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Pharmacy Cost Initiatives (For a Few Dollars Less)
Good morning.  I'm John Lowe, I'm the associate chief consultant for pharmacy efficiency and compliance.  I'm not sure what all that means, but in near terms probably means cost avoidance.  Just to do a little clarification up front, Monica has no responsibility for the National Cost Avoidance Plan, so if you're throwing anything direct it this way.  

Today we're going to talk about the history of the National Pharmacy Cost Avoidance Program, how it started.  We'll talk about some of the variance in drug costs around the system, and how that kind of raised attention to pharmacy.  We'll discuss some of the different pharmacy data sources, as you know there's different sources of data people look at out of pharmacy and get impressions on what our pharmacy costs are, or what they think they are based on that data.  So we'll talk a little bit about that.  We'll talk about the plan for 08, give you a heads up of what we're looking at for fiscal year 08.  And then Monica's going to talk about how do you actually implement this stuff at the local level, and how do you make it successful.

So some of the factors leading up to the National Cost Avoidance Plan was the high variance in drug costs.  When you looked at the different data sources across the system in both FMP, Financial Management Profile, and ProClarity, there's a large variance.  I'm sure you're aware of it.  And when we look at it, the variance doesn't seem to be related to the difference in patient mix.  When you look at costs and you pull out the percent of diabetics in the given network, it's pretty similar across the country.  We don't seem to have a big difference, although I hear it, I don't always believe that my patients are sicker, my patients are older, all that kind of stuff.  So we don't see that when we look at trends at a national level.  And one of the network directors in the system was looking at that variance in FMP and he said what would happen if everybody in the system functioned at the VISN 18 level?  You know VISN 18 has historically had very low pharmacy costs.  So he took the numbers out of FMP, took the number of unique patients, multiplied them out by the VISN 18 cost, and said well if everybody functioned at that level we'd save a billion dollars.  He wrote up his analysis and sent it to Mr. Feeley, the Deputy Undersecretary.  A billion dollars gets people's attention.  He called Mike Valentino, said what can we do, is this true, and can we get some of that money?  And what Mike said was well, certainly there's variance, certainly we can do things to get some of that, we don't believe there's a billion dollars, but we believe there is things that we can do.

So in background I want to talk a little bit about the databases briefly, I think most of you are aware of this, but ProClarity is what we use in pharmacy, and the numerator in ProClarity is pharmacy drug cost, it's what we dispense in a given time period.  So it's the prescriptions we dispense through VistA and it's based on the drug cost that's in VistA.  So that's where it's really critical that that drug cost be accurate, because if that drug cost is not accurate you can overly inflate your costs and give a false impression.  So the numerator is what we dispense in a given time period.  The denominator is pharmacy patients, patients that received a prescription during that time period.  So if we're looking at the second quarter, it's a patient that received a refill or a new or renew prescription in that time period.

KLF or FMP, as it's called now, Financial Management Profile, is what most of the finance people look at, it's what a lot of the Directors look at, lot of the Network Directors, CFOs are looking at.  And that's different, that numerator is all pharmacy costs.  It's what we purchased in that time period for inpatient and outpatient.  So it's a different number, and if your pharmacy pays for home oxygen, that's in there.  If you pay for the IV fluids, that's in there.  So it's a very different number than ProClarity, where ProClarity looks at outpatient, FMP can be looking at all drug costs for inpatient and outpatient.  And the denominator is medical center patients.  And again, that's a very different number than ProClarity.  Intuitively you would think they can't be that far apart.  Everybody that comes to the medical center gets a prescription.  But actually that's not the case.  And you look across our system, it ranges from in one network 75% of the patients get a prescription to 95% at another network.  We've done a little bit of digging to try to determine what's driving that because if you have 25% of your patients that don't get a prescription, you're going to probably like KLF or FMP data because your average costs will look very good because you have a big group of patients in the denominator that get no medications.  And what causes some of that is sharing agreements.  If you have a lot of sharing agreements with the military, and some people do where they do intake or discharge physicals for the military, you get a lot of patients coming in, they get into your database, they count in FMP but they never get prescriptions.  So they don't show up in ProClarity, so that's part of it.  Other medical centers may do regional readings for pacemakers, where data is sent in electronically and they look at the readings and send back a consult.  That gets into their denominator for FMP, but again not in ProClarity.  So that's some of the reasons why the range is so great, from 25% of pharmacy non-users to 5%.  KLF, there's several different reports that look at pharmacy, one is the 101 report, and 101 is looking at all drug costs, inpatient and outpatient, looking at pharmacy salaries, looking at money you spent on training of pharmacy staff so people like at this conference would be included in that 101 number.  Equipment, leases, all those kind of things.  And then trying to drill down a little farther they came up with 101a, and 101a is trying to look at drug costs.  And for the most part it is drug costs, but it's also what you paid CMOP.  And when you pay your CMOP bill you not only pay for drug costs, you pay for their operating expenses.  You pay their labor, electricity, leases, those kinds of things.  101a is consistent for all of us, so it's probably not a factor, but it does contain some things other than drugs.  And then again the denominator is unique medical center patients, not really pharmacy users.

I know this is hard to read, but what I wanted to point out was we still have variance across the system.  If you look at VISN 18, their rate per patient is 468, and the highest one is 609.  So again, almost $140 over eight months variance in drug cost per unique, that probably can't be explained by a patient mix.  It's more driven by prescribing patterns, community standards, those kind of things.  Now the good news if you look at this is that almost every network compared to last year is at a decrease in their cost per unique.  So certainly what you folks are doing is effective, that you are lowering your cost in almost every network consistently across the system.

