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Coordinator:
Welcome and thank you for standing by. At this time all participants are in a listen-only mode. During the question and answer session, please press star 1 on your touchtone phone.

Today’s conference is being recorded. If anyone has any objections, you may disconnect at this time. Now I will turn the meeting over to Ms. Amanda Martinez. You may begin.

Amanda Phillips-Martinez:
Good afternoon everyone and thanks for joining us for our Quarterly teleseminar organized by the Technical Assistance Team at the Georgia Health Policy Center here in Atlanta.


Thanks for joining us. And before I start I’d like to ask if any of our speakers are in the regular call line. You’re not able to speak up when it’s your turn. If you’ll let - if you’ll press star 1, the operator can move you over into the open conference line so that you’re able to do your presentation.

So (John) or (Tanya), (Nikki) or (Trisha) if you’re out there, go ahead and press star 1 and they’ll move you over.

Coordinator:
Their lines are open.

Amanda Phillips-Martinez:
Oh great. Thanks (Vicki). So this is our fourth teleseminar of the year. And today we’re going to be focusing on applications and models for pharmacy assistance programs in rural areas.

You’ll be hearing from four different speakers who are going to talk about how rural communities are currently working to expand access to affordable prescription medications both at the national level as well as at the local level.


You’ll hear from a couple of current HRSA grantees as well as representatives from other agencies that are working in the expansion of access to prescription drugs in rural areas.

I’d like to introduce our four speakers. And then we’re going to have each of them present for around ten to 15 minutes. If after each presentation any of you have questions or clarifications for the speakers, you can press again star 1 to be able to have your line open to ask questions of the speakers.

But we’ve reserved some time at the end for you all to have an open discussion with - and ask any questions of each other; offer your own program examples or issues that you’re struggling with and share that with the rest of the participants on the call.


If think we’ve got about 40 to 45 people participating on the call. So I’m hoping for a lively discussion at the end. So I’d like to start by just giving you a brief introduction to who is going to be presenting today.

We have (Melinda Lutz) from the Rescue Medication Assistance Program in Ohio. We have (John Hutchison) and (Tanya Gonzalez) from the Taos Health Systems Holy Cross Hospital in New Mexico; (Nicole Ranier) and (Trisha Rudasil) from Healthy Community Pharmacy. And finally our fourth presenter is (Kathryn Richardson) from HRSA Pharmacy Services Support Center.


So I’d like to ask (Melinda Lutz) to go ahead and start her presentation. You all should have received on the listserv, maybe multiple times, the PowerPoint presentations that the speakers will be using today. If you haven’t they’re available on our Web site at networkassist.ruralhealth.hrsa.gov.

And (Melinda) I’ll open up the presentation to you to start.

(Melinda Lutz):
Okay I’m (Melinda Lutz). I’m the Program Coordinator for the Rescue Charitable Pharmacy Program. We’re located in Muskingum County which is in southeastern Ohio. We’re about 60 miles east of Columbus - the capital of Ohio.

Muskingum County is rural, hilly and (right) at the foot of the Appalachian Mountains. The population for the county is about 85,333. The county is characterized by low education, low income levels, increased poverty levels and overall poor health habits.


According to the Ohio Department of Health, 16% of Muskingum County lives below 100% of the federal poverty level and 39% live below 200%. Fourteen point five percent of Muskingum County residents are uninsured. And in 2007 the unemployment rate for the county was 7.8 compared to 5.6 for the state.

These figures are from 2007. And as many communities in our country are experiencing Muskingum County has followed an increase in unemployment as a result of several big companies leaving the area or downsizing. Many of the hard-working, long-term employees are now finding themselves without health insurance and limited resources to pay for their prescription medication needs.


The idea of the Rescue Program started several years ago because of an overwhelming need for prescription medication assistance. A couple local service - social service agencies were doing their part to realize that medication - I’m sorry. A couple local social service agencies were doing their part. But they soon realized that the medication needs cost more than what their budgets would allow.

Several area churches approached the United Way because of the overwhelming requests by individuals for medication assistance. The United Way designated Eastside Community Ministries as the agency that would provide medication assistance.


Eastside was provided with a small budget helping individuals with only $50 a day toward medication needs. They soon found out that this was not even close enough to begin to deal with the problem. Many of the people that we help $50 wouldn’t even cover their monthly medication needs.


The Muskingum County Health Department was also trying to do their part in helping with the need. They provided a primary healthcare clinic. The clinic was a stopgap measure for many adults in the area with no insurance and no primary care physician.

Although the clinic was open to anyone in the community, the majority of the patients that were seen in the clinic were living in poverty and had no insurance. The (staff at) the clinic did everything they could to address the needs of their patients. Basically with the nursing staff (that) would complete the pharmaceutical patient assistance programs available for medications. But unfortunately the staff lacked the time and the research - to research all the programs available and to complete these applications.

Patients would only receive some of their medications through these programs at best or be denied further programs due to silly mistakes made by the applications.

The Health Department and Eastside joined together with several other social service organizations including our local hospital system, the Department of Jobs and Family Services, the Senior Center and the Mental Health and Recovery Board. They decided that something needed to be done to address the problems that they were seeing in the community for prescription drug coverage.


The Zanesville -Muskingum County Health Department took the lead and wrote the grant to HRSA to fund the program. After a couple attempts funding was finally received in 2006. We are currently in our third and final year of the funding from the outreach grant.


The mission statement for the Rescue Program is to ensure that residents of the Muskingum County area who cannot purchase their medications required - cannot purchase their required prescription medications are provided with those medications and other medical supplies consistent with physician orders.


We set up four goals for the program. The first goal (is) to work continuously to assure residents who need medications but cannot afford them get the medications they need to maintain or improve their quality of life.


Goal 2 is to ensure that the clients receive treatment via standardized practices. Goal 3 is to educate clients, physicians, staff, businesses, individuals and program staff about barriers and other issues that are related to and/or affect the program’s success. And Goal 4 is develop the program to serve local needs which (has) community ownership and is sustainable over the long-term.

The program provides assistance to all Muskingum County residents. Eligibility is determined on the client’s resources available to purchase the needed medication. The majority of clients served by the program have no prescription drug insurance and are under the 200% of federal poverty limits.


The consortium was reluctant to place many eligibility restrictions on the program because they understand that situations may occur that keep the individual from purchasing their needed medications.


They have asked that assistance be provided on an individual basis based on the person’s need. Short-term assistance has been provided to individuals with insurance that are unable to pay their copays and has also been provided to individuals with Medicare Part D that - who are in the coverage gap.


The Rescue Program works with individuals to determine the best way for them to receive the needed prescription medications. The program services are based on three tiers.


Tier 1 is connecting individuals with the Pharmaceutical Assistance Programs. Theses programs assist clients to receive name brand medications at no cost to them. The Rescue staff assists clients by researching what Patient Assistance Programs are available and helping them to complete the necessary paperwork for the program.

Any of you that provide assistance with these programs realize that these programs require persistence. And you experience a lot of frustration. They’re great when they work but sometimes they’re really frustrating.


To enroll in the program the client must obtain a signature on the Patient Assistance Application from their physicians; a prescription written for a 90 day supply of the medication and proof of income - usually a tax return. After the information is obtained and the application is completed and mailed, it usually takes about four to six weeks for the approval process and then medication to be delivered.


Individuals are denied for these programs for simple reasons. Applications can be returned for small human errors made on the application. A human error made by the pharmaceutical company when reading the application; all kinds of silly little things.


