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Introduction
The pharmaceutical industry is being reshaped at its foundations. Artificial intelligence, genomics, and more
precise diagnostics are converging with pressure on affordability, new ways of delivering care, and a
changing role for patients. Together, these forces challenge more than how the industry works. They
challenge what it can discover, whom it can treat, and how scientific progress becomes clinical and
commercial value.

In parallel, medicine is moving toward greater precision. A familiar diagnosis can conceal different molecular
drivers and different responses to treatment. Genomics, biomarkers, and richer patient information are
making it possible to match therapies more closely to the biology and circumstances of the people receiving
them. The opportunity is not only to develop more medicines, but to intervene more selectively and, where the
evidence supports it, earlier. Whether that precision becomes routine or remains concentrated in particular
diseases, populations, and care settings is one of the uncertainties ahead.3

Now imagine a launch team that has done its work. The evidence is persuasive. Supply is ready. Clinicians
understand the product. Yet a credible competitor arrives sooner than expected. A care program delivers an
established treatment so reliably that the new medicine's advantage narrows. A health organization expects
payment to depend on results after treatment. Or patients arrive through a service that barely appears in the
launch plan. The medicine has not changed. The conditions for its success have.

This exploration follows these forces into four plausible futures for the U.S. pharmaceutical market in 2035. It
examines how scientific advances and changing care economics could reshape the biopharma business
model, commercial strategy, and the capabilities required for successful launch. Each world combines a lived
experience of healthcare with structured analysis of the choices facing the organizations bringing medicines
to patients.
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In discovery, AI-assisted screening can search vast libraries of compounds, while generative models can
design new molecules for researchers to test.35,6 AlphaFold and related breakthroughs in predicting protein
structures and molecular interactions are expanding the possibilities for understanding and targeting
disease.1,2 Together, these capabilities could produce a surge in candidates entering development. More
candidates will not automatically mean more approved medicines. But they could intensify competition for
capital, clinical-trial participants and, ultimately, a differentiated place in treatment.

The information surrounding treatment is changing, too. In the AMA's 2026 survey, 72 percent of
respondents to its practice-use question reported incorporating at least one listed AI use case.4 Pew
Research Center's June 2026 U.S. survey found that 34 percent of adults reported ever using chatbots for at
least one of eight health purposes, and 22 percent for treatment information.25 AI is entering the work of
clinicians and the deliberations of patients. How much authority it acquires, and who remains accountable for
its influence, are different questions.
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These worlds are thinking tools, not predictions. Each describes a dominant pattern; none assumes a
uniformly transformed system. Different health plans, specialties, and communities may follow different
paths, and international variations are considered in THRIVE's extended analysis. The people and scenes in
2035 are fictional, no probability is assigned to any world, and present-day developments are sourced in the
endnotes.

Read with a real medicine, portfolio, or launch plan in mind, but also with a sense of possibility. What new
paths to patients could these changes open? Which partnerships could turn scientific promise into better
care? What could your organization begin learning, testing, and building today to lead in the markets taking
shape? Exploring these futures is an invitation to look beyond today's assumptions, recognize opportunities
before they become obvious, and act while there is room to shape them. The ambition reaches beyond
preparing for change. It is to help translate the extraordinary possibilities of science into better outcomes for
patients and enduring value for the businesses that serve them.

F O C A L  Q U E ST I O N

What does the U.S. environment for bringing a new medicine to patients look like in 2035, and what
does it mean for launch: who finds the patient and how early, who decides, who prescribes, what is
paid for, and how fast the market moves. Each world describes a dominant market logic, not a
uniformly transformed system; elements may coexist across therapy areas, payer populations, and
care settings. International variations are explored in the extended report.

F O R

Leaders who own launches and the functions that support them: commercial, medical, value and
access, regulatory, supply, business development, and launch excellence, in global biopharma and in
biotechs preparing a first launch. Horizon: 2035, with signals observable between 2026 and 2030.

This edition is written through the lens of launch leaders and the functions that support them. THRIVE's
Futures of Biopharma work extends to broader questions of strategy, portfolios, care models, and
organizational capability. Request a THRIVE Futures Briefing to explore the implications most relevant to your
situation. The extended research is shared selectively following the conversation. Contact Eliette Krakora,
Founder and CEO of THRIVE Consulting, at launch@thrive-co.com.

The future belongs to those who can hear it coming, prepare for it, and shape
what comes next.
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E X E C U T I V E  S U M M A R Y  ·  1  O F  3

When the Market Changes as Profoundly as
the Medicine
A medicine can succeed scientifically and enter a market whose rules have
changed. This exploration asks what happens when advances in discovery and
precision medicine meet new decision systems, affordability constraints,
competing care models, and more informed patients. Its purpose is not to
identify the most likely future. It is to reveal choices that a launch strategy built
only around today's market could miss.

The next competitor may arrive sooner.
AI-enabled discovery and a wider pool of credible candidates could compress the interval in which a medicine
is meaningfully differentiated. More candidates do not guarantee more approvals; they make the timing and
credibility of competition a strategic question.

The alternative may not be a new medicine.
Better delivery of an established treatment, earlier intervention, or a preventive program can change who
needs the next therapy. Better care can expand some markets while delaying or reducing demand in others.

The developer may not control the value it creates.
The organization holding the patient relationship can influence which medicine is selected, how care is
delivered, and what the business earns. Developers face different choices about remaining suppliers, building
partnerships, or taking responsibility for more of the result.

Two Questions Frame the Futures

T he decis ion channel

Does an institutional pathway govern the
treatment sequence, or do clinicians and
patients retain meaningful discretion among
competing recommendations?

T he payment currency

Does a material share of payment depend on
verified results after treatment, or primarily on
units supplied at an agreed net price?

The two questions create four plausible U.S. market environments in 2035. They do not predetermine how far
diagnostics, data connectivity, or new care organizations develop. Each world has opportunities and
constraints; elements can coexist across therapy areas, plans, and communities.
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E X E C U T I V E  S U M M A R Y  ·  2  O F  3

Four Worlds. Four Strategic Choices.

Algorithmic Order
System-governed / Paid for outcomes

Institutional pathways organize care and tie a
material share of payment to verified results.
Scientific success can bring substantial reach while
leaving the developer dependent on the organization
that governs treatment.

The Launch Choice. Earn a pathway position and
decide how much of the result the company will help
deliver.

The Trade-Off. Greater reach and ongoing
performance exposure, with only partial control of
the care producing the outcome.

The Waiting Room
System-governed / Paid by price and volume

The system identifies more treatable need than
existing budgets and capacity can absorb.
Companies compete not only to defend a price, but
to make useful care affordable at the scale the
system can see.

The Launch Choice. Demonstrate where benefit is
strongest, then design price, delivery, and reach
together.

The Trade-Off. The margin per patient must be
considered alongside the number of patients who
can actually receive treatment.

Precision Islands
Distributed / Paid for outcomes

Competing networks organize prevention and
continuing care around measurable results. Clinicians
and patients keep treatment choice; access and
participation depend on coverage, resources, and
willingness to engage.

The Launch Choice. Build a medicine-plus-care
proposition and make evidence, delivery, and
performance responsibilities repeatable.

The Trade-Off. Better coordinated care can deepen
value, but access is uneven and a first successful
partnership may not travel.

Many Doors
Distributed / Paid by price and volume

Care stays predominantly episodic and
transactional. Clinicians, patients, payers, and their
tools have more information, but continue to make
separate judgments that shape treatment.

The Launch Choice. Establish a coherent value
proposition across those judgments and connect the
handoffs that matter.

The Trade-Off. More sources and routes create
opportunity, but visibility, coverage, and advice do
not necessarily become treatment.

THRIVE FUTURES ARCHITECTURE™
Launch Excellence 2035

©2026 THRIVE Consulting LLC. All Rights Reserved. Page 6 of 39



E X E C U T I V E  S U M M A R Y  ·  3  O F  3

What to Start Now. What to Watch.
Build foundations that are useful across worlds. Test specific options before committing at scale: a pathway
arrangement, an affordable-scale proposition, a second network deployment, or an alternative route to care.
What becomes contingent is the size, timing, and form of the investment, not whether every capability is
useful elsewhere.

Watch Combinations, Not Isolated Headlines

World A Consequential Combination

Pathways gain practical authority and payment is genuinely reconciled against later
results.

Identification expands, fixed-price terms persist, and affordable propositions win
funded use.

Networks organize prevention and continuing care; performance agreements
replicate while treatment choice remains personal.

Care stays episodic and payment unit-linked while several separate advice and
access decisions materially affect treatment.

Rehearse, Monitor, and Adapt. Test assumptions repeatedly and connect signals to an accountable
response.

01

Build Evidence That Earns Trust. Answer meaningful clinical and value questions, and remain explicit
about uncertainty.

02

Build Answer Engine Optimization (AEO) and Decision-System Readiness. Learn on marketed products,
then carry accurate evidence and monitoring into launch.

03

Design Access for Affordable Scale. Test price, delivery requirements, and reachable treatment
together.

04

Build With Patients, Not Only for Them. Let experience, burden, and access barriers shape the
proposition.

