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Third World Network (TWN) is an independent non-profit international network of
organizations and individuals involved in issues relating to development, Third World
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between developing countries.
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good governance and public participation — by fostering the development of grassroots
HIV/AIDS NGOs and building partnership among NGOs, governments, academics
and private sector to address problems of common concern. GF WATCH supports
the development of meaningful, pluralistic civil society by encouraging transparency,
oversight and participation from all stakeholders, while encouraging their
preparedness and response to the numerous societal problems.
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Preface for Chinese version

In the spring and summer of 2009, our society faces the challenge of a new epidemic
as the A-H1N1 flu rapidly spreads around the world. Pandemic flu is the type of
disease that with possibilities of mutating into a new strain, and the most effective way
of controlling its spread is to immediately develop, produce and distribute new vaccine.
However, after several long debates, a comprehensive global Pandemic Flu
Preparedness solution has not yet been agreed upon. One of the key reasons why the
negotiators could not agreed upon such a critical protocol related to the fate of public
health of the global community is because countries could not get an agreement on
intellectual property issues related to the virus strain sharing and benefits sharing that
required for vaccine development.

At such a moment, the publication of the Chinese version of “The Right to Life” carries
great significance for experts from public health, law and policy fields, as well as the
general Chinese public. The book not only reviews the history of Thailand’s policy of
compulsory licenses to safeguard public health but also clearly reminds us of how
important it is to have an appropriate understanding and implementation of medical
related intellectual property in order to protect people’s life and heailth.

Today, with the continuing trend of economic globalization, public health issues have
become globalized as well. The epidemic threatens people without regard for
nationality or race, but the social, political and legal differences, will result a great
discrepancy between rich and poor populations in getting access to effective treatment
and medicines. One of the root reasons behind such inequality is that the balance
between the profitable feature of intellectual property and public health protection was
broken during the process of globalizing intellectual property norms.

In order to restore the balance, the international community has made great efforts in
recent years, especially with HIV/AIDS medicines., WTO members have made a
historical decision in all agreeing that countries have the right to use measures such
as compulsory licensing and parallel importation, in order to overpass the patent
barriers and to safeguard people’s lives and public health interests. Though China has
not yet formally used compulsory licensing for public health purposes, it has already
taken steps such as amending relevant laws and regulations and increasing access to
medicines to protect public heaith.

As a developing country with a large population, China is facing serious challenges
from different diseases and public health issues. In 2003, China launched a national
treatment program on HIV/AIDS, providing some antiretroviral drugs (ARVs) to
patients for free. However, because of different obstacles, including patent issues,
access to all effective ARVs in a sustainable manner is still a pending question for
China. Apart from being affected by heavy epidemics such as HIV/AIDS and TB,
China also has large number of patients with non-communicable diseases, including
cancer, cardiovascular and cerebrovascular diseases, hypertension and diabetes.
Many medications and vaccines that effectively treat these diseases are still not
available for people who lack or only have limited coverage through medical insurance.
The ongoing reform of the national health system in China has highlighted the urgent
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and important need to create a practical solution for access to medicines. We shouid
soberly realize that, as an essential pillar of health system reform, the essential
medicines list should in no way mean a list of “cheap” medicines; otherwise health
system reform will see little success.

With the efforts of a group of Chinese young legal professionals keen on advancing
public interests issues, “The Right to Life” is now getting published in Chinese. |
believe, as we face continuing attacks from new types of diseases, that human society
will finally find a balance between the commercial profitability of medical patents and
its ultimate goal of safeguarding human lives. Thailand has seen good results in this
regard. | firmly believe, that if a party and government that can invent the “One county
two systems” to address the difficulties in international affairs, if a nation that can
create the miracle of thirty-years of rapid economic development, that this nation can
also find a harmonized solution which can fulfill the need of medicines for its own
people and benefits the people of developing countries.

Dr. SHAO Yiming, M.D.

Chief Expert, China National Center of Diseases Prevention and Control
Member of the 10" and 11" National Committee of Chinese People’s Political
Consultative Conference

May, 2009
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Preface from the Author for Chinese Edition

In early 2005, | was invited to conduct a small research project addressing the
problem of lack of access to necessary medicines caused by the patent regime in
eight countries. The findings on ways to improve access to medicines were presented
at a conference on compulsory licensing held later that year by Thai civil society
advocates and academics.

From the experiences of these countries, it is clear that they face a “lack of access to
medicines” in large part because the US is pursuing a strategy to change the existing
global intellectual property legal regime, primarily because of strong industry interests.
Through these changes, the US pharmaceutical industry with global markets is trying
to tighten its monopoly on technologies it owns by extending its patents for the longest
possible period to allow it to make the highest profits possible. As developing
countries and the global public health community succeeded in reaffirming the priority
of public health over World Intellectual Property Organization (WTO) rules on
intellectual property, the US stepped up its efforts to push industry’s agenda through
bilateral and regional trade agreement negotiations. If this is successful, it will
ultimately lead to fundamental changes in the WTO Agreement on Trade-related
Aspects of Intellectual Property Rights (TRIPS), the most important international
standard on intellectual property issues. Therefore, if the US persists in aggressively
pursuing its industry’s interest and it is expected to demand more, there will be
negative consequences falling mostly on developing countries.

While presenting my findings at this conference, | posed one crucial question--dare we,
civil society activists, stand against and even challenge these efforts by the US? For
such a campaign to be successful, it would need: many heads of state with moral
courage; public and private sectors with social responsibility and conscience; and
strong civil society participation comprised of academics, professionals, non-
governmental organizations (NGOs), people’s organizations and the media. The
alternative to such a campaign would be to simply give in to the US-pushed patent
regime and let it continue to deprive the poor and the sick of their needed medicines.

However, as the conference ended, the then deputy health minister issued a
statement to the press concerning Thailand’s position on compulsory licensing (CL).
He questioned Thailand's ability to issue CLs because it would only put Thailand at
risk of international trade sanctions. However, such short-sighted and narrow vision
by Thai politicians did not demoralize the Thai civil society, who has fought a tireless
campaign for access to medicines for over 2 decades. With knowledgeable
policymakers and a strong team of Thai CIVI| society advocates, the windows of
opportunity then opened.

Today, we have seen how a group of people fighting with determined courage and
persistent efforts continue to defend everyone’s right to access to medicines despite
countless defeats. Amid ongoing pressure, these Thai activists still move forward with
their campaigns to create a public policy to ensure that the public interest of Thai
people is met.



The CL phenomenon did not materialize out of thin air. Rather, it flourishes because
of the grassroots efforts by Thai society over the past few decades. It has been
brought by the “Globalized Triangle that Moves the Mountain.”

The “Globalized Triangle that Moves the Mountain” will not be happy with just the
issuance of CLs on a handful of medicines. Now they are moving forward with single-
minded determination to develop national strategies on access to medicines to turn
into practicable public policies.

| shared the Thai experience in many conferences in different countries and was told
that such campaigns would never happen in countries with different contexts from
Thailand. However, 20 years ago, no one in Thailand ever thought this would happen
to them but it has.

Our epic battle to correct the imbalance between profit-driven business and people’s
need to access medicines is an ongoing campaign. To redress this imbalance, there
needs to be concerted efforts between the civil society and patients, together with the
promotion of public knowledge and awareness of the fundamental human right to
health, and strong political will of policymakers. Only when these factors align will an
acceptable balance be struck between business and people's right to medicine.

| am proud to share our story with the people of China because similar struggles for
the right to health are in every country.

Kannikar Kijtiwatchakul

May, 2009
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Preface for Chinese Version

"The right to health is a human right and when medicines are needed for diseases that
can kill, the inability to get those medicines violates the right to life. When the barrier to
get access to life-saving medicines is a patent or other form of monopolistic
intellectual property protection, such a situation is certainly unacceptable.

For People Living with HIV/AIDS (PLHA) there are already many difficult obstacles to
overcome. In Thailand these courageous people organized themselves to create a
strong voice, help each other and succeeded in achieving good government health
policies. However, their access to HIV/AIDS medicines was blocked by the very high
prices that resulted from patents owned by a few pharmaceutical companies. Over
more than 10 years, a coalition of PLHA, NGOs, academics, lawmakers, concerned
health officials and the media joined together and created an inspiring movement to
expose how patents violate the right to life. When the Ministry of Health, after
conducting studies and consultations, decided to issue compulsory licenses to import
and manufacture urgently needed ARVSs, it was a victory celebrated by public health
groups all over the world.

This book by Kannikar Kijtiwatchakul was first published in the Thai language to
record the struggle of the Thai civil society movement and its strong support for the
government's actions when intense pressure was shown by the pharmaceutical
companies concerned. The book was translated to English because of its social and
educational value.

We are now very honored to be able to have this remarkable story available in
Chinese. In addition to the original book we have added the White paper issued by the
Thai Ministry of Public Health that explains the philosophy and careful steps taken by
the government in making its historic decision to honor its people's right to life."

Chee Yoke Ling
Director of Programmes

Third World Network
May, 2009
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Part 1: The Right to Life

“You’re just too good to be true, can’t take my eyes off of you.”

This is the first time the Thai government amazed me since my study of Thailand as a
post-Cold War by-product of American imperialism. I've never thought it would dare to
implement compulsory licensing. I'm very surprised. Most importantly, this government
is not an elected one. Admirable indeed. Many textbooks will have to be torn up and
thrown away.”

Assoc Prof Surat Horachaikul
Faculty of Political Science, Chulalongkorn University

There are a number of Thai terms which all refer to the English term ‘Compulsory
Licensing’, which is also known as ‘Government Use’ if implemented by the state. ‘CL’
is the term often used to describe the Public Health Ministry of Thailand’s exercise of
its right to issue compulsory licenses on three drugs, so that the country can import
cheaper generic versions of the medicines from India. These three patented drugs are
Efavirenz, MSD’s first-line antiretroviral (ARV) drug; Sanofi-Aventis’ Clopidogrel, a
heart disease medicine; and Lopinavir+Ritonavir, Abbott Laboratories’ second-line
HIV/AIDS therapy.

How did a small and submissive developing country in the global community become
the ‘Talk of the Globe’ as Jack the Giant Killer? Is this an act of “intellectual property
piracy”? Will it destroy innovation in the world? What repercussions will it have on
this distorted world?

Please tune in to what has been going on.
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Introduction to the Intellectual Property Regime: the Right to Make
Profit

To provide the reader with an informative and enjoyable read of Thailand’s path to CL,
an introduction to the intellectual property regime is first needed. This introduction
does not expect the reader to become as knowledgeable as a professional intellectual
property rights lawyer, but it is hoped that the reader will gain a contextual
understanding of almost everything about the intellectual property regime, which is the
focus of the issue.

Nimit Tienudom, director of AIDS ACCESS Foundation, has been able to explain
about the intellectual property regime and the exercise of CL in a simple but
interesting manner.

“Simply put, the intellectual property regime is about those who invent new medicines
and chemicals. Naturally, they would want to own and have monopoly rights to
manage, produce and trade their products. To recognize and provide incentives to
these innovators, we established the intellectual property regime.

“But when it comes to medicines, we may have to think somewhat differently.
Medicines are important to patients. Some patients could survive without the drugs.
But for others, a lack of medicines means an end to their lives. As drugs are different
from other goods, so they must be ethically controlled. When a person is ill and
cannot be cured because s/he has no access to medicines, nothing can substitute for
his/lher loss. Therefore, the concept of medical intellectual property must be
developed differently.

“When people invent something and file a patent on their product, invention and
development, they can hold monopoly rights to their products for 20 years. This was
long enough to prevent other generic drugs from competing with the patented ones.
Problems arise here. The manufacturers of patented medicines are in a position to
set the prices of their produgts as high as they like.

“In the case of essential drugs for which there is no alternative, prices will be
exorbitant. AIDS patients must take anti-retroviral medicines. The original drugs will
cost the patients about 9,000-13,000 baht per month, depending on the formula. Can
the patients afford that? Can they not take the drugs? Can they take them only in the
months when they can afford it? The answer is no.

“If you take medication to contain a virus, you must do it continuously; otherwise, the
virus will become resistant to the medication. If you have to buy the medication, then
you must pay the price. If you fail to pay your instalments on a car or a house, your
car might be seized. But if you have to pay for your life in instalments, it means an
end to it. Drugs are therefore an ethical issue because they are essential to human
life.

“Patented drugs are expensive. Those who cannot get access to them are suffering.
As we respect intellectual property rights, we have to find a legal means to address
the problem.
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“What will you decide to do if people around you need the drugs that are too
expensive for them to buy? Will you let them struggle to buy those drugs, or pursue
existing legal rules to lower the prices of the drugs <o that they are affordable to all the
patients who need them?”

Now, let us elaborate a bit further.

In 1985, the US suffered severe budget and trade deficits. Its manufactured goods
could not compete with those from China and Japan, whose exports to the US were
very high. But the strength of the US lay in its services and intellectual property goods.
The US succeeded in putting the General Agreement on Trade in Services (GATS)
and the Agreement on Trade Related Aspects of Intellectual Property Rights (TRIPS)
on the World Trade Organization agenda at the WTO meeting held in 1994,

The Agreement on Trade Related Aspects of Intellectual Property Rights or TRIPS
contains regulations, rules and practices that mainly aim at protecting the interests of
patent owners or patent holders. It was fortunate that some academics from
developing countries had managed to take part in the drafting of the agreement. Dr
Carlos Correa, a lecturer from the University of Buenos Aires, was one of them.

At the time, Dr Carlos Correa--the world’s top expert on intellectual property rights
laws--was Argentina’s science minister. He tried his utmost to incorporate flexible
mechanisms and protective measures into the agreement to provide breathing space
for the public against a backdrop of endless greed. One of the TRIPS flexibilities was
compulsory licensing.

“Compulsory licensing has been incorporated into the patent laws of almost all
countries since 1925, including the Paris Convention. Even in the TRIPS Agreement
itself, the issue is clearly recognized as permitted and there are no restrictions on the
exercise of compulsory licensing. It is up to each country to choose which principles it
wants to apply.” ‘

Article 31 of the TRIPS Agreement clearly specifies that the agreement to respect the
rights of a patent holder can be waived by a Member State in cases of national
emergency or other circumstances of extreme urgency or in cases of public non-
commercial use. In the case of public non-commercial use, there is no need for prior
negotiation with the right holder, who needs only to be informed promptly.

This means that the monopoly rights of the patent holder still exist, but when the state
sees any necessity under the three conditions, it can pursue compulsory licensing
while the patent holder shall be paid adequate remuneration.

Nimit explains: “It is distressing. Many people cannot get access to necessary
medicines. It is an imbalance which needs to be corrected. So this Article provides
that in the case of crisis or problems, a government is permitted to produce or import
generic versions of the patented drugs and obliged to pay remuneration to the patent
holder. The compensation paid signifies respect for the intellectual property owner.”
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Dr Jeth Tonavanik, Dean of the Faculty of Law of Siam University and one of
Thailand’s top intellectual property lawyers, provided a further explanation. The
exercise of compulsory licensing, or CL, is a legal procedure. The patent owner does
not give permission. But the government considers it necessary to force the owner to
do so. This use of the owner’s rights is in accordance with the existing legal
framework, and is not an illegal act like pirating videos or CDs—which is a copyright
violation and piracy. CL is conducted within the framework of laws.

Nevertheless, very few developing countries have been brave enough to exercise
these flexibilities even though they have experienced severe problems of access to
medication. On the contrary, developed countries such as the US, Canada and many
European Union countries have used these flexible mechanisms regularly as legal
measures. This resulted not only from national capacity constraints but also from
trade pressure from superpowers like the US, whose coercion has constantly aborted
any pursuit of CL. Such was their cavalier attitude: “I'm allowed to do it, but you're
not”.

Therefore, in 2001, the WTO Ministerial Meeting at Doha in Qatar had to clarify the
TRIPS Agreement, especially the part on public health. Thanks to the efforts of
developing countries and the global community, the Doha Declaration on TRIPS and
Public Health was issued.

The Doha Declaration states that WTO members have the right to protect public
health and, in particular, to promote access to medicines for all through use of
compulsory licensing. Also, member countries are free to determine the needs
as a reason to use compulsory licensing. Moreover, member countries are entitled
to specify the conditions of national emergency or urgency. Most importantly, it is to
be understood that a public health crisis shall include AIDS, tuberculosis, malaria and
other communicable diseases, all of which can be deemed as cases of national
emergency or urgency.

Many developing countries, including Malaysia, Indonesia, Taiwan, Zambia,
Mozambique, Cameroon, Guinea, Ghana and Eritrea, have shown courage by
engaging in the use of compulsory licensing, based on the Doha Declaration on
TRIPS and Public Health. But compared with the magnitude of problems relating to
the public’s lack of access to medicines, the number of countries is too small and the
compulsory licenses are applicable only to the basic (inexpensive) antiretroviral
therapy.

So, the pharmaceutical industry’s profit making has not been really challenged even
once.

In her book The Truth About Drug Companies, Dr Marcia Angell wrote:
“There is nothing drug companies do better than extending their monopoly rights to
their top-selling medicines in the market ... In every aspect of the free trade business,

the drug industry’s lifeline comes from its monopoly rights awarded by the government
in the forms of patents issued by the US Patent and Trademark Office.”
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Thailand’s Patent Regime: Trade Bondage

Thailand enacted its first Patent Act in 1979. The law provides protection for all
inventions, except those specified in Section 9 of the Act. Among these exceptions
are drugs and medical products. This means that only medical procedures are
protected while the medicinal substances and medical products are not. A patent
shall have a term of 15 years, counting from the date of filing the application.

What does ‘medical procedures’ mean?

Here is a simple explanation. If the combination of substances A, B, and C results in
drug Z, the patenting will protect only the procedure of putting together A, B, and C. If
anyone combines C with B and A, or puts together B with C and A, to come up with
drug Z, such act will not be a patent violation at all. On the contrary, a patent on
medical products or medical substance prohibits any combination of substances A, B,
and C whatsoever. If the combination results in drug Z, it is not permitted.

Granting a process patent is therefore a means of encouraging domestic inventions.
The drug industry, particularly in developing countries, must begin with compounding
drugs before gradually progressing to invention and innovation. In addition, granting a
marketing monopoly right for a reasonable period will make patented drugs expensive
for some time before generic versions can enter the market to lower the prices of the
original drugs.

However, Thailand’s path has not been strewn with rose petals. In fact, it is a road
paved with sharp gravel, which so far has cut and soaked the feet of the Thai people
in blood.

The US started bilateral trade negotiations with Thailand in 1985, by granting its
Generalized System of Preferences (GSP) to Thailand in exchange for an extension of
the protection of drug and medical patents from 15 to 20 years.

The US adopted an approach using both carrot and stick in designating Thailand a
‘Priority Foreign Country’. This put Thailand at the top of the list to be dealt with by
threatening to cut the GSP status given to Thailand.

