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Abstract
Objectives: Differences in marketed prices of antiretrovirals raises questions about the fairness of pricing medicines of 
significant public health importance such as dolutegravir (DTg). in view of the reduced prices of generically available 
efavirenz (eFV), there is a need to determine if previous conclusions on DTg’s cost-effectiveness need to be re-assessed
Methods: lowest list prices of DTg were extracted from national drug price or reimbursement databases for 52 countries. 
Price was recorded as Us$ per person-year (ppy). We compared the price of DTg to minimum costs of production and 
reduced prices of eFV, as well as assessed the correlation with gross domestic product (gDP) per capita and hiV epidemic 
size in three income classification groups (‘high’, ‘upper middle-income’, ‘lower middle or low-income’).
Results: annual prices of DTg ranged from $27 per person-year in georgia to $20,130 in the Usa. Within each income 
group, there was no observable relationship between DTg prices, gDP per capita and hiV epidemic size. Median price 
in countries excluded from voluntary licensing agreements ($8718) was >140 times higher than countries included 
($60). Price of DTg was >500% higher than eFV in many countries. Three full economic evaluations from high-income 
settings that compared DTg against eFV all used branded drug prices of eFV-based regimens as cost inputs to evaluate 
DTg’s cost-effectiveness.
Conclusions: This study highlights the wide disparity in prices of DTg across countries, even when segregated by similar 
income levels. The cost-effectiveness of DTg versus eFV should be re-evaluated now that low-cost generic eFV has 
become widely available.
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Background
affordable antiretrovirals have played a pivotal role in increasing 
global antiretroviral therapy (arT) coverage over the past decade 
[1]. in 2017, 15.2 million (41%) of the total of 36.7 million 
people living with hiV (PlhiV) still did not have access to arT 
[2]. Many countries are also currently still far from reaching the 
90-90-90 target [3]. an analysis of hiV treatment cascades in 
2016 found that arT coverage was only 12% in russia, 18% in 
china and 48% in Brazil [3].

Based on results from the single trial, the largest head-to-head 
trial between dolutegravir (DTg) and efavirenz (eFV) in treatment-
naïve patients, DTg showed lower discontinuation rates compared 
to efavirenz (eFV) (Table 1) [4]. Together with favourable results 
from several other Phase 3 randomised controlled trials, the World 
health Organization (WhO) has recommended DTg as a preferred 
first line treatment option in hiV-1 positive people since July 
2018 [5]. clinical guidelines from several high-income countries 
(hics) have also recommended DTg as the preferred first-line 
agent, while downgrading efavirenz (eFV) from a preferred option 
to an alternative treatment option [6–8]. in view of the benefits 
associated with DTg, there is an increasing global interest in 
using DTg as part of a strategically preferred universal antiret-
roviral regimen to accelerate current progress towards the 90-90-
90 target [9].

a generic co-formulation of tenofovir/lamivudine/dolutegravir 
(TDF/3Tc/DTg) should become available in 92 low- and low-
middle income countries at a target price of $75 per person-year 
(ppy), according to recent announcements [10]. in these countries, 
the price of TDF/3Tc/DTg should be slightly lower than generic 

TDF/3Tc/eFV [12]. however, this pricing arrangement does not 
benefit the majority of upper middle-income countries (UMics) 
and high-income countries (hics) where DTg is sold at much 
higher prices due to ongoing patent restrictions [9]. in particular, 
several UMics and hics in eastern europe, south america and 
south-east asia with large hiV epidemics have been excluded 
from the voluntary licensing (Vl) agreements [9]. since the patent 
for eFV has already expired, it is currently available in many 
countries as a low-cost antiretroviral due to robust competition 
between generic manufacturers. For example, in the UK, DTg 
currently costs £6,068 ppy [13] compared to £108 for eFV [14]. 
The non-nucleoside inhibitor of the retrotranscriptase (nrTis) 
used in combination with either DTg or eFV can also be accessed 
as low-cost generics in most countries (for example aBc/3Tc, 
TDF/FTc or TDF/3Tc).

