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Suitability of cost-effectiveness thresholds A
for drug reimbursement decision-making in the Q) L b e

of threshold-based CEA in the US.
U S m a r k e t US policy discourse has mostly focused on
criticisms of QALYs, putting comparatively less
? emphasis on the role of CEA thresholds as a
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metric of health that the US National Disability Council found to be discriminatory, the US Congress banned
for use in Medicare, and the US Center for Medicare and Medicaid Services disallowed from consideration
for drug price regulations as part of the 2022 Inflation Reduction Act.®°
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Beyond concerns of discrimination, studies highlight a range of conceptual and technical limitations with

properly estimating QALYs.16-9

Interviewees stated that US payers prefer flexible, localized agency over the use

Systematic comparisons suggest that the quality and quantity of empirical data on a country’s Contrary to CEA theory, experience in ex-US countries suggests that pharmaceutical of explicit, predetermined thresholds. * This research suggests that framing healthcare decisions through
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Others continue to defend QALYs, argue that replacements complicate finding empirical bases for Research indicates that patients in countries where HTA relies on thresholds have Concerns were raised about transparency and accountability of deploying
decision-making or contend that threshold adjustment would deviate from foundational CEA principles of

standardizing assessments and maximizing aggregate health.*%°

for guiding efficient resource allocation, decision-making in The content contained in this poster is provided solely for research and scientific discussion, not for promotional purposes.
US healthcare incorporates broader societal values, including :
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experienced reduced access to treatments compared to those in countries that do mathematical formulae to determine reimbursement or to ration access within
not rely on them 3334 Pharmacy and Therapeutics (P&T) and value committees.
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