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Abstract
High drug prices have created substantial challenges for patients, physicians, health systems, and payers.
High drug prices can affect patient care inmanyways, including limiting access to treatment, increasing
the burden of administrative tasks, and contributing to physician burnout. Exorbitant drug pricing poses
direct challenges for distributive justice, which is concernedwith fairly distributing benefits and burdens
across society. In this position statement, we discuss ethical concerns raised by high drug costs, primarily
focusing on concerns around distributive justice. We consider forms of rationing, approaches to
allocation, potential complexities in real-life application, and structural forces contributing to high drug
costs. Finally, we consider potential policy solutions and ramifications for individual clinicians.

MORE ONLINE

Podcast
Dr. Gordon Smith talks to
Dr. Amy Tsou about the
paper “Ethical Perspectives
on Costly Drugs and
Health Care: AAN Position
Statement.”

NPub.org/3r66cr

Introduction
The high cost of drugs has created substantial challenges for patients, physicians, health systems, and
payers. Although Americans have long held the dubious distinction of paying more for drugs than
patients in other countries, recent price increases have been dramatic. In 2016, Medicare spending on
drugs cost $128.6 billion, representing 19%of totalMedicare expenditures.1TheCenters forMedicare
&Medicaid Services projected that netUS spending on prescription drugswill increase faster than any
other major health care good or service over the next decade.2 These price increases have not been
limited to niche or specialty drugs. A 2016 US Government Accountability Office report identified
over 300 generic drugs that increased over 100% in price from 2010 to 2015 in the United States;
these included many older drugs such as carbamazepine, amitriptyline, selegiline, and baclofen.3

Patients have felt the effects of these changes in many ways, including increased costs. A recent study
found that from 2004 to 2016, themean out-of-pocket costs for commonly prescribedmedications for
multiple sclerosis increased dramatically from $15 to $309 per month.4 Diabetic patients have seen the
cost of insulin rise from$20–$30 per vial years ago to around $300 per vial today. Expensive drugs with
literal life-saving potential such as nusinersen (Spinraza) and onasemnogene abeparvovec (Zolgensma)
have illustrated in dramatic fashion the complex tradeoffs inherent in allocating societal resources.5

To address this challenge, theAmericanAcademyofNeurology (AAN)convened aTaskForce onDrug
Pricing.6 Among the recommendations offered by their work in 2018 was the recommendation that the
Ethics, Law, andHumanities Committee (ELHC), a joint committee of the AAN,AmericanNeurologic
Association, and Child Neurology Society, offer member guidance on the ethical implications and
considerations related to high drug costs. In this article, we discuss ethical concerns raised by these costs,
primarily focusing on concerns around distributive justice, many of which have been highlighted by the
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coronavirus disease 2019 (COVID-19) pandemic. We also offer
some thoughts about how physicians might begin to address these
considerable challenges.

Exorbitant Drug Prices Pose Direct
Challenges for Distributive Justice
Exorbitant drug pricing poses direct challenges for distributive
justice, which is concerned with fairly distributing benefits and
burdens across society. Within medicine, many ethical issues (e.g.,
obtaining informed consent, ensuring disclosure of information,
resolving disagreements about plan of care) revolve around inter-
actions between doctors and patients. However, the problematic
issues raised by high drug prices are distinctive in being primarily
generated by forces external to the traditional doctor–patient re-
lationship, specifically industry, payers, pharmacy benefitmanagers,
health systems, and current models of health care financing.

High Drug Costs Limit Treatment Access
High drug costs pose challenges for distributive justice in many
ways, but primarily by potentially limiting access to treatment.
This is true for the 8.8% of Americans who lacked health in-
surance in 2017.7 However, even those with insurance may lack
coverage for high-cost interventions. Prior authorization re-
quirements restrict and delay access to care, sometimes with
adverse clinical consequences: in a recent survey, 75% of doctors
reported that these requirements can lead to patients abandoning
treatment, and 28% reported that prior authorization require-
ments had resulted in a serious adverse event.8 Even with cov-
erage, many patients still incur significant out-of-pocket expenses
that limit their ability to afford treatment, leaving them with grim
choices. The effect of dramatic job losses and disruption across
wide swaths of the economy due to COVID-19 has further ex-
acerbated existing disparities in access to health care.