in the single trial, patients taking aBc/3Tc/DTg were less 
likely to discontinue treatment for adverse events than patients 
taking TDF/FTc/eFV (Table 1) [4]. however, the risk of virologi-
cal failure after 3 years was 9% for aBc/3Tc/DTg, versus 8% 
for TDF/FTc/eFV [4]. Therefore, the use of eFV first-line is not 
associated with an increased risk of virological failure requiring 
a switch to second-line therapy, when compared to DTg. in most 
hics and UMics where cost of DTg are expected to be much 
higher, the prevalence of pre-treatment drug resistance (Dr) has 
also declined over the last decade and stabilised at around 10% 
due to regular viral load testing and pre-treatment genotypic Dr 
testing [14,15]. given the similar efficacy profile and moderate 
improvements in tolerability of DTg compared with eFV, the 
decision to transition from eFV to DTg hinges largely on the cost 
of each respective treatment option and their financial impact 
on health systems.

While the pattern of price variations has previously been dem-
onstrated in second-line antiretrovirals between middle-income 
countries inside and outside sub-saharan africa [15,16], the 
extent of price disparity of DTg remains unclear at the moment. 
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Data sources

lowest list prices of DTg in over 50 countries were collected from 
publicly accessible national drug price databases, reimbursement 
authorities, and WhO global Price reporting Mechanism database 
in april 2018. additional information was also obtained from press 
releases, online price comparison tools and email correspondences 
with various country representatives (price sources can be found 
in the appendix). country statistics on gDP per capita (2016) 
and the number of PlhiV were extracted from the World Bank 
database and UnaiDs progress reports respectively [22,23].

calculation of estimated generic price

To assess the level of price mark-up by the pharmaceutical 
company, we estimated the generic price of DTg based on a 
cost-estimation algorithm previously validated for hiV/aiDs, 
tuberculosis and malaria medicines included in the WhO essential 
Medicines list [26]. This algorithm includes the costs of convert-
ing raw active pharmaceutical ingredients (aPi) and excipients 
into the finished pharmaceutical product as well as taxation and 
a 10% price mark-up to mimics the real-world profitability margin 
required to encourage market entry and increase competition 
between generic manufacturers [26].

export data of aPi from india between January 2016 to February 
2018 were retrieved from an online database (www.Datamyne.
com) that compiles data pursuant to indian customs regulations 
[27]. Thereafter, data was averaged to obtain the average price 
per kilogram of exported aPi over the timeframe. Per-kilogram 
prices for each antiretroviral were then input into the cost-esti-
mation algorithm illustrated by Figure 1 [26]. For instance, 18.25 g 
of aPi is required for 1 year’s supply of DTg at a dose of 50-mg 
daily. One kilogram of DTg was estimated to cost $1815. a 
formulation cost of $0.01 per tablet followed by a tax rate of 
27% and 10% price mark-up were then applied to obtain the 
estimated generic price of DTg ppy.

cost inputs used in cost-effectiveness analyses

an electronic search was performed on 11th June 2018 to identify 
the cost of eFV- and DTg-based regimens used in full ees on 
the following databases: MeDline, embase, the cost-effectiveness 
analysis (cea) registry and the centre for reviews and Dissemi-
nation database. To identify studies from grey literature, search 
was also conducted on scopus, Web of science and google scholar. 
literature searches were performed using free-text search and 
subject headings based on the two search concepts ‘economic 
evaluation’ and ‘dolutegravir’, with no restrictions on language 
and publication date. a full ee is defined as a study that compares 
both costs (use of resources) and consequences (benefits, out-
comes) of alternative treatment options [28].

Results
The median price of DTg across all 52 countries was $7920 ppy. 
The price varied substantially across all countries, ranging from 
$27 ppy in georgia to $20,130 ppy in the Us. The median price 
of DTg in countries excluded from Vl agreements ($8718) was 
more than 140 times higher compared to countries which are 
included ($60). similarly, median DTg prices in hics ($9164) 
were much higher than UMics ($3285) and lMics ($60).

