REVIEW ARTICLES

Clinical Gastroenterology and Hepatology 2025;23:386-395

The Cost of Inflammatory Bowel Disease Care: How to Make

it Sustainable

®

Check for
updates

Johan Burisch,*® Jennifer Claytor,” Inmaculada Hernandez,” Jason Ken Hou,®’

and Gilaad G. Kaplan®

"Gastro Unit, Medical Division, Copenhagen University Hospital - Amager and Hvidovre, Hvidovre, Denmark; 2Copenhagen
Center for Inflammatory Bowel Disease in Children, Adolescents and Adults, Copenhagen University Hospital - Amager and
Hvidovre, Hvidovre, Denmark; 3Department of Clinical Medicine, Faculty of Health and Medical Sciences, University of
Copenhagen, Copenhagen, Denmark; “Division of Gastroenterology, Mount Sinai Hospital, New York City, New York; ®Division
of Clinical Pharmacy, University of California School of Pharmacy and Pharmaceutical Sciences, La Jolla, San Diego; ®Center
for Innovations in Quality, Effectiveness and Safety (IQUESt), Michael E. DeBakey Veterans Affairs Medical Center, Houston,
Texas; 7Department of Medicine, Section of Gastroenterology and Hepatology, Baylor College of Medicine, Houston, Texas;
and 8Division of Gastroenterology and Hepatology, Cumming School of Medicine, University of Calgary, Calgary, Alberta,

Canada

The rising global prevalence of inflammatory bowel
diseases (IBDs), such as Crohn’s disease and ulcerative
colitis, underscores the need to examine current and
future IBD care costs. Direct health care expenses,
including ambulatory visits, hospitalizations, and medica-
tions, are substantial, averaging $9,000 to $12,000 per
person annually in high-income regions. However, these
estimates do not fully account for factors such as disease
severity, accessibility, and variability in health care infra-
structure among regions. Indirect costs, predominantly
stemming from loss in productivity due to absenteeism,
presenteeism, and other intangible costs, further
contribute to the financial burden of IBD. Despite efforts to
quantify indirect costs, many aspects remain poorly un-
derstood, leading to an underestimation of their actual
impact. Challenges to achieving cost sustainability include
disparities in access, treatment affordability, and the
absence of standardized cost-effective care guidelines.
Strategies for making IBD care sustainable include early
implementation of biologic therapies, focusing on cost-
effectiveness in settings with limited resources, and pro-
moting the uptake of biosimilars to reduce direct costs.
Multidisciplinary care teams leveraging technology and
patient-reported outcomes also hold promise in reducing
both direct and indirect costs associated with IBD.
Addressing the increasing financial burden of IBD requires
a comprehensive approach that tackles disparities, en-
hances access to cost-effective therapeutics, and promotes
collaborative efforts across health care systems. Embracing
innovative strategies can pave the way for personalized,
cost-effective care accessible to all individuals with IBD,
ensuring better outcomes and sustainability.

Keywords: Crohn’s Disease; Inflammatory Bowel Diseases
(IBD); Ulcerative Colitis.

nflammatory bowel diseases (IBD) (Crohn’s disease
[CD] and ulcerative colitis [UC]), affect approxi-
mately 7 million people globally." The prevalence of IBD
is steadily climbing, approaching 1% in certain

industrialized regions, including Europe and North
America, within the next decade.>® More patients living
with IBD, combined with continuing innovations in IBD
therapeutics, diagnostics, and preventative strategies,
will inevitably require escalating health care resources.
The widening landscape of effectivebiologic and small
molecule agents has shifted IBD management toward
early, aggressive treatment and treat-to-target ap-
proaches.”” These trends place increasing burdens on
health care systems and require the development of stra-
tegies that ensure the equitable, affordable, and sustain-
able delivery of IBD care. Herein, we describe the current
and future projections of costs of IBD care and discuss
measures to foster sustainability and cost reduction.

Current Landscape of IBD Care Costs -
The Drivers

Direct Health Care Costs of IBD

Direct health care costs of IBD include ambulatory
visits to primary care, specialists (eg, gastroenterolo-
gists) and allied health care professionals (eg, dieticians),
visits to the emergency department, admissions for
hospitalization or surgery, diagnostic investigations
(laboratory, radiologic, endoscopy), ancillary products
(eg, ostomy appliances, complimentary therapy), and
medications®® (Figure 1).

