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Introduction
Since their discovery in the late 1930’s, antimicrobial substances (antibiotics) have
been efficient for treating infections caused by bacteria and other microbial organisms. Antibiotic treatment has reduced the number of fatalities and the risk of transmitting virulent microbial agents among humans as well as animals. The risks involved in procedures such as transplants, chemotherapy for cancer and even orthopaedic surgery would be substantially higher without the availability of potent antibiotics. In addition, among farm animals, the use of antibiotics as feed-additives has
been found to enhance weight gain and growth, thereby increasing productivity.
However, all use of antibiotics carries the side effect of selecting for genetic change in
bacteria that may lead to resistance to one or several antimicrobial substances (Ashley
and Brindle 1960, Levy et al 1987, Levy 1990, Cohen 1992, Murray 1994, Piddock
1996, Swedish Board of Health and Welfare 2000, Bronswaer et al 2002, WHO 2001
and 2005). In general terms, the risk of resistance increases if antibiotics are prescribed frequently, in low doses over long periods or with the wrong choice of substance. Moreover, when diagnoses are not accurately made, broad-spectrum antibiotics, i.e. antibiotics that target several types of bacteria and not only those causing the
disease, are prescribed (ECDC, 2008). Once emerged, bacteria resistant to antibiotics
behave like any other contagious disease (OTA 1995, Cohen and Tartasky 1997,
Andersson 2006).
The risk of resistance emerging may be larger in veterinary, than in human medicine,
since antibiotics often are given as feed-additives in sub-therapeutic doses over longer
periods (Cohen 1992). Also, the risk of selecting the wrong substance is higher in veterinary medicine due to lack of diagnostic facilities (WHO 2001). As several bacteria
are common to animals and humans, they are treated with substances from the same
classes (see, for instance, the lists of substances in SVA 2006, and in Apoteket 2006).
Hence, resistance emerging in veterinary medicine may affect humans, and vice versa
(Wegener 2003). In addition, increased travel, trade in foodstuffs and movements of
animals imply that antimicrobial resistance is rapidly becoming a global threat.
Historically, as resistance developed, new classes of antibiotics were also developed.
Today, the flow of new substances has slowed considerably (Cohen and Tartasky
1997, WHO 2001, ECDC 2008). Consequently, we may run out of tools to effectively
treat microbial infections. This would result in higher costs of health care in animals
and humans, as well as higher costs in animal production. To reduce the rate at which
resistance develops, more restrictive policies, primarily relying on voluntary guidelines and legal restrictions, for antibiotic use have emerged.
Voluntary guidelines include guidance for prudent use among veterinarians, as well as
information to farmers on prudent use for antibiotics that are sold over the counter.
For example, in Sweden it is considered good veterinary practice that drugs should
only be prescribed to individual animals after a clinical and laboratory examination
identifying the disease causing agent. Another recommendation is that narrow spectrum antibiotics should be preferred to broad spectrum drugs.
Legal restrictions include bans of antibiotics for particular uses (for instance, the US
ban on the use of chloramfenikol for food animals and the EU ban on antibiotics as
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feed-additives), that only specialists are permitted to issue prescriptions, that the antibiotic is to be used only after prescription and/or only to be sold at pharmacies. Another type of legal restrictions is the withdrawal periods for antibiotics in food animals. These periods will vary according to the type of foodstuff (meat, milk or eggs)
to be withdrawn from the food chain, the metabolism of the antibiotic in the treated
animal and the maximum residue limits (MRL) of the drug laid down by the Council
Regulation (EEC) No 2377/90 in the EU.
On the other hand, it has also been recognised that restrictions on antibiotic use could
have negative effects on the development of new antimicrobials since they might reduce the profitability of such efforts to the pharmaceutical industry (c.f. WHO 2001
and the references therein). Quantitative restrictions on the use of existing substances
could, therefore, aggravate the problem of securing a steady flow of new substances
to replace them when resistance does render them inefficient. Hence, it is of interest to
see what economic theory can contribute towards a solution. As it turns out, there are
rather few studies on the use of antibiotics by economists (examples are Phelps, 1989;
Coast et al 1996, 1998 and 2002; Brown and Gruben, 1997; Laxminarayan and Brown
2001; Laxminarayan 2001 and 2002; Smith and Coast 1998 and 2002; Elbasha, 2003;
Horowitz and Moehring, 2004; Smith et al 2005). However, the economic literature
provides results from other areas that may be applicable.

Natural resources, public goods, and externalities
Given that microbial sensitivity to antibiotics can be depleted, it may be regarded as a
finite natural resource and should be used cautiously in order to maximise utility.
Market mechanisms often provide sufficient guidance but sensitivity to antibiotics
may be characterised as a public good, that is, a good for which it is difficult to exclude individuals from consumption. Antibiotic sensitivity is a characteristic incumbent to bacteria, the movement of which is difficult to control. Accordingly, it is virtually impossible to exclude people from benefitting from it. If everyone can benefit
from the good, there are no incentives to pay for it, implying that market prices for
antibiotic sensitivity will not occur naturally. It has long been recognised that, with no
guidance from prices reflecting their values, public goods are likely to be overutilized in the sense that marginal costs exceed marginal utility of consumption for
society as a whole (see for instance Hardin 1968, Varian 1978, Gravelle and Rees
1983, Krebs 1990, or Stiglitz 2000).
Still, antibiotics are private goods (people who will not pay can be excluded from
consuming the good). They, therefore, also have market prices. However, these prices
do not include the cost of resistance caused by the use of antibiotics. This is because
the cost of resistance is the value of the reduction in antibiotic sensitivity and, since
antibiotic sensitivity is a public good, there is no market price that could signal the
value of this loss. Accordingly, resistance may be regarded as a negative externality (a
cost that is not accounted for in the price of the good). This implies that antibiotics
consumption may become too high. To complicate matters, there are positive externalities (benefits not included in the market price) from the consumption of antibiotics as well. In addition to curing the individual, treatment reduces the risk of the
disease being transmitted, and the individual may not accept to pay for this benefit to
others that arise from his or her consumption. Positive externalities imply that the
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consumption of antibiotics may become too low (the marginal utility of consumption
to society – including the beneficial effect on the health of others – exceeds the marginal costs of consumption).
The question then is how to handle the problems caused by externalities. In theory,
there are a number of solutions including taxation, subsidies, and the construction of
patent rights.

Pigouvian taxes
Negative externalities may be internalised by levying a tax equal to the marginal external cost – a Pigouvian tax (Pigou 1932) – on consumption (or production), thereby
forcing the individual to also consider the cost of resistance when deciding on antibiotics consumption. The proceeds from the tax could then be used to subsidise pharmaceutical companies for developing new substances, thereby compensating for the
reduction in revenues caused by lower sales of antibiotics due to the tax. Figure 1,
below, illustrates the principle in a static setting.
Figure 1: Internalisation of a negative external effect by means of taxation.
Societal marginal cost of
consumption (MCs) including negative externality

Marginal negative
τ (As) = externality when
Consumption is As

c

Pτ = MCp + τ(As)

P = MCp

Marginal negative
τ (Ap) = externality when
consumption is Ap
Private marginal cost of
consumption (MCp) excluding negative externality

a
b

Marginal benefit of
consumption (MB)

0

As

Ap

Consumption

The individual considers all private costs of antibiotics consumption and maximizes utility by choosing
that level of consumption (Ap) where marginal private costs (MCp) equals marginal benefits (MB).
However, at Ap the true marginal costs of consumption to society (including the negative externality)
exceed marginal benefits, generating a welfare loss for society (shaded triangle). Levying a tax equal to
the value of the marginal negative externality (τ which, as can be seen, increases with consumption) on
consumption, forces the individual to consider the full societal costs of consumption (MCs). This results in the socially optimal quantity (As), and tax revenues equal to the rectangular area (a-b-c-Pτ).

By the same token, positive externalities may be internalised by paying a subsidy
equal to the value of the marginal external benefit. Since this “Pigouvian subsidy”
lowers the marginal cost of consumption, individuals are compensated for the beneficial effects on others’ health that arise from their own consumption.
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Though antibiotics consumption does entail positive externalities, there seems to be
consensus that negative externalities in the form of resistance prevail. Hence, the further discussion concentrates on the problem of addressing negative externalities. This
is complicated by the fact that the magnitude of the negative externality from resistance increases over time as more, or different strains of, bacteria are exposed to antibiotics. Accordingly, a dynamic model is needed to illustrate the issues involved (c.f.
Brown and Gruben 1997, Krautkraemer 1998 or Laxminarayan and Brown 2001). For
this, the following simplifying assumptions are made:
First, to high-light the general principles, it is assumed that there is only one antibiotic
(A). Demand for antibiotics, at any point in time, is a function of the price of antibiotics (P) and microbial sensitivity to antibiotics (S) at that point in time such that a
higher price reduces demand and a higher microbial sensitivity increases demand:
At = A( Pt , S t ) ,

where

∂At
<0
∂Pt

∂At
>0.
∂S t

and

(1)

