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Coverage Initiative Progress Report

We are excited to announce that September 1, 2008 marked the 
completion of the fi rst year of the Coverage Initiative (CI) program 
which expanded the scope of services for Medical Services Initiative 

(MSI) members to include primary and preventive care. Among the enhanced 
services are immunizations, preventive screenings, an expanded dental benefi t, 
Medical Home linkage, improved access to specialists, increased number of 
case managed lives, and greater penetration of a county-wide health information 
exchange. 

The foundation of Orange County’s initiative was to create a Medical Home 
model of care where each patient would be assigned to a primary care physician 
for improved continuity of care. Our goal continues to be one that educates both 
patients and providers of the newly available services and to see improved and 
more appropriate utilization within Orange County’s healthcare system. 

To assess these goals, claims data from September 2006 to June 2008 
were analyzed to examine utilization patterns over time. Results are highly 
encouraging! We have observed a steady growth in visits to the Medical 
Home, with a concomitant decrease in visits to higher levels of care, such 
as inpatient hospitals and emergency departments (see Figure 1). These 
strong relationships indicate that the MSI’s expanded scope of services and 
educational programs have already had a substantial positive impact on 
resource utilization.  

Another very encouraging trend is that MSI patients are using an array of 
preventive services to a greater extent than prior to the Coverage Initiative. 
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Figures 2-7 show the number of approved claims 
for mammograms; PSA tests; PAP smears; and fl u, 
pneumovax and tetanus vaccines from September 2006 
to June 2008. The vertical line drawn at September 
2007 indicates the start of MSI’s CI program. There is 
a clear and steady increase in the frequency of these 
preventive screenings. The dramatic rise suggests that 
MSI members are now seeking medical care earlier, better 
managing their chronic illnesses and potentially avoiding 
complications which may require emergency services or 
hospitalizations. 

Figure 2.

Figure 3.

Figure 4.

Figure 5.

Continued from page 1

There are a number of other successes that the MSI 
program has achieved this fi rst year. First, a network of 
over 180 Medical Home providers was created—nearly 
100% of which are within a fi ve-mile radius of every MSI 
member’s residence. In addition, every MSI member 
was successfully assigned a Medical Home by June of 
2008—three months ahead of our goal! 

Second, based on feedback from physicians we have 
provided several enhancements to our electronic health 
information exchange which includes our ER Connect and 
Clinic Connect systems made available to Emergency 
Department (ED) and community clinic physicians 
respectively. These include the following:
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1.  A list of Orange County homeless shelters 
2.  The addition of Quest lab results 
3.  The addition of diagnostic test results
4.  The patient’s Medical Home is now viewable to all 

users
5.  Improved rate of referral from the ED to the Medical 

Home by allowing the ED physician to input the 
patient’s updated contact information

6.  Clinic notes are now viewable to all users.

Third, as part of our focus on chronic disease 
management, we are conducting a pilot study to assess 
the impact of a new diabetic meter on the patient 
management of diabetes.  We are happy to announce that 
we now have three community clinics who have agreed 
to participate in this study (Share Our Selves, La Amistad 
and Sierra Community Clinics). 

Fourth, we have now established a Quality Assurance 
Committee to oversee the quality of services provided to 
MSI members. Emphasis will be on timely access to care, 
the use of evidence based medicine, and the provision of 
effi cient, cost-effective care. Our goal is to engage and 
include community providers in these quarterly meetings. 
If any community providers would like to participate 
in this activity, please contact the MSI offi ce at (714) 
834-6248—lunch included!

Fifth, MSI expanded its formulary in November 2007 to 
include medications previously not covered to be in line 
with our new primary and preventive scope. This included 
a broad array of generic medications and evidence-based 
step therapy guidelines. Analyses of pharmaceutical 
utilization patterns indicate that the expanded formulary 
has been effective in both cost and quality. As shown in 
Figure 8, there is a clear trend of increased use in generic 
drugs and decreased use in brand name drugs.  Figure 
9 also shows that more patients are gaining access to 
the medications they need and we have managed to stay 
under budget in total pharmacy costs.

Figure 6.

Continued from page 2

Figure 7.
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Figure 9.

Sixth, we have substantially expanded access to specialty 
care by improving the authorization process and educating 
providers on the use of our Utilization Management 
Department for referral requests. Figure 10 shows how 
specialty referrals have increased over time since the start 
of CI. 

Figure 10.

