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Slide 1: Challenges and Opportunities for Managing Hemophilia
Welcome to Challenges and Opportunities for Managing Hemophilia 2014 Continuing Education

Series.

This series of three tracks is jointly sponsored by Medical Education Resources, the Specialty
Healthcare Benefits Council, and Impact Education, LLC, in collaboration with the National

Hemophilia Foundation.

This activity is supported by an educational grant from Novo Nordisk, Inc. and we would like to

thank them for their support.



Continuing Education Information

Physipian Cregir

Thils acivfy Fas been plarned and Implkemented IR

accardance wit e accrediation reguinements and
El'lj:ba of e Accrediation Councll for -.':u'trurﬁ'

MER I acoredRed Iy Me ACCHME 10 provide continuing
e e o pryskciEns

Cragit Designadon
Miedical Education 1&5‘:‘."‘0&5 m&urﬁ&a mis I BIH'I'

Br amaaman of L AWA P Caegony 1 Creats)™

g of Melr pariipation In e acihy

Phamacy Cregir

Nursing Credit

kedical Educalion Resources s accredRed 25 3 provider
of confiruing rursing education by Te American Nurses
Credentlaling Cenfers Commisskon on Accrediation

Triks CE acivfy provides 1.0 coriact hours of coniiing
rrsing educatin

h'a:ll:ral Educaiion Fescurces |s 3 prowioer of continu
egueztion oy e Calfmia foard of Reglee
Niiery Sronicer Sheb 1T B0 coiea

Case Manager Credit
Trils prog mraal:eth re-aponeed oy The
Ccﬂrmssm for Case er-::ertn:.“a‘.m Iac-E-

Inuing educall fed c3se

nﬁrﬁgers The-:::ur:se Iaapprcua:l 1:-r1l:| CE confact
Fiours

Mm 3;,“ 10 ACINEy codet HO0D11100  Approval Mamber: 140001117
o:fm rs

o B ) of e Mcra:l on Councll
[L.hl.ElE.aI ATy M.I'Ther - 08162814073 H01-7)

Thils acikRy 5 cariilied 35 Enowledge-ased CPE.

1ﬂEE

Slide 2: Continuing Education Information

Continuing education for this activity is provided by Medical Education Resources, or MER.
They have designated this activity for one (1) credit hour for each track, or a potential total of
three (3) hours if all three tracks are completed. This credit is for physicians, pharmacists, nurses,

and case managers.



How to Get CEUs & %

To earn continuing educational units for this activity, please

visit The Specialty Healthcare Benefits Council website at
www.SHBC.us.
There you can complete the post-test and evaluation and

receive 1.0 continuing education credit hours.

Slide 3: How to Get CEUs
To earn continuing educational units for this activity, please visit The Specialty Healthcare

Benefits Council website at www.SHBC.us. There you can complete the post-test and evaluation

and receive 1.0 continuing education credit hours.


http://www.shbc.us/
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Slide 4: Financial Disclosures
The faculty and planners reported the following financial relationships with commercial interests

whose products or services may be mentioned in this continuing education activity.
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Slide 5: Financial Disclosures (continued)
(No audio)
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Slide 6: Track 3: Access, Coverage, and Care Issues

Welcome to Track 3 of a three part series. This track, entitled Access, Coverage, and Care

Issues, will focus on the care management strategies for managing hemophilia within a managed

carc

setting.

Upon completion of this learning track, the learner will be able to:

1.

Evaluate the impact of changes in the treatment of pediatric and adult hemophilia within

participants' own organizations

2. Evaluate current formulary development and management techniques including specialty

pharmacy arrangements

3. Incorporate new concepts to improve the quality and cost effectiveness of care for both

pediatric and adult hemophilia patients



Program 1:

Access, Coverage and Care Strategies for Managed Care and Other

Payers
oW
s/
Program 1:

Access, Coverage and Care Strategies for Managed
Care and Other Payers

Slide 7: Program 1: Access, Coverage and Care Strategies for Managed Care and Other
Payers
The first presentation of Track 3 is entitled Access, Coverage and Care Strategies for Managed

Care and Other Payers.



Program Faculty

Name Credential | Position and Institution
Edmund MD. MPH Mational Medical Director of Pharmacy and Policy
Pezalla ' Strategy at Aetna, Inc.

Support Staff | Organization
Joe EBichenholz | Specialty Healthcare Benefits Council
Michelle Rice Mational Hemophilia Foundation

Slide 8: Program Faculty
The faculty for this presentation is Dr. Edmund Pezalla, National Medical Director of Pharmacy

and Policy Strategy at Aetna, Inc. Support staff for this presentation includes Joe Eichenholz,
Executive Director of the Specialty Healthcare Benefits Council, and Michelle Rice from the

National Hemophilia Foundation’s Public Policy Team.



Hemophilia Patients Require

3 4
Healthcare Across the Lifespan y _ 7

100 1 Age Distribution of the US
Hemophilia Population? = Age of diagnosis is <2 years of
30 - ages
= Life expectancy exceeds 70
60 years®
E 45% » QOlder patients tend to have
8 B
E 40 5% comorbidities (eg.
cardiovascular disease,
hepatitis C and HIV)?
20 1 13% = ~50% of hemophilia patients
3% are insured under commercial
0- plans’
21019 20 to 44 4510 64 65+

Age (years)

1. Centers for Dissass Control and Prevention. Report on the Universal Data Colisction Program, 2005-3003,
January 3014:1-2%; 2. Centers for Diseass Control and Prevention. Hemophilia

http: v coc gowinchdddhemophiliatdata html.  Accessed Aprll 19, 2014; 3 Express Scripts. 2013 Drug Trend
Raport. http:Mab sxprass-scriptecomd. Accesssd Aprll 15, 2014

Slide 9: Hemophilia Patients Require Healthcare Across the Lifespan

Hemophilia is not just a problem of the young. Oftentimes what comes to mind when thinking of
a person with hemophilia is a young child or an adolescent; and indeed, the average age of
diagnosis is less than 2 years of age. However, as life expectancy exceeds 70 years, there are
now many hemophilia patients who are surviving far into adulthood where, in addition to dealing
with comorbidities acquired earlier in life such as hepatitis C and/or HIV, they are now
developing comorbidities such as cardiovascular disease and diabetes. This entails taking other

medications in addition to clotting factor concentrate.

Some patients are now in need of thrombosis management at the same time they also have
hemophilia. They are entering an age in which we may give them platelet aggregation inhibitors,
such as Coumadin®, and other medications to reduce the risk of stroke and to treat them because
they have stents. They are becoming more medically complex and certainly they should receive

care at the appropriate site with the appropriate specialist.

