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Objectives The cost of combination treatment is thought to be one of the greatest barriers to their deployment, but this has not
been tested directly. Estimates of willingness to pay were compared across four drug combinations used to treat Tanzanian children
with uncomplicated malaria. The reasons behind respondents’ valuations and the effect of socioeconomic status on willingness to
pay were explored.
Methods One hundred and eighty mothers whose children had been recruited into a recently completed randomized effectiveness
trial of amodiaquine + artesunate (AQ+AS), amodiaquine + sulfadoxine–pyrimethamine (AQ+SP), artemether–lumefantrine (coartemether) and amodiaquine monotherapy (AQ) were interviewed about their willingness to pay for these drugs two weeks after
treatment. Estimates of willingness to pay were elicited with the bidding game technique.
Findings A signiﬁcant difference was detected in the mean amounts respondents were willing to pay, with those who received
AQ+AS willing to pay the most, followed by co-artemether, AQ+SP and ﬁnally AQ. The amounts patients’ mothers were willing to
pay for the artemisinin-based combinations, however, fell well short of the market costs. Socioeconomic status was not found to
have a statistically signiﬁcant effect on mean willingness to pay scores for any treatment group.
Conclusions This study shows that families who live in an area in which drug resistance to monotherapy is very high are willing to
pay more for more effective artemisinin-based combination therapies. These amounts, however, are nowhere near the real costs of
delivering the new drugs. Only with subsidies will artemisinin-based combination therapies realistically have any impact.
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Introduction
A malaria treatment crisis faces much of Africa because of the
emergence and rapid spread of resistance to antimalarial drugs.
Consensus that a move from monotherapy to combination
treatment, and probably artemisinin-based combinations, is
the only realistic option in many countries is growing (1). The
major barrier to changing to combination therapy also is widely
accepted to be the high cost of new combinations, which are
up to 10 times more expensive than current antimalarial treat-

ment with one drug. If the full cost of combination treatments
is passed on to patients, the fear is that this will lead to patients
delaying seeking care or being excluded from care altogether
(2). The issue of the willingness and ability of patients to pay
for antimalarial drug combinations thus is central to the debate,
but relatively little is known. This study compares willingness
to pay for the three available drug combinations recommended
by a consultative group of WHO for deployment by countries
when they move from monotherapy (3). We are aware of only
one other study from Nigeria that has explored consumers’
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willingness to pay for combination treatment for malaria (4).
This study aims to address the question directly in an area with
some of the highest drug resistance in Africa.
Currently, chloroquine and sulfadoxine–pyrimethamine
cost about US$ 0.15 per adult treatment dose. At the conservative end of the scale, the use of artemisinin-based combinations has been predicted to double the cost of treatment (5),
and more recent estimates predict they could cost anywhere
between 10 and 20 times as much as existing drugs. Wherever
the true estimate lies on this spectrum, little doubt exists that
drug costs for a single treatment will increase.
Information on willingness to pay has implications for
the successful introduction and sustainable deployment of all
combinations, especially artemisinin-based combinations. This
technique can be used to identify optimal treatment pricing,
as well as provide governments and donors with a basis for
intervening in the market for artemisinin-based combinations.
Such strategies might include subsidizing payments, targeted
subisidies or providing free drugs to the poor.

