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Defying Globalization:
Effective Self-Reliance in Brazil
André de Mello e Souza

Brazil has played a pivotal role in debates concerning the public policy of
HIV/AIDS. Its National HIV/AIDS Program was praised as the best of its
kind in the developing world by the United Nations and has served as a model
for thirty-one other developing countries as well as for the global HIV/AIDS
policy adopted by the World Health Organization since 2003.1 This chapter
focuses particularly on the origins, sustainability, and outcomes of Brazil’s
antiretroviral treatment program, as it has been the most groundbreaking, controversial, and consequential aspect of the country’s response to HIV/AIDS.
Brazil was the first nation to provide anti-AIDS therapies at no cost to all
patients for whom they were prescribed. I endeavor to show that while the
outstanding results of the Brazilian overall HIV/AIDS strategy should be
largely attributed to this program, its implementation has overcome profound
challenges posed by the conventional wisdom regarding health policy as well
as by higher global standards of intellectual property protection. Significantly,
such challenges have often impeded the adoption of similar programs by other
countries confronting the epidemic.
Brazil’s AIDS treatment policy has been shaped by the political interplay
of key local, foreign, and transnational actors. In the first section of the chapter I argue that an extensive movement for health reform and democracy
opened the way for the development of this policy by incorporating into the
country’s 1988 constitution a conception of health as a right of citizenship and
by establishing a new health system based on the principles of integrality2 and
community participation. Brazil’s constitutional health rights and integral
approach to health services, which combined treatment and prevention efforts,
were clearly at odds with the neoliberal policy prescriptions prevalent at the
time. I further argue that the country’s antiretroviral treatment program originated from the confluence of efforts of local AIDS NGOs, which emerged in
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the context of Brazil’s democratization, and of government officials who took
up the demands of such NGOs.
In the second section I show how AIDS treatment in Brazil has relied
heavily on the local production of generic ARVs as a strategy to contain treatment costs. This strategy has not only reduced the importation of anti-AIDS
drugs but also forced brand-name pharmaceutical companies to concede large
discounts in their prices in order to avoid having their patents’ monopoly
rights overrun by compulsory licensing. The US government, however, has
generally acted at these companies’ behest and in response has pressured
Brazil on bilateral, regional, and multilateral venues to enforce stricter patent
rules. The full mobilization of Brazil’s government, both in its relations with
the United States and in international forums, as well as the support this government received from transnational advocacy networks were critical in
enabling it to resist such pressures.
In the third section I discuss how Brazil’s response to HIV/AIDS defied
established health policy beliefs upheld by authoritative and politically influential international organizations, funding agencies, and health research centers,
according to which antiretroviral treatment is unfeasible in developing countries
and should give way to prevention efforts. I also provide evidence that Brazil’s
AIDS treatment policy has nevertheless been highly cost-effective.
I conclude the chapter with an overall assessment of the Brazilian AIDS
treatment policy, its future prospects, and its significance for efforts to control
the epidemic in other developing countries.