To address the challenge of high costs, some patients engage in
self-rationing, skimping on medication to save money. In a re-
cent Kaiser Family Foundation survey, 24% of respondents
reported difficulty paying for medication and 29% reported
forgoingmedication in the past year due to concerns about cost.9

Over half of individuals with employee-sponsored insurance
reported postponing recommended treatment for themselves or
a familymember due to cost.10 A recent study demonstrated that
even for relatively inexpensive drugs such as gabapentin and
pregabalin, increased out-of-pocket costs were associated with
lower medication adherence in patients with neuropathy.11

Another study found that to save money, 25% of diabetic pa-
tients were using less insulin than prescribed, and 1/3 of these
patients did not tell their physician.12 Self-rationing can have
serious risks for patients: several deaths due to individuals self-

rationing insulin have been reported.13 However, even when
payers choose to provide full coverage, the effect of these ex-
pensive drugs is not moot. Given finite resources, an insurance
company’s choice to cover one expensive therapy may simply
result in curtailing coverage for other valuable medical inter-
ventions. Alternatively, these costs may simply be passed along
to other patients through higher premiums.

Administrative Tasks Detract From
Patient Care
High drug costs also consume another valuable resource:
physician time. A mundane but important consequence of
exorbitant drug prices is the copious time physicians now
spend completing prior-authorization paperwork, phone calls,
and other procedures in attempts to procure access. In one
survey, physicians reported submitting 31 prior authorization
requests per week, expending 14.9 hours or nearly 2 business
days per week.8 Physicians often act as the de facto in-
formation source for patients seeking to know what treat-
ments are possible given their coverage plan; thus, in essence,
the onerous task of deciphering coverage rules and commu-
nicating them to patients is often now borne by doctors and
their staff. These conversations with patients are often com-
plicated, potentially unpleasant, and nearly always time-con-
suming.14 Even prior to the upheaval of the recent pandemic,
practicing physicians faced overbearing time constraints and a
burden of administrative tasks that directly detracted from
patient care. Collectively, these (and other) administrative
tasks are so burdensome to physicians and potentially detri-
mental to care that in 2017, the American College of Physi-
cians called for reassessing the value of all existing and
proposed administrative tasks based on their effect on fi-
nances, time, and quality of care.15

Physician Burnout
US neurologists have the 2nd highest rate of burnout across
medical specialties, and a recent survey suggested burnout
rates may be as high as 60%.16,17 A 2017 qualitative study
found that US neurologists specifically cited insurance man-
dates and prior authorization as factors contributing to dis-
satisfaction with professional life.18 Thus, the burdens of
navigating coverage requirements and communicating with
patients not only detract from neurologists’ ability to care for
other patients, but also to care for themselves. If neurologists
become inclined to avoid needier patient populations in ef-
forts to diminish these stressors, with time, these vulnerable
patients may have less access to neurology specialty care.
Many have expressed concerns about a current shortage of
neurologists, which some analyses project will worsen in the
United States if efforts to recruit more trainees (which the
AAN has been actively engaging in) fail.19 Burnout may

Glossary
AAN = American Academy of Neurology; COVID-19 = coronavirus disease 2019; FDA = Food and Drug Administration;
QALY = quality-adjusted life-year.
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compound these problems by incentivizing neurologists to
retire earlier.

Rationing of Some Sort Is Inevitable
Costly treatments inevitably lead to rationing of some sort.
Within medicine, the term “rationing” has often carried a
powerfully negative valence; however, the tragic necessity of
recent widespread rationing of personal protective equipment
served as a stark reminder that rationing still occurs in health
care. Rationing of ventilators in Italy and planning for such
contingencies in the United States has highlighted the ago-
nizing complexity of such decisions that inherently involve
judgments that one individual’s opportunity to receive life-
sustaining therapy deserves priority over another’s.20

Allocating scarce ventilators during a pandemic is an extreme
instance of rationing with immediate life and death conse-
quences. However, other forms of less dramatic rationing are
also common and already routine throughout our health
system: for example, limitations of access (e.g., insurance
coverage or lack thereof, tiered therapy), cost (out-of-pocket
expenses), and length of wait times.21 As some have pointed
out, even the decisions physicians make regarding how much
time to spend at each patient’s bedside represent a form of
implicit rationing.22,23 As the world has recently been pain-
fully reminded, rationing is necessary given our finite re-
sources and the fact that resources given to one patient are not
necessarily available to others.