Sensitivity to antibiotics is measured as the proportion of bacteria for which antibiotics effectively inhibits growth (c.f. SVA 2006). An increase in accumulated use of
antibiotics (Q) implies that more bacteria have been exposed to antibiotics and subjected to genetic selection. It is assumed that there are no “fitness costs” associated
with resistance (i.e. bacteria that have acquired resistance are no less fit in terms of
survival and growth rates than non-resistant bacteria, c.f. Anderson and Levin 1999,
Andersson 2003 and 2006, and the references therein). Accordingly, the probability of
encountering bacteria that are susceptible to antibiotics decreases with accumulated
use. Therefore, sensitivity to antibiotics at a given point in time is assumed to be a decreasing function of the accumulated use of antibiotics at that point in time:
S t = S (Qt ) ,

where

∂S t
<0.
∂Qt

(2)

In equilibrium, demand for antibiotics (A) equals use of antibiotics. Hence, accumulated use (Q) at a given point in time is defined as:
t

Qt ≡ ∫ As ds ,

implying that

0

∂Qt
= At ,
∂t

(3)

that is, accumulated use increases over time by the amount of present use. Given
equations (1) and (2), and the definition in (3), the inverse demand function is:
Pt = P[At , S t (Qt )] ,

where

∂Pt
<0
∂At

and

∂P ∂S t
∂Pt
<0.
= t
∂Qt ∂S t ∂Qt

(4)

The inverse demand function indicates how the marginal value of antibiotics, as measured by the price (Pt) people are willing to pay for it, evolves as a function of present
(At) and accumulated (Qt) use. For a given amount of accumulated use, Pt corresponds
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to a point on a given demand curve, such as the MB-curve in Figure 1 above. Thus,
for a given amount of accumulated use, the marginal value of present use, say At equal
to Ap, is the vertical distance from the consumption axis to the MB-curve at that quantity. An increase in accumulated use (Qt) reduces microbial sensitivity at any amount
of present use, implying that the value of antibiotics is reduced. Hence, an increase in
Qt results in a downward shift of the MB-curve.
Finally, the costs of inputs such as capital, labour and raw material associated with the
production of antibiotics (C), at any point in time, are assumed to be a non-decreasing
function of the amount of antibiotics produced (A) at that time:
C t = C ( At ) ,

where

∂C t
≥ 0.
∂At

(5)

The problem of maximizing the net present value of antibiotics to society can then be
formulated as:
∞

A

0

0

max : ∫ e − rt ∫ {P[a t , S t (Qt )] − (∂C t / ∂a t )}da t dt
∂Qt
= At ,
s.t :
∂t

(6)
S (t = 0) = S 0 ,

S (t = ∞) ≥ 0

In terms of Figure 1, the first part of the “inner” integral in eq. (6), i.e.
∫ P[at , S t (Qt )]dat , represents the area under the MB-curve associated with a given level of accumulated use Qt (implying a given level of microbial sensitivity to antibiotics, St). Similarly, the second part of the inner integral in eq. (6), i.e. ∫ (∂C t / ∂at )dat ,
represents the area under the private marginal cost of consumption curve (MCp). Thus,
the problem in eq. (6) consists of choosing the amount of antibiotics consumption at
each point in time (At) that maximizes the area between these two curves over time,
taking account of the fact that an increase in At increases accumulated use (Qt), which
decreases microbial sensitivity, causing the MB-curve to shift downwards. Equation
(6), therefore, represents a control problem, with Qt as the state variable and At as the
control variable. Accordingly, it may be solved by optimal control theory (c.f. Chiang,
1992 or Sydsäter et al, 2005). The current value Hamiltonian (Hc) is (see Appendix):
A

H = ∫ {P[at , S t (Qt )] − (∂C t / ∂at )}dat + λ (t ) At ,
c

(7)

0

where λ (t ) is the current value co-state variable for Qt, which measures the change in
the value of the objective function caused by a marginal increase in the control variable, i.e. antibiotics use at time t. This implies that λ (t ) < 0 and that − λ (t ) can be
interpreted as representing the user costs of antibiotics at time t.
The first-order condition for maximization of the societal value of antibiotics is that:
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∂H c
=0
∂At

⇒

P[ At , S t (Qt )] = (∂C t / ∂At ) − λ (t ) .

(8)

Thus, at any point in time, the marginal value of antibiotics use P[ At , S t (Qt )] should
equal the marginal cost of production ( ∂C t / ∂At ) plus the user costs of antibiotics at
that time ( − λ (t ) ). To calculate the user cost, we first investigate how λ (t ) develops
over time and then solve the resulting differential equation (see Appendix). Differentiating λ (t ) with respect to time gives:
A ∂P[ a , S (Q )] ∂S
∂λ
t
t
t
t
dat ,
= rλ − ∫
∂t
∂S t
∂Qt
0

(9a)

and the solution to this differential equation is:
∞

 A ∂P[at , S t (Qt )] ∂S t

dat  dθ .
∂S t
∂Qt
 0


λ (t ) = ∫ e − r (θ −t )  ∫
t

(9b)

Thus, λ(t) is the present value of the change in microbial sensitivity caused by increased accumulated antibiotics use at time t. The increase in accumulated use reduces the share of bacteria that are sensitive to antibiotics, thereby reducing the value
of antibiotics (shift the MB-curve in Figure 1 downwards), at that point in time. Since
there are no fitness costs, the loss (the value of the downward shift in the MB-curve)
will persist in all future periods. However, rather than shifting the MB-curve in Figure
1 downwards, the MC-curve is shifted upwards from MCp to MCs by a magnitude
equal to – λ(t) in accordance with the formulation in equation (8).
The result in eq. (9b implies that eq. (9a) can be re-written as:
A
∞
A ∂P[ a , S (Q )] ∂S

∂λ
− r ( −t )  ∂P[ a t , S t (Qt )] ∂S t
t
t
t
t
= r ∫ e θ ∫
dat .
dat  dθ − ∫
∂
∂t
∂
∂
∂
S
Q
S
Q


t
t
t
t
t
0
0


(9c)

With the appropriate change of sign, eq. (9c) shows how the user costs develop over
time. An intuitive interpretation is as follows. At a given point in time accumulated
use increases by the amount of present use. This leads to a reduction in microbial sensitivity and a downward shift in the MB-curve. At the next point in time, the costs
caused by returns from investment forgone due to the loss of microbial sensitivity at
the previous point in time should also be accounted for. Thus, the first term in eq. (9c)
measures the returns that would have accrued at the next point in time from investing
a sum corresponding to the user costs at the previous point in time. On the other hand,
at the next point in time the user costs should be corrected for the value of the loss of
microbial sensitivity that already has occurred. This is captured by the second term in
eq. (9c). Thus, depending on whether the first term of eq. (9c) is larger or smaller than
the second term, the user costs will rise or fall over time.
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Finally, substituting (9b) for λ(t) in eq. (8), maximizing the societal value of antibiotics requires that:
∞

−
P[ At , S t (Qt )] = (∂C t / ∂At ) − ∫ e
t

r (θ −t ) 

A ∂P[ a

∫
 0

t , S t (Qt )]

∂S t


∂S t
da t  dθ .
∂Qt


(10)

Although the user costs are accounted for in the societal maximization problem, they
were labelled an “externality” in Figure 1. This would be the case when viewing the
problem from the position of an individual pharmaceutical company operating under
perfect competition or the position of an individual consumer of antibiotics.
A pharmaceutical firm operating under perfect competition is so small that its production does not affect the price of antibiotics. Thus, although it contributes to the
depletion of microbial sensitivity, the effect is so small in relation to that of all other
firms’ production that the price of antibiotics would be unaffected by a change in the
output of the individual firm. Accordingly, from the firm’s point of view, the price of
antibiotics is exogenously determined (i.e. Pt is not a function of the firm’s present
and accumulated use as in eq. 4 above). The firm, therefore, receives no signal of the
user costs caused by its production of antibiotics and perceives its profits (π), defined
as revenues (PtAt) minus costs C(At) from the production of antibiotics, at a given
point in time to be:
π t = Pt At − C ( At ) ,

(11)

and the firm’s problem of maximizing the present value of profits over time can be
formalized as:
∞

max : ∫ e − rt [Pt At − C t ( At )]dt .