The programs require persistence; something that many of the clients lack on their own. So they really need somebody to be able to be that persistence for them. Over the past two and a half years the program has assisted with over 3900 applications to these Pharmaceutical Patient Assistance Programs.

Tier 2 fills prescriptions for clients through their charitable pharmacy located onsite. The State of Ohio passed House Bill 200 - 221 allowing the development for a Drug Repository Program. The Rescue Program (maintained) a charitable pharmacy license.

The pharmacy is able to accept donated unopened medications from healthcare professionals. Many are physicians who are donating sample medications to be used in the pharmacy.


Medications are dispensed from the pharmacy by a licensed volunteer pharmacist. The screening is done complete - is completed prior to dispensing medication to find any discrepancies such as over the - over dosage, medication interactions and possible allergic reactions. Clients are provided with education by these pharmacists about the importance of medication compliance; possible medication interaction and side effects.

Tier 3 actually purchases medications that are not available through the donations but are frequently requested for assistance. Money from the grant has been used to purchase this medication for - these medications for this tier.


The pharmacy has purchased a small supply of generic medications to be stocked in the pharmacy. We do not stock any narcotic or controlled substances.


The program is also able to purchase medications through two local pharmacies if we do not have the medication in our pharmacy or if the patient has insurance and needs help with their copays. Because our pharmacy - we cannot fill any insurances.


We do charge a minimum $4 administration fee for each prescription filled. Since the beginning of the grant the program has assisted over 1500 unduplicated Muskingum County residents. And we’ve filled over 7200 medically necessary prescriptions.


The program could not work without the cooperation from several area agencies and individuals. As mentioned previously our pharmacy is staffed with volunteer pharmacists.


The pharmacy director of our local hospital has encouraged his pharmacy staff to volunteer their time for our program. There’s a lead pharmacist. He’s semi-retired and he works at the hospital pharmacy two days a week and at our pharmacy three days a week. When he’s not able to come over the hospital director will allow people to come over and fill prescriptions as needed.


Changes have occurred with our program since the start in 2006. We were under the direction of Zanesville - Muskingum County Health Department. The Zanesville - Muskingum County Heath Department and our local hospital -- Genesis Healthcare System -- merged together to form a federally qualified healthcare center (and they called it) Muskingum Valley Health Center.

The Health Department moved their adult clinic and with the pediatric, prenatal and ob-gyn clinics to the hospital. The new primary health center opened its doors on January 2nd of this year. The Rescue Program -- including the pharmacy -- was also moved into the center.


Although the Rescue Program is still under the direction of the Health Department, the program receives assistance and direction from Muskingum Valley Health Center and Genesis Healthcare Systems.


This collaboration with Muskingum Valley Health Center has provided new opportunities to help our clients. Because Muskingum Valley Health Center is a FQAC they are eligible for the 340B drug pricing program. This program allows the center to purchase medications at a much reduced rate and pass the savings onto their clients - to their patients.


Muskingum Valley Health Center has developed a sliding fee scale for the medication purchases by their purchases. The scale is based on the patient’s income and determines what percentage the patient will pay towards the prescription medication.


Many patients at the center are at 0% and receive their medications at no cost to them. The program is only available to patients who receive care at Muskingum Valley Health Center.


The Rescue Program continues to help patients of the Muskingum Valley Health Center who’s eligible for the 340B program by completing the Pharmaceutical Patient Assistance Programs. Patients who fall between 0% and 60% on a sliding fee scale are usually eligible for Patient Assistance Programs. They are able to get their immediate needs met by the 340B program and their long-term needs met by the Patient Assistance Programs.


The Patient Assistance Programs actually saves a lot of money for Muskingum Valley Health Center because, as you can imagine, if the client’s not paying anything towards their medication and the center’s picking up the rest of the - or the whole cost of the medication, it’s very costly to the center.


The Rescue Program has not been without its challenges. The program seemed to have a very slow start. Opening up a pharmacy takes a lot more patience than one would think. Of course the pharmacy had to obtain a (terminal) distribution license from the state. So before this could be obtained the site had to be developed and a computer system installed.

I’m not a pharmacist so it was pretty difficult and an eye opening experience for me to get a pharmacy up and going. The original pharmacy was located at the Health Department. The area for the pharmacy was very small and located directly in the clinic making the logistics of the space and traffic difficult to work out.


The licensing was then obtained but because the Health Department is not a 501(c)3, the program could not obtain the charitable pharmacy license which meant that all medications in the pharmacy had to be purchasing limiting our stock. We could not accept any donated medications at that time.

The original program was based on the idea of utilizing donated medications and not being able to obtain this charitable pharmacy license was a big set back for our program.


Once the program - once the pharmacy was up and operational at the health department, we were soon told that we were relocating to Muskingum Valley Health Center. Again this was not a simple process.

The merger with Muskingum Valley Health Center did allow the pharmacy to apply for other charitable pharmacy license. But it also required the State Board of Pharmacy to do a site inspection which set us back a little bit further.

It seemed like they took forever before they came for the inspection. But once the pharmacy received their license, we’ve been operating as a charitable pharmacy since February of this year.

Another snag that the program experienced was not receiving all donated medications that we expected. The company who owned several area nursing homes was involved with the original idea of the Rescue Program. They had agreed to donate medications that were being destroyed after a patient left the facility or changes were made in their prescriptions.


The pharmacy that supplied these medications to the nursing facilities found a way to access these medications back and provide a reimbursement. Because of this the nursing facility has declined to donate these medications to us. So now basically we’re relying on the physician samples.


The merger with Muskingum Valley Health Center has brought new opportunities and a bunch of new clients to the program. As mentioned before, several area physicians have donated sample medications to the pharmacy.

Although our space is a little bit bigger in our new facility there are still space limitations. Many of the samples that we receive are the same samples received from all the doctors causing an overabundance of certain medications. Although these medications are much needed, there are several that we still need but do not receive samples of.


The merger has also (increased) - has caused an increased demand on staff. Currently the program is staffed with myself and one other client service coordinator. We’re seeing more clients than ever before as well as helping check in all the sample medications and dealing with all the patient assistance medications as they are received.


Because the program is still part of the Health Department, (in fact is paid) directly from the grant, there are no resources available to hire more staff at this time.

Our responsibilities have increased since joining with Muskingum Valley Health Center. Because we provide medication assistance, it seems like we do become involved with anything to do with prescription medications in the center. Because Muskingum Valley Health Center is a very new center, they’re struggling to maintain their financial stability and unable to hire staff at this time.


The bumps in the road have been little in comparison with the number of people that we have been able to serve and their appreciation for the help that they have received. All the agency and staff involved realize the need to sustain the program.


At the end of this grant year the rescue program will be taken over by Muskingum Valley Health Center. Muskingum Valley Health Center recently submitted the grant application to HRSA for the outreach grant. So hopefully we can continue with this - an outreach grant for another three years.

If received, services will be expanded to our neighboring county - Morgan County. Muskingum Valley Health Center has a center in Morgan County currently. And the expansion of rescue services is much needed and seems very logical.


The program has also implemented a minimum administration fee of $4 per prescription. We implemented this earlier this year - probably about February or March of this year. Although this program - although the income is not enough to fund the program it does help to keep purchasing needed medications that cannot be obtained through donations.

The consortium has also discussed charging a small administrative fee for each patient assistance application completed for non-center patients. We are also actively searching for other grant opportunities to help fund the program and asking for donations from (areas) service programs.

Regardless of whether or not the HRSA grant is received, all agencies involved with the program understand the importance of this program and the impact the program has made so far. They are unwilling to allow the program to fail and are committed to providing support as able.


And are there any questions?