We’ve also seen improved access to the expanded 
primary and preventive dental benefi t. Until recently, only 
seven community clinics offered dental services and they 
have done an excellent job providing services with limited 

resources. Even better, our team has just created an 
offi cial panel of over 10 community dentists to improve 
patient access and to provide relief for the impacted 
community clinics. Over $840,000 in dental claims has 
been paid thus far for the 07-08 fi scal year!

We look forward to many more successes in the coming 
year. Many thanks to all of the providers for your hard work 
and dedication to the program. 

Partnership for Prescription 
Assistance

We recently attended a presentation by Partnership 
for Prescription Assistance (PPA). This 
organization was launched in April 2005. Since 

its inception, they have linked over 5 million patients 
to programs that can help them pay for much needed 
medications. PPA works with pharmaceutical companies 
to help people in need of medications they may not be 
able to afford on their own. Their phone number is (888) 
4PPA-NOW (477-2669), or on the web at www.pparx.
org. More than 2,500 brand name and generic medicines 
are available through this program. If you are having 
problems accessing these programs for non-covered MSI 
medications, please let us know at (714) 834-6248 so that 
we might work together to get these covered. 
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Venous thromboembolism (VTE) continues to be a 
problem, with >2 million patients being diagnosed 
annually. Proximal deep vein thrombosis (DVT) can 

lead to pulmonary embolism (PE) without anticoagulation 
prophylaxis. Over 200,000 of these patients will die 
from PE which is preventable. Both medical & surgical 
patients are at risk for VTE, particularly after hip and knee 
surgery or hip fracture treatment. When no prophylaxis is 
administered, DVT risk can be 10-25% higher in general 
medical patients, 15-35% in myocardial infarction patients, 
20-40% in CHF patients, 10-75% in stroke patients, and 
25-40% in ICU patients.1 CMS is considering including 
hospital acquired DVT and PE as events for which 
hospitals will no longer be reimbursed.2 We therefore urge 
the need for prophylaxis in these at risk patients.

ALERT: Possible Skin Problems Among 
Asians on Phenytoin

The FDA is investigating new preliminary data regarding 
a potential increased risk of serious skin reactions 
including Stevens Johnson syndrome (SJS) and toxic 
epidermal necrolysis (TEN) from phenytoin therapy in 
Asian patients positive for human leukocyte antigen (HLA) 
allele, HLA-B*1502. This allele occurs almost exclusively 
in patients with ancestry across broad areas of Asia, 
including Han Chinese, Filipinos, Malaysians, South Asian 
Indians, and Thais. Until the FDA evaluation is completed, 
healthcare providers who are considering the use of 
phenytoin or fosphenytoin should be aware of the risks and 
benefi ts described in the current prescribing information 

for this drug. Healthcare providers should consider 
avoiding phenytoin and fosphenytoin as alternatives 
for carbamazepine in patients who test positive for 
HLA-B*1502.3  

ALERT: Statins do not Increase Incidence of 
ALS

Notice is of interest to: Neurologists, cardiologists, 
consumers. An FDA analysis provides new evidence 
that the use of statins does not increase incidence of 
amyotrophic lateral sclerosis (ALS), a neurodegenerative 
disease often referred to as “Lou Gehrig’s Disease.” The 
FDA analysis, undertaken after the agency received a 
higher than expected number of reports of ALS in patients 
on statins, is based on data from 41 long-term controlled 
clinical trials. The results showed no increased incidence 
of the disease in patients treated with a statin compared 
with a placebo.

The FDA anticipates the completion of a case-control or 
epidemiological study of ALS and statin use. Results from 
this study should be available within 6-9 months. The FDA 
is also examining the feasibility of conducting additional 
epidemiologic studies to examine the incidence and clinical 
course of ALS in patients taking statins.

Based on currently available information, health care 
professionals should not change their prescribing practices 
for statins and patients should not change their use of 
statins.4

3 http://www.p1source.com/common/ads/click.asp?at=8&a=2304&c=762&z=40&u=52804. 
4 http://www.p1source.com/common/ads/click.asp?at=8&a=2290&c=762&z=40&u=52804

From the Medical Director’s Desk
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THE MOST EXPENSIVE DRUGS 
ARE GETTING EVEN MORE 

EXPENSIVE

Specialty drugs are some of the most expensive medicines 
on the market. Prices are rising faster than infl ation and 
faster than prices for other prescription drugs.  Last year, the 
wholesale price of specialty drugs rose 8.7%, which is three 
times the rate of infl ation.  The price of non-specialty, branded 
drugs rose 7.4%, while the price of generic drugs fell by 
-9.6%.  These fi gures are based on prices of more than 140 
specialty drugs commonly used by Medicare benefi ciaries.

