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Issue: Many nasaldecongestantroductsusedby millions of Americanconsumerso relievecold
andallergy symptomscontainpseudoephedrin@®SE),a sympathomimeticirug, which canbe
usedto manufacturanethamphetamin@nabusedandillegal psychostimulantCurrently,the
federalgovernmenhasinstitutedseverakalesconstraintgo preventillicit useof PSEincluding:
behindthe-counter(BTC) or securedstoragecompliancewith specificdaily purchasdimits,
customelageor identity verification,andinscriptionof all salesinto arecordbook.

In effortsto further preventthe useof illicit methamphetaminananystateshavetakenadditional
steps Thirty-two stateshaveadopteda reattime statewideelectronictrackingsystento monitor
purchasingpatternsof PSE Two statesOregonandMississippi,haverestrictedaccesso PSEby
makingthechemicala Scheduldll controlledsubstancewhich requiresa physiciard prescription
to obtain While makingPSEprescriptiononly hasthe potentialto controlaccesdo thedrugfor
off-labelusesjt alsorestrictsaccesgor the majority of userswho intendto usethedrugproperly.

Fifty-sevenmillion Americandive in regionsthatlack adequateccesgo primaryhealthcaredue
to a shortageof physiciandgn their communities Although providersof all typesareneededthe
majority of the shortagecanbe attributedto a primary carephysicianshortageRecentprojections
indicatethatthe U.S. healthsystemwill fall shortof meetingprimarycareproviderdemandby
around52,000doctorsin 2025.Adding the additionalresponsibiliy for physiciango seepatients
to prescribeP SEhasthe potentialto increasdurtherthe cost,time, anddifficultly associatedavith
obtainingthetreatment.

Primarycareprovidersare,andwill remain the mainsourceof carefor peoplewith undiagnosed
healthconcernsTheseprovidersarethefirst contactfor mostpeoplelooking to receivetreatment
for symptomghatcanberelievedby PSEcontahing products However for thoseliving in a
regionexperiencingprimary careshortagesopften hospitalemergencyoomsor urgentcarecenters
becomehe primarysite of care Therefore anincreasan demandandutilization of bothprimary
careandemergencyareproviderscould occurwith a prescriptioronly requiremenfor PSE.

While reducingillicit accessa prescriptiononly requiremenfor PSEcontainingproducts
compoundedvith the shortageof physicianswill createaccessestrictionsfor legitimateusers,
prolongingthetimelineto symptomrelief. As consumersreforcedto obtaina prescriptionfrom
their provider,the numberof physicianvisits will increaseThisinflux in patientswill increase
providerworkloadandadministrativeburdensstressinganalreadystrainedsystem As wait times
increaseandaccesdo primary carephysiciangdecreasg consumersnayturn to alternative
settingsof carelike emergencylepartmentandurgentcareclinics. However thesesettingsare
oftenmore costlyandarenot alwaysavailablein areasmostimpactedby the shortageof primary
carephysicians.
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Table 1: Summary of Physician Shortage Economic Impact on PSE
Prescription -Only Policy Implications

Additional Costs of New Additional Costs of Coverage
Stakeholder . - .

Provider Visits of PSEContaining Products
Consumers $44,500,000 $169,400,000
Public and Private Payers* $86,900,000 $112,000,000

* Includes commercial insurance, Medicare, Medicaid, @her public sources of health insurance coverage.

Our modelindicatesapproximatelyl.2 million newprovidervisits for consumersn thefirst year
of anationwidePSEprescriptioronly policy. Thesenewvisits would significantlyincrease
stakeholderods. Consumergould expectnewout-of-pocketcostsfor providervisits totaling
$44.5million. Similarly, public andprivatepayerswould payanadditional$198.9million in
combinedcostsassociatedvith newprovidervisits andcoverageof PSEcontainingproducts.
Furthermorethesevisits only represena fraction of the demandor PSEcontainingproducts
from affectedindividualswho forgo a physicianvisit dueto thetime, cost,or limited accesshey
haveto careproviders.

Table 2: Summary of Physician Shortage Impact on PSE Prescription -Only
Policy Implications

Stakeholder Potential Impacts of Prescription -Only Policy

Compounded by Physician Shortage

Cconsumers Out-of-pocketexpensesor legitimateusersof PSEcontainingproducts
would be net$4.7million lower thanotherwiseprojected Difficulty
obtaininga prescriptionwill leadto lower utilization of PSEcontaining
products despitesomeshift to highercostsettingsof care

Health Plans & Shifting settingsof careleadsto $3.9million in higherspendingon
providervisits, whichis offsetby $4.6 million lower spendingon
prescriptiondrugsdueto reducedaccess

Government

Providers/Pharmacists Smaller increase in new prescriptioasults in50,000 fewepatientvisits and
tempersiicreased demand foncompensatedctivities (e.g.,useof phone,
fax, email insteadf visits); increase@dministrativeburdensfor scheduling
visitsandhandling additional prescriptions

Conclusions A prescriptionrequirementmayreducePSEaccesgor prohibiteduses andcurb
methamphetaminproduction However theimpactonillegal productionof methamphetamine
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resultingfrom a nationwideprescriptioronly policy mustbe weighedagainsthe estimded costs
andimplicationsto key stakeholdersf legitimateuseof PSEcontainingproducts Giventhe
growingshortageof primary carephysicianstheseburdensandexpensesnayincreaseAs
policymakerscontinueto exploreoptionsfor reducingillicit purchaseof PSE, it will beimportant
to considervariousimplicationsof a prescriptioronly policy andhow the currentphysician
shortagemay affectstakeholderdUltimately, to successfullyaddresghe methamphetaminissue,
amultifacetedstrategythatbalanceghe needfor consumerso accessiecessarynedications
while curbingillicit productionanduseof methamphetamineill berequired.

