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EXECUTIVE SUMMARY

Innovative health care technologies and treatments (e.g., medical devices, new forms 
of minimally invasive surgery, gene therapies, biopharmaceuticals, etc.) have led to 
remarkable improvements in patient health outcomes in recent decades, but rising 
health insurance premiums have intensified concerns about health care affordability and 
spending sustainability. Currently, consumers and employers pay a portion of annual 
premium increases to fund technologies that may 
or may not directly benefit them but might benefit 
others. With health care expenditures expected 
to reach nearly 20% of the U.S. economy by the 
end of this decade and annual health insurance 
costs outpacing annual wage increases, health 
care consumers and employers appear to have 
reached a financial breaking point. Because new 
health care technologies are so intrinsically linked 
to increases in annual premiums and out-of-pocket costs, we examined whether health 
care consumers and purchasers would be willing to continue to pay for new medical 
technologies associated with significant improvements in patient health outcomes. 

Key results from this survey of consumers and employers show: 

1. Consumers and employers are concerned about affordability, with most 
reporting that they believe continued increases in premiums will make  
insurance unaffordable.  

2. Given a choice, a majority of consumers and employers were not willing to pay 
a 5% increase in their premium to support access to new technologies, even 
those with substantial advances in health outcomes. 

3. There are significant differences within consumer populations’ willingness to 
pay for new medical innovation, signaling a need to ensure the market reflects 
consumer priorities and preferences.

4. Consumer and employer willingness to pay also varies among medical 
technologies.

5. Consumers report a strong desire for broad societal access to health care, but 
low willingness to pay increased annual insurance premiums so that others can 
gain access to new health care technologies. 

Currently, consumers and employers pay a 

portion of annual premium increases to fund 

technologies that may or may not directly 

benefit them but might benefit others. 
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Important policy implications:

As concerns about affordability and health care spending sustainability intensify, new 
mechanisms for funding medical innovation to supplement the traditional approach 
to premium increases are needed. Policymakers are currently considering various 
approaches to managing health care spending, including policies that rely on using 
reference pricing for pharmaceutical products from other countries and those that  
would augment the role of the U.S. government in making coverage determinations  
and pricing decisions. 

As health care stakeholders explore solutions to affordability concerns related to 
premium increases, potential policy solutions should: 

• Support medical innovation, as it is often cost effective over time and 
contributes to improved patient health outcomes.
— Policies that address affordability concerns through actions that are not 

linked to a health care intervention’s value, such as international price 
referencing, have the potential to undermine future innovation, which  
could result in negative long-term consequences for patient health. The 
potential impact of alternative payment policies, such as subscription 
models, compulsory licensing and value-based pricing, should also be 
explored further. 

— Policies that would shift responsibility for funding innovation to the 
government, such as cost-recovery pricing or carveout programs like 
Medicare’s End Stage Renal Disease program, will require a substantial 
increase in public health care spending funded via taxes and may have 
unintended consequences for innovation. 

— Policies aimed at reallocating existing health care spending from  
low-value (estimated to be 30% of health spending) to high-value care offer 
the opportunity to improve access to high-value medical innovation  
without increasing costs. 
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Key Findings Policy Implications

Given a choice, a majority of consumers and employers 
were unwilling to pay significant premium increases to 
support access to new technologies, even those with 
substantial outcome advancements, due to concerns  
about affordability.

Policies aimed at addressing health care affordability should  
focus on improving system efficiency while preserving access  
to innovation.

There are many differences in consumer willingness to 
pay for new medical technologies within conditions.

Patients and consumers, even those with the same condition, 
have varying priorities and preferences, so policies aimed at 
curbing health spending should not inhibit patient and  
consumer choice.

Consumer and employer willingness to pay varied 
across conditions.

Policy incentives that promote the development of new technologies 
for vulnerable patient populations should be protected.

• Provide choice to accommodate the varying priorities and preferences  
among consumers. 
— Consumers’ individual preferences, priorities and treatment response 

vary widely within a given population. Therefore, policies aimed at 
addressing health spending should allow for patient choice to better align 
with consumer preferences (e.g., market demand) and advance broader 
policymaker goals related to engendering a more patient-centered  
health system.  

• Provide incentives for innovation in vulnerable and disenfranchised 
populations.
— Survey respondents were willing to pay significantly more for new medical 

technologies for common adult diseases versus those developed for smaller, 
pediatric or older patient populations. This finding underscores the need 
for policies that protect incentives for development of new and innovative 
treatments as well as to ensure equity and fairness for vulnerable or 
disenfranchised populations. 
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INTRODUCTION

In the last half-century, innovative health care treatments and services have contributed 
to momentous improvements in morbidity and mortality outcomes in the United States. 
For example, a recent analysis found that the cancer death rate in the United States 
dropped 29% from 1999 to 2017, including an unprecedented 2.2% decline from 2016 
to 2017, which represents the largest single-year drop in cancer mortality ever reported.1 
A major driver of this decline was the emergence of new immunotherapy treatments 
for several types of cancer, including melanoma and lung cancer.2 But improvements 
in patient outcomes aren’t exclusive to cancer: In recent decades, innovation across 
the health care system has contributed to 
improvements in morbidity and mortality 
outcomes for several of the most prevalent 
diseases in the United States.3 After adjusting 
for prevalence and inflation, costs for patients 
with ischemic heart disease and cerebrovascular 
disease decreased by $5,037 and $1,219 per 
patient, respectively, from 1995 through 2015. In 
the same time frame, patient health outcomes 
for both diseases significantly improved, with a 
reduction of 1.89 disability-adjusted life years 
(DALYs) for ischemic heart disease and .47 DALYs for cerebrovascular disease. Such 
improvements in patient outcomes provide an undeniable societal benefit, as improved 
population health is associated with increased productivity and prosperity. 

But new health care innovations and technologies entering the market tend to vary 
in terms of efficacy and associated costs. For example, some innovations are highly 
efficacious and cost-saving, others are cost-effective but do not save money and some 
are incrementally beneficial but come at a substantial cost.  

This adds to already-rising U.S. costs across the health care continuum, further 
straining the financial resources of both individual consumers and health care purchasers 
like employers.  

In recent decades, innovation across the 

health care system has contributed to 

improvements in morbidity and mortality 

outcomes for several of the most prevalent 

diseases in the United States.
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GROWING CONCERNS ABOUT AFFORDABILITY 

Employers 

Years of rising health costs have placed significant financial burden on employers 
and consumers, which in turn has resulted in wage stagnation, erosion of consumer 
purchasing power, strained state budgets and increased health disparities.4,5,6  
Although employers have attempted to shift some of the cost burden onto their 
employees through higher cost-sharing and new benefit designs, this pass-through  
of costs has not been sufficient in shielding U.S. employers from substantial cost 
exposure, and health care spending growth has negatively affected U.S. employers’ 
economic performance.7 

Consumers

For consumers, premium increases 
have outpaced salary increases for 
workers with family coverage policies 
for the last two decades (Figure 1).  
The Kaiser Family Foundation 
estimates that in 2018, Americans 
with family coverage through their 
employer-based insurance were 
responsible for an average of $5,431 
in annual premiums.8 As employers 
have shifted costs to their employees, 
concerns about affordability have 
intensified for many health care 
consumers. A recent national poll 
found that 40% of Americans opted 
to forgo medical treatment when 
they were sick or injured because 
they were concerned about the 
cost.9 Delays in medical treatment 
have significant implications both for 
curbing rising health spending and 
for population health, as forgoing 

SOURCE: This is a recreation of a Kaiser Family Foundation graph. The original version of this graph relied on 
several sources including: “Kaiser Family Foundation Health Benefits Survey 2018-2019. Kaiser/HRET Survey 
of Employer-Sponsored Health Benefits, 1999-2017. Bureau of Labor Statistics, Consumer Price Index, U.S. 
City Average of Annual Inflation (April to April), 1999-2019; Bureau of Labor Statistics, Seasonally Adjusted 
Data from the Current Employment Statistics Survey, 1999-2019 (April to April).”10

Figure 1. Cumulative Premium Increases, Inflation and Earnings for 
Covered Workers With Family Coverage, 1999-2019
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needed medical treatment can lead to the exacerbation of a patient’s condition and 
higher costs in the long term. 