At the time, academics, public health personnel and non-governmental organizations
led by the Drug Study Group conducted a study on the adverse effects of patent
protection on Thailand’s drug and health system. The study found that if product
patent protection had been given, the value of drug imports of 1988 would have been
72 percent higher, while the national drug industry’s research and development of
production technology of common medicines would have been hindered because it
would be prohibited from producing patented drugs. The dispute lasted many
governments.

Dr Vichai Chokevivat recalled the situation over 20 years ago. “The Drug Patent Act
BE 2522 (1979) was fair for us because our level of technology was much lower than
that of developed countries. It was fair for us to protect only process patents. But
since 1985, we were under pressure to amend the Act to further protect product
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patents. We struggled hard at the time to prevent amendment of the Act. The most
active and unyielding leaders were Ajarn Sumlee Jaidee of the Drug Study Group and
her students at the Facuity of Pharmacy. | was just an unimportant part of the group.

“At the end, we were defeated. The Act was amended in 1992, eight years before we
were required to comply with the World Trade Organization’s rules in 2000. But the
WTO rules had a waiver entitling poor countries to prolong compliance for another five
years (until 2005). India fully exercised this right and had its laws amended in 2005.”

In 1991, the National Peace-Keeping Council staged a coup and appointed the Anand
Panyarachun administration. In extreme need of international recognition, the
administration agreed to the US demand for patent law amendment. The amendment
was carried out eight years before the WTO TRIPS requirements came into force, not
to mention the five-year waiver given to developing countries to modify their laws in
compliance with the agreement. Thus, Thailand did lose 13 significant years to
develop its domestic drug industry.

“Such assent—given against very strong opposition—would make drugs more
expensive. Medicine is one of the four necessities. It is indispensable. Diseases
know nothing about drug prices. With food, we can choose to spend 2,000 baht or 28
baht for a meal. Also with housing and clothing, we can make a choice. But with
patented drugs, we have no choice. Negotiations at that time established the Drug
Price Control Committee and provided an eight-year period of technology transfer.
But the promise was broken; no price control mechanism was set up. In 1999, the law
was amended and the section on the Drug Price Control Committee was deleted,” Dr
Vichai added.

The impact on Thailand could be clearly seen, when compared with India’s defiant
efforts to fully benefit from the extra time given to it. In the 1980s, the capacities of the
pharmaceutical industries of the two countries were similar. At present, parts of the
drug industry of Thailand have disappeared while others have gone backwards
because its research and development efforts have been impeded by the strict patent
laws. India, on the other hand, has seen its drug industry develop in terms of both
generic and original drugs. India’s legal amendments in early 2005 in compliance with
the TRIPS Agreement were therefore carried out when the local industry was actually
ready to enter into competition, and did misguidedly made to stunt domestic industry.

Other countries have had similar experiences. They were required to amend their
patent laws to make them stricter, drugs became more expensive and fewer people
could get access to them. Local drug industries gradually folded or became mere
hired producers. Patent rules and regulations seemed to make patents immortal and
non-expiring. A variety of tactics were deployed to extend patent terms although
some drugs did not have the necessary properties to be granted any patents at all.

So, drug prices tended to go so high that they became a heavy burden on the national

budget. When the burden was too heavy to bear, governments stopped providing the
money. In the end, we got a health crisis.
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Amidst darkness, there is still the light at the end of the tunnel

On the one hand, the campaign by academics, health professionals, lawyers, NGOs
and the student movement against the amendment of the patent law ended in defeat.
Public awareness of the issue was still low. The public was not interested and did not
realize how the patent regime would affect their daily lives. On the other hand, the
resolve of many individuals and groups became so firm that it bore fruit later on.

Around 1998, the NGO Coalition on AIDS, led by AIDS ACCESS Foundation, began
to pay more attention to the treatment of AIDS patients with antiretroviral therapy
(ART). Formerly, society believed that there was no treatment for this disease. Once
people were infected, they would inevitably die. Nevertheless, most ART medication
was patented, thus highly priced. So it was inevitable for these NGO workers to get to
know about patents, which was the issue the Drug Study Group had ceaselessly
monitored. The Group consisted of lecturers from various universities collaborating to
protect the consumer’s right to fair use of drugs for many decades. The Foundation
for Consumers, an outgrowth of the Drug Study Group, was also interested in this
topic.

At the same time, the Government Pharmaceutical Organization’s Research and
Development Institute, led by Dr Krisana Kraisintu and her research team that had
monitored the ART patenting, was preparing to produce cheaper ART medications.

Once the need to know of persons with AIDS (PWAs) and NGOs working on AIDS
was supported by different groups, it gradually turned into a strong network. Initially
started as a self-help support group of PWAs, the organization’s work expanded to
include demands for the rights of its members and the protection of their rights.

Then hope was rekindled. Although the Thai Patent Act had been completely
amended, Section 51 still remained as an important tool to protect public interest. It
allows the state to exercise compulsory licensing to produce patented drugs or import
the generic versions of them. This is an equilibrium mechanism that also appears in
the TRIPS Agreement.

Previously, the GPO was prepared to produce ddl (Didanosine), an ART drug of
similar formula to one produced by Bristol-Myers Squibb (BMS). Following the BMS
patent on this drug, the GPO thought its patent would not be granted because the
drug was not new and the application was filed according to the former Patent Act
granting only a process patent. Moreover, the BMS patent application had earlier
been denied in the US, which prompted the GPO to continue its research.

On 29 April 1996, the BMS law office informed the GPO that BMS had already
acquired a patent on dd! and the GPO was absolutely prohibited from producing it.
The company stated that “it will strictly protect its intellectual property if there is any
violation of its rights”. So, the GPO had to suspend production of ddl, even though all
the raw material had already been purchased. :

Because of the unusual patent history of the ddl drug and the need to alleviate the
distress caused by expensive ARV drugs, networks of PWAs and NGOs working on
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AIDS began a campaign for compulsory licensing by urging the GPO to produce ddI
according to Section 51 of the Patent Act. But no progress was made.

The book “Road of Ordinary People Fighting against Big Issues: Lessons Learned
from Revoking the ddl Patent” describes how, during 22-23 December 1999, about
100 representatives of NGOs working on AIDS and networks of PWAs set up a
“Section 51 Community for ddl Development” camp at the flagpole in front of the
Ministry of Public Health.

The camp aimed to make society understand drug patents and to present the (legal
and ethical) justification for the state to use compulsory licensing on BMS patent.

The Ministry of Public Health accepted the demands of the demonstrators and
promised to see to it that AIDS patients got dd| at a cheaper price. It also pledged to
provide solutions to the problems on 17 January 2000. But the two-hour-long
negotiation between the Public Health Minister Korn Dabbaransi and NGOs working
on AIDS and networks of PWAs resulted in the GPO being instructed to produce ddl
in powder form instead of in tablets to avoid upsetting the relations with the US and
retaliatory trade barriers.

This outcome might make cheaper dd| available, but it was inconvenient to use and a
lot of patients could not take it because they suffered nausea or diarrhoea. This was a
great disappointment to the demonstrators.

But the networks of PWAs did not abandon their attempt. On 18 January 2000, they
went to demonstrate in front of the US Embassy on Wireless Road to submit their
petition letter to President Bill Clinton, urging the US not to retaliate against Thailand if
the Thai government used compulsory licensing to produce ddl.

The US Trade Representative sent a reply dated 27 January 2000, citing President
Clinton’s speech to the World Trade Organization conference in Seattle that the US
would waive its rights in order to mitigate the health crisis. The reply clearly stated that
the US would not oppose the use of compulsory licensing in this case and further
asserted that such an act would definitely be consistent with the TRIPS Agreement.

Despite this confirmation from the US that Thailand’s use of compulsory licensing was
a legal right according to Thai law and international agreements and that the US would
not retaliate, the Ministry of Public Health’s decision remained unchanged. The
Department of Disease Control ordered the GPO to produce ddi in powder form only,
arguing that the BMS had already lowered the price of its ddI tablets to a satisfactory
level.

The camp in front of the Ministry of Public Health and the subsequent campaign
ended as a disappointment to the protesting networks of NGOs on AIDS and PWAs.
Their efforts did have some effect on the Department of Disease Control, and many
doctors started to pay more attention to ART policy and finally implemented the
National Access to ARV for People with HIV and AIDS, which provided antiretroviral
medication for 50,000 people.
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Dr Mongkol Na Songkhla—who is currently the Minister of Public Health—was one of
those doctors. “Practically every year when the first of December (World’s AIDS Day)
is approaching, patients will come to demand such service, which we can never give
them. It's a typical scene. | saw them when | worked at the FDA and Department of
Medical Services. We couldn’t do anything for them. In fact, something could have
done, but the support on this issue was not clear,” he recalled.

Not only had Thai society been made aware of the campaign against the ddl patent
carried out by networks of PWAs, allied organizations, NGOs, academics, health
professionals, and lawyers, but Thai society’s subsequent moves for drug access
were also significantly underpinned by the public campaign and legal battle of that
time.

The NGOs working on AIDS and consumer rights had to get down to learning about
drugs, laws and patents so that they could transfer their information to groups of
PWAs all over the country.

“We were very puzzled because everything was new and we knew nothing about it
before,” was a concise conclusion, jokingly mentioned in a book entitled the “Road of
Ordinary People” by Saengsiri Trimakkha, a representative of NGO workers on AIDS,
who was at the time coordinator of AIDS ACCESS Foundation and fully responsible
for this work.

“At that time, the NGOs working on AIDS that had previously engaged in campaigning
and training had to learn all about ART, patenting, TRIPS and the WTO."

This response was similar to that of Nimit Tienudom, manager of AIDS ACCESS
Foundation (who had been one of the plaintiffs in the initial case filed against BMS).
“We had to be updated on legal issues and be informed of what the pharmaceutical
academics were talking about. We had to have accurate information about drugs,
each therapy and its efficacy.”

Saengsiri and Nimit were obliged to communicate with the Thai networks of PWAs
and NGOs working on AIDS, s they had to memorize and understand stories and
details so that they could simplify and retell them to their friends in remote areas.
These activities aimed at seeking a consensus on and consolidation of the movement
were carried out by a few PWA well-wishers. They in fact involved the participation of
hundreds of thousands of PWAs nationwide.

Saengsiri recalled: “We had to travel far and wide, giving information to nearly 100
forums about patents, drugs and various movements at regional and provincial levels.”

The 61 founding groups of PWAs expanded into more than 400 nationwide networks
of PWAs at the time, coordinated at national, regional, provincial and district levels.
Now the networks number more than 1,020.

It could be claimed that these networks of PWAs are the strongest learning and rights
protection networks. They played an important later role in examining the
government’s policy on FTA negotiations and pushing for the use of compulsory
licensing.
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Where did CL come from?Not from the sky, but out of the ground

Asked this question, Dr Vichai Chokevivat, president of the Government
Pharmaceutical Organization, took us back 40 years to when he was young and
seeking answers.

“Our rural reconstruction camp 40 years ago saw us practicing our verbal skills and
debating every night. It was asked why people had to pay when they were ill. Why
didn't the government provide such services? These questions haunted me all the
time. When | worked as a rural doctor, | saw many people taken ill and becoming
almost penniless. They had to sell their farmland or even their daughter to get enough
money to pay for their medical treatment. It was such a painful and bitter experience
that we dreamt of providing free medical treatment to the sick.

“There was a free medical treatment project in October 1973. In 1991-1992, a social
security system started. In 2001, a health care system for all was put in place to give
medical services to all citizens throughout the country. | hadn’t expected to see this
kind of thing in my lifetime.

“Our next effort is to ensure that these projects will not be last for a short while and
then go bankrupt.”

The Healthcare Security for All Project or the Gold Card Project, formerly known as
the “Thirty Baht for Each Medical Treatment’, ultimately resulted from the social
movement of civil society consisting of academics, health professionals, networks of
PWAs and consumers. These social activists tried to use the provisions of the 1997
Constitution by collecting 50,000 signatures of eligible voters to propose legislation on
free medical treatment services to all citizens, but to no avail. Later on, the Thai Rak
Thai Party took up the concept and promoted it as part of its political platform.

At first, the Healthcare Security for All Project did not cover serious and expensive
illnesses like HIV/AIDS.

Due to domestic and international pressure, the National Healthcare Security system
began to include HIV/AIDS in its services in 2003, two years after it came into force.

According to Dr Vichai Chokevivat, “At the World's AIDS Day event held in Bangkok in
2004, the Access for All campaign was promoted. But the government could not come
to any decision. We in the healthcare circle were not certain too. We were not sure if
we should start something too idealistic, as the government might become
disheartened. But a turning point came when the Government Pharmaceutical
Organization was able to produce a generic antiretroviral drug—GPO-VIR—by
combining three drugs whose patents had already expired. Dr Krisana Kraisintu and
her research team made a great contribution to the country. The production of the
GPO-VIR combination drug was timely. It was good and helped reduce treatment
costs from tens of thousands of baht to only 1,200 baht. As the Global Fund had
given us partial funding, so we decided to start our project.”
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Research by Dr Nathan Ford of Médicins Sans Frontiéres showed: “Thanks to the
competition of generic drugs entering the market, the annual cost of first-line treatment
was lowered from 400,000 baht per patient to only 14,400 baht, a drastic reduction of
97%.” Since 2001, the mortality rate of AIDS patients has also been reduced by 79%.

Dr Vichai said: “When we decided to include HIV/AIDS in the healthcare security
programme, those involved knew full well that we had to use patented drugs too.
Some patients suffered side effects from taking Nevirapine, one of the three
components of GPO-VIR. We didn't succeed in negotiating the price of Efavirenz.
We tried again in 2004. The MSD Company, the patent holder of the drug, agreed to
lower the drug price on condition that the Ministry of Public Health must set up a
committee, jointly supervised by the FDA and Department of Internal Trade. But the
negotiations came to nothing. So we had to look for an opportunity in the inteliectual
property laws. It was really our last resort.”

Mrs Sudarat Keyuraphan, Minister of Public Health at the time, ordered the
Department of Disease Control and the Food and Drug Administration to negotiate the
prices of essential drugs. A feasibility study of compulsory licensing was to be
conducted too when it was found that the health system was short of Efavirenz.

But things were simply forgotten.
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The real need to use CL

Apart from its populist policies, another actively promoted policy of the Thaksin
Shinawatra administration was to speed up free trade agreement negotiations with
over 18 countries. A quick conclusion and implementation of the Thai-US FTA
appears to have been what the Prime Minister wanted most.

Because the US failed in its attempt to push for the stricter protection of intellectual
property at multilateral negotiations in the World Trade Organization, it had to resort to
bilateral talks, or FTA mediation, to press its demands.

It was found that the content of the FTAs previously signed by the US with such
countries as Singapore, Morocco, Jordan and Australia, was similar in demanding
stricter patent protection (TRIPS-plus) than is required under the TRIPS Agreement.
Expanded patent protection of medical information monopoly rights would prevent
generic drugs from being marketed for another five years. It would also restrict the
use of compulsory licensing, destroy the process for challenging patents, and make it
easier to intervene in the approval of a patent.

In December 2005, the UN Development Programme in cooperation with the World
Health Organization, the UN Programme on HIV/AIDS (UNAIDS), the Ministry of
Public Health and Chulalongkorn University, held a Conference on Free Trade
Agreement-related Intellectual Property Rights: the Case of Drug Consumption.
Academics from around the world were invited to share their experiences in research
work relevant to the FTA and access to medicines.

The conference agreed that the US excessive demands for more than the TRIPS
conditions, or TRIPS-plus, would undermine Thailand’s access to essential medicines.

The meeting presented its policy proposals to Thailand, which was urged to fully
preserve its sovereignty over the use of compulsory licensing, provided by the TRIPS
Agreement. Thailand was also recommended to apply compulsory licensing to
second-line ART drugs and refuse to accept the content of an FTA that exceeded the
expectations of the TRIPS Agreement.

The conclusions of the conference were put into an article written by Dr William Aldis,
then the representative of the World Health Organization in Thailand, and published in
the Bangkok Post of 9 January 2006, one day before the sixth round of Thai-US FTA
negotiations in Chiang Mai. This upset the US administration so much that the WHO'’s
director was forced to remove Dr Aldis from his position in Thailand.

About ten thousand people representing eleven networks of nationwide people’s
organizations—Thai Network of People Living with HIV/AIDS (TNP+), Alternative
Agriculture Network, Federation of Consumer Organizations, Four-Region Forest
Network, Federation of Northern Farmers, Four-Region Slums Network, Council of the
People’s Organizations of Thailand Network, Confederation of State Enterprise
Workers, Students Federation of Thailand and the FTA Watch Group—came together
to protest the Thai-US FTA talks in Chiang Mai. They issued a statement, saying:

-96-



“We oppose the stance of the Prime Minister (Thaksin Shinawatra) because what the
government puts on offer is a matter of life and death and the well-being of the people.
If the government insists on doing this, it must reveal who the beneficiaries are and
why telecommunications services will not be liberalized, as they are not relevant to the
life and death of the people at all.

“All eleven networks of the people’s organizations demand the government end its
free trade negotiations with the US, particularly on the following issues:

1. Intellectual Property, especially with regard to:

1.1.Drug patents, where the government agrees to extension of the patent
protection terms and cancellation of the consumer protection measures that
exceed the WTO agreement and US legal requirements; and

1.2.Patents on life forms, which will negatively affect biological diversity and local
wisdom;

2. Liberalization of Agriculture, which will allow the dumping on the Thai market
of highly-subsidized agricultural products such as corn and soybean from the US
and the consequent ruin of hundreds of thousands of farmer families; and

3. Liberalization of Investment, which will treat American investors as Thai
nationals, particularly in relation to public utilities such as electricity, water and
investment in agriculture that concerns national food security.

“The government must publicly ensure that the three issues mentioned above will not
be included in the Thai-US free trade negotiations, otherwise, the 11 networks of
people’s organizations will do everything to end the negotiations.”

Although the Thai-US FTA talks did not completely break down, the negotiators had to
frantically find new meeting places. The power of the people, knowledge and public
awareness made the Thai-US free trade deal very questionable, especially the US
demands for patent protection.

Many people’s concerns that previously seemed to be exaggerated were proved right
when the hitp://www.bilaterals.org website revealed the details of the US demands
submitted to the Thai negotiators in the sixth round of the talks in Chiang Mai (and Mr
Kanissorn Navanugraha, Director-General of the Department of Intellectual Property
subsequently admitted that they were true). It turned out that the pessimistic concerns
were a realistic viewpoint.

What was worse was that these demands had been accepted by international experts
monitoring the Thai-US FTA deal as worse than feared.

