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The Global Drug Facility as an intervention in the market for

tuberculosis drugs
Nimalan Arinaminpathy,? Thierry Cordier-Lassalle,” Kaspars Lunte® & Christopher Dye*

Objective To investigate funding for the Global Drug Facility since 2001 and to analyse the facility’s influence on the price of high-quality
tuberculosis drugs.

Methods Data on the price of tuberculosis drugs were obtained from the Global Drug Facility for 2001 to 2012 and, for the private sector
in 15 countries, from IMS Health for 2002 to 2012. Data on funding of the facility were also collected.

Findings Quality-assured tuberculosis drugs supplied by the Global Drug Facility were generally priced lower than drugs purchased in
the private sector. In 2012, just three manufacturers accounted for 29.9 million United Stated dollars (US$) of USS 44.5 million by value
of first-line drugs supplied. The Global Fund to Fight AIDS, Tuberculosis and Malaria provided 73% (USS 32.5 million of USS 44.5 million)
and 89% (US$ 57.8 million of US $65.2 million) of funds for first- and second-line drugs, respectively. Between 2010 and 2012, the facility’s
market share of second-line tuberculosis drugs increased from 26.1% to 42.9%, while prices decreased by as much as 24% (from US$ 1231
to USS 939). Conversely, the facility’s market share of first-line drugs fell from 37.2% to 19.2% during this time, while prices increased from
US$ 9.53 to USS 10.2.

Conclusion The price of tuberculosis drugs supplied through the facility was generally less than that on the private market. However, to
realize its full potential and meet the needs of more tuberculosis patients, the facility requires more diverse and stable public funding and
greater flexibility to participate in the private market.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Tuberculosis remains a global public health concern. In 2013,
there were an estimated 9 million incident cases worldwide,
480000 of which involved multidrug-resistant tuberculosis.
For tuberculosis as well as other conditions, disease control
depends on more than the existence of curative treatment - it
also depends on the drug supply, which is ultimately mediated
by the pharmaceutical market.”” Consequently, disease control
is profoundly influenced by the functioning of this market,
particularly in resource-poor settings with a high disease
burden. In addition, despite the existence of international
quality-assurance standards, tuberculosis drugs are often
either substandard or counterfeit.*'* The use of substandard
drugs reduces the chance of successful treatment and promotes
the emergence of drug-resistance.' Although the patents have
expired on many tuberculosis drugs, the power of individual
low-income countries with a high disease burden to negoti-
ate cheaper treatment is limited. Second-line treatment for
multidrug-resistant tuberculosis involves more protracted and
complex chemotherapy and can cost a hundred times more
than treating drug-sensitive tuberculosis.'>"

In light of these issues, the Global Drug Facility was
launched by the Stop TB Partnership in 2001 with the aim
of using donor funding to consolidate demand from differ-
ent countries and negotiate lower prices for quality-assured
tuberculosis drugs.'*"* The facility now occupies a unique
position in the global market for these drugs - in 2011, it
supplied enough drugs to treat 35% of publicly notified cases

of tuberculosis worldwide and an estimated 24% of all inci-
dent cases.'* However, the facility is only one participant in
a complex, global tuberculosis drugs market (Fig. 1). Other
drug purchasers include those in the private sector, national
tuberculosis programmes and, in certain cases, donors
themselves. In this environment, a defining feature of the
Global Drug Facility model is the central role that interna-
tional quality-assurance standards play in its operation: they
are embedded in overall quality management so that stringent
public procurement standards can be met."”” In the absence
of such a framework, even manufacturers concerned about
quality may find that the benefits of acquiring international
quality-assurance certification do not necessarily outweigh
the investments needed to meet these standards. By creating
a large, stable market, a mechanism such as the Global Drug
Facility provides clear incentives for a supply of drugs that
meet international quality-assurance standards. In 2012, the
value of this market for tuberculosis drugs exceeded 109 mil-
lion United States dollars (US$).