The Consumer Healthcare Products Association (CHRAYided funding for this research.
Avalere maintained full editorial control.
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Pseudoephedrin®SE)is the activeingredientin manyFoodandDrug Administration(FDA)-
approvedhasaldecongestargroducts While intendedto relievecold and allergy symptomsPSE
canalsobeusedto manufacturanethamphetaming commonlyabusedandillegal
psychostimulantThefederalgovernmenhastakenmultiple approacheso reducethe obtainment
of PSEfor illicit usewith the passagef the CombatMethamphetamin&pidemicAct of 2005by
establishingoolicy onbehindthe-counter(BTC) or securedstorage compliancewith specific
daily purchasdimits, customerrage/identifyverification andinscriptionof all salesinto arecord
book!

To monitor purchasingatternsof PSEandrestrictunlawful sales manystateshaveintroduced
additionalrestrictions Two distinctapproachebaveemergedestablishingeaktime stopsale
technologysystemsandmakingPSEa Scheduldll controlledsubstanceT hirty-two stateshave
adoptedareattime statewideelectronictrackingsystemcalledthe NationalPrecursot.og
ExchanggNPLEX) to monitor purchasingatternsof PSEandrestrictunlawful sales Two states,
OregonandMississippi,haverestrictedacces$o PSE by makingthe chemicala Scheduldll
controlledsubstancewhich requiresa physiciar@ prescriptionto obtain

Key stakeholder® the federalgovernmentstategovernmentshealthcargroviders,commercial
healthinsuranceplans,andconsumerd acknowledgehataccessestrictionsto PSEcontaining
productsareneededo alleviatethefar-reachingmpactsof methamphetamind.hesemajor
playerscontinueto debatethe appropriatédbalancebetweemmaintainingpatientaccesso overthe
countermediationscontainingP SEandminimizing theillicit purchasesf PSEcontaining
productsto producemethamphetamine.
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Figure 1. State -by-State Use of NPLEXx Tracking Technology for Regulation
PSE Purchases

B NPLEx System in Place Follows Federal Statute [l Existing R, Statute

Source: Consumer Healthcare Products Association

The ConsumeHealthcareProductsAssociation(CHPA), which representd).S. manufacturersf
norprescriptionmedicinessupportsa holistic approacho curbingthe productionof
methamphetaminandreducingabuse CHPA advocate$or a comprehensivéederalandstate
approachhatincorporats currentretail saledimits andplacementestrictions stronglaw
enforcementandtreatmentanddemandreductioninitiatives.

A paperpublishedby AvalereHealthin 2014identified the potentialeconomidmpactsof
controllingconsumerccesdo PSEcontainingdrugson major stakeholderandquantified,where
possibk, effectson a nationallevel. Thefindingsaresummarizedelow: This paperaimsto build
off theseresultsandhighlight the compoundingeffectsof physicianshortagesindpropcsalsto
restrictthe purchasef PSEasprescriptioronly.
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Table 3: 2014 Avalere Findings. Potential Impacts of Policies Aimed at
Preventing lllegal PSE Sales on Key Stakeholders

Potential Impacts of Potential Impacts of Real-
Stakeholder o . .
Prescription -Only Policy Time Stop Sale Technology
Consumers 91 Higherout-of-pocketexpensesor 91 Privacy concernsresulting from
legitimateusersof PSEcontaining requirementsto log personal
productsdueto additionalprovider information
visits and price inceasedor PSE 9 System glitches and malfunctions
containing products could preventtimely accesso PSE
91 Higheremployeecontributionsto containing products
healthinsurancgremiums
9 Delayin symptonreliefwhile
prescription is obtained and filledor
thosewho do not switchto
alternativeherapies)
Employers 9 Increasedmployeeabsenteeisndue 9 Noimpact to employers

to providervisits or untreated
symptoms

9 Reducedcemployeeproductivity due
to waits for providewisits and
untreatedsymptoms

9 Increasectosts of employer
contributionsto employeehealth
insurancepremiums

Increasedspending orprescription 91 No impactto health plans
drugs and providevisits

91 Increased premiumfsom higher

spending orrugs andprovidervisits

Health plans T
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Potential Impacts of

Prescription -Only Policy

Stakeholder
Providers/ 1l
Pharmacists
a1
a1
a1
State T
il
governments
il

Increasedevenueopportunityfrom
more patientvisits

Increasedlemand foruncompensated

activities (e.g.,useof phone fax, emalil
insteadf visits)
Increasedadministrativeburdensfor
schedulingvisitsandhandling
additionalprescriptions
Reducedime with patientsfrom
increased:hanceof
overcrowding/unmetdemand

