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Executive summary 
Commercial health insurance plans use formulary tiering and utilization management (UM) to 
manage drug spending and ensure appropriate use of prescription drugs. In tiered formularies, each 
drug is placed on one of multiple formulary levels by the plan or pharmacy benefit manager (PBM). 
Lower tiers (e.g., preferred drug tiers) have lower cost sharing than higher tiers (e.g., non-preferred 
or specialty tiers). UM techniques include prior authorization (PA), in which a prescriber is required 
to demonstrate why a patient needs a particular drug, and step therapy (ST), whereby a patient is 
required to try one drug before they can access another (often requiring a lower-tier drug before a 
higher-tier drug).  

Avalere Health examined coverage and UM of single-source brand drugs in the commercial 
insurance market from 2016 through 2025 to identify trends over time. The study included 
employer-sponsored plans (self- and fully-insured) and health insurance exchange plans. Coverage, 
formulary tier placement, and UM were reviewed across eight therapeutic areas (TAs) across five 
types of conditions: 

• Mental health:  
o Antidepressants 

• Endocrine:  
o Diabetes – glucagon-like peptide-1 (GLP-1) 
o Sodium-glucose co-transporter-2 (SGLT-2)  

• Neurology:  
o Migraine 
o Multiple sclerosis (MS) 

• Autoimmune:  
o Psoriasis 
o Rheumatoid arthritis (RA) 

• Oncology:  
o Multiple myeloma (MM) 

In this analysis, we considered the percentage of covered lives for whom only ST is required, only 
PA is required, any UM (ST and/or PA) is required, and coverage with open access (i.e., no UM 
required). Formulary tier placement is displayed through the distribution of enrollment by drug 
formulary tier (e.g., preferred tier, non-preferred tier, specialty tier). This analysis included single-
source drugs, defined as Food & Drug Administration-approved brand products made by one 
manufacturer.  

This analysis included all single-source brand drugs that were listed in Clarivate data for at least one 
year during the analysis period. It included 146 single-source brand drugs, ranging from eight to 34 
across the TAs. As drug inclusion was tied to single-source status, the drug list varies by year. 
Additional detail can be found in the Methodology section below. 
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Key findings from the analysis 

1. Coverage of single-source brands decreased by more than 20 percentage points for the 
included TAs (in aggregate) from 2016 to 2025 across commercial markets. 

2. Rates of UM on covered drugs increased by 14 percentage points, on average, across the 
included TAs during the same timeframe. 

3. Across the study window, employer coverage was more generous (i.e., drugs were covered 
more frequently, and covered drugs have lower rates of UM), on average, compared to 
exchange coverage.  
 

Figure 1: Coverage and UM status for single-source brand drugs, by TA, 2025 

 

Note: Data labels not shown for findings under 5% 
 

Note on how coverage, tiering and utilization management are measured in this analysis:  This 
analysis examined how frequently single-source brand drugs within a TA were covered, not 
covered, subject to UM, and placed on specific formulary tiers in commercial plans from 2016 
through 2025. Avalere Health calculated the number of plan-lives with each coverage, tiering, and 
UM characteristic divided by the total number of drug-plan lives (the total number of plan lives 
multiplied by the total number of drugs). Each data point reflects multiple drugs and multiple 
formularies, weighted by enrollment in the plans that use each formulary. Throughout the paper, 
results are reported as the “percent of the time.” This measure accounts for differences in plan 
enrollment and represents the share of enrollees who would be subject to a given formulary feature 
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(e.g., coverage, tier placement, UM requirements) when seeking access to single-source brand 
drugs in the therapeutic areas studied. 

Background 
Sponsors of prescription drug plans use formularies to specify whether and how drugs are covered 
for plan enrollees. Some formulary designs exclude coverage of specific drugs, either requiring 
formulary exceptions processes or for the patient to pay the full cost of the drug out of pocket (i.e., 
without insurance). Formularies also often use a tiering system, in which drugs are segmented to 
different levels to encourage the use of equally beneficial, less expensive drugs. Drugs on lower 
tiers, such as preferred drug tiers, have lower out-of-pocket costs, while drugs on higher tiers, such 
as non-preferred or specialty, have higher out-of-pocket costs. Drugs on non-preferred and 
specialty tiers often have UM applied.1 As a result, tier placement and changes in tier placement 
during a plan year can affect access patient access to treatment. 

UM refers to techniques used by payers or health systems to manage the use of healthcare 
services, including prescription drugs, by assessing their appropriateness and medical necessity. 
These techniques may include PA, ST, and quantity limits, although this paper focuses on PA and ST 
only. PA is a process in which the payer reviews a request from a prescriber against the plan’s 
criteria for the drug and is often used by payers to ensure appropriate clinical use of the drug. In ST, 
a patient is required to use a lower-tier/preferred drug before a higher-tier drug; drugs may require 
ST either because a less expensive option is available or because a drug is not generally clinically 
recommended for first-line use. Quantity limits, or limits on the number of doses a patient can 
receive per fill, are also commonly used in commercial plan formularies.2  

This paper evaluates changes to coverage, formulary placement, and UM of single-source brand 
medications in the commercial market across a range of therapeutic areas over a 10-year period: 
2016 through 2025. Changes to coverage, tiering, and UM can affect how patients access 
medications through differential out-of-pocket costs and potential delays in obtaining prescriptions 
with UM applied. To evaluate how commercial plans’ drug formularies have changed over time, 
Avalere Health used a database of formulary, benefit design, and enrollment data to analyze 
coverage, formulary tiering, and utilization management for single-source brand drugs, accessed via 
a partnership with Clarivate. 

