
Willingness to Pay for Opioid Agonist Treatment among Opioid 
Dependent People Who Inject Drugs in Ukraine

Iuliia Makarenko1,2, Alyona Mazhnaya1, Ruthanne Marcus2, Martha J. Bojko2, Lynn 
Madden3,4, Sergii Filippovich1, Sergii Dvoriak5, and Frederick L. Altice2,6

1ICF Alliance for Public Health, Kyiv, Ukraine

2Yale University School of Medicine, Section of Infectious Diseases, AIDS Program, New Haven, 
Connecticut, USA

3Yale University School of Medicine, Department of Psychiatry, New Haven, Connecticut, USA

4APT Foundation, New Haven, Connecticut, USA

5Ukrainian Institute on Public Health Policy, Kyiv, Ukraine

6Yale University School of Public Health, Division of Epidemiology of Microbial Diseases, New 
Haven, Connecticut, USA

Abstract

Background—In the context of decreasing external and limited Ukrainian governmental funding 

for opioid agonist treatments (OAT) for opioid dependent people who inject drugs in Ukraine, 

information on sustainable financial models is needed.

Methods—Data on 855 opioid dependent people who inject drugs (PWID) were drawn from a 

cross-sectional nationwide survey of 1,613 PWID. They comprised 434 participants who were 

receiving OAT and 421 who were not at point of survey but who had done so in the past or were 

interested in receiving the treatment. Multivariate logistic regression was used to examine factors 

associated with willingness-to-pay (WTP) for OAT, stratified by OAT experience. Variation in the 

price which respondents were willing to pay for OAT and its effect on their monthly income 

among PWID with different OAT experience were assessed as a continuous variable using one-

way ANOVA and Kruskal–Wallis test.

Results—Overall, 378 (44%) expressed WTP for OAT. Factors independently associated with 

WTP differed by OAT experience. Among those using OAT, independent predictors of WTP 

included: city (Dnipro – aOR=1.9; 95%CI=1.1–4.8 and Lviv – (aOR=2.2; 95%CI=1.1–4.8) 

compared to those elsewhere in Ukraine), higher income (aOR=1.8; 95%CI=1.2–2.7) and 

receiving psychosocial counseling (aOR=1.8; 95%CI=1.2–2.7). Among those who had previously 

been on OAT, positive attitude towards OAT (aOR=1.3; 95%CI=1.1–1.6) and family support of 
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OAT (aOR=2.5; 95%CI=1.1–5.7) were independently associated with WTP. Among PWID who 

had never been on OAT, being male (aOR=2.2; 95%CI=1.1–4.2), younger age (aOR=1.9; 

95%CI=1.2–3.2), higher income (aOR=2.0; 95%CI=1.2–3.4) and previous unsuccessful attempts 

to enter OAT (aOR=2.3; 95%CI=1.1–4.7) were independently associated with WTP. PWID were 

willing to commit a large percentage of their monthly income for OAT, which, however, varied 

significantly based on OAT experience: current OAT: 37% of monthly income, previous OAT: 

53%, and never OAT: 60% (p-value=0.0009).

Conclusions—WTP for OAT was substantial among PWID in Ukraine, supporting the 

implementation of self-pay or co-payment programs. Such strategies, however, must remain 

affordable, provide better access to OAT, and consider specific needs of PWID.
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1. Introduction

Eastern Europe and Central Asia remain the only regions where HIV incidence and 

mortality continue to increase, with Ukraine having the highest HIV prevalence among 

adults in the region (Joint United Nations Programme on HIV/AIDS (UNAIDS) 2016). 