05

Choose Ecosystem Roles and Partners. Clarify what the company will provide and who is responsible
for the rest.

06

Rehearse Delivery and Accountability. Test capacity and handoffs, assign decision rights, and reuse the
learning.

07
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S E C T I O N  1

The Forces Every Future Contains
These forces are already in motion. Every world explores their influence; their pace, reach, and commercial
consequences depend on how science, institutions, and markets develop. The middle column distinguishes the
evidence already visible from the implications THRIVE explores in the final column.

Driving Force What We Can Already See Implication for Launch

AI compresses target
identification and
candidate design

Rentosertib reported randomized phase 2a results
in 2025; its sponsor announced first-patient dosing
in a phase 3 trial in China in September 2026. A
2026 ASCO analysis identified 117 AI-enabled assets
from 63 companies that had entered trials through
July 1, 2025. AlphaFold provides more than 200
million predicted protein structures.6,7,8,1

Could increase the flow of
candidates; validation,
evidence, delivery, and
payment still determine
clinical and commercial
progress.

Modality proliferation: cell
and gene therapies, RNA
medicines, protein
degraders, multispecific
antibodies

FDA-authorized products already include cellular
and gene therapies and bispecific antibodies.
These are examples of the broader range of
modalities in the pipeline, not evidence that every
new approach will reach scale.9,10

Extends the druggable
universe and brings new
manufacturing, delivery,
pricing, and evidence
problems with it

Real-world, wearable, and
patient-generated data
move toward decision-
grade evidence

The basis for performance-
linked payment exists in
principle; whether it can be
adjudicated at scale is open

Medicare price
negotiation, expanding by
cycle and reaching
physician-administered
drugs

The first negotiated Medicare prices took effect in
January 2026. The third cycle includes Part B
medicines. Separately, the White House reported
26 manufacturer pricing agreements by August 31,
2026; participating products can reach patients
through TrumpRx.13,14

Changes pricing exposure
and route economics;
effects depend on the
product, eligibility, and
agreement.

Continuous monitoring and
computational diagnostics
find disease before
symptoms

FDA-cleared cmAngio software detects and
localizes breast arterial calcification on screening
mammograms. This is an example of extracting
additional information from routine imaging, not
proof that every finding changes treatment or
improves outcomes.15

Can move investigation
earlier and change the
population considered for
treatment, where
confirmation and useful
intervention follow.
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FDA has final RWE guidance. FDA and EMA issued
AI principles in 2026; CMS uses outcomes-based
agreements for cell and gene therapies. None
makes all real-world data sufficient for approval or
payment.36,11,12
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Driving Force What We Can Already See Implication for Launch

AI enters the treatment
decision, on both sides of
the desk

Changes who is identified,
when, by whom, and with
what advice in hand

Care moves out of the
hospital, into organizations
that combine coverage
and delivery

CMS estimates 14.3 million Medicare beneficiaries in
accountable-care arrangements. Kaiser
Permanente and Risant Health report nearly 13.1
million members combined. Included Health
announced an agreement to acquire Firefly Health;
Amazon reports launching Health AI on its U.S. app
and website.18,19,20,21

Changes where the patient
is reached and who sits
between the developer and
the prescriber

More credible competitors
arrive sooner, including
candidates originating in
China

Reuters, citing PharmCube, reported $137.7 billion
of Greater China licensing-out deal value in 2025.
Headline deal values include potential milestones;
they do not establish how many assets will succeed
or their eventual treatment costs.22

Could shorten meaningful
differentiation as
alternatives mature; launch
teams must test the timing
and credibility of those
alternatives.

Patients arrive informed,
and with a preferred
treatment

KFF reports 32 percent of U.S. adults used AI
chatbots for health information in the past year. EY
reports 55 percent have requested, or would
consider requesting, a test, treatment, or
prescription based on AI information. ZS reports
increased named-therapy requests among 68
percent of surveyed providers across the U.S.,
Germany, and China.5,23,24

Kaiser Permanente and Risant Health report a
combined 1.1 percent operating margin in 2025.
Included Health describes substantial cost pressure
on the employers it serves. These examples
illustrate pressure; they are not an industry-wide
estimate.19,20

Scrutiny of value claims
intensifies; the total cost of
care becomes the frame in
which a medicine is judged

Across these forces, the commercial issue is not only the speed of first approval. Reliable, reimbursed use also
depends on evidence, delivery design, and negotiation. Data and delivery capability can become competitive
assets held by organizations that developers neither own nor control. The frame in which a medicine is judged
can extend from the product to the total cost and result of care, so that a better-delivered existing treatment, a
preventive program, or a cheaper alternative becomes a serious competitor.
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In the AMA survey, 72 percent reported at least one
listed AI use case in their practice. Utah announced
a regulated pilot for AI prescription renewals.
OpenAI reports more than 300 million people
globally bring health-related questions to ChatGPT
each week.4,16,17

Fiscal stress on payers and
employers, and an aging
population37

Recent U.S. surveys show substantial use, but use is not the same as validated benefit. KFF's 2026 poll found that
19 percent of adults used AI to understand or compare physical-health treatment options in the past year; 77
percent were concerned about medical-data privacy, even though 13 percent had uploaded personal medical
information.5 These self-reported measures do not establish improved clinical decisions or outcomes.
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a launch-readiness priority.



S E C T I O N  2

What Is Open: Ten Uncertainties
Ten uncertainties shape the U.S. environment for launch in 2035. They were consolidated from the wider set
surfaced in the research and assessed for their impact on launch and how open they remain. The qualitative
ratings are starting points for debate, not numerical probabilities or forecasts.

Uncertainty The Two Poles Impact on
Launch

How Open in 2026

1. The decision channel An institutional pathway sets the
presumptive treatment sequence and
departing from it requires justification, or
clinicians and patients keep discretion
among competing tools

Very high Balanced

2. The payment
currency

A material share of what is paid depends
on performance verified after treatment,
or payment follows units at an agreed net
price

Very high Balanced

3. Registry and real-
world evidence

Accepted by FDA and payers as primary
evidence for approval and payment, or
case by case

High Leaning toward
acceptance

4. The reach of price
negotiation

Medicare negotiation expands and spills
into commercial pricing, or stays narrow,
cycle by cycle

High Balanced

5. Integrated care
organizations

Consequential holders of the patient
relationship in selected populations by
2035, or a margin around conventional
insurance and practice

High Balanced

6. One-time therapies
at scale

Capacity and treatment sites built ahead
of demand, or delivery confined to a few
centers

High Decided largely by the
payment path and
delivery economics

THRIVE FUTURES ARCHITECTURE™
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Uncertainty The Two Poles Impact on
Launch

How Open in 2026

7. The AI-regulation
climate

Stays open to clinical and payer AI, or
closes under state law, professional
resistance, and public concern

High Balanced: Washington
enacted a law requiring
licensed review of
relevant coverage
denials; a federal
executive order directs
challenges to certain
state AI laws.26,27

8. AI discovery
translation

Computationally designed candidates
convert to approved medicines at a rate
that changes the pipeline, or at the
historical rate

Medium to
high

Balanced

9. Who holds the data A connected spine, national or platform-
level, that a pathway can run on, or
fragmented holders with access
negotiated case by case

Very high Balanced: CMS reports
more than 700
organizations pledged
to its Health Tech
Ecosystem.
Commitments do not
establish seamless
operational exchange.28

10. Precision beyond
oncology

Broad, into primary care, or confined to
specialist centers

Medium to
high

Balanced

THRIVE FUTURES ARCHITECTURE™
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Two uncertainties frame the four worlds: who governs treatment decisions, and what payment depends on.
Both have high implications for launch and materially different plausible outcomes. The other eight remain
part of the analysis, specifying additional conditions within each world rather than following automatically
from the two axes.



S E C T I O N  3

Two Questions, Four Futures
Scenario planning is not about predicting the future. Its purpose is to build the capacity to navigate deep
uncertainty by constructing valid alternative models of it: to expand the future rather than narrow it, to reveal
the hidden assumptions a linear plan rests on, to increase strategic degrees of freedom, and to build resilience
by remembering the future before it arrives.

The worlds diverge on two questions. One concerns authority. The other concerns money. Neither tells us how
advanced every technology becomes; how far diagnostics, connected information, and new care models
reach is specified inside each world, and it does not follow automatically from who makes the decision or what
is paid for.

T H E  D E C I S I O N  C H A N N E L

System-governed
Institutional pathways establish the presumptive treatment sequence. Clinicians can depart from it,
and must justify the exception.

Distributed
Clinicians and patients keep meaningful discretion among competing recommendations. An adviser
can rank the options without owning the decision.

T H E  PAYM E N T  C U R R E N CY

Paid for Outcomes
A material share of what is paid depends on results verified after treatment. Payments can be earned,
withheld, adjusted, or returned.

Paid by Price and Volume
Payment depends primarily on units supplied at an agreed net price. Outcomes still matter to demand
and to future negotiations; they do not routinely determine payment for the patients already treated.

