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T he innovation of childhood vaccines has resulted in a de-

cline in infectious disease, as well as gains in length and 

quality of life. Smallpox has been eradicated, poliomy-

elitis is nearly eliminated, and many other vaccine-preventable 

diseases have seen declines in incidence.1-3 Although adverse 

events (AEs) can occur with vaccines,4-7 and recent research has 

focused on their rising costs,8-10 the postvaccine era has seen life 

expectancy increase 15 to 25 years compared with the pre-vaccine 

era, and further gains are expected.3,11 Evidence suggests a large 

share of these survival gains is due to the control of infectious 

disease through vaccination.3

When encouraged by public health policies, vaccination also 

provides a benefit to government and private payers by reducing 

overall costs and increasing population health. The CDC has cited 

evidence that common childhood vaccinations save over $5 in 

direct medical costs and effects on productivity for every $1 spent.12 

Maciosek and colleagues found that preventative childhood im-

munization produced annual net medical savings of $267 per per-

son.13 Vaccination also generates community (herd) immunity by 

reducing disease incidence and transmission, thus resulting in a 

healthier population.14 

Because vaccines have been successful at preventing disease, 

the public is no longer regularly confronted with many vaccine-

preventable diseases, and the health and economic benefits of 

vaccination may be underappreciated.15 As childhood vaccines have 

reduced disease prevalence, real and perceived AEs of vaccination 

have become more salient to parents than the vaccine-targeted 

diseases.16,17 Consequently, vaccination rates in many US states 

have declined in recent years.17 As vaccination rates slip, the risk 

of new outbreaks increases.18 

Moreover, although consumers are insulated from the cost of 

many vaccines, vaccine cost is an important consideration for 

payers and providers and has been criticized.19 This focus on AEs 

and costs has obscured vaccines’ overall value to individuals and 

society. Previous research has yet to show how the total social 

value of vaccines is divided between innovators who develop these 
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OBJECTIVES: To determine the lifetime social value of 
using the guideline-recommended vaccines for children born 
in the United States in 2009. 

STUDY DESIGN: This study utilized an economic model with 
parameter values sourced from clinical and observational 
data, as well as the literature. 

METHODS: The model quantified the health effects of routine 
vaccination for 14 diseases in terms of quality-adjusted 
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value of vaccination. The producers’ and consumers’ shares 
of this social value were calculated. Sensitivity analyses were 
conducted to determine how results depend on underlying 
parameter assumptions. 

RESULTS: Estimates indicated that vaccination of this 
cohort will save 1.2 million QALYs, relative to no vaccination. 
Of those health gains, 88% stemmed from reduced mortality 
and 12% from reduced morbidity. We estimated a social 
value of $184.1 billion from these gains, of which $3.4 billion 
accrues to manufacturers as profits, while $180.7 billion 
accrues to the rest of society. In sensitivity analysis, the total 
social value ranged from $40 billion to $675 billion, and the 
manufacturers’ share ranged from 0.3% to 11.5%. 

CONCLUSIONS: Policy makers should account for this 
social value when considering policies affecting incentives to 
vaccinate and develop new vaccines.
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technologies and patients and the broader 

society who benefit from them. Therefore, in 

this study, we sought to measure the social 

value of childhood vaccines in the United 

States and the distribution of that value to 

manufacturers versus the rest of society.

The concept of social value of therapies and 

its distribution between manufacturers and 

patients has been described in other disease 

areas. For instance, Grabrowski et al found that 

statin usage resulted in a social value of $1.25 

trillion, of which patients received 76%.20 Yin et al performed a simi-

lar analysis on tyrosine kinase inhibitors for the treatment of chronic 

myeloid leukemia and found a social value of $143 billion—90% of 

which was retained by patients.21 Recent gains in cancer survival 

have provided $1.9 trillion of additional social value, with 81% to 

95% of that being retained by patients.22 Lastly, HIV/AIDS therapies 

have generated $1.38 trillion in social value, with 95% accruing to 

patients.23 Such analyses are net monetary benefit analyses, which is 

a common economic way of thinking about value which is distinct 

from cost-effectiveness analysis. The aim is to measure the total 

value a given health intervention generates for society, and how that 

value is distributed across patients and manufacturers.

This study applied similar methods to determine the social 

value of childhood vaccines for a birth cohort in the United States. 

Consistent with previous research, social value was defined from 

an economic perspective as the quantity of resources, in monetary 

terms, that society would be willing to give up in order to retain the 

health gains attributable to vaccines. Put another way, the overall 

social value of vaccines equals the aggregate value retained by 

consumers (above the actual payments for vaccines) plus the value 

retained by manufacturers (in the form of vaccine profits). We 

decomposed the social value into the shares accruing to manu-

facturers versus the rest of society. For infectious diseases, the 

social value includes not only those vaccinated, but also those not 

vaccinated who benefit from the reduction in disease incidence.15

METHODS
Overview

The study entailed constructing an economic model based on obser-

vational and clinical data. The model calculates the social value of the 

routine pediatric vaccination schedule used in the United States in 

2009. We do so by quantifying the health effects of routine vaccination 

of children born in the United States in 2009. In particular, vaccines to 

prevent the following 14 diseases were considered: congenital rubella 

syndrome, diphtheria, haemophilus influenzae type b (Hib), hepatitis 

A, hepatitis B, measles, mumps, pertussis, pneumococcus-related 

diseases (including pneumococcal disease, otitis media, pneumonia, 

and meningitis), polio, rotavirus, rubella, tetanus, and varicella. The 

influenza vaccine was not included because its changing seasonal 

nature would have required different methods.

The social value was estimated by applying an economic value 

to the health effects of vaccines, measured in terms of quality-

adjusted life-years (QALYs) saved through vaccination. QALYs take 

into account both duration and quality of life. A year in perfect 

health would be measured as 1 QALY, whereas death counts as 0. 

From the value of the QALYs gained, the costs to produce vaccines 

were subtracted. This yielded the social value—or in economic 

terms, the total surplus—of vaccines, and represents the economic 

value of the health gains from vaccines minus the resources society 

spent to produce them. The shares of the total surplus accruing 

to manufacturers (producer surplus) versus the rest of society 

(consumer surplus) were also calculated.

It should be noted that vaccine-preventable illnesses impose ad-

ditional costs on society beyond the utility loss infected individuals 

experience, including caregiver utility loss and the use of special 

services for persistent disability. Therefore our estimate of the health 

value of vaccination should be considered a lower bound. 

In addition, one should exercise caution in interpreting the 

results of this framework for rotavirus, since in industrialized 

countries like the United States, the costs of rotavirus are mainly 

hospitalization and caregiver utility loss, as rotavirus mortality 

and morbidity are lower in the industrialized setting. In contrast, 

many of the other studied vaccines target illnesses that imposed 

a high mortality and morbidity burden in the pre-vaccine era.24

Data Sources

According to the CDC, 4,130,665 children were born in the United 

States in 2009.25 The health effects of vaccination in this cohort were 

estimated by combining data from the literature with life tables from 

the Human Mortality Database.26 From the literature, we obtained for 

each disease data on cases of illness prevented, premature deaths 

avoided, average age of onset, average age at death from the disease, 

average duration of disease, and utility loss. Specific parameter 

values and sources are available in the eAppendix (eAppendices 

available at www.ajmc.com). The survival benefits of vaccination 

were net of adverse reactions to vaccination. To obtain the economic 

TAKE-AWAY POINTS

 › By preventing illness and premature deaths, vaccination of children born in the United States 
in 2009 will generate $184 billion in lifetime social value above the costs of the vaccines. 

 › Because saving a child’s life yields many healthy life-years, the large majority (88%) of 
the health benefits of vaccines is due to avoided premature deaths rather than reduced 
morbidity (12%). 