Opioid agonist therapies (OAT) are both an effective and the most cost-effective strategy for 

preventing HIV in PWID-driven epidemics like the one in Ukraine (Alistar et al. 2011). OAT 

also markedly reduces many social, medical and legal harms associated with drug injection 

(Nolan et al. 2015; Tran et al. 2012; Van Den Berg et al. 2007; Wong et al. 2003; World 

Health Organization 2004). Numerous studies have shown that OAT reduced opioid use, 

HIV-related risk behaviors (Avants et al. 2004; Magura et al. 1998), and criminal activity 

(Sun et al. 2015), improved ART (Tran & Nguyen 2013) and tuberculosis treatment 

adherence (Morozova et al. 2013) and quality of life in PWID, including those living with 

HIV (Altice et al. 2006; Nosyk et al. 2010). Consequently, it is in society’s interest to ensure 

access to effective and high-quality care for PWID.

Sustaining HIV prevention programs requires adequate resources, yet budget constraints are 

becoming increasingly challenging due to recent global economic slowdown and political 

and economic turmoil in Ukraine resulting from the ongoing conflict in Crimea and Eastern 

regions. National governments must therefore balance resources and priorities to fund 

multiple competing social and health issues (Hecht et al. 2009). Moreover, resources for 

HIV services mainly involve funding from international donors, a source that is rapidly 

decreasing in Ukraine, despite it being a lower-middle-income country. Anticipated loss of 

international donor funding in Ukraine by 2017 has created a sense of urgency to strengthen 

the healthcare system and ensure the sustainability of interventions for the control of HIV 

infection.

Ukraine successfully introduced OAT with buprenorphine in 2004 (Bruce et al. 2007) with 

the number of PWID enrolled in treatment restricted to approximately 800. Though more 

OAT slots were added with the introduction of methadone in 2008 (Lawrinson et al. 2008; 

Schaub et al. 2010), scale-up to achieve the 2015 target of 20,000 PWID on treatment has 

Makarenko et al. Page 2

Int J Drug Policy. Author manuscript; available in PMC 2018 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



remained elusive. Currently, only 2.9% (N= 9,214) of the estimated 310,000 opioid-

dependent PWID in Ukraine are receiving OAT (Ukrainian Centers for Disease Control 

(UCDC) 2015). A variety of individual and structural factors influence OAT entry and 

retention in Ukraine (Bojko et al. 2013; Bojko et al. 2015; Bojko et al. 2016; Kutsa et al. 

2016; Makarenko et al. 2016; Mazhnaya et al. 2016). Before 2017, the OAT program, 

including drug procurement and management, and additional payments to program staff, 

was supported by international donors. From 2014, international donors instituted a 

transition plan to enable the Ukrainian government to take over payment for OAT, with 

anticipated full financing by 2017. Despite the Government having made commitments to 

support OAT for 20,892 PWID by 2018 (Verkhovna Rada of Ukraine 2014), it will provide 

financial support only for 7300 patients on OAT with methadone (Ministry of Finance of 

Ukraine 2016). Consequently, there is an increasing concern about sustaining HIV 

prevention and addiction treatment services, especially in the context of political and 

financial turmoil.

In this context, planning for, and development of, innovative financing for OAT delivery is 

urgently needed, including options that ensure continued free OAT combined with partial 

and complete self-pay strategies. Regulatory changes in March 2016 allow for OAT to be 

prescribed and dispensed in pharmacies, but few patients receive it because it is not widely 

available except as part of pilot projects. Assessing the willingness of PWID to pay for OAT 

will help guide government and private providers to develop alternative financing 

mechanisms to promote sustainability of OAT services in Ukraine. Additionally, alternative 

models of OAT provision will allow individuals the freedom to choose between 

governmental, private or possibly mixed health care system that would meet the needs and 

values of PWID and give them opportunity to benefit from the treatment.

Measurement of willingness-to-pay (WTP) in health services studies could be facilitated 

using direct or indirect, also known as revealed- or stated-preference methods. Most prior 

studies used contingent valuation, indirect, technique to assess WTP for drug misuse 

treatment (Bishai et al. 2008; Borisova & Goodman 2003; Tang et al. 2007; Tran 2013; 

Zarkin et al. 2000). Since our study was not originally designed to measure WTP for OAT, 

we used direct (reveled-preference) method to measure WTP and assessed factors associated 

with WTP for OAT among groups of PWID in Ukraine with different prior OAT experience. 