From January 2016 to February 2018, there were 20 shipments 
exporting 586 kg of aPi at a total value of $1,119,338. Based 
on the cost-estimation algorithm (Figure 1), the estimated generic 
price was $42 ppy, which is similar to the price of DTg in countries 
with the Vl. The price of DTg in most hics and UMics excluded 
from the Vl agreements is close to 200 times higher than the 

Table 1. results from the single trial

Week 144 (FDA snapshot) DTG-arm EFV-arm P value

Viral suppression:
pVL <50 copies/mL

71% 63% 0.01

Protocol-defined virological 
failure:
two consecutive pVL ≥50 
copies/mL on or after week 24

9% 8% ns

Discontinuation due to 
adverse events or death

4% 14% <0.0001

Failure for reasons other 
than virological failure or 
discontinuation due to 
adverse events or death

16% 15% ns

ns: not significant; pVl: hiV-1 rna level.

The difference in marketed prices of antiretrovirals also raises 
questions about the fairness of pricing medicines of significant 
public health importance such as DTg. compared with eFV-based 
regimens, DTg-based ones might also be too expensive to be 
considered cost-effective in hics and UMics. economic evalua-
tions (ees) conducted in high-income settings have concluded 
that DTg is a more cost-effective treatment option over eFV, but 
only at the original patented prices [17–19]. in view of the 
reduced prices of generically available eFV, the issue of DTg’s 
cost-effectiveness should also be re-assessed. Branded versions 
of DTg may no longer be cost-effective when compared to low-
cost generic eFV.

This study aims to systematically compare the DTg prices across 
countries of different income levels. We have also compared the 
DTg price to minimum costs of production and reduced eFV 
prices in each country to determine if previous conclusions on 
DTg’s cost-effectiveness need to be re-assessed.

Methods

study design

We have analysed the price of DTg in countries where published 
information was available. as ex-factory or discounted prices for 
many countries are confidential, publicly listed prices were used 
[20]. For countries with data available, list prices of eFV were 
also gathered for comparison with DTg prices. all prices were 
recorded as Us dollars per person-year (exchanged rates assumed 
are shown in the appendix).

Median DTg prices were compared for countries included within 
and excluded from DTg Vl arrangements. included countries 
were then divided into three main income groups assigned by 
the World Bank [21]. Due to lack of data in the low-income 
group alone and similarity in DTg pricing in low-income and 
lower-middle income countries due to Vl arrangements, both 
income groups were analysed as a collective group (as lMics). 
hics and UMics were analysed as separate groups.

Within each income group, the price of DTg in each individual 
country was compared to its gross domestic product (gDP) per 
capita in 2016 published by the World Bank [22] and hiV epi-
demic size, according to UnaiDs [23]. gDP per capita reflects 
the extent to which the total economic output in a country can 
be shared by its population [24]. This measure is also of relevance 
as the tiered pricing system applied for ten lMics with Vl agree-
ments for DTg are based on their gDP [25].
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Multiplied by API needed for one tablet

Multiplied by conversion factor
(molecular weight adjustment

for salt)

Add excipient cost per tablet (amount of API ¥ 2 ¥ $2.63)
and formulation cost at $0.01/tablet

Profit margin = 10%
Tax on profit = 27%

Multiply by 365 days
API: Active pharmaceutical ingredient
ppy: per person-year

Cost of exported raw API
(dolutegravir sodium)

$1910/kg

Cost of API (dolutegravir
$1815/kg

API cost per tablet
$0.09

Formulated drug
$0.10

Final generic price
$42 ppy

Figure 1. generic price estimation flow chart for dolutegravir 50-mg tablet

estimated generic price. When compared to eFV, the current price 
of DTg is also more than 100–500% higher in most countries 
regardless of income group (Table 2).

