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Using Pharmacoeconomic Studies for Decision Making

After Dr. Stempel’s presentation, the panel engaged in a discussion about the
pharmacoeconomic aspects of asthma management.

Dr. Bisenberg: This type of informa-
tion is very helpful. A consistent mes-
sage came across through all of these
presentations: a gold standard for
asthma care exists; but it may be
changing. It may, in fact, be a combi-
nation of corticosteroids and long-
acting B-agonists. This is a very con-
vincing pharmacoeconomic picture,
which I think several of us were cer-
tainly aware of.

We've seen some successes in our
area, but not at the health plan level.
One of our partner clinics in southwest
Minnesota has a 2-year program at the
primary care level in an attempt to
increase corticosteroid usage. They
have had dramatic results that mirror
what is being shown here. They had a
50% reduction in ED [emergency
department] visits and a 70% reduction
in admissions, in their own population.

Dr. Nathan: Are the same type of
studies being done with the combina-
tion of salmeterol and fluticasone?
The upfront costs are going to be a lit-
tle bit higher, but if it follows the
scheme that we've seen today, effec-
tiveness scores would be expected to
be better as well.

Dr. Stempel: We presented a study
last year on the addition of salme-
terol to any inhaled corticosteroid
and submitted it for publication. At
the time we did that study, fluticas-
one was not on the market. We stud-
ied patients who were taking any
inhaled corticosteroid, then we
established a control group who con-
tinued on inhaled corticosteroid.

Our index event was the patients who
were switched to salmeterol.

We found substantial 'decreases in
hospitalization and in length of stay.
The length of stay went down about
80% for patients on salmeterol. The
patients placed on salmeterol were
cost neutral, as opposed to the control
population, who had an. increase in
their asthma costs. So, once again, |
think that it’s consistent with the
data. What we need to'do and what
we're preparing to do is the other
study of add-on therapy. That’s just
being started right now:

Dr. Togias: What do you think
accounts for the inerease in total
healthcare costs in view of the reduc-
tion in asthma costs?

Dr. Stempel: In looking at the fluticas-
one population, a decrease in their total
healthcare costs is seen. In the triamci-
nolone group, total costs went up. My
guess is that the increased cost is for
hospitalizations because of pneumonia
and ED visits for bronchitis. Without
formally reviewing the [International
Classification of Diseases, Ninth Re-
vision] codes, we saw more hospital-
izations and ED visits. We studied the
high utilizers to be certain they were
not driving the data. Once again, that
didn’t change the statistical analysis.

Dr. Turk: This is a very specific kind of
study. I am interested in how useful
this information is to the people here
who are involved with different groups.
Is this what you are looking for, in
terms of pharmacoeconomic studies?
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And is it applicable to the kinds of
groups that you're dealing with?

Ms. Stump: 1 think it’s very applica-
ble. As a matter of fact, I was thinking
about using this type of information
as return-to-work data as well as using
it in discussions with employers.

Dr. Stempel: We've always been inter-
ested in trying to get the indirect
costs. I think that return-to-work data
is very, very important. It’s an essen-
tial piece that has to be brought in.
That data is really hard to get.

Ms. Stump: That’s why having at least
this much data would be useful to go
to an employer group with a substan-
tial population size. Constructing that
kind of measurement infrastructure, I
think, would be the next step. This is
really useful.

Ms. Hopper: 1 agree. This information
would be valuable in demonstrating to
purchasers that when care is well
managed, medical and indirect costs
can be reduced.

Dr. Stempel: 1 think the data that we
have with length of stay of hospital-
ization would also suggest the same
kind of results with return to work,
and even with return to work after a
mild exacerbation, not an exacerba-
tion that resulted in a hospitalization.

Dr. Eisenberg: I'd like to echo that
again. 1 think this is extremely useful
data, and it’s something that needs to
be done more and more. I'd also
encourage you to think about taking
the next step with this, and T'll intro-
duce some of my own bias. I live in a
world of case mix and severity adjust-
ments. One of the things that I use
extensively, which I think lends itself
very much to this, is episode treatment
groups. That particular methodology is
a way of looking at an illness on an
episode basis that takes into account
all the variables across all sites of
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care. We may find a way of packaging
this data and getting a little bit more
of the information out.

Dr. Turk: This is something that is
designed in a big group in a particular
area. Is this going to fit something that
you're doing in Northern California,
Dr. Tung? Or is it not applicable to
what you're thinking about?

Dr. Tung: 1 think it’s very applicable to
us. As you are aware, quite a few med-
ical groups in California bear full med-
ical risks. The challenge with this type
of risk arrangement is that medical
groups are not required to submit
every piece of encounter data. There-
fore, we do not capture complete med-
ical information on all our members.

