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AIDS Accountability International’s vision is a world 
where strong and accountable leadership permeates 
all levels of society to ensure effective responses to 

health challenges.

We do this by increasing transparency, promoting 
dialogue and supporting action for an improved 

response.
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The A2M Scorecard presents data from Botswana, Malawi, Zambia, and Zimbabwe on accountability and transparency 

issues related to access to medicines in the selected countries.  It is further envisaged that in the long term, an annual 

A2M Scorecard could be possible which could cover more countries starting within Southern Africa and then later the 

rest of Africa.

The A2M Scorecard will also be used a credible barometer to measure and monitor progress in terms of the promoting 

of transparency and accountability issues in access to medicines in all the selected countries.  

The A2M Scorecard consists of feedback from national consultation meetings held with civil society representatives 

in the four countries. The feedback is structured using identified indicators grouped under seven different broad 

elements:

 � Element 1: Pricing and Procurement

 � Element 2: Medicines Stock Levels

 � Element 3: Supply Chain Management

 � Element 4: Regulatory Environment

 � Element 5: TRIPs Flexibilities

 � Element 6: Local Research & Development and Manufacturing

 � Element 7: Stakeholder Accountability

The report also contains a section focusing on the key findings also one on some proposed recommendations as part 

of the action steps forward.

In broad terms, the key finding of this scorecard process is that there are a lot of unresolved issues with regards 

affecting transparency and accountability issues that are adversely affecting access to medicines for many people in 

the considered countries. This could also be a general trend in all other countries in Southern Africa that were not 

part of this scorecard rating process.

Further, the report highlights the fact that civil society thinks that their own governments are not presently doing 

enough to promote transparency and accountability issues to increase access to medicines to their citizens. The 

report also notes that civil society is generally not capacitated and conscientised enough to play its crucial watchdog 

role in the implementation process of government led policies, laws, or commitments.

As part of the way forward, the report recommends an increase in terms of technical support for civil society so as to 

enhance its advocacy role as an effective watchdog for their respective countries governments. 

It also recommends an increase in engagement between civil society and government through active dialogue 

processes and representation of civil society in some of the national institutions and structures.

Executive Summary
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The situation with regards to access to quality and affordable medicines in the Southern Africa region remains of very 

critical concern. Most citizens in the region, especially at a local community level, still face some serious difficulties in 

terms of accessing medicines. Indeed, most of them still must travel long distances to the referral hospitals to access 

some of the most essential medicines.

While it may be common cause that the global situation with regards to access to essential medicines is still considered 

critical; it can also be argued with some validity that the situation in the Southern Africa is generally worse than the 

rest of the global average. Indeed, it appears as if most countries in the region are currently facing a myriad of issues 

affecting access to medicines.    

Added to that, while efforts continue being invested by the governments in all Southern African countries to improve 

access to medicines, it appears not much progress has been achieved in recent years.

In this regard, one of the key problematic factors that could be that of an apparent lack of accountability and 

transparency in terms of the whole system, processes or issues related to access to medicines. It is argued that a 

lot of medicines are not able to reach the millions of people at the local community level largely due to the lack of 

accountability and transparency in this area. 

It has thus been argued that unless and until there is a significant improvement with regards to accountability and 

transparency related issues, access to medicines will remain a major challenge in the Southern Africa region. There 

is therefore an urgent need to invest in concerted efforts that will in effect, seek to create greater accountability and 

transparency around the implementation process of access to medicines to address the emerging gaps in terms of 

meeting the set targets by the respective governments across Southern Africa.

It is thus in that particularly dire context that AIDS Accountability International (AAI) and its project partner, the Southern 

African Regional Programme on Access to Medicines and Diagnostics (SARPAM) embarked on a collaborative process 

with some selected civil society organisations (CSOs) partners to promote accountability and transparency so as to 

improve access to medicines in Southern Africa.

The overall aim of the project is to have increased confidence and capacity by citizens in selected countries to demand 

effective and efficient access to medicines service delivery from governments, private sector and all other development 

partners.

This report focuses one of the three main deliverables of the initiative that seeks to develop an annual scorecard on 

accountability and transparency issues related to access to medicines in several countries across the region. 

Introduction
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This element sought to establish the civil society’s perspectives of their governments medicines pricing and 

procurement effectiveness. 

The following a summary of the responses that civil society gave to each of the indicators that they were asked to 

consider:

1. Does your government provide sufficient access to procurement tender processes? 

In general, in all the four countries all indications are that each of the governments still needs to do more to 

provide sufficient access to tender processes. Almost all the countries considered relied on national newspaper 

adverts and government gazettes that had limited public circulation. Others used websites that also had limited 

readership.  

2. Has your government put sufficient competitive process mechanisms in place to ensure safe, quality 

and efficacy of medicines?  

In general, in all the countries each of the government had delegated responsibility to a statutory body that 

facilitated the national medicines tender/procurement process. The Zambia Medicines Regulatory Authority, 

the Medicines Control Authority of Zimbabwe and the Drugs Regulatory Unit of Botswana were such examples. 

The major concern about the bodies was that in most instances they did not have other stakeholders apart 

from government officials involved in the decision-making process. They were thus perceived by the public as 

susceptible to manipulative practices and undue influence from the political elite.  

3. Has your government made use of the SADC Medicines Database (SMD)?  

In almost all the countries involved, civil society was generally not aware about the existence of the SADC 

Medicines Database (SMD) though, there could be instances were a government was actively using the SMD but 

civil society was not aware of such and needed to investigate further. 

4. Please rate the performance of your government 

In general, civil society expressed serious concerns at the lack of transparency and accountability in terms of 

both the medicines pricing and procurement processes. In this regard, most of the governments were perceived 

as in need of drastic improvement. The worst rating was given to Botswana at less than 20%, while the best 

rating was scored by Zimbabwe at an average of 41 to 60%.