The Struggle for Health Rights
The Brazilian HIV/AIDS treatment program was made possible by the previous achievements of a movement of health-care professionals, bureaucrats,
intellectuals, and civil society organizations, known as the “sanitary movement.” This movement originated in the late 1960s and early 1970s but grew
and gained momentum in the 1980s as part of a broader movement for democracy in Brazil.3 It launched a severe critique of the highly centralized, hierarchical, and fragmented health system established by the authoritarian military
regime. Within this system, prevention and treatment policies were elaborated
and implemented independently,4 and only patients who had paid their latest
social security dues were eligible to receive medical treatment.
The sanitary movement called for a radical reformation of the Brazilian
health system. In particular, the movement defended the unification and decentralization of this system as well as its democratization through the involvement of civil society in the elaboration and implementation of health policies.
In accordance with the guiding principle of integrality, it also proposed the
integration of prevention and treatment efforts. Most important, the movement
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embraced a conception of health as a right of citizenship and aspired to ensure
the provision of free, universal, and equal access to public health services.5 It
benefited from the eagerness to rebuild citizenship rights and practices in a
country that was in transition from more than twenty years of military dictatorship as well as from the discrediting of policies and institutions associated
with the previous regime.
Critically, the Brazilian Federal Constitution of 1988 espoused the principles championed by the sanitary movement. In particular, Article 196 of the
constitution recognizes health as “a right of all and a duty of the state, guaranteed through . . . the universal and equal access to actions and services for
its promotion, protection and recovery” (my translation).6 For the purposes of
reaching this latter goal, the constitution establishes in Article 198 the Sistema
Único de Saúde (SUS; Unified Health System), an integrated and publicly
financed health system based on three directives: decentralization, integral
assistance (consisting of both prevention and health care), and community
participation.7
Remarkably, these constitutional provisions were upheld in Brazil at the
same time that other countries, influenced by overriding neoliberal policy recommendations, were following market-oriented agendas and carrying out significant cuts in welfare and social spending. As one of the leading proponents
of such recommendations, the World Bank contended that treating health care
as a right of the citizen and trying to provide free services for all was a misguided approach.8 Accordingly, it contested the SUS’s principles of integrality and universality, predicting an “explosive growth” in the demand for free
health services in Brazil.9
The 1988 constitution created the key conditions for the development of
Brazil’s HIV/AIDS policies. Even though constitutional rights and health
directives apply across the entire health system, however, the excellence of
such policies contrasts sharply with the precariousness of the ones carried out
for other infections of equal or greater impact in the country, such as hepatitis C and tuberculosis. This observation underscores the accomplishments of
organized civil society groups and especially AIDS NGOs.
Initially, gays were the foremost group impacted by AIDS in Brazil. Being
relatively affluent and influential citizens, they were capable of organizing the
earliest civil society responses to the epidemic.10 Local AIDS NGOs were first
created in the mid-1980s and multiplied in urban centers throughout the country during the 1990s. By 2001, there were about 600 such organizations.11
Despite their immense diversity,12 AIDS NGOs shared common goals of promoting the human rights of HIV-positive people by fighting against discriminatory treatment and lack of health assistance.13 These NGOs promoted campaigns to mobilize public opinion, organized demonstrations, disseminated
information, gained extensive coverage in the media, sponsored lawsuits, and
lobbied the state and federal governments.14 Because such governments were
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ultimately responsive and sensitive to NGO demands—and often developed an
almost symbiotic relationship with them15—AIDS advocacy in Brazil did not
need to adopt more extreme strategies such as civil disobedience or highly disruptive protests, as was the case in the United States and South Africa.
As result of the early association in Brazil of HIV/AIDS with the cosmopolitan and glamorous lifestyle of the American upper class16 as well as of the
Brazilian sui generis and relatively liberal sexual culture,17 the epidemic in the
country carried less of the stigma and taboo that have elsewhere led governments to deny its gravity and inhibited the mobilization of civil society.18 The
first national HIV/AIDS program was created in 1985, when more than ten
states had already begun addressing the epidemic through their own programs.19 Largely in response to the demands of NGOs, in 1988 the SUS began
distributing medicines for the treatment of opportunistic infections, and in
1991 it began to offer the earliest antiretroviral, zidovudine.20 However, the
government’s supply of drugs for AIDS patients was often interrupted,21 and
it was only after 1992, when cooperation between the governmental and nongovernmental sectors increased considerably, that controlling the pandemic
became a top governmental priority.22
In July 1996, shortly after triple therapies were announced as a more
effective treatment option for AIDS at the 11th International AIDS Conference held in Vancouver, British Columbia, AIDS NGOs began to sponsor lawsuits in local courts against Brazilian state and federal governments, demanding the supply of antiretroviral drugs.23 Despite the difficulty of assuring
favorable verdicts in a country with weak constitutional roots and no tradition
in human rights advocacy, these lawsuits succeeded by resorting to the 1988
constitution and to human rights treaties signed by Brazil, thereby creating
jurisprudence on the matter.24
Strikingly, government officials declared that they had been preparing to
offer antiretroviral drugs even before the court cases began,25 and by July a
few municipalities took the initiative of purchasing and distributing such
drugs with their own resources.26 Many of these officials were influenced by
and committed to the ideals of the sanitary movement; others saw the offering of anti-AIDS cocktails as a highly visible initiative from which they could
benefit politically.
In November a new law was sanctioned that obligates the government to
provide anti-AIDS drugs at no cost to all patients who need them.27 The Ministry of Health began distributing these drugs by the end of that month.
Nonetheless, NGO-sponsored lawsuits and demonstrations continued and
served the purpose of ensuring uninterrupted and state-of-the-art treatment for
AIDS patients, especially in periods of national financial crisis.28 The SUS’s
decentralized structure was critical in allowing the full-scale distribution of
ARVs,29 which were administered to more than 100,000 AIDS patients by 2001
and more than 160,000 by 2005 in several hundred sites throughout Brazil.30
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David Versus Goliath:
The Quest for Cheap Anti-AIDS Drugs
Although zidovudine had been locally produced since 1993, the importation
of other high priced antiretroviral drugs used in Brazil’s HIV/AIDS program
drained the Health Ministry’s resources and by 1997 accounted for almost half
of this program’s total expenditures.31 In response, the Brazilian government
began making it possible for public pharmaceutical labs to provide cheaper
generic versions of these drugs.32
Largely in reaction to pressures from the US government,33 Brazil passed
a new industrial property law on May 14, 1996, recognizing pharmaceutical
patents.34 However, all products that had been commercialized anywhere in
the world before May 14, 1997, when this new law was put into effect,
became ineligible for patent protection in the country. As result, ten anti-AIDS
drugs remained unpatented in Brazil and could be legally copied.35
Employing reverse engineering techniques, government pharmaceutical
labs discovered the formulas of most of these unpatented ARVs and began to
produce them36 using active ingredients imported mostly from India and
China.37 Zalcitabine and stavudine became available at the end of 1997,
didanosine the following year, lamivudine and its combination with zidovudine in 1999, and indinavir and nevirapine in 2000.38 Thus far eight of the fifteen existing anti-AIDS drugs offered by the SUS are locally supplied.39
Crucially, since the Health Ministry began replacing expensive imports
with local generic equivalents, the prices of unpatented antiretroviral drugs
have fallen by an average of 80.9 percent in Brazil (see Figure 3.1). Domestic producers have been able to cheapen these drugs by setting profit margins
much lower than those of pharmaceutical multinationals and breaking their
monopolies. In addition, bulk orders from Brazil have caused a considerable
decrease in the world prices of the active ingredients of antiretroviral drugs,
which account on average for 66 percent of the cost of these drugs40 (see Figure 3.2).
Nevertheless, the costs of importing patented anti-AIDS drugs still represented a substantial burden on the Brazilian health budget. On October 6,
1999, the president sanctioned a decree empowering ministries to issue compulsory licenses on the grounds of national emergencies.41 In February 2001,
the Health Ministry threatened to license the drugs efavirenz and nelfinavir,
which together accounted for about 36 percent of its total expenditures with
ARVs42 and were exclusively licensed in Brazil to US and Swiss pharmaceutical multinationals Merck Sharp and Dohme and Hoffman–La Roche.
As soon as the Brazilian federal lab Far-Manguinhos proved its capacity
to import active ingredients from Asia, to use the legal instruments afforded
by the new presidential decree, and, ultimately, to produce and sell these
ARVs for prices far below the ones charged by the multinationals, the threat

