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Monday, September 24

Overview and Gallery of Experts

Objectives

The main objectives of this session are to proad@verview of the course and to introduce
participants and facilitators to each other. Takegy of experts will also begin to build a
foundation for experience sharing and group devetq.

Outline

Brief overview of course
Activity to create a Gallery of Experts to intro@ugarticipants and facilitators.

Readings
None

Discussion Questions
None

Learning Points

Each participant and facilitator comes to the cewvgh a different perspective,
background, experience, and skills.

Participants can be valuable resources for eadr oththe learning environment of this
course, and also in collaborative work in their cettting after the course.
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Session 1: Medicines access and use: Significanm@blems, and determinants

Objectives

This session will introduce the crucial role of ne#es in curing disease and preventing
morbidity and mortality. We will discuss a behaaioframework for thinking about use of
medicines and describe several common intervestiategies to improve their use. These
issues will be discussed in the context of the dempolitical, social, economic, and ethical
aspects of health and health care. We will alssgut some key policy recommendations
from the 2004 International Conference on Improvireg of Medicines.

Outline

Roles of medicines in society

Case discussion of consumer access to prescripigaiicines in pharmacies and potential
policy problems

Pharmaceutical sector framework and behavioralpgets/e
Determinants of medicines use by health providedsa@nsumers
Overview of intervention strategies to change medig use behavior

Readings

Laing RO, Hogerzeil HV, Ross-Degnan D. Ten recommeations to promote improved
use of medicines in developing countries. HealthoRcy Plan 2001; 16(1): 13-20.

Policies and Programmes to Improve Use of MediciReeommendations from ICIUM
2004 qttp://www.icium.org/icium2004Accessed September 2007). See especially the
following sets of recommendations: 8. Economicessyricing; 11. Generic prescribing and
dispensing; 14. Insurance coverage; 18. Medicisesmuthe private sector 25. Improving
hospital prescribing.

Discussion Questions
1. What major factors influence the way medicinesus®d in your country and what are
major problems in the way they are used?

2. How effective are current policies and programifiuence prescribing and dispensing
by health providers and use of medicines by conssfne

3. What opportunities exist in your system for implertieg tailored interventions to
improve key problems in medicines use?

Learning Points

Medicines play important clinical, public healtlto@omic, and political roles in
societies.

Access to and appropriate use of medicines aremdigied by a complex network of
individual and system-related factors.

Many types of educational, managerial, economid,@olicy interventions can be used to
try to influence the way medicines are used bygrilesrs, dispensers, and patients.
Interventions that combine multiple components aoardinated way tend to be more
successful.
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Medicines access and use: Significance, problemsdadeterminants

Health systems and insurance programs may dedggvemtions to address specific
problems among known groups of health provideqsadients. These tailored
interventions generally use educational outreach @mntral approach, combined with
managerial supports like standard treatment guidsland formularies. To address other
more generalized problems like unnecessary usepeinsive brand medicines,
intervention approaches are often less targetedremd systems-oriented, combining
restrictive policies, positive and negative finaté@ncentives, management systems
strengthening, and some supportive education.

In general, interventions have greater long-termpaaot on behavior when the economic
incentives of institutions, providers, and patiezdaa be aligned. Economic incentives
provide continuous reinforcement of the desirechbairs.

November 12, 2007 Page 3



Medicines access and use: Significance, problemsdadeterminants

Activity 1: Determinants of medicines access and as

Format: Large group case discussion (30 minutes)

Read the following excerpt from a 2001 articlehia Wall Street Journal and be prepared to
discuss the questions that follow.

Drug Firms' Incentives Fuel Abuse by Pharmacists inndia

® By Daniel Pearl and Steve Stecklow, The Wall Ste¢ Journal, August 16, 2001

BOMBAY -- Pharmacy owner Ranjit Ranawat smiles agédcalls how hsurprised his wife one day with a
new, 29-inch color televisiomourtesy of GlaxoSmithKline PLC Inditlow did he get it? He ordered 600
vials of Fortum, an antibiotic, arfdd0 boxes of Ceftum, a drug for urinary tract aespiratoryinfections.
That's 10 times as much as he normally would stock.

Incentives to buy large quantities of prescriptilbngs have becom@mmmonplace in India, where thousang
of drug manufacturers compete &irelf space and the country's half-million pharmigcivield an unusual
amount of cloutPharmacists in the U.S. and other developed castiave littlenfluence over the volume
of prescription-drug sales. There, tharketing push usually targets doctors, the majalleonduit for
prescription drugs. In India, many patients aregoor or too busy teee a doctor and often rely on local
pharmacists for medical advice. Asesult, powerful drugs are routinely, and illégadold over the
counter...

As in the U.S., pharmaceutical companies load courted Indian doctors with gifts and junk&st as the
number ofindian companies proliferated and their represamsibegan descendimy doctors' offices in
droves, they often were given scant tim@itomote their products. So the drug makers beggimganore
attentionto pharmacists...

Despite Indian regulations that require a licengeakmacisto dispense all prescription drugs, untrained
counter assistants oftgerform that role. And even when pharmacists arbamd, they oftedon't provide
printed information about a drug's possible advezaetions or explain the proper dosage...

Some prescription drugs promoted by pharmaceutmalpanies are mild cough medications or skin crearfis
But many of themore lucrative incentive plans promote a powerftayof antibioticsanti-inflammatories,
sedatives and painkillers, some of which musiniected...

Nearly half of all bonusleals feature antibiotics, which are overused aisdised in Indiaaccording to health
experts. "For any condition, a patient getsibiotics over the counter,” says Sujeet K. Biddtarya, director
of the National Institute of Cholera and Enteric D&sain CalcuttaFrequently, those patients don't complfete
the full course of treatmertie adds. That has led to a number of serious @iséasndiajncluding cholera,
typhoid and gonorrhea, growing resistant to commaatibiotics in recent years.

v)

Discussion Questions
1. How is this situation similar to or different frotihe situation in private retail outlets in
your own country?

2. What are some key problems in access to and usedaitines illustrated here and what
factors cause these problems?

3. What policy options exist to improve the way thaditines are recommended and sold
in this setting?
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Session 2: An insurance framework for influencingnedicines access and use

Objectives

The first objective of this session is to discusséconomic impact of medicines on overall
health expenditures and on catastrophic housekxplenelitures for the poor. We will then
summarize medicines financing options and highltgbtrole of medicines coverage in
health insurance systems. We will present a framnlewf the structures and processes that
can be used to manage medicines coverage withimsarance system, and discuss how this
framework applies to participating organizations.

Outline

Importance of medicines in health care and riskgutoon

Medicines financing options

Medicines coverage in insurance programs

Functional framework for designing and managing igiads coverage policies

Readings

Academy of Managed Care Pharmacy. Maintainingaffedability of the prescription drug
benefit: How managed care organizations secure poacessions from pharmaceutical
manufacturers. hitp://www.amcp.org/amcp.ark?p=AAAC6308ccessed September, 2007)

Academy of Managed Care Pharmacy. Academy of Meth&are Pharmacy. Pharmacy
benefit communication grid.h{tp://www.amcp.org/amcp.ark?p=AA8CD7ERccessed
September, 2007).

Goff VV. Pharmacy benefits: New concepts in plasign. National Health Policy Forum
Issue Brief No.772. Washington, DC; George Waslindiniversity: 2002.

Kaiser Family Foundation. Prescription drug treniiay 2007.
(http://www.kff.org/rxdrugs/upload/3057_06.pdAccessed September, 2007)

Mclintyre D, Thiede M, Dahlgren G, Whitehead M. Whee the economic consequences for
households of illness and of paying for health @alew- and middle-income country
contexts? Social Science & Medicine 2006; 62: 865

Seiter A, Lakshminarayanan R. Pharmaceuticals: Costontainment, pricing,
reimbursement. HNP Brief. No. 7. Washington DC; Tle World Bank: August 2005.

Discussion Questions

1. How are medicines financed in your health careesy8t

2. Are the poor able to obtain access to essentialaimed in your health system?
3. How are medicines covered in your health systemsurance program?
4

. What structures and processes does your heal#nsystinsurance program use to
manage medicines coverage?

5. Which are the key medicines coverage issues famnghealth care system or insurance
program?

12 November 2007 5.



An insurance framework for influencing medicines acess and use

Learning Points

Medicines play important economic roles in socgtitn many developing countries,
medicines often represent the majority of healtie casts (compared with about 10%-
15% in OECD countries).

Ensuring access to essential medicines offers irapbadvantages for individuals, health
care organizations, governments, and society asoéew Medicines can cure or control
diseases that have negative economic impacts antire population, such as malaria;
they can prevent costly complications of chronime$ses like diabetes; and they can
reduce or prevent use of costly health servicels aganpatient surgery for peptic ulcers.

Higher levels of spending on medicines may not génasult in better health outcomes
and economic benefits.

Containing medicines expenditures is an importssue in all health systems and
insurance programs that cover medicines. Escglatiedicines expenditures result from
increases in the total volume of medicines purathasganges in the mix of products
selected, and increases in the price of those nimedic Many supply-side and demand-
side factors influence the volume, selection, amckepf medicines.

Key supply-side factors that contribute to high roees costs include: (a) market entry
of innovative but costly treatments that meet us8atl clinical needs; (b) marketing
pressure to shift prescribing and sales to mor#ycpsoducts, regardless of clinical need;
(c) lack of leverage in negotiating medicines ®Bjqel) lack of competition in the generic
medicines marketplace; (e) lack of transparencyaaeduntability in price setting and
supply; (f) economic incentives for individual prders or health institutions to prescribe
and dispense more profitable high-cost medicirggsin@bility to ensure the quality of
medicines in the marketplace.

Key demand-side factors that drive medicines dastade: (a) aging populations with
chronic illnesses like cardiovascular diseasessaneiading epidemics like HIV/AIDS
and malaria; (b) increasing purchasing power amdeshel for health care; (c) lack of trust
in locally produced generic products and demandadstly imported products; (d) patient
demand for specific products as a result of adsemient or other types of drug
promotion; (e) lack of health provider adherencewimence-based standard treatment
guidelines; (f) lack of organizational capacityatssess quality or cost-effectiveness of
treatment; (g) lack of coordination between inpatend outpatient care.

Health systems and insurance programs have a wiahg @ options for managing
medicines benefits to achieve clinical objectived aontain costs. Key opportunities for
managing medicines coverage include deciding whielicines to cover; procuring or
reimbursing for those medicines at fair pricesjding performance standards into
provider accreditation or contracting; monitoringtothe cost and quality of
pharmaceutical care; actively facilitating use ehgric medicines; and implementing
programs to assist patients in using medicinescliim&ally effective way.

Health systems and insurance programs need to coioate about medicines benefits
policies and programs to payers, providers, inshitis, and consumers. The Academy
for Managed Care Pharmacy suggests a varietyatkgies that health plans can use to
communicate with employees, purchasers, provided patients about details of
pharmacy coverage (sb#p://www.amcp.org/amcp.ark?p=AA8CD7[EC
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An insurance framework for influencing medicines acess and use

Activity 1: A functional framework for medicines coverage in insurance systems

Format: Small mixed group discussion then large gno debriefing (1 hour)

The table below lists some key functions that headtinsurance systems may undertake to
develop medicines coverage or manage a pharmagygmo Please discuss in your group
how your systems handle each function listed. Whigbartments, committees, or people are
involved? Which data systems are used? Doessystem carry out this function

efficiently? Which functions are coordinated? Waie current problems?

Key Function Implementation in Health Insurance System

1. Determining needs for
medicines

2. Allocating resources for
pharmacy services and
financial monitoring

3. Formulary or essential drug
list decision making and
management

4. Accrediting/certifying
suppliers (providers, hospital
pharmacies, manufacturers,
products)

i

5. Contracting (clinicians,
hospitals, pharmacies,
manufacturers, government,
employers, etc.)

6. Negotiating medicines prices

7. Procuring or purchasing
medicines
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An insurance framework for influencing medicines acess and use

Key Function Implementation in Health Insurance System

8. Delivering pharmacy service
running pharmacy outlets,
mail-order pharmacy

JJ

9. Processing claims for
medicines payments

10. Communicating with
members and providers about
medicines benefits,
limitations, costs, etc.

11.Marketing medicines benefits
to payers and members

12. Providing medicines-related
clinical care: adherence
monitoring, disease
management

13. Monitoring utilization of
clinicians, hospitals,
pharmacies, manufacturers
(including fraud/abuse)

14.Reporting utilization to
providers, members,
accreditation organizations,
government, public

15. Evaluating, monitoring,
reporting effects of coverage
policies

16.Other?

November 12, 2007 Page 8



An insurance framework for influencing medicines acess and use

Activity 2: Identification of key medicines policyissue

Format: Small country group discussion then largeaup debriefing (30 minutes)

During the course, small groups (usually from thme country) will work together on
developing a policy analysis or intervention onraportant issue in their health systems or
insurance programs.

This exercise is the first step in this activit{zorm small groups (4-5 people) who would like
to work together on this exercise. You will haygortunities to change groups as the course
proceeds if necessary.

Select an important issue or problem related tessto or appropriate use of medicines in
your health system or insurance program. Try kecsen issue or problem that you think
you might be able to use data available in youtesydo explore. Discuss the issue in the
group and write brief answers to the following gigess on flip charts to present to the large

group.

