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CHANNELS
- Group purchasing organization
- Pharmacy chain
- Specialty pharmacy

PAYERS
- MidAtlantic Business Group
- CCIIO/CMS – ACA pharmacy policy
- Self-insured employer

ASSOCIATIONS
- Academy of Managed Care Pharmacy
- National Renal Administers Association
- National Business Coalition on Health

MANUFACTURERS
- Category launch strategy
- Product positioning strategy

CONSULTANTS
- 1798 Consultants
- Logistics Management Institute
- Tag & Associates

Product positioning

Claims analysis

Market research/analysis

Market modeling

Pharmacy benefits

Pharmacy coverage policy

Advisory board facilitation

Program development

Introduction to EBRA
Services provided:Serving:

STARTUPS
- Castlight Health pharmacy program
- Psychiatric telemedicine
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What is 
SPRx?



SPRx
different 
from 
other Rx



High 
average 
cost per 
dispensed 
SPRx



SPRx
annualized 
cost higher 
for diseases 
with small 
patient 
numbers (pg 1)



SPRx
annualized 
cost higher 
for diseases 
with small 
patient 
numbers (pg 2)



Many SPRx in 
development, 
especially 
oncology



SPRx split 
between 
pharmacy & 
medical benefit 
at about 50:50



Pharma
focus 
shifting 
to SPRx



Genomic 
testing 
identifies 
patients most 
likely to 
respond to a 
particular Rx 
(aka 
‘personalized 
medicine’)



High SPRx
trend for 
commercial 
payers 
(stats for 
pharmacy 
benefit only)



Biosimilars will complicate SPRx management



Brand replacement by small molecule generics



Growth:  Biosimilars ≠ small molecule generics
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Payers with 
>200 
workers 
two-thirds 
of all 
covered 
workers



Self-
insured 
employers 
usually 
deliver care 
through 
ASOs



Employers 
do not 
understand 
specialty 
pharmacy

50% said Medical 
benefit/all SPRx
≤6%



Ratio of 
MB/all 
SPRx is 
actuarially 
about 
54%

= 54% MB



Employers’ 
top SPRx
concerns

•Utilization
•Cost
•Compliance



Employers’ 
top SPRx
management 
strategies

•PA
•DM
•SPRx network
•Formulary
•Steps
•Quantity limit
•Move MB  PB

Abbreviations:
PA = prior authorization
DM = disease management
Steps = must-use-first therapy
MB = Medical benefit
PB = Pharmacy benefit



Most large 
employers 
find DM 
effective -
Expect more 
evidence-
based SPRx
management
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Specialty 
pharmacy 
SOC share 
varies with 
therapeutic 
category



Community pharmacy as SPRx provider?
• Walgreens, CVSCaremark and others have local pharmacy programs supported 

by owned/contract SP systems, purchasing contracts, personnel and expertise

• J Visaria, SG Frazee, AJMC, 2/7/13.  Express Scripts owns no retail pharmacies

• “Primary objective of this study was to determine whether there are 
differences in hepatitis C regimen adherence between specialty & retail 
pharmacy patients.”

• “…after adjusting for a number of known confounders, patients who used a 
single SP exclusively had on average 8.6% higher regimen adherence and 15 
fewer gap days than patients who used retail pharmacy exclusively.”

• “…patients using SP had nearly 60% higher odds of achieving SVR than 
patients using retail pharmacy.” (Abbreviation:  SVR = Sustained Virologic Response)





Shift of drug administration to hospital 
outpatient-coded site of care



Hospital outpatient site 
of care increasing:
1) 340B ‘profit’, 
2) hospital purchase of 
MD practices, driven by 
3) reduced MD Rx 
reimbursement, and 
4) MD office ‘economic 
referrals’ 



Some 
providers 
view 
340B as 
way to 
enhance 
bottom 
lines



Growing payer awareness of higher cost in 
hospital outpatient-coded site of care



ACOs



Some ACOs 
address 
specific 
diseases –
i.e., medical 
oncology



ACO Pharmacy benefit management is a work in 
progress
• ACO self-assessment survey fielded in late 2012 concluded:  “…for 

most of the surveyed ACOs significant improvements are needed if 
these organizations are to optimize medication use and improve 
patient outcomes” (J Manag Care Pharm. 2014; 20(1):17-21)

• “With our ACO, which began January 1, 2013, as a partnership with 
Walgreens, we are targeting improvements in the care of patients 
with high blood pressure, chronic obstructive pulmonary disease 
and congestive heart failure.” (Scott&White Hospital Llano 2013 
Implementation Strategy)



• University HealthSystem Consortium (UHC) is an alliance of >100 
academic medical centers and nearly 250 of their affiliate hospitals

• UHC will launch an SPRx program to provide patients with access 
to the SPRx they need at the hospitals where they are treated.

