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ABSTRACT 

 

 

This article considers the pricing policy for pharmaceuticals in Australia which is widely seen as 

having achieved low drug prices. However compared to New Zealand the evidence implies that it 

might have improved its performance significantly if it had proactively sought market best pricing. 

The Australian record suggests that the information sought by authorities may not be sufficient for 

optimal pricing and that the economic evaluation of pharmaceuticals may be neither necessary 

nor sufficient for achieving this goal. 
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Paying too much for pharmaceuticals: A case study 
of why the comparator matters 

 

 

 

1 Introduction 

Huge variation in per capita expenditures for pharmaceuticals exists across countries. In 2007 

the USA spent 1.9% of its GDP on pharmaceuticals or about 27% more than the OECD average 

of 1.5% which, in turn, was 25% above the figure for Australia, a country which has historically 

boasted low pharmaceutical costs and prices. But the Australian figure of 1.2% of GDP was 33% 

above New Zealand‟s 0.9%. In absolute terms the US spent $878 per capita in 2007, 104% and 

164% more than Australia and New Zealand respectively. Despite this life expectancies in these 

latter two countries are 2.3 and 2.1 years longer than in the USA and infant mortality in the USA 

is 40% and 60% higher than in New Zealand and Australia respectively. Cancer rates in the three 

countries are virtually identical; the USA has marginally lower mortality from stroke but higher 

mortality from ischemic heart disease. Prima facie, therefore, the lower drug expenditures in 

Australia and New Zealand do not result in obviously poorer health.  

In this article, however, we focus upon expenditures and upon one of its two determinants, 

namely the prices paid for drugs. The interesting policy question is whether or not the present 

Australian system results in lower prices. While a counterfactual system cannot be evaluated it is 

possible to assess the success of the Australian approach by selective comparisons. We 

illustrate this below using publicly available data. 

Surprisingly few studies of pricing have been published. In 2001, the Australian Productivity 

Commission released the most comprehensive report to date [1]. This compared the prices 

received by manufactures for a basket of 150 of the top-selling PBS medicines ranked by total 

expenditure with seven comparator countries, namely, the United States of America (USA), 

Canada, the United Kingdom (UK), France, Spain, Sweden and New Zealand (NZ). Overall the 

report concluded that there is “some evidence to support the view that Australia‟s cost-

containment arrangements may have contributed to keeping prices relatively low”.  

Since then a number of bilateral and multilateral international price comparisons have been 

published relevant to Australia [2, 3, 4, 5, 6,]. Overall it can be concluded from these references 

that Australia does indeed pay prices in the mid to low end of the reported range. However, the 

obvious question is “compared to what”? 

Historically Australian analysts have only been interested in price comparisons within the 

Organisation for Economic Cooperation and Development (OECD) countries and particularly with 
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the USA. However the cost of pharmaceuticals to a nation is so great that it justifies a more 

careful examination of the data and a more focused question than the one implicit in such 

reviews. Analogously, almost any OECD country which compares its health system with the USA 

health system could conclude that its system performs well. But the conclusion is not justified as 

the comparison is too limited and the implied criterion inappropriate. The question should not be 

whether Australia performs relatively well overall but whether there is evidence from any country 

that we could do better. The appropriate comparator is not average performance but best 

performance and not of the overall scheme but of any part where improvement is possible.  

To illustrate the importance of this point, a case study is presented which compares the prices of 

a basket of drugs from Australia to the same drugs in NZ, which enjoys some of the lowest prices 

for pharmaceuticals in the OECD. The analysis is then extended to make a comparison with the 

“world market”.  

 

2 Background 

Australia’s PBS: The Australian Pharmaceutical Benefits Scheme (PBS) provides subsidised 

medicines for all Australians. The prices paid to manufacturers for medicines listed in the PBS 

“market” are negotiated by the Government following a positive recommendation by the 

Pharmaceutical Benefits Advisory Committee (PBAC), an independent statutory body which was 

the first in the world to require the inclusion of an economic evaluation for a drug to be listed (and 

therefore subsidised) by the PBS. When a competitive generic drug is first introduced (following 

expiry of a patent) the price proposed by the competitor is revealed to the original manufacturer 

which then has the option of reducing its own price. In addition to the negotiated price there is 

some scope for allowing market forces to influence the prices paid for generic pharmaceuticals 

(see Box 1 below: Minimum Pricing Policy).  