And then looking at ProClarity, and again, this is outpatient costs and pharmacy users, it ranges from 429 in 18 to 511 in 17.  So again, that variance is less than $100, so it's different than FMP, but still variance that probably is not explained other than by prescribing patterns and those kinds of things, and presents some opportunity for us.  

So if you look at ProClarity and you say well what's the potential cost avoidance based on our outpatient picture anyway, you say if everybody functioned at the VISN 18 level, based on the data, I think it was seven months data, we could save $176 million, and if you annualize that it's about $300 million potentially if everybody could function at the 18 level.  Can everybody function at the 18 level?  Probably not.  But someplace in between there's probably ground.  We used to think that 18 had something different, that nobody else could get there.  But if you're following any of those numbers you'll see 18 is being challenged by VISN 4, by VISN 12, by VISN 9.  So that number everybody thought was artificial and unreachable, it's probably not.  And  other people are really doing things differently and getting very competitive numbers with 18.  In fact, if you look at ProClarity for this fiscal year, the first three quarters, they are not the lowest cost VISN for each of those quarters.  So there are other networks that are aggressively looking at cost avoidance and chasing them.

So the National Cost avoidance Plan, as we looked at the networks that had lower cost traditionally, there was a difference between those and those that did not have lower costs.  And one of the big reasons was they had a plan, they had a system, and those that had higher costs tend to have a PNT committee that talked about those things but they really never operationalized it.  They didn't have a plan, they didn't have follow-up, they didn't monitor their progress, and so one of the requirements when we came up with the thought to have a national plan was every network had to have a plan.  Every network was assigned a goal, so you had a goal and that was the amount of money you had to try to achieve in cost avoidance.  We came up with a list of initiatives based on what other people were already doing.  A lot of people said you guys just sat in a room and came up with 22 crazy things.  Well we really didn't.  We went out to people that were doing things – well we did a little bit – but for the most part we went out to networks that were successful and said what did you guys do?  And we gathered a list of what they did, and we said this makes sense for everybody to do some of these things.  And for the most part we thought it did, and so that's where we came up with a list.  Then we set a goal based on the average of the top 3 networks for 07.  And for 08 we're actually going to change that to the top 5, we're going to try to make it a little bit more achievable.  As you get into 5 networks you're probably talking over a million patients, so it's something that's achieved by a group with over a million patients, it should be an achievable goal for most of us.  And then to try to give everybody a little bit of wiggle room in addition to that, Mr. Feeley wanted every network to have an individualized goal, not the same goal for everybody.  And so based on where you started, the goal was to close 75% of the gap, so if the target was based on the average of the top 3, and that's 90% and you start at 70, your goal wasn't to get to 90, it was to get to 75% of the difference between 70 and 90.  Again, to give you some room for different practice patterns, implementation time, and those kind of things.

Each network was required to develop a written plan that included either the 22 initiatives or other initiatives.  You could use some of the 22, none, all, whatever the network thought was reasonable.  The reason we did that was we didn't want to set hard administrative goals in clinical areas.  We realized we were picking some numbers in areas, and we didn't want people to drive towards those numbers without thinking about the patients, and so that's why we said if you don't think this is right or you don't think it's doable in your network, don't use it.  Come up with something else.  Because there's plenty of other areas to find cost avoidance.  Each plan was reviewed by the PBM and Mr. Feeley's office approved it, and then we implemented quarterly progress reports, we'd pull the ProClarity data every quarter, although most networks are looking at their own data and pulling it monthly to make sure they're on track and that way they're not too far down the road before they know if something is working or not working.  And again, the goal is to reduce that variance in cost per unique.  We don't know what the magic variance should be, but we know it's got to be less than it is currently.  

Certainly we understand that things are going to change, that new evidence will come out, maybe they're going to say we should use TZDs, they're going to say we shouldn't use TZDs, we'll have to adjust our plan.  We know that and we're going to be flexible and hopefully everyone in the room will be flexible.  New generics come out, it makes sense to change things.  Networks can adjust their plan throughout the year.  You're not locked into your original plan, you get a quarter or two quarters into the year and you realize it's not working, or some assumptions didn't turn out, then change it.  You can come in and put in a request to change your plan, that's not a problem.  Another thing we did this year was we teamed up with the finance committee.  The National Finance Committee was very interested in operational efficiencies, as they call them.  And that was in pharmacy, radiology, lab, in looking at the cost per unique in all those different programs.  And they asked us not to change our program, because they knew we were doing something, but to join with them, and that's why your data, our data, is posted on their website every quarter.  So what we report out goes on the finance committee's website, and it gets in the green and red, everybody's focused on those colors.  They put it in there along with radiology, lab, pharmacy, and those areas.  Next year it's going to be part of the network director's performance standards.  We thought it was in 07, it didn't make it, but it is part of the performance plan for network directors in 08.  So certainly it's going to have a higher visibility and more people will be paying attention to it, because it's going to be listed as a critical element in their performance plan.

As we were looking at initiatives, we do go through and look at high cost areas, high volume areas, and then we look at differences in use.  If we're looking at alpha blockers or ARBs or TZDs, they're high cost areas, but then we look around the system, is there great variance in how they're used, they're used in 1% of the patients in one network and 10% in another.  And when there is that, and we don't really see any clinical evidence to be driving that difference, that's when we look at an initiative in that area.  We always hear about the community standard, but many times the community standard is not evidence-based, so we don't put a lot of credence in the community standard unless it's an evidence-based standard.  And we count on the MAP, Medical Advisory Panel, as we develop our plan.  We do take it to the VISN formulary leaders and the Medical Advisory Panel to make sure that we're not proposing something that they would disagree with or wouldn't be in line with their guidelines.  We also consider are there new contracts coming out, blanket purchase agreements, where we want to create an incentive for people to switch quickly.  Again, when you looked at cost per patient per network, those with lower cost make conversions much quicker than networks with higher costs.  So if you look at people switching say from sildenafil to vardenafil, those networks with the lowest costs switched 90% of the patients very quickly.  Those networks with higher costs take 3, 6, 9, 12 months.  It's very evident when you look at the data.  So sometimes we put those in the plan to create an incentive for you to change quicker, to get a plan, operationalize that, and put it into effect.