Given that the Global Drug Facility plays such a large
role in the tuberculosis drugs market, it is important to have
some understanding of its influence on both sales volumes and
drug prices. The aim of this study was to investigate changes
in the price of the tuberculosis treatments supplied by the
Global Drug Facility over the past 12 years of its operation
and changes in its funding. In addition, we compared the
price of tuberculosis treatment supplied by the Global Drug
Facility with that of equivalent drugs purchased on the private
market in 15 countries.
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Fig. 1. Principal funding flows® in the tuberculosis drug market, 2001-2012
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CIDA: Canadian International Development Agency; DFID: (United Kingdom) Department for
International Development; GFATM: Global Fund to Fight AIDS, Tuberculosis and Malaria; PAHO: Pan

American Health Organization; UNDP: United Nations Development Programme; USAID: United States
Agency for International Development.

The solid lines indicate funding pathways for which data were available and which were included in
the present analysis. The dashed lines indicate where data were lacking for drugs supplied outside

the Global Drug Facility. The letters denote funding channels: A — national tuberculosis programmes
buying through the Global Drug Facility; B — any client buying through the private market; C — national
tuberculosis programmes buying directly from manufacturers; and D — other public sources of drugs.

Methods

The main funding flows in the global
tuberculosis drug market are shown in
Fig. 1, in which the solid lines indicate
the flows for which data were available
for our study. Details of the value of
the funding channels labelled A in the
figure were obtained from procurement
data from the Global Drug Facility for
the period 2001 to 2012. We derived the
number of courses of treatment supplied
from these data as described previ-
ously.”® In calculating drug prices, we
incorporated the combination of drugs
used in a full course of treatment for a
single patient (Table 1). For second-line
treatment, to cover a wide range of pos-
sible treatment regimens, we considered
a cheaper, low-end regimen and a more
expensive, high-end regimen (Table 1),
as in previous work.'®

We used Global Drug Facility data
to calculate the cost of a single standard
unit of treatment: (i) a fixed-dose com-
bination pill for first-line treatment; and
(i) a pill or vial of injectable compound
for second-line treatment. We then de-
rived the cost of a course of treatment for
an individual patient using the number
of standard units required, as shown in
Table 1. Generally we used the mean
unit price for each drug and therefore
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the mean price of each treatment course
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but we also considered the price range
by using the maximum and minimum
unit prices for each drug. All prices are
expressed in US$, the currency in which
the Global Drug Facility purchases and
supplies drugs.

In Fig. 1, funding channels B and
C represent the private market. Data on
these channels were obtained for 2002
to 2012 from IMS Health - an organiza-
tion that collects information on drug
purchases in a range of countries. Data
from IMS Health covered 15 countries,
including 10 with a high burden of
tuberculosis and 11 with a high burden
of multidrug-resistant tuberculosis
(Table 2). These countries represented
the range of support received from the
Global Drug Facility: for example, India
has been a major purchaser of drugs
through the facility in recent years,
whereas South Africa has had almost no
involvement. We calculated the price of
a treatment course as described above.
To achieve consistency with Global
Drug Facility data, we converted prices
expressed in other currencies into US$
using the exchange rates in force at the
time of each transaction.

Table 1. Drugs for tuberculosis, 2001-2012

Type and content of Quantity of drug in a dosage Number of dosage units in
treatment unit one course of treatment®
First-line

Four-drug fixed-dose Rifampicin 150 mg, isoniazid 168

combination; rifampicin,
isoniazid, pyrazinamide,
ethambutol

Two-drug fixed-dose
combination; rifampicin

75 mg, pyrazinamide 400 mg
and ethambutol 275 mg

Rifampicin 150 mg and 336
isoniazid 75 mg

and isoniazid

Second-line (low-end)®

Kanamycin 19 180
Ethionamide 250 mg 2160
Cycloserine 250 mg 2160
Levofloxacin 250 mg 2160
Second-line (high-end)®

Capreomycin 1g 180
Protionamide 250 mg 2160
Cycloserine 250 mg 2160
Levofloxacin 250 mg 2160
4-Aminosalicylic acid 449 1440

@ Although 2011 treatment guidelines for multidrug-resistant tuberculosis increased the recommended
treatment duration for injectable drugs from 6 to 8 months, orders delivered in 2012 had all been placed
under previous guidelines. Accordingly, we assumed that all patients were treated for 6 months.

® Low-end, second-line treatment regimens were those at the lower end of the price range for all possible
regimens.