Box 1: Minimum Pricing Policy 

 

 

The minimum pricing policy was introduced in 1990 and was designed to 

increase price competition in the PBS market by allowing manufacturers 

some latitude in setting prices for medicines listed on the PBS. It allows the 

Commonwealth Government to base the reimbursement price, known as the 

benchmark price, on that of the lowest priced brand “which is reasonably 

available in the marketplace”. Sloan C (1995). A history of the Pharmaceutical 

Benefits Scheme 1947-1992. Commonwealth of Australia, Canberra.  

 

More information can be found at: 

http://www.health.gov.au/internet/main/publishing.nsf/Content/pbs-pbpa-

policies-contents  

 

 

New Zealand’s PHARMAC: New Zealand has a relatively small population compared to 

Australia (4 versus 22 million people). It has similar levels of regulation and government 

intervention in health care but it uses a competitive tender process to purchase almost half of the 

medicines listed on the Pharmaceutical Management Agency (PHARMAC) National Schedule 

http://www.health.gov.au/internet/main/publishing.nsf/Content/pbs-pbpa-policies-contents
http://www.health.gov.au/internet/main/publishing.nsf/Content/pbs-pbpa-policies-contents
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[7]. Unlike the Australian scheme information concerning a competitor‟s bid is not provided to the 

original manufacturers or to other competitors. It has been argued that the use of a competitive 

tender process undermines the reliable supply of drugs for the population, and limits the number 

of drugs available on the formulary [8]. Others have identified benefits [9, 10]. A smaller range of 

drugs on a formulary per se does not necessarily mean poorer health or even a significantly 

reduced set of therapeutically important drugs for the population, as argued by the World Health 

Organisation (WHO) in support of its Model Drug List [11]. More importantly, competitive tender 

per se does not determine the price at which drugs will be rejected. A relatively less wealthy 

country like NZ may rationally adopt a more stringent evaluation than a relatively wealthier 

country. This is a separate issue to the question concerning the price of drugs which have been 

purchased.  

 

3 Methods 

For the present comparison, data were obtained for the 50 highest cost subsidy items in Australia 

for the 12 months to 30 June 2007 [12]. Items were matched for the corresponding item listed in 

the December 2007 NZ Pharmaceutical Management Agency (PHARMAC) schedule [13] on 

drug, form, strength and pack size. This allows calculation of the total difference in overall cost 

with the comparators, taking into consideration both the price of the item and the volume that 

was dispensed in Australia. This does not take into consideration any discounts given to 

pharmacies by manufacturers or wholesalers, and does not include dispensing fees and charges.  

International Prices 

The NZ comparison is then extended using the International Drug Price Indicator Guide (2007) 

[14]. This is an annual publication produced by the not-for-profit organisation Management 

Sciences for Health, in collaboration with the World Health Organisation (WHO), and with funding 

from the United Kingdom Department for International Development (DIFD). It is designed as a 

reference with which to compare current prices paid for items on the international market. The 

prices in this database are from both suppliers and buyers, and include government agencies, 

not-for profit organisations and international development organisations. Only nine items could 

be matched with the Australian basket of 50 most expensive medicines (by volume) for the 

International Drug Price Indicator Guide, which reflects the heavy reliance of lower income 

countries on off-patent generic drugs, as they are less able to afford many of the patented 

medicines which appear heavily in the Australian Top 50.  
 

4 Results 

New Zealand Prices  

There were 34 matched items available for comparison, which are shown in Table 1. Prices were 

adjusted for differences in pack sizes where applicable. Prices were adjusted using both the 

average monthly exchange rates from the Australian Taxation Office [15] and Purchasing Power 

Parity ratios reported by the OECD [16]. Using both methods achieved very similar results and 

both are presented in Table 1. This indicates that NZ achieved lower prices for 29 of the 34 

matched drugs. A two sided test of mean values rejected the null hypothesis that there is no 

difference between matched prices at the 5% significance level (p=0.02). 
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Table 1: Comparison of prices paid in Australia for the highest priced PBS pharmaceutical items by expenditure compared to New Zealand (2007) 

and Internationally  

 Item (Quantity) 