The age distribution reflects that up until now, relatively few persons with hemophilia have
survived to age 65. This is not due to a lack of clotting factor concentrate or understanding how

to use it, but because there was a significant impact of HIV disease on this population a number

9



of years ago before effective treatments for HIV came about. Many patients did not survive
through that period and it reduced life expectancy for the entire population. Now that the
situation has clearly changed, it is critical to recognize that we will be caring for hemophilia

patients through the normal life expectancy.

Hemophilia: o ?
Low Prevalence, But High Cost 9 7

Condition Estimated Estimated Per Patient
Prevalence Cost of Care ($)
Diabetes’ 25,800,000 7.900 — 14,000
COPD< 156,000,000 2,000 - 43,000
Multiple Sclerosis? 300,000 28,000 — 42,000
Hemophilia* 20,000 180,000 — 300,000

1. american Déabetes Associstion. Dlabems Care. 301338 1033-45
2 Dalal 44, stal InrJ Chron Obsouer Pulmon DIs. 2010;5:341-5,
3 Glesson PR etal J Manag Care Phamm. 30131305425

4. Fischer K, stal Blood. 2013122112935

Slide 10: Low Prevalence, But High Cost

Hemophilia is a very low prevalence disorder in the United States, and when broken out into
specific types of hemophilia, prevalence rates are even lower. But because of the high cost of
care for each patient, the total cost of care can be significant. This means that we should think
very hard about managing these patients well. They are a special population. We must ensure
that we do not have an unnecessary financial impact on the family, on the hemophilia patient

himself, or on those who are paying premiums to their health plans.

10



Average Annual Claim Costs for

oW
Hemophilia in a Commercial Population & ; /’

iHemophilia A wmHemophilia B = Average commercial plan member
70,000 ~ $64,153
60,000 -

50,000 -
40,000 -
30,000 -
20,000 -

§33,237

§20,585

§13,397
199
% 54

Factor replacement Other services

Annual claim cost($)

10,000 -

Other services in- and cutpatient facility fees, professional costs, and other non-
pharmacologic direct healthcare costs.

Miliman Report. An actuarisl study of hemophilla. October 24, 2013
http: v milliman. comiup loadedFl lss Ansight! 201 #he mophilta-sctuaral-study pdt.  Accessed Aprll 21, 2014

Slide 11: Average Annual Claim Costs for Hemophilia in a Commercial Population

The average claim cost has much to do with clotting factor replacement. Hemophilia patients do
use other services. As this slide illustrates, hemophilia B patients tend to be more likely than
hemophilia A patients to use other health care services and do so more than the average patient
in a health plan. Far and away, however, the most important cost concerns are the use of clotting
factor. These costs emphasize that we should be using factor wisely and in the appropriate
settings, but they do not suggest that we should avoid the use of factor where it is appropriate for

patients, either as prophylaxis or for treatment of bleeding events and other indications.

11



Average Annual Claim Costs for

X3 4
Hemophilia in a Medicaid Population w ; /’

iHemophilia A mHemophilia B
140,000 -
. $121,335
% 120,000
% 100,000 -
(%]
£ 50,000
= 60,000 -
- 538,650
T 40,000 - $36,043 :
c $19,506
£ 20,000 -
.D. d
Hemophilia drugst Other services

» Medicaid claim costs reflect the increased severity of hemophilia in this population as well as
the greater number of comorbidities.
Tincludes factor, anti-inhibitor drugs, and other treatment drugs.

Miliman Report. An actuarisl study of hemophilla. October 24, 2013
http: v milliman. comiup loadedFl lss Ansight! 201 #he mophilta-sctuaral-study pdt.  Accessed Aprll 21, 2014

Slide 12: Average Annual Claim Costs for Hemophilia in a Medicaid Population

In the Medicaid population we see a similar picture: hemophilia A patients principally require
factor and do not utilize the same quantity of other services as do hemophilia B patients,
although they do use more than the commercial population. Hemophilia B patients continue to
use significant other services; in this case the other services exceeded the hemophilia drug

component.

These cost analyses reflect the fact that Medicaid patients tend to be more complex. In part, this
may be due to more complex disease with greater complications, which may be the reason they
are covered by Medicaid in the first place. However, it may also indicate the important
psychosocial variables at play in some portions of the Medicaid population which could, for
instance, lead to a patient’s hospitalization in a case where, in a commercial population, the

patient would have been able to manage care from home.

12



Average Annual Cost of Hemophilia o
Relative to Other Chronic Conditions*® & _ ,.J

End stage renal disease $173.000
Coranary artery disease |$?5.1}m}
Hemophilia | $5*.00
Stroke | $61,600
Transplant | $51,000
Cancer | $49,000
HIV £25,000
Total population | &4.000

0 50,000 100,000 150,000 200,000
Average annual costs ($)
*commercial population

Miliman Report. Bansfit dasigns for high cost medical conditions. Aprll 22, 2011,
hitp:ius miliman comduploeded FlesAnsightir ssa arch /hea ith-mibsnsfit-gesigns-nigh-cost pdf.  Accesesd April 21, 2014

Slide 13: Average Annual Cost of Hemophilia Relative to Other Chronic Conditions

The annual cost of care for hemophilia is on par with other major chronic conditions and is
greater than many disorders that receive significant media attention. Patients with end stage renal
disease tend to outspend all others due to their need for dialysis, other replacements, and other
management issues. Problems and costs among coronary artery disease patients are generally
driven by procedures including stents, angiographies, etc. As we have seen, the hemophilia
patient cost tends to be driven by medication whereas coronary artery disease costs are not

driven by medication, many of which are generic for that disease state.

13



Hemophilia Drug Spending is o %

Projected to Increase &

US Spend ($)

2013 2014 2015 2016

Express Scripts. 2013 Drug Trend Report. hitp:Mab sxpress-scripts.cony. Accsssed April 13, 2014

Slide 14: Hemophilia Drug Spending is Projected to Increase

Hemophilia drug spending is expected to increase. This includes not just spending on each
individual, but spending overall. More patients are surviving such that the number of patients
with hemophilia is fairly large as compared to historic numbers. Variables contributing to the
increased life expectancy may include the eradication of HIV in the factor product supply and
the increased utilization of prophylactic treatment. Prophylaxis is an interesting therapy in that it
may increase drug costs early in the course of the disease, but later in life, might reduce overall
costs by decreasing joint disease and disability, reducing dependency on public programs, and

enhancing ability to become an active functioning member of the work force.
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New Therapeutics Have the Potential o

to Change Hemophilia Treatment w /’

+ Long-acting factor
— Both FVIll and FIX
— Firstlong-acting agentrecently approved
— Several more expected inthe next 2-3 years

What the Data Says... What We Hope... The Unknowns...