The distinctions matter. An insurer can benefit from better prevention while still buying medicines at fixed
prices. An installment schedule need not depend on treatment success. And a competitive market can contain
several organizations that each tightly govern clinical choices: a network that mandates its own algorithmic
sequence is a system-governed pocket.
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S E C T I O N  4

Four Worlds

The worlds combine different decision and payment arrangements. Their care patterns are explicit scenario
assumptions, not automatic consequences of the axes. Precision Islands emphasizes competing networks
accountable for prevention and results over time. Many Doors emphasizes episodic, transactional care with
distributed sources of information and influence. The chart that follows retains the ten-uncertainty profiles; it is an
interpretive map, not a probability estimate.
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Algorithmic Order

The medicine works. Its place in
the system is another question.

How do we earn a place in the
pathway, and keep it in a
constantly evolving algorithm?

The Waiting Room

The patient has been found. The
money has not.

How do we demonstrate which
patients benefit most and make
effective treatment affordable
at scale?

Precision Islands

Prevention is organized.
Treatment remains a personal
choice.

How do we deliver value across
networks that organize
prevention, measure results, and
retain treatment choice?

Many Doors

Care remains episodic. The
sources of influence multiply.

How do we establish a compelling
value proposition across the
many sources that shape
treatment?

Paid for Outcomes Paid by Price and Volume

PAYMENT CURRENCY
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Four Worlds Across Ten Uncertainties
Where the paths share a position, the worlds agree. Where they part, the uncertainty separates them. Positions are
schematic, not measured scores.

1. The decision
channel

Institutional
pathway

Clinician and patient
discretion

2. The payment
currency

Outcomes Price and volume

3. Registry and
real-world evidence

Case by
case

Primary evidence

4. The reach of price
negotiation

Narrow Expands into commercial

5. Integrated care
organizations

A margin Consequential in
selected populations

6. One-time therapies
at scale

Few centers Built ahead of demand

7. The AI-regulation
climate

Closes Stays open

8. AI discovery
translation

Historical
rate

Changes the pipeline

9. Who holds the data Fragmented
holders

Connected spine

10. Precision beyond
oncology

Specialist
centers

Into primary care

Algorithmic Order The Waiting Room

Precision Islands Many Doors
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Rows 1 and 2 were chosen as the scenario axes. The other eight positions are analytical judgments about
where each world's logic would push the uncertainty, placed relative to the other worlds; they are not
measurements, and they are meant to be argued with. Theoretically, the future could unfold in many
combinations of those ten uncertainties.



Algorithmic Order
The medicine works. Its place in the system is another question.

THE SYSTEM GOVERNS THE DECISION × PAID FOR OUTCOMES

By 2035, much of U.S. care is organized through institutional pathways that connect diagnosis, treatment,
and follow-up. Organizations combining coverage and delivery use connected records, home monitoring,
and more precise diagnostics to identify need earlier. Clinicians remain responsible for patients, but
following the pathway is the default; a departure requires a documented reason.

A material share of payment depends on results verified after treatment. The same infrastructure supports
ongoing comparison between a new medicine, a competing product, and better delivery of an established
treatment. A therapy can reach a substantial population quickly, yet its position and commercial terms
remain open to reassessment.

For patients, the promise is coordinated care and less of the journey to assemble themselves. The trade-off
is a shorter list of institutionally preferred choices. For biopharma, scientific success does not ensure
commercial leadership. Developers must choose whether to remain specialist suppliers, take responsibility
for part of the care around a medicine, or help build the care business itself.

How do we earn a place in the pathway, and keep it in a constantly evolving algorithm?

THRIVE FUTURES ARCHITECTURE™
Launch Excellence 2035
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A MOMENT IN 2035

Who Owns the Result?

The clinical team is encouraged by follow-up.
Finance is less certain how much revenue the
company will keep. The care organization asks why
outcomes differ between sites. The contract
connects those questions: it defines the population,
the result, how it is measured, and what changes the
payment.

Settlement follows the endpoint. Some measures
allow frequent reconciliation; durable remission
needs years of observation. Hospitalizations avoided
require an agreed comparison, not merely an
admission count. Provisional payments can bridge
the intervals. Data show what happened, but do not
settle which party caused it.

The developer controls its medicine, not every
appointment, support service, or treatment site. A
specialist-supplier model can work well where the
contribution is distinctive. It becomes exposed when
an alternative delivers a similar result on better
terms. Partnerships may protect that contribution,
but require capital, capabilities, and a willingness to
carry more risk.

The Position Must Be Earned Again

The launch begins with a choice about responsibility.
Evidence must support the pathway's clinical
comparison and the performance agreement.
Diagnostics, supply, support, and follow-up must
make the promised result deliverable. An earned
position opens a route to patients; it does not create
capacity or guarantee sustained use.

Medical and evidence teams maintain the scientific
case. Access and finance assess the money at risk.
Supply and delivery partners establish what can be
provided. The launch lead brings the decisions
together; Launch Excellence makes dependencies
visible and carries learning across assets.

Engaging the pathway means understanding its
evidence standards, governance, and reassessment
process. Monitor whether current evidence is
accurately represented and whether patients
actually receive the expected care. Reassess
placement and terms as endpoints mature, delivery
changes, or a new competitor changes the
comparison.

Greater reach can come with performance exposure and less control over the patient
relationship.

Who Gains
Organizations coordinating care; developers with
distinctive, measurable benefit or reliable delivery
advantages.

Who Is Exposed
Interchangeable suppliers; products whose benefit cannot
be demonstrated under the relevant terms; commercial
models unable to engage pathway governance.

THRIVE FUTURES ARCHITECTURE™
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She is looked after. She has little say.

Three weeks ago, she felt perfectly well. Now, after an alert, confirmatory tests, and a specialist
appointment arranged by her care organization, she is due to start cancer treatment on Monday. Nothing
has been left for her to organize. But she has read about another medicine that would mean fewer visits,
and she brings the article to her oncologist. “The pathway doesn’t support that option for your profile,” he
explains. “We can request an exception, but I don’t see the evidence that would get it approved.” He
shows her why the recommended treatment ranks first. She understands the reasoning. She had thought
her preference would count for more. As she leaves, Monday’s appointment appears on her phone,
followed by transport, monitoring, and follow-up. She accepts the schedule. The article remains open.



Question In This World

Who finds the patient, and how
early

The pathway, in primary care and at home, often before symptoms; the
clinician confirms

Who decides which treatment The pathway sets the sequence; the clinician confirms or documents an
exception

Who prescribes The clinician, inside the pathway; departures are reviewed

What is paid for A material share depends on verified post-treatment results; settlement
timing follows the endpoint.

Discovery to patient Earlier investigation can reveal patients sooner; access still requires
evidence, an earned position, and delivery capacity.

How fast the market moves Use can expand quickly once capacity is ready; positions change as
evidence and alternatives develop.

E A RLY I N D I CATO RS

Illustrative future headlines. These events are scenario fiction.

Early Drift, 2026 to 2030

2027: CMS makes registry enrollment a condition of
coverage for two oncology indications under
performance terms

2029: An integrated care organization publishes the
first pathway ranking with settlement terms
attached, by indication

Taking Shape, 2031 to 2035

2032: Two-thirds of covered lives in the ten largest U.S.
metros are managed under a certified pathway, HHS
survey finds

2034: Most new specialty launches enter under
performance-linked terms in at least one large network

T RI G G E R  CO M B I N AT I O N

Pathways gain practical authority, and a material share of revenue is reconciled against later results. Revisit
how much to invest in pathway integration, evidence operations, and responsibility for care.

S I G N A LS  A L RE A D Y O BS E RV E D

Sourced developments, not evidence that this world must arrive.

CMS reports participation by 33 states, the District of Columbia, and Puerto Rico in its Cell and Gene Therapy
Access Model, using outcomes-based agreements for sickle cell therapies.12

WISeR uses technology with licensed clinical review for selected prior-authorization decisions in six states.
Separately, 84 percent of respondents to the 2025 NAIC health-insurer survey reported AI or machine-learning
use in some capacity.30,31

FDA published a generative-AI medical-device discussion paper in August 2026. It requests feedback on
regulatory considerations; it is not a binding rule.32
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The Waiting Room
The patient has been found. The money has not.

THE SYSTEM GOVERNS THE DECISION × PAID BY PRICE AND VOLUME

The system can identify treatable need earlier and more precisely. Institutional pathways combine clinical
evidence with coverage rules to establish the expected treatment sequence. Clinicians can see who could
benefit, which treatment is recommended, and which option the patient's plan will fund.

Payment remains predominantly tied to units at negotiated prices. Outcomes may be measured well without
determining payment after treatment. Budgets and delivery capacity do not expand as quickly as the
population now identified. Risk tiers, exceptions, and restrictions make the gap between clinical need and
funded care visible.

The commercial opportunity is not only to defend a premium in a smaller population. Companies compete to
make worthwhile treatment affordable for more people, through better patient selection, credible lower-
cost alternatives, simpler administration, or better use of existing care. Employer programs and other routes
help some patients obtain treatment sooner, but can widen differences in access. The strongest proposition
shows where benefit is greatest and what it takes to deliver it at a sustainable scale.