Figure 3.1

Costs of Unpatented Antiretroviral Drugs in Brazil (1996–2001)
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of compulsory licensing became credible.43 Since Merck and Roche refused
to grant voluntary licenses for efavirenz and nelfinavir, they needed to beat
the price offered by Far-Manguinhos in order to preserve their share of the
Brazilian market for anti-AIDS medicines,44 which is the largest in the developing world. Local generic production thus became a crucial element of
empowerment of the Brazilian government with relation to the brand-name
pharmaceutical sector, because it not only provided the former with a cheaper
alternative supply of needed antiretroviral drugs but also provided information concerning the production costs of these drugs, which allowed the government to negotiate price discounts for them more effectively.
On March 30, Merck agreed to cut the prices of efavirenz by 59 percent
and of indinavir by 64.8 percent45 (see Figure 3.3). These price reductions
represented yearly savings of about US$40 million for the Brazilian Health
Ministry.46 In a similar move, early in September Roche accepted a 40 percent
decrease in the price of nelfinavir. As a result, it was predicted that the Health
Ministry would save approximately US$35 million per year.47 Concurrently,
the US-based drug company Abbott reached a similar agreement with this
ministry, offering a 46 percent discount for its patented combination of
lopinavir and ritonavir.48
Negotiations over the prices of brand-name ARVs resumed in 2003. On
September 5 a new presidential decree on compulsory licensing modified the
previous one in crucial ways: it allows the importation of generic versions of
compulsory licensed goods whenever local production is impractical and
obliges the patentee to disclose all information needed for such production.49
This decree further increased the Brazilian government’s leverage to negotiate with pharmaceutical multinationals. By means of an agreement reached
with the US-based company Bristol-Myers Squibb in November, the Health
Ministry achieved a 76.4 percent reduction in the market price of the new antiretroviral atazanavir, saving US$66 million50 (see Figure 3.3). In response to
additional threats of compulsory licensing from the Health Ministry, a week
later Merck agreed to further reduce the price of efavirenz by 25 percent.51
Similarly, in January 15, 2004, it was announced that Roche and Abbott
would cut the prices of nelfinavir and the lopinavir/ritonavir compound by an
additional 10 percent and 13.3 percent, respectively.52 Figure 3.3 displays the
overall decrease in the costs of these three drugs, reflecting both the 2001 and
2003 bargains between their brand-name producers and the Health Ministry.
Finally, US-based biopharmaceutical company Gilead reduced the prices of
the new antiretroviral tenofovir by 43.35 percent. Combined, these five latest
discounts were expected to represent savings of US$107 million for the
Brazilian Health Ministry in 2004.53
As a result of antiretroviral price cuts, the Health Ministry’s expenditures
for anti-AIDS therapies declined from 1999 to 2002 even as the number of
patients treated continued to increase substantially (see Table 3.1). Local

