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Tanzania Pilot ACT Subsidy:
Summary of Findings to Date

In many African countries, more than half of the millions of people who fall ill with malaria seek treatment outside of
the public health system, primarily at small private shops and kiosks. Currently, the vast majority of those patients are
buying and using ineffective or inappropriate medicines instead of the reccommended artemisinin-based combination
therapies (ACTs) because of the higher price of these drugs. The global malaria community has responded to this chal-
lenge by developing a global subsidy of ACTs, known as the Affordable Medicines Facility - malaria (AMFm), while some
African governments have taken steps to launch similar initiatives at the national level. Since an intervention of this
kind has never been attempted before, relatively little is known about how it will function in rural Africa. As a result, the
Government of Tanzania and the Clinton HIV/AIDS Initiative (CHAI) have implemented a pilot project to inform the
design and planning of these initiatives. This pilot was launched in October 20077, and two comprehensive reports of
initial findings have been shared widely.

How does the pilot work?

The Tanzania pilot is intended to replicate the conditions of a large-scale subsidy of ACTs through the private sector.
As such, it is designed to let the private sector supply chain operate “normally,” with minimal intervention from the
government or CHAI in the distribution or pricing of subsidized ACTs.

The project consists of three core components. The first is the actual subsidization and distribution of ACTs. CHAI
procures quantities of Tanzania’s first-line ACT— artemether-lumefantrine — from the manufacturer at its public sector
price (average US$ 1) and sells them at a 92% reduced price to a national pharmaceutical wholesaler located in the capital.
The wholesaler then delivers the ACTs to drug shops (known as duka la dawa baridi) in two designated rural districts
through its normal distribution processes.

The second component of the project is the implementation of a package of supporting interventions intended to
improve the quality of care and treatment patients receive at drug shops and to create demand for the new product.
These interventions, which are executed by Population Services International (PSI), include communications activities
to inform patients of the importance of quickly seeking treatment for malaria and using ACTs, training of shopkeepers
in proper malaria treatment, and the placement of ACTs into patient-friendly packaging. In addition, a suggested retail
price is marked on the ACTs distributed in one of the target districts, enabling the project to test its impact on the final
price paid by consumers.

The final component of the project is regular collection and analysis of data to measure the impact of the subsidy. Four
methods are used to gather this data, including interviews of customers emerging from shops, audits of shops’ anti-
malarial stocks and sales, “mystery shoppers” in which researchers pose as patients seeking treatment, and reviews of
ACTs dispensed from public and NGO facilities. In addition to the target districts, these methods are conducted in a
third district not receiving subsidized ACTs which serves as a control. Data will be collected six times throughout the
project; including the baseline before the project started, three such exercises have been completed to date. The data
presented here is from the latest collection, conducted in March 2008.

What can the pilot tell us? What can it not tell us?

The pilot was designed to help answer two critical questions about large-scale ACT subsidies. First, what impact will a
subsidy applied at the top of the supply chain have on the final price paid and rate of uptake by rural patients for ACT?
Second, how can supporting interventions, particularly the use of a suggested retail price, affect these outcomes? The
findings related to these questions are therefore the most robust. In the process of tracking these outcomes, the pilot has
also gathered data on a range of related and important areas such as the age and socioeconomic status of patients.

There are, however, limitations to what can be concluded from the pilot, particularly for areas outside of the core design.
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Firstly, the pilot is implemented over a relatively small area and can therefore never fully replicate the conditions that
would be created by a global or national subsidy. Secondly, ACTs are being distributed only through drug shops. Other
research has shown that while these shops are the most important source of private treatment in rural Tanzania, poor
patients also seek treatment at other private outlets, including general stores. In addition, public outlets would be eligible
to receive subsidized ACTs through the AMFm. Lastly, the data available is still preliminary, with only five months
having passed since ACT distribution began. These interim data are useful to inform the planning of larger subsidy
initiatives, but firm conclusions should not be drawn on this project until more data is available.

There are also some important questions about ACT subsidies that this pilot will never be able to answer, such as the
impact on overall access to treatment, child mortality, and treatment-seeking behavior of patients. Other pilots are
currently under development and comprehensive operational research will accompany larger initiatives, some of which
will be able to answer these questions. Despite these limitations, the pilot has generated robust and interesting findings in
anumber of areas that can guide the design of large-scale initiatives.

