


BACKGROUND

Outpatient drug expenditures, which are driven by drug utilization and cost, increased
from $72.2bn to $253.6bn in the period 1995–2008 (U.S. Census Bureau, 2009),
representing an average annual growth rate of 11.6%. During this same period,
outpatient prescriptions increased from 2.13 billion to 3.54 billion, and the average





We aggregated the gross reimbursement, reimbursement components, and reim-
bursement per payer for each unit of analysis by year. The reimbursement rate per
unit (e.g., tablet, vial) for each channel for each year in the analysis was determined
by dividing the total annual reimbursement or reimbursement component for that
channel by the total annual quantity of units dispensed in that channel. Then, gross
reimbursement per unit of medication by year, by component of gross reimbursement,
and by type of payer was compared between the two dispensing channels to evaluate
differences in unit reimbursement rates.
RESULTS

The pharmacy claims database contained a total of 26.0 million claims, of which
24.2 million (96.8%) valid and adjusted claims from 2000 to September 2005 were
used for further analysis. The sample contained 1964 observations of the unit of
analysis (i.e., unique combination of drug product, formulation, strength, generic
status) corresponding to 1686 drug products that were dispensed in both channels in
each year of the study period. All mail‐order prescriptions were dispensed by a
PBM‐owned mail‐order operation; pharmacy prescriptions were dispensed by 3500
different community pharmacies. The sample included four million claims and 511
million dispensed units of medication. A total of 1149 (58.5%) observations were
for single source brand name products, and 765 (39.0%) observations were for
generic products (Table 1).

In Table 2, community pharmacy is compared with mail‐order pharmacy with
respect to gross reimbursement rate, cost component, and type of payer. In the year
2000, 10.3% observations had lower gross reimbursement rates per unit of medication
in community pharmacy compared with mail‐order pharmacy, and 89.7% of the
observations had higher reimbursement rates in community pharmacy compared with
mail‐order pharmacy (Table 2). By year‐to‐date (YTD) September 2005, 16.5% of the







reimbursement rate per unit of medication, reimbursement rates based on the
percentage of observations were higher in community pharmacy compared with
mail‐order pharmacy.

In general, it might be expected that the gross reimbursement rate in mail‐order
pharmacy would be lower than in community pharmacy. Mail‐order pharmacies
typically dispense three times the days’ supply of medication per prescription
dispensed in community pharmacy; therefore, dispensing and administrative costs
are expected to be lower in mail‐order pharmacy than in community pharmacy
despite recent trends in community pharmacies to accommodate a 90‐day
medication supply. Additionally, the ingredient cost is also expected to be lower
in mail‐order pharmacy than in community pharmacy because the latter includes
independent pharmacies and small chains that cannot always access volume
discounts and incentives available to large‐volume purchasers such as mail‐order
pharmacy and large community pharmacy chains. Mail‐order pharmacies may also
use fewer services from wholesalers by purchasing large volumes of pharmaceutical
products directly from the manufacturer.

Health plans negotiate drug reimbursement rates with PBMs based on fixed and
variable elements. Fixed cost elements such as dispensing and administrative fee are
transparent; variable elements such as the drug ingredient cost and rebates are often
unknown to health plans. This study found that more than one‐fifth of all
observations had higher drug ingredient costs per unit in mail‐order pharmacy than
in community pharmacy in the period 2003–2005. Thus, the PBM may have
selected higher drug prices for estimating the reimbursement rates in mail‐order
pharmacy than in community pharmacy. Given that PBMs have complete
information about prices and reimbursement rates in both dispensing channels,
the fi



pharmacy the appearance of being more efficient and less expensive than community
pharmacy. Prices reflecting the actual acquisition cost net of discounts and rebates,
such as the Medicaid average manufacturer price or the Medicare Part B average sales
price should be used as a reference point to estimate the reimbursement rates for
healthcare payers to PBMs.

The drugs selected in this study represented those products that were dispensed in
both community and mail‐order pharmacy dispensing channels throughout the study
period. Therefore, switching between dispensing channels is likely, and any change
in policy or pharmacy benefit that influences channel selection would primarily affect
the products selected in the study. Moreover, this analysis did not include
information about drug rebates shared by PBMs with the health plan. Without the
information regarding rebates, we can only surmise about how the two channels
could differ with respect to drug net cost. Drug rebates are typically negotiated with
the pharmaceutical manufacturers based on formulary placement and achievement of
a specific market share for the rebatable products (Medco Inc., 2009). Formulary
placement rebates were expected to be equal in both dispensing channels. However,
any difference in market share rebates between both channels is most likely related to
mail‐order pharmacy carrying a higher proportion of rebatable drugs, such as drugs
for chronic conditions. Although market share rebates may be contingent on the
volume of drug product dispensed, which may be higher in mail‐order pharmacy than
in community pharmacy, dispensing the same quantity of medication per prescription
in mail‐order and community pharmacies should eliminate any difference in drug
rebates between both channels. Thus, PBMs with integrated mail‐order pharmacies
have an incentive to increase utilization in mail‐order pharmacy, even at the cost of
increased utilization and overall expenditures to their client health plans.

The results of the study also show that the percentage of observations where patient
co‐financing per unit was higher in community pharmacy than in mail‐order pharmacy



Mail‐order pharmacy may not be more efficient at offering lower drug prices to
healthcare payers in all product assessments. In fact, compared with mail‐order
pharmacy, community pharmacy had lower ingredient cost per unit of medication for
about 16% to 24% of the observations during the period of analysis. Additionally, PBMs
owning mail‐order pharmacy operations face a potential conflict of interest in the
selection of the dispensing channel. Healthcare payers would benefit from more
transparency in the drug acquisition cost, discounts, and rebates available in both
dispensing channels. Moreover, the results of this study confirm the challenges associated
with the use of listed drug prices that do not represent the actual drug acquisition cost.
Prices reflecting the actual acquisition cost net of discounts and rebates would be a better
proxy to estimate the reimbursement rates paid to PBMs by healthcare payers.
CONCLUSIONS

In a comparable set of products, we found that 10.3–16.5% of the observations for
gross reimbursement rate per unit were lower in community pharmacy compared
with mail‐order pharmacy and that 83.5–89.7% of the observations for gross
reimbursement rate per unit of medication were higher in community pharmacy as
compared with mail‐order pharmacy. This fi
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