 

Generic 

available  

Y/N 

Real 

average 

item cost 
a 

$AUD 

NZ lowest 

price item 

cost 
b    

$AUD 

(ER) 

NZ lowest 

price item 

cost 
c 
$AUD 

(PPP) 

IDPIG 
d
 Item 

difference 

$AUD 

PBS 

Volume 
e 
 

Total cost 

difference 

$AUD 

1 Atorvastatin calcium tab 40mg (30) N 67.55 32.21 34.10 - 35.34 3,057,246 108,053,466 

2 Atrovastatin calcium tab 20mg 30) N 46.11 23.23 24.60 34.10 22.88 3,424,052 78,350,622 

3 Clopidogrel hydrogen sulphate tab 75mg (28) N 74.58 63.84 67.60 - 10.74 2,111,423 22,676,828 

4 Simvastatin tab 40mg (30) Y 56.29 4.33 4.59 - 51.95 2,448,471 12,7209,651 

5 Omeprazole  tab 20mg (30) Y 29.06 3.71 3.93 1.34 25.35 3,198,775 81,082,633 

6 Olanzapine tab 10mg (28) N 325.68 177.91 188.38 - 147.78 272,868 40,323,544 

7 Alendronate sodium tab 70mg (4) Y 45.29 31.24 33.08 - 14.05 1,771,362 24,890,848 

8 Tiotropium bromide monohydrate cap (inhal) 

18mcg (30) 

N 69.82 60.90 64.49 - 8.92 1,140,278 10,168,569 

9 Simvastatin tab 20mg (30) Y 38.75 2.44 2.59 1.86 36.31 2,027,661 73,616,807 

10 Panoprazole sodium sesquihydrate tab 40mg N 31.64 24.36 25.79 - 7.28 2,230,390 16,245,447 

11 Fluticasone propionate with salmeterol xinafoate 

inhalher 250mcg-25mcg, 120 dose (1) 

N 65.92 23.66 25.06 - 42.26 881,458 37,248,861 

12 Pravastatin sodium tab 40mg (30) Y 55.68 56.82 60.17 - -1.14 1,012,764 -1,150,272 

13 Atorvasatin calcium tab 10mg (30) N 30.12 15.94 16.88 30.53 14.18 1,864,828 26,452,144 

14 Venlafaxine hydrochloride capsule MR 150mg 

(28) 

N 48.93 39.74 42.08 - 9.19 1,118,859 10,282,322 

15 Simvastatin tab 80mg (30) Y 82.92 18.27 19.35 - 64.65 646,323 41,783,417 

16 Goserelin acetate sc implant 10.8mg (1) N 1,100.66 482.59 511.01 - 618.07 36,928 22,824,092 

17 Interferon beta-1b vila 8,000,000 iu (15) N 1,156.80 1,105.10 1,170.19 - 51.70 33,977 1,756,572 

 Valaciclovir hydrochloride tab 500mg (42) N 148.48 NA NA 124.77 23.71 263,196 6,239,521
f
 

18 Latanoprost eye drops 50mcg/mL, 2.5mL (1) N 29.12 21.05 22.28 - 8.07 1,329,235 10,727,442 

19 Ezetimibe tab 10mg (30) N 59.10 50.11 53.06 - 8.99 629,871 5,664,249 

20 Venlafaxine hydrochloride cap MR 75mg (28) N 31.42 32.42 34.33 - -1.00 1,024,204 -1,027,714 

21 Fluticasone propionate with salmeterol xinafoate 

powder for inhalation 250mcg-50mcg, 60 dose (1) 

N 44.31 11.83 12.53 - 32.48 675,987 21,953,429 

22 Adalimumab pre-filled syringe 40mg/0.8mL (2) N 1,739.23 1,565.93 1,658.16 - 173.30 15,969 2,767,427 

23 Citalopram hydrobromide tab 20mg (28) Y 27.26 3.05 3.22 - 24.22 1,011,619 24,496,908 

24 Olanzapine tab 5mg (28) N 126.06 88.05 93.24 - 38.01 211,393 8,035,261 
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 Item (Quantity) 

 

