, under CHAM also provided ART at a cost 
of K3,200 per month. ART was also provided at Mulanje Mission Hospital and St 
Joseph (Nguludi) in Thyolo

5. Amongst the private sector providers, for example, Mwaiwathu Hospital in 
Blantyre and other private clinics, ART was provided at a commercial price.

In April 2004, there were about 5,000 patients on ART in Malawi using the above 
models. There are fears that the free model may be overwhelmed with demand and will 
not be able to cope due to limited capacity. While for the paying model, it has become 
evident that the drop out rate from the ART programme is high, due to inability to pay, 
and may lead to the development of resistance to the drugs. The exemption model that is 
being practiced by the African Bible College clinic is complex and unlikely to be 
practicable on a large scale.
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There is need for a more simplified ART delivery system, which is equitable for the 
people of Malawi.

Agreed Clinical ART Eligibility Criteria

With funding from Global Fund, Malawi will rapidly scale up ART services. To deliver 
ART effectively, Malawi has developed clinical guidelines to guide the implementation 
of the program. The Eligibility Criteria as set out in the National ART guidelines are 
based on:

• Positive HIV test result, and
• Understanding of the implications of ART, and 
• Clinical criteria, such as stage of illness, as laid out in the National Clinical 

Guidelines

At the moment only a fraction of people who are HIV positive know their status, 
although it is thought that this is due to the lack of widespread availability of counseling 
and testing services. However, if counseling and testing services are scaled-up and 
accessed more widely, the number of people eligible for ART based on these clinical 
criteria will outstrip the capacity to supply the drugs. Hence there is a need to come up 
with additional strategies to promote equity on social criteria to complement the existing 
clinical criteria of eligibility.

Scale Up Plan for ART Provision in Malawi

The plan to scale-up ART nationally already contains a number of measures to promote 
equity. To ensure geographical equity, ART scale up will be in all major government and 
CHAM hospitals in every district in the country, including Police and the Defense Force 
facilities and also some private hospitals. By December 2004 a total of 54 sites should be 
providing ART. A checklist for assessment for readiness to start ART has already been 
developed and all sites planned to start from July will be assessed. 

Equitable distribution of drugs to all districts will be a priority and will be based on an 
estimate of HIV disease burden. The proposed 54 sites have actually been categorized as 
low, medium or high burden areas based on an estimate of HIV disease burden. TB was 
used as a proxy for HIV disease burden in order to categorize sites. Drug allocation will 
initially be based on this estimated burden of illness. 

The Malawian public health system is in a state of 'collapse'. There is an absolute 
shortage of health staff and over 90% of health facilities are unable to deliver an essential 
health package. It is crucial to ensure that the ART program enhances the overall capacity 
of the Health System. ART provision in Malawi will be integrated into the Health System 
and at the chosen health facilities will involve a minimum number of clinical staff (one 
clinical officer and one nurse). This will help to minimize the diversion of human 
resources from essential health services. Furthermore mechanisms are currently being 
sought to use Global Funds to invest in infrastructure, human resources and the logistics 
system. 
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Consultative Process with The Public on Issues of 
Equity in Access to ARVs

Equity in health sector responses to HIV/AIDS, including access to ART was the subject 
of a technical paper which was presented as part of a special consultation with key 
stakeholders at national level in July 2003. 

Based on the recommendations of this consultation, a wider consultative process was 
initiated by Government of Malawi, through NAC, to elicit views from the public from 
grassroots to national level. 

The aim of these further consultations was to solicit the view of the general public on the 
issue of equity in access to ARVs. 

The consultative process involved a series of radio and television programmes; 
consultative meetings with different groups of people and organizations; and a special 
commissioned study in selected districts.

The consultation process to date can be summarized as follows:

• Presentation of a technical paper to stakeholders at national level and the ART 
Technical Working Group in July 2003.