Methods
This study was part of a recently completed randomized eﬀectiveness trial of three drug combinations and one monotherapy
to treat Tanzanian children with non-severe, slide-proven malaria (11). The drugs included: amodiaquine (AQ) monotherapy,
combinations of AQ + sulfadoxine–pyrimethamine (AQ+SP),
AQ + artesunate (AQ+AS) or artemether–lumefantrine (coartemether, six-dose regimen). Drugs were taken unobserved
at home. In this area, at day 28, parasitological failure rates
for SP and AQ as ﬁrst- and second-line treatments are >50%
(11, 12). The eﬀectiveness trial showed parasitological failure
rates at day 14 in this setting to be 42% for AQ, 20% for
AQ+SP, 11% for AQ+AS and 1% for co-artemether.
Patients were recruited from the maternal and child
health clinic of Teule Hospital in Muheza District. One hundred and eighty randomly selected mothers whose children
had been recruited to the main trial and randomized to one of
the combinations for uncomplicated malaria were interviewed
about their willingness to pay for combination therapy about
14 days after starting treatment, when women and their children attended a follow-up clinic at the hospital. Box 1 shows
the original trial’s inclusion and exclusion criteria.
Trained ﬁeld workers selected from the study district
administered the questionnaire about willingness to pay. These
ﬁeld workers were independent of the main study, were not
involved in clinical management and conducted interviews
outside the clinical setting. The questionnaire was translated
into Kiswahili and was piloted on 35 women from diﬀerent
ethnic groups, who had varying levels of education and were
from rural and urban backgrounds. The questionnaire was
shortened and some modiﬁcations were made as a result of the
pilot. All questionnaires were double entered by two data entry
clerks who used Microsoft Access (version 7.0). The data were
then analysed with SPSS PC+ (version 12.0).
Estimates of willingness to pay were compared across
the four treatment groups to investigate whether participants
valued these treatments diﬀerently and to determine the reasons
for any diﬀerences. In addition, detailed information on the
individual and household characteristics of each participant was
collected in order to explore the extent to which willingness
to pay varied across socioeconomic groups. Two forms of data
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on socioeconomic status also were collected. These included a
series of questions about asset ownership, as well as a subjective
question from which interviewers ranked participants on a scale
of 1 to 5, with 1 being “very poor” and 5 being “very rich”.
Information on asset ownership was used to derive an
index of socioeconomic status, which was used to examine
whether socioeconomic groups showed systematic diﬀerences in
willingness to pay for the drugs. Principal component analysis (14, 15) was used to generate a household socioeconomic
status index using combined household-level information on
assets and per capita value of food. The household assets were
ownership of a radio, bicycle, television set, kerosene lamp,
motorcycle and motor car. The ﬁrst principal component was
used to derive weights for the index of socioeconomic status.
Weights assigned were 0.54 for ownership of a bed, 0.52 for
a kerosene lamp, 0.45 for a radio, 0.41 for a bicycle, 0.25 for a
motorcycle, 0.04 for a motor vehicle and 0.04 for food value.
Households were divided into quintiles on the basis of the value
of the index of socioeconomic status. The quintiles were poorest
(worst), very poor, poor, fairly poor and least poor.
Estimates of willingness to pay were elicited using the
bidding game (15–17). The bidding game presents the respondent with an amount and asks whether she is willing to pay that
amount. Depending on the answer given, respondents are asked
to bid up or down using a predetermined bidding iteration until the maximum number of predetermined bidding iterations
is reached (15). In this study, we began by asking participants
if they would be willing to pay for combination therapy and if
not, why not. They then were asked if they would be prepared
to pay 650 shillings, followed by 750 shillings and then 550
shillings. Finally, participants were asked to state the maximum
amount they would pay for combination therapy.
The importance of investigating the reasons behind
people’s responses about willingness to pay also has been reported widely in the literature on willingness to pay (18). This
information particularly is useful in interpreting results, as well
as identifying potential biases in estimates of willingness to pay.
In light of this, respondents in this study were asked two openended questions about what they liked and disliked about the
drug their child had taken in the trial.
Box 1. Inclusion and exclusion criteria
Inclusion criteria
• Children younger than ﬁve years with symptoms suggestive of
malaria and:
• Levels of P. falciparum of at least 2000 parasites/µL blood
• Able to take study drugs by the oral route
• Able to attend stipulated days for follow-up clinic and provide blood
smears
• Have parent or guardian who can give informed written or verbal
consent
Exclusion criteria
• Severe and complicated forms of malaria (13)
• Mixed plasmodial infection
• Concomitant disease masking assessment of the treatment response
(cases in whom advanced HIV infection is suspected were referred
for HIV counselling)
• Recent effective full dose antimalarial treatment (within 7 days),
excluding chloroquine
• Known hypersensitivity to one of the trial drugs
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The estimates of willingness to pay, reasons for liking or
disliking treatment and respondent characteristics are described
with proportions for categorical data and means for continuous
data. The Kruskal–Wallis test was used to test for signiﬁcant
diﬀerences in mean willingness to pay across treatment groups,
socioeconomic groups and health outcomes. All estimates on
willingness to pay are expressed in the local currency (US$ 1 =
1063 Tanzanian shillings). Clearance for this research was obtained from the ethics committees of the National Institute
for Medical Research ( United Republic of Tanzania) and the
London School of Hygiene and Tropical Medicine. The study
ran from June 2004 to November 2004.