 › The high social value of vaccines has improved population health and provided economic 
benefit to multiple stakeholders, including patients, health plans, and vaccine manufacturers, 
whose profits in this cohort amount to approximately 2% ($3.2 billion) of the total social value.
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value of a QALY, we considered values generated by revealed and 

stated preference studies.27,28 A mid-range value of $150,000 was 

used and varied in sensitivity analysis.

Estimating manufacturers’ profits required 3 types of data: 1) data 

on vaccine prices, 2) data on manufacturers’ profit margins, and 3) 

data on the number of vaccines administered in the 2009 US birth 

cohort. We obtained data on prices (available in the eAppendix) from 

the CDC Vaccines for Children Program website, which contains ar-

chived data on public and private vaccine prices from 2008 to 2015.29 

We obtained data on vaccine manufacturers’ profit margins from 

annual reports and financial statements. When measuring manu-

facturers’ profits, we used the gross profit margin, which represents 

the sales volume minus production costs. Obtaining a companywide 

average across the top 5 vaccine manufacturers produced an aver-

age gross profit of 75%.30-34 This is a conservative approach, as gross 

profits do not subtract out manufacturer research and development 

(R&D) and marketing expenses. By using the gross profit margin, we 

can view vaccines’ social value as society’s benefit from vaccina-

tion, and society’s investment in R&D as the cost of inventing and 

developing the vaccines. (Subtracting R&D from profits would negate 

this framing.) This framing is useful because investments should be 

undertaken when the benefits (ie, the return on investment) exceeds 

the cost; social value is an important part of this equation. Moreover, 

R&D costs include the costs of many failures that the innovator 

encountered on the way to the given successful product; there is 

not an established method for measuring R&D costs for vaccines. 

To estimate the number of vaccines administered, we required 

data on vaccine coverage rates, dosage schedules, wastage, and 

the cohort size. Following previous work, we assumed that 53% 

of vaccine doses were publicly (vs privately) administered and 

the wastage rate—the rate at which additional vaccines must be 

purchased beyond those needed for each vaccinated child because 

some vaccines will be unused—was 5%.35 We obtained vaccination 

rates,36 the recommended vaccination schedule,37 and the size of 

the cohort25 from the CDC. Doses administered between ages 0 and 

18 were included, but the costs of any adult booster doses were 

excluded. Given that any adult booster doses occur many years 

into the child’s life, whereas the lives saved and illnesses avoided 

from vaccination are realized mainly in early childhood, the effect 

of the focus on childhood doses should be minimal.

Analysis

The 3 analytic steps are described broadly below. Additional detail 

is provided in the eAppendix. Throughout the analysis, monetary 

values were inflation-adjusted to 2014 US dollars using the Con-

sumer Price Index,38 and an annual discount rate of 3% was applied.

Step 1: Value Health Effects of Vaccination

The health effects of vaccines were calculated by summing the chang-

es in morbidity and mortality among the 2009 US birth cohort due to 

vaccination. The mortality effects were calculated as the number of 

deaths averted from vaccination multiplied by the QALYs the typical 

child would lose from dying of the given disease (calculated as average 

life expectancy minus average age at death from the given disease 

times aged-adjusted utility). The morbidity effects were calculated as 

the number of cases of illness prevented through vaccination times 

the typical duration of illness times the disutility from the given 

illness. The health effects of vaccines in QALYs were then converted 

to economic terms by valuing each QALY at $150,000.39-41 This yielded 

the economic value of the health effects of vaccination.

Step 2: Estimate Manufacturers’ Profits

Vaccine manufacturers’ profits from a given vaccine were estimated 

by multiplying the vaccine’s price by the number of vaccines sold by 

the profit margin. Although vaccines typically consist of multiple 

doses, and vaccination rates vary by dose, in the profit calcula-

tions we assumed that all children who received the first dose of a 

vaccine would also receive all subsequent doses. This assumption 

overestimates profits because some children will not receive all 

doses, and manufacturers’ profits will be lower than they would 

be had these children received all of their doses. 

Step 3: Calculate Total Value

Using the results of the previous 2 steps, we calculated consumer, 

producer, and total surplus (ie, social value). Consumer surplus was 

calculated as the value of the health effects of vaccines (from Step 

1) minus the cost of the vaccines (from Step 2). Producer surplus 

equaled the manufacturer profits (from Step 2). Consumer and 

producer surplus together yielded the total surplus.

Sensitivity Analyses

We performed analyses to test the sensitivity of the model to the 

parameters. Specifically, we varied all parameters by ± 10%, except 

for the disease-specific vaccination rates, which were varied by ± 5% 

to avoid specifying rates over 100%. In addition, we also varied the 

value of a QALY from $50,000 through $250,000 to reflect the wide 

range of values in the literature, and varied the discount rate from 

0% to 6%. Lastly, we conducted an analysis, which included the 

parents’ time cost to take the children to receive the vaccines, taking 

into account that multiple vaccines may be given in the same visit.

RESULTS
The health effects of vaccination are reported in Table 1. Compared 

with no vaccination, an estimated 1.2 million QALYs will be saved 

due to vaccination among children born in the United States in 

2009, for a value of $185.2 billion. Because vaccines typically pre-

vent deaths that would have occurred in childhood, these avoided 

deaths save a large number of QALYs, whereas QALY gains from 

avoided illness are more modest. Consequently, 88% of the health 
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value of vaccines is due to avoided death compared with 12% due to 

avoided illness. Among vaccines, diphtheria, tetanus, and pertus-

sis (DTaP/Tdap) will have the largest health value by an order of 

magnitude, at nearly 800,000 QALYs saved for a value of $119 billion. 

Other vaccines with large health values are pneumococcus-related 

diseases (154,000 QALYs, $23 billion); measles, mumps, and rubella 

(MMR) (135,000 QALYs, $19 billion); and hepatitis B (79,000 QALYs, 

$12 billion). The smallest health value will be for rotavirus, at 5264 

QALYs and $790 million.

Table 2 reports estimates of manufactur-

ers’ revenues, costs, gross and net profits by 

vaccines given to the 2009 US birth cohort. Es-

timated profits are the lowest for the hepatitis 

A vaccine ($109 million gross, $36 million net), 

and the highest for pneumococcus-related 

diseases ($1.0 billion gross, $350 million net). 

Across all 14 diseases, vaccines generate an 

estimated $4.5 billion in revenues, $1.1 billion 

in costs, $3.4 billion in gross profits, and $1.1 

billion in net profits.

The total social value by vaccine and its distri-

bution across manufacturers and consumers are 

reported in Table 3. Consumers’ share of value, 

or surplus, ranges from $10 million for rotavirus 

to $119 billion for DTaP/Tdap. Vaccines produc-

ing the greatest consumer surplus do not nec-

essarily provide the largest profit, or producer 

surplus, to manufacturers. Total social value 

ranges from $595 million from rotavirus to $119 

billion from DTaP/Tdap, with the full vaccination 

schedule generating $184 billion in social value 

(Figure 1), or $45,000 per child. Of that total social value, 1.8% accrues 

to manufacturers, whereas 98.2% accrues to the rest of society. The 

manufacturers’ share ranges from 0.3% for DTaP/Tdap to 98.3% for 

rotavirus, and is less than 15% for 7 out of the 9 vaccines.