Abbreviations used in this paper: CD, Crohn’s disease; IBD, inflammatory
bowel disease; TNF, tumor necrosis factor; UC, ulcerative colitis; U.S.,
United States; VHA, Veterans Health Administration.
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Direct costs

Cost of IBD

Figure 1.Overall cost of
IBD care based on do-
mains of direct and indi-
rect costs. *Allied health
care: encompasses a
diverse range of special-
ized professions (ie, di-
eticians, physical
therapists) that collaborate
with medical professionals
to deliver diagnostic, ther-
apeutic, and support ser-
vices in patient care.

The Lancet Gastroenterology & Hepatology Commis-
sion was an international effort to summarize the cost of
IBD in high-income regions.® The commission estimated
that the mean annual direct per person health care cost
in 2021 USD was $12,000 for CC and $9,000 for UC.°
These estimates do not even include disease duration
(ie, first years of treatment are typically more expensive
than later years), disease severity and phenotypic dif-
ferences (ie, a small percentage of patients contribute
disproportionately to overall health care expenditures),”’
accessibility, penetration, pricing of expensive advanced
therapies, or variability in health care infrastructure
among regions. Most published studies estimate IBD cost
in the era after anti-tumor necrosis factor (TNF) entry,
with limited data accounting for increased costs of newer
advanced therapies or decreased costs of biosimilars.*’

The per-person annual estimates multiplied by local
prevalence data govern annual budget impact analyses
per region. For example, the most recent data from the
United States (U.S.) estimated that the prevalence of IBD
was 0.7% of the population, representing 2.39 million
individuals living with IBD."? Using the Cost Commission
annual average, the annual cost of IBD in the U.S.

Indirect costs

approximates $50 billion. Regions with specific mean
annual estimates can compare their cost with the base-
line average from the collective data of high-income
settings derived from the Cost Commission. For
example, the Crohn’s and Colitis Canada 2023 IBD
Impact report’’ calculated that the average annual per
person cost of IBD in Canada was $10,336 CDN, which
translates into a total cost of $3.3 billion CDN,>’ given
the estimated prevalence of 0.8% (or 330,000
Canadians).

Although variability in annual mean cost was noted in
each study, all studies demonstrated a shift over time
from costs associated with hospitalizations to costs of
medications.” In the pre-biologic era, hospitalizations
and particularly surgery accounted for more than 50% of
direct health care costs of IBD. For example, a
population-based inception cohort of patients with IBD
in the pre-biologic era in Western European countries
and Israel (1993-2004) estimated an annual average
cost of IBD of €1,871 per patient, with 53% attributable
to hospitalizations.'# In the pre-biologic era, over 60% of
IBD-related costs in the U.S. were related to emergency
department visits and hospitalizations, up to $25 billion
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annually of direct costs. In 2008, between 27% and 35%
of costs were attributed to medications, predominantly
5-ASAs."’

Contemporary studies show that the increased
penetration of anti-TNF therapies has raised costs of IBD
care overall, driven by medication costs. An updated
European inception cohort (2010-2015) showed that
75% of patients with CD and 50% of patients with UC
were prescribed biologic therapy within 5 years of
diagnosis.14 In Manitoba, the direct health care cost of
IBD more than doubled from $3,354 CDN per person per
year in 2005 to $7,801 in 2015, largely driven by
increased use of anti-TNF therapies.15 In 2005, 48% of
spending was driven by hospitalizations and 34% by
medications, compared with 22% and 65% for hospi-
talizations and medications in 2015, respectively.”
Recently, costs of administering medications are shift-
ing, with subcutaneous treatments drawing patients
from infusion clinics to home-based care. Unfortunately,
although home-based infusions reduce infusion-related
costs, insurance claims data did not show any signifi-
cant cost savings with this strategy.'®

The costs of prescription drugs for IBD vary signifi-
cantly worldwide, influenced by government regulation
of prices and dynamics in the biosimilar market. A
particular outlier among high-income countries is the
U.S., where manufacturers set prices freely. The lack of
nationwide price regulation, coupled with the fragmen-
tation of the U.S. health care system and prolonged
market exclusivity periods, result in U.S. drug prices that
exceed, on average, international prices by several-fold.
With no government negotiation or regulation of drug
prices until the recent Inflation Reduction Act, private
insurers are left to negotiate directly with pharmaceu-
tical manufacturers via confidential discounts, also
known as rebates, which increase opacity in the drug
supply chain.'” Even when insurers are successful at
negotiating discounts, patients seldom benefit, as cost-
sharing paid at the point-of-sale is based on the full,
non-discounted price.'®