Element 1: Pricing and Procurement 
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This element sought to establish the civil society’s perspectives of their governments management of medicines stock 

levels across their respective countries. The following a summary of the responses that civil society gave to each of the 

indicators that they were asked to consider:

1. Where would you rate your government in providing service delivery for access to medicines? 

A similar trend was observed in all the countries whereby medicines stock levels were general high in big cities 

but low in in small towns and rural areas. The worst rating was given to Malawi at less than 20%, while the best 

rating was shared by all the other three countries who had an average score of 41 to 60%. 

2. What percentage of out of stocks have been incurred in your country? 

Stock outs were perceived as a common problem in all the countries. This was mostly due to problems related 

to co-ordination of logistics and transport. The pattern was similar with the local community level health services 

centres being the worst affected and the bigger cities being the least affected. When asked to come up with 

a compromise national average in terms of the frequency of the stock-outs; most of the civil society partners 

could not give an exact estimate and opted to do further investigations. However, the civil society in Botswana 

managed to give their government a medium rating of between 41 and 60%. 

3. How much is your government’s allocation towards the national health budget especially access to 

medicines?  

Even though all the countries are signatories of the 2001 Abuja Commitment on domestic funding for health, 

most of them were perceived to be investing less than the 15% minimum prescribed by the declaration. 

Zimbabwe also had a unique situation whereby almost all its budget for medicines was financed by international 

development partners such as the European Union and the Global Fund. The worst rating was given to 

Zimbabwe at less than 20%. However, the best rating was scored by Botswana which achieved the required 

minimum of 15%. 

4. How much is your government’s total spend vs actual budget amount? 

In all the countries, it was difficult to establish as to exact difference between the total spend and actual budget 

amount. Experiences also varied extremely at various country levels. For example, Botswana seemed able to 

invest more than the original budget allocation via a supplementary budget while Zimbabwe had an opposite 

scenario where the total spend was always far less than the stated budget amount due to the economic crisis in 

the country.  

5. Has your government put in place any accurate data collection mechanisms to manage out of stocks? 

In general, civil society in all the countries thought that their governments had not done enough to develop 

reliable data collection mechanisms to manage stock-outs. This then explained why stock-outs were now a 

common phenomenon in all these countries especially in the rural areas and smaller towns.

Element 2: Medicines Stock Levels 
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This element sought to establish the civil society’s perspectives of the effectiveness and efficacy of their respective 

governments supply chain management systems with regards to access to medicines. The following a summary of the 

responses that Civil society gave to each of the indicators that they were asked to consider:

1. Has your government put in place a registration database/ process or a record of dispensing health 

professionals in your country?  

In each of the countries, there were indeed in place registration database and records of deployment for health 

professionals. The databases were perceived as too general and not that specific in terms of details. The other 

problem was that most of the records were outdated since they were not being updated on a regular basis. 

Some of the records were also not easily accessible to members of the public.  

2. Does your government ever conduct a comparative analysis of resources vs need? 

In all the countries except Botswana, the civil society was aware of various forms of comparative analysis 

between available resources and needs. For example, in Zimbabwe there is a needs analysis system that is 

based on reports from nursing personnel at local clinic level. While in Zambia the government is known to 

conduct some public analysis of health personnel gaps.    

3. Where is your government in terms of supply chain management services? 

With regards to the levels of an approved national strategy; there were varied responses. In Malawi, further 

investigations were needed to clarify the situation. In both Botswana and Zimbabwe, the process appeared to 

be at an advanced stage with an excellent rating of between 81 and 100%. Zambia also had a high score even 

though some reservations were expressed at how practical the level of implementation of the strategy was. This 

point of concern was also raised for both Botswana and Zimbabwe.

With regards to an efficient infrastructure and systems being in place; there were also some varied ratings. Malawi 

had the lowest rating of between 0 and 20% while both Botswana and Zimbabwe scored a mediocre rate of between 

21 and 40%. With regards efficient distribution mechanisms being in place; Botswana and Zambia shared the highest 

score even though it was a medium rating of 41 to 60%. Yet again, Malawi had the lowest rating of between 0 and 20% 

while Zimbabwe scored a mediocre rate of between 21 and 40%.

With regards to performance management ratings; Botswana and Malawi had an equally low rate of 21 to 40%. While 

on the other hand, Zimbabwe had a higher average of between 41 and 60%. In fact, the rating could have been higher 

but was lowered by issues such as low levels of staffing and shortage of other resources that compromised service 

delivery. 

Finally, with regards to governance and accountability ratings; Malawi had the lowest rating of between 0 and 20% 

while Zimbabwe scored a mediocre rate of between 21 and 40%. The Zimbabwe rating was lowered by concerns 

about misuse and abuse of medicines and unnecessary wasteful expenditure.

Element 3: Supply Chain Management 
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This element sought to establish the civil society’s perspectives of their governments medicines regulatory environment 

effectiveness. National governments are responsible for establishing strong national medicines regulatory authorities. 

Regulatory processes govern the manufacture, distribution, sale, and marketing of medicines. The Common Technical 

Document (CTD) is the medicine registration application that is used in almost all the countries under consideration.

The following a summary of the responses that civil society gave to each of the indicators that they were asked to 

consider:

1. Has your government publicized or made transparent the regulatory processes for medicines? 

Botswana and Malawi gave a negative rating to their respective governments. The civil society in Malawi in 

expressed concerns that their national regulatory processes have not yet been publicized enough and that 

regulations premised around medicines were never adequately disseminated to the citizens.  On the other 

hand, both Zambia and Zimbabwe got affirmative ratings. Civil society in Zimbabwe applauded the fact that all 

the information about their national regulator was available via an official website that also contained all the 

relevant regulatory policies in the country. 