In sensitivity analyses, we found that the model is most sensitive 

to the economic value of a QALY, the premature deaths prevented 

from vaccination, and the discount rate, which together contrib-

uted 98.1% of the variance in results (Figure 2). In simulations, the 

total social value ranged from $153 billion to $227 billion, and the 

TABLE 1. Health Effects of Vaccination

Disease

Morbidity 
Reductions 

(QALYs)

Mortality 
Reductions 

(QALYs)

ΔQALYs 
Due to 

Vaccines

Health 
Value ($ 

millionsa)

Avoided 
Illness ($ 
millionsa)

Avoided 
Death ($ 

millionsa)
Avoided 
Illness

Avoided 
Death

DTaP/Tdap 44,551 751,038 795,589 119,338 6683 112,656 6% 94%

Hib 331 19,415 19,746   2962 50 2912 2% 98%

Hepatitis A 17,616 714 18,330   2750 2642 107 96% 4%

Hepatitis B   1891 77,444 79,336 11,900 284 11,617 2% 98%

MMR 50,642 83,955 134,597 18,614 6021 12,593 32% 68%

Pneumococcus-related diseases 17,014 137,088 154,103 23,115 2552 20,563 11% 89%

Polio 194 17,631 17,825 2674 29 2645 1% 99%

Rotavirus 4749 515 5264 790 712 77 90% 10%

Varicella 18,740 1785 20,525 3079 2811 268 91% 9%

Combined all 9 vaccines 155,729 1,089,586 1,245,315 185,221 21,784 163,438 12% 88%

DTaP/Tdap indicates diphtheria, tetanus, and (acellular) pertussis; Hib, haemophilus influenza type B; MMR, measles, mumps, rubella, and congenital rubella 
syndrome; QALYs, quality-adjusted life-years. 
aMonetary values are expressed in 2014 US dollars.
Source:  Authors’ calculations.

TABLE 2.  Estimated Manufacturer Revenues, Costs, Gross and Net Profits, by Vaccinea

 
Revenue 

($ millionsb)
Costs 

($ millionsb)
Gross Profit 
($ millionsb)

Net Profit 
($ millionsb)

DTaP/Tdap 460 115 345 115 

Hib 279 70 209 70 

Hepatitis A 145 36 109 36 

Hepatitis B 218 54 163 54 

MMR 262 65 196 65 

Pneumococcus-related 
diseases

1399 350 1049 350 

Polio 317 79 237 79 

Rotavirus 780 195 585 195 

Varicella 614 153 460 153 

Combined all 9 vaccines 4472 1118 3354 1118 

DTaP/Tdap indicates diphtheria, tetanus, and (acellular) pertussis; Hib, haemophilus influenza type b; 
MMR, measles, mumps, rubella, and congenital rubella syndrome. 
aGross profit margins are sales revenue minus production costs. Net profit margins also take out 
research and design, marketing, and other expenses. Profit estimates assume average companywide 
profitability rates from the top 5 vaccine manufacturers apply to each vaccine, and should thus be 
viewed as approximations. Profit calculations also assume that any child who receives the first dose of 
a vaccine will receive the full schedule, which makes the profit estimates an upper bound. 
bAll monetary values are expressed in 2014 US dollars. 
Source:  Authors’ calculations.
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manufacturers’ share ranged from 1.3% to 2.6%. 

In other words, varying parameters by ± 10% 

maintained a social value of at least $37,172 per 

child, with at least 97% of the value retained 

as consumer surplus. In addition, varying the 

value of a QALY from $50,000 to $250,000 led 

to social value ranging from $61 billion to $308 

billion, and varying the discount rate from 0% 

to 6% led to social value ranging from $447 bil-

lion to $107 billion. Subtracting parents’ time 

cost led to a social value of $182 billion and 

manufacture share of 1.8%.

DISCUSSION
Our estimates suggest that routine childhood 

vaccination produces a large social value. In 

particular, we found that vaccination will save 

1.2 million QALYs among children born in the 

United States in 2009, relative to a counterfactu-

al of no vaccination. Vaccines treating common 

diseases, such as DTaP/Tdap, pneumococcus, 

and MMR, generate a particularly large share of the health benefits. 

Childhood illness is often transitory, but many childhood dis-

eases have nontrivial fatality rates, and a death in childhood costs 

many years of healthy life. Therefore, it is not surprising that the 

bulk of these health gains (88%) stems from reduced mortality, with 

the remainder (12%) from reduced morbidity. Valuing each life-year 

at $150,000 and subtracting the production costs of vaccines, we 

found that vaccination of the 2009 birth cohort generated $184 

billion in social value, or $45,000 per child. Of this, $3.4 billion (2%) 

accrues to manufacturers in the form of profits, while $180.7 billion 

(98%) is retained by the rest of society. Sensitivity analysis showed 

that the large social value and large share retained by society are 

robust to a wide range of plausible parameters.

The 2% manufacturers’ share of social value we found is smaller 

than that found in similar analyses of other health interventions. 

The manufacturers’ share of social value was between 5% to 24% in 

HIV/AIDS, chronic myeloid leukemia, and heart disease.20,21,23 The 

distribution of gains between manufacturers and the rest of society 

is determined by the cost of the intervention and the health gains 

it produces. Health gains will generally be larger in the context of 

diseases that are prevalent or take life early. Therefore, it is not 

surprising that childhood vaccines come out favorably in these 

comparisons, as they are among the most cost-effective health 

interventions42 and they preserve the health of children, who, in 

the absence of a devastating childhood illness, typically go on to 

lead a long, healthy life. To put the health results in context, in other 

industries, the producers’ share of total social value has ranged 

from 4% for minivans43 to 24% for broadband Internet.44

TABLE 3. Social Value and the Shares Accruing to Manufacturers and the Rest of Societya

Disease

Consumer 
Surplus

($ millionsb)

Producer 
Surplus

($ millionsb)

Social  
Value

($ millionsb)

Manufacturer  
Share of  

Social Value

Share to 
Rest of 
Society

DTaP/Tdap 118,879 345 119,223 0.3% 99.7%

Hib 2683 209 2892 7.2% 92.8%

Hepatitis A 2604 109 2713 4.0% 96.0%

Hepatitis B 11,683 163 11,846 1.4% 98.6%

MMR 18,352 196 18,548 1.1% 98.9%

Pneumococcus-
related diseases

21,717 1049 22,766 4.6% 95.4%

Polio 2357 237 2595 9.1% 90.9%

Rotavirus 10 585 595 98.3% 1.7%

Varicella 2465 460 2925 15.7% 84.3%

Combined all 9 
vaccines

180,750 3354 184,103 1.8% 98.2%

DTaP/Tdap indicates diphtheria, tetanus, and (acellular) pertussis; Hib, haemophilus influenza type b; 
MMR, measles, mumps, rubella, and congenital rubella syndrome. 
aProducer surplus is measured as gross profits and assumes any child who received the first dose of a 
vaccine received all doses. Therefore, profit estimates should be considered an upper bound.
bAll monetary valued are reported in 2014 US dollars. 
Source:  Authors’ calculations.

Total Social Value:   $184 billion

DTaP + TDaP
65%

Hepatitis B 
6%

Hepatitis A
2%

Hib
2%

MMR
10%

Pneumococcus-
Related Diseases
12%

Polio
1%

Rotavirus
0%

Varicella
2%

FIGURE 1.  Share of Social Value Due to Each Vaccinea,b

DTaP /TDaP indicates diphtheria, tetanus, and (acellular) pertussis; Hib, 
haemophilus influenza type b; MMR, measles, mumps, rubella, and congenital 
rubella syndrome. 
aSocial value is defined as: 1) the economic value of the health effects of vaccina-
tion net of the cost to consumers to obtain the vaccines, plus 2) manufacturers’ 
profits from vaccines. 
bProfits comprise 2% of the value while consumers’ health gains comprise 98%.

Source: Authors’ calculations.
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The fact that 98% of the social value from existing childhood 

vaccines goes to children and their families is good news for access 

to current vaccines; however, it has longer-term implications for 

innovation. A 2% share of value suggests relatively weak incentives 

for the development of new and improved vaccines, relative to the 

incentives to develop cancer drugs, cholesterol-lowering drugs, or 

broadband Internet. However, there is debate in the literature about 

the exact manufacturer share of surplus required to optimally in-

centivize innovation, and therefore, although this study informs 

the debate, it does not determine optimal vaccine pricing.45,46

Limitations

Because the model relies on inputs from the literature, it is limited 

by their availability and quality. When exact parameters were not 

available, conservative assumptions were made. For example, costs 

and profits were overestimated by assuming children who receive 

1 dose of a vaccine receive all subsequent doses, thus underesti-

mating social value and overestimating manufacturers’ share. In 

cases in which illness is usually short and mild but can be severe 

and long-lasting (eg, polio), we assumed a short and mild case in 

our utility calculations. In calculating profit 

margins, we assumed the companywide profit 

margin applied to a given vaccine, although 

vaccines may comprise a less profitable divi-

sion of pharmaceutical firms.47 We also used 

gross margin, which does not take R&D and 

marketing costs into account, rather than net 

margin, so that we could consider the social 

value as the return on society’s investment in 

developing the vaccine.