Results
Table 1 shows the distribution of patients across the study
groups. Respondents were spread evenly across the socioeconomic quintiles (48 people per quintile). Interviewers gave
most respondents a subjective wealth rating of “2” on a scale
of 1 to 5, where 5 represented “very rich” and 1 “very poor”.
No statistically signiﬁcant diﬀerences were detected across
treatment groups at the 95% level for any of the variables
shown in Table 1.
Although all respondents were willing to pay something
for the drugs their child had been given, Table 2 shows that
there was a signiﬁcant diﬀerence in the amounts they were willing to pay: those who received AQ+AS were willing to pay the
most, followed by those who received co-artemether, AQ+SP
and ﬁnally AQ. A series of pairwise comparisons showed that
only when AQ was compared with artemether–lumefantrine
(P=0.008) or with AQ+AS (P=0.007) were statistically signiﬁcant diﬀerences detected.
Table 3 shows the parasitological and clinical outcomes
by day 14. The scores of willingness to pay for each treatment
group generally were consistent with the eﬀectiveness results,
with the more eﬀective drugs receiving higher scores on willingness to pay compared with the less eﬀective treatments. One
diﬀerence between the willingness to pay and health outcome
rankings is that willingness to pay was higher for AQ+AS
compared with co-artemether, while both the parasitological
and clinical measures showed that co-artemether was the more
eﬀective treatment. Socioeconomic status did not have a statistically signiﬁcant eﬀect on mean scores of willingness to pay
for any treatment group.
Finally, Table 4 shows that few respondents (14%) said
there was anything they did not like about the drugs they had
been taking. Moreover, most of the problems identiﬁed were
symptom related rather than non-medical factors, such as dosage regimens or the taste of a drug. The most common problem
reported was fatigue, which mothers attributed to the drug
being “too strong” for their child. Although the mothers of
patients who took AQ+AS reported more frequent side-eﬀects,
the total number of reported problems across all drugs is too
small to make any meaningful comparisons. In contrast, almost
all respondents (n = 178) reported at least one thing they liked
about the drug they were taking. The main reasons cited across
all treatment groups were that it cured the malaria quickly and
with no side-eﬀects.

Discussion
Although all respondents in this study stated that they would
be willing to pay something for the drugs they had received,
Bulletin of the World Health Organization | November 2005, 83 (11)