Assoc Prof Jiraporn Limpananont, head of the Social Pharmaceutical Action Research
Unit, Faculty of Pharmacy of Chulalongkorn University, concluded that the drug
companies had made their greedy demands through the US negotiating team. These
drug firms did everything to exploit the deal by demanding muiltiple benefits. They
wanted monopoly rights to medical markets, treatments and operations, all of which
comprise one of the four necessities of life. They wanted to destroy Thailand’s
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healthcare system, especially its healthcare security and the opportunity to develop
national medical self-reliance.

A lot of government economists, who had strongly supported the negotiations with the
US at the beginning, began to share a similar view that “this is too much”.

Concern over the destructive impact of the Thai-US FTA on Thailand’s healthcare
system did not come from international healthcare institutions only. A supranational
organization like the World Bank was also worried.

Through the World Bank’s report on “The Economics of Effective AIDS Treatment -
Evaluating Policy in Thailand”, a similar message was sent to Thailand. It was time to
brave it out and use compulsory licensing.

This report was an evaluation of the three-year-long attempts by the Ministry of Public
Health to expand its ART treatment services. It also warned that without a prompt
decision to ensure access to newer drugs, the increasing costs of treatment would be
too high for the government to continue its ART provision through national access to
the ART programme, which has been highly praised.

The problem is newer drugs are all patented and much more expensive than the first-
line therapy currently used by the PWAs. According to the World Bank’s report, no
action has been taken to lower the prices of these drugs. The government's budget to
run this programme will increase fivefold within 15 years.

Human lives might be seen as less important than trade, the Bank's report clearly
stated.

“Because Thailand stands to gain a great deal from bilateral agreements to reduce
trade barriers with trading partners such as the United States, the Royal Thai
government may be tempted to relinquish its rights to grant compulsory licenses for
AIDS drugs in exchange for proffered trade advantages. The report finds that the cost
of such concessions would be large. For example, by exercising compulsory licensing
to reduce the cost of second-line therapy by 90 percent, the government would reduce
its future budgetary obligations by US$3.2 billion discounted through 2025.”

That will require a very strong political commitment...indeed.
The next question is: what are we going to do?

Pharmacist Sorachai Jamniandamrongkarn of the National Health Security Office said
in late 2005 that Mr Kamol Uppakaew, President of the Thai Network of People living
with HIV/AIDS, had submitted a letter to Mr Pinij Jarusombat, who was then Minister
of Public Health. The letter urged the minister to exercise compulsory licensing to
deal with the high medicine prices that prevented the poor from accessing drugs.
Prompted by the demonstrators’ strong opposition to the Thai-US FTA negotiations
and the “worse than feared” demands of the US, the National Health Security Board
decided to discuss this issue.
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“An academic who was a Board member pointed out in the meeting that Thailand had
never used even the waivers of the TRIPS Agreement. Now more TRIPS-plus
demands were being foisted on us by the US negotiators that would result in the
cancellation of the TRIPS flexibilities. So the Board agreed that use of WTO
flexibilities should be considered to address the internal problems of expensive drugs
and healthcare services. This attempt would benefit medicine access to medicines,
but it would also impede US penetration.

“Dr Sanguan Nitayarumphong, Secretary-General of the National Health Security
Office (NHSO) and Chair of its Board, and Minister Pinij agreed that CL was a
mechanism that would support the national health system. They decided that the
matter must be treated seriously for it to reach a successful conclusion. Therefore, a
sub-committee was established to deal with the matter.”

This Sub-committee to Implement Government Use of Patents on Drugs and Medical
Supplies was set up on 12 January 2006, consisting of representatives from a wide
range of concerned parties including the Commerce and Public Health Ministries, the
Council of State, the Law Society of Thailand, hospital doctors, and networks of PWAs
and cancer patients. The sub-committee laid down its framework and produced
research before passing its resolution calling for a compulsory license to produce
Efavirenz, which was finally approved by the meeting of the National Health Security
Board.

“Having said that does not mean we are evading our responsibility. Though the
NHSO was involved in these moves, it's not the initiator of the whole movement. |
want to give credit to the Thai Network of People living with HIV/AIDS, which has been
cooperating with the academics that have been monitored the matter for many
decades. The NHSO is only a facilitator.

“The success of Thailand’s use of compulsory licensing did not result from a rash and
self-satisfied decision of the military-backed government. This administration of
veteran former bureaucrats could do this because it has a minister named Dr Mongkol
Na Songkhla, whose support team is already well-versed in the issue. When the idea
was proposed to Minister Pinij, it took a lot of time since his working team knew
nothing about the matter and had to start from square one. Trying to make those
people understand and having to make many phone calls with them was rather
annoying. So Minister Pinij missed the opportunity to sign his name.”
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Public health interest and the life of the people must come before
commercial interest

This sentence was printed in bold in the White Paper issued by the Ministry of Public
Health, citing its legal rights and justification to use compulsory licensing on three
patented drugs for the public interest. The use of these patent rights aims for non-
commercial purposes and will be limited to those patients covered under three
government welfare systems: the National Health Security System, Social Security,
and the medical benefits scheme for civil servants and government employee.

The three patented drugs, whose rights have been overridden, are the first-line drug
Efavirenz, commercially known as Stocrin, of MSD (on 29 November 2006); the
second-line drug Lopinavir/Ritonavir, commercially known as Kaletra, made by Abbott
(on 24 January 2007); and Clopidogrel, commercially known as Plavix, made by
Sanofi-Aventis (on 25 January 2007).

The Ministry of Public Health’s White Paper pointed out the reasons behind this
decision: “Drugs are ethical products and essential to life. Conditions applicable to
drugs should be separated from those imposed on general products. The human
right to life ought to be more important than commercial interests. Thus, the
Ministry of Public Health’s implementation of Government Use of Patents on patented
drugs is carried out according to legal and humanitarian principles. It is also the
obligation of the government to provide essential drugs on to the National Essential
Drug List to every Thai citizen covered by all health security systems.” This will save
as much as 1,035-1,665 million baht of the government’s annual budget, and provide
an increase of drug access for patients of 6-12 times. The decision has been lauded
by domestic and foreign civil society sectors.

Thanphuying (Dame) Preeya Kasemsan, Chair of the Public Health Committee of the
National Legislative Assembly, sent a letter dated 20 February 2007 praising the
government’'s announcement of the exercise of compulsory licensing. “Such
implementation is beneficial to a great number of people and will increase the people’s
access to essential drugs. As the government has a limited budget, such enforcement
is legitimate and in compliance with international principles currently adopted by the
global community.”

In a letter sent to Dr Condoleezza Rice, the US Secretary of State and United States
Trade Representative (USTR) Susan Schwab to demand that the US stop interfering
in Thailand’s compulsory licensing, it was pointed out:

“Thailand’s decision was significant not only for Thailand, but also for other developing
countries that need cheaper generic drugs. If Thailand begins to buy drugs from
generic drug producers, the generic drug market will get bigger, leading to active
competition and reduction of the price of new medicines everywhere.

“The benefits resulted from generic drugs’ increasing competitiveness are desirable.
But so far, developing countries have been hesitant about implementing compulsory
licensing for fear of retaliation and pressure from the US in response.”
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On the one hand, the Thai Ministry of Public Health’'s commitment to the view that the
right to life of the people must come before commercial interests has been
commended. On the other hand, it has been disapproved of, opposed and lobbied
against by all manner of tactics deployed by those groups profiteering from human life
trafficking.

The Pharmaceutical Research and Manufacturers Association (PReMA), an affiliate of
the Pharmaceutical Research and Manufacturers of America (PhRMA), which is the
most powerful association of the multinational drug industry, took a leading role in
initially opposing Thailand’'s compulsory licensing by denouncing it as the taking away
the private sector’s property. It also threatened to suspend its investment in Thailand.

This tactic did not work because Thailand did comply with Thai law as well as
international agreements. And the use of compulsory licensing is not taking away the
private sector’s property, but one of lawful flexibilities. Also, reasonable remuneration
was offered as recognition of the patent holders’ rights.

According to Thailand’s announcement on the Public Use of Patents for
Pharmaceutical Products, a 0.5 percent royalty fee is offered to patent holders, who
are legally entitled to negotiate the remuneration. But no patent holders entered into
negotiations. Indonesia and Malaysia had similar experiences when they announced
their public use of compulsory licensing in 2004. This was because the multinational
pharmaceutical companies did not recognize developing countries’ legal rights.
Neither did they want to set an example of accepting remuneration for other countries
to follow.

The multinational pharmaceutical companies attempted to use legal interpretations to
oppose Thailand's exercise of compulsory licensing. On 15 February 2007, Tilleke
and Gibbins Co., the law representative of MSD, filed an appeal with the Department
of Intellectual Property stating that the Ministry of Public Health’s compulsory licensing
did not follow legal procedures, as no prior negotiations with the patent holder had
been held.

At the time, the newspapers reported that the Department of Intellectual Property was
about to ask for the Council of State’s interpretation. But many of the world’s leading
law experts, including Professors Brook Baker and Sean Flynn of the American
University, Dr Carlos Correa of the University of Buenos Aires and Assoc Prof Jakkrit
Kuanpoth, expressed their objections to the move.

Representatives of the Thai Network of People living with HIV/AIDS and AIDS NGOs
also met and asked Mrs Puangrat Assawapisit, Director-General of the Department of
Intellectual Property, for clarification on the matter. On 21 February 2007, the
Department of Intellectual Property turned down the appeal and suggested that a
complaint about the Ministry of Public Health’s failure to follow legal procedures be
filed to the Administrative Court. The Department would accept only an appeal based
on dissatisfaction with the remuneration.
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Apart from engaging in lobbying themselves, these multinational pharmaceutical
companies also exerted pressure through their diplomats in each country.

Nimit Tienudom, director of the AIDS ACCESS Foundation, revealed that Abbott had
asked to meet with the Thai Network of People living with HIV/AIDS and offer to
reduce the price of Kaletra in exchange for the network’s lobbying with the Ministry of
Public Health to cancel its use of compulsory licensing.

At the same time, the ambassadors of the US, EU, France and Switzerland met with
the Ministers of Public Health, Commerce and Foreign Affairs many times, signalling
their disapproval of Thailand’s pursuit of CL. They cited Thailand’s failure to hold prior
negotiations with the patent holder, despite acknowledging that such negotiations
were not legally required.

Meanwhile 22 members of the US Congress, led by Mr Henry Waxman, sent a letter
urging the USTR not to impede Thailand’s implementation of its legal rights. In her
reply, USTR Susan Schwab admitted that Thailand was authorized to issue
compuisory licenses.

“What we have done consistently to date full respects the Doha Declaration and
Thailand’s ability to make appropriate use of the flexibilities embodied in the WTO
rules.” Nevertheless, a number of Republican Congressmen in collaboration with
lobbyists (numbering over 1,000 persons hired by the pharmaceutical industry to work
with the US Congress) falsely claimed that Thailand was about to issue compulsory
licenses on an additional 20-30 patented drugs and urged the US administration to
use retaliatory measures against Thailand.

Abbott Labs resisted by resorting to the tactic of sending a letter to the FDA’s Drug
Control Division to withdraw all applications to register its new drugs in Thailand. The
withdrawal of the drugs—Zemplar for the treatment chronic kidney disease; Simdax
for heart failure treatment, Humira, a medicine for treating autoimmune disease, and
Aluvia tablets, a new formulation of the heat-stable second-line Aids drug—was made
in retaliation against the Thai government's use of compulsory licensing on
Lopinavir/Ritonavir or Kaletra.

Matichon Daily and the Wall Street Journal reported that “Abbott will not apply for the
registration of new drugs and will withdraw all applications to register new drugs in
Thailand until the government takes heed of intellectual property, including the
cancellation of compulsory licensing.”

As soon as Abbott's move was widely reported, the TNP+, AIDS ACCESS Foundation,
Centre for AIDS Rights, Thai NGO Coalition on AIDS, and Foundation for Consumers
condemned the company for maliciously putting pressure on Thailand, which has
attempted to expand its universal drug access to solve the country’s internal health
services. Such action reflected the pharmaceutical industry’s lasting and endless
greed as well as its total lack of concern for the people. These opposing organizations
urged the Thai people to boycott Abbott’s products and turn to generic versions of
drugs by other makers and alternative goods.
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The move to hit back at Abbott’s decision spread to networks of parents, rural doctors
club, rural pharmacists club, and networks of patients with kidney and heart diseases.
These groups also denounced Abbott’'s action as holding patients/consumers as
hostages to force the government to end its use of compulsory licensing, even though
the Thai government had done nothing in contravention of domestic law and
international rules.

Growing anger against Abbott spread globally. On 26 April 2007, one day before
Abbott's Annual Shareholders Meeting in Chicago, protest demonstrations were held
in front of the company’s offices in many cities in France, the US, UK, Germany, India,
South Africa, China, Brazil, Argentina, Australia, Canada, Indonesia, Japan and
Singapore while the public were also urged to boycott Abbott's products. In France, a
group of PWAs known as ACT UP organized a demonstration called Netstrike through
the Internet, which finally led to the collapse of Abbott's website.

At Abbott's Annual Shareholders Meeting in Chicago, Jon Ungphakorn, a former
Senator of Thailand and Secretary General of AIDS ACCESS Foundation and Mr
Wirat Purahong, chairperson of TNP+ were invited to participate in the meeting as
proxies for the shareholders from religious groups and question the unethical action of
Abbott.

The Student Global AIDS Campaign sent a letter, signed by former and present
students of the University of Wisconsin at Madison, to the Wisconsin Alumni Research
Foundation (WARF). The letter called on the Foundation to reprove Abbott for its use
of the drug for treating kidney disease—one of the University’s innovations—as a
bargaining tool to press Thailand’s Ministry of Public Health to cease its
implementation of compulsory licensing.

“In accordance with these principles, we look to WARF to publicly call on Abbott to
immediately resume registration of Zemplar.

“On 27 April, patients, doctors, and others around the world will focus on Abbott,
coinciding with the organization’s general shareholders meeting. Leaders from the
patient community in Thailand will use the opportunity to speak directly to Abbott
executives to demand that drugs not be used as political leverage and patients not be
used as political hostages.

“We ask that WARF, as the owner of the patents on one of these critical drugs, add its
unique and powerful voice to the call for justice in the developing world,” said the letter.

The “unacceptability” of Abbott’s selfish act arose around the world. A critical turning
point arose when religious groups holding Abbott's shares, also condemned the
company and called on it to end their action.

Finally, in an attempt to redeem itself from its miscalculation, Abbott had to cooperate
with WHO Director Dr Margaret Chan in announcing a global price reduction of Kaletra
for middle-income developing countries from US$2,200 per patient per year to
US$1,000 per patient per year. But this reduced price would be available in Thailand
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only if no compulsory license was imposed on the new heat-stable form of
Lopinavir/Ritonavir (Aluvia).

Thai civil society led by Foundation for Consumers, AIDS ACCESS Foundation, TNP+,
and the Thai NGO Coalition on AIDS tried appealing for effective enforcement of the
law on commercial competition. [t called on the Competition Commission to hold
Abbott accountable for its violation of Sections 25 (3) and 28 of the Competition Act
B.E 2542 (1999) as a business operator having market domination designated by the
Act.

“This resulted in an unreasonable cancellation of imports, leading to a decrease in
available choice of drugs with similar indications to the point where the range of choice
does not meet the needs of medical services to the patients who need such drugs.

“The Competition Commission is thus urged, by virtue of Section 31, to order Abbott
Laboratories to apply for registration of its new drugs and resume application for the
10 withdrawn drug registrations in Thailand.”

Simultaneously, the pharmaceutical industry intensified its media and publicity
campaign.

Many foreign media, especially the Wall Street Journal, strongly accused Thailand of
violating intellectual property rules. Meanwhile several others attempted to engage in
a discourse on “breaking the patent” or “overriding the patent”, all of which connoted
law-breaking, although the content of the articles would admit that the measures
undertaken by Thailand were permitted by WTO rules.

But most insufferable was the smear campaign run by the USA for Innovation, an
organization claiming to be a non-profit agency. It bought advertising space in the
Thai and foreign print media and created its own website accusing the military-backed
government of Thailand of turning the country into a dictatorship like Burma by illegally
issuing compulsory licenses. The agency also claimed that GPO-VIR, produced by
the GPO, was of low quality and submitted letters to the US Congress and
administration urging them to retaliate against Thailand.

The actions of the USA for Innovation were very significant, not in terms of its content,
whose main topics had been refuted by the Ministry of Public Health and medical
academics. lIts organization was interesting because of its connection with Edelman
Public Relations Worldwide, a firm whose clients include many multinational drug
corporations and the ousted Prime Minister of Thailand, Thaksin Shinawatra, who has
been charged with corruption.

The Bangkok Post and The Nation newspapers dedicated one full page each to Thai
civil society to publish its responses to the allegations of USA for Innovation.

“USA for Innovation is an organisation set up to serve the interests of US drug
companies upset by Thailand’s recent announcements of compuisory licenses
permitted by the WTO Agreement. This organization is adept at manipulating and
distorting the facts to achieve its purposes.
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“The accusations by USA for Innovation, which appeared in an advertisement in the
English-language press a few days ago, distort the facts by denigrating the anti-viral
drugs produced by Thailand's Government Pharmaceutical Organization as being
worthless. The truth is that GPO-VIR has played a significant role in reducing the
annual mortality rate among Thai AIDS patients from 8,246 in 2001 to 1,613 in 2006.
More than tens of thousands of lives have been saved over the past 3-4 years.

“The study by Mahidol University cited by the USA for Innovation to claim that GPO-
VIR had a high resistance of between 39.6 and 58 per cent is in fact research which
attempted to study the resistance among long-term patients who had already failed
the treatment. There are no research findings available to compare the rates of
resistance to GPO-VIR with the rates of resistance to equivalent originator products.

“Thailand is internationally recognized for its efforts to provide heaith coverage for all
and to ensure that HIV/AIDS patients have universal access to the appropriate drugs.

“The decision to authorize the compulsory licensing of necessary drugs shows the
praiseworthy courage of the Thai government and the Ministry of Public Health, to put
the lives of the Thai people before commercial benefits.”

The Government Pharmaceutical Organisation (GPO) is in the process of suing the
USA for Innovation for defaming its reputation and demanding billions of baht in
compensation.

Dr Suwit Wibulpolprasert, a specialist at the Ministry of Public Health’s Department of
Disease Control recalled Thailand’s struggle to use compulsory licensing against
opposition and attack from several parties. He said when Dr Mongkol Na Songkhla
took office as Minister of Public Health, the use of CL proposed by the NHSO had
been pending since Mr Pinij Jarusombat's tenure.

“He asked me to check the legality of the matter. | asked if he was to do it for sure
because it's a big deal. He said if it would help poor people get access to drugs, he
was for it. | asked him again if he had consulted the Prime Minister and he said the
Prime Minister had understood and told him to go ahead if it was essential.