COMMENTS: 
Use these infl ation factors to benchmark your 2007 cost 
increases.  If your benefi ts increase faster than these 
benchmarks, run a drug review year-over-year to see where 
you increased more than the benchmarks.  Then ensure that 
you have adequate purchasing agreements and utilization 
management programs for the highest trend agents. 

DIABETES CASES 
ALMOST DOUBLED 

OVER 10 YEARS
 
New cases of diabetes have almost doubled in 10 years, a trend 
exacerbated by high rates of obesity.  (Ref: Morbidity and 
Mortality Weekly Report.) The report found that:

 U.S. diabetes cases increased from 4.8 / 1,000 people in 
1995 through 1997 to 9.1 cases per 1,000 people in 2005 
through 2007.  

 West Virginia had the highest rate of diabetes – 13 of every 
1,000 people – while Minnesota had the lowest – 5 out of 
1,000.

 States with the highest rates of diabetes, adjusted for age, 
were largely in the South, including: Alabama, Florida, 
Georgia, Kentucky, Louisiana, South Carolina, Tennessee, 
and Texas.    

 Southern states also rank high in measures of obesity and 
lack of exercise.

COMMENTS:
Obesity, smoking, exercise, and diet are shown time after time 
to impact health, absenteeism, and presenteeism/productivity.  
Benefi ts must be re-evaluated for measurable and sustainable 
improvements in these conditions.  Wellness and disease 
management programs exist, but they must be advocated as a 
company vision and every effort should be made to improve the 
number of people in these programs.

www.propharmaconsultants.com

HEALTH CARE COSTS TO RISE IN 2009

American workers with job-based health insurance can expect 
to spend 8.9% more for their health care in 2009, according to a 
study.  The cost to businesses of providing health care benefi ts 
will rise by 6.4% on average in 2009, Hewitt Associates Inc. 
predicts.  That brings the average annual premium cost per 
employee to $8,863, up from $8,331 now.  Hewitt predicts 
employees, on average, will contribute $1,946, or 22%, toward 
health-insurance premiums in 2009, compared with $1,806, or 
21.6%, now.
  
In addition, employees will likely face steeper out-of-pocket 
costs through higher copays, annual deductibles, and co-
insurance of $1,880 next year, compared with $1,707 now.

COMMENTS: 
Cost shifting to employees may reach a ceiling in the current 
economy.  Review compliance with prophylactic medical care 
and drug use to ensure that cost shifting has not decreased care.  
You are paying for benefi ts; make sure that you are getting the 
benefi ts that you are paying for.

CHECK YOUR PHARMACY INVOICE
LIKE YOU CHECK YOUR SUPPLY INVOICES

Invoices for payments to PBMs and Health Plans for 
prescriptions fi lled by their network pharmacies (both retail 
and mail) should be checked the same as you would a grocery 
receipt. 

I s s u e  # 1 1 0   |   N o v  2 0 ,  2 0 0 8
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The assumption that electronic claim adjudication is without 
errors is dangerous for both medical and pharmacy claims.  Pro 
Pharma experience indicates that at least 5-7% of drug spending 
is incorrectly paid.  Prime areas for errors are eligibility, 
pricing, claim validity, payments for benefi t exclusions, etc.

Pro Pharma screens pharmacy invoices within 72 hours to 
validate invoices prior to payment.

CONTACT: Carol Stern at: (888) 701-5438 or 
carol.stern@propharmaconsultants.com to order.

Alert:  Simvastatin & Amiodarone can cause dose related 
problems.

FDA notifi ed healthcare professionals of the risk of muscle 
injury, or rhabdomyolysis, which can lead to kidney failure 
or death, when simvastatin is used with amiodarone.  This 
risk is dose-related and increases when a dose of simvastatin 
greater than 20 mg per day is given with amiodarone.  Although 
a revision of the simvastatin labeling in 2002 described 
an increased risk of rhabdomyolysis when amiodarone 
is taken with simvastatin doses greater than 20 mg daily, 
the FDA continues to receive reports of rhabdomyolysis 
in patients treated concurrently with amiodarone and 
simvastatin.  Prescribers should be aware of the increased 
risk of rhabdomyolysis when simvastatin is prescribed with 
amiodarone, and they should avoid doses of simvastatin greater 
than 20 mg per day in patients taking amiodarone.  

Continued from page 6
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