the mean amounts varied across treatment groups. Respondents
were prepared to pay the most for AQ+AS followed by co-artemether, AQ+SP and AQ alone. This diﬀerence was statistically
signiﬁcant, and, when pairwise comparisons of the drugs were
made, AQ was driving this diﬀerence between mean estimates of
willingness to pay. With the exception of AQ+SP, when AQ was
compared with any of the other drugs, respondents were willing
to pay signiﬁcantly less for AQ. This currently is second-line treatment in the United Republic of Tanzania and, like SP, is known
widely. Respondents tended to give a higher value to the more
eﬀective drugs. One exception being that willingness to pay was
higher for AQ+AS compared with co-artemether, while both
parasitological and clinical measures showed that co-artemether
was the more eﬀective treatment. Although very few respondents
reported anything they disliked about the drugs their children had
taken, where criticism existed, surprisingly it tended to be levelled
at the most highly valued treatment of AQ+AS. Speciﬁc problems
included side-eﬀects such as fatigue and loss of appetite.
In this study, mean willingness to pay also was compared
across socioeconomic groups. This is important when one
considers the “inverse care” law (19) or “inverse equity hypothesis” (20) that a new health intervention will tend to increase
inequities because the intervention initially will reach people
with a higher socioeconomic status, although the evidence for
this is mixed (21–23). Interestingly, in this study, no signiﬁcant
diﬀerences were detected in mean willingness to pay across
socioeconomic groups for three groups of combination drugs
(i.e. only for amodiaquine). One reason for this may have
been the relatively ﬂat socioeconomic gradient in the study
setting: most households were relatively poor and most in each
treatment group were given a wealth rating of only “2” (on a
relative scale of 1 to 5, where 1 represented very poor and 5
very rich), so small diﬀerences may not be detected.
The willingness to pay approach generally is accepted as
a theoretically sound method for estimating the value of goods
and services to consumers (15, 24). The contingent valuation
method is based on a hypothetical market in which respondents
are not actually required to make the payments they state they
are prepared to make (25). This technique often is criticized
on the basis that it asks about hypothetical payments and, as
such, willingness to pay is a poor indicator of actual willingness to pay (26, 27). Some empirical studies, however, show
that the contingent valuation method can be a good predictor
of actual willingness to pay in both high-income (28, 29) and
low-income settings (4, 30).
To ensure that hypothetical payments reﬂect reality, respondents must have a clear understanding of what they are
being asked to value and, in turn, that they are all valuing the
same thing (i.e. in this case, antimalarial drugs) (18). In this
study, we asked mothers about their willingness to pay for the
drugs used to treat their children. Some mothers may have
included aspects of the treatment process in their valuations,
such as the way they were treated by staﬀ at the hospital or
the time they had to wait to receive treatment. This has been
referred to as a “nesting” or “embedding” eﬀect, whereby one
good or service is incorporated into a larger bundle of goods
or services (18). The fact that this study was undertaken within
a randomized clinical trial, in which all patients were treated
by the same team, should, however, minimize this eﬀect.
Moreover, although this study showed that willingness to pay
was associated positively with measured eﬀectiveness, it should
not be assumed that this always will be the case. Willingness to
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Table 1. Demographic and socioeconomic characteristics of patients, mothers and their households
Variable

Treatment group
Artemether–
lumefantrine

Amodiaquine

Amodiaquine +
sulfadoxine–pyrimethamine

Amodiaquine +
artesunate

Sex of child
Male

25 (51.0)a

11 (61.1)

36 (64.3)

27 (47.4)

Age of child (years)
0–1
1–2
2–3
3–4
4–5
Mean age (months)

10 (20.4)
11 (22.4)
11 (22.4)
6 (12.2)
11 (22.4)
27.0

5 (27.8)
5 (27.8)
2 (11.1)
2 (11.1)
4 (22.2)
24.7

11 (19.6)
25 (44.6)
12 (21.4)
3 (5.4)
5 (8.9)
22.5

14 (24.6)
16 (28.1)
12 (21.1)
4 (7.0)
11 (19.3)
24.9

Mother’s education
Unable to read
No formal education
Primary education
Secondary education
University

0
1 (2.0)
48 (98.0)
0
0

0
0
17 (94.4)
1 (5.6)
0

1 (1.8)
4 (7.1)
49 (87.5)
2 (3.5)
0

0
1 (1.8)
55 (96.4)
1 (1.8)
0

Distance from home to hospital (km)
<5
5–10
10–20
20
Mean distance travelled to hospital (km)

16 (32.7)
11 (22.4)
22 (44.9)
0
9.2

9 (50.0)
2 (11.1)
7 (38.9)
0
8.0

32 (57.1)
9 (16.1)
15 (26.8)
0
6.4

22 (38.6)
13 (22.8)
22 (38.6)
0
8.3

Own at least one:
Kerosene lamp
Bed
Radio
Bicycle
Motorcycle
Motor car

48 (98.0)
48 (98.0)
39 (80.0)
26 (53.1)
0
0

18 (100.0)
18 (100.0)
17 (94.4)
14 (77.8)
0
1 (5.6)

55 (98.2)
54 (96.4)
43 (76.8)
26 (46.4)
1 (1.8)
0

55 (96.5)
57 (100.0)
37 (64.9)
31 (54.4)
1 (1.8)
1 (1.8)

Socioeconomic status (quintiles)
Poorest
Very poor
Poor
Fairly poor
Least poor

11 (18.6)
10 (16.5)
13 (22.0)
14 (23.7)
11 (19.6)

3 (10.0)
4 (13.3)
10 (33.3)
5 (16.7)
8 (26.7)

14 (18.7)
18 (24.0)
12 (16.0)
15 (20.0)
16 (21.3)