Additionally, we measured the price that PWID were willing to pay for OAT, expressed as a 

ratio of PWID’s monthly income.

Methods

Survey design and sampling

This study emerged from research seeking to understand the barriers and facilitators to 

medication-assisted treatment entry and retention in Ukraine. A cross-sectional survey of 

1,613 PWID was conducted from February 2014 to February 2015 in Kyiv, Odesa, 

Mykolaiv, Dnipro, and Lviv. A detailed description of the survey design and instruments is 

presented elsewhere (Makarenko et al. 2016). Briefly, local, opioid dependent PWID who 

were 18 years or older were recruited randomly from addiction treatment clinic records of 

current and previous OAT clients. Additionally, PWID who had never been on OAT were 
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recruited through respondent-driven sampling, using standard procedures (Heckathorn 

1997). Three groups of PWID were included in the study, based on their OAT experience: 1) 

current (N=434); 2) previous (N=279); and 3) never on OAT (N=900).

Measures

WTP, the primary outcome, was assessed from the survey question: “If you had the 

opportunity to pay for OAT legally, would you be willing to pay for your OAT treatment?” 

among those PWID who expressed willingness to enroll in OAT. For the subset of PWID 

expressing WTP for OAT, they were additionally asked about the maximum daily price they 

would pay for OAT. The list of potential covariates of WTP included in the bivariate analysis 

was based on the results of the preceding qualitative research that assessed barriers of access 

and retention in OAT (Bojko et al. 2015; Bojko et al. 2016) and previous studies that 

measured WTP. Age was included as a continuous variable. Employment was categorized as 

full- or part-time, versus seasonal and not employed. Income was defined as money received 

monthly from legal and illegal sources and stratified by the minimum wage in Ukraine in 

2014. Years of drug injection was categorized as >5 or ≤5 years. Frequent injectors were 

defined as those who injected drugs for ≥20 days in the last 30 days. An alcohol use disorder 

was assessed by AUDIT with scores ≥8 for men and ≥4 for women (Babor et al. 2001; 

Caviness et al. 2009). Standardized cutoffs for moderate to severe depression were 

categorized for CES-D scores ≥10 (Andresen et al. 1994; Zhang et al. 2012). Two composite 

variables about attitudes toward OAT were created. The positive attitude variable was 

generated from 10 questions (5 each about buprenorphine and methadone) related to benefits 

of OAT that included OAT: a) is a very good way to treat opioid addiction; b) improves your 

quality of life; c) helps you stay out of prison; d) reduces the injection of drugs; and e) is less 

stressful than using other narcotics. The negative attitude variable included 6 questions (3 

each about buprenorphine and methadone) related to negative myths and beliefs that OAT is: 

a) only replacing one addiction for another; b) bad for a person’s health; and c) people 

should try to get off OAT as soon as they can. Additionally, OAT-related characteristics were 

analyzed for current and previous OAT patients. OAT type was defined as methadone versus 

buprenorphine. Duration on OAT measured by month was included as a continuous variable. 

Receiving psychosocial or medical services while being on OAT was defined as using at 

least one of services available on OAT site. Satisfaction with OAT dosage and experience of 

short interruptions in treatment (<10 days) were also assessed for those who were currently 

or had previously been on OAT. For PWID who had never been on OAT, variables reflecting 

registration at Narcology service and unsuccessful treatment entry attempts were analyzed. 

To assess a price that PWID were willing to pay for OAT, we created a ratio variable: 

percentage of amount willing to pay for OAT to PWID’s monthly income.

Statistical analysis

Among the 1,613 PWID in the national survey, 758 were excluded because they expressed 

no interest in being prescribed OAT, leaving 855 (currently on OAT – N=434, previously on 

OAT – N=108, never on OAT – N=313) in the final analytical sample. The data on 

respondents who were not interested in receiving OAT have been published elsewhere 

(Makarenko et al. 2016). All analyses of WTP for OAT were stratified by OAT experience. 