(John Hutchison):
Hi (Melinda)? Yeah hey (John Hutchison) from Holy Cross Hospital in Taos. And did you meet any resistance from your state Board of Pharmacy with reusing medications? Did I understand that you were reusing packaged medications from a nursing facility?
(Melinda Lutz):
We did not meet any resistance with them. The State of Ohio actually passed a House Bill 221 - (Karen’s Law). And the State Board of Pharmacy has been on board with that law since the beginning. So they’ve been very good with us as far as, you know, giving us our license and helping us in any way that we need, you know, with programming aspects and the laws and things like that.


But it’s just that they took forever for them to come down here. So we end up waiting for several weeks to get that license.

(John Hutchison):
Yeah and there are hundreds of thousands of dollars of medication going to waste in our state. And we tried to do something similar. And we were met with resistance and liability issues and, you know, different things like that. So it’s kind of been stalled here in New Mexico.

(Melinda Lutz):
We’ve had several of the State Representatives who have been supportive of this program. One of the leaders in the - of the State Representatives his wife actually died of cancer. And the day that she passed away he had just filled a bunch of prescriptions for her.

And he, you know, took the prescriptions back down to the pharmacy still sealed in that package, you know, like the stapled package that the pharmacy hands you. And, you know, wanted to return them to the pharmacy and they couldn’t take them. And, you know, it’s just a huge waste of medication. And so he got with a lot of his colleagues and passed through the bill.

(John Hutchison):
And is there a way that we can get a copy of the bill or...
(Melinda Lutz):
I can send it to you, yes.

(John Hutchison):
Oh...
(Melinda Lutz):
Just email me. I can get the bill sent to you.

(John Hutchison):
All right - I appreciate it.

(Melinda Lutz):
Sure.

Amanda Phillips-Martinez:
Are there any other questions (or) clarification from (Melinda) from the audience?
Coordinator:
If you would like to ask a question, please press star 1. You’ll be prompted to record your name. To withdraw your request, press star 2. Once again to ask a question, please press star 1. One moment. At this time we have no questions.
Amanda Phillips-Martinez:
Okay thanks, (Vicki). So if you come up with some questions for (Melinda) write them down. And again we’re going to open up for discussion after we hear from all of the speakers.

So I’d like to move on and introduce (John Hutchison) and (Tanya Gonzalez) from Holy Cross Hospital in Taos, New Mexico.

(John Hutchison):
Hi I’m (John Hutchison).

(Tanya Gonzalez):
I’m (Tanya).

(John Hutchison):
And we have some PowerPoint slides that are available. Holy Cross Hospital is a 49 bed acute care rural facility. We’re nonprofit and we’re a disproportionate share hospital. So we have applied for and qualified for 340B.


We have about 40 physicians on our staff. We’re located in high desert in northern New Mexico and are kind of unique geographically. The next major hospital facility is about 60 miles away. And so we serve about 40,000 people over a large area that even extends into southern Colorado.


We have a large Hispanic population, large uninsured population or underinsured population and a high rate of diabetes. It’s higher than the national average.


Several years ago in pursuit of my doctorate I went out into the community and did a research project on prescription assistance. And I spent some time volunteering at a local free clinic and started asking some questions about who in the community had access to prescription medication and who didn’t. Who was providing prescription assistance services? And how the community was meeting this incredible need of access to prescription medications.

And was really shocked what I found out. First of all it’s what I expected that there were people just doing without medication and uninsured and underinsured patients.

But what I also found out that there were pockets in the community of people doing prescription assistance at like the Housing Authority and the Senior Center. These people were overwhelmed. They were frustrated. And the demand was just overwhelming.

So I wrote a paper on this. And off of that paper we wrote a grant to start a community-wide prescription assistance program and to develop a network. The idea that I had when I did my research and what came out of some of this work was that not only was the access not being met to prescription medication, but also there was a lack of expertise and education.

That even if the patients were getting their prescription medications on a prescription assistance program, those medications may be sent to the doctor’s office. The patients would go in. Pick up the medication and just leave with a 90 day supply. Little counseling was being done and no direct interaction with pharmacists.

And so seeing the need for the implementation of clinical pharmacy services was an important part of our project and our grant. We were awarded a HRSA rural outreach grant. We’re in the third year of that grant. There are several deliverables associated with the grant.

And if you’re following me on my PowerPoint slides I’m on Slide Number 3 - the Schematic Diagram. And this is a representation of our model. Several deliverables associated with the grant; but today (Tanya) and I are going to focus really on the clinical pharmacy services portion of this.

In our model our model works like physician referral. And so patients that are - that enter the hospital system - our population is an indigent and diabetic adult population.

And patients that enter the system through the hospital -- a diabetic patient -- are seen inpatient by diabetes case management services and also inpatient clinical pharmacy services where medication reconciliation is done. Patients can also enter through the physicians’ offices. And physicians can write referrals.

The first piece of the program is is that the patient is referred to a single point of entry where patient advocacy is performed. And (Tanya) is going to talk a little bit more about patient advocacy. This is prescription assistance and access to benefits at this point.

From that point they are further referred into our disease management programs which include a diabetes self-management program that’s nurse run; medical nutrition which is nurse run; medication therapy management which is what I do. It’s pharmacist run. And prescription assistance which (Tanya) heads up and coordinates and she is a registered pharmacy tech.


Again the idea of this is access and education. And so (Tanya) and I work shoulder to shoulder, hand in hand. We actually have a clinic day on Tuesdays in the hospital. It’s an outpatient clinic where we schedule patients.

When patients come in at this visit they - we ask them to bring in all of their medications. The medication therapy management part is what I do. And it’s a brown bag. They bring in everything: vitamins, herbs, supplements, the entire works.


I reconcile and review those medications. I screen them for drug interactions. I try to break down any adherence barriers that the patient may be taking and look for preventable adverse drug reactions. So I - it’s medication therapy optimization.


The medication therapy management part of it we work under a protocol. And pharmacists can be credentialed as clinicians in this state. And so I actually have prescriptive authority under a protocol and a medical director where I can do therapeutic class substitutions. And so we utilize everything as (Tanya) will talk about in a minute.


But if a patient were better able to have access to a $4 generic in a certain class, me as a pharmacist I have authority to switch that. We report to the doctor. We send a progress report. And I also have prescriptive authority to sign all patient assistance forms, continue or discontinue therapy.

And that’s how - kind of how the medication therapy management portion works. And I’m going to turn it over to (Tanya) and let her describe how the patient advocacy portion works and also her prescription assistance program.

(Tanya Gonzalez):
As (John) said - stated I’m a certified pharmacy technician and I actually do a dual role. I do patient advocacy and as a prescription assistance coordinator. As a patient advocate I help advocate on the client’s behalf for long-term benefits not just through the pharmaceutical companies.


Because as we all know medications come on and off. Sometimes they are no longer available. And if can get long-term assistance for these clients it’s - they’re better off. Not just for the prescription needs but their overall health needs.


In the state of New Mexico we had great success with a new program. It was called the state coverage insurance which was a step up for Medicaid. It had a little bit higher income guidelines. And we were able to set up a lot of our clients up on this.


For those that qualify for Medicaid I’m also a state - I’m trained in order to certify all the necessary documents in order to complete these applications. So rather than them waiting a couple of hours at the Human Services waiting to see somebody, they can come see me. And we can get their applications together and sent off and processed.

Another part what I do I also help a lot of the people in our community that have Medicare Part D - kind of maneuver around that helping them sort out between what programs they need to get on. Especially with the Medicare Part D gap a lot of the clients that we get, I mean, are - have insurance but once they reach the gap they’re pretty much in painful price for their medication until they can get back out of there.