Figure 2. Historical Trends for Average Single and Family Coverage Premium Costs, 1999-2019
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ANNUAL PREMIUMS PLAY A CRITICAL ROLE IN  
FUNDING INNOVATION

As health care costs have increased, there has been a commensurate rise in health 
insurance premiums. Multiple factors contribute to rising health insurance premiums, 
including an aging population, increased prevalence of chronic disease, price increases 
and reimbursement structures with skewed incentives. But premium increases also 
play a critical role in funding new medical innovation. For instance, when a patient 
with cancer is treated by their doctor, they are responsible for paying a copay and their 
health insurance plan pays the rest. In order to pay that patient’s bill, the plan must tap 
into premium dollars paid by their members. As health care costs increase and new 
innovative treatments enter the market, health plans’ overall budgets also increase, and 
the annual premiums paid by members go up, too (Figure 2).13 

As a result, annual premium increases play a critical role in funding access to new 
innovation, with evidence showing that new technologies account for between 38% to 
62% of annual health spending increases. 11,12,14   

THE INNOVATION PIPELINE

New technologies and innovations are entering the market across the entire health care 
spectrum, including new medical devices, forms of minimally invasive or robotic-assisted 
surgery, diagnostic technologies, and biopharmaceutical treatments.15 Such innovations 
hold great promise for improving patient mortality and quality-of-life outcomes. For 
example, The Lancet HIV journal recently reported that a stem cell treatment was 
successful in curing a patient of HIV,16 a disease that affects more than 37 million people 
worldwide.17 Other health care innovations will help to improve access to care, such as 
new handheld ultrasound devices that allow health care providers to conduct essential 
medical scans using portable devices that cost an estimated 50 times less than a 
traditional ultrasound machine in a hospital.15

While breakthrough medical innovations have produced numerous benefits, including 
increased lifespan and reduced disability, significant purchaser concerns about growth in 
health insurance premiums remain.3,18 This raises important policy questions: How does 
concern about rising premiums impact willingness to pay for new medical technologies 
that promote beneficial gains in patient morbidity and mortality? If consumers and 
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employers are no longer able or willing to pay for innovative technologies through 
annual premium increases, how will this affect incentives for continued medical 
innovation and the ability of the U.S. health system to achieve meaningful improvements 
in patient morbidity and mortality outcomes? 

KEY GOALS OF THIS ANALYSIS

Previous studies have shown that consumers are willing to pay significant monies for 
medical technologies that directly benefit them.19,20 In contrast, this analysis examines 
continued willingness to pay increased insurance premiums for innovations that may 
or may not benefit those specific consumers or those specific employers. Prior research 
also has shown that the U.S. population is willing to pay significantly more for a quality-
adjusted life year (QALY) than other nations.21 While these analyses provide important 
insight into the priorities of patients and purchasers, their focus on incremental cost 
increases associated with individual treatments rather than total financial burden of 
health care limits their applicability. 

A more comprehensive assessment of willingness to pay for new medical innovation 
requires examination of the total premium, including incremental increases associated 
with new innovations, as this is how cost is experienced by consumers and purchasers 
like employers. Therefore, this study aimed to evaluate the extent to and consistency 
with which consumers and employers are willing to pay for new medical technologies 
through increased monthly insurance premiums. In addition, it explores the extent to 
which the level of benefit and the patient population (e.g. pediatric, adult, etc.) factor 
into consumer and employer willingness to pay. 
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METHODOLOGY

We used discrete choice experiments (DCE) to assess employer and consumer 
willingness to pay for new medical innovation through hypothetical increases in 
insurance premiums. DCEs have been increasingly used to inform health policy research, 
including on the topic of willingness to pay.22,23

SURVEY DESIGN

The DCE survey instrument was developed and administered online in spring of 2018.  
Ten qualitative interviews were conducted with eligible respondents to evaluate the 
attributes to be included in the survey. Interviews also were used to help ensure 
that attribute definitions (i.e., the definition and degree to which treatments typically 
improve survival, quality of life, etc.) and the choice exercises were clearly articulated 
and that respondents understood the task in the way researchers intended. 

Consumers and large employers were presented with a series of choice exercises, 
each including three hypothetical insurance options. Respondents selected their most 
preferred option and indicated whether they would actually purchase this option if it 
were available to them. 

Each insurance option provided coverage for medical innovation that would either 
extend life or reduce disability for patients with diseases that fall into four broad 
categories, including:

• Common adult diseases (extend life or improve productivity and  
reduce disability)

• Pediatric diseases (extend life)
• Geriatric diseases (extend life)
• Rare diseases (extend life)

For each insurance option, respondents were shown a level of innovation for each 
of the four aforementioned broad categories, a level of coverage (broad/limited and 
high/low out-of-pocket costs) and the corresponding increase in monthly premiums 
associated with each level of coverage. A list of attributes and levels is provided in  
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Table 1. Employer and consumer participants also answered a series of attitudinal 
questions to further assess their willingness to pay for medical technologies.  
Example choice tasks and attitudinal questions may be found in the technical  
appendix (Figures 1 and 2 as well as Table 2, respectively).

Attribute Attribute Levels

Extend life in common adult diseases 
(examples include colon cancer, diabetes and heart disease)

No new technology currently available

1 year

2 years

3 years

5 years

8 years

10 years

Improve quality of life in common adult diseases 
(examples include rheumatoid arthritis, multiple sclerosis  
and depression)

No new technology currently available

10% better

20% better

40% better

60% better

Extend life in pediatric diseases 
(examples include leukemia, heart disease and brain tumors)

No new technology currently available

1 year

3 years

5 years

10 years

15 years

20 years

Table 1. Attributes and Attribute Levels
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Attribute Attribute Levels

Extend life in geriatric diseases 
(examples include stroke, Alzheimer’s disease and breast cancer)

No new technology currently available

1 year

2 years

3 years

4 years

5 years

Extend life in rare diseases  
(examples include cystic fibrosis, Lou Gehrig’s disease (ALS) and 
dilated cardiomyopathy with ataxia)

No new technology currently available

1 year

2 years

3 years

5 years

8 years

10 years

Level of insurance coverage for new technology

Limited coverage and low out-of-pocket costs

Limited coverage and high out-of-pocket costs

Broad coverage and low out-of-pocket costs

Broad coverage and high out-of-pocket costs

Annual increase in individual/family premium due to  
new technologya

5%

10% 

20%

30%

40%

50%

New monthly premiumb

Calculated as current monthly premium + annual 
increase in individual/family premium due to  

new technology

Table 1. Attributes and Attribute Levels (continued)

NOTES: aAnnual increase in individual or family premium was expressed as a dollar value and calculated by multiplying the respondent’s currently monthly premium by the 
above percentages. 

 
bExpressed in dollars.



ASSESSING CONSUMER AND EMPLOYER 

WILLINGNESS TO PAY 
FOR NEW MEDICAL TECHNOLOGIES

16   l  www.npcnow.org

SURVEY PARTICIPANTS

Survey participants included consumers and large employers responsible for making 
decisions in the purchase of health insurance. Respondents were drawn from a 
sample recruited using a survey panel that previously consented to being contacted for 
such studies and completed the survey online. This study recruited 1,201 consumers 
categorized in three groups (each group with approximately 400 respondents) including 
consumers under age 65 with no chronic conditions, consumers under age 65 with one 
or more chronic conditions and Medicare-eligible consumers. 

In addition, 75 large employers that provide health insurance and have 5,000 or more 
U.S. employees were recruited. Respondents were required to be a key stakeholder 
in the health insurance purchasing decision. A complete list of recruitment criteria is 
available in Table 1 in the Technical Appendix. 

Group Definition

Healthy 
Consumers

Between the ages of 18 and 65

Fewer than 9 doctors’ visits in the  
past 3 years

No chronic illnesses

Currently has health insurance coverage

Decision-maker for health insurance 
purchase

Sick 
Consumers

Between the ages of 18 and 65

More than 12 doctors’ visits in the  
past 3 years

One or more chronic illnesses

Currently has health insurance coverage

Decision-maker for health insurance 
purchase

Group Definition

Medicare-
Eligible
Consumers

Between the ages of 65 and 75

Currently has Medicare health insurance 
coverage

Decision-maker for health insurance 
purchase

Large
Employers

Employer must have 5,000 or more 
covered lives

Provides health insurance to active 
employees

Key player in employer health care 
insurance decision-making

Table 2. Select Recruitment Criteria for Consumer and Employer Respondents

NOTES: For the large employer group, the number of respondents in each industry 
category was limited to 18 and fully insured respondents were limited to 8 
to ensure a representative sample. 
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STATISTICAL METHODS

Means were calculated for consumer and employer demographics and monthly 
premiums. Respondent choices were modeled using hierarchical Bayes estimation 
techniques to estimate demand for individual hypothetical insurance profiles with 
confidence intervals. These models allow us to specify one hypothetical profile and then 
use the preferences to estimate the percentage of respondents who would purchase it. 
The estimated market shares were adjusted to account for respondents who would not 
actually purchase the insurance profile. 