How do we demonstrate which patients benefit most and make effective treatment
affordable at scale?
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A MOMENT IN 2035

The Competitor With a Different
Price of Admission

Inside the developer of the preferred therapy, one
team proposes a familiar defense: focus on the
patients for whom the strongest price can be
justified. Another asks what happens if a competitor
makes useful treatment affordable for the much
larger population the system has identified.

The alternative need not be better on every
measure. It must offer a credible balance of benefit,
safety, delivery, and total cost. Administration,
monitoring, and support can change the number of
people a budget will reach. A reliable program using
an established medicine can also change the case for
escalation.

Organizations that combine coverage and care
judge those wider costs. They can be demanding
purchasers and useful partners. Not every developer
should discount: a substantial incremental benefit
may sustain a premium. Equally, a small population
provides no immunity from difficult funding choices.

Make the Value Proposition
Deliverable

The team needs more than one price and one
account of value. It must show which patients benefit
most, what care is required, and how price, service
intensity, and channel affect reach and contribution.
These choices should shape evidence and delivery
while the plan can still change.

Prepare an affordable-scale case alongside the
premium case. Test whether a simpler delivery model
or different terms actually fund more treatment.
Preparing an option is not a commitment to launch it.
Medical and evidence teams establish the benefit;
Access, Finance, Supply, and partners test what can
be funded and delivered.

Launch Excellence brings those dependencies into
the same review. The pathway must be able to
interpret the clinical and budget evidence, and the
funded tier must convert into treated patients. A
threshold agreement is a gate, not the result. The
plan still has to work after the next competitor
responds.

Protect the value of substantial benefit without overlooking the larger market a more
affordable proposition could serve.

Who Gains
Developers with credible affordable-scale
propositions; care organizations that make identified
need treatable; therapies with clearly demonstrated
incremental benefit.

Who Is Exposed
Premium propositions without sufficient differentiation;
diagnostic models that depend on unfunded follow-up;
plans built only to protect price.
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Knowing earlier does not mean receiving the recommended treatment earlier.

When further tests confirm the risk first flagged on her mammogram, she tells her daughter they have
caught it in time. At the appointment, her doctor shows her a treatment intended to reduce that risk. Then
he opens the coverage screen: she meets the clinical criteria, but not the plan’s funded threshold. “So you
think I should have it?” she asks. He does. He starts an available alternative and files an exception request.
Six weeks later, the refusal arrives while she is making dinner. Her sister, insured through a different
employer, has already started the recommended medicine. The alternative is helping, and she is relieved
to have treatment. She puts the two messages side by side: the care system’s recommendation and the
insurer’s refusal. Both carry her name.



Question In This World

Who finds the patient, and how
early

The pathway, in primary care and at home, early; eligibility is set by funded
tiers inside the same pathway

Who decides which treatment The pathway ranks by cost-effectiveness at the negotiated price; the
clinician confirms within the funded tier

Who prescribes The clinician, inside the pathway, with prior authorization automated
against the budget

What is paid for Units at negotiated net prices, under population-level budgets; outcomes
shape future negotiations, not payment for this year's patients

Discovery to patient Shorter to approval; longer to funded access; a waiting list is normal

How fast the market moves Fast to identify, slow to fund; the affordable alternative moves fastest

E A RLY I N D I CATO RS

Illustrative future headlines. These events are scenario fiction.

Early Drift, 2026 to 2030

2028: A national payer imposes a population-level
budget cap on an AI-identified early-stage cancer
indication

2029: A lower-cost entrant displaces the first-line
position in a diagnostically expanded cardiovascular
indication within a year

Taking Shape, 2031 to 2035

2031: Investors price a premium for affordable-scale
pipelines and a discount for premium assets in
expanded populations

2033: Patient groups in three states bring a
coordinated legal challenge over eligible-but-unfunded
status

T RI G G E R  CO M B I N AT I O N

Pathways identify and control access for larger populations; fixed-price terms persist; lower-total-cost
propositions win funded use. Revisit the balance between premium positioning, affordable reach, and the
delivery model.

S I G N A LS  A L RE A D Y O BS E RV E D

Sourced developments, not evidence that this world must arrive.

The first ten negotiated Medicare prices took effect in 2026; fifteen more follow in 2027. The third cycle includes
Part B medicines. These are product-specific negotiation measures.13

Washington enacted licensed-review requirements for relevant prior-authorization denials. The December 2025
federal executive order separately directs challenges to certain state AI laws; it does not automatically preempt
all state regulation.26,27

FDA-cleared cmAngio detects and localizes breast arterial calcification on screening mammograms. The
clearance illustrates additional information from routine imaging, not a proven increase in treatment eligibility or
improved outcomes.15
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Precision Islands
Prevention is organized. Treatment remains a personal choice.

CLINICIANS AND PATIENTS KEEP THE DECISION × PAID FOR OUTCOMES

Competing care networks organize prevention, treatment, and follow-up around results over time.
Employer-linked plans, regional insurer-provider partnerships, specialist networks, and new entrants
connect information and services for their members. Clinicians and patients retain meaningful choice among
treatments and competing advisers. Integration does not require obedience to one institutional ranking.

Networks benefit when better care improves outcomes and avoids unnecessary expenditure. They also use
performance-linked agreements for medicines where results can be measured reliably. Earlier intervention,
ongoing monitoring, and support become part of the proposition. A therapy competes on its contribution to
that proposition, not just its clinical profile in isolation.

The best experience is not equally available to everyone. Coverage, affordability, geography, and practical
support affect access; willingness to participate, share relevant information, and engage in prevention
affects use. Highly engaged patients can still lack access, while well-covered patients may decline intrusive
monitoring. For pharma, the opportunity is to build partnerships that deliver meaningful results and can be
repeated beyond the first successful network.

How do we deliver value across networks that organize prevention, measure results, and
retain treatment choice?
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A MOMENT IN 2035

The Second Network Is the Harder
Sale

The first partnership works. Patients receive the
medicine, follow-up is reliable, and the agreed
results justify payment. The second network asks
who will supply monitoring. It has fewer staff,
different devices, and a different patient population.
The company has shown that its proposition works. It
has not yet shown that it travels.

A material share of revenue depends on
performance in defined populations. Agreements
can be operated on network data without a shared
national infrastructure, but evidence does not
become cheap merely because a contract exists.
Each deployment brings work on definitions,
responsibilities, and continuity.

Prevention creates an additional competitive test.
Better use of an established therapy or an earlier
intervention can change demand for a new
medicine. Other programs identify previously
untreated patients or improve adherence. The
direction depends on the condition and the care
delivered, not on a general assumption that
prevention reduces pharmaceutical use.

Build the Partnership to Travel

The market map shows partner populations and
delivery capabilities as well as accounts and
territories. Membership is not the medicine's
reachable market. The team needs to know who is
eligible, funded, willing and able to participate, and
supported by sufficient treatment capacity.

Work with the first partners early enough to shape
evidence and delivery. Define what must remain
consistent: clinical claims, safety requirements,
performance measures, and minimum support. Let
the rest adapt where the evidence and economics
allow it. Patient and clinician input should help
determine which burdens are reasonable.

Test the second deployment before scaling. Track the
cost and quality of replication, not only contracts.
The launch team agrees evidence, financial
exposure, and delivery responsibilities; Launch
Excellence carries the standards and learning across
assets.

Coordinated care can deepen value while uneven access, participation, and bespoke
arrangements limit its reach.

Who Gains
Networks that deliver prevention and continuing care;
developers with repeatable evidence and delivery
propositions; patients able and willing to participate.

Who Is Exposed
One-off partnership models that cannot travel; patients
excluded by coverage or practical barriers; products
whose results depend on unsupported local conditions.
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Care follows her life, but membership determines who gets that support.

The nurse calls while she is walking her dog. Her home readings have changed, and the team wants to
understand why before the next scheduled visit. She admits she has stopped taking the afternoon dose on
days she cares for her father. Nobody lectures her. At a video appointment, she and her physician
compare two covered options, including the one her personal adviser suggested. They choose a plan she
believes she can sustain; the network arranges follow-up and checks back the next week. For once, she
does not have to start the story again with each person she speaks to. Her brother asks how he can get
the same support. He is just as willing to participate, but neither of the plans available through his
employer includes the network.



Question In This World

Who finds the patient, and how
early

Networks investigate earlier among participating members; access and
engagement vary within and outside them.

Who decides which treatment Clinician and patient choose among recommendations; network
coordination does not dictate one sequence.

Who prescribes The clinician, directly; developers reach clinicians through medical and
evidence teams and through the network

What is paid for Performance verified on the network's data, contract by contract; units at
net price where no contract exists

Discovery to patient Variable: fast inside a contracted network, slow outside

How fast the market moves Network by network; a launch is a sequence, and replication sets the pace

E A RLY I N D I CATO RS

Illustrative future headlines. These events are scenario fiction.

