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OverviewOverview

•• Medicaid drug policyMedicaid drug policy
•• Describe OregonDescribe Oregon’’s Evidences Evidence--Based Based 

Practitioner Managed Prescription Drug Practitioner Managed Prescription Drug 
Plan (PMPDP)Plan (PMPDP)
–– ProcessProcess
–– ImplementationImplementation

•• Discuss impact of PMPDP on drug Discuss impact of PMPDP on drug 
utilizationutilization



Medicaid Prescription Drug PolicyMedicaid Prescription Drug Policy

•• Pricing strategiesPricing strategies
–– RebatesRebates
–– MAC pricingMAC pricing

•• Generic substitutionGeneric substitution
•• Dispensing LimitsDispensing Limits
•• Prior authorization (PA)Prior authorization (PA)
•• Cost sharingCost sharing
•• Preferred Drug ListsPreferred Drug Lists



Medicaid Prescription Drug PolicyMedicaid Prescription Drug Policy

Preferred Drug ListsPreferred Drug Lists
•• 2/3 of states2/3 of states
•• Enforcement variesEnforcement varies

–– PAPA
–– Clinical pharmacy consultation (WA)Clinical pharmacy consultation (WA)
–– EducationalEducational



Background Background –– SB 819SB 819
August 2001August 2001

•• Establishes PMPDPEstablishes PMPDP
–– ““access to the mostaccess to the most--effective prescription effective prescription 

drugs appropriate for their conditiondrugs appropriate for their condition””
–– clinical effectiveness determined by health clinical effectiveness determined by health 

practitioners informed by the latest peerpractitioners informed by the latest peer--
reviewed researchreviewed research

–– Effectiveness considered first, cost Effectiveness considered first, cost 
considered secondconsidered second

•• FFS (~100,000)FFS (~100,000)



PMPDP List Development ProcessPMPDP List Development Process
Health Resources CommissionHealth Resources Commission

Drug class specific subcommitteesDrug class specific subcommittees
–– Specialty/primary care physiciansSpecialty/primary care physicians
–– PharmacistsPharmacists
–– NursesNurses
–– PublicPublic

•• No significant conflict of interestNo significant conflict of interest
•• Develop Develop key questionskey questions to submit for evidence to submit for evidence 

reviewreview
–– Comparative effectiveness and safetyComparative effectiveness and safety
–– Differential effects among subpopulationsDifferential effects among subpopulations



PMPDP Development ProcessPMPDP Development Process
EvidenceEvidence--Based Practice CenterBased Practice Center

•• Systematic ReviewsSystematic Reviews
––Standardized methodologyStandardized methodology
––PeerPeer--reviewed literaturereviewed literature
––Pharmaceutical industry product dossiersPharmaceutical industry product dossiers

•• Summarizes and evaluates evidence quality (good, fair, Summarizes and evaluates evidence quality (good, fair, 
poor)poor)
““Five randomized trials provide the only direct evidence of the cFive randomized trials provide the only direct evidence of the comparative efficacy omparative efficacy 
of different longof different long--acting opioids in chronic nonacting opioids in chronic non--cancer pain. The largest (680 cancer pain. The largest (680 
subjects) and longest duration (13 months) randomized trial founsubjects) and longest duration (13 months) randomized trial found that transdermal d that transdermal 
fentanyl and twicefentanyl and twice--daily morphine were similar in efficacy for patients with chronidaily morphine were similar in efficacy for patients with chronic c 
low back pain who had not been previously on regular strong opiolow back pain who had not been previously on regular strong opioids.ids.””

www.ohsu.edu/drugeffectiveness/reports/final.cfmwww.ohsu.edu/drugeffectiveness/reports/final.cfm



PMPDP Development ProcessPMPDP Development Process
HRC SubcommitteesHRC Subcommittees

•• Public meetings to discuss EPC reportsPublic meetings to discuss EPC reports
–– Public commentPublic comment

•• Subcommittee report focuses on clinical Subcommittee report focuses on clinical 
conclusions within drug classconclusions within drug class
““There is insufficient evidence to draw any conclusions about theThere is insufficient evidence to draw any conclusions about the

comparative efficacy of longcomparative efficacy of long--acting opioids.acting opioids.””