¢ High-end, second-line treatment regimens were those at the more expensive end of the price range for
all possible regimens.
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Table 2. Countries in the IMS Health data set that received tuberculosis drugs from the private market, 2001-2012

Country Tuberculosis notifications in the country since 2001 as a Proportion of total Global Drug Facility supplies
proportion of tuberculosis notifications globally (%) received by the country since 2001, by value (%)

Drug-sensitive Multidrug-resistant First-line Second-line
tuberculosis® tuberculosis drugs drugs

Bangladesh 235 038 6.28 1.03

Brazil 1.51 1.31 0.05 0.00

Bulgaria 0.05 0.13 0.00 0.17

China 15.64 2.22 0.00 6.00

Dominican Republic 0.08 0.10 0.16 0.52

India 2491 7.24 31.01 17.39

Indonesia 4.51 042 59 0.81

Latvia 0.02 048 0.00 0.00

Lithuania 0.04 1.02 0.00 0.00

Pakistan 3.19 0.69 494 1.31

Peru 0.63 3.75 0.00 13.10

Philippines 2.75 1.62 372 5.20

Russian Federation 2.88 18.97 0.00 748

South Africa 5.88 19.27 0.00 0.05

Thailand 1.05 038 0.05 0.18

Total 65.74 58.20 52.10 53.25

2 Since the rate of drug sensitivity testing was low worldwide, all patients who did not have a positive test result for drug-resistance were regarded as having drug-

sensitive tuberculosis.

For this study, the private market
included all sources of tuberculosis
drugs that were not supplied by the
Global Drug Facility or through any
other international financing mecha-
nism, irrespective of whether the drugs
were purchased by public or private
sector organizations (i.e. channels B
and C in Fig. 1). We did not consider
other public sources of drugs (i.e.
channel D in Fig. 1) because of a lack
of systematic price data. Since IMS
Health data come from a variety of
sources (e.g. retailers and hospitals),
incorporate different taxes (e.g. sales
and import taxes) and may include
discounts for large purchase volumes,
it was difficult to compare prices
directly. Accordingly, we compared
ex-works prices — that is, the prices
of drugs purchased and collected at
the site of their manufacture. For the
private market, we used IMS Health
estimates of ex-works prices; for drugs
supplied by the Global Drug Facility,
we used ex-works prices from facility
purchasing data. It was not possible to
quantify the uncertainty in IMS Health
estimates of ex-works prices because
relevant data were not available. To ad-
dress this limitation, we estimated the
magnitude of the price bias that would
be needed to negate the findings of our
analysis. We adjusted all prices for in-

flation in each country separately using
data on consumer price indices from
the World Bank. Then, to investigate
global trends, we averaged prices across
countries, weighted by the quantity of
drugs supplied to each country.
Finally, for channel C in Fig. 1, it
was not possible to compare countries,
as it was for channel B, because of a lack
of systematic, public data on the price of
drugs procured by national tuberculosis
programmes directly from manufactur-
ers. One exception was South Africa,
which has published procurement data
for its tuberculosis programme.'® In this
case, we were able to make a comparison
with the Global Drug Facility’s prices.

Results

Fig. 2 and Fig. 3 show the change in do-
nor involvement with the Global Drug
Facility between 2007 and 2012 for first-
and second-line tuberculosis drugs,
respectively. Fig. 4, Fig. 5, Fig. 6 and
Fig. 7 show the corresponding involve-
ment of selected recipient countries and
manufacturers with the facility. One key
change in that period was a reduction
in bilateral funding from the United
Kingdom’s Department for International
Development for first-line tuberculosis
drugs in India. As a result, India stopped
receiving these drugs through the Global
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Drug Facility. Overall, the proportion
of the Global Drug Facility’s funding
that came from the Global Fund to
Fight AIDS, Tuberculosis and Malaria
increased over time: in 2012, it was 73%
(US$ 32.5 million of US$ 44.5 million)
and 89% (US$ 57.8 million of US$ 65.2
million) for first- and second-line drugs,
respectively. On the supply side, manu-
facturing remained highly concentrated:
the largest three manufacturers together
accounted for more than 67% by value
of the first-line drugs supplied ($29.9
million of $44.5 million).