Figure 3.3

Costs of Patented Antiretrovials (please provide complete figure title)
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Table 3.1

Costs of Treating AIDS in Brazil (1996–2004)

Year

Average Yearly Cost
of Antiretroviral
Therapies per Patient
in Brazil (in US$)

Average Yearly
Number of Patients
Receiving Antiretroviral
Therapies in Brazil

Brazilian Health
Ministry’s Expenditures
with Antiretrovirals
(in US$ millions)

1996
1997
1998
1999
2000
2001
2002
2003
2004
2005

3,810
4,860
4,540
4,240
3,320
2,223
1,397
1,512
1,374
2,346

8,924
46,091
67,181
79,245
91,265
104,364
119,500
128,000
147,500
161,000

34
224
305
336
303
232
167
194
203
378

Sources: Data for 1996–1998: Ministério da Saúde; data for 1999–2001: Coordenação
Nacional de DST/AIDS, A Experiência do Programa Brasileiro de AIDS [The Experience of the
Brazilian AIDS Program] (Brasília: Coordenação Nacional de DST/AIDS, 2002), 267 14, 39;
data for 2002: Coordenação Nacional de DST/AIDS, “Políticas de Tratamento: Medicamentos”
[Treatment Policies: Medicines]. Available at http://www.aids.gov.br/; data for 2003: Coordenação Nacional de DST/AIDS, “Saúde Fecha Acordo com Laboratórios de Anti-Retrovirais”
[Health Concludes Agreement with Antiretroviral Laboratories], Press Release, January 15, 2004.
Available at http://www.aids.gov.br/imprensa/; data for 2004–2005: Table 1, Alexandre
Grangeiro et al., “Sustentabilidade da Política de Acesso a Medicamentos Anti-Retrovirais no
Brasil” [Sustainability of Brazilian Policy for Access to Antiretroviral Drugs], Revista de Saúde
Pública 40 (São Paulo), April 2006, Table 1, 64. Available at http://www.scielo.br/pdf/rsp/
v40s0/09.pdf.