Both hospitalization and surgical rates have
decreased over the past 20 years.'”?" Effective biologic
therapies, dysplasia surveillance, and outpatient Clos-
tridioides difficile regimens have reduced hospital-related
charges.'””* Unfortunately, the costs of IBD-related
hospitalizations have not fallen as dramatically in the
same time span, each costing more today than a decade
ago. The biologic era is marked by more complex pa-
tients admitted with greater disease severity (eg, medi-
cally refractory to biologics, requiring novel agents),
decreased access to high-quality care (eg, underserviced
area of residence), older age, and a greater burden of
comorbidities. Additionally, cost for in-patient care has
risen disproportionately to inflation, primarily due to
charge inflation in the U.S.”* Collectively, the rising
expense of hospitalization has blunted the cost savings of
lower rates of admission. Furthermore, costs may
continue to escalate as patients are cycled through
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multiple ineffective medications, particularly those re-
fractory to biologics, who may require novel agents or
dual targeted therapy at higher rates. Although specific
interventions, such as early laparoscopic ileocecal
resection, may offer cost-effectiveness advantages over
treatments like infliximab for ileitis,?* the overall trend
suggests a persistent challenge in managing health care
expenses amid evolving treatment landscapes.

Direct health care costs are often viewed separately,
paid for by different companies and individuals. However,
all costs borne to society are intertwined (Figure 1). The
challenge of intertwined costs is that one payer may need
to spend more for another payer to save even more.
Money spent on drugs that increase direct health care
costs are offset in part by lower health care expenditures
from reduced hospitalizations and surgeries. Moreover,
direct health care expenditures need to be viewed through
a lens of indirect costs to an individual and society.

Indirect Costs of IBD

Indirect costs are those attributed to an individual
with IBD or society as a whole, stemming from the disease
limiting the full potential of a person’s contribution to
oneself or society.®*” Indirect costs of IBD predominantly
manifest as loss in productivity, as defined by absen-
teeism (ie, lost wages from missing work), presenteeism
(ie, reduced capacity at work), early retirement, prema-
ture death, delayed workforce entry, and other intangible
costs (not achieving maximal educational or professional
accomplishments).®*® Indirect costs do not represent
money spent by the health system to care for IBD or by the
individual with IBD; rather, these costs are lost by the
individual or society (Figure 1).

Measurement of indirect costs is abstract, with less
published data available and less comprehensive metrics
(ie, limiting domains to “absenteeism” or “presentee-
ism”). In 2023, the Crohn’s and Colitis Canada estimated
that the indirect cost of IBD in Canada was $1.51 billion
CDN based on absenteeism, presenteeism, unemploy-
ment, premature death, and caregiving costs.”” The cost
of absenteeism was based on a survey that showed Ca-
nadians with IBD missed more than 4.4 days per year as
compared with working age adults without IBD.”® The
excess loss of work was estimated to cost $1,080 annu-
ally per working-age adult with IBD. In Canada,
approximately 150,000 adults were determined to be
employed with IBD in 2023,? leading to a budget impact
analysis of $163 million lost annually to absenteeism.”®

A national Swedish study used disability pension and
sick leave to define the cost of loss of productivity, which
estimated that employable adults with IBD cost society
on average $22,000 and $14,000 USD in 2020 for CD and
UC, respectively.”” Among children with IBD, absen-
teeism in their caregivers was estimated to be €6,272
(2021) in the first year of diagnosis.”® Presenteeism, or
working but not at full capacity, has been poorly studied,
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with one study from Finland estimating the cost at €640
per year per patient.”’

Despite these studies, many aspects of indirect costs
to individuals with IBD and society are largely unknown,
which ultimately results in an underestimation of the
actual indirect costs of IBD. For instance, a young indi-
vidual with IBD may not achieve their full potential by
altering their education, delaying their entry into the
workforce, or not achieving their career trajectory.
Placing a dollar value on loss of aspirational accom-
plishment is critical, though inherently unquantifiable.