Given that a drug’s single-source status may have changed during the study window, the list of 
drugs in each TA changes across years. The Methodology section provides more details. 

 
1 Hydery, Tasmina, and Vimal Reddy. "A primer on formulary structures and strategies." Journal of Managed 

Care & Specialty Pharmacy 30, no. 2 (2024): 206-210. doi: 10.18553/jmcp.2024.30.2.206. 
2 Hydery, Tasmina, and Vimal Reddy. "A primer on formulary structures and strategies." Journal of Managed 

Care & Specialty Pharmacy 30, no. 2 (2024): 206-210. doi: 10.18553/jmcp.2024.30.2.206. 
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The findings of this study should be viewed within the broader commercial insurance coverage 
policy context. Commercial insurance is comprised of exchange plans and employer-sponsored 
insurance (including small and large group employer plans, certain federal employee health 
programs, and municipal and union health plans). Most people in the United States have health 
coverage through their employer, and most large employers offer health insurance. Employer-
sponsored insurance covers more than half the US population under age 65, about 154 million 
people.3 Trends in employer market coverage are changing in response to policy pressures and the 
changing treatment landscape, with employer plans expanding the use of formulary tiers and UM 
over time.4 The Affordable Care Act created health insurance exchanges, also known as  healthcare 
marketplaces, which allow qualifying individuals to shop for health insurance plans that meet certain 
benefit standards. Low-income individuals and families may be eligible for premium tax credits and 
cost-sharing reductions.5 During the study period, exchange enrollment reached a record high of 
24.3 million people (about 6% of the US population) in 2025, up from 12.7 million (4%) in 2016. 

Findings 
Results across the commercial market 

Coverage 

Across the combined TAs, coverage decreased among the drugs included in the analysis, with 
coverage ranging from 81% of the time in 2016 to 61% of the time in 2025. Coverage of products 
included in this analysis decreased over the 10-year period for each of the TAs. The greatest 
decreases in coverage occurred in Migraine, MS, and Antidepressants, which had 27, 25, and 24 
percentage point decreases in coverage, respectively. The percentage point change in coverage 
across the eight TAs is shown in Figure 2. 

 

 

 

 

 

 

 
3 Claxton, Gary, Matthew Rae, et al. “Employer Health Benefits 2025 Annual Survey.” KFF, October 22, 2025.  
4 Claxton, Gary, Matthew Rae, et al. “Employer Health Benefits 2025 Annual Survey.” KFF, October 22, 2025.  
5 Congressional Research Service. Forsberg, Vanessa. “Health Insurance Exchanges and Qualified Health Plans: 

Overview and Policy Updates.” May 6, 2025. (accessed December 23, 2025). 

https://files.kff.org/attachment/Employer-Health-Benefits-Survey-2025-Annual-Survey.pdf
https://files.kff.org/attachment/Employer-Health-Benefits-Survey-2025-Annual-Survey.pdf
https://www.congress.gov/crs-product/R44065
https://www.congress.gov/crs-product/R44065
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Figure 2: Percentage point change in coverage from 2016 to 2025, single-source brand drugs, by 
TA 

 

The coverage rates for each TA and the year-by-year trends are shown in Table 1. Starting points of 
coverage in 2016 vary. Multiple myeloma had the lowest rate in 2016, with single-source brand 
drugs covered 56% of the time. 
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Table 1: Coverage in 2016 and 2025, and trend in coverage year over year, single-source brand 
drugs 

Therapeutic area 
Percent of the 
time covered, 

2016 

Percent of the 
time covered, 

2025 

2016–2025 coverage 
sparkline 

All TAs 81% 61%  

Antidepressants 85% 61%  

GLP-1 83% 75%  

Migraine 84% 57%  

Multiple Sclerosis 82% 57%  

Multiple Myeloma 56% 45%  

Psoriasis 82% 73%  

Rheumatoid Arthritis 84% 75%  

SGLT-2 80% 58%  

Utilization management 

From 2016 through 2025 across the eight TAs in aggregate, the use of UM for covered drugs has 
increased, from 42% of the time in 2016 to 56% of the time in 2025. Use of PA increased in six out 
of eight TAs (all except Psoriasis and SGLT-2) from 2016 to 2025. However, reported use of ST 
decreased or remained consistent across all eight TAs from 2016 to 2025. Previous Avalere Health 
research has noted that the use of ST may be under-reported in formulary documents and web-
based tools, with both commercial and Medicare Part D plans embedding ST within PA criteria.6, 7 