generic competition for ARVs enabled this ministry to save approximately
US$490 million up to 2000.54 In addition, bargains with pharmaceutical
multinationals have generated comparable savings.
Despite the impressive reductions in AIDS treatment costs obtained by
the Brazilian Health Ministry up to 2002, the financial sustainability of its
AIDS treatment program was threatened in the next three years. More recent
negotiations between the ministry and the pharmaceutical multinationals produced less satisfactory results, revealing that the former’s bargaining power
had been undermined as its threats of compulsory licensing had become less
credible, mostly as a result of the lack of investments in the Brazilian generic
pharmaceutical industry.
Most notably, after canceling an agreement reached with Abbott in June
2005 that had been endorsed by a previous minister but was denounced as
being highly unfavorable to the Health Ministry, the ministry signed another
agreement with the company in October of that year that has been similarly
criticized by activists and analysts. This new agreement reduced from US$1.17
to US$0.63 the unit price charged by Abbott for the lopinavir/ritonavir com-
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pound, and the company pledged to donate US$3 million worth in medicines
of several different kinds to the ministry in 2006. According to official estimates, the deal would generate savings of about US$339.5 million to the ministry, which in return agreed not to license the antiretroviral until 2011. Since
the price of lopinavir/ritonavir is expected to fall by about US$0.50 a unit by
2009 owing to the competition of new drugs, the ministry will end up paying
more than its market price from 2009 to 2011.55 Moreover, lopinavir/ritonavir
will by that time be a relatively obsolete drug, and its patent will expire shortly
thereafter in 2012.56 Though activists had been pressing for the compulsory
licensing of antiretrovirals in Brazil since 2001, largely because this measure
would set an important legal and political precedent that has the potential to
increase the global availability of affordable essential medicines, they were
once more frustrated.
The increase in the share of patented drugs in the antiretroviral cocktails
provided by the Health Ministry and its incapacity to continue obtaining sufficient price cuts for these drugs from the pharmaceutical multinationals have
resulted in significant increases in the costs of treating AIDS in Brazil since
2003. From 2004 to 2005, the ministry’s expenditures for the purchase of
ARVs increased 66 percent—even though the number of patients treated
increased only 9.2 percent (see Table 3.1). In 2004 the yearly treatment expenditures per patient reversed its trend and increased significantly (52.1 percent).
As of early 2006,patented ARVs accounted for 80 percent of the Health Ministry expenditures with medicines. It has been estimated that Brazil would need
to increase its gross domestic product by 6 percent yearly in order to sustain
the AIDS treatment program without reducing expenditures in other areas.57
Additional challenges to the Brazilian AIDS treatment program emerged
in the context of the country’s relations with the United States and in international forums. In reaction to the Health Ministry’s interference with the production and pricing of highly profitable antiretroviral drugs patented by or
exclusively licensed to US companies, the US government requested the
opening of a panel in the WTO against Brazil on February 1, 2001. The
alleged reason was Article 68, Section–I of the Brazilian Industrial Property
Law, which has generated much controversy. This article determines that
compulsory licenses may be issued for patented goods that are not produced
locally after three years of the granting of their patents.58 US representatives
claimed it violated Article 27.1 of the Agreement on Trade-Related Aspects of
Intellectual Property Rights (TRIPS). Conversely, Brazil called attention to
Article 2.1 of TRIPS59 and insisted that Article 68 of its law does not render
the lack of domestic production a sufficient condition for compulsory licensing.60 That same day, Brazilian authorities also started consultation procedures that could lead to a panel against the United States, maintaining that
Articles 204 and 209 of the US Patent Act are similar to Article 68 of Brazil’s
Industrial Property Law.61 Although such panel was never in fact established,
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Brazil threatened to defend in the WTO a legal interpretation according to
which both Brazilian and US patent laws had local production requirements.
Regardless of whether these requirements were considered a violation of
TRIPS, if the Brazilian interpretation were accepted neither of the two countries could entirely win the dispute, as a favorable outcome in one panel
would represent an unfavorable one in the other. In addition, it became clear
that if the WTO decided in favor of Brazil it would create jurisprudence and
set an important precedent for many developing countries that had yet to
adopt new patent laws in accordance with TRIPS.62
Moreover, Brazil had mobilized the support of the media, of NGOs, and
of public opinion worldwide. Letters were written to US officials and to the
press, and demonstrations were held in front of US consulates and embassies.63
In June the Brazilian Health Ministry began publishing paid advertisements in
major US newspapers that stated that “AIDS is not a business” and explained
that the local production of ARVs was not “an act of war” on the drug industry but rather “an act of life.”64 The WTO Secretariat also received countless
phone calls, faxes, and email messages backing Brazil.65 The WTO dispute
increasingly became a public relations disaster for the United States. After consulting with the US pharmaceutical industry association, the US government
finally announced the withdrawal of its case against Brazil on June 25, 2001,
in return for assurances that it would be notified before any products patented
by or licensed to US companies were subjected to compulsory licensing in the
country.66
Brazil has also defended the developing world’s right to affordable essential drugs in multilateral forums. On April 24, 2001, the 57th session of the
UN Human Rights Commission approved a resolution proposed by Brazilian
representatives according to which the access to essential medicines is to be
considered a human right.67 In May 2001, the World Health Assembly organized by the WHO approved a resolution that incorporated Brazilian proposals
to ensure global access to cheap ARVs. In the United Nations General Assembly in June of the same year, Brazil defended the implementation of an integrated HIV/AIDS prevention and treatment strategy and stressed the need to
promote the human rights of HIV-positive people. Brazil also played a decisive role in the creation of the Global Fund to Fight AIDS, Tuberculosis, and
Malaria, ensuring that its resources would be equally administered by representatives of both developed and developing countries and would be used to
expand antiretroviral treatment worldwide.68
At the TRIPS Council meeting also held in June, the delegation from
Brazil highlighted the importance of generics for the country’s successful
AIDS treatment program.69 During and leading up to the WTO’s Ministerial
Conference held in Doha in November, Brazil led developing countries in
negotiations to ensure the approval of the Declaration on the TRIPS Agreement and Public Health,70 which states in paragraph 4 that the agreement
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“does not and should not prevent members from taking measures to protect
public health.”71 On August 30, 2003, shortly before the WTO Ministerial
Meeting in Cancun, Brazil was one of four developing countries that built an
agreement “on legal changes that will make it easier for poorer countries to
import cheaper generics made under compulsory licensing if they are unable
to manufacture the medicines themselves.”72 These changes settled a key
issue left unresolved by the Doha Declaration, and on December 6, 2005,
WTO members agreed to make them permanent in the first-ever amendment
of TRIPS.73 Finally, during the Ministerial Conference of the Free Trade Area
of the Americas (FTAA) held in Miami in November 2003, Brazil also successfully opposed US proposals to include intellectual property provisions in
the draft treaty of the regional agreement that could, if adopted, hinder access
to essential medicines in the Western Hemisphere.74