There was no observable relationship between DTg prices and 
gDP per capita in all three income groups (Figures 2a–c). The 
greatest variability in DTg prices was observed in UMics. For 
instance, DTg costs $9656 ppy in Bulgaria compared to $365 
in Brazil, even though its gDP per capita is similar (Bulgaria 
$7469 vs Brazil $8650). in hics, the price of DTg in Usa 
($20,130) is a clear outlier. This price is almost four times higher 
of that in canada ($5267), although their gDP per capita is 
comparable (Us: $57,638 vs canada: $42,349). excluding the 
Us, the median price of DTg in hics across varying income levels 
is stable around $9042 ppy. in all included lMics, DTg prices 
were below $600, with india and Uganda showing higher prices 
than the other countries.

similarly, the hiV epidemic size and DTg prices did not show any 
correlation in the three income groups. in hics, for example, 
australia has a smaller number of PlhiV and a higher gDP per 
capita than countries such as France, germany and UK, but its 
price of DTg is much lower. in UMics, although the epidemic 
size and gDP per capita of russia and china is similar to Brazil, 
their DTg prices (russia $1871; china $3854) were more than 
5- and 10-fold higher than in Brazil ($365).

We identified three full ees with available information on the 
cost inputs of DTg- and eFV-based regimens used in the economic 
models (Table 3). all studies were set in high-income settings 
and used branded drug prices of eFV-based regimens as cost 
inputs for evaluation of DTg’s cost-effectiveness. The cost of 
TDF/FTc/eFV (atripla) in italy by restelli et al. was quoted at 
branded 2017 price of Us$8736 ppy [19], although generic eFV 
currently costs Us$788 ppy.

While all three ees investigated the uncertainty around cost of 
treatments [17–19,29–31], only two studies assessed a potential 
reduction in the price of the components in comparator regimens 
[17,30]. By reducing the price of eFV/TDF/FTc by 20% to 
illustrate the impact of patent expiry of eFV, Peng et al. showed 
that the incremental cost-effectiveness ratio (icer) increased by 
148% from the base case [30]. similarly, DTg stopped being a 
dominant treatment option for treatment-naïve patients when 

comparing the combination of generic eFV and Truvada (branded 
TDF/FTc) in the study by Despiégel et al. [17]. however, the 
price of generic eFV used in the sensitivity analysis was not stated 
and its impact on the icer was not explained by the authors 
[17]. By contrast, the remaining two ees conducted in France 
and italy did not vary the prices of comparator regimens for all 
analyses [18,19]. instead, the authors only tested a 10% reduc-
tion in price of DTg and varied the cost of subsequent or salvage 
therapies [18,19].

Discussion
Our comparative price analyses highlight the wide disparity in 
prices of DTg across countries, even when segregated by similar 
income levels. The lowest and highest prices of DTg varied between 
4 times in hics and 268 times in UMics. Our analysis also shows 
that the prices in countries excluded from Vl for DTg were sub-
stantially higher compared to prices in countries under the Vl 
agreements which were similar to estimated cost of production. 
This makes DTg unaffordable in countries excluded from the Vl 
agreements in which people have to pay for their own arT or 
the public health system needs to treat a large number of PlhiV. 
This pattern of price differences between higher and lower-income 
countries is also consistent with findings from previous studies 
for several other classes of antiretrovirals such as Pis, nnrTis 
and nrTis [15,16].

The prices of DTg seen in hics and UMics are likely set by the 
pharmaceutical company to gain substantial profits from a wealthier 
subset of the global population. in middle-income countries, with 
higher incomes and better infrastructure, pharmaceutical com-
panies also claim to adopt a flexible pricing policy that factors 
in each country’s gDP and epidemic size to improve affordability 
[33]. however, we did not notice any systematic pattern of price-
setting based on gDP per capita or hiV epidemic size.