Just some examples of things we've looked at in 07 and are looking at in 08, one is the ARBs, and again the ARBs cost three times that of the ACEs, so there's still a price cost incentive to use the ACEs first line when you can.  And when you look at how they're used across the system, in one network 3% of all their patients are on an ARB, in another network 8.6%.  Almost a threefold difference in the use of those products.  Is that clinically driven?  Probably not.  Probably market driven.  CBOCs, patients coming in on it, those kind of things.  And so we think there's opportunity there.  Calcium channel blocker, unfortunately felodipine went generic, but the price really haven't fallen like it was expected, in fact the price increased.  You know Richmond has that contract with the VA, and they've actually increased their price this year.  It must be harder to make felodipine too, because there's not many companies out there making it, and so there's not much competition.  But amlodipine, there's a number of people making it, and that price is dropping quickly.  It was 28 cents last time I looked, it's probably lower than that, and it will keep going down.  So there's an incentive unfortunately, after all those years when we didn't want to use amlodipine, now there's a financial incentive to use amlodipine.  And if we change our patients from felodipine to amlodipine, it will save about $27 million.  Probably wouldn't push that as much if you could get felodipine and the price didn't increase, but now with the shortage and the price increase it probably makes sense to take a look at that.

We're looking at the treatment of diabetes.  We were looking at perhaps having to measure looking at all the costs to treat a diabetic, including insulin and oral agents.  And again, there's quite a range across the system, from $49 a quarter to $83 a quarter.  We took a look at the clinical performance measures also to see if some of the networks with higher costs had better hemoglobin A1C control, and actually that wasn't the case.  The case was the network with the lowest cost had the most number of patients in control, and they probably went to insulin earlier.  We saw no correlation between cost and outcome when we looked at that.  So our measure next year is going to look at glitazones because of all the safety issues and the range again, if you look at the different networks across the system it ranges from 1.84% of all patients at one network to 6.75% in another network.  So there's a great variance in use, there's probably some safety issues now so we think it makes sense to take a look at these patients, make sure that's the drug of choice for that patient.

We looked last year at the long acting opioids, and we're continuing to look at those.  Morphine SR is the lowest cost option, and again, we saw a huge variance in the use of fentanyl patches across the system.  Fentanyl patch is an appropriate product for some patients, but certainly it shouldn't be our first line agent for all patients, and even though it's generic it still costs quite a bit more at the oral morphine SR tablets.  We thought oxycontin was going to drop in price even though there's a lot of abuse issues, but there was a lawsuit regarding their patent, and generic manufacturers lost that and had to agree to pull their products off the market.  So we're back to only brand name oxycontin being available.  So that price is even higher than the fentanyl patch at this point.  We're going to have a measured look at that, and again the incentive is going to be to use morphine.  And we left methadone out of it completely this time.  There's so many providers concerned about methadone and to dose it appropriately, and may not have all the right training to use that product, and even though the initiatives weren't mandatory, people felt pressure to use methadone, and we didn't want people to feel pressure to use it if they weren't comfortable doing it.  So we pulled it out of it.  So if your network facility uses methadone for pain management, it won't hurt you or help you.  It's just going to be not in the numerator or denominator.

Just a simple one, this is just some things we noticed when we were looking at the data.  Isosorbide dinitrate costs a lot more than mononitrate.  A pretty simple change, a lot of networks have already made that change, but if you haven't it's something to take a look at, potential savings around the country is about a million dollars and it's a pretty simple change to go from the dinitrate to the mononitrate.  

Last year when we did our calculations, we did it on market share.  We would say if we're looking at alpha blockers we'd say what percent of the alpha blocker market in 30 day fills is for tamsulosin?  And this year we're going to change it.  We're going to still use the market basket concept, but we're going to look instead of percent of 30 day fills we're going to look at cost per 30 day fill for the group.  It really gets at the same thing, but it makes it easier when prices change, if we get a new contract, if a new generic comes out, we won't have to change the measure because we'll be capturing all that.  And the keeper for the facilities is to have that drug file accurate.  We just got a new price for tamsulosin, it went from $1 down to 45 cents.  So make sure that you drug file price is the 45 cents and accurately reflects that.  Again, the market basket, we try to pick the relevant drugs, whether it's alpha blockers, ACEs and ARBs, oral hypoglycemics, trying to capture all the products that would be included in that market basket.  And then again, we're going to put out results quarterly by the PBM, and I think a lot of networks continue to do this monthly because sometimes quarterly is just not soon enough.

So I talked about this earlier, the target is based on the top 5 networks for most of the measures.  Several measures for 08 is going to be based on the national average, and those are areas where there is a changing use pattern, for example the alpha blockers.  If we set it at the top 5, only probably the top 2 are going to make that measure, no one else will ever make it.  We're going to set that one based on the national average.  And then what we're really trying to do then is just have the outliers that are really outliers in terms of use, look at their practice pattern and see what they can do.  So there's three or four measures we're going to set at the national average, and again, to try to get the outliers in those areas to focus on how they're using those products.  And the goal would be the same, reduce 75% of the gap between the top 5 or the national average, depending on the measure.