1. What is the issue or problem?
2. Why is this an important issue or problem to adslies/our system at this time?

3. What is currently known (prevalence, providers @nmbers involved, cost, clinical
consequences)?

4. Have there been any past efforts in your systeadtivess this issue?
What studies or activities are currently planned?

6. At this point in the course, what do you think abpbtentially be done to address the
issue?

o
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Tuesday, September 25

Session 3: Availability and use of data in healthystems and insurance programs

Objectives

The objectives of this session are to charactéhniegeypes of data that often exist in health
systems and insurance programs. Existing dataimehyde information on enrollees,
patients, providers, medicines, episodes of hdsm®, outpatient visits, and procedures. To
illustrate the ways in which these types of datalmaemployed for policy analysis, we will
use data from a health insurance program to expiilization patterns and costs of care for
members hospitalized to treat hypertension.

Outline

Comparison of data available in the systems ofsmparticipants with a comprehensive
list of possible data elements

Use of data to quantify problems in medicines cagerand use

Example: Analysis of inpatient claims data to qifgr& potential medicines coverage
problem

Collecting ad hoc data to study a problem in depth

Readings

Chan KA et al. Development of a multipurpose dattés evaluate potential medication
errors in ambulatory care settings. AHRQ 2005.

Description of the ATC/DDD System. WHO CollabongtiCenter for Drug Statistics
Methodology, Oslo. Available &ttp://www.whocc.no/atcddd/

International Network for Rational Use of Drugslow to use applied qualitative methods to
design drug use interventions (draft). Chapterver@ew of Methods.
(http://www.inrud.org/documents/How to Use Appliedidlitative Methods.pdf

Jollis JG, Ancukiewicz M, DeLong ER, Pryor DB, Mbhier LH, Mark DB. Discordance of
databases designed for claims payment versusalliniormation systems: Implications for
outcomes research. Ann Intern Med. 1993; 119: 83@-—

Strom BL. Overview of Automated Databases in Pharmcoepidemiology. In Strom
BL, ed. Pharmacoepidemiology, Fourth Edition. Chibester: John Wiley & Sons Ltd,
2005, 219-222.

Unauthorized Guide to Multum’s Lexicon. Cerner @aation, 2005. Available at
http://www.multum.com/LexGuide.pdf

Zhao Y, Ash AS, Ellis RP, et al. Predicting phargnaosts and other medical costs using
diagnoses and drug claims. Med Care 2005;43:34-43.

Discussion Questions

1. Which types of data tend to exist in most healtth iasurance systems? What are their
strengths and weaknesses?
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Availability and use of data in health systems anéhsurance programs

2. Which coding systems are commonly used to classédglicines, diseases, and
procedures? Which systems are currently used isybtems of course participants?

3. Which data would be needed to describe a key nreigiroblem in your system? Could
you obtain these data?

Learning Points

Data on patients/enrollees, health providers, aedical services frequently exist in
systems that provide or finance medical care. &¥erito these as administrative data. In
some systems, administrative data originate frompgerized records that identify
members and document encounters between patiehtsealth care providers. In other
systems, records on patients and services proadednly recorded manually and are
usually kept in medical records or treatment laghe point of care.

Administrative data are most useful for policy ys# if they are accurate, complete,
identify unique members of a well-defined populatiand contain the key data elements
(e.g., visits, diagnoses, procedures, medicinetsfoeeded to evaluate a specific policy.

Insurance systems routinely collect data to emneliinbers and reimburse claims. These
data are not designed for research purposes, éyttn often be very useful to evaluate
and monitor the effects of medicines coverage jaslic

Insurance data systems capture utilization of sesvidelivered to or paid for insurance
system members. Generally, the data elements ddéedfénancial transactions (e.g., the
type, amount, and cost of a prescription drug dispd) are more complete and reliable
than data that are not used for specific businegsoges (race, ethnicity, weight, smoking
status, etc.).

Administrative data are useful for policy analyisecause they are often readily available
at low cost; without interference in the care pesgceover defined populations for long
periods of time; are often already in electroniarfat; and avoid recall bias inherent in
survey data.

Limitations of administrative data include lackioformation on non-members, services
delivered outside the system, clinical outcomesassbciated with a diagnosis (e.g., pain,
blood pressure, and mood changes), health stamstidning and well-being), quality of
care, or satisfaction with care. Another poteriiiak of insurance systems data is the
tendency to shift diagnoses to those with highienlbarsements. Using administrative
data, it is also difficult to assess severity bfdss and certain comorbidities (such as
mental health conditions).

The validity of administrative data to identify patts with specific diseases or utilization
patterns depends on the data source and the dsieiaserest. For example, information
on procedures performed (e.g., hip fracture repaiith are specific to a disease can be
used to accurately identify patients with such ases in administrative data. Information
on procedures performed can be combined with ieapaéind outpatient visit diagnoses to
create a “claims history” that can identify patewntith specific diseases.

Administrative data often contain data on professigervices provided, diseases treated,
procedures performed, and medicines dispensedin@€add classification systems are
needed to organize data on service types, disgaeegdures, and medicines. Wherever
possible, administrative systems should use egisfiassification systems rather than
developing their own.

Classification systems for medicines are parti¢tyleomplex for several reasons: large
numbers of medicines exist and many have similarasa chemically equivalent

November 12, 2007 Page 11



Availability and use of data in health systems anéhsurance programs

medicines are marketed under different trade nanes;products enter the market
frequently; and medicines differ from country tauotry. Because of this complexity,
there is no universally adopted classification exysfor medicines. To be useful, a
medicines coding system must allow for new medized new therapeutic classes; be
updated frequently; be organized so that mediaises to treat a particular condition are
easily retrievable together; and allow for medisit@ be assigned to more than one
therapeutic class.

Routine insurance system data are limited in sc@pgestions about access to medicines
and affordability of medicines require ad-hoc cdiilen of data through population and/or
member surveys.

Once a medicines use problem has been identifiadyrhealth programs jump ahead to
implementing targeted interventions or policy cheswgithout fully understanding the
reasons for the problems. This can lead to intffeinterventions or unexpected
negative results. To avoid unsuccessful approaeheariety of quantitative an
gualitative methods can be used to explore anifteshproblem in more detail in order
to design a strategy to address it efficiently affidctively. Common exploratory
methods include focus groups, in-depth interviesrisictured observations of provider or
patient behavior, and attitude questionnaires.
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Availability and use of data in health systems anéhsurance programs

Activity 1: Availability of data in insurance systems

Format: Large group discussion (30 minutes)

The table below presents a comprehensive list taf ola medicines use, cost, diagnoses, and
procedures that are frequently available in healimsurance systems. Which are routinely
available in your system (column 2) and which oyms might be able to collect from other
sources (column 3). We will present summariesabé édvailability in the systems
represented in the course for comparison.

Have in

m Could get from other No. of
Type of data y source? (yes/no, | systems with
system?
how?) these data
(yes/no)
Enrollee data
Age
Gender

Employment status

Socio-economic group

Enroliment period

Details of benefit package

Medicines data

Unique drug identifying code

Generic name

Brand name

Generic vs. brand indicator

Dosage form

Strength

Dose prescribed per treatment

Prescriber identification

Date prescribed

Dispenser identification

Date dispensed

Quantity dispensed

Total charge

Amount paid by patient

Hospitalization data

Admission date

Admission diagnosis description
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Availability and use of data in health systems anéhsurance programs

Type of data

Have in
my
system?
(yes/no)

Could get from other
source? (yes/no,
how?)

No. of
systems with
these data

Admission diagnosis code (ICD)

Admission diagnosis code (non-ICDO

N—r

Discharge date

Discharge diagnosis description

Discharge diagnosis code (ICD)

Discharge diagnosis code (non-ICD

Total hospital charges

Hospital charges by type of service

Amount paid by patient

Outpatient visit data

=)

Outpatient visit diagnosis descriptio

Visit diagnosis code (ICD)

Visit diagnosis code (non-ICD)

Visit date

Total visit charges

Amount paid by patient

Procedure data

Procedure description

Procedure code (ICD/CPT)

Procedure code (non-ICD, non-CPT

S

Procedure date

Procedure provider identification

Procedure place of service

Total procedure costs

Amount paid by patient

Provider data

Provider name

Unique provider code

Provider type (e.g. physician, facility

~—

Provider address

Age (for individual providers)

Gender (for individual providers)

Specialty (for individual providers)

November 12, 2007
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Availability and use of data in health systems anéhsurance programs

Activity 2: Impact of providing only inpatient coverage for hypertension

Format: Small (across system) groups then large gup debriefing (2 hours)

The Philippine Health Insurance Corporation (Phéklt® currently covers primarily

inpatient care (except for adult tuberculosis treatt, maternity care, and malaria treatment).
For many diseases, the lack of outpatient mediaingsrage can lead to unnecessary use of
costly inpatient care.

Evaluating the extent to which outpatient benefitght be a cost-effective approach for a
given health problem requires some or all of tHe¥ang analyses:

Examine the current extent of payments for inpasenvices for patients with the target
health problem;

Identify subgroups of patients who experience iy preventable hospitalizations
and estimate the costs involved;

Examine the adequacy of outpatient use of medidorethe target condition;

Estimate the degree to which inability to pay farditines is a reason for poor adherence
to recommended medications;

Assess ability and willingness to pay for outpatimedicines at possible levels of an
outpatient medicines benefit;

Evaluate the logistical and economic feasibilityraplementing an outpatient medicines
benefit for specific subgroups of patients.

You have an Excel data set that was created t@exfiie patterns and cost of inpatient
hypertension care for PhilHealth members. The st@ontains the variables listed in the
data dictionary below. Please refer to the sectidarking with Excel” to find instructions
on how to aggregate data in Excel using formulakspavot tables.

Using these data, assess the extent of curreri€dith expenditures on hypertension
inpatient care by age and gender. Create pivtegdbr cost by age, cost by gender, cost by
hypertension diagnosis category by age and cokypgrtension diagnosis category by
gender. Examine whether patterns of inpatient ddfer by patients with different severity
of hypertension.

Based on the results, discuss the following questio

1. Which groups of patients might be appropriate adaugis for an outpatient medicines
benefit for hypertension?

2. What additional information would you need on thpagents to decide if such a benefit
would be feasible and cost-effective?

3. If a benefit was to be implemented, what administesand clinical systems would need
to be developed in order to monitor the effectiwsnef the benefit?
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Availability and use of data in health systems anéhsurance programs

Data Dictionary for PhilHealth Hypertension Inpatient Claims Data

Variable Name

Variable Description and Data Summary

PATIENTID

Patient identification number
Number of observations, n=1000
Number missing, n=0
Min=5000495, Max=5601856

AGEGRP

Patient age group

Number of observations, n=1000
Number missing, n=0

0-39, n=90

40-59, n=385

60-79, n=451

80+, n=74

PATAGE

Patient age

Number of observations, h=1000
Number missing, n=0

Min=18, Max=93, Mean=59.5

PATSEX

Patient gender

Number of observations, n=1000
Number missing, n=0

Male, n=571

Female, n=429

HTNCAT

Hypertension diagnosis category

Number of observations, n=1000

Number missing, n=0

Primary or secondary hypertension, n=404
Hypertensive heart or renal disease, n=226
Potential consequences of hypertension, n=370

MONDIS

Discharge month
Number of observations, n=1000
Number missing, n=0

January, n=110 February, n=92
March, n=79 April, n=83

May, n=70 June, n=76

July, n=76 August, n=71
September, n=87 October, n=85
November, n=90 December, n=81

November 12, 2007
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Availability and use of data in health systems anéhsurance programs

Variable Name

Variable Description and Data Summary

B_TOTAL

PhilHealth reimbursement as written on dhec
Number of observations, n=1000

Number missing, n=0

Min=100, Max= 62890.00, Mean=6039.36

B1_PHIC

Total computed allowable amount for roord Board
Number of observations, n=891

Number of missing, n=109

Min=0, Max=18000.00, Mean=1436.11

B2_PHIC

Total computed allowable for drugs and roeeis
Number of observations, n=923

Number missing, n=77

Min=0, Max=18986.60, Mean=2132.69

B3_PHIC

Total computed allowable amount for X-RajiL
Number of observations, n=922

Number missing, n=78

Min=0, Max=14000.00, Mean=1838.84

B4_PHIC

Total computed allowable amount for O.R.
Number of observations, n=64

Number missing, n=936

Min=0, Max=3490.00, Mean=1093.72

Tot_PF_PHIC

Total computed allowable amount forgitign care
Number of observations, n=1000
Number missing, n=0
Min=0, Max=15900.00, Mean=620.79

November 12, 2007
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Activity 3: Exploring determinants of medicines prablems (optional)

Format: Small (within system) groups then large grap debriefing

Think of the specific priority medicines problemyiaur health delivery or insurance system
that you described in Session 2. Working with yooiteagues, answer the following
questions:

1. How could you explore the problem in more detail?

2. Which specific questions would you ask about theutetions, health problems, or
medicines involved?

3. Which data sources and methods would be most uisetitils exploration process?
If you have already explored this problem in yogstem, how did you do it?

5. How would you identify the patients, health prov&leor system managers who would be
the best sources of information?

B
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Session 4: Medicines coverage policy options

Objectives

In this session, we will apply a behavioral framevim understand interventions to improve
access to and use of medicines in health deliwstems or insurance programs. We will
discuss the rationale, strengths, and unintendedtsfof various policies and program
options.