Implicit vs Explicit Rationing
Rationing within health care may be explicit (i.e., based on
stated principles or transparent rules), such as the rules
governing organ allocation. However, rationing may also
be implicit (without formal stated rules or principles),22

such as allocation of intensive care unit beds. These de-
cisions occur at both the systems level (macrorationing)
and in everyday choices made in providing care to in-
dividual patients (microrationing). While either explicit or
implicit rationing may prove unfair, some have expressed
concern that implicit rationing may be more susceptible to
bias, because the absence of clear and transparent criteria
may allow inconsistent decision-making.23 For instance,
introduction of the model for end stage liver disease
(MELD) score (which replaced a more subjective system
in which transplant physicians advocated for their in-
dividual patients based on need) significantly mitigated
racial disparities that had existed in allocation among organ
recipients.24

Approaches to Allocation
Ethicists have offered several principles that embody differ-
ent conceptions of how to fairly distribute scarce resources.
A utilitarian approach seeks to maximize the overall benefit
to society, such as maximizing the number of lives saved or
selecting patients with the best prognosis (i.e., to maximize
years of life gained). While there are many approaches to

quantifying benefit, perhaps the most well-known is the
quality-adjusted life-year (QALY). Using this approach, one
might calculate the potential QALYs an intervention could
provide across different populations and choose to allocate
the intervention in a way that generated the most QALYs. Of
course, defining and measuring what constitutes “benefit” is
complex; also perplexing are conundrums about how to
distribute benefits. For instance, how should one choose
between providing a large benefit to a single person, or
smaller benefits to a much larger group? This approach is
also at odds with a deep instinct shared by many that we
should help the sickest patients although they may be far less
likely to benefit society in the future.

In contrast, a prioritarian approach argues for giving the
worst-off patients priority.25 Patients receiving priority for
allocation could include the sickest patients or the very young
who have not had the opportunity to live a normal lifespan.
This approach is appealing, in that an individual’s worth or
usefulness to society does not affect whether he or she should
receive priority.

A third approach, egalitarianism, prioritizes providing equal
access for all individuals. A lottery system exemplifies this
approach to allocation, as all participants have an equal op-
portunity. Furthermore, lotteries are difficult to game or
corrupt, further ensuring equal distribution. However, the
emphasis on giving each individual an equal chance can lead
to ignoring patient-specific factors many would see as critical
for decision-making. These factors include how badly a pa-
tient needs the intervention and how likely he or she is to
actually benefit.22

Complexities of Allocation Decisions in
Real Life
Given the complexities of these decisions, any real-life ap-
proach to allocating scarce resources will likely require con-
sideration of multiple principles. For instance, Burgart et al.5

thoughtfully consider how these principles might play out in
decisions regarding access to nusinersen treatment for spinal
muscular atrophy. Nusinersen was originally priced at
$750,000 for year 1 and $375,000 annually thereafter, with
additional costs required for administration. Even setting
aside the issue of cost, given the pragmatic challenges of in-
trathecal administration, health systems face the challenge of
prioritizing which patients should receive the drug first. For
instance, should younger patients with less disability (who
may benefit more) receive priority over older patients with
more disability? This could lead to a situation where older,
sicker patients were continuously set aside in favor of younger
patients. Patients living far from the specialized centers nec-
essary to administer the drug also may be penalized. The
recent entry of another high-priced biologic drug, ona-
semnogene abeparvovec (Zolgensma), illustrates the quan-
dary health systems face when choosing to invest. Given the
limited supply and extraordinary cost, Novartis has offered
Zolgensma for free to patients selected using a lottery, citing it
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as the fairest system. However, some ethicists have raised
concerns that accepting the lottery system distracts from the
more important question of whether the company should do
more to reduce the scarcity.26

The extent to which health systems and payers will employ
these (or other) approaches to rationing will depend on how
scarce a given intervention is. These principles have been used
to inform allocation of very scarce resources such as donated
organs, but are also applicable to considering how to fairly
distribute costly drugs. While both organs and costly drugs
can be considered a scarce resource, they differ in funda-
mental ways. Unlike organs, many of these high-priced drugs
are not inherently a scarce resource, but instead, are scarce
due to their high price tag. If society decided to allocate more
resources to purchasing costly drugs, or if drug prices de-
creased, there would be no intrinsic reason why more drugs
could not be purchased or produced.