The goal, every network will get a cost avoidance goal in terms of dollars.  So if your network goal is $4 million, then to be green on the finance committee scorecard, and to be satisfactory on the network directors performance plan, you'll have to achieve 50% of that, or $2 million.  So if you think about the system there's a lot of fudge factors built in, so we're going from the average to the top 5, and then 75% of the gap, and that comes up with a total, and then your goal for the network is 50% of that assigned goal.  So there's a lot of fudge factors built in to help everybody be successful.  And again for next year none of the national initiatives are mandatory, they're optional and folks can elect to use them, or substitute others.

So what happened in 07?  07 was a very good year for us.  Every network achieved the satisfactory level of green.  Everybody as of the second quarter was at that mark, and right now every network is actually at the 100%.  So every network has achieved 100% of their goal for fiscal year 07.  Based on our second quarter data, our cost avoidance is projected to be $150 million for 07 our plan is for 98% as I mentioned everybody has hit 100% of their goal, and many have exceeded it by a lot.  So we're on target right now to achieve about $150 million in savings.  And you guys know as I know, you can make numbers say anything.  It's easy to say we had $150 million in cost avoidance, but how do you prove it?  Well if you look at what pharmacy actually spent this year, if you look at FMP data where it shows pharmacy purchases, we spent about $100 million less this year than we did last year at the same time.  That's pretty hard savings, we can't manipulate those numbers.  I'm pretty confident that our projections are right on.  Some of that savings goes into new drugs and new therapies and new patients, but a lot of it is true hard savings.  In fact, the head of finance for the VA has called Mike Valentino and said what's going on, we projected you guys were going to spent 4% more, and you're spending 4% less.  There's a lot of factors in that, including some big generic drugs that went this year, simvastatin and sertraline, but also all of the efforts people here are putting forth on these cost avoidance plans.

And this just shows the variance.  The blue line is the variance in dollars, and the purple is the variance in percent, and it's looking at what's the difference in the cost per unique in the highest network and the lowest network, and you can see from fiscal year 99 through third quarter 07 that number is really dropping, and it's dropped a lot in the last couple of years.  And we expect that variance to keep going.  And what we've told people in central office in the finance area, and Mr. Feeley in administration, that we'll expect to see this number continue to drop probably at a slower rate, and there's going to be a point where it won't drop anymore.  That this isn't something that we can do every year and get these kind of cost avoidance savings.  We'll always be looking for cost avoidance, but we're not going to see drops like this continue, and they shouldn't put that into their budget projection for future planning.

So for 08 our plan is about $100 million in cost avoidance.  Fewer initiatives, I think right now there's 15 suggested initiatives, and then we're asking each network to do one initiative in the area of EPO and darbepoetin.  We think those products are probably not used appropriately, and every DUE that we've seen, when people look at how they're using those products, there's a lot of opportunity for improvement.  You can focus that initiative on safety, on cost, whatever you want.  We're not going to really track it in terms of cost avoidance, but we think it's important to do.  Some networks may elect to pick one agent as a preferred agent over the other.  Some agents look at safety, some may look at dose.  But we just want folks to take a look at how we're using those products.  And the baseline for next year is going to be the second quarter of 07.  For 07 our baseline was the first quarter of 06, for 08 it's going to be the second quarter of 07, and then what we're thinking now for 09, it will probably be the third quarter of 08.  So we're trying to get the baseline closer to our starting point.

That's an overview of where we came from from the national perspective, why we put the plan in place, and now Monica is going to talk about how to really implement that plan and make it successful.

Monica:  Hi, I'm Monica Schaefer, and I'm the pharmacoeconomics pharmacist at the Kansas City VA Medical Center within VISN 15, and now that John's talked about how the national group is calculating cost avoidance initiatives, I'm going to speak about how we as a facility and as a VISN have implemented several projects over the last year or two.

Some of the things I'm going to be talking about include utilization of a therapeutic interchange checklist.  As John noted, the VISNs that are able to quickly convert medications from one contract to another have the better cost outcomes.  I'm also going to talk about how we've used technology to accomplish those therapeutic interchanges, and we've recently in the last couple of years really looked at using the reminder dialogs to facilitate in-clinic therapeutic interchanges and to do prior approval for medications.  And also briefly touch on a new process we're using to automate the processing of prescriptions when we're doing a therapeutic interchange.

As John had noted, and as you know from being in the VA system, therapeutic interchanges are the substitution of one product with a therapeutically similar in safety and effectiveness type product is really a staple of our pharmacy cost avoidance programs.  The VA formulary system is dynamic, things are always changing as the national PBM is negotiating new mandatory national contracts or blanket purchase agreements, things that are driven by market share incentives.  Also, in the clinical realm there is constantly evolving evidence that changes our treatment guidelines, our criteria for use, of different agents.  And as well, our performance monitors, both economic and clinical quality driven monitors are changing as well, and so we need to be able to change to meet those.  And what all this means is as we have evolving clinical, economic, and humanistic data, the value of our drug products is constantly changing.

