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In the past decade, a rising trend has been observed in the 
approval of new molecular entities, including personalized 
medicines for both small-molecule drugs and therapeutic 

biologics.1,2 At the same time, health care spending has been 
increasing because of a variety of factors, including an aging 
population, higher prices for health care services, higher 
prices for new products, and increased volume.3 In the United 
States, the Centers for Medicare & Medicaid Services (CMS) 
projects that spending on prescription medicines will increase 
faster than other health care goods and services between 2017 
and 2026.4 This has resulted in a debate about the value and 
affordability of new interventions and how to measure these  
2 economic outcomes given the limited evidence available 
when decisions are made about the use of these interventions 
in the health care system.5

Value assessment frameworks inform discussions about how 
to define and assess value at various levels of the U.S. health 
care system.6 Value assessment frameworks can differ in the 
way in which they define components of value (e.g., efficacy, 
toxicity, quality of life) and may be either quantitative or  
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ABSTRACT

BACKGROUND: In recent years, value assessment frameworks have been 
introduced to inform discussions about how to define and assess value in 
the U.S. health care system. However, there is uncertainty as to how value 
assessment frameworks and other approaches to achieve value such as 
outcomes-based contracting are perceived and used in coverage decisions.

OBJECTIVE: To understand how U.S. payers determine value in the use of 
pharmaceuticals and how it differs from payers outside the United States.

METHODS: Qualitative in-depth phone interviews with 13 executive-level 
public and private U.S. managed care representatives and 6 health technol-
ogy assessment advisors outside the United States were conducted from 
September to November 2017.

RESULTS: Despite various mechanisms used by U.S. payers to assess 
value, no consistent definitions of value were provided, and U.S. payers 
felt limited in what they can do to achieve value in pharmaceutical decision 
making. Value assessment frameworks are not formally considered in for-
mulary and reimbursement decisions but are used as a reference as they 
become available by most or all U.S. health plans. U.S. payers expressed 
concerns, including limited control over pharmaceutical pricing and budget 
caps, and limited ability to use incremental cost per quality-adjusted life-
year thresholds. Outcomes-based contracting could have some utility in 
specific cases where the treatment has a particularly high cost and a clear 
outcomes measure, but payers indicated that outcomes-based contracts 
can be difficult to operationalize, and determination of savings was uncer-
tain. Payers outside the United States—who are enabled by government 
health care bodies, policy tools, and analytical frameworks that have no 
counterpart in the United States—have a wider array of instruments at 
their disposal. U.S. payers were largely open to learning from other health 
care systems outside the United States, particularly the German health care 
system, where patient-relevant benefit compared with a predetermined 
treatment comparator is the primary determinant for price negotiations.

CONCLUSIONS: Although there is interest in including value assessment 
frameworks during the decision-making process in the United States, there 
are significant challenges to operationalizing them. The current environ-
ment in the United States restricts payers’ ability to make favorable con-
tracts with manufacturers, and changes to the U.S. health system design 
are needed to facilitate this effort. Adoption of a value assessment frame-
work in Medicare or Medicaid would accelerate adoption of these tools by 
private payers in the United States.
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RESEARCH

• Health care costs have been rising over recent decades and are 
likely to increase in the future.

• Recently introduced value assessment frameworks are used to 
inform discussions about how to define and assess value in the 
U.S. health care system but have varying degrees of rigor, trans-
parency, and perspective.

What is already known about this subject

• No consistent definitions of value were provided by U.S. payers 
interviewed for this study, although U.S. payers reported using value 
assessment frameworks as a reference as they become available.

• U.S. payers felt limited in what they can do to achieve value in 
pharmaceutical decision making; adoption of value assessment 
frameworks by Medicare or Medicaid would accelerate use by 
private payers in the United States.

• U.S. payers reported that they were largely open to learning 
from other health care systems outside the United States, where 
government-enabled health care bodies have more tools at their 
disposal for achieving value. 

What this study adds
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trials may differ from effectiveness in clinical populations and 
conditions.25,26 One approach some pharmaceutical manufac-
turers and payers have used to address uncertainty about the 
real-world outcomes of a new intervention is outcomes-based 
contracts, in which medicine rebates or discounts are tied to a 
specified outcome in the target population.27

Payers in the United States considering whether to add a new 
pharmaceutical product to their formulary and determining 
appropriate utilization management tools, such as prior authori-
zation, copays, and coinsurance, may benefit from comparative-
effectiveness evidence as well as data from clinical trials and 
economic analyses to help them understand the value of a new 
medicine in clinical practice.28 In this study, we conducted 
structured interviews with U.S.-based payers to understand the 
current landscape for assessing and achieving value in the use 
of pharmaceuticals. The findings were compared with those 
outside the United States using structured interviews with 
health technology assessment (HTA) advisors from Australia, 
Canada, France, Germany, Italy, and the United Kingdom.

