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• Specialty drugs contribute disproportionately to costs, representing greater than 50% of pharmacy spend.1 

• Integrated Health System Specialty Pharmacies (HSSPs) have shown improved outcomes2-4 and lower medical 
expenses5 yet are largely excluded from restricted drug and payer networks. A group of HSSPs implemented a 
comprehensive patient care model for several specialty disease states. 

• A previous analysis of a national health insurer’s de-identified claims database demonstrated that the HSSP group 
was associated with significantly less total medical expense among the population of patients filling self-administered 
oncology drugs as compared to the Network ($3,738 vs. $4,648, respectively; p<0.05).6  

• The objective was to evaluate pharmacy and medical expenses among non-oncology specialty pharmacy patients in 
a HSSP group care model versus a national Network.

Integrated Specialty Model 
Lowers Pharmacy Expense

Background

• A national health insurer de-identified database of 12.6 million Medicare Advantage (MA) members was used to 
identify patients filling self-administered specialty medications for HIV, cardiovascular conditions, multiple sclerosis 
(MS), inflammatory conditions, and transplant from 2018 to 2019. 

• The HSSP group included members enrolled in the specialty care model who filled at the participating HSSP 
group pharmacies with prescribers integrated into the care model and was compared to Network members using 
pharmacies in the same geographic area.

• The standard actuarial method of using CMS-HCC (Centers for Medicare & Medicaid Services Hierarchical 
Condition Categories) risk scores for normalizing cost and utilization data was employed:

• CMS-HCC Adjusted Cost = Total Cost / (Patient Months * CMS-HCC Risk Score)
• CMS-HCC Adjusted Utilization = Total Utilization / (Patient Months * CMS-HCC Risk Score)

Methods
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Results

DISCLOSURES

• The HSSP care model within a population of HIV, cardiovascular, MS, 
inflammatory, and transplant patients was associated with 
significantly less pharmacy expense with a small but non-significant 
increase in total medical expense.

• By contrast, the previous analysis of oncology patients managed 
within a HSSP group demonstrated significantly lower total medical 
expense with a slight increase in pharmacy expense when compared 
to the network group. 

• Future research is needed to gain insight into these differences.

Discussion

Figure 2: Follow Up Year Risk Adjusted Cost

Figure 3: Follow Up Year Risk Adjusted Utilization

Figure 1: Study Inclusion Determination
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All cost and utilization comparisons between HSSP and Network groups were not statistically significant in the baseline year; costs and utilization were reviewed in 
the follow up year.
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