• The program will help members succeed in an ACO environment 
by coordinating care and services among inpatient settings, 
outpatient settings, infusion clinics, and pharmacies.

• The program will use a data repository based on medical record 
data to  track patient outcomes to promote the best therapeutic 
regimens and identify patients who have not responded to 
therapy.

UHC news release:  090913

ACO SPRx management also a work in progress



UHC news release:  090913

Market 
evolution 
and provider 
risk 
assumption 
will dictate 
where 
prescribing 
control 
resides



Risk-
based 
payment 
has 
several 
potential 
downsides
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Employers likely to migrate towards IRS 
‘safe harbor’ benefit designs at 60% MV 

• ACA does not require large self-insured employers to cover all EHBs
• EHBs included must provide a Minimum Value of 60% of total cost, or 

ER can meet ‘safe harbor’ designs (Internal Revenue Bulletin, 6/3/13)
• A plan with a $3,500 integrated medical and drug deductible, 80% plan cost 

sharing, and a $6,000 maximum out-of-pocket limit for employee cost sharing. 
• A plan with a $4,500 integrated medical and drug deductible, 70% plan cost 

sharing, a $6,400 maximum out-of-pocket limit, and a $500 employer 
contribution to an HSA. 

• A plan with a $3,500 medical deductible, $0 drug deductible, 60% plan medical 
expense cost sharing, 75% plan drug cost sharing, a $6,400 maximum out-of-
pocket limit, and drug copays of $10/$20/$50 for the first/second/third 
prescription drug tiers, with 75% coinsurance for specialty drugs (meaning 
patient pays 25%)



Expect 
more 
CDHPs 
(AKA high 
deductible 
plans)

Abbreviation:  CDHP = consumer-directed health plan (high deductible health plan w/health savings account)



Reference price brand and biosimilar biologics?



In 2013, 
~23% of 
employer 
drug 
formularies 
had ≥4 tiers



Employers 
likely to 
increase 
use of co-
insurance 
for ≥ 4th

tiers 



… subject 
to cost-
share 
minimum 
or 
maximum 
or both



Source:  Health systems strategy at the tipping point.  Advisory Board Co.  2013 

Private 
Exchange:  
New 
employer 
option to 
deliver 
health 
benefits



Source:  Private health care exchanges marketplace:  Current state, future implications.  E Kaplan, Segal 
Consulting.  1/10/14. https://www.frbatlanta.org/documents/news/conferences/14aca/kaplan.pdf

https://www.frbatlanta.org/documents/news/conferences/14aca/kaplan.pdf


Benefit 
consultants’ 
private health 
insurance 
exchanges 
projected to 
grow rapidly



Rx & SPRx impact of private exchanges
• Consolidated purchasing power of the big benefit consulting houses (e.g., 

Mercer, TowersWatson, AON, Buck)
• Less variability in medical & pharmaceutical benefit designs
• More lives under common control, subject to smaller number of and more 

consistently applied… 
• Drug formularies, including increasing number of tiers including SPRx
• Pharma manufacturer contracting for discounts, access & programs
• Prior authorization requirements
• Evidence-based disease management standards & programs
• Retail, mail order and specialty pharmacy provider networks
• “Big data” to identify high cost, non-responder, non-adherent patient

EBRA and private communication:  Peter Hayes, former 
director health & wellness, Hannaford Bros. Co.
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Expect 
increased 
SPRx
consumerism 
in response to 
CDHPs & 
higher OOP 
cost share at 
the POS
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Hepatitis C 
progression:

