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n LETTERS TO THE EDITORS n

To The ediTor:
The conclusions of Chernew and Newhouse’s commentary on the effects of cost shar-
ing (July 2008)1 were based on an inaccurate presentation of currently available re-
search evidence.

First, the commentary omitted all but one published controlled study of the effects 
of prescription drug cost-sharing increases in commercially insured populations. Stud-
ies employing quasi-experimental (pre-post or longitudinal with adequate comparison 
group) designs to assess typical copayment increases (<$10, more in some studies) have 
consistently documented positive outcomes in commercially insured populations, in-
cluding: (1) modest changes in prescription utilization overall2-6; (2) little or no im-
pact on chronic medication adherence2,4-7; (3) increased use of lower-cost products 
(eg, generics, preferred brands) in some but not all analyses2-4,8,9; (4) no impact on use 
of medical services, including emergency department visits, office visits, or inpatient 
hospitalizations5,6; and (5) net reductions in payer outlays for prescription drugs.2-6 

Second and related, the commentary relied on inadequate and/or inapplicable 
research, including work that (1) was limited to low-income or special populations 
whose outcomes are not generalizable to commercially insured groups; (2) assessed 
extreme and atypical copayment changes of >$20; and/or (3) employed cross-sectional 
or simple pre-post research designs, which are insufficient to establish causality and 
known frequently to produce invalid results.3,10-12 The recent review by Lu et al of pre-
scription drug use intervention studies that met “minimum criteria for methodological 
adequacy” (publication dates July 2001 through January 2007) included only one of 
the studies cited in the commentary by Chernew and Newhouse, a 2003 analysis by 
Huskamp et al.2,11

Because the study by Huskamp et al was the only adequately controlled analy-
sis of a commercially insured population discussed in the commentary, the third 
error—an inaccurate description of that study’s results—is important. Pharmaco-
therapy discontinuation rates in the study by Huskamp and colleagues were not 
higher for patients experiencing a change of “about $10 to $20 per prescription,” as 
the commentary reported.1 The analysis described was limited to patients who used 
nonpreferred brand (NPB) drugs prior to the copayment change.2 Since the ben-
efit design for the employer in that analysis changed from a single-tier copayment 
($7) to a 3-tier copayment ($8/$15/$30), the actual copayment change was $23. A 
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$23 copayment change is not only higher than the $10 to 
$20 range described in the commentary; it is also atypical, 
at more than 4 times the mean NPB copayment increase re-
ported for any year from 2001 to 2006 for covered employees 
in the United States.13

Additionally, a second employer studied by Huskamp et 
al, whose results were omitted from the commentary’s discus-
sion, did change its NPB copayment by $12 (from $6/$12 to 
$6/$12/$24). For that employer, Huskamp et al found that 
discontinuation rates were not significantly affected by the 
copayment increase. There was one exception—among users 
of NPB angiotensin-converting enzyme inhibitors, discon-
tinuation rates were significantly higher for the comparison 
($6/$12) group than for the intervention ($6/$12/$24) group 
(15.8% vs 8.3%; P = .03).2 

Fourth, the commentary omitted relevant research evi-
dence that was contrary to the conclusions presented by 
Chernew and Newhouse. In discussing the effects of cost-
sharing reductions, the commentary omitted the finding 
by Karter et al (2007) that providing free glucose-testing 
strips to diabetic patients in one managed care organiza-
tion “shifted costs from patient to health plan, without 
improving adherence” in blood glucose monitoring.14 The 
commentary cited a 2008 study suggesting that copayment 
reductions of “about $10 increased patient adherence to 
treatment regimens for chronic disease,”1,15 but did not dis-
cuss the study’s effect size—a clinically insignificant 7 to 14 
days of additional pharmacotherapy annually.16 The finding 
by Wharam et al that enrollees in high-deductible health 
plans distinguish between essential (high-severity) and non-
essential (low-severity) use of the emergency department17 
was also omitted.

Given the evidence from adequately controlled research 
conducted since publication of the RAND Health Insurance 
Experiment (HIE), and the HIE’s finding of “minimal or no 
adverse health consequences associated with higher cost shar-
ing,”18 empirical support for the commentary’s conclusions is 
limited at best. Additional controlled research in this topic 
area is needed, but presentation of accurate information about 
the currently available data is crucial. 

 
Kathleen A. Fairman, MA
Associate Editor and Senior Methodology Reviewer
Journal of Managed Care Pharmacy 
Phoenix, AZ

Funding: None reported.
Author Disclosure: The author reports no relationship or financial inter-

est with any entity that would pose a conflict of interest with the subject 
matter of this article. 