Additionally, while the 2009 birth cohort was 

selected for this analysis due to the availability 

of data on the health effects of vaccination,24 it 

has the drawback of including in the analysis a 

year of shortage of the Hib vaccine.48 However, 

given the scale of the findings of this study, this 

consideration likely had minimal impact.

We present results at the aggregate and 

vaccine levels, although comparison across 

vaccines is imperfect. In general, prices will 

be higher at launch and lower after entry by 

competitors; however, for the childhood vac-

cination schedule as a whole, these lifecycle 

factors will tend to balance out, with little effect 

on our aggregate estimates. 

Typical valuations of vaccines, including 

cost-effectiveness analyses, only partially cap-

ture their full social value,49,50 and this study, 

too, is not comprehensive. For example, this 

paper does not consider caregiver utility or the 

costs of persistent disabilities due to vaccine-preventable illnesses. 

In addition, it does not explicitly consider herd immunity. Herd 

immunity is simultaneously a large source of social value as it 

prevents the spread of costly illnesses for payers and society, but it 

is also a likely reason that some parents eschew vaccination. These 

dynamics should be further explored in future research.

Beyond benefiting society as a whole, public policies encour-

aging vaccination have value for payers in particular. Without a 

vaccination requirement, there is diminished incentive to vac-

cinate beneficiaries. There is frequent turnover in health plans and 

vaccinated members may leave a plan within a few years, whereas 

new members may come from plans with lower vaccination rates. 

With strong vaccination policies, even if plans lose members the 

plan has vaccinated, they are likely to gain members that are also 

vaccinated, so the risk due to turnover is reduced.

CONCLUSIONS
The childhood vaccination schedule has large benefits on population 

health, saving an estimated 1.2 million QALYs, and generating over 

FIGURE 2.  Results of Sensitivity Analysis (tornado chart)a

aAll parameters were varied ± 10%, with 1 exception: vaccination rate was varied ± 5% so as to avoid  
vaccination rates exceeding 100%. 

Source: Authors’ calculations.

0.0% 

0.0% 

0.0% 

0.0% 

0.0% 

0.0% 

0.0% 

0.0% 

0.0% 

0.0% 

0.5% 

0.5% 

0.7% 

-20.1% 

34.5% 

43.5% 

-30% -20% -10% 0% 10% 20% 30% 40% 50% 

Private sector price per dose 

Share of vaccine doses which are
publically versus privately administered

Vaccine manufacturers’
profit margins

Vaccination rate

Size of US 2009 birth cohort

Average age of onset

Wastage rate

Number of doses required

Public (CDC) price per dose

Average age of death

Average duration of illness

Cases of illness prevented

Utility loss from illnesses

Discount rate

Premature deaths prevented

Economic value of a quality
adjusted life year

Contribution to Variance 



JANUARY 2017 www.ajmc.com

POLICY

$184 billion in social value, or $45,000 per child. The high social 

value is corroborated by the CDC37 and the American Academy of Pe-

diatrics, both of which recommend routine childhood vaccination.51 

Of this social value, $3.4 billion (2%) accrues to manufacturers, while 

180.7 billion (98%) is retained by the rest of society. While a small 

manufacturers’ share may facilitate access to vaccines in the short 

term, it also has implications for the incentive to develop new and 

improved vaccines to provide further health gains in the future. n

Author Affiliations: University of Chicago (TJP), Chicago, IL; Precision 
Health Economics (JTS, SG, TTS, YW), Los Angeles, CA; Sanofi Pasteur (AC, 
PH), Swiftwater, PA; Leslie Dan Faculty of Pharmacy, University of Toronto 
(AC), Ontario, Canada; University of California, San Francisco (WMA), San 
Francisco, CA

Source of Funding: Financial support for this research was provided 
Sanofi-Pasteur.

Author Disclosures: Dr Philipson was hired by Sanofi Pasteur to consult 
on this manuscript. Drs Snider and Wu, Ms Green, and Mr. Schwartz are 
employed by Precision Health Economics (PHE), which receives consult-
ing fees from life sciences companies and received funding from Sanofi 
Pasteur to conduct this research. Dr Chit and M. Hosbach are employed by 
Sanofi Pasteur, a major vaccine manufacturer. Dr Aubry was hired by PHE 
to consult on this manuscript. 

Authorship Information: Concept and design (TJP, JTS, AC, PH, YW, 
WMA); acquisition of data (TJP, JTS, AC, SG, TTS); analysis and interpreta-
tion of data (TJP, JTS, AC, YW, WMA); drafting of the manuscript (TJP, JTS, 
PH, TTS, YW); critical revision of the manuscript for important intellectual 
content (TJP, JTS, AC, TTS, YW, WMA); statistical analysis (TJP, JTS, AC, YW); 
provision of patients or study materials (TJP); obtaining funding (TJP, AC, 
PH); administrative, technical, or logistic support (TJP, SG, TTS); scientific 
programming (SG); and supervision (TJP, AC). 

Address Correspondence to: Julia Thornton Snider, PhD, Precision Health 
Economics, 11100 Santa Monica Blvd, Ste 500, Los Angeles, CA 90025. E-mail: 
Julia.Snider@precisionhealtheconomics.com. 

REFERENCES
1. Stéphenne J. Vaccines as a global imperative—a business perspective. Health Aff (Millwood). 
2011;30(6):1042-1048. doi: 10.1377/hlthaff.2011.0338.
2. Rappuoli R, Miller HI, Falkow S. The intangible value of vaccination. Science. 2002;297(5583):937-939.
3. Rappuoli R, Mandl CW, Black S, De Gregorio E. Vaccines for the twenty-first century society. Nat Rev Im-
munol. 2011;11(12):865-872. doi: 10.1038/nri3085.
4. Jefferson T, Rudin M, Di Pietrantonj C. Adverse events after immunisation with aluminium-containing DTP 
vaccines: systematic review of the evidence. Lancet Infect Dis. 2004;4(2):84-90.
5. Geier DA, Geier MR. A case-control study of serious autoimmune adverse events following hepatitis B 
immunization. Autoimmunity. 2005;38(4):295-301.
6. Howson CP, Fineberg HV. Adverse events following pertussis and rubella vaccines: summary of a report of 
the Institute of Medicine. JAMA. 1992;267(3):392-396.
7. Stratton KR, Howe CJ, Johnston RB Jr. Adverse events associated with childhood vaccines other than 
pertussis and rubella: summary of a report from the Institute of Medicine. JAMA. 1994;271(20):1602-1605.
8. Lindley MC, Shen AK, Orenstein WA, Rodewald LE, Birkhead GS. Financing the delivery of vaccines to 
children and adolescents: challenges to the current system. Pediatrics. 2009;124(suppl 5):S548-S557. doi: 
10.1542/peds.2009-1542O.
9. Davis MM, Zimmerman JL, Wheeler JR, Freed GL. Childhood vaccine purchase costs in the public sector: 
past trends, future expectations. Am J Public Health. 2002;92(12):1982-1987.
10. Scheifele DW. New vaccines and the rising costs of caring. Paediatr Child Health. 2000;5(7):371-372.
11. Oeppen J, Vaupel JW. Broken limits to life expectancy. Science. 2002;296(5570):1029-1031.
12. HHS. An ounce of prevention...what are the returns? CDC website. http://www.cdc.gov/mmwr/pdf/other/
ozprev.pdf. Published October 1999. Accessed November 22, 2016.
13. Maciosek MV, Coffield AB, Flottemesch TJ, Edwards NM, Solberg LI. Greater use of preventive services in 
U.S. health care could save lives at little or no cost. Health Aff (Millwood). 2010;29(9):1656-1660. doi: 10.1377/
hlthaff.2008.0701.
14. Brisson M, Edmunds WJ. Economic evaluation of vaccination programs: the impact of herd-immunity. Med 
Decis Making. 2003;23(1):76-82.
15. Philipson T. Economic epidemiology and infectious diseases. Handbook of Health Economics. 2000;1:1761-1799.
16. Goldstein KP, Philipson TJ, Joo H, Daum RS. The effect of epidemic measles on immunization rates. JAMA. 
1996;276(1):56-58.