2. Where would you rate the effectiveness of your country’s regulatory processes? 

Botswana had the highest rating of between 61 and 80%. The other three countries scored a similar rating of 

between 41 and 60%. In Malawi, it was noted that there is also a fast-track system for essential medicines such 

as those for Malaria, Tuberculosis, and HIV. While in Zimbabwe concerns were raised about the fact that the 

regulator seemed to focus more on the professional and legal supply of medicines, yet there was also a thriving 

black market in the country.  

3. Is your country actively participating in the SADC regulatory harmonisation process? 

Civil society in both Botswana and Malawi had no idea if their countries were actively participating in the SADC 

regulatory harmonisation process or not. However, it was a different case for both Zambia and Zimbabwe 

were the civil society was very much aware of their respective countries’ active participation. The civil society in 

Zimbabwe also highlighted the fact that the country was part of the joint inspections of manufacturers and joint 

assessments of medicines for registrations commonly known as Zambia, Zimbabwe, Botswana, and Namibia 

(ZAZIBONA) 

4. Has your country adapted to using the Common Technical Document (CTD) for medicine registration 

applications? 

Civil society in both Botswana and Malawi had no idea if their countries had adapted or not to using the CTD. In 

Malawi, an emphasis was also placed on the fact that the local civil society did not even know what the CTD was 

Element 4: Regulatory Environment 



exactly. However, it was a different case for both Zambia and Zimbabwe were the civil society was very much 

aware of their respective countries’ active use of the CTD. In Zimbabwe, a special emphasis was also placed on 

the fact that the guidelines for the CTD were also easily accessible on the website of MCAZ. 

5. Is there a regulatory budget being implemented or monitored in your country? 

In both Botswana and Malawi, the government had an allocated regulatory budget. Civil society in Malawi 

expressed doubts if the regulatory budget was ever closely monitored. The situation was different in both 

Zambia and Zimbabwe were their respective governments had minimal budgetary involvement. In Zambia, 

the government allocated about 20% of the funding while the rest of 80% of ZAMRA’s operational budget was 

generated by the authority’s own licences and registrations fees. On the other hand, the Zimbabwean regulator 

operated on a self-funding model.
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Trade-Related Aspects of Intellectual Property Rights (TRIPS) - The key TRIPS flexibility, as highlighted in the Doha 

Declaration on TRIPS and Public Health (the Doha Declaration),18 is the right of WTO Member States to include in their 

patent legislation a provision for use without authorization of the patent holder, as provided in Article 31. “Compulsory 

licensing” is the term generally adopted in domestic legislation implementing Article 31.

 

This element sought to establish the civil society’s perspectives of their governments effectiveness in terms of 

benefitting from TRIPS flexibilities to improve access to medicines.

The following a summary of the responses that civil society gave to each of the indicators that they were asked to 

consider:

1. Is your country actively seeking to promote public awareness on the benefits of TRIPS flexibilities? 

In three of the countries; Botswana, Malawi and Zimbabwe, the government was said to not have done enough 

to raise public awareness on the benefits of TRIPS flexibilities. The civil society needed to know more especially 

about patents and compulsory licensing. However, it was a different scenario in Zambia were the civil society 

gave a qualified affirmative rating. This was because while there was a special Committee focusing on that under 

the National Aids Council (NAC), there was still a need for more awareness at a broader public level. 

2. Do you know if your government has updated/ reviewed legislation to benefit from TRIPS flexibilities? 

In three of the countries, Botswana, Malawi and Zimbabwe, the governments got a negative rating. However, in 

Botswana it was also conceded that some efforts seemed underway as shown by a 2013 policy reforms report 

that the government had facilitated. In Malawi, it appeared that while policy reforms had been adopted, there 

was still the ned for legislative changes. However, it was a different case in Zambia were the government got an 

affirmative rating. This was because of such efforts as the Intellectual Property Bill that was still under review but 

had stagnated in recent years.  

3. How many times has your country sought to benefit from TRIPS flexibilities in past 3-5 years? 

In Zimbabwe, it appeared there had not been any clear attempt while in both Botswana and Malawi civil society 

said they had no idea. In Malawi, it was also noted that civil society had been part of the all stakeholders’ 

consultations in 2013 but to date no significant progress had been achieved. But it was a different case for 

Zambia were the government was said to be already actively using compulsory licencing for the procurement of 

ARVs.

Element 5: TRIPs Flexibilities 
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Overview: The TRIPS Agreement (Source: World Trade Organisation)

The TRIPS Agreement, which came into effect on 1 January 1995, is to date the most comprehensive 

multilateral agreement on intellectual property.

The areas of intellectual property that it covers are: copyright and related rights (i.e. the rights of performers, 

producers of sound recordings and broadcasting organizations); trademarks including service marks; geographical 

indications including appellations of origin; industrial designs; patents including the protection of new varieties of 

plants; the layout-designs of integrated circuits; and undisclosed information including trade secrets and test data.

The three main features of the Agreement are:

• Standards. The Agreement sets out the minimum standards of protection to be provided by each Member. 

Each of the main elements of protection is defined, namely the subject-matter to be protected, the rights to be 

conferred and permissible exceptions to those rights, and the minimum duration of protection. The Agreement 

sets these standards by requiring, first, that the substantive obligations of the main conventions of the WIPO, 

the Paris Convention for the Protection of Industrial Property (Paris Convention) and the Berne Convention for 

the Protection of Literary and Artistic Works (Berne Convention) in their most recent versions, must be complied 

with. Secondly, the TRIPS Agreement adds a substantial number of additional obligations on matters where the 

pre-existing conventions are silent or were seen as being inadequate. The TRIPS Agreement is thus sometimes 

referred to as a Berne and Paris-plus agreement.

