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International coverage of GLP-1 receptor agonists: a review 
and ethical analysis of discordant approaches
Johan L Dellgren, Govind Persad, Ezekiel J Emanuel

Introduction
Obesity can substantially diminish people’s lifespan and 
quality of life. Severe obesity can shorten younger adults’  
lifespan by around 10 years compared with those with 
healthy weight.1 Even moderate obesity is associated with 
truncated life expectancy. Moreover, health-related 
quality of life decreases as BMI increases.2 Beyond these 
health effects, by 2035, the global financial burden 
associated with obesity is expected to exceed 
US$4·3 trillion annually.3

Glucagon-like peptide-1 (GLP-1) receptor agonists such 
as semaglutide and dual GLP-1 and glucose-dependent 
insulinotropic polypeptide receptor agonists such as 
tirzepatide could curb both the health and economic 
effects of obesity. In clinical trials, these receptor agonists 
reduce average bodyweight by approximately 15%—
two to three times more than alternative medications.4 
GLP-1 receptor agonists have also been shown to be 
cardioprotective, reducing the risk of major adverse 
cardiovascular events by 20% compared with placebo for 
people with overweight or obesity.5

Because of the high unit price and total expense of 
these medications, countries are now deliberating on 
whether and how to cover them as treatments for obesity. 
We critically analyse GLP-1 receptor agonist coverage 
policies in 13 high-income countries on four continents 
and evaluate their justifications to draw practical, policy-
relevant lessons to inform policy development.

Comparing policies on the coverage and pricing 
of GLP-1 receptor agonist drugs
We reviewed policies in high-income countries, because 
they are the most likely to cover these costly drugs 
through public health insurance systems. In selecting 
among high-income countries, we had four criteria. 
First, we tried to have geographical breadth, including 
countries in North America, Europe, Asia, and 
Oceania. Second, we strove to include different types of 
health systems, such as national health-care systems, 
competing payers or sickness funds, and free market 
systems. Third, we looked for diverse drug coverage and 
evaluation systems, with different countries incorporating 
cost-effectiveness analysis, comparative effectiveness 
evaluation, government price negotiations, and private 
pharmacy benefit management. Finally, we only included 
countries with publicly available data that we considered 
reliable.

National policies regarding coverage and price of GLP-1 
receptor agonists are delineated in the appendix (pp 2–5). 
All 13 countries analysed (Australia, Belgium, Canada, 
Denmark, Finland, France, Germany, Iceland, Italy, 

Israel, Japan, the UK, and the USA) reimburse 
semaglutide (eg, Ozempic, Novo Nordisk) or another 
similar GLP-1 receptor agonist for at least some 
individuals with type 2 diabetes. Nine of the 13 countries 
fully deny reimbursement of GLP-1 receptor agonists for 
weight management, including Australia, Belgium, 
Denmark, Finland, Germany, Italy, and Israel. Canada 
and the USA do not have nationwide coverage of GLP-1 
receptor agonists on public plans, although regional 
plans in these countries vary. For example, nine US state 
Medicaid plans cover GLP-1 receptor agonists for weight 
management in some capacity.6

Four of the 13 surveyed countries provide qualified 
national coverage for GLP-1 receptor agonists for weight 
management: France, Iceland, Japan, and the UK. Each 
of these countries has different conditions for coverage, 
restricting the eligible population (appendix p 2). The 
USA, the UK, and the European Medicines Agency have 
also allowed a new indication for Wegovy (Novo Nordisk) 
to treat patients with cardiovascular disease This 
indication creates new avenues for coverage in the USA 
and Europe, but does not yet constitute reimbursement 
expansion. Even if coverage is expanded under Wegovy’s 
new cardiovascular indication, access would remain 
restricted, as recent analyses7 have found that the vast 
majority of US patients on Medicare with overweight or 
obesity would remain ineligible.