For each stakeholder, we estimated demand curves for a spectrum of gains for each 
medical innovation tested (1-year life gain, 10% Quality of Life [QoL] improvement; 
5-year life gain, 40% QoL gain; and 10-year life gain). Demand curves were generated 
between a 5% to 50% annual premium increase. Level of access was held at the highest 
level: broad access and low out-of-pocket expenses. Ninety-five percent confidence 
intervals were compared to identify statistically meaningful differences. 

To improve our understanding of heterogeneity in consumer willingness to pay for 
new medical technologies, we plotted demand curves for 1-, 5-, and 10-year life gains 
in common adult conditions. Chi-square testing was done to determine if there were 
statistically significant differences between demographic subgroups in their willingness 
to pay. Given the smaller sample size, employer heterogeneity was not analyzed. 
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LIMITATIONS

Our study was subject to the following limitations. First, respondents could opt out of 
purchasing any of the three presented insurance options. For this to happen in the real 
world, a respondent would either need to have access to cheaper insurance options or 
not purchase insurance. This implies that actual demand would be higher than the results 
shown as (1) having no insurance creates significant real-world consequences, and (2) 
many respondents may not have access to cheaper options, especially those respondents 
purchasing insurance through their employers. However, the purpose of this research 
was not to forecast actual demand, but to ask the question, “If provided a choice, would 
consumers and employers pay higher premiums to 
provide access to new medical technology?” 

Second, although we followed best practice 
guidelines for survey development of a discrete 
choice experiment, the results are reliant on stated 
choices between hypothetical insurance plans. 
We attempted to reduce the hypothetical nature 
of the questions by closely mirroring the real-
world decision context and using consumers’ and 
employers’ current premium amounts as the basis 
for the percentage increases included in the survey. Key attributes in the decision process 
included level of access to new medical technologies, the annual premium increase due 
to new medical technology and the total annual premium.  The annual premium increase 
and total premium were stated in dollars. 

Third, our analysis was limited to the portion of premium increases funding new medical 
technologies. In reality, numerous other factors contribute to premium increases. 
This implies that willingness to pay may be overstated as the total premium increase 
experienced by the consumer and employer includes a portion for new medical 
technologies and a portion for the other premium factors (e.g., if there are zero premium 
increases attributable to technology, the overall premium would still increase due to 
other factors). Given that our results find little willingness to pay more, the impact of this 
limitation is muted.

The purpose of this research was not to 

forecast actual demand, but to ask the question, 

“If provided a choice, would consumers and 

employers pay higher premiums to provide 

access to new medical technology?”
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Fourth, the survey respondents were a targeted sample and therefore might not be 
representative. The size of the consumer sample (1,201) supports the analyses conducted, 
while the smaller employer sample (75) was limited to the size constraints of the 
respondent pool. The majority of consumer respondents exceed average U.S. income and 
education levels, potentially causing their responses to be on the high end of willingness 
to pay. The majority of respondents were also disproportionately white (90%) and female 
(80%), inconsistent with actual U.S. demographics. Given that our results find little 
willingness to pay more, despite respondents having greater ability to do so (compared 
with average U.S. demographics), the impact of this limitation is minimal and actually 
reinforces our conclusions regarding the overall lack of willingness to pay for new medical 
technologies. Employer analysis was limited to account for sample size constraints.
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RESULTS
 

RESPONDENT DEMOGRAPHICS AND MEAN PREMIUM

Respondent demographics and mean premium costs are provided in Table 3. Of the 
1,201 consumer survey participants, most respondents were white (1,086), female (965), 
at least 45 years old (946), and reported having at least $50,000 in income (713). Most 
(953) reported having at least some college. A breakdown of consumers by recruited 
segment is provided in Table 5 in the Technical Appendix. Forty-nine of the 75 employers 
recruited had 10,000 or more employees with 60 of the employers being national or 
international in geographic scope. The health plans offered most frequently by employers 
were preferred provider organization and high-deductible plans with health savings 
accounts/health reimbursement arrangements.

The mean employee premium contribution in employer-sponsored plans ranged from 
$182 per month for individual coverage to $358 per month for family coverage. Mean 
monthly premiums in the individual market ranged from $306 for individual coverage to 
$511 for family coverage. The mean Medicare monthly premium across all parts was $272. 
The employer monthly premium contribution across plan types for individual coverage 
ranged from $250 to $670 for single coverage and $640 to $1,432 for family coverage. 



21   l  www.npcnow.org

Characteristic All Consumers
(n=1,201)

Large Employers
(n=75)

Age Range in Years

18-34 118 -

35-44 137 -

45-64 545 -

65 and older 401 -

Sex   

Male 236 -

Female 965 -

Classification   

Consumers under 65 with no chronic conditions 400 -

Consumers under 65 with chronic condition(s) 400 -

Medicare-eligible consumers 401 -

Household Incomea   

Less than $50,000 420 -

$50,000-$74,999 298 -

$75,000-$99,999 185 -

$100,000 or more 230 -

Education   

Less than high school 7 -

High schoolb 241 -

Some collegec 357 -

Bachelor's degree or higher 596 -

Race/Ethnicity   

White 1,086 -

Black 30 -

Asian 33 -

Hispanic 23 -

Other 29 -

Insurance Source   

Employer 598 -

Individual market 201 -

Medicare 402 -

Table 3. Respondent Demographics and Mean Premiums
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Characteristic All Consumers
(n=1,201)

Large Employers
(n=75)

Number of Employees   

5,000-9,999 - 26

10,000-19,999 - 22

20,000-49,999 - 15

50,000 or more - 12

Geographic Scope   

International - 29

National - 31

Regional - 7

State - 4

Local - 4

Plan Type

Preferred provider organization (PPO) - 57

Health maintenance organization (HMO) - 23

Health savings account (HSA)/health reimbursement  
arrangement (HRA)d - 58

High-deductible no-savings account - 8

Mean Monthly Premium   

Individual contribution for employer-single coverage $182 -

Individual contribution for employer-family coverage $358 -

Single coverage in individual market $306 -

Family coverage in individual market $511 -

Medicaree $272 -

Employer contribution for employer-single coveragef - $250-$670

Employer contribution for employer-family coveragef - $640-$1,432

Table 3. Respondent Demographics and Mean Premiums (continued)

NOTES: aSixty-eight respondents chose not to disclose their annual household income.  
 bAlso includes those who graduated from technical or trade school. 
 cAlso includes those who earned a two-year associate’s degree.  
 dNot mutually exclusive of PPO and HMO.  
 eMedicare premium includes Part B, Medicare Advantage, Medigap and Part D. 
 fMean employer contribution range across plan types with first- and second-highest enrollment.
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CONSUMER AND EMPLOYER WILLINGNESS TO PAY 5% 
PREMIUM INCREASE FOR NEW MEDICAL INNOVATION

Most survey respondents reported that they were willing to pay little or no premium 
increase for new medical innovation. Therefore, for ease of comparison, results are framed 
in terms of willingness to pay a 5% premium increase or more. Results in the figures 
below assume that the premium increases include broad coverage and low out-of-pocket 
costs for technology being considered. 

A 5% premium increase ranged between $2 and $30 dollars per month for consumer 
respondents and between $8 and $90 per employee per month for employers. While the 
Medicare consumer segment had slightly lower willingness to pay, overall willingness was 
similar among consumer groups and therefore responses from the three consumer groups 
have been aggregated for clarity. Full demand curves by consumer segment may be found 
in the Technical Appendix (Tables 6a-6n).