“So | asked the secretary of the Minister to invite concerned parties, such as the
Department of intellectual Property, the Council of State, NHSO and the Law Society
of Thailand to discuss if it was lawful for us to do it. On the day of the meeting, | was
first introduced to Sections 51 of the Thai Patent Act and 31 (b) of the TRIPS
Agreement, that specifies that in the case of public non-commercial use, the patent
holder must be notified without delay. | thought we should make our intention known
for the sake of transparency.

“When the announcement was made, the drug companies protested. | asked Dr
Mongkol again if the Prime Minister had definitely given the green light to CL. Dr
Mongkol said the Prime Minister was well aware of it but reminded us to proceed with
caution.

- 105 -



“When there were strong protests that our CL was unlawful, | e-mailed our allied
networks overseas asking this question. Prior to the CL announcement, we didn't
communicate much with these networks. With the increasingly vociferous opposition,
| contacted Martin Khor of Third World Network, Dr Carlos Correa of the University of
Buenos Aires, and James Love of the Knowledge Ecology International. James Love
was most active in replying to me and assured us that we had done nothing wrong.
We did learn a lot really.”

When asked if the team had ever been discouraged by the objections, Dr Suwit
instantly replied: “Discouraged all the time; we’re just human. We can’t help it. But
with more supporters, we decided to fight back.

“The last time | asked Dr Mongkol if the Prime Minister agreed with the announcement,
he squeezed my arm and said, ‘you've asked me three times already, doc.’ but still |
was not convinced. Then one day, | met the Prime Minister and Dr Peter Piot,
UNAIDS director. | heard with my own ears the Prime Minister tell Peter that Thailand
had been seriously affected and pressured by its announcement on CL. But for the
public good, it had to be pursued. From then on, | have had no doubts about it.”

Dr Sanguan Nitayarumphong, Secretary General of the National Health Security
Office (NHSO), said that as soon as he learned about Dr Mongkol's appointment as
Minister of Public Health, he was glad and instantly proceeded with the scheme.

“I was very glad that Dr Mongkol became the Minister. | told him | had a job left
unfinished. At first, he told me to have it carefully checked whether the Ministry of
Commerce would join in. | told him that all concerned parties had met and been
consulted. None of them opposed the move.

“When the uproar began, | was worried about him and gave interviews in support of
his work. But he turned out to be more determined than | had thought. Because it
was for the public good, Dr Mongkol was resolute to fight for it. He deserved credit for
this job indeed.

“I was not afraid that Dr Mongkol would be discouraged. | had started and urged the
scheme, so | must be responsible for it one way or another. But my worry lay in the
fact that my scheme might have put a senior official in a difficult position. Now I'm
much relieved to see him very determined. And the move has gone quite well.

“The impact was, as expected, not limited to a national level. But the positive side of it
was the emergence of the solidarity of global community. Previously, | had expected
some support for our compulsory licensing effort, but had never thought it would be
this extensive. This proves that advocates of justice are everywhere in the world.
Once injustice is caused, these advocates of will come out to take action.”
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Return of the vicious circle of fear and the slavery trap

On 1 May 2007, the US Trade representative elevated Thailand from its Watch list to
the Priority Watch List (PWL) category. Although the US Ambassador to Thailand
Ralph Boyce Jr insisted that this had nothing, or nothing principally, to do with the
country’s compulsory licensing, the Special 301 Report clearly stated:

“Apart from continued concern over Thailand’s inadequacy of intellectual property
rights protection, in late 2006 and 2007, there were further indications of a weakening
of respect for patents, as the Thai Government announced decisions to issue
compulsory licenses for several patented pharmaceutical products.”

Assoc Prof Wittaya Kulsomboon of Chulalongkorn University’s Consumers’ Health
Protection Programme argued that to accuse Thailand’s compulsory licensing of
lacking transparency and due process was unreasonable. It could also be deemed as
a threatening move to compel Thailand to end its attempts to provide access to life-
saving medicines for patients who needed them.

“Thailand’s imposition of compulsory licenses on the three patented drugs was a legal
and moral act, confirmed by Thai and foreign law experts, the current legislators and a
lot of international academic agencies. Despite the enthusiastic and extensive support
given to Thailand’s CL by a great number of international organizations committed to
drug access, the US still resorted to use trade measures in retaliation against the Thai
move. It should be noted that the US Ambassador to Thailand Ralph Boyce tried to
deny that such retaliation was a trade counterattack against Thailand’s compulsory
licensing on the three drugs. But James Carouso, Chief of Economic Affairs at the
American Embassy in Bangkok, criticized Thailand’s compulsory licenses for lacking
transparency and due process.”

Moreover, the Special 301 Report reflected the aggressive US move on TRIPS-plus,
which became inactive after the suspension of the Thai-US FTA negotiations.

“Another feature of the US’s imposition of PWL measures is its aggressive demands
for TRIPS-plus concessions by accusing Thailand of failure to meet US standards of
protection of data exclusivity and the lack of linkage between patent status and
registration of generic drugs to prevent the marketing of generic drugs before the
expiration of drug patents. All these excuses were made to pave the way for more
aggressive US demands in future Thai-US FTA negotiations.”

In a report by Prachachat Thurakit, a Thai-language business newspaper, a source in
the Ministry of Commerce was quoting as saying that the US had proposed a plan of
action for Thailand to follow if it wanted to be removed from the PWL and be placed on
the WL. The content of the plan was similar to the demands made by the US in the
sixth-round of Thai-US FTA negotiations in early 2006, which included:

- amending all intellectual property laws as demanded by the US;
- designating intellectual property rights violation as a criminal offence;
- acceding to the Patent Cooperation Treaty and Matrix;
- extending the 20-year patent term;
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- disallowing pre-grant opposition;
- limiting grounds for compulsory licenses to national emergencies; and
- granting data exclusivity.

On 18 May 2007, the National Human Rights Commission issued a statement urging
the US administration to stop any action that would preclude the human right to drug
access. The commission expressed its support for the Thai government’s stand not to
accept any additional demands exceeding the TRIPS requirements. It also sided with
the government’'s announcement of compulsory licensing to provide universal drug
access to meet the needs of the people.

It was fortunate that the Ministry of Commerce did not give in to the US proposed plan
of action. In an interview given to Thai Rath Daily on 8 May 2007, Mr Karun
Kittisataporn, Permanent Secretary of the Ministry of Commerce, said that he had
instructed Mrs Puangrat Assawapisit, Director-General of the Department of
Intellectual Property, not to accept any requirements imposed by the US. Before the
department could take any action, other concerned agencies must be consulted and
cabinet approval given because some of the US requirements may be beyond
Thailand’s ability to comply or may exceed international agreements, to which the
country is already obliged.

“To join in the plan of action proposed by the US so that Thailand will be removed
from the PWL to the WL is something we could do. But that doesn’t mean that the US
will be satisfied. We could still be on the PWL. But | gave instructions that no
demands of the US should be accepted because some of them might be beyond our
ability to follow. In past negotiations, if we wanted to be removed from the PWL, the
US would give us a specific list of actions, some of which were excessive.”

Mr Karun added that being on the PWL could lead to the US cutting Thailand’s
generalized system of preferences (GSP) benefits given to certain Thai products and
was more likely to be a warning. In the past, the US never cut any country’s GSP
benefits as a result of Special 301 reviews. Mr Karun believed that Thai exporters
were quite productive and competitive in the US market. Being deprived of GSP
benefits could not be any problem. He thought that the absence of GSP benefits
would be preferable, as the US would no longer be able to use them to put pressure
on Thailand. ‘

“Being placed on the PWL is no big deal to worry about. I think the issue has been so
exaggerated that everybody is worried. The US could use this concern as a
bargaining chip. In negotiating all plans of action, there are governing regulations.
Even cutting GSP benefits must be based on many rules and regulations. Violations
of intellectual property rights are not the only criterion. However, we must be aware
that the US has the exclusive right to grant or not to grant GSP benefits to any country.
But I'm positive that Thailand will not be elevated to the Priority Foreign Country
category.”

On 8 May 2007, Mrs Puangrat Assawapisit, Director-General of the Department of
Intellectual Property, stated clearly in her interview with the mass media that the
Ministry of Commerce would not accept any conditions exceeding international
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agreements, including particularly data exclusivity protection as demanded by the US
to be incorporated in the Thai-US FTA.

This response led to the suspension of the Patent Act amendments, previously
submitted by the Department of Intellectual Property to the Secretariat Office of the
Cabinet of the ousted administration. The drafted amendments were criticized by the
Ministry of Public Health and civil society for being similar to the US demands made
during the sixth round of the Thai-US FTA negotiations.

“The academics and civil society organizations continuously monitored the
amendment of the Patent Act and found that the draft Patent Act amendments
submitted by the Ministry of Commerce needed to be revised to achieve maximum
benefits. In principle, the revision of the draft amendments should be based on the
following principles:

1. to bring maximum benefit to the Thais and all sectors of the country;

2. to pave the way for the development of a patent regime that focuses on
protecting patients/consumers as well as encouraging inventors and technology
transfer to Thai people;

3. to be pursuant to and not exceeding the Agreement on Trade-Related Aspects
of Intellectual Property Rights (TRIPS) and Doha Declaration on the TRIPS
Agreement and Public Health/WT/MIN/DEC/W/2, dated 14 November 2001:
and

4. to be pursuant to the commitments of international agreements to which
Thailand has already acceded.”

Apparently not much pressure was put on the government by the business sector to
revise the Patent Act to accommodate the US demands as had been done during
1985-1992.

Mr Buntoon Wongseelashote, Chair of the sub-committee on trade of the Board of
Trade of Thailand, pointed out in a seminar on “CL: Economic and Social
Perspectives” that the BOT agreed with Thailand’s issuance of compulsory licenses.
It was a misunderstanding to connect the placing of Thailand on the PWL, leading to
the loss of GSP benefits, with the country’s use of CL. These two incidents, the PWL
and CL, were separate issues, he said.

He further added that on 1 July, US GSP benefits granted to Thai exports would be
cut. There was no reason to be alarmed because many export items, such as frozen
shrimp, jewelry, rubber and gold, were about to be deprived of GSP benefits.
Therefore, the presence or absence of CL would have no effect since these products
were not eligible for GSP benefits because they were already competitive in the
market.

“Most entrepreneurs were worried that the announcement of CL will lead to more
export products losing their GSP benefits, making them less competitive in the US
market. But in reality, we can’t compete with others because of the currency
exchange rate; export problems have resulted from the excessive appreciation of the
baht. The Bank of Thailand has to explain the issue. It's not time to get nervous and
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blame CL as a major cause of GSP cuts. We're happy to be without GSP if the baht is
at 40 per dollar.”

Mr Buntoon cited Brazil's CL as an example of good timing. Brazil announced its
compulsory licenses on 4 May 2007, after learning which countries the US had placed
of on the PWL. If the US wanted to put Brazil on the PWL, it would now have to wait
until 2008 to do so. So, Thailand’s next round of CL should be issued after 30 April of
each year.

The Board of Trade’'s Chair of the Sub-committee on Trade further elaborated on the
intellectual property regime regarding patented products, especially drugs. Drug
companies should base their local drug prices on each country’s per capita income.
Take Thailand for example. Thailand’s per capita income is five times lower than that
of the US. If a textbook costs 1,500 baht in the US, it should be priced at 300 baht in
Thailand. Similar pricing should apply to drugs. On the contrary, drug prices in
Thailand are about 10% or not more than 150 baht lower than the prices of drugs sold
in developed countries such as the US.

An article “Using a tiny GSP fly to catch a big FTA fish?” by Woradul Tularak, a
researcher at the Thailand Development Research Institute (TDRI), published in May
2006, interestingly described the US’s trade stratagem.

“It was recently reported that the US would cut GSP benefits granted to Thailand if the
latter could not conclude its FTA deal with the US by this year. At the same time,
Thailand’s Ministry of Commerce expressed its concern over the loss of trade benefits
resulting from GSP cuts. It was unclear if the US GSP programme for Thailand, which
was about to expire at the end of 2006, would be extended for another five years.

“There are a number of requirements for US GSP eligibility, such as national level of
development. In 2002, for instance, a country with a per capita income of more than
US$9,266 would automatically have its GSP benefits withdrawn. A GSP beneficiary
country must ensure an open market for goods and services to the US and provide
stringent intellectual property protection, good labour protection, a clear investment
policy, and reduced trade and investment restrictions.

“Another condition stated that the US could suspend GSP benefits if a product had a
market share of over 50% of the US market, or had a total value of imports exceeding
designated ceilings, which varied from year to year. In 2006, the ceiling was around
US$125 million (about 5,000 million baht). However, exporting countries could keep
their privileges if the total value of global imports of the US was lower than the
designated figure.

“So far, the US has withdrawn GSP benefits from several countries for various
reasons. Taiwan, Singapore, Hong Kong and South Korea had their privileges
withdrawn because of their high levels of economic development and adequate
competitiveness. Israel’s national income exceeding the required level while Argentina
committed violations of intellectual property rights. Nicaragua and Ukraine violated
labour rights.
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“Of the 20 top GSP-eligible export items, the products relying most on US GSP
eligibility which would be hardest hit if GSP benefits were withdrawn were jewelry and
ornaments, tableware and aluminium. The least affected items would be
petrochemical and plastic products, which were globally exported to other countries as
well as the US outside of GSP programme.

“Most importantly, if the GSP benefits were revoked, the Thai entrepreneurs could
export under normal import tariffs, which would not be any problem. Under the normal
and not very high tariff rates of 3%, 5.5%, and 3.9% imposed on plastic containers,
jewelry and colour televisions respectively, the Thai exporters could maintain their
competitive edge.

“Thailand should not heed the US threats and hasten to conclude its FTA deal with the
US just because of the fear of losing GSP advantages. It would not be worthwhile for
Thailand to accede to a hasty agreement requiring too stringent protection of
intellectual property, which would have wider and more permanent effects.”

It remains to be seen if Thailand will be able to free itself from this vicious circle of fear
and the slavery trap.
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The impact of Thailand’s CL

The first shipments of Efavirenz bought from India’'s Ranbaxy Laboratories arrived in
early 2007. The price was much reduced, from 1,400 baht to only 650 baht per
person per month, thus providing drug access to 20,000 people. Not long after
Thailand’s issuance of compulsory licences, MSD, the Efavirenz patent holder,
announced a global reduction of drug prices in developing countries and in countries
with a major HIV/AIDS epidemic, including Thailand. The drug price was reduced from
the normal cost of 1,500 baht (hospital price was 1,300 baht) per person per month to
700 baht, in order to compete with its generic version. Many developing countries
benefited from Thailand’s compuisory licensing.

Dr Mongkol Na Songkhla said “| made a agreement with MSD that | would buy from
the company if the price of the original drug was not more than 5% higher than its
generic counterpart. But we would reserve the right to also buy the generic drug to
ensure that we would not be let down later. Each time we make our purchase, we will
compare with the price of the generic drug, and if the company’s price is not more
than 5% higher, we will buy some from them and buy the generic drug too. MSD has
asked for a long-term purchase contract but we haven't agreed to it.”

The Inter Press Service reported that Brazil's Ministry of Public Health sent a letter
asking for the information about Thailand’s CL. The letter stated: “Thailand’s CL is a
great inspiration to Brazil.”

Brazil's significant decision to start on its first CL on Efavirenz on 4 May 2007, after
hesitating for a long time, was prompted by the freshly translated information from the
White Paper (of Thailand’s Ministry of Public Health).

Only 20% of Thai patients suffering from heart disease and in need of the blood-
thinning Clopidogrel could afford to buy the drug. It was not surprising that heart
disease was Thailand’s number two killer. The drug price was too high for the
government's welfare service to provide it for patients. The retail market price was
140 baht per tablet. It was available at government hospitals at 73 baht per tablet,
which was still too expensive, compared with the proposed price of its generic version
produced in India of 6-12 baht per tablet. With CL, it is expected that the number of
patients who will have access to the drug will increase 6-12 times. At the time of
writing, Sanofi-Aventis had offered to reduce its price to about 22 baht.

“If heart disease patients can get access to the generic version of Clopidogrel, the
death rate caused by heart disease will be greatly reduced,” said Dr Mongkol.

Abbott, after its bullying response to Thailand’s CL and met with international
condemnation, announced a global price reduction of its second-line AIDS drug
Kaletra from US$2,200 per person per year to US$500 for poor countries and to
US$1,000 for middle-income countries, or about 3,260 baht per month. Before the CL
exercise, the monthly drug cost was 11,580 baht. The reduced price would be
available to Thailand on condition that the country did not continue its CL on Aluvia,
the new form of Kaletra. But the company did not mention the withdrawal of the 10
remaining applications for registration of its six drugs.
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The Thai Ministry of Public Health, on the other hand, made a better move by joining
the pool procurement programme with the Clinton Foundation and 16 other developing
countries to get a the needed drug at US$695 per person per year, cheaper than
Abbott's proposed price. It was likely that the price could be further reduced.

“We negotiated through the Clinton Foundation, which had helped supply raw
materials to a generic drug producer in india and facilitated the pool procurement by
the 16 countries. In fact, the Clinton Foundation sent an open invitation to all
manufacturers, of both original and generic drugs, for proposals to supply their
medicines, based on the principle of high volume low profit and not vice versa. This is
consistent with the Chinese saying that low volume of high prices does not make high
profit, but high volume of low prices does not make a small profit, which has to be a
healthy and sustainable profit too. Thus, the price was lowered to only US$695,” said
Dr Vichai.

Dr Suwit Wibulpolprasert related to the background to this issue: “While Dr Mongkol
was working in Khorat, he began pool procurement that was able to lower the drug
prices by as much as 30%. When Dr Arthit Urairat became the Minister of Public
Health and was told about Dr Mongkol's effective price-reducing procurement in
Khorat, he decided to make the initiative ministerial policy to be generally practised.

“The Clinton Foundation’s representative met and asked me if Thailand was interested
in joining the pool procurement of AIDS drugs. 1 then invited Dr Mongkol to listen to
the briefing and he immediately gave the green light because he had done it before
and aware of its advantages. But when we can buy at even cheaper prices, we will
not buy from the pool.”

These are the main reasons why Thailand’s historic compulsory licensing had a global
groundbreaking impact:

1. As a developing country, Thailand took a very bold step to announce
compulsory licensing two times at a row (and more is likely to follow) and on
very expensive patented drugs. This is different from other countries, which
made a CL announcement once and stopped.

2. Besides AIDS drugs, Thailand also issued a compulsory licenses on heart
disease drugs. Previously, the US urged the WTO meeting to limit the
application of the TRIPS Agreement and Doha Declaration flexibilities to AIDS,
malaria and tuberculosis only, but to no avail. Nevertheless, no developing
country has ever dared to issue compulsory licenses on drugs for this group of
diseases before.

3. Thailand’s compulsory licensing has highlighted the importance of the generic
drug industry in Thailand and overseas, as well as increased interest among
those in the domestic drug industry.

