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Commercially-Insured Patients Pay Undiscounted List
Prices for One In Five Brand Prescriptions, Accounting
for Half of Out-of-Pocket Spending on Brand Medicines

Introduction
Patients with deductibles and coinsurance for prescription medicines pay cost-sharing that is based on the
undiscounted list price of a medicine, rather than the discounted price negotiated by their health plan or
pharmacy benefit manager (PBM). In the commercial market, one in five prescriptions for brand medicines are
filled in the deductible or with coinsurance and cost-sharing for these prescriptions accounts for more than half
of patients’ total out-of-pocket spending on brand medicines.

Background
Commercially insured patients pay cost-sharing
for prescription medicines through deductibles,
copays, and coinsurance. When a patient fills a
prescription in the deductible, the patient pays the
entire list price of the medicine up to the deductible
amount. Patients with copays pay a fixed amount
for each prescription (e.g., $30), while those with
coinsurance pay a percentage of the medication’s
total list price (e.g., 30%).
A decade ago, out-of-pocket spending for prescription
medicines consisted almost entirely of copays, but
use of deductibles and coinsurance in commercial
insurance has increased rapidly in recent years.
Consequently, the share of patient out-of-pocket
drug spending represented by coinsurance has
more than doubled over the past ten years, while
the share accounted for by deductibles has tripled.i
Between 2012 and 2016 alone, the share of
commercial health plans requiring patients to meet
a deductible for prescription medicines increased
from 23% to 49%.ii
When patients receive medical care from an innetwork hospital or physician, deductible and
coinsurance payments are based upon discounted

rates negotiated between the health plan and the
provider. Yet this is not the case for prescription
medicines. Health plans (and the PBMs that
represent them) negotiate discounts on brand
medicines, but the discounts are given in the
form of rebates paid directly to the health plan or
PBMs after the prescription is purchased by the
patient. These discounted prices are not available
to patients with deductibles or coinsurance at
the time they fill prescriptions; instead, their costsharing is calculated by the health plan based on
the medicine’s full list price.
Recent research shows that rebates paid by
biopharmaceutical companies substantially reduce
the list prices of brand medicines.iii For certain
medicines used to treat diabetes, asthma, high
cholesterol, and hepatitis C, rebates can reduce list
prices by as much as 30% to 55%.iv However, since
list prices do not reflect rebates, these savings are
not directly passed on to patients through lower
cost-sharing, and patients’ out-of-pocket costs
for prescriptions filled in the deductible or with
coinsurance are higher than they otherwise would
be if based on the discounted cost of the medicine.
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To understand how often patient cost-sharing is
based on the undiscounted list price of a medicine
and its impact on patients, PhRMA worked with
Amundsen Consulting, a division of QuintilesIMS, to
identify the share of retail prescriptions and patient

out-of-pocket spending for brand medicines that
were filled with coinsurance or in the deductible in
2015.1 The findings in this report are presented for all
brand medicines, as well as for a subset of medicines
commonly referred to as “specialty” medicines.2

Findings
Cost-sharing for nearly one in five prescriptions
for brand medicines and more than one-third
of specialty medicines is based on list price. As
shown in Figure 1, roughly one in five prescriptions
for brand drugs (19%) were filled in the deductible or
with patient cost-sharing calculated as coinsurance
in 2015. This includes 14% of all prescriptions filled
in the deductible and 5% with coinsurance.

Looking only at the subset of brand prescriptions
made up of specialty medicines, more than onethird (34%) were filled in the deductible or with
coinsurance in 2015. The large majority of these
prescriptions were filled with coinsurance (32%); 2%
were filled in the deductible.

Figure 1: Share of Prescription Fills in the Commercial Market by Type
of Cost-Sharing, 2015
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Deductible*

* Includes prescriptions adjudicated entirely within the deductible and prescriptions for which the full cost of the medicine was less than the patient’s copay,
resulting in the patient paying the full amount out-of-pocket.
Source: Amundsen Consulting analysis for PhRMA; IMS FIA; Rx Beneﬁt Design

1

Spending in the deductible includes prescriptions adjudicated entirely in the deductible (i.e., claims straddling both the deductible and the next phase of coverage were categorized
according to the next phase of coverage) and prescriptions for which the full cost of the medicine was less than the patient’s copay, resulting in the patient paying the full amount
out-of-pocket. Out-of-pocket spending measures patient cost-sharing as determined by the health plan and does not account for the use of any cost-sharing assistance.