Reducedsalegax revenue
Increasedworkload for those
overseeingprovider PSE
prescriptions
Restrictsaccesdo PSE by
requiring evaluationfor medical
need,potentially reducing
illegitimate useof product

Potential Impacts of Real-

Time Stop Sale Technology
91 Providers,namely pharmacists,

must take on an uncompensated
enforcer role by ensuring
compliancewith federal/state PSE
restrictions
Increasedadministrative burdens at
pharmacies dueto logging and
reporting requirements

Stablesalestax revenuefrom PSE
containing products

System implementation costsnay
rise, asfutur e private sectorfunding
is not guaranteed

Criminal techniquesfor evading
electronic tracking (e.qg.,

fis mu r fliminedfectivenesof
program

Thefindingsin this paperarebasedon a variety of quantitativeandqualitativesourcesTo
identify relevantsourcesye undertooka two-prongedresearctapproachhatinvolved: (1)
conductinganextensivereviewof publicly available peerreviewedjournalarticlesand(2) using
aneconomiampactmodelpreviouslyconstructedo aggregaténputsandassumptiongrom the

literaturereviewandbothpublicly andprivately held datasources.

Literature Review

A targeed literaturereviewwasconductedisingthe PubMed/MEDLINEdatabaseThe peer
reviewedliteratureidentified articlesfrom the pasttwo yearsfocusedon the potentialimpactof
this policy changeon physiciansupplyin the United States Avalerealsoidentified articles/reports
with datarelatedto the U.S. primary carephysiciansupplyissuein general Additional
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studies/reportavereidentified from areviewof grayliterature SeeTablel for searchtermsand
the Referencesectionat the endof this paperfor theresearcHound.

Table 4: Literature Review Search Terms

Category Search Term

Provider GeneralPractitionersOsteopathi®hysiciansPhysiciansFamily;
PhysiciansPrimaryCare;Physicians

Care Setting PrimaryHealthcare;Medically Underservedirea; PatientCentered

Care;AmbulatoryCareFacilities; Delivery of Healttcare; Primary
CareClinics; Telemedicine

Supply/Limit Delivery of HealthcareManpower;HealthManpower;
Physiciansdupply andDistribution; Rural Health
ServicesManpowver

Limitations United StatesFilters: Publishedn thelast2 years;Humans;English

Economic Impact Model

To supplemenbur literaturereview, we usedpublic andprivatedataset$o modelthe economic
impactsof a PSEprescriptioronly policy in a physicianshortagesnvironmentWe examinedhe
costsassociateavith majorstakeholde® consumersgommerciainsurersMedicareand
Medicaidd from two key perspectives{1) changesn the utilization andprice of PSEcontaining
productsand(2) the costandaccesdurdensassociateavith increasedrovidervisits requiredto
obtaina prescriptionfor PSEcontainingproducts The modelis basedorimarily on observable
measuressuchaschangesn the PSEsalesn OregonandMississippifollowing the enactnent of
the prescriptioronly policies.

To produceour analysiswe usedthe modelcreatedor the 2014 Avalereauthoredpaper The
model,includingits assumptionsscope andthe yearsanalyzedwereunchange@xceptas
follows: We adjustedhe numberof additionaladdedphysicianvisits to obtainprescriptioronly
PSEbasedn the acuity of the physicianshortageon a stateby-statelevel (SeeFigure?2).
Additionally, we adjustedhe averagevisit costandcopayamountgo refled thatsomevisits
would occurin highercostsettingsof careandthereductionin utilization assumptiorio echothe
reductionin providervisits resultingin a PSEprescription.

Figure 2 : State-by-State Percentage of Physician Needs Met




Source: Health Resources and Services Administration, U.S. Department of Health and Human Services

Findingspresentedn this paperrely onthe mode| which makesa numberof assumptiongbout
how consumersproviders,insurers andotherstakeholdersnight respondo prescriptioronly
policy for PSE While we believeour assumptionarereasonableywe recognizethata rangeof
assumptiorvaluescould alsomeetthis standardAdditional detailson the model, its limitations,
andits sensitivityto alternateassumptionsanbefoundin the TechnicalAppendixof the 2014
paper.

Today,onein five Americandack adequateccesgo primary healthcarelueto a shortageof
physiciandgn their communities® The HealthResouce andServicesAdministration(HRSA) has
developedshortagalesignatiorcriteriato determinewhethera geographi@area,populationgroup,
or facility is a HealthProfessionaShortageArea. The shortagdés mostprevalentn rural andlow-
incomeareaq SeeFigure3d). Althoughprovidersof all typesareneededthe majority of the
shortagecanbe attributedto a primary careprovidershortageRecentprojectionsindicatethat
shortagewill continueto worsenandtheU.S. healthsystemwill fall shortof primary care
physiciandemandatesby around52,000providersin 2025%