= Longer half-life = Mare effective = Will long-acting

= lLess frequent prophylaxis factors work as
dosing = Improved adherence well as expected?

= Greater + What impact will
individualization of they have on cost,

treatment adherence, and

quality-of-lifa?

Slide 15: New Therapeutics Have the Potential to Change Hemophilia Treatment

There is tremendous potential in the new treatments that are becoming available such as the
long-acting products. Long-acting factor products are now available for both hemophilia A and
hemophilia B, and we expect to see several more within the next three years. The longer half-life
leads to less frequent dosing, which will ease the burden and increase the effectiveness of
prophylactic therapy. We also expect to see improved treatment adherence as patients require

fewer infusions. This may also lead to better individualization of treatment.
One consideration to bear in mind is that although we do expect adherence to be better with

long-acting agents due to less frequent infusions, if a patient misses a dose, then he may go for a

longer period of time without medication, putting him at increased risk for bleeding.

15



Improving the Management of
Hemophilia: The Basics

+ Basic features of hemophilia care include
— Effective factor replacementtherapy
— Safe factor products
— Unimpeded accesstofactor when needed

Slide 16: Improving the Management of Hemophilia: The Basics
Some of the basic features of managing hemophilia include having the patient on effective factor
replacement therapy, ensuring access to safe clotting factor products, and safeguarding

unimpeded access to factor product when needed.
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Improving the Management of ~
Hemophilia: HTC Care & /i

+ Every patient should be followed by an HTC
— HTCs offer multidisciplinary team approach to care

— 40% reduction in mortality amongthosewho receive HTC care vs. those
who do not

— However, ~30% of hemophilia patientsinthe US receive care outside of
an HTC

— Patients, providers, and managed care arganizations needto be educated
aboutthe benefits of HTC care

Canters for Dissase Control Hemophdla. hitp:wwwcde govinchddd/hemophiliaid ata htmil.  Accessed Aprll 22 HOd
Souwcle JM, ot sl Blooo. 2000; 35143742

Slide 17: Improving the Management of Hemophilia: HTC Care

Hemophilia Treatment Centers, or HTCs, are an important part of hemophilia care in the United
States. They offer multidisciplinary care teams and have providers who are familiar with
hemophilia patients and are expert in their care. The multidisciplinary team at an HTC can
provide services to the patient as well as advice to his family and to other health care providers

throughout the community.

There is a 40% reduction in mortality among those who receive care at an HTC compared to
those who do not. However, about 30% of patients do not receive care at an HTC. This may be
due to personal preference or to access issues. Some patients live in remote areas and the nearest
HTC is far away. In all cases, patients, providers, and managed care organizations need to be
educated about the benefits of HTC care. In cases where the patient lives at a distance from an
HTC, it is recommended that the patient’s local provider, whether it is a hematologist, internist,
pediatrician, etc., have some discussion with physicians and nurses at the HTC to become

educated about hemophilia.
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Improving the Management of

X3 4
Hemophilia: Increased Collaboration & /’

* Increased collaboration and support among care
management team to enhance treatment outcomes,
improve access/remove barriers to care, and enhance
patient quality-of-life
— Movement of infarmation

 EMR interoperability
— HTC

Medical specialties (hematology, orthopedists, etc.)

Managed care organizations

Payers

Specialty pharmacy providers

Johnson KA, Zhou Z¥. Hemarology Am Soc Hemarol Edue Prog. 2011;413-18

Slide 18: Improving the Management of Hemophilia: Increased Collaboration

If a patient does attend the HTC for an annual visit, but otherwise utilizes a local provider for
treatment, it 1s most useful to be able to move their information between the HTC and the local
provider. In real life, the responsibility for movement of information between providers often
falls on the patient. Providers can take on the responsibility of proactively documenting for the
patient any important information such as diagnoses, treatments, including prescribed drugs and
dosages, and contact information. Over time, as electronic medical records, or EMRs, become
more accessible, they will be an enormous help to patients with complex disorders who receive
care from more than one provider or specialist. With EMRs, we must be vigilant about HIPAA,
or the Health Insurance Portability and Accountability Act, and other privacy issues. We also
need to ensure interoperability, or the capacity for exchanging health information across various
health care systems’ electronic platforms, as this remains a barrier to effective collaboration

among providers.
When discussing the goal of increased collaboration to improve the management of hemophilia,

there are many players. These include the HTC, medical specialties such as hematology and

oncology, managed care organizations, payers, and specialty pharmacy providers.

18



Value of Hemophilia Care

o9
Administered Through an HTC w 7

Features of HTC Care Implications for Managed Care
« Relatively stable and predictable *  Comprehensive care
annualized costs overtime «  Benefits include:
«  Committed physician and patient — Continuity of care
advocacy — Accessto specialists and treatments
«  Complete medical care and — Reduced number of days
wellness programs hogpitalized per vear
+ Reduced overall costs — Reduced frequencyof hospital visits
+ Decreasein hospital admissions - Reduced average length of stay
. Reduced patient morbidity and - !Eﬂr.ry.ﬂenhﬁcatmm‘treatmentuf
g inhibitors.
muortality

Canters for Dissase Control Hemophilia. hitp wwwcde gowinchddd/hemophiiaitc htmil.  Accessad Aprll 22, 21dd
Sowcle JM, ot sl Blooo. 2000; 3543742
Zmith P35 Levine PH. Am J Public Health. 15584 T4:818-17.

Slide 19: Value of Care Administered Through an HTC

The value of care administered through an HTC is immense. HTCs are accustomed to caring for
patients with hemophilia. They are familiar with different types of hemophilia, different
prognoses, and differences in the types of problems that may present. They also understand how
to coordinate some of the challenging situations that may arise such as severe injuries, dental

procedures, and surgeries.

Excluding the cost of clotting factor, HTCs offer relatively stable and predictable annualized
costs over time. Managed care companies are wise to pay for the care provided and for
coordinating with HTCs because it is more comprehensive and affordable care than is going to
be found in most other places. When HTCs provide outstanding care at relatively stable costs

over time, and managed care companies pay those costs, there is care continuity for the patient.