4. Thailand’s compulsory licensing has radically shaken the patent regime and
clearly proved that the claim that monopoly rights will stimulate research and
development is untrue. Currently, the drug industry is not interested in
producing life-saving medicines but focuses more on lifestyle drugs for rich
people and attempts to impose stringent protection of intellectual property to
enjoy a monopoly of making maximum profit.
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5. Thailand’s compulsory licensing makes explicit how unethical the multinational
drug industry can be and how far US politics has been dominated by the drug
industry.

6. Thailand's compulsory licensing has encouraged countries, particularly those in
developing world, to question the existing regime.

Prior to the 60™ World Health Assembly held in Switzerland’s Geneva during 14-23
May 2007, the Meédecins Sans Frontieres (MSF), an international medical
philanthropic organization, submitted a letter to representatives of member countries
of the World Health Organization urging them to focus on the ongoing drug access
problems suffered by people all over the world.

A report by WHO's Intergovernmental Working Group (IGWG) pointed to the problems
of drug access and failure of research and development. It noted that the World
Health Assembly should seriously consider its proposed global strategies and be
committed to addressing these problems.

Suggestions of the MSF letter to representatives of the WHO's member countries
included the following issues.

WHO members should strongly insist on the role of the World Health
Organization in research and development of drug access and the intellectual
property regime. The role of WHO should neither be limited to the most neglected
diseases nor be left to other agencies, such as the World Trade Organization or World
Intellectual Property Organization, because no other organization has the public health
perspective of the WHO.

The WHO should actively provide policy and technical advice to countries that
need to improve access to drugs by using the TRIPS flexibilities, which were
recognized in the Doha Declaration on the TRIPS Agreement and Public Health.
WHO's initial lack of support for Thailand’s compulsory licensing caused some
concern over the organization’s expected direction on the promotion of national
capacity to secure public access to medicines. Now, the WHO and World Health
Assembly should thus clearly express their support for the use of patent law
flexibilities by countries to increase their access to medicines.

WHO’s Intergovernmental Working Group should recognize the solution to
access problems and development of innovative means separating the price of
pharmaceuticals from the system of paying for R&D. The provision of incentives
to R&D through the patent regime and high drug prices causes access problems to
the populations of developing countries, particularly when drug companies can
register their patents anywhere in the world, thus wiping out generic drug-making
sources around the world. Therefore, the IGWG should find a way forward based on
the principle of separating the price of pharmaceuticals from the systems for paying for
R&D. It must consider new financial incentive mechanisms and developments, such
as tax mechanisms, R&D agreements on essential diseases and presentation of R&D
rewards.
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The preparation for the resolution on Public Health, Innovation and Intellectual
Property in the evening of 23 May, after a discussion of over nine and a half hours,
was finally concluded. Only the US refused to accept the resolution and walked out of
the conference.

According to a report by Dr Pongsadhorn Pokpermdee, Thailand’s representative, who
was present throughout the conference:

“The Assembly agreed that the World Health Organization in cooperation with other
agencies could provide technical and policy advice to developing countries wanting to
use compulsory licensing according to the TRIPS Agreement and other potential
international pacts (including bi-lateral free trade agreements or FTAs) and R&D
relating to this issue. All countries were encouraged to participate in the operation of
the IGWG on Public Health, Innovation and Intellectual Property. The World Health
Organization was urged to support regional meetings held throughout the world in
support of the IGWG’s process and create new incentive mechanisms for R&D and
proposals for addressing the linkage between paying for the cost of R&D and the
development of each drug.”

The end of Dr Pongsadhorn’s report reads:

“Such resolution proved that

1. The use of compulsory licensing by Thailand and Brazil was lawful according to
the TRIPS Agreement and Doha Declaration.

2. The US was the only country out of step with the total WHO member countries
in disagreeing with the resolution. Even developed countries, such as the
European Union, Canada, UK, Australia, New Zealand and the Scandinavian
nations, accepted the conference resolution.

3. From now on, the World Health Organization can provide technical and policy
advice to countries wanting to use the flexibilities in the TRIPS Agreement for
the sake of public health benefits and public access to necessary drugs and
non-medical products.”

Therefore, Thailand’s bold step was not the self-serving act of a small country, but a
significant move by a developing country that stood up to tell the world if is time the
industry’s insane and unchecked monopoly of profit-making must be resisted
and reprimanded.
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The globalized triangle that moves the mountain

Thailand’s compulsory licensing was neither a coincidence nor something that fell
from the sky. With its roots firmly established in the ground, Thailand’s CL tree has
been carefully nurtured for a long time to bear its fine fruit.

It was also a phenomenal collaboration of global significance, with the participation of
several national and international sectors.

When the Thai Minister of Public Health was asked about his confidence in the data
and legal precision of his work team that encouraged the country to issue its
compulsory licenses, Dr Mongkol said:

“The work team is profoundly knowledgeable and has been involved in the matter for a
very long time. We not only coordinated with internal alliances but also with
international organizations working on the pharmaceutical business and international
agreements, such as TRIPS and the Doha Declaration. Even over 20 US
Congressmen came out to support our fight.

“Apart from the domestic coordination of these issues, we also sought ways to link up
with poor and developing countries so that they were entitled to take care of their poor
populations. That's why our work team consists of many people, collectively working
at the ministry, the National Health Security Office, universities and overseas.”

Looking back at the past campaign for ddl access, the movement’s actors consisted of:
- Liaison groups coordinating with networks dealing with the issue: AIDS
ACCESS Foundation, the Foundation for Consumers, and the Health and
Development Foundation acted as a link to transfer information to networks

of AIDS NGOs and PWAs;

- Academic and information groups: the Drug Study Group, the Social
Pharmacy Action Research Unit, the Heaith and Development Foundation,
Médecins Sans Frontiéres-Belgium (Thailand) and the Government
Pharmaceutical Organization’s Research and Development Institute, whose
academics helped analyze the problems of ddl patenting in Thailand and
abroad; and

- Lawyers from the Law Society of Thailand.

The CL campaign was another significant development step, called the Tripartite
Fight for Patients’ Rights by Prachachat Thurakit business newspaper:

e The State: through the Ministry of Public Health, National Health Security
Office, Government Pharmaceutical Organization, Food and Drug
Administration, Department of Intellectual Property, and Council of State;

o Public stakeholders: The TNP+ had the longest experiences in insisting
and demanding that commercial interests take into account patients’
benefits and physical health promotion, which underpinned national and
economic development. This fight for CL rights is leading to the emergence
of new networks of patients with chronic kidney disease, heart disease and
cancer.
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e Civil society: comprising the medical, pharmaceutical and law academics
that have ceaselessly monitored this issue since 1985 such as the Drug
Study Group, Social Pharmacy Action Research Unit, Chulalongkorn
University’'s Consumers’ Health Protection Programme, Rural Pharmacists
Foundation, Rural Doctors Foundation, Law Society of Thailand, NGOs
working on AIDS and consumers’ rights, AIDS ACCESS Foundation, Centre
for AIDS Rights, Thai NGO Coalition on AIDS, Foundation for Consumers
and Health and Development Foundation, as well as the FTA Watch group
monitoring free trade negotiations

Prachachat Thurakit thought that “this is another group helping to give information and
knowledge to educate society and explain the difficulties confronting the governments
of Thailand and other developing countries.” The newspaper suggested “the
importance of foreign businesspersons’ confidence and the value of trade must be
weighed against the well-being and rights protection of Thai patients by providing the
public with the information and research findings carried out by academics and those
engaged in the drug business.”

The three groups also coordinated with their foreign counterparts. For example, close
contacts were made between the Thai and Brazilian Ministries of Public Health and
the Thai Government Pharmaceutical Organization and the Indian generic drug
industry. :

The medical, pharmaceutical and law academics had networks in many countries. So
did the international NGOs, such as Médecins Sans Frontiéres-Belgium (Thailand),
Oxfam, Focus on the Global South, the US-based Knowledge Ecology International,
Third World Network, Health Gap, and Essential Action.

Meanwhile, the work of local networks of people’s organizations and NGOs was
connected with the TNP+, foreign NGOs and movements of university students.

Another sector that could not be overlooked was the mass media. Some of the mass
media did not appear to give full support to the compulsory licensing of the first
patented drug in late 2006, because of the complications of the issue and the mass
media’s discontent with the government’s ban on alcoholic drink advertisements. But
after witnessing the intense pressure put on the Thai government by the multinational
drug industry and the US administration, the mass media took an active role in
promoting public learning of the issue by presenting news reports, articles, special
reports, regular columns, and editorials through the printed media, radio, television
and online media. This concerted campaign brought about an unprecedented united
front among wider society to fight for drug access. Simply put, CL has become a
watchword to the pubilic.

Prachachat Thurakit concluded its reporting of the Tripartite Fight for Patients’
Rights (with tremendous support from the local and international mass media)
with the following statement.

“The campaign tried to tell Thai society and the global community that in the world of
trade, whose aim is to make monetary gains, there is also a world that has to take into
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account the value of life and healthcare, whereby medicines are a fundamental factor
relevant to everybody’s well-being.

“Thus, the movement of these people will continue in spite of the vigorous attacks

from the muitinational pharmaceutical industry and those who will lose their benefits
because of this campaign.”
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Part 2 Quotes

Box 1

Dr Mongkol Na Songkhla

“... Don’t worry that medicines will not be available. The companies won'’t close down
factories and stop selling drugs. The measures are just their warning to protect their
interests. Thailand’s compulsory licensing is not used out of spite, but because such
patented drugs are very expensive. We have such a limited budget that we have to
find ways to get drugs cheaply. On 25 January, | already signed the compuisory
licensing announcement, which will officially come into effect on 29 January. If we
give in to their threats, we’ll be enslaved forever...”

Manager Daily, 26 January 2007

Box 2

Dr Mongkol Na Songkhla

“... I'm glad that many countries have sent encouraging email messages to us. |
insist that our claims are based on a legal justification...”

Post Today Daily, 4 May 2007

Box 3
Dr Mongkol Na Songkhla

“... linsist that our CL is not a conceited act. We have always been courteous
and unassuming because our poor people do not have access to medicines. We can't
let them die without dignity...”

Daily News, 4 May 2007

Box 4

Dr Mongkol Na Songkhla

“... We have consistently been warned about our compulsory licensing. Over the past
10 years, we have been obliging and done things properly in spite of always being
threatened. So it's not true to accuse us of lacking transparency and even
exaggerated to say that we have violated over 30 patented drugs. Let me reiterate
that we're not affected. We've done it in a transparent manner. Liars will definitely
have to take the consequences of their actions. We've tried to negotiate for over two
years, but they didn’t give a damn...”

Komchadluek Daily, 4 May 2007

Box 5

Dr Mongkol Na Songkhla

“... I don't know how to calculate a human life and compare its worth against the value
of exports to the US. I'm really at my wits’ end and don’t know how to solve the
problems for our people, a lot of whom must die because they cannot afford to buy
medicines. It's typical that foreigners will disagree with our CL. But it's a hundred
times more painful to hear my Thai fellow people call me a robber...”

Daily News, 6 May 2007
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Box 6
Dr Mongkol Na Songkhla
“... | can assure you that the poor must get access to medicines. | once saw tears

streaming down a mother’s face because she couldn’t afford to pay 3,800 baht for a
cancer tablet for her child and had to turn to herbal medicines instead. The price of
such cancer tablets could be lowered to only 200 baht per day and it would cost less
than 100 baht if bought in bulk. All right, everybody must die but the question is why
we won't help those who are not rich enough to live longer if we can. | reiterate that |
won’t waste the remaining six months not doing what | ought to do...”

Khao Sod Daily, 29 May 2007

Box 7

Dr Mongkol Na Songkhla

“... Past negotiations on CL taught us to revise our approach and clarifications. We'll
be more assertive. Previously, we tried to be most modest about our negotiations but
to no avail. From now on, we will strike back at any threat or pressure put on our CL.
No longer will we be the modest Thais, who succumb to other people’s attacks and
criticisms...”

Matichon Daily, 31 May 2007

Box 8

Dr Sanguan Nitayarumphong, Secretary General of the National Health Security
Office

“... Thailand is not violating international law because it was internationally agreed that
if it was relevant to people’s life and death, the country could be exempt from the use
of patents...”

Post Today, 8 May 2007

Box 9

Nimit Tienudom, director of AIDS ACCESS Foundation

“... Without treatment, some patients could survive. But with some diseases, it means
an end to life. As drugs are different from other goods, so they must be ethically
controlled...”

Box 10

Nimit Tienudom, director of AIDS ACCESS Foundation

If the people are close to us, and need medicines but cannot afford them because
they are expensive, will we submissively continue to buy them, or find existing legal
rules to make the medicines cheap enough for anyone to afford them? Ask yourself
which way you will choose.

Box 11 :

Dr Krisana Kraisintu, former Director of the Government Pharmaceutical
Organization’s Research and Development Institute

The claim made by drug companies that they had to spend US$800 million on
research for each drug is not true. The pricing of drugs should be more realistic, not
inflated by the CEO’s remuneration and shareholders’ interests. Making a profit is all
right but should not be too excessive. The drug industry has always made double digit
profits. No other business has gained this much.
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The world has 8,000 million people, 7,000 million of which are poor. We have to help
them survive. Don’t think that the rich won't be affected when the poor die in droves.

Box 12

Dr Vichai Chokevivat, Chair of the Government Pharmaceutical Organization
Board

So to charge that the use of CL is mistreating business is wrong. In fact, business has
been mistreating the people since 1992, when they had to buy expensive medicines.
Take this for example of how expensive the drugs were. When | was Deputy Director-
General of the Department of Disease Control, medicine for treating opportunistic
infection called Fluconasole cost 200 baht per tablet.

However hard | tried to negotiate for a price reduction, | did not succeed. So | jokingly
suggested that a face-saving discount of quarter of one baht should be given so that |
could boast about my successful negotiations. The answer was no. A discount would
affect the list price of the medicine, which was not patented but was protected by the
monopoly rights granted to a new drug during the discussion of the Patent Act
amendments submissively made by the government at that time. Once the monopoly
right expired, the price went down from 200 baht to 12 baht. Now it is available at five
baht per tablet.

Box 13

Pharmacist Sorachai Jamniandamrongkarn, National Health Security Office
People often thought that the NHSO first got the idea of doing this. All 'm saying is
just that even though the NHSO has been involved, it was not the author of the idea.
This is not being irresponsible, but to give due credit to the Thai Network of People
Living with HIV/AIDS for its work, done in cooperation with the academics monitoring
the issue for several decades. The NHSO is just one of the facilitating mechanisms.
The success resulted neither because of being a military-backed government nor
because of the government's boastful attempt to show off its achievement. It was
successful during the “old ginger” administration because it had a minister named Dr
Mongkol, whose work team was aiready well-versed in the matter.

Box 14

Pharmacist Sorachai Jamniandamrongkarn, National Health Security Office
What was very annoying about handling this issue was the accusation of a lack of
transparency because we didn’t conduct prior negotiations with the firms. Personally,
| think negotiating with millionaires would lack greater transparency.

Many people engaged in the ddl CL campaign organized in 2000 would remember the
negotiations with the drug companies that led to the campaign’s collapse. A one-night
cruise taken by the negotiators on the Chao Phraya River put an end to the CL
initiative.

Practically, the officials of the Foreign Affairs and Commerce Ministries all agreed that
it was lawful, but as a matter of etiquette, they thought there had been a lack of
transparency. | think they were more informed by the drug firms. Or they might take
Brazil as a yardstick.

Brazil threatened to use CL many times before finally following Thailand’s lead.
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Box 15

Thanphuying (Dame) Preeya Kasemsan, Chairperson of the National Public
Health Committee

“... The National Public Health Committee deems this act (of compulsory licensing) as
beneficial to a lot of people and consistent with legal and international rules...”

Box 16

Prof Saneh Chamarik, Chairperson of the National Human Rights Commission
“The National Human Rights Commission would like to express its appreciation and
support for the government’s action, and particularly for Dr Mongkol Na Songkhla,
Minister of Public Health, and his team for their decision to act for the public good
although they had to face the consequent political and economic pressure put on them
by industrialized countries and multinational drug corporations that will lose their
economic benefits.”

Box 17

Bill Clinton, former US President and Chairperson of the Bill Clinton Foundation
| strongly support the position of the governments of Thailand and Brazil and their
decision after futile negotiations to break these patents.

I believe in intellectual property, but that does not need to prevent us from providing
essential life-saving drugs to the people, either in low-income or middle-income
countries, which need them.

No companies have ever died because of (the lack of) high premiums from (the sales
of) AIDS drugs in middle-income countries, but the patients could.

Box 18

James Love. Director of the US-based Knowledge Ecology International

When WTO member countries agreed to the Doha Declaration, the commerce
ministers of these countries were tremendously delighted to show that they had the
public’s health protection interests at heart. The difference between what happened in
2001 and what Thailand is doing now lies in the fact that Thailand is making the
declaration come true by focusing more on the patients to be treated than the credit of
the minister who signed the declaration.

Box 19

Benjamin Krohmal, Director of the US-based Consumer Project for Technology
‘In the US before 1950, there were over 40,000 cases of compulsory licensing.
Although the number of compulsory licences was lower after 1950, it still amounted to
more than 10,000. Compulsory licensing is not known in the US under such terms,
but there are three mechanisms whose effect is similar to compulsory licensing, where
the State sees a necessity contrary to the patent owners’ willingness.

“The three methods of Government Use of compulsory licensing are employed
through competition law and court orders. Many companies benefited from such
compuisory licenses. By the order of the Competiton Commission to prevent
commercial monopoly, Abbott was granted the right to produce a device to enlarge
blood vessels in the heart, whose patent was held by Johnson and Johnson. Abbott
has made a huge profit on this device. Latest reports had it that Abbot, on the
grounds of public good, has asked the court to allow it to continue breaking the patent
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on a device to detect the hepatitis C virus, owned by InnoGenetic, which would be
compensated.

“Therefore, the drug companies’ claim that there is no compulsory licensing in the US
is not only untrue but also a double standard.”

Box 20

Henry A. Waxman, US Congressman

Thailand is an important US ally that is trying to save the lives of its citizens. More
than 500,000 people in Thailand are living with HIV/AIDS. While Thailand’s HIV/AIDS
treatment initiative has been recognized as among the most successful in the worid,
the high price of medicine has created a significant obstacle to the expansion and
sustainability of the programme.

Dr Mongkol assured me that the government of Thailand is committed to the principle
of balancing the protection of innovation and access to medicines. Adhering to this
principle, the government of Thailand is particularly aware of the intellectual property
issues and affirms that it will only use compulsory licensing in accordance with WTO
rules.

Thus, the US should show sympathy and provide support to our long-time friend rather
than impose punitive action as the US Trade Representative’s recent announcement
that Thailand has been put on the agency’s “Priority Watch List.”