Primarycareprovidersare,andwill remain the mainsourceof carefor peoplewith undiagnosed
healthconcernsncluding patientswith cold, allergyandsinussymptomghat seekP SEcontaining
drugs However for thoseliving in oneof the manyareasationwidewith primary carephysician
shortagesprimary careserviceshaveto be soughtelsewheresuchasanurgentcarecenter retail
clinic, or hospitalemergencyoom?® With anincreasecheedfor visits undera prescriptiornonly
PSEpolicy, we would expectincreasedlemandandutilization of all thesetypesof providers.
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Figure 3. HRSA-Designated Health Professional Shortage Areas

e Legend
» Health Professional Shortage Areas - Primary Care
i re—r— [ Hesa Geographic
; [ I +ese Popuistion
= \:| Hpsa Geographic High Needs Prepared by: HRSA, Office of Information Technology

from the HRSA Data Warehouse,
datawarehous

.2 = Not Primary Care HPSA

Source: Health Resources and Serviédministration, U.S. Department of Health and Human Services

Provider Supply Limit

Demographiandepidemiologicakhifts,anevolving healthcaresystemanddisinterestamong
medicalstudentshavecontributedto the shortageof primary carephysicians Fifty yearsago,
50% of practicingphysicianswvereprimarycareproviders Today,lessthanathird of physicians
actively practiceprimary care Nonethelesgprimary carecontinuedo constitutealmosta quarter
of total physicianvisits eachyearandthe demandor primary carephysicianscontinueso
increas€. The approachof requiringa prescriptionfor PSEwill requireperiodichealthcare
providervisits, increasingoverallthe numberof physicianvisitsin ayear.Many providersdo not
havethe capaciy to handlesuchvisits asthe primary caredelivery systemis alreadyfacinga
shortagenf physiciango meettheimmediatedemandsAs such,prescriptiorrequirementgor
PSEwould createadditionaladministrativeandovercrowdingconcerndor providers

The U.S. populationis expectedo grow 15%from 2010to 2025,with the populationovertheage
of 65 growingthefastest?® The growingandagingpopulationis expectedo contributeto the
majority of physiciandemandBy 2020,the AmericanHospital Associationestimateshatbaby
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boomerswill accountfor four in everytenoffice visitsto physiciang Giventhattwo-thirds of this
cohortareprojectedto haveat leastonechronicdiseaséy the ageof 65, primarycarephysician$
workloadswill significantlyincrease?®

Furthermorethe Affordable CareAct (ACA) providedapproximately34 million previously
uninsuredndividualsaccesso healthinsuranceé Universalcoveragewill increasauseof
physiciansby 4% to 5% andprimarycareproviderswill experiencepnaveragel.34additional
office visits perweek’ Coverageexpansiorunderthe ACA is not expectedo influencethe
demandbf primary careservicesasmuchaspopulationanddemographishifts® However,the
combinationof thesefactorsmay prolongwait times,reduceaccesgo primary carephysicians,
andreduceaccesdo PSEcontainingdrugsin a prescriptioronly environment.

To compoundahis problem,a third of practicingphysiciansareexpectedo retirein the nexttento
fif teenyearsandthe numberof providersenteringprimary careis notenoughto sustairnthe
demancdf Aggregateenrollmentin medicalschoolhasincreasedearly17%overthe pasttwenty
yearst! However the perceptiorof prestigeandprofits over primarycare influencestudentgo opt
for specializedraining The mediandebtfor medicalstudentds morethan$160,000and
specialistearnasmuchas$2.8million morethanprimarycarephysiciansdo duringtheir
careers Not surprisingly,studentselectspesializedtrainingto increaseheir startingsalaryand
lifetime earningpotential Thedisparityin salaryfurther contributego the perceptiorthat
specialtyfields aremoreprestigiousA lack of primarycareproviderrole modelingandthe view
thatthesephysiciansareoverworkedandoverburdenednakeprimarycareevenlessappealingo
thosein training While the proportionof medicalschoolgraduatesnterestedn primarycarehas
not declined the numberof studentsactuallypursuingcareersn primary careandrural health
havedecreaseth the pastdecadé? **

Alternative Models to Address Physician Shortages

Meanwhile,major stakeholdersavetakenmulti-facetedapproacheto alleviatethe physician
shortageat thetraininglevel. Theyhavefocusedtheir effortsin primary careandrural health
Federalandstateprogramsprovideincentivessuchasloanrepaymentsalaryguaranteesasnd
practiceassistancéor rural physicians* Academicinstituteshavedevelopecturriculadedicated
to rural healthandincorporatedorimary caretraining programsgo increasenterestandstreamline
studentsnto thesefields. A concerteceffort on medicalschoolrural programshavebeenmadeas
recentstudiessuggesthatgraduate®f rural programsaremorelikely to enterrural family
medicineandremainin therural practice For example the PhysicianShortageArea Program
(PSAP)of JeffersorMedical Collegeis a comprehensivenedicalschoolrural programthathas
identified 70%of a graduatingclassasstill practicingfamily medicinein rural areas® The number
of residencytraining programshavealsosinceincreasedTherisein training effortsandadvocacy
for studentprogramshavebeenmetwith successhusfar.t6:17:18