Other features of HTC care include a committed physician, patient advocacy, comprehensive
medical care and wellness programs, reduced overall costs, decrease in hospital admissions, and
reduced patient morbidity and mortality, as we have already discussed. These features result in

many benefits for the managed care company.
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Managed Care Hemophilia ~
Management Strategies: < )
Cost Management & '
* Goal: Assure lowest total costs

+ Common strategies

Benefit design

« Mandatory use of preferred specialty providers (ie, sole source
providers)

» Cost-sharing/cost-shifting, coinsurance
Channel management
Caontracting

+ Maximize rebates

3408 programs
Marrow networks

Johinson K. Formulary Wamh. 2013, http:#formutany) curnal medsrnmedicine com.  Accessad Aprll 21, 214
Burns J. Manag Care February 2012 hitpodwww managedcansm ag comdarchive s 20 21202 narrow _nstworks html
Apcasssd Aprll 31, 2014

Slide 20: Managed Care Hemophilia Management Strategies: Cost Management
Managed care companies have a number of responsibilities, but a primary goal is to assure that
money is well spent resulting in the lowest total costs. Managed care companies do not want to

pay more than necessary and they want to ensure that patients do well with money that is spent.

Strategies that are generally employed begin with benefit design. Here we ask, What is a covered
benefit for this particular member? Are there any mandatory providers? For example, is the

patient required to use a particular specialty pharmacy?

In many states there are any-willing-provider laws requiring managed care organizations to grant
network participation to health care providers willing to join and meet network requirements.
However, even in any-willing-provider states, the managed care company can deem certain
providers “out of network,” and use of these providers might result in a higher co-pay or co-
insurance for the patient. This is an example of cost-sharing or cost-shifting and it can create
significant financial burden for the patient. One of the most important things health care entities
can do to help patients and their families is to verify that they are using in-network providers

wherever possible to reduce their out-of-pocket expenses.

20



Channel management is the term for obtaining medications, devices, and other objects used by
the patient through the best source in terms of cost. Managed care companies take measures to
procure items that hemophilia patients need, including clotting factor concentrate and bypass
agents, through a channel that warrants them the best price. Many times this means using the

specialty pharmacy that is either owned or contracted by the payer.

Another cost management strategy is contracting with specialty pharmacies and manufacturers.
Many times, if you have a formulary, you receive rebates for medications on that formulary, and
that discount is proportional to how much of that medication you purchase. If you have preferred
agents, these are what you try to get patients to use. Most plans have rules around how to do that.
Sometimes the strategy is simply to bring up the preferred product, sometimes it is to reduce the
amount of cost-sharing that the patient has for the preferred product, and sometimes there are

actually requirements to use one medication before another.

The 340B drug purchasing program allows eligible entities, including specialized clinics such as
HTCs and certain hospitals, to purchase drugs at or below government mandated ceiling prices.
The intent of the 340B program is to further stretch the resources of the participating entities.
This may result in a lower billed cost to the payers; however, passing the savings along is not a

requirement of the program.

The term “narrow networks” means that not all providers in an area are in a network. It is not
always possible to have narrow networks because, as mentioned previously, many states have
any-willing-provider laws. However, in states that do not have such laws, the purpose of narrow
networks is to drive business towards certain providers and for the resultant increased volume,
the payer receives a discount. We often see the strategy of narrow networks used in hemophilia
with specialty pharmacies where there might be only one or two pharmacies used by an
insurance plan because they are able to get good pricing by having more of their patients use

those particular pharmacies.
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With regard to the narrowing of networks, it is the National Hemophilia Foundation’s position

on network adequacy that there should be more than one qualified in-network pharmacy provider

per health plan.
Managed Care Hemophilia ~
Management Strategies: e )
Utilization Management & '

* Goal: Assure appropriate use

+ Common strategies

Formulary management
Clinical managementincluding personalized regimens

Prior authorization, quantity level limits

Maximize operational efficiency by minimizing waste, mitigating billing
Brrors, minimizing inappropriate use

+ Managed care often contracts with specialty pharmacy
providers for utilization management services including
prior authorization, formulary management, clinical
management, reporting, broad access to drugs, efc.

Slide 21: Managed Care Hemophilia Management Strategies: Utilization Management
Appropriate use is an extremely important aspect of the utilization management strategy for
managed care and this is especially true in hemophilia. Here we want to see that patients are

receiving the right doses of clotting factor concentrate at the right intervals.

Many managed care companies have formularies for medications, and the formulary
management usually has a utilization management component that stipulates that for patients
starting a new drug, or for certain situations, patients must use one medication before others.
There are usually exception rules and allowances to request a deviation from the protocol. Rules

vary widely from payer to payer.

There may be some personalized clinical management, and certainly a connection between the
managed care plan and an HTC can help to maintain patients on their personalized treatments

and can help to overcome prior authorization problems.
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Generally speaking, there are quantity or cost limits on almost everything in managed care.
However, the reality is that patients have special requirements and there are occasions when
large volumes of factor are needed, such as when a patient has a surgery or serious injury.
Quantity limits can be exceeded through a prior authorization process or, in some cases, through

negotiation after the factor has been dispensed, though this is not the recommended approach.

Managed care plans want to maximize operational efficiency by minimizing waste, minimizing
billing errors, and minimizing inappropriate use of clotting factor concentrate. Thus, specialty
pharmacies are expected to be able to dispense factor within reasonable ranges of the dose
expected for the patient. This is called assay management. Managed care does not want wasteful
or excessive use of factor. At the same time, managed care does not want inappropriately low use

of factor that is not effective for the patient.

Finally, billing is commonly a problem. To start with, most plans require the J-codes, which are
Healthcare Common Procedure Coding System, or HCPCS, reimbursement codes used to
identify injectable drugs that are associated with the medications. National Drug Codes, or NDC,
which are unique product identifiers used in the U.S. for drugs intended for human use. Some
additional codes may be useful to understand what is going on with that particular patient. Of
course, plans also require an explanation as to the amount of clotting factor and the weight of the

patient to calculate factor units per kilogram.