■■ Methods
Background information on value frameworks was gathered 
via desk research, and discussion guide materials were devel-
oped accordingly. No formal search strategy was adopted in 
this study; instead, several keywords (e.g., value assessment 
frameworks) were adopted for use in widely recognized search 
engines (e.g., PubMed, Google) to search for relevant studies 
and reviews. From these results, further sources were identi-
fied based on their list of references. Discussion guide materials 
consisting of a list of discussion questions and preread materi-
als were sent to interview participants before the interviews 
were conducted (see www.rtihs.org/USGuide and www.rtihs.
org/GlobalGuide). Structured interviews were completed with 
13 senior- and executive-level public and private decision mak-
ers with pharmacy and therapeutics (P&T) committee chair 
responsibilities and were representative of various geographic 
regions in the United States (8 medical directors, 5 U.S. phar-
macy directors). Medical director clinical specialties included 
pediatrics, internal medicine, geriatrics, obstetrics and gyne-
cology, anesthesiology, allergy and pulmonology, and urology.

In addition to the interviews with the U.S. representatives, 
country-specific adaptations were made to the discussion 
guide, and interviews were conducted with a total of 6 HTA 
advisors from Australia, Canada, France, Germany, Italy, and 
the United Kingdom. HTA advisors were defined as a cur-
rent or ex-HTA committee member or an individual with a 
medical or economic background who is fully aware of the 
HTA requirements or advises HTA bodies for the approval of 
new treatments. The interviews were conducted to compare 
research findings in the United States to those outside the 
United States.

qualitative in their approach to assessment.7 In recent years, 
several organizations have introduced value assessment frame-
works to inform discussions about how to define and assess 
value in the U.S. health care system. These value assessment 
frameworks have varying degrees of rigor, transparency, and 
perspective. Cancer-specific frameworks are available, such as 
assessments from the American Society of Clinical Oncology 
(ASCO) and the National Comprehensive Cancer Network 
(NCCN), both of which take the perspective of shared decision 
making between the physician and patient.8,9 The Memorial 
Sloan Kettering Cancer Center assessment takes the perspec-
tive of the physician and policymaker.10,11 Frameworks with a 
broader purview, including all therapeutic areas and all types of 
health care interventions, are also available, such as those from 
the Institute for Clinical and Economic Review (ICER) and the 
International Society for Pharmacoeconomics and Outcomes 
Research (ISPOR), which consider the payer perspective.6,12-19 
According to a recent report by ISPOR, the core dimensions of 
value assessment frameworks encompass net value and quality-
adjusted life-years (QALYs) gained. Productivity and adher-
ence-improving factors represent common dimensions that are 
used inconsistently across various value frameworks. Other 
novel dimensions for value assessment frameworks, which 
may be used depending on the disease type or the attributes of 
the intervention, include reduction in uncertainty because of a 
new diagnostic, fear of contagion, risk of contagion, insurance 
value, disease severity, value of hope, real option value, equity, 
and scientific spillovers.15

Several of these value frameworks include a consideration 
of cost-effectiveness analyses and comparative-effectiveness 
research for a new intervention, as these analyses are increas-
ingly relevant to U.S. health care decision makers seek-
ing to ensure efficient use of new treatments.13,18,20,21 Cost-
effectiveness analyses are valuations of costs where the single 
effect of interest, common to both alternatives but achieved to 
different degrees, is assessed using natural units (e.g., life-years 
gained, disability days).22 According to Sox and Greenfield 
(2009), comparative-effectiveness research is defined as, “the 
generation and synthesis of evidence that compares the benefits 
and harms of alternative methods to prevent, diagnose, treat 
and monitor a clinical condition, or to improve the delivery of 
care. The purpose of [comparative-effectiveness research] is to 
assist consumers, clinicians, purchasers, and policy makers to 
make informed decisions that will improve health care at both 
the individual and population levels.”23

