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Abstract: Background: This paper reviews cost containment policies to control pharmaceutical
expenditure either by regulating the pharmaceutical industry or targeting the demand side. Meth-
ods: The method used was the narrative literature review of studies which assessed the effect of
pharmaceutical cost containment policies. Results: Governments worldwide have implemented a
great variety of policy measures to manage pharmaceutical expenditure while ensuring fair access to
essential medicines. Cost-sharing schemes, value-based pricing, reimbursement, reference pricing,
payback mechanisms and the substitution of original drugs with generics and biosimilars are pivotal
in these efforts, albeit with differing effectiveness across healthcare systems. Overall, it appears that
any gains may be outweighed by the unfavorable effects of policies impacting patients. Although
interventions have been created to improve physicians’ prescribing practice, they often achieve very
minor benefits and at considerable cost. Policy measures pertaining to the regulation of the supply
side must be supported by thorough evaluation in order to ascertain costs and effects and guarantee
that unintended consequences are minimized. Conclusions: Policymakers frequently enact numerous
laws and regulations to control pharmaceutical expenditure, even if there is limited evidence that they
are cost-effective. The most crucial component of any policy’s success, regardless of the one selected,
is its evaluation. Further research is needed to develop context-specific guidance that balances cost
containment, equity and sustainability.

Keywords: pharmaceutical expenditure; cost containment policies; drug price regulation;

cost-sharing schemes; clawback; health technology assessment

1. Introduction

The allocation of financial resources to healthcare systems remains a continuous
challenge for governments and policymakers worldwide. Among the various components
of healthcare spending, pharmaceutical expenditure wields significant influence over public
and private healthcare budgets. Pharmaceutical costs have increased in real terms and as a
proportion of overall expenditure in many healthcare systems in the developed world over
recent decades [1]. To balance affordability, accessibility and sustainability, policymakers
must traverse a complicated array of policies as healthcare systems struggle financially to
fulfil the demand for medicines [2]. Governments have adopted a great variety of supply-
and demand-side policies to control pharmaceutical expenses.

This study reviewed specific worldwide policies aimed at reducing drug-related
spending and/or increasing the efficiency of pharmaceutical use by using resources best.
We reviewed studies on the demand side of the pharmaceutical market that evaluate the
impact of regulations meant to change prescribers” and patients” behavior. Regarding the
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supply side, we reviewed studies assessing the effect of laws restricting the pharmaceutical
industry’s conduct, including authority over pricing and reimbursement.

2. Materials and Methods

The method used was the narrative literature review. The relevant literature was
searched in the scientific databases PubMed and Scopus up to August 2024, using different

FYA7;

combinations of the following terms: “pharmaceutical expenditure*”, “pharmaceutical

FY/aT;

expense *”, “pharmaceutical spend *”, “drug expenditure *”, “drug expense *”, “drug

FY/ ] V/A7i P/ Vi s

spend *”, “cost containment”, “cost constrain *”, “cost curtailment”, “cost reduction”, “cost
sav *”, “cost control”, “cost cut *”. Articles published in peer-reviewed journals, written in
English and including primary and/or secondary data, were considered for this review
without any chronological and geographical restriction. Studies with no relevance to drug

cost containment policies were excluded.

3. Results
3.1. Policy Measures to Control Pharmaceutical Expenditure

Policy measures to control pharmaceutical expenditure were classified into three categories:
“Policies targeting the demand side: Patients”, “Policies targeting the demand side: Physicians”
and “Policies regulating the supply side: pharmaceutical industry”. This classification was
derived from the reviewed literature [3-5]. Table 1 lists several policy measures to control
pharmaceutical expenditure. The most commonly used are described below.

Table 1. Policy measures for the cost containment of pharmaceutical expenditure.