Challenges in Achieving Cost
Sustainability: Disparities, Access, and
Affordability

Clearly, cost sustainability in IBD health care is a
complex goal, challenged by disparities in access to care
and treatment affordability, limited access to cost-
effective treatment options, and lack of standardized
guidelines for cost-effective care delivery. Additionally,
underinsurance can significantly impact the quality of
care and lead to difficulties in affording necessary
treatments.”’” These obstacles to achieving cost sustain-
ability perpetuate inequalities in health care utilization
and outcomes.

IBD is increasing in incidence among racial and ethnic
minorities globally.*’ Vulnerable populations, including
those from low-income or low socio-economic back-
grounds and underserved communities, face barriers like
limited access to health care facilities, lack of insurance
coverage, and financial constraints, hindering their abil-
ity to seek timely and appropriate care.’” Financial
toxicity, a term describing the objective financial burden
and subjective financial distress, is common among pa-
tients with IBD, and is associated with non-adherence to
medication and planned health care utilization.*” In a
Canadian study, patients with a lower socioeconomic
status had a higher risk of delayed IBD-specific therapy
after their diagnosis, as well as a higher risk of long-term
non-use of an IBD-specific drug.’* A subsequent study
from Canada showed that individuals of lower socio-
economic status encountered higher rates of hospitali-
zation, prolonged hospital stays, and increased mortality
rates, despite comparable access to IBD-specific medi-
cations.®” Studies from the U.S. and the United Kingdom
found that people of color were less likely to be pre-
scribed infliximab.*®**

Unplanned health care utilization, including emer-
gency department visits and hospitalizations, drives
much of the cost in IBD care.’” American patients
insured by Medicaid*’ or without health insurance
generate considerable unplanned health care costs.*’ A
U.S. study found that 1 in 8 patients with IBD had food
insecurity and lacked adequate social support, which was
associated negatively with unplanned health care utili-
zation.” These data suggest that low-income status
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conveys an increased risk of not being able to access
timely and effective care, to the detriment of long-term
health, disease prognosis, and overall cost.

In regions such as South America and Eastern Europe,
access to therapies for IBD is more limited,"**> which
further complicates efforts to achieve cost sustainability.
This lack of affordability not only strains health care
budgets but also compromises patients’ health outcomes,
as they may be unable to access the most effective con-
ventional or advanced treatments for their IBD. Variability
in health care provision similarly extends to rural areas,
whose smaller populations may have limited access to
early diagnosis, diagnostic tools, and specialist care.*®

Practice variability and adherence to guidelines
remain Kkey barriers to achieving sustainable care in
IBD.*”"*°  Suboptimal adherence to international,
evidence-based guidelines is an ongoing problem across
various aspects of IBD care.”’°? The absence of stan-
dardized guidelines for cost-effective care delivery pre-
sents a formidable challenge in achieving cost
sustainability.® Even when providers adhere to guide-
lines, patients may defer or skip high-value care due to
high out-of-pocket costs. Furthermore, insurance re-
strictions, such as prior authorizations and fail-first
policies, may still limit appropriate adherence to guide-
lines or access to effective and high-value care, even for
patients with adequate insurance coverage.”*”*

Strategies for Making IBD Care
Sustainable

Early implementation of biologic therapies and
achievement of deep, endoscopic remission is recom-
mended by guidelines to minimize long-term complica-
tions, malignancies, surgeries, and hospitalizations.55
However, the availability of biologics and infusion cen-
ters is often limited outside of high-resource regions, and
some studies have shown similar spending without
change in hospitalization rates. The U.S. continues to
have higher biologic uptake than Canada and Europe, but
at substantially greater expense due to ineffective
negotiation with pharmaceutical companies. Herein, we
will discuss strategies to prevent hospitalization via
rigorous medical treatment targets, to streamline price
negotiations in non-national payer systems, and to
harness preventative care metrics, patient-reported
outcomes, and multidisciplinary teams to improve our
overall IBD care.