www.oregonrx.orgwww.oregonrx.org
•• Submitted to DMAPSubmitted to DMAP



PMPDP Development ProcessPMPDP Development Process
DMAPDMAP

•• If subcommittees determine evidence If subcommittees determine evidence 
does not support differencesdoes not support differences
–– All effective drugsAll effective drugs
–– Competitively priced to the least expensiveCompetitively priced to the least expensive

•• RebatesRebates
–– Drugs can be excluded ifDrugs can be excluded if

•• Lack evidence Lack evidence 
–– atorvastatinatorvastatin prior to outcome dataprior to outcome data

•• Similar effectiveness, cost too highSimilar effectiveness, cost too high
–– longlong--acting oxycodoneacting oxycodone



PMPDP Development ProcessPMPDP Development Process
Current ProcessCurrent Process

• Coordinated by OHSU Drug Effectiveness 
Review Project (DERP)
– ~15 State Medicaid agencies
– Canadian Agency for Drugs and Technologies 

in Health
• Evidence reviews done by EPC @ OHSU, 

Rand, UNC
• Reports go to Oregon HRC and 

subcommittees



PMPDP ImplementationPMPDP Implementation
•• Practitioner Managed Practitioner Managed 

–– August 1, 2002August 1, 2002
–– Clinician could prescribe off PMPDP by writing Clinician could prescribe off PMPDP by writing ““dispense as dispense as 

writtenwritten”” (DAW) on face of prescription(DAW) on face of prescription
•• Educational Prior Authorization (Soft PA)Educational Prior Authorization (Soft PA)

–– May 1, 2003May 1, 2003
–– Administrative RuleAdministrative Rule
–– Call state PBM to request exceptionCall state PBM to request exception
–– Listen to short educational message about researchListen to short educational message about research
–– Clinical justification was not requiredClinical justification was not required

•• VoluntaryVoluntary
–– October 1, 2003October 1, 2003
–– Enforcement prohibitedEnforcement prohibited
–– HB 3624HB 3624



PMPDP ImplementationPMPDP Implementation
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PMPDP Evaluation MethodsPMPDP Evaluation Methods

•• Pharmacy claims 1/01 Pharmacy claims 1/01 –– 6/046/04
•• Aggregated by monthAggregated by month
•• Four distinct periodsFour distinct periods

–– Baseline: 1/1/01 Baseline: 1/1/01 –– 7/31/027/31/02
–– DAW: 8/1/02 DAW: 8/1/02 –– 4/30/034/30/03
–– Soft PA: 5/1/03 Soft PA: 5/1/03 –– 9/30/039/30/03
–– Voluntary: 10/01/03 Voluntary: 10/01/03 –– 6/30/046/30/04



PMPDP Evaluation MethodsPMPDP Evaluation Methods

•• Market ShareMarket Share
–– Preferred Preferred vsvs nonnon--preferredpreferred
–– Benchmark Agents (no change)Benchmark Agents (no change)
–– NonNon--enforced classesenforced classes

•• Cost AnalysisCost Analysis
–– $ PMPM $ PMPM –– Segmented Linear RegressionSegmented Linear Regression

•• 11stst degree autocorrelation adjustmentdegree autocorrelation adjustment

–– Costs avoided estimated by predicted versus Costs avoided estimated by predicted versus 
observed methodobserved method

•• Patients with OHP Standard excludedPatients with OHP Standard excluded
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Market Share ChangesMarket Share Changes
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Benchmark Market Share Changes Benchmark Market Share Changes 
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Cost PMPM Segmented Cost PMPM Segmented 
RegressionRegression

-9.1% immediate
-0.18 trend

-17.7% 
immediate
+0.28 
trend

Overall change 
not significant;
Significant 
increases in 
NSAIDs, 
statins



Cost PMPM Observed and PredictedCost PMPM Observed and Predicted
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PMPDP PMPDP UnenforcedUnenforced ClassesClasses
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Current PMPDPCurrent PMPDP
VoluntaryVoluntary

•• Current PMPDP consists of 16 classesCurrent PMPDP consists of 16 classes
•• Utilization of preferred agents relatively Utilization of preferred agents relatively 

highhigh
–– More genericsMore generics
–– MMA MMA 
–– Managed care influenceManaged care influence