Box 21

Robert Weissman. Drug access advocate of US-based Essential Action

“The reason Ken Edelman of USA for Innovation had to strongly condemn Thailand is
because Abbott and MSD are the biggest clients of Edelman Public Relations, owned
by Ken.”

Box 22

Dr Sanguan Nitayarumphong, Secretary-General of the National Health Security
Office

“The CL issue has spread so extensively that the NHSO could not move fast enough
to keep up. So the system had to be re-organized. Instead of having someone
propose, review and approve the issue, we think we must work as a team: a legal
team, a campaign team and three sub-committees.

“First sub-committee, headed by Dr Vichai Chokevivat, responsible for the overall
picture;

“Second sub-committee, headed by Dr Siriwat Thiptaradol, dealing with price
negotiations, which we have been conducting for some time, but are still accused of
failing to do; and

“Third sub-committee, headed by the same old team of the NHSO to enhance the
initiative’s efficiency, responsible for identifying target medicines for CL.”

Box 23

Aroon Chirachawala, Money Column of Post Today, 3 May 2007

| had to admit that when it was first announced, | didn’t dare to voice my view because
I didn’t know enough to judge if it was fair or would be accepted by the global
community.

Now many developing countries in Asia, Africa and Latin America are saying they will
follow Thailand's lead in demanding that the rights of the patients suffering from AIDS
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and other serious diseases be treated with medicines and modern technology at a
lower price.

The reputation of Dr Mongkol began to spread far and wide as the movement's
champion. What he did has become an inspiration and an example for other countries
to follow.

This success of Dr Mongkol is not a fluke. Nor is it a stroke of luck. It resulted from
much deliberation at every step and a careful evaluation of the global community’s
response.

Box 24

Plew Si Ngern (Silver Flame), People of the Back Lane Column of Thai Post, 4
May 2007

The US administration, Congress and drug companies have “collaborated” with each
other to enact laws, grant patents and pass FDA rules. This is all a “conspiracy” to
promulgate vicious laws to extract one-sided benefits; obstruct and subjugate other
countries’ production of medicines; gain a long-lasting “monopoly” of 20-year patent
terms; and allow for continuous “expansion” of their own original patent term.

All was done without taking into account “fellow humans” or “humanity” at all.

Thus, Dr Mongkol's “dissenting voice” directed against the unfair actions of the US
drug companies has been praised by the Thais. And many countries expressed their
willingness to be parts of the “vanguard” of the movement.

These potential allies are vociferously whistling, applauding and cheering for Dr
Mongkol!

~ As a result, the US has to make haste to “prosecute Thailand” as a way of warning
other countries not to use CL in compliance with WTO rules, as Thailand has done, to
produce or buy “cheaper” drugs to help their own patients.
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Part 3: Chronology

March 2006: MSF begins a campaign to push Abbott to register the heat-stable
lopinavir/ritonavir (a new formulation of key second AIDS drug Kaletra) in developing
countries. The drug has been registered in the US since October 2005 but is not
available in developing countries. Abbott has been selling the old formulation of the
drug in African and Least Developed countries at US$500 since May 2002, but offers
no differential prices in middie-income countries like Thailand.

6 March 2006: In an open letter to the CEO of Abbott, Miles White, MSF and
prominent doctors, researchers and People Living with HIV/AIDS express concerns
about the lack of availability in developing countries of the new heat-stable formulation
of lopinavir/ritonavir. The letter urges Abbott to immediately file for registration of the
new formulation in all countries where the old formulation is registered or pending as
well as in other developing countries. MSF also asks Abbott to publish a price for the
new formulation for Least Developed countries and middle-income countries and to
communicate the list of countries eligible and the filing date for registration.

13 March 2006: Abbott responds to MSF but fails to provide a price and timeline for
registering the new formulation, stating that European approval was a prerequisite to
registration.

15 March 2006: MSF places an order for the drug for 400 MSF patients in 9 countries
including Thailand. The order aims to put nearly 800 patients on the new formulation
by the end of 2006.

March 2006: Abbott announces a price of US$ 500 pppy for heat stable formulation of
Kaletra in Africa and Least Developed Countries, but takes no step to make the drug
available in any of these countries except South Africa.

July 2006: After a cumbersome and time-consuming procedure, Abbott begins to ship
the new formulation to a limited number of MSF projects in Africa for US$500 pppy.
But the company still refuses to sell the drug to MSF’s programmes in Thailand where
it still charges at least US$2,800 pppy for the old version of lopinavir/ritonavir. MSF
urges Abbott to speed up its registration process, as the drug is still unavailable in
most developing countries.

August 2006: Abbott announces a price of US$ 2200 pppy for heat-stable Kaletra in
low and low- middle income countries such as Thailand

November 2006: Thailand issues a compulsory license for first-line AIDS drug
efavirenz patented by Merck. Merck sells efavirenz for a non-profit price of Bt 1,400
($38.84) per month in Thailand. The Government Pharmaceutical Organisation (GPO)
says it would import generic efavirenz, sold by Indian drug-maker Ranbaxy for Bt 800
per month, until the GPO made its own version in June 2007. Thailand places an
order for 66 000 bottles of efavirenz from Ranbaxy at Bt 650 per bottle.

6 February 2007: Merck proposes a new price for Efavirenz at US$ 72 cents per
tablet, (around Bt 780 per bottle) a price closer to what is offered by generic
competitors. The company also announces a global price reduction of Efavirenz to Bt
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700 per month for countries whose prevalence rate of HIV/AIDS is 1% or higher.

January 2007: The first batch of 16,000 bottles arrives in Thailand. The MOPH says
this price cut will allow to provide Efavirenz to an additional 20 000 AIDS patients.

10 January 2007: 22 US Congressmen wrote a letter to US Trade Representative
Susan Schwab, to urge the US to respect Thailand’s decision to issue a compulsory
license for Efavirenz. .

17 January 2007: Mrs Susan Schwab confirms the legal and social ground of the CL:
"We have not suggested that Thailand has failed to comply with particular national or
intemational rules. We have taken care to respect fully the Thai government's ability
to issue CL (...) in accordance with his obligations as a member of WTO".

24 - 25 January 2007: Thailand issues two compulsory licenses, one for the key
secondline AIDS drug Lopinavir/ritonavir (Kaletra) patented by Abbott, as well as one
for the heart medication clopidogrel bisulfate (Plavix) patented by Sanofi Aventis.

7 February 2007: WHO's executive Director, Dr Margaret Chan sends a letter to the
Public Health Minister of Thailand expressing WHO's unequivocally support for the
use by developing countries of the flexibilities within the TRIPS Agreement to ensure
access to affordable high quality drugs.

13 March: Abbott responds to Thailand’s compulsory licensing by withdrawing
registration applications for seven new drugs including the heat stable version of
Kaletra, Kaletra/Aluvia, in the country.

14 March 2007: MSF denounces Abbott's action and writes a response to the World
Street Journal after the newspaper publishes a series of editorials calling Thailand's
compulsory licensing a “seizure of foreign drug patents” and accusing the government
of trying to save money on medicines to increase the military budget.

20 March 2007: AIDS activists in Thailand and dozens of countries around the world
call for a boycott of Abbott's products, and demonstrate, send letters and speak out to
condemns the company’s actions. MSF expresses its support to the activists but
doesn't call for a boycott. Instead MSF urges WHO, UNAIDS, and all relevant policy
makers and governments to vocally support countries wishing to use the flexibilities
within the WTO’s TRIPS Agreement to provide access to essential medicines.

26 March 2007: Abbott offers Kaletra to the MOPH for US$1700 pppy (Bt 5,938 ppPpY)
excluding VAT.

27 March 2007: French minister for Foreign Affairs, Philippe Douste- Blazy gives
public support for Thailand’s compulsory licenses. He is the only representative from
the EU to take an official position. Stony silence from the other countries.

10 April 2007: After discussions with the WHO DG Chan, Abbott says it will more
than halve the price of Kaletra/Aluvia in low and low and middle-income countries,
bringing the cost of treatment to US$ 1000 pppy (Bt 34 500) from the original rate of
US$ 2200 pppy. The company says it would register the drug in 150 countries but not
in Thailand where it will continue to sell the old formulation.
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23 April 2003: Abbott announces it will offer the new heat-stable version at the new
US$ 1000 price to Thailand only if the country withdraws the compuisory license. The
Thai MOPH strongly refuses.

26 April 2007: Gilobal Action Day. One day before Abbott's annual shareholder
meeting in Chicago, AIDS activists and PLHA groups rally in front of Abbott’s office in
Bangkok and in other countries over Abbott's decision to withdraw new medicines
from Thailand. Several protests, press conferences are also organised around the
world.

26 April 2007: USA for Innovation, a lobby group working for the US pharmaceutical
industry and pretending to be a NGO publishes a full page add entitled “Slouching
towards Burma — Thailand’s radical new regime” in the World Street Journal.

27 April 2007: Activists protest at the Abbott's Annual General Meeting for
shareholders, held in Abbott Park, lllinois.

30 April 2007: The US Trade Representative (USTR) includes Thailand on a Priority
Watch List that singles out countries with poor record of intellectual property
protection and exposes them to potential trade sanctions. Thailand’s compulsory
licensing is one of the reasons invoked for the downgrade, among copyright violations
on books and DVDs. The report says Thailand's generic drug efforts are “further
indications of a weakening of respect for patents”.

3 May 2007: AIDS activists protest outside the US embassy against the US Trade
Representative's decision to put Thailand on the Priority Watch List.

4 May 2007: Brazil issues a compulsory licence for governmental use to allow the
import of a generic version of Efavirenz, after the drug's patent holder Merck & Co
failed to match the 60-per-cent price reduction requested.

8 May 2007: Health Minister Mongkol Na Songkhla’ visit to Washington. Thailand
joins the Clinton Foundation’s pool procurement. The Foundation announces it has
negotiated with Indian generic producer Matrix for bulk purchases of Kaletra/Aluvia at
US$ 695. The new agreements with generic drug manufacturers Cipla and Matrix not
only significantly lower the price of AIDS treatment for second-line ARV drugs but also
for a new, once-a-day pill that is currently cost prohibitive in the developing world.
Lower prices for 16 formulations of ARVs will be available to 66 developing countries
in Africa, Asia, Latin America and the Caribbean through the Clinton Foundation's
Procurement Consortium.

9 May 2007: According to the media (Prachachart), the US proposed an “action plan”
to remove Thailand from its priority watch list. The demands are similar to those made
by the US during talks with the Thai government about a FTA. They include an
extension of drug patents from the normal 20 years, an expansion of drug patents to
cover the diagnosis process and surgery; and restrictions on the right to issue
compuisory licences.

11 May 2007: The Thai ministry of Commerce rejects US “action plan”
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9- 13 May 2007: USA for Innovation begins a series of attacks against Thailand’s
compulsory licensing. They launch www.thailies.com to “draw attention to the deceit
in Thailand's decision to steal American and European innovation" and claim in the
national press that GPOvir, the 1stline Aids produced in Thailand, has world-record
levels of resistance.

13 May 2007: MSF and other NGOs publish (for free) a counter add in the Bangkok
Post and the Nation.

14 May 2007: Abbott offers the MOPH to sell Aluvia for about US$1,000 pppy (Bt
34,000) provided that Thailand doesn’t seek compulsory licensing for Aluvia and the
price of Aluvia can’t be reduced any further in the future.

15 May 2007: Health Minister Mongkol Na Songkhla says that Thailand will not issue
compulsory licenses to produce reduced-cost versions of patented drugs if
pharmaceutical companies offer prices lower than those charged by generic drug
makers

— GPO manufacturer of GPO-vir threatens to file a libel charge against USA for

Innovation, on the ground that the firm’s adds published were damaging to GPO and its
product.

21 — 22 May 2007: Thai Minister of Health Dr Mongkol visits Washington on May 21-
22 to meet congressmen and explain the government's decision to issue compulsory
licenses.

23ra May 2007: Abbott files a lawsuit against French HIV activist group Act Up Paris
after the group launched a cyber protest that briefly shut down Abbott Laboratories'
Web site on April 27, 2007. Abbott is suing the group to the tune of $100,000.

June 2007: Health Minister Mongkol Na Songkhla says he would buy Efavirenz from
Merck if the pharmaceutical company accepted to sell its drugs at a price not higher
than 5% above its generic competitors. But he stressed he would continue to buy part
of the drugs from generic companies as Merck would “blackmail” Thailand if the
country relied entirely on the originator company.

28 June 2007* —~GPO submits an application for the registration of the generic heat-
stable formulation of Kaletra produced by Indian generic manufacturer Matrix. The
Thai FDA promises to fast track the application which could pave the way for a
compulsory license on Aluvia.

1st July 2007: The US ends Generalized System of preference (GSP) eligibility for
three Thai exports: gold jewellery, flat panel televisions and polyethylene terepthelate.
The US stresses the move is not linked to the controversy over compulsory licenses
of patented pharmaceutical products in Thailand.

10 July 2007: EU Trade Commissioner Peter Mandelson sends a letter to the Thai
MOPH, MOC, MFA protesting against a broad use of compulsory licenses in Thailand,
“which would be detrimental to the patent system and to innovation and development
of new medicines”, and stressing that “neither the TRIPS Agreement not the Doha
Declaration appears to justify compulsory licensing whenever medicines exceed
certain prices.” The letter urges the Thai government to engage in direct consultations
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with the concerned drug companies.

20 July 2007: US Ambassador in Thailand, Ralph Boyce writes to the Thai prime
minister warning that the decision to use WTO's flexibilities “should not be made
lightly and only as a last resort”

22 July 2007: Abbott drops case against Act Up

9 August 2007: Leak to the Financial Times who writes an article about Mandelson’s
letter.

8 August 2007: Response from the Thai MOC to Mandelson’s letter stressing that
Thailand’s decision to issue compulsory licenses is fully compliant with the WTO
TRIPS Agreement and asking the EU’s to recognise the right of WTO’s members to
grant compulsory licenses as stated in the Doha Declaration.

20 August 2007: Point by point response from the Thai MOH to Mandelson’s letter.

25 August 2007: Tilleke & Gibbins, attorneys for Sanofi-Aventis in Thailand, send a
letter to Bioscience Co. Ltd., which represents the Indian pharmaceutical company
Emcure in Thailand, threatening civil and/or criminal action in a Thai court against
Bioscience who have submitted a quotation for the supply of generic clopidogrel
(Plavix) to GPO. Bioscience are given 10 days in which to reply to the letter.

27 August 2007: MSF and Oxfam organise a press conference and express concern
about Mandelson’s effort to discourage further use of compulsory licensing for
patented drugs. They urge the EC to fully support countries in their effort to ensure
access to medicines.

End of August - September 2007: Sanofi- Aventis begins sending a series of threats
to Cadila Healthcare Ltd to prevent the generic manufacturer to fulfii the compuisory
license for clopidogrel (Plavix).

End of August 2007 — The ministry of health decides to import a generic version of
clopidogrel (Plavix) from Emcure pharmaceuticals -offering the drug at 1.01 baht a
tablet against market price of 70 baht a tablet.

- Emcure asks the Public Health Ministry to confirm that buying clopidogrel is not a

violation of patent law as claimed by Sanofi-Aventis.

- Emcure fails to register the drug and the ministry of health decide to go with

another Indian company Cadila healthcare Ltd.

27 December 2007: General elections in Thailand. The People Power Party led by
Samak Sundaravej wins a majority of seats.

Early January 2008: Cadila Healthcare Ltd registers its generic version in Thailand to
be able to export the generic clopidogrel.

4 Jansuary 2008 — Minister of health Dr Mongkol approves 4 new CLs on four cancer
drugs”:

? “The 10 burning questions on the Government Use of Patent on the 4 anti- cancer drugs in Thailand”
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1) Docetexel (trade name Taxotere — produced by Sanofi Aventis) uses for lung and
breast cancer — (patented price of an 800 mg injection is 25 000 Baht — generic
equivalent costs 4 000 Baht)

2) Letrozole (trade name Femara patented by Novartis) for breast cancer —
(patented price for one tablet of 2.5 mg is 230 Baht — genetic equivalent costs 6-7
Baht)

3) Erlotinib (trade name Tarceva patented by (Roche) fur lung cancer (patented price
for one table of 150 mg is 2 750 Baht — generic equivalent costs 735 Baht)

4) Imatinib (trade name Glivec) for Chronic Myeloid Leukemia and Gastrointestinal
Stromal Tumor (patented price for a 100 mg tablet 917 Baht — generic equivalent
costs 50-70 Baht)

23 January 2008: Novartis agrees to provide imatinub for free to all patients under the
universal health scheme who can't afford it if the patient is not override. A daily dose
tablet normally costs 3600 Baht or 1.3 million Baht ($40 000) for a year treatment.

But after months of negotiations, no agreement is reached for breast cancer drug
letrozole, breast and lung drug docetexel and lung cancer drug erlotinib because of
complex conditions imposed by the drugs companies.

24 January 2008 —Minister of health Mongkol Na Songkla announces the CL for
leukaemia drug imatinib will not be implemented, until Novartis’ free programme ends.

31 January - 6 Feb 2008: WHO mission in Thailand: A group of technical experts
from WHO, as well as WTO, UNDP, UNCTAD meet with relevant partners in Thailand
to provide technical assistance and analyse processes of implementing government
use of patent. The group issued a report advising Thailand to apply TRIPS flexibilities
both before and after granting the patent.

Early February 2008: GPO placed an order of 2 million tablets to Cadila for its
generic version of Clopidogrel (Plavix)

February 11 — 16 2008 The new government takes office, Chaiya Sasomsab
becomes Public Health Minister. The new government announces a review of its
predecessor's policy on CLs for cancer drugs. Chaiya says proper procedures should
have required approval from ministry of Commerce and Foreign Affairs.

The Cabinet decision on CLs is delayed and planned for end of March.

19 February 2008: Oxfam organises a press conference to about the potential impact
on Thailand and other developing countries if the new Thai government reverses its
predecessor’s policy to implement CLs.
_ Nine international law experts send a letter to Prime Minister and Minister of
Public Health to support the use of CLs

February 26 2008: FDA chief Dr Siriwar Thiptharadol who supported the
implementation of CLs for AIDS and Cancer drugs during the previous government is
transferred to an inactive post in the Health Ministry. Siriwat announces he’s
considering appealing the decision to the Administrative court.

February 29 2008: Chairman of GPO board committee, Dr.Vichai Chokewiwat, a key
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health official behind the compulsory licensing says he will not resign despite pressure
to do so from Chaiya Sasomsab.

« March 3 2008* : GPO Director Vithit Attavejchakul says Cadila has informed the GPO
that the export of the first lot of 2 million tablets to Thailand wouid be delayed from
March to April due to production and legal processes.

