
Pricing	  of	  Drugs	  and	  Formulary	  Placement:	  Making	  Sense	  of	  Hepatitis	  C	  Treatment	  
Camilla	  S.	  Graham,	  MD,	  MPH	  

Co-‐Director,	  Viral	  Hepatitis	  Center,	  Division	  of	  Infectious	  Disease	  
Beth	  Israel	  Deaconess	  Medical	  Center	  and	  Harvard	  Medical	  School	  

Boston,	  Massachusetts	  

Tuesday,	  March	  31,	  2015	  
	  
GOLD	  SUPPORTERS	  
Bristol-‐Myers	  Squibb	  
AbbVie	  
Gilead	  Sciences,	  Inc	  

SILVER	  SUPPORTER	  
Merck	  &	  Co,	  Inc	  

https://www.iasusa.org/content/pricing-‐of-‐drugs-‐and-‐formulary-‐placement-‐webinar-‐2015	  
https://iasusa.adobeconnect.com/_a1090822362/p2h0yk85lmq/?launcher=false&fcsContent=true&pbMode=normal	  
(ok	  to	  skip	  the	  first	  5-‐7	  minutes	  of	  the	  presentation)	  
	  

	  

Confusion	  and	  doubt:	  Who	  should	  we	  be	  treating?	  
Fear	  of	  testing:	  Why	  make	  people	  anxious	  and	  not	  be	  able	  to	  treat	  them?	  
Public	  health	  programs	  stymied	  because	  why	  find	  people	  and	  then	  not	  be	  able	  to	  treat	  them?	  
Deliberate	  rationing	  
Vulnerable	  patient	  population	  already	  stigmatized,	  now	  experiencing	  overt	  discrimination,	  in	  effect	  telling	  patients	  they	  
aren’t	  worthy	  of	  being	  treated.	  
	  
Landscape	  is	  complex	  and	  changing	  quickly.	  
	  

How	  did	  we	  get	  ourselves	  into	  this	  mess?	  
	  



	  
Landscape	  is	  overwhelmingly	  incredibly	  more	  complicated	  than	  in	  any	  other	  nation	  on	  Earth.	  
	  

	  
	  
VA	  negotiates	  not	  only	  for	  themselves	  but	  also	  for	  military	  (DoD),	  IHS,	  and	  Federal	  prisons	  (Federal	  supply	  schedule).	  
Results	  of	  all	  negotiations	  are	  secret.	  
Most	  imprisoned	  people	  (in	  “corrections”)	  are	  in	  state	  prisons	  and	  have	  essentially	  no	  care.	  	  
	  



	  
	  
Specialty	  pharmacies	  should	  be	  providing	  adherence	  support,	  etc.	  
	  

	  
	  



	  
	  
	  

	  
	  
Costs	  of	  investments	  in	  drug	  development,	  manufacturing,	  and	  marketing	  play	  a	  relatively	  small	  role	  in	  pricing	  decisions.	  
They’re	  usually	  irrelevant	  considerations.	  	  
	  



	  
	  
CDC	  estimates	  that	  hepatitis	  C	  will	  cost	  $100	  billion	  for	  all	  the	  people	  currently	  infected	  if	  we	  do	  nothing	  about	  it.	  
Price	  at	  which	  hepatitis	  C	  treatment	  is	  cost-‐effective	  is	  $139,000	  (according	  to	  Rein	  et	  al.).	  	  
	  
(assumes	  cost	  of	  peg/riba	  x	  12	  weeks	  =	  $13,680?)	  

	  

	  
	  



	  
	  
also	  Linus	  et	  al.	  Annals	  geno	  2	  and	  3	  
	  

	  
	  



	  
	  
also	  Linus	  et	  al.	  Annals	  geno	  2	  and	  3	  
	  

	  
	  
Cost	  per	  member	  per	  month	  =	  cost	  for	  each	  person	  covered	  by	  the	  plan	  to	  pay	  	  
$50/member/month	  (for	  every	  single	  person	  covered	  to	  pay	  for	  hepatitis	  C	  treatment	  alone)	  is	  outrageous	  and	  
completely	  impossible.	  
	  



	  
	  

	  

Being	  cost-‐effective	  (in	  the	  long	  term)	  doesn’t	  make	  it	  affordable	  (in	  the	  short	  term).	  

	  

We	  have	  had	  “mind-‐blowing”	  progress	  in	  price	  negotiation	  in	  recent	  months.	  	  
Gilead’s	  “46%”	  discount	  –	  I	  think	  this	  is	  wrong	  –	  it	  was	  their	  prediction	  for	  2015,	  not	  actual	  in	  2014,	  averaged	  over	  all	  
payers	  (incl.	  VA).	  



	  

With	  a	  46%	  discount,	  sof/ldv	  is	  $34,200-‐$51,300	  for	  an	  8-‐12	  week	  course.	  

	  

	  



	  

	  

At	  the	  rate	  we	  are	  going	  in	  Massachusetts	  it	  will	  take	  us	  about	  10	  years	  to	  treat	  everybody.	  	  

	  



Rationing	  is	  usually	  done	  when	  there	  is	  a	  less	  expensive	  “equivalent”	  alternative.	  I	  can’t	  think	  of	  another	  situation	  in	  
which	  we	  are	  told	  that	  a	  person	  with	  a	  treatable	  disease	  has	  zero	  treatment	  options.	  

	  

These	  people	  should	  be	  treated	  when	  capacity	  
allows.	  	  

No	  one	  ever	  implied	  that	  these	  people	  shouldn’t	  
be	  treated.	  That’s	  insanity.	  	  

	  

	  



	  

	  

	  



	  

	  

Would	  we	  tell	  cancer	  patients	  you	  can’t	  have	  chemotherapy	  until	  you	  demonstrate	  6	  months	  of	  abstinence	  from	  drugs	  
and	  alcohol.	  It	  would	  be	  unthinkable.	  	  

	  

This	  is	  demeaning	  to	  our	  colleagues	  in	  internal	  medicine.	  

It	  also	  exacerbates	  the	  shortage	  of	  providers,	  and	  we	  need	  to	  address	  the	  shortage	  of	  providers.	  



	  

	  

	  

	  



	  

110,000	  patients	  have	  already	  been	  reported	  to	  MA	  DPH	  with	  hepatitis	  C.	  	  

	  



and	  some	  of	  these	  providers	  probably	  treat	  5-‐10	  patients/year	  

	  	  

	  



	  

This	  isn’t	  just	  a	  story	  about	  a	  $1,000	  a	  pill	  treatment.	  These	  are	  human	  being’s	  stories.	  	  

	  

	  

Plus	  Q	  and	  A	  for	  another	  20	  minutes	  (1:04:30-‐1:23:53)	  

	  