2

QuintilesIMS/Amundsen defines specialty medicines as those used to treat chronic, complex, or rare diseases. To qualify as a specialty medicine, a drug must meet four or more
of the following criteria: costs exceed $6,000 annually, initiation/maintenance by a specialist, generally injectable and/or not self-administered, requires special handing, requires
patient reimbursement assistance, distributed through non-traditional channels such as specialty pharmacies, and/or has significant side effects requiring additional monitoring.
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More than half of patient out-of-pocket spending
for brand medicines and 90% of out-of-pocket
spending for specialty medicines is accounted for
by prescriptions filled in the deductible or with
coinsurance. Prescriptions filled in the deductible
or with coinsurance accounted for more than half
(52%) of patient out-of-pocket spending for all
brand medicines and nearly all (90%) of patient
out-of-pocket spending for the subset of specialty
medicines. Across all brand medicines, spending

in the deductible accounted for 39% of total
out-of-pocket spending and prescriptions with
coinsurance accounted for 13%. The share of out-ofpocket spending associated with either deductibles
or coinsurance was much larger for the subset of
specialty medicines. Coinsurance accounted for
more than half (58%) of all out-of-pocket spending
for specialty medicines and deductibles accounted
for 32% (Figure 2).

Figure 2: Share of Patient Out-of-Pocket Spending in the Commercial
Market by Type of Cost-Sharing, 2015
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Deductible*

* Includes prescriptions adjudicated entirely within the deductible and prescriptions for which the full cost of the medicine was less than the patient’s copay,
resulting in the patient paying the full amount out-of-pocket.
Source: Amundsen Consulting analysis for PhRMA; IMS FIA; Rx Beneﬁt Design

Prescriptions subject to a deductible are more
likely to be abandoned at the pharmacy counter.
Deductibles can negatively impact patients’
ability to afford their medicines. A medicine is
considered abandoned if a patient does not pick
up a prescription after it has been processed by the
pharmacy.3 As shown in Figure 3, brand medicines
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filled in the deductible are more than twice as likely
to be abandoned as brand medicines not filled in the
deductible (23% vs. 9%). Patients with deductibles
who need specialty medicines are even more likely
to abandon their prescriptions – nearly three in
ten specialty prescriptions in the deductible were
abandoned in 2015.

Prescriptions that were cancelled by the patient or not picked up at the pharmacy within 14 days of approval were considered abandoned.
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Figure 3: Abandonment Rates for Brand Medicines Filled in the Deductible
vs. Those Not Filled in the Deductible*
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* Includes prescriptions adjudicated entirely within the deductible and prescriptions for which the full cost of the medicine was less than the patient’s copay,
resulting in the patient paying the full amount out-of-pocket.
Source: Amundsen Consulting analysis for PhRMA; IMS FIA; Rx Beneﬁt Design

The use of deductibles and coinsurance for
brand medicines in commercial insurance varies
widely across the country. In three states (IA,
NE, and UT) at least 25% of all prescriptions for
brand medicines are filled in the deductible or with
coinsurance, while for seven states (CA, DE, HI, MI,
NJ, NM, and NY), the share of brand prescriptions

subject to list price-based cost-sharing is 15%
or less (Figure 4). Geographic variation in the
share of prescriptions subject to list price-based
cost-sharing is primarily driven by nationwide
differences in the use of insurance plan designs
requiring deductibles and coinsurance.
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Figure 4: Share of Brand Medicines Filled in the Deductible* or With
Coinsurance by State
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Discussion
The growing use of deductibles and coinsurance
in the commercial market has substantially altered
patient cost-sharing for brand medicines. Although
the majority of brand prescriptions were filled with
copays in 2015, those filled in the deductible or with
coinsurance represented a disproportionately large
share of patients’ total out-of-pocket spending for
medicines. This was particularly true for specialty
medicines, for which prescriptions filled in the
deductible or with coinsurance represented 90% of
out-of-pocket spending.
Health plans and PBMs negotiate increasingly
large rebates that reduce list prices of brand
medicines, but unlike for hospital care or physician
services, deductibles and coinsurance payments
for medicines do not reflect discounts received by
the health plan. Biopharmaceutical manufacturers
negotiate rebates in an effort to improve the
affordability of their products; however, this strategy
has limited benefit for the one in five prescriptions
filled in the deductible or with coinsurance. While
rebates and discounts may indirectly benefit
patients by lowering insurance premiums, they

are not directly passed through to patients facing
high cost-sharing at the pharmacy counter. Studies
have shown that patients facing high cost-sharing
are less likely to take medicines as prescribed,
more likely to abandon therapy, and more likely to
delay or forgo treatment, putting them at higher risk
for expensive emergency room visits, avoidable
hospitalizations, and poorer health outcomes.v
Basing deductibles and coinsurance for medicines
on undiscounted list prices effectively shifts more
of the cost of care to the patient, unfairly penalizing
sicker patients with high spending. This is at odds
with the traditional notion of insurance, which is to
spread the high costs of a small share of individuals
across all members of the health plan. Payers have
begun to recognize that using the undiscounted list
price of a medicine to set cost-sharing is problematic
for patients: recent statements from the two largest
PBMs note that high deductibles for medicines put
patients in a “very difficult position” and indicate
that sharing rebate savings directly with patients
should be considered as a “best practice.”vi
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