Generic 

available  

Y/N 

Real 

average 

item cost 
a 

$AUD 

NZ lowest 

price item 

cost 
b    

$AUD 

(ER) 

NZ lowest 

price item 

cost 
c 
$AUD 

(PPP) 

IDPIG 
d
 Item 

difference 

$AUD 

PBS 

Volume 
e 
 

Total cost 

difference 

$AUD 

25 Anastrozole tab 1mg (30) N 176.72 208.80 221.10 236.68 -32.08 142,316 -4,564,928 

26 Salbutamol sulphate inhaler 100mcg, 200 dose (1) Y 12.59 3.48 3.68 3.60 9.11 1,993,424 18,158,505 

27 Carvedilol tab 25mg (60) Y 103.83 29.36 31.10 - 74.47 231,485 17,238,597 

28 Paroxetine hydrochloride tab 20mg (30) Y 25.84 5.13 5.44 47.51 20.71 904,811 18,737,079 

29 Insulin neutral-insulin isophane (NPH) mixed-

biphasic inj 100 units (30-70), 3ml (5) 

Y 213.44 37.11 39.30 28.02 176.33 109,405 19,290,854 

30 Rituximab IV solution 500mg/50mL (1) N 2,493.40 2,598.69 2,751.75 - -105.29 9,285 -977,625 

31 Oxaliplatin IV soln 100mg/20mL (1) Y 1,934.68 696.00 736.99 - 1,238.68 11,844 14,670,967 

32 Insulin glargine inj 100 units/mL, 3mL (5) N 391.28 82.22 87.06 - 309.07 57,208 17,681,037 

33 Lansoprazole cap 30mg (30) N 30.32 7.47 7.91 - 22.85 727,641 16,627,785 

34 Insulin aspart-insulin aspart protamine suspension 

inj 100 units (30-70), 3mL (5) 

N 250.80 46.61 49.35 - 204.19 85,232 17,403,947 

TOTAL COST DIFFERENCE        928,698,771 

TOTAL COST DIFFERENCE GENERICS ONLY 460,025,994 

Note: The above calculations were undertaken in Microsoft Excel. Rounded values are reported.  

Abbreviations: AUD = Australian dollars; tab = tablet; cap = capsule; sc = sub-cutaneous; inj = injection; soln = solution; mg = milligram; mcg = microgram; MR = modified 

release; EC = enteric coated); iu = international units; mL = millilitre 
a
 Prices are derived from the Pharmaceutical Benefits Pricing Authority annual report for the 12 months ending June 2007. The real average item cost is calculated from the 

Government cost for the item divided by the volume dispensed, which gives a price that may be lower than the listed benchmark price in the PBS schedule of subsidised 

medicines.  
b
 Prices are derived from the PHARMAC schedule of prices for December 2007.  This was the edition deemed closest in time period to the PBS prices used.  The lowest priced 

brand available in the schedule is listed here. Prices have been adjusted to Australian dollars using a conversion rate of $1NZ = $0.87AUD. Available at: 

http://www.ato.gov.au/taxprofessionals/content.asp?doc=/Content/22855.htm&page=4&H4 Accessed 05/01/2009 
c
 Purchasing Power Parities (PPP) for GDP from the OECD were used. PPP rates against the $US were 1.424811 for NZ and 1.546621 for Australia. Available at 

http://www.oecd.org/document/47/0,3343,en_2649_34357_36202863_1_1_1_1,00.html#historicalppp Accessed 17/04/09 
d
 International Drug Price Indicator Guide (IDPIG). Available at: http://erc.msh.org/dmpguide/index.cfm?search_cat=yes&display=yes&module=dmp Accessed 05/01/2009 

e
 Number of items dispensed under the PBS from the Pharmaceutical Benefits Pricing Authority annual report for the 12 months ending June 2007.  

f 
Not included in the 34 item comparison with New Zealand as no matched item available. 

 

http://www.ato.gov.au/taxprofessionals/content.asp?doc=/Content/22855.htm&page=4&H4
http://www.oecd.org/document/47/0,3343,en_2649_34357_36202863_1_1_1_1,00.html#historicalppp
http://erc.msh.org/dmpguide/index.cfm?search_cat=yes&display=yes&module=dmp
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The data were used to calculate the savings to Australia if it had matched the NZ drug prices. 