An Unexpected Success Story
Initially, Brazil’s antiretroviral treatment policy was much criticized, as it represented exactly the opposite of what renowned organizations such as the
WHO, the Joint United Nations Program on HIV/AIDS (UNAIDS), the PanAmerican Health Organization, the World Bank, the United States Agency for
International Development (USAID), the Gates Foundation, and several health
research centers recommended that developing countries endeavor in terms of
HIV/AIDS policies.75 Critics argued that these countries lacked the financial,
material, and human resources required to purchase expensive ARVs and to provide treatment monitoring and that their patients were too poor and uneducated
to comply with rigorous and complicated drug intake schedules. It followed that
the provision of antiretroviral therapies in developing countries would ultimately become unsustainable and risked increasing HIV resistance to these
therapies. Instead of attempting to supply AIDS treatment, these countries were
urged to pursue purportedly more cost-effective prevention strategies.76
Brazil has proved the claims of disbelievers in its AIDS treatment policy
to be unfounded, however. First, the available evidence suggests that patients
in the country are no more likely to fail in complying with antiretroviral treatment schedules and to create viral resistance than those in resource-rich countries. Indeed, a 1999 study conducted in São Paulo found that 69 percent of
sampled AIDS patients complied with at least 80 percent of prescribed pills,
a result similar to the ones obtained in Baltimore, San Francisco, London, and
Madrid (see Table 3.2). According to the former head of the Brazilian
National AIDS Program, Paulo Roberto Teixeira, adherence to treatment is
more a function of the quality of the services provided than of income or education.77 In addition, a survey conducted in April 2003 reported a 6.6 percent
rate of viral resistance among newly diagnosed HIV cases in Brazil, which is

Harris_Complete.qxd

50

12/18/06

10:02 AM

Page 50

DOMESTIC POLITICS AND HIV/AIDS

Table 3.2

Adherence to Antiretroviral Therapies, Selected Cities

City
São Paulo, Brazil
Baltimore, USA
San Francisco, USA
London, UK
Madrid, Spain

Number of
Patients

Compliance
(in percentages)

Adherence Rates

1,141
202
388
114
366

80
80
80
80
90

69
60
78
75
57.6

Source: Coordenação Nacional de DST/AIDS, National AIDS Drug Policy (Brasilia: Coordenação Nacional de DST/AIDS, 2001) Available at http://www.aids.gov.br/final/biblioteca/
drug/drug8.htm.