A Focus on Cost-effectiveness in
Settings With Limited Resources

Early treat-to-target paradigms lead to durable,
steroid-free remission and improved disease outcomes
for patients with IBD."® However, there are no guide-
lines as to when biologic medications can be de-
escalated or withdrawn while preventing morbidity,
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hospitalization, or need for surgery. The IBD Emerging
Nations Consortium describes low biologic uptake in
Asia (4% in UC, 13% in CD), greater reliance on thio-
purines, and substantially lower direct drug-related
costs in Asia than in Europe or North America
($1,051-$3,755, compared with $5,938-$10,484 and
$8,053-$13,212). This group recommended dis-
continuing any biologic within 2 years after initiation,
presenting findings that only 32% of patients relapsed
at 2 years of follow-up (fewer still, if only considering
patients in deep remission).”” Other lower-cost and
evidence-based treatments recommended for low-risk
patients include dietary therapy, initial surgery for
CD, fecal microbiota transplant for UC, and compli-
mentary therapies. Still, these recommendations take
aim at high direct drug, procedural, and monitoring
costs without maximizing disease control or indirect,
patient-reported outcomes; therefore, they are pri-
marily considerations for resource-limited areas.®’

Promise of Biologics to Reduce Direct
Costs

Using a “top-down” clinical paradigm, guidelines
suggest starting biologic medications early to induce
remission of moderate-to-severe IBD, thereby reducing
risk of complications, surgeries, and hospitalizations and
improving quality of life.”>*® A randomized controlled
trial demonstrated a clear benefit in steroid-free and
surgery-free remission among patients randomized to
top-down vs step-up care (79% vs 15%; P < .0001).>®
Still, under 20% of private insurance companies in the
U.S. permit the use of first-line biological therapy.’’
Studies have been mixed as to whether the cost sav-
ings from hospitalizations and surgeries outweigh the
exorbitant costs of biologic medications. A systematic
review suggested that biologics were cost-effective in CD
for a maximum duration of 2 years.°” A Canadian group
showed increased direct costs over the past decade, with
anti-TNF therapies alone now representing 70% of total
CD costs and 60% of total UC costs.'” However, a pro-
spective Danish study with 10-year follow-up showed
that biologic use to implement early disease control led
to lower direct costs at 10 years. Indirect costs (ie, ed-
ucation, workplace achievement, taxes paid, and sick
days taken) were high but not higher than the general
population, possibly related to the social support from
welfare provisions in Denmark.°’ Such clear data are
difficult to obtain in the U.S. due to multi-payer systems
and obscure pricing incentives used to reduce market
competition from biosimilars.

Biosimilars: Promises, Untapped
Possibilities, and Legal Thickets

Biosimilars are clinically comparable, nearly identical
versions of molecularly complex biologics that can be
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marketed after originator biologics lose patent exclusiv-
ity. Infliximab biosimilars were introduced first in
Europe, taking up 13% of the market share at 2 years
and 52% by 5 years.”” Denmark, availing itself of its
universal health system, achieved a remarkable 95.1%
adalimumab biosimilar uptake within 4 months, cutting
costs by 82.8%.%°

In the U.S, biosimilar entry and uptake have been
relatively modest. This difference is explained by the
early lack of regulatory environment, prevention of bio-
similar entry by originator manufacturers through
several legal approaches, and reimbursement dynamics.
First, U.S. biosimilar entry was delayed by the lack of a
U.S. Food and Drug Administration regulatory frame-
work. The Biologics Price Competition and Innovation
Act established a regulatory framework for the approval
of biosimilars. However, biosimilar entry was delayed by
several approaches employed by manufacturers of orig-
inator biologics to extend market exclusivity periods. A
good example is that of Humira (adalimumab). After
original patent expiry in 2016, the market entry of ada-
limumab biosimilars was delayed by 7 years via 165
additional patents that granted additional protected
years. This practice has been dubbed a “patent thicket”
because of the dense obfuscation of hundreds of patents
pertaining to the same product. In addition to slowing
the approval process for other novel patents, pharma-
ceutical companies have been appending “terminal dis-
claimers” to these patents, meaning the follow-on patents
expire when the original patent does. Thus, companies
aiming to manufacture biosimilars must design around
hundreds of complex, frequently litigated patents. Most
patent thickening occurs within the year prior to the
original patent’s expiration. Among 12 biologics nearing
biosimilar competition, 271 patents were filed, 48% of
which included terminal disclaimers regarding subtle
tweaks on mode of treatment and formulation. In 2022, a
bipartisan group of senators attempted to eliminate the
use of terminal disclaimers®; this practice is already
illegal in Europe.