Of course, some interventions will legitimately be expensive.
The expertise and infrastructure required to develop and
manufacture new treatments is resource intensive and re-
quires significant investment of time and financial resources.27

Only 1 in 10 drugs entering phase I trials will ultimately win
approval.28 Developing new and innovative drugs such as
onasemnogene abeparvovec or ocrelizumab requires sub-
stantial financial investment. However, if high drug prices are
the primary driving force behind scarcity, are these high prices
justified? Is the way drug companies arrive at prices fair?

Are Drugs Priced Fairly?
A public surge of interest around how prices are set has been
fueled by cases such as the well-publicized actions of “Pharma
Bro” Martin Shkreli of Turing Pharmaceuticals, who raised
the price of an antiparasitic drug, Daraprim, from $13.50 to
$750 per pill.1 As many have pointed out, he was convicted
and jailed for unrelated causes: raising the price in this way
was perfectly legal. This is because within the US health care
system, drug manufacturers set their own prices, which many
have argued typically reflect what they feel the market will
bear.29,30

The exorbitant cost of certain drugs in the United States
compared to prices in other countries invites questions re-
garding how drug companies arrive at prices. In 2013, the
arrival of sofosbuvir for hepatitis C kickstarted a conversation
about high drug prices: sofosbuvir was priced at $1,000 a pill,
with a course of treatment costing $84,000. However, payers
willing to cover this expensive treatment would be unlikely to
reap the long-term financial benefits of a healthier patient
given how frequently patients switch insurance plans. Even at
this price, some analyses concluded sofosbuvir was cost ef-
fective.31 While US payers wrestled with how to determine
coverage given these costs, the list price for 12 weeks of
treatment in India was only $539.32

Pharmaceutical companies commonly defend high prices in
the United States compared to other countries by arguing that
higher prices are necessary to recoup research and de-
velopment costs. However, a 2017 study of revenues from the
top 20 selling drugs found that the difference in price
(non–United States vs United States) for these drugs alone
would allow companies to recoup all their research & de-
velopment costs with $40 billion leftover for profit.33 Actual
profits, of course, are even higher when revenue from other
brand name drugs is also counted. Furthermore, even if drug
prices were higher in Europe or Canada, the incentives for
companies to lower prices in the United States are unclear.34

As for-profit entities, these companies are following the dic-
tates of capitalism: as the health economist Uwe Reinhardt
wrote, “the sole mandate for the company’s board of directors
and the managers they hire is to maximize the wealth of the
firm’s owners without breaking any of the laws.”

Not Truly a Free Market
While companies may argue that high prices are justified as part
of a competitive market ecosystem, in fact, the idea of a truly
“free market” with regard to drug pricing is clearly false. Drugs
are priced higher in the United States compared to other
countries because these companies have had important key
protections from competition and negotiation; through the
patent system, they enjoy a situation more akin to a
monopoly.30,35 Current laws and regulations are intended to
incentivize innovation by shielding manufacturers from com-
petition for an interval of time. With Food and Drug Admin-
istration (FDA) approval, new drugs are automatically
guaranteed a period of market exclusivity.36 Furthermore,
patents granted by the US government can last 20 years or
more, limiting competition from generic drugs for a substantive
period of time. In some cases, after patent expiration, compa-
nies may engage in the practice of “product hopping.” Current
standards allow companies to patent small, nontherapeutic
changes to the drug with relative ease: these include tweaks to
its coating, salt moiety, or method of administration. Compa-
nies are then at liberty to launch an ad campaign encouraging
patients to transition (or “hop”) to the new form of the drug
and discontinue the prior off-patent version.37

The power of generic drugs to lower cost through competi-
tion is real: drug prices drop to approximately 55% of the
brand name price with 2 generic manufacturers on themarket,
33% with 5 manufacturers, and 13% with 15 manufacturers.30

However, several factors have diminished the ability of generic
drugs to affect prices. For one, acquiring approval for generic
drugs from the FDA is a lengthy process, often requiring 3–4
years. Also, companies have sometimes engaged in “pay for
delay” tactics, in which generic manufacturers are offered large
payments to delay or even abandon bringing a generic drug to
market.27 For instance, a generic manufacturer of the antibi-
otic Cipro (ciprofloxacin) received $398 million for agreeing
to wait until the drug’s patent expired to market its generic
version.30 A Federal Trade Commission report estimated
these agreements cost consumers and taxpayers $3.5 billion
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per year.38 State laws may also play a role in decreasing use of
generic drugs: physicians are still permitted to specify that
substitution of generic drugs is not permitted, and in 26 states,
pharmacists may not substitute a generic drug for brand name
drug without obtaining the patient’s consent.30

A series of lawsuits including one filed in 2019 by 44 states
have alleged that generic drug manufacturers engaged in co-
ordinated price fixing to artificially inflate generic drug
prices.39,40 If true, this would further confirm that drug prices
set by drug manufacturers are unfair and intentionally ele-
vated to maximize profit.