Early Drift, 2026 to 2030

2027: First performance contract signed between
an employer-sponsored care plan and a developer
on the plan's own outcome data

2029: A quarter of new performance contracts
replicate a template first executed in another
network, industry survey finds

Taking Shape, 2031 to 2035

2031: A prevention-led network and two developers
publish outcome-adjusted results for a joint
cardiovascular program

2033: Investors value developers on contracted
covered lives and replication rate; the metric enters
earnings calls

T RI G G E R  CO M B I N AT I O N

Networks sustain performance agreements and replicate them while clinicians and patients keep discretion.
Revisit which partners to prioritize, and how much of the support offering to build for reuse.

S I G N A LS  A L RE A D Y O BS E RV E D

Sourced developments, not evidence that this world must arrive.

CMS estimates 14.3 million Medicare beneficiaries in accountable-care arrangements as of January 2026,
compared with 13.7 million a year earlier.18

Included Health announced an agreement in July 2026 to acquire Firefly Health. Firefly membership exceeds
20,000 according to the company, which also reports lower total care costs in its self-insured book; those cost
results are not independently validated here.20

OpenAI announced a U.S. rollout connecting supported medical records, Apple Health, One Medical, and
Function Health with user permission. Access to records outside the originating institution is not the same as
portable insurance coverage.17
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Many Doors
Care remains episodic. The sources of influence multiply.

CLINICIANS AND PATIENTS KEEP THE DECISION × PAID BY PRICE AND VOLUME

Care remains predominantly episodic and transactional. Patients, clinicians, and payers have more
information, but no organization routinely assembles it into continuous care for most people. A clinical visit, a
coverage decision, a diagnostic test, and a prescription may still be handled separately. Medicines are paid
for mainly through units at agreed net or cash prices.

Technology advances around those arrangements. Personal AI advisers, clinical tools, virtual services,
employer programs, and membership offerings create more sources of advice and more routes to
treatment. Some coordinate care well; most do not reorganize the wider system. Clinicians and patients keep
the treatment decision while weighing recommendations that reflect different information and priorities.

For pharma, the challenge is to establish a coherent value proposition across these distributed judgments. A
medicine must make clinical sense to the prescriber, practical sense to the patient, and economic sense to the
payer, while being represented credibly in the tools each uses. Competition can enter through a new product,
better delivery of an existing treatment, or a service that changes how patients consider their options.

How do we establish a compelling value proposition across the many sources that shape
treatment?
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A MOMENT IN 2035

The Value Proposition Has Many
Audiences

The familiar commercial model persists, but a single
message does not travel unchanged through every
decision. The clinician examines comparative benefit
and safety. The patient weighs burden, convenience,
and trust. The payer examines affordability and
alternatives. Their advisers and tools may draw on
different evidence and arrive at different
recommendations.

A coherent proposition is not a different truth for
each audience. It is the same credible clinical case,
expressed with the evidence and context needed for
each decision. Companies must understand where
the information diverges, where a handoff fails, and
who can address it.

More credible products can shorten the window of
differentiation. Better delivery of an established
medicine can also change demand. Integrated care
challengers exist, but remain pockets rather than the
dominant arrangement. Prevention and monitoring
occur without routinely linking a material share of
pharmaceutical revenue to verified results after
treatment. Episodic care is a condition of this world,
not an inevitable consequence of unit pricing.

Connect the Decisions That Lead to
Treatment

The team maps how people recognize need, seek
advice, obtain a prescription, secure funding, and
start treatment. It tests the proposition with
clinicians, patients, payers, and relevant services.
The task is not to be present at every door; it is to
understand which combinations matter for this
medicine.

AEO and decision-tool monitoring start with
accurate, current evidence and representative
questions. Test what different systems say, whose
needs are being missed, and whether the answer
helps the next step in care. Visibility is not the same
as adoption, and adoption is not the same as
sustained benefit.

Test whether selected channels reach additional
patients or shift existing demand. A one-time
therapy still requires a qualified center, funding, and
follow-up. Launch Excellence links the reviews so
strength in one part does not conceal a failed
handoff elsewhere.

More ways to reach a patient, but more separate judgments to satisfy and more
opportunities for the journey to break.

Who Gains
Developers that establish credible value across clinical,
patient, and payer decisions; services that remove
meaningful treatment barriers.

Who Is Exposed
One-message strategies; plans that mistake coverage or
AI visibility for demand; channels that add cost without
improving treatment access.

THRIVE FUTURES ARCHITECTURE™
Launch Excellence 2035

©2026 THRIVE Consulting LLC. All Rights Reserved. Page 25 of 39

She has more information and more options. Connecting them is still her job.

By Thursday, she has three recommendations and no prescription. Her physician favors one medicine, her
insurer prefers another, and her personal adviser has found a newer option with a dosing schedule that
fits her working day. The membership service reviewing her wearable data has useful observations, but
they are not in her physician’s record. She uploads the summary, requests another conversation, and
compares the costs. Her doctor agrees the newer option is appropriate. A manufacturer’s cash channel
makes it affordable, and the prescription is routed there. By Friday, the medicine is on its way. She is
pleased with the result and surprised by how much of her week it has taken. Before closing her laptop, she
adds a reminder to tell the membership service that her treatment has changed.



Question In This World

Who finds the patient, and how
early

Clinicians, patient advisers, and care services identify need at different
times; follow-up is not routinely connected.

Who decides which treatment Clinician and patient, informed by several sources; payers and services
make separate access and delivery decisions.

Who prescribes The clinician, reached by field, digital, and peer channels, and by the
patient who arrives with a request

What is paid for Units at negotiated, referenced, or cash prices; outcomes shape demand
and future negotiations

Discovery to patient Faster to approval; access depends on the route the patient takes

How fast the market moves New information and competitors move quickly; adoption depends on
several separate decisions and handoffs.

E A RLY I N D I CATO RS

Illustrative future headlines. These events are scenario fiction.

Early Drift, 2026 to 2030

2028: Fewer than 10 percent of performance-
based pilot contracts renewed or scaled, CMS and
major commercial payers report

2029: A chronic medicine gains substantial uptake
through a combination of clinical advice, employer
services, and a manufacturer channel

Taking Shape, 2031 to 2035

2031: Membership-based care services cover a tenth of
commercially insured adults in the largest metros

2033: A lower-cost entrant gains share by aligning
clinical evidence, patient convenience, and payer terms
across separate care channels

T RI G G E R  CO M B I N AT I O N

Care remains largely episodic and payment unit-linked, while multiple advice and access routes materially
shape treatment. Revisit which decisions and handoffs the value proposition must support, and which routes
merit investment.

S I G N A LS  A L RE A D Y O BS E RV E D

Sourced developments, not evidence that this world must arrive.

The White House reported 26 manufacturer pricing agreements by August 31, 2026. It describes TrumpRx as a
route to discounts on participating medicines; terms are product-specific.14

Amazon reports launching Health AI on its U.S. app and website, with permission-based appointment and
prescription-related actions. EY reports 55 percent of U.S. respondents have requested, or would consider
requesting, a test, treatment, or prescription based on AI information.21,23

IQVIA states that 80 percent of launches continue along their early trajectory and describes post-pandemic
trajectories as weaker on average. This is its published analysis, not a measure of the causal effect of alternative
routes.33
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S E C T I O N  5

Two Medicines, Four Launch Environments
Meridian: A Recurring Medicine

Meridian is an invented once-monthly subcutaneous therapy that slows early-onset heart failure in adults with
a specified molecular signature. The eligible group sits within a larger cardiovascular population. Its clinical
profile is held constant across all four worlds.

World Decisive Launch Choice Main Commercial Vulnerability

Secure a pathway position with a credible
performance and delivery proposition.
Decide which monitoring and support
responsibilities the company can reliably
undertake.

The product earns use but not the
expected revenue if the measured
benefit, delivery performance, or
agreed attribution does not support
settlement.

Compare the premium case with a lower-
price or simpler-delivery proposition that
funds treatment for more eligible
patients.

Preserving margin in a narrow funded
tier loses the larger opportunity to a
credible alternative; discounting
without incremental funded reach
also destroys value.

Partner with a prevention-led network,
define the contribution of medicine and
support, then test replication in a second
population.

Results depend on local delivery and
participant engagement; an effective
first program cannot simply be
transferred to a different network.

Support clinical, patient, and payer value
judgments with one coherent evidence
base, then test the handoffs and routes
that convert decisions into treatment.

The value proposition satisfies one
audience but not another, or channel
growth shifts existing patients without
improving reach or contribution.

W H AT  T H I S  C AS E  T E STS

The recurring-treatment case tests whether earlier identification becomes sustained use, and whether
a new route expands the market or redistributes it.
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Keep the Medicine Constant. Change the
Market.
Tessera: A One-Time Specialist Therapy

Tessera is an invented one-time cell therapy for severe, treatment-refractory lupus, intended to produce
durable remission. Durability remains uncertain. Specialist delivery and follow-up are necessary in every
world; a new commercial arrangement does not remove those requirements.

World Decisive Launch Choice Main Commercial Vulnerability

Align pathway placement, qualified
delivery capacity, long-term observation,
and performance-linked payment terms.

The company carries durability or
delivery exposure that it cannot
adequately price or control. An initial
agreement does not create a
treatment slot.