Reported prices for Wegovy, the weight management 
formulation of semaglutide, can vary nearly 5-fold, from 
approximately $283 in Japan to $1349 in the USA for a 
4-week supply (appendix p 5). Marginal manufacturing 
costs have been reported as being under $5.8

Why many countries deny reimbursement
Reasons for rejecting coverage of GLP-1 drugs for obesity 
vary. For example, similarly to the US Medicare law, 
German law excludes weight management medications 
from publicly funded reimbursement. More commonly, 
countries deny coverage of GLP-1 drugs for reasons 
related to cost. Total cost, irrespective of effectiveness, has 
been both an explicit justification, as in the 
recommendation by the Canadian Agency for Drugs 
and Technologies in Health, and a tacit worry for policy 
makers. In 2023, German politicians refused to consider 
changing their laws to allow reimbursement. 
One lawmaker anonymously cited concerns about the cost 
for an already over-stretched health budget.9 Similarly, in 
remarks made to Parliament, the Danish Health Ministry 
claimed that the cost of covering Wegovy for their 
population with obesity would exceed $4 billion annually.10 
Following that comment, the Danish Parliament again 
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refused coverage. Dutch health authorities have also 
rejected coverage for Wegovy for weight management, 
citing concerns about the total cost, $1·42 billion, of 
reimbursement for the eligible population.11

Cost-effectiveness analyses have often been cited as a 
reason to deny coverage for GLP-1 receptor agonists for 
weight management. For example, in 2023, Australia’s 
Pharmaceutical Benefits Advisory Committee explained 
its decision not to cover Wegovy by referencing 
insufficient cost-effectiveness.12 Similarly, in 2023, 
Danish health officials found Wegovy’s price excessive 
given its therapeutic value.13

How some countries permit reimbursement
Countries permitting reimbursement have combined this 
permission with policies to limit eligibility. The first 
eligibility criterion is the potential for medical benefit, 
defined by BMI and medically relevant comorbidities. All 
four countries offering coverage use these metrics, making 
GLP-1 receptor agonists available to individuals with a BMI 
higher than a specified value and individuals with slightly 
lower BMIs who have related comorbidities (appendix p 2). 
For example, France provides coverage for some patients 
with a BMI greater than 35 kg/m², whereas Iceland covers 
patients with a BMI greater than 45 kg/m² or those with a 
BMI greater than 35 kg/m² and a severe comorbidity (eg, 
coronary artery disease or kidney disease).

The second criterion is combining drugs with 
supportive care, including counselling for diet and 
exercise. Regular coordinated care improves medication 
adherence. Adherence is especially important with 
GLP-1 receptor agonists, which appear to have high 
rates of attrition in comparison with other medications 
for chronic conditions.14 National Health Service 
guidelines in the UK mandate diet and exercise 
counselling for any individual on anti-obesity 
medication. In accordance with these recommendations, 
only obesity specialists at weight management clinics—
which are equipped to counsel patients—can prescribe 
GLP-1 receptor agonists. Although this multidisciplinary 
support might improve medication adherence, it also 
effectively limits access to prescriptions as space at 
specialty clinics is scarce.

The third criterion of eligibility is age. For instance, 
French health authorities allow coverage only for people 
younger than 65 years. This restriction preserves 
reimbursement funds for younger people with obesity, 
who are at risk of premature death without the 
intervention and probably have more years of life to gain 
from it.15

A final criterion of eligibility is established individual 
efficacy. Iceland requires that adults show at least a 
5% reduction in bodyweight at 6 months of treatment, 
a 10% reduction at 12 months of treatment, and a 
15% reduction at 18 months of treatment for continued 
coverage. This requirement prioritises reimbursement 
for people who are responding to the medication.