As some of the groups move toward
a risk-sharing arrangement, we will
have access to more complete
encounter data to allow us the ability
to combine both pharmacy and med-
ical claims information.

Dr. Stempel: That is the real power of
using both medical and pharmacy
claims. Most people have one or the
other. The pharmacy claims are usu-
ally the easiest to access, but linking
the 2 together really is important.

Pharmacoeconomic Data and
Formulary Decisions

Dr. Turk: Is this the kind of data that
people would use in making formulary
committee decisions?

Dr. Tung: Unfortunately, at this time
we're still operating in silos with focus
primarily on drug costs rather than
total healthcare costs. We need to
broaden ourselves to look at total
costs when making formulary deci-
sions, and I believe we are moving
toward that direction.

Dr. Turk: Is anybody able to do that,
to break down the silo system?
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Dr. Eisenberg: We do it both internal-
ly and at the PBM [pharmacy benefit
management] levels at Blue Cross; we
have the fortunate situation that our
PBM is a subsidiary. At the PBM level,
they have access to the medical data
and they put the pieces together. We
don’t use it for formulary decision
making. Cost is a factor, but not total
healthcare cost. I agree with Dr. Tung
that this is probably something we
should be looking at in years to come.

Ms. Stump: 1 also think it’s incredibly
important, as we move forward, to be
able to link these. We're seeing that in
some accounts, our pharmacy costs
are exceeding our hospitalization
costs. If they are not looked at in
totality, where the value is going to
come from is not clear, which affects
how we use any kind of risk adjuster
in order to set pricing.

Dr. Stempel: In the United Healthcare
database, a study that we did 3 years
ago showed the pharmacy costs to be
greater than the hospital costs. A
Medicaid population will show hospi-
tal costs to be greater than pharmacy
costs, but in this population, about
41% to 42% are pharmacy costs and
about 33% are hospital costs.

Dr. Berney: We were just finishing the
third year of an asthma disease-man-
agement program. The first year was a
baseline year. We have outcomes data
for the first year available at this time,
which show very substantial savings
when we used a prospective predic-
tive model to determine which
patients would eventually have to go
to the hospital or ED. Both kinds of
approaches are very effective. We
identified approximately 10 to 12
times the number of patients who are
admitted either to the ED or to the
hospital. Through our subcontractors
and outreach workers, we would
directly contact the primary care
practitioner treating the patient; we
had about 70 outreach workers inter-

cept the patients at home. We're using
the guidelines, which, as we know, are
probably the best tool we have at this
time for management. We've been
very, very successful. We've reduced
the rates of admission to emergency
departments and hospitals by over
50%. We have not seen a major
increase in the drug costs at this time.
Our patient-satisfaction surveys show
that about 85% of the patients we work
with are very happy with the program.
The doctors seem to have accepted
this as part of an asthma disease-man-
agement initiative on the part of our
Medicaid managed care plan. So from
my perspective, yes, the whole system
is working, as far as using the guide-
lines. And as far as the pharmacoeco-
nomic data is concerned, I think we've
all seen increases in drug costs as
more patients get appropriate therapy.
And when plans silo the pharmacy
benefit from the medical benefit, 1
think they’re actually missing the
point of trying to improve the health-
care of their population, which is a
point made in today’s presentation. I
think this point is something we real-
ly need to hear over and over again
throughout the country to be able to
produce improvements in asthma.

Accepting Pharmacoeconomic
Data: Is It Too Specific?

Dr. Turk: Does anybody have a clear
definition of a disease-management
program that we're all going to agree
with, and are people willing to accept
a study done in a different kind of
group, in a different location, for rep-
resenting what is happening in their
particular area®? We've heard many
requests from HMOs [health mainte-
nance orgainzations| that believe
they need to compare to a group that
is just like theirs, with the same
demographics and the same distribu-
tion. That’s difficult to do, and we
can’t generate studies for each kind of
group that exists, but we see a certain
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amount of resistance to accepting
generalized kinds of studies.

Dr. Berney: 1 think with healthcare
today being focused very much on eco-
nomic profitability, managing quality
initiatives becomes very difficult.
We've seen comments from experts in
the area that no healthcare plan should
attempt to manage disease and should
always outsource those tasks or seek
experts who will handle them outside
of the plan. This is a trend we should
start to look at. One of the areas we
can do this successfully is with phar-
maceutical manufacturers. Bringing
them to the table along with their
pharmaceuticals and value-added pro-
grams, having them focus on disease
management for the total population,
is really the way to go. I think we're
going to see more and more of that
over the next couple of years.