• Enforcement. The second main set of provisions deals with domestic procedures and remedies for the 

enforcement of intellectual property rights. The Agreement lays down certain general principles applicable to 

all IPR enforcement procedures. In addition, it contains provisions on civil and administrative procedures and 

remedies, provisional measures, special requirements related to border measures and criminal procedures, 

which specify, in a certain amount of detail, the procedures and remedies that must be available so that right 

holders can effectively enforce their rights.

• Dispute settlement. The Agreement makes disputes between WTO Members about the respect of the TRIPS 

obligations subject to the WTO’s dispute settlement procedures.

In addition, the Agreement provides for certain basic principles, such as national and most-favoured-nation 

treatment, and some general rules to ensure that procedural difficulties in acquiring or maintaining IPRs do not 

nullify the substantive benefits that should flow from the Agreement. The obligations under the Agreement will 

apply equally to all Member countries, but developing countries will have a longer period to phase them in. Special 

transition arrangements operate in the situation where a developing country does not presently provide product 

patent protection in the area of pharmaceuticals.

The TRIPS Agreement is a minimum standards agreement, which allows Members to provide more extensive 

protection of intellectual property if they so wish. Members are left free to determine the appropriate method of 

implementing the provisions of the Agreement within their own legal system and practice.
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The WTO’s Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS), negotiated in the 

1986-94 Uruguay Round, introduced intellectual property rules into the multilateral trading system for the first time.

Origins: into the rule-based trade system... 

Ideas and knowledge are an increasingly important part of trade. Most of the value of new medicines and other 

high technology products lies in the amount of invention, innovation, research, design and testing involved. Films, 

music recordings, books, computer software and on-line services are bought and sold because of the information 

and creativity they contain, not usually because of the plastic, metal or paper used to make them. Many products 

that used to be traded as low-technology goods or commodities now contain a higher proportion of invention and 

design in their value — for example brand-named clothing or new varieties of plants.

Creators can be given the right to prevent others from using their inventions, designs or other creations — and to 

use that right to negotiate payment in return for others using them. These are “intellectual property rights”. They 

take a number of forms. For example, books, paintings and films come under copyright; inventions can be patented; 

brand names and product logos can be registered as trademarks; and so on. Governments and parliaments have 

given creators these rights as an incentive to produce ideas that will benefit society as a whole. The extent of 

protection and enforcement of these rights varied widely around the world; and as intellectual property became 

more important in trade, these differences became a source of tension in international economic relations. New 

internationally-agreed trade rules for intellectual property rights were seen as a way to introduce more order and 

predictability, and for disputes to be settled more systematically. The Uruguay Round achieved that. The WTO’s 

TRIPS Agreement is an attempt to narrow the gaps in the way these rights are protected around the world, and to 

bring them under common international rules. It establishes minimum levels of protection that each government 

has to give to the intellectual property of fellow WTO members. In doing so, it strikes a balance between the long-

term benefits and possible short term costs to society. Society benefits in the long term when intellectual property 

protection encourages creation and invention, especially when the period of protection expires and the creations 

and inventions enter the public domain. Governments are allowed to reduce any short-term costs through various 

exceptions, for example to tackle public health problems. And, when there are trade disputes over intellectual 

property rights, the WTO’s dispute settlement system is now available.

The agreement covers five broad issues:

• How basic principles of the trading system and other international intellectual property agreements should be 

applied

• How to give adequate protection to intellectual property rights

• How countries should enforce those rights adequately in their own territories

• How to settle disputes on intellectual property between members of the WTO

• Special transitional arrangements during the period when the new system is being introduced.

TRIPS - Intellectual property: Protection and
Enforcement

Access to Medicines Scorecard / AIDS Accountability International and SARPAM 
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TRIPS: What are Intellectual Property Rights? 

Intellectual property rights are the rights given to persons over the creations of their minds. They usually give the 

creator an exclusive right over the use of his/her creation for a certain period of time.

Types of intellectual property

Intellectual property rights are customarily divided into two main areas:

(i) Copyright and rights related to copyright.

The rights of authors of literary and artistic works (such as books and other writings, musical compositions, 

paintings, sculpture, computer programs and films) are protected by copyright, for a minimum period of 50 

years after the death of the author. Sometimes referred to as “neighbouring”) rights are the rights of performers, 

producers (sound recordings) and broadcasting organizations. The main social purpose of protection of copyright 

and related rights is to encourage and reward creative work.

 

(ii) Industrial property.

Industrial property can usefully be divided into two main areas:

• One area can be characterized as the protection of distinctive signs, in particular trademarks (which distinguish 

the goods or services of one undertaking from those of other undertakings) and geographical indications (which 

identify a good as originating in a place where a given characteristic of the good is essentially attributable to its 

geographical origin). The protection of such distinctive signs aims to stimulate and ensure fair competition and 

to protect consumers, by enabling them to make informed choices between various goods and services. The 

protection may last indefinitely, provided the sign in question continues to be distinctive. 

• Other types of industrial property are protected primarily to stimulate innovation, design and the creation of 

technology. In this category fall inventions (protected by patents), industrial designs and trade secrets. The 

social purpose is to provide protection for the results of investment in the development of new technology, thus 

giving the incentive and means to finance research and development activities. While the basic social objectives 

of intellectual property protection are as outlined above, it should also be noted that the exclusive rights given 

are generally subject to a number of limitations and exceptions, aimed at fine-tuning the balance that has to be 

found between the legitimate interests of right holders and of users.