Build a funded, capacity-matched launch
with a credible total cost of treatment
and a workable route through access
requirements.

Clinically eligible patients exceed the
funded or deliverable population.
Strong evidence does not by itself
resolve the initial budget requirement.

Partner with networks and specialist
centers able to sustain follow-up and
operate the performance agreement;
make responsibilities portable where
feasible.

Small, bespoke populations, different
evidence systems, and continuity
problems make long-term verification
and replication costly.

Align specialist referral, patient
understanding, payer funding, and
center capacity across otherwise
separate decisions.

Interest and clinical eligibility grow,
but separate funding and delivery
decisions fail to create an executable
treatment plan.

W H AT  T H I S  C AS E  T E STS

The one-time-treatment case tests a different constraint: finding the patient is not the same as
assembling the funding, capacity, and follow-up needed to deliver durable benefit.
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S E C T I O N  6

What to Do Next
A scenario exercise becomes useful when it leads to action. The starting point is a clearer account of what the
existing plan depends on.

The Critical Gate to Viable Adoption Changes.

What the worlds change is where the launch's commercial logic is tested most sharply: an earned position with
performance terms, a workable threshold and price agreement, a repeatable network arrangement, or
route-specific coverage and adoption. None of these gates guarantees delivered treatment or sustainable
economics. The dangerous assumption is that the route from evidence to adoption to revenue that carried the
last medicine will carry the next one.

The Reachable Population Is Not the Eligible Population.

In Algorithmic Order the gap is small; in The Waiting Room it is set by the funded tier; in Precision Islands by
which networks have contracted; in Many Doors by the routes the plan built. A forecast built on epidemiology
overstates reach in every world but the first.

Decision-System Readiness Is a Shared Foundation.
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Institutional pathways, network tools, and personal advisers place different demands on a medicine's
evidence. LLMs can help patients find and interpret public research without visiting the original source or
belonging to its intended audience. That can strengthen their role in treatment decisions while making
accurate interpretation more important. The audience for scientific information is no longer limited to the
audience it was written for. AEO is therefore a launch-readiness imperative: make credible evidence
discoverable and monitor whether AI-mediated explanations preserve its context, risks, uncertainty, and
approval status. Relationships and monitoring should match each system's role.25,34

The Launch Stays Cross-functional, and the Launch Lead Owns It.

Evidence and contract governance; patient selection and affordable-scale design; prevention partnerships
and replication; value across distributed decisions. Which functions carry the decisive work changes, but the
launch remains cross-functional.

Seven No-Regret Moves
Certain actions can create value no matter how the future takes shape or which combination of worlds
materializes. These are recurring disciplines, not a prescribed execution order. They can run in parallel; the
scale and form of investment should remain proportionate to the asset and the evidence.
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No-Regret Move Accountability Practical Starting Point

1. Rehearse, Monitor,
and Adapt

Launch Excellence and
Insights, with launch
leads

Test current launch plans against all four worlds and
the alternatives each medicine must beat. Maintain a
shared view of signals, patient experience, uptake,
and safety; assign thresholds and owners for
revisiting assumptions. Repeat the exercise when
evidence or the market changes.

2. Build Evidence That
Earns Trust

Medical, Clinical, and
HEOR, with Access

Design clinical and real-world evidence around
consequential treatment questions, relevant
subgroups, and practical outcomes. Make limitations
explicit and evidence comparable and reusable.
Bring clinicians into the scientific dialogue early;
update the case when experience challenges it.

3. Build AEO and
Decision-System
Readiness

Digital and
Commercial, with
Medical, Regulatory,
and Legal; Launch
Excellence connects the
learning

Start answer engine optimization (AEO) with one or
two on-market products. Audit the clinical and
patient questions that shape treatment preferences;
improve permitted public information's clarity,
accessibility, and currency. Check how LLMs
represent evidence, risks, limitations, and approval
status. Carry the learning into launch preparation.

For development programs, maintain accurate trial
records and nonpromotional scientific disclosures
through Medical, Regulatory, and Legal review. Test
whether AI summaries preserve investigational
status and evidence limits. Keep scientific exchange
distinct from product promotion; discoverability
does not create a preapproval-promotion
exemption. Treat formal pathway engagement
separately.34,38

4. Design Access for
Affordable Scale

Launch lead, Access,
HEOR, and Finance

Model price, delivery intensity, and service
requirements together. Test which patients benefit
most and what terms make treatment reachable.
Prepare an affordable-scale alternative where
relevant without committing to a discount or
assuming that volume guarantees value.



No-Regret Move Accountability Practical Starting Point

5. Build With Patients,
Not Only for Them

Patient Engagement
and Medical, with the
launch team

Bring patients and caregivers into evidence
priorities, care design, and support decisions. Test
treatment and monitoring burdens, privacy
preferences, and access barriers. Use their
experience to improve the proposition, rather than
treating engagement only as a route to uptake.

6. Choose Ecosystem
Roles and Partners

Commercial leadership
and launch leads, with
Access and Legal

Decide where the company will supply a medicine,
partner in delivery, or provide part of the ongoing
service. Select partners accordingly. Agree who
supplies diagnostics, care, data, and verification,
with explicit responsibilities and continuity
arrangements.

7. Rehearse Delivery and
Accountability

Launch lead and
Operations; Launch
Excellence coordinates

Bring evidence, access, supply, patient support, and
partner readiness into one review. Test demand
shifts, capacity limits, and failed handoffs before
scale-up. Assign decision rights and escalation
owners, and reuse what is learned in later launches.

What This Asks of Launch Excellence.

Launch Excellence provides a shared way to expose assumptions, test readiness, and learn across launches. It
ensures that evidence, engagement, access, and delivery fit together without taking over every specialty. The
accountable launch lead runs the launch; senior leaders choose the commitments and provide the decision
rights to act.

For the First-time Launcher.

A first-time biotech may have no separate Launch Excellence function. The same work still needs named
owners, a shared view of the evidence and delivery requirements, and a practical way to resolve cross-
functional dependencies before they become launch barriers.
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S E C T I O N  7

Test Cheaply, Commit Deliberately
Some capabilities help in several worlds. What becomes contingent is their scale, organizational form, and
timing. A small experiment can reveal whether a larger commitment is justified without requiring the company
to declare that one future has won. Preparing an option is different from paying to build the whole future
around it.

Keep the medicine constant. Change the market. Then ask which part of the business
case no longer holds.

World Option-Building Experiment Larger Commitment Most
Justified Under This Market
Logic

Exposure Created by
the Commitment

Test one pathway-integration
and performance-settlement
arrangement with one
operator, on the operator's
own data; learn what the
outcome exposure means

Contract and evidence
operations as a standing
competency, with
responsibility for part of the
care that produces the
outcome

Interchangeable inside
the pathway, or a
capability built for a
world that stayed a
pilot

Test reach, not only willingness
to discount: one affordable-
scale proposition with one
regional payer or integrated
organization

A second price tier and
delivery model for the full risk
population; supply that flexes
under caps; managed access
built as infrastructure

Margin given away for
reach that a cap then
limits anyway

Test the second deployment
early: one performance
contract written as a template
from the start, with a
replication plan

A partnership organization:
network steering seats,
program enablement, a
contract team, and a delivery
package the company
supplies

Replication that does
not travel; a package
built for a network that
switches partners

Test whether one coherent
value proposition works across
clinical, patient, and payer
decisions in a selected care
route.

A cross-channel evidence and
engagement model, with
route-specific delivery and
measurement of incremental
treatment.

Duplicated
engagement,
conflicting
representations, or
channel shifts without
sufficient additional
treatment or return.
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Watch for Consequences, Not Headlines

World The Combination to Watch What Would Weaken the
Case

Decision to Revisit

Pathways gain practical
authority, and a material
share of revenue is reconciled
against later results

A major data breach or
serious AI failure causes
patients, clinicians, or
regulators to retreat from
pathway authority; or
performance terms expose
little revenue.

How much to invest in
pathway integration,
evidence operations, and
responsibility for care

Pathways identify and control
access for larger populations;
fixed-price terms persist;
lower-total-cost propositions
win funded use

Capacity and affordable
treatment that absorb the
identified need

The balance between
premium positioning,
affordable reach, and the
delivery model

Networks strengthen
prevention and continuing
care; performance
agreements replicate while
clinicians and patients keep
discretion.

Partnerships cannot repeat
their results, exclude too
many patients, or harden
into mandatory treatment
pathways.

Which partners to
prioritize, and how much
of the support offering to
build for reuse

Care stays largely episodic;
several advice, funding, and
delivery decisions shape
treatment; payment remains
predominantly unit-linked.

Care becomes
predominantly longitudinal
and coordinated, with
substantial performance-
linked pharmaceutical
payment.

Which value judgments
and handoffs to support,
and which channels
create genuinely
additional treated
patients.