Four lessons to guide future policies for 
coverage of GLP-1 drugs
Use up-to-date cost-effectiveness analysis
Coverage decisions must reflect up-to-date cost-effective-
ness analyses. Cost-effectiveness is an essential tool for 
designing drug formularies and responsibly stewarding 
scarce public funds. Many countries used out-of-date cost-
effectiveness analyses in their decision making, however, 
which did not incorporate evolving data on the clinical 
benefits of GLP-1 receptor agonists. Many of the cost-
effectiveness analyses that informed policy decisions were 
conducted in 2022, after Wegovy was initially approved 
in the USA and the UK but before new and relevant 
studies were completed. For drugs whose benefits are 
well understood and unlikely to change, analyses 
from 2022 would still be accurate, but substantial analysis-
altering data on semaglutide have been published since 
then.

More recent analyses from 2023 and 2024 have shown 
greater cost-effectiveness than older analyses from 2022 
(appendix p 6), probably due to new evidence of the 
cardiovascular and renal benefits of GLP-1 receptor 
agonists. For example, the SELECT trial,5 which showed 
the cardioprotective benefit of semaglutide, was published 
in November, 2023, and resulted in new indications in 
several countries (appendix p 2) for reducing major 
adverse cardiovascular events in adults with overweight 
and obesity.16 Cost-effectiveness analyses completed just 
2 years ago were unable to include these data and their 
effects on expected quality-adjusted life-years.

The updated cost-effectiveness of GLP-1 receptor 
agonists is better than for many other drugs on 
formularies in the countries that do not currently cover 
GLP-1 receptor agonist drugs.17 Moreover, because obesity 
is a chronic condition with long-term health effects, life-
preserving and life-extending benefits from long-term 
use appear probable and would alter the results of cost-
effectiveness analysis. But long-term health benefits 
cannot yet be proven in clinical trials for this young class 
of drugs. Australia’s coverage decision recognised this 
limitation, stating that “only short-term weight loss 
benefits were modelled”.12

Given the rapidly emerging data about the increased 
benefits of GLP-1 receptor agonists (such as for 
neurological conditions),18 geographical and temporal 
variability in cost, and the dearth of long-term use 
data, cost-effectiveness information must be regularly 
re-evaluated. Eligibility criteria should incorporate 
current cost-effectiveness analysis and be appropriately 
revised in light of new results.

Lower prices while preserving long-term innovation 
incentives
Cost-effectiveness also depends on drug prices, which are 
the result of country–company negotiations. The low 
marginal production costs and substantial benefits of 
GLP-1 receptor agonists compared with older weight 
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management drugs means that both drug manufacturers 
and national health plans will be better off if patients 
receive GLP-1 receptor agonists at a discounted price 
rather than resorting to older drugs. The price of GLP-1 
receptor agonists for weight management varies widely 
across countries (appendix p 5), which indicates that costs 
are negotiable.

Negotiations, however, must not only consider current 
prices but long-term incentives for drug development. 
Some commentators argue for paying little more than the 
marginal cost of production for GLP-1 receptor agonists—
for instance, by allowing immediate generic competition.8 
But adopting price reduction efforts for GLP-1 receptor 
agonists that do not consider incentive effects, while 
preserving the status quo patent and pricing regime for 
most other drugs, creates perverse and counterproductive 
incentives. Manufacturers would be financially better 
compensated for drugs with poorer cost-effectiveness but 
lower total costs than for more effective therapies such as 
GLP-1 receptor agonists with better cost-effectiveness but 
high total costs. Identifying the price that best balances 
lowering short-term costs against creating desirable and 
sustainable long-term incentives remains a challenging 
task. Countries will be tempted to set reimbursements at 
levels that free-ride on the incentives that other buyers 
generate, whereas manufacturers will be tempted to 
exaggerate the long-term harms of lower prices.

The low marginal production cost makes access to GLP-1 
receptor agonists an appealing context in which to negotiate 
subscription or other alternative payment models, such as 
price–volume agreements or expenditure caps,19 rather 
than paying per dose. A subscription model provides large 
payments to companies in exchange for a nearly unlimited 
supply of drugs to treat an entire eligible population. 
Negotiation of a subscription price between countries and 
drugmakers incentivises both sides to arrive at a price that 
covers more people with obesity at a reasonable total cost, 
meeting countries’ needs, while providing sufficient profits 
for companies to incentivise future research.