Figure 3. Willingness to Pay for 1-year Life Extension or 10% 
Improvement in Quality of Life
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The percent of consumer 
respondents willing to pay a 
5% annual premium increase 
for a 1-year gain in life and 
10% QoL gain was between 
19% and 23% across the 
tested conditions (Figure 3).  
Conversely, employer 
willingness to pay was 
statistically lower (p=.05) than 
consumers, with between 
7% and 13% of respondents 
indicating willingness to pay 
an annual premium increase 
of 5%. 
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Employer willingness to pay 
for a technology associated 
with a 40% QoL gain for a 
common adult condition was 
statistically higher than for a 
5-year life extension among 
geriatric, pediatric and rare 
disease populations (p=.05).

Figure 4. Willingness to Pay for 5-year Life Extension or 40% 
Improvement in Quality of Life
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Consumer willingness to pay rose to 22%-35% across tested conditions for technologies 
associated with 5-year life extension or 40% improvement in QoL, with higher willingness 
to pay for common adult conditions. However, employer willingness to pay remained 
much lower, with only 9% willing to pay for a 5-year life extension for rare diseases but 
29% willing to pay for a 40% improvement in QoL associated with a common adult 
condition. Employer willingness to pay for a technology associated with a 40% QoL gain 
for a common adult condition was statistically higher than for a 5-year life extension 
among geriatric, pediatric and rare disease populations (p=.05).
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The percent of consumers 
willing to pay a 5% premium 
grew as benefit level improved, 
peaking between 26% and 
45% for 10-year life gains 
and 60% QoL gains. We 
found across all outcome 
improvements that a statistically 
significant larger percent of 
consumers was willing to pay 
a 5% premium increase for 
common adult conditions 
than other patient populations 
(p=.05). Regardless of level of 
health gain or who benefited, 
less than half of consumer 
respondents were willing to pay 
a 5% premium increase. The 
percent of employers willing 
to pay a 5% premium increase 
peaked between 11% and 36% for 10-year life gains and 60% QoL gains. Regardless of 
level of health gain or who benefited, less than 40% of employer respondents were willing 
to pay a 5% premium increase. 

ATTITUDINAL SURVEY QUESTIONS ON WILLINGNESS TO 
PAY FOR NEW MEDICAL TECHNOLOGIES

In addition to the discrete choice tasks, survey participants answered a series of attitudinal 
questions aimed at getting a better understanding of their willingness to pay for new 
medical technologies. Our survey found that 75% of consumers and 81% of employer 
respondents agree or strongly agree that they are concerned that continued increases in 
insurance premiums will make insurance unaffordable. However, only 33% of consumers 
and 45% of employer respondents agree or strongly agree that they are willing to pay 
higher premiums so that new health technologies with significant benefits are widely 
available. In addition, 70% of consumers and 36% of employer respondents agree or 
strongly agree that new medical technology is too expensive. 

Figure 5. Willingness to Pay for 10-year Life Extension or 60% 
Improvement in Quality of Life
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Figure 6. Select Attitudinal Responses From Consumers and Employers Pertaining 
to Access and Willingness to Pay
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Our survey also found that less than one-fifth of consumers were willing to pay higher 
monthly premiums so that others in the United States can receive the care they need, 
and reported only a slightly higher willingness to pay so that their fellow employees 
can receive the care they need (19% and 20% agree or strongly agree, respectively). 
Conversely, 66% agree or strongly agree that “we have a responsibility to ensure that all 
people have access to the health care that they need.” Furthermore, 73% agree or strongly 
agree that “health care should be available to everyone regardless of what they can pay.”
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Figure 7. Select Attitudinal Responses from Consumers Pertaining to Access and Willingness to Pay
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CONSUMER HETEROGENEITY IN WILLINGNESS TO PAY 

Despite the majority (78%) declining to pay more for common adult conditions (Figure 8), 
12% of consumer respondents were willing to pay greater than a 10% premium increase 
for technologies that provide a 1-year life extension for common diseases. Heterogeneity 
in willingness to pay increased with larger gains in life years, with 45% of consumer 
respondents willing to pay 5% or more in premium increases for technologies that provide 
a 10-year life gain.

Statistical chi-square testing of those not willing to pay a 5% or greater premium increase 
for broad access to medical technologies that increase life by 1 or 5 years in common 
adult diseases indicates that they are more likely to be 65 or older and be Medicare-
eligible. In contrast, those consumers willing to pay 5% or more are more likely to belong 
to the 45 to 65 age group and be considered either a healthy or sick consumer (as 
defined by the survey recruitment groups). Income was not a predictor of willingness 
to pay. However, the study was not designed to test for income and survey respondents 
reported higher than average income, which may have muted the influence of income as 
a predictor of willingness to pay in this analysis. 
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Figure 8. Consumer Willingness to Pay for New Technologies for Common Adult Conditions 
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KEY FINDINGS 
 

This analysis has four key findings. 

Given a choice, a majority of consumers and employers were 
unwilling to pay significant premium increases to support access 
to new technologies, even those with substantial advances in 
health outcomes, due to concerns about the affordability of 
rising insurance premiums and new health care technologies.

Seventy-eight percent of consumer and 88% of employer respondents indicated that they 
were unwilling to pay a 5% premium increase to support broad access to new technologies 
that extend life by one year for common adult conditions. This is a notable finding, as 
treatments offering a one-year life extension for a common adult condition would have 
significant implications for population health and productivity. For context, a comparative 
clinical effectiveness analysis of curative hepatitis C regimens found an overall gain of 
just five months of quality-adjusted life expectancy,24 but average monthly premiums for 
Medicare prescription drug plans were projected to increase 4.3% to 8.6% for the 2015 
plan year solely due to these curative treatments entering the market in 2014.25

Moreover, lack of willingness to pay was reported regardless of the treatment’s 
improvement in life extension. For instance, for new medical technologies that produced 
a 10-year gain in life expectancy, 55% of consumer and 64% of employer respondents 
indicated that they were unwilling to pay a 5% premium increase. In response to attitudinal 
survey questions, most respondents reported that they believed continued premium 
increases will become unaffordable. In addition, less than half of respondents (33% of 
consumers and 45% of employers) reported that they are willing to pay any increase in 
premiums so that new medical technologies can become widely available, despite the 
majority of consumer respondents reporting above-average income and education levels 
compared with the broader U.S. population. Even when looking at subgroups of individuals 
who were older and sicker than average, we found that in general, respondents were 
unwilling to pay significant increases. This is not to say that consumers and employers are 
unwilling to pay for any innovation. Rather, our analysis found that most respondents were 
not willing to pay a premium increase of 5% (ranging between $2 and $30 dollars per 
month for consumer respondents and between $8 and $90 per employee per month for 
employers), as we did not test premium increases below 5%. 

1
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There is significant variation in consumer willingness to pay 
for new medical technologies within conditions.

Across all tested outcomes, there was always a segment of the consumer 
population that was willing to pay more. This variation represents a 

distribution of priorities and preferences among consumers and indicates that there 
should not be a single value threshold for medical innovation, as this will limit 
access to populations that place greater value on a specific outcome or attribute of 
a given treatment.

Consumer and employer willingness to pay varied  
across conditions. 

Treatments for common adult diseases were valued significantly higher 
than treatments for pediatric, geriatric and rare disease populations. 

This is likely because individuals are more willing to pay for new technologies that 
are more likely to directly benefit them. The substantial gap in willingness to pay, 
which becomes increasingly apparent as the outcome gains increase, creates potential 
incentives for developers of new medical technologies to focus their efforts on common 
adult conditions rather than less common conditions affecting vulnerable populations. 

Consumers want access to health care for themselves, and for 
society in general, but most are not willing to pay increased 
premiums to get it.  