The total cost of the 50 items in Australia in 2007 was $Aus 2.62 billion [12]. If the Australian 

Government bought 34 of those 50 items at the NZ price, it would have saved $Aus 0.93 billion 

(0.87 using PPP methodology) over one year. This implies that Australia paid 51.4% more for 

these items despite its greater market strength.  

If the comparison is limited to the generic medicines in Table 1, Australia would have achieved a 

$Aus 460 million saving. The result support a comparison of the prices paid in NZ with 11 other 

countries in which NZ prices were at the lower end of the spectrum [5].  

International Prices  

These comparisons are reported in Table 1 alongside the NZ prices. Using the same 

methodology as above, if Australia had achieved the prices paid internationally for nine of those 

items it would have saved $Aus 0.22 billion. Where comparisons were available for each of the 

Australian, NZ and International guides, NZ was much closer than Australia to the international 

prices, particularly for items for which generics are available.  

Although this is not an exhaustive comparison it does suggest that NZ, rather than being the “low 

paying outlier”, has managed to take advantage of global competition through its competitive 

tendering process and may pay closer to “world best price”.  
 

5 Discussion  

One of the key objectives of the National Medicines Policy of Australia, and of many countries 

worldwide, is “timely access to the medicines that the population needs, at a cost individuals and 

the community can afford” [17]. The available data suggests that despite significantly lower 

prices than in the USA and the OECD Australia pays significantly more for many of its drugs than 

is necessary. 

In a textbook competitive market, global prices would be similar with some variation because of 

the market share of the buyer. However, in the case of NZ, the population is smaller than in most 

other OECD countries including Australia, and the price differential cannot be the result of 

greater purchasing power. A second possibility is that NZ‟s lower prices are attributable to 

poorer, less safe products. However, the question of quality is not relevant to our case studies. 

All the drugs discussed met the regulatory requirements in both Australia and NZ, or in the case 

of drugs on the International Drug Price Indicator Guide, the standards of the WHO. There are 

therefore strong reasons for believing the price differences reflect the institutions and institutional 

histories of the buying authorities and that, Australia‟s higher prices are attributable to its ignoring 

of relevant comparators and a failure to negotiate as forcefully as its small pacific neighbour. 

The differences attributable to the different institutional approaches are not small and may, or 

may shortly, amount to 20% more of the annual government drug bill. With rising health 

expenditures there is a strong case for efficient pricing. Evidence of potential savings with 

respect to generic drugs is particularly important because of the number of high cost, high 

volume medicines due to come off patent in the near future. One example is the lipid lowering 

drug atorvasatin which, by itself accounted for 7.6% of the Australian Government drug 

expenditures in the 12 months to June 2007 [12]. As the pharmaceutical market becomes 

increasingly global, there is no reason for limiting price comparisons to similar rich countries. The 

Indian generic giant Ranbaxy has recently entered the Australian PBS market without any 
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greater concern over the quality of its products than with the hi-tech products on the world market 

that are produced in lower income countries.  

The results presented here suggest the need for a review of Australia‟s drug pricing procedures. 

As argued by Bulfone [18] the evidence suggests that competition, particularly by closed tender, 

will produce better results than Australia‟s largely administrative approach. Especially in the off-

patent generics market, there should be an examination of the prices paid in all of the countries 

using quality generic products. As a minimum, countries should compare prices paid for generics 

with those paid in India. The failure to include countries and organisations outside the OECD 

group of nations from a price comparison, if products meet the relevant quality benchmarks, is 

not justified. Results from the case study presented argue that potential cost savings could justify 

the effort required.  

Some argue that richer nations should pay more for innovative drugs to support ongoing 

research and development into newer compounds [19] whilst others take the opposing view [20]. 

In the case of generic drug prices the argument is particularly weak. However, this is a separate 

issue. If it is concluded that the world‟s most profitable industry should, uniquely, receive higher 

prices then this should at least be public information and policy should be based upon a full 

examination of the available evidence.  
 