• A team of 5 panelists conducted three live phone-in programmes on Malawi 
Broadcasting Corporation (MBC) Radio1, FM 101 Radio and Capital Radio 102.5 
from 27th to 28th January 2004 in Blantyre. On 28th January 2004 the team also 
conducted 2 panel discussions on Television Malawi. 

• After the phone-in discussions feedback was invited from listeners either by letter 
or telephone.

• Six meetings with 33 people living with HIV, 102 young people, 10 different public 
institutions, 16 NGOs, 29 faith-based organizations and 15 different private 
organizations. Five of these meetings were held in Lilongwe from 1st to 5th March 
and the meeting with private sector was held in Blantyre on 9th March.

• A study was commissioned and conducted in seven districts namely: Karonga and 
Mzimba in the North; Salima and Lilongwe in the Centre; Chiradzulu, Thyolo and 
Mulanje in the South. The study involved community focus group discussions.

The technical paper and consultative processes assisted NAC to get divergent views and 
findings which have in turn formed the recommendations put forward in a position 
paper. 

This paper was circulated widely to national-level stakeholders for comments and inputs 
before the finalisation of this National Policy.
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Suggested Options for Provision of ART 

During the consultations the following options, along with their potential advantages 
and disadvantages, were presented to the participants for further discussion. 

Paying system

• Full cost
With this option patients would pay the full cost of the drugs without a government 
subsidy. The disadvantage of this approach is that only a few would afford and this 
would deny access to ART to the majority of Malawians. Payment for ART risks 
patients interrupting treatment because of lack of funds, presenting a major public 
health hazard in terms of resistance to ART.

• Subsidized cost
With government subsidizing the cost, people from middle income group can 
afford to pay something to start on treatment but it is unlikely that they would be 
able to afford paying in the longer term with what would essentially become 
treatment of a chronic illness. Already, studies carried out at Lighthouse in 
Lilongwe where mainly the clients are from middle income social groups, show 
there is a high drop out rate due to the clients’ inability to continue paying. A 
subsidized cost is beyond what the majority of Malawians can afford since 65% of 
the population are ‘poor’ (unable to meet their daily nutritional needs). 

Free System

• Free to all
Provision of ART free of charge to all has the advantage that the poor will also have 
a chance to access ART. This system is most likely to be operated on a ‘first-come 
first- served basis’, which will favour those living in close proximity to the health 
facilities; who are already aware of the program and are accessing VCT services. 
These are most likely to be educated people and men compared to women. 

• Free but targeted
This option would provide free drugs but only to selected groups of people. These 
groups would include:

o Mothers with HIV identified through PMTCT sites.
o Essential/expensive to train human resources e.g. health workers and teachers.
o Marginalized groups at high risk of contracting HIV e.g. orphans and 

commercial sex workers.
o People living openly with HIV/AIDS (PLWAs)
o Individuals who get infected through rape and blood transfusion.

This option would require very clear criteria of selection and justification for the 
selection. It is likely to be very difficult to reach public consensus on which group 
to target because every category of people perceives themselves as special. 
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Furthermore isolating particular social groups for ART will require front-line 
health workers to operate an exclusion policy, a system which would be ethically 
difficult for individuals to implement and would be open to corrupt practices.

Parallel systems

•
This option would be to maintain two systems of access to ART which would be 
free for the poor plus cost sharing for those who can afford to pay. This would be 
akin to the current OPD I and OPD II system in some public hospitals. The 
advantage is that the poor will have access to ART free-of-charge. The challenge is 
to develop a system to identify who is really poor; to exclude those judged to be 
non-poor; and to continually update criteria as people learn how the judgments are 
made. These exemption criteria are notoriously difficult to implement in many 
settings and have not been shown to be effective.

Furthermore they would involve the ‘transactional cost’ of setting up a new system 
in an already over-burdened public health system.

Recommendations

Based on the findings and recommendations from the various consultations, it clearly 
emerged that there is need for a simple system for provision of ART to Malawians, a 
system that is easy to implement and maximises equity. The outcome of the consultations 
was recommendations for the principles of:

1. Involving the private sector  as far as possible at a highly subsidized rate, to take 
pressure away from the limited capacity available in the public sector. 