While theimmediateprimary carephysicianworkloadcannotberelieved,solutionsarebeing
implementecht both stateandlocal levelsto replenishthe workforce.For example gxpandingthe
primary careworkforceandusingalternativecaremodelshaveemergedssolutionsto alleviate
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the primary carephysicianshortage'® Nursepractitionersandphysicianassistantgrovidea full
rangeof primary,acute andspecialtyhealthcareservicesncluding: ordering,performing and
interpretingdiagnosticdests;diagnosingandtreatingacuteandchronicconditions;prescribing
medicationsgounselinggeducatingpatients andmore Scopeof-practicelawsthatcanvary by
stateoftendeterminetheir roles.Nonethelesgheseprovidershavebegunto play animportantrole
in newcaredeliverymodelsthatcanmitigatethe shortageof physicians

PatientcenterednedicalhomesPCMH) andnursemanagedealthcenteryNMHC) aretwo
emergingmodelsof carethatusea providermix of nursepractitionersandphysicianassistantg®
Both modelsintegratea providermix strategyandreducethe needof physiciansimplementing
operationathangedo improveinformationtechnologyanddatasharinghavealsobeenfoundto
improveaccesgo care andavertprimaryphysicianshortageg! Giventhatthe projectionof nurse
practitionerandphysicianassistansupplieswill increaseéoy 30%and50% respectivelyby 2020,
stakeholdersemainoptimistic. Howeversimilar to physiciandn training,thereremainsthe
possibilitythatthesehealthcargroviderswill choosea specialtyareaoutsideof primarycareand
optout of workingin rural regions Similar to physiciandgn training, providing physician
assistantandnursepractitionerseducationaloanrepaymengrantsin returnfor their servicein
rural andunderserve@ommunitiesmayincentivizetheir decisions’ Moreover the succes®f
thesemodelsaredependenon alargersupplyof medicalassistantdjcensednursesandaides,as
well assignificantpolicy changes? 2022

Difficulty accessingrimarycarephysiciansanoftenleadto patientsseekingcarefrom other
providersin highercostsettingssuchasurgentcareor emergencylepartmets. Americansalready
usehospitalemergencyepartmentsfor alargeamountof nonemergencyareandoften
encountetong wait timesandhigherchargesOnestudyestimatedhatbetweenl 4% and27% of
visits could happerin anothersettingwith a savingsof $4.4billion ayear?Thereis evidencethat
the growing numberof urgentcareclinics in the United Statesarealreadyservingmanypatients
who do not havea primary carephysician Urgentcareclinics havebecomeanalternativeto
emergencylepartmentHowever,urgentcareclinics tendto treatonly a smallnumberof common
conditionsandconcernsexistaboutcarecoordinatior?* Our modelestimateshatthe costof using
alternativesettingdike emergencylepartmergor urgentcareclinicsin variousstatesaverages
$145morepervisit for payersand$43in additionalout of pocketcostsfor patients.

While ostensiblya goodalternativewhenaccesgo a primary carephysicianis limited, urgentcare
clinicstendnotto bein underservedbcations A 2011studyin the AmericanJournalof Managed
Carefoundno correlationbetweeruseof a urgentcareandaccesgo a primary carephysicianand
insteadthatuserstendto live nearthe clinics andusethemfor conveniencg® Thoughviable
alternativesn someinstancesneitherhospitalemergencylepartmentsor urgentcareclinics
seemidealto replacethe functionsof a primarycarephysicianin anefficient or completemanner.
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Misallocation of Healthcare Resources Adversely Affects Consumers

By makingPSEcontainingproductsa Scheduldll controlledsubstancehealthcareesourcesnay
be misallocatedherebyharmingconsumerslL egitimateusersof PSEcontainingproductswill be
facedwith two primaryoptions:(1) payadditionalmedicalfees(e.g.,costof doctorvisits, higher
price of PSEcontainingproducts, higherpremium)or (2) foregothe necessarynedical
expendituredy switchingto alesspreferablealternativeor abandonindgreatmentltogetherAs
the physicianshortagdurther strainsthe primary caresystem patientsmayalsoturn to

alternative moreexpensivesitesof carelike retail clinics andemergencylepartmentso obtain
PSEcontainingproducts Overdl, reducedaccesdo primarycarephysiciansandnecessary
medicationswill leavepatientswith untreatedr partially treatedsymptomsof cold/flu, allergies,
andsinusconditionsfor extendederiods.

Commercial Insurance Premiums Increase
Prior Model Findings

Commerciahealthinsuranceconsumersncur co-paysor coinsurancdor providervisits.
Dependingon the designof their benefitplans,the healthplanwill paythe balanceof the
negotiatedateto the physician Undera prescriptioronly mandateour modeldemonstratethat
commerciaplanswill incuranadditional$56.0 million in providervisitsin thefirst year
Consumersvith commerciainsurancewill payanadditional$12.3million in out-of-pocketcosts
for the samevisits.

In additionto increasedealthcargrovidervisits, a prescriptioronly approactwill leadto
increasecdtostsin paymentfor PSEcontainingproductsby privatehealthplans While coverageof
PSEcontainingproductswill vary amongpayerswe estimateprivateplanswill incur added
spendingof $48.4million.