considerably below similar figures for the United States (15–26 percent),
Britain (14 percent), and Spain (23–26 percent).78
Second, in Brazil the emergence of a political consensus on AIDS treatment allowed the rapid improvement of the health-care system where needed
for the delivery of antiretroviral regimens. Indeed, since 1996 there has been
a significant expansion of clinical services, specialized ambulatories, domiciliary therapeutic assistance, and hospitals with capacity to administer antiAIDS cocktails.79
Third, though the incidence of opportunistic infections in Brazil rose
steeply from 1984 to 1995, it fell by 80 percent after triple therapies began to
be distributed in 1996 (see Figure 3.4). As result, approximately 358,000
cases of AIDS-related hospitalizations were avoided in the country. Remarkably, the actual number of such hospitalizations decreased despite the substantial increase in the number of AIDS patients (see Table 3.3), causing the
Ministry of Health to save over US$1.2 billion up to 2002.80
Moreover, anti-AIDS cocktails have prolonged and sensibly improved
the life of people living with AIDS in Brazil. A study conducted throughout
the country found a twelvefold increase in the median survival time of AIDS
patients from the 1980s to 2000, a result similar to those observed in highincome countries. The study also showed that antiretroviral therapies allowed
these patients to continue to work and interact with their families and
friends.81 Accordingly, after following a steady upward curve, AIDS mortality rates fell by 50 percent in Brazil after 1996 in spite of the aforementioned
rise in the number of AIDS patients (see Figure 3.5). From 1994 to 2002, estimates indicated that almost 9l,000 deaths from AIDS were avoided in the
country.82 Antiretroviral treatment has thereby also significantly reduced the
economic costs generated by the loss of productivity of individuals deceased
or incapacitated by AIDS.83
Fourth, Brazil has demonstrated that a strategy that combines AIDS treatment and prevention is by far more effective than one that focuses on preven-

Figure 3.4

Incidence of Opportunistic Infections in Brazxil (1981–2001)
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Source: Brazilian Health Ministry.

15,390
31,140
43,823
57,604
69,446
105,150

Number
of AIDS
Patients
1.65
0.81
0.56
0.43
0.38
0.24

Hospitalizations/
AIDS Patients
Ratio
N/A
51,511
72,491
96,542
114,876
138,952

Estimated
Number of
Hospitalizations
If 1996 Average
Were Maintained
N/A
26,354
47,791
71,544
88,221
113,678

Estimated
Number of
Avoided
Hospitalizations

N/A
76,271,085
138,314,513
207,057,103
255,321,305
328,998,910

Estimated
Savings from
Avoided
Hospitalizations
(in US$)
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25,458
25,157
24,700
25,027
26,655
25,274

Number of
AIDS-related
Hospitalizations

AIDS-Related Hospitalizations in Brazil (1996–2001)
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tion alone. The provision of antiretroviral therapies has constituted a strong
incentive for people to undergo HIV testing and to report contagion by the
virus. In 1996, when the distribution of triple therapies by the SUS was first
announced, the number of new AIDS cases reported in Brazil exceeded predictions by about 40 percent.84 Expanded testing and reporting permitted the
government to provide more HIV-positive individuals with prevention counseling as well as to more accurately estimate the impact and evolution of
AIDS and consequently improve the targeting of educational campaigns.85
In addition, the provision of antiretroviral therapies may constitute an
important prevention strategy in itself. Indeed, as these therapies suppress the
HIV viral load, they also reduce the risk of HIV transmission.86 Moreover,
estimates indicate that the use of anti-AIDS drugs prevented about 3,371
cases of HIV mother-to-child transmission in Brazil from 1994 to 2002.87
The bolstering of prevention efforts is corroborated by growing gaps
between earlier estimates of HIV/AIDS cases in the country and actual figures. Whereas in 1992 the World Bank projected that by 2000 Brazil would
have 1.2 million HIV-positive people, it had in fact only half as many, about
600,000.88 It has been estimated that from 1994 to 2000, Brazil’s treatment
policy avoided more than 58,000 AIDS cases.89
Finally, the very concept of “risk groups” used to defend the priority of
prevention over treatment programs has become highly questionable given
AIDS trends observed in Brazil and elsewhere, which include a sharp growth
in the infection of women, heterosexuals, inhabitants of rural areas, and lower
social classes.90 These trends underscore the increasing difficulty of singling
out particular “risk groups.”