Address correspondence to: Kathleen A. Fairman, MA, PO Box 31278, 
Phoenix, AZ 85046-1278. E-mail: kathleenfairman@qwest.net.

references
1. Chernew Me, Newhouse JP. What does the RAND Health Insurance 
Experiment tell us about the impact of patient cost sharing on health 
outcomes? Am J Manag Care. 2008;14(7):412-414.
2. huskamp hA, deverka PA, epstein AM, epstein rS, McGuigan KA, 
Frank rG. The effect of incentive-based formularies on prescription-
drug utilization and spending. N Engl J Med. 2003;349(23):2224-2232.
3. Landon Be, rosenthal MB, Normand ST, et al. Incentive formular-
ies and changes in prescription drug spending. Am J Manag Care. 
2007;13(6 pt 2):360-369.
4. Motheral Br, henderson r. The effect of a copay increase on phar-
maceutical utilization, expenditures, and treatment continuation. Am J 
Manag Care. 1999;5(11):1383-1394.
5. Motheral B, Fairman KA. Effect of a three-tier prescription co-
pay on pharmaceutical and other medical utilization. Med Care. 
2001;39(12):1293-1304.
6. Fairman KA, Motheral Br, henderson rr. Retrospective, long-term 
follow-up study of the effect of a three-tier prescription drug copay-
ment system on pharmaceutical and other medical utilization and 
costs. Clin Ther. 2003;25(12):3147-3161.
7. roblin dW, Platt r, Goodman MJ, et al. Effect of increased cost-
sharing on oral hypoglycemic use in five managed care organizations: 
how much is too much? Med Care. 2005;43(10):951-959.
8. Nair KV, Wolfe P, Valuck rJ, McCollum MM, Ganther JM, Lewis SJ. 
Effects of a 3-tier pharmacy benefit design on the prescription pur-
chasing behavior of individuals with chronic disease.  
J Manag Care Pharm. 2003;9(2):123-133. http://www.amcp.org/data/
jmcp/Research-123-133.pdf. Accessed July 19, 2008.
9. rector TS, Finch Md, danzon PM, Pauly MV, Manda BS. Effect of 
tiered prescription copayments on the use of preferred brand medica-
tions. Med Care. 2003;41(3):398-406.
10. Fairman KA. The future of prescription drug cost-sharing: real prog-
ress or dropped opportunity? J Manag Care Pharm. 2008;14(1):78-82. 
http://www.amcp.org/data/jmcp/JMCPMaga_JanFeb%2008_070-082.
pdf. Accessed July 19, 2008.
11. Lu CY, ross-degnan d, Soumerai SB, Pearson SA. Interventions de-
signed to improve the quality and efficiency of medication use in man-
aged care: a critical review of the literature—2001-2007. BMC Health 
Serv Res. 2008;8:75. http://www.pubmedcentral.nih.gov/articlerender.f
cgi?tool=pubmed&pubmedid=18394200. Accessed July 19, 2008.
12. Cook Td, Campbell dT. Quasi-Experimentation: Design and Analy-
sis Issues for Field Settings. Boston, MA: Houghton Mifflin Company; 
1979.
13. Kaiser Family Foundation. Prescription drug trends fact sheet: May 
2007. www.kff.org/rxdrugs/3057.cfm. Accessed July 17, 2008.
14. Karter AJ, Parker MM, Moffet hh, et al. Effect of cost-sharing 
changes on self-monitoring of blood glucose. Am J Manag Care. 
2007;13(7):408-416.
15. Chernew Me, Shah Mr, Wegh A, et al. Impact of decreasing 
copayments on medication adherence within a disease management 
environment. Health Aff. 2008;27(1):103-112.
16. Fairman KA, Curtiss Fr. Making the world safe for evidence-based 
policy: let’s slay the biases in research on value-based insurance 
design. J Manag Care Pharm. 2008;14(2):198-204. http://www.amcp.
org/data/jmcp/JMCPMaga_March%2008_198-204.pdf. Accessed July 
19, 2008.
17. Wharam JF, Landon Be, Galbraith AA, Kleinman KP, Soumerai SB, 
ross-degnan d. Emergency department use and subsequent hospi-
talizations among members of a high-deductible health plan. JAMA. 
2007;297(10):1093-1102.
18. Manning WG, Newhouse JP, duan N, Keeler eB, Liebowitz A, Mar-
quis MS. Health insurance and the demand for medical care: evidence 
from a randomized experiment. Am Econ Rev. 1987;77(3):251-277. n