Although their use is best known with cures such as 
hepatitis C antivirals, subscription models have also 
been proposed for chronic disease management. One 
research team observes that treatments “that could 
benefit from subscription agreements must be part of a 
recurring treatment regimen and have a low marginal 
cost of production”, and identifies diabetes medications 
as strong candidates.20 Other teams propose subscription 
agreements for HIV pre-exposure prophylaxis, which 
must be taken indefinitely.21 The UK tried a subscription-
type model for the cardiovascular disease management 
drug inclisiran22 but faced prescriber discomfort, an 
issue unlikely to arise for GLP-1 receptor agonists 
because they are already widely prescribed. 

Set priorities rather than issuing blanket denials
In high-income countries, blanket denial of coverage for 
these life-saving drugs is the wrong approach. Rather, 

individuals who could benefit the most from restricted 
coverage should be prioritised for coverage.23 Even after 
negotiations, the total cost might remain too high to 
reimburse an expensive drug for a country’s whole 
population. But the inability to cover all patients is no 
reason to categorically deny coverage to every person 
with obesity. Instead, governments should identify 
groups of people with the strongest claims to coverage, 
such as younger people or those most acutely affected by 
obesity.23 Some countries have already adopted 
frameworks based on individuals’ severity of obesity 
(appendix p 2). Total cost constraints ought to be 
considered as an issue of fair allocation. Policy makers 
must decide which people to prioritise when budget 
constraints preclude covering everyone who might stand 
to benefit.

Together, the four criteria used in the countries that 
reimburse GLP-1 receptor agonists for obesity present an 
ethically compelling approach to setting priorities. 
Considering factors predictive of medical benefit, such as 
BMI and comorbidities, ensures that the drugs are 
provided to people who stand to gain the most from the 
treatment. The same is true for considering individual 
histories of efficacy. These metrics can be scaled for 
different countries and plans, allowing coverage to 
respond to population needs and financial capacities.

Considering age, meanwhile, prioritises people at 
risk of being supremely disadvantaged by early death.23 
This consideration is also likely to produce a greater 
benefit by averting potential years of life lost and 
preventing the development of comorbidities. By 
contrast, universally refusing reimbursement leads to 
people purchasing medicines privately, which creates an 
effective allocation system based on people’s ability to 
pay.23 Ability-to-pay allocation is appropriate for 
dubiously effective or discretionary medications, but 
inappropriate for a medication that treats a severe 
condition such as obesity, the effects of which track 
societal disparities. In the USA, which largely uses 
ability-to-pay allocation for GLP-1 receptor agonists, 
GLP-1 receptor agonist usage is currently concentrated 
not in the areas with the most obesity, but in 
neighbourhoods with the highest average income.24 
This allocation is not ethical.

Treat high-cost obesity drugs in the same way as high-
cost drugs for other conditions
All 13 countries reviewed cover treatment with GLP-1 
receptor agonists such as Ozempic for type 2 diabetes 
despite the high cost and the availability of very effective 
alternative treatments, such as SGLT2 inhibitors.25 
French health authorities judged that Ozempic had no 
added clinical value in comparison with existing drugs, 
but still chose to reimburse it for people with uncontrolled 
type 2 diabetes (appendix p 2). Despite the robust set of 
effective alternative drugs, scarce funds are being used to 
grant access to GLP-1 receptor agonists for people with 
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diabetes, albeit with management restrictions such as 
step therapy in some countries. Conversely, GLP-1 
receptor agonists are clearly the superior, cost-effective 
drugs for treating obesity, yet coverage is prohibited or 
severely restricted.23