To gain a complete understanding of a product’s benefits 
and risks, data beyond the randomized controlled trial may be 
reviewed and evaluated, as stated in the WellPoint guidance 
on comparative effectiveness in formulary decision making.24 
However, evidence of the effectiveness of these health care 
interventions as used in clinical practice is suboptimal, in part 
because efficacy determined through randomized controlled 

http://www.rtihs.org/GlobalGuide
http://www.rtihs.org/GlobalGuide
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Qualitative, one-on-one 1-hour teleconference interviews 
were conducted by study authors (Brogan and Hogue) between 
September and November 2017 using the discussion guide and 
preread materials as a basis for discussion on value frameworks 
and their effect on health care decision making. No statistical 
analysis was conducted because of the small sample size and 
no methodological approaches were taken to attain consensus 
on the findings.

■■ Results
Defining Value and Process for Making Decisions  
in U.S. Health Plans
U.S. payers surveyed did not have consistent or formal defini-
tions of value or formal assessment processes to determine 
value for pharmaceutical products. They were also skeptical of 
the prospects of achieving value within the current U.S. health 
care system. Value assessment is conducted in an ad hoc man-
ner considering expected cost and clinical benefits, medical 
necessity, appropriate use, therapeutic alternatives, and treat-
ment class. However, U.S. payers feel limited in what they can 
do to optimize value in pharmaceutical decision making.

Various mechanisms are used by U.S. payers to assess value, 
including not covering treatments that are not medically neces-
sary, limiting use of higher-priced medicines by placement in 
a higher tier (for which the beneficiary incurs higher out-of-
pocket costs), step therapy (i.e., requiring a patient to fail on  
1 or more less expensive treatments before the health plan will 
cover a more expensive treatment), prior authorization (i.e., 
requiring the health plan’s approval before access is given to 

the treatment, which typically involves submission of addi-
tional information by the health care provider), and preferred 
products (i.e., competitive contracting with specific manu-
facturers for preferred or exclusive status within the health 
plan, particularly for those treatments in an existing crowded 
market). U.S. payers do not have systemic and effective means 
and feel limited in what they can do to optimize value in phar-
maceutical decision making.

Although specific processes vary widely by payer, Figure 1  
documents the representative summation of the process as 
indicated in interviews in which payers at U.S. health plans 
were presented with a map of the decision-making process for 
comment and critique (see the Appendix available in online 
article).29 In addition, the figure outlines general steps U.S. 
health plans often take to guide coverage decisions after a treat-
ment is approved by the U.S. Food and Drug Administration 
(FDA). As an initial step, the clinical pharmacist prepares a 
monograph with evidence of treatment value to be reviewed 
by both the P&T committee and the value committee. Sources 
for the monograph include the Academy of Managed Care 
Pharmacy (AMCP) dossier provided by the manufacturer, the 
relevant literature, and any other information that may be 
available about the medicine and the disease area (e.g., com-
petitor products, past decisions). Additional information in the 
monograph may also include internal analyses; medical review 
as determined by the plan, and if the medicine is administered 
by a physician and adjudicated under the medical benefit; or 
any potential cost offsets or medical benefit as related to treat-
ment outcomes. After the clinical pharmacist finalizes the 
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FIGURE 1 Process for Making Decisions in U.S. Health Plans
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Source: Modified from Hogue et al.29

aAdditional input may include analytical input and medical review.
bP&T committee focused on efficacy and safety and makes coverage decision based on medical necessity.
cValue committee focused on appropriate use (e.g., tiering, step edits, prior authorization).
dProvided with remit and boundaries for contracts and negotiations by P&T and value committees.
AMCP = Academy of Managed Care Pharmacy; P&T = pharmacy and therapeutics.
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monograph, key opinion leaders may be brought in to provide 
input on the monograph or to provide expert opinion during 
the P&T committee and the value committee meetings.

The P&T committee is the traditional decision-making body 
within a U.S. health plan; it focuses on efficacy and safety and 
determines whether the health plan should cover the treat-
ment based on medical necessity and therapeutic equivalency. 
Value committees consider costs (e.g., budget impact and cost-
effectiveness) in addition to efficacy and safety and are tasked 
with appropriate use of a treatment (e.g., tiering, step edits, 
and prior authorizations) to achieve value. The addition of 
value committees to the process map is the most substantial 
difference between the 2014 process map and the process map 
summarized in this study (Figure 1).29 Once the P&T commit-
tee and the value committee make their decisions, they provide 
guidance to the plan for negotiations and contracting with 
pharmaceutical manufacturers.