Conclusion
Brazil’s antiretroviral treatment policy has succeeded in preventing the spread
of HIV infection and in prolonging and improving the lives of AIDS patients.
In additional, this policy has spared a considerable portion of the Health Ministry’s resources, proving to be highly cost-effective. It has therefore represented a most effectual national response to the ethical and economic challenges posed by HIV/AIDS.
Brazil has shown tremendous self-reliance in treating AIDS. First, the
country had no precedent to guide its antiretroviral treatment policy and had
to invest in previously nonexisting health-care infrastructure and pharmaceutical production capabilities to uphold this policy. Furthermore, in spite of facing intense criticism from distinguished health experts and pressures from
much more powerful actors, namely the pharmaceutical multinationals and
the US government, Brazil has not wavered in its commitment to treat AIDS.
The country’s government as well as organized local and transnational civil
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society groups have played a critical role in the making and maintenance of
this commitment.
Yet Brazil still needs to overcome global challenges to the sustainability
of its AIDS treatment policy. Indeed, this policy is endangered by stringent
intellectual property rules the United States may still attempt to promote in the
ongoing negotiations over the FTAA treaty.91 In addition, antiretroviral treatment in Brazil may be jeopardized by the country’s lack of competency in the
production of active ingredients, given that the importation of generic active
ingredients of new patented drugs is no longer possible since foreign suppliers complied with the TRIPS agreement by the 2005 deadline.92 Even more
worrisome is the lack of investments in local public labs, which is undermining the credibility of compulsory licensing threats and, consequently, also the
bargaining power of the Health Ministry, thereby causing a significant
increase in the costs of treating AIDS in Brazil.93
Does the Brazilian experience in treating AIDS offer policy guidelines
that are transferable to other developing countries? At first, it may seem that
Brazil’s antiretroviral treatment program has benefited from unique conditions that are difficult to replicate elsewhere. First, while it profited from the
constitutional legacy of the sanitary movement, many other developing countries have cut health budgets and programs in accordance with dominant
neoliberal policy prescriptions. Second, whereas HIV/AIDS has gained extensive visibility, been openly debated, and become a politically salient issue in
Brazil, the epidemic still carries much stigma and remains a taboo in nations
that are culturally more conservative on sexual matters, leading their governments to deny its severity and impeding the mobilization of civil society.
Third, though in Brazil HIV/AIDS initially spread among relatively well off
gay groups, in sub-Saharan Africa the epidemic has shown highest incidence
among the disenfranchised poor. Fourth, unlike Brazil, many other developing countries lack health infrastructure and qualified health-care professionals
needed for effective drug delivery and treatment monitoring. Fifth, most of
these countries also lack local pharmaceutical production capabilities, which
in Brazil have played a crucial role in reducing the costs of ARVs. Finally, in
contrast to Brazil, least developed countries often cannot count on a relatively
efficient team of diplomats and international law experts, and they have less
political weight in international affairs. As result, these countries are more
likely to be bullied by pharmaceutical companies and the US government,
despite the assistance provided by international NGOs.
Nevertheless, Brazil’s experience in treating AIDS has extraordinary
international significance. Crucially, the country challenged widely accepted
beliefs and demonstrated that antiretroviral treatment is feasible in resourcepoor settings, paving the way for a new health policy consensus. As a result,
such treatment has begun to be promoted in the developing world by previously skeptical organizations, including the WHO, UNAIDS, USAID, the
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Gates Foundation, and even the World Bank.94 The assistance of these organizations is critical for overcoming the obstacles to health care that result from
the paucity of financial, material, and human resources, especially in least
developed countries. Moreover, Brazil itself has been transferring technology
and logistical know-how on the production and distribution of antiretroviral
drugs to several countries in sub-Saharan Africa, Latin America, and the
Caribbean.95 Brazil’s bulk purchases have also drastically reduced the prices
of antiretroviral active ingredients on world markets. Backed by the results of
its own HIV/AIDS strategy, the country has exercised leadership in negotiations in the WTO as well as in other multilateral institutions advocating global
access to essential medicines. In addition, the dramatic success of antiretroviral therapies in Brazil has brought increased pressure over the governments of
other middle-income nations such as South Africa to similarly implement
comprehensive AIDS treatment programs.96 Finally, the Brazilian response to
the epidemic has underscored the importance of having both governmental
resolve to adopt effective health policies and organized domestic and transnational civil society groups capable of demanding, assessing, monitoring, and
supporting these policies. Indeed, the Brazilian response has suggested that
decisions on whether to provide antiretroviral therapies in resource-poor settings depend primarily on political rather than technical considerations. Brazil
has thus helped to create more favorable conditions for other resolute developing countries to follow its lead in implementing AIDS treatment policies.
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