Three differences between the use of GLP-1 receptor 
agonists for diabetes and the use of the same drugs for 
obesity could explain these differences in coverage 
policies. The first difference is the time the drugs have 
been on the market. Ozempic and similar drugs used 
for obesity were released as a treatment for 
diabetes several years before the weight management 
formulations were developed and approved. The second 
difference is that these drugs were initially developed to 
treat diabetes rather than obesity. Perhaps latent bias 
against people with obesity is motivating the scarce 
coverage. People who consider obesity a consequence 
of personal choices might be unwilling to use public 
funds to reimburse a costly medication, even if costly 
medications are covered for other conditions that result 
from personal choices, including some cancers and 
cardiovascular conditions. The third difference is that 
many more people have obesity than diabetes, making 
the budgetary effect of anti-obesity drugs much higher 
than that of drugs for diabetes.

None of these differences, however, justifies categorically 
rejecting reimbursement for GLP-1 receptor agonists used 
to treat obesity while universally permitting their 
reimbursement for diabetes. Countries ought to adopt fair 
policies to address drug coverage and pricing, regardless 
of the drugs’ novelty or the condition they treat. Excluding 
new medications simply for their novelty fails to maximise 
their potential benefit. Excluding new medications 
because they treat a so-called lifestyle disease fails to 
maintain a standard of equal moral concern.23

Conclusion
Countries with experience of navigating GLP-1 receptor 
agonist coverage decisions for people with obesity offer 
lessons for others now facing similar decisions or 
reconsidering their existing policies. Blanket refusals 
of coverage remain common both at national and 
subnational levels, which is unethical. Countries should 
treat cost limitations similarly to supply shortages:23 they 
should deploy policies that carefully prioritise specific 
populations rather than totally deny coverage. Universal 
coverage denials fail to maximise the potential benefits of 
a life-saving drug, worsen inequality, and show unequal 
moral concern for potential beneficiaries who could gain 
greatly. By contrast, an ethical approach would draw on 
insights from the countries that have offered coverage to 
at least some patients. By setting priorities, health plans 
can marshal their resources to benefit the patients for 
whom treatment would make the biggest difference.
Contributors
JLD conducted the research and wrote the initial draft of this Viewpoint. 
GP and EJE reviewed and substantially edited the manuscript and tables 
in the appendix.

Declaration of interests
GP reports receiving grants from the Greenwall Foundation and 
personal fees from the ASCO Post for work outside the current 
manuscript. EJE reports travel reimbursement from the Alliance of 
Academic Health Centers International Global Innovation Forum, 
Macalester College, Oak CEO Summit, DPharm, the University of 
California San Francisco, Cain Brothers, the Galien Foundation, the 
HLTH 2022 Meeting, the Hawaii Medical Service Association, the Tel 
Aviv University, the Suntory Foundation, The Quadrangle, the HLTH 
2023 Meeting, the University of Virginia, and the New York Historical 
Society; reports honorarium from the Advocate Aurora Health Summit; 
reports conference, honorarium, and travel reimbursement from the 
University of Pittsburgh Medical Center Shadyside and Bowdoin 
College; reports honorarium and travel reimbursement from the Ontario 
Hospital Association, Health Plan Alliance, and Emory Health Care; 
reports a monetary prize and travel reimbursement from the University 
of Oklahoma; reports lodging covered by the Lazard HC and Amangiri 
Executive Retreat; reports a leadership summit, honorarium, and travel 
reimbursement from Sanford Health; reports a leaders retreat, 
honorarium, and travel reimbursement from Employer Direct Health 
Care; reports serving on the board of advisors for Cellares and Alto 
Pharmacy Holdings; is an advisor for Notable Health; is an advisory 
board member for JSL Health Capital, the Peterson Center on Health 
Care, Feel Better, HIEX Health Innovation Exchange partnership 
sponsored by UN Geneva, and Biden’s Transition COVID-19 Committee; 
is an advisor for Clarify Health Solutions, Korro/Coach AI, Link Health 
Technologies, and Nuna; is a consultant for Health Care Foundry and 
Aberdeen; is an expert advisory member for the WHO COVID 19 Ethics 
& Governance Working Group; is a special advisor to the Director 
General of WHO; is an editorial board member for the Journal of the 
American Medical Association; is an internal advisory board member for 
the Penn Parity Center; reports investments in Sunstone Consulting and 
Aktivate; reports royalties from his books and William Morris Endeavor; 
and reports the following grants: Hogan Lovells, Mendel Health, the 
University of Bergen, Janseen Pharmaceuticals, the Schmidt Futures 
Schwab Charitable Fund, the Laura and John Arnold Foundation, 
Humana, the University of Miami, Hawaii Medical Services Association, 
and the Patient Centered Outcomes Research Institute. JLD declares no 
competing interests.