The areas covered by the TRIPS Agreement:

1. Copyright and related rights

2. Trademarks, including service marks

3. Geographical indications

4. Industrial designs

5. Patent

6. Layout-designs (topographies) of integrated   

 circuits

7. Undisclosed information, including trade secrets
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TRIPS: WTO IP Rules Amended to Ease Poor
Countries’ Access to Affordable Medicines
An amendment to the agreement on intellectual property entered into force today (23 January) securing for 

developing countries a legal pathway to access affordable medicines under WTO rules.

The amendment to the WTO Trade Related Aspects of Intellectual Property Rights (TRIPS) Agreement marks the first 

time since the organization opened its doors in 1995 that WTO accords have been amended.

The WTO Secretariat has received in recent days’ notifications from five members that they have ratified the 

protocol amending the WTO TRIPS Agreement. These notifications — from Burkina Faso, Nigeria, Liechtenstein, the 

United Arab Emirates and Viet Nam — brought to two-thirds the number of WTO members which have now ratified 

the amendment. The two-thirds threshold was needed to formally bring the amendment into the TRIPS Agreement.   

Members took the decision to amend the TRIPS Agreement specifically to adapt the rules of the global trading 

system to the public health needs of people in poor countries. This action follows repeated calls from the 

multilateral system for acceptance of the amendment, most recently by the United Nations General Assembly High-

Level Meeting on Ending AIDS in June 2016.

“This is an extremely important amendment. It gives legal certainty that generic medicines can be exported at 

reasonable prices to satisfy the needs of countries with no pharmaceutical production capacity, or those with limited 

capacity. By doing so, it helps the most vulnerable access the drugs that meet their needs, helping to deal with 

diseases such as HIV/AIDS, tuberculosis or malaria, as well as other epidemics” said WTO Director-General Roberto 

Azevêdo. 

Unanimously adopted by WTO members in 2005, the protocol amending the TRIPS Agreement makes permanent 

a mechanism to ease poorer WTO members’ access to affordable generic medicines produced in other countries. 

The amendment empowers importing developing and least-developed countries facing public health problems 

and lacking the capacity to produce drugs generically to seek such medicines from third country producers under 

“compulsory licensing” arrangements. Normally, most medicines produced under compulsory licences can only 

be provided to the domestic market in the country where they are produced. This amendment allows exporting 

countries to grant compulsory licences to generic suppliers exclusively for the purpose of manufacturing and 

exporting needed medicines to countries lacking production capacity.

The amendment provides a secure and sustained legal basis for both potential exporters and importers to adopt 

legislation and establish the means needed to allow countries with limited or no production capacity to import 

affordable generics from countries where pharmaceuticals are patented. More and more WTO members are 

taking practical steps to implement the system in their laws. The bulk of global medicine exports is covered by laws 

enabling exports under this system, opening up new options for potential beneficiaries to access a wider range of 

potential suppliers and enabling new, innovative procurement strategies.

Access to Medicines Scorecard / AIDS Accountability International and SARPAM 
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This element sought to establish the civil society’s perspectives of their governments effectiveness in the use of local 

research and development (R&D) and local manufacturing to improve access to medicines. The following a summary 

of the responses that civil society gave to each of the indicators that they were asked to consider:

1. Is your country actively seeking to promote public awareness on the benefits of local Research and 

Development (R&D) and manufacturing?  

In general, all the four countries respective government were seen not to be doing enough to promote 

public awareness on the benefits of local Research and Development (R&D) and manufacturing in terms of 

improving access to medicines. However, in Malawi the government was also promoting the benefits of local 

manufacturing mostly on other products but not medicines. In Zambia, the Pharmacy Society of Zambia was 

also actively promoting local R&D at such places as the Tropical Diseases Research Centre (TDRC) and Mount 

Makulu research centre. With regards to local manufacturing, Zambia was through the Multi-Facility Economical 

Zones, actively supporting private companies.  

2. Is there local R&D or manufacturing in your country?  

In Botswana, there has been efforts to invest in local R&D as evidenced by the production of a medicine called 

sengaparile (locally researched and packaged) at the Okavango research centre. In Malawi, civil society was 

not aware of any local R&D or manufacturing focusing on medicines. Both in Zambia and Zimbabwe there was 

evidence of both local R&D or manufacturing in medicines but on a rather scale.  

3. Is your government actively investing in the growth of local R&D or domestic manufacturing? 

All the countries seemed to be actively investing in the growth of local R&D or domestic manufacturing but in a 

very small scale. In Botswana efforts needed to be stepped up by initially coming up with a new policy.  In Malawi 

efforts, could be consolidated via the on-going Buy Malawian Strategy. While in Zambia a lot of progress had 

already been achieved at development of new policies but nothing much had been done in terms of funding.  

4. Is your country (or local manufacturers/ labs) actively participating under the Federal Drug Agency (FDA) 

or World Health Organisation (WHO) accreditation concepts? 

In Botswana, civil society did not know while in the other three countries there was some definite awareness. In 

those three countries emphasis was placed on the use of FDA and WHO pre-qualification processes. Added to 

that, MCAZ in Zimbabwe had its own WHO accredited laboratories.

Element 6: Local Research & Development and
Manufacturing
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This element sought to establish the civil society’s perspectives of their country’s various accountability mechanisms 

and stakeholders’ ability to hold their governments accountable to improve access to medicines. The following a 

summary of the responses that civil society gave to each of the indicators that they were asked to consider:

1. Does your country have a clear Parliamentary accountability mechanism focusing on access to 

medicines issues? 

All the countries have some form of parliamentary accountability mechanisms that focus on access to medicines 

at varying levels. Botswana, Malawi, and Zimbabwe all have Committees that focus on health matters in general. 