Fig. 8 shows the change in the Glob-
al Drug Facility’s share of the market for
first- and second-line tuberculosis drugs
between 2001 and 2012. The graphs were
derived by extending findings reported
by Arinaminpathy et al.’° to 2012 and il-
lustrate the number of treatment courses
supplied each year by the Global Drug
Facility as a percentage of the number
of tuberculosis cases notified publicly in
that year. Between 2010 and 2012, the
Global Drug Facility’s market share of
first-line drugs declined by 48% (from
37.2% t0 19.2%). This decline was driven
largely by the shifts in funding and de-
mand illustrated in Fig. 2 and Fig. 4. In
contrast, the Global Drug Facility’s mar-
ket share of second-line drugs increased
by 64% (from 26.1% to 42.9%) between
2010 and 2012.
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Fig. 2. Funding sources** for first-line tuberculosis drugs supplied through the Global

Drug Facility, 2007-2012
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CIDA: Canadian International Development Agency; DFID: (United Kingdom) Department for
International Development; GFATM: Global Fund to Fight AIDS, Tuberculosis and Malaria; USAID: United
States Agency for International Development; US$: United States dollars.

¢ For clarity, only the three largest funding entities are shown.

® Funding from the United States Agency for International Development and the Canadian International

Development Agency was aggregated until 2010.

Fig. 3. Funding sources® for second-line tuberculosis drugs supplied through the Global

Drug Facility, 2007-2012
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GFATM: Global Fund to Fight AIDS, Tuberculosis and Malaria; USS: United States dollars.
¢ For clarity, only the three largest funding entities are shown.

Drug price dynamics

In our analysis, we looked at the prices
paid for treatment by national tuber-
culosis programmes supplied by the
Global Drug Facility rather than the
bid prices initially put forward by
manufacturers. Fig. 9 shows that, since
2001, the price of a course of treatment
with first-line drugs per patient was
less for drugs supplied through the
Global Drug Facility than through the
private market. In 2003, the price was
71% lower (US$ 10.9 versus US$ 37.8)
and, in 2012, it was 53% (US$ 10.2

240

versus US$ 22.1) lower. However, the
price increased by 7% (from US$ 9.53
to US$ 10.2) between 2010 and 2012.
Similarly, in 2004, the price of a course
of treatment with low-end, second-
line drugs was 82% lower (US$ 1066
versus US$ 5724) through the Global
Drug Facility than the private market
(Fig. 10) and the price of treatment
with high-end regimens was 65% lower
(US$ 3117 versus US$ 8930; Fig. 11).
However, the disparity narrowed over
the years as the private sector reduced
its prices. Between 2010 and 2012, the
price of second-line drugs supplied by

Nimalan Arinaminpathy et al.

the Global Drug Facility decreased by
24% (from US$ 1231 to US$ 939) and
16% (from US$ 2843 to US$ 2393) for
low-end and high-end regimens, re-
spectively. When we estimated the price
bias that would be necessary for true
prices in the private market to be 85%
of Global Drug Facility prices or lower,
we found that the potential bias for
first-line drugs in 2012 would have had
to exceed 155% of true private market
prices (a bias of US$ 22.13, over hypo-
thetical true market prices of US$ 8.68).
Similarly, for second-line drugs, the bias
in 2012 would have had to exceed 14%
(US$ 911 versus US$ 798) and 105%
(US$ 4178 versus US$ 2034) for low-end
and high-end regimens, respectively.
In addition to the mean prices shown
in Fig. 9, Fig. 12 shows minimum and
maximum prices globally between 2002
and 2012. As might be expected, given
that a central purchasing entity was
being compared with a diverse private
market, the variation in Global Drug
Facility prices was markedly less than
the variation in private market prices.

Fig. 13 and Fig. 14 illustrate the
variation between 2002 and 2012 in
the price of a course of treatment with
first- and second-line drugs, respec-
tively, in selected countries. It shows
that the price of drugs supplied by the
Global Drug Facility was less than that
of drugs available in the private market
for all countries. Fig. 15 and Fig. 16
(both available at: http://www.who.
int/bulletin/volumes/93/4/14-147256)
display the price of individual first- and
second-line treatments, respectively, ob-
tained through the Global Drug Facility
relative to that of treatment purchased
from the private market between 2002
and 2012. The price of most drugs was
consistently higher when purchased
from the private market. The excep-
tions were protionamide, capreomycin
and kanamycin - their mean price on
the private market was 33% (US$ 0.020
versus US$ 0.062), 44% (US$ 1.24 versus
US$ 2.84) and 11% (US$ 0.10 versus
US$ 0.97) respectively, of the corre-
sponding price from the Global Drug
Facility. Nonetheless, since kanamycin
accounts for only around 20% (US$ 189
of US$ 939), of the price of a course of
low-end, second-line treatment from the
Global Drug Facility the overall price of
treatment was still lower than it would
have been on the private market.