Dr. Tung: There seems to be a lack of
confidence in some of the pharma-
coeconomic data out there. Most of
the data comes from models devel-
oped by pharmaceutical manufactur-
ers with results tending to favor their
products. In most cases, the indirect
costs used in the calculations consists
of measurements that are subjective
and hard to validate, and the direct
costs may or may not reflect regional
or group experience. It would be
much more useful if the models allow
us to apply our own figures.

Dr. Nathan: It sounds like it would be
good to get somebody like Dr. Stempel
on board to help with the design of the
study so individual data can be
reviewed.

Dr. Tung: Absolutely. The model has
to be flexible enough for an individual
group to use its own numbers.

Dr. Stempel: We obviously had a finan-
cial sponsor of the study, but the peo-
ple at United Healthcare’s research
division, Ingenix International and I
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did all the statistical analysis, so the
data analysis and funding had some
distance between them. Partnering

“In bealthcare plans that don’t have the med-
ical data available at this time, I think the
only alternative is to look at some very basic
measures of the rate of $-agonist use to corti-
costeroid use. We need direction from our
national experts about exactly what that
should be so that we bave a pretty bigh burdle
to look forward to.”

—Stuart A. Berney, PhD

with industry to develop these sorts of
algorithms is in design. We mentioned
another study earlier, and what really
impressed me with that study was
how statistics can be altered to get the
conclusion you want. The bottom line
might be real but the numbers and
the data do not support the conclu-
sion.! Based on selection criteria, data
can be manipulated to make non-
significance or significance show up. I
think that really looking at the meth-
ods and materials used and how the
study was developed are important. I
think the important thing in this
analysis was that United Healthcare
can take their data back to their own
pharmacy committee.

Dr. Berney: For plans that want to see
the data for themselves, they actually
have the data in front of them. They
simply have to look at the ratio of
B-agonist use to corticosteroid use on a
1-month basis. And if these plans are
not above 10% or 15%, they really don’t
have to have it all laid out in front of
them to know they have a big problem.

In healthcare plans that don’t have
the medical data available at this
time, I think the only alternative is to
look at some very basic measures of
the rate of B-agonist use to corticos-
teroid use. We need direction from
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our national experts about exactly
what that should be so that we have a
pretty high hurdle to look forward to.
But unless we start aiming high, we're
just going to totally miss the mark.

Dr. Stempel: One of the things that is
important to look at is the actual uti-
lization of the drug. The data out of
Sweden are very impressive, and basi-
cally, Sweden is a 6 million-member
HMO. Their studies show that as the
use of inhaled corticosteroids is
increased through their national pro-
grams, essentially no mortality from
asthma is seen and the hospitalization
rates are reduced dramatically.

Data Consistency

Dr. Togias: The other point about the
reliability of pharmacoeconomic data,
of course, comes from the consistency
of the various types of studies. Dr.
Stempel used a straightforward clini-
cal study that looks at a concept and
tested it in real life this way to con-
firm it, which validates the pharma-
coeconomic data much more.

Dr. Eisenberg: 1 would agree with that
100%, and I would underscore about its
application in the real world because I
think that’s the power of this study—
it’s not a controlled study and really is
reflecting what’s actually going on.

Dr. Togias: But it also tells you that the
clinical trials are not too bad, either.

Breaking Down the Silos

Dr. Stempel: The data lines up; use of
inhaled corticosteroids drive the ED
rates and hospital rates down the
most with fluticasone, second best
with beclomethasone, although we
didn’t show beclomethasone data
today, and least with triamcinolone.
The costs all fit in at those various
areas. So the question is about break-

ing down the silos. Getting rid of the
silo concept and really getting to the
ultimate level of managed care, which
is coordinating, not siloing, is the issue.

Dr. Emons: 1 think, though, we're
assuming that formulary is one of the
major barriers to appropriate treat-
ment. I'm not sure that’s the case. |
think making a drug available on a
formulary is great, but I think it still
boils down to the practice guidelines
and really getting them put into
action. That’s where I think that the
more we can get outcome indicators
that we all trust, and if we can really
identify best practices and try to
share those, the less difficult it will be
to make progress. For me, that’s
where the HEDIS [Health Plan
Employer Data Information Set] 2000
measurement is a disappointment,
because I don’t think that’s going to
really help us identify best practices.

Ms. Stump: As 1 think through some
of the implications of what we’ve seen
here today, I think about how you
could tell a compelling story not only
within a health plan, but also to
employers. You could even start to
construct an opportunity in which
providers are talking to patients about
this. Data are available to show that,
and they also see we've thoughtfully
chosen not the cheapest drug but the
most valued drug for treating that par-
ticular situation. It’s where we need to
go in the future.

Dr. Stempel: The fact is that quality
saves money, which can be difficult to
convince some people of because it
means some up-front outlay of dol-
lars. Making that initial investment to
get to that higher level of quality is
really what’s necessary.
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