It sounds really simple and basic, but implementing a good sound therapeutic interchange checklist and really using that with each and every interchange that is performed, will really help to streamline the process and make sure that different steps are not missed in that.  A lot of planning, good planning with other people that are involved in the process of doing the therapeutic interchanges can really save you time and heartache in the middle of it as you're trying to perform that conversion over to the new drug.  Some examples in one area is just coordinating the process ahead of time with those people again, taking a multidisciplinary approach to planning the process.  One of the things that we try to determine is whether the particular therapeutic interchange is appropriate for an automatic substitution by pharmacy versus some manual or in-clinic process for therapeutic interchange.  We need to establish up front criteria for converting eligible patients.  Not all patients are going to be eligible for therapeutic interchange from drug A to drug B, and some of those reasons may be that they have other drugs that they're on that have a significant interaction with the new drug versus the old drug, and they need to remain on the old drug.  They may have specific contraindications to use of the new drug, or a history of adverse drug reaction or allergy to that, and we need to be sure that we are thinking ahead of time about those things and weeding those patients out from the conversion, that will help save some as I mentioned heartache during the process, and doing the appropriate thing for the patient.  We also need to delineate the prescription parameters for the new conversion drug.  How many days supply are we going to give, what quantity are we going to give initially, how many refills, is this going through CMOP or dispensed locally?  So we really need to think about when we're inputting that prescription for the new drug, what is that going to look like.  We also have different interchanges which I'll be touching on briefly here.  We may want to make some edits in the computer to help facilitate that, or come up with templates in CPRS to facilitate the conversion or documentation of such, to help the providers order the drug more efficiently, and oftentimes we also want to establish a lead clinic.  For example, we have pharmacists staffing different specialty clinics, if it's specialty drugs say like a diabetes drug, then we get our diabetes pharmacist and providers involved so that they can field questions and be available for consultation as things come up that we may not have thought of in this very strategic planning process.  Also at the beginning we also determine whether or not we need to do a concurrent DUE to see how the therapeutic interchange is progressing, whether any problems are arising, is it going as we planned, if we really want to keep a good monitor on that.  And I can't stress enough, when you're coming up with plans for doing these therapeutic interchanges it's very important to estimate the time commitment not only of the pharmacist staff involved, but definitely the physician staff who are involved, and think about the things that may come up with that.  And whatever plan that you are taking to do this therapeutic interchange, you have to really assess the feasibility of the proposed process.  You don't want to get in the middle of something and not have enough time to take care of the patients adequately with plans that you may have.

And as you all know, as you're doing a therapeutic interchange, we need to get different approvals depending on the policies and procedures at our individual medical centers or VISNs.  We create notifications, and oftentimes those need to go through a PNT or even a patient education committee for the letters or notifications that go to patients.  Of course any therapeutic interchange that is going to involve an automatic substitution by pharmacy needs to go through PNT for approval and input, and speaking from our VISN, we have an integrated VISN and we try to coordinate a lot of these interchanges as a group so that we're not completely recreating the wheel at each site, so we may have one person or one site that's developing conversion materials and share those with others, so that we really make more efficient use of our time.  And as I've already mentioned, obtaining any committee approvals that are required at your site or within your VISN, you want to plan those ahead of time and get those done as quickly as possible.

Everybody needs to be educated and notified to some degree every time you're doing a therapeutic interchange, that includes the patients, that also includes your medical staff, physicians, nurses, pharmacists, anybody who may be affected by the conversion and needs to know.  In pharmacy I can speak to the fact that we do do in-services with both the inpatient and outpatient groups, and do some education on how that will look or proceed with each of the divisions.  The processes are often different depending on whether you're on the inpatient or outpatient side.  Some ideas for provider notifications, there's always e-mail.  If you have a webpage, something that they can go to easily, consider that for a repository of information.  And we also do face-to-face meetings at times as needed with the different service areas, such as primary care, subspecialty, depending on the conversion and who will be affected.  One thing that we found has been really helpful is alerting our triage nurses at the VISN level and locally as well when we implement a medication conversion.  They often get a lot of the phone calls, and have to field those, and this really helps with them.  We've heard them have very positive comments about thanks for letting us know, we know what to tell the patients now, and this helps things go more smoothly.  Also it's good, whether it's at a service level or at your medical center level, to have a shared information repository for all the appropriate materials for the conversion that people can refer to.

Don't forget the inventory changes that are needed, especially if you're in pharmacy and working in that realm.  The new drug needs to be stocked for both outpatient and inpatient as appropriate, pull and return the old agent from any areas in the hospital where you may be storing the old drug, replace it with the new one.  If you have ScriptPro, Pyxis, other pharmacy automation areas, be sure to remove the old drug from those and stock it appropriately with the new drug.  As well if you need to order in unit dose for bar code medication administration, or you use a unit dose package or to stock the new drug, these are all things that should be taken care of ahead of time at the appropriate time before implementing the conversion and to make it go as smoothly as possible.  And the PBM does a really good job of communicating with CMOP when we have a new mandatory contract and the approximate time that will go into effect.  But we find that it's always helpful if we go ahead and alert CMOP, hey, we're going to go ahead and implement it this date and time with our estimate of what our needs are going to be, and that really seems to help.

During the planning phase we also do a cost analysis, set up a database to look at our baseline costs, and then select time points throughout the conversion to track our success with that.  One thing that we really want to stress with this is don't forget to monitor migration.  John had mentioned that there were different market baskets depending on your initiatives, keep those in mind, track whether there are prescriptions going to those areas and how you're doing on the initiatives, whether it's a national initiative or just something you're wanting to track yourself to see how you're doing.

After all that planning, then you actually have to implement the therapeutic interchange, and what we do is ultimately we'll end up creating a database of all the eligible patients after we've used different reports and such to weed out those patients who are not eligible for the conversion due to ADR or contraindications, whatever.  We have a different process for inpatients versus outpatients.  Inpatients, we can pull a list of those maybe once, maybe it's on a daily basis for a period of time, until we feel like we've really got the conversion done, and have those pharmacists in staffing those areas convert the inpatients over.  And then we also do a process to convert the outpatients to the new agent.  We like to notify of course the patient every time we do one of these, and we often do that through sending a letter to those patients, we're also looking at using AudioCARE to do automated telephone voice messages that are HIPAA compliant to those affected patients, and that could help really reduce our workload if we're able to be successful with that.  The drug file needs to be updated as part of those tasks if applicable, change the formulary status of the affected drugs in the interchange if applicable, update your drug message fields with any restrictions, whether or not the drug will be going through CMOP still or not.  I had mentioned we often use computer edits to facilitate these, so we need to implement those changes and get with our pharmacy ADPACs or CACs to help do those things.  The old drug needs to be discontinued to avoid any duplicate therapy and the problems that may go with that.  And if applicable, perform chart documentation.  We don't do that on all of them, but there would be certain ones that we would want to do that.