17. Seither R, Masalovich S, Knighton CL, Mellerson J, Singleton JA, Greby SM; CDC. Vaccination cover-
age among children in kindergarten—United States, 2013-14 school year. MMWR Morb Mortal Wkly Rep. 
2014;63(41):913-920.
18. Gangarosa EJ, Galazka AM, Wolfe CR, et al. Impact of anti-vaccine movements on pertussis control: the 
untold story. Lancet. 1998;351(9099):356-361.
19. Rosenthal E. The price of prevention: vaccine costs are soaring. The New York Times website. http://www.
nytimes.com/2014/07/03/health/Vaccine-Costs-Soaring-Paying-Till-It-Hurts.html?_r=0. Published July 2, 
2014. Accessed August 11, 2015.
20. Grabowski DC, Lakdawalla DN, Goldman DP, et al. The large social value resulting from use of statins 
warrants steps to improve adherence and broaden treatment. Health Aff (Millwood). 2012;31(10):2276-2285. doi: 
10.1377/hlthaff.2011.1120.
21. Yin W, Penrod JR, Maclean R, Lakdawalla DN, Philipson T. Value of survival gains in chronic myeloid 
leukemia. Am J Manag Care. 2012;18(suppl 11):S257-S264.
22. Lakdawalla DN, Sun EC, Jena AB, Reyes CM, Goldman DP, Philipson TJ. An economic evaluation of the war 
on cancer. J Health Econ. 2010;29(3):333-346. doi: 10.1016/j.jhealeco.2010.02.006.
23. Philipson TJ, Jena AB. Who benefits from new medical technologies? estimates of consumer and producer 
surpluses for HIV/AIDS drugs. Forum Health Econ Policy. 2006;9(2):a3.
24. Zhou F, Ortega-Sanchez IR, Guris D, Shefer A, Lieu T, Seward JF. An economic analysis of the universal 
varicella vaccination program in the United States. J Infect Dis. 2008;197(suppl 2):S156-S164. doi: 
10.1086/522135.
25. Martin JA, Hamilton BE, Ventura SJ, et al. Births: final data for 2009. Natl Vital Stat Rep. 2011;60(1):1-70.
26. USA complete data series. Human Mortality Database website. http://www.mortality.org/cgi-bin/hmd/
country.php?cntr=USA&level=1. Accessed July 10, 2015.
27. Viscusi WK, Aldy JE. The value of a statistical life: a critical review of market estimates throughout the 
world. J Risk Uncertainty. 2003;27(1):5-76.
28. Hirth RA, Chernew ME, Miller E, Fendrick AM, Weissert WG. Willingness to pay for a quality-adjusted life 
year: in search of a standard. Med Decis Making. 2000;20(3):332-342.
29. Vaccines for Children Program: archived CDC vaccine price list as of December 1, 2009. CDC website. 
http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/2009/2009-12-01.
html#pediatric. Published December 1, 2009. Accessed July 10, 2015.
30. GSK is changing: annual report 2009. GlaxoSmithKline website. http://www.gsk.com/media/279942/annual-
report-2009.pdf. Published 2009. Accessed July 10, 2015.
31. Pfizer Inc 2009 financial report. Pfizer website. https://www.pfizer.com/files/annualreport/2009/financial/
financial2009.pdf. Accessed July 10, 2015.
32. Form 10-K [Merck & Co Inc, annual report for the fiscal year ended December 31, 2009]. http://s21.q4cdn.
com/755037021/files/doc_financials/annualReports/2009/Form-10-K-2009-final.pdf. Accessed July 10, 2015.
33. Form 20-F [Novartis annual report for the fiscal year ended December 31, 2009]. Novartis website. https://
www.novartis.com/sites/www.novartis.com/files/Novartis-20-F-2009.pdf. Accessed July 10, 2015.
34. Gambhir D, Lawrence A, Aggarwal A, Misra R, Mandal SK, Naik S. Association of tumor necrosis factor 
alpha and IL-10 promoter polymorphisms with rheumatoid arthritis in North Indian population. Rheumatol Int. 
2010;30(9):1211-1217. doi: 10.1007/s00296-009-1131-0.
35. Zhou F, Shefer A, Wenger J, et al. Economic evaluation of the routine childhood immunization program in 
the United States, 2009. Pediatrics. 2014;133(4):577-585. doi: 10.1542/peds.2013-0698.
36. National, state, and local area vaccination coverage among children aged 19-35 months—United States, 
2011. CDC website. https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6135a1.htm. Published September 7, 
2012. Accessed July 10, 2015.
37. CDC. Recommended immunization schedules for persons aged 0 through 18 years—United States, 2009. 
MMWR Morb Mortal Wkly Rep. 2009;57(51&52);Q-1-Q-4.
38. Consumer Price Index. Bureau of Labor Statistics website. http://data.bls.gov/cgi-bin/surveymost. Ac-
cessed July 10, 2015.
39. Weinstein MC, Siegel JE, Gold MR, Kamlet MS, Russell LB. Recommendations of the Panel on Cost-
effectiveness in Health and Medicine. JAMA. 1996;276(15):1253-1258.
40. Gold MR, Stevenson D, Fryback DG. HALYS and QALYS and DALYS, oh my: similarities and differences in 
summary measures of population health. Ann Rev Public Health. 2002;23:115-134.
41. Russell LB, Gold MR, Siegel JE, Daniels N, Weinstein MC. The role of cost-effectiveness analysis in health 
and medicine. JAMA. 1996;276(14):1172-1177.
42. Expert panel findings. Copenhagen Consensus Center website. http://www.copenhagenconsensus.com/
sites/default/files/outcome_document_updated_1105.pdf.  Published 2012. Accessed November 22, 2016.
43. Petrin A. Quantifying the benefits of new products: the case of the minivan. J Polit Econ. 
2002;110(4):705-729.
44. Goolsbee A. The value of broadband and the deadweight loss of taxing new technology. The BE Journal of 
Economic Analysis & Policy. 2006;5(1):1-31. 
45. Loury GC. Market structure and innovation. Q J Econ. 1979;93(3):395-410.
46. Nordhaus W. An economic theory of technological change. American Economic Review. 1969;59(2):18-28.
47. Hwang TJ, Kesselheim AS. Vaccine pipeline has grown during the past two decades with more early-stage 
trials from small and medium-size companies. Health Aff (Millwood). 2016;35(2):219-226. doi: 10.1377/
hlthaff.2015.1073.
48. CDC. Continued shortage of Haemophilus influenzae type b (Hib) conjugate vaccines and potential implica-
tions for Hib surveillance—United States, 2008. MMWR Morb Mortal Wkly Rep. 2008;57(46):1252.
49. Schwartz JL, Mahmoud A. When not all that counts can be counted: economic evaluations and the value of 
vaccination. Health Aff (Millwood). 2016;35(2):208-211. doi: 10.1377/hlthaff.2015.1438.
50. Luyten J, Beutels P. The social value of vaccination programs: beyond cost-effectiveness. Health Aff 
(Millwood). 2016;35(2):212-218. doi: 10.1377/hlthaff.2015.1088.
51. Recommended immunization schedules for persons aged 0 through 18 years, United States, 2015. CDC 
website. http://www.cdc.gov/vaccines/schedules/downloads/past/2015-child.pdf. Accessed July 10, 2015. 