20 (26.3)
16 (21.1)
13 (17.1)
14 (18.4)
13 (17.1)

0
3 (6.1)
37 (75.5)
9 (18.4)
0
0

0
0
15 (83.3)
3 (16.7)
0
0

0
6 (10.7)
37 (66.1)
13 (23.2)
0
0

0
4 (7.0)
40 (70.2)
10 (17.5)
1 (1.8)
0
2 (3.5)

Subjective wealth ranking
0b
1
2
3
4
5c
Missing
a
b
c

Values in parentheses are percentages.
Very poor.
Very rich.

pay is a complex composite measure. Within this study, there
is, for example, an interesting mismatch between expressed
willingness to pay for AQ+AS and relative dislike for AQ+AS
(see Tables 2 and 4).
Although the fact that patients or their mothers are willing to pay more for combinations, in particular artemisininbased combinations, is encouraging, the amounts they were
willing to pay are nowhere in the region of what it is expected
to cost to treat patients with these new drugs. Patients or their
mothers are prepared to pay amounts that would be realistic
848

for the AQ+SP combination, which has proved eﬀective in
other parts of Africa (30, 31), but not eﬀective in this part of
the United Republic of Tanzania (12). Negotiations between
WHO and some drug companies have reduced the cost of
artemisinin-based combinations to around US$ 0.90–1.4
for a treatment course for children up to seven years old and
around US$ 2.40 per adult dose. Shortage of the raw material,
however, means that costs are unlikely to show a sharp drop in
the foreseeable future, although they are anticipated to reduce
in price. As respondents in this study were willing to pay US$
Bulletin of the World Health Organization | November 2005, 83 (11)
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Table 2. Pairwise comparisons of willingness to pay for drugs
Variable

Mean willingness to pay
Pairwise comparisonsb
Amodiaquine +
sulfadoxine–pyrimethamine
Artemether–lumefantrine
Amodiaquine
Amodiaquine + artesunate
a
b

Treatment group
Artemether–
lumefantrine

Amodiaquine

Amodiaquine +
sulfadoxine–pyrimethamine

Amodiaquine +
artesunate

740.8 (310.0)a

547.2 (239.2)a

692.0 (384.9)a

803.5 (534.7)a

1153.0 0.15 c

406.5 0.21 c

NA
257.0 0.008 c
1342.0 0.73 c

257.0 0.008 c
NA
296.5 0.007 c

Numbers in parentheses are standard deviations.
Comparisons were undertaken using Mann-Whitney U non-parametric test.

NAd
1153.0 0.15 c
406.5 0.21 c
1336.5 0.13 c
c
d

0.65–0.75 (600–700 Tanzanian shillings) for the treatment
of one episode of malaria with co-artemether or AQ+AS, this
presents a serious gap between what people are willing to pay
and the predicted cost of treatment. This is compounded by the
fact that the average child younger than ﬁve years in Muheza experiences about three clinical episodes per year (33), and many
additional febrile episodes will be treated with antimalarials
even in the absence of parasites (34, 35). If participants in this
study were asked to pay a subsidized price of US$ 0.90 (1000
Tanzanian shillings), about 70% would not pay this amount,
and, in the case of US$ 1.40 (1500 Tanzanian shillings), the
corresponding ﬁgure is 95%. This makes sense when one
considers that the mean monthly income of rural households
in the United Republic of Tanzania is only US$ 13.4 (14 134
Tanzanian shillings) and US$ 29.0 (30 426 Tanzanian shillings) for urban households outside Dar es Salaam (36). This
reinforces the importance of subsidization if these drugs are

1336.5 0.13 c
1342.0 0.73 c
296.5 0.007 c
NA

Numbers in italics are P-values.
NA = not applicable.

to be deployed widely, which was reviewed carefully recently
(37). Ongoing eﬀorts, especially by the Global Fund, to provide heavily subsidized drugs therefore are essential, although
at present whether these will be available through the private
sector (where many people get their treatment for malaria) as
well as the public sector is not clear.
One suggested way to address any gap between people’s
willingness to pay and the cost of treatment is to educate the
public about the potential net savings that can be achieved at the
household level by using the new eﬀective drugs (15). However,
up-front lump payments for expensive treatment are not always
feasible, even when a family understands that this may be outweighed by future savings. Moreover, it takes time for people to
gather the experience and conﬁdence in new drugs to be able to
weigh up their costs and beneﬁts — and this is a limitation for
policy as well as a study such as this, in which well-known treatments are being compared with less well-known drugs.