Theincreasen costsfor PSEprescriptionsandthe costsassociatedavith increasedloctorvisits
will impactpremiumsof commercialplans.Commerciainsurersinclude any costsfor medical
servicesanddrugsin their premiumcalculationsandwill thereforetakethe sameapproactwith
anyadditionalspendingon providervisits to obtaina PSEcontainingproductprescription.
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Table 5: Policy Impact Compounded by Physi cian Shortage on Price and
Utilization of PSEcontaining products for Commercial Insurance

Key Impacts Stakeholders Net Change for PSE | Net Change for PSE
Prescription -Only Prescription Only
Compounded by
Physician Shortage

Increased Cost to Payer PrivatePlan $56,000,000 $58,500,000
from Doctor Visits
Increased Cost to Payer PrivatePlan $48,400,000 $47,300,000

from PSEPrescriptions

Effect of Physician Shortage

Factoringin the shortageof physiciandncreaseshetotal costof providervisits by approximately
$2.5million (4.5%)througha combinationof fewervisits to primary carephysiciansand
additionalvisits to highercostsettingsof care.We estimate26,000 fewer providervisits (3.9%)
comparedo our previousreport and26,000visits to alternativesitesratherthanphysicianoffices
to receivetherequisitePSEscript This meandewer patientsareableto obtaina prescriptionand
the shortageeduceghe expectedncreasan productspendingon prescriptioronly PSEby
approximately$1.0million.

Increased Medicare Spending
Prior Model Findings

Publicpayerdike MedicareandMedicaidalsoprovideinsurancecoveragdo manyconsumers
who mayrequirePSEcontainingproducts Medicare which coversindividualsage65 andolder
aswell asthosewho qualify dueto disability or End StageRenalDiseaseopffersdifferenttypesof
medicalservicesandpharmacydrug programgor beneficiaries.

Similarto comnercial plans,the Medicareprogramwill facehighercostsfrom increasedspending
on PSEcontainingproductsandphysicianvisits undera prescriptioronly approachThe
traditionalMedicareprogramcovess office visits, of which membergpaya 20% coinsuracerate.
Undera prescriptioronly mandatewe previouslyestimatedhatMedicarewill face$1.5million

in additionalcostsfor office visitsin thefirst year.

MedicarePartD plansthatcoverprescriptiondrugswill alsofaceadditionalcosts With similar
formularytier placementndgenericutilization ascommercialplans,our modelestimateghat
Medicarespendingon PSEcontainingproductswill rise $33.1million and$32.0million with
physicianshortagen thefirst year.
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Effect of Physician Shortage

Whenphysicianshortagés factoredinto the model,the Medicareprogramwill experience300
fewer physicianvisits dueto reducedaccesgdecreasef 3.8%),smalladditionalcostsrelatedto
providervisits at moreexpensivesitesof care(increaseof 4.7%),$1.0 million lessspendingon
PSEcontainingproducts (decreasef 3.0%),and$600,000essin beneficiarycostsharing
(decreasef 3.8%).BecauseMedicarebeneficiarieshavea high rateof physicianutilization
unrelatedo obtainingPSE presciption-only policy may not haveaslargeof aneffectfor this
groupthanotherpopulations.
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Table 6. Policy Impact Compounded by Physician Shortage on Price and
Utilization of PSEcontaining products for Medicare

Key Impacts Stakeholders Net Change from Net Change from
Baseline for PSE Baseline for PSE
Prescription -Only Prescription Only

Compounded by

Physician Shortage

Increased Cost to Payer Medicare $1,500,000 $1,600,000

from Doctor Visits

Increased Cost to Payer Medicare $33,100,000 $32,100,000

from PSEPrescriptions

Increased Medicaid Spending
Previous Model Findings

In additionto the federalMedicareprogram,stateMedicaid programscoverindividualswho meet
certainincomethresholdsAs with Medicareandcommercialpayers stateMedicaidprograms
will alsofaceincreasedostswith a prescriptioronly optioncompoundedby physicianshortages
Thecostsincurredwould vary stateto-statebasedon the decisionto expandtheir Medicaid
programunderthe ACA andtheir specific coverageof PSEcontainingproductsandprovider
Visits.

The costof providervisits underMedicaidvariessubstantiallyby state.Our modelpredictsthat
additionalMedicaidprovidercostson the federalandstatelevelswould total $18.0million in the
first year.

In additionto increasegaymentdor providervisits, the costof coveringPSEcontainingproducts
will havea significantfinancialimpacton stateMedicaid programsgspeciallyafteraccountingor
growthin Medicaidenroliment All stateMedicaidprogramsaremandatedo coverany
prescriptiondrug offeredby a manufacturethathasa rebateagreementvith the federal
governmentBy makingPSEa scheduldll controlledsubstancewe estimatethe Medicaiddrug
costscouldincreaseby asmuchas$30.9million nationwidein thefirst year Thesecostsmaybe
reduceddependingn a statés ability to negotiateadditionalrebates.