This was based on an assumption that program-related factors relevant only for PWID with 
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current or previous OAT experience or characteristics related to persons who have never 

been on OAT, could be associated with WTP for OAT. Chi-square and Fisher’s exact tests 

for categorical data and Mann-Whitney test for median comparisons of not normally 

distributed continuous variables were used to examine differences in characteristics 

associated with WTP for OAT, stratified by the three OAT experience groups. Multivariate 

logistic regression was conducted separately for each OAT group. In multivariate analysis, 

determinants of respondents’ WTP were assessed using socio-demographic characteristics, 

risk behaviors, and for current and previous OAT clients, characteristics related to their 

participation in OAT. In addition, we examined if registry as a drug user at a Narcology 

service and unsuccessful attempts to enter OAT were associated with WTP among PWID 

who have never been on OAT. For the final multivariate regression model, a p-value of 0.1 

was used to enter a model, and the reduced model was constructed using a combination of 

backward elimination and forward selection strategies, with variables retained in the model 

if they were independently associated with the outcome at p<0.05. Additionally, to examine 

potential clustering by region, final models were assessed for effect modification by city of 

survey using interaction term and likelihood ratio test. The average prices which respondents 

were willing to pay per day for OAT for PWID with different OAT experience were assessed 

as a continuous variable. This was done using one-way ANOVA analysis for comparison of 

means in more than two groups and Kruskal–Wallis test where there were more than two 

groups for median comparisons of not normally distributed continuous variables, and as a 

dichotomous variable stratified by median price (30 UAH) using a chi-square. All statistical 

analysis was performed using SAS 9.3 (SAS Institute Inc., Cary, NC, USA).

Ethical approval

Institutional review boards at Yale University, New Haven, USA (approval number – 

1112009437) and the Gromashevskiy Institute at the National Academy of Medical Sciences 

in Ukraine approved the study protocol.

Results

Of the 855 PWID, 434 (50.8%) were currently using OAT, 108 (12.6%) had previously used 

OAT and 313 (36.6%) had never used it. The proportion of PWID willing to pay for OAT 

varied by their experience with OAT and by type of OAT (methadone or buprenorphine or 

both) that they would be willing to pay for, adjusting for previous or current OAT type 

(Figure 1). Those who had prior OAT experience, i.e. were previously or currently on OAT, 

reported WTP significantly more frequently compared to PWID who had never been on 

OAT (51% and 49% vs. 36%; p<0.001). PWID currently receiving methadone were 

significantly more likely to be willing to pay for methadone (60%) or both methadone and 

buprenorphine (33%), whereas the majority of those on buprenorphine reported WTP for 

buprenorphine (72%). Among those previously on OAT, there were no significant 

differences between WTP for methadone or buprenorphine and the type of OAT they had 

received previously.

Table 1 describes characteristics of study participants by WTP, stratified by their experience 

with OAT. Among those currently on OAT, WTP for OAT showed geographic variation with 
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higher rates in PWID in Lviv and Dnipro. Among PWID currently on OAT, WTP was higher 

for those who were in continuous employment as opposed to intermittent or no employment 

(53% vs. 15% and 31% respectively, p=0.03); who had higher incomes (66% vs. 55%, 

p=0.01); lower negative attitudes score towards OAT (median=2, inter-quartile range 

(IQR)=1–4 vs. 3 (2–5), p<0.001); had family members or friends who supported their 

participation in OAT (69% vs. 59%, p=0.04); and who had received psychological 

counseling (70% vs. 58%, p=0.01) and medical services (45% vs. 34%, p=0.01). Among 

those previously on OAT, WTP was significantly higher among those with more positive 

attitude towards OAT (median=9 (7–10) vs. median=7 (4–9), p<0.001) and whose family or 

friends supported OAT (62% vs. 38%, p=0.02), although reporting short interruptions in 

OAT was more frequent among PWID willing to pay and those who had previously been on 

OAT (35% vs. 19%, p=0.07). Among PWID who had never been on OAT, WTP was more 

common for men (88% vs. 75%, p<0.01); for younger PWID (median age=32 (27–38) vs. 

median age=35 (30–40), p-value=0.02); for higher monthly income (76% vs. 61%, p<0.01); 

those who had been unable to access OAT previously (17% vs. 9%, p=0.04) and who were 

HIV-negative (45% vs. 37%, p<0.05).