Policies Targeting Patients

Copayment schemes
Withdrawing reimbursement (delisting)

Prescription caps

Coinsurance

Educational approaches to increase generics use

Regulating DTC advertising

Policies Targeting Physicians

Information and feedback to physicians on prescribing analysis and cost

Budgetary restrictions—incentive systems

Prescription guidelines

INN prescribing (instead of brand names)

Electronic prescription platform and information systems enabling audit and control

Regulating drug promotion and the interaction between the pharmaceutical industry and physicians

Policies Regulating the
Pharmaceutical Industry

Pharmacoeconomic evaluation/VBP/HTA

Reimbursement—positive lists for reimbursed medicines

Price regulation

Budget programs and periodic price adjustments

Tendering, centralized drug procurement programs and national drug price negotiation policies

Special price agreements

Budget cap and payback schemes (clawback)

Escalating obligatory discounts to public hospitals and national healthcare funds (rebates) based on volume

Generics pricing

Prescription generic drugs price reduction

Substitution of original drugs with generics and biosimilars

Policies regulating mark-ups in the pharmaceutical supply and distribution chain

Policies promoting drug price transparency
OTC switch

DTC: Direct-to-Consumer; HTA: Health Technology Assessment, INN: International Non-proprietary Name
(active ingredient name), OTC: Over-the-Counter; VBP: value-based pricing. Source(s): Authors” work.
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3.1.1. Policies Targeting the Demand Side: Patients

By limiting drug reimbursement and offering incentives to patients to cut back on
their drug use, several interventions are utilized to lower the demand for pharmaceuticals.

e  Cost-sharing schemes: Copayment

Patients who get a copayment must cover a portion of the difference between the
amount they are reimbursed and the total cost of the medication. Copayments often consist
of a set sum plus any discrepancy between the reference price and the actual price in
countries where a set price is applied to a class of medications. Certain population groups,
such as the elderly and those from underprivileged social backgrounds, can apply for
special programs in various countries that provide full or increased reimbursement for
essential prescription drugs.

Using panel data from European and non-European OECD member countries for the
period 1990 to 2015, Berger et al. [6] evaluated the effectiveness of six types of demand-side
expenditure control measures, such as physician-level behavior and system-level price
control and substitution, alongside a proxy for cost-sharing. Their empirical analysis
suggested that direct patient cost-sharing and some demand-side measures successfully
slowed the growth of public pharmaceutical expenditure. Cost-sharing schemes emerged
as an effective mechanism for slowing the growth of public pharmaceutical expenditure,
but with a high risk of adverse effects.

Guindon et al. [7] examined the association of prescription drug insurance and cost-
sharing with drug use, health service use and health. They found consistent evidence
that having drug insurance and lower cost-sharing were associated with increased drug
use, while a lack or loss of drug insurance and higher cost-sharing were associated with
decreased drug use. Lee et al. [8] found that cost-sharing interventions such as user charges
reduce pharmaceutical utilization and cut down on public expenditure by shifting costs
to patients. On the other hand, by reducing the use of both essential and non-essential
medicines and without adequate exemptions, such policies could disproportionately affect
vulnerable groups.

Lee et al. [9] investigated how a new copayment plan in Korea affected the amount
of money each patient spent on medications and the use of less expensive alternatives.
They stated that with the implementation of a new copayment plan, the trend of rising
drug expenditure per patient progressively declined. According to their calculation, after
a year following the copayment increase, the amount spent on drugs per patient might
drop by almost 12%. Furthermore, they found limited evidence of generic substitution
brought on by the copayment hike. They concluded that patients” access to costly therapies,
regardless of clinical necessity, was being restricted by the new copayment structure, rather
than saving money through the anticipated mechanisms, such as generic substitution. This
sparked concerns about possible harm to public health as well as a loss of equality in the
use of medications.

e  Withdrawing from reimbursement (Delisting)

Reducing pharmaceutical spending may also involve taking a medicine off of re-
imbursement. Removing payments for medications that do not fulfill safety or efficacy
standards does not always result in better medication usage overall. Sumerai et al. [10]
examined the impact of the government’s decision to stop funding 12 classes of medications
with dubious effectiveness. The study involved four cohorts of regular users of these drugs
as well as a random sample of the Medicaid population (n = 390,465). During the 42-month
trial, prescription rates increased from 0.86 to 1.00 monthly prescriptions per enrollee; this
is despite the fact that withdrawn medications constituted 7% of prescriptions in the base
year. There was also no discernible decrease in total drug use or expenditures following the
rule. After accounting for prior patterns, there was an estimated rise of 33.7 prescriptions
for substitute pharmaceuticals for every 1000 participants per month, which more than
compensated the expected decrease of 21.7 prescriptions for study drugs. There were both
non-desirable and desirable therapeutic substitutes. The authors concluded that used alone,
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curtailment of reimbursement for marginally effective therapies results in both desirable
and unintended clinical substitutions and may not reduce costs.