In addition to the patient advocacy, once a client comes to see me after they’ve been referred from the doctor, we do issue an SF12 which is a (resubmit) instrument that helps (sustain) the quality of life and hopefully the impact - positive impact of our programs on the client.


Once also when they do come in they do sign a limited Power of Attorney that gives me authorization to sign their signatures on the forms. This way every time I need to reorder or a new medication is started, I can take the application, sign it and get it sent off rather than have more of a time lapse in there.


As we know it takes about four to six weeks to get the medications in. There is a program that we use through the State of New Mexico called MEDBANK that allows us to issue a $300 voucher to these clients once they come see me that allow them to get the first 30 days of medication. This way there is no (unintelligible) for them. I mean a lot of these clients coming in with no medications at all. They’ve been without for weeks.

And in addition to the MEDBANK program we also have state funds or, excuse me, local funding that helps with emergency medicine. We utilize these funds a lot especially in the hospital.

Somebody is discharged uninsured and needs an antibiotic that they can’t afford. Those funds are accessed through one of our local pharmacies to make sure there’s wide coverage; make sure everybody is covered and nobody leaves without.

As (John) mentioned everybody that comes through prescription assistance goes through the medication therapy management or the pharmaceutical care program to make sure they’re getting the education that they need on the medications that they’re being distributed.

(John Hutchison):
Thanks (Tanya). We are tracking outcomes associated with this. And at the single point of entry in the patient advocacy section we’re tracking the number of individuals that we have helped or that have accessed benefits through the patient advocacy program.


On the prescription assistance side we’re tracking the number of vouchers that we issued and the retail cost of prescription medications that we have obtained. And what are you up to now, (Tanya)?

(Tanya Gonzalez):
My - the prescription assistance program has been active for about a year and a half. And community-wide we have saved our community about $475,000 in that year and a half with about 300 clients that have accessed our services.

(John Hutchison):
On the medication therapy management portion, I’m tracking time that I’ve spent with clients and intensity of the patient care services that I provide. And that’s based on the number of disease states, the number of medications and the complexity of the medication problems.


Also the number and type of interventions that I’m performing and looking at preventable adverse drug events. Today I have about 375 face-to-face encounters. I’m very surprised at the complexity of issues. And some of these visits are taking up to 90 minutes. So time is definitely a barrier.


The diabetics coming through the program they’re seen at our diabetes self-management program and medical nutrition. And we are looking at A1c reduction in the diabetic population that’s coming through our program.


Sustainability is always a difficult task and requires a lot of insight and fortitude. And so for the different programs what we’re looking at for sustainability in prescription assistance, right now it’s a very valuable community service to the hospital.

And we’re very fortunate to have the support of our hospitals. They employ (Tanya). She’s a full 1.0 FTE. We are looking at further grant funding and also going to start a dialogue with our county which provides money for indigent funding. And the idea behind this is that if these indigent patients can be managed better, they’re not going to access the healthcare system as often. And ultimately we’re hoping we’ll see that this will be a cost saving.

On medication therapy management we’re billing directly for patient services. And we’re also looking at integrating these programs and presenting it in the Asheville model. And I can talk a little more about that.

I’m - probably a lot of you are familiar with that model managing the diabetic patient and saving third party payers money and the same thing for diabetes and medical nutrition.


We’re involved in a lot of exciting projects throughout the state and federally. And we’ve recently joined the HRSA patient safety and clinical pharmacy collaborative. And one of the exciting things that we’re doing right now is we’re trying to expand this model into the community.

And we’ve partnered with our local, independent health pharmacy headed up by (Jake Moxman) who is very active in the community. And he’s actually so committed to this that he built a community wellness center. He has added on a separate addition to his pharmacy where he’ll - he will be providing clinical pharmacy services in our community.

And what we’re looking at doing now is replicating this exact model which is currently housed in the hospital out in the community. We’ve applied for local grant funding to do this. And (Jake) and his crew were recently trained on the MEDBANK program.


And (Tanya) and I are physically going to go over there and help him get that started. And because that’s one of the big barriers that we’ve had are things that (Melinda) talked about. And that’s staffing and space. We just - demand is too much. And we can’t accommodate it.


Also pharmacy salaries are very high. And I’m a firm believer that these kinds of projects can really benefit from clinical pharmacy oversight and that we can actually save the healthcare dollar money.


We’re also involved in a statewide collaboration - the New Mexico Prescription Improvement Coalition. I’m sorry, back to the Patient Safety and Clinical Pharmacy Collaborative. We’re also teamed up with the New Mexico Medical Review Association which is a federal contracted QIO in the UNM College of Pharmacy. Our physician (champion), Dr. (Ismael) is a cardiologist. And so we have a good solid team.


And lastly we’re combined - we’re with the New Mexico Prescription Improvement Coalition which is a state-wide clinical pharmacy collaborative. And what we’re doing (that) we’re studying the benefit of face-to-face interactions with the pharmacy. And we’re actually launching a pilot project through three major payers in the state to ascertain the benefit.


We have one group which is the usual control group where they receive their usual care. And the second group is the intervention group where these patients will receive face-to-face interventions with a pharmacy.

And we’re going to study that with the idea of setting reimbursement for medication therapy management in the state which has been another bit of a barrier, because although the Medicare D language incorporates language to be reimbursed for these services, the reimbursements are not set right now.


And I think that’s all we have for right now.

Amanda Phillips-Martinez:
Thanks (John) and (Tanya). Are there any questions from any participants? You can press star 1 to ask your question.

Coordinator:
Once again to ask a question, please press star 1 and record your name.
Amanda Phillips-Martinez:
(John) and (Tanya) while people are (maybe) formulating their questions I have - I’d like to hear a little bit more about how you’re using your outcome data to calculate your cost savings. You quoted a figure of 200 - 475,000 in a year and a half.

(Tanya Gonzalez):
Right what I do is every time a client accesses our long-term prescription assistance, I take care of the paperwork, contact the doctors, get their signatures. Every time a medication is successfully ordered and in that retail price of medication is put into a database on an accrual basis.


Let’s say every time I order - successfully order medications, those medications are tallied up. That’s money that the client doesn’t have to pay out retail at the local pharmacy; money that they don’t have.

Amanda Phillips-Martinez:
Okay thanks.
Coordinator:
We do have a question now.

Amanda Phillips-Martinez:
Go ahead.

Coordinator:
(Lionel Navarro) you may ask your question.

(Lionel Navarro):
Hi I was interested - it was interesting to hear that you have patients sign limited Power of Attorney so that you can renew any of the applications. Have you come across any legal issues with that or objections from the pharmacy companies?

(Tanya Gonzalez):
No I haven’t. Actually the limited Power of Attorney was an idea that stemmed from the MEDBANK program that we use that issues out the vouchers. And when I discussed it with my patients and what I do is with the applications I submit that limited Power of Attorney so the companies are well aware of, you know, they’ve signed over the power.


And actually every time I call -- I mean some companies are a little bit more difficult than others -- I’m able to access all the information that I need. So so far it hasn’t been a barrier at all.

(John Hutchison):
And the program was piloted originally in North Carolina?
(Tanya Gonzalez):
Maryland.

(John Hutchison):
Maryland, I’m sorry, so it was already established. And they had success with it. And they didn’t encounter any problems that I know about either.

Amanda Phillips-Martinez:
Okay if there are no other questions, thanks again (John) and (Tanya). And if anyone has questions for (Melinda) or (John) or (Tanya) we’ll have an opportunity again at the end of the call to open it up to additional discussion and questions.