What are the findings so far related to the price of ACTs?

As aresult of the subsidy, consumers in the two target districts are paying on average 95% less than the normal market
price for ACTs. At the reduced prices, ACTs now typically cost equal to or less than the other anti-malarial drugs patients
commonly buy, notably sulphadoxine-pyramethamine (SP) and amodiaquine. The difference is particularly large for
drugs bought for children under the age of five, the group at highest risk of malaria, with patients paying, on average,
half as much for ACTs as the most common alternative (amodiaquine). The price of ACTs for all age groups has also
been substantially below that of oral artemisinin monotherapies, which are not recommended by the World Health
Organization as they can accelerate the development of drug resistance.

One of the principal concerns about large-scale subsidies is that businesses will take excess profits and charge exorbitant
prices to patients. There is no evidence of price gouging in the pilot thus far. The most any consumer has paid for an
ACT is $0.27 above the average in the district and no consumer has ever paid more than $1. Another concern is that
shops in more remote areas, which are typically faced with lower competition and higher operating costs, will charge
higher prices. This has not been the case in the pilot so far, with statistically insignificant differences observed between
prices of ACTs at remote shops and those in or near town centers. Similarly, there has been no significant correlation
between the socioeconomic status of the purchaser and the price that they pay for ACTs.

Prices Paid for ACTs and Other Common Anti-Malarials by Consumers in Intervention Districts
Unsubsidized ACT* $10.00

Subsidized ACT (all) l $0.51
Subsidized ACT (Child <5) I $0.33

] HE
Artemisinin Monotherapy - $1.67

*As chsavel in privatepharmades in Dar es Salaam; noACTs fran aiginata manufacduress faund in study distrids.
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What are the findings so far related to uptake of ACTs?

The proportion of patients purchasing ACTs at drug shops has increased rapidly, from 1% before the introduction of the
subsidy to 44.% in March. In contrast, private sector ACT access in the district not receiving the subsidy has remained
constant during this time at less than 1% of patients buying the product. Uptake of ACTs has been particularly rapid for
children under five, with nearly two-thirds of consumers seeking treatment for this group buying subsidized ACTs. As
uptake of ACTs has increased, the number of consumers buying SP and amodiaquine has correspondingly decreased.

Anti-malarial Products Purchased by Patients Before and After Subsidy

n=4a7 n=290 n=128

Amodiaquine 35%

Amodiaquine 37% Subsidized ACT44%

Other 5%

Amodiaquine17%

SP 58% SP 99%

SP 30%

BEFORE (August) AFTER (March) CONTROL DISTRICT (March)
INTERVENTION DISTRICTS

Monthly sales of ACTs have also grown significantly, from roughly 1,600 in November to nearly 9,000 in March. With
this increase, ACTs accounted for roughly 35% of total monthly anti-malarial sales and were the highest selling product
in both districts by a substantial margin. The majority of ACT sales (68%) were at shops in or near town centers. This
is consistent with the finding that more remote shops typically see fewer customers and have been less likely to stock
subsidized ACTs — 38% of remote stores carried ACTs in March compared with 80% of stores in town centers. The
total number of ACTs distributed to patients in the two target districts through public and faith-based facilities as well
as private shops increased by 15,000 treatment courses between November and March, with the subsidy accounting

for roughly half of the increase. This suggests that the subsidy has led to higher overall treatment access rather than
substituting patients who would have otherwise visited the public sector, although such a conclusion is impossible to
confirm without other research methods.

What are the findings so far related to the impact of supporting interventions?

