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Il Centro Nazionale per la Salute Globale

"Svolge attivita' di ricerca, sia nei paesi economicamente sviluppati che
in quelli meno sviluppati, affrontando il "come applicare"” le conoscenze
della medicina e della biologia moderne alla salute di tutte persone che
vivono sul territorio nazionale e nel mondo, con una filosofia generale
basata sul contrasto alle diseguaglianze di salute, sulla lotta alle
discriminazioni di genere, € un'attenzione particolare alle
popolazioni piu’ fragili e marginalizzate,; lavora per contribuire,
insieme ad altri attori nazionali e internazionali, a
combattere le disuguaglianze nell’'accesso alla salute, in Italia e
nel mondo, attraverso attivita' di ricerca fondamentale, clinica e
operativa, ricerca sui sistemi sanitari, progetti di cooperazione
internazionale, attivita' di formazione, advocacy e networking”
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Figure 1. The 17 Sustainable Development Goals
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SDGs INTERLINKAGE
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SDG # 3

SUSTAINABLE SDG 3:

DEVELOPMENT | £ni61 )RE HEALTHY LIVES AND PROMOTE

GOAL 3 AND
1S TARGETS WELL-BEING FOR ALL AT ALL AGES

TARGET 3.8: ACHIEVE UNIVERSAL HEALTH COVERAGE, INCLUDING FINANCIAL RISK PROTECTION,
ACCESS TO QUALITY ESSENTIAL HEALTH-CARE SERVICES, MEDICINES AND VACCINES FOR ALL

3.1: Reduce maternal mortality ag.ngadu;e maortality 1'ru::+mI g‘.:u: Siren implementation of
and promote menta mework convention on fobacco
3.2: End preventable newborn health P conirol

and child deaths
3.5: Strengthen prevention 3.b: Provide access fo medicines

3.3: End the epidemics of AIDS, TB, and freatment of substance and vaccines for all, support R&D
malaria and NTDs abuse of vaccines and medicines for all

and combat hepatifis, waterborne 3.6: Halve global deaths 3.c: Increase health inancing and
and other communicable diseases and injuries from road fraffic health workforce in developing

3.7: Ensure universal access to accidents counfries

sexual and reproductive healih- 3.9: Reduce deaths and 3.d: Strengthen capacity for
care services ilinessaes from hazardous early warning, risk reducfion and
chemicals and air, water rmanagement of health risks
and soil pollution and
contamination

INTERACTIONS WITH ECONOMIC, OTHER SOCIAL AND ENVIRONMEMNTAL SD¥=s AND SDG 17 OMN MEAMS OF IMPLEMENTATION
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Table 3 (with map). Incidence of HCV infection in the general population, by WHO region, 2015:
1.75 miillion newinfections in 2015

Incidence of HCV infection

Incidence rate (per 100 000) Total number (000)
WHO region Map key Best Uncertainty Best Uncertainty

estimate interval estimate Interval
African Region ) 31.0 22.5-54.4 309 222-544
Region of the Americas 6.4 5.9-7.0 63 59-69
Eastern Mediterranean Reglon B 62.5 55.6-65.2 409 363-426
European Region ] 61.8 50.3-66.0 565 460-603
South-East Asia Region e 14.8 12.5-26.9 287 243-524
Western Pacific Region 6.0 5.6-6.6 11 104-124
Global 23.7 21.3-28.7 1751 1572-2120

Source: WHO, work conducted by the Center for Discase Analysis. See Annex 2.
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Source: WHO global health estimates (Giobal Health Estimates 200 5: deaths by cause, age,
sex, by country and by reglon, 2000-2015. Geneva: World Health Organization; $006.)
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\v Organization Goals for HCV Elimination

Elimination of HCV in the country treating
80% of eligible patients strengthened by
prevention interventions

==

HCV INCIDENCE=0
HCV PREVALENCE REDUCED BY >90%

l 65% REDUCTION IN LIVER DEATHS l




Italy, Romania, Spain, Germany, Poland , France , UK, Greece and

Portugal account for 85% of total infections in EU

There were 3.7 million viremic HCV Infection in 2014

85%

1,200,000

HCV (viremic) prevalence ranges from 0.1-3% in the region

3.50%
3.00%
2.50%

Recent estimated HCV prevalence in Italy 1.7%

AlpmEmE .