Table 2 presents findings from multivariate models used to determine factors independently 

associated with WTP, stratified by OAT experience. Among PWID on OAT, independent 

predictors of WTP included: location (Lviv vs. Kyiv: aOR=2.2, 95% CI=1.1–4.8, Dnipro vs. 

Kyiv: aOR=1.9, 95% CI=1.1–3.2); higher monthly income (aOR=1.8, 95% CI=1.2–2.7); and 

receipt of psychological counseling at OAT site (aOR=1.8, 95% CI=1.2–2.7), while negative 

attitudes toward OAT (aOR=0.8, 0.8–0.9) was negatively associated with WTP. Among 

PWID previously on OAT, only positive attitudes towards OAT (aOR=1.3, 95% CI=1.1–1.6) 

and support from family/friends (aOR=2.5, 95% CI=1.1–5.7) were significant predictors of 

WTP. Among PWID who had never been on OAT, factors independently associated with 

WTP included: being male (aOR=2.2, 95% CI=1.1–4.2), younger age (aOR=2.2, 95% 

CI=1.2–3.2), higher monthly income (aOR=2.0, 95% CI=1.2–3.4), and unsuccessful 

previous attempts to enter OAT (aOR=2.3, 95% CI=1.1–4.7).

Table 3 and Figure 2 describe differences in the amount of money that PWID were willing to 

pay per day for OAT. The median daily price was higher among those who had never 

received OAT. Proportions of those who were ready to pay >30 UAH (US$1= 8UAH) per 

day were significantly higher among those never or previously on OAT compared to current 

OAT users (64% and 46% respectively vs. 31%, p<0.0001). The ratio of the amount willing 

to pay for OAT to monthly income also differed by OAT experience (37% among those 

currently on OAT, 53% among those previously on OAT, and 60% among those on OAT).

Discussion

There have been substantial debates among policy makers, medical professionals, 

researchers and OAT clients regarding the future of OAT in Ukraine. Given suboptimal OAT 

coverage and the financial crisis in Ukraine resulting from the ongoing conflict in Crimea 

and the Donbas region, new financial models for expanding HIV prevention in Ukraine are 

urgently needed. Recent legislation has relaxed controls over OAT prescription and delivery, 

allowing OAT with methadone by prescription, while only buprenorphine has been 
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prescribed until recently. Despite relaxation in OAT regulations, less than 1% of all patients 

on OAT self-pay for it and buprenorphine is the only OAT medication currently purchased. 

Findings from this study suggest that development of alternative optimal financial models of 

OAT provision might help to increase the number of individuals who seek treatment with 

more co-payment being drawn from patients of OAT programs.

In a setting where OAT has been restricted to government supervised settings and provided 

free of charge since its inception, now over half (53%) of PWID interested in receiving OAT 

expressed a willingness to pay. Strikingly, patients were willing to commit a large 

percentage of their monthly income to pay for OAT (up to ~60%). While this may not be 

associated with truly committing out-of-pocket payment, compared to the lowest cost of 

opioids injected per day (~70UAH or ~9USD), this would represent a cost-savings to the 

user. Reducing the out-of-pocket expenses of purchasing OAT rather than spending money 

on illicit drugs is likely to decrease the financial burden on PWID and their families, as well 

as ultimately reducing costs of crime and incarceration for society (Sun et al. 2015).