2. To provide ART free at the point of delivery in the public health sector  on an open 
'first-come, first-served' basis, but to actively promote ART to targeted social 
groups

The principles are explored in greater depth:

Principle 1: Involvement of the private sector

Government hospitals run paying sections in addition to free services. In this case with a 
modified parallel system, people who wish to go through paying section in the 
government hospitals will get free ARVs just like the non-paying section but will be 
required to pay the consultation fee only.

4. For the purposes of ART provision, the private sector includes (i) private medical providers/practitioners registered with the Medical 
Council of Malawi (ii) private companies who operate clinics/health facilities registered with the Medical Council of Malawi (iii) health 
insurance schemes using private providers/practitioners registered with Medical Council of Malawi

5. Including CHAM and not-for-profit providers who have formal service-provision agreements with MOH

Combination of a payment and non-payment systems

4
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The following organizations will be encouraged to utilize this cost-sharing system:

• Private companies
• Employers (such as NGOs)
• Health insurance schemes

Private companies that have their own clinics will offer ARV drugs at the subsidized cost 
of 20% of the price (comprising costs for drugs, plus logistics and monitoring activities). 
For companies and employers that do not have clinics of their own, they will be 
encouraged to include ART in the health package arrangements for their staff, either 
through health insurance or linking up with the private hospitals/clinics for ART for their 
employees.

Why this modified parallel system?

• Studies carried out in April 2004, for example, at Lighthouse show that there is high 
drop out and treatment interruption rate primarily due to financial difficulties. At 
the cost of K2,500.00 the ARV drugs are beyond the reach of many, especially 
where the need for treatment is life-long and people have been impoverished by 
AIDS. Even where services are free, it costs a significant amount of money just to 
come in for treatment. ART needs to be provided free-of-charge in the public 
sector. 

• It will be difficult to offer both free and at a cost ART at the same health facility 
since it is extremely difficult to determine ability to pay.

• There is not enough capacity in the public sector to deliver both the free and at a 
cost system for ART.

• Delivery of ART through the private sector will assist in taking some of the load 
from the public sector thereby allowing it to concentrate on the free system.

• It is recognized that the cost of drugs at 20% of the price for the private sector is 
below the cost-recovery needed to operate a fully revolving drug fund. The cost is 
set deliberately below cost-recovery levels in order to:

- Develop capacity and system for delivery in the private sector, which could be 
used at a later stage if international funding for ART is no longer available

- Encourage as many people as possible, but particularly employers, to use the 
private sector providers

- To act as an incentive to accelerate ART scale-up in Malawi, using the private 
sector in partnership with the public sector 

• The reasonable subsidised price for the drugs will act as an incentive for more 
people to access through the private sector thereby enhancing access to public 
provision to poorer and more vulnerable populations

Principle 2: ART in the public sector: free and open access but 
targeted promotion 

Free ARV drugs will be provided in all government and CHAM facilities. This free 
system will operate on the most simple basis possible. There will be one access point in 
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the major health facilities, but ART will be actively promoted to those in most need e.g. 
orphans, pregnant women, health workers, remote rural populations and PLWAs. The 
ART health promotion strategy will be based on these principles. Post-exposure 
prophylaxis (PEP) should be available to anyone in need (e.g. from occupational 
exposure or victims of rape) within the time-frame specified in the clinical guidelines. 

Why open access and targeted promotion in the public health system?

In an ideal situation, different ART service entry-points would be set up for specific 
target groups of poor and vulnerable people within the public health sector e.g. to 
pregnant women through enhanced PMTCT services, to remote rural populations 
through outreach services etc. However, the crisis within the health sector means that 
there is an absolute shortage of health personnel and an inability to deliver essential 
health services. In order to minimize the diversion of resource away from essential 
services, only one 'entry' point, a special ART clinic, is being set up in secondary 
facilities (district or CHAM hospitals). The clinic has a minimal staffing and will not 
(initially) operate on a full-time basis. This entry point needs to serve all beneficiaries of 
the ART service and will be 'open-access'. It is hoped that ART provision could be 
decentralized to health centre level and fully integrated within essential health services 
in future. 