Table 3. Comparison of mean willingness to pay with drug effectiveness and socioeconomic status
Variable

Drug effectiveness (%)a
Clinical failure by day 14b
Level of willingness to pay
Mean
Median
Range
χ² = 8.951d
Mean willingness to pay by
socioeconomic status quintile
1 (poorest)
2 (very poor)
3 (poor)
4 (fairly poor)
5 (least poor)
χ²
a
b
c

Treatment group
Artemether–
lumefantrine
(n = 49)

Amodiaquine
(n = 18)

Amodiaquine +
sulfadoxine–pyrimethamine
(n = 56)

Amodiaquine +
artesunate
(n = 57)

1
0

42
13

20
7

11
2

740.8 (310.9)c
650
200–2000

547.2 (239.2)
500
200–1000

692.0 (384.9)
550
100–2000

803.5 (534.7)
750
100–4000

895.0 (477.5)
683.3 (207.7)
672.7 (343.0)
830.0 (181.4)
611.1 (165.4)
6.06 0.20 e

800.0 (282.8)
433.3 (208.2)
520.0 (277.5)
750.0 (353.6)
475.0 (133.2)
4.13 0.40

486.4 (362.0)
760.7 (220.3)
685.7 (617.6)
791.7 (483.3)
704.2 (251.8)
8.8 0.067 e

687.5 (245.3)
726.9 (434.3)
992.9 (362.2)
1045.0 (1070.2)
722.7 (234.9)
3.63 0.46

Percentage parasitological failure by day 14 from main trial (11).
From main trial (11).
Values in parentheses are standard deviations.
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e

P<0.05.
Numbers in italics are P-values.
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Table 4. Frequency of things respondents liked and disliked about their malaria drugs
Variable

Disliked
Felt weak
Loss of appetite
Rise in temperature
Did not cure fever
Other
Totala
Liked
Cured the malaria quickly
No side-effects
Easy to administer to a child (i.e. not bitter)
Other
Total
a

Treatment group
Artemether–
lumefantrine

Amodiaquine

Amodiaquine +
sulfadoxine–pyrimethamine

Amodiaquine +
artesunate

1
1
1
0
2
5

0
0
0
3
1
4

2
4
1
0
1
8

5
1
3
1
2
12

34
26
3
2
65

17
2
0
0
19

43
20
2
2
67

44
19
0
0
63

Two individuals identiﬁed more than one problem, so the total number of problems (n = 29) exceeds the number of individuals who reported problems (n = 26).