Interestingly, those who were either currently or previously on OAT were significantly more 

likely to be willing to pay for it than those who had never been on OAT, suggesting that they 

valued its use. This could also be related to the finding that PWID who previously attempted 

to access OAT, but were unable to do so, were willing to pay for OAT. Factors previously 

associated with inability to access OAT have been described elsewhere: requirement to be 

officially registered as a drug user at a Narcology service (Bojko et al. 2015), which limits 

employment opportunities and increases risk for police harassment (Kutsa et al. 2016; 

Makarenko et al. 2016; Mazhnaya et al. 2016), frustrating and time-consuming process that 

often restricts access to PWID who have full-time jobs or health problems (Bojko et al. 

2015), and lack of available OAT slots in governmental programs in some cities (Ukrainian 

Centers for Disease Control (UCDC) 2015). This suggests that the highly regulated and 

restricted access to OAT has limited treatment expansion and makes room for alternative 

methods for entering OAT.

Income emerged as a consistent theme for WTP, especially among those currently and never 

on OAT. It is unclear, however, why income did not emerge as a key factor in those 

previously on OAT. This might be related to the characteristics of those who transitioned off 

OAT for employment reasons; a common complaint about the operating hours at OAT sites 

was that they were inflexible and interfered with ability to find and keep employment (Bojko 

et al. 2016). Geographical diversity in WTP was observed among PWID currently on OAT. 

Previous studies have found geographical variability in prevalence and severity of drug 

injection, HIV prevalence among PWID and OAT coverage in Ukraine (Polonsky et al. 

2015; Zaller et al. 2015). This makes clearer the importance of local experiences of OAT and 

how these may influence interest in OAT (Makarenko et al. 2016), but also the willingness to 

pay for it. However, further research is needed to investigate local differences in OAT 

provision in Ukraine.

Over half were willing to pay for OAT but the cost was also important, especially for PWID 

who had never been on OAT who were willing to pay more, even when controlling for 

income. In Ukraine, the costs for buprenorphine are markedly higher than for methadone, 
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but having it prescribed in pharmacies without daily dispensing costs may reduce the overall 

costs for treatment programs and patients alike. Studies elsewhere have demonstrated that 

transitioning from OAT to non-specialty treatment settings not only increases the number of 

patients on treatment, but also can be done safely without significantly jeopardizing public 

and individual health (Bachireddy et al. 2015). As OAT becomes increasingly available for 

purchase in pharmacies, it will be crucial to regulate costs, to ensure that patients receive 

medication that is acceptable to them. An important contribution here, unlike the WTP study 

in Vietnam, is the finding that a positive attitude towards OAT is significantly associated 

with WTP among PWID who have never been on OAT. This supports findings that better 

knowledge about the benefits of OAT will increase willingness to receive and pay for it 

(Makarenko et al. 2016; Polonsky et al. 2016; Tang et al. 2007). Among those who are 

currently prescribed OAT, receiving onsite psychological counseling at OAT sites appeared 

to be an important factor related to WTP. These findings are consistent with results 

elsewhere showing that clients would pay more for ancillary services like case management 

during their addiction treatment (Bishai et al. 2008).

This study is the first to examine WTP for OAT in Ukraine where HIV is concentrated in 

PWID and where healthcare financing reforms are anticipated due to the ongoing political 

and economic conflict combined with the impending loss of external funding for HIV 

prevention and treatment. Despite study strengths, including its timeliness and novelty in 

Ukraine, it is not without limitations, some of which are inherent to observational studies 

and sampling. Though participants with OAT experience were sampled randomly, RDS was 

used to enroll PWID who had never been on OAT and, therefore, generated estimates could 

be imprecise since covariates from this group were unweighted. (Gile & Handcock 2010; 

Goel & Salganik 2010). The sample size of PWID previously on OAT was small and may 

have limited ability to detect important differences within this group. Furthermore, future 

studies should deploy other methods to explore WTP and include patient preferences, 

payment thresholds and patient segmentation profiles, often explored using conjoint analysis 

and contingent valuation.