So I’d like to move on to hearing from (Trisha) and (Nicole) from the Healthy Community Pharmacy.

(Nicole Ranier):
Good afternoon everyone. We are from York, Pennsylvania. And we have created a nonprofit pharmacy in Pennsylvania. So we’ll go over the PowerPoint presentation that was in your attachment.


Patients whose income falls under 300% of federal poverty guidelines are eligible for our program in some capacity. The patient is deemed either uninsured or underinsured.


What we do is we do make sure that those patients are not eligible for any of our federal, state or local programs such as medical assistance, veterans’ benefits. However if those patients are on waiting list -- in Pennsylvania our veterans can wait up to two years to be seen in the local clinic -- they would be eligible for our services until they can get into that establishment. We do also cover undocumented individuals.


The patient is required to submit one full month of proof of income along with a Healthy York Network application. Healthy York Network was actually established through an (aids cap) grant that we received five years ago for $2.6 million. And the pharmacy is just one piece of what we did with those grant dollars.

The income is evaluated for the patients to determine where they fall in the federal poverty guidelines. That would also determine whether or not their income was low enough to help them to apply for other programs that might be available.


Patients do receive a plastic card. That card allows them to take that to a local physician’s office who would either discount their care at 100 - anywhere from 100% to 25% depending on their, excuse me, depending on their income guidelines.


The patient is required to reapply for our program every six to 12 months based on the type of income. So if the patient received - we - or excuse me. If the patient would receive unemployment -- an income that would have the potential to change -- they would need to reapply every six months. But if they are employed or through Social Security they would only be required to reapply every 12 months.


The patient does receive a primary care provider. They would go to that primary care provider to receive discounts on any services. They are required to pay a $10 office copay. And that is through the Healthy York Network program.


To get into the actual pharmacy piece, we did open August 18, 2004. We are a 501(c)3. And we are kind of aligned within two counties in Pennsylvania. And so we do exist between those two counties in obtaining free or either discounted pharmaceuticals. And we wanted to work with providers to ensure that the patients would receive any life or health sustaining medications actually at affordable prices.


Our current staffing is we have one full-time lead pharmacist. She does have an assistant - another pharmacist that comes in one day a week to relieve her for administrative duties. Myself, (an) operations manager; we employ two full-time pharmacy technicians, one cashier.


We have three pharmacy caseworkers that we’ll talk about a little later that work on the patient assistance piece. And then we have three caseworkers that also evaluate the patient’s income.

(Trisha Rudasil):
Good afternoon everyone. I’m the pharmacist at Healthy Community Pharmacy and (going) to take it from here.

So basically we have a two tiered program and start with Tier 1. All medications at the pharmacy can be filled at our cost. So basically what we purchase the medication for plus a dispensing fee. The dispensing fee is based on the patient’s - where they fall according to federal poverty guidelines.


Two hundred percent and below federal poverty guidelines qualifies them for $5 dispensing fee; 201 to 300% patients would receive a $12.50 dispensing fee. Our average prescription which includes mostly generics and some brands sells for $11.75.

And the next slides demonstrate what a patient would pay at our pharmacy versus another retail pharmacy. And I did contact Wal-Mart recently for these prices - a local Wal-Mart in our area. The azithromycin z pack we sell for $10.17 as opposed to 44.32. The generic flonase nasal spray we sell for 11.40 as opposed to almost $70. And one more - (throcymide) you can see we sell for 6.27 whereas that’s one of the $4 medications on Wal-Mart’s list.

So I guess the next slide will address the $4 medication. I’m sure we’re all aware of these $4 medications. And they seem to be spreading and many of the other retailers are following suit. And these big retail chains can, of course, sometimes charge lower prices on these generics which is a benefits to patients due to the lower prices.


However it’s difficult if not impossible to then ensure that patients who shop around are getting the care they need as far as drug interactions and allergies and whatnot because these big chains don’t seem to be taking care of the whole patient. They’re offering these $4 medications. But yet they’re not taking care of all their needs of the patient. The patients can’t afford, you know, for example the flonase. So they’ll end up at our pharmacy.

So again additional time is required; spending time with these patients discussing their options, their alternatives. Is going somewhere else beneficial to them? Or can we keep everything in our pharmacy?


Looking at our first tier, in fiscal year ’08 we assisted almost - over 3900 patients. And we filled over 36,000 prescriptions with an average cost that year of per prescription of $13.27.


For patients that still have trouble paying the cost plus the dispensing fee, we do work with several social, oh excuse me, social service agencies in the area via a voucher system.


Our second tier deals with the patient assistance programs which you’ve heard a lot about today. We review the patient’s drug profile to determine any medications that might be available through patient assistance programs.

And if they are available we ask the patient to sign a waiver which allows us to complete these applications on their behalf. That’s something that our patient assistance program caseworkers do - the PAP caseworkers that we mentioned before.

We do work with a large number of local prescribers in the area and with them complete the patient assistance program. So our caseworkers will send them the applications. They’ll sign them. And we’ll do a final review and send them off to the pharmaceutical company.

We do utilize all available patient assistance programs to keep track of our patients and their PAPs. We do use the Web-based database MEDBANK which is helpful in letting us know when it’s time to reorder medications, holding a patient’s financial information and completing the application.

We’ve also used the Web site www.needymeds.com a lot. It’s a great user friendly Web site that lists all meds that are available through PAPs. So that if you need a quick answer that’s the place we go.


When we receive medications - the medications are shipped to the doctor’s office. And we typically - when they’re received by the patient we charge a $5 processing fee. So for our time completing the application he patient pays $5.


Looking at our PAP outcomes the fiscal year ’08, we’ve completed almost 7000 PAPs on behalf of patients and their providers with over 1000 prescriptions filled from samples that were received from providers. We saved patients $2.1 million with the average savings per prescription at our cost $195. So if they were to purchase it at retail value, $277 for patient assistance program prescriptions.


Just to talk a little bit about therapeutic substitutions. They’re a very important part of our program because there are cases when the generics are too expensive that we can recommend a brand that may be available through a PAP.


I do not have prescriptive authority to do those interchanges. But I do have good relationships with providers in the area that I can use to get an answer pretty quickly. And the opposite is also true. When there is no patient assistant program available, I’ll contact the prescriber and get a generic that’s affordable.


(I want to) talk a little bit about diabetic supplies. We do have a pretty significant diabetic population as well. And to make sure that they’re able to afford to test their blood sugar, we’ve found the advocate meters. We’re able to get the meters for free and fill a box of 50 strips to a patient for $18.50 which they have found to be more affordable.

We also - the Healthy (Org) Network program has a disease management nurse who speaks to patients regarding their care and their cost of prescriptions and relays any concerns to the pharmacy.

Even with our discount some patients can pay up to $250 a month for their diabetic supplies and that includes their syringes and lances and test strips and whatnot. So we are working with a large company in our area to get a grant to assist patients in paying for these supplies.

To touch briefly on Medicare patients, they are eligible for our program. We do use the PAPs as allowed by the manufacturer. But there’s usually restrictions on those for Medicare patients. Most of the Medicare patients use our pharmacy while they in (unintelligible) (hold) primarily if they cannot hit the catastrophic coverage because we do not bill insurance.


Lastly to make sure we’re doing a good job servicing our patients’ needs we do conduct periodic customer service surveys. And we focus on patients’ overall satisfaction, affordability and whether or not patients would recommend our services. And more than 96% of patients have felt that all three of those were done very well at our pharmacy.


I’m going to hand it back to (Nikki) for the financial (improvement).