However, Zambia also has a special sub-Committee that specifically focuses on medicines issues. 

2. Can you describe and rate the different roles of your government’s engagement process starting from 

ground up? 

With regards to village or local community level engagement process; there was some varied ratings. Malawi 

had the lowest rating of between 0 and 20% while Zimbabwe scored a medium rate of between 41 and 60%. 

Botswana had a good rating of between 61 and 80% 

 

With regards to ward level engagement process; there was some varied ratings. Malawi had a higher rating of 

between 41 and 60% while Zimbabwe scored a good rate of between 61 and 80%. Botswana does not have a 

ward system in place. 

 

With regards to council or municipality and district level engagement process; all the countries had higher 

ratings. Botswana, Malawi, and Zimbabwe scored good ratings of between 61 and 80%. This is in line with the 

common trend were service delivery improves as one moves further up the levels of government.  

 

With regards to both provincial and national level engagement process; there was some varied ratings. But 

in general, all the countries had higher ratings. Botswana had between 41 and 60% while both Malawi and 

Zimbabwe scored good ratings of between 61 and 80%. This is in line with the common trend were service 

delivery improves as one moves further up the levels of government. 

3. Does your country have any judiciary mechanisms in place to introduce/ amend legislation on access to 

medicines? 

Malawi was not clear on this matter but the other 3 countries all had some various forms of judiciary 

mechanisms in place. In Botswana, civil society had recently won a landmark court ruling that forced the 

government to provide foreign inmates with ARVs. In Zambia, any citizen or organisation can submit a draft Bill 

to the Ministry of Justice on any matter of public interest. While in Zimbabwe anyone ca also initiate a Citizen Bill 

through the parliamentary portfolio committees. 

Element 7: Stakeholder Accountability 
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4. How many times has the judiciary ruled in favour of universal access to medicine in the past 3-5 years? 

In Malawi, Zambia, and Zimbabwe there was no recent case focusing on access to medicines. However, in 

Botswana the most prominent case to date was the one focusing on provision of ARVs for foreign inmates.  

5. In the last 3-5 years has your country’s Auditor General addressed any issues on access to medicines?  

In Botswana, Malawi, and Zimbabwe there was no awareness of any such case in the past 3-5 years. However, 

in Zambia, reference was made to the latest Auditor General’s report of 2014 that cited and criticised several 

instances were medicines went to waste. 

6. Is there an Ombudsman/ Public Protector in place?  

In all the four countries, there was an office of an ombudsman or public protector that had varying levels of 

power and influence. In all the countries, the offices were not properly supported in terms of budget and human 

resources thus rendering them less effective in their duties. Of some unique interest is that in Zambia, the 

official is known as the Investigator General’s Office.  

7. In the last 3-5 years has your country’s Ombudsman/Public Protector addressed any issues on access to 

medicines? 

In all the four countries, there was no clear public record. Zambia confirmed that all he investigations were 

always done in private as part of the established practice. This was meant to protect the whistle-blowers from 

victimisation. 

8. Is there a Consumer Protection Council or equivalent in place?  

In all the four countries, there was an office for the protection of consumers that had varying levels of power 

and influence. 

 

In Botswana, there was a department of consumer affairs under the Ministry of Trade and Industry.  

 

In Malawi, there was various options such as the Consumers Association of Malawi (CAMA), the Malawi Bureau 

of Standards (MBS) and the Competition and Fair Trading Commission (CFTC). 

 

In Zambia, they have a statutory body known as the Competition and Consumer Protection Commission, (CCPC) 

also a civil society organisation called the Consumer Unit Trust (CUTS). 

 

While in Zimbabwe there was, a statutory body known as Consumer Council of Zimbabwe (CCZ) 
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9. In the last 3-5 years has your country’s Consumer Protection Council addressed any issues on access to 

medicines? 

In Botswana, Zambia, and Zimbabwe there was no example of any instances but in Malawi said that there could 

be at least 2 public cases. Also of interest is the fact that Zimbabwe noted that the local consumer protection 

council normally referred issues related to access to medicines either to MCAZ or the Ministry of Health. This 

was mainly due to reasons related to insufficient technical capacity on the part of the consumer protection 

body.
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In broad terms, the key finding of this scorecard process is that there are a lot of unresolved issues with regards 

affecting transparency and accountability issues that are adversely affecting access to medicines for many 

people in the considered countries.

This could also be a general trend in all other countries in Southern Africa that were not part of this scorecard rating 

process.

Further, the report highlights the fact that civil society thinks that their own governments are not presently doing 

enough to promote transparency and accountability issues to increase access to medicines to their citizens. 

The report also notes that civil society is generally not capacitated and conscientised enough to play its crucial 

watchdog role in the implementation process of government led policies, laws, or commitments.

The following is a summary consisting of some key findings on each of the seven elements covered by the A2M 

Scorecard:

Element 1: Pricing and Procurement 

In general, in all the four countries all indications are that each of their governments still needs to do more to provide 

sufficient access to both pricing and procurement processes. Civil society expressed serious concerns at the lack of 

transparency and accountability in terms of both the medicines pricing and procurement processes.

Element 2: Medicines Stock Levels 

A similar trend was observed in all the countries whereby medicines stock levels were general high in big cities but low 

in in small towns and rural areas. This was mostly due to problems related to co-ordination of logistics and transport. 

The pattern was similar with the local community level health services centres being the worst affected and the bigger 

cities being the least affected.

Element 3: Supply Chain Management 

In general, in all the four countries all indications are that each of their supply chain management processes was 

fraught with a lot of problematic issues that affected access to medicines. Civil society expressed serious concerns at 

the lack of transparency and accountability in terms of both the medicines pricing and procurement processes.

