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Many countries and health systems are
struggling with growing healthcare expen-
ditures in general, and those for prescrip-
tion drugs in particular. The USA is no
exception, with pharmaceutical spending
per capita above that of any other Organ-
isation for Economic Co-operation and
Development  country.!  Cost-sharing
through copayments or coinsurance is a
common approach to attempt to manage
drug spending and utilisation. However,
although cost-sharing reduces poten-
tially unnecessary medication use,” it
also reduces adherence to needed medi-
cations. Reduced adherence can lead to
long-term health detriments and to offset-
ting costs.”™ The effects of cost-sharing
may be exacerbated among low-income
individuals.®”

Most previous studies of the impact of
cost-sharing on adherence have focused
on patients who have filled a prescrip-
tion at least once. In contrast, there are
fewer studies focused on adherence to
filling the initial prescription. In this
issue, the study by Aznar-Lou et al® adds
to the medication adherence literature
by demonstrating that initial medica-
tion non-adherence (IMNA; not filling
a prescription when a medication is first
prescribed) is similarly sensitive to cost-
sharing levels, and that this relationship
persists across income levels. The study’s
findings provide further support for the
potential benefit of value-based insur-
ance design (VBID), which is the idea of
reducing cost-sharing for more valuable
medications that can prevent downstream
complications, typically for patients with
chronic conditions.

Aznar-Lou et al® used data from
10million prescriptions of common
and costly medications over a 3.5-year
period in the Catalonian public primary
care system. By exploiting a natural

experiment—abrupt, major changes in
prescription cost-sharing—the authors
demonstrated the ways in which IMNA
rates changed when fixed copayments (€1
per prescription) and coinsurance scaled
by income level were introduced. They
further examined behaviour in the period
in which the new copayment policy was
announced but not yet implemented (to
look at potential stockpiling of medica-
tions) and a period during which fixed
copayments were removed but coinsur-
ance remained in effect. They examined
both immediate changes in the week
following the policy change and long-
term changes, as well as patterns for
medications for chronic physical condi-
tions, selected analgesics and penicillin.
The authors found that introduction of
a small fixed copayment led to an imme-
diate increase in IMNA among low/
middle-income pensioners and low-in-
come non-pensioners. IMNA decreased
(initial adherence improved) when the
copayment was removed. The relation-
ships among IMNA and copayment
introduction and removal were stronger
for medications prescribed for chronic
conditions and analgesics than they were
for penicillin (ie, a medication typically
prescribed in response to a temporary,
acute condition).

A unique contribution of this study is
the examination of relationships among
cost-sharing policies and IMNA across
income strata. However, inferences from
some of the income groups are compli-
cated by heterogeneity in both group
membership and exposure to policy
change. For instance, the group labelled
as the poor population includes both
pensioners and non-pensioners, and some
of these individuals were exempt from
the fixed copayment that was introduced
at week 78. Moreover, 5 weeks after the
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introduction of the fixed copayment, the coinsurance
rate for poor non-pensioners decreased from 40% for
regular medications and 10% for reduced contribution
medications to 0%. Poor pensioners did not experi-
ence a change in coinsurance during this time period.
For these reasons, it is difficult to infer the true rela-
tionship between policy changes and IMNA among
different subgroups of the poor population.

Caution is warranted in interpreting the study’s
estimated long-term effects of cost-sharing changes.
Although labelled as long-term effects of a partic-
ular event, the presented estimates are more accu-
rately described as week-to-week changes in IMNA
that occurred from the beginning of the study period
(week 1). Therefore, the long-term effects reflect the
cumulative effects of all policy changes, rather than
a single policy change. Despite many abrupt changes
in cost-sharing policy, long-term IMNA remained rela-
tively stable. The short-term changes in IMNA that
are observed in response to abrupt changes in policy,
however, are still likely to have long-term health
consequences.