About 850,000 Viremics (Andriulli 2017)
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The fibrosis distribution in each country correlates strongly with the
median age of the HCV infected population
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Increasing Health Care Costs Associated With Progressive Liver
Disease in the Aging HCV-Infected Population

45 Prevalence Health Care Cogt$16
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w
Health Care Cost (Billion)
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* While the prevalence of HCV infection is declining from its peak, the incidence of advanced liver disease
and associated health care costs continue to rise

* Modeling does not take into account any impact of birth cohort screening

A system dynamic modeling framework was used to quantify the HCV-infected population, the disease progression, and the associated cost from  1950-2030.

Cl=confidence interval.
H. Razavi, CDA
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Step-wise strategy for HCV elimination

Diagnosis and Referal

Treatment

Advanced Disease

Progressors

\

FO-F1

2° Wave
Spreaders /

\ )
1°Wave

= 3° Wave

Alberti A. AISF 2017
adapted from Wedemeyer et al J. Hepatology 2016



SOME DEFINITIONS PROPEDEUTIC TO THIS TALK

Dowdle WR, WHO Bull 2006

DISEASE CONTROL :

reduction in morbidity and mortality

ELIMINATION :

no transmission/zero incidence and
reduced prevalence to an «acceptable» level in a given region
Continued interventions needed
Example : POLIOMYELITIS

ERADICATION :

Global and Total absence of human cases, no reservoir in nature
Interventions can be stopped

Example : SMALLPOX

Adapted by Alberti AISF 2017



STRATEGY TARGET — > TARGET POPULATION

.<— Tx for significant/progressive
DISEASE CONTROL disease

Tx for high prevalence
cohorts

HCV ERADICATION
‘ - Tx for all HCV infected

Alberti AISF 2017

HCV ELIMINATION
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In 2013, treatment rates across
most of Europe were very low
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In 2016, rates are increasing
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Coorti HCV in EUROPA
STRUMENTI PER LA CREAZIONE DI EVIDENZE
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Piattaforma Italiana per lo studio
» Socwta ltaliang della Terapia delle Epatiti viRali.
A Malare Intettive
e Tropinal

PITER e il primo Studio Nazionale
su HCV

La Coorte PITER dei pazienti HCV
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infezione cronica da HCV in cura
in Italia




P'TE@ Number of enrolled patients
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Modelling cost-effectiveness and health gains
of a “universal” vs. “prioritized” HCV
treatment policy in a real-life cohort
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Cost-Effectivness Analysis

Scenarios of treatment policy

Two scenarios of policies for DAA IFN-free regimens were
simulated and compared:

*Policy 1: “universal”: Treat all patients, independently of the
fibrosis stage;

*Policy 2: Treat only “prioritized” patients and delay treatment of
the remaining patients until reaching fibrosis stage F3.



Markov model for liver disease progression

Chronic HCV - Fibrosis Stages (METAVIR)

FO F1/2 F3
Early Stage Mild Stage Moderate Stage

W
[ Compensated Cirrhosis (F4) }
Decompensated Cirrhosis .

— . Hepatic Variceal HCC
Ascites .
Encephalopathy Bleeding
Post Liver 1__,
Transplant Transplant J"

Disease-related Death




Results of the base case analysis
Italy Scenario

= g -l

Costs QALYs Incremental | Incremental

Costs QALYs

Strategv = €271.366.854 90.926

€ 31.083.475 3.495
€ 240.283.379 87.430
¢ss93/0y

European scenario

Medium European costs of liver disease stages was used
DAA prices were varied : € 15,000-45,000 (Mean cost= € 30,000)

ICER obtained using Policyl was € 19,541.75/QALY.
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Cost- Effectiveness Acceptability Curve

Italy (PITER) Scenario

p(cost-effectiveness)

€

€10.000 €20.000 €30.000 €40.000 €50.000 €60.000 €70.000 €80.000

ICER

When treating all stages of liver disease, ICERs
remained below €30,000/QALY gained in

94% of the simulations assumed
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Decreasing DAA price scenario analysis

€9.900
€7.900
€5.900
e
B
=
€3.900
€1.900 &
&
QO
€(100
( )cc,e IR Y L L L &°
& & & & & s &
DAA costs= € 3750

Universal Policy = Cost Saving



Processo di modulazione di

accesso alle nuove terapie che
prevede in via prioritaria il
trattamento dei pazienti in base
ad un criterio di urgenza clinica,
come definito dalla
Commissione Tecnico Scientifica
dell'AlIFA.

Periodo

.
.