3.1.2. Policies Targeting the Demand Side: Physicians

Several initiatives have been introduced to improve the efficiency of physicians’ prescribing
behavior. These include providing information and feedback to physicians on prescription
analysis and costs, budget constraints, prescribing guidelines and incentive systems.

e Information and feedback to physicians

Many national health funds disseminate information on prescribing behavior to physi-
cians in order to increase their awareness of costs. Comparisons are made between practices
and the local average, and written warnings and/or penalties are issued if a practice’s costs
are significantly higher than the local average for prescribing by colleagues. However, in
many countries, this information may be ignored. This is the case in Greece, where data
on prescription costs in relation to consultations are tracked and fed back to physicians
to enable them to monitor their own prescribing patterns [11-13]. All of these systems
are advisory and provide information on prescription volume and cost, but they do not
provide information on the cost-effectiveness of prescribing and may therefore penalize the
use of expensive drugs that may have benefits worth the extra cost.

e  Budgetary restrictions—Incentive systems

Budget initiatives have suggested that drug costs can be managed through financial
incentives or penalties for physicians working within a global drug budget. In some
countries, fixed budgets for primary care physicians provide an explicit incentive to contain
costs, which encourages the prescription of generic medicines [14]. Incentives may be
designed to reward physicians who spend less, penalize physicians who spend too much or
both. In some US health maintenance organizations, physicians have discretionary salary
increases that they receive if they have used healthcare resources efficiently.

e  Prescription guidelines

Antibiotic and non-steroidal anti-inflammatory drug prescriptions have significantly
decreased since the implementation of prescribing guidelines for physicians on diagnosis
and treatment [15]. Guidelines are employed as a tool for budgetary control in some
countries since they are designed such that the total number of prescriptions does not exceed
the budget. It should be underlined that prescribing guidelines become nothing more than
worthless voluntary guidance schemes in the absence of incentives to follow them, such
as awards for physicians who follow them and sanctions for those who noticeably violate
them. There are circumstances in which the costs of implementing prescription guidelines
may surpass the savings that result from lower prescribing. This was discovered in a study
that examined prescribing guidelines in general practice [16].

3.1.3. Policies Regulating the Supply Side: Pharmaceutical Industry

e  Pharmacoeconomic evaluation/Value-based pricing/Health Technology Assessment

In order to assess the value of pharmaceuticals—which is typically measured in terms
of outcomes (such as quality-adjusted life years, QALYs)—pharmacoeconomic studies
frequently include a cost-effectiveness analysis. Moreover, cost-benefit analysis and cost
minimization are forms of pharmacoeconomic evaluation. Pharmacoeconomic evaluation
is a very helpful method for determining a medicine’s worth for the money.

Tisdale et al. [17] assessed the availability and quality of cost-effectiveness studies
for 250 prescription drugs with the greatest Medicare Part D spending in US-based adult
patient populations. Public spending on these 250 drugs totaled US$122.8 billion in 2016
(84.1% of total spending). There were 280 unique cost-effectiveness analyses for these drugs,
representing data on 135 (54%) of the 250 drugs included and 67% of public spending on
the top 250 drugs. The 115 drugs (46%) without cost-effectiveness studies accounted for
33% of public spending on the top 250 drugs. Of the 280 available studies, 128 (45.7%) were
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industry-sponsored. Surprisingly, most studies (250 [89.3%]) did not meet the minimum
quality requirements. In conclusion, a substantial proportion of 2016 Medicare Part D
spending was for drugs with absent or low-quality cost-effectiveness analyses.

Value-based pricing and outcome-based agreements set drug prices according to
health outcomes and their potential economic consequences. Value-based pharmaceutical
contracts (VBPCs) are performance-based reimbursement agreements between healthcare
payers and pharmaceutical manufacturers in which the price, amount or nature of reim-
bursement is tied to value-based outcomes. VBPCs are often complex, and the nature of
who benefits and in what ways can be unclear. Kannarkat et al. [18] recommended taking a
patient-centered approach when developing VBPCs and tying VBPCs to more overarching
payer drug cost reduction strategies.