In the attitudinal survey questions, few consumer respondents reported 
that they were willing to pay higher monthly premiums so that others in the United 
States, or their fellow employees, could receive the care that they need (19% and 20%, 
respectively). However, two-thirds of respondents agreed that we have a responsibility to 
ensure that all people have access to health care that they need, and that access should 
be available to everyone regardless of what they can pay (66% and 73%, respectively). 
These results indicate that consumers want broad access to health care, but do not 
want to pay higher monthly premiums to achieve it. Given their responses to attitudinal 
questions, this is likely due to concerns about affordability. This finding is consistent 
with previous studies that have found that consumers are willing to pay for innovative 
or “hopeful” technologies (in terms of cost/QALY) for themselves, but have lower 
willingness to pay for innovation that they themselves are not likely to benefit from.20,26 

2

3

4
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POLICY IMPLICATIONS

Our study results indicate a significant misalignment between employer and consumer 
willingness to pay and the current market reality of annual premium increases. 
Despite employers and consumers’ concerns about the affordability of rising insurance 
premiums, annual premiums are continuing to increase, and employers and consumers 
have little to no choice but to pay them. This is due to a variety of external factors, 
including lack of insurance alternatives to employer-sponsored insurance, significant risk 
resulting from lack of health insurance, state laws requiring coverage, Medicare coverage 
requirements and special interest groups, among others. Addressing all the factors 
driving concerns about affordability is a complex undertaking and may require significant 
changes to the health system. However, as policymakers look for solutions to reduce 
rising premiums and costs, it’s important that they consider the following:

Consumers and employers are concerned about the affordability of 
increasing premiums. Policies aimed at addressing these concerns should 

focus on improving system efficiency while preserving access to innovation.

Our analysis found that consumers and employers require significant technology 
advancements to justify premium increases, and most are not willing to pay for new 
innovation that exceeds a 5% increase in annual premiums. This lack of willingness 
to pay is driven by underlying concerns about affordability. For example, most survey 
respondents (75% of consumers and 81% of employers) agreed or strongly agreed that 
they are concerned that continued increases in insurance premiums will make insurance 
unaffordable. To address concerns about affordability, policymakers and other health 
care thought leaders have suggested a broad spectrum of policy proposals aimed at 
curbing increased costs through the regulation of biopharmaceutical prices. 

On one end of the spectrum, policymakers are exploring regulatory and legislative 
efforts that could, intentionally or unintentionally, slow or cease the ability for new 
medical technologies to enter the market (e.g., international reference pricing, relying 
on third-party health technology assessments to make coverage determinations, etc.). 
However, prior research has shown medical innovation to be highly cost effective and 
a critical driver of improved patient health outcomes.3,18 Therefore, slowing or ceasing 
medical innovation would likely have detrimental consequences for mortality and 
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morbidity in the United States, and thus policies that reduce or eliminate funding for 
medical innovation are neither politically feasible nor clinically desirable. Policies need 
to be nuanced, taking into account the underlying preferences, priorities and differences 
among individuals within a patient population. 

On the other end of the spectrum are policies in which the U.S. government takes 
on an augmented responsibility for paying for innovation through a Medicare-for-
all program or a carve-out similar to that for end-stage renal disease (ESRD). These 
options would require additional taxes or a reallocation of funding from other 
services (e.g. transportation, education, etc.). Furthermore, as witnessed with the 
ESRD program, shifting additional financial responsibility to the government does not 
address the challenges related to managing rising costs and improving access  
to innovation.27 

Either of these scenarios would likely increase public health spending and would 
therefore not align with the expressed desires of respondents in this survey or other 
stakeholders concerned about affordability. 

Rather than cutting investment in innovation or shifting the financial burden to the 
U.S. government, new medical innovation could be funded through reallocation of 
existing health care expenditures and reducing low-value care, which is estimated to 
be approximately 30% of all health dollars spent.28 This approach is consistent with 
respondents’ reported desire to avoid additional increases in health spending.  
However, to date, numerous efforts such as Choosing Wisely have attempted to reduce 
low-value care with minimal success.29 Therefore, there is a need for further research to 
both understand why this is the case and identify mechanisms that make the removal 
of low-value care more routine. 

The heterogeneity among consumers within a condition reflects varying 
priorities and preferences. Policies aimed at curbing health spending 

should not inhibit patient and consumer choice. 

Value is an inherently subjective concept because individual preferences, priorities and 
treatment response vary widely within a given population. Therefore, policies aimed 
at addressing health spending that employ a narrow view of value (e.g., international 
reference pricing, adoption of single cost-effectiveness threshold) should be avoided 
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because they do not align with consumer preference (e.g., market demand) or the 
stated goals of engendering a more patient-centered health system. 

To ensure appropriate access to high-value treatments, it’s important that policymakers 
pursue options that provide choice and recognize that consumers have varying 
willingness to pay as a result of diverse preferences and priorities. For example, Medicare 
Part D offers several plans that differ in the therapies covered as well as the level of 
benefit offered. 

However, it is also important to ensure that the desire of some individuals to pay more 
to ensure access to new innovations does not lead to unintended consequences like 
driving up overall health care costs.  

Willingness to pay varies by population. Policy incentives that promote 
the development of new technologies for vulnerable patient populations 

should be protected.

Respondents were more willing to pay increased premiums for treatments targeting 
common adult conditions compared to those that serve smaller, more vulnerable 
constituencies including pediatric, geriatric and rare disease populations. The 
current model for funding medical innovation is based on spreading the cost of new 
technologies across a large population. However, if this model was modified so that 
patients pay for innovation on an as-needed basis, costs associated with paying for 
medical innovation would fall on a much smaller population, creating the potential for 
patients to bear a significant financial burden or incentivizing payers to cover only the 
new technologies that affect large patient populations. Previous studies have shown  
the negative consequences of high out-of-pocket costs on patient access,30 and  
policies that shift financial responsibility solely to afflicted patient populations, such as 
the home mortgage concept for funding curative therapies for rare diseases, have faced 
criticism from various stakeholders including patient organizations, providers  
and policymakers.31 

This underscores the need to protect incentives for development of new and innovative 
treatments as well as to ensure equity and fairness for disenfranchised populations. The 
role of incentives is important in the development of new and innovative treatments. 
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For example, the Orphan Drug Act and programs administered by the Food and 
Drug Administration provide additional incentives for the development of medical 
technologies for rare diseases.32 However, as the market becomes more sensitive to 
insurance premium increases and payer coverage incentives change as a result, it will be 
important to monitor whether or not the incentives for innovation change in a way that 
favors some populations over others. As budget constraints grow and payers are forced 
to make tough choices, the impact of purchaser preferences on innovation incentives 
needs to be monitored and periodically evaluated for fairness and equity.
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CONCLUSION

Rising health insurance premiums continue to place growing financial pressure on 
both consumers and employers. This study found that if provided a choice, a majority 
of consumers and large employers would choose not to fund new medical innovation 
through increased insurance premiums, indicating a misalignment between purchasers 
not wanting to pay more and continued annual premium increases to support access 
to new medical innovation. New mechanisms for 
funding medical innovation without increasing 
health spending expenditures are needed, as 
the alternative (e.g., an absence of medical 
innovation and increased financial burden on 
patients) is not desirable. 

This study also found that there is heterogeneity 
in the willingness to pay for new medical 
innovation and better understanding of consumer 
heterogeneity is needed to ensure the market 
reflects consumer priorities and preferences. 
Finally, the market reality is that employers and 
consumers are paying for new health care technology through increased premiums, 
whether they want to or not. Additional research is needed to further explore several 
elements related to consumer and employer willingness to pay, including whether 
consumers and employers understand the relationship between innovation and patient 
health outcomes. Subsequent research is also needed to assess whether employers 
and payers would be willing to accept less innovation in exchange for less growth in 
annual premiums (as innovation is not the only driver of premium increases) in the 
event that we are not able to improve health system efficiency through the elimination 
of low-value care.   

New mechanisms for funding medical 

innovation without increasing health 

spending expenditures are needed, as the 

alternative (e.g., an absence of medical 

innovation and increased financial burden 

on patients) is not desirable. 
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TECHNICAL APPENDIX
The first part of this appendix shows the questions as they appeared to respondents (Figures 1-2), the criteria for 
inclusion in the survey (Table 1) and attitudinal questions (Tables 2-3). The second part of this appendix (Tables 4,5 
and 6a-6n) highlights demographic data and additional findings from the survey questions.

I. STUDY DATA AND METHODS

Figure 1. Sample Choice Task for Consumers
Below is a screen capture of how the survey instrument appeared to consumer participants.

Scenario 1 of 12
Millions of Americans suffer from a wide range of diseases with varying degrees of impact on the quality of their life. While treatment of these diseases yields benefits 
to individuals, their families, their employers and society overall, such benefits typically come at the expense of higher monthly premiums. In light of such benefit/cost 
trade-offs, it is important to understand the extent to which consumers will pay for treatment advances that improve productivity, longevity and quality of life.