For all of these strategies, managed care often contracts with specialty pharmacy providers.
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Managed Care Hemophilia
Management Strategies:
340B Programs

+ The 340B program allows HTCs to purchase clotting factor
at a discount for their patients®

* Features
— Cutpatient program
— Payers may be ableto bill for drugs purchasedunderthe 3408 program

Qutpatient
Rx drugs
Clinic-administered

drugs
Biologics
Clotting factor

*Not all HTC = have 3408 programs, but can gain access through their hospital
U's Department of Health and Human Ssrvicss. hitpowww.hreagowiopal. Accesssd Aprll 21, 2014

Slide 22: Managed Care Hemophilia Management Strategies: 340 B Programs

As stated earlier, 340B programs allow eligible entities, including specialized clinics such as
HTCs and certain hospitals, to purchase drugs at lower prices. 340B programs at HTCs are
allowed to purchase clotting factor for their patients only. Not all HTCs have 340B programs,
but may be able to gain access through their affiliated hospital if it is eligible. Eligible hospitals
are generally disproportionate share hospitals: they may have a high number of patients who are
in Medicaid programs. They may treat specialized disease states like oncology. They may be
hospitals located in service areas where they are the only provider, such as suburban, exurban, or
especially rural areas where there are not many other hospitals nearby. 340B programs can

usually purchase outpatient drugs including biologics such as clotting factor concentrate.
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Managed Care Hemophilia

_ e
Management Strategies: & /4

Narrow Networks

+ Networks of providers that deliver quality care at the best
price

— Marrow netwarks can reduce costs by as much as 15%vs. traditional
plans

= Other health care delivery strategies that may provide
lower costs without sacrificing quality
— Accountable Care Organizations (ACOs)
— Patient-centered medical homes (FCMH)

Burns J. Manag Care. February 2012 http:iwww managedcarsm ag comd archive 51 20 21 20 2 narmow_networ ke htmil
Locoasesd Aprll 21, 2014,
Johnson KA, Zhou ZY. Hemarology Am 50¢ Hemaro! Eowe Prog. 201141315

Slide 23: Managed Care Hemophilia Management Strategies: Narrow Networks

In this program, we have defined the term “narrow networks” to mean networks that do not
include all providers in an area. These networks of providers must deliver quality care at the best
price. In most cases, patients do not notice the narrow network except when they get to a corner

pharmacy and find that the particular pharmacy does not accept their insurance.

Narrow networks can reduce costs by as much as 15% versus traditional plans. The improvement
in cost comes because you are able to deliver a certain volume to that provider. Knowing they

will receive that volume, they are willing to give a discount on clotting factor products.

In order to be a provider in a narrow network, the provider must demonstrate a certain level of
quality. There are various quality measures and performance metrics, including patient outcomes
that an in-network provider must meet, whether they are a doctor, hospital, pharmacy, or
specialty pharmacy. It is not our goal to save money by sending patients to a provider who
cannot provide competent care; it is best practices by quality providers that save money in the

long run, so those elements are part of creating a narrow network.
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With regard to the narrowing of networks, it is the National Hemophilia Foundation’s position
on network adequacy that there should be more than one qualified in-network pharmacy provider

per health plan.

The expected growth over the next few years of accountable care organizations, or ACOs, and
patient-centered medical homes is an extremely important development in hemophilia
management. The difference between ACOs and patient centered medical homes is that ACOs
tend to be more comprehensive, offering hospitals and many different specialists. They take
more risk for each patient as compared to patient-centered medical homes, which tend to be
provider-centric, may not involve hospitals, and may provide mostly primary care so they take
only partial risk. However, we do see patient-centered medical homes in special circumstances,

such as oncology.

Managed Care Hemophilia

. e
Management Strategies: & v/

Accountable Care

+ Accountable Care Organizations (ACQOs)

— A group of healthcare providers that provides coordinated care far chronic
disease managementwith the goal of improving the quality of patient care

— Primary emphasis of ACOs has been on providing disease management
in a primary care setting

— Paymentistiedto achieving health care quality goals and outcomes that
resultin cost savings

— ACOs can includevarious types of doctors aswell as other providers and
institutions

Johnson Ki, Zhou ZY. Hemarology Am Soc Hemarol Educ Prog. 2011:413-15.
Slide 24: Managed Care Hemophilia Management Strategies: Accountable Care

An ACO is a group of healthcare providers that provides coordinated care for chronic disease
management with the goal of improving the quality of patient care. The primary emphasis of

ACOs has traditionally been on providing disease management in a primary care setting. In these

26



organizations, payment is tied to achieving health care quality goals and outcomes that result in

cost savings.

There are two types of ACOs: the Medicare ACO and the commercial ACO. In order to be a
Medicare ACO, the entity must meet a number of requirements and provide data to the federal
government. Commercial ACOs are not obliged to meet these requirements so long as they are

not caring for Medicare patients.

In an ACO, arrangements are typically made between the hospital physician organization and a
managed care plan. The risk is shared between the ACO and the managed care plan or health
insurer, and then the health insurer may provide various services behind-the-scenes, like case

management, claims payment, perhaps reinsurance, etc.

The ACO also has a fairly large amount of risk for an entire population of patients, so how they
manage specialty patients such as those with hemophilia will depend on what sort of specialists
they have available. If they have specialists who are hemophilia experts or hematologists with
training in hemophilia, and they have an adequate number of patients to establish a clinic, then
they may do so. Alternatively, they may have just a few hemophilia patients and elect to

collaborate with an HTC.
These decisions are entirely at the discretion of the ACO and will not be driven by the health

plan. HTCs should consider the option of partnering with a number of ACOs in their catchment

area to continue to provide access to care.

27



Managed Care Hemophilia
Management Strategies: PCMH

Patient Centered = Comprehensive primary care
Medical Home (FCMH) with the goal to proactively
T manage hemophilia patients
IntenzeCare gpecialiy Care Coordinalson
— Team approach to care
— Patients actively involved in
care

— Coordinated care

— Maximize health information
shared (i.e., EHR)

— Performance measurement
and guality improvement

= Electronic Medical Record

Technology - Patient Registries

- e-Prescribing

Patient-centered | Physician-directed
4pgency for Heafthcars Ressarch and Guality hitp:Mpemhoahrg.gowl. Accesssd Aprll 24, 2014

Slide 25: Managed Care Hemophilia Management Strategies: Patient-Centered Medical
Home

The patient-centered medical home typically provides primary care and sends patients with
specialty problems to the appropriate specialist. Thus, we do not often see patients with
hemophilia in these settings. Patient-centered medical homes have carve-outs and risk corridors

that allow them to move patients with very complex disorders to other sites of care.
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Summary &3 g

* Hemophilia is a low prevalence, but high cost disease to
treat

+ Therapeutic advances may lead to better outcomes and
quality-of-life, but can be costly

* Hemophilia care management requires collaboration and
support among care providers to enhance treatment
outcomes, improve access/remove potential barriers, and
enhance patient quality-of-life

+ Managed care employs multiple management strategies to
control utilization and costs

Slide 26: Summary

In summary, hemophilia is a low prevalence, high cost disease. Each patient can be managed
individually by their providers as well as by the case management staff and others at their payer.
Therapeutic advances may lead to better outcomes and quality of life; but can be costly. Due to
the potential benefit and in spite of cost, managed care plans want to cover new technologies and
treatments. Hemophilia care management requires collaboration and support among providers to
enhance treatment outcomes, improve access and remove potential barriers, and enhance patient
quality of life. Sharing of data, treatment plans, and benefit designs among the patient, family,
different providers, and managed care plan is extremely important. Finally, the managed care
plan can deploy various strategies including collaboration with case managers and specialty
pharmacies to help control costs while at the same time maintaining access to the medication that

patients need.
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Slide 27: Challenges and Opportunities for Managing Hemophilia

This concludes Program 1 of Track 3, entitled Access, Coverage and Care Strategies for

Managed Care and Other Payers.