The higher prices of DTg seen in countries in these hics and 
UMics may be a result of ineffective price negotiations due to 
incomplete information. For instance, policymakers who lack 
complete information about the cost of production or the price 
neighbouring countries pay may end up paying many times more 
than others may end up paying many times more than others 
[32]. Procurers are unlikely to accept high DTg prices if they are 



Original researchJournal of Virus Eradication 2018; 4 : 230–237

Price and affordability of DTg 233

Table 3. comparison of DTg/eFV costs used versus 2018 costs

Country Annual drug prices (US$)

Prices used in 
cost-effectiveness 

analysis

Prices in 2018 
 

DTG +  
2 NRTIs

EFV +  
2 NRTIs

DTG EFV

canada [17] $12,419 $12,134 $5267 $336

italy [19] $13,081 $8736 $7350 $788

United states [30] $28,455 $24,983 $20,130 $3507

confidential agreements on drug prices also prevent purchasers 
from making accurate international price comparisons to guide 
pricing decisions [20]. in some countries, prices are also set 
according to established cost-effectiveness thresholds based on 
gDP per capita [33] or average monthly wages [34] which indicate 
purchasers’ maximum willingness to pay for a drug [35]. This 
may result in a highest possible price that meets the threshold 
level, with significant budgetary impact [35].

Furthermore, as the entry of generic eFV has lowered its off-patent 
drug price, the price difference with DTg has become significantly 
pronounced as shown in our comparative price analysis. The cost 
inputs used in the identified ees, all of which were funded by 
pharmaceutical companies, did not accurately reflect medication 
prices in the marketplace. Therefore, if cost inputs for the ees are 
updated, this may potentially change the icers and hence, DTg 
might not be cost-effective as previously described.

generic drug entry of standard of care comparators such as eFV 
in cost-effectiveness studies are a major source of uncertainty. 
Yet, researchers only varied the price of DTg by 10–20% but kept 

aware that minimum production costs of DTg could be as low as 
$42 ppy, with economies of scale. in georgia, where the price 
of DTg was lower than estimated cost of production, this was 
likely achieved due to donation program from international donor 
Organizations and may not reflect of actual prices.

Table 2. Price of DTg versus eFV, by income group

Upper middle-income countries

Bulgaria $9656 $1154 737%

croatia $8867 $2322 282%

serbia $7807 $2750 184%

lebanon $7765 $1129 588%

Peru $5658 $722 684%

Turkey $5204 $906 474%

china $3854 $1152 235%

colombia $3285 $47 6889%

argentina $2682 $420 539%

Mexico $2629 $143 1738%

russia $1871 $146 1182%

Belarus $1181 $24 4821%

south africa* $835 $29 2779%

Brazil $365 $365 0%

cuba $57 $21 171%

Lower middle and low-income countries

india* $538 $321 68%

Uganda* $269 $29 828%

Ukraine* $69 $29 138%

egypt* $60 $35 71%

Uzbekistan* $60 $33 82%

cambodia* $60 $29 107%

armenia* $45 $37 22%

georgia $27 $39 -31%

Country DTG price per 
person-year 

(US$)

EFV price per 
person-year 

(US$)

Price increase 
(%): DTG vs 

EFV price

High-income countries

United states $20,130 $3507 474%

latvia $11,872 $788 1407%

Denmark $11,056 $2284 384%

Japan $10,908 $5127 113%

cyprus $10,725 $2625 309%

israel $10,559 $2723 288%

germany $10,541 $2806 276%

czech republic $10,306 $2218 365%

iceland $10,099 $3667 175%

switzerland $9972 $3574 179%

austria $9618 $2538 279%

new Zealand $9548 $555 1620%

hungary $9343 $3851 143%

Belgium $9282 $1243 647%

netherlands $9164 $1883 387%

greece $9083 $1678 441%

France $9045 $1778 409%

lithuania $9040 $825 996%

luxembourg $9020 $1289 600%

Oman $8718 $1035 742%

slovenia $8630 $1545 459%

United Kingdom $8495 $155 5381%

norway $8179 $3228 153%

United arab 
emirates

$8033 $5629 43%

Bahrain $7500 $5256 43%

italy $7350 $788 833%

australia $6540 $2211 196%

chile $6338 $931 581%

canada $5267 $336 1468%

*included in DTg voluntary licensing agreements

Country DTG price per 
person-year 

(US$)

EFV price per 
person-year 

(US$)