In this exercise we would like you to think about the last time you selected a health care insurance plan. At that time you selected Preferred Provider Organization 
that cost $510 per month. Now imagine making those decisions again, but this time, you are able to make those choices in the context of information about the 
relationship between benefit costs and the availability of new treatments (and associated benefits).

Below are three health care insurance plans each describing a level of treatment advancement that can either extend life or improve productivity/reduce disability for 
patients with diseases that fall into five broad categories. Please do not assume that the medical treatments listed below necessarily treat any diseases that you or your 
family member may currently have. You are then shown a level of coverage and associated increase in monthly premiums to obtain this level of coverage. Review 
each option carefully and then select the one you find most appealing. After you select your most preferred option, indicate whether you would actually purchase this 
option if it were available to you today.

Option 1 Option 2 Option 3

Part of Your Premium Pays for Medical Treatments That...

Extend life in common adult diseases (examples include colon 
cancer, diabetes, and heart disease)

5 years 3 years 3 years

Improve productivity and reduce disability for common adult 
diseases (examples include rheumatoid arthritis, multiple sclerosis, 
and depression)

20% better
No new technology 
currently available

40% better

Extend life in pediatric diseases (examples include leukemia, heart 
disease, and brain tumors)

No new technology 
currently available

5 years 10 years
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Option 1 Option 2 Option 3

Extend life in geriatric diseases (examples include stroke, Alzheimer’s 
disease, and breast cancer)

2 years 1 year 3 years

Extend life in rare diseases (examples include cystic fibrosis, Lou 
Gehrig’s disease (ALS), and dilated cardiomyopathy with ataxia)

3 years
No new technology 
currently available

1 year

Level of Health Insurance Coverage

Level of insurance coverage
Limited coverage and 

high out-of-pocket
Broad coverage and  
low out-of-pocket

Broad coverage and 
high out-of-pocket

Insurance Premium Costs

Monthly premium increase to provide insurance coverage for new  
medical treatments

$45 $0 $77

New monthly premium ($510 + monthly premium increase due to  
new treatment)

$555 $510 $587

Which option would you most prefer? m  Option 1 m  Option 2 m  Option 3

Would you actually purchase this health care insurance if it were 
available?

m  No
m  Yes

Scenario 1 of 12 (continued)
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Figure 2. Sample Choice Task for Employers
Below is a screen capture of how the survey instrument appeared to employer participants.

Scenario 1 of 12
Millions of American suffer from a wide range of diseases which result in varying impacts on quality of their life, productivity and cost. While treatment of these 
diseases yields benefits to individuals, their families, their employers and society overall, such benefits typically come at the expense of higher costs that must be  
paid by employers and often their employees. In light of such benefit/cost trade-offs, it is important to understand the extent to which employers will pay for 
technology-based treatment advances that improve productivity, longevity and quality of life.

In this exercise, we ask you to recall the last time you evaluated health care coverage options (medical and pharmacy) for your workforce. At that time you selected a 
HSA-based High Deductible Health Plan with total premium (employer + employee premium) $600. Now imagine making those decisions again, but this time, you 
are able to make those choices in the context of information about the relationship between benefit costs and the availability of new treatment technologies (and 
associated benefits).

Below are three health care coverage options each describing a level of technology-based advancement that can either extend life or improve productivity/reduce 
disability for patients with diseases that fall into four broad categories. You are then shown a level of coverage and associated increase in PEPM costs to obtain this 
level of coverage. Review each option carefully and then select the one you find most appealing. After you select your most preferred option, indicated whether you 
would actually purchase this option for your workforce if it were available to you today.

Option 1 Option 2 Option 3

Part of Your Premium Pays for Medical Treatments That...

Extend life in common adult diseases (examples include colon  
cancer, diabetes, and heart disease)

4 years 3 years 3 years

Improve productivity and reduce disability for common adult 
diseases (examples include rheumatoid arthritis, multiple sclerosis, 
and depression)

20% better
No new technology 
currently available

40% better

Extend life in pediatric diseases (examples include leukemia, heart 
disease, and brain tumors)

No new technology 
currently available

5 years 10 years

Extend life in geriatric diseases (examples include stroke, Alzheimer’s 
disease, and breast cancer)

2 years 1 year 3 years

Extend life in rare diseases (examples include cystic fibrosis, Lou 
Gehrig’s disease (ALS), and dilated cardiomyopathy with ataxia)

3 years
No new technology 
currently available

1 year

Level of Health Insurance Coverage

Level of insurance coverage
Covered with limited 
access (more narrow 
than approved use)

Covered with high  
out-of-pocket

Covered with low 
out-of-pocket
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Option 1 Option 2 Option 3

Health Benefit Costs

Premium increase due to new technologies for single coverage $45 $0 $77

New premium ($510 + premium increase due to new technologies)  
for single coverage

$555 $510 $587

Premium increase due to new technologies for family coverage $90 $0 $144

New premium ($910 + premium increase due to new technologies)  
for family coverage

$1,000 $910 $1,054

Which option would you most prefer? m  Option 1 m  Option 2 m  Option 3

Would you actually purchase this health care insurance if it were 
available?

m  No
m  Yes

Scenario 1 of 12 (continued)
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Table 1. Eligibility Criteria by Recruiting Segment

Consumers under 65 w/ no chronic conditions
(n=400)

• Between the ages of 18 and 65

• Fewer than 9 doctors’ visits in the past 3 years

• No chronic illnesses

• Currently has health insurance coverage

• Decision-maker for health insurance purchase

Consumers under 65 w/ chronic conditions
(n=400)

• Between the ages of 18 and 65

• More than 12 doctors’ visits in the past 3 years 

• One or more chronic illnesses 

• Currently has health insurance coverage

• Decision-maker for health insurance purchase

Medicare eligible consumers

(n=401)

• Between the ages of 65 and 75

• Currently has Medicare health insurance coverage

• Decision-maker for health insurance purchase

Large employers

(n=75)

• Employer must have 5,000 or more covered lives

• Provides health insurance to active employees

• Key player in employer health care insurance decision-making

NOTES: For the employer group, the number of respondents in each industry category was limited to 18 and fully-insured respondents were limited to 8. 
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Table 3. Employer Survey: Attitudinal Questions

1  Next are statements about health insurance. Thinking about the benefits your organization provides to its employees, please rate your organization’s agreement  
    with each statement.

Strongly 
Disagree Disagree

Neither 
Agree or 
Disagree

Agree Strongly 
Agree

1 2 3 4 5

1
Our organization is concerned that continued increases in 
health insurance premiums will make it unaffordable

m 1 m 2 m 3 m 4 m 5

2
Our organization is willing to pay higher monthly 
premiums so that new health technologies with significant 
improvements are widely available to our employees

m 1 m 2 m 3 m 4 m 5

3
The financial impact of new medical technology on  
our organization’s premiums is too high for the  
benefits received

m 1 m 2 m 3 m 4 m 5

Table 2. Consumer Survey: Attitudinal Questions

1  Next are a few statements about health insurance.  Please rate how strongly you agree or disagree with each statement. 

Strongly 
Disagree Disagree

Neither 
Agree or 
Disagree

Agree Strongly 
Agree

1 2 3 4 5

1
I am concerned that continued increases in my insurance 
premiums will make it unaffordable

m 1 m 2 m 3 m 4 m 5

2
I am willing to pay higher monthly premiums so that new 
health technologies with significant improvements are 
widely available

m 1 m 2 m 3 m 4 m 5

3 New medical technology is too expensive m 1 m 2 m 3 m 4 m 5
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II. ADDITIONAL RESULTS

Table 4. Demographics by Segment 

Characteristic All consumers
(n=1,201)

Consumers under 65  
w/no chronic 

conditions (n=400)

Consumers under 65  
w/ chronic conditions

(n=400)

Medicare-eligible 
consumers

(n=401)