While a broad package of supporting interventions accompany the distribution of subsidized ACTs, the pilot is designed
specifically to test one of them, the suggested retail price (SRP). The evidence so far indicates that the SRP has effectively
limited the variation in the price paid by consumers and resulted in a lower price for children, but also artificially
increased the price for adults. In the district without the SRP, consumers paid a wide range of prices for ACTs, resulting
in an average price of $0.39 for the infant pack. By comparison, almost all consumers in the SRP district paid exactly the
recommended price, which was $0.25 for the infant pack. For the adult pack, however, consumers in the district without
the SRP paid half the recommended price ($o.50 compared with $1). This indicates that the SRP can be a useful tool for
controlling prices of subsidized ACTs, but that arriving at the optimal recommended price is challenging and requires
detailed understanding of businesses and consumers in the target areas.
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There are also indications that the other supporting interventions are having an impact on key outcomes such as uptake
and appropriate dosing. A significantly greater number of consumers (90%) bought an appropriate dose of subsidized
ACT for the age of the patient compared with SP (76%) and other alternatives. This may be due to the improved, age-
specific packaging for ACTs (other treatments are often packaged only for adults or sold loose in tins) or the training
of shopkeepers. In addition, the number of consumers who said they bought ACTs because they thought it was the most
effective treatment for malaria more than doubled between November and March, potentially reflecting the impact of
the social marketing campaign. However, since there are many factors that may be contributing to these outcomes and
the pilot design does not specifically test them, it is not possible to draw conclusions about the impact of these other
supporting interventions.

What are the findings so far related to who is receiving subsidized ACTs?

The majority of consumers visiting drug shops in the target districts are seeking treatment for adults (ages 16 and
above), which is expected given that adults make up the greatest share of the population and burden of fever incidence in
Tanzania. However, the proportion of consumers seeking treatment for children under five has increased significantly
in the target districts, growing from 11% before the introduction of the subsidy to 29% in March. It is not possible

to determine whether the subsidy has contributed to this change. Older children and adolescents (ages 6 -15) have
consistently made the smallest proportion of purchases at drug shops (3-7%), but do not bear the same risk of malaria
that younger children do. Those consumers who do visit drug shops for treatment for children and adolescents

purchased ACTs much more frequently (64%) than adults (34%).

The majority of families in Tanzania and the districts examined through the pilot are poor, living on less than two
dollars per day. This was confirmed by interviews of consumers visiting drug shops —78% did not have electricity in
their homes. Within this population, better off individuals have been more likely to seek treatment and at drug shops.
Across the three districts, 21% of all customers interviewed were in the lowest (poorest) socioeconomic segments
compared with 59% in the better off segments. However, there is considerable variation between the districts, with

only a small difference between the number of consumers visiting drug shops in the poorest (16%) and best off (22%)
segments encountered in one district. Overall, this finding does not necessarily indicate that the poorest seek treatment
through the private sector less often as there are other outlets in the districts providing anti-malarial drugs that were not
examined in this pilot.

Change in Uptake of Subsidized ACTs in Intervention Districts by Socioeconomic Status of Consumers
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What are the next steps on the pilot? What other sources of information exist on this issue?

The pilot will conclude in November 2008, with a final report planned for release in December. In the interim, the
Government of Tanzania is developing other approaches to increase access to ACTs in the private sector. The U.S.
President’s Malaria Initiative has begun providing subsidized ACTs through other shops (Accredited Drug Dispensing
Outlets) in two regions of the country. And with financing from the Global Fund to Fight AIDS, Tuberculosis, and
Malaria, Tanzania will launch a nationwide subsidy of ACTs for children under five in late 2008.

For other information related to anti-malarial treatment through the private sector in Tanzania, please see the
following articles:

- Njau JD, Goodman C, et al. “Fever treatment and household wealth: the challenges posed forrolling out combination
therapy for malaria.” Tropical Medicine and International Health, 11:3 (2006), 299-313.

- Hetzel, M. Msechu, J, et. al. “Decreased Availability of antimalarials in the private sector following the change from
chloroquine to sulphadoxine-pyrimethamine in the Kilombero Valley, Tanzania,” Malaria Journal, 5:109 (2006).

+ Goodman C, Kachur SP, Abdulla S et al. “Retail supply of malaria-related drugs in rural Tanzania: Risksand
opportunities.” Tropical Medicine International Health, 9:6 (2004), 655-663.

In addition, other countries and organizations are currently developing pilot ACT subsidies and comprehensive analyses
of anti-malarial treatment through the private sector. For example, the Medicines for Malaria Venture is working

with the Government of Uganda to conduct an ACT subsidy in several districts. For further information, please see:
http://www.mmv.org/rubrique.php3?id_rubrique=146. In addition, the ACT Watch Project, recently launched by a
consortium led by PSI, will monitor the price, availability, and quality of antimalarials at all types of public and private
outlets in eight countries in sub-Saharan Africa and Southeast Asia) over five years. Further information on this project
can be found at http:/www.actwatch.info/.