A signal earns its place on the dashboard when it could change a launch decision. Track the developments
that support a world and those that would weaken it; a single contract announcement, application launch, or
denied claim rarely distinguishes one future from another. Set decision thresholds for the asset rather than
borrowing a national percentage: a route that matters to a cardiovascular launch may be irrelevant to a
specialist cell therapy, and a performance agreement matters when enough revenue is exposed to change the
business case.
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S E C T I O N  8

10 Questions Worth Exploring

E X P LO R E  W H AT  T H I S  M E A N S  F O R  YO U

Request a THRIVE Futures Briefing to explore what these futures mean for your situation, from a
specific launch to broader portfolio and organizational questions. The extended research is shared
selectively following the conversation. Contact launch@thrive-co.com.

Of the four worlds, which one does your organization expect?1

Which world has your organization prepared for?2

Which of our next five launches has a commercial logic that survives in only one of the four worlds,
and do we know which one?

3

For each of them, what is the alternative the medicine must beat in each world: a competing
product, a better-delivered existing treatment, or a prevention program? Does the plan name it?

4

Where is the critical gate to viable adoption in each plan, who is accountable for it, and what must
happen after it?

5

What is the reachable population for each launch in each world, and does the forecast carry that
line?

6

What do the clinical tools and the personal advisers say about our medicine today, and who in the
organization knows?

7

For every large-population asset, do we hold an affordable-scale proposition alongside the
premium case, and who would execute it?

8

Which integrated care organizations sit in the footprint of our next launches, and are we their
supplier, their partner, or their competitor for the patient relationship?

9

What would the launch organization need to stop doing by 2028 to free the capacity these moves
require, and who has the authority to make that decision?

10
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About This Report
The Method.

THRIVE Futures Architecture™ is THRIVE's scenario planning method for decisions under deep uncertainty. It
moves from what is given (the driving forces) to what is open (the critical uncertainties, assessed and
consolidated), to the uncertainties selected as axes, to the worlds those axes define, and then to the response for
a specific decision-maker. The worlds are built so that a strategy or plan can be tested against each of them; the
value lies in what holds across all four and in what only one or select worlds demand.

Development Notes.
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Launch Excellence 2035: Winning in an Era of Exponential Change was developed by Eliette Krakora, THRIVE
Consulting, in September 2026. The worlds build on THRIVE's December 2025 first scenario set on the same
subject augmented by structured research of secondary sources and insights from expert talks. Present-day
claims retained in this edition are supported by the sources listed below; company reports and survey
populations are identified where relevant. Generative AI tools (Claude, Perplexity, ChatGPT) and THRIVE's
proprietary scenario engine, the THRIVE Futures Architect™, supported research, exploration, drafting, and
editing. The author directed the scenario design and selected, revised, and validated the final scenario logic,
conclusions, and recommendations. The author remains responsible for the content.

What Is Imagined, and What Is Observed.

The scenarios are structured thought experiments to support strategic planning and leadership dialogue. They
are not predictions, and no probability is assigned to any of them. Future people, scenes, dialogue, company
decisions, and dated future headlines are fictional. Meridian and Tessera are invented comparison assets.
Named institutions in future scenes do not imply claims about their current strategy or performance. Present-
day developments are distinct, sourced observations; company-reported figures and expert statements are
identified as such.

Scenario Use & Disclaimer:

These scenarios are structured thought experiments to support strategic planning and leadership dialogue. They
are not predictions, and no representation or warranty is made that any scenario will occur. This material is
provided for informational discussion purposes only and does not constitute investment, legal, medical,
regulatory, or other professional advice. Readers remain solely responsible for their own decisions and should
not rely on these materials as a substitute for independent judgment and advice.

Copyright and Permitted Use:

© 2026 THRIVE Consulting. All rights reserved. This material may not be incorporated into other publications,
training materials, tools, or services, including use by third-party consultants or agencies, without prior written
permission from THRIVE Consulting.

29

Scenario Use & Disclaimer:

Copyright and Permitted Use:

© 2026 THRIVE Consulting. All rights reserved. This material may not be incorporated into other publications, training

materials, tools, or services, including use by third-party consultants or agencies, without prior written permission from

THRIVE Consulting.
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1 EMBL. AlphaFold predicts structures for almost every
catalogued protein, July 28, 2022; more than 200
million predictions. Predicted structures are not
validated therapeutic candidates. Source ↗

2 Abramson J, et al. Accurate structure prediction of
biomolecular interactions with AlphaFold 3. Nature.
2024;630:493-500. Source ↗

3 National Cancer Institute. Biomarker Testing for
Cancer Treatment. Explains matching some cancer
treatments to biomarkers and the limits of such
matching. Source ↗

4 American Medical Association. 2026 Physician Survey
on Augmented Intelligence, pp. 5 and 14. Fielded
January 15 to February 2, 2026. Practice-use base
n=1,342: 72 percent reported at least one listed use; the
broader 81 percent category includes uncertain
respondents. Self-reported, not autonomous
decision-making. Survey ↗

5 KFF. Health Information and Trust Tracking Poll,
March 25, 2026. Fielded February 24 to March 2;
n=1,343 U.S. adults. Past-year health-AI use: 32
percent; comparing physical-health treatments: 19
percent of all adults. Privacy concern: 77 percent;
personal medical information uploaded: 13 percent.
Self-reported measures, not clinical outcomes. Findings
and Methods ↗

6 Xu Z, Ren F, Wang P, et al. A generative
AI-discovered TNIK inhibitor for idiopathic pulmonary
fibrosis: a randomized phase 2a trial. Nature Medicine.
2025;31:2602-2610. Published June 3, 2025.
Clinical-stage evidence, not approval or proof of
higher overall development success. Primary Trial ↗

7 Insilico Medicine. First-patient dosing in GENESIS-
IPF-3, September 10, 2026; trial NCT07687459,
conducted in China. Rentosertib remains
investigational. Source ↗

8 Haque W, et al. Clinical-stage AI-enabled therapeutic
assets. J Clin Oncol. 2026;44(suppl):11072. ASCO
meeting abstract. Cohort: 117 assets across 63
companies entering Phase 1-3 trials through July 1,
2025; progression assessed to December 1, 2025.
Source ↗

9 FDA. Approved Cellular and Gene Therapy Products.
Regulatory product list, reviewed September 27, 2026.
The list does not establish delivery capacity or future
commercial scale. Source ↗

10 FDA. Approval announcement for the bispecific
antibody epcoritamab-bysp, May 19, 2023. An example
of modality diversity, not a claim that every emerging
modality is approved. Source ↗

11 FDA and EMA. Guiding Principles of Good AI Practice
in Drug Development, January 2026. Principles do not
automatically qualify any data source as regulatory
evidence. Source ↗

12 CMS. Cell and Gene Therapy Access Model
participation announcement, July 15, 2025. Includes 33
states, the District of Columbia, and Puerto Rico;
outcomes-based agreements concern sickle cell
therapies. Source ↗

13 CMS. Third Medicare negotiation cycle, January 27,
2026; participation update, March 13, 2026.
Third-cycle prices take effect in 2028; first-cycle prices
took effect in 2026 and second-cycle prices follow in
2027. Selection ↗ | Participation ↗ | Price Years ↗
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https://www.embl.org/news/science/alphafold-200-million/
https://www.nature.com/articles/s41586-024-07487-w
https://www.cancer.gov/about-cancer/treatment/types/biomarker-testing-cancer-treatment
https://www.ama-assn.org/system/files/physician-ai-sentiment-report.pdf
https://www.kff.org/public-opinion/kff-tracking-poll-on-health-information-and-trust-use-of-ai-for-health-information-and-advice/
https://www.kff.org/public-opinion/kff-tracking-poll-on-health-information-and-trust-use-of-ai-for-health-information-and-advice/
https://www.nature.com/articles/s41591-025-03743-2
https://insilico.com/news/isn1009261-insilico-medicine-doses-first-patient-genesis-ipf-3
https://ascopubs.org/doi/10.1200/JCO.2026.44.16_suppl.11072
https://www.fda.gov/vaccines-blood-biologics/cellular-gene-therapy-products/approved-cellular-and-gene-therapy-products
https://www.fda.gov/drugs/drug-approvals-and-databases/fda-grants-accelerated-approval-epcoritamab-bysp-relapsed-or-refractory-diffuse-large-b-cell
https://content.govdelivery.com/accounts/USFDA/bulletins/4042e31
https://www.cms.gov/newsroom/press-releases/cms-expands-access-lifesaving-gene-therapies-through-innovative-state-agreements
https://www.cms.gov/newsroom/press-releases/cms-announces-selection-drugs-third-cycle-medicare-drug-price-negotiation-program-including-first
https://www.cms.gov/newsroom/fact-sheets/cms-announces-manufacturer-participation-third-cycle-medicare-drug-price-negotiation
https://www.cms.gov/initiatives/medicare-prescription-drug-affordability/overview/medicare-drug-price-negotiation-program/selected-drugs-negotiated-prices
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14 White House. Additional manufacturer pricing
agreements, August 31, 2026, reporting 26
agreements; TrumpRx launch fact sheet, February 5,
2026. Counts and terms are administration-reported
and product-specific. Source ↗

15 FDA. 510(k) K250754, cmAngio V1.6, decision April
10, 2025; CureMetrix product documentation describes
detection and localization of breast arterial
calcification. Device clearance is not evidence of
improved patient outcomes. Source ↗