Eleggibili al DAA
le prime 3 categorie

Categorial

Categoriall

Categorialll

CategorialV
CategoriaV

CategoriaVl

Categoria Vil

: 2015-Aprile 2017

B A

»

-

CON NCC CON RINPOSTA COMPLETA A TERAME RESETINE CHIRURGICHE O
LOCO-RKEGIONALL NON CANDIDABILI A TRAFIANTO EPATICO, NET QUALI LA
MALATTIA EPATICA SIA DETERMINANTE FEX LA FROGNOM

TEGATO CON FIBROMI METAVIR =2 (0 &3 ISHAX) O CON VARIANTE
FIBROMANTE COLESTATICA

TOKAHA BIC FPAZIESTE CON IFAYITE TRONKA CON @RV
MANITESTAZION!  EXTRALPATICHE MOV CORKILATE  (SINDROMI

CRIOGCLOBULINEMICA CON DANNO D'ORGANO, SDNDROMI
LINTOPROLITERATIVE A CHLLULL B)

CORKISPONDENTL ISHAX)

TERAFIA BEC FAZICSTE IN DSTA FER TRAUPASTO TFATICO CON TIRROAT
MILD <26 wo CON HCC ALLINTIRNO DEI CRITERI DI MILANO CON LA
POSSIBILITA” DEATTESA IN LISTA DEALMENO 3 MISE

YERAPILU DL PAZIENTE CON IFATITE CRONICA DORO TRAFIANTO O

ORGANO SOLIDO (NON TEGATO) O DI MIDOLLO CON FIRROS METAVIR =2 (O
CORKISPONDENTE ISHAX)

(O CORRISPONDINTL ISHAK)




one ed aggior

————

namento delle stime
epidemiologiche

Prevalenza di soggetti anti-HCV positivi*® [5, 6]

Prevalenza di soggetti anti-HCV positivi in Italia®**[4]

Soggetti per i guali I'infezione & nota: 79.5% |6]

Soggetti positivi per HCV RNA : 74.1% [6]

Frazionamento per gravita di malattia epatica [3]:

- FO-F1(39%)
F2 (15%)
- F3(12%)

- Fa(349%)

1.0% — 2.24%

-

506,994 - 1,135,667

o

403,060 —- 902,855

-

298,667 - 669,015
-~

116,480 - 260,915
44,800 - 100,352
35,840 - 80,281

101,546 ~ 227,465

* Dati Rete HCV Sicilia e studio epidemiologico italiano [5, 6]

** popolazione residente >18 anni: 50,699,447 [4]

v -
- o
3 erdbiarece (./éf”m

AFA

3 Kondili, Quaranta MG, Studio Piter

4 ISTAT

5 Andriulli et al, submitted
6 Di Marco V, Cartabellotta F. — Dati Rete Sicilia

Melazzini M. AISF 2017
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. - Il nuovo Algoritmo per la terapia dell’Epatite C cronica
5 T'7/ aniss N lloics iod < T baricice

N " Determina AIFA n. 500/2017 pubblicata nella G.U. n. 75 del 30/03/2017

e Criterio 1: Pazienti con cirrosi in classe di Child A o B e/o con HCC con risposta completa a terapie resettive
chirurgiche o loco-regionali non candidabili a trapianto epatico nei quali la malattia epatica sia determinante per
la prognosi.

e Criterio 2: Epatite ricorrente HCV-RNA positiva del fegato trapiantato in paziente stabile clinicamente e con livelli
ottimali di immunosoppressione.

*  Criterio 3: Epatite cronica con gravi manifestazioni extra-epatiche HCV-correlate (sindrome crioglobulinemica con
danno d'organo, sindromi linfoproliferative a cellule B, insufficienza renale).

e Criterio 4: Epatite cronica con fibrosi METAVIR F3 (o corrispondente Ishak).

*  Criterio 5: In lista per trapianto di fegato con cirrosi MELD <25 e/o con HCC all'interno dei criteri di Milano con la
possibilita di una attesa in lista di almeno 2 mesi.

*  Criterio 6: Epatite cronica dopo trapianto di organo solido (non fegato) o di midollo in paziente stabile
clinicamente e con livelli ottimali di immunosoppressione.

*  Criterio 7: Epatite cronica con fibrosi METAVIR F2 (o corrispondente Ishak) e/o comorbilita a rischio di
progressione del danno epatico [coinfezione HBV, coinfezione HIV, malattie croniche di fegato non virali, diabete
mellito in trattamento farmacologico, obesita (body mass index >30 kg/m2), emoglobinopatie e coagulopatie
congenite].