Fig. 17 shows the ratio of the price
of tuberculosis drugs procured directly
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Fig. 4. Funding to countries® for first-line tuberculosis drugs from the Global Drug

Facility, 2007-2012
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Fig. 5. Funding to countries® for second-line tuberculosis drugs from the Global Drug

Facility, 2007-2012
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Fig. 6. Funding flows to manufacturers® of first-line tuberculosis drugs from the Global
Drug Facility, 2007-2012
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from manufacturers by the national tu-
berculosis programme in South Africa
to the price of drugs from the Global
Drug Facility. Again the figure illustrates
that, with the exception of kanamycin,
the price of drugs supplied by the Global
Drug Facility was lower than that of
drugs obtained directly from private
markets. Moreover, it should be noted
that, although manufacturers supplied
the Global Drug Facility with drugs
that met international quality-assurance
standards, many had different produc-
tion lines that were used to supply other
clients, including national programmes.
Overall therefore, drugs, including ka-
namycin, that were supplied by sources
other than the Global Drug Facility were
of uncertain quality, whether or not they
were provided by manufacturers who
also supplied the facility.

Discussion

Our analysis suggests that a mechanism
such as the Global Drug Facility can in-
deed secure lower prices for drugs that
meet international quality-assurance
standards than are available for unregu-
lated drugs of unknown quality on the
private market. Moreover, the Global
Drug Facility’s prices varied consider-
ably less than those in the private mar-
ket. This could greatly assist planning,
both for countries procuring drugs and
for manufacturers, who would be able
to anticipate future demand. In this way,
mechanisms such as the Global Drug
Facility could create and support iden-
tifiable, transparent markets for interna-
tionally quality-assured drugs. Nonethe-
less, the Global Drug Facility’s success
in reducing prices was not universal:
some second-line drugs, particularly
kanamycin, cost substantially more from
the Global Drug Facility than equivalent
drugs of unknown quality offered on the
private market. A key factor in the price
of kanamycin was the limited availability
of its active pharmaceutical ingredient —
only a few suppliers met stringent World
Health Organization quality criteria.
Future interventions in the global dug
market should address factors limiting
the drug supply.

In addition, our analysis highlights
the risks to any initiative based on con-
solidating demand such as the Global
Drug Facility. For example, the facil-
ity’s operations were affected by recent
changes in funding. How might such
risks be mitigated? First, the health of

241



Research

The Global Drug Facility and the tuberculosis drugs market

Fig. 7. Funding flows to manufacturers® of second-line tuberculosis drugs from the

Global Drug Facility, 2007-2012
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Fig. 8. The Global Drug Facility’s share® of the global market for tuberculosis drugs,
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the market for internationally quality-
assured drugs depends on its size: a
larger market can accommodate more
manufacturers and promote competi-
tion as well as offering greater scope
for economies of scale that will further
reduce drug prices. It is, therefore, im-
portant to reverse the loss in the sales
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volume of first-line drugs we observed
recently. Currently the Global Drug
Facility supplies only the public sector
(i.e. national tuberculosis programmes).
However, the role of the private sector in
controlling tuberculosis is being increas-
ingly recognized and there may be new
opportunities for the facility to supply

Nimalan Arinaminpathy et al.

internationally quality-assured drugs
outside the public sector, where they are
also needed.””**’ Second, in addition to
its current model of inviting applications
for support from individual countries,
the Global Drug Facility could also be-
come a strong competitor if, in certain
cases, it participated directly in national
tenders (i.e. without a procurement
agent) and became one supplier among
many bidding to provide drugs for na-
tional tuberculosis programmes. If the
Global Drug Facility received money
from these programmes themselves,
its reliance on donor support would be
reduced. The large national tuberculosis
programmes in India and South Africa
could be important in this regard.