Acknowledgments
We would like to thank Isabelle Durand-Zaleski for research assistance 
on the French national coverage policy.

References
1 Fontaine KR, Redden DT, Wang C, Westfall AO, Allison DB. Years 

of life lost due to obesity. JAMA 2003; 289: 187–93.
2 Jahromi AS, Rahmanian K. Relation of health-related quality of 

life with abnormal weight: a cross-sectional study prior to the 
weight reduction intervention. J Family Med Prim Care 2020; 
9: 4662–66.

3 Mahase E. Global cost of overweight and obesity will hit $4·32tn a 
year by 2035, report warns. BMJ 2023; 380: 523.

4 Idrees Z, Cancarevic I, Huang L. FDA-approved pharmacotherapy 
for weight loss over the last decade. Cureus 2022; 14: e29262.

5 Lincoff AM, Brown-Frandsen K, Colhoun HM, et al. Semaglutide 
and cardiovascular outcomes in obesity without diabetes. 
N Engl J Med 2023; 389: 2221–32.

6 Liu BY, Rome BN. State coverage and reimbursement of antiobesity 
medications in Medicaid. JAMA 2024; 331: 1230–32.

7 Cubanski J, Neuman T, Sroczynski N, Damico A. A new use for 
Wegovy opens the door to Medicare coverage for millions of people 
with obesity. KFF, April 24, 2024. https://www.kff.org/medicare/
issue-brief/a-new-use-for-wegovy-opens-the-door-to-medicare-
coverage-for-millions-of-people-with-obesity/ (accessed July 25, 2024).

8 Barber MJ, Gotham D, Bygrave H, Cepuch C. Estimated sustainable 
cost-based prices for diabetes medicines. JAMA Netw Open 2024; 
7: e243474.

9 Burger L, Rinke A. Europe faces long wait for weight-loss drugs as 
governments eye costs. Reuters, July 11, 2023. https://www.reuters.
com/business/healthcare-pharmaceuticals/europe-faces-long-wait-
weight-loss-drugs-governments-eye-costs-2023-07-10/ (accessed 
April 14, 2024).



Viewpoint

906 www.thelancet.com   Vol 404   August 31, 2024

10 Reuters. Wegovy reimbursement would cost Denmark up to $4 bln 
each year—ministry. Reuters, Aug 28, 2023. https://www.reuters.
com/business/healthcare-pharmaceuticals/wegovy-reimbursement-
would-cost-denmark-up-4-bln-each-year-ministry-2023-08-28/
(accessed April 14, 2024).

11 Reuters. Novo Nordisk upset as Dutch agency advises against 
insurance cover for Wegovy. Reuters, July 17, 2024. https://www.
reuters.com/business/healthcare-pharmaceuticals/dutch-
government-should-not-subsidise-weight-loss-drug-wegovy-adviser-
says-2024-07-17/ (accessed July 25, 2024).

12 Department of Health and Aged Care, Australian Government. 
Recommendations made by the PBAC—November 2023. https://
www.pbs.gov.au/info/industry/listing/elements/pbac-meetings/
pbac-outcomes/recommendations-made-by-the-pbac-
november-2023 (accessed July 25, 2024).