Value Assessment Efforts Among U.S. and Non-U.S. Payers
Payers were asked to rate on a scale of 0 to 10, where 0 is not 
important at all and 10 is extremely important, the importance 
of specific disease or coverage categories (e.g., chronic diseases, 
oncology, rare diseases, diagnostics/personalized medicine, 
and gene therapy) for their health plan cost-control efforts rela-
tive to value assessment. When comparing the responses from 
U.S. payers with those from payers outside the United States, 

a close alignment among the categories surveyed was identi-
fied. A notable minor difference was that U.S. payers indicated 
a higher importance for rare diseases when considering their 
cost-control efforts to better achieve value, whereas gene ther-
apy was of higher importance to non-U.S. payers (Figure 2).

When U.S. and non-U.S. payers were asked to rate the 
importance of various factors for their value determinations, 
clinical and patient benefits or improvements in health out-
comes were rated as high (a rating of 8-10) by all payers. 
Comparing the level of importance of various factors between 
U.S. and non-U.S. payers reveals some distinct differences. 
The availability of therapeutic alternatives, improvements in 
adherence and persistence, treatment guidelines, views from 
key opinion leaders, patient-reported outcomes linked to cost, 
route of administration, and site of care are all factors that are 
more important to U.S. payers than payers outside the United 
States in their value determinations. Payers outside the United 
States placed a higher importance than U.S. payers on cost per 
QALY, quality of life, and comparative effectiveness (Figure 3).

U.S. Payer Use of Value Assessment Frameworks,  
Cost-Effectiveness Analysis, and Cost-Utility Analysis
U.S. payers were asked if any formal steps had been taken to 
make value determinations about new pharmaceuticals and 
if value assessment frameworks, such as those introduced by 

FIGURE 2 Comparison of Specific Therapeutic Areas in Cost-Control Efforts Inside and Outside the United States
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all and 10 is extremely important.
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organizations including ASCO, NCCN, and ICER, are for-
mally considered in their decision making. Two of 13 U.S. 
payers surveyed indicated making formal value determina-
tions and 4 payers indicated that they formally consider value  
assessments, most commonly ICER and NCCN. However, all 
payers indicated that value assessment frameworks are consid-
ered informally as they are made available.

Cost-effectiveness and cost-utility analyses that are often 
used in countries outside the United States are part of 
the AMCP Format for Formulary Submissions30; however, 
the extent to which U.S. payers use these analyses varies. 
Nevertheless, when payers were probed on the importance 
of cost-effectiveness and cost-utility analyses to their health 
plans’ decision making for pharmaceuticals (using the same 

0-to-10 rating scale as previously mentioned) and how this is 
expected to change over time, these analyses were reported to 
have increased in importance since 2012 and are expected to 
continue to increase by 2022 (Figure 4).

Limits and Challenges in Determining Value Among U.S. Payers
Payers highlighted several challenges and concerns for deter-
mining and achieving better value in the U.S. health care 
system. For instance, all U.S. payers interviewed indicated 
that they feel pressured to cover an FDA-approved treatment, 
regardless of cost or value, if no therapeutic alternative is 
available. In addition, many payers expressed concern that 
they have limited or no control over pharmaceutical pricing. 
Patient-reported outcomes and other outcomes are gaining 

FIGURE 3 Comparison of Specific Factors in Driving Value Assessment Efforts Inside and Outside the United States
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high-priced treatments.36 Several U.S. payers also discussed the 
idea of discontinuation-based contracting as an outcomes-based 
contract with a simple, easily trackable outcome: in this model, 
when a patient discontinues a product, it serves as a proxy for 
treatment failure, triggering a rebate from the pharmaceutical 
manufacturer to the health plan.

U.S. payers surveyed were largely open to learning from 
the health care systems of other countries but described barri-
ers including differences in health care system structures and 
U.S. law limiting CMS’s ability to use cost per QALY and the 
implied effect this has on private health insurance. Although 
cost-effectiveness analyses continue to gain traction in the 
United States, implementing QALY thresholds as used by the 
National Institute for Health and Care Excellence in the United 
Kingdom to compare various technologies (where treatments 
are less likely to be recommended for use if they surpass the 
QALY thresholds) was viewed as infeasible in the United States 
in the near term. One payer believed this was not feasible in 
the United States because of challenges with identifying cost-
per-QALY thresholds. Another payer reported challenges with 
the lack of control for prices and lack of payment for indirect 
costs. Furthermore, the benefits of price-volume agreements 
such as those used in Italy and France were of limited inter-
est to U.S. payers. These agreements require pharmaceutical 
manufacturers to pay back some or all of the cost of a treatment 
beyond its estimated budget impact. U.S. payers surveyed in 
this study did not consider price-volume agreements to be a 
viable mechanism for managing pharmaceutical costs, as the 
U.S. system is not set up for clawbacks and such agreements 
would be difficult to implement.