Price increase 
(%): DTG vs 

EFV price
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Figure 2. relationship between DTg price, gDP per capita and hiV epidemic size (by income group)

the price of study comparators constant in most ees [17–19]. 
although Despiégel et al. stated that DTg stopped being the 
dominant strategy when compared to a cheaper combination 
of generic eFV and Truvada (branded TDF/FTc), the extent of 
price reduction associated with the use of generic eFV in the 
sa is unclear [17].

strengths and limitations

in the comparative price analysis, we used publicly available 
list prices of DTg and eFV which might not be reflective of 

actual prices paid by governmental reimbursement Organiza-
tions. Often, purchase prices negotiated are lower than the 
drugs’ list prices due to confidential discounts or rebates [20]. 
however, considering most countries negotiate a similar discount 
rate, between 20% and 30% [37], the price difference between 
countries is unlikely to differ greatly even if using available list 
prices. Furthermore, we did not differentiate between generic 
and branded prices of eFV when comparing to DTg. This was 
limited by the information available, in which some countries only 
provided prices of either branded or generic eFV. nevertheless, 
this study shows that price of eFV, regardless of being generic 
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or branded, was substantially lower compared to DTg in most  
countries.

applications and implications

This study highlights the critical need for greater transparency 
in the prices of antiretrovirals, including back-end discounts and 
rebates for purchases and payers. although DTg has shown an 
improved safety profile in randomised controlled trials, it is still 
necessary to assess how much higher the price of DTg should be 
compared to the current reduced price of eFV. Pharmaceutical 
companies like gilead and glaxosmithKline have been posting 
growing sales figures and accumulated over $200 billion from 
hiV drug sales during the past 15 years [38]. as such, there 
is no justification for prices of DTg to remain significantly 
above current reduced prices of eFV or its estimated generic  
price.

expanded international price comparisons and generic price esti-
mation may empower government price negotiations and support 
cost-effectiveness calculations [26]. given the potential of the 
WhO gPrM and global Fund Price and Quality reporting data-
base to provide a good source of market intelligence on inter-
national prices, countries should in principle use reported prices 
from other countries as a benchmark to negotiate lower prices 
of DTg. similarly, knowledge of realistic research, development 
and production costs can act as a form of price control mechanism 
to set ceiling prices [26]. For instance, any manufacturer who 
submits a government tender in south africa is requested to 
provide a breakdown of drug price into aPi, formulation, packag-
ing and profit margin components [39].

as the exact timing of generic entry and level of price reduction 
is subject to variation, these should also be incorporated in the 
economic models as part of sas [40]. studies have found that 
drug prices fall approximately by 40% after 2 years of generic 
drug entry [41]. This failure to consider and accurately incorporate 
the impact of generic drug entry may therefore result in an under-
estimation of DTg’s incremental cost-effectiveness ratio, and thus 
overstate its true economic benefit [40]. DTg might even be 
considered cost-effective for immediate use in hics or UMics 
when comparators are initially expensive but lose its cost–-benefit 
ratio in the long term when generic comparators become available 
at a later date [40].

nevertheless, the impact of generic drug entry has been found 
to be largely ignored in literature if generic versions of study 
comparators are not available at the time of the study [40]. as 
more antiretrovirals are close to patent expiration, it is therefore 
becoming increasingly important for future pharmacoeconomic 
studies on new drugs to incorporate the impact of generic drug 
entry into their economic models to provide more accurate pro-
jections of their cost-effectiveness to guide policy decisions.

although DTg is considered a better clinical option for patients 
in high-income settings, a multiple-tablet regimen of available 
generic eFV and TDF/FTc tablets at a fraction of that cost may 
also be considered as an adequate short-term solution to improve 
arT coverage to more patients before a cheap fixed-dose com-
bination containing DTg becomes available. This is given the 
similar efficacy profile and moderate improvements in tolerabil-
ity of DTg compared with eFV, as well as similar efficacy and 
safety outcomes between multiple-tablet regimens and branded 
single-tablet fixed-dose combination [43]. With the patent expi-
ration for TDF/FTc expected around 2021 [44], this could also 
potentially pave the way for a generic FDc available in high-
income settings, thereby reducing both cost and pill burden  
simultaneously.