Although these entry points will be available in all districts, at the district boma they 
automatically favour more urban and educated populations. To counteract this bias, and 
to promote equity, the health promotion strategy for ART will only be targeted at specific 
populations judged to be in most need: groups of people considered to be in 'strategic' or 
in vulnerable situations. These groups will be identified using the following principles:

a. Situations of moral obligation to treat (e.g. mothers receiving PMTCT to prevent 
HIV transmission to their children)

b. Essential human resources in key front-line services (e.g. health workers, teachers 
and civil protection workers)

c. Maximum multiplier effect for society (e.g. people living positively with 
HIV/AIDS)

d. Principles of non-discrimination and pro-poor measures (e.g. orphans, remote 
rural dwellers, sex workers, prisoners)

e. Cost-effectiveness maximization in existing public health interventions (e.g. TB 
patients)

It is hoped that this promotion strategy will stimulate demand specifically from these 
populations. The health promotion strategy will be gender sensitive, taking into account 
women's specific vulnerability to HIV, its' social impact and constraints to access care 
and support services. 

6. Post-exposure prophylaxis (PEP) is treated separately to ART (long-term therapy), and should be available to anyone in need within the 
time frame specified in the clinical guidelines. 
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It is not feasible to limit or prioritize ART provision in the public sector only to the social 
groups judged to be in most need, because grassroots consultations provided a strong 
voice against favouring specific groups. Furthermore limiting access at the clinic levels 
leaves individual front-line health workers in the position of implementing an exclusion 
policy, which will be ethically difficult for them and may open up the possibility of 
corrupt practices. 

In the unlikely event that demand for ART outstrips supply it is recommended that 
priority considerations be given to people already on ART, pregnant women and 
children. 

Issues of Sustainability

At current health sector financing levels, Malawi is not in a position to sustain ART 
therapy without external assistance. Currently the main source of funding for national 
ART provision is through the Global Fund. In this position paper it is proposed to involve 
the private sector in the provision of ART. This should ultimately promote equity if cost-
recovery mechanisms are put in place. Initially it is proposed that the cost-recovery 
through the private sector is set artificially low, well below the economic cost of drug-
replacement. 

The purpose of offering this 'subsidy' is to scale up ART provision faster, build capacity 
within the private sector and relieve the burden on the public sector. In time it may be 
possible to set the cost-recovery within the private sector to economic drug replacement 
levels, which will sustain the private sector delivery, and importantly for equity 
considerations, will increase the amount of externally funded drugs which will be 
available for delivery through the public sector. With capacity to deliver built amongst 
private providers, and private companies and employers buying into this form of ART 
delivery, a system should be put in place which will better withstand changes in 
international donor funding for ART. 

The National Policy further proposes that Government of Malawi establishes the 
principle of using a proportion of the budget already allocated to HIV/AIDS to support 
the purchase of ART drugs for civil servants. 

Government of Malawi may also consider introducing a 'levy' on items such as fuel, 
tobacco and beer to support the purchase of ART. 

Conclusion

Until universal access to ART can be realized, equity will remain an ideal. The National 
Policy for Equity in Access to Anti-retroviral Therapy represents the conclusion of a 
process of consultation and technical review.

It proposes a number of measures to promote equity in access to ART in Malawi, 
recognizing that 'equity' is a judgment of fairness, which may involve several different 
aspects that need to be balanced. 

14



These are summarized in the following table (Table1). As ART availability is scaled-up 
throughout Malawi, equity issues will need to be monitored in order to assess the 
effectiveness of these measures to promote equity. 

This position paper also recognizes the enormous constraints to scale-up of ART 
provision in this setting, most notably within a public health system which has 
"collapsed". 
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