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oncerns about rising healthcare
spending and persistent low-value

care are neither new nor unique to

the United States. In the United Kingdom,
Canada, and Australia, the government (or
agencies deputized by it) routinely assesses
the cost-effectiveness of new services, with

a particular focus on medications.

Cost-effectiveness reflects the incre-
mental cost of a service compared with
its incremental benefit, often termed the
“incremental cost-effectiveness ratio.” In the
United Kingdom, the National Institute for
Health and Care Excellence (NICE) commis-
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sions these cost-effectiveness assessments
and makes recommendations to the National
Health Service regarding what to fund. In
the United States, this role is filled—albeit
less formally—by the Institute for Clinical
and Economic Review (ICER).

The approach to value assessment in
the United States and the United Kingdom
raises 2 concerns. First, an analysis—such
as those from NICE and ICER—producing
a single incremental cost-effectiveness
ratio assumes that all patients are the same.
Patients differ in clinical severity, level of
functional impairment, the value they place
on length and quality of life, ability to work,
and preferences toward the complexity of a
treatment regimen or the side effects that
may ensue.

Given this myriad of differences, a single
incremental cost-effectiveness ratio, or
even a few subgroup analyses, cannot
adequately reflect what is important to a
diverse group of patients. To reflect those
important differences, a range of values or
multiple incremental cost-effectiveness
ratios are needed.

Of equal concern, only a single organiza-
tion effectively coordinates cost-effectiveness

assessments in each country: NICE, by law in
the UK; and ICER, by practice in the United
States, where reviews are used by commer-
cial and government payers. Having a single
entity assumes that the incremental cost-
effectiveness ratios they produce are both
reliable and valid. But if 2 analyses were
performed at the same time by different
groups, would the results be the same? Close?
Or quite different? Several recent analyses
suggest that conclusions may differ.
Perhaps most notable is a new compar-
ison of cost-effectiveness assessments
produced for NICE with those produced
by ICER. Comparing the results
of each effort, substantial differ-
ences were noted, with analyses
of the same drug producing incre-
mental cost-effectiveness ratios
that varied 3- to 6-fold. Some of
, , the difference could be explained
by differing prices in the 2 coun-
tries, but choices made during
the modeling efforts are also likely to have
caused markedly varying conclusions.!
Similarly, the Asthma and Allergy
Foundation of America reanalyzed ICER
assessments for several new asthma therapies,
slightly varying the assumptions used. The
AAFA found that by incorporating the effect
of the disease on productivity, what was
deemed overpriced by ICER’s assessments
was now a good value using ICER’s threshold.?
Onesize can't fitall: A single incremental
cost-effectiveness ratio cannot reflect the
value of new treatments for a diversity of
patients, and one group performing those
assessments will not suffice. In brief, it
would be far NICE(r) to have multiple ICERS,
or have multiple assessments be performed
by multiple groups. Patients, providers, and
payers would then review those multiple
assessments and make more educated deci-
sions—and more targeted decisions—based
upon them. H
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