More and more countries are considering the economic parameter when determining
whether to reimburse drugs. Health Technology Assessment (HTA) is a multidisciplinary
approach that provides a systematic, transparent, unbiased and robust summary of infor-
mation regarding the medical, social, economic and ethical issues associated with using
health technology. HTA is a crucial instrument for evaluating pharmaceuticals’ clinical
efficacy and cost-effectiveness. These evaluations impact reimbursement choices, directing
healthcare spending toward medications that offer good value for the money. For exam-
ple, using HTA to reveal the added value of pharmaceutical treatments in personalized
medicine is challenging, which in turn may well impact reimbursement processes [19].

e  Reimbursement—positive lists for reimbursed medicines

Many governments use lists of pharmaceuticals categorized by their reimbursement
status to limit the number of drugs that are publicly reimbursed [20,21]. These can contain
pharmaceuticals that are specifically prohibited from reimbursement (negative list) or
those that are eligible for reimbursement (positive list). Lists of reimbursement may be
directed toward the inpatient sector (often referred to as hospital pharmaceutical formulary)
or the outpatient sector (generally, positive or negative lists) or both. Reimbursement
status decisions are made on the basis of safety and effectiveness, professional judgment
and, occasionally, cost-effectiveness. A medication is delisted when it is removed from a
reimbursement list (positive) and thus becomes not eligible for reimbursement.

Internal reference pricing, i.e., the process of determining or negotiating reference drug
prices by comparing them to the costs of therapeutically equal or identical medications
sold in the country, is a reimbursement policy used in several countries worldwide [22,23].
In reference pricing systems, patients pay any discrepancy between the actual retail price
of the drug prescribed and the reference price, in addition to any copayments. A reference
price is defined for identical medicines (ATC level) that are clustered (reference group).
There are two types of reference groups: ATC 4- by therapeutic use and ATC-5 by active
ingredient. Where the reference price is based on the lowest priced drug(s) in the group,
reference pricing appears to be one of the few strategies likely to be effective at encouraging
physicians to use the least expensive agents as first-line therapy and utilize more expensive
agents in those who experience side effects or poor efficacy [24]. In addition, when a
reference price scheme is introduced, certain manufacturers may decide to lower the price
of their pharmaceuticals that are priced higher than the reference price because they believe
that patients will not pay the higher cost. On the contrary, some may charge more than
the reference price and depend on the willingness of the patients to cover a portion of
the cost. Studies on reference pricing have provided evidence that this could lead to cost
reductions [8]. However, these are not attained by industry cutting or restricting pricing,
nor by a decrease in the total number of prescriptions issued; instead, they are the result of
specific usage changes and cost shifting to patients, which has a negative impact on the
equality of access to medications [8]

e  Price regulation

External reference pricing, sometimes referred to as international reference pricing,
is a method of price regulation in which a government looks at the price of a drug in
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other countries to establish a standard for determining or negotiating the cost of a phar-
maceutical product in its own country [22]. Typically, a list of countries with GDP per
capita comparable to purchasing power parity or other predetermined standards is used
to select reference countries. The chosen countries are used as a reference for both the
setting of new prices and the periodic price review, which involves evaluating the price,
usually in relation to the prices of the same medications in other countries, to take into
account developments like the introduction of new medications into the market and price
adjustments in other countries.

In 2013, the Chinese government set the maximum retail prices for antibiotics included
in the national reimbursement list. Wushouer et al. [25] found that the average daily cost of
the price-regulated group decreased significantly following government price regulation in
comparison to antibiotics with no price restriction. A favorable trend shift was observed in
the average hospital spending on price-unregulated antibiotics, while the average hospital
monthly spending on price-regulated medicines also declined rapidly.

e  Budget programs and periodic price adjustments

Lin et al. [26] assessed how a global budget program and drug pricing adjustments to
Taiwan’s National Health Insurance scheme affected spending and antibiotic prescription
trends. Antibiotic costs rose by 54.1% throughout the first five years of the global budget
program despite a fall in volume of 11.2-12.3%. The main factor driving cost growth was
therapeutic choice. The factor influencing treatment choice steadily declined in the second
and third 5-year periods, whereas the cost of antibiotics was constant despite a modest
rise in the number of prescriptions issued. In contrast, periodic price adjustments steadily
reduced costs by 21.9 to 39.9% without appreciably increasing the volume of drugs.