30



Program 2:

Track 3 Case Study Challenges and Opportunities

&7

Case Study Challenges and Opportunities

Slide 28: Track 3 Case Studies Challenges and Opportunities
Now that we have had an opportunity to hear about strategies for managed care and other payers,

let us move on to examine three case studies.
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Pezalla ! Strategy, Aetna, Inc.
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Director of Pediatric Hematology and Oncology, Pediatric
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Program, University of Michigan
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Support Staff Organization

Joe Eichenholz Specialty Healthcare Benefitz Council
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Slide 29: Program Faculty

The faculty for this presentation includes Joan Couden, National Director of the Bleeding
Disorder Program for Walgreens Infusion Services for Hemophilia; Sue Geraghty, retired nurse
from the University of Colorado Denver Hemophilia and Thrombosis Center; Dr. Edmund
Pezalla, National Medical Director of Pharmacy and Policy Strategy at Aetna, Inc.; Dr. Steven
Pipe, Director of Pediatric Hematology and Oncology and Pediatric Medical Director of the
Hemophilia and Coagulation Disorders Program at University of Michigan; and Karen Wulff,
Hemophilia Nurse Coordinator at Louisiana Comprehensive Hemophilia Care Center at Tulane
University Medical School. Support staff for this presentation includes Joe Eichenholz,
Executive Director of the Specialty Healthcare Benefits Council, and Marla Feinstein and

Michelle Rice, from the National Hemophilia Foundation’s Public Policy Team.
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Case 1:

Total Knee Arthroplasty (TKA) in Mild ' )
Hemophilia Patient & :

+ Clinical circumstances

G2-year-old manwith mild factor IX deficienthemaophilia

— Was employedinthe construction field priorto early retirement

— Experienced 4-5 significantleft knee bleeds aver his lifetime

— Unaware of his diagnosisuntil age 45 and early bleeds were untreated
— Patient repaorts poar quality-of-life due to activity restrictions and pain
— Underwent a left TKA with an orthopedicsurgeonin his HMO

— MearestHTC isin the next county, 60 miles away

Slide 30: Case 1: Total Knee Arthroplasty (TKA) in Mild Hemophilia Patient

The first case is a 62-year-old male with mild FIX deficiency. He was employed in the
construction field prior to early retirement. He experienced 4 to 5 significant left knee bleeds
over his lifetime, however, he was undiagnosed until age 45 and his early bleeds were untreated.
The patient reports poor quality of life due to activity restrictions and pain. He underwent a total
knee arthroplasty, or TKA, with an orthopedic surgeon in his health maintenance organization, or

HMO. His nearest Hemophilia Treatment Center, or HTC, is in the next county, 60 miles away.
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Case 1: ﬁ ’
Critical Issues & /i

+ Meither the patient nor his surgeon were aware that he
only had a total of 20 physical therapy (PT) visits allowed
for the year

— He hadalready used 5for other (unrelated) problems

+ Patient was discharged home and had 4 PT home visits

before he bled into the knee requiring re-hospitalization

* Physical therapist now reluctant to treat due to the risk of
bleeding

+ Patient has a total of 11 PT visits remaining in which to
maximize his post-TKA rehabilitation

Slide 31: Case 1: Critical Issues

There are some critical issues for this patient. First, neither the patient nor his surgeon were
aware that he only had a total of 20 physical therapy, or PT, visits allowed for the year. He had
already used 5 for other unrelated problems. Secondly, the patient was discharged home and had
4 PT home visits before he bled into the knee requiring re-hospitalization. Thirdly, PT is now
reluctant to treat due to the risk of bleeding. Finally, the patient has a total of 11 PT visits

remaining in which to maximize his post-TKA rehabilitation.
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Case 1:

3
Points for Consideration & | /’

+ Patient has mild hemophilia and probably does not have a good
understanding of his hemophilia

« “Mild" diagnosis can be misleading because in the surgical and
postoperative settings, risk of bleeding is as high as any other
severity of hemaophilia

» Case highlights the anticipatory guidance that comes through
the comprehensive care model

— Coordination withthe HTC would have taken into consideration all problems
that have arizen

« If surgery was not coordinated with HTC, and instead with a
hematologist who seldom works with hemophilia, post-op
treatment may have been inadequate

* Unlike HTC, the PT involved is not familiar with hemophilia

Slide 32: Case 1: Points for Consideration
This case raises a multitude of points for consideration. The mild diagnosis presents challenges

as, for one thing, the patient may not have a good understanding of his hemophilia, and this may
be particularly true since he was not diagnosed until age 45. Also, the “mild” diagnosis can be
misleading because, in the surgical and postoperative settings, this patient’s risk of bleeding is as
high as any other severity of hemophilia; thus he deserves the same oversight and care with

factor replacement as any other hemophilia patient would require.

This case also highlights the anticipatory guidance that comes through the comprehensive care
model featured at HTCs. Coordination with the HTC would have taken into consideration all
problems that have arisen in this case. Of utmost importance, if the surgery was not coordinated
with the HTC and was instead managed by a hematologist who seldom works with hemophilia,
post-operative clotting factor coverage may have been inadequate. Also, unlike the HTC PT, the

PT involved in this case is clearly not familiar with hemophilia.
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Case 1:

3
Points for Consideration (continued) & | /4

+ Patient may not have been receiving clotting factor before PT

— HTC PT ensures appropriate pre-treatment and can then be aggressive in
returning patient ideally to maximum range-of-motion

— If the patient receives PT and does not self-infuse, a nurzing visit must be
coordinated to infuse the patient immediatehy prior to PT

+ A discharge plan involving collaboration between HTC, home
care, and payer would have lead to a more successful outcome

« Having only 20 PT visits might call for case management for an
override for potential visits, if possible

* In terms of costfor the payer and potentially for the patient, the
initiation of bleeding into the repaired joint and the subsequent
hospitalization represent major costs that could have been
prevented with appropriate care coordination

Slide 33: Case 1: Points for Consideration (continued)

Importantly, the patient may not have received clotting factor before his PT appointments, which
may have led to bleeding in the replaced joint. The HTC PT ensures appropriate pre-treatment
and can then be aggressive in returning the patient ideally to maximum range-of-motion. If the
patient receives PT and does not self-infuse, then a nursing visit must be coordinated to infuse
the patient immediately prior to PT. If the patient attends PT at the HTC, he can be infused on-

site if the payer covers that service.