(Nicole Ranier):
So one of the things that we did before we opened our doors back in 2004 was that we were actually trying to assist these patients throughout the community in a retail pharmacy. We are employed by a large health system in the area. And they have a real commitment to the community of not just taking care of their medical needs but also their medication needs.


And so we were actually trying to assist these patients in a retail pharmacy fashion. So, you know, one patient would come to the counter and pay their copay through insurance. And the next patient would come and not be able to afford, excuse me, the cost of their prescription.


And so it wasn’t flowing as well as we had hoped. And so when we got this grant it allowed us to take all of that out of our retail pharmacy and just really become very focused on helping these folks in the community that could not afford their care.


And so when we were with the retail pharmacy with the health system, on average we were writing off $750,000 a year just on medication costs. That did not include at all pharmacist’s time, casework time - nothing. That was simply medication.


By relocating the entire process to this nonprofit pharmacy in the city, it actually allowed us to greatly lower the loss to service this population. And so we now lose on average about $350,000 per year total. And that is actually paid out by the health system. So it has been a substantial drop in write offs to the health system.


So that’s how we were able to make financial improvements in that way. Currently the Healthy York Network membership is at about 5400 patients. About 50% of our patients after they’re with us for one enrollment period actually roll off.

They are either able to, you know, find employment again due to the fact that they are now controlling their diabetes or their disease state. And so they’re healthier. Or they’re moving on to other locations.


We have also been able to prove improvements in EB usage. One of the things that I really want to clarify here is that this is a collaborative effort. This is not - we haven’t seen improvements solely due to this program. But we feel due to the collaboration with this program as well as the emergency room we have seen less of our membership actually going to the emergency room.


But one of the interesting things that we are finding is that when they do go to the emergency room, they’re actually being admitted. So for the first time in a very long time, our patients are actually utilizing the emergency room in a proper fashion.

And we have been able to lower medication costs to our patients. When we survey our patients we do ask them if this has allowed their medications to become more affordable. And we get about a 95% agreement rate on that survey.


So after the past four years we have been able to serve 6300 individual patients. We’ve filled just under 120,000 prescriptions. We have saved patients 5.3 million in brand name medication. And we have completed over 24,000 patient assistance applications.


We were fortunate enough to be able to add automation due to the grant monies that we received five years ago. And that is actually a robot that counts our top 70 medications. And so that has allowed us to continue to fill more prescriptions without adding people.

We are in the same place as all of the other groups that have spoken that we do not have great financial resources. And while the health system does take care of the cost that this program creates, it is difficult to get staff added. And so we are at our absolute max in that capacity.


And so the robot has actually helped alleviate some. But we are growing quickly and are finding that we’re probably going to need to add more people shortly.

We have added perpetual inventory. And that has helped greatly. We have been really supported tremendously from the community. So while the health system pays our salary, the community has come in full force to support us.


We had a local Lions Club actually donate a delivery vehicle on our behalf so that we can go around and pick up medications from the doctor’s office. We do also run toy drive hat and gloves drives that are donated from the local community and then given to our patients as well.


We have had to have a pretty significant focus on fundraising just because of what we do. We still have patients that come to the counter and cannot afford that cost of the medication. And so we’ve created a fundraiser. It’s called the (Double Creek Tour and Run). It is a biking and running event that’s held annually on Fathers Day. And all those proceeds go to the pharmacy.

Our health system actually runs an employee giving campaign. And the employees of the health system are actually urged to give to the pharmacy as well as other community programs.


We have community funds that come in through Kids First fund as well as United funds - United Way funds. And last year we were able to receive about 85,000 in support from our community for the pharmacy.


Obviously we do have financial concerns. We are growing at such a rapid rate that we’re not sure how we can continue to sustain the need for more salaries as well as our operating expenses are actually growing as well.

Our dispensing fee -- the $5 dispensing fee that we charge per prescription -- really does not adequately cover the actual cost to fill a prescription. We have run the numbers and it costs us about $10 every time we touch a prescription.

Obviously we cannot add a $10 dispensing fee to patients who are already struggling to make ends meet. So we cut that in half and only charge a $5 dispensing fee. But that does not cover the actual cost to fill the prescription.


And now because we are based pretty far away from the second county that we serve, it can take an hour to get to the other county that we are supposed to be taking care of. And obviously transportation issues arise for our patients that we are actually looking at whether or not we could sustain a second pharmacy in the other county. And so we’re seeking funding for that as well.


So that’s the end of our presentation. Thank you very much.

Amanda Phillips-Martinez:
Thanks (Nikki) and (Trisha). Are there any questions from the participants before we move on?

Coordinator:
Once again to ask a question, please press star 1. Nora Leist you may ask your question. Nora Leist your line is open.

Nora Leist:
Hello?

Amanda Phillips-Martinez:
Yes.

Nora Leist:
Oh I just had had a question previously about the previous presenter. They were talking about a limited Power of Attorney form. And I was wondering if that was something that we might get a sample of?

(John Hutchison):
This is (John Hutchison). And yeah I’d be happy to provide you a sample. Probably fax would be the best way to do it.

Nora Leist:
Okay do you want me to just give you that fax number or...
(John Hutchison):
Sure.

Nora Leist:
It’s 719-589-5722.

(John Hutchison):
And your name?

Nora Leist:
Nora Leist, L-E-I-S-T, with Valleywide Health Systems Incorporated in Colorado.

(John Hutchison):
We’ll fax you a copy of the limited Power of Attorney.

Nora Leist:
Thank you very much.

Amanda Phillips-Martinez:
Are there any other questions?

Coordinator:
At this time we have no further questions

Amanda Phillips-Martinez:
Okay great. Thank you so much (Nikki) and (Trisha). I’d like to move on to introduce (Catherine Richardson) from HRSA’s Pharmacy Services Support Center. And (Catherine) is going to spend some time talking about the 340B drug pricing program. So (Catherine) I’ll turn it over to you.

(Catherine Richardson):
Okay thank you very much. I’m going to start on - for those of you who do have my slides, Slide 3 of the set. I’m not going to spend time going over what the objectives are if you all can read that. And basically the objectives in a nutshell are we’re going to talk about 340B and hopefully be able to answer any questions that you have about it.


The take home point of Slide 3 which is talking about the creation of the program, is really to explain that in the early 1990s the drug costs were going up. And (unintelligible) providers were worried.

And the result of their worries and their efforts came out into a (federal statute). And the statute is lovingly referred to as the 340B Program. That was the result of this statute.


And the statute doesn’t say a lot of specific details. In fact it was fairly vague and brief. And so what ends up happening is that the federal statute is then administered and governed, if you will, by program guidance which is given in the Federal Register Notices. And so we’ll talk about them a little bit later.

So the take home message from this first slide is that the 340B Program was created part of a federal statute. And it basically requires the drug manufacturers to give outpatient drugs at very steeply reduced price. Okay so a lot of people are interested in how can I benefit from that program?

The intent of the program - this is a misconception by a lot of people. They think it’s for the patient. It’s for the safety net patient. And it’s really not. The intent of if you look at when the law was drafted was to enable the safety net providers -- such as we had someone talking from a (dish) a little bit earlier -- that’s one of these safety net providers that can benefit from 340B.


It’s to allow that entity to stay in business. So indirectly yes the patients will benefit from it. Because as long as that (dish) is staying in business, then the patients will have access theoretically to the 340B drugs.


But we don’t want people to think necessarily that this is for the patients. Because what can happen is the entities can determine their own fees that they charge the patients. And so a lot of people will call in with questions to our call center and say well it doesn’t make any sense that you could charge the patients whatever you want.