16 Utah Department of Commerce. AI
prescription-renewal pilot with Doctronic, January 6,
2026. The announcement concerns a regulated pilot,
not unrestricted autonomous prescribing. Source ↗

17 OpenAI. Launching Health in ChatGPT, July 23,
2026. More than 300 million weekly health-question
users is a global company figure. U.S. connection
features are a company-reported rollout with user
permission. Source ↗

18 CMS. 2026 Medicare Accountable Care
Organization Initiatives Participation Highlights,
February 4, 2026. Estimated 14.3 million beneficiaries
as of January 2026, compared with 13.7 million a year
earlier. Source ↗

19 Kaiser Permanente and Risant Health. 2025 financial
results, February 6, 2026. Nearly 13.1 million members
and a 1.1 percent operating margin refer to the
combined reporting group; figures are
organization-reported. Source ↗

20 Included Health. Firefly acquisition agreement, July
28, 2026. More than 20,000 people covers Firefly's
primary-care and health-plan businesses. Reported
self-insured cost savings are versus a risk-adjusted
market benchmark. Company-reported; not
independently validated here. Source ↗

21 Amazon. First-quarter 2026 results, April 29, 2026.
Reports Health AI on the U.S. app and website, with
permission-based health navigation, appointment, and
prescription-related actions. Company description, not
an independent outcomes evaluation. Source ↗

22 Reuters. China biotech licensing boom, February 13,
2026, citing PharmCube. The $137.7 billion 2025 value
refers to Greater China and headline licensing terms,
including potential milestones. Underlying proprietary
transaction data were not independently audited.
Source ↗

23 EY. U.S. Consumer Health Survey 2026, July 14,
2026. Online fieldwork: April 2026; U.S. n=1,000.
Fifty-five percent have requested or would consider
requesting a test, treatment, or prescription based on
AI information. Reported action and willingness are
combined. Source ↗

24 ZS. Future of Health 2026, pp. 2-3. Online survey,
January-March 2026; over 1,400 licensed physicians
pooled across the U.S., Germany, and China. The 68
percent named-therapy-request finding is not
U.S.-only and does not establish AI as its cause. Original
Report ↗

25 Pew Research Center. From Diagnoses to
Treatments, Why Americans Use AI Chatbots for
Health. August 25, 2026. American Trends Panel:
n=3,488 U.S. adults; fielded June 22-28. Ever-use for
any of eight health purposes: 34 percent; treatment
information: 22 percent of all adults. Self-reported use,
not verified treatment changes or clinical benefit.
Report ↗ | Topline ↗ | Methods ↗
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https://www.whitehouse.gov/fact-sheets/2026/08/fact-sheet-president-donald-j-trump-announces-deal-with-nine-additional-pharmaceutical-manufacturers-to-lower-drug-prices-for-americans/
https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfpmn/pmn.cfm?ID=K250754
https://commerce.utah.gov/2026/01/06/news-release-utah-and-doctronic-announce-groundbreaking-partnership-for-ai-prescription-medication-renewals/
https://openai.com/index/health-in-chatgpt/
https://www.cms.gov/newsroom/fact-sheets/2026-medicare-accountable-care-organization-initiatives-participation-highlights
https://about.kaiserpermanente.org/news/press-release-archive/kaiser-permanente-risant-health-report-2025-financial-results
https://includedhealth.com/announcements/included-health-signs-agreement-to-acquire-firefly-health/
https://ir.aboutamazon.com/news-release/news-release-details/2026/Amazon-com-Announces-First-Quarter-Results/
https://www.reuters.com/sustainability/climate-energy/china-biotech-licensing-boom-hit-record-2026-pipeline-swells-2026-02-13/
https://www.ey.com/en_us/insights/health/ey-us-consumer-health-survey-2026
https://www.zs.com/content/dam/global/master/documents/future-of-health-2026-report.pdf
https://www.zs.com/content/dam/global/master/documents/future-of-health-2026-report.pdf
https://www.pewresearch.org/science/2026/08/25/from-diagnoses-to-treatments-why-americans-use-ai-chatbots-for-health/
https://www.pewresearch.org/wp-content/uploads/sites/20/2026/08/PS_2026.8.25_AI-chatbots-health_topline.pdf
https://www.pewresearch.org/science/2026/08/25/ai-chatbots-health-methodology/
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26 Washington Legislature. SB 5395, chapter 157, Laws
of 2026. Signed March 23; announcement March 25.
Stated effective date June 11, 2026. Addresses licensed
review of relevant prior-authorization denials for
covered plans. Bill History ↗ | Announcement ↗

27 White House. Executive Order 14365, Ensuring a
National Policy Framework for Artificial Intelligence,
December 11, 2025. Directs specified challenges,
reviews, and legislative recommendations; does not
itself nullify every state AI law. Source ↗

28 CMS. First wave of Health Tech Ecosystem tools,
April 9, 2026. Organizational pledges and initial tools
do not establish universal operational interoperability.
Source ↗

29 THRIVE Consulting. December 2025 scenarios and
PHLEX London workshop, including the 10 Critical
Success Factors and no-regret discussion. Presented at
the Pharmaceutical Launch Excellence Summit,
London, December 1, 2025.

30 CMS. WISeR model, 2026-2031. Original Medicare
model in six states for selected services. Uses
technology with clinical review; non-payment
recommendations require licensed clinical review. It is
not unrestricted automated denial or all-service prior
authorization. Source ↗

31 NAIC. Health AI/ML Survey Report, May 2025, pp. 8
and 10. N=93 companies. Call issued October 31, 2024;
responses due January 22, 2025. Eighty-four percent
reported AI/ML use in some capacity. Not a 2026
measurement or an autonomous-decision rate. Survey
↗ | Announcement ↗

32 FDA. Considerations for the Regulation of
Generative AI-Enabled Medical Devices, discussion
paper and request for feedback, August 18, 2026. This
is a discussion paper, not binding guidance. Source ↗

33 IQVIA. Launch Strategy and Management.
Company-published observation that 80 percent of
launches continue as they start in the first six months,
with commentary on post-pandemic trajectories. The
public page does not fully specify the underlying sample
or method. Source ↗

34 Google Search Central. AI Features and Your
Website. Standard search fundamentals remain
relevant; no special AI markup or guaranteed inclusion
is offered. This supports the accessibility component of
AEO, not any claim about pharmaceutical clinical
ranking. Reviewed September 27, 2026. Source ↗

35 Stokes JM, et al. A Deep Learning Approach to
Antibiotic Discovery. Cell. 2020;180(4):688-702.e13.
doi:10.1016/j.cell.2020.01.021. Direct experimental
evidence of AI-assisted screening; a foundational
mechanism example, not a 2026 adoption estimate.
Research Record ↗

36 FDA. Considerations for the Use of Real-World
Data and Real-World Evidence To Support Regulatory
Decision-Making for Drug and Biological Products.
Final guidance, August 2023. Does not imply blanket
acceptance of wearable or patient-generated data for
approval. Final Guidance ↗

37 U.S. Census Bureau. Older Adults Outnumber
Children in 11 States and Nearly Half of U.S. Counties.
June 26, 2025. Official age estimates support the
aging-population framing; not evidence of a particular
pharmaceutical demand forecast. Population
Estimates ↗
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38 21 CFR 312.7(a). Promotion of investigational drugs.
Restricts preapproval promotion while preserving full
scientific exchange, including dissemination in scientific
or lay media. This is not an AEO-specific exemption.
Reviewed September 28, 2026. Regulation ↗

https://app.leg.wa.gov/billsummary/?BillNumber=5395&Initiative=false&Year=2025
https://senatedemocrats.wa.gov/orwall/2026/03/25/orwall-bill-to-improve-prior-authorization-transparency-signed-into-law/
https://www.whitehouse.gov/presidential-actions/2025/12/eliminating-state-law-obstruction-of-national-artificial-intelligence-policy/
https://www.cms.gov/newsroom/press-releases/cms-launches-first-wave-healthtech-ecosystem-tools-fast-tracking-fully-digital-patient-centered
https://www.cms.gov/priorities/innovation/innovation-models/wiser
https://content.naic.org/sites/default/files/inline-files/NAIC%20AI%20Health%20Survey%20Report%20.pdf
https://content.naic.org/sites/default/files/inline-files/NAIC%20AI%20Health%20Survey%20Report%20.pdf
https://content.naic.org/es/node/12641
https://www.fda.gov/medical-devices/digital-health-center-excellence/considerations-regulation-generative-ai-enabled-medical-devices-discussion-paper-and-request
https://www.iqvia.com/solutions/commercialization/launch-strategy-and-management
https://developers.google.com/search/docs/appearance/ai-features
https://www.broadinstitute.org/publications/broad627466
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/considerations-use-real-world-data-and-real-world-evidence-support-regulatory-decision-making-drug
https://www.census.gov/newsroom/press-releases/2025/older-adults-outnumber-children.html
https://www.census.gov/newsroom/press-releases/2025/older-adults-outnumber-children.html
https://www.ecfr.gov/current/title-21/chapter-I/subchapter-D/part-312/subpart-A/section-312.7
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