Conclusion
Our comparative analysis of international prices shows that DTg 
might not be cost-effective for use, especially in UMics and hics 
where prices of DTg are high. cost differences between antiret-
rovirals will continue to impact hiV care delivery in the near 
future as more antiretrovirals become available as generic for-
mulations. While we continue to advocate for more resources to 
treat people with hiV, we need to identify opportunities for 
lowering drug prices so that these resources can be better utilised 
to deliver hiV services essential to the continuum of care in low, 
middle, and high-income countries.
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Country Price source Website Exchange rate 
assumed

argentina Fundación huésped
(huésped Foundation)

email correspondence n.a (price given in UsD)

austria Österreichische sozialversicherung
(austrian social security)

http://www.hauptverband.at/oeko/?portal=hvb 1 eUr = 1.22 UsD

australia Pharmaceutical Benefits scheme (PBs) http://www.pbs.gov.au/pbs/home 1 aUD = 0.78 UsD

Bahrain national health regulatory authority http://www.nhra.bh/sitePages/View.aspx?Pageid=42 1 BhD = 2.65 UsD

Belgium national institute for sickness and 
Disability insurance

http://www.inami.fgov.be/sitecollectionDocuments/
liste-specialites-prices-20180501.pdf

1 eUr = 1.22 UsD

Brazil Ministry of health email correspondence n.a (price given in UsD)

Bulgaria national council on Prices and 
reimbursement of Medicinal Products

http://portal.ncpr.bg/registers/pages/register/list-
medicament.xhtml

1 Bgn = 0.60 UsD

canada régie de l'assurance maladie du Québec 
(raMQ)

http://www.ramq.gouv.qc.ca/sitecollectionDocuments/
liste_med/liste_med_2018_04_03_en.pdf

1 caD = 0.78 UsD

chile K@iros chile http://cl.kairosweb.com/index.php 1000 clP = 1.7 UsD

china 315Jiage (Drug Price 315) https://www.315jiage.cn/x-MianYili/208712.htm 1 cnY = 0.16 UsD

colombia Ministry of health and social Protection https://www.minsalud.gov.co/salud/MT/Paginas/
termometro-de-precios.aspx

1000 cOP = 0.36

croatia croatian health insurance Fund http://www.hzzo.hr/zdravstveni-sustav-rh/trazilica-za-
lijekove-s-vazecih-lista

1 hrK = 0.16 UsD

cyprus Ministry of health, Pharmaceutical 
services

https://www.moh.gov.cy/moh/phs/phs.nsf/dmlpricelist_gr/
dmlpricelist_gr?OpenDocument

1 eUr = 1.22 UsD

czech republic state institute for Drug control http://www.sukl.eu/modules/medication/search.php 1 cZK = 0.048 UsD

Denmark Danish Medicines agency https://www.medicinpriser.dk/Default.aspx 1 DKK = 0.16 UsD

germany Medizinfuchs.de https://www.medizinfuchs.de/ 1 eUr = 1.22 UsD

greece Ministry of health http://www.moh.gov.gr/articles/times-farmakwn/
deltia-timwn

1 eUr = 1.22 UsD

France Ministre des solidarités et de la santé 
(Minister of solidarity and health)

http://base-donnees-publique.medicaments.gouv.fr/index.
php

1 eUr = 1.22 UsD

hungary national health insurance Fund Manager http://www.neak.gov.hu//data/cms1019079/DrUg_lisT_
FOr_inTernaTiOnal_Price_cOMParisOn_20180212.xls

1 eUr = 1.22 UsD

iceland Pricing committee http://www.lgn.is/gogn/icelandic_medicine_price_04_2018.
xls