Based on a literature review, Mills and Kanavos [27] found that fixed global budgets
for total pharmaceutical expenditures are primarily utilized to promote cost-containment.
Nevertheless, their use frequently limits flexibility in allocating the total health budget.
Furthermore, since disease-specific budgets are routinely exceeded, it is unlikely that they
will encourage fiscal sustainability. In contrast, product-specific and prescribing budgets
can significantly enhance microeconomic efficiency, though the evidence supporting their
benefits is conflicting.

e  Tendering, centralized drug procurement programs and national drug price negotia-
tion policies

Governments ask manufacturers to submit quotes for a specific contract through a
procedure known as tendering, which often involves a competitive bidding process. It
is frequently used to lower the cost of medications that already face competition in the
market. It typically occurs toward the end of the pricing process, after the government has
established a baseline price to reference the bids. It usually involves some negotiation and
functions concurrently as a procurement strategy to support supplier and volume decisions
for certain medications.

A pilot program for centralized drug procurement was launched in China in September
2019 to lower medicine costs through volume-based procurement and the substitution of
branded drugs with approved generic ones [28]. The volume of pharmaceuticals that won
bids surged dramatically once the policy was put into place, while the volume of branded
and generic drugs soon fell. The defined daily drug cost of medications sold under the
same generic name dropped dramatically (by about 25% in the case of products that won
the bid). Overall, the strategy showed promise regarding cost savings and price reductions,
and it hastened the shift from branded to generic medications [29]. Additionally, following
policy intervention, the general quality level of drug usage among the Chinese population
increased, particularly in primary healthcare settings [30]. Yuan et al. [31] examined how
the national volume-based procurement program affected the costs of specific antiviral
medications in China and found that it successfully lowered prices and overall spending.

China introduced a national drug price negotiation policy in 2018, adding 17 cutting-
edge anticancer medications to the national reimbursement drug list. From October 2017 to
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December 2019, Cai et al. [32] looked at changes in these medications’ availability, utiliza-
tion, defined daily dose cost and affordability using monthly pharmaceutical procurement
data from 1039 hospitals. Following the implementation of the policy, their availability
grew by 1.23% every month and by 7.88% immediately. These medications’ defined daily
dosage cost dropped by US$109.09 immediately. It stayed consistent subsequently, but the
utilization of these medications increased by 11.44 defined daily doses immediately and by
3.54 defined daily doses each month after the policy’s implementation.

Main et al. [33] examined the policy processes underlying New Zealand'’s exceptional
track record of cost savings in public pharmaceutical spending. They found that a group of
managers at the county’s drug reimbursement agency, the Pharmaceutical Management
Agency, and the Health Technology Assessment Agency—which negotiated pharmaceu-
tical prices on behalf of the public payer—dominated decision making over pricing and
reimbursement policies. These managers used various pricing techniques in formal negoti-
ations over patented pharmaceutical products. The most well-noted ones were “bundling”,
which consists of discounted package deals for several pharmaceuticals, and “play-off
tenders”, in which two or more pharmaceutical companies bid for exclusive contracts. By
contrast, “blind tenders”, which are an annual bidding procedure for supply contracts,
represented the primary pricing approach for generic medications.

e  Special pricing agreements

Governments and manufacturers enter into legal contracts known as special pricing
agreements, which offer an opportunity for payers and pharmaceutical companies to align
on value, optimize speed to patients and share risk [34].

e  Budget cap and payback schemes (Clawback)

The amount that pharmaceutical companies must reimburse the state when public
spending on medications is above the allocated funds is known as clawback. Mitkova
et al. [35] examined the impact of a budget capping policy on Bulgaria’s total pharmaceuti-
cal expenditure. In their opinion, a budget cap was a reasonably effective tool; nonetheless,
the high degree of overspending and the payback amount indicate that the market environ-
mental risk elements were not well foreseen or implemented.