(12)

0

∞ ∂e − rt

The first-order condition for profit maximization is: ∫

0

∞

implying that: Pt ∫ e −rt dt =
0

∂C t ∞ − rt
∫ e dt
∂At 0

⇒

Pt =

[Pt At − Ct ( At )]dt = 0 ,
∂At

∂C t
.
∂At

(13)

As the firm receives no indication of the effect on microbial sensitivity arising from
its production, the user costs are external to the firm and not included in the maximization problem. Marginal revenue equals the price of antibiotics and the marginal
costs consist only of the costs of capital, labour, and raw material associated with a
marginal change in production. The firm, therefore, behaves as if maximizing profits
according to a horizontal demand curve corresponding to the straight line P and a
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marginal cost curve corresponding to the MCp-curve in Figure 2 below. As can be
seen, maximizing the area between these two curves implies that the firm produces
too much antibiotics from the societal perspective and results in a welfare loss corresponding to the shaded triangle.
Figure 2: Welfare effects of antibiotics production when producers do not account for
user costs caused by reduced microbial sensitivity.
Societal marginal cost of
production (MCs) including
user costs as a function of the
quantity of antibiotics

τ(Ap) = Marginal user costs
from production = Ap

Private marginal cost of production (MCp) excluding user
costs

b

P = percieved
demand
Pτ = P - τ(As)

a
τ(As) = Marginal user costs
from production = As

0

As

Ap

Production

The externality could be internalised by levying a tax corresponding to the marginal
user costs on the firm’s production of antibiotics. As the firm perceives demand to be
perfectly elastic, raising the price above the given market price P would result in the
firm loosing all customers. Hence, levying a tax (τ), equal to (−λ (t )) as defined in eq.
(9b) above, on production implies that the firm will have to bear the entire burden of
this tax. This will lower marginal income from antibiotic sales to Pτ = (P – τ) and induce the firm to reduce production to the socially optimal quantity As. This Pigouvian
tax would also result in tax revenues from the firm equal to the rectangle (Pτ -a-b-P),
which could be used to subsidize development of new antimicrobial substances.
Similarly, the quantity of antibiotics used by an individual consumer is so small in
relation to total use that microbial sensitivity to antibiotics is taken as given at any
point in time. In the context of antibiotic consumption in animal health, we may think
of an animal-husbandry farmer maximizing profits (π) over time. The revenues and
costs of the venture depend on the price and quantity of animal produce and the prices
and quantities of a number of inputs, for instance, physical and human capital, the
number of animals, the amount and quality of feed and animal health. Animal health,
in turn, also depends on physical and human capital, the amount and quality of feed,
and antibiotics. To simplify the problem, we assume that all inputs except antibiotics
are held constant. The revenues are then a function of quantity (X) and price ( P X ) of
animal produce. Animal produce is a function of animal health (h) which, in turn, is a
function of antibiotics use h( A) . Finally, the costs of producing animal health are a
function of the quantity (A) and price ( P A ) and of antibiotics used. With these
assumptions, the animal-husbandry farmer’s profit function is:
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π t = Pt X X t [ht ( At )] − Pt A At ,

(14)

and the inter-temporal profit maximization problem can be written as:
∞

max : ∫ e − rt {Pt X X t [ht ( At )] − Pt A At }dt .

(15)

0

∞ ∂e − rt

The first-order condition is: ∫

{Pt X X t [ht ( At )] − Pt A At }dt = 0 ,
∂At

0

Pt X

∂X t ∂ht
∂ht ∂At

∞

∞

0

0

∫ e −rt dt = Pt A ∫ e −rt dt

⇒

Pt X

implying that:

∂X t ∂ht
= Pt A .
∂ht ∂At

(16)

Hence, the animal-husbandry farmer does not consider the user costs of antibiotics
(they are external to him because of the insignificance of his consumption on microbial sensitivity to antibiotics). He, therefore, behaves as if maximizing profits according to the horizontal MCp-curve in Figure 3 below and uses too much antibiotics
from the societal perspective. The result is a welfare loss corresponding to the shaded
triangle in the figure.
Figure 3: Welfare effects of antibiotic consumption when consumers do not account
for user costs caused by reduced microbial sensitivity.
τ(Ap) = Marginal user costs of
consumption = Ap

Societal marginal cost of antibiotic use (MCs) including
user costs as a function of the
quantity of antibiotics

b

Pτ = MCp + τ(As)

P = MCp

Private marginal cost of antibiotic use (MCp) excluding
user costs

a
τ(As) = Marginal user costs
of consumption = As

0

As

Marginal benefit of
consumption (MB)
Ap

Consumption

As before, it would be possible to induce the animal-husbandry farmer to take account
of the user costs by adding a tax (τ), equal to (−λ (t )) as defined by eq. (9b), on the
consumption of antibiotics. Since the animal-husbandry farmer perceives supply to be
infinitely elastic at the given market price P, he has to bear the entire burden of the tax
himself. This would raise his marginal cost of consumption to MCp + τ, and reduce
consumption to the socially optimal quantity As. Again, this Pigouvian tax would raise
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revenues from the animal-husbandry farmer equal to the rectangular area (P-a-b-Pτ),
which could be used to subsidise development of new antimicrobial substances.
In theory, the solution looks simple enough. All that needs to be done is to levy a tax
on the production (consumption) of antibiotics that equals the value of the marginal
negative externality arising from producers (consumers) not accounting for the user
costs. The decision on how much antibiotics to produce (consume) could then be left
to the individual. This approach is likely to result in a more efficient use of antibiotics
than quantitative restrictions as it would provide incentives for consumers to reserve
the use of antibiotics to cases where the marginal benefit of consumption is sufficiently high to warrant the full marginal costs (including those caused by resistance).
It would also provide incentives for producers to develop substances with minimal
effects on resistance, thereby reducing the tax levied on their product. As mentioned
above, the producers’ incentives to develop new substances could be further strengthened by using the tax receipts to subsidize the costs of such efforts.
The catch is, that to construct a tax that equals λ (t ) in eq. (9b), we need to know by
how much a marginal increase in accumulated use of antibiotics reduces microbial
sensitivity (increases resistance) over time ( ∂S t / ∂Qt ) and by how much this reduces
the value of antibiotics { ∂P[at , S t (Qt )] / ∂S t }. There seems to be agreement that resistance increases over time according to a logistic function (see for instance Kermack
and McKendrik 1927, Bonhofer et al 1997, or Laxminarayan and Brown 2001). For
instance, assuming no fitness cost, the model in Bonhofer et al 1997 is:
e

R(t ) =
e

βIt

βIt

−1

−1+

1

,

(17)

γ

where R(t) is resistance (the share of humans and animals infected with bacteria that are insensitive to
antibiotics) as a function of time, β is the share of infected (I) that are treated with antibiotics and γ is
the share of sensitive bacteria in treated humans and animals that acquire resistance and survive
treatment.

Note that, for t ≥ 0 and 0 ≤ β ≤ 1, e βIt ≥ 1. Hence, the numerator of eq. (17) is ≥ 0
and, for 0 ≤ γ ≤ 1, the denominator is ≥ (1 / γ ) , implying that resistance is always ≥
0. Differentiating eq. (17) twice with respect to time, we obtain:
βIe βIt
γ

∂R
,
=
2
∂t 
1
βIt
 e − 1 + 
γ


(βI )2 e βIt
∂ R
2

and

∂t

2

=

γ

( ) 


1
βIt
1 + 2 − e
 γ

 βIt
1
 e − 1 + 
γ


4

2


.

(18)

The first derivative (∂R / ∂t ) in eq. (18) indicates whether resistance will grow or fall
over time. Both the numerator and the denominator are > 0, implying that resistance
grows over time. The second derivative (∂ 2 R / ∂t 2 ) shows how the rate of growth of
resistance changes over time. The denominator is still > 0. For small values of t, the
11

numerator is also > 0, indicating that the growth of resistance initially increases when
t increases. However, at some point the (absolute) value of the last term equals the
sum of the two first terms and the numerator equals zero, indicating that the increase
in the growth of resistance has stopped. For even larger values of t, the (absolute)
value of the last term exceeds the sum of the first two terms, implying that the
numerator becomes < 0 and that resistance grows at a decreasing rate. Equation (17)
also indicates that, when t = 0 R(t) = 0 and, as t goes towards infinity, R(t) goes
towards 1. Hence, resistance develops as illustrated in Figure 4.
Figure 4: Resistance as a logistic function of time
R(t)
1

t

0

Accumulated use of antibiotics at a given point in time depends on how many of the
infected animals and humans that have been treated with antibiotics until that time (Qt
in expression 3 above). In the model by Bohnhofer et al Qt = βIt. Sensitivity is the
opposite of resistance. Hence, we have:
e βIt − 1

S (Qt ) = 1 − R (t ) = 1 −
e

βIt

−1+

1

.

(19)

γ

Implying that:
βIe βIt
γ

∂S
∂ (1 − R )
.
=−
=
2
∂Qt
∂t
 βIt
1
 e − 1 + 
γ


(20)

Thus, with this simplified model and given information on how long the antibiotic has
been in use (t), the number of infected (I), the share of infected that have been treated
at each point in time (β) and the share of sensitive bacteria in treated humans and
animals that acquire resistance because of treatment (γ), one could calculate
(∂S t / ∂Qt ) at a given point in time. One could then calculate by how much the reduction in microbial sensitivity would lower the value of antibiotics (i.e. raise the costs in
health care and animal production) and compute the value of the integral in eq. (9b).
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However, γ and β are not known. Neither are the infection and recovery rates among
human and animals, implying that the size of the infected population I is un-known.
Moreover, if we drop the simplifying assumption of there being only one antibiotic, it
is likely that γ, β and I will differ between classes of antimicrobial substances as well
as between strands of bacteria. Thus, the construction of a Pigouvian tax that correctly
reflects the costs of reduced microbial sensitivity is not practical.
Of course, any tax that raises the price of antibiotics will reduce consumption, thereby
preserving microbial sensitivity. However, if the tax is set higher than the user costs,
consumption of antibiotics will fall too much since the marginal benefit of antibiotic
treatment will be higher than the costs of the marginal reduction of microbial
sensitivity arising from that treatment. The resulting welfare loss may be greater or
smaller than the original one depending on how much the tax overshoots the marginal
user costs.