1000 isK = 9.8 UsD

india national Pharmaceutical Pricing 
committee 

http://nppaimis.nic.in/nppaprice/pharmasahidaamweb.aspx 1 inr = 0.015 UsD

israel Ministry of health https://www.health.gov.il/subjects/Finance/DrugPrice/
Pages/default.aspx

1 ils = 0.28 UsD

italy Ministry of health http://www.salute.gov.it/imgs/c_17_pubblicazioni_2696_
allegato.pdf

1 eUr = 1.22 UsD
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Country Price source Website Exchange rate 
assumed

Japan Ministry of health, labour and Welfare http://www.mhlw.go.jp/topics/2018/04/dl/tp20180418-
01_01.pdf

1000 JPY = 9.2 UsD

latvia state agency of Medicines https://www.zva.gov.lv/zalu-registrs/ 1 eUr = 1.22 UsD

lebanon Ministry of Public health https://moph.gov.lb/en/Pages/3/3010/pharmaceuticals#/
en/view/3101/drugs-public-price-list-

1000 lBP =0.66 UsD

lithuania Ministry of health http://sam.lrv.lt/lt/veiklos-sritys/farmacine-ir-kita-su-tuo-
susijusi-veikla/vaistu-ir-medicinos-pagalbos-priemoniu-
kompensavimas/nekompensuojamieji-vaistai

1 eUr = 1.22 UsD

luxembourg la caisse nationale de santé (national 
health Fund)

http://cns.public.lu/content/dam/cns/legislations/
texte-coordonne/med-comm/1804-liste-comm.pdf

1 eUr = 1.22 UsD

Mexico gob.mx https://www.gob.mx/cms/uploads/attachment/file/ 
243931/MeDicaMenTOs_anTirreTrOVirales_2017.pdf

1 MXD = 0.053 UsD

The 
netherlands

national health care institute 
(Zorginstituut nederland)

https://www.medicijnkosten.nl/databank 1 eUr = 1.22 UsD

new Zealand Pharmaceutical Management agency http://www.pharmac.govt.nz/hMlOnline.php 1 nZD = 0.72 UsD

norway norwegian Medicines agency https://www.legemiddelsok.no/sider/default.aspx?f=han;Mt
i;Vir;aTc;Var;Mar;Mid;avr;par;gen

1 nOK = 0.13 UsD

Oman Ministry of health https://www.moh.gov.om/en/web/dgpadc/-2 1 OMr = 2.60 UsD

Peru Ministry of health http://observatorio.digemid.minsa.gob.pe/# 1 Pen = 0.31 UsD

saudi arabia saudi Food and Drug authority https://www.sfda.gov.sa/en/drug/search/Pages/default.
aspx?Pageindex=1&sm=human

1 sar = 0.27 UsD

russia state register of Medicines http://grls.rosminzdrav.ru/pricelims.aspx 1 rUB = 0.02 UsD

serbia serbian republican health insurance 
Fund

http://rfzo.rs/index.php/osiguranalica/lekovi-info/
lekovi-actual

100 rsD = 0.99UsD

slovenia Public agency of the republic of 
slovenia for Medicinal Products and 
Medical Devices (JaZMP)

http://www.jazmp.si/fileadmin/datoteke/seznami/sFe/
cene/cene_2007hist.html

1 eUr = 1.22 UsD

south africa south african Medicine Price registry http://www.mpr.gov.za/PublishedDocuments.aspx 1 Zar = 0.08 UsD

switzerland Federal Office of Public health http://www.spezialitaetenliste.ch/showPreparations.aspx 1 chF = 1.02 UsD

Turkey Turkish Medicine guide https://www.ilacrehberi.com/ 1 TrY = 0.24 UsD

United arab 
emirates

Department of health https://www.haad.ae/haad/tabid/1328/Default.aspx 1 aeD = 0.27 UsD

United 
Kingdom

British national Formulary https://bnf.nice.org.uk 1 UKP = 1.40 UsD

Usa goodrx https://www.goodrx.com na (price given in UsD)

Others WhO global Price reporting Mechanism http://apps.who.int/hiv/amds/price/hdd/ na (price given in UsD)