Key Findings
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Element 4: Regulatory Environment

The national regulatory systems on medicines were strongly perceived to be way to private and unknown in terms 

of their operations or even worse in terms of their institutional existence. There was clearly an urgent need for all 

government to invest more to help publicize or make transparent the regulatory processes for medicines. Civil society 

was mostly ignorant about the public conduct of their national regulatory systems on access to medicines. 

Element 5: TRIPs Flexibilities 

In all the countries, not enough effort to date had been invested in ensuring that access to medicines was improved 

using TRIPS flexibilities such as patents and compulsory licensing. The governments have not done enough to raise 

public awareness on the benefits of TRIPS flexibilities. Civil society was also mostly ignorant about TRIPS flexibilities.

Element 6: Local Research and Development Manufacturing

In general, all the countries respective governments were seen not to be doing enough to promote public awareness on 

the benefits of local Research and Development (R&D) and manufacturing in terms of improving access to medicines. 

Civil society was also mostly ignorant about local R&D and manufacturing.

Element 7: Stakeholder Accountability

Most public stakeholder accountability mechanisms were perceived to be too weak to play any effective role as 

watchdogs of their respective governments. In most instances these institutions were politically compromised and 

lacked adequate investment in terms of both financial and human resources. Civil society engagement and support of 

most these mechanisms was generally minimal or weak.
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The general recommendation is that technical capacity support needs to be given to civil society to enable it to play an 

effective advocacy role as a watchdog for their respective countries governments to help improve access to medicines 

in Southern Africa. It also recommends an increase in engagement between civil society and government through 

active dialogue processes and representation of civil society in some of the national institutions and structures.

The following is a summary consisting of a key recommendations on each of the seven elements covered by the A2M 

Scorecard:

Element 1: Pricing and Procurement 

In all the countries, there is an urgent need to conduct major reforms on pricing and procurement processes 

to enhance their capacity to be transparent and accountable to all other stakeholders apart from governments such 

as civil society. Civil society engagement and participation in these processes also needed to be improved drastically. 

Further, the independence of such key institutions from political interference must be enhanced.

Element 2: Medicines Stock Levels 

There is an urgent need for each country to conduct major reforms on stock management systems especially 

at local government level and in rural areas. The reform process must be done with the active consultation of all 

key stake-holders including civil society, among others.

Element 3: Supply Chain Management 

In all the countries, there is an urgent need for a comprehensive all-stakeholders consultation process that 

will seek to overhaul the national strategy frameworks for the medicines supply management systems.  This 

should also include the development of effective mechanisms that will strongly enhance the implementation process 

of the national strategies. Further, the independence of the systems from political interference must be enhanced.

Element 4: Regulatory Environment

There is clearly an urgent need for all government to invest more to help publicize or make transparent the 

regulatory processes for medicines. In this regard, there was also a need for comprehensive consultations with all 

the relevant stake-holders including civil society with the overall aim of enhancing transparency and accountability 

for all the regulatory bodies. Further, the independence of regulatory institutions from political interference must be 

enhanced.

Recommendations
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Element 5: TRIPs Flexibilities 

In all the countries, government must step up efforts at investing in major statutory and policy reforms to 

ensure that access to medicines is improved using TRIPS flexibilities such as patents and compulsory licensing. 

With the active support from all other relevant stake-holders such as civils society, all the governments must urgently 

embark on massive public awareness campaigns on the benefits of TRIPS flexibilities. 

Element 6: Local Research and Development Manufacturing

In all the countries, government must step up efforts at investing in major budgetary, statutory and policy 

reforms to ensure that access to medicines is improved through local R&D and manufacturing. With the active 

support from all other relevant stake-holders such as civils society, all the governments must urgently embark on 

massive public awareness campaigns on the benefits of local R&D and manufacturing.

Element 7: Stakeholder Accountability

In all the countries, government must step up efforts at investing in major budgetary, statutory and policy 

reforms to ensure that all stakeholder accountability mechanisms are strengthened enough to play an 

effective role as public watchdogs. Further, the independence of such key institutions from political interference 

must be enhanced. With the active support from all other relevant stake-holders such as civils society, all the 

governments must urgently embark on massive public awareness campaigns on the importance of the role played by 

all the relevant stake-holder accountability mechanism for the benefit of the broader society. 
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Designed from a civil society perspective, the A2M Scorecard seeks to document and systematically measure progress 

achieved by the various selected governments in terms of accountability and transparency on access to medicines 

related issues in Southern Africa.

This is in line with one of the key objectives of work being done by AAI and SARPAM that seeks to increase transparency 

by conducting research that creates greater transparency around the implementation process of access to medicines 

in order to address the emerging gaps in terms of meeting the set targets by the respective governments.

The choice of elements was based on three main criteria:

 � Low hanging fruit in terms of advocacy – Areas and issues which could be easily changed if we had data to support 

the advocacy;

 � Urgent issues - Major barriers which need to be changed urgently to immediatey reduce mortality and morbidity;

 � Strategic entry points - Issues which could play a strategic role in improvong accountability aroound A2M. 

The questionanire was then developed based on this framework, and consisted of inter-related questions that focus 

on various aspects of access to medicines related issues from an accountability perspective. The questionnaire was 

then completed in a collaborative manner in a national day long consultation meeting that AAI and SARPAM co-hosted 

in the four countries during September 2016. 

The information and data derived from responses from the questionnaires was then analysed by AAI and SARPAM. A 

draft scorecard was then sent back to country level partners for their review and further input, before a final version 

was completed.