Now I'm going to talk about some technology that we've used to actually implement these therapeutic interchanges and do prior approval for drugs.

So using reminder dialogs for in-clinic interchanges, the target drugs that we would use those for are where newly negotiated contracts have been done, or there's a newly designated preferred agent in a class, a blanket purchase agreement, and in addition to that, the switch from one product to another requires specialized training or a specialized process one-on-one necessary prior to transitioning to the alternate product.  For example, we've done in-clinic conversions with our oral inhalers because we really felt like we needed to train the patients on the new product or device.  As well we recently did a switch-over from one type of blood glucose machine to another, and a switch from one test strip to another, and obviously the patients had to be trained on the meters and strips before transitioning to the new product.

The way this works is that a reminder shows due for anyone with an active prescription for the old drug, the one we're trying to switch out with the new drug.  The reminder dialog provides a brief description of why we're performing the interchange, maybe some brief information on evidence-based guidelines to support that, dosing recommendations for switching from one product to another that helps the provider, and we try to incorporate a end-user friendly ordering process to do efficient switch-over to the new drug.  Discontinuation of the old drug will make the reminder go away, so that if the patient shows up again the reminder will not show due.

And here is the screen capture showing how this works.  I know it's a little small, maybe a little bit difficult to read, but this is the front page of CPRS, and under the clinical reminders a couple from the bottom there is a reminder that's showing due now, titled patient on oral steroid inhaler.  And this is what we implemented for our conversion to mometasone from other oral steroid inhalers.  And the reason that this reminder is showing due for this particular patient, if you'll notice on the left under active medications, this patient has an active medication for flunisolide oral inhaler, and so that's why the reminder is firing and show the provider that the patient needs to be switched over, trained on the new inhaler and switched over.

When the provider actually gets into the reminder this is what they would see.  At the top there's a brief explanation for why this reminder is showing up, we're in the process of switching from flunisolide, fluticasone, or triamcinolone oral inhalers over to mometasone.  Below that then the provider selects the radio button next to the drug and dose of the patient as currently on.  Upon selection of that radio button it expands vertically then to show the recommended drug order for that patient.  In this case the patient had been on flunisolide greater than or equal to 4 puffs twice a day, and the recommended conversion was mometasone 2 puffs at hs.  

So after clicking on that medication order, then the physician clicks finish and it will take them into the actual medication order.  So they don't have to flip back and forth between this, this is all built into the reminder dialog, and the default dose here is what was recommended for the conversion dose, two puffs at bedtime.  So they can enter the medication order right then and complete this conversion while the patient is there.  

As I mentioned, we've used this process to implement our conversions for our oral inhalers, and this is a look at the number of day 30 Rxs that were dispensed at the Kansas City VA.  We began the conversion from salmeterol to formoterol in the first quarter of 06, and you can see a sharp change in the number of prescriptions for each of those agents beginning then.  And then we do see a gradual change over time, when you're doing an in-clinic thing it's more gradual than if you can just flip it over, but we really felt like it was important to educate the patients on these products before switching them, and so that's what we did here.  

In terms of cost, when we look at the total cost for the long-acting beta-agonists for the Kansas City VA, we see that from the time that we began the conversion to our most recent data, we're spending about $25,000 less per quarter at the Kansas City VA, or $100,000 per year in cost avoidance for this project.

The example I showed was doing the inhaled steroid conversion, and you'll see we had implemented this beginning in the fourth quarter of 06.  The curves look very identical for these two, you start to see the divergence with an increase of mometasone, decrease in flunisolide, and the bottom line, the yellow one, we didn't have much utilization of fluticasone from the beginning, so you're not seeing a lot of change there, but we did have some decrease in that as well.

And our total cost avoidance here, you can see the change in the total cost per quarter.  That first quarter we did have a bit of a spike with the contract change and trying to get our market share over to one side versus another and the change in the prices as well, but overall now at the Kansas City VA it looks like per quarter we have a cost avoidance of about $10,000.  There's even more to this, it was difficult to separate out and include and show what was happening, especially since we did the conversions at different points in time.  But there are additional cost savings from our conversion from Advair to the separate formoterol and the mometasone products, which is also significant.

The next thing I want to talk about is how we use reminder dialogs to do prior approvals for drug products, and I think this is probably one of the most successful things that we've done within our VISN to impact drug costs.

So to give a little history on how we handle prior approval non-formulary drug requests in the past, I'll just give a brief description.  All non-formulary drugs, things that are truly non-formulary, marked NF in the drug file, require an approved consult before dispensing the drug.  In the past there had been things that were designated, they were formulary but were prior approval drugs, and we felt we knew we had little control over the prescribing of that or the utilization of those drugs.  We tried to implement and say that they needed to go through the NF consult just as if they were a non-formulary drug, but really the only way that we had of communicating that to the provider at the point of entry was through restriction messages, which didn't seem to be as effective as the NF that's next to the drug when they order in CPRS.  As a result, we used reactive methods to ensure appropriate usage.  Basically when a drug product or a non-preferred drug product, we started to see a spike in utilization or noted that, we would go back and review those patients and try then to switch them to the preferred agent.  So it was like doing backtracking or a reactive method.

The drugs that we've looked at to target with this process then are the ones that are considered formulary, marked formulary, and they have specific criteria for use or restrictions, either at the national or VISN level.  Something that we have some specific guidance on how the drug should be used appropriately for the best value.  In addition, these would be high volume, high cost drugs, and/or have significant safety concerns that we would want to be sure as being looked at prior to using.