After actual market entry, biosimilar market uptake
in the U.S. has been hindered by market dynamics
related to the reimbursement of products. Although
manufacturers of originator small molecule drugs do
not compete with generics after loss of exclusivity,
manufacturers of originator biologic products offer
confidential discounts to payers, out-competing bio-
similars. For example, while the list price for infliximab
more than doubled in 2007 to 2018, increased confi-
dential discounts negotiated between manufacturers
and insurers actually resulted in decreased net pri-
ces.®” Similar trends have been observed for self-
administered biologic products.®®

The financial Incentives associated with these dis-
counting and reimbursement practices differ across
payers, which explains the wide variability of biosimilar
uptake across payers in the U.S. For instance, the Vet-
erans Health Administration (VHA) has encouraged
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biosimilar switching by designating them for preferred
use in the national formulary. However, the VHA is a
closed system, the only one in the U.S. with a national
formulary. Although these VHA efforts have been more
effective than non-VHA academic settings, still only 38%
of veterans were switched to biosimilar infliximab within
4 years of launch, despite a potential 81% cost savings.®’
This unrealized potential was attributed to poor provider
and patient awareness, poor acceptance of interchange-
ability, and supply chain limitations.°®°® The Kaiser
Permanente system, the largest integrated delivery sys-
tem in the U.S., has been more successful at biosimilar
adoption.70 Across the remaining market, however, bio-
similars have seen modest adoption, as payers often
favor originator biologics with higher list prices and
higher discounts than biosimilars. This is particularly the
case of Medicare, the largest purchaser of drugs in the
U.S.”" The passage of the Inflation Reduction Act in 2022
should yield savings to Medicare, although medications
with a biosimilar available may be exempt. The biologic
therapy ustekinumab is 1 of 10 selected products for
negotiation in the first year of implementation of the
program, which will be expanded to provider-
administered drugs in 2028. This Act includes 2 addi-
tional drug-related provisions that are relevant to U.S.
patients covered under Medicare. First, out-of-pocket
costs for self-administered products will be limited at
$2,000 per year, which will bring financial relief for pa-
tients using self-administered biologic therapies; and
second, manufacturers will have to pay back to Medicare
increases in prices above inflation, which is expected to
slow down post-launch price increases.

Using Teams and Technology to Prevent
Hospitalizations

Severe disease, high cost of medications, health care-
related anxiety, and low resilience all worsen IBD
symptoms. The notion of an “IBD Medical Home” is based
on primary care models of patient-centered medical
homes under the Affordable Care Act (2010). IBD med-
ical homes integrate a team of physicians, psychologists,
social workers, dieticians, and dedicated nurses who
proactively monitor high-risk patients, aiming to capture
flare symptoms and psychosocial stressors before the
patient requires emergent care.

This model was deployed by the University of Pitts-
burgh Medical Center in partnership with a regional
private insurer. Implementation of their University of
Pittsburgh Medical Center Total Care-IBD program
resulted in 47.3% fewer emergency department visits,
35.9% hospitalizations, and $2,500 savings per patient
per year.”” Quality of life and symptom control also
improved. Low quality of life and use of opiates or ste-
roids preceding enrollment predicted hospitalization,
prompting focus on targets for early intervention in the
psychosocial domain.”* The University of California Los
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Angeles targeted “value-oriented care,” adding work
productivity and activity assessments to regular patient-
reported clinical inventories collected. Illinois piloted a
proprietary patient symptom index called “SONAR” to
capture flares prior to their onset.”* Still, a single-center
randomized controlled trial showed no difference in
charges per patient between usual care and a patient-
oriented intervention arm, which used a care coordi-
nator for proactive monitoring and individualized multi-
disciplinary care. This intervention improved patient
symptom scores, but both arms over the study period
had decreased costs, leaving the true cost-effectiveness
of such interventions unclear.””

Mount Sinai Hospital demonstrated that early access
to such multidisciplinary care among patients just diag-
nosed with IBD reduced steroid courses and improved
clinical remission.”® Multiple centers dedicate inpatient
hospital services to the exclusive care of patients with
IBD, coordinating with a dedicated nurse who follows
proactively after discharge, reducing costs related to
longer hospital stays.”” These interventions can be
particularly effective in reinforcing preventative care
guidelines (ie, vaccines, tuberculosis screens, hepatitis B
checks), although the data are mixed as to whether
electronic medical record-based interventions and dedi-
cated care coordinators consistently reduce steroid
course prescriptions.”® Ongoing cycles of innovation and
process to improve quality are central to any true IBD
Medical Home.