On the donor side, our results
highlight the risks of unstable funding
sources and of funding coming from an
increasingly small number of donors.
However, it is important to note that
donors have an influence that goes be-
yond their effect on purchasing power.
For example, donor support encourages
national tuberculosis programmes to
adopt international guidelines (this is
often a condition of support), ensures
there is a pool of prequalified manu-
facturers who produce internationally
quality-assured drugs and enables the
Global Drug Facility to charge the lowest
possible fees to participating countries,
thus keeping costs low. Consequently,
in the future, the Global Drug Facility
should continue to serve public markets
as it does at present, while at the same
time seeking ways to relax constraints on
the supply of tuberculosis drugs so that
the facility can compete more directly
in the tuberculosis drug market than it
does at present. This combined approach
could dramatically increase the level of
demand managed by the Global Drug
Facility, provide it with greater leverage
and enable it to stimulate and sustain
the market.

Our analysis has several limita-
tions. The lack of fine-grained, country-
specific data from both IMS Health and
the Global Drug Facility meant that we
had to compare prices at the ex-works
level rather than the patient level. Fur-
ther, there may have been inaccuracies
in IMS estimates of ex-works prices.
However, if prices were underestimated,
our finding that the Global Drug Facility
negotiated prices that were lower than,
or comparable to, those in the private
market would be strengthened. How-
ever, if prices were overestimated, our
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Fig. 17.Relative price® of a course of tuberculosis treatment purchased by South Africa,

by treatment, 2012

Ethionamide

Kanamycin

(apreomycin

Two-drug fixed dose combination
Four-drug fixed-dose combination

4-Aminosalicylic acid

0.8

15 2
Relative price®

¢ The relative price was the ratio of the mean price of the treatment when procured directly from
manufacturers by the South African national tuberculosis programme to the price of the treatment

supplied by the Global Drug Facility.

analysis suggests that the error would
have had to be very large to negate our
qualitative findings.

Our work suggests areas for future
study. For example, apart from some
research carried out in specific con-
texts,'>” few systematic, longitudinal
studies have investigated the quality

and quantity of drugs supplied outside
the Global Drug Facility - that is, the
funding channels represented by dashed
lines in Fig. 1. There is, then, a need for
systematic, large-scale surveys of the
price, volume and quality of drugs avail -
able in different countries. This could be
achieved by establishing national obser-

Nimalan Arinaminpathy et al.

vatories. Such data would be invaluable
for building a comprehensive picture
of the most cost-effective sources of
tuberculosis drugs.

In conclusion, our analysis throws
light on how the Global Drug Facility’s
operations since 2001 have influenced
the dynamics of the market for inter-
nationally quality-assured tuberculosis
drugs. Although challenging, it is es-
sential that the global health community
fully engages with such complex, global
markets. The lessons learnt from the
operation of the Global Drug Facility
and other similar interventions will be
invaluable in future discussions about
the role of such models of engagement,
to the common benefit of donors, gov-
ernments and patients. Il
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Résumé

Le Dispositif mondial d’approvisionnement en médicaments comme moyen pour intervenir sur le marché des médicaments

antituberculeux

Objectif Examiner le financement du Dispositif mondial
d’approvisionnement en médicaments depuis 2001 et analyser
linfluence du Dispositif sur le prix des médicaments antituberculeux
de haute qualité.

Méthodes Les données sur le prix des médicaments antituberculeux
ont été obtenues aupres du Dispositif mondial d'approvisionnement
en médicaments pour la période allant de 2001 a 2012 et pour le
secteur privé dans 15 pays aupres d'IMS Health pour la période allant
de 2002 a 2012. Des données sur le financement du Dispositif ont
également été recueillies.

Résultats Le prix des médicaments antituberculeux de qualité
garantie fournis par le Dispositif mondial d’approvisionnement en
médicaments était généralement inférieur au prix des médicaments
achetés dans le secteur privé. En 2012, 3 fabricants ont représenté a
eux seuls 29,9 millions de dollars des Etats-Unis d/Amérique (SUS) des
44,5 millions SUS en valeur des médicaments de premiére intention

fournis. Le Fond mondial de lutte contre le SIDA, la tuberculose et le
paludisme a fourni 73% (32,5 millions SUS sur les 44,5 millions SUS)
et 89% (57,8 million SUS sur les 65,2 millions SUS) des fonds pour
les médicaments de premiére intention et de deuxieme intention,
respectivement. Entre 2010 et 2012, la part de marché du Dispositif pour
les médicaments antituberculeux de deuxieme intention a augmenté
de 26,19% a 42,9% alors que les prix ont diminué de 24% (de 1231 SUS
a 939 SUS). Inversement, la part de marché du Dispositif pour les
médicaments de premiere intention a baissé de 37,2% a 19,2%, pendant
que les prix ont augmenté de 9,53 SUS a 10,2 SUS.