Outline

Case discussion of expanding antibiotic coveragerieumonia treatment in the
Philippines

Insurance policy and program options to improveeasdo and use of medicines
Studying intended and unintended policy effects

Readings

Aaserud M, Dahkgren AT, Kosters JP, Oxman AD, Ran@&aSturm H. Pharmaceutical
policies: effects of reference pricing, other prgiiand purchasing policies. Cochrane
Database of Systematic Reviews 2006, Issues 2Nart.CD005979.

Goff V. Pharmacy Benefits: New Concepts in Plan B#gn. NHPF Issue Brief No.772.
National Health Policy Forum. Washington DC; Georg@ Washington University:
March 8, 2002.

Hoadley J. Cost-containment strategies for prpson drugs: Assessing the evidence in the
literature. Kaiser Family Foundation, March 20@%vailable at:
http://www.kff.org/rxdrugs/7295.cfm.

Nguyen A. What is the range of policy options ttan be used to promote the use of generic
medicines in developing and transitional countri€aft for review and comment, 2007.

Schneeweiss S. Reference drug programs: Effeetsgeand policy implications. Health
Policy 2007; 81:17-28.

Shojania KG, Grimshaw JM. Evidence-based qualifyromement: the state of the science.
Health Aff (Millwood). 2005 Jan-Feb;24(1):138-50.

Walley T, Mossialos E. Chapter 10: Financial irtoers and prescribing. In: Mossialos E,
Mrazek M, Walley T, editors. Regulating pharmaaeis in Europe: Striving for efficiency,
equity and quality. European Observatory on He@jtstems and Policies Series. Open
University Press: 2004, 177-196. Available at
http://www.euro.who.int/eprise/main/WHO/Progs/OB@sRcations/20040527 2.

Discussion Questions

1. What are some key issues in your system in acoemsuse of medicines?

2. What challenges do systems face in determininghwimedicines to cover and how to
reimburse for medicines?

3. How can a health system or insurance program infleenedicines access, use, and
costs?
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Medicines coverage policy options

Learning Points

Medicines policies in health delivery systems dreldesign of pharmacy benefits in
insurance systems influence access to, cost ofgaality use of medicines.

Health systems and insurance programs must cofijirimdate their medicines policies
due to: availability of new and more expensive pigid; escalating prices for medicines;
increasing patient and prescriber demand, in paattd effective marketing; continuously
evolving standards of care; and changing populat@mographics and disease burden.

Development of effective and cost-effective medisipolicies requires: (1) Strong
clinical expertise; (2) Well-developed processestianaging formularies and benefits;
(3) Good communication with members/patients, fters (prescribers, pharmacists),
employers, the government, and the pharmaceutidabtry; (4) Information systems that
can support efficient benefit administration.

Medicines policies can be broadly grouped into ¢hedated to: formulary controls; other
types of utilization management, medicines pricangl regulation. Tables 4.1 to 4.4 that
follow list some common approaches in each of tlaeeas.

Evidence is limited on the potential positive aredjative impacts of most medicines
policies. Efforts to contain medicines expendisuran make it more difficult for patients
to get access to needed medicines and adhererépyhdue to administrative barriers and
higher out-of-pocket costs. Lack of access arldriato use medicines correctly can
result in higher downstream costs for outpatientiapatient care to deal with
uncontrolled health problems. Health and insuraystéems should monitor both
expected and unintended effects of medicines sliand develop procedures that are
transparent and manageable for providers and patien
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Medicines coverage policy options

Table 4.1: Policy Approaches — Formulary Controls

Policy Approach

Description

Coverage Limits: Limits on medicines that are provded or reimbursed, usually
without regard to specific patient circumstances.

Limiting coverage to
specific medicines or
therapeutic classes

Health system or insurance program identifies $jgeci
products or therapeutic classes to be covered {ergugh a
positive list) or excluded (negative list), leavipatients to
pay the full cost of uncovered products.

Dispensing limits on the
quantity of particular
medicines received

Some programs limit how much of a specific medicine
(quantity of tablets or number of days supply) ban
dispensed or reimbursed during a given visit oetpariod.

Dispensing limits on the
number or value of
medicines received

Some programs limit the number or total value otlitiees
that can be dispensed or reimbursed in a givehasigime
period.

Formulary Management: Formulary structures that promote the use of specific
medicines or classes, usually based on economicctinical criteria.

Preferred drug list

Specific medicines are listeghaeferred and these are
promoted to physicians and patients using a vaakty
educational managerial, and economic approaches.

Step therapy/fail first
requirement

To receive access to or be reimbursed for spesxensive
medicines, patients must first have tried and fade less
expensive therapeutic alternatives, usually fooolr
illnesses like hypertension or depression.

Mandatory generic
substitution

Dispensers are required by regulation or coverageypto
dispense a generic product unless no generic dgoivia
available, although some systems allow prescriteers
override by writing “dispense as written” or “no
substitution” on the prescription.

Therapeutic substitution

Some systems encourapensers to switch patients fron
the prescribed medication to a more preferred asigally in
the same therapeutic category, but dispenserslysiead to
contact the prescriber to authorize the change.

Provider incentives

Some health plans offer finahicicentives to prescribers
who meet explicit performance criteria, like rabésise of
generic or preferred medications, or pharmacists eifer
value-added services like adherence monitoring.

Cost-Sharing: Approaches that require patients to py all or some of the cost of all
medicines or specific medicines.

Copayments in general

A charge (usually fixed)dfach medication or for each
medical consultation, paid by the patient and idézhto
discourage unnecessary utilization.

12 November 2007
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Policy Approach

Description

Tiered copayments

Copayments that vary by meditatfien with generic
products free or low copays, preferred brand prtsiwith
higher copays, and non-preferred brands with tghdst
copay or paid completely out of pocket.

Coinsurance

A percentage of the medication costpid#ents need to pa
which will not be reimbursed by the health plammstimes
with different coinsurance percentages by formuteawy

Reference pricing

A health plan establishes a eefsr price as the basis for
reimbursing medicines in a specific therapeutisglaisually
the price of a low-cost effective generic, withipats
responsible for any differences in price betweéigher cost
medication in the category and the reference price.

Table 4.2: Policy Approach

es — Other Types of Utitiation Management

Policy Approach

Description

Utilization Review: Strategies that focus on reviewmg patterns of use for the system ag
a whole or for particular patients, physicians, he#h facilities, or regions.

Physician, health facility, or
regional profiling

Health plans give feedback to prescribers, faeditior
regions about their patterns of use overall, f@cHx
diagnoses, or specific medicines, usually in comsparto
peers or to theoretical evidence-based practice.

Disease management

Health plans identify patiettksspecific chronic
conditions who are (potential or actual) high usgrsealth
care and medications, and offer them additionalises to
better manage their conditions, including educatiameful

monitoring, and adherence counseling interventions.

Contracting: Health system

S Or insurance programs &n contract with providers as a

mechanism to contain costs or improve quality.

Preferred provider network

5 Contracts with a network of health providers tovmle care
for health plan members, in return for lower fdmgydled
services (e.g., disease management, adherenceonay)it
or agreement to achieve performance standards.

Performance-based
contracts

Provider contracts incorporating economic incerstitreat
reward achievement of target rates of recommended
practices (e.g., generic prescribing, guidelinesdasare) or

use withholds to penalize failure to achieve targeds.

12 November 2007
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Policy Approach

Description

Education: Approaches based on providing informatio in a persuasive way to
prescribers, dispensers, or patients as a strated¢y influence medication use.

Continuing education

Health plans frequently provide many types of tiadal
continuing education (printed materials, clinicaldglines,
seminars), although reviews have shown these agipesa
may increase knowledge but do not change practice.

Educational outreach
(academic detailing)

Health plans provide unbiased persuasive eductiion
individual prescribers or small practice groupstabo
comparative efficacy or cost in a format similattie one
used by the pharmaceutical industry (called deli

Tailored patient education

Print materials, audiovisual programs at treatnséas,
group or individual educational sessions can infpatients
about treatment of acute and chronic illness, nieelicuse
and cost, or details of health plan benefits.

Promotion of generics

Programs to promote use éges can include direct
communication, information provided in pharmacies o
health facilities, or media campaigns that aimdocate
prescribers, dispensers, and patients about tHeyoasad
cost-effectiveness of using generic products.

Table 4.3: Policy Approaches — Medicines Pricing

Policy Approach

Description

Pricing strategies available to governments, healthystems, or insurance programs:
Policy options that can lower the costs of mediciiseto the system or to patients.

Purchasing pools

Purchasers (for example, regions, hospitals) peocur
medicines jointly to increase purchasing powerulgio
higher volume and shared expertise

Rebates

Manufacturers return a percentage of ttolase price of
specific medicines based on quantities used ogpeaified
time period in order to gain access to a formutario have
their products become preferred medicines. Rebate
information is often proprietary, which limits tiadility of
other purchasers to negotiate the best pricesrémiugts.

Differential dispensing fees

To encourage genaspahsing, health plans can pay
pharmacists a higher dispensing fee for generidymots than
for brand-name products, thus overcoming the désitice
inherent in percentage based mark-ups.

Preferred pharmacy
networks

Health plans contract with a network of pharmaties
dispense to their members, either exclusively oa on
preferred basis (with lower out-of-pocket costaetivork
pharmacies), in return for lower dispensing feesegic
dispensing, or other utilization management program

12 November 2007
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Policy Approach

Description

Discount cards

Health plans offer reduced pricaaembers who enroll in
discount card program for medicines from specific
manufacturers or for prescriptions filled in a preéd
pharmacy network.

Pricing strategies available only to governments: Gvernment policies that can lower
the costs of medicines throughout the pharmaceutitaystem.

Price controls

Governments can fix prices paid smuofacturers, using
defined formulas to set market entry prices, appnce
increases, or in some cases, regulate profits.

Distribution mark-up
controls

Governments can set the maximum mark-ups allowable
importers, wholesalers, or retailers as mediciress phrough
the distribution system, usually on a percentagésba

Transparent pricing

Governments can mandate thatifaeturers and
distributors disclose specific information aboutes or
mark-ups so that purchasers or consumers can maies m
informed choices about medicines.

Table 4.4: Policy Approaches — Market Controls

Policy Approach

Description

Government policy options beyond pricing policieshat can increase the availability
and appropriate use of essential medicines.

Promoting generic
competition

Governments facilitate market entry and use of gene
products by shortening approval times, loweringstegtion
fees, establishing quality control mechanisms, and
implementing pricing strategies that favor generics

Importation of essential
medications

Governments implement laws and establish systems to
facilitate importation of less expensive pharmaicalit
products from other countries, including taking aabage of
the TRIPS flexibilities for parallel importation én
compulsory licensing.

Regulating promotion

Governments implement regulations to control manket
activities of manufacturers and distributors, imithg ethical
standards in promotion, allowable incentives fasgribers
or dispensers, truth in promotional claims, quaditypackage
information, and direct-to-consumer advertising.
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Activity 1. Expanding medicines coverage — policy@als and potential effects

Format: Large group discussion (45 minutes)

Since the late 1990s, a clinical practice guidelorediagnosing and treating pneumonia has
existed in the Philippines. Multidisciplinary teamf clinical experts from leading
professional societies and hospitals developeduigeline, which the Philippine Health
Insurance Corporation (PHIC) endorsed in 1999.

The pneumonia treatment guideline recommends spedifibiotics for the management of
different types and severities of pneumonia basestmng research evidence supporting the
efficacy of the drugs. At the time the guidelinasrdeveloped, several of the recommended
drugs still under patent were not included in thdippine National Drug Formulary

(PNDF), which lists only generic medicines. PH#mburses hospitals only for drugs that
are listed on the PNDF (i.e., a positive list).u$hPHIC was not reimbursing for specific
medicines used in pneumonia treatment that wasgetelil according to its recommended
treatment guidelines.

To correct this disconnect between evidence-basstipe and reimbursement and to
provide an incentive for guideline-based treatmBrtlC expanded its list of reimbursable
antibiotics for pneumonia treatment to include tanil antibiotics that were recommended in
the treatment guidelines but not included in théPN These antibiotics included injectable
and oral cephalosporins, dirithromycin, roxithronmy@nd levofloxacin. Drugs on the
Expanded Positive List were to be covered by PHIy & prescribed for the indicated
condition, pneumonia. The Expanded Positive Lishtanto effect on October 1, 2000.

Please be prepared to discuss in the plenary dheupationale for the Expanded Positive
List policy and its possible strengths and weakeesd he discussion will address the
following questions:

1. What were the expected positive impacts of thecgathange for different stakeholders
in the system (patients, physicians, hospitals,ufanturers, PHIC)?

2. What were some possible unintended effects fodiffierent stakeholders?

3. What could PHIC have done to increase the positingacts of the policy while
minimizing its potential unintended effects?

4. What would you need to know to assess the actyzdts of the policy?

5. What would be the feasibility and likely outcomdsmplementing a similar policy in
your setting?
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Medicines coverage policy options

Group

Intended Effects

Possible Unintended Effects

Patients

Providers

Hospitals

Manufacturerg

PHIC
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Activity 2: Possible approaches to address identéd medicines problems

Format: Small (within system) group discussion théarge group debriefing (1 hour)

Using the medicines problem in your setting that igentified in Session 2, describe
possible approaches to addressing the problenyliaodss both desired impacts and possible
unintended effects. Refer to the tables of pad¢approaches included in the session notes
so that you can consider a range of possible appesa Consider how you might combine
approaches to create a multi-faceted interventiogram.