Conclusions

These findings have several implications. First, is the potential for OAT services to be 

funded or co-funded by patients themselves to ensure the sustainability of OAT programs 

and improve HIV prevention in Ukraine. Second, such strategies that prioritize private over 

public funding for OAT should consider household income to ensure that patients can 

continue OAT. Third, findings here suggest that the strategy for considering self-pay or co-

payments for OAT should also include educational campaigns to improve knowledge about 

treatment benefits and eliminate myths and believe about OAT for both PWID and health 

providers. Finally, it is crucial to improve access to private programs by relaxing 

requirements for treatment entry, and structuring of OAT programs according to the specific 

needs of patients by implementing gender-specific services and psychological counseling, 

arranging flexible operating hours at OAT sites and expanding OAT by prescription for 

eligible patients.
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Figure 1. Willingness to Pay for different OAT type, stratified by current and previous OAT 
experience adjusting for type of OAT treatment (N=266)
Legend: OAT: opioid agonist treatment.

*P-value for Chi-square test.

**P-value for Fisher’s exact test.
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Figure 2. Ratio of amount in UAH which PWID are ready to pay for OAT to their monthly 
income*
Legend: OAT: opioid agonist treatment; WTP: willingness-to-pay.

*The never on OAT group was willing to pay for OAT significantly more for OAT compared 

to both other groups (p<0.0014).
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Table 2

Multivariable regression models of willingness to pay for opioid agonist treatment, experience

Currently on OAT Previously on OAT Never on OAT

Variable AOR (95% CI) AOR (95% CI) AOR (95% CI)

Sex

 Female – Ref.

 Male – 2.2 (1.1–4.2)

Age, years

 ≥34 years – – Ref.

 <34 years 1.9 (1.2–3.2)

City

 Kyiv Ref.

 Odesa 1.7 (0.9–3.5) –

 Mykolaiv 0.8 (0.5–1.4) –

 Dnipro 1.9 (1.1–3.2)

 Lviv 2.2 (1.1–4.8)

Median Income

 ≤1200 UAH Ref. – Ref.

 >1200 UAH 1.8 (1.2–2.7) 2.0 (1.2–3.4)

Received psychological counseling

 No Ref. – –

 Yes 1.8 (1.2–2.7)

Negative attitudes toward OAT 0.8 (0.8–0.9) – –

Positive attitudes toward OAT – 1.3 (1.1–1.6) –

Family/friend support OAT –

 No Ref. –

 Yes 2.5 (1.1–5.7)

Previous unsuccessful attempt to enter OAT – – Ref.

 No 2.3 (1.1–4.7)

 Yes

Legend: OAT: opioid agonist treatment; AOR: adjusted odds ratio; CI: confidence interval; Ref: referent.

Currency exchange: US$1= 8UAH
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Table 3

Ratio of amount in UAH which PWID are willing to pay for OAT to monthly income

Experience with OAT

Current
N=211

Previous
N=55

Never
N=112

P-value

Amount willing to pay for a day of OAT (UAH)

Mean (SD) 86 (365) 77 (156) 76 (150) 0.9645*

Median (IQR) 20 (10–50) 30 (20–50) 50 (22–100) <0.0001**

Monthly income (UAH)

Mean (SD) 2330 (2705) 2505 (2153) 2911 (2678) 0.4341*

Median (IQR) 2000 (1000–3000) 2000 (1049–3000) 2500 (1500–4000) 0.0724**

Ratio: Amount willing to pay per month for OAT/Monthly income

Mean (SD) 0.46 (0.31) 0.54 (0.27) 0.59 (0.29) 0.0009*

Median (IQR) 0.37 (0.20–0.77) 0.53 (0.30–0.75) 0.60 (0.30–0.80) 0.0014**

Legend: OAT: opioid agonist treatment; WTP: willingness-to-pay; SD: standard deviation; IQR: inter-quartile range.

*
P-value for one-way ANOVA.

**
P-value for Kruskal-Wallis test.
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