Effect of Physician Shortage

Whenthe physicianshortagés factoredinto the model,costsrelatedto visits to sitesotherthan
physicianofficesrise $18.9million (4.6%) Costsfor PSEcontainingproductsdecreaséy $1.5
million (4.9%)relatedto 8,000fewer providervisits.
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Table 7: Policy Impact Compounded by Physician Shortage on Price and
Utilization of PSEcontaining products for Medicaid

Key Impacts Stakeholders Net Change from Net Change from
Baseline for PSE Baseline for PSE
Prescription -Only Prescription Only

Compounded by
Physician Shortage
Increased Cost to Payer Medicaid $18,000,000 $18,900,000
from Doctor Visits
Increased Cost to Payer  Medicaid $30,900,000 $29,400,000

from PSEPrescriptions

Increased Barriers for the Uninsured and Insured Consumer Costs
Prior Model Findings

Underthe ACA, morethan34 million individualswill receiveheath coverageheyneverhad
before'! Someindividuals,however will still be without coveragefrom acommerciainsurer,
Medicare Medicaid or exchangeTheseconsumersreexpectedo faceevengreatetbarriersto
accessingrimarycareandPSEcontainingproducts.The uninsuredareadverselyaffectedby a
prescriptioronly approachhecauseheyhavemoredifficulty accessing healthcargroviderwho
candiagnoseandwrite a prescription Thesebarriersoftenresultin the uninsuredpopulaton
receivingtreatmenfor their medicalneedsby emergencyarecentersat highercosts?

Effect of Physician Shortage

With physicianshortagesinsuredindividualsaremorelikely to turnto high costsitesof care
potentiallyfurtherincreasingwait time andreducingaccessAcrossall insuredindividuals,we
estimatethe lack of accesslueto the physicianshortagewill resultin feweroverallvisits, and
lower out-of-pocketcostsby a total of $4.3million (3.0%). Likewise,we estimatethatthe
shortageof primarycarephysicianswill furtherincreasespendingoy theuninsureconadded
providervisits by $1.3million (4.5%)anddueto fewerwith accesdo the prescriptionsieededo
obtainPSE,a decreasén spendingon productsof $1.7 million (3.4%).

Table 8: Impact of Physician Shortage and Prescription — -Only Policy on Out -of -
Pocket Costs on Consumers

Consumers Covered A x @ Prescription -Only Policy Prescription -Only Policy
Compounded By Physician
Shortage
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Private Plans $119,200,000 $115,800,000

Medicare $16,200,000 $15,600,000
Medicaid $3,200,000 $3,100,000
Other Public $3,100,000 $2,900,000
Uninsured $76,900,000 $76,500,000

Making PSEcontainingproductsprescriptioronly will yield expectecandunexpected
consequence®r major stakeholderdncludingthe federalgovernmentstategovernments,
healthcargroviders,commerciahealthinsuranceplans,andconsumersA prescription
requirementnayreducePSEaccesdo illicit useandcurb methamphetamingroduction
However theimpactonillegal productionof methamphetaminessultingfrom a nationwide
prescriptioronly policy mustbeweighedagainsthe estimatedcostsandimplicationsto key
stakeholdersf legitimaie useof PSEcontainingproducts Giventhe growing shortageof primary
carephysiciansthe unintentionaburdensmay be exacerbate.

PSEasa Schedulelll controlledsubstancevould reduceaccesdo legitimateusersof PSEwho do
not usealternativetherapies prolongingtheir symptomsWhile somepatientswill beableto
request prescriptionfor PSEcontainingproductsduringvisits for otherreasonssome
individualswould needto schedulea separat@ppointmenfor a prescription An increasen the
numberof physicianvisits will ultimatelyincreasea provide® workloadandadministrativetasks
As theU.S. healthcaresystemreaches critical massof physicianshortagesa national
prescriptioronly policy would overloadanalreadyburdenedwvorkforce.

A prescriptiononly policy for PSEcontainingproductscompoundedby a physicianshortagemay
alsoincreaseconsumerostsin the form of moreprovidervisits or usingcostly alternativesitesof
careby anestimatedb213.9million. Publicandprivatepayer®expenditure on providervisits and
PSEcontainingproductswould alsoincreaseandin turn be passedntoconsumershroughhigher
premiums.Governmentouldalsolosetax revenuereceivedirom overthe-counterdrugsales
while facingincreasingcostsfrom Medicare Medicaid andotherpublicinsuranceprogram
beneficiarieestimatedat $199.0million.
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Table 9: Summary Impact of Physician Shortage and Prescription -Only Policy

Key Impacts Prescription -Only Policy

Added Provider Visits 1,230,000

Increased Cost to Payer*
o $83,000,000
from Doctor Visits

Increased Cost to Payer*
o $115,600,000
from PSEPrescriptions

Consumer Out-of -Pocket
$218,600,000
Costs

Prescription -Only Policy
Compounded By Physician
Shortage

1,180,000

$86,90,000

$112,000,000

$213,900,00

* Includes commercial insurance, Medicare, Medicaid, and other public sources of health insurance coverage.