Age Range in Years

18-34 9.8 14.8 14.8 0

35-44 11.4 18 16.3 0

45-64 45.4 67.3 69 0

65 and older 33.4 0 0 100

Sex

Male 19.7 17.3 15.8 25.9

Female 80.3 82.8 84.3 74.1

Household Incomea

Less than $50,000 35 29.8 28 47.1

$50,000-$74,999 24.8 25.5 28 20.9

$75,000-$99,999 15.4 17.3 17.8 11.2

$100,000 or more 19.2 23.5 22.5 11.5

Education

Less than high school 0.6 0.3 0.8 0.7

High schoolb 20.1 20.8 13.3 26.2

Some collegec 29.7 25.3 31.3 32.6

Bachelor's degree or higher 49.6 53.8 54.8 40.4

Race/Ethnicity

White 90.4 87.8 88.8 94.8

Black 2.5 2.3 2.5 2.7

Asian 2.7 4 2.5 1

Hispanic 1.9 3.5 2 0.2

Other 2.5 1.6 4.2 1.3

Insurance Source

Employer 49.8 75 74.5 0

Individual market 16.7 25 25.3 0

Medicare 33.5 0 0.3 100

NOTES: Numbers in each column are rounded to the nearest tenth and therefore may not add up to 100.0% in all instances. 
 aSixty-eight respondents chose not to disclose their annual household income.  
 bAlso includes those who graduated from technical or trade school. 
 cAlso includes those who earned a two-year associate’s degree.
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Consumer Model
(n=1,201)

Employer Model
(n=75)

Coefficient Standard Deviation Coefficient Standard Deviation

Extend Life in Common Adult Diseases (ref: No new technology currently available)

1 year 0.270 0.058 0.385 0.240

2 years 0.456 0.065 0.659 0.224

3 years 0.685 0.067 0.785 0.253

5 years 0.866 0.067 0.916 0.285

8 years 1.036 0.072 1.051 0.269

10 years 1.350 0.070 1.464 0.285

Improve Quality of Life in Common Adult Diseases (ref: No new technology currently available)

10% better 0.261 0.057 0.600 0.236

20% better 0.494 0.060 0.859 0.225

40% better 0.855 0.060 1.142 0.234

60% better 1.219 0.054 1.400 0.228

Improve Quality of Life in Pediatric Diseases (ref: No new technology currently available)

1 year 0.029 0.058 0.296 0.256

3 years 0.110 0.061 0.528 0.275

5 years 0.179 0.061 0.637 0.269

10 years 0.272 0.063 0.829 0.268

15 years 0.358 0.064 0.911 0.287

20 years 0.429 0.060 1.113 0.247

Improve Quality of Life in Geriatric Diseases (ref: No new technology currently available

1 year 0.091 0.059 0.022 0.217

2 years 0.180 0.060 0.102 0.223

3 years 0.278 0.059 0.165 0.229

4 years 0.359 0.058 0.282 0.240

5 years 0.486 0.062 0.452 0.245

Table 5. Discrete Choice Results
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Consumer Model
(n=1,201)

Employer Model
(n=75)

Coefficient Standard Deviation Coefficient Standard Deviation

Extend Life in Rare Diseases (ref: No new technology currently available)

1 year 0.028 0.073 0.024 0.238

2 years 0.096 0.068 0.065 0.250

3 years 0.157 0.070 0.144 0.236

5 years 0.228 0.072 0.187 0.260

8 years 0.294 0.073 0.212 0.246

10 years 0.425 0.077 0.395 0.287

Level of Insurance Coverage for New Technology (ref: Limited coverage and low out-of-pocket)

Limited coverage and high  
out-of-pocket

-0.866 0.050 -0.392 0.201

Broad coverage and low  
out-of-pocket

0.957 0.048 0.583 0.187

Broad coverage and high  
out-of-pocket

-0.327 0.054 0.128 0.211

Annual Increase in Individual/Family Premium Due to New Technology

Linear -2.291 0.054 -3.156 0.238

Quadratic 0.177 0.049 0.055 0.206

Constant -1.994 0.031 -1.891 0.128

Table 5. Discrete Choice Results (continued)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 22.1 24.5 25.1 16.7 12.2

8.2 18.8 20.9 21.1 14.3 7.8

11.4 15 17.1 17.1 10.7 6.4

14.6 12.8 14.1 15.2 9.2 4.7

17.9 10.6 11.7 12.8 7.3 3.1

21.1 8.8 9.2 11.1 6.1 1.8

24.3 7.4 7.5 9.5 5.2 1.4

27.5 6.3 6.3 8.4 4.3 1

30.7 5.3 5.2 7 3.8 0.8

33.9 4.5 4.2 6.1 3.2 0.6

37.1 3.7 3.5 5 2.5 0.4

40.4 2.9 2.7 4.3 1.8 0.4

43.6 2.5 2.4 3.7 1.4 0.3

46.8 2.1 2.1 3.1 1.1 0.2

50 1.8 1.8 2.8 0.9 0.2

Table 6a. Extend Life in Common Adult Diseases by 1 Year Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 22.7 25.2 25.4 17.5 12.5

8.2 19 21 21.3 14.8 9.3

11.4 16 18.1 18.1 11.7 6.4

14.6 12.8 13.9 14.8 9.8 5.3

17.9 11.3 12 13.3 8.6 4.4

21.1 9.4 10.1 11.4 6.8 3.8

24.3 8 8.6 9.8 5.7 1.8

27.5 6.8 6.9 8.6 4.9 1.4

30.7 5.8 6.1 7.3 4 1.1

33.9 4.9 5.1 6.3 3.1 0.8

37.1 3.9 4 5.4 2.3 0.6

40.4 3.3 3.4 4.8 1.7 0.5

43.6 2.8 3.1 3.7 1.5 0.4

46.8 2.4 2.7 3.4 1.2 0.3

50 2.1 2.3 3.1 1 0.3

Table 6b. Improve Quality of Life in Common Adult Diseases by 10% Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 18.7 21 20.8 14.4 10

8.2 15.4 17.6 17.1 11.6 6.9

11.4 12.5 14.3 14 9.4 5

14.6 9.9 10.2 12 7.6 4

17.9 8.4 8.6 10.3 6.4 2.7

21.1 7 7.1 8.3 5.5 1.5

24.3 5.8 5.8 7.1 4.4 1.1

27.5 4.6 4.6 6 3.3 0.8

30.7 3.9 3.9 5.1 2.7 0.6

33.9 3 2.9 4.3 1.8 0.5

37.1 2.5 2.3 3.7 1.4 0.4

40.4 2.1 2 3.1 1.2 0.3

43.6 1.8 1.8 2.6 1 0.2

46.8 1.5 1.5 2.2 0.8 0.2

50 1.3 1.2 1.8 0.7 0.1

Table 6c. Extend Life in Pediatric Diseases by 1 Year Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 19.9 22.7 22 14.9 7.1

8.2 16.4 18.7 18.1 12.4 5.8

11.4 13.3 15.3 15 9.8 3.4

14.6 10.7 11.4 12.7 8 2.7

17.9 9 9.5 10.9 6.6 1.5

21.1 7.6 7.8 9.2 5.8 1.1

24.3 6.2 6.2 7.9 4.7 0.8

27.5 5.1 5.1 6.5 3.7 0.6

30.7 4.5 4.5 5.7 3.2 0.4

33.9 3.4 3.5 4.5 2.2 0.3

37.1 2.7 2.6 3.8 1.5 0.3

40.4 2.3 2.3 3.2 1.3 0.2

43.6 1.9 1.9 2.6 1.1 0.2

46.8 1.5 1.6 2.1 0.9 0.1

50 1.3 1.3 1.9 0.8 0.1

Table 6d. Extend Life in Geriatric Diseases by 1 Year Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 18.7 21.1 20.6 14.3 7.2

8.2 15.5 17.6 17 11.7 5.8

11.4 12.5 14.1 13.9 9.3 3.4

14.6 9.8 10 12 7.5 2.7

17.9 8.3 8.6 10.1 6.3 1.5

21.1 6.9 6.9 8.3 5.3 1.1

24.3 5.8 5.8 7.1 4.6 0.8

27.5 4.8 4.7 6 3.6 0.6

30.7 3.9 3.9 5 2.8 0.4

33.9 3.2 3.1 4.3 2.1 0.3

37.1 2.4 2.3 3.5 1.4 0.3

40.4 2.1 2 3 1.2 0.2

43.6 1.8 1.8 2.6 1 0.2

46.8 1.5 1.5 2.3 0.9 0.1

50 1.3 1.3 1.8 0.7 0.1

Table 6e. Extend Life in Rare Diseases by 1 Year Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 35 40 38.7 26.5 22.5