Lack of Negotiating Power
If prices are high, large health systems can often negotiate lower
prices based on their purchasing power. For instance, ocreli-
zumab was originally deemed too expensive for coverage in the
United Kingdom. However, after negotiations with the United
Kingdom’s National Healthcare System, Roche lowered its
price and the drug became available.41 The Veterans Affairs
health system and other countries pay less for multiple sclerosis
drugs, presumably due to negotiating power.42 In stark con-
trast, Medicare is prohibited from negotiating drug prices—a
provision included by Congress after aggressive lobbying from
the pharmaceutical industry whenMedicare Part D was passed.
AsMedicare accounts for 30% of all national spending on retail
drugs, the inability to negotiate poses a significant handicap for
efforts to lower prices through negotiation.1

What Policies Might Address
These Issues?
Many policy solutions to address these challenges have been
proposed.27 A thorough discussion or critical assessment is
beyond the scope of this article; however, we provide an
overview of some existing efforts with the caveat that the effect
of dramatic alterations in the economic landscape caused by
COVID-19 may affect trajectory of these policies as well.

To promote availability of generic drugs, the FDA has worked
towards speeding the approval process, and, in fact, approved
or tentatively approved 1,021 generic drugs in 2018.43 From
2008 to 2018, 64% of drugs approved benefited from pro-
grams to expedite approval by the FDA44; Nevertheless, 550
off-patent drugs remain without a generic.45

Another strategy for obtaining drugs is to import them from
other countries.46 However, this too is banned under US law
in most cases.47 Nevertheless, many patients and families have
undertaken this risk, even organizing caravans to cross the
Canadian border, as the alternative is going without needed
medications.48

Another intriguing possibility is that the government could
manufacture generic drugs itself.49 As laid out in recent pro-
posals, such an entrée would only occur in specific situations

suggesting “market failure”: for instance, if a drug lacked a
generic version, or if a drug shortage occurred and only 1 or 2
companies were manufacturing a generic. A group of hospital
systems including Intermountain Healthcare and the Mayo
Clinic embarked on such a venture in 2018, founding Civ-
icaRx, a not-for-profit company intended to facilitate pro-
duction of generic drugs to combat drug shortages.50

Development of biosimilars, intended to play the role of ge-
nerics for biologic drugs, may face particular challenges.51

Biologic drugs, created by living organisms (instead of
chemically synthesized), have more complex structures and
require more resources and time to develop. In 2017, one
report found that although biologic drugs only represented
2% of US prescriptions, they accounted for 37% of net drug
spending.52 Some have expressed concerns that developing
biosimilars has lagged, perhaps because the length and com-
plexity of the development process and difficulty of demon-
strating interchangeability essentially create natural
monopolies.53 Given the disproportionately high contribu-
tion of biologic drugs to costs, working to lower costs of these
important interventions will be crucial to lowering overall
drug costs in the United States.

Another strategy to lower drug prices would be allowing
Medicare to negotiate drug prices, a strategy that appears to
have broad support across the majority of Americans. In a
recent poll, 86% of Americans supported government nego-
tiation to lower drug prices for Medicare.9 However, whether
such negotiations could yield significant cost savings would
depend on many measures, including, for instance, whether
any drug could ever be dropped from coverage on the basis of
marginal benefit or exorbitant cost.54 BenchmarkingMedicare
prices against prices other countries pay would be another
option.55

Other ideas in various stages of development/deployment
include value-based pricing (in which the price of the drug is
based on the magnitude of its benefit, determined in a
transparent manner and based on existing evidence of benefit)
and outcome-based contracts (in which payments to manu-
facturers are conditional on whether the drug achieves its
purported outcomes).56,57 In 2019, Louisiana embarked on a
novel innovative approach to providing hepatitis C treatment
for its Medicaid population. Under this “Netflix” style model,
the state agreed to pay a subscription fee to a specific man-
ufacturer in exchange for as much drug as it needs. This allows
the state to predict costs and spread them over time, while the
manufacturer receives a guaranteed income stream and mar-
ket exclusivity within the state.58