 Full text and PDF at www.ajmc.com  



1 
 

eAppendix 

 

Additional Detail on Parameter Values and Sources 

According to the CDC, 4,130,665 children were born in the US in 2009.1 Vaccination 

rates for the cohort (measured as the fraction of children receiving at least 1 of the required 

doses) ranged from 67% for rotavirus and 69% for Hepatitis B to 95% for diphtheria, tetanus, 

and pertussis (eAppendix Table 1).2  

We took estimates of cases of illness and deaths prevented through vaccination from 

Zhou and co-authors.3 An alternative study by Whitney and co-authors gives estimates similar to 

those from Zhou et al., and the difference is similar to the amount of variation we allowed in our 

sensitivity analysis.3,4 According to Zhou et al., it was estimated that vaccination prevented 19 

million cases of illness and over 42,000 deaths in the cohort.3 Diseases varied in terms of their 

estimated prevalence in the absence of vaccination, ranging from 169 cases of tetanus in the 

cohort to 3.8 million cases of measles and 3.9 million cases of varicella.3,4 The number of early 

deaths prevented in the cohort ranged from 12 from mumps to nearly 28,000 from diphtheria.3,4 

The typical age of onset for the given illnesses was young, with only hepatitis B having a typical 

onset beyond childhood.5-13 Similarly, the typical age of death from the given diseases was in 

early childhood, and in many cases, the typical age of death was beneath the typical age of onset, 

due to greater mortality rates among the youngest children.5-16 The typical duration of illness 

varied from a few days (rotavirus) to lifelong (congenital rubella syndrome).17-24 Utility losses 

varied from fairly mild (0.06, Hepatitis B) to severe (0.64, tetanus).   

We assumed a value of $150,000 per life year.25,26  

Vaccine prices are reported in eAppendix Table 2, and ranged from $10 (Hib) to $80 

(rotavirus) per dose in the public sector and from $23 (DTaP/Tdap) to $99 (rotavirus) per dose in 

the private sector.27 We assumed that 53% of vaccine doses were publicly administered, and that 

the wastage rate was 5%.3 

 

Additional Detail on Study Methods 

The primary objective of this study was to calculate the social value of vaccines. We also 

calculated the share of that value accruing to vaccine manufacturers versus the rest of society. To 

do so, first we calculated the social value of vaccines, in terms of the morbidity and mortality 
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reductions attributable to the routine childhood vaccination schedule (Step 1). Next we 

calculated the manufacturers’ profits (Step 2). Last, we calculated the shares of social value 

accruing to the manufacturers and the rest of society (Step 3).  This technical appendix provides 

additional detail and formulas for each of these steps. 

 

Step 1: Value Health Effects of Vaccination 

The change in morbidity was calculated for each of the 14 studied diseases as the number 

of cases of illness prevented due to vaccines, multiplied by the duration of illness, multiplied by 

the disutility of the given illness. The change in morbidity was discounted to reflect the typical 

age of onset of the given illness. (This reflects the fact that the decision to vaccinate is made in 

the present, whereas any cases of illness will not be prevented until some point in the future.) 

The change in mortality was calculated for each disease as the number of deaths 

prevented (net of any adverse events from vaccination), multiplied by the quality-adjusted life 

years the child would have enjoyed, had the child not died of the given disease. As with the 

morbidity change, discounting was employed to account for the fact that vaccination occurs in 

the present whereas mortality is not prevented until some point in the future (specifically, the age 

at which the child would have died from the disease). Age-specific utility weights were used.28 

The health effects of vaccination were expressed in QALYs and valued by applying a 

standard economic value per QALY from the literature. For each considered disease, the QALYs 

gained due to vaccination were obtained by calculating the morbidity reductions and mortality 

reductions due to vaccines, as follows: 

𝛥𝑄𝐴𝐿𝑌𝑆! = 𝛥𝑚𝑜𝑟𝑏𝑖𝑑𝑖𝑡𝑦! + 𝛥𝑚𝑜𝑟𝑡𝑎𝑙𝑖𝑡𝑦! 

Here 𝛥𝑄𝐴𝐿𝑌𝑆!   represents the change in QALYs due to vaccination against disease i, 

𝛥𝑚𝑜𝑟𝑏𝑖𝑑𝑖𝑡𝑦! represents the net change in morbidity due to vaccination against disease i, and 

𝛥𝑚𝑜𝑟𝑡𝑎𝑙𝑖𝑡𝑦! represents the net change in mortality due to vaccination against disease i. That is, 

the health effects of vaccination were net of adverse reactions to vaccination. 

In turn, morbidity reductions were calculated as follows: 

𝛥𝑚𝑜𝑟𝑏𝑖𝑑𝑖𝑡𝑦! =
1

1+ 𝑟

!"#$%_!"!!
×𝑐𝑎𝑠𝑒𝑠_𝑝𝑟𝑒𝑣𝑒𝑛𝑡𝑒𝑑!×𝑑𝑢𝑟𝑎𝑡𝑖𝑜𝑛!×𝑑𝑖𝑠𝑢𝑡𝑖𝑙𝑖𝑡𝑦! 

Here r is the discount rate, 𝑜𝑛𝑠𝑒𝑡_𝑎𝑔𝑒! is the average age of onset of disease i, 

𝑐𝑎𝑠𝑒𝑠_𝑝𝑟𝑒𝑣𝑒𝑛𝑡𝑒𝑑! is the number of cases of illness i prevented in the study cohort due to 
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vaccination, 𝑑𝑢𝑟𝑎𝑡𝑖𝑜𝑛! is the average duration of illness i, and 𝑑𝑖𝑠𝑢𝑡𝑖𝑙𝑖𝑡𝑦! is the average 

decrement to utility due to illness i. 

For example, if Disease X involves 1 month with a utility of 0.6 (where a utility of 0 

represents death and 1 represents perfect health), then avoiding a case of that disease would save 

(1/12)*(1-0.6)=0.033 QALYs. Those QALYs would then need to be discounted to reflect how 

far into the child’s life the disease would have occurred, with immediate morbidity benefits 

valued more highly than distant ones. 

Next, mortality reductions were calculated as follows: 

𝛥𝑚𝑜𝑟𝑡𝑎𝑙𝑖𝑡𝑦! = 𝑑𝑒𝑎𝑡ℎ𝑠_𝑝𝑟𝑒𝑣𝑒𝑛𝑡𝑒𝑑!×
1

1+ 𝑟

!

×𝑢𝑡𝑖𝑙𝑖𝑡𝑦!

!!!"#$!_!"!!

!!!"#$!_!"#!

 

Here 𝑑𝑒𝑎𝑡ℎ𝑠_𝑝𝑟𝑒𝑣𝑒𝑛𝑡𝑒𝑑! is the number of premature deaths prevented due to 

vaccination against disease i, 𝑑𝑒𝑎𝑡ℎ_𝑎𝑔𝑒! is the average age of death from disease i, 

𝐿𝐸!"#$!_!"!! is the life expectancy of an individual in the study cohort conditional on surviving 

to the average age at which death from disease i occurs (from the Human Mortality Database),29 

and 𝑢𝑡𝑖𝑙𝑖𝑡𝑦! is the average utility for an individual of age t. 

QALYs gained due to vaccination against each disease were valued at the standard 

economic value of a QALY taken from the literature. Economists value a statistical life year (or 

QALY) using various techniques, including survey-based methods such as conjoint analysis or 

contingent valuation, and revealed preference methods which measure how individuals trade 

financial gain for mortality risk in the real world setting.30-32 (For example, a job which requires 

a greater risk of death due to its safety conditions, such as mining, will typically require a wage 

premium compared to a similar job in safer conditions.) The value of a statistical life year 

represents the value that an individual implicitly places on living an additional year. It 

incorporates the value of both leisure and working time and is net of the costs associated with 

living an additional year (including healthcare costs). 