But having known what the intent of the program really is to allow these safety net providers to stay in business doesn’t mean that the savings has to all be passed onto the patient. Many safety net provider do actually choose to do that. But it’s not a requirement. So I wanted to leave that as sort of a take home message of the next slide regarding the intent.


Now you may be curious as to how the steep the savings are for the 340B price - pretty steep. I’ve seen some surveys -- these are a little bit dated by now -- but that reported - the entities reported 25 to 50% off of the AWP which is pretty significant. But it’s actually, I think, many times even much steeper than that.

I’ve seen 80% savings - sometimes, you know, all the way up to nearly the entire AWP price would be saved if you used 340B due to some of the calculation and the formulaic variables that can sometimes, you know, certain drugs will be a penny a bottle.

So this can be a very, very good deal. And entities that take advantage of this report significant savings. And the take home message of the slide for the 340B, I just wanted you to know that it’s actually a ceiling price.

So when this is set by the statutes that the 340B price is, you know, has this long formula that - where you’re supposed to calculate the prices where CMS gets the data from the manufacturers. And then ultimately a price is calculated. That’s the ceiling price. The manufacturers can actually offer lower prices should they choose to.

And believe it or not some manufacturers actually do offer sub-ceiling prices. And we’ll talk about that a little bit later. So while 340B seems like a great deal, they’re actually are some opportunities to save even more.

And so how this data gets transmitted - on the next slide I just wanted to show you that that manufacturers report the data component using the formula. And this has to do with best price calculation. So I give that to CMS. And then CMS shares the components with OPA.
OPA uses all that data to calculate and verify the prices.


Okay so then, of course, the next logical question is all right this sounds great. How do I sign up for the program? Am I an eligible entity? And that’s terminology that we use with this program.

Is basically means a type of clinic that’s allowed to get this pricing. And you’ll see on the next slide that we’ve listed organizations here. And I will add that I do expect children’s hospitals to be added hopefully within the next few months.

Basically part of the DRA -- which is another statute which was passed in 2006 -- enables children’s hospitals to become an eligible entity which was a great victory for them. However, there was a glitch in the way they wrote the law. So they’re not officially eligible yet. But I’m anticipating in the next few months that those would become eligible.

Another thing I wanted to note on this slide, you’ll notice (FQHC) lookalikes is on here. And many of you that may be on the call today might be thinking oh I don’t see myself as a black lung clinic or an urban Indian organization. What can I do so that I become 340B eligible?

And there are a couple of different ways. Probably the most common one would be to become an (FQHC) lookalike. And if you’d like more help in doing this or more details, I’ve got a link that I can send you maybe after the call that’ll point you to the guidance.


In the Bureau of Primary Healthcare at HRSA is the one who gives this definition. This is not a grant program. (See) there’s no funding associated with this. This is just a designation.


So basically if your clinic can meet the bullet points under their criteria list and you apply and go through the process, you can potentially receive this designation. And then you could buy your drugs at 340B.


So this will probably be an area of interest to many on the call. And I would be happy to take the time most likely after the call because there’s a pretty extensive list of criteria that you would have to meet. And you probably want to read these first before we talk about them.


But I would recommend you call in. We have a call center. Or I can give you my number directly and you could call me. And that would be fine. And we can talk about this (FQHC) lookalike process and what that entails.


But once you are eligible let’s say you are one of those entity types or you do become an (FQHC) lookalike, what do you do next? How do you enroll? It’s very straightforward. You just basically have to fill out some forms. Now some of the hospitals have a little bit more complicated form. But it’s not insurmountable especially considering all the money that you’ll likely save on your drugs.


So basically you have to go to the Web site, click on the Forms, complete the forms and submit them to OPA. The OPA stands for the Office of Pharmacy Affairs. And that is the office in the federal government that administers this program.

I will remind you that there are quarterly deadlines so that if you become an (FQHC) lookalike or you are one, you have to get your forms in, let’s say, by December 1. That’s the deadline that’s coming up if you want to be able to purchase by January 1.


So in other words there’s a month delay. After you get your form in and you have to wait a month. Once your information appears on their - on the OPA Web site and your data appears in there, that lets the wholesalers know yes, this entity is eligible to purchase. So that’s why there’s a delay. And the wholesalers won’t sell to you at the 340B price until you appear on this database.

So I’ve talked a little bit about the pricing and what entities are eligible. And I want to talks next about the requirements and the prohibitions. So you may say well what are the strings attached to this program? You know, once you sign up what rules do you have to follow?

And I’ll start with some of the benefits that are associated with the program. And one of the key ones is the Prime Vendor Program. This is no cost to the entity, okay. And in the statute that originally started the 340B Program, they put some vague - very, very vague language in there that said you have to establish a prime vendor program, okay.


The intent was to allow one big wholesaler or perhaps some sort of organization to negotiate what we talked about before - those sub-ceiling 340B prices; in other words even better than 340B.

And for awhile there was no prime vendor. And then in the early turn of the century there was a prime vendor that didn’t have a lot of success. But currently there is a Prime Vendor Program who has a contract with HRSA that’s very, very successful.


In order for an entity to participate with this program, they sign an enrollment form. This is separate than what we talked about for 340B. They receive all of the drugs that are sub-340B price in addition to the 340B prices. And they can choose which they would want to purchase.

And the savings are very significant there. So I would highly recommend that you sign up. There’s really no loss to the entity as far as cost. There’s only benefit to be gained there. So that’s a definite plus of the prime - of the 340B Program would be to be enrolled with that prime vendor.


And then some other things I’ll mention briefly. One would be once you sing up with this program you do open up your entity to audit. And that’s just to make sure you’re following all the guidelines that are associated with the program.


And this would be an audit that would come from the manufacturers or from HRSA -- from the federal government actually -- any part of that government. So just so you’re aware of that once you sign up that you could be audited.


And then you’re agreeing not to resell or transfer the drugs. So you’re getting this really great price on drugs. And you have to make sure that you don’t give them to your free health clinic that’s down the street.


And I have a lot of community consortiums call and with very good intent. And they say well I have a (dish) hospital. I want to partner with my health clinic down the street. How do I do that so that I can get them the drugs? They’re just serving the poor patients and, you know, technically those indigent patients need access. So can’t we just give them the drugs?

The answer to that would be no. You can’t transfer to a clinic that’s not on that eligible entity list. In fact you really can’t transfer to anyone other than a patient.


The duplicate discount prohibition is rather complicated. So I’m going to summarize it by saying that the Medicaid agencies -- and this is part of the statute, part of the legal language in there -- you - when you bill Medicaid for a drug purchase -- that 340B -- you have to bill them at cost.

Okay you do have an option where you could say I’m going to purchase at non-340B so (off) another contract for my Medicaid patients. And in that case you could bill them at whatever your prearranged rates are.

But the reason for that is that Medicaid requests rebates. And if the manufacturer is giving a 340B price and then also giving a rebate on the backend, they’re giving a double discount. So you can’t do that.


And then for the benefit of anybody who’s calling from a hospital on the call today. Hospitals are prohibited from using a GPO or a Group Purchasing Organization for outpatient drugs at the same time they’re using or enrolled in 340B. So that’s just another thing to note as far as that.

Well I talked a little bit at the beginning about how there was a statute that started the 340B program. And then it was kind of vague and didn’t give a lot of details. And so then we have all these entities calling in and saying well what about this? What can I do about this? Who is the patient? And (they have) all this very specific questions.