Without the support of the international donor community or governments, families are not going to be in a position
to bear the additional cost of artemisinin-based combinations.
This study has shown that families who live in an area where
drug resistance to monotherapy is known to be high are willing to pay more for artemisinin-based combinations. These
amounts, however, are nowhere near the real cost of delivering
the new drugs. On the basis of the evidence from this study,
unless market prices decrease dramatically, artemisinin-based
combinations will realistically make any impact only when the
end-users receive subsidies — especially among the poorest
patients. Mustering the political will to achieve this in a sustainable way is essential. The debate should be about how best to do
it, including how to involve the informal as well as the formal
sector, rather than whether it should be done (37). O
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Résumé
Mesure dans laquelle l’usager est disposé à payer pour se procurer différents antipaludiques amodiaquine + artésunate, amodiaquine + sulfadoxine-pyriméthamine, artéméther-luméfantrine ou
amodiaquine seule: l’expérience de la Tanzanie
Objectif Le coût des associations thérapeutiques est considéré
comme l’un des principaux obstacles à leur utilisation bien
qu’aucune étude n’ait directement été consacrée à cette question.
Les estimations visant à déterminer dans quelle mesure l’usager est
prêt à payer pour se procurer quatre associations médicamenteuses
ou médicaments pour traiter le paludisme sans complication chez
l’enfant en Tanzanie ont été comparées. On a exploré les raisons
expliquant les évaluations des mères interrogées et les effets du
statut socio-économique sur la possibilité de payer.
Méthodes On a demandé à 180 mères dont les enfants ont
été visés par un essai d’efﬁcacité randomisé récemment effectué
concernant les associations amodiaquine + artésunate (AQ+AS),
amodiaquine + sulfadoxine-pyriméthamine (AQ+SP), artémétherluméfantrine (co-artéméther) ainsi que l’amodiaquine seule (AQ)
dans quelle mesure elles étaient prêtes à payer pour obtenir ces
produits deux semaines après le traitement. Les estimations ont été
établies en faisant participer les mères à un processus d’enchères.
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Résultats Une différence signiﬁcative a été constatée quant aux
montants moyens que les mères étaient prêtes à payer, celles qui
recevaient AQ+AS étant disposées à payer le plus, suivies dans l’ordre
par celles qui recevaient le co-artéméther, AQ+SP et enﬁn AQ. Les
sommes que les mères des enfants touchés étaient prêtes à payer
pour obtenir les associations comportant de l’artémisinine étaient
toutefois loin de couvrir les prix du marché. On n’a pas constaté
d’inﬂuence statistiquement signiﬁcative du statut socio-économique
sur les résultats obtenus pour les différents groupes de traitement.
Conclusion Cette étude montre que les familles qui vivent dans
une zone où s’observe une très forte résistance à la monothérapie
sont disposées à payer davantage pour se procurer des associations
médicamenteuses plus efﬁcaces comportant de l’artémisinine. Ces
montants restent toutefois nettement inférieurs aux prix réels des
nouveaux médicaments. Pour que les associations médicamenteuses
comportant de l’artémisinine puissent avoir un véritable effet, il paraît
donc indispensable de subventionner ces traitements.
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Resumen
Diferencias en la voluntad de pago para obtener amodiaquina + artesunato, amodiaquina + sulfadoxinapirimetamina, artemetero-lumefantrina o monoterapia de amodiaquina: experiencias de Tanzanía
Objetivo Se considera que el costo de la terapia combinada es
uno de los mayores obstáculos para su despliegue, pero esto no
es algo que se haya determinado directamente. Se compararon las
estimaciones de la voluntad de pago para cuatro combinaciones
medicamentosas utilizadas para tratar a niños tanzanos con
malaria sin complicaciones, analizándose los motivos subyacentes
a las valoraciones de los entrevistados y el efecto del estatus
socioeconómico en la voluntad de pago.
Métodos Ciento ochenta madres cuyos niños habían sido
reclutados en un ensayo aleatorizado de reciente conclusión sobre la
eﬁcacia de la amodiaquina + artesunato (AQ+AS), amodiaquina +
sulfadoxina–pirimetamina(AQ+SP), artemetero–lumefantrina
(coartemetero) y monoterapia de amodiaquina (AQ) fueron
entrevistadas para determinar su voluntad de pago por esos
medicamentos dos semanas después del tratamiento. Dicha variable
se estimó empleando la técnica del juego de ofertas.
Resultados Se detectaron diferencias signiﬁcativas entre las

cantidades medias que las entrevistadas estaban dispuestas a
pagar: las que recibieron AQ+AS fueron las dispuestas a pagar
más, seguidas de las que recibieron coartemetero, AQ+SP y,
por último, AQ. Las cantidades que las madres de los pacientes
estaban dispuestas a pagar por las combinaciones basadas en la
artemisinina, sin embargo, estaban muy por debajo de los costos de
mercado. No se halló ningún efecto estadísticamente signiﬁcativo
de la situación socioeconómica en la voluntad media de pago en
ninguno de los grupos de tratamiento.
Conclusión Este estudio revela que las familias que viven en
zonas con una elevada farmacorresistencia a la monoterapia están
dispuestas a pagar más por las terapias combinadas más eﬁcaces
basadas en la artemisinina. Esas cantidades, sin embargo, están
muy lejos de los costos reales asociados a la administración de los
nuevos medicamentos. Sólo mediante la ayuda de subvenciones
podrían la terapias combinadas basadas en la artemisinina tener
algún tipo de impacto.
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