6 Conclusions 

The data presented here adds to the evidence that the economic evaluation of pharmaceuticals 

is neither necessary nor sufficient for price control. Australia was the first country to introduce 

mandatory economic evaluation of drugs, which it did in January 1993. At the time the expected 

results of this were not made explicit but it was widely believed that the move would help to 

control the price of drugs. In recent years relative Australian prices have risen. Data in the 

present article show that it is possible to obtain lower prices in the absence of economic 

evaluation through a more aggressive use of market opportunities.  

The results here also highlight an asymmetry in the criteria used in the two stages of a drug 

evaluation. Since the advent of evidence-based medicine, clinicians have been aware that the 

choice of the comparator for a treatment or intervention can have important implications for the 

assessment of differences. In Australia and elsewhere, authorities have specific guidelines for 

pharmaceutical evaluations with regard to the choice of comparator. By contrast, it appears that 

the importance of this has yet to be discovered by economic advisors, who have allowed prices 

to be significantly above the known price of comparators in other parts of the market. 

 

 

 



 

Paying the right price for pharmaceuticals: A case study of why the comparator matters  8  

References 

1 Australian Productivity Commission. International Pharmaceutical Price Differences. 

Research Report, AusInfo: Canberra 2001. Available at: 

http://www.pc.gov.au/projects/study/pbsprices/docs/finalreport (Accessed 28/05/09) 

2 Danzon P, Furukawa F. International prices and availability of pharmaceuticals in 2005 

Health Affairs 2008; 27(1): 221-233. 

3 US Department of Commerce, International Trade Administration (2004). Pharmaceutical 

price controls in OECD countries: Implications for US Consumers, pricing, research and 

development, and innovation. US Department of Commerce. 2004. Available at: 

http://www.ita.doc.gov/td/chemicals/drugpricingstudy.pdf (Accessed 15/04/09) 

4 Calfee J, Villarreal M, DuPré E. An exploratory analysis of pharmaceutical price disparities 

and their implications among six developed nations. American Enterprise Institute (AEI) - 

Brookings Joint Centre for Regulatory Studies, Working Paper 06-07. 2006. Available at: 

http://aei-brookings.org/admin/authorpdfs/redirect-safely.php?fname=../pdffiles/WP06-

07_FINAL.pdf (Accessed 16/04/09) 

5 Patented Medicine Price Review Board. Non-patented prescription drug prices reporting. 

Canadian and Foreign Price Trends, June 2006. Available at: http://www.pmprb-

cepmb.gc.ca/english/View.asp?x=805 (Accessed 16/04/09)  

6 Organisation for Economic Cooperation and Development (OECD). Pharmaceutical 

Pricing Policies in a Global Market. 2008. Available at:   

http://www.oecd.org/document/36/0,3343,en_2649_33929_41000996_1_1_1_37407,00.ht

ml (Accessed 16/04/09) 

7 Pharmaceutical Management Agency (PHARMAC) New Zealand. More information can 

be found at:  http://www.pharmac.govt.nz/2007/12/20/201207.pdf (Accessed 17/04/09) 

8 MacKay, P. „Is PHARMAC‟s sole-supply tendering policy harming the health of New 

Zealanders?‟  N Z Med J, 2005; 118:1214. 

9 Faunce T, Lofgren H, Harvey K, Johnston K (2006). Tendering for low cost generics in 

Australia. Health Issues. 2006; 87:26-29. Available at: 

http://papers.ssrn.com/sol3/papers.cfm?abstract_id=1407764 (Accessed 14/02/2010) 

10 Lofgren H. Generic drugs: International trends and Policy Developments in Australia. 

Centre for Strategic Economics Studies, Victoria University of Development, Working 

Paper No. 10. 2002; Available at: 

http://businessandlaw.vu.edu.au/cses/documents/working_papers/pharma/wp10_2002_ph

arma.pdf  (Accessed 14/02/2010) 

11 World Health Organisation (WHO). Model lists of essential medicines. 2009; Available at: 

http://www.who.int/medicines/publications/essentialmedicines/en/ (Accessed 14/03/10) 

12 Pharmaceutical Benefits Pricing Authority. Annual report for the year ending June 2007. 

Australian Department of Health and Ageing, Commonwealth Government of Australia. 