As an example I'll talk about the ARBs, because that was the first project we did.   I think our product back then was herbasartin, was formulary, with a drug restriction message that it was restricted to VA hypertension guidelines.  That was basically our control message, or our restriction message, in the drug file.  Upon looking at those ARB patients, we in looking at whether they were appropriate or whether they should be using another antihypertensive agent, we found that 50% of patients did not meet the national criteria for use, and we undertook a medication conversion of those to other products.  As you can imagine, that was a very labor-intensive individual patient chart review, coordinating with the providers.  It was inconvenient for the patient at that point then to switch over, and also for the providers to explain, select a new product, and if appropriate have those patients brought in for blood pressure rechecks.  In addition, we at that time had required a non-formulary consult for implementing or starting a new patient on an ARB, and so that required individual review by our non-formulary pharmacist, which was quite time-consuming.  

So basically we were looking for a better way.  And one of the pharmacists within our VISN was actually at this conference a couple of years ago and found an idea using reminder dialogs to help facilitate prior approval of these formulary high-cost, high-volume drugs.  You access the reminder when in a progress note, just as any other reminder, and we did use the ARBs as our first example. 

This is what it looks like.  When the provider is in a note, under the reminders, the prior approval or non-formulary drug reminder shows up all the time for any patient regardless, and they can select that to request one of these drugs, or even a non-formulary drug.  

What happens then after selecting that is at the top we have those prior approval drugs listed.  Right now in our VISN we have ARBs, beta blockers for heart failure, and Plavix are the prior approval templates we've designed.  The provider checks which of those that they are requesting, and if it's not that one, it's a non-formulary drug, they go down to the bottom there and select their individual site within the VISN to process a non-formulary consult.

Back to if the provider clicks on ARB, it then fires a list of questions for the provider to answer to determine whether or not the patient meets criteria, and this particular one is set up by indication, so the provider will choose the indication for which they are using the ARB.  And that then will start a vertical cascade of the questions.

And here you see the example where a provider has selected the patients being treated with the ARB for CHF, and other questions that follow.  And the computer automatically through this reminder technology determines whether or not the patient meets criteria for the use of an ARB.  And if the questions are answered such that the patient meets the criteria, then the provider at that point in time is immediately allowed to go into the medication order, order the drug for the patient without any delay, such as what occurs with a non-formulary review.  

And the provider clicks on finish and that then takes them into the ADR package, or the medication order depending on how they'd answered the questions previously.  If the provider had answered that they wanted to prescribe this drug because the patient had had an ADR to the preferred agents and it had not yet been documented, it would take them then, the way the dialog is written, it takes them into the ADR package to enter the allergy.  

After doing that then it takes the provider straight into the medication order, and you can see here the provider had clicked on CHF and valsartan is our national contracted ARB for use in CHF, and so it automatically goes to that drug for the provider to order.  And it's set up with default doses and all of that is set up, the schedule.  And if you note in the comments section of this order, it defaults as well to saying MUE criteria met, MUE meaning Medication Use Evaluation.  Those comments come through on the backdoor side for pharmacy, they see that, and they know that the order that's been placed has gone through this prior approval process and they can process the order like that, again, resulting in no delay.

Now what if the patient doesn't meet criteria, what happens then?  Well, if it gets to the point where it says game over, no proceeding forward in the reminder programming, then it does tell the provider right there the patient does not meet criteria, gives some suggestions such as use of hydrochlorothiazide or a formulary ACE inhibitor as alternatives, but it also gives the provider at that point the option of hey, this is an extenuating circumstance, I want somebody to know some more relevant information.  It allows them to enter an abbreviated consult to their specific site for individual pharmacists and provider review, depending on how your consult process is set up.

And this is what it looks like, it's really just asking for a free text entry of the reason for that.  We don't make the provider go back through our standard non-formulary consult, answer questions they already have.  It saves time, and yes, then that is individually reviewed.

At the end of processing the reminder, the responses to the questions that have been asked are filled into the note that the provider is in.  In this example it's a separate note, but what we more often see is that this is included in say a primary care visit note.  So it's part of that note that the physician is writing that day for the patient, they don't have to get out and go back in.  Once they sign the note then those responses are recorded and kept in that progress note so that we can go back and refer to those answers if we need to in reviewing say an abbreviated consult.

And here are some results for VISN 15, the west side of our orbit that participate in this process.  I'll explain that we are an integrated VISN, and so there's a drug file that's used on the west side of the orbit and there's a drug file that's used on the east side of the orbit.  What I'm showing here is the results for the west side of the orbit.  We all operate off of one drug file, so we do everything together we really have to standardize, and we implemented this procedure in second quarter fiscal year 05 and you can see how we sharply dropped and up to recently we have decreased to 14,000.  Day 30 Rx is for ARBs.  And what you don't see on the slide but I did look into is during the same time period the number of prescriptions for ACE inhibitors has stayed static, while the number of prescriptions for hydrochlorothiazide has increased.

And here are the total costs for the ARB class reflected in the same time period.  For our west side of the orbit in VISN 15 we are spending approximately $140,000 less per quarter, which translates to about $560,000 per year.

Another example I'd shown was the prior approval that we had implemented there, it was listed up there for clopidogrel.  And you can see for the west orbit again, the number of day 30 Rxs when we implemented this in the fourth quarter of fiscal year 06, prior to that we had about 24,000 day 30 Rxs per quarter, and with most recent data has decreased to a little over 14,000 day 30 Rxs per quarter.  At the same time we've seen the number of prescriptions for aggrenox increase, so again looking at this migration and how that's effected, we did expect that so we wanted to be sure we were looking at that.

