
The Patient Not in the Room

In their article, Vanness and colleagues (1) explore the
best way to establish a cost-effectiveness threshold

for policy considerations. This may seem an arcane matter
in cost-effectiveness analysis that is of interest to few be-
yond health economists. However, there are several rea-
sons why this work may profoundly affect everything from
clinical guidelines to insurance coverage policies to Medi-
care negotiation of drug prices.

The U.S. health care system continues to prove it-
self incapable of providing affordable, high-quality care
to all Americans. Since 2009, the amount that workers
pay for health insurance has increased 71% while
wages have increased 26% (2). In addition, more than
80% of workers must pay a deductible before insurance
kicks in, and the average deductible has doubled over
the past decade to $1655, although many pay far more.

Consequently, for a growing number of Americans
who do not qualify for Medicaid or adequate subsidies
through state health insurance exchanges, unafford-
able insurance premiums and deductibles lead them to
abandon health insurance. During 2017 to 2019, the
number of Americans without insurance increased by 2
million, and 27 million Americans had no health insur-
ance at any time throughout 2019 (3). These figures
were from before coronavirus disease 2019 (COVID-19)
decimated jobs and the employer-based insurance of
tens of millions more Americans.

What happens to people who lack insurance or
have high out-of-pocket costs? A 2019 Gallup poll re-
ported that one quarter of adults have put off treatment
of a serious medical condition because of the cost—the
highest figure since Gallup began asking the question
3 decades ago (4). Another Gallup and West Health
survey found that 34 million people knew at least 1
friend or family member who had died over the past 5
years after forgoing treatment because of costs (5).

Here, we come to the real issue driving the impor-
tance of the study by Vanness and colleagues: Al-
though every added dollar the United States spends on
health care may generate added health, at least for
those directly benefiting from that extra spending, it
also puts more pressure on health insurance premiums,
harming patients not in the room. We must face this
challenge head-on and structure clinical guidelines, in-
surance coverage, pricing, and payment mechanisms
to mobilize resources to support the best care possible
for each patient while also ultimately doing more good
than harm for the population. In other words, our ef-
forts to ensure primum non nocere for the patient in
front of us must apply equally to patients not in the
room whose suffering and needs are just as real.

Vanness and colleagues' approach to estimating a
cost-effectiveness threshold enables us to determine
whether we are doing more good than harm. Cost-
effectiveness analysis uses the best available evidence
for alternative care options to simulate outcomes and

costs for hypothetical cohorts over time. The additional
cost required per unit of “health gain” for one option ver-
sus another is used to compare the cost-effectiveness of
alternative care options. This metric can focus on a single
clinical outcome, such as the cost per additional stroke
prevented by one anticoagulant versus another. More
helpful is a measure of health gain that can apply across
all conditions, such as the commonly used quality-
adjusted life-year (QALY), with cost-effectiveness ex-
pressed as “cost per QALY.”

The upper boundary for the cost per QALY can
help policymakers determine at what price an interven-
tion becomes too costly for its added benefits—that is,
when the amount spent on that intervention would be
better spent on other health interventions or would
better serve society if spent outside the health system
on such services as education and housing. But what
should the cost-per-QALY threshold be?

Health economists have advanced myriad methods
to answer this question, which fall into 2 camps (6).
“Willingness to pay” approaches use surveys, analyses
of previous funding decisions, or more normative esti-
mates linked to societal wealth to unearth how much
society is—or should be—willing to pay for added
health. The contrasting approach identifies a threshold
by measuring the “opportunity cost” of resources spent
in health care systems. This is feasible in systems with
explicit budgets in which aggregate spending and out-
comes can be compared at the margin (7). In these
settings, the opportunity cost of a new intervention is
the health forgone when other interventions cannot be
delivered because of the fixed budget. This approach
is exemplified by pathbreaking work in the United
Kingdom and elsewhere (8). Barriers to implementing
opportunity cost methods in a health system without a
fixed budget have thwarted similar efforts in the United
States—until now.

Vanness and colleagues (1) had the novel insight to
try to estimate an opportunity cost threshold for the
U.S. health system, despite its elastic budgets, by link-
ing the threshold to the adverse health effects of losing
insurance when rising premiums become unaffordable.
Their estimate requires multiple assumptions, most no-
tably the likelihood of dropping insurance at any given
level of premium increase and the associated increased
mortality. Yet, their work is logically elegant, and rigor-
ous sensitivity analyses show the robustness of their
principal findings.