Several U.S. payers acknowledged the potential to achieve 
improved value through a German health care system approach 
that predicates price and coverage upon demonstration of 
patient benefits for a new medicine compared with an approved 
comparator. Several U.S. payers believed that a viable mecha-
nism to control pharmaceutical costs and achieve more value 
for the U.S. health care system would be to require disease-
specific outcomes measures for use in comparative-effective-
ness research; 1 suggestion was that the CMS could provide 
guidance for collection of disease-specific outcomes for use in 
comparative-effectiveness research.

■■ Discussion
Although various value frameworks exist, our study finds that 
they are not formally considered in formulary and reimburse-
ment decisions but are used as a reference as they become 
available by most or all U.S. health plans. In part, this is 
because various value frameworks exist in the United States. 
Furthermore, U.S. payers did not have consistent definitions of 
value, did not have formal value assessment processes, and felt 

more importance to U.S. payers as patients are bearing more 
cost burden associated with their health care in the United 
States. Payers are particularly interested in linking patient-
reported outcomes to costs and outcomes (e.g., better adher-
ence and reduced hospitalization) in order to couple the patient 
perspective to aspects of value. Payers also stated the need to 
make a coverage decision within a set time period after market 
entry (3 months in some cases) because of CMS requirements 
for Medicare Part D plans.31 Similarly, according to the Patient 
Protection and Affordable Care Act, CMS is legally not able to 
make treatment coverage decisions based on cost-per-QALY 
thresholds.32-35

Payers reported skepticism about the value and broad 
applicability of the recent proliferation of outcomes-based  
contracting because of the lack of demonstrated savings. In 
addition, payers indicated that outcomes-based contracts would 
result in new administrative burden to health care professionals 
and payers in terms of managing, tracking, and implementing 
the terms of the contract properly. Despite skepticism, payers 
reported that outcomes-based contracting could result in sav-
ings in specific cases where the treatment has a particularly high 
cost and there is a clear outcome that can be readily measured, 
as several outcomes-based contracts have been announced for 

FIGURE 4 Importance of Cost-Effectiveness and 
Cost-Utility Analyses to U.S. Payer 
Decision Making and Changes over Time
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programs authority and resources necessary to advance value 
assessment. In the absence of a government entity leading this 
work, a private group in the United States is just beginning 
to systematically assess pharmaceutical agents for value, but 
these analyses have not been formally incorporated into cover-
age and reimbursement decisions by public and private payers, 
limiting their effect to date.12

Nevertheless, based on our structured interviews with 
U.S. payers, the use of value assessment frameworks, cost-
effectiveness analyses, cost-utility analyses, comparative-effec-
tiveness analyses, competitive contracting, preferred status for 
therapeutic equivalents, implementation of required specific 
outcomes measures, and more strictly defined patient-relevant 
benefits are expected to increase in the years ahead.

Limitations
The inherent limitations of this study should be recognized. 
This study was conducted qualitatively with open-ended 
responses and, because of the extensive time required for this 
approach, a small sample size of HTA advisors and payers 
were used. Furthermore, no statistical analysis was conducted 
because of the small sample size and no methodological 
approaches were taken to attain consensus on the findings. 
The U.S. payers surveyed were all executive-level, covered all 
regions of the United States, and collectively represented over 
200 million members (not considering overlap of covered lives 
between the participating payers); nevertheless, because of the 
small sample size, the findings of this study may not be fully 
generalizable to all U.S. payers. Only one HTA advisor per 
country outside the United States was surveyed and, while the 
questions and input provided by these HTA advisors tended 
to be general in nature, some findings in this study may not 
be fully generalizable for a particular country. It is also worth 
noting that the possibility of biased responses from payers 
and HTA advisors could not be ruled out, but that this study 
did allow for respondents to provide open-ended responses. 
Finally, no formal definitions for price-volume agreements 
were provided to payers, but the concept was presumed to be 
defined as the “discount agreed from the manufacturer based 
on the manufacturer’s market share for the treatment.”