« March 6 2008: An alliance of patients and health activists start gathering 20,000
signatures to petition the senate to remove public health minister Chaiya Sasomsab. _

* March 11 2008: New health minister announced that he would push ahead with
compulsory licensing for cancer drugs after a study by the National Health Security
Office, Cancer Institute and health experts found the government would save about
three billion baht in five years by continuing with the cancer drug licences. Chaiya
adds that the Commerce Ministry will now have to negotiate with drug firms on pricing.

* March 12 2008: The alliance of patients and health activists announce they will
continue gathering 20,000 signatures to petition the senate to remove public health
minister Chaiya Sasomsab

Latest data available — Report on Access to 3 cancer drugs from NHSO
— 14 February 2008

Efavirenz 600mg
_ 1storder: 66 000 bottles — already run out
_ 2ndorder: 100 000 — since oct 2007 under the VMI system

Lopinavir 133.33 mg Ritonavir 33.3 mg

_ still 571 bottle of Kaletra — “old kaletra” in stock

_ 28 January 2008 ~ currently 957 case on Kaletra (588 adults and 369 children)
_ Since Feb 12 2008 — 4000 bottles were received from India

Clopidogrel 75 mg

_ GPO has registered the generic Cadila and placed an order of 2 million tablets
not yet

arrived.

* Nation, “ Drug licensing revision should be ready by April”
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Preface

The recent decisions of the Thai Ministry of Public Health to announce the
Government Use of Patents on three patented drugs, i.e., Efavirenz (Stocrin) of Merck
Sharp and Dohme), Lopinavir+Ritonavir (Kaletra) of Abbott Laboratory) and
Clopidogrel (Plavix) of Sanofi-Aventis), based on proposals from the National Health
Security Office, have raised several questions among the public and also the
concerned partners as well as the pharmaceutical industries, both in the country and
internationally. Some questions and concerns are due to lack of information; Others
are intentional with the aim to create misunderstanding and objections to the
announcements. Thus there is a need to clarify all the questions with the right
information and evidences. The Ministry of Public Health staff had compiled all the
questions and summarized into 10 burning issues that need to be addressed.
Relevant answers and evidences have been collected to address each issue.

The Thai Ministry of Public Health views these decisions on the Government Use of
Patents as a form of social movement that aims at improving access to essential
medicines and the health of the people. The public health interest is thus the main and
final goal of this social movement. We believe that for the sustainability and success of
any big social movement, there need to be a good combination of three factors, i.e.,
knowiedge and evidence, social support, and political commitment. This forms the so-
called triangle that moves the mountain. It is the educated and motivated society that
will push for and support the political commitment to bring real and sustainable
success to any social reform movement.

Thus this white paper on the Facts and Evidences on the 10 Burning Issues Related
to the Government Use of Patents on Three Patented Essential Drugs in Thailand
does not only aim at answering all the questions raised, but more importantly as a tool
to inform and educate the Thai and Global Society as a whole, on the issue of
pharmaceutical patent and the public health, This is to ensure the success of the
future movements to improve the intellectual property systems so that it is more
conducive to social development.

The Thai Ministry of Public Health firmly believes in a moderate and public interest
oriented approach to implement the intellectual property right. We are convinced and
committed to the view that “Public Health interest and the life of the people must come
before commercial interest”.

We do need innovative ways to provide incentives for drug research and development
to improve access to essential drugs for all. We believe in what Albert Einstein once
said: “we shall require a substantially new manner of thinking if mankind is to
survive.”

This white paper was prepared with time constraint, so there may be some
unintentional mistakes and we would expect the readers to understand the limitation
and also read it with their own wise and fair judgment.

(Dr. Mongkol Na Songkhla)

Minister of Public Health,

Chairman of the National Health Security Board,
Thailand
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Issue No. 1: What is the rationale behind the Government Use of Patents on the
three drugs? Is this movement in compliance with the national and international
legal framework?

The rationale mainly lies in the mandate to achieve universal access to essential
medicine for all Thais, under the National Health Security Act 2002. Since 2001, every
Thai citizen is covered under one of the three main national public health insurance
schemes (Figure 1), i.e.:

2.1 The Civil Servant Medical Benefit Scheme (CSMBS) covers around 5 million
civil servants, public employees and their dependants. The scheme is paid totally from
the general tax revenue based on a fee-for-services retrospective reimbursement
system. Public facilities are the main providers under this scheme.

2.2 The Social Security Scheme (SSS), a tripartite system contributed by
employers, employees and the government on an equal share basis. It covers around
8.5 million private employees and temporary public employees. Public and private
facilities have approximately equal
share of the beneficiaries. This scheme pays the providers by the contract capitation
system.

2.3 Universal Coverage Scheme (the gold card scheme) Since October 2001
universal coverage of the health insurance system was implemented by combining the
previous social welfare health services and the voluntary health card scheme, and
further expanded coverage to 18 million more people. This scheme covers around
48.5 million people, or 78 per cent of the population. It is financed solely from the
general tax revenue. Public hospitals are the main providers; they cover more than 95
percent of the beneficiaries. About 80 private hospitals joined the system
and register around 4 percent of the beneficiaries. It also pays the providers by the
contract capitation system.

Some of the better off Thais, around 2 per cent buy private health insurance, and
many of those better off who are covered by one of the above-mentioned three public
health insurance schemes go to private facilities for their health services and pay out
of pocket, in spite of their right to access to free care paid by the government. Around
20 percent of Thais pay out of their own pocket when receiving out patient services at
private facilities.

All of the 62 million Thais who are covered by one of the three above-mentioned
national public health insurance schemes are entitied to full access of all
medicines in the essential drugs list, including almost 900 items of drugs, many
of them patented.

The Thai government is also committed to the policy of universal access to
antiretroviral drugs (ARVs) for AIDS patients, since October 2003.

The government responded to these national commitments through several
means. One was to raise the public health budget. The public health budget has been
increasing from around 4 percent of the overall national budget in the 1980s to 7 per
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cent in the 1990s and now to more than 10 per cent. The budget for access to ARVs
also increased from around $US 10 million in 2001 to more than $US 100 million in
2007; increasing of more than 10 folds in 6 years. This level of spending from national
public resources on access to ARVs is highest among the lower middle income
developing countries. Thailand has employed the policy towards long-term
sustainability of the universal access to ARVs since 2003. The budget supported by
the Global Fund is used mainly for purchasing equipment and training of personnel.
Less than 20 per cent of the total expenses on ARVs come from the Global Fund.
With this quite high spending, the public health insurance schemes still can not afford
to pay for the universal access to patented drugs in the essential drug list, including
essential ARVs. It is the joint responsibility of the Ministry of Public Health and the
National Health Security Office to ensure the right of universal access to essential
drugs. So far the two organizations have not been able to fully achieve that goal due
to high drug prices and a limited budget. Thus Government Use of Patent to get lower
price generics for patients who are covered by the government is one important
means to better achieve that goal.

According to the TRIPS agreement article 31 (b), and the Doha Ministerial
Declaration on TRIPS and Public Health in 2001, which are clearly reflected in the
Thai Patent Act B.E. 2522 as amended by the Thai Patent Act (No. 3) B.E. 2542
(Document No. 1, 2 and 3), there may be three broad mechanisms of using the patent
rights by others than the patent holder.

1. Non public use of patent right : Under this category, those who would like to
use the patent rights of some products, for example drugs, for commercial purposes,
must first negotiate with the patent holders to seek for their permission. The
negotiation will include the terms of patent use as well as the royalty paid to the patent
holder. If the negotiation is successful, it will then become a Voluntary Licensing of
patent. But if it fails, then the Director General of the Department of intellectual
Property, Ministry of Commerce can be requested to rule on whether to allow the use
of patent and also to fix the terms of patent use as well as the royalty fees. This then
becomes Compulsory Licensing. (Thai Patent Act section 46 to 50).

As this is for commercial use, prior negotiation with the patent holder is
needed.

2. Public use of patent rights: There are two categories on the public use of
patents.

2.1 In order to carry out any service for public consumption or which is of vital
importance to the defense of the country or for the preservation or realization of
natural resources or the environment or to prevent or relieve a severe shortage of
food, drugs or other consumption items or for any other public service, any
ministry, bureau and department of government may, by themselves or through
others, exercise any right under Section 36 by paying a royalty to the patentee
without the requirement for prior negotiation on the permission, the royalty fees
or the term of patent use (Thai Patent Act section 51).
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2.2 During a state of war or emergency, the Prime Minister, with the approval of
the Cabinet, shall have the power to issue an order to exercise any right under any
patent necessary for the defense and security of the country by paying a fair
remuneration to the patentee (Thai Patent Act section 52).

The announcements of the Government Use of Patents on the three drugs in the
National Essential Drug List, namely Efavirenz, Lopinavir+Ritonavir, and Clopidogrel,
by the Director General of the Department of Disease Control and the Permanent
Secretary of Public Health, are thus in full compliance with the Thai national and the
international legal framework (mechanism 2.1 above).A more detailed explanation on
the legal compliance with the Thai Law on Government Use Licenses has been
clarified by Sean Flynn from the American University, Washington College of Law
(Document No. 4). The details of the three announcements and the letters to the three
patent holders as evidences of complying with the existing legal framework are shown
in Document No.5-10.

This compliance with all legal frameworks has also been confirmed by the 22 US
Congressmen in their letter to the Honorable Susan C. Schwarb (Document No. 11),
the United States Trade Representative. It is also confirmed in her letter responding to
the 22 US Congressmen (Document No. 12), stating that “we have not suggested that
Thailand has failed to comply with particular national or international law.” She also
stated that “we have not sought to insert the US government into any such discussion”
(between the Thai authorites and the pharmaceutical industries). The Director
General of the World Health Organization, Dr. Margaret Chan, also confirmed in her
letter to the Thai Public Health Minister, that the announcement of the three
Government Use of Patents,
are fully in line with the TRIPS agreement and there is no need for prior negotiation
with the drug companies (Document No. 13).

Under such legal frameworks, the announcement of Government Use of Patent is
not limited to only emergency or extreme urgency situations and is also not limit to
only drugs or ARVs. Further more, Thailand is not the first country to apply
compulsory licensing or the Government Use of patent, developed countries including
the USA, European countries, and other developing countries have previously
attempted and implemented compulsory licensing and Government Use of Patents.
Some recent examples of the use on drug patents and other patents are detailed in
Document No. 14 and No. 15.

In conclusion, the announcement of the Thai authorities on the Government Use of
Patents on three patented essential drugs is fully complied with the national and
international legal framework. It allows the government to better achieve its
commitment to universal access to medicine in the essential drug list and also is clear
evidence of the government's commitment to put the right to life above the trade
interest.

Issue No. 2: Why did the Thai authority decide not to have prior negotiation in a
constructive manner with the drug companies and avoid unnecessary conflict
as well as achieve lower drug prices and more access to essential drugs? Can
we consider the Government Use of Patent as a kind of uninformed
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expropriation of private property by the state, as mentioned by one of the senior
managers in the drug industry?

As mentioned in the response to issue No.1 that under all national and
international legal frameworks, there is no need for prior negotiation with the patent
holders before announcing and implementing the Government Use of Patent under
category 2.1 above.

Nevertheless, even without the need for prior negotiation and discussion, the
Ministry of Public Health had tried through several means and mechanisms between
2004 and 2006, to discuss and negotiate with the patent holders. In April 2005, a
Working Group to negotiate for price reduction on patented drugs was established
(Document No. 16). This working group is chaired by the Secretary General of the
Thai Food and Drug Administration (FDA) with the representatives from the relevant
departments in the Ministry of Public Health and the Ministry of Commerce. The
working group received little cooperation from the patent holders to provide adequate
information for the negotiation. After one year, a short report of the working group
concluded the failure of their work to reduce the price of the patented drugs
(Document No. 17). Furthermore, during 2004 to 2005, the Department of Disease
Control, the biggest purchaser of ARVs in Thailand had several meetings with the
~ patent holders as well as some official communications to request for the reduction of
patented ARVs. They also reported the failure to achieve any significant price
reduction. Some companies responded officially as to why prices could not be
reduced (Document No. 18). Not until the rapid appreciation of the local Thai currency
since early 2006 did a few patent holders decide to reduce the price of their products
in Thai currency. The maximum price reduction was less than 20 per cent, not much
higher than the level of currency appreciation.

Failure to negotiate for price reduction of monopolized drugs is not new in
Thailand. In 1997, when the anti-fungal for opportunistic infection in AIDS patients,
Filuconazole, was still monopolized, the Department of Disease Control tried hard to
negotiate to reduce the price from more than 250 Baht per tablet, but were
unsuccessful. However, after the monopolistic condition ended and with the
emergence of several generic versions of Fluconazole, the price is now reduced by
approximately 50 times. This is an experience that has been recognized globally and it
has been concluded that “Prior negotiation with the patent holders is not an
effective measure and only delays the improvement of access to essential
medicines. It is only after the threat or the decision to use and implement
Compulsory Licensing or Government Use of Patent that the negotiation will be
more successful and effective”.

Those who advocate for prior negotiation should realize these facts. The attempt
to push for prior negotiation only delays improvement in access to patented essential
medicines and puts more lives in less healthy or even dangerous situations.

It should also be noted here that the drugs derived from the Government Use of
Patent in Thailand will be distributed only to those patients who are covered by the
government. Those who are well off and can afford to pay out of their own pocket
including around 2 million foreign patients still have to pay the high price of patented
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products. These well off people and the foreign patients are actually the only current
market of the patented products. The patented products have little or no access at all,
by the majority of Thais whose medicine cost are paid by the government.

So they are not the effective market of the patented products. The Government
Use of Patents has opened this new market, among those who cannot afford them, for
these drugs (Figure 1). However, due to limited budget and the mandate to achieve
universal access, the government cannot afford to pay the price of the patented
products. Opening of this new market for competition among all generics as well as
with the patented products will allow the government to provide good quality essential
drugs at an affordable price to all Thais, to fulfill the legal and political commitment to
universal access to essential medicine. With the Government Use of Patents, the
patent holder still has the right to produce, import and sell their products. They still
preserve the right to grant voluntary licensing to anybody. So their patent rights are
still fully preserved. Thus this cannot be considered as the expropriation of private
asset. Furthermore, the Government Use of patent as determined in section 51 and 52
of the Thai Patent Act are in the same act as section 36 which provides them the
monopolistic right to produce, import, sell and distribute the patented products. Thus
the patent holders are all well aware of these flexibilities in the Thai law since the time
that they apply for the patent.

Figure 1 Diagram to demonstrate that the Government Use of Patent does not
affect much on the existing market size of patented products
(See Chinese Version)

Issue No. 3: Why has the Ministry of Public Health turned down request from
drug companies to discuss and negotiate, even after issuing the Government
Use of patent? Is there any better way than compulsory licensing to improve
access to medicines?

The policy of the Ministry of Public Health and also the government is to build
constructive, transparent and fair relationships with all private firms. Thus constructive
discussion is always the main strategy of the ministry. The door for open constructive
discussion was available before and after the announcement of the Government Use
of Patent. The Ministry of Public Health has never turned down a request from any
drug company to hold constructive discussion based on friendship terms. Even after
the implementation of the Government Use of patent by importing patented drugs, the
door for further discussion and negotiation is always open.

. However, we cannot wait for the results of the discussion and negotiation as we
do not want to delay the increase in access to these drugs for our people. Thus we
started the process of production and importation of these drugs in parallel to the
discussion and negotiation. For example, the GPO signed the contract with the Indian
drug firm, Ranbaxy, to import 66,000 bottles of Efavirenz on January 5th 2007, 5
weeks after the announcement of the Government Use of Patents. The first batch of
the drugs arrived in Thailand since the end of January 2007. This generic Efavirenz
has reduced the price by more than half, from around 1,400 Baht per bottle to 650
Baht per bottle. This will allow the ministry to provide Efavirenz to an additional 20,000
AIDS patients with the same cost. We are also in the process of actively importing two
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other patented drugs under Government Use, while negotiation and discussion are in
process.

Since November 29th 2006, at least two official discussions with Merck Sharp and
Dohme and Abbott Laboratories Limited have been carried out in addition to a few
more informal discussions. Some informal discussions have also been held with
Sanofi-Aventis (Thailand) Ltd.

The discussions are all very friendly and constructive with both sides
understanding the concerns of each other. The drug companies understand the
mandate of the Ministry and the National Health Security Office to achieve universal
access to essential drugs and also understand that their current market for patented
drugs will not be disturbed. They are ready to come up with better and more generous
proposals to help the government to achieve the goal of universal access. The
Ministry and the National Health Security Office understand the concerns of the drug
companies in protecting their intellectual properties rights and profits to compensate
for the huge expense on the drug research and development and are ready to
consider any generous proposal from the companies. All agreed that this kind of
constructive discussion should carry on. The Minister of Public Health signed a
ministerial order to establish a new Committee for negotiation of patented drug prices,
on February 16th 2007 (Document No. 19). This committee replaces the previous
working group with wider participations. This committee will be responsible for all
forms of negotiation, before and after announcing and implementing the Government
Use of patents.

On February 6th 2007, Merck Sharp and Dohme has kindly proposed a very
favourable new price for Efavirenz at 72 cents per tablet of 600 mg, with six conditions
(Document No. 20). This is around 780 Baht per bottle, a price much closer to that of
generics, which is 650 Baht per bottle.We are seriously considering this proposal.
However, as the 66,000 bottles of Efavirenz from India will last for the next three to
four months, we will have some time to compare the prices and conditions of the
patented products with the generics before making the final decision.

The company also announced a global price reduction of Efavirenz (Document
No. 21). This is a very welcome movement from the company. This proves that the
Government Use of Patents in Thailand does not benefit only the Thai people, but also
people around the world.

It should be reiterated that the report of the WHO commission on Public Health,
Intellectual Properties and Innovation clearly concluded that the access to essential
health technologies depend on [J3Ds(J, i.e., discovery, development and delivery.
There is a need to invest on research to discover the etiologies and mechanisms of
diseases and some potential technologies to deal with them. Then further investment
on developing these potential technologies into effective, safe and good quality
essential technologies is needed. Finally adequate financing to produce, purchase and
distribute the technologies through adequate and effective health care delivery system
is the last essential component. The conventional intellectual property based
incentives for investment in the research and development of technologies has proved
to be inadequate in response to the need of the people to get access to affordable
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essential technologies. It creates big financial barrier to the access. The compulsory
licensing is just one mechanism to alleviate this problem and reduce the financial
barrier only in some instance. It is not effective for every drug or technology. (See
Issue No.4)

The world do need more innovative ways of providing incentives for research and
development of essential health technologies as well as production of lower price
technologies, apart from the intellectual properties based one. Several innovative
incentives have been proposed, for example the R&D ftreaty, the advance
procurement mechanism, and the special tax to support drug research and
development.