And here's the total cost for the combination of clopidogrel and aggrenox in VISN 15 west orbit.  We had started out spending about $1.9 million per quarter, and most recent data shows we're spending on the combination of these two about $1.3 million per quarter, which equals out to about $2.4 million annually for just the west side of our VISN.

So to reiterate the benefits of using this prior approval system, providers, we've gotten a lot of positive feedback in that they get immediate response to whether or not the patient meets criteria, and they can actually enter and order the drug at that point in time.  It saves time, they can send in the request, do the documentation, order all in one process.  It's a proactive way for us to address these medications so that we're not constantly okay, now look at what's happened, we've got to go back and fix this, and then having no control over how the utilization of that drug proceeds in the future.  We feel like we're getting improved reporting of allergies and ADRs through this, and we do feel like it promotes evidence-based guidelines if criteria are set up based on evidence-based guidelines from the national PBM and MAP.  And as you can see, we've had improved drug utilization and expenditures as a result.

The burning question some of you might have out there, I know we did when we were setting this up, is okay, we are going to pilot this, but we are going to go back and look and say okay, if people know when they're entering this the way that they should answer the questions so that they can get the drug, are we going to see that being done when the patient doesn't really meet criteria.  And we did take a large sample of patients, went back and looked in the chart, and we were actually able to validate that over 90% of the patients prescribed an ARB after implementing this did have documentation in the chart that showed they met the criteria.

The last thing I want to talk about is a process that we've recently implemented to do automatic processing of prescriptions through the use of Procomm Plus interface.  This idea we got form the San Diego VA Medical Center, Pharmacy ADPAC who'd been there for a long time who's now retired, designed this process and we got the idea and process from them.

Drugs that we target with this auto-prescription functioning, again, therapeutic interchanges due to newly negotiated contracts, etc.  We want a quick switchover, it's appropriate to do that, and we can easily define or standardize the prescription characteristics, or if there are safety concerns, something like that where we need to do a blanket discontinuation of the drug, this really works well and is very efficient.

So the process again is as we would do for other therapeutic interchanges, we use various reports from Fileman, etc. to identify all the patients eligible for the conversion and weed out those who are not, and we combine all of those reports in Access to come up with a final patient list.  Then we export that final list of patients into Excel to manipulate the data for ultimate entry and processing through the auto prescription function.

Here's an example of what that final Excel report would look like.  Note especially on the bottom line the column headers.  The Access report then will read from those headings to insert the data into the report that is generated.

Here is a screen capture of what that Access report program looks like, and you'll see on the right hand side of the screen the S2, S3, those different S variables, and then to the right of that how it is pulling data into a final report and it's reading those column headings from the Excel file I had just shown, such as provider, fill date, refills rounded, those kinds of things came from the Excel report.

This is what the Access report output looks like, and it generates for every record or for patient this data on those variables.  Fills in variables from S2, S3 etc.  Which will then be read by the Procomm interface and the program written there to do the auto prescription processing.

You'll notice here in the background here on the toolbar it may look a little different than what you've seen before, that is part of Procomm, and you'll see down in the body of this is the programming language for this auto scripting function.  Those S variables are listed at the top for the program to read and pull in from that Access report.  And there are also, you'll see at the bottom some other programming language when target statements and such.

And here you see VistA operating with Procomm in the background, and this is basically taking the information that was generated and put into that Access report, reading from that, and automatically generating the prescription in VistA without the person having to do manual entry.  We do monitor and watch this as it's going.  Sometimes you may have a statement that comes up that you have to intervene and answer that you hadn't thought about before, but you can always go back into the program, oh I hadn't thought about that question, and program it in and program your responses to that.

We recently used this auto scripting function for the conversion from levalbuterol to the proventil HFA product.  This graph is divided into months, and we undertook this conversion beginning in March.  You see this looks different from the in-clinic interchange, it's very sharp diversion of the lines and use of proventil HFA, the blue line, and a very sharp decline in the use of the levalbuterol inhaler, with a yellow line.

As well here's the total cost for the Kansas City VA only.  It's about $3600 per month, and that will translate into over $40,000 cost avoidance for the year.  So if you think that's just one facility, that's going to be quite a substantial amount if an entire VISN were to implement, which we have, but I'm just showing the data right now for Kansas City VA.

As you all are probably aware, the warnings for quinine use in leg cramps, the risk outweighing the benefit, were again really emphasized recently, and based on that our PNT had made a decision that we would no longer provide the product for leg cramps.  We used this auto scripting function to do a mass discontinuation of the prescriptions for patients who were using for leg cramps.  And you can see again, a sharp decline in the number of prescriptions.

So really what this helps with is the efficiency all around in completing these conversions.  We had done a little bit of a time and motion analysis, and we estimated that we could enter 50 to 60 prescriptions per hour using a manual process, sitting there typing and converting those prescriptions.  With the use of this auto prescription function we found that we were able to generate a new prescription every 6 to 12 seconds, depending on the different interchanges we've done.  As we get better at the programming and stuff too I would expect that we'll probably get that time down a little bit closer to the 6 seconds.

And to give an example for a large conversion of 2000 prescriptions, we had estimated a time savings of approximately 30 man-hours, and that does include the time to set up the program in the background, run all the reports, all of that, and to process that.  So we did include the time it took for set up of that.  We were able to discontinue the quinine prescriptions in less than 30 minutes, that goes extremely quick.  I know that's not a situation that comes up very often, but it did make it a lot more efficient and less taxing for us to do manually.  And the terminal emulation software, Procomm, is really cheap, costs about $120 per copy, but you could also do this with another type of interface.  I know a lot of people have KEA term, need to come up with the programming for that but it's something that you could consider doing.
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