As policymakersdebateoptionsto reducethe purchaseof PSEfor illicit use,it will be prudentto
fully vettheassumptiongsboutvariousapproachesspeciallygiventhe unintendedmplications
ontheoverallhealthcaresystemthatis alreadyfacing challengedrom physicianshortages
Successfullyaddressinghe methamphetamingroblemwill requirea comprehensivetrategythat
weightsthe needfor consumerso haveaccesdo necessarynedicalservicesandthe needfor
methamphetaminkaw enforcementdemandeduction,andtreatment.
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Table 1 0: Primary Care Physician (PCP) Shortage Area Information and
Specified First Year Added Spending by State

PCP Population in Additional State Decrease in
Shortage PCP Shortage Medicaid Sales Tax
State Areas Area Spending Revenue
Alabama 80 37% $500,000 $ 700,000
Alaska 82 17% $100,000 $ -
Arizona 158 42% $400,000 $ 1,000,000
Arkansas 77 13% $ 100,000 $ 10,000
California 569 16% $ 4,000,000 $ 4,500,000
Colorado 115 17% $300,000 $ 300,000
Connecticut 39 11% $ 300,000 $ 600,000
Delaware 9 22% $ 100,000 $ -
District of Columbia 15 37% $ 100,000 $ -
Florida 247 24% $ 1,500,000 $ -
Georgia 195 20% $ 800,000 $ 1,200,000
Hawaii 23 3% $ 200,000 $100,000
Idaho 98 29% $ 30,000 $ 40,000
Illinois 229 27% $ 1,400,000 $ 200,000
Indiana 117 25% $ 400,000 $ 1,500,000
lowa 119 20% $ 30,000 $ -
Kansas 157 22% $ 200,000 $ 600,000
Kentucky 143 20% $ 300,000 $ 700,000
Louisiana 121 42% $ 700,000 $ 600,000
Maine 67 7% $100,000 $100,000
Maryland 50 17% $600,000 $ -
Massachusetts 68 7% $ 700,000 $ 1,000,000
Michigan 310 17% $ 600,000 $ 1,300,000
Minnesota 125 7% $ 400,000 $ -
Mississippi 110 57% $ 30,000 $ -
Missouri 213 27% $ 400,000 $ 700,000
Montana 109 25% $ 30,000 $ -
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PCP Population in Additional State Decrease in
Shortage PCP Shortage Medicaid Sales Tax
State Areas Area Spending Revenue
Nebraska 105 2% $ 100,000 $ 400,000
Nevada 72 18% $ 100,000 $ 400,000
New Hampshire 26 4% $ 100,000 $ -
New Jersey 30 0% $ 700,000 $ -
New Mexico 100 42% $200,000 $200,000
New York 177 17% $2,600,000 $ -
North Carolina 135 12% $ 500,000 $1,200,000
North Dakota 77 25% $ 20,000 $ 100,000
Ohio 136 11% $ 900,000 $ 1,900,000
Oklahoma 167 25% $ 400,000 $ 700,000
Oregon 110 23% $100,000 $ -
Pennsylvania 158 5% $ 1,200,000 $ -
Rhode Island 16 15% $100,000 $ 200,000
South Carolina 93 26% $ 300,000 $ 1,000,000
South Dakota 87 22% $ 10,000 $ 10,000
Tennessee 111 18% $ 600,000 $ 1,400,000
Texas 382 20% $2,700,000 $ -
Utah 58 18% $ 100,000 $ 400,000
Vermont 30 0% $ 40,000 $ -
Virginia 93 14% $ 500,000 $ -
Washington 154 19% $ 500,000 $ 700,000
West Virginia 107 17% $100,000 $ 400,000
Wisconsin 124 14% $400,000 $ 700,000
Wyoming 36 25% $ 50,000 $ 100,000

* AK, DE, DC, FL, MD, MN, MT, NH, NJ,NY, OR,PA, TX, VT, andVA donotimposesales
tax on eithernonprescriptioror prescriptionrmedicine. Thedecreasén IA is minimal dueto the
smallnumberof assumedhonprescriptionunit salesabsenprescriptioronly policy. MS has
alreadyenactedprescriptioronly policy for PSE.
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Table 11: Estimated First Year Additional Provider Visits by Payer and State

Added Provider Visits

State Private  Medicare Medicaid Other Public  Uninsured

Alabama 12,477 478 4,239 1,669 2,936
Alaska 1,916 38 703 1,496 731
Arizona 18,159 529 7,104 3,840 6,431
Arkansas 8,109 342 2,916 831 2,738
California 71,742 1,975 31,193 11,142 30,980
Colorado 10,792 254 2,687 2,287 3,153
Connecticut 4,062 222 1,429 728 1,621
Delaware 806 54 475 285 430
District of Columbia 830 24 538 33 137
Florida 33,856 1,286 8,412 3,836 11,832
Georgia 24,735 693 7,573 4,692 8,413
Hawaii 4,147 127 1,711 1,965 648
Idaho 3,466 102 1,092 672 1,175
Illinois 23,975 744 6,022 2,815 8,296
Indiana 16,105 491 2,704 2,528 4,062
lowa 5,567 171 743 885 1,110
Kansas 7,338 218 1,011 3,172 2,099
Kentucky 13,459 490 3,836 865 3,334
Louisiana 9,976 409 5,603 510 4,648
Maine 894 76 496 882 511
Maryland 10,447 264 2,665 610 2,219
Massachusetts 4,820 276 2,619 560 774
Michigan 25,157 875 4,982 1,586 6,933
Minnesota 17,600 460 2,545 1,885 3,083
Mississippi = = = = =
Missouri 14,458 485 2,148 1,765 4,635
Montana 1,885 67 397 700 719
Nebraska 5,718 159 716 1,504 1,419
Nevada 6,907 186 1,642 1,696 3,098
New Hampshire 976 57 208 300 559
New Jersey 10,465 575 3,012 2,537 7,868
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