Duration and coverage of patents
As an alternative to taxing the consumption of antibiotics, it has been suggested that
patents with longer duration should be granted for antibiotics. This rests on the notion
that a patent shields the pharmaceutical company from competition, thereby creating a
monopoly situation. Hence, longer patent periods for certain antibiotics will provide
property rights with longer duration for that particular microbial sensitivity and create
incentives for the patent holder to preserve sensitivity for a longer period. However,
this solution may not be optimal if the monopoly cannot discriminate, which is a
reasonable assumption due to the costs of differentiating consumers according to their
preferences for antibiotics and prohibiting them from reselling drugs.
A non-discriminating monopoly, facing a demand for antibiotics defined by the assumptions in eq. (1) – (4) and a cost function defined by eq. (5) above, has the profit
function:
π tM = P[ At , S (Qt )] At − C ( At ) .

(21)

Accordingly, the monopoly’s problem of maximizing discounted profits over the period from t = 0, to t = T (when the patent period ends) can be formulated as:
T

max : ∫ e − rt {P[ At , S t (Qt )] At − C ( At )}dt

(22)

0

∂Qt
s.t :
= At ,
∂t

S (0) = 0,

S (T ) ≥ 0

As the monopoly has to take account of the fact that an increase in antibiotics use at
time t increases accumulated use at that time, which decreases microbial sensitivity
and shifts the demand curve downwards, the problem is similar to that in eq. (6)
above. However, since the monopoly’s profit function differs from the societal value
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function in eq. (6) above, so does the monopoly’s current value Hamiltonian, which
is:
H cm = P[ At , S t (Qt )] At − C ( At ) + λ (t ) At .

(23)

The first-order condition for profit maximization is then:
∂H m
=0
∂At
c

⇒

P[ At , S t (Qt )] +

∂P[ At , S t (Qt )]
∂C
−λ,
At =
∂At
∂At

(24)

i.e., marginal revenue, P[ At , S t (Qt )] + {∂P[ At , S t (Qt )] / ∂At } At shall equal marginal
costs (∂C / ∂At ) plus the monopoly’s user costs, which are found by proceeding in the
same way as before. Hence, if the time horizon is infinite:
∞
 ∂P[ At , S t (Qt )] ∂S t

At dθ ,
λ (t ) = ∫ e − r (θ −t ) 
∂S t
∂Qt 

t

(25a)

and develops over time according to:
∞

∂P[ At , S t (Qt )] ∂S t
∂λ
− r (θ −t )  ∂P[ At , S t (Qt )] ∂S t
At dθ −
At .
= r∫e

S
Q
∂
S
∂
Q
∂t
∂
∂
t
t
t
t


t

(25b)

Thus, substituting the expression in (25a) for λ (t ) in eq. (24), maximizing the monopoly’s profits from antibiotics requires that:
P[ At , S t (Qt )] +


∂P[ At , S t (Qt )]
∂C ∞ − r (θ −t )  ∂P[ At , S t (Qt )] ∂S t
At =
At dθ .
− ∫e

∂At
∂At t
∂S t
∂Qt



(26)

Hence, the monopoly does account for user costs. However, in the absence of user
costs, a non-discriminating monopoly will produce a smaller quantity than the societal
optimum since marginal revenues decrease at a faster rate than societal marginal
benefits. Adding the user costs shifts the marginal cost function upwards. This results
in a solution such as in Figure 5 where the quantity of antibiotics produced by the
monopoly (Am) is too small, implying a welfare loss equal to the shaded triangle. The
only exception would be if the MCs-function should become vertical at the point of
interception with the MRm-function, in which case the quantity chosen by the
monopoly would coincide with the socially optimal quantity.

14

Figure 5: Welfare effects of monopoly production
Marginal costs of antibiotics
including user costs (MCs)

Marginal costs of antibiotics
excluding user costs (MCp)

Pm

MC + λ

Marginal revenue from
antibiotics (MRm)
Am

As

Marginal benefit of
antibiotics (MB)
Production

There are also other problems with the “prolongation of patent duration strategy”. For
instance, it has been shown that bacteria that acquire resistance to one particular antibiotic substance may also become resistant to other substances belonging to the same
class or having the same mode of action. One concern is the multidrug efflux pumps
that could confer resistance for several antibiotics (Walsch and Fanning, 2008; and
Van Bambeke et al., 2006, Mahamoud et al, 2007). Cross-resistance has been an issue
for many years for bacterial species such as coagulase negative staphylococci (John
and Harvin, 2007). Thus, to induce the patent holder to account for user costs it may
be necessary to extend the patent coverage to all substances belonging to a particular
class or that could confer cross resistance. This would have the side effect of substantially reducing competition between pharmaceutical companies. If competition is an
important driver for the development of new and more effective solutions to existing
problems, i.e. antibiotic substances to which bacteria are less likely to develop resistance, this should not be taken lightly.
Another argument against prolonged patent periods (and extended patent coverage) is
the excess profits for drug companies to the detriment of consumers of drugs and the
society i.e., the tax payer. Hall (2001) suggested that the trade off between longer patent periods and global welfare gains were not obvious and Gore (1982) suggested
other means for supporting drug research such as investment tax credits for research
expenses. In a review by Scherer (2007) it was noted that patent protection appeared
to be relatively unimportant for pharmaceutical companies’ research and development
decisions.

A tax based on the replacement costs
Though resistance starts to develop as soon as a substance is used, the available evidence suggests that a new antibiotic substance will last for some years before resistance becomes problematic. The duration of this period depends on the amount of antibiotics used and the type of use. For example Bager et al., 1997 found that the zoo
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technical use of antibiotics such as avoparcin was seen as contributing to the emergence of vancomycin resistant enterococci (VRE) in poultry and pigs. The use of
broad spectrum antibiotics for metaphylactic and prophylactic purposes, often at sub
therapeutic doses, is another example of antibiotic use seen to contribute to the emergence of resistance (EMEA, 1998).
Thus, another solution to the problem of how to best contain resistance would be to
stick to the tax on antibiotics, but calculate it using the costs of developing a new substance (C), the time until which resistance renders the present substances inefficient
(T), and the annual number of doses sold during this time (N) as parameters. That is,
the tax would be calculated as:
Ψ=

C
.
N ×T

(27)

Similar to the Pigouvian tax, a tax based on the costs of developing a new substance
would serve to contain the consumption of antibiotics, thereby slowing down the development of resistance, and the proceeds from the tax could be used to subsidise the
development of new substances, thereby increasing the probability of them being
available when present substances have been rendered inefficient. Although there is
no presumption that this “replacement cost tax” would be optimal (i.e. reflect the true
marginal cost of resistance), it may be the best available approximation and, therefore,
minimize the risk of excess taxation.
To calculate the replacement cost based tax (Ψ ) one needs information on the costs
of developing new drugs, the expected annual amount of antibiotics used, and the expected time until the drug becomes inefficient. While such data are difficult to obtain
some information could be found in the literature.
Cost of developing new drugs
Information on drug development costs are the private property of pharmaceutical
companies and, therefore, not readily observable. Nevertheless, estimates of the expected development costs for a drug successfully brought to the market have been
made by, for instance, Hansen, 1979; DiMasi et al, 1991; OTA, 1993; Myers and
Howe, 1997; Kettler, 1999; DiMasi et al, 2003; Gilbert et al 2003; Adams and
Brantner, 2006; Vernon et al, 2009 and Adams and Brantner, 2010.
To assure that only drugs with new modes of action were considered all studies concern new chemical entities (NCE). All studies also utilise firm-level, as opposed to
industry level data. Another common feature is that the costs are calculated as the sum
of the expected out-of-pocket and opportunity costs of capital incurred during each of
the three phases of the development process. The expected out-of-pocket costs depend
on how many drug candidates that enter phase 1 of the development process and the
costs they incur during this phase, how many of the candidates that have entered
phase 1 that also enter phase 2 and the cost they incur during phase 2, how many of
the candidates in phase 2 that enter phase 3 and the costs they incur during phase 3,
and, finally, on how many of the candidates in phase 3 that enter the market. The expected opportunity costs of capital are obtained by multiplying the expected out-of-
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pocket costs in each phase with the real rate of return on capital assets since this is
what the out-of-pocket costs could have earned had they been invested otherwise.
However, the studies use data from different sources and periods. Hence, the expected
costs differ even when calculated at fixed prices. The cost estimates from the respective studies are shown in Table 1 below.
Table 1: Estimates of expected development costs (including opportunity costs of
capital) for new drugs (2008 prices obtained by using the U.S. GDP deflator and then converting to € using the exchange rate 1€ = 1.48 $US)
Study

Data
period

Real rate
of return

Hansen 1979

1963-1975

8%

DiMasi et al 1991

1970-1982

9%

OTA 1993

1970-1982

Myers and Howe 1997

Success
rate

Expected cost
(Million $US)

Expected cost
(Million €)