2007; Available at: 

http://www.health.gov.au/internet/main/publishing.nsf/Content/1E2737E57CEFABF5CA25

75230022E984?OpenDocument (Accessed 17/04/09) 

http://www.pc.gov.au/projects/study/pbsprices/docs/finalreport
http://www.ita.doc.gov/td/chemicals/drugpricingstudy.pdf
http://aei-brookings.org/admin/authorpdfs/redirect-safely.php?fname=../pdffiles/WP06-07_FINAL.pdf
http://aei-brookings.org/admin/authorpdfs/redirect-safely.php?fname=../pdffiles/WP06-07_FINAL.pdf
http://www.pmprb-cepmb.gc.ca/english/View.asp?x=805
http://www.pmprb-cepmb.gc.ca/english/View.asp?x=805
http://www.oecd.org/document/36/0,3343,en_2649_33929_41000996_1_1_1_37407,00.html
http://www.oecd.org/document/36/0,3343,en_2649_33929_41000996_1_1_1_37407,00.html
http://www.pharmac.govt.nz/2007/12/20/201207.pdf
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=1407764
http://businessandlaw.vu.edu.au/cses/documents/working_papers/pharma/wp10_2002_pharma.pdf
http://businessandlaw.vu.edu.au/cses/documents/working_papers/pharma/wp10_2002_pharma.pdf
http://www.who.int/medicines/publications/essentialmedicines/en/
http://www.health.gov.au/internet/main/publishing.nsf/Content/1E2737E57CEFABF5CA2575230022E984?OpenDocument
http://www.health.gov.au/internet/main/publishing.nsf/Content/1E2737E57CEFABF5CA2575230022E984?OpenDocument


 

Paying the right price for pharmaceuticals: A case study of why the comparator matters  9  

13 Pharmaceutical Management Agency of New Zealand. Schedule of prices, December 

2007; Available at: http://www.pharmac.govt.nz/2007/12/04/Sched.pdf (Accessed 

17/04/09) 

14 Management Sciences for Health (MSH). International Drug Price Indicator Guide. 2007; 

Available at: 

http://erc.msh.org/dmpguide/index.cfm?search_cat=yes&display=yes&module=dmp  

(Accessed 05/01/2009) 

15 Australian Taxation Office. Commonwealth of Australia. Foreign Exchange Rates 2007-

2008. Available at: 

http://www.ato.gov.au/taxprofessionals/content.asp?doc=/Content/22855.htm&page=4&H

4 (Accessed 05/01/2009) 

16 Organisation for Economic Cooperation and Development (OECD). Purchasing Power 

Parities (PPP) Data, OECD Statistics Directorate. Available at: 

http://www.oecd.org/document/47/0,3343,en_2649_34357_36202863_1_1_1_1,00.html  

(Accessed 17/04/09) 

17 Department of Health and Ageing. National Medicines Policy. Commonwealth 

Government of Australia, Canberra. 2000; Available at: 

http://www.health.gov.au/internet/main/publishing.nsf/Content/nmp-objectives-policy.htm-

copy2 (Accessed 14/02/10) 

18 Bulfone L. High prices for generics in Australia – more competition might help, Australian 

Health Review. 2009; 33:200-214. 

19 McClellan M. Speech before First International Colloquium on generic medicines. US 

Food and Drug Administration. 2003; Transcript available at: 

http://www.fda.gov/oc/speeches/2003/genericdrug0925.html (Accessed 17/04/09) 

20 Light D, Lexchin J. Foreign free riders and the high price of US medicines. BMJ. 2005; 

3331:958-60. 

 

http://www.pharmac.govt.nz/2007/12/04/Sched.pdf
http://erc.msh.org/dmpguide/index.cfm?search_cat=yes&display=yes&module=dmp
http://www.ato.gov.au/taxprofessionals/content.asp?doc=/Content/22855.htm&page=4&H4
http://www.ato.gov.au/taxprofessionals/content.asp?doc=/Content/22855.htm&page=4&H4
http://www.oecd.org/document/47/0,3343,en_2649_34357_36202863_1_1_1_1,00.html
http://www.health.gov.au/internet/main/publishing.nsf/Content/nmp-objectives-policy.htm-copy2
http://www.health.gov.au/internet/main/publishing.nsf/Content/nmp-objectives-policy.htm-copy2
http://www.fda.gov/oc/speeches/2003/genericdrug0925.html