 
6 Avalere Health. Stryker Blasch, Kirsten, Tiernan Meyer, Amanda Tripp, Chani Seals, Tim Collins. "Part D Prior 
Authorization Policies May Include Step Therapy.” March 5, 2025. (accessed December 22, 2025). 
7 Avalere Health. Meyer, Tiernan, Kirsten Stryker Blasch, Amanda Tripp, Tim Collins. "Commercial Step Therapy 
May Include Steps Beyond FDA Label.” May 7, 2025. (accessed December 22, 2025). 

https://advisory.avalerehealth.com/insights/part-d-prior-authorization-policies-may-include-step-therapy
https://advisory.avalerehealth.com/insights/part-d-prior-authorization-policies-may-include-step-therapy
https://advisory.avalerehealth.com/insights/commercial-step-therapy-may-include-steps-beyond-fda-label
https://advisory.avalerehealth.com/insights/commercial-step-therapy-may-include-steps-beyond-fda-label
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Figure 3: UM status (percentage of time UM was required, of covered lives), 2016–2025, single-
source brand drugs 

Tier placement 

From 2016 through 2025, plans shifted placement of Antidepressants, Migraine, and SGLT-2 
covered drugs to the preferred tier (compared to the non-preferred and specialty tiers). Tier 
placement changes varied over time for GLP-1s, MM, MS, Psoriasis, and RA. Preferred tier 
placement typically has a lower copay requirement and less stringent utilization management 
requirements compared to non-preferred and specialty tiers. 
 

Results by plan type  

Coverage 

Across all TAs evaluated and in all years from 2016 to 2025, coverage was lower among exchange 
plans compared to employer plans. Coverage among both employer and exchange plans decreased 
from 2016 to 2025 across the aggregate of all TAs, as shown in Figure 4. 
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Figure 4: Percent of time covered, single-source brand drugs in eight TAs, 2016–2025  

Utilization management 

Across TAs, use of UM has increased between 2016 and 2025 for both employer and Exchange 
plans. In 2025, UM (either PA or ST) was required 70% of the time among exchange plans and 55% 
of the time among employer plans, up from 61% of the time and 41% of the time in 2016, 
respectively. Across the analysis period, employer plans were less likely to require UM for covered 
GLP-1s, Migraine, MM, MS, Psoriasis, and RA drugs, compared to exchange plans. For SGLT-2 and 
Antidepressants, employer plans were also less likely to require UM for covered drugs, but this was 
not the case across all years studied. In 2025 for example, employer plans required UM for covered 
drugs more frequently than exchange plans for Antidepressants and SGLT-2s. 

Migraine drugs and GLP-1s had a greater increase in UM over time compared to other TAs. 
Exchange plans required UM for covered Migraine products 71% of the time in 2025, up from 32% 
of the time in 2016. In employer plans, UM was required for covered Migraine drugs 48% of the time 
in 2025, up from 21% of the time in 2016. Exchange plans required UM for covered GLP-1s 95% of 
the time in 2025, up from 61% of the time in 2016. Employer plans required UM for covered GLP-1s 
61% of the time in 2025, up from 47% of the time in 2016. 

Methodology  
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Avalere Health used 2016–2025 Clarivate formulary data to analyze plan formularies across eight 
TAs (i.e., Antidepressants, GLP-1s, Migraine, MM, MS, Psoriasis, RA, and SGLT-2s). The formulary 
data came from the commercial insurance market, which includes fully insured and self-funded 
employer-sponsored insurance and exchange plans. Formulary data reflects the status in March of 
each respective year. All results are enrollment weighted. The analysis focused on commercial 
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plans, which include plans labeled by Clarivate as commercial, employer, federal employee health 
benefits, other federal programs, health insurance exchange, municipal, and union health plans. For 
our analysis, “health insurance exchange” plans are captured in the exchange group; all other 
commercial types are considered employer coverage. 

Drugs included  

Avalere Health assessed single-source brand drugs in eight TAs. Single-source brands are drugs 
that are only available from one manufacturer (i.e., drugs without a generic available). Single-source 
brand drugs were identified using Medi-Span reference files from 2016–2025 to determine whether 
each product in a class was a single-source brand, a multi-source brand, or a generic drug. Due to 
new drug entrants and the appearance of generics, the drug lists for each TA vary by year. New 
single-source drugs were added to the sample across TAs as they became available. Some products 
were removed from the single-source brand sample as they lost single-source status (i.e., as 
generics or biosimilars became available). 

Coverage calculation  

The sum of percent covered and percent not covered may not add up to 100% due to certain drugs 
classified as "N/A" or "Excluded" in Clarivate’s data. Outputs examine how frequently single-source 
brand drugs in the selected TAs were covered, not covered, subject to UM, or placed on various 
tiers when looking across the studied formularies. Given that each data point reflects multiple drugs 
and multiple formularies—as well as the enrollment in plans that use each formulary—the resulting 
figures capture the frequency of these measures of formulary coverage (noted as "percent of the 
time"). This approach considers which formularies have higher enrollment and indicates the share of 
individuals insured on commercial plans who would be subject to a specific formulary feature like 
UM if they sought coverage for single-source brand drugs in the studied TAs. 