The Greek government implemented a clawback system 2012 to regulate public phar-
maceutical outpatient spending. Since 2016, Greece has also embraced the clawback as
a policy to limit pharmaceutical spending at National Health System hospitals. Letsios
et al. [36] examined the effects of this strategy on public hospital operation, the continuous
supply and prudent use of medications and the financial viability of these facilities. They
concluded that hospitals in the Greek National Health System are under constant pressure
to spend excessive amounts on pharmaceuticals, and this, combined with their tight bud-
gets, puts both the pharmaceutical industry’s survival and the uninterrupted supply of
medications to public hospitals at risk.

e  [Escalating obligatory discounts (rebate)

Rebates, which are a form of escalating obligatory discounts to public hospitals and
national healthcare funds based on volume, commonly involve the government and patient
paying the list price at the point of purchase, with the rebate returning to the government’s
general revenue as a payback within a specified time frame. The cost to patients when price
reductions are carried out through rebates (rather than from a transparent decrease in the
list price) could be higher than the drug’s actual cost [37].

e  Generics pricing

It is standard practice to set the price of a generic drug in proportion to the original
medication, typically at a percentage lower than the original medicine price (price link).
This generic price link policy may have different designs, with varying percentages for
the various generics (first generic to hit the market, second generic, etc.) [38]. In certain
situations, the policy may also require the prices of original medications to drop.
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e  Prescription generic drug price reduction

The Canadian government introduced a generic pricing strategy in 2013 to rein in
growing pharmaceutical costs. The program resulted in a nearly 50% price reduction for
certain prescription generic medications. Li [39] examined how this Canadian pricing
policy affected senior drug use and drug expenditure. The generic price reduction had a
positive impact on lowering per-capita prescription costs. The interplay between demand-
side incentives and restrictions was critical to the outcome. Similarly, Kim et al. [40] found
that Korea’s monthly drug spending immediately decreased due to large generic price
reductions and incentives for more effective drug prescriptions.

e  Substitution of original drugs with generics and biosimilars

It has been established that using generic medications can help contain the rising costs
of prescription drugs [41]. Most countries promote generic medications, and some even let
pharmacists use generic drugs instead of branded drugs.

To illustrate the financial effects of the launch of a biosimilar trastuzumab in the treat-
ment of human epidermal growth factor receptor 2-positive breast cancer, Chai et al. [42]
built a budget impact model from a payer’s perspective in China. According to their study,
costs would go down if a trastuzumab biosimilar was adopted. Over five years, the pre-
dicted total cost reductions ranged from US$10.3 million in the first year to US$60.8 million
in the fifth, with an average of US$46.6 million. An additional 654-3858 breast cancer
patients may benefit from these cost savings.

Gomes et al. [43] estimated the financial effects of implementing reimbursement
regulations in Ontario, Canada, requiring the replacement of innovator biologics indicated
for inflammatory diseases with less expensive biosimilars. According to their projections,
from 2018 to 2020, a forced substitution of biosimilars might have potentially impacted
7209 patients and resulted in savings of US$238.6 million. Additionally, if an adalimumab
biosimilar were to become available, 12,928 people would be subject to a forced substitute,
resulting in a US$34.2 million savings over a three-year period. In addition, a new-user
substitution would have affected 757 patients and saved US$645.9 million.

e  Policies regulating mark-ups in the pharmaceutical supply and distribution chain

Drug wholesalers and retailers are subject to profit margins preset by most govern-
ments. Limiting markups across the entire pharmaceutical supply and distribution chain
could be a valuable strategy for managing drug costs and achieving more widespread
access to medications. Joosse et al. [44] concluded that mark-up regulation laws might
help bring down the cost of pharmaceuticals while a critical component of mark-up laws’
potential effectiveness was how they were designed.

e  Policies promoting drug price transparency

It has been claimed that policies encouraging drug pricing transparency are a crucial
strategy for reducing the cost of medications and improving access to them. Joosse et al. [45]
investigated the efficacy of pricing transparency policies in controlling pharmaceutical
product costs. They found that while there was conflicting evidence about the effectiveness
of a cost-feedback approach to prescribers, it may be possible to reduce drug prices in the
near term through public disclosure, with potential long-term advantages.

4. Discussion

In many developed healthcare systems, spending on pharmaceuticals has climbed
both in absolute terms and as a percentage of total spending during the past few decades.
Governments have implemented a wide range of supply-side and demand-side measures
to keep pharmaceutical costs under control.