Most:  
Chronic & 
slow 
progression



Evolution of 
hepatitis C 
treatment

DAA:  Direct acting agent  (e.g., Sovaldi, 
sofosbuvir
PI:  Protease inhibitor (e.g., Olysio, simeprevir)
RBV:  Ribaviran
IFN:  Interferon alfa



At >$80,000 per 
course of Sovaldi (US 

price:  Lower elsewhere), there 
will be a high cost 
impact of full access



Compare US costs of Hepatitis C drug regimens



For the 
moment, multi-
Rx cocktail is 
preferred over 
single drug 
regimen

Twelve weeks of treatment with Sovaldi (sofosbuvir), Olysio (simeprevir) and 
ribavirin is more cost effective than 24 weeks of Sovaldi and ribavirin when 
treating interferon-intolerant people with genotype 1 of hepatitis C virus 
(HCV).

Publishing their findings in Hepatology, researchers conducted a cost-effective 
analysis of the respective regimens, both of which are recommended by the 
American Association for the Study of Liver Diseases (AASLD) and the 
Infectious Diseases Society of America (IDSA) for treating this demographic. 
Sovaldi/ribavirin is the AASLD’s preferred regimen, although it must be 
prescribed off-label because it is not specifically approved by the U.S. Food 
and Drug Administration.

Twenty-four weeks of Sofosbuvir and ribavirin costs about $169,000 and has 
cure rates between 52 percent and 84 percent. Twelve weeks of Sofosbuvir, 
Olysio and ribavirin costs about $150,000, with cure rates between 89 and 100 
percent.

On average, the Sovaldi, Olysio and ribavirin regimen would yield a cost of 
$165,336 per person treated considering all the aforementioned variables and 
would yield 14.69 quality-adjusted life years (QALYs), while Sovaldi and 
ribavirin would yield a cost of $243,586 and would yield 14.45 QALYs. The 
former treatment regimen would save $91,590 per cured person when 
compared with the latter regimen.



US Hepatitis C 
treatment cost 
compared to 
other diseases

Gilead public comments to CTAF report 
(next slide) 
http://www.ctaf.org/sites/default/files/u1
19/Public_comments_recd_Hep_C1.pdf

http://www.ctaf.org/sites/default/files/u119/Public_comments_recd_Hep_C1.pdf


Payer faces 
cost 
challenge 
due to high 
number of 
untreated 
patients



Payers 
will find 
SPRx
use hard 
to 
manage

(Abbreviation:  HCV = Hepatitis C)



Difficult to 
manage if 
evidence-based 
guidelines support 
use of new oral 
hepatitis C 
therapies (pg 1)



Difficult to 
manage if 
evidence-based 
guidelines support 
use of new oral 
hepatitis C 
therapies (pg 2)



Example: 
Tufts 
Health 
Plan 
Sovaldi
coverage 
policy



Some MD 
specialists 
suggest 
reserving 
therapy due 
to cost



More US citizens with insurance coverage



With insurance 
coverage, and 
ACA mandated 
no-cost 
screening:  

Newly ID’ed
hepatitis C 
cases expected 
increase



In 2013, hepatitis C 
patient “warehousing”



In 2014, 
patients 
demand 
and MDs 
prescribe 
these new 
therapies



Most 
analysts are 
very bullish 
on Gilead… 
due to 
expected 
high sales of 
Sovaldi



High cost, 
but…

Rationing!
Death 
panels!
Political 
pressure! 

will payers 
cave + cover?
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Breakouts

Issues to consider 
1. Judgment call:  Social equity vs your company budget?
2. Priority of addressing the best role for the new oral hepatitis C 

therapy?
3. Is there ‘low hanging fruit’?  If so, what and where is it?
4. If evidence-based guidelines suggest using the new agents, how 

would you factor cost into the coverage decision?
5. Address directly or ask contracted PBM, health plan or disease 

management vendor?
6. Process through which to make benefit design, provider 

network and coverage policies?  Employer vs contracted vendor 
roles?

Consider these issues from the perspective of
• Breakout group#1:  Self-insured employer’s human resource 

director
• Breakout group#2:  Health plan or PBM pharmacy director



Elan Rubinstein, Pharm.D., MPH
EB Rubinstein Associates
elan.b.rubinstein@gmail.com
www.ebrubinsteinassociates.com
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