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isfaction with their body image or size compared with their heterosexual counterparts.2 These findings highlight the differences described by Nguyen and Margo even within the
population of sexual minority males by including those with
discordant identity and behaviors, as well as those who are not
sure of their sexual orientation.
A broader point raised in their letter is that men are not a
homogenous population with regard to body image and muscularity concerns, and specific sociocultural norms and expectations may contribute to behaviors and attitudes. Even
though differences across sexual orientation and sports team
involvement have begun to be addressed in the scientific literature, disparities across demographic and personal characteristics such as race, socioeconomic status, and body mass index have received only minimal attention.
For example, we found significantly higher prevalence of
steroid use among males who were nonwhite, of lower socioeconomic status, or in higher body mass index categories compared with their peers who were white, of higher socioeconomic status, or of average body weight.3 Such findings further
indicate the need to explore muscle-enhancing behaviors in
various groups of young men in order to understand this phenomenon and identify particularly vulnerable groups, with the
goal of improving prevention programs, diagnosis and treatment of body dissatisfaction, and unhealthy body change strategies across the population.
Empirical evidence is increasing that indicates a strong
need to address body image issues, given the high prevalence
of body dissatisfaction and the associations with problematic
health behaviors and outcomes, such as unhealthy weight control practices, disturbing muscle-enhancing behaviors, and
weight gain over time. Physicians need to pay attention to body
image concerns in both males and females and take into account differences across subgroups in the population to ensure that needs are being addressed.
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Alternative Pricing Strategies for Cancer Drugs
To the Editor Dr Bach,1 in discussing indication-specific pricing for cancer drugs, examined the practical aspects of linkjama.com

ing the price of a drug to its benefits. However, he did not mention the Italian experience in this area, which extends more
than 5 years2,3 and involves a total of 162 agents, most of which
are oncological drugs.
In Italy, indication-specific pricing has been achieved by
application of a procedure that relies on a nationwide website managed by the Italian Medicines Agency.3 All patients
treated with these drugs must be registered on this website by
individual hospitals. Anticancer drugs are assigned a fixed
nominal price irrespective of their clinical indication, but different payback schemes for the same drug are agreed on, depending on the specific indication being treated.2 These agreements are managed by the Italian Medicines Agency when
reimbursement decisions are made and require acceptance by
the drug manufacturer.
In the model, also known as the payment-by-results
approach,4 each treatment is considered either a success or failure based on a predefined outcome measure (eg, progression) and a predefined timing of outcome assessment (eg, at
6 months). If a patient is classified as having experienced treatment failure, a payback goes from the drug manufacturer to
the National Health System. In most cases, this payback equals
the whole or partial cost of the unsuccessful treatment for the
patient concerned.5 For example, cetuximab for the treatment of colorectal cancer is subject to a payback of 50% of the
expenditure for each treatment failure for the first 8 weeks of
treatment. In patients with head and neck cancer, the same
drug is subject to a payback of 100% for each treatment failure for the first 6 weeks of treatment.
Overall, these paybacks have yielded savings of 10% to 20%
with respect to the total expenditure for oncological agents.
However, the main advantage of paybacks is that, in the presence of a fixed nominal price, different economic values can
be assigned to different indications for the same drug.
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In Reply Dr Messori and colleagues describe an approach to paying for cancer therapies in Italy that shares some essential features with indication-specific pricing as I discussed in a Viewpoint, but it is not the same. What the approaches share is the
premise that payment should not be associated with the drug
but instead with its use. Likewise, both approaches ultimately reward pharmaceutical companies more when their
drugs are more effective.
Where the approaches differ is that the Italian system focuses on the results of the drug when used in a particular patient and payment levels are altered based on that. My indication-specific pricing proposal focused on paying the same
amount for a drug when used in each patient with a condition, regardless of whether it was effective in that patient or
not. Instead, the payment amount would be anchored to the
average effect of the drug.
The payment-for-results approach described by Messori
and colleagues has deep intuitive appeal. What could be better than only paying for a drug when it works? It also explicitly contemplates the reality that treatments may not work as
well in the real world as they do in clinical studies. Its primary shortcoming is the administrative complexity of following patients and determining what effect the treatments have
had and then financially reconciling those outcomes. From a
pharmaceutical industry perspective, there are challenges as
well, for instance the uncertainty introduced by not knowing
if a sale can be booked or could instead need to be refunded.
What I proposed was primarily driven by the strong evidence that drugs work differently across their own indications, and therefore prices could be set more rationally if priced
based on their indication-specific effectiveness. This could be
done based on clinical trial data and avoid the need for
follow-up of outcomes or payback schemes.
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CORRECTION
Inconsistent Units of Measure: In the Diagnostic Test Interpretation entitled
“Lactate in Sepsis” published in the January 13, 2015, issue of JAMA (2015;
313[2]:194-195. doi:10.1001/jama.2014.13811), lactate levels were inserted in both
SI and conventional units of measure. In the first paragraph, the second sentence
should read “He was found to be tachycardic, hypotensive, in severe respiratory
distress, and oliguric, and he had peripheral cyanosis and a lactate level of 3.1 mmol/L
(reference range, 0.6-1.7 mmol/L) (27.9 mg/dL; reference range, 5.0-15 mg/dL).”
The fourth sentence should read “Following admission, the patient’s lactate level
decreased to 1.2 mmol/L (10.8 mg/dL).” The sixth and seventh sentences should
read “The following morning, his central venous pressure was 13, stroke volume
variation was 7%, and lactate was 3.0 mmol/L (27.0 mg/dL). Mean arterial pressure
of 60 to 65 mm Hg was achieved but lactate continued to increase to 4.2 mmol/L
(37.8 mg/dL).” In the Test Characteristics section, the first sentence in the first
paragraph should read “Studies in hypoxia, low flow states, and early septic shock1
have provided grounds to conceptualize hyperlactatemia (arterial or venous blood
lactate >2 mmol/L [>18.0 mg/dL]), as the manifestation of inadequate oxygen
delivery and anaerobic metabolism.” The first sentence in the second paragraph
should read “Lactate testing is inexpensive (mean Medicare reimbursement,
$13.92) and predicts hospital mortality (likelihood ratio, 1.4-2 for ⱖ2.5 mmol/L
[ⱖ22.5 mg/dL]-cutoff; or 2.6-6.3 for 4 mmol/L [36.0 mg/dL]-cutoff).3,4” In the
Application of Test Results to This Patient section, the first sentence should read
“On admission, a lactate level of 3.1 mmol/L (27.9 mg/dL) should alert the clinician
to the high severity of illness.” This article was corrected online.
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