175

118

23 %

401

271

10 %

23 %

554

374

1970-1982

11 %

23 %

590

399

Kettler 1999

1970-1982

9 – 10 %

20 – 23 %

401-790

271-534

DiMasi et al 2003

1980-1999

11 %

21.5 %

978

661

Gilbert et al 2003

1995-2002

8 – 14 %

1701

1149

Adams and Brantner 2006

1989-2002

11 %

23.9 %

1059

716

Vernon et al 2009

1980-1999

14 %

23 %

1210

818

Adams and Brantner 2010

1989-2001

11 %

25.5 %

1481

1001

The obvious observation is that the estimated costs increase over time. There are several reasons for this. One is that stricter regulations (for instance the 1992 Prescription
Drug Act) may have prolonged the periods of clinical testing and also the approval
period after clinical testing. Other things equal, this will increase both the out-ofpocket and the opportunity costs of capital.
Another is that the real rate of return on capital assets used to calculate the opportunity cost of capital differs between studies. A higher real rate of return implies a
higher opportunity cost of capital and, hence, raises the expected development costs.
Yet another reason concerns the estimated transition probabilities (the share of drug
candidates that moves from one phase of the development process to the next). Higher
transition probabilities increase the number of drug candidates entering the next
development phase, thereby raising the development costs. On the other hand, a larger
share of drug candidates making it through all phases reduce the cost per drug brought
to the market. Thus, high transition probabilities in early phases in combination with
low transition probabilities at the final stage results in higher expected development
costs for a drug successfully brought to the market. While not all studies report
transition probabilities for each phase, the estimated share of candidates making it all
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the way to approval (success rate) differ between studies. Other things equal, a lower
success rate increases the expected development costs
In addition, the studies by Hansen 1979, DiMasi et al (1991 and 2003), OTA 1993,
Myers and Howe 1997 and Vernon et al 2009 only included self originated drug candidates while the studies by Adams and Brantner (2006 and 2010) and Gilbert et al
2003 also included drug candidates that were licensed in. It is suggested that the
firm’s expected development costs will be lower for licensed in drugs since part of the
costs have been covered by the firm of origin (or the government if the compound
originated in governmental or academic laboratories).
A final caveat is that the estimated expected costs are for the average drug, not the
average antibiotic. The studies by Adams and Brantner 2006 and 2010, and a study by
DiMasi et al 2004 do report estimates broken down by therapeutic categories. Adams
and Brantner estimate the expected costs for “anti-infectives” which are lower than
for the average drug. However, due to the limited number of observations on antiinfective drugs, the variation is large and the estimate is not statistically significantly
different from 0 at conventional levels. Contrary, DiMasi et al find the expected development costs for anti-infectives to be significantly higher that for the average drug.
However, they note that this is driven by very high development costs for AIDS and
anti-viral drugs.
Accordingly, since there are no statistically significant indications that the development costs of antibiotics are different from those of the average drug, the latter may
be the best available estimate to base the replacement cost tax on. Still, we need to
address the fact that the estimated development costs have increased over time partly
because of real changes in development costs and partly because of refinements in the
methodology of estimation. This suggests that we should choose as recent an estimate
as possible as the basis for the tax (for instance the Adams and Brantner estimate from
2010).
Amounts of antibiotics consumed
As to information on the amount of antibiotics consumed, measured as active substance, we utilise the report from the European Commissions’ Scientific Steering
Committee on antibiotic uses. The data are shown in Tables 2 and 3. The consumption
of antibiotics in the EU 15 was close to 10 493 tonnes in 1997. The veterinary and
zootechnical use constitutes approximately half of the consumption, while the veterinary use constitute one third of the total consumption within the EU.
Table 2: Consumption of antibiotics in the EU - Scientific Steering Committee (SSC)
report 1999, Annex 2)
Domain of use

Quantity used (tonnes active substance)

Human medicine

5400

Veterinary medicine

3494

Zootechnical use (antimicrobial feed additives or
growth promoters)

1599

Sum

10493
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Table 3: Estimated antimicrobial sales volumes veterinary clinical use (SSC report
1999) for the year 1997.
Type of antibiotic

Tonnes of active substance

% of total sales

Penicillin

322

9.2

Tetracyclines

2294

65.7

Macrolides

424

12.1

Amino glycosides

154

4.4

Fluroquinolones

43

1.2

Trimetroprim Sulphas

75

2.1

Other therapeutics

182

5.2

Sum

3494

Time to resistance
The time until resistance emerges appears to be brief though the antibiotic will remain
useful for a longer period if the use is managed with a view to maintaining the efficacy of the drug. Based on different sources such as Wikipedia accessed 2009, the
European Commission’s Scientific Steering Committee (SSC) report from 1999, the
report and qualitative risk assessment from the Committee of Veterinary Medicinal
Products (CVMP) of the European Medicines Agency (EMEA), 1999; a somewhat
coherent picture emerges that is illustrated in Tables 4-6.
From Table 4 it appears that once antibiotics is introduced for use in human and veterinary medicine, the first signs of resistance appears after only a few years. Nevertheless, avoparcin (a growth promoter for use in pig and poultry production) was introduced in the late 1970’s, and was not linked to resistance until approximately 10
years later (Bager et al, 1997). The period between introduction and before serious
problems emerge appears to be between 10-40 years.
Table 4: Time from introduction to resistance based on Wikipedia accessed Feb 19,
2009 http://en.wikipedia.org/wiki/Antibiotic_resistance )
Antibiotic

Introduction in clinical use

Resistance
detected

Serious problem

Penicillin

1943

1947

1950ties

Methicillin

1959

1961

2000 (CDC)1

Fluroquinolone

1982

1985

1990 ties

Vancomycine

1958 (approved)
1978 (avoparcin introduced)

1987

1990ties (VRE)
2002 (Vancomycin resistant
staphylococcus
aureus, VRSA)

Cephalosporins

1964 (1st generation)

1983

ESBL (1994)2

1

http://www.cdc.gov/Features/MRSA/ accessed November 24, 2008.
Quinn JP, 1994. Clinical significance of extended-spectrum beta-lactamases. Eur J Clin Microbiol
Infect Dis. 13 Suppl 1:S39-42
2

Table 5 presents the results from EMEA’s review (1999) of the emergence of resistance. It appears that the time from introduction to clinical use or zootechnical growth
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promotion in the case of avoparcin until resistance emerges ranges from 0 to 9 years
with an average of 3 years. In this table the time to emergence of resistance was
measured from the introduction into clinical use.
Table 5: Time to resistance based on the EMEA report of July 14, 1999
Antibiotic

Discovered

Introduced in clinical
use

Resistance
identified

Years from introduction to
emergence of resistance

Penicillin (classes)

1940

1943

1940

0

Streptomycin

1944

1947

1947

0

Tetracycline

1948

1952

1956

4

Erythromycin

1952

1955

1956

1

Vancomycine

1956

1972 (avoparcine 1978)

1987

15 (9 for avoparcine)

Methicillin

1959

1961

1965

4

Nalidixic acid

1960

1962

1966

4

Gentamicin

1963

1967

1970

3

Fluroquinolone

1978

1982

1985

3

3rd
generation
Cephalosporins

1964
(1st generation)

1983

1985

2

Looking at the veterinary side in particular, the European Commission’s Scientific
Steering Committee (SSC) report (1999) noted the period it takes from introduction of
an antibiotic into an animal compartment or production system until resistance was
detected. It appeared to be a period ranging from 3-6 years before resistance emerged
in the production system or compartment (Table 6). Hence, it seems that the period,
for which bacteria remains sensitive to an antibiotic is between 2 and 10 years.
Table 6: Time from introduction to emergence of resistance in animal compartments
based on SSC report, May 28, 1999
Antibiotic, bacterium, compartment or production system,
country (ref)

Introduced

Resistance emerged

Time from introduction to resistance

Enrofloxacin,
Campylobacter jejuni,
Poultry production, UK
(Gaunt 1996)

1993

1997
(10 % prevalence of
enrofloxacin resistance)

4 years

Enrofloxacin,
Campylobacter jejuni,
Poultry production, Netherlands
(Gaunt 1996)

1987

1993
(14 % prevalence of
enrofloxacin resistance)

6 years

Olaquindox,
Pig production, UK
(Linton 1988)

1982

1985
(6% prevalence)

3 years
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Prices of antibiotics
The prices of antibiotics in € per kg active substance are not transparent within the
EU. For illustrative purposes, we use the official catalogue for veterinary drugs in
Sweden (FASS) and the prices for antibiotics therein. We estimate the average price
per kilogram active substance based on the prices of the following drugs benzyl penicillin, doxycycline, oxytetracycline, tylosine and tiamuline, intended for use as feed
additives apart from penicillin. The price per kg active substance ranged from 263 to
415 €, with an average of 303 € (using the exchange rate of 11 SEK = 1 €).
Results
The results appear in Table 7. The estimates are based on (1) the expected costs for
developing a new antibiotic, (2) the expected amount of active substance consumed,
and (3) the expected time beween the development and introduction of a new
antibiotic. In the third column, the tax is related to the average price of veterinary
antibiotics in Sweden (333 € per kg active substance). As a comparison, the additional
costs due to a tax based on expected development costs as estimated by Adams and
Brantner (2010) would be 96 € (29%) or 57 € (17%) per kilogram active substance, if
the objective was to bring a new antibiotic drug to the market every 3rd or 5th year for
registration, respectively.
Table 7: Estimates of the replacement cost based tax.
Years

tax € per kg of active substance

% tax imposed of antibiotic drug cost based on a
price of 333€ per kg active substance