Overall, data regarding the impact of user charges show that cost-sharing lowers
payer spending on prescription drugs; however, this is accomplished by decreasing drug
usage and passing along costs to patients. User charges can also reduce the use of essential
pharmaceuticals, even though the decrease in the use of less essential drugs is higher. It



J. Mark. Access Health Policy 2024, 12

411

should be no surprise that the utilization reduction becomes higher with the cost-share. Ac-
cording to Gibson et al. [46], individuals receiving a new diagnosis had a higher likelihood
of quitting their medication. The existence of safety net exemptions determines how user
charges affect vulnerable groups, such as the elderly, the seriously ill and those with low
income [47]. Policies that target patients—especially those involving user charges—may
have unfavorable effects that outweigh their advantages.

Evaluating physician-related policies such as incentive programs, budgetary con-
straints and prescription guidelines, Lee et al. [8] found that the evidence supporting these
policies is of varying quality. Although some studies have shown unexpected outcomes,
such regulations can reduce pharmaceutical costs and change usage between categories,
increasing the use of generics. The authors concluded that, while a variety of strategies
may somewhat influence prescription, it is crucial that solid data on efficacy and cost-
effectiveness support communications to prescribers.

According to O’Malley et al. [48], rewards for generic prescribing in the USA did not
affect prescribing, while according to Martens et al. [49], Dutch physicians who followed
prescription guidelines received bonuses that had little impact on prescribing practices.
In general, it has been shown that prescriber incentives result in only minor benefits,
occasionally at significant expense.

The rising cost of pharmaceuticals is associated with physicians prescribing expensive
medicines [50]. Governments must put in place a mechanism that allows physicians
and hospitals to save money in a way that is both effective and efficient, including by
prescribing comparable medications at a reduced cost. More attractive incentive programs
would probably influence physicians to prescribe in a way that is more cost-sensitive.
A visit from the appropriate authorities to discuss prescription rates should be given to
physicians whose prescription level exceeds a preset ceiling, e.g., a specific rate above
the average.

Price control measures are typical approaches to cost containment in regulating the
pharmaceutical industry; successful cost containment necessitates management of both
pharmaceutical pricing and the volume of prescription medication. Price limitations could
not always encourage the efficient use of medications unless they are coupled with closely
monitored economic evaluation. It should be mandatory for pharmaceutical companies to
submit applications for reimbursement with a financial assessment attached. New medica-
tions should be sold for the same price or less if they do not clearly outperform currently
available ones. If clinical trials demonstrate superiority, incremental cost-effectiveness
should be evaluated to ascertain whether a product is cost-effective at the desired price.
Guidelines should also be published for the economic analyses that must be included in
submissions for reimbursement listing.

As a narrative review, this study is inherently susceptible to selection bias. To minimize
selection bias, we conducted a comprehensive literature search across the PubMed and
Scopus databases using predefined search terms. The inclusion of studies was guided by
relevance to the objectives, and all four authors critically reviewed interpretations to ensure
balanced perspectives. We aimed to broadly represent the literature by including studies
from different health system contexts and perspectives, encompassing both high-income
and low- and middle-income countries. Future research could consist of systematic reviews
or meta-analyses to provide a more comprehensive and quantitative synthesis of evidence.

5. Conclusions

After decades of high rises in pharmaceutical spending, cost-containment measures
have been implemented, such as limiting pharmaceutical demand and controlling their
supply through governmental initiatives. Overall, any gains may be outweighed by the un-
favorable effects of policies impacting patients, especially cost-sharing schemes. Although
interventions have been created and assessed to improve prescribing practice, they often
achieve minor and costly benefits. Regulations about the supply side of the pharmaceutical
market, i.e., the pharmaceutical industry, must be supported by thorough evaluation to
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ascertain costs and effects, guarantee that unintended consequences are minimized and
create the body of evidence needed to support related policies.

Policymakers frequently enact numerous laws and regulations to limit spending on
pharmaceuticals, even if there is limited evidence that they are cost-effective. Reimburse-
ment in both public and private healthcare systems has to be based on data demonstrating
the cost-effectiveness of medicines, and utilization needs to be limited by regulations gov-
erning the conduct of physicians, patients and the pharmaceutical industry. Societal value
merits consideration when determining whether and how to make medicine affordable and
accessible to patients; a drug worth its price to society should not be rendered inaccessible
to patients by imposing high out-of-pocket costs or restricting coverage based on narrow
assessments. The most crucial component of any policy’s success, regardless of the one
selected, is its rigorous evaluation.
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