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D Indirect costs are part of total cost of care

Indirect costs:

P Total cost of care is multi-faceted

Site of care can impact cost:
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P The patient journey is long and winding

Specialty care is primarily
concentrated in academic teaching
institutions, making access difficult
to many patients.
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Patients may have to “restart” Prior authorization Patients are “out of the loop” as
treatment process when they requirements may delay providers are working to obtain

Optimal care requires treatment
tailored to individual patients, which
may lead to administrative burdens
for patients and providers.

Financial toxicity is highly
prevalent in IBD.
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D Gastroenterologists report that payor policies such as prior authorization (PA)
can negatively impact patient care’
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> Key messaging for payors
- Appropriate, timely drug therapy can prevent treatment delays and disease flares that could lead to ED visits and/or
hospitalizations, which are ultimately more costly than the drugs.

- Treatment delays in receiving IBD therapy due to the time to receive prior authorizations have been reported to
cause disease flares which may cause physical harm to the patient and lead to hospitalizations.

- Treatment delays can lead to recurrence of symptoms or progression of disease; the latter may result in courses of
steroids, hospitalization, or surgical management, which affect patient quality of life and total cost of care.

- A higher proportion of health care dollars spent on IBD is for ED visits and hospitalizations; preventing those expenses
with appropriate and timely drug therapy will help to reduce total cost of care.

- Individualization of therapy will lead toward better disease control and support patients having more productive lives.
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