Fill in the following template for each approackdissed.

Description of Intervention Rationale and Desired Possible Unintended
Approach Positive Effects Impacts
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Wednesday, September 26

Session 5: Medicines coverage policy objectives apdrformance evaluation

Objectives

This session explores the key objectives of medgiroverage policies and programs, and
considers strategies for measuring the performahaéehealth delivery or insurance system
in relation to these objectives. Possible perfarteadomains may include equitable access
to medicines, affordable medicines cost for pasiemid systems, clinical appropriateness of
prescribing, adherence to therapy, achievemeniro€al targets, or patient and provider
satisfaction.

Outline

Case study: Building the case for coverage of digpamedicines for patients with
hypertension in the Philippines

Identifying the domains of intended policy effects
Defining criteria for useful performance measures
Mapping performance measures within policy domains
Identifying data and operationalizing performancsasures

Uses of performance measures for policy evaluatmutjne monitoring, or performance-
based contracting

Readings

Friedman YM, Hanchak NA. Chapter 9. Pharmacy progam performance
measurement. In Navarro RP. Managed Care Pharmackractice. Gaithersburg, MD:
Aspen Publishers, 1999.

Katz A, Soodeen R-A, Bogdanovic B, De Coster C,t€aD. Can the quality of care in
family practice be measured using administrativia?laHSR: Health Services Research
2006; 41(6): 2238-54.

Selected sections from The Health Plan EmployeaRat! Information Set (HEDF$
Volume 2, Technical Specifications, NCQA, 2008.

NCQA. Desirable attributes of HEDtSneasures. NCQA, 1998. Available at
http://www.ncga.org/programs/hedis/desirable%2batés.html.

Discussion Questions
1. In your system, which stakeholders would be inteks assessing system performance
in the area of medicines coverage, and why?

2. Which policy domains and performance areas relateaedicines coverage would be the
most important to assess in your system?

3. Which aspects of medicines coverage could you assasg routinely collected data in
your system?

4. Which performance measures might be the most usefidmpare across different health
systems and insurance programs?
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Learning Points

Managing a medicines benefit efficiently and efifesly should involve: (1) periodically
establishing meaningful long-term goals and shemritobjectives; (2) assessing whether
goals and objectives are achieved using standafdrpence indicators, (3) and
implementing and evaluating policy and program gearto improve performance.

Medicines coverage policies and programs often gaads and objectives in the
following domains: (1) increasing equitable acdessiedicines, especially for vulnerable
populations (poor, children, elderly, rural popigdas); (2) ensuring affordable medicines
for patients (3) containing system costs for phagyrand overall; (4) improving quality

of prescribing; (5) encouraging patient adherengaréscribed treatment; (6) improving
provider and patient satisfaction; and (7) imprgvirealth outcomes..

Objectives in different domains can compete. Eangple, improving access to
medicines for more members can increase overdksysosts, requiring increased
premiums that make health insurance less affordablethe other hand, efforts to
contain system costs may decrease access to mesdanal reduce appropriate use.

Performance indicators must be practical, reliaiddid, and sensitive to change. The
most useful indicators can be calculated from ralyi available data, often contained in
an electronic data base. Technical definitiongasformance indicators usually consist
of a numerator (number of patients or prescriptimeting the performance criterion)
and a denominator (all observations that couldipysmeet the performance criterion).
Observations in the numerator must be part of bsevations in the denominator. The
table below includes examples of commonly usedoperdnce indicators.

Some important performance indicators cannot beutztked from existing data,

including measures of affordability of medicinedhat household level; provider and
patient satisfaction with care; and equitable aztesnedicines in different population
groups. These indicators generally need to inctiade collected in member, patient, and
provider surveys.

Some health plans evaluate member satisfaction as@ortant pharmacy benefit
performance area. In phone or mail surveys, tis&yn@embers about factors that
contribute to satisfaction including: waiting tirfar prescription filling; courtesy of staff;
ease of access to a pharmacy; accuracy of praeasfilled; and quality of consultation
by pharmacy staff.

Quality of care affects long-term health care coQsality/cost measurement is complex.
Low costs may indicate effective patient manageroethey may indicate lack of
coverage for necessary care, including under-atibn of medicines. Conversely, high
costs may indicate poor patient management, supblgpharmacy, drug-induced
diseases, or under-utilization of medicines, oy timay indicate appropriate utilization of
necessary and cost-effective care.

A pharmacy benefits program should monitor qualditgare by reviewing utilization on a
regular basis to identify opportunities for impnogimedicines benefit policies or
mounting interventions to improve the appropriagsnef prescribing or dispensing. In
advanced electronic data systems, real-time messagebe delivered to alert prescribers
or dispensers to potential problems associatedtivtimedicine for the given patient.

Few standard performance measures exist for medidianefits. In the US, the Health
Plan Employer Data and Information Set (HED)Svas developed by the National
Committee for Quality Assurance (http://web.ncoglpto assess which health plans
offer the best quality of care, but it includesyoalfew pharmacy-based measures. The
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Australian National Prescribing Servid#tp://www.nps.org.al/has developed a full
range of pharmacy program performance measuress&ss the effectiveness of the
Australia National Medicines Policy. Table 5.1 yid®s some examples of commonly
used pharmacy performance measures and their mpedadefinitions.
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Table 5.1: Examples of commonly used pharmacy penfimance measures and their
operational definitions

Measure

Operational Definition

Utilization per
member per
month (PMPM)

Total number of prescriptions filled in a monthided by the total
number of members enrolled in that same month (tatked overall and
by age, gender, chronic iliness group)

Pharmacy cost
PMPM

Total cost for prescription medicines (minus mendm®payments) in a
month divided by the total number of members eatbih that month
(calculated overall and by age, gender, chromeds group, therapeut
categories)

Average
prescription cost

Total prescription cost divided by the number agariptions dispense
(overall, by generic and brand products, and witherapeutic
categories)

Formulary
compliance

Total number of prescriptions dispensed using damgthe formulary
divided by the total number of prescriptions filled

Generic utilization
rate

Total number of prescriptions filled as genericdidd by the total
number of prescriptions filled

Adherence to
clinical guidelines

Total number of patients treated with first-chaieedicines on the
clinical guideline for a particular condition didd by the number of
patients treated for that condition

Patient adherence
to recommended
therapy

Total number of patients dispensed more than 908eomedicines
needed to treat a specific chronic illness oveefandd period divided
by the number of patients treated for that conditio

Equitable access

Proportion of patients living in rural areas tregwath first-choice

to medicines medicines on the clinical guideline for a particudandition divided by
proportion of patients in urban areas treated fuigitr-choice medicines
for that condition

Member Total number of members with a specific chronieaBs reporting that

satisfaction they are very satisfied or satisfied with the ayadif care for their

illness divided by the number of member surveyed
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Activity 1: Outpatient coverage for hypertension melicines — policy domains

Format: Small (across system) group discussion tharge group debriefing (1 hour)

Hypertension is a major contributor to morbidityonmality, and increased health care
expenditures in the Philippines. Two out of 10pHilos above 20 years of age, an estimated
7.76 million in 2003, have diagnosed hypertensithmot properly treated, hypertension
leads to strokes, heart attacks, heart failur&jdorey disease (see www.webmd.com).
Hypertension can be treated by lifestyle changesdme patients, but often requires long-
term treatment with one or more antihypertensiveioaions. Outpatient medication
treatment of hypertension has been shown to restucke (by 35%-40%), heart attack (by
20%-25%), and heart failure (by more than 50%), tand can prevent costly inpatient care
for complications due to disease progression.

The Philippine Health Insurance Corporation (PHiG)ently only reimburses for inpatient
care of hypertension. Given the low socio-econastatus of most Filipinos, out-of-pocket
payments for antihypertensive medicines would coresa substantial proportion of
household income, so many patients fail to tregit ttondition or do so inconsistently.
Indeed, PhilHealth spends PHP 968 million per yeapatients hospitalized with
hypertension and related conditions.

PhilHealth is interested in designing and implenmgnan outpatient prescription drug benefit
for members with hypertension to be administereduth large chain pharmacies. Large
pharmacy chains account for over 75% of the retaalrmacy market, and in many areas
chain pharmacies are the only available outletercMry Drug is the largest chain, with over
500 outlets and an estimated 70% of the retailphay market. An additional 5-6 medium
sized chains that are currently positioning thexreseto identify a market niche. Efforts are
underway by the public Philippines Internationade Corporation (PITC) to expand the
availability of low cost, high quality medicinespstly imported products from Indian
suppliers through a new private chain of Batik ngnidipyo (BnM) pharmacies located in
underserved areas.

Pharmacy chains offer many possibilities for impéening an outpatient medication benefit,
including internal capacity to train, implementragram, supervise, and keep accurate
records. Interventions within this structure coldddone at large scale and relatively low
cost. In addition, chains serve customers acrbss@o-economic strata.

In the intended program, PhilHealth members diggfrom hospitals after treatment for
hypertension would be referred to accredited pheiesdor hypertension management, in
conjunction with their community physician. At thkarmacies, specially trained staff would
fill prescriptions, counsel about adherence, anditapblood pressure. PHIC would
contract with private physicians to reimburse nogttlinical visits and with pharmacies to
reimburse anti-hypertensive medications, counsgting adherence monitoring.
Reimbursements would depend on monitoring perfoo@an

Your working group will be assigned several of fidicy domains in which the outpatient
hypertension coverage policy may have impactsadeleliscuss the following questions and
fill in the table that follows.

Part One

1. What are some of the specific objectives of theppsed PhilHealth outpatient
hypertension coverage policy in each of the domiisited in the table below?
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2. For each objective, how would PhilHealth know ifi&d achieved its objectives?

3. State at least one or more important questionstabepossible intended or unintended
effects of the policy change for each objective jisted.

4. What types of data would you need to answer eaebtaun and where could PhilHealth
get the data?

Part Two

Select two of the questions about the impact optioposed PhilHealth policy change that
you specified in Part One. Define one outcomeciaidir that you could construct to be able
to answer each of these two questions. Pleaséraonghe outcome indicator with data that
might be available in the PhilHealth system. Ydefinition of an indicator should allow a
computer programmer to extract the correct datapanbrm the necessary calculations to
provide the desired numbers, as in the followingregles.

Example 1: An indicator to assess cost of caredcbaldefined as: amount paid by
PhilHealth per member admitted to PhilHealth adteeichospitals (defined as <give
definition>) with a diagnosis of essential hypesien (defined as <give definition>) during a
given time period (<specify period>).

Example 2: An indicator to assess quality use tibantics in primary care pediatric practices
could be defined as: percentage of children agetlem 5 who were seen in a primary care
pediatric practice (defined as <give definitionyidg a specified period (<specify period>),
diagnosed with fever (defined as <give definitigres)d who did not receive an antibiotic
(defined as <give definition >) within 7 days oéthisit.
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Domain

Policy Objectives

Questions about Intended and
Unintended Impacts

Data Needs to Answer
Questions

Outcome Indicator

Equitable
access to
treatment

Quality use
of
medicines

Cost to
patients and
affordability

Cost to
PhilHealth

Patient
satisfaction
with care

Provider
satisfaction
with
insurance
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Session 6: Formulary decision making

Objectives

The objectives of this session are to describeongtior evidence-based formulary policies
and processes. We will describe the responséslitif those making formulary decisions,
training requirements, ways to minimize conflictsrderest, and processes to make sound
formulary decisions. We will also describe methtmlmake transparent the values that
underlie formulary decisions.

Outline

Case discussion of an insurance program’s formuacysion and a pharmaceutical
manufacturer’s reaction

Formulary policy options and their expected effects
Processes for formulary decision making
Transparency in values underlying formulary decisio

Readings

Academy of Managed Care Pharmacy. The AMCP fofordbrmulary submissions,
version 2.1. A format for submission of clinicaldheconomic data in support of formulary
considerations by health care systems in the Udtates. Academy of Managed Care
Pharmacy, April 2005.

Coalition Working Group. Principles of a soundglfarmulary system. Academy of
Managed Care Pharmacy, October 2000. Availabtétat//www.amcp.org/

Dillon MJ. Chapter 6. Drug formulary management. In Navarro RP. Managed Care
Pharmacy Practice. Aspen Publishers; GaithersburgviD: 1999, 145-165.

Sullivan, SD, Lyles A, Luce B, Grigar J. AMCP gaitte for submission of clinical and
economic evaluation data to support formularyrigiin U.S. health plans and pharmacy
benefit management organization. J Managed CaamiRity 2001;7:272-282.

Teagarden RJ. Pharmacists, ethics, and pharmaefitse Am J Pharmaceutical Education
2003;67: Article 28, 1-6.

Teagarden RJ. Prior authorization in prescriptiorg benefit management: An apologia.
Hospital Pharmacy 2004;39:493-498.

Teagarden RJ, Daniels N, Sabin JE. A proposedadttiamework for prescription drug
benefit allocation policy. J Am Pharm Assoc 203369-74.
Discussion Questions

1. How are formulary decisions made in your system?
2. What values played a role in a recent formularyisiec in your system?

Learning Points

A formulary is defined as a list of medicines ave for use within a health care setting.
In the World Health Organization’s terminology, bBulist is called an Essential
Medicines List [EML], while the WHO Model Formulargfers to the compiled
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information on use, dosage, adverse effects, dadications and warnings for all of the
medicines on the EML. A formulary system refershi® process by which a formulary is
continually updated.