What Does It Mean for
Individual Clinicians?
What does this mean for individual neurologists, as we seek to
provide the best care for our patients day by day? For one,
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neurologists should be cognizant of the cost and inherent
tradeoffs involved in ordering diagnostic tests, treatment, or
medication. If medically necessary, diagnostic and therapeutic
interventions should be considered regardless of cost. How-
ever, given the many constraints we practice under, it might
sometimes be easier to simply acquiesce to the request for
“another MRI” or the newest medication for a patient’s
neurologic disorder, instead of undertaking the hard work of
ascertaining whether it is indicated, explaining this rationale to
the patient, and (in either scenario) ensuring the underlying
concerns prompting the request are addressed. We should
remind ourselves that interventions with marginal value cost
the system as a whole and take away valuable resources from
other patients. Even if structural changes to drug pricing
succeed in lowering the cost of many drugs, the societal
challenges of caring for populations of patients with limited
resources will remain. As such, tiered therapy or treatment
algorithms will continue to play a role in balancing the good
of individual patients against the needs of the broader
populations.

Some neurologists may encounter requests for treatments
they do not feel are appropriate. While efforts to respect pa-
tient autonomy are necessary and important, physicians
should not always feel obligated to yield to patient wishes. In
this era of patient satisfaction surveys, physicians should re-
member that they are ethically justified in setting limits and
denying requests for treatments that are not medically in-
dicated or do not provide meaningful medical benefit (e.g.,
Choosing Wisely59).

As physicians, our professional code mandates we seek the
good of patients. This includes doing our utmost to help our
patients gain and maintain access to needed treatment, even if
this entails “precertification of everything.” Physicians should
also incorporate financial considerations into our shared
decision-making process with patients when possible. Newer
health information technology tools can potentially provide
descriptions of out-of-pocket costs to providers at the point of
prescribing. Medicare has mandated that all Medicare drug
plans integrate electronic Real Time Benefit Tools into their
doctors’ electronic prescribing system starting in 2021.60

Some early evidence suggests such tools could influence
prescribing.61While such tools provide valuable opportunities
to address cost with patients, given the time constraints most
physicians face, using this tool may simply become another
task added to the lengthy list physicians must already
complete.

Our mandate to seek the good of patients should also impel
physicians to advocate for changes to the health care system as
a whole. Physicians characteristically consider the care of in-
dividual patients to be their primarily professional re-
sponsibility. However, as this issue of high drug pricing
demonstrates, our ability to care for patients is deeply affected
by societal decisions about how to allocate resources. Our
current system allows implicit rationing at many levels. These

include the opaque process by which drug prices are set, how
payers set coverage decisions, and complicated prescription
coverage that places an undue burden on patients and clini-
cians to decipher. The uninsured population in America may
also be considered implicit rationing.22 Supporting efforts to
address these systemic issues is a vital way physicians can
contribute to bringing system-level change that enables better
care for our individual patients.

Health care and drug manufacturing are complicated and
costly enterprises. All nations struggle with their moral obli-
gations to provide health care for their citizens. Questions
about the extent to which the private insurance system and the
government should be involved are ongoing topics of fraught
debate in the United States as we seek to determine whether
health care will be valued as a social good or another good for
private consumption, subject to pricing and ability to pay.
Exacerbation of existing health care disparities by the COVID-
19 pandemic has highlighted the moral imperative to address
these inequities, but also the monumental scale of un-
dertaking such a challenge. Many voices have argued for
fundamental changes to health care, such as adopting a single-
payer system, “Medicare for all,” or nationalized health care to
address inequities that exist within our current system. As
expressed by Bernat, “Decisions of where and how to devote
health-care dollars turn largely on the values and objectives of
our health-care system, as well as on the concept of justice.”62

It is tragic and harrowing that patients, particularly in the
wealthiest country in the world, should die because they
cannot afford insulin—a drug patent licensed for the low price
of $1 in hopes that this discovery would not be used for profit
at the expense of patients.13 Moving toward one of these
alternative health care systems could allow us to address some
of the current issues that challenge fairness.

Alternative financing models for health care could potentially
change important aspects of where rationing will occur.
However, these tradeoffs will remain ever present. All we can
realistically strive for is to choose the least bad system of
rationing and ensure that we make explicit choices about ra-
tioning that embody what we value.
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