•• College administers educational programs College administers educational programs 
promoting preferred drug use in high yield promoting preferred drug use in high yield 
areas (PPI class)areas (PPI class)



Current PMPDPCurrent PMPDP
http://pharmacy.oregonstate.edu/drug_policy/index.php



PMPDP Development ProcessPMPDP Development Process
Limitations/Future StudiesLimitations/Future Studies

•• Aggregated data studyAggregated data study
•• Confounding policiesConfounding policies
•• Unintended health consequences not Unintended health consequences not 

evaluatedevaluated
–– LongLong--acting opioidsacting opioids
–– StatinsStatins

•• Impact of MMAImpact of MMA



Results
Forms recommending tablet splitting were 
significantly more likely (P = 0.002) to 
have been returned (1031/1436, 71.8%) 
than forms suggesting dose consolidation 
(87/146, 59.6%).  

The rates of acceptance on returned forms 
were statistically similar between specific 
drug types and dosing suggestions.



Drug Type Sent Returned % of 
sent

Accepted % of sent % of 
returned not 

accepted
Citalopram 242 171 70.7% 145 59.9% 15.2%

Escitalopram 499 365 73.2% 311 62.3% 14.8%

Paroxetine 448 322 71.9% 272 60.7% 15.5%

Sertraline 393 260 66.2% 228 58.0% 12.3%

Dosing 
Suggestions

Sent Returned % of 
sent

Accepted % of sent % of 
returned not 

accepted
Dose 

Consolidation
146 87 59.6% 72 49.3% 17.2%

Tablet 
Splitting

1436 1031 71.8% 884 61.6% 14.3%

Total 1582 1118 70.7% 956 60.4% 14.5%



Results
Change forms returned and not approved 
(n=162):

96 (8.6% of total) not my patient
18 (1.6 %) in process of titrating dose
8 (0.7 %) patient physically unable to split 
tablets
3 (0.3 %) patient refused
37 (3.3 %) no indicated reason for denial 



Results—Cost Savings Analysis
Reductions in the cost per claim were 
observed for all 4 target drugs. 

Citalopram was excluded from the analysis due 
to its coincident availability as a generic.
Escitalopram was reduced 12%, from $64 to 
$56 per claim
Paroxetine was reduced 18%, from $64 to $53 
per claim
Sertraline was reduced 13%, from $77 to $67 
per claim



Average Cost per Claim among Patients 
Approved for Dose Optimization
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Current Program
Started September of 2005
Dose optimization of antidepressants and 
atypical antipsychotics

Lexapro, Zoloft, and Effexor XR 
Risperdal, Zyprexa, Abilify

Each prescriber/patient combination only 
generates one form



Count of Antidepressant Dose 
Recommendations

0

200

400

600

800

1,000

Dec
-04

Feb
-05

Apr
-0

5

Ju
n-0

5
Aug

-05
Oct-

05
Dec

-05
Feb

-0
6

Apr
-0

6
Ju

n-0
6

Aug
-06

Dose Consolidation

Tablet Splitting



Cost per Rx (Antidepressants) with 
Cumulative Savings
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Current Program—Antidepressants
After August 2005, the average monthly 
cost/rx was reduced among targeted 
patients by approximately 9.8 % 
compared to non-targeted controls.  

The average reduction in cost per claim 
was approximately $8.60 per Rx.  



Current Program—Antidepressants
The estimated average avoided cost per 
month was approximately $14,561, 
yielding a cumulative cost avoidance of 
$204,000 during the first 12 months of 
operation



Count of Antipsychotic Dose 
Optimization Recommendations
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Cost per Rx (Antipsychotics) with 
Cumulative Savings
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Current Program—Antipsychotics
The average cost per Rx decreased by 
approximately 16.6% after the program 
began operation compared to the control 
cohort.   

The average reduction in cost per claim 
was approximately $34.  



Current Program—Antipsychotics
The estimated average monthly avoided 
cost was approximately was $17,320.  

We estimate approximately $207,842 
cumulative costs avoided during the first 
12 months of operation.



Summary
The utilization of a voluntary prescription 
change form process appears to be an 
effective mechanism to promote dose 
form optimization and reduction in the 
direct costs of certain mental health 
medications.
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