They estimate a U.S. cost-effectiveness threshold of
$104 000 per QALY. That this is higher than thresholds
suggested by opportunity cost research in other coun-
tries is unsurprising given higher health care spending
and higher average income in the United States. Yet,
this threshold lands remarkably close to the findings of
recent research using willingness-to-pay methods (9)
and to the range used by the Institute for Clinical and
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Economic Review to recommend fair pricing bench-
marks that support evidence-based negotiation of drug
prices by insurers and health systems in the United States
(10). Vanness and colleagues' work will strengthen these
and other efforts to apply cost-effectiveness analysis more
broadly in the U.S. health care system.

There are, of course, caveats. The idea that a single
threshold is applicable across the diverse landscape of
U.S. health care will be challenged. Some will criticize
assumptions about the magnitude of harm associated
with insurance loss. Others may believe that this work
underestimates the adverse effects of increasing costs
because the model considered only insurance loss and
not the harmful effects of delaying or skipping care to
manage costs while insured. Also, cost-effectiveness is
but a single element in judging value. Coverage and
pricing decisions must include careful consideration of
potential broader benefits of treatment beyond health
and awareness of situations in which cost-effectiveness
may undervalue treatments for certain conditions.

These caveats aside, this work moves us in the right
direction. It is time for a renewed push to get policy-
makers, clinicians, and the public to recognize that
when prices for services exceed a threshold in relation
to their benefits, real harm comes to American patients.
A “homegrown” U.S. threshold for cost-effectiveness
that is rooted in evidence will facilitate a more honest
public dialogue about value and fairness. It is time to
advance the use of cost-effectiveness analysis to inform
a system that takes care of everyone, including those
patients not in the room.

Steven D. Pearson, MD, MSc
Institute for Clinical and Economic Review
Boston, Massachusetts

Disclosures: Disclosures can be viewed at www.acponline.org
/authors/icmje/ConflictOfInterestForms.do?msNum=M20-7052.

Corresponding Author: Steven D. Pearson, MD, MSc, Institute
for Clinical and Economic Review, Two Liberty Square, Ninth
Floor, Boston, MA 02109; e-mail, spearson@icer-review.org.

Ann Intern Med. doi:10.7326/M20-7052

References
1. Vanness DJ, Lomas J, Ahn H. A health opportunity cost threshold
for cost-effectiveness analysis in the United States. Ann Intern Med.
3 November 2020. [Epub ahead of print]. doi:10.7326/M20-1392
2. Palosky C, Ducat S. Benchmark employer survey finds average
family premiums now top $20,000. Kaiser Family Foundation.
25 September 2019. Accessed at www.kff.org/health-costs/press
-release/benchmark-employer-survey-finds-average-family-premiums
-now-top-20000 on 19 October 2020.
3. Berchick ER, Barnett JC, Upton RD. Health Insurance Coverage in
the United States: 2018. Current Population Report no. P60-267 (RV).
US Gov Pr Office; 2019. Accessed at www.census.gov/content/dam
/Census/library/publications/2019/demo/p60-267.pdf on 19 Octo-
ber 2020.
4. Saad L. More Americans delaying medical treatment due to cost.
Gallup. 9 December 2019. Accessed at https://news.gallup.com/poll
/269138/americans-delaying-medical-treatment-due-cost.aspx on 19
October 2020.
5. Witters D. Millions In US lost someone who couldn't afford treat-
ment. Gallup. 12 November 2019. Accessed at https://news.gallup
.com/poll/268094/millions-lost-someone-couldn-afford-treatment
.aspx on 19 October 2020.
6. Institute for Clinical and Economic Review. Webinar series: per-
spectives on US cost-effectiveness thresholds. 29 July 2019. Ac-
cessed at https://icer-review.org/blog/webinar-series-ce-thresholds
on 19 October 2020.
7. Lomas J, Martin S, Claxton K. Estimating the marginal productivity
of the English National Health Service from 2003 to 2012. Value
Health. 2019;22:995-1002. [PMID: 31511189] doi:10.1016/j.jval.2019
.04.1926
8. Woods B, Revill P, Sculpher M, et al. Country-level cost-
effectiveness thresholds: initial estimates and the need for further
research. Value Health. 2016;19:929-935. [PMID: 27987642] doi:10
.1016/j.jval.2016.02.017
9. Phelps CE. A new method to determine the optimal willingness to
pay in cost-effectiveness analysis. Value Health. 2019;22:785-791.
[PMID: 31277825] doi:10.1016/j.jval.2019.03.003
10. Glassman P, Pearson S, Zacher J, et al. VA and ICER at three
years: critics' concerns answered. Health Affairs Blog. 15 June 2020.
Accessed at www.healthaffairs.org/do/10.1377/hblog20200611
.662048/full on 19 October 2020.

EDITORIAL The Patient Not in the Room

2 Annals of Internal Medicine Annals.org