13 Karlsson C. Third time’s the charm: Novo Nordisk makes new bid 
to get obesity drug reimbursed in Danish home market. Medwatch, 
Sept 22, 2023. https://medwatch.com/News/Pharma___Biotech/
article16453731.ece (accessed April 14, 2024).

14 Gleason PP, Urick BY, Marshall LZ, Friedlander N, Qiu Y, Leslie RS. 
Real-world persistence and adherence to glucagon-like peptide-1 
receptor agonists among obese commercially insured adults 
without diabetes. J Manag Care Spec Pharm 2024; published online 
May 8. https://doi.org/10.18553/jmcp.2024.23332.

15 Chang SH, Pollack LM, Colditz GA. Life years lost associated with 
obesity-related diseases for US non-smoking adults. PLoS One 2013; 
8: e66550.

16 Hutchinson S. Weight-loss drug approved for heart problems in 
UK. BBC, July 23, 2024. https://www.bbc.com/news/articles/
c6p24dlx36no (accessed July 25, 2024).

17 Pandya A. Adding cost-effectiveness to define low-value care. JAMA 
2018; 319: 1977–78.

18 Monti G, Gomes Moreira D, Richner M, Mutsaers HAM, Ferreira N, 
Jan A. GLP-1 receptor agonists in neurodegeneration: neurovascular 
unit in the spotlight. Cells 2022; 11: 2023.

19 Horrow C, Kesselheim AS. Confronting high costs and clinical 
uncertainty: innovative payment models for gene therapies. 
Health Aff 2023; 42: 1532–40.

20 Cherla A, Howard N, Mossialos E. The “Netflix plus model”: 
can subscription financing improve access to medicines in low- and 
middle-income countries? Health Econ Policy Law 2021; 16: 113–23.

21 Auty SG, Griffith KN, Shafer PR, Gee RE, Conti RM. Improving 
access to high-value, high-cost medicines: the use of subscription 
models to treat hepatitis C using direct-acting antivirals in the 
United States. J Health Polit Policy Law 2022; 47: 691–708.

22 Krychtiuk KA, Andersson TL, Bodesheim U, et al. Drug 
development for major chronic health conditions-aligning with 
growing public health needs: proceedings from a multistakeholder 
think tank. Am Heart J 2024; 270: 23–43.

23 Emanuel EJ, Dellgren JL, McCoy MS, Persad G. Fair allocation of 
GLP-1 and dual GLP-1-GIP receptor agonists. N Engl J Med 2024; 
390: 1839–42.

24 Goldstein J. The NYC neighborhood that’s getting even thinner on 
Ozempic. New York Times, Aug 26, 2023. https://www.nytimes.
com/2023/08/26/nyregion/ozempic-nyc-neighborhoods-diabetes.
html (accessed April 14, 2024).

25 Giugliano D, Scappaticcio L, Longo M, Bellastella G, Esposito K. 
GLP-1 receptor agonists vs SGLT-2 inhibitors: the gap seems to be 
leveling off. Cardiovasc Diabetol 2021; 20: 205. 

Copyright © 2024 Elsevier Ltd. All rights reserved, including those for 
text and data mining, AI training, and similar technologies.


	International coverage of GLP-1 receptor agonists: a review and ethical analysis of discordant approaches
	Introduction
	Comparing policies on the coverage and pricing of GLP-1 receptor agonist drugs
	Why many countries deny reimbursement
	How some countries permit reimbursement
	Four lessons to guide future policies for coverage of GLP-1 drugs
	Use up-to-date cost-effectiveness analysis
	Lower prices while preserving long-term innovation incentives
	Set priorities rather than issuing blanket denials
	Treat high-cost obesity drugs in the same way as highcost drugs for other conditions

	Conclusion
	Acknowledgments
	References