Conclusion Le prix des médicaments antituberculeux fournis par le
Dispositif était généralement inférieur a leur prix sur le marché privé.
Cependant, pour exploiter pleinement son potentiel et répondre aux
besoins de plus de patients tuberculeux, le Dispositif a besoin d'un
financement public plus stable et plus varié et d'une plus grande
flexibilité afin de participer au marché privé.

Peslome

no6anbHbI MexaHN3M No ob6ecneyeHunio JiIeKapCTBEHHbIMU CpeAcTBaMIn KaK onepaTUBHaA Mepa
perynnpoBaHnA Ha pbiHKe ﬂpOTMBOTyGepKyne3HbIX JiIeKapCTBEHHbIX NMpenapaToB

Lenb V3yuntb dnHaHCcMpoBaHKe, Bblaendemoe Ha MmobanbHbIN
MeXaHW3M Mo obecrneyeHuto NekapCTBeHHbIMI CPEACTBaMA C
2001 roga, 1 NpoaHanmM3npoBatb BvAHVEe MexaHy3ma Ha CTOMMOCTb
BbICOKOKAUYeCTBEHHbIX IEKAPCTBEHHbBIX NMpernapaToB Ans nedeHus
TybepKynesa.

MeTtoabl bbinym nonyyeHb AaHHble O CTOMMOCTMH
NPOTMBOTYOEPKYNE3HBIX NEeKapCTBEHHbIX MpernapaTos 3a nepuom
€ 2001 no 2012 roa, NpeAcTaBieHHble Mo6anbHbIM MeXaHU3MOM
no obecneyeHnto NeKapcTBEHHbIMY CPeACTBAMM, @ TakKe faHHble
[1A YaCTHOrO cekTopa B 15 cTpaHax 3a nepuog ¢ 2002 no 2012 rog,
npeacTasneHHble komnanuer IMS Health. Kpome Toro, 6611 cobpaHbl
JlaHHble 0 GUHAHCMPOBaHKN MexaHr3ma.

Pe3ynbratbl CTOVMOCTb NPOTUBOTYOEPKYIE3HbBIX NIEKAPCTBEHHbIX
npenapaTtoB C rapaHTUPOBAHHbLIM KayeCTBOM, MOCTaBAAEMbIX
nocpeacTBOM [Mob6anbHOro mexaHu3ama no obecneyeHuio
NeKapCTBEHHBIMIU CPEACTBAMM, B LIeNIOM Obifla HUKe CTOMMOCTM
NeKapCTBEHHBIX MPEenapaToB, MPMOOPETAEMbIX B YUaCTHOM CekTope. B
2012 rogy TONbKO TP MPOM3BOAMNTENA OTYUTANNCE O 29,9 MUSINIMOHAX
nonnapos CLUA 13 CTOMMOCTM MOCTABAEHHbIX NIeKapPCTBEHHbIX
npenapaToB NepBO NINMHK, COCTaBMBLIEN 44,5 MANVIOHA AONNIAPOB

CUIA. TnobanbHbiin doHA no 6opbbe co CM[om, TybepKynesom
1 ManAapuen Bbiaenun CpeacTsa Ha NekapCTBEHHbIe Mpenapartbl
nepBoW 1 BTOPOW NuHMK B obbeme 73% (32,5 13 44,5 munnvoHa
nonnapos CLUA) n 89% (57,8 n3 65,2 munnvoHa aonnapos CLIA)
COOTBETCTBEHHO. 3a Nepwmof ¢ 2010 no 2012 rog nona MexaHr3ma Ha
PbIHKE NPOTVBOTYHEPKYNe3HbIX 1eKapCTBEHHDBIX MPenapaToB BTOPOM
JIMHVI yBENMYMNAach € 26,1% 10 42,9%, B TO BpEMA Kak 1X CTOMMOCTb
CHW3MNack Ha 24% (c 1 231 po 939 ponnapos CLUA). PeiHouHas nona
MexaHun3ma Ha pblHKe NPOTUBOTYOEePKYIE3HbIX NEeKaPCTBEHHbBIX
npenapaToB NepBON NIMHW, HANPOTKB, COKPATUMACh 3@ 3TOT Neprnos
€37,2% 00 19,2%, B TO Bpemd Kak 1Mx CTOUMOCTb yBeNMYMNach ¢ 9,53
1o 10,2 ponnapos CLIA.