Spain’s centralised drug cost-sharing policies have
some similarities to the US Veterans Health Admin-
istration (VA) and Medicare programmes. Within the
VA, copayments are charged for military veterans with
non-service-related conditions. Low-income individ-
uals are exempt from copayments. Initially, the VA
charged a flat copayment for every non-service-re-
lated medication, similar to (though larger than, even
after adjusting for purchasing power parity) the fixed
copayment examined by Aznar-Lou et al.® As copay-
ments increased over time, so did non-adherence to
medications to control diabetes, hypertension and
cholesterol.'*'*

Partially in response, the VA recently (February
2017) changed copayment structure for medications
for non-service-related conditions."® Now, copayments
are based on a tiered system, with the lowest copay-
ments for generics used for chronic disease manage-
ment.'* Medications for service-connected conditions,
including mental illnesses that develop within 2 years
of discharge from active duty, remain exempt from
copayment. Results of the current study suggest that
VA’s move to a tiered system is likely to improve initial
medication adherence for chronic conditions and that
adherence may improve for medications that are made
exempt from any copayment.

Similarly, through its Part D programme, Medicare
includes tiered coverage for prescription medications
through private stand-alone prescription drug plans
and some comprehensive healthcare (Medicare Advan-
tage) plans. The exact copayment amounts differ by
plan, but the most generous coverage is for generic
medications.

Medicare plans’ copayment tiers are based primarily
on the cost of medications and not their value. An
alternative method for assigning copayments is

through VBID, in which cost-sharing levels depend on
the relative value of the drug. With VBID, high-value
medications that can be used to prevent adverse, costly
consequences of chronic diseases or acute conditions
are candidates for reduced cost-sharing or exemptions
from cost-sharing.”” However, the precise meaning
of ‘value’ is not well defined. In the USA, recent
federal budget legislation authorised demonstration
programmes to test VBID’s impact on health outcomes
and costs in Medicare Advantage, with flexibility to
change coverage levels for prescription medications.'®

Aznar-Lou and colleagues’ finding that the relation-
ship of IMNA to cost-sharing policy was stronger for
medications to manage chronic conditions and for
analgesics than for penicillin is directly relevant to
the design of VBID and tiered prescription payment
programmes. Medications for chronic conditions
with costly long-term effects, but that also may have
multiple barriers to their initiation, may be candi-
dates for exemptions to copayments within VBID. For
instance, in Medicare, a medication to treat opioid
use disorder—buprenorphine/naloxone —is some-
times covered, but not at the lowest cost-sharing
tier. Initiation of this treatment may be delayed due
to stigma,'” despite the fact that treated opioid use
disorder is associated with reduced mortality and
healthcare costs.”® ' Removing fixed copayments
for medications such as buprenorphine/naloxone
may lead to improved initial adherence. This in turn
may improve health and lower costs associated with
preventable hospitalisations or emergency care.

There has been recent popular pushback on
drug costs borne by patients,”” but cost is only
one of several barriers to medication adherence.?'
Even when medications are free, non-adherence is
common.'’ #* Besides costs, beliefs that medications
are unnecessary or potentially harmful, stigma and
regimen complexity are some of the most prevalent
contributors to reduced adherence.”' Negative beliefs
about medications are associated with reduced initial
adherence.”” However, there is limited evidence to
support interventions to address beliefs,”* and those
that are effective often require added staff time and
more frequent patient visits.”' ** For medications with
myriad potential barriers to IMNA, including cost,
a change in cost-sharing policy may be a relatively
straightforward intervention to address adherence
among a broad patient population. Aznar-Lou et al
found that copayments that are not tied to medication
value have an impact on IMNA. As part of a multifac-
eted approach to adherence improvement,* > tailored
value-based copayments may simultaneously facilitate
initiation of necessary medications for chronic disor-
ders and discourage use of medications that may be
less beneficial.

Aznar-Lou and colleagues’ study adds to the growing
body of literature that demonstrates a link between
copayment magnitude and non-adherence, including
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IMNA.” 1 222627 \When full coverage for medications is
not a possibility, tiered copayments or exemptions for
medications for certain conditions may provide viable
options to facilitate initiation of needed medications.
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