8.2 31.2 36.2 34.1 23.2 15.3

11.4 27.6 31.8 30.6 20.3 9.9

14.6 23.6 27.4 25.9 17.6 7.7

17.9 20.7 24.3 22.7 15.1 6.5

21.1 17.9 20.8 20.2 12.9 4.8

24.3 15.6 17.4 17.7 11.6 3.4

27.5 13.9 15.8 15.6 10.4 2.8

30.7 12 13.2 13.2 9.5 1.6

33.9 10.1 10.6 11.4 8.2 1.2

37.1 8.4 8.6 10 6.4 1

40.4 7.3 7.8 8.5 5.4 0.7

43.6 6.3 6.8 7.4 4.7 0.6

46.8 5.1 5.9 6.1 3.4 0.5

50 4.6 5.3 5.4 3 0.4

Table 6f. Extend Life in Common Adult Diseases by 5 Years Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 34.9 37.3 40.5 26.8 29

8.2 31.1 33.3 36.6 23.5 20.2

11.4 27.1 29 31.6 20.6 15.3

14.6 22.8 23.9 27.1 17.4 11.3

17.9 19.9 20.6 24.3 14.8 7.7

21.1 17.3 18.3 21.2 12.4 5.8

24.3 14.9 14.8 19.1 10.9 3.4

27.5 12.8 12.5 16.1 9.8 2.6

30.7 11.3 11.1 13.9 9 2

33.9 9.7 9.4 11.8 7.9 1.5

37.1 8.6 8.5 10.5 6.7 1.2

40.4 7.1 7.3 9.1 4.8 0.9

43.6 6.2 6.6 7.7 4.4 0.7

46.8 5.4 5.9 6.8 3.5 0.6

50 4.8 5.3 6 3.1 0.5

Table 6g. Improve Quality of Life in Common Adult Diseases by 40% Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 21.5 23.6 24.5 16.4 16.9

8.2 17.9 20.2 19.6 13.8 9.3

11.4 14.4 16.7 16 10.5 7.6

14.6 11.9 13.4 13.5 8.7 5.6

17.9 9.8 10.5 11.8 7 4.6

21.1 8.3 8.8 10 6.1 2.4

24.3 6.9 7.1 8.6 5 1.8

27.5 5.6 5.8 7 4.1 1.4

30.7 4.7 4.8 6 3.3 1

33.9 4 3.8 5.4 2.8 0.8

37.1 3.2 3.1 4.7 1.9 0.6

40.4 2.6 2.6 3.9 1.4 0.5

43.6 2.2 2.2 3.3 1.2 0.4

46.8 1.9 1.7 2.9 1 0.3

50 1.6 1.4 2.6 0.9 0.3

Table 6h. Extend Life in Pediatric Diseases by 5 Years Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 27.4 30.1 30.5 21.6 12.9

8.2 23.4 25.5 26.6 18 10.5

11.4 19.8 22 22.2 15.2 7.8

14.6 16.8 18.3 19.2 12.8 6

17.9 14.2 14.9 16.6 11 4.4

21.1 12.3 12.2 14.8 9.8 3

24.3 10.5 10.1 12.8 8.5 1.7

27.5 8.9 8.2 11 7.4 1.3

30.7 7.5 6.7 9.6 6.2 1

33.9 6.5 5.8 8.6 5.1 0.8

37.1 5.3 5 7.2 3.9 0.6

40.4 4.4 4.1 6.1 3.1 0.5

43.6 3.8 3.6 5.1 2.6 0.4

46.8 3.2 3 4.2 2.3 0.4

50 2.9 2.8 3.9 1.9 0.3

Table 6i. Extend Life in Geriatric Diseases by 5 Years Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 22.1 24.3 24.5 17.5 17.5

8.2 18.6 20.5 20.9 14.2 14.2

11.4 15.2 17 17.4 11.2 11.2

14.6 12.5 13.6 14.6 9.4 9.4

17.9 10.5 10.9 12.4 8.1 8.1

21.1 9 9.6 10.5 6.8 6.8

24.3 7.5 7.6 9 5.8 5.8

27.5 6.3 6.4 7.8 4.8 4.8

30.7 5.3 5.4 6.8 3.7 3.7

33.9 4.5 4.5 5.7 3.2 3.2

37.1 3.7 4.1 4.6 2.3 2.3

40.4 3 3.4 4 1.7 1.7

43.6 2.7 2.9 3.7 1.4 1.4

46.8 2.2 2.3 3 1.2 1.2

50 1.9 1.9 2.8 1.1 1.1

Table 6j. Extend Life in Rare Diseases by 5 Years Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 45.2 48.6 51.2 35.8 35.7

8.2 41.2 45.1 46.3 32.3 29.2

11.4 37.1 41.4 41.4 28.4 23.6

14.6 33.4 37.4 37.6 25.1 19.6

17.9 29.9 34.1 33.4 22.2 15

21.1 26.8 30.3 30.2 19.9 10.7

24.3 23.7 26.3 27.2 17.6 8

27.5 21.4 23.4 24.8 16 6.9

30.7 19.2 20.6 22.2 14.9 6

33.9 17.4 18.4 20.4 13.4 5.2

37.1 15.7 16.3 18.4 12.4 3.9

40.4 13.9 14.6 16.4 10.6 2.7

43.6 12 12.3 14.7 8.9 2.4

46.8 10.5 11.2 12.6 7.6 2.1

50 9.3 9.7 11.1 7 1.9

Table 6k. Extend Life in Common Adult Diseases by 10 Years Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 43.6 47.5 51 32.4 37.4

8.2 39.7 43.4 46.6 29.1 28.7

11.4 35.1 38.4 40.8 26 22.8

14.6 30.6 33.4 35.8 22.5 17.9

17.9 27 28.6 33.2 19.2 12.6

21.1 24.2 25.8 29.9 17 9

24.3 21.4 22.3 26.8 15.3 7.1

27.5 19 19.4 24.1 13.6 5.3

30.7 16.9 17.5 20.8 12.5 4.5

33.9 15.2 16.1 18.3 11.3 3.1

37.1 13.8 14.8 16.4 10.2 1.9

40.4 12.2 13.1 14.7 8.7 1.5

43.6 11.1 11.9 13.2 8.1 1.2

46.8 9.7 10.9 11.8 6.4 1

50 8.6 9.8 10.5 5.6 0.8

Table 6l. Improve Quality of Life in Common Adult Diseases by 60% Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 23 25.6 26.2 17.1 21.4

8.2 19.3 21.8 21.5 14.5 12.9

11.4 16 18.4 17.7 11.8 10.3

14.6 13.2 15.1 14.9 9.5 7.3

17.9 10.7 11.6 12.9 7.7 5.4

21.1 9.2 10 10.9 6.8 3

24.3 7.7 7.8 9.3 5.9 2.3

27.5 6.2 6.4 7.4 4.8 1.7

30.7 5.3 5.4 6.5 3.9 1.3

33.9 4.5 4.5 5.9 3.2 1

37.1 3.8 3.7 5.1 2.6 0.8

40.4 3 3 4.2 1.7 0.6

43.6 2.5 2.4 3.6 1.3 0.5

46.8 2.1 2.1 3.2 1.1 0.4

50 1.9 1.7 2.8 1 0.3

Table 6m. Extend Life in Pediatric Diseases by 10 Years Demand Curves (Percent Respondents)
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Premium increase
percentage

All 
consumers

Consumers < 65 
with no chronic 

conditions

Consumers < 65 
with 1 or more 

chronic conditions

Medicare- 
eligible 

consumers
Employers

5 26 28 29.9 20.1 10.7

8.2 22.3 24.5 24.9 17.5 8.4

11.4 18.9 21.3 20.9 14.5 6.3

14.6 16.2 18.2 18.6 11.9 4.6

17.9 14.2 15.5 16.5 10.5 2.3

21.1 11.9 12.6 13.9 9.1 1.7

24.3 10.1 10.3 12.3 7.8 1.3

27.5 8.6 8.8 10.7 6.2 1

30.7 7.5 7.5 9.7 5.2 0.7

33.9 6.5 6.7 8.6 4.1 0.5

37.1 5.6 6.2 7 3.6 0.4

40.4 4.8 5.5 6 3 0.3

43.6 4 4.3 5.3 2.3 0.3

46.8 3.3 3.7 4.2 1.9 0.2

50 2.8 3.1 3.7 1.7 0.2

Table 6n. Extend Life in Rare Diseases by 10 Years Demand Curves (Percent Respondents)
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