A formulary can be defined as open, closed, oricdst. An open formulary contains all
medicines commercially available and thus allowgs @frthese medicines to be

prescribed. A closed formulary limits prescribersatselected subset of medicines from
those that are commercially available. Produds dine not listed on the closed

formulary may not be prescribed or would not bentairsed. Limited formularies are
hybrids, offering all available products in somertipeutic categories and only a subset in
others. Instead of listing a large number of mieéis that are allowed, negative
formularies instead list all products that canr®pbescribed or reimbursed.

Formularies are vital to the successful managewieatprescription drug benefit. They
are intended to guiding clinicians to select certherapies and thus improve quality of
care and decrease pharmacy costs. Formulariesastesuccessful when: (1) they take
account of evidence about the safety, efficacy,qrality of available products; (2) they
are consistent with accepted standard treatmedetjes; (3) they are the basis for
negotiating affordable prices for listed produets manufacturers and distributors; and
(4) providers and patients are presented with dhesntives to adhere to the formulary.

A formulary system is dynamic and should incorpe@irrent pharmacological
knowledge and clinical practice standards. A cotta®j frequently called a Pharmacy
and Therapeutics (P&T) Committee, is usually resfaa for developing, managing,
updating, and administering the formulary withihealth care organization. P&T
Committees members often include a variety of headre professionals (physicians,
pharmacists, nurses) from primary care and diftespacialties.

Successful management of a formulary depends oimtibgrity of the criteria and
evidence used to make approval and removal desisiBrplicit and strictly enforced
conflict of interest policies should govern theestibn of P&T Committee members,
their voting rights, and all aspects of committeecpdures. Table 6.2 below lists some
of the factors that a P&T Committee may chooseotwsier when they make decisions
about the formulary status of a medicine.

Having explicit guidelines for formulary submissgosupports the formulary decision
making process by: 1) standardizing the informatemuired from the manufacturer; 2)
formalizing the importance of formulary decisioasd 3) making explicit and
transparent the assumptions, evidence, and rud¢gftuence formulary choices.

Guidelines exist for the types of information thatlth plans should request from
pharmaceutical manufacturers for use in evidensedbiealth care decision-making.
Examples include guidelines of the Academy of MatbGare Pharmacy in the U.S.
(http://www.amcp.or}j the Canadian Agency for Drugs and Technologiddealth
(http://www.cadth.cg/ the National Institute for Clinical ExcellendsICE;
http:/Avww.nice.org.ulk in England, and the Australian Pharmacy Benetivi8ory
Committee littp://www.health.gov.a\ which was the first authority to include
pharmacoeconomic evaluations in its formulary denisnaking.
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Table 6.1: Factors to be considered when a P&T Comittee decides on formulary status
of a medicine (modified from Navarro, 1999)

Domain Factor to consider
Evidence from Efficacy (in relation to placebo), comparative @tber products)
clinical trials efficacy, and effectiveness (where available)

Safety, including type and frequency of adversea§,
contraindicated conditions, interactions

Patient factors Target patient population type sime and their risk factors relative to
contraindications, adverse effects, warnings
Compliance potential, depending on route, dosiaguency, ease of
administration, duration of therapy
Approved indication, off-label use, and abuse pixén
Pharmacokinetic advantages that allow for use arpatignts with
impaired liver or renal or gastrointestinal funati@mong the very
young, the very old

Systems Status on accepted standard treatment guidelines
management factorsgase of restrictions to prevent use for uninteridditations or
populations

Ability to replace a formulary medicine

Relationship to current prevalent prescribing rehitd need for
education of prescribers

Source of supply and reliability of manufactured aiistributor
Economic factors Cost, including acquisition, prpian, storage, distribution,

administration

Cost comparison relative to other medicines forsitume condition(s)

Additional support by the manufacturer in the fasfipatient training,
subsidies for indigent, help lines

Impact on health care costs through effects ontlteafstay,
therapeutic monitoring costs

Pharmacoeconomic data where available
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Activity 1: Formulary decision making and thepharmaceutical industry

Format: Large group case discussion (30 minutes)

Please read the following fictitious newspaper gxcavhich is based on a real situation, and
be prepared to discuss the questions that follow.

Drug Company Sues National Health Insurance

August 1, 2003

CAPITAL CITY — Blockbuster Corporation Inc., makefthe widely used cholesterol lowering drug
Superstatin, has sued the country’s National Héathrance Scheme (NHIS), accusing the scheme of
misrepresenting scientific information, infringing doctors’ rights, and withholding potentiallyglisaving
treatment from patients.

Superstatin is the newest, and most expensive, ereafla group of drugs called statins. Statinstla@emost
potent cholesterol-lowering agents, lowering sdechtbad cholesterol" by 30-50%. They are esskintia
preventing heart disease and stroke, diseasepl#itate at least 1 in 20 individuals in the country.

In January 2003, the NHIS Department of Technolagsessment compared the scientific evidence & all
statins on the market. The published report catedithat “Superstatin lacks data on long-term clihefficacy
and is more expensive than Olderstatin”, anothenbez of the drug class. Superstatin is about tage
expensive as Olderstatin. NHIS advised doctopéscribe Olderstatin. Responding to NHIS’ report,
Blockbuster’s CEO Dr. Samuel Stakeholder citedrddie research data that showed that Superstatsafie
and effective in reducing total and bad (LDL) clstézol level, and, for some patients, less cokéytother
statins on the market. However, NHIS maintained the cited studies were flawed and that Supénsteats
not worth the additional cost.

Superstatin remains among the top ten drugs indbatry prescribed by physicians who may erronspotisshk
that NHIS reimburses for the drug. However, Blagster Corporation has not yet applied for inclusibthe
drug in the NHIS formulary. Because NHIS only rbimses hospitals for drugs on the formulary, hespihat
dispense Superstatin do not get paid for the dNIgIS spokeswoman Dr. Pru Publichealth stressetd\h&S
does not prevent prescribers from prescribing Statn, but that it advises physicians to compaierific
evidence and cost when choosing a statin.

Possible discussion questions

1. How is this similar to or different from the siti@t in your countries?

2. Why would an international pharmaceutical compamygbdncerned about the
recommendations of a national health insurancerarog

3. Which challenges does an insurance program fadetarmining which drugs to
reimburse?

4. Which advantages does a health insurance prograeihabtaining lower prices and
influencing more appropriate use of medicines?
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Activity 2: Formulary decision making

Format: Small (across system) group discussion tharge group debriefing (1.5 hours)

Imagine you are the P&T Committee for the Natiddahlth Insurance Scheme. Blockbuster
Corporation Inc. has recently indicated its intenesubmitting an application requesting
inclusion of Superstatin on the NHIS formulary. theé same time, Dr. Jim Pureheart, who is
the Director of the NHIS Ethics Board, has requedtat the P&T Committee conduct a
review of its policies and procedures for makingrfalary decisions with an eye toward
making the decision making more transparent andadije.

Based on what you know about the situation, delctle you will proceed with the review
process for Superstatin. In your discussions,idenshe following questions:

1.

2.

What information would you need to make the deaisibout Superstatin and how would
you obtain this information?

In light of Dr. Pureheart’s request, what procedwsieould the P&T Committee follow to
make this decision?

If, after reviewing the evidence, the Committeerfduhat Superstatin had equivalent
risks and benefits to other statins already orfdhaulary but 25% higher cost, would
you approve its inclusion on the formulary?

If you decide to add Superstatin to the formulargich restrictions would you consider
placing on its use?

Whether you decide to include or exclude Superstatw would you learn if your
decision had positive or negative effects?
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Session 7: Political aspects of implementing a methes policy change

Objectives

The objectives of this session are to discuss lsamplement a medicines policy change in a
health delivery system or insurance program. WEfingt focus on assessing which
stakeholders need to be involved, how to eliciirtherspectives, and how to engage them in
the process. We will also discuss system needsifaementing a policy change and
mechanisms for communicating policy changes effettito all stakeholders.

Outline

1. Political, social, and systems requirements foceasful policy change

2. Discussion of systematic analysis of policy contpositions and power of major
stakeholders, opportunities and obstacles to pal@ange, and strategies for change

3. Introduction toPolicyMaker software (http://polimap.com/)

Readings

Reich MR. The politics of health sector reform indeveloping countries: Three cases of
pharmaceutical policy. Health Policy 1995:32:47-7.7

Glassman A, Reich MR, Laserson K, Rojas F. Palitamalysis of health reform in the
Dominican Republic. Health Policy and Planning9;99:115-126.

Roberts MJ, Hsiao W, Berman P, Reich MR, eds. @&hap Political Analysis and
Strategies. In: Roberts MJ, Hsiao W, Berman P, IiRBIR, eds. Getting Health Reform
Right. A Guide to Improving Performance and Equi@xford: Oxford University Press,
2004:61-89.

Discussion Questions

1. Who are the most important stakeholders with resjpemedicines issues in your country
as a whole, as well as in your health system ararece program?

2. What concerns would your stakeholders have abanggs in a specific medicines
policy?

3. What systems are in place for communicating effetiwith stakeholders about policy
changes in your setting?

Learning Points

Pharmaceutical policy change is not only a techmicacess, but is also a political
process for several reasons. High pharmaceutiparelitures (usually 10%-30% of
public sector health expenditures) make medicin@glapriority issue for policy makers.
In addition, medicines policies involve both puldied private sectors, as well as a range
of domestic and international actors in varioustall patterns of collaboration,
competition, and conflict. Pharmaceutical poli@cdion making often elicits debate
about values, including the roles of the market tedstate, transparency and
accountability, the relative importance of effiaignand equity.

Political analysis can improve the advice thatgotinalysts generate based on technical
policy evaluation and improve the political feaktiiof policy reform.
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Political analysis can facilitate the design okeffve political strategies for policy
change. Political analysis involves answeringftlewing questions: (1) Who are the
key groups of stakeholders that will be affectedi®ypolicy change and what are their
political resources and roles in the political stame? (2) What are the consequences of
the proposed change for the different stakehold@s®/hat positions of support and
opposition have been taken or are likely to bentdikekey stakeholders and what is the
intensity of their commitment? (4) What are thienarry objectives of different
stakeholders? (5) What are the relationships arttengarious key players in a policy
network map? (6) Are there transitions alreadyemwdy that could create positive
opportunities for policy change? (7) How can sy&s for change be constructed?
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Activity 1: Implementing a PhilHealth outpatient medicines benefit

Format: Small (across system) group discussion tharge group debriefing

Assume that PhilHealth would like to implementlitsited outpatient medicines coverage

for patients with hypertension, a chronic illngsattaffects a high proportion of enrollees and
which consumes a large share of reimbursed hospipgnditures. Different stakeholders
may support or oppose the idea of implementing sulsnefit, and have strong opinions
about details of its implementation. Understandiog the various stakeholders align and
managing the political aspects of implementatiolhlva a critical factor in the success or
failure of this policy initiative.

This exercise will involve structured thinking albatakeholder interests and likely positions
in reacting to a medicines policy change. Theofeihg table lists several different
stakeholder groups that may have positions relatéite proposed benefit. Each working
group will be assigned to think about and repretteantikely positions of one or more
specific stakeholder groups. Discuss the staken@bups, their likely attitudes and
position toward the policy change, and possible@sses that PhilHealth might use to
engage and win support from each group. Be prédgarpresent a concise summary of your
discussions.
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Stakeholder interests, positions, and opportunitiefor constructive policy engagement related to outgtient medicines benefit

Stakeholder

PhilHealth

Benefits development, actuaries,
public policy

Enrollees

With/without diabetes,
entitled/private pay, indigent
Department of Health
Secretary, Non-communicable
disease program

Industry

Multinationals, generics
manufacturers

Medical community
Professional assoc., primary
care/specialist, community/hospital
Pharmacy community
Professional assoc., distributors,
chain/independent pharmacies
Health facilities

Public/ private hospitals, rural health
units

Employers

Professional assoc., government,
large/small private

12 November 2007
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Thursday, September 27

Session 8: Detecting and solving data problems

Objectives

The objectives of this session are to identify safine key issues that arise when
extracting, organizing, and analyzing insurancgram data. We will illustrate how to
identify and deal with common data problems thay ehatort results if not taken into
consideration. These data problems include charmopulations; missing data; extreme
values; seasonal variation in medicine use; inab@st units of measurement; different
dosage forms; pre-policy effects; lag periods felltg policy implementation; and changing
codes. We will use spreadsheet-based analysssassadata patterns, explore reasons for
unexpected data patterns, and establish rulesalondid inconsistencies.

Outline

Common data issues and how they influence results

Identifying data issues using frequencies of csmssional data and longitudinal displays
of data patterns

Resolving common data issues

Readings

Lin CC, Lai MS, Shy CY, Chang Sc, Tseng FY. Acayraf diabetes diagnosis in health
insurance claims data in Taiwan. J Formos Med &2805; 104:157-163.

Maclure M, Nguyen A, Carney G, Dormuth C, Roeldfif$Ho K, Schneeweiss S. Measuring
prescribing improvements in pragmatic trials of @tional tools for general practitioners.
Basic Clin Pharmacol Toxicol. 2006; 98(3):243-52.

Platt R. Speed bumps, potholes, and tollbooths ohé road to panacea: making best use
of data. Health Aff (Millwood) 2007; 26:w153-5.