*  Criterio 8: Epatite cronica con fibrosi METAVIR FO-F1 (o corrispondente Ishak) e/o comorbilita a rischio di
progressione del danno epatico [coinfezione HBV, coinfezione HIV, malattie croniche di fegato non virali, diabete
mellito in trattamento farmacologico, obesita (body mass index >30 kg/m?), emoglobinopatie e coagulopatie
congenite].

*  Criterio 9: Operatori sanitari infetti.

. Criterio 10: Epatite cronica o cirrosi epatica in paziente con insufficienza renale cronica in trattamento
emodialitico.

*  Criterio 11: Epatite cronica nel paziente in lista d'attesa per trapianto di organo solido (non fegato) o di midollo.


http://www.aifa.gov.it/sites/default/files/Determina_n._500-2017_Epatite-C.pdf
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Fibrosis Stage by Enrolment's periods
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Trend cumulativo dei trattamenti avviati
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9 99.502 «avviati» sono i trattamenti (solo pazienti eleggibili) ’
Spemnia Jiiona 4 T | cON @lMenNo una scheda di Dispensazione farmaco |
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Total Infected - Cirrhosis - F4 — Italy
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Observatory

POLARIS

A OchA

Disease Analysis

Italy is closed to meeting the WHO target of
a 65% reduction in liver related mortality by
2030, without requiring further
interventions

25.000

20.000

15.000

10.000

5.000

How to achieve the WHO
elimination Goals by 20307

A disease burden model was grounded in
Italy-specific cohort data (PITER) and Italy general
population data (Polaris Observatory)

Estimated Prevalence 850.000 viremics
(Andriulli 2017)

Liver Related Deaths — Italy
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However, the number of total infections would remain high..

Total Infected Cases (Viremic) — Italy

900.000

800.000

700.000

600.000

500.000 Treat >F2 Stage

400.000

PITER 40% linkage to care
PITER 60%linkage to care
~=~~-RITER 80%linkage to care

WHO Targets
" s 90% reduction of

300.000 e

200.000

]
I
100.000 i
I
1

o . . .
v viremics in 2030
Base 2016 PITER 40% Linked to Care WHO Targets sssssse PITER 60% Linked to Care = = == P|TER 80% Linked to Care
Observatory With an annual rate of treatment =>35.000 patients
POI-QRIS 40% linked to care: Depletion of cases to be treated in 2025

60% linked to care: Depletion of cases to be treated in 2028
OCDA 80% linked to care: Depletion of cased to be treated in 2031

Center for
Disease Analysis
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Potential target screening strategies according to the distribution of fibrotic stage patients
by birth year in the PITER and Polaris models

Fibrotic Cases | Fibrotic Cases
by PITER in the General
Years of Birth | Specific Polaris Populatio_n by If the number of treated patients
Ob;ﬁ{)\ﬁo Y Obzgisgti)ry <= 35 000/year until the year 2025
— A screening strategy in 2020-2025 in
1938-1948 | —28%——— 24% individuals born in the years 1948-1978
1948-1958 35% 30% could aliment the pool of diagnosed and
1958-1968 41% 32% treated patients by finding approximately
1968-1978 23% 28% 80% of fibrotic cases
1978-1988 10% 17%
>1988 3% 5%

If the number of treated patients => 35 000/year until the year 2028
a more than 80% linked to care scenario could be possible
No screening/or specific age groups screening
could possibly make achievable the WHO goal of 90% reduction of
viremics by 2030



How to achieve the WHO elimination Goals by 20307

This analysis highlights care and increased access to DAAs, Italy is on track to meeting the

WHO target of 65% reduction in liver-related mortality by 2030.

However the eligible pool of patients to treat will run out between 2025-2031, leaving a

proportion of infected individuals undiagnosed and without access to care.

Based on the number of treated patients /year, intensive case finding and potential
targeted screening strategies, aimed in finding the underwater portion of the iceberg, are

needed for achieving the WHO goals.