■■ Conclusions
U.S. payers interviewed in this survey did not believe that the 
current environment in the United States enables them the 
ability to make advantageous contracts with manufacturers. 
Payers in other countries use such instruments more widely 
because they are enabled by government health care bodies, 
policy tools, and analytical frameworks that have no coun-
terpart in the United States. Adoption of a value assessment 
framework in Medicare or Medicaid would accelerate adoption 
of these tools by private payers in the United States.

limited in what they could do to achieve value in pharmaceuti-
cal decision making. As described above, value assessments 
consist of various core, common, and novel dimensions.15 

From an economic perspective, gross value has been described 
as the willingness to pay, while net value is the gross value 
minus the cost incurred to obtain the gross value. However, 
considerations should be made of the level of preference on 
interventions that vary by insurers and providers.6 Based on 
the interviews, payers were also skeptical of achieving bet-
ter value in the current U.S. health care system—given the 
highly competitive environment among insurers—and limited 
national guidelines for value assessment (e.g., CMS requiring a 
value assessment) or price.

Outcomes-based contracting was viewed by U.S. payers as 
having some usefulness in select circumstances (e.g., high-
priced treatment with a readily measurable outcome). However, 
payers did not consider outcomes-based contracting to be a 
broadly applicable solution, particularly because of the burden 
of additional data collection for payers and health care profes-
sionals, difficulties with respect to operationalization, man-
agement, and lack of demonstrated savings for implementing 
outcomes-based contracting. In the United Kingdom, where 
such agreements have been implemented, there have been 
challenges with the adoption of complex analytical approaches 
in the analysis of the data.37 Italy has implemented more than 
50 national outcomes-based contracts with pharmaceutical 
manufacturers since 2008, but these collectively account for 
less than 1% of the Italian Medicines Agency’s total spending 
on pharmaceuticals between 2013 and 2016 and have not been 
a significant source of savings.38

Other developed countries have used value assessment 
in policies that have achieved cost savings. For instance, the 
United Kingdom has strict cost-effectiveness thresholds that 
have been used effectively to control costs by denying reim-
bursement of treatments that are priced too high.39 Australia, 
Canada, France, and Italy also consider demonstration of 
cost-effectiveness of new treatments to be a pivotal part of the 
decision-making process.40-43 Italy and France have effectively 
used price-volume agreements to manage pharmaceutical costs 
and achieve value, and the payers from France and Italy inter-
viewed in this study both noted that price-volume agreements 
are the only confirmed mechanism to save money over time.40,42 
These price-volume agreements are typically negotiated pri-
vately, and the details and savings for these arrangements  
are not transparent and publicly available. The central element 
for the German system is the requirement for a new treatment 
to show improved mortality, morbidity, quality of life, or safety 
compared with a previously approved medicine.44

Such assessments could be used not only by Medicare and 
Medicaid but also by private payers who feel limited in their 
current ability to assess and use value. However, changes in 
public policy may be necessary to explicitly provide public 
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 Geographic Coverage Area

Covered Lives

Total, Millions Commercial, % Exchange, % Medicare, % Medicaid, %

Medical Director, P&T Chair Regional; West 40.0 77 4 4 15
Medical Director, P&T Chair Regional; West 3.3 38 8 9 45
C-Suite Medical Director, P&T Chair Integrated; Northeast 3.5 40 10 30 20
C-Suite Medical Director, P&T Chair Integrated; Mountain West 0.82 68 15 5 12
C-Suite Medical Director, P&T Chair Regional; Northeast 1.25 63 3 20 14
Medical Director, P&T Chair Regional; Northeast 40.0 55 < 1 33 13
C-Suite Medical Director, P&T Chair National; Midwest 11.5a 15 8 50 3
Medical Director, P&T Chair National; Midwest 22.0 41 5 45 9
C-Suite Pharmacy Director, P&T Chair Regional; Midwest-West 42.0 67 12 17 5
C-Suite Pharmacy Director, P&T Chair National; West 40.0 70 3 15 12
C-Suite Pharmacy Director, P&T Chair Regional and National 1.5 85 3 10 2

Northeast 42.0 95 0 5 2
Pharmacy Director, P&T Chair Regional; West 3.0 95 5 0 0
C-Suite Pharmacy Director National; Southeast 88.0b 70 8 9 8
a23% Tricare.
b5% Tricare.
P&T = pharmacy and therapeutics.
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