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Distinguished Participants, Dear Colleagues, Ladies and Gentlemen, 

 
It is my pleasure to welcome you to the World Health Organization Eastern Mediterranean 

Regional Office, and to open this important meeting hosted by Health Action International and 

WHO. We appreciate the invitation to participate in the meeting as medicine price and 

availability issues are major determinants to accessing treatment in countries in this region, as 

they are in other countries around the world. 

 
Ladies and Gentlemen, 

 
WHO’s report on the world medicines situation states that around 30% of the world’s 

population lack access to essential medicines. This figure is quoted in many reports, and used to 

frame many discussions about access to medicines – and of course my address here is no 

exception. But rarely does anyone unpack what this figure actually means. 
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Of course we know the four key components that add up to an understanding of access – 

rational selection, sustainable financing, reliable health and supply systems, and affordable 

medicine prices. Crucially, and what is often missing from explanations of access, is that these 

four key components are rarely presented in a quantifiable way, based on reliable data collection 

and valid analyses. Debates are not focused on evidence, but rather on subjective 

conceptualizations. What makes the affordable prices component of access unique is the 

contribution made by you all through this collaborative project. Thanks to your work, a 

comprehensive, comparable and transparent dataset of medicine price, availability, affordability 

and components evidence is now available, and expanding with each new survey completed. 

 
Before this project commenced, medicine prices were reported in a few countries but with 

various objectives and questionable validity. With the publishing of the WHO/HAI price 

measurement methodology, and its use in over 40 countries, we can now define price, availability 

and affordability problems, and refocus the access debate based on valid evidence. 

 
Surveys undertaken using your methodology have exposed some startling evidence. 

Based on data from several countries in the Eastern Mediterranean Region, it is clear that the 

poor and marginalized must be spiralling into debt in order to access treatment, or simply going 

without.  In Morocco, Lebanon, Pakistan and Kuwait the lowest paid unskilled government 

worker has to work 6 days or more to pay for a month’s supply of fluoxetine for depression 

when purchased from private retail pharmacies. Treatment is free in the public sectors of these 

countries, but no supplies were found at the time of the surveys in Morocco and Lebanon, while 

only 12% of the facilities surveyed in Kuwait stocked this medicine, and a mere 7% in Pakistan.  

 
Access to affordable treatment for acute conditions is also of concern. To purchase one 

vial of ceftriaxone injection, a government employee has to work about 2.5 days in Pakistan, 

Lebanon and Morocco, 4 days in Jordan and 6 days in Kuwait. Public sector availability was less 

than 20% in these countries except Morocco, where it was 50%. However, even 50% is far from 

ideal. To improve access to affordable treatment, prices must be reduced and availability 

improved. 

 
Government procurement efficiency is now known to be variable. In Pakistan, most 

medicines procured by the government were generics, at prices below the international reference 
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price. While this is laudable, the resultant availability in the public sector was extremely poor – 

the median availability of generics was only 3%. In Morocco, the survey data show a different 

situation. There were many examples where expensive originator brands were being purchased 

by the Moroccan government, as well as cheaper generic equivalents. In some cases, only 

expensive originator brands of older, off-patent medicines were being purchased – and not any 

cheaper generic equivalents. Many more patients could be treated in the public sector at no extra 

cost to the government if they followed a policy of only purchasing low-priced quality generics 

of off-patent medicines. 

 
In the past, little has been known about the price components in the supply chain, from 

the manufacturer’s selling price to the price paid by the patient. Surveys have now revealed that 

some governments apply numerous taxes and other charges to essential medicines, and that 

wholesaler and pharmacy mark-ups can be excessive. Some price components applied by 

countries in this region warrant review, such as Morocco applying 7% VAT and the Syrian Arab 

Republic applying 8% for pharmaceutical company propaganda. Similar issues apply in other 

regions. For example, in Indonesia 10% VAT is applied twice in the supply chain, in Chad 

cumulative markups in the public sector were 92% and in some African countries pharmacy 

markups were in excess of 100%. 

 
It is pleasing to note that some governments in this region, and elsewhere, have taken 

action to reduce prices in response to survey findings. The Government of Lebanon has 

introduced regressive markups and costs in the supply chain which they estimate will reduce 

patient prices in the private sector by 3%–15%.  In Kuwait, medicines on the ‘Kuwaiti-only’ list 

will be free in the public sector to non-Kuwaiti citizens. It has been reported that prices have also 

fallen in the United Arab Emirates. These actions are praiseworthy, but there is much more to do 

to ensure all people have access to the treatment they need – both in this region and in others 

around the world. 

 
You have already begun pricing policy advocacy, and I am very pleased to be hosting a 

workshop in January for countries in the Region who have undertaken surveys using your 

methodology. Evidence is the necessary first step to effective pricing policies but without 

advocacy, issues of poor affordability and low availability will likely remain unchallenged.  
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Ladies and Gentlemen, 

 
It has been my great pleasure, both personally and through my Regional Office 

colleagues, to support your work. Dr Zafar Mirza, our regional adviser on pharmaceuticals and 

biologicals, is an active participant in your project, and fully committed to this work in the 

countries of the Region. Earlier in the year, the WHO Regional Office for the Eastern 

Mediterranean and HAI co-published an international comparison of price, availability and 

affordability of chronic disease medicines, as part of the development of a new global initiative 

for the treatment of chronic diseases, a topic of special interest to me. I also welcomed the 

opportunity to co-chair a technical session with HAI on medicine price and availability issues at 

this year’s World Health Assembly. Such interventions have drawn attention to your work and 

started to make real impact. 

 
You have five very challenging days ahead as you discuss technical issues relating to the 

survey tools, and develop advocacy strategies for implementation at the global and regional 

levels that support advocacy at the national level.  I wish you every success as you further this 

important work. I also hope that between discussions you will be able to experience the historic 

and exciting city that is Cairo. 

 

 

 
 

 

 