This case also highlights the importance of collaboration between the HTC, the home care
company, and the payer. Such collaboration would have led to a more successful outcome. For
instance, having only 20 PT visits might call for case management for an override for potential

visits, if possible. In this case study, such coordination of care was absent.

Finally, in terms of cost for the payer and potentially for the patient, the initiation of bleeding
into the repaired joint and the subsequent hospitalization represent major costs that could have
been prevented with appropriate care coordination. With an appropriate post-operative care plan,

the patient may have used daily infusions, continuous infusion, or a long-acting product to
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maintain adequate factor levels and prevent bleeding. This case demonstrates how the lack of

care coordination can result in negative and costly outcomes for the patient and payer

Case 2. n ’
Individualization of Prophylaxis y ; /(

+ Clinical circumstances
— 23vyear-old male with severe FVIll deficienthemaophilia
— [Diagnosed as achild (age 9 months)

— Prophylaxis started and continued until age 18 when he tapered and
stopped after moving away to college

— Reqguired 3 hospitalizationsfor spontaneaous joint bleeds inthe past 14
months

— He nowwants to restart prophylaxis

Slide 34: Case 2: Individualization of Prophylaxis

Our second case involves a 23-year-old male with severe FVIII deficient hemophilia who was
diagnosed at 9 months of age. He started prophylaxis at that age and continued until age 18 when
he tapered and stopped after moving away to college. He subsequently required three
hospitalizations for spontaneous joint bleeds in a period of 14 months. He would like to restart

prophylaxis.
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Case 2: ~

Critical Issues & ; /i

» Critical issues

‘One-size-fits-all’ approach to prophylaxis can potentially lead to over-
freatmentin some individuals and under-treatmentin others

— A genericplan fails to take into account a patient's lifestyle and personal
preferences

— Multiple prophylactic protocals are used; timing and optimal prophylaxis
regimen remains unknown

— Recentdata underscoresthe importance of personalizing prophylaxis on
the basis ofindividual pharmacokinetics (PK)™2

— Understanding the effect of coagulation factor PK and dosing schedules
has importantimplications for providing cost-effective care?

1. Codlins PUV, ot 8l Heamophilla. 2011;17:2-10.
2 Codlins PUV, etal J Thromb Hasmost 2005;7:413-20.

Slide 35: Case 2: Critical Issues

The critical issue here is how to tailor this patient’s prophylaxis. A one-size-fits-all approach to
prophylaxis can potentially lead to over-treatment in some individuals and under-treatment in
others. Also, a generic plan fails to take into account a patient’s lifestyle and personal
preferences. Patients who are not at home while attending college are going to have a different

lifestyle than they had previously while living with their parents and attending high school.

In practice, multiple prophylactic protocols are used, though timing and the optimal prophylaxis
regimen remains unknown. Recent data from Collins et al. underscores the importance of
personalizing prophylaxis on the basis of individual pharmacokinetics, or PK. Understanding the
effect of coagulation factor PK and dosing schedules also has important implications for

providing cost-effective care.

38



Case 2: ~ y
Points for Consideration & | /’

« Starting prophylaxis at 9 months of age, it is likely that the
patient had almost no experience wit Jcmt bleeds

— Having always used prophylaxis, men of this patient'’s age do not always
understand why =0 much is invested into prophylaxis

— For patients that do stop prophvlaxis, itis critical that they know the =igns and
symptoms of bleeding =so they can treat prompthy

« RCT data shows the ongoing benefits of prophylaxis
— Annual bleed rate can go downto 0 or not much higher than 1 bleed per vear

+ Adherence can be enhanced by individualization of treatment
regimens based on PK analysis

« There is a need to discover what the barriers were when the
patient first moved to college

+ Make sure the patient has a letter explaining his diagnosis and
discuss issues of disclosure with the patient

Slide 36: Case 2: Points for Consideration

Starting prophylaxis at 9 months of age, it is likely that the patient has had almost no experience
with joint bleeds. This can be a blessing and a curse. Having always used prophylaxis, men of
this patient’s age do not always understand why so much is invested in prophylaxis. It is to this
patient’s advantage that his experience with bleeding has given him the motivation to reinstitute

prophylaxis.

For patients that do stop prophylaxis, it is critical that they know the signs and symptoms of
bleeding so they can treat promptly.

We now have randomized control trial, or RCT, data that definitively shows the ongoing benefits
of prophylaxis into adulthood. Annual bleed rates can actually go down to 0 or not much higher
than 1 bleed per year with effective prophylaxis. Treatment adherence can be enhanced by
individualization of treatment regimens based on PK analysis of that patient, looking for an
optimal dose and interval regimen to meet his needs. The differences in half-life for FVIII
deficient patients are about four-fold, meaning half-life can be as short as 6 hours or as long as

24 hours with the same product. Thus, there is a strong rationale for understanding the individual
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PK and devising a dose and interval regimen that has been tailored to them and their activity.

This would aid in getting the patient’s buy-in and improving his adherence.

There is also a need to discover where the barriers were when the patient first moved to college.
For many patients, issues of disclosure to college roommates and other students may be a barrier
to sustaining prophylaxis. The HTC can make sure the patient has a letter explaining his
diagnosis and can also discuss issues of disclosure ahead of the transition to college to prepare

the student for this.

Case 2:

o9
Points for Consideration (continued) & | /4

« Having a transition plan for the move from home to college
would have been ideal

+ Important to consider how far and on what terrain the patient
w!h Ee walking at college as well as how heavy his backpack
will be

« There should be a “safety net” home or ambulatory infusion
suite for the patient to infuse if he has trouble self-infusing to
avoid ER visits

+ Work with the payer sothey know the dispensations will
increase as the patient utilizes prophylaxis

+ |t is wiseto start planning for age 27, when the patient becomes
responsible for his own insurance

— The patient should be aware ofthe implicationz of changing insurance
coverage prior to age 28

Slide 37: Case 2: Points for Consideration (continued)

This brings us to the idea of a transition plan. As discussed in Track 1, it is recommended that
HTCs have multidisciplinary transition programs aimed at adolescents and young adults, and that
special care coordination is provided for those with a major life change, such as going to college.
One consideration in such a program is the question of how far and on what terrain the patient
will be walking at college as well as how heavy his backpack will be. This may be a variable in

determining the patient’s prophylaxis dose or interval.
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As the patient transitions he may become independent in self-infusion rather quickly. However,
it may be helpful for the specialty pharmacy provider to provide a “safety net” home resource or
ambulatory suite for the patient to get an infusion if he has trouble self-infusing. This would

prevent costly emergency room visits.