“We shall require a substantially new manner of thinking if mankind is to
survive”
Albert Einstein

Issue No. 4: What are the mechanisms and criteria used to determine which
drugs to issue Government Use of Patent and also the royalty fees? Will there
be additional Government Use for more drugs in the near future? Would these
movements eventually lead to the failure of the intellectual property systems?

The Subcommittee to implement the Government Use of patent on drugs and
medical supplies established by the National Health Security Board on 17 April 2006 is
a mechanism to consider which drugs to issue Government Use of patent (Document
No. 22). This subcommittee is chaired by the Secretary General of the National Health
Security Office, and involves all concerned departments in the Ministry of Public
Health and Ministry of Commerce as well as consumer groups, communities of people
living with diseases and medical specialists. The criteria to determine which drugs to
issue a Government Use of patent includes drugs and medical supplies that are:

- listed in the National Essential Drug List, or

- necessary to solve important public health problems, or

- hecessary in emergency or extreme urgency, or

- necessary for the prevention and control of outbreaks/epidemic/pandemics, or
- necessary for life saving

The price of these drugs and medical supplies must be too high to be affordable
by the government to supply to the beneficiaries of the national health insurance
schemes to achieve the universal access policy.

The level of royalty fees payable to the patent holders have been set at between
0.5 to 2 per cent of the sale value. This is the common range used in most developing
countries in the case of public non-commercial use. For those drugs with high retail
value, the royalty will be set at the lowest level of 0.5 per cent. For those with low retail
value, the royalty will be set at the top level of 2 per cent. For the three drugs that
Government Use has been announced, they are all in high demand and the expected
retail value is high. So the royalty fees have been set at 0.5 per cent. However, these
royalty fees can be negotiated if drug companies are not satisfied with the proposal
from the Ministry of Public Health. If the negotiation fails, then the Director General of
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the Department of Intellectual Properties will determine the fees according to several
criteria as established in section 51 of the Thai Patent Act (Document No. 3).

The decision on whether to implement the Government Use on other patented
essential drugs depends on the work of the Subcommittee and the evidences that they
produce according to the above-mentioned criteria. The proposal from the
Subcommittee of the National Health Security Board will be submitted to the Ministry
of Public Health for consideration to announce the Government Use, on a case by
case basis. This is because the National Health Security Office is not a ministry, or a
bureau or a department of the government; it is an independent public agency
established under the National Health Security Act. The Ministry of Public Health will
consider announcing the Government Use of patent only in the case of real necessity
to achieve the universal access to essential medicines. The proposals from the
Subcommittee have to be supplemented by clear evidence to support the decision by
the Ministry. So if there is a real need and enough evidences proposed by the
Subcommittee in the future, the Ministry will consider implementing the Government
Use of patent on a case by case basis.

From the Thai experience, compulsory licensing or Government Use may be
applied successfully in only less than 15 percent of all patented drugs. The Thai
figures showed that majority of the non-patented drugs remains monopolized due
mainly to the complexities of production. In addition, around majority of the patented
drugs do not justify applying Government Use. Some of them do not meet the criteria,
for examples drugs for Erectile Dysfunction Syndrome, drugs for baldness, and drugs
for acne. In addition, most of the new patented drugs are just “me-too” products and
do not have any significant benefit over those existing low price non-patented drugs.
Besides, with Government Use, the patent holders still retain their rights and previous
monopolized market (as described in Issue No.2). So, there is no need to worry that
the Government Use and Compulsory Licensing will lead to the failure of the
intellectual property systems.

Issue No. 5. The Government Use of Patents will save the government some
funds but what are the benefits to the people?

The main objective of announcing and implementing the Government Use of
patent is to increase the access to essential medicines among the Thai people. The
government does not save any budget and in some cases has to spend more. For
those ARVs which have limited coverage, like Efavirenz and Lopinavir+Ritonavir,
many more people will have access to the drugs with the same budget level. In the
case of Clopidogrel, the patients under the National Public Health Insurance Plan had
no or very little access before, and the government had to pay an additional amount to
allow access to the lower priced generic version of Clopidogrel. It should be reiterated
that drugs derived from the implementation of the three Government Use of patent will
be distributed only to those patients under any of the three public health insurance
plans paid by the government. The drugs can not be sold to the private sector or to
those who are willing to pay out of pocket for their drugs.

The benefits to the Thai people from the Government Use of patent on each drug
are:
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1. The case of Efavirenz patented by Merck Sharp and Dohme (Thailand) Limited

Efavirenz is an effective first line ARVs. It is less toxic than Nevirapine which is
used in the locally produced Nevirapine based triple ARV formula, GPO-VIR
Around 20 per cent of patients using GPO-VIR will develop adverse drug reactions,
from mild to severe, which can be life threatening. Patients in developed countries use
Efavirenz based triple ARVs as their first line treatment, including developing countries
that purchase drugs through external aid budgets. In Thailand, due to the high price of
Efavirenz, all new cases of AIDS patients will have to be put on the more toxic
Nevirapine based triple ARVs as their first line treatment. Around 20 per cent of them
develop adverse reactions to the GPO-VIR. Only when they develop severe adverse
drug reactions will they be switched to the Efavirenz based one, which is more than
twice the price of GPO-VIR . With the Government Use of Patent, the Efavirenz price
dropped from 1,400 Baht per month to 650 Baht per month. This will allow 20,000
more new patients to be put on to this Efavirenz based triple ARVs and reduce the
risks from the toxicity of the Nevirapine based triple ARVs. If we allow competition to
continue under the Government Use of Patent, it is expected that the price may go
down further. If the price goes down to 20 per cent of the original price, then we will be
able to support up to 100,000 patients with the same budget. This will allow all new
patients to be treated with Efavirenz based triple ARVs in the next 5 years. There will
be no need to subject the new AIDs patients with the more toxic Nevirapine based
ARVs anymore.

2. The case of LopinavirtRitonavir patented by the Abbott Laboratories
Limited

The Department of Disease Control has done a study on drug resistance among
patients taking the first line ARVs. They found that around 10 per cent will develop
drug resistance and will require second line ARVSs, in the first few years. This depends
mainly on the compliance of the patient and the virus itself. There are now around
500,000 people living with HIV/AIDS in Thailand. In the near future, at least 50,000 of
them will require second line ARVs. One of the good second line drugs is the
combination between Lopinavir and Ritonavir, patented by Abbott Laboratories Limited,
under the trade name of Kaletra. The monthly price for the patented product is around
6,000 Baht in 2007. This means 72,000 Baht per patient per year. The budget
required for 50,000 patients will amount to 3,600 million Baht. This is more than 100
per cent of the budget for ARVs in 2007. There is still the need to pay for the more
than 100,000 patients on first line ARVs. If they do not receive second line ARVs, they
will soon develop opportunistic infections and die. These are deaths occurring in the
midst of the availability of the appropriate treatment. The high price of the second line
ARVs are the major factors that hinders the attempt to save their lives. At the moment,
we are able to support less than 2,000 cases of drug resistant patients. With the
Government Use of Patent, we expect the drug price to go down at least to around 20
percent of the current price, which will allow us to save an additional 8,000 lives. With
more competition and increased budget, we will be able to save more lives in the near
future.

3. The case of Clopidogrel patented by Sanofi-Aventis Limited

This is an anti-platelet drug which is at least as effective as or more effective than
Aspirin in preventing coronary obstruction. It is commonly used in patients with
coronary heart diseases which are estimated to be around 300,000 patients in
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Thailand. It is almost the only drug that can be used in the case of applying coronary
artery stent. However, due to the very high price of 73 Baht per day, only around
30,000 patients can afford it,based mainly on out of pocket payment. So, the rest of
the poor people who cannot afford to pay have to live with only Acetyl Salicylic Acid.
The Permanent Secretary announcement of the Government Use of its patent will
reduce the price at least 10 times to less than 7 Baht and allow patients under the
universal health insurance scheme to also have access to the drugs. In this case the
government and especially the contracted hospitals have to pay additional budget to
support access to these generics. However, the lower price generics make it
affordable by the government. .

From the three examples above, it is clear that the Thai government’s goal in
implementing the Government Use of patent is to increase the access to the patented
essential drugs, rather than fo save budget. In the case of Clopidogrel, it is clear that
more funds will be needed, but is within affordable limit.

Issue No. 6: What will the implications on the Thai export and economy and
multinational industries be in Thailand?

The first thing to consider in addressing this question is that Thailand is
implementing the Government Use of patent in compliance with national and
international legal framewaorks, based on solid evidences of the need to allow the Thai
citizens to have more access to patented essential drugs. Furthermore, we are happy
to negotiate and discuss with all the patent holders in a constructive manner for the
benefits of all stakeholders. Thus there should not be inappropriate reactions and
trade retaliation from our trade partners.

The Ministry of Public Health is fully aware that at least two-thirds of our economy
depends on exporting of our goods and services. Furthermore, 15 to 18 per cent of
our exports go to the USA, the country of origin of two of the patent holders that we
have implemented the Government Use. If the US government applies retaliation
measures on our exports which results in 10 per cent reduction of exports to the US
market, it will mean a one to 1.2 per cent loss of economy and several hundred
thousands job losses. So this is a very sensitive issue. Unless there is very important
need for the people supported by solid evidences, we will not make these decisions.
So the decision on the Government Use of Patent for the three drugs has been made
very carefully based on solid legal and social grounds.

It should be noted that a few daily newspapers in Thailand had reported in mid
February that the Trade Counselor of the US Embassy in Thailand has informed the
senior official of the Thai Ministry of Commerce that the US will not use this case in
their consideration of the status of Thailand in their list of countries trade relation. This
is good news and it provides evidence of the US fair trade policy. However, there has
been no official confirmation on both sides, so far. Nevertheless, if there is unfair trade
retaliation against Thai products/services which is not in compliance with the WTO
trade rules, we will have the right to bring the case to the Dispute Settiement Body of
the WTO.
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Furthermore, it should be reiterated that the Government Use of Patent does not
touch on the out of pocket payment market, the current market of the patented drugs.
The Government Use only opens new market for those who never have access to
these drugs before. The patent holders have the full right to reduce their price to
compete with the generics in this new market. So after the Government Use of Patent,
there will be two drug markets in Thailand. One for those well off people and the two
million foreign patients who pay out of pocket for the high price monopolized patented
drugs. This market covers around 15-20 per cent of the population. The other is for
those who are paid by the government for the lower priced competitive drugs. This is
the majority of the Thai people who use their rights under the universal health
insurance schemes.

In addition, the size of the Thai drug market is less than 0.5 per cent of the global
drug market. It is even less for the market of patented drugs. So there should not be
significant effect on the market and return of the research based drug companies.

On the contrary, the Government Use will allow the local pharmaceutical
manufacturers, especially the Government Pharmaceutical Organization, to develop
their capacities and products. In case that the discussion and negotiation leads to the
agreement on voluntary licensing, there will also be technology transfer to further
strengthen the local manufacturing capacity in Thailand.

Issue No. 7: Has the Ministry of Public Health consuited with other ministries
and why not bring it to the decision of the Cabinet?

The Ministry of Public Health has long built up close and constructive relationship
with all concern ministries, not only on this issue but also on other health development
issues. Representatives from the Ministry of Commerce are involved in the work of the
Ad Hoc Working Group to negotiate the price of the patented drugs and the work of
the Subcommiittee to implement the Government Use of patented drugs. Furthermore,
before announcing the Government Use of patent, the Ministry of Public Health held
another consultative meeting to have a final analysis of the legal aspect of the
announcement. The representative of the Ministry of Commerce, the Office of the
Council of State, the Lawyer Council, and other concerned parties were invited and
actively participated.

In the subsequent negotiation with the drug companies, we also invited the
representative from the Ministry of Foreign Affairs. The new Committee to negotiate
the patented drug price, chaired by the Secretary General of the Thai FDA also
~ consists of representatives from all concerned departments as well as consumer
groups and specialists.

Lastly, the Ministry of Public Health also played active role in working closely with
the Department of Trade Negotiation, Department of Intellectual Properties of the
Ministry of Commerce and the Department of International Economic Affairs and
Department of America and South Pacific Affairs of the Ministry of Foreign Affairs in
preparing common guidelines for explaining the situation on Government Use of
Patent in Thailand.
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It should be reiterated here that according to section 51 of the Thai Patent Act, it
is the authority of any ministry, bureau or department of the government, to issue the
Government Use of patent. There is no need to get prior approval from the Ministry of
Commerce and the Cabinet. This is different from section 52, which applies in the
situation of war and extreme emergency; the Prime Minister with the approval of the
cabinet, can issue order for the Government Use of patent.

Finally, with so many unclear questions related to the implementation of the
Government Use of patent, the Public Health Minister submitted an explanatory note
to the Prime Minister as well as a copy to the Minister of Commerce, the Minister of
Foreign Affairs and the Minister of Science and Technology.

An 80 page white paper to explain and provide evidence related to the
Government Use of patent was also published and distributed on February 16th 2007.
It is also available on the website at www.moph.go.th and www.nhso.go.th .Finally,
this English version of the white paper was prepared and published on March 6th
2007. It is also available on the two websites.

Issue No. 8: Will the issuing of Government Use result in a step backward for
development of Drug Research and Development in Thailand?

Most research based drug companies invest only in some clinical and market
research in Thailand. The purpose is mainly to obtain appropriate information for
marketing of their products. The Thai drug market, although still very small, is growing
and bigger than most ASEAN countries. So it is the interest of the research based
drug companies to continue their businesses here. Thus they still have to invest in the
clinical and marketing researches as mentioned above.

Thailand is developing its capacity and standard to support drug research and
development, including the Good Laboratory Practice, the Good Clinical Practice, and
the Good Manufacturing Practice. These capacities together with good research
facilites and an adequate mix of good compliance patients will attract more
researches from the drug industries. In the future if these capacities are up to
international standards and cost-effective, they will automatically aftract drug
industries to invest in research in Thailand. If our quality is not up to the standard and
too costly, drug industries will definitely carry out their research somewhere else. This
has nothing to do with the Government Use of Patent or the level of protection of
Intellectual Property Rights at all.

At the moment, most basic biomedical research is supported by the public
budget, both nationally and from international organizations. The pharmaceutical
industry puts very little effort to support this kind of research in Thailand, and there is
no clear evidence of increasing efforts.

In the early 1990s when we were pressured to strengthen our patent act and to
include product patents, we were also told that if we agreed to do so, there would be
more investment in drug research and also technology transfer from the industries.
We did revise our patent act to comply with the TRIPS since 1992, eight years before
the 2000 WTO deadline. However, there has been no significant increase in drug

- 147 -



research and development from the industries. For technology transfer, we only
witnessed the transfer of their drug factories from Thailand to countries with lower
wages and cost. The number of drug factories in Thailand declined from 188 in 1992
to 166 in 2006.

Issue No. 9: What are the views of the World Health Organization and other
international organizations on this movement in Thailand? Dose the Thai public
support this decision?

The Director General of WHO, Dr. Margaret Chan, sent a letter, dated 7 February
2007 (Document No. 13), to the Public Health Minister of Thailand confirming that
WHO unequivocally supports the use of TRIPS flexibilities, including compulsory
licensing. She also confirmed that
Thailand’s actions fully complied with TRIPS and there was no need for prior
negotiation with the drug companies. She also supports the constructive discussion
with the companies, which is the same view as Thailand, as described in Issue No. 3.

In addition, the letter from the 22 US Congressmen to the US Trade
Representative and the reply from the US Trade Representative also confirm the legal
and social ground as that of the WHO DG.

Furthermore, there has been overwhelming support from various international
organizations, for example UNAIDS (Document No. 23), Medecins Sans Frontieres
(MSF-Document No. 24), the Third World Network (Document No. 25), the Consumer
Project on Technology (Document No.26), and the Clinton Foundation (Document No.
27).

This decision of the Ministry of Public Health has contributed fo its being voted as
the top appreciated ministry of the new government, according to public poll from the
National Statistical Office in February 2007. This is the best evidence of the support
from the Thai public in addition to many supportive articles and editorials in the
popular local newspapers.

Issue No. 10: How can we be sure that the drugs derived from the Government
Use of Patents will be equivalent in quality to the patented products?

At least five mechanisms can ensure the equivalence of the drugs to those
patented products:

1. For those drugs that WHO has a system for prequalification, especially ARV,
the anti- TB and the anti-malarial drugs, only WHO pre-qualified products will be
imported under the Government Use of Patent system.

2. For all drugs, the quality of the product has to be approved by the Department
of Medical Science, the Ministry of Public Health.

3. All drugs have to be registered by the Thai FDA and a bioequivalence study is
needed in the registration process.
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4. Before distribution to the public, the Government Pharmaceutical Organization,

the designated body to implement the Government Use of patent, will have to carry
out quality assurance of the products.

5. The Thai FDA, the Disease Control Department and the National Health |

Security Office will jointly carry out post-marketing surveillance of these drugs to
ensure the quality.
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Postscript

The Right to Life is a lively book.

With the spreading of relevant knowledge in China, the compulsory license has
become a fashionable concept, yet most of us fail to know how to find the way.
Compulsory license is just like a huge mountain in front of us, we can see it, but we
cannot touch it, cannot get closer and cannot climb up to the top. The boring theory is
like a complicated map full of GPS point for professionals, which is really confusing
and discouraging. This book, however, provide us with a roadmap by simple wording.
It informs us on how to make preparations, on what kinds of difficulties will be ahead
of us, on which wrong roads may puzzle us, and most of all, the great joy when we
reach to top, as well as the new starting points for the next adventure to higher
mountains.

The magnificent arena described in this book is located in Thailand, our neighboring
country. As mentioned in the first page, “how did a small and submissive developing
country in the global community become the ‘Talk of the Globe’ as Jack the Giant
Killer"? When Thailand, this small country started this Don Quixote combat with great
courage, which was ridiculed by many outsiders, shall we Chinese people, who are
still wandering after so many “discussions” and “advocacy”, have more introspection?
We translators are fully convinced that this book will bring us with faith and strength.

The reason is very simple, since the book tells us, countless people used to fight in
this road. They failed and then they achieved a success.

So, we know that on this road, we are not alone.
Yes, as long as we are “on the road” -+

By Wang Xiangyu
June, 2009 Beijing
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(Kannikar Kijtiwatchakul has no medical background but journalism. Among NGO
communities, she is a coordinator, the Co-Project between MSF's CAME and Health
Consumer Protection Program Chulalongkorn University and also an active member
of FTA Watch, Thailand; a coalition that monitoring and campaigning on free trade
negotiations that have severe socially effected . In journalism, she writes a weekly
column called Global Report in Way Magazine. Besides, she hosts a radio newscast
called ‘Chao Tan Lok’ (Morning World Review) on FM 96.5 MHz featuring reporting
and commentaries on world news. Here she earns a reputation for her remarkable
ability to make such difficult issues like global affairs, drug patents in particular,
immediately accessible to her audiences.)
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