Tyree BT, Lind BK, Lafferty WE. Challenges of ugimedical insurance claims data for
utilization analysis. Am J Med Quality 2006; 21(2§9-75.

Discussion Questions

1. In which ways can routine data from a health cali@surance system be incorrect or
misleading?

2. What are some of the known or suspected data pnshile your setting and what steps
have been taken to address these problems?

3. What are the potential effects of different typédata problems on interpreting policy

analysis results?
Learning Points

Health utilization data are not collected primafiy policy evaluation purposes, but
rather for routine medical records or claims faurance reimbursement. Unusual data
patterns can be influenced by many factors. Amslyeed to assess the quality of the
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data by examining its completeness, its consistaiittyexpected patterns, and to
identify patterns that are likely to be due to otteuses other than the policy in question.
Table 9.1 below outlines some of the key stepsata duality checking.

Data inconsistencies may be introduced during daltaction, coding, or the data
recording process, or they may reflect unusualéaitvariations in health services or
medicines utilization and expenditures . If daeonsistencies are not accounted for
appropriately, policy effects may be incorrectlyiraated.

Data inconsistencies may be due to: inclusion afedeor duplicate claims; claims for
non-members; missing data; incorrectly entered; ddi@nging coding systems; confusion
in units for drugs that come in different dosagers; or characteristics of the benefit
design, such as reimbursement limits on the numberugs, frequency of visits, or total
expenditures. Inconsistencies that represent ahbsu true patterns include utilization
increases before a policy change; seasonal varsatiouse; or changes in population
characteristics over time.

Excel PivotTables and PivotCharts are a tool thatva analysts to create tabular and
graphic displays of data within groups, acrosssi@d over time in order to assess
inconsistencies in data patterns.

Different strategies exist to account for data imgstencies. For example, changing
personal identifiers can be recoded using an dlgarthat identifies individuals based on
name and birthday. Table 9.2 below lists some compadterns of data inconsistencies,
possible causes for those, and possible solutjpasfee to these types of inconsistencies.

Data problems can be accounted for in analysibaothey are not misleading. For
example, seasonal variations in use can be acabtortstatistically; unusual patterns of
utilization in anticipation of or immediately aftarpolicy effect can be accounted for in
analysis by assigning the respective data pointssimg” values; and values of missing
variables can be imputed using standard approaches.
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Table 8.1: Steps in examining data quality

Check

Data Quality Issue

1. Preliminary

Total number of
records

If number of records differs from expected, datg i@ missing,
duplicated, or incorrectly extracted.

Completeness of
data codebook

Variable names, descriptions, codes, and handfingissing values
should be clearly stated for all variables

2. First-level quality

check

Codes, frequencies,
and number of
missing values for
categorical variables

Codes should match codebook and frequencies sheuld
reasonable. For example, you would expect tavseealues
(female and male) for gender, and their frequehoukl match
what you know about the population. More valuesitBxpected or
unusual frequencies may indicate data problems.

Means/medians,
ranges, number of
zeroes and missing
values for
continuous variables

Mean/medians, ranges (min, max) should be reasendltie
difference between “0” and missing should be clEar.example,
mean cost of expensive medicines should not bé&ot@gdmay mean
that missing data have been entered as 0), nor cushf
inexpensive medicines too high (may mean high exs)i

Medicine utilization
summaries

Examine key summaries of medicines use (utilizasind
expenditures per member/patient; % of use and ekjpras
accounted for by top 30 products; % dispensed asrge market
share of medicines within key therapeutic class&sjusual pattern
may indicate data capture or coding problem.

l°2)

3. Differences betw

een key subgroups

First-level
summaries stratified
by key population
groups

Examine summaries in Step 2 by key population gsoup
(men/women, children/adult/elderly, patients witlesific illnesses,
members with different benefit packages) or admiaise groups
(regions, hospitals, health facilities). Patternsudd be consistent
and appropriate to the group.

4. Patterns over tim

e

Frequencies or
means/medians of
key variables plotted

over time (months or

guarters)

Plot data over time to assess consistency (chandgegel, spikes,
trends). Important variables to check: enrollméntf unique
patients; average expenditures overall and per ragputient; total
utilization (dispensings, outpatient visits, hoafiiations) overall
and per member/patient. Differences may indicatanghs at a
specific point in time in membership rules, polgidata systems,
supply systems, etc.

Data summaries
plotted over time for

Compare patterns over time for key population atdiaistrative
subgroups. Differences may mean specific changpslicies or

key subgroups

systems in that subgroup.
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Table 8.2: Common Problems Possible Causes, and @ans in Cross-Sectional and Longitudinal Data

Data Pattern

Possible Causes

Possible Solutiongdepending on cause)

Member/patient enrollment, demographic data

Patterns of key variables (age,
gender, insurance category) at
point in time differ from what ig
expected (within and/or across
sites)

Populations differ across sites

Coding of age, gender, insurance
category variables differs across sit

Missing or duplicate data

Include only sites with similar populations

Stratify analyses by age, gender, insurance categor
Match codes to standardized coding system
Exclude sites with large amounts of missing data
Delete patients or utilization records with missdaja

Sudden change in number of
members over time

Eligibility rules changed (e.qg.,
inclusion of dependents)

Member identifiers changed
Missing or duplicate data

Analyze rates of use and cost by member
Match member identifiers
Remove any duplicate (“unduplicate”) data by membe

Exclude time periods with missing data or includdyo
continuously enrolled members

Gradual decline in number of
members over time

Members of a closed cohort dying g
leaving the system

Limit analyses to continuously enrolled members

Stratify analyses of use and cost by member age or
severity of illness

Control for changing population characteristicsejao
regression analyses

Time periods without memberg
or utilization

Missing data

Exclude time periods with large amounts of missiata
Delete patients or utilization records with missdaia
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Data Pattern

Possible Causes

Possible Solutiongdepending on cause)

Utilization data (diagnoses, medicines, procedurbespitalization episodes; outpatient visits)

Number or types of diagnoses
medicines dispensed,
procedures, hospitalizations,
outpatient visits varies from
what is expected per time peri
or per member (within or acrog
sites)

Populations differ across sites in ag
disease patterns

Available services (including
medicines) differ across sites

Coding of encounters, medicines,
procedures differs across sites

Data completeness differs across s
Data time frame differs across sites
Missing or duplicate data

Stratify analyses by age, gender, insurance categor
Stratify analyses by disease

Analyze sites with similar services

Match codes to standardized coding system

Make sure that data reflect same time frames
Exclude sites with large amounts of missing data
Delete patients or utilization records with missdaia

Little variation in utilization of
services or amount reimburseq
per member per time period

Other policy or external factors
(economic downturn) restricting
utilization, reimbursement

Acknowledge limitation

Sudden change in number of
diagnoses, medicines dispens
procedures, hospitalizations,
outpatient visits over time
overall and/or per member

Effect of known or unknown policy
(e.g., product withdrawal; change in
reimbursement rules; discontinued
service, etc.)

Clinics/hospitals/dispensaries close
Membership changed

Service code changed (e.g., ICD-1(
code for specific hospitalization)

Missing or duplicate data

None, if true policy change

Subset data to those from continuously serving
clinics/hospitals/dispensaries

Subset data to continuously enrolled cohorts
Match codes to standardized coding system
Unduplicate data by member

Delete patients or utilization records with missdaja
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Data Pattern

Possible Causes

Possible Solutiongdepending on cause)

Gradual or seasonal change ir|
number of diagnoses, medicin
dispensed, procedures,
hospitalizations, outpatient
visits over time overall and/or
per member

Policy change with delayed effect
(e.g., prescribed education regardin
preferred product)

Policy with annual utilization limits

Seasonal needs (e.g., malaria
treatment during rainy season;
increased antibiotics during outbrea
antihistamines in allergy season)

Account for lag of policy effects in analysis
Account for seasonal effect in analysis

Very high or very low numbers
of diagnoses, medicines
dispensed, procedures,
hospitalizations, outpatient
visits per time period overall
and/or per member

Anticipatory policy effect

Double-counting of services
provided, prescriptions dispensed

Missing or duplicate data

Assess effects of extreme values on results arsllpps
exclude extreme values from analysis

Unduplicate records by member
Delete patients or records with missing data
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Activity 1: Identifying and solving problems in dispensing data

Format: Small (across system) group work then largeup debriefing (2 hours)

Your group will be assigned to work with one ofgardifferent Excel data sets that are
included in your course materials. Each datafsdispensings contains the following
variables: Date, month, region, site, patient idiemt drug code, and cost of the prescription,

Using the data set assigned to your group, pleaskedfollowing:

1. Assess the completeness and consistency of théaletek the total number of records,
look for missing data, and summarize the frequesidistributions of each of the
variables);

2. Create a PivotTable and a PivotChart (see sectidWarking with Excel) to work with
and display the data;

3. Summarize the data by month of dispensing by si@n, and by drug code by
site/region;

Look for any irregularities in the data patterns;

Look if use by patient is consistent within sites;

Explore and suggest possible reasons for thespilengties;

Suggest how you might try to correct or accountioy data problems that you identify
in your analyses.

N o gk
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Friday, September 28

Session 9: Evaluating changes in medicines coverguaicies

Objectives

The objectives of this session are to discuss mdsthitat can be used to evaluate the effects
of medicines policy changes over time. We willslirate the strengths and weaknesses of
different policy evaluation designs.

Outline

Discussion of policy evaluation designs — pre-pessus longitudinal studies, use of
different types of control groups

Designing and implementing a policy evaluation firdeg study objectives; study group
selection; data collection; study time frame; plagrfor analysis

Readings

Cook TD, Campbell DT. Chapter 5. Quasi-Experimelmtierrupted time-series designs. In
Cook TD, Campbell DT. Quasi-Experimentation. Desagid Analysis Issues for Field
Studies. Boston: Houghton Mifflin Company, 1979.

Kanavos P, Ross-Degnan D, Fortess E, Abelson J, &mrai SB. Chapter 5. Measuring,
monitoring and evaluating policy outcomes in the parmaceutical sector. In: Mossialos
E, Mrazek M, Walley T, editors. Regulating pharmaeuticals in Europe: Striving for
efficiency, equity and quality. European Observatoy on Health Systems and Policies
Series. Open University Press: 2004, 177-196. Awble at
http://www.euro.who.int/eprise/main/WHO/Progs/OBS/Riblications/20040527 2.

O’Malley AJ, Frank RG, Kaddis A, Rothenberg BM, MeiNBJ. Impact of alternative
interventions on changes in generic dispensingratsSR: Health Services Research. 2006;
41(5): 1876-94.

Shojania KG, Grimshaw J. Evidence-based qualigrawement: The state of the science.
Health Affairs. 2005; 24(1): 138-150.

Soumerai SB, Ross-Degnan D, Fortess EE, Abels@nctitical analysis of studies of state
drug reimbursement policies: Research in needsofgline. Milbank Quarterly 1993;
71(2): 217-252.

Ray W. Policy and program analysis using admiaiste databases. Ann Intern Med
1997;127:712-718.

Discussion Questions

1. What is the structure (administrative, geographiddlerent member populations) of
your insurance system and of its routine data syste

2. What is the potential for designing controlled amditudinal policy evaluation studies in
your setting?

3. Who would be the audience for a policy evaluatiogaur system and what would they
most like to know about the impact of medicinesget?
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Learning Points

Randomized controlled trials (RCTs), in which indival study units (members,
clinicians, hospitals, pharmacies) are randomljgassl to receive or not receive a policy
intervention, are the gold standard for policy easibn. However, RCTs of policy
changes are rarely conducted, because of pragtinlical, logistic, and economic
reasons.

Whenever possible, non-randomized evaluations dhoalude other kinds of
comparisons that increase confidence that obseivaxges are due to the policy
intervention in question, not to some other factdinese might include comparisons to:
(1) other groups of facilities, providers, or patgethat were not affected by the
intervention; (2) other types of medicines useengiected to be affected by the
intervention (e.g., use of antihypertensive medoatfor an intervention that targeted
diabetes medications); (3) similar practices atewipus point in time, especially shortly
before the policy change.

Some principles that can strengthen the evaluafi@npolicy intervention include: (1)
Evaluate the intervention by identifying and measyithe specific outcomes it was
intended to change; (2) Try to measure changesiteps (how the system behaves) as
well as changes in outcomes (what the system ae$lip(8) Focus on carefully defined
groups in whom the intervention should have thatgst impact; (4) Try to measure
both intended and unintended outcomes; (5) Consioleonly if the objectives of the
policy intervention are met, but why or why not.

Many evaluations take place only after a policyngeor intervention has already
occurred. This “post-only” design is very weak @neére are many reasons why
evaluation results may be incorrect. Even if ootes in the intervention group are
compared to another group, there is no way to kihelrey would have been different
anyway. People’s memories and perceptions abautiey felt and acted prior to the
intervention are easily distorted.

Measuring outcomes in a single group before aret afpolicy intervention (a “pre-post”
design) is very common in evaluation studies, @sfigdor changes that affect an entire
system. However, this is also a weak design, dimeee is no way to know whether any
observed changes would have occurred anyway witheuntervention in question due
to previous trends or to external changes.

Adding a comparison group can greatly increasesti@ngth of a pre-post design.
However, it is important to show that the interventand comparison groups were
similar on a variety of factors prior to the intention and that they differed afterwards in
ways that would be expected if the interventionexdd its expected impacts. There are
statistical methods (e.g., propensity scores)drasometimes used to adjust for pre-
intervention differences, but analyses that deanthese types of statistical adjustment
are usually less convincing to policy makers.