BbiBog CTOMMOCTb MPOTUBOTYOEPKYNE3HbIX NIEKAPCTBEHHbIX
npenapaTos, NOCTaBAEMbIX MOCPEACTBOM MexaHK3Ma, B LieNIoM bbina
HUKE CTOMMOCTM NIEKAPCTBEHHBIX MPENapaToB B UaCTHOM CEKTOpe
pbIHKa. TemM He MeHee, [N1A peani3aLiyn Bcero rnoteHuyvana MexaHmnsma
1 YAOBNETBOPEHWs NoTpeOHOCTen 6onblero ynicna naumeHTos
¢ Tybepkyneszom MexaHramy TpebyeTca bonee pasHOMIaHOBOE 1
CTabunbHoe blomKeTHOE GUHAHCUPOBAHWE 1 6OMbLLIAA TMOKOCTb ANA
GYHKUMOHMPOBAHMA B YaCTHOM CEKTOPE PblHKa.

Resumen

El Servicio Farmacéutico Mundial como una intervencion en el mercado de los medicamentos contra la tuberculosis

Objetivo Investigar la financiacion del Servicio Farmacéutico Mundial
desde 2001 y analizar la influencia del Servicio en el precio de los
medicamentos contra la tuberculosis de alta calidad.

Métodos Los datos sobre el precio de los medicamentos contra la

tuberculosis se obtuvieron del Servicio Farmacéutico Mundial para el
periodo comprendido entre 2001y 2012,y de IMS Health para el sector
privado en 15 paises del afio 2002 al afio 2012. También se recogieron
datos sobre la financiacion del Servicio.
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Resultados Por lo general, los medicamentos contra la tuberculosis
con garantia de calidad suministrados por el Servicio Farmacéutico
Mundial tenian un precio inferior que los medicamentos comprados
en el sector privado. En 2012, tan solo tres fabricantes representaron
29,9 millones de ddlares americanos (USD) de los 44,5 millones USD
por el valor de los medicamentos de primera linea suministrados. El
Fondo Mundial de Lucha contra el SIDA, la tuberculosis y la malaria
proporcion6 el 73 % (32,5 de los 44,5 millones de délares americanos)
y el 89 % (57,8 de 65,2 millones de ddlares americanos) de los fondos
para medicamentos de primera y segunda linea, respectivamente.
Entre 2010y 2012, la cuota de mercado del Servicio de medicamentos

Nimalan Arinaminpathy et al.

contra la tuberculosis de segunda linea aumento del 26,1 % al 42,9 %,
mientras que los precios disminuyeron en hasta un 24 % (de 1231 USD
2939 USD). Por el contrario, la cuota de mercado de medicamentos de
primera linea del Servicio se redujo del 37,2 % al 19,2 % durante este
tiempo, mientras que los precios aumentaron de 9,53 USD a 10,2 USD.
Conclusion El precio de los medicamentos contra la tuberculosis
suministrados a través del Servicio fue generalmente inferior que en el
mercado privado. Sin embargo, para alcanzar su potencial y satisfacer las
necesidades del mayor nimero de pacientes de tuberculosis, el Servicio
requiere una financiacion publica mds diversay estable, asi como mayor
flexibilidad para participar en el mercado privado.
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Fig. 15.Relative price® of a course of first-line tuberculosis treatment, by treatment,
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¢ The relative price was the ratio of the mean global price of the treatment on the private market to that
of the treatment supplied by the Global Drug Facility. Where this is 1, the two prices were equal.

Fig. 16.Relative price® of a course of second-line tuberculosis treatment, by drug,
2002-2012
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¢ The relative price was the ratio of the mean global price of the drug on the private market to that of
the drug supplied by the Global Drug Facility. Where this is 1, the two prices were equal.
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