In terms of cost, the specialty pharmacy provider and HTC should coordinate to notify the payer

that clotting factor dispensations will increase as the patient utilizes prophylaxis.

Finally, it would be wise for this patient to begin planning for age 27, when he becomes
responsible for his own insurance coverage. The patient should also be aware of the implications
of changing insurance coverage prior to age 26. For instance, some patients will take the
insurance from their college. On these plans, coverage may not be provided during summer
months. Other students may choose to get a plan on the health exchange. Many of these plans are

very high deductible plans. These are important considerations that must be made.
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Case 3: ~

Value of an Open Factor Product ' )
Formulary & 30

* (Clinical circumstances
— d4-year-old boy with severe FVIll-deficient hemaophilia with an inhibitor
— Presently on immune tolerance induction with a factor VIl product

— Presentedtothe emergency room after falling on his right cheek causing
uncontrollable oral bleeding

— Several attempts to stopthe bleedingwith the bypassing agentinthe ER
pharmacy that was covered on the insurance plan were unsuccessful

— The hematologist suggested using an alternate bypassing therapy,
however this agentwas not anthe farmulary

— The parents agreedto this treatment approach andthe productwas
administered andthe bleedingwas controlled

Slide 38: Case 3: Value of an Open Factor Product Formulary

This case involves the value of prompt access to clotting factor concentrate. A 4-year-old boy
with severe FVIII deficiency with an inhibitor is presently on immune tolerance induction, or
ITI, with a FVIII product. With ITI, the patient is getting regular high-dose infusions of FVIII
trying to induce tolerance to FVIII so that it has a hemostatic effect. The FVIII treatment that the
patient receives for ITI is inadequate to manage bleeding, so the patient needs a bypassing agent

as an alternative hemostatic agent.

He presented to the emergency room after falling on his right cheek, causing uncontrollable oral
bleeding. An attempt was made to stop the bleeding using the bypassing agent that is authorized
by the child’s insurance and available in the hospital pharmacy. Because the first bypassing
agent did not work to stop the bleeding, the hematologist suggested using an alternate bypassing
therapy; however this agent was not on the patient’s formulary. The parents agreed to this

treatment approach, the product was administered, and the bleeding was controlled.

In general, patients are likely to use one particular bypassing agent, whether it is FEIBA® or

NovoSeven®. Even though these are both in the same class of therapy called bypassing agents,
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they have completely different mechanisms of action and they can be complementary in

individual cases.

Case 3:

X 4
Critical Issues & ; 7

* The number and types of factor replacement products is
increasing

+ This is a good thing for patients as therapeutic advances
can improve their treatment outcomes and quality-of-life

+ Wider formularies can also have cost implications for
patients and payers alike

+ One strategy used by payers to control costs in non-
hemophilia products is to restrict or limit formulary choice

Slide 39: Case 3: Critical Issues

There are several critical issues in this case and these should be considered not just for the
emergency room, but for HTCs and hospitals as well. First, let us note that the number and types
of factor replacement products is increasing. The proliferation of factor replacement products is a
good thing for the patient as therapeutic advances can improve their treatment outcomes and
quality of life; however, wider formularies may have cost implications for patients and payers
alike. One strategy used by payers to control costs in non-hemophilia products is to restrict or
limit formulary choice. With the increasing number of replacement products available, there may
be more formularies and more utilization management controls from payers in an attempt to steer

patients towards what for them will be the most cost-effective treatment.
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Case 3: .~ 9
Points for Consideration & | /’

« Inhibitor patients are the most challenging patients in
hemophilia
— [T iz best practice for inhibitor, followed by prophylaxis

« (Getting the bleeding under control is the absolute priority
— A gingle dose of alternative bypassing is not sufficient

— Patient willlikely need to continue to be provided altternative bypassing agent
when he leaves the hospital

« There is anticipation of increased use of formularies as number
of products available increases

— In the past, most health plans have made access available to all drugs to treat
hemophilia

+ |t is important to coordinate with payer and specialty pharmacy
to ensure continuity of care when patient leaves the hospital
« The HTC should encourage the parents to be strong advocates
for their child with hemophilia
— In=ist that the ER physician contact the HTC

Slide 40: Case 3: Points for Consideration

Patients with inhibitors are, without a doubt, the most challenging patients that HTCs care for.
This boy is on immune tolerance induction, or ITI, which is considered best practice for patients
with an active inhibitor. What is becoming a secondary best practice is to use prophylaxis with
bypassing agents. That has been most clearly demonstrated with F EIBA® in two randomized
controlled trials applied in this setting with quite good results, showing protection from bleeding
that is much better than just using a reactive or on-demand approach to bleeding in the inhibitor

patients.

In any situation where bleeding was not controlled with the bypassing agent the patient was
prescribed, the most appropriate thing would be to try the alternative agent. There is no question

that the faster bleeds are controlled in inhibitor patients, the better overall outcome there will be.

It is detrimental to have any impediments to this child getting the agent that is prescribed by the
physician. There is no doubt that for this particular patient, a single dose is not going to be
sufficient, and he is going to need continued dosing in the home setting. Removing barriers to the

patient continuing the alternative agent in the home after leaving the acute care setting is a
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priority. As far as minimizing costs, in this case, the critical point is to get the bleeding under

control and get the patient back to the home setting.

A major concern is the increased use of formularies now with additional products coming onto
the market. In the past, most health plans have made access available to all drugs to treat

hemophilia.

It is also important for the HTC or hematologist to coordinate with the payer and specialty
pharmacy to ensure continuity of care when the patient leaves the hospital. While there is a need
to attempt to obtain an override for coverage for the bypassing agent, it is also important that the
patient does not leave the hospital using a different product than prescribed by the HTC. This
emphasizes the need for there to be a clear process regarding who physicians should call to get

prior authorization and to ensure everything is in line prior to hospital discharge.

Finally, from the time the child with hemophilia is born, the HTC should encourage the parents
to be strong advocates on his behalf. In this case, the parents should insist that the emergency
room physician contact the HTC prior to any treatment or as soon as possible once reasonable

emergency measures have been implemented.
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Slide 41: Challenges and Opportunities for Managing Hemophilia
This concludes Track 3, Access, Coverage, and Care Issues, of the Challenges and Opportunities
for Managing Hemophilia 2014 Continuing Education Series. Please visit the Specialty

Healthcare Benefits Council at www.SHBC.us to complete the Track 3 post-test and evaluation

and receive the appropriate amount of continuing education credit hours. Thank you for your

time and attention.
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