Once the QALYs gained in each disease were obtained, we summed across diseases to 

obtain the total value of net health effects to the study cohort from the routine pediatric 

vaccination schedule. The formula is as follows: 

∆ℎ𝑒𝑎𝑙𝑡ℎ_𝑣𝑎𝑙𝑢𝑒 = ∆𝑄𝐴𝐿𝑌𝑆!×𝑣𝑎𝑙𝑢𝑒
!"

!!!
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Here ∆ℎ𝑒𝑎𝑙𝑡ℎ_𝑣𝑎𝑙𝑢𝑒 represents the economic value of the net health benefits of pediatric 

vaccination schedule, compared to no vaccination; and value represents the economic value of a 

QALY. 

 

Step 2: Estimate Manufacturers’ Profits 

To estimate manufacturers’ profits for vaccines, we multiplied their revenues by a profit 

margin. Revenues were estimated as a vaccine’s price multiplied by the purchased quantity. The 

purchased quantity depends on the number of children vaccinated, as well as the amount of 

additional vaccines that must be produced due to wastage (ie, 5%).33 Mathematically, this is 

expressed as follows: 

𝑝𝑟𝑜𝑓𝑖𝑡! = 𝑝𝑟𝑖𝑐𝑒!×𝑚𝑎𝑟𝑔𝑖𝑛×𝑐ℎ𝑖𝑙𝑑𝑟𝑒𝑛_𝑣𝑎𝑐𝑐𝑖𝑛𝑎𝑡𝑒𝑑!×(1+ 𝑤𝑎𝑠𝑡𝑎𝑔𝑒) 

Here 𝑝𝑟𝑜𝑓𝑖𝑡! represents the profit manufacturers earn on the vaccine against disease i, 

𝑝𝑟𝑖𝑐𝑒! represents the average price of vaccine i, margin represents the average profit margin 

vaccine manufacturers earn, 𝑐ℎ𝑖𝑙𝑑𝑟𝑒𝑛_𝑣𝑎𝑐𝑐𝑖𝑛𝑎𝑡𝑒𝑑! is the number of children in the study cohort 

who are vaccinated against disease i, and wastage is the wastage rate. 

By modifying the profit equation, we can also obtain the manufacturers’ revenue from 

vaccine i, as follows: 

𝑟𝑒𝑣𝑒𝑛𝑢𝑒! = 𝑝𝑟𝑖𝑐𝑒!×𝑐ℎ𝑖𝑙𝑑𝑟𝑒𝑛_𝑣𝑎𝑐𝑐𝑖𝑛𝑎𝑡𝑒𝑑!×(1+ 𝑤𝑎𝑠𝑡𝑎𝑔𝑒) 

The revenue will be relevant in Step 3, because it reflects the amount paid for consumers 

to obtain vaccines.   

To obtain the average price of vaccine i, it is necessary to take into account the price per 

dose, the number of doses, and the timing of those doses, as follows: 

𝑝𝑟𝑖𝑐𝑒! =
1

1+ 𝑟

!

×𝑛_𝑑𝑜𝑠𝑒𝑠!,!×𝑝_𝑑𝑜𝑠𝑒!

!"

!!!

 

Here 𝑛_𝑑𝑜𝑠𝑒𝑠!,! is the number of doses of vaccine i to be administered, according to the 

CDC’s routine vaccination schedule, in the child’s tth year of life, and 𝑝_𝑑𝑜𝑠𝑒! is the price per 

dose of vaccine i. Since this study considers pediatric vaccinations, it is assumed that all doses 

will be administered in the first 18 years of life; therefore the summation runs from age 0 to 18. 

In the case that there is a window spanning multiple years during which a given dose could be 

administered, we assumed the dose was given in the earliest year. This will front-load 
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vaccination prices, and due to discounting, this will produce a conservative, higher total price 

estimate. 

In the case that more than 1 manufacturer supplied a given vaccine, we averaged the price 

across the manufacturers.  

Some diseases are prevented with combination vaccines. For example, measles is 

prevented through the measles, mumps, and rubella (or MMR) combination vaccine. If disease i 

could be prevented through either a mono or a combination vaccine, we used the mono price to 

avoid making assumptions on how the combo vaccine price should be distributed across the 

targeted diseases. Two vaccines, MMR and the vaccine targeting diphtheria, tetanus, and 

pertussis (DTaP/Tdap), were only available in combination formulations. Results for these 2 

vaccines were reported at the vaccine, rather than the disease, level.  

In addition, we accounted for the fact that vaccines are priced differently in the public 

versus private settings (ie, public providers usually obtain a discount). To do so, we weighted 

public and private vaccine prices by their respective shares of the market, as follows: 

𝑝_𝑑𝑜𝑠𝑒! = 𝑝𝑢𝑏𝑙𝑖𝑐_𝑠ℎ𝑎𝑟𝑒×𝑝_𝑝𝑢𝑏𝑙𝑖𝑐_𝑑𝑜𝑠𝑒! + 𝑝𝑟𝑖𝑣𝑎𝑡𝑒_𝑠ℎ𝑎𝑟𝑒×𝑝_𝑝𝑟𝑖𝑣𝑎𝑡𝑒_𝑑𝑜𝑠𝑒! 

Here, public_share represents the share of vaccine doses administered publicly, 

𝑝_𝑝𝑢𝑏𝑙𝑖𝑐_𝑑𝑜𝑠𝑒! is the price per dose of vaccine i in the public sector, private_share represents 

the share of vaccine doses administered privately, and 𝑝_𝑝𝑟𝑖𝑣𝑎𝑡𝑒_𝑑𝑜𝑠𝑒! is the price per dose of 

vaccine i in the private sector. 

We took average 2009 vaccine prices from the CDC VFC program data. This data 

contained estimated public and private prices. Because the VFC program posts multiple price 

lists per year, we averaged prices across 3 time points (early, mid, and late) during 2009.  

The price per vaccine times the profit margin gave us an estimate of the manufacturer’s 

profits from a single child who is vaccinated. To obtain total profit from the vaccine in the study 

cohort, we multiplied the per child profit by the number of children in the cohort who were 

vaccinated, which we obtained as follows: 

𝑐ℎ𝑖𝑙𝑑𝑟𝑒𝑛_𝑣𝑎𝑐𝑐𝑖𝑛𝑎𝑡𝑒𝑑! = 𝑁×𝑐𝑜𝑣𝑒𝑟𝑎𝑔𝑒! 

Here N is the number of children in the 2009 US birth cohort, (ie, the study cohort), and 

𝑐𝑜𝑣𝑒𝑟𝑎𝑔𝑒! is the share of the cohort who were vaccinated against disease i. We obtained the 

coverage rate for each vaccine from CDC data.2 Because vaccines typically consist of multiple 

doses, and vaccination rates vary by dose, it was conservatively assumed that the vaccination rate 
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was equal to that of the first dose. This assumption produced an upper bound on manufacturers’ 

profits. 

Once the profit from an individual vaccine had been estimated, total profits from the 

pediatric vaccination schedule were calculated by summing across the 14 targeted diseases: 

𝑝𝑟𝑜𝑓𝑖𝑡 = 𝑝𝑟𝑜𝑓𝑖𝑡!

!"

!!!

 

Finally, it should be noted that data on vaccine manufacturers’ profits on the specific 

vaccines in question was not available. Therefore, company-wide profit margins were averaged 

across the top 5 vaccine manufacturers (Sanofi Pasteur, Merck, GlaxoSmithKline, Pfizer, and 

Novartis).34 

 

Step 3: Calculate Total Value and Shares of Value. 

The social value of vaccines was derived from their morbidity and mortality benefits. 