One strong quasi-experimental design is the “infaed time series” design, which
consists of several measures of the outcome irtiqneésken at regular intervals of time
(e.g., monthly or quarterly) both before and aét@olicy intervention that occurs at a
defined point in time. In a time series, the pogéfiivention outcomes that might have
occurred if the intervention had not taken plaae loa predicted based on pre-
intervention trends, so it is possible to get makd and accurate measures of
intervention effects. Adding a comparison seriesifanother group of facilities,
providers, or patients (“interrupted time seriefhvagomparison series”) makes this an

12 November 2007 52.



Evaluating changes in medicines coverage policies

especially strong evaluation design. The strosgalinature of time series makes them
an excellent way to present data to policy makers.

Evaluations are usually stronger if they combingesal quantitative and qualitative
methods to look at changes, since the findings fwoe method can complement and help
to explain the findings from another. For example jntervention might consist of an
educational program to promote generics use, fedkdiogphysicians about their rates of
generic prescribing, increased pharmacy disperisggfor generic medicines, and
increased copayments for patients for brand preduith a generic alternative. Claims
data could be used to compare overall rates ofrgsnease in the year before and after the
intervention. Patient interviews might be usedetermine if patients who are better
informed about the policy have the larger changeates of generics use. And finally,
prescriptions retained in pharmacies could be aedlyo examine rates of generic
substitution after the policy compared to before.
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Activity 1: Designing a policy evaluation in your gstem

Format: Small (within system) group discussion théarge group debriefing (1 hour)

Please refer back to the priority medicines patimyblem and the potential policy
interventions that you discussed in Session 4.eA@n one policy intervention (or a
combination intervention) that will be the focus this exercise. You will design a study to
evaluate the effects of the proposed policy intetiea, including evaluating both desired and
potentially undesirable impacts. Please answefdll@ving questions:

1. What would be the study design?

2. Who would be included in the study (i.e. regioreslth facilities, health providers,
patients), and why?

3. How would you measure the impacts of the intenaenfroutine or ad hoc data, which
time periods, which indicators of desired and uidég impacts)?

4. What would be strengths and weaknesses of youy skesign?
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Objective

The objective of this session is to describe tloegss for conducting a longitudinal policy
evaluation, interpreting the results, and dissetimigéey information to decision making to
policy makers.

Outline

Setting up longitudinal data for analysis

Using excel-based pivot charts and tables to cnaatrl displays and summaries of data
over time

Interpreting results in light of design strengthsl aveaknesses
Summarizing results and making evidence-based neordations for policy change

Readings

Brufsky JW, Ross-Degnan D, Calabrese D, Gao X, SvantB. (1998) Shifting physician
prescribing to a preferred histamine-2-receptoagmists. Medical Care, 36, 321-332.

Ross-Degnan D, Soumerai SB, Fortess EE, Gurwitz(1B93) Examining product risk in
context. Market withdrawal of zomepirac as a cisdy. JAMA, 270, 1937-1942

Soumerai SB, Avorn J, Ross-Degnan D, Gortmakgi1987) Payment restrictions for
prescription drugs under Medicaid. Effects ondpgr cost, and equity. N Engl J Med, 317,
550-556.

Soumerai SB, Ross-Degnan D, Gortmaker S, Avorf1990) Withdrawing payment for
nonscientific drug therapy. JAMA, 263, 831-839.

Wagner AK, Soumerai SB, Zhang F, Ross-Degnan D. @®aented regression analysis of
interrupted time series studies in medication useasearch. J Clin Pharm Therapeutics
2002; 27:299-309.

Wagner AK Ross-Degnan PGurwitz JH Zhang F Gilden DB Cosler L, Soumerai SB
Effect of New York State regulatory action on betiaaepine prescribing and hip fracture
rates. Ann Intern Med 2007; 146:96-103.

Weinberg M, Fuentes JM, Ruiz Al, et al. Reducimigctions among women undergoing
cesarean section in Colombia by means of contingaaBty improvement methods. (2001)
Arch Intern Med, 161, 2357-2365.

Discussion Questions

1. What questions arise when conducting policy analyse
2. Who should be involved in interpreting findingsrragolicy evaluations?
3. What are the most useful strategies for commumgatsults to policy makers?

Learning Points

Visual displays of policy effects are important pmlicy makers and can easily be created
using aggregated data in Excel pivot charts.
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Confidence in interpreting policy evaluation resuficreases with adequate evaluation
design. Quasi-experimental studies with contra@nparison groups have a lower
chance of bias by common confounders.

High variability in outcomes over time can makadifficult to detect policy effects.
Different techniques exist to smooth highly vareathta.

Policy makers need concise data briefs with figulisplaying results and specific
recommendations based on the results.
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Activity 1: Analyzing the effects of a generic dispnsing policy

Format: Small (across system) group work then largeup debriefing (2 hours)

Siriraj hospital in Bangkok is a 2,324 bed tertiagye teaching hospital, where more than
3,000 outpatient prescriptions per day are fillég. in many other hospitals, preferred
prescribing of brand name products contributesatgd and increasing drug expenditures. In
October 2001 (period 13 in the data), the hospdahinistration implemented a generic
dispensing regulation to lower medication expemdglby authorizing pharmacists to
automatically dispense a generic product unlespibscriber specifically requests
dispensing of a brand name product. They comMinisdvith an educational program in the
hospital to increase the confidence of physiciarthé quality of generic products stocked by
the hosptial pharmacy. To estimate the impact @hibspital-wide generic dispensing policy
on prescribing patterns and cost of medicationafrphacists at Siriraj Hospital conducted a
retrospective, interrupted time series study of thigrcomputerized in-patient and out-
patient dispensing records, from one year befomtoyear after policy implementation.

Assume you have been asked to do a 3-minute kyiédinthe Minister of Public Health
about the generic dispensing policy at Siriraj Had@and its implications for the MoPH
pharmacy program, the national health insurancgraro, and other Thai hospitals.

You have an excel sheet with n=30,000 dispensimigdifferent drugs and their costs, by
date dispensed. We aggregated the dispensingeuddry generic and brand subclass into
which each drug code belongs. The data dictiobalgw explains the variables. Using
these longitudinal, please do the following:

1. Create a pivot table and chart of the cost of dispd products by group over time to
examine the policy impacts. Look especially atpcis dispensed as brand but for
which there is a generic substitute (group 1) aodipcts dispensed as generic but for
which there is a brand substitute (group 2).

2. Visually inspect the data for consistency and idgpiossible data inconsistencies
3. Evaluate the impact of the generic substitutiongyol

a. For all medicines together, assess changes imthegfoups of medicines (brand
products with generic substitutes, generic prodwitts brand substitute, brand-
only products, generic-only products)

b. Examine whether any observed changes differed bynmdicologic category (e.g.,
cardiovascular medicines (category 2), neuromusg¢d)aantibiotics (7),
vitamins and minerals (11), etc)

c. For medicines with high levels of use where thera brand-generic trade-off
(e.g., lorazepam, simvastatin, furosemide, folida@xamine whether there were
notable differences in shifts from brand to genexitd whether differences have
anything to do with differences in the relativeatraent cost of brand and generic.

Suggest possible interpretations of the results

Consider limitations of the data that may impatgripretation of results
Identify 3-4 key policy recommendations

Prepare one figure or table that communicates ti& important results
Be prepared to present the graphic summary andyp@commendations

© N o Ok
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Data Dictionary for Siriraj Generics Dispensing Dag

Variable Name Variable Description and Data Summaries

date Date using Thai year format (yyyymmdd)
period Period
Number of observations, n=30,000
Number missing, n=0
Number of observations by period:
3=1183 4 =1295
5=1270 6 = 1297
7 =1100 8 =1343
9=1295 10 = 1406
11 =1480 12 = 1359
13=1476 14 = 1520
15=1335 16 = 1505
17 =1272 18 =1448
19=1154 20 = 1373
21 =1348 22 = 1578
23 = 1536 24 = 1427
pharm_code Drug code
Number of observations, n=30,000
Number missing, n=0
category Code indicating broad pharmacologic catego

1 = alimentary system

3 = respiratory

4 = neuromuscular

5 = hormones

6 = depot contraceptives
7 = antibiotics

9 = genitourinary

11 = vitamins, minerals

15 = anesthetics

20 = contrast media

2 = cardiovascular, hematopoietic

8 = other anti-infective, antineoplastic
10 = endocrine, lipid lowering

14 = antihistamines, antipruritics

17 = antihistamines, antiallergics

18 = antidotes & detoxifying agents\
19 = intravenous and sterile solutions\
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Variable Name Variable Description and Data Summaries

23 = miscellaneous
24 = opiate analgesics

class Code indicating class within broad pharmagioloategory
class_name Name of pharmacologic class
group Group code describing generic/brand avaitgbil

Number of observations, n=30,000
Number missing, n=0

1 = products dispensed as brand but for which tiseme
generic substitute, n= 5115

2 = products dispensed as generic but for whictetlsea
brand substitute, n= 12,909

3 = brand-only products, n= 5870
4 = generic-only products, n= 6106

trade_name Trade name under which product is nedket
generic_name Name of equivalent generic product
amt Cost per dispensing

Number of observations, n = 30,000
Number missing, n=0

Mean: 346.21

Median: 62.00

Minimum: 0; Maximum 66,900
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Session 11: Preparing country presentations

Objective

During this session, participants will finalize theeparation of presentations on a key
medicines policy issue in their insurance systemsan for studying the policy issue in more
depth, and the design of a study to evaluate algesstervention or policy change to
address the issue.

Please use the following framework in preparingrygrnoup’s presentation. The slide
template provided in the course materials will\allpu to present your project in this
framework.

Table 11.1. Framework for Presentations on Key Medines Policy Issues

Domain Questions to Consider
Problem What is the key medicines policy problem fiave decided to
address?
Causes What are possible causes for the problem?
Stakeholders Who has an interest in the problemndrad are their positions?
Previous Actions What has been done about the gmobb far? What have beep

the outcomes?

Proposed Policy Change Which policy change(s) dosymgest?

Evaluation of Proposed | How would you evaluate the proposed policy change(s
Policy Change . Which evaluation design would you use and why?

Which are the most important data elements you avoul
need, and where would you obtain them?

How would you define key outcome indicators?

Implementation Plan How would you implement theiggo{approach, timing,
duration)? How would you consider stakeholderrgges?

=1

Disseminating Results How, to whom, and when wgold disseminate the results o
your policy evaluation?
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Saturday, September 29

Session 12: Routine monitoring systems in insuranggograms

Objectives

The objectives of this session are to discussatienale for and design of monitoring
systems using routine data on medicines and o#tadtihservices use in health systems or
insurance programs. Participants will identify ibke domains of performance
measurement, how to operationalize performanceatolis, data needs, and use of
performance data for management decisions

Outline

1.

2.

3.

Reasons for routine monitoring, including stratgganning, performance assessment,
and fraud detection

Discussion of which performance indicators to mamitvhich data can contribute to
these indicators, and how, for whom, and how fraetjyehe resulting monitoring data
should be presented

Templates to report data from routine monitoringtesmns

Readings

Friedmann YM, Hanchak NA. Chapter 9. Pharmacy Prgram Performance
Measurement. In Navarro RP. Managed Care Pharmac¥ractice. Gaithersburg, MD:
Aspen Publishers, 1999, 199-220.

Selected sections from The Health Plan EmployeaRat! Information Set (HEDF$
Volume 2, Technical Specifications, NCQA, 2008.

Sokol L, Garcia B, Rodriguez, J, West M, JohnsonUsing data mining to find fraud in
HCFA health care claims. Top Health Inf Manage120@:1-13.

Discussion Questions

1.

2.

Which performance indicators would be relevantiffecent stakeholders in your
system?
In which format would they need to see performathata to be able to act on them?

Learning Points

Pharmacy program performance should be evaluatdthety to identify opportunities

for program improvement. The frequency of repgrijguarterly, monthly, or yearly)
depends on the performance measure and the pwposgorting. For example,
measures of the quality of medicines use to evalpalicy changes for better prescribing
would usually be assessed less frequently thamp@®r program cost measures because
potential changes in quality of care measures (u#ipg on change in prescriber and
patient behavior) take time.

Reporting can occur at aggregate (e.g., totalegion, by hospital) or detailed (e.g., by
individual prescribers, for high cost patients)disv Aggregate reports can provide trends
in overall indicators such as PMPM cost or utili@gat Aggregate reports can also be
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quite detailed, focusing on specific patient popates, geographic areas, types of
providers, therapeutic classes and medicationdalpdidentify the causes and potential
solutions for undesirable aggregate outcomes.