1

286.5

85.9%

2

143.2

43%

3

95.5

28.6%

4

71.6

21.5%

5

57.3

17.2%

6

47.7

14.3%

7

40.9

12.3%

8

35.8

10.7%

9

31.8

9.5%

10

28.6

8.6%

Discussion
In this paper we have developed an analytical framework for assessing the economics
of antibiotic resistance in veterinary medicine. There are three externalities to keep in
mind when discussing the use of antibiotics; two negative - the risk of resistance
development in the pathogenic microorganisms causing disease in animals and
humans and the presence of antibiotic residues in foods, and one positive - the
limiting of the spread of bacterial animal diseases curable by antibiotics.
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By using preventive measures (e.g. bio security, vaccination, good surveillance, rapid
detection and treatment) the transmission of bacterial diseases could be contained
without using antibiotics. It may be noted that incentives to apply these measures increase with the price of antibiotics. The risk of antibiotic residues in food can be managed by using compulsory withdrawal times for eggs, milk and when sending animals
to slaughter after treatment. This leaves the risk of emerging resistance for which the
farmer and the veterinarian do not face the full marginal societal cost and therefore
have an incentive to use too much antibiotics. Moreover without compensatory interventions, the pharmaceutical industry also seems to have inadequate incentives for
developing new antibiotics and for the sustainable use of current ones. As the use of
new antibiotics should be restricted in order to sustain antibiotic sensitivity, the net
present value of a new antibiotic drug will be lower compared with developing a drug
aimed at lifelong treatment (e.g., hypertension drugs) for wealthy human patients. If a
new antibiotic is developed, the pharmaceutical firm needs to maximize sales during
the few years (around 10) of patent protection to recoup its investment, before facing
competition from generic substances. As a consequence, the finite resource of antibiotic sensitivity among pathogenic bacteria is depleted. There are therefore, some important questions when discussing the economics of sustainable use of antibiotics; (1)
what is the best way to align the externalities of veterinary drug use and development
with the incentives for farmers, veterinarians and pharmaceutical industry, and (2)
how should the revenues from this tax be used? The aim should be to maximize longrun net socio-economic and medical benefits.
Possible measures for aligning the incentives and externalities include legislation,
taxation such as Pigouvian taxes, extended patent rights or establishing property rights
for antibiotic sensitivity. Whilst there is no perfect solution, a tax based on the expected development costs offer one practical option for aligning the incentives and
externalities for antibiotic use and development. It is a second best solution as a
Pigouvian tax would be more efficient. However due to lack of knowledge regarding
the costs of resistance and the speed at which different antibiotics induce resistance,
the first best solution is not possible. To maximize efficiency the tax should be collected, and the funds disbursed, globally reflecting the global public good element of
the antibiotic sensitivity, e.g. a task for FAO/WHO. However, the legal, administrative and political issues involved could present considerable obstacles to this solution.
A practical option could be to develop a European Union strategy by collecting the
tax within the EU and give the EU institutions the mission of distributing the funds
for research. We therefore chose to illustrate the tax based on EU data. However, the
information in Tables 1-6 was not easily accessible, and should be updated before any
policy decisions are made.
The revenue from the tax should be invested in the research and development of new
antibiotics, preferably new classes of antibiotics. This preference is because the lower
probability of already established resistance mechanisms conferring resistance to new
classes of antibiotics. A reasonable ambition could be to develop a new class of antibiotics every 5th year, implying a tax of around 17% (Table 7) on the price of antibiotics for veterinary use. Whether this tax should be extended to human use of antibiotics is beyond the scope of this paper, but is clearly a subject for further study. A
complementing strategy for the use of revenue from the tax is to fund research and
development for alternatives to antibiotics for treating and preventing animal diseases
and their transmission. Examples include development of vaccines, pre- and probiot-
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ics, and development of efficient bio security measures pre-harvest. Thus, a portfolio
approach devoting resources to the development of antibiotics and their alternatives
might be the best strategy.
The answer to the question of when an antibiotic is considered useless due to resistance is at the end of the day practical. Thus, we have used broad intervals (1 to 10
years) for the duration of antibiotic sensitivity when estimating the tax based on development costs (Table 7). We believe the findings in Tables 4-6 should be used as a
broad guidance for policy makers when implementing the development cost based tax
rather than interpreted as scientific truths. It is obvious that the emergence of resistance will differ between specific combinations of bacteria species and different types
of antibiotics. Accordingly, it would be a major improvement if the tax could be differentiated according to the type of antibiotics, the different kind of bacterial infections and the different uses of antibiotics e.g. therapeutic versus zoo-technical. However, a practical approach is needed to fund the research and development of new antibiotic drugs and to balance the marginal social costs with the marginal benefits of
antibiotic use, and the approach used in this paper should be seen as a rough approximation.
One critical issue is whether or not resistance is reversible. Traditionally the view has
been that the development of antimicrobial resistance in bacterial populations imposes
a fitness cost on the resistant bacteria’s metabolism. Accordingly, once the antibiotic
is removed from an environment, other bacteria not being hampered by the fitness
cost will multiply quicker and dominate. Therefore, the bacterial populations would
become dominated by sensitive bacteria, and the efficacy of antibiotics would be restored.
However, Zhang et al (2006) suggested that this view should be balanced because,
while there are many resistance-conferring mutations entailing a biological fitness
cost, others (e.g. fluoroquinolone resistance in Campylobacter) have no cost or even
enhanced fitness. Moreover, for e.g. Salmonella, the fitness disadvantage due to antimicrobial resistance can be restored by acquired compensatory mutations. The compensated or even enhanced fitness associated with antibiotic resistance may facilitate
the spread and persistence of antimicrobial-resistant Salmonella and Campylobacter
in the absence of selection pressure, creating a significant barrier for controlling
antibiotic-resistant pathogens. Andersson (2003) noted that though many drug resistances confer a fitness cost, suggesting that they might disappear by reducing the volume of antibiotic use, increasing evidence from laboratory and epidemiological studies indicate that several processes will act to cause long-term persistence of resistant
bacteria. Resistance can be natural or acquired. Some bacterial species, such as
Pseudomonas aeruginosa, show a high intrinsic resistance to a number of antibiotics
whereas others are normally highly antibiotic susceptible such as group A streptococci. Acquired resistance usually has a biological cost for the microorganism, but
compensatory mutations accumulate that abolish this fitness cost, explaining why
many types of resistances may never disappear in a bacterial population. The WHO
review (2003) of the termination of antimicrobial growth promoters in Denmark noted
that there was a marked decrease in the food animal reservoir of resistant enterococci,
while no effects where observed on the gram negative bacteria. In reviewing the natural experiment of the ban of avoparcin as growth promoter in Danish and Norwegian
poultry farms Johnsen et al (2009) concluded that complete eradication of antimicro-
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bial resistance in bacterial populations following decreased drug use is not straightforward. Resistance determinants may persist at low, but detectable, levels (1-2%
prevalence) for many years in the absence of the corresponding drugs. In the special
case of TB, Gagneux (2009) pointed out that the future of the multidrug resistant and
the extensively drug resistant tuberculosis epidemics depends in part on the competitive fitness of drug-resistant strains. Borrell and Gagneux (2009) concluded that compensatory evolution, which has been shown to mitigate the fitness defects associated
with drug resistance in other bacteria, could be an important factor in the emergence
and spread of drug-resistant M. tuberculosis.
Hence on the balance of current evidence it seems like antibiotic resistance may become less reversible as time goes and the fitness costs decline. Compensatory evolution that ameliorates the costs of resistance, the occurrence of cost-free resistances
and genetic linkage between non-selected and selected resistances will confer a stabilization of the resistant bacteria. Normark and Normark (2002) concluded that antibiotic resistance is a clinical and socioeconomic problem that is here to stay. Thus, it is
important to implement strategies that reduce the rate of appearance and spread of
resistant bacteria to allow new drug discovery to catch up with bacterial resistance
development.

Conclusion
The sensitivity of bacteria to antibiotics should be managed as a finite natural resource. A tax based on the expected costs of development new antibiotic substances
may offer a practical option for balancing the incentives and externalities of antibiotic
use and development.

Acknowledgments
This project was funded by a grant from the The Swedish Research Council for Environment, Agricultural Sciences and Spatial Planning (Formas) Grant no 2006-2179.