Next we decomposed that value into the shares accruing to manufacturers versus the rest of 

society, as follows: 

𝑠𝑜𝑐𝑖𝑎𝑙_𝑣𝑎𝑙𝑢𝑒 ≡ 𝑡𝑜𝑡𝑎𝑙_𝑠𝑢𝑟𝑝𝑙𝑢𝑠 = 𝑝𝑟𝑜𝑑𝑢𝑐𝑒𝑟_𝑠𝑢𝑟𝑝𝑙𝑢𝑠 + 𝑐𝑜𝑛𝑠𝑢𝑚𝑒𝑟_𝑠𝑢𝑟𝑝𝑙𝑢𝑠 

This means that the social value of vaccines is defined equal to the total surplus from 

vaccines, which is in turn composed of the producer surplus plus the consumer surplus. The 

producer surplus is simply the total profit from the pediatric vaccination schedule, as estimated 

in Step 2. The consumer surplus is defined as follows: 

𝑐𝑜𝑛𝑠𝑢𝑚𝑒𝑟_𝑠𝑢𝑟𝑝𝑙𝑢𝑠 = ∆ℎ𝑒𝑎𝑙𝑡ℎ_𝑣𝑎𝑙𝑢𝑒 − 𝑟𝑒𝑣𝑒𝑛𝑢𝑒 

This formula was calculated using the change in health value estimated in Step 1 and the 

revenue from vaccines estimated in Step 2. Manufacturers’ revenue represents the amount paid 

for consumers to access the vaccines.  

As a sensitivity analysis, we also subtracted the parents’ time cost to take the children to 

receive the vaccines.	  Following Whitney 2014,35 we assumed that caregivers take 2 hours 

($18.19 per hour) off from work to take the child for vaccination and caregiver’s travel cost was 

$23.45. The costs were inflated to 2014 dollars. We took into account that multiple vaccines may 

be given in the same visit according to the recommended vaccination schedule.  

Once the social value had been defined, manufacturer profits and consumer surplus were 

compared to the total value of vaccines, as follows: 



7 
 

𝑚𝑎𝑛𝑢𝑓𝑎𝑐𝑡𝑢𝑟𝑒𝑟_𝑠ℎ𝑎𝑟𝑒 =
𝑝𝑟𝑜𝑑𝑢𝑐𝑒𝑟_𝑠𝑢𝑟𝑝𝑙𝑢𝑠
𝑡𝑜𝑡𝑎𝑙_𝑠𝑢𝑟𝑝𝑙𝑢𝑠 =

𝑝𝑟𝑜𝑓𝑖𝑡
𝑠𝑜𝑐𝑖𝑎𝑙_𝑣𝑎𝑙𝑢𝑒 

  

𝑐𝑜𝑛𝑠𝑢𝑚𝑒𝑟_𝑠ℎ𝑎𝑟𝑒 =
𝑐𝑜𝑛𝑠𝑢𝑚𝑒𝑟_𝑠𝑢𝑟𝑝𝑙𝑢𝑠
𝑡𝑜𝑡𝑎𝑙_𝑠𝑢𝑟𝑝𝑙𝑢𝑠 =

𝑐𝑜𝑛𝑠𝑢𝑚𝑒𝑟_𝑠𝑢𝑟𝑝𝑙𝑢𝑠
𝑠𝑜𝑐𝑖𝑎𝑙_𝑣𝑎𝑙𝑢𝑒  

That is the manufacturers’ share of total value is equal to the producer surplus divided by 

the total surplus, or equivalently, to the manufacturers’ profit divided by the total social value of 

vaccines. Similarly, the consumers’ share of the total value is equal to the consumer surplus 

divided by the total surplus, or equivalently, to the consumer surplus divided by the total social 

value of vaccines. 

These calculations were performed for each of the 14 studied diseases and for the entire 

pediatric vaccination schedule. 
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eAppendix Table 1. Disease-Specific Morbidity and Morbidity Inputs 

  Cases Of Illness 
Prevented 

Premature Deaths 
Prevented (Net Of Adverse 

Events) 

Average Age Of 
Onset (Year)a 

Average Age Of 
Death (Year)a 

Average Duration Of 
Illness (Years) 

Utility Loss From 
Illness Vaccination Rate 

  Value Source Value Source Value Source Value Source Value Source Value Source Value Source 

Congenital Rubella 
Syndrome 632 (1) 70 (1) 0.00 (2) 0.04b (3) 78.600c (4) 0.35d (5) 89.7% (6) 

Diphtheria 275,028 (1) 27,503 (1) 7.00 (7) 2.50 (7) 0.027 (2) 0.23e (8) 94.7% (6) 

Hib 19,606 (1) 741 (1) 0.75 (7) 2.50 (9) 0.027 (10) 0.62 (8) 93.0% (6) 

Hepatitis A 153,164 (1) 36 (1) 5.00 (11) 10.00 (7) 0.333 (12) 0.40 (13) 76.6% (6) 

Hepatitis B 239,993 (1) 3,514 (1) 25.00 (7) 7.00 (14) 0.275 (15) 0.06 (16) 68.6% (17) 

Measles 3,835,825 (1) 3,106 (1) 7.00 (7) 2.50 (14) 0.040 (7) 0.15e (8) 89.7% (6) 

Mumps 2,312,275 (1) 12 (1) 5.50 (18) 5.50 (7) 0.029 (19) 0.15f (8) 89.7% (6) 

Pertussis 2,950,836 (1) 1,062 (1) 0.50 (20) 0.50 (14) 0.077 (21) 0.19 (22) 94.7% (6) 

Pneumococcus-
Related Diseases 2,323,952 (1) 5,056 (1) 2.50 (7) 1.44 (18) 0.038 (23) 0.20g  92.8% (6) 

Polio 67,463 (1) 800 (1) 7.00 (24) 7.00 (25) 0.010 (25) 0.37 (26) 92.8% (6) 

Rotavirus 1,582,940 (1) 19 (1) 0.88 (27) 1.56 (7) 0.014 (7) 0.22 (28) 67.3% (6) 

Rubella 1,981,066 (1) 15 (1) 7.00 (29) 7.00 (29) 0.023 (30) 0.15f (8) 89.7% (6) 

Tetanus 169 (1) 25 (1) 0.04 (31) 0.50 (14) 0.077 (7) 0.64e (8) 94.7% (6) 

Varicella 3,942,546 (1) 73 (1) 7.00 (2) 4.00 (32) 0.038 (33) 0.15f (8) 88.8% (6) 

Hib indicates haemophilus influenza type B.   
aWhen ranges were given, midpoints were used. 
bDeath was assumed to occur in the neonatal period. 
cLife time approximated using a life expectancy of 78.6 years since that is the life expectancy at birth used in the model. 
dUtility loss of 0.35 was used based on utility loss for deafness. 
eDisability weight used instead of disutility value. 
fAssumed similar to measles based on clinician’s opinion. 
gUtility loss taken for symptoms of pneumococcal diseases.
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eAppendix Table 2. Vaccine Prices 

  Public (CDC) 
Price Per Dose 

Private Sector 
Price Per Dose 

DTaP $13.07 $22.83 

Tdap $31.98 $40.84 
Hib $10.18 $25.57 
Hepatitis A $13.84 $32.38 
Hepatitis B $14.64 $35.36 
MMR $18.59 $52.80 
Pneumococcus-Related 
Diseases $79.69 $96.34 

Polio $12.46 $28.98 
Rotavirus $80.32 $98.85 
Varicella $72.74 $92.51 

Source: VFC CDC Vaccine Price List Archives34 

Notes: DTaP/Tdap, diphtheria, tetanus, and (acellular) pertussis; Hib, haemophilus influenza 

type b; MMR, measles, mumps, rubella, and congenital rubella syndrome; VFC, Vaccines for 

Children.  

Prices exclude the federal excise tax. The VFC program typically updates price lists multiple 

times per year. Prices are an average of 3 price lists (early, middle, late) from 2009, and are 

expressed in 2014 USD. 
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