Monitoring to detect fraud and abuse requires atewand timely data to be useful, in
part because the negative consequences of detltantion and data error could be
substantial. Monitoring to assess routine systerfopmance is more tolerant of
messiness in data and depending on the purpog$etmpance monitoring systems can
tolerate greater lag times in the production obréep

The tables and figures below show examples of sairtiee routine pharmacy system
financial and utilization summary reports useddngé managed care insurance
companies in the United States.
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Figure 12.1: Example of financial summary and utilzation statistics report with region
vS. national comparison statistics

Htna

U5 Healtheare Avtna LS. Healtheare Pharmacy Management
Finamcial and Dtilization summary — Region ¥s. Nation Comparison
(ITMO Pharmacies)

Any Hegior
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Tap 10 ozl Total lagreddeont | laprediont Fawd Iziid Ing. Cosl - Mational Paid At Mol
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anEie A AR R N FN R AR w5 ETRT EET 5T nEE
AREEN KA RN SRS LA L ARARLAK LHE Fra FERTY 258 nas
e Ay pertens ves® RGESE KA 3, KK KAR.KN KAX FEETE S 31 LXX KEXX KLEE XX EET,
=it rmli* REAZE KA KUK, AR R LEX ERTE ST XXK XEXX ELTE XX EEE
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FER G T
L
xexg

Source: © 1999 Aetna US Healthcare. Reprinted Friedmann YM, Hanchak NA.
Pharmacy Program Performance Measurement. In Nax@aRP. Managed Care
Pharmacy Practice. Gaithersburg, MD: Aspen Publesis, 1999, 220.
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Figure 12.2: Example of routine monitoring report focused on indicators of quality and
appropriateness of pharmaceutical care in a specdiprovider practice

Source: © 1999 Aetna US Healthcare. Reprinted Friedmann YM, Hanchak NA.
Pharmacy Program Performance Measurement. In Nax@aRP. Managed Care
Pharmacy Practice. Gaithersburg, MD: Aspen Publesis, 1999, 218.
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Figure 12.3: Example of routine monitoring report focused on indicators of patient

satisfaction, appropriateness of pharmaceutical ca, and prescribing volume in a
specific provider practice

Source: © 1999 Aetna US Healthcare. Reprinted Friedmann YM, Hanchak NA.
Pharmacy Program Performance Measurement. In Nax@aRP. Managed Care
Pharmacy Practice. Gaithersburg, MD: Aspen Publesis, 1999, 219.
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Table 12.1: Sample template for reporting quarterlyand annual cost and utilization
information by individual prescribers or practices

Date (date of report):

Date Range (time period of utilization):
Prescribing Physician name and ID:
Physician Specialty:

Practice Name and Location:

Quarter/ | Quarter/ | Quarter/ | Quarter/ Previous Year-to-
Performance Measure year year year year year date

Total number of
prescriptions dispensed

Total paid amount for
all prescriptions *

Average paid per
prescription

Percent compliance
with formulary

Percent generic
utilization *

Percent first line
antibiotic utilization *

Percent preferred
HMGA Co A *

Etc.

! Total amount paid to pharmacies for filled prestions
% percentage of formulary medicines prescribedtal tumber of formulary and non-formulary medicines
% Percentage of generic medicines prescribed tbriataber of brand and generic medicines

“ Percentage of*lline antibiotics (amoxicillin, ampicillin, erythroycin, penicillin ) prescribed to total amount
of 1'and 2° line antibiotics

5 Percentage of preferred HMGA Co A (atorvastati®spribed to all HMGA Co A medicines
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Figure 12.4: Sample graphs tracking basic monthly tilization and cost monitoring

indicators of pharmacy program performance

Days Supply PMPM  (Total Days supply/MMs)

Rxs PMPM
1.050 255
1.000 1 240 -
0.950 + 225 4
0.900 - 210 | W
0.850 1
0.800 | 195 -
0.750 180 . . . ! ! ! ! ! ! . .
Jan  Feb  Mar  Apr May June Juy Aug Sept Oct Nov  Dec Jan  Feb Mar Apr May June July Aug Sept Oct Nov Dec
B FY03 —+— FY02 ——FY01 —¢—FY04 [—m—FY03 —+—FY02 ——FY01 ——FY04]|
Net Cost per Rx Gross Cost/Rx
$48.00 $64.00
$45.00 ky’\r\. $60.00 - 0/’/‘\0\0
642.00 | ._./.*"I/.—.—H\./. 656,00 | W
$39.00 A W $52.00 W
$36.00 1 ‘/._/-_/.‘——t—t/‘_-—_‘__‘—«‘ $48.00 - /(_A_.__‘/—‘———t—-——-t—‘
$33.00 - $44.00
$30.00 . . . . . . . , , , , $40.00 i i i i i i i i i i i
Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
[ —m— FY03 —— FY02 —— FY01 —— FY04] [-m— FY03 —— FY02 ——FY01 —— FY04]
Net PMPM Copay PMPM
$49.00 $15.00
$46.00 4 ‘\/\H $14.00 W
$43.00 1 ] - -
$40.00 - $13.00 e w '\\/.
$37.00 | $12.00 1 '\_/‘ R
$34.00 1 ‘\/"/\k”/‘\/\/ $11.00 - \/\//\/\/
$31.00 M |
$28.00 + $10.00 \/_/\F—/\/\r,/.
$25.00 . . . : : : : . . . . $9.00 7
Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec $8.00 T T T T T T T T T T T
Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
[ = FY03 ——FY02 ——FY0L —o—FY04] [= Fv05 —+ Fvoz = FvoL + Fv04]

Source: Pharmacy management templates developeddryard Pilgrim Health Care. All
rights reserved.
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Figure 12.5: Sample graphs tracking 12-month movingverages and annual changes in
basic utilization and cost monitoring indicators ofpharmacy program performance

PMPM - 12 Month Moving Average Copays PMPM - 12 Month Moving Average
$56.00
$54.00 4 $14.00
$52.00 Gross
50.00 |
poryoll 12.4% $13.00 -
$46.00 1
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$38.00 13.4% $11.00 4
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$34.00
$32.00 $10.00
Nov Dec Jan Feb Mar Apr May Jume duy Aug Sept Oct Nov Dec Jan Feb Mar Apr May Nov Dec Jan Feb Mar Ap May Jine Juy Aug Sepl Ot Nov Dec Jdan Feb Mar Apr May
Rx PMPM - 12 Month Moving Average Utilization - 12 Month Moving Average
1.000 280
27.0
0.950 26.0
M ‘ 2501
0.900 24.0
o
1 4.0%
0.850 22.0 1 il
21.0
0.800
Nov Dec Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar Apr May 20.0
o an | Feb war o Ay | sent oat | New - [
Net Cost/Rx - 12 Month Moving Average Avg Days Supply/Rx-
Avg .Cost per 30DS Rx Egiuvalent 12 Month Average
$58.00
$56.00 - 27.5
27.0
$54.00 26.5 4
26.0 4
$52.00 2554
25.0 8%
$50.00 | 9.6% by P
$48.00 24.0 4
2354
$46.00 23.0
Nov Dec dam Feb Ma Aw May June My Aug Sem Oui Nov Dec Jdam Feb Mar A May No Dec Jan Feb Mar Ap May dune Juy A Sept Ot Nov Dec Jan Feb Mar Apr May

Source: Pharmacy management templates developeddryard Pilgrim Health Care. All
rights reserved.
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Figure 12.6: Sample graphs tracking volume presdoed per member per month for key individual high cat or high utilization
medicines

Antibiotic Rxs PMPM by Month

Allergy Drugs by Month Rx PMPM
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Source: Pharmacy management templates developeddiyard Pilgrim Health Care. All rights reserved

12 November 2007 Page 70




Routine monitoring systems in health insurance prgrams

Table 12.2: Sample template for reporting per membecost and utilization trends by therapeutic categoy, year on year

Top Therapeutic Categories Cost and Utilization Tre  nd YTD'04 vs. YTD'03 May-04
2004 2004 2004 Change
Cost 2004 Rx 2004 2003 Rx 2003 change| Rx [Change
Rank Drug Class Dominant Drugs in Category PMPM |PMPM| Cost/Rx PMPM |PMPM| Cost/Rx |PMPM| PMPM | Cost/rx
1 lipotropics Lipitor, Pravachol, Zocor $ X.xx 0.0xx$  xxxxx$ YYY 00yy$ yyyyy 186% 13.2% 4.8%
2 anti-ulcer preparations Omeprozole, Nexium, Prilosec, Protonix $ xxx 00xx $  xxxxx$ Yyy 00y $ yyyyy 0.9% 22% -1.3%
3 selective serotonin reuptake inhibitor (ssris) Celexa, Paxil, Zoloft, Fluoxetine $ XXX 00xx $  xxxxx$ Yyy 00yy$ yyyyy 2.9% 3.7% -0.7%
4 anticonvulsants Neurontin, Topamax, Lamictal, Clonazepam $ X.Xx 00xx $  xxxxx$ YYY 00y $ yyyyy 213% 3.9% 16.7%
5 agents to treat multiple sclerosis Avonex, Betaseron, Copaxone, Rebif $ x.xx 00xx $  xxxxx$ YYY 00y $ yyyyy 24.4% 7.1% 16.2%
6 analgesics,narcotics Oxycontin $ xxx  00xx $  xxxxx$ VYY  00yy$ yyyyy 420%  58% 34.3%
7 follicle stim./Iuteinizing hormones Gonal-F, Follistim $ x.xx 00xx $  xxxxx$ YYY 00yy$ yyyyy -31% -1.3% -1.8%
8 serotonin-norepinephrine reuptake-inhib (snris) Effexor $ xxx 00xx $  xxxxx$ yyy 0.0yy $ vyyyyy 40.7% 17.3% 20.0%
9 antipsychotics,atypical,dopamine,& serotonin antag Risperdal, Zyprxa, Seroquel $ XXX 00xx $  xxxxx$ YyY 00yy$ yyyyy 10.1% 42% 5.6%
10 norepinephrine and dopamine reuptake inhib (ndris) 'Wellbutrin $ xxx 00xx $  xxxxx$ yyy 0.0yy $ vyyyyy 144% 135% 0.7%
11 antihistamines Allegra, Zyrtec $ xxx  00xx $  xxxxx$ VYY  00yy$ yyyyy -201% -15.6% -5.3%
12 anti-inflammatory tumor necrosis factor inhibitor Embrel $ x.xx 00xx $  xxxxx$ YYY  00yy$ yyyyy 623% 484% 9.4%
13 contraceptives,oral Necon, Aviane, Apri, Microgestin $ X.xx 0.0xx $  xxxxx$ YYY 00yy$ vyyyyy 20.6% 1.2% 19.1%
14 beta-adrenergics and glucocorticoids combination  Advair Diskcus $ xxx 0.0xx $  xxxx$ YYY 00yy$ yyyyy 38.0% 303% 5.9%
15 antimigraine preparations Imitrex $ xxx 00xx $  xxxxx$ YyY 00y $ yyyyy 23%  -06% 2.9%
16 nsaids, cyclooxygenase inhibitor - type Celebrex. Vioxx $ xxx 00xx $  xxxxx$ yyy 0.0yy $ vyyyyy 16.4% 1.9% 14.2%
17 nasal anti-inflammatory steroids Flonase, Rhinocort, Nasonex $ xxx 00xx $  xxxxx$ YYY 00y $ yyyyy 6.3% -1.6% 8.1%
18 bone resorption inhibitors Fosamax $ x.xx 0.0xx $  xxxxx$ YYY  00yy$ yyyyy 14.7% 5.3% 8.9%
19 tx for attention deficit-hyperact(adhd)/narcolepsy Concerta, Provigil $ x.xx 00xx $  xxxxx$ YYY  00yy$ yyyyy 27.0% 10.5% 14.9%
20 insulins Humalog, Humulin, Novolin, Lantus $ XXX 00xx $  xxxxx$ YYY 00yy$ yyyyy 23.3% 0.4% 22.7%
21 hypoglycemics, insulin-response enhancer (n-s) Actos, Avandia $ x.xx 0.0xx $  xxxx$ YYY  00yy$ yyyyy 234% 14.0% 8.3%

Source: Pharmacy management templates developeddoyard Pilgrim Health Care. All rights reserved.
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Routine monitoring systems in health insurance prgrams

Activity 1: Designing routine medicines policy mortioring in your system

Format: Small (within system) group discussion théarge group debriefing (90 minutes)

Assume that you are about to implement the poli@nge in your system that you have been
designing during this course. You have been abidtie head of the pharmacy program to
monitor and report on the impact of the policy dmnPlease design one or more routine
performance monitoring reports that you think wolokdable to communicate key aspects of
the policy change. You may wish to refer to sorhthe layouts and indicators in the sample
reports above to generate ideas about design torrgonitoring system.

Please address the following questions:

1. What information would you want to know regularlyoait the performance of your
policy, and why?

2. What reports would you generate, which data youldvaoeed to generate to create the
report, and how could you capture the data?

3. How would you disseminate these monitoring repdrtsy frequently, and to which
individuals or groups of stakeholders?

4. How would this report fit into the overall monitog framework of the pharmacy
program?
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Session 13: Finalizing country presentations

Objective

The objective of this session is for working grotps$inalize their presentations of a priority
medicines issue, suggested policy change, andai@iustrategy to address in their health or
insurance systems.

Please use the slide template provided for theeptason of your group project.
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Session 14: Country group presentations

Objective

The objective of this session is for participaotptesent their work on a priority medicines
issue facing their health or insurance system tameceive constructive input from other
participants.

Please use the slide template provided for theeptason of your group project.
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Course wrap-up, evaluation, and next steps

Objective

The objectives of this session are for participanis facilitators to summarize key
learning points of the course and to identify reeps for continued collaboration on
medicine policy questions. Next steps may incleoléaborating on protocols to
implement and evaluate the policy interventionscdbed in the previous session.
Participants will also complete a formal evaluatarall course sessions and facilitators.
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