Access to DAA Therapy

Main Barriers

Costs and Sustainability

NEGOTIATION
COMPETITION
GENERICS

Voluntary Licensing

Compulsory Licensing



Price of sofosbuvir by country (12 weeks)

e Sofosbuvir (Sovaldi)
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Sofosbuvir prices:

Canada (Quebec): http://www.ramq.gouv.qc.ca/SiteCollectionDocuments/liste_med/liste_med_2016_10_03_fr.pdf

France: http://www.medecinsdumonde.org/actualites/presse/2016/09/29/mdm-soppose-au-brevet-sur-le-sovaldir-decision-le-5-octobre-2016
Germany: medizinfuchs.de

Spain: http://politica.elpais.com/politica/2016/04/05/actualidad/1459873421_480033.html?id_externo_rsoc=TW_CC

UK: British National Formulary 2016

Brazil: http://www.portaltransparencia.gov.br/despesasdiarias/empenho?documento=250005000012015NE801493

Australia: Based on total annual government expenditure (AUS$200 million) and 40,000 treated in 2016

India: http://hepcasia.com/wp-content/uploads/2016/03/31-Jan-2016-Indian-generic-sofosbuvir.pdf
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http://www.medecinsdumonde.org/actualites/presse/2016/09/29/mdm-soppose-au-brevet-sur-le-sovaldir-decision-le-5-octobre-2016
http://www.portaltransparencia.gov.br/despesasdiarias/empenho?documento=250005000012015NE801493
http://hepcasia.com/wp-content/uploads/2016/03/31-Jan-2016-Indian-generic-sofosbuvir.pdf

Hepatitis C medicines, prices and estimated minimum cost of production

Medicine

sofosbuvir

simeprevir

daclatasvir

ledipasvir

ombitasvir

ledipasvir + sofosbuvir

ombitasvir +
paritaprevir + ritonavir

Price range per
bottle in high-
income countries

[56]

US$ 14 000-20 590
US$ 9166-14 86D
US$ 1128-14 899
Sold as an FDC*
Sold as an FDC*
US$ 12 604-$4890

US$ 15 344-20 215

*FDC = fived-dose combination,

Lowest recorded
price per bottle In
Egypt and India

56]
US$ 161 (India)
US$ 241 (Egyph

US$ 175 (Egypt)

US$400 (Egypt)
US$400 (Egypt)

Global sales,
2014 (US%
millions)

US% 10 283m [58]
Us$ 2302m [59]

US$ 201m [60]

US$ 2127m (58]

US$ 48m [61]

Estimated minimum

cost of production
for a 12-week course
of treatment [57]

US$ 68-136
US$ 130-270
Us$ 10-30

US$ 93

US$ 193




Sofosbuvir voluntary license coverage

. No voluntary license

‘ Voluntary license, no SOF registration
Voluntary license, SOF registration filed

‘ Voluntary license, SOF registration approved



YEAR 2000: difference in mortality
between the rich and the poor

Annual AIDS deaths since 1982

2400 000
2000: 2-4

2300 000 million AIDS -
deaths

2200000
2 100000
2 000 000
1 900 000
1800 000
1 700 000

1 600 000 1996: Three-drug
combination therapy

1 500 000 becomes the norm in
Western countries,

1400 000 but it is unaffordable
in Africa.

1 300 000
1. 200 000
1 100000
1 000 000

900 000

1987: first AIDS drug
AZT slows deaths, but
16 00O still die in the
700000 United States and

10 times that many
600 000 in Africa.

800 000

500 000

.
400 000 1996: AIDS deathg decline
steeply with new
300 000 three-drug treatment
.

200 000 A999: 10 100
AIDS deaths
100 000

i
1980 '84 88 92 ‘96

s United States (population 273 million)
s Sub-Saharan Africa (population 640 million)

© 2001, The Washington Post. Reprinted with permission.
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20 milioni di persone con HIV in trattamento nel 2016

(Milioni)

he Global Fund
To Fight AIDS, Tuberculosis and Malaria

2020 target ‘

2010 2011 2012 2013 2014 2015 mid- 2016 2017 2018 2019 2020
2016
vy o
Source: UNAIDS/WHO estimates. \h‘fi!?fﬂ WDﬂd_HEEI_Hh
WY Organization
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http://www.who.int/en/

L'impatto della battaglia per I’'accesso ai farmaci anti-HIV

Antiretrowiral therapy coverage and number of AIDVS-related deaths, global, 2000-2015
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Box 4: Access to medicines and the Doha Declaration on TRIPS and Public Health

Measuring access to medicines is a complex task, but price is one key factor among others. The Doha Declaration on TRIPS and Public
Health recognized concerns about effects on prices while noting the need for innovation. Since the Declaration was adopted in 2001,
prices for many treatments have fallen significantly, in part due to generic competition and tiered pricing schemes (see graph below).
Surveys also show a marked increase in the use of TRIPS flexibilities to promote access to medicines.