So what the program decided to do, the Office of Pharmacy Affairs through HRSA releases periodic guidelines coming through the Federal Register. And they’re actually some pending right now that should be coming in hopefully in the next couple of months.


And these are actually the policy or the guidelines statements. These are not technically regulation even though the slide does say regulation on there. That has a different legal meaning. A guidelines is a little bit - I don’t want to say less enforceable. But it has less maybe teeth behind it. But it’s still the only guidance that goes with the program.

So I wanted to make sure that you all understand how - what happens. We’ve got the statute. And you have to follow the rules. And then some of these quote rules are guidelines given by the government saying this is how we think the program should be implemented.


An example of that would be how to define a patient. That’s probably the most common one. Which patients are eligible? Everybody wants to know. And the original definition which was passed in the ‘90s has three criteria which appear on this slide. I’m not going to read over them. But you’re welcome to look over that in your leisure.

And one of the reasons for that is that we expect a revision to the patient definition in the next few months published in the Federal Register. I would expect the tenets to be the same. I don’t know for sure. But they do periodically come out in response to the changing environment. OPA will come out with some different guideline statements.


Okay and then another question that people often has is well if I’m eligible for 340B and I can buy a 340B, what am I supposed to do in order to get the drugs out? Is there a limit on that? Can I use my own pharmacy? Can I contract with somebody else?


And the answer to that is there really are no limits on that. You can use a pharmacy that’s considered a quote in-house pharmacy that’s part of your clinic. Or you could contract with a community pharmacy to do that.


Currently you’re limited to one contract at a time. But that may change if there’s a new guidance published in a Federal Register Notice. That would open that up. And so hopefully that will happen and we’ll have a little bit more access. So one clinic could actually contract with many.


Telepharmacy is allowed. Mail order pharmacy is allowed. So really the sky is the limit. Even physician dispensing is allowed using 340B, okay. None of those things are actually prohibited in any way other than currently it’s recommended that you only have one contract pharmacist (as the) guidelines state.

Then briefly I wanted to talk to you about some resources. If you’re interested in this program and you think that it would benefits you, the three main stakeholders that make up the 340B program as far as resources are the Office of Pharmacy Affairs which his the federal component. And we kind of refer to them as the integrity piece. Okay so they’re the government that’s sort of deciding how to administer the program and setting the guidances and that sort of thing.


The access piece would be the organization from which I’m calling is the (PSSC). We’re under contract with the Office of Pharmacy Affairs at HRSA to provide implementation, advice and recommendations regarding implementation. And how do you - in other words how do you make this practical?

We operate a call center for the entities which is free of charge. They can ask any question about any topic. And we maintain a database of all the standard responses. So we’re giving you consistent and accurate information that’s OPA, in many cases, reviewed. So we’re consistent on what we’re telling people.


And we also operate a free technical assistance program where your entity could be assigned a pharmacist consultant that’s been trained in 340B expertise that would come out to your organization and help you start a contract pharmacy or an in-house pharmacy or, you know, improve your clinical pharmacy services as we heard about earlier today. We have consultants in all those different areas.


And then the third resource would be the Prime Vendor Program. And that’s what I spoke about before regarding - we call them sort of the value resource because they save lots of money for the entities with their sub-ceiling pricing that they’re negotiating.

So I’ve summarized on the last slide how to get a hold to ask questions. The HRSA Office of Pharmacy Affairs has a Web site. If you’d like further information the enrollment forms appear on that Web site.


If you have specific questions about anything I’ve said today or how would this apply to me, you’d want to call HRSA’s (PSSC) at the toll-free number. Or you cold send an email to the address that I have listed. And we will respond. We have a 24 hour response policy. So if your answer can’t be addressed immediately, you will hear from somebody within one working day.


And then the bottom is the prime vendor contact information. If you are perhaps already enrolled and didn’t know about the prime vendor, that’s who you’d want to contact.


So I tried to cut my presentation a little short because I’m aware of the time. But I’ll go ahead and end here and allow you to open it up for questions.

Amanda Phillips-Martinez:
Thanks so much (Catherine).
(Catherine Richardson):
You’re welcome.

Amanda Phillips-Martinez:
(Unintelligible) hear from anyone who has any questions or comments. Again you can press star 1 and open the line to ask a question of any of our speakers.

Coordinator:
Once again to ask a question, please press star 1 and record your name.
Amanda Phillips-Martinez:
While we’re waiting, (Catherine), I have a question. You mentioned the technical assistance service that’s provided through HRSA. Does someone already have to be - have an operating 340B program to access the TA? Or can...
(Catherine Richardson):
No they don’t.

Amanda Phillips-Martinez:
Okay.

(Catherine Richardson):
Yeah that’s a great question. If you are eligible for 340B we will work with you to get you enrolled and with all the different programs to make sure you’re set up correctly and following all the guidances.


If you are not a 340B entity, typically you don’t qualify for the free TA. So you’re just a free clinic that wants some pharmacy help, that’s not one of our primary clients. And because right now there is a real restriction on resource utilization, we’d probably be unable to help.

But you would be able to call the call center. And we’d be able to tell you if we can answer a couple of questions for you over the phone. We’d be happy to do that if we have the information that you need. So I would recommend the non-entities on the call that have questions to go ahead and call the call center.

Amanda Phillips-Martinez:
Thanks.
(Catherine Richardson):
You’re welcome.

(John Hutchison):
Hi (Catherine)?

(Catherine Richardson):
Yes.

(John Hutchison):
Yeah (John Hutchison) and can you talk a little bit about what you might know about the extension of 340B to the inpatient side of hospitals. I know that that’s being proposed.

(Catherine Richardson):
Yes there - I have seen over the past ten years or so that I’ve worked with the program several attempts to extend this to the inpatient side. As I said originally this is an outpatient drug program.


However I’ve not seen any of those pass yet. And I can also speak to the fact that manufacturers - some manufacturers choose to extend 340B prices on the inpatient side. But that’s at the manufacturer’s discretion. It’s not up to, you know, OPA to say that that’s okay.

Or, you know, unless there’s statutory authority for this which right now there is not. The manufacturers may choose to do that. And they may have a variety of different reasons for doing that. It could be that, you know, they want to influence the market share at a certain hospital. You know, I don’t know all their reasons. But I have seen them do that before.


But right now the inpatient is - it’s not available at 340B across the board. And I don’t see that happening anytime soon. But you never know. One of those proposals could actually get through and be implemented.


So I don’t have any other information right now on those ones. I have been monitoring them. But I haven’t seen any action on them recently that would make me think they’re suddenly going to be approved.

(John Hutchison):Thank you.

(Catherine Richardson):
You’re welcome.

Amanda Phillips-Martinez:
Are there any other questions from the participants?
Coordinator:
At this time we have no questions.

Amanda Phillips-Martinez:
Okay well if you do have any follow up questions, many of the speakers have provided their contact information on their slide presentations. Or please feel free to forward those questions on to me. And I’ll make sure that the appropriate panelist gets the question.


Our next teleseminar is scheduled for February 18 at 2:00 pm Eastern Time. We are starting now to design the content of the call through the - for 2009. So if you have any ideas or requests, please contact your technical assistance providers or your project officer at HRSA and send along those suggestions to us so that we can ensure that the calls that we’re doing next year are timely and of interest to all of you all.

Again I’d like to thank our speakers on today’s call and encourage you all to join us again in February. And if you have any follow up, again, don’t hesitate to contact myself or any of the four speakers.

And hope you all have a nice afternoon and a Happy Thanksgiving.

Coordinator:
This concludes today’s conference call. Thank you for participating. You may disconnect at this time.

END