Methodology
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About AIDS Accountability International

We are an independent research and advocacy think 

tank holding leaders accountable for the commitments 

they have made to respond to health needs. AAI uses 

research to develop various tools for stakeholders for 

them to use in their campaigns to advocate for better 

health. We conduct only needs-driven, evidence-based 

research and advocacy that measures performance 

against the commitments that have been made by 

governments. We also conduct our own advocacy, 

capacity building and monitoring and evaluation 

interventions to encourage those who are delivering on 

their commitments, identify and put pressure on those 

who are under-performing and stimulate constructive 

debate about what can be learned from different 

approaches and how best practices should be shared. 

AAI focuses on inclusion of the most marginalized in 

much of our work, with a focus on women, girls and 

lesbian, gay, bisexual, and transgender people. We have 

a global reach with an African focus.

AAI’s Accountability 
Framework
AAI use our 3 step Accountability Framework as a lens 

on all of our work. The framework suggests a way to 

ensure that the principle of accountability is translated 

from rhetoric into action. 

Increasing accountability

AAI believes that strong and accountable leadership 

is necessary to ensure effective responses to health 

needs. We do this by increasing transparency, 

promoting dialogue and supporting action to improve 

the response.

TRANSPARENCY
Data, full, relevant, correct, accurate and 

unbiased data that is methodologically 

sound, periodically collected and 

collectively reported, discussed and 

reported as well as transparent about its failings and 

limitations is a vital starting point for any discussion on 

developing a response to health problems.

DIALOGUE
Dialogue should mean all relevant 

stakeholders can meaningfully and 

freely participate, without fear, in 

the discussions and debates on the 

delivery and performance of health by public servants, 

especially in relation to the commitments that they as 

governments and leaders have made.

ACTION
Action is necessary for public servants 

to improve their delivery of health, 

share their successes and learn 

from their failures making for quality, 

improved, sustainable and human rights based health 

access for all a reality. All leaders, not just governments, 

need to act to ensure transparency and dialogue are 

part of the health development process. 
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SARPAM was initiated as a support programme for the SADC Pharmaceutical Business Plan, through the Department 

for International Development (DFID-UK) between 2009 and 2014, and now continues to operate as a regional 

programme through engagement with various partners and facilitators in the public and private sectors.

SARPAM was designed in consultation with the SADC Secretariat and other stakeholders, to respond to identified 

gaps in the pharmaceutical markets of Southern Africa, including practices which result in uncompetitive, inconsistent 

medicine pricing and the poor supply chain management of medicines. The programme engages both public and 

private sector stakeholders to ensure improved access to medicines across the region.

Outcomes Achieved by SARPAM

Procurement Cooperation

Developing transparency in medicines pricing to promote better awareness and cultivate procurement cooperation 

among countries in the region

Regulatory Strengthening

Developing stronger regulatory systems in countries and encouraging collaboration in medicines registration to 

reduce the time it takes for medicines to get to patients

TTAtM

Assisting countries to take advantage of TRIPS flexibilities to reduce medicines pricing and provide a regional framework 

to support local production of generic medicines.

Civil Society

Supporting civil society to hold organisations accountable for access to medicines and diagnostics through developing 

a systematic mechanism to gather data to understand and analyse blockages in the supply chain and to inform policy 

and programming decisions

InfoHub

Enabling technology features that support Procurement Cooperation (the SADC Medicines Database) and Civil Society 

engagement (TENDAI – mobile telephone and database solutions for collecting community-based evidence of stock 

outs at health facilities)

Social Impact Investment

Facilitating quality investments in all aspects of the private sector pharmaceutical value chain system, including local 

production, in Southern Africa by creating structures and support for market-related loans to companies that focus 

on improving access to medicines and diagnostics, at the same time maximising social impact.

About SARPAM
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As part of the scorecard development process, AAI and SARPAM managed to partner with and co-ordinated a 

consortium of various civil society organisations (CSOs) from the four identified countries. Namely, Botswana, Malawi, 

Zambia and Zimbabwe.

The following is a summary of the contact details for all the country level CSOs co-ordinating partners:

1. Botswana 

Phazha Molebatsi, Botswana Network on Ethics, Law and HIV/AIDS (BONELA), phazham@bonela.org  

Simasiku Siyoka, Botswana Family Welfare Association (BOFWA), siyokas@bofwa.org.bw  

1. Malawi  

Caleb Thole, Global Hope Mobilisation, (GLOHOMO), calebfaith@gmail.com  

Faless Moyo, Malawi Network of People Living with HIV and AIDS, (MANET+), falessmoyo@yahoo.com  

1. Zambia 

Banza Chela, Treatment Advocacy and Literacy Campaign, (TALC), banzachela@gmail.com  

Esnart Mwila, Treatment Advocacy and Literacy Campaign, (TALC), nhobvilejere@gmail.com  

Casco Mubanga, Zambia Health Community Initiative (ZHCI), cascomubanga@gmail.com  

1. Zimbabwe 

Esther Sharara, Community Working Group on Health (CWGH), esther@cwgh.co.zw  

Itai Rusike, Community Working Group on Health (CWGH), itai@cwgh.co.zw  

Mercy Bosha, Citizen Health Watch (CHW), boshamercy@yahoo.co.uk 

Contact Details for CSOs Partners 
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How to Get Involved

So, what can you do to get involved?

Find out more about our work at www.aidsaccountability.org

Subscribe to our newsletter on our website (see sidebar on the right of the page) and get updates on meetings, 

discussions, advocacy tools and trainings. 

Follow us on Facebook: /AIDSAccountabilityInternational

Follow us on Twitter: AAI_Aidswatch

Join the discussion at the AIDS Accountability International Sexual and Reproductive Health and Rights LinkedIn 

Discussion Forum