Falling prices of first-line combinations of some first-line anti-retroviral therapies for HIV-AIDS since 2000
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6000 / / |
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Source: Extract Tom MSF, Untangling the Wb of Price Reductons, January 2010 at httpy//wwwimsfaccess.ong,




WORLD TRADE

WTTMNMWMINOLYDEC 1
20 November 2001

ORGANIZATION
(01-5859)
MINISTERIAL CONFERENCE

Fourth Session
Doha, 92 - 14 November 2001

MINISTERIAIL DECLARATION

Adopted on 14 NMovember 2001

“Each member has the right to grant compulsory licences and the
freedom to determine the grounds upon which such licences are
granted” and

“to determine what constitutes a national emergency or other
circumstances of extreme urgency”.

Public health crises include “those relating to HIV/AIDS,
tuberculosis, malaria and other epidemics” and “other
circumstances of extreme urgency”.



SUSTAINABLE
DEVELOPMENT
GOAL 3 AND

ITS TARGETS

SDG 3:

ENSURE HEALTHY LIVES AND PROMOTE
WELL-BEING FOR ALL AT ALL AGES

PARGET 2.8: ACHIEVE UNIVERSAL HEALTH COVERAGE, INCLUDING FINANCIAL RISK PROTECTIONR
ACCESS TO QUALITY ESSENTIAL HEALTH-CARE SERVICES, MEDICINES AND VACCINES FOR ALL

MDG UNFINISHED
AND EXPANDED AGENDA

3.1: Reduce maternal moriality

3.2: End preventable newborn
and child deaths

3.3: End the epidemics of AIDS, TB,
malaria and NTDs

and combat hepatitis, waterborne
and other communicable diseases

3.7: Ensure universal access fo
seniual and reproductive health-
care services

3.4: Reduce moriality from
NCDs and promote mental
health

3.5: Strengthen preveniion
and ireaiment of subsiance
abuse

3.4 Halve global deaihs
and injuries from rood frafiic
accidents

3.9: Feduce deaihs and
ilinessas from hazardous
chemicals and air, water
and soil pollution and
confamination

3.a: Sirengthen implemeniation of
framework convenfion on fobacco
conirol

3.b: Provide access to medicines

and vaccines for all, support R&D
of vaccines and medicines for all

3.c: Increase health financing and
health workforce in developing
couniries

3.d: Sirengthen capacity for
early warning, risk reducfion and
management of health risks

INTERACTIONS WITH ECONOMIC, OTHER SOCIAL AND ENVIROMMENTAL SDGs AMD SDi= 17 ON MEANS OF IMPLEMENTATION




The Lancet Commissions I

Essential medicines for universal health coverage
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Access to medicines: lessons from the HIV response

Just two decades ago, HIV/AIDS treatments were
prohibitively expensive and accessible in only a few
affluent countries. But remarkable reductions in costs
have enabled treatrment expansion that has reduced
mortality and transmission. Today, first-line HN
drugs cost less than US$100 per person per year a
99% reduction from more than $10000 in 2000. The
number of people receiving HIV treatment doubled in just
5 years, from 9 million in 2011 to more than 18 million
today

In a world facing growing inegualities, the HIN
response has lessons for low and middle-income
countries (LMIC)}—but akso for high-income countries—
on access to care and treatment for communicable
diseases and for non-communicable chronic diseases, a
global pandemic that dwarfs the HIV epidemic in scale.”

wwew thelancet comihie Vol 4 Apeil 2017

The transformative power of the HN response was
underpinned by moral rather than technical arguments.
A unigue coalition of activists, scentists, celebrities,
and religious and community leaders from all over the
world argued that no one should be denied life-saving
treatment becawse of area of residence or income. The
moral imperative was operationalised by activism for
more urgent drug discovery, requlatory approval, and
voluntary and compulsory licensing, followed by shifts
towards large-scale generic production. Economies of
scale imderpinned a drive towards more effident, cheaper
production, and drove prices down. Major donors such
& the Global Fund to Fight AIDS, Tuberculosis, and
Malaria and the US Presidents Emergency Plan for
AIDS Relief bought generic drugs. The Clinton Health
Access Initiative negotiated price-volume discounts

Vella S, Wilson D. Access to medicines: lessons from the HIV response.

Lancet HIV. 2017 Apr;4(4):e147-e149. doi: 10.1016/52352-3018(17)30052-8.


https://www.ncbi.nlm.nih.gov/pubmed/28359443

The concept of “public goods”

non exclusive: anyone can use them

non competitve: their use do not limit others to use them
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Progress of medicine and essential drugs shall be

considered as global public goods and be accessible to all

human beings living on our planet
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stefano.vella@iss.it
s.vella@aifa.gov.it
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