24

References
Adams CP and Brantner VV, 2006. “Estimating the Cost of new Drug Development:
Is it really $802 Million?” Health Aff, 25: 422-428.
Adams CP and Brantner VV, 2010. “Spending on new Drug Development.” Health
Econ, 19: 130-141.
Andersson DI and Levin BR, 1999. “The biological cost of antibiotic resistance.”
Curr Opin Microbiol, 2; 489-493.
Andersson DI, 2003. “Persistence of antibiotic resistant bacteria.” Curr Opin
Microbiol, 6; 452-456.
Andersson DI, 2006. “The biological cost of mutational antibiotic resistance: any
practical conclusions?” Curr Opin Microbiol, 9; 461-465.
Apoteket, 2005. Läkemedelshandboken 2005/2006. Apoteket AB, Stockholm.
Ashley DJB, Brindle MJ, 1960. “Penicillin resistance in staphylococci isolated in a
casualty department.” J Clin Pathol, 13; 336-338.
Bager F, Madsen M, Christensen J, Aarestrup FM, 1997. “Avoparcin used as a growth
promoter is associated with the occurrence of vancomycin resistant Enterococcus
faecium on Danish Poultry and pig farms.” Prev Vet Med, 31; 95-112.
Bonhofer S, Lipsitch M, Levine BR, 1997. “Evaluating treatment protocols to prevent
antibiotic resistance.” Proc Natl Acad Sci, 94; 12106-12111.
Borrell S, Gagneux S, 2009. Infectiousness, reproductive fitness and evolution of
drug-resistant Mycobacterium tuberculosis. . Int J Tuberc Lung Dis. 13(12):145666.
Bronswaer SLAM, Cars O, Buckholz U, et al., 2002. “A European study on the relationship between antibiotic use and antimicrobial resistance.” Emerg Infect Dis, 8;
278-282.
Brown SPA and Gruben C (1997). “Intellectual property rights and product effectiveness.” Economic review – Federal Reserve Bank of Dallas, 1997; fourth quarter
1997; 15-20.
Chiang AC (1992). Elements of Dynamic Optimization. McGraw-Hill, 1992. London.
UK.
Coast J, Smith RD, and Millar MR (1996). “Superbugs: should antimicrobial
resistance be included as a cost in economic evaluation?” Health Econ, 1996; 5:
217-236.
Coast J, Smith RD, Millar MR, 1998. “An economic perspective on policy to reduce
antimicrobial resistance.” Social Sci Med, 46; 29-38.
Coast J, Smith RD, Millar MR, 2002. “Superbugs II: how should economic evaluation
be conducted for interventions which aim to contain antimicrobial resistance?”
Health Econ, 11; 637-647.
Cohen ML, 1992. “Epidemiology of drug resistance: implications for a postantimicrobial era.” Science, 257; 1050-1055.
Cohen FL, Tartasky D, 1997. Microbial resistance to drug therapy: a review. Am J
Infect Control, 25; 51-64.
DiMasi JA, Hansen R, Grabowski HG, Lasagna L, 1991. ”Cost of Innovation in the
Pharmaceutical Industry.” J Health Econ, 10; 107-142.
DiMasi JA, Hansen R, Grabowski HG, 2003. ”The Price of Innovation: New
Estimates of Drug Development Costs.” J Health Economics, 22; 151-185.
DiMasi JA, Grabowski HG, Vernon J, 2004. ”R&D Costs and Returns by Therapeutic
Category.” Drug Inf J, 38; 211-223.

25

Elbasha EH, 2003. “Deadweight loss of bacterial resistance due to over treatment.”
Health Econ, 12; 125-138.
European Agency for the Evaluation of Medicinal Products (EMEA), 1999. Antibiotic
resistance in the European Union associated with therapeutic use of veterinary
medicines. Report and qualitative risk assessment by the Committee of Veterinary
Medicinal Products (CVMP), July 14, 1999.
http://www.emea.europa.eu/pdfs/vet/regaffair/034299ENC.pdf
European Centre for Disease Control (ECDC), 2008. Antimicrobial resistance.
http://ecdc.europa.eu/en/Health_topics/AMR/
European Commission, Scientific Steering Committee (SSC), 1999. Opinion of; 1,
May 28, 1999 on antimicrobial resistance.
http://ec.europa.eu/food/fs/sc/ssc/out50.en.html.
FASS (Farmaceutiska specialiteter i Sverige). Vet, 2009. Läkemedelsindustriföreningens Service AB (LIF). Stockholm.
Gagneux S, 2009. Fitness cost of drug resistance in Mycobacterium tuberculosis. Clin
Microbiol Infect, 15 Suppl 1:66-8.
Gilbert J, Singh A, Heske P, 2003. “Rebuilding Big Pharma’s Business Model.” In
ViVo, 21; 10.
Gore A jr., 1982. Patent term extension: an expensive and unnecessary giveaway.
Health Aff, 1; 25-33.
Gravelle H and Rees R (1983). Microeconomics (sec. ed.). Longman, 1983.
Hall BH, 2001. The global nature of intellectual property: a discussion. Paper at the
Toronto intellectual property conference, May 2001.
Hansen R, 1979. The Pharmaceutical Development Process: Estimates of Dvelopment
Costs and Times and the Effect of Proposed Regulatory Changes.” In Chien RA
(ed.) Issues in Pharmaceutical Economics. DC Heath and Company, Lexington,
Massachusetts.
Hardin G, 1968. The tragedy of the commons. Science, 162; 1243-1248.
Hotelling H, 1931. “The Economics of Exhaustible Resources.” J Polit Econ, 39: 137-175.

Horowitz JB, and Moehring BH, 2004. “How property rights affect and patents affect
antibiotic resistance.” Health Econ, 13; 575-583.
Kermack WO, McKendrick AG, 1927. A contribution to the mathematical theory of
epidemics. Proc R Soc, A115; 700-721.
Kettler HE, 1999. “Updating the Costs of a New Chemical Entity.” Office of Health
Economics, Whitehall, London.
John JF, Harvin AM, 2007. History and evolution of antibiotic resistance in coagulase
negative staphylococci. Susceptibility profiles of new antibiotic agents. Ther Clin
Risk Manag,, 6: 1143-52.
Johnsen PJ, Townsend JP, Bøhn T, Simonsen GS, Sundsfjord A, Nielsen KM, 2009.
Factors affecting the reversal of antimicrobial-drug resistance. Lancet Infect Dis.
9(6):357-64.
Krautkraemer JA (1998). “Nonrenewable resource scarcity.” J Econ Lit, 1998:36;
2065-2107.
Kreps DM, 1990. A Course in Microeconomic Theory. Harvester Wheatsheaf.
Laxminarayan R, Brown GM, 2001. “Economics of antibiotic resistance: a theory of
optimal use.” J Environ Econ Manage, 42; 183-206.
Laxminarayan R, 2001. Bacterial resistance and the optimal use of antibiotics. Discussion Paper 01-23. Resources for the Future, Washington DC.
Laxminarayan R, 2002. Battling Resistance to Antibiotics and Pesticides: an economic approach. RFF Press, Washington DC.

26

Levy SB, Burke JP, Wallace CK, 1987. “Antibiotic use and antibiotic resistance
worldwide.” Rev Infect Dis, 9 (Suppl. 3); S231-S316.
Levy J, 1990. “Antibiotic resistance in Europe and the current use of antibiotics in severe paediatric infections.” Scand J Infect Dis, 73; 23-29.
Mahamoud A, Chevalier, J, Alibert-Franco S, Kern WV, Pasges JM, 2007.
“Antibiotic efflux pumps in Gram negative bacteria: the inhibitor response
strategy.” J Antimicrobial Chemotherapy, 59:1223-9
Murray BE, 1994. Can antibiotic resistance be controlled? N Engl J Med, 330; 12291230.
Myers S and Howe C, 1997. A Life-Cycle Financial Model of Pharmaceutical R&D.
Working paper for the Program on the Pharmaceutical Industry, MIT, Boston.
Normark BH, Normark S, 2002. Evolution and spread of antibiotic resistance. J Intern
Med, 252(2):91-106.
OTA 1993. Pharmaceutical R&D: Costs, Risks and Rewards. Office of Technology
Assessment. OTA-H-522, U.S. Congress, Washington DC. U.S.
OTA 1995. Impacts of Antibiotic-Resistant Bacteria. Office of Technology
Assessment. OTA-H-629, U.S. Congress, Washington DC. U.S.
Phelps CE, 1989. “Bug/drug resistance: sometimes less is more.” Med Care, 27; 194203.
Piddock LJV, 1996. “Does the use of antimicrobial agents in veterinary medicine and
animal husbandry select antibiotic-resistant bacteria that infect man and compromise antimicrobial chemotherapy?” J Antimicrob Chemother, 1996: 38; 1-3.
Pigou AC, 1932. The Economics of Welfare. 4 ed. London.
Scherer FM, 2007. The political economy of patent policy reform in the United States.
Faculty research working papers series RWP07-042. John F. Kennedy School of
Government, Harvard University. To be downloaded free of charge at:
http://ksgnotes1.harvard.edu/research/wpaper.nsf/rwp/RWP07-042
Smith RD, Coast J, 1998. “Controlling antimicrobial resistance: a proposed transferable permit market.” Health Policy, 43; 219-232.
Smith RD, Coast J, 2002. “Antimicrobial resistance: a global response.” Bull World
Health Org, 80; 126-133.
Smith RD, Yago M, Millar M, Coast J, 2005. “Assessing the macroeconomic impact
of a healthcare problem: the application of computable general equilibrium
analysis to antimicrobial resistance.” J Health Econ, 24; 1055-1075.
Stiglitz J (2000). Economics of the Public Sector (third ed.). WW Norton and Company
SVA, 2006. Swedish veterinary antibiotic resistance monitoring (SVARM) 2005. National Veterinary Institute, Sweden. www.sva.se
Swedish Board of Health and Welfare (2000). Svensk handlingsplan mot antibiotikaresistens. Socialstyrelsen, Sverige. www.sos.se (in Swedish)
Sydsäter K, Hammond P, Seierstad A, Ström A, 2005. Further Mathematics for Economic Analysis. Prentice Hall. London, UK.
Van Bambeke F, Pages JM, Lee VJ, 2006. “Inhibitors of bacterial efflux pumps as
adjuvants in antibiotic resistance and diagnostic tools for detection of resistance
by bacterial efflux.” Recent Patents Anti-Infect Drug Disc. 1:157-75.
Varian HL (1978). Microeconomic Analysis. WW Norton and Company, 1978. New
York. USA.
Vernon JA, Golec JH, DiMasi JA, 2009. ”Drug Development Costs when Financial
Risk is measured using the FAMA-FRENCH Three-Factor Model,” On-line
publication in Health Economics 2009.