Outside the U.S, a Canadian telemedicine program
saved $47,565 in costs while reducing time to specialist
establishment.”* A Dutch pragmatic, multicenter, ran-
domized controlled trial demonstrated the utility of a
nurse-driven telemedicine program that drew upon
personalized treatment plans, patient-reported outcome
inventories, and health questionnaires, to identify early
and intervene upon patients at risk for hospitalization of
flare, while not overwhelming the need for gastrointes-
tinal physician visits.”” This program resulted in lower
mean annual costs of €612/patient without changing
quality-adjusted life-years.” Clearly, multidisciplinary
care teams leveraging technology and patient-reported
outcomes hold great promise to reduce direct and indi-
rect costs, while putting the patient at the forefront.®’

Conclusions

As the prevalence of IBD continues to increase, so will
the financial burden it places on health care systems
across the world. Addressing the increasing direct and
indirect costs to patients, their families, and society de-
mands a comprehensive strategy, tackling disparities,
access barriers, and cost-effectiveness of therapeutics. It
will also require policy reforms that improve access to
IBD care (Table 1). Achieving these goals requires ac-
tions from health care providers, payers, and regulators.
Figure 2 summarizes measures that could be
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Table 1. Proposed Policy Reforms to Improve Access to IBD Care and Treatment

Reform prior authorization processes Regulate the prior authorization process, prevent unnecessary delays through the
development of policies that limit pharmacy and provider administrative burden

and limit the time window where insurers can decline coverage.

Limitation of utilization management Limit the number of unique products onto which insurers can impose utilization
tools management tools within regulated markets.

Ensure access to manufacturer patient
assistance programs

Advocate for policies that limit insurers’ ability to prevent patients from benefiting
from manufacturer patient assistance programs (copayment accumulators).

Address uninsured populations Call for comprehensive measures to address health care coverage gaps and provide
access to affordable health care services and medications, facilitating excellent
longitudinal medical care for all patients with IBD, regardless of insurance status,
socioeconomic background, comorbid substance use disorder or psychiatric

illness, or ethnic, racial, or other minority status.

Enhance transparency in drug pricing Advocate for policies that promote transparency in drug pricing, including disclosure

requirements for manufacturers and insurers.

Introduce value-based reimbursement Foster the deployment of formulary and benefit design structures that are based on
structures value (ie, where cost-sharing and utilization management tools are not guided by
drug costs alone, but also by value only but rather by value in a given patient
population).

Support eHealth expansion Advocate for the expansion of eHealth services and reimbursement policies to
improve access to care for patients with IBD, particularly those in underserved or

rural areas.

Invest in IBD research and education Call for increased funding for research on IBD prevention, treatment, and
management, as well as public education initiatives to raise awareness of IBD and

the available resources.

IBD, Inflammatory bowel disease.

implemented by clinicians and to help in reducing costs. towards a future where personalized, cost-effective care
By embracing innovative approaches and collaborative is accessible to all individuals living with IBD, ensuring
efforts across health care systems, we can advance better outcomes and greater sustainability.

Monitoring strategies Treatment strategies

+ Implement telemedicine and
remote monitoring for
patients with limited spatial
accessibility to care

+ Reliance on use of
noninvasive biomarkers
(e.g., fecal calprotectin,
intestinal ultrasound)

+ Adoption of clinical care
pathways that standardize
IBD management

+ Prioritization of colonoscopy
for severe presentations and
dysplasia surveillance

Emphasize top-down
initiatives

Prescription of biosimilars
when appropriate
Adherence to professional
guidelines in:

o Treatment initiation

o Therapy de-escalation
Dose reduction in
supratherapeutic regiments

Multidisciplinary care
models (e.g., dietitian,
psychologists) that provide
holistic care

Recognition of barriers to
accessing care faced by
vulnerable populations

Promotion of healthy living
(e.g., diet, exercise, stress
relief)

Figure 2. Strategies for cost reduction in the clinical treatment of 1BD.
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