27

Walsch C, Fanning, S, 2008. “Antimicrobial resistance in food borne pathogens – a
cause for concern?” Curr Drug Targets, 9; 808-815.
Wegener HC, 2003. “Antibiotics in animal feed and their role in resistance development.” Curr Opin Microbiol, 6; 439-445.
WHO, 2001. WHO Global strategy for containment of antimicrobial resistance.
WHO/CDS/CSR/DRS/2001.2. World Health Organisation, Geneva.
WHO, 2003. Impacts of antimicrobial growth promoter termination in Denmark. The
WHO international review panel’s evaluation of the termination of the use of
antimicrobial growth promoters in Denmark. In Foulum, Denmark, Nov 6-9,
2002. WHO/CDS/CPE/ZFK/2003.1. 58 pp. Available at
http://www.who.int/gfn/en/Expertsreportgrowthpromoterdenmark.pdf,
accessed March 23, 2010
WHO, 2005. WHO Policy perspectives on medicine – containing antimicrobial resistance. WHO/PSM/2005.1. World Health Organisation, Geneva.
Zhang Q, Sahin O, McDermott PF, Payot S, 2006. “Fitness of antimicrobial-resistant
Campylobacter and Salmonella.” Microbes Infect. 8(7):1972-8.

28

Appendix

The condition for optimal consumption of antibiotics
Inter-temporal maximization of societal net present value of antibiotics consumption requires
that we:
∞

max : ∫ e −
0

rt

A

∫ {P[at , S t (Qt ) − (∂Ct / ∂at )]}dat

dt

0

∂Qt
st :
= At ,
∂t

∂S (Qt )
< 0,
∂Qt

(A1)
S (t = 0) = S 0 ,

S (t = T ) ≥ 0

A

The Hamiltonian for this problem is: H = e − rt ∫ {Pt [at , S t (Qt )] − (∂C t / ∂at )}dat + µ (t ) At .
0

The current value Hamiltonian ( H c = e rt H ) is therefore:
A

c
H = ∫ {Pt [a t , S t (Qt )] − (∂C t / ∂a t )}da t + λ (t ) At ,

where

λ (t ) = e rt µ (t ) .

(A2)

0

The first-order condition is that:

∂H c
=0
∂At

⇒

P[ At , S t (Qt )] = (∂C t / ∂At ) − λ (t ) .

(A3)

The time derivative of λ (t ) using the expression in (A2) is:

∂λ
∂µ
= re rt µ + e rt
∂t
∂t

⇒

∂λ
∂µ
= rλ + e rt
∂t
∂t

⇒

∂µ
 ∂λ

= e − rt 
− rλ  .
∂t
 ∂t


But according to the maximum principle (c.f. Chiang, 1992 or Sydsäter et al, 2005):
∂µ
∂H
∂H
 ∂λ

=−
, hence, we have : −
= e − rt 
− rλ  or, after re-arranging:
∂t
∂Qt
∂Qt
 ∂t

∂λ
∂H
= −e rt
+ rλ .
∂t
∂Qt

Since: − e rt

we have:

∂H
∂H c
=−
,
∂Qt
∂Qt

or equivalently:

∂λ
∂H c
,
= rλ −
∂t
∂Qt

A ∂P[ a , S (Q )] ∂S
∂λ
t
t
t
t
dat ,
= rλ − ∫
S
Q
∂t
∂
∂
t
t
0

(A4)
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where the last equality is eq. (9a) in the main text. To obtain the expression for λ (t ) in eq.
(9b), start by re-arranging (A4) and multiply both sides with the integrating factor e − rt to get:
e

− rt

A
∂λ
− rt
− rt ∂P[ a t , S t (Qt )] ∂S t
da t .
− e rλ = −e ∫
∂S t
∂Qt
∂t
0

As the left-hand side of (A5) equals

(A5)

∂e − rt λ
we have:
∂t

A

rt
rt  ∂P[ a t , S t (Qt )] ∂S t
e − λ = −∫ e −  ∫
dat  dt + K
∂S t
∂Qt

 0

implying that:

 A ∂P[at , S t (Qt )] ∂S t

dat  dt .
∂S t
∂Qt
 0


λ (t ) = e rt K − e rt ∫ e − rt  ∫

A

− rt  ∂P[ at , St (Qt )] ∂St
dat  dt ,
Defining: F (t ) = ∫ e  ∫
∂St
∂Qt 
 0

⇒

λ (t ) = e rt [K − F (t )] .

(A6)

To determine the constant K in (A6) the value of λ (t ) must be given at some t. Here, we utilize the terminal condition and the corresponding transversality conditions. The terminal condition is that S (T ) ≥ 0 , i.e. that microbial sensitivity should not have been exhausted before
the end of the period, implying that Q(T ) ≤ QT . This results in the transversality conditions:

λ (T ) = λT = 0 iff S (T ) > 0
λ (T ) = λT > 0 iff S (T ) = 0
Accordingly: λ (T ) = λT = e rT [K − F (T )]

⇒

K = e − rT λT + F (T ) .

(A7)

Substituting K = e − rT λT + F (T ) for K in (A6), we get:

λ (t ) = e rt {[e − rT λT + F (T )] − F (t )}

⇒

λ (t ) = e − r (T −t ) λT + e rt [F (T ) − F (t )] .

(A8)

Using the definition of F (t ) in (A6), the last term in eq. (A8) becomes:
T

F (T ) − F (t ) = ∫ e
t

− rθ

 A ∂P[at , S t (Qt )] ∂S t

dat  dθ , and substituting this in eq. (A8) we get:
∫
∂S t
∂Qt
 0


T

 A ∂P[at , St (Qt )] ∂St
dat  dθ .
λ (t ) = e− r (T −t )λT + ert ∫ e− rθ  ∫
∂St
∂Qt 
t
 0

(A9)

Since the integration in eq. (A9) is with respect to θ , the term e rt can be included as a constant under the integral, implying that:
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 A ∂P[at , S t (Qt )] ∂S t

dat  dθ ,
∂S t
∂Qt
 0


T

λ (t ) = e − r (T −t ) λT + ∫ e − r (θ −t )  ∫
t

and if the time horizon is infinite, we have:
∞

 A ∂P[at , S t (Qt )] ∂S t

dat  dθ ,
∂S t
∂Qt
 0


λ (t ) = lim e − r (T −t ) λT + ∫ e − r (θ −t )  ∫
T →∞

t

implying that the first term goes to 0 and:
 A ∂P[at , S t (Qt )] ∂S t

dat  dθ ,
∂S t
∂Qt
 0


∞

λ (t ) = ∫ e − r (θ −t )  ∫
t

(A10)

which is equation (9b) in the main text.

The condition for maximizing the patent holder’s profit:
For the duration of the patent, the patent holder’s problem is to maximize the present value of
monopoly profit:
T

max : ∫ e − rt [P[ At , S t (Qt )] At − C ( At )]dt
0

∂Q
Subject to : t = At ,
∂t

∂S (Qt )
< 0,
∂Qt

(A11)
S (t = 0) = S 0 ,

Since: H = e − rt {P[ At , S t (Qt )] At − C ( At )} − µ (t ) At

S (t = T ) ≥ 0

⇒

H c = P[ At , S t (Qt )] At − C ( At ) − λ (t ) At .

The first-order condition for profit maximization is:

∂H c
=0
∂At

⇒⇒

P[ At , S t (Qt )] +

∂P[ At , S t (Qt )]
∂C
+λ.
At =
∂At
∂At

(A12)

The time derivative of λ (t ) using the definition in (A2) is:

∂λ
∂H c
= rλ −
∂t
∂Qt

⇒

∂P[ At , S t (Qt )] ∂S t
∂λ
= rλ −
At ,
∂t
∂S t
∂Qt

(A13)

which is eq. (25b) in the main text.
Re-arranging and multiplying both sides with the integrating factor e − rt , we obtain:

e − rt

∂P[ At , S t (Qt )] ∂S t
∂λ
At
− e − rt rλ = −e − rt
∂t
∂S t
∂Q t

⇒


 ∂P[ At , S t (Qt )] ∂S t
e − rt λ = − ∫ e − rt 
A t dt + K
∂S t
∂Q t



.
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 ∂P[ At , S t (Qt )] ∂S t
 
Hence: λ (t ) = −e rt  K − ∫ e − rt 
A t dt  ,
∂S t
∂Q t

 


and defining: F (t ) = ∫ e − rt

∂P[ At , S t (Qt )] ∂S t
A t dt ,
∂S t
∂Q t

⇒

λ (t ) = −e rt [K − F (t )] .

(A14)

Determine K by utilizing the terminal and transversality conditions:

λ (T ) = λT = 0 iff S (T ) > 0
λ (T ) = λT > 0 iff S (T ) = 0
Thus: λ (T ) = λT = e rT [K − F (T )]

⇒

K = e − rT λT + F (T ) .

Therefore: λ (t ) = e rt [e − rT λT + F (T ) − F (t )]

⇒

λ (t ) = e − r (T −t ) λT + e rt [F (T ) − F (t )] ,

and using the definition of F(t) in (A14):
T
 ∂P[ At , S t (Qt )] ∂S t

A t dθ ,
λ (t ) = e − r (T −t ) λT + ∫ e − r (θ −t ) 
∂S t
∂Q t
t



(A15)

which is eq. (25a) in the main text.
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