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Abstract
Objective—To examine changes in utilization and expenditures for infliximab in RA patients
associated with the two changes implemented by the Medicare Modernization Act (MMA) of
2003, namely (1) reductions in physician reimbursement for Part B drugs between 2003 and 2005
and (2) availability of alternative RA biologicals in 2006.

Methods—Using 2002 to 2006 5% Medicare files, nationally representative estimates of
infliximab use and expenditures were estimated in annual cross-sectional samples of RA
beneficiaries. Infliximab initiation and continuation rates were estimated in two-year longitudinal
cohorts (2005–2006 vs. 2002–2003, 2003–2004, and 2004–2005).

Results—Total payments (in 2006 dollars) for infliximab increased from $357 million in 2002 to
$492 million in 2006. The largest annual increase in infliximab payments occurred in the pre-
MMA period from 2002 to 2003, wherein payments per RA patient increased by 31%. From 2003
to 2004, despite the reduction in payments brought by MMA, there was a 4% increase in total
expenditures for infliximab per RA patient driven by an increase in utilization factors. Total
payments for infliximab per RA patient actually decreased from 2004 to 2005, when
reimbursement was further reduced. Continuation and initiation rates for infliximab use remained
unchanged in 2006 as compared to previous years.

Conclusion—Infliximab expenditures increased from the 2002 to 2006, yet the passage of the
MMA was associated with a remarkable slow down in the rate of increase in expenditures. There
was no evidence of significant substitution of infliximab with other biologics made available in
2006.
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The Medicare Prescription Drug Improvement and Modernization Act (MMA) of 2003 not
only established an outpatient prescription benefit or Part D program but significantly
changed the reimbursement of physician dispensed outpatient drugs already covered under
Part B. Before 2004, Medicare reimbursed physicians for Part B drugs at the lesser of the
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billed charge or 95 percent of the average wholesale price (AWP) of the drug. However,
several government investigations revealed that physicians purchased these drugs at prices
significantly lower than the AWP.1–4

In order to address this overpayment issue, the MMA established a new methodology for
Medicare Part B reimbursement of most covered drugs.5 Starting in January 1, 2004,
reimbursement for most Part B drugs was reduced from 95% of their AWP to 85% of their
AWP (Table 1). Beginning in January 1, 2005, reimbursement was further reduced to 106%
of the average sale price (ASP) or wholesale acquisition cost (WAC), whichever is lower.
To partially offset these reductions, the MMA increased physician reimbursement for Part B
drug administration service.6 Yet, the mark-up on Part B drugs that physicians could earn
prior to 2004 has significantly been reduced over time.

These new reimbursement methods directly reduced physician payments for infliximab, the
only Medicare covered biological agent for the management of rheumatoid arthritis (RA)
available prior to the MMA. This tumor necrosis factor alpha biologic agent covered under
Medicare Part B soon after its introduction on the market in late 1999 was the predominant
RA biological used in the Medicare population and ranked 8th in terms of percent share of
Medicare Part B drug expenditures by 2002.7

In addition to directly reducing infliximab spending, it is likely that lower Medicare
reimbursement rates might have made some rheumatologists reluctant to see Medicare
patients or administer infliximab less often in their clinic, thus further reducing total
infliximab payments. On the other hand, previous literature on other types of services
suggests that as Medicare payment rates decline the treatment rates increase (i.e. there may
be physician induced demand to compensate for the physician’s loss of income due to the
reduction in reimbursement rates).8–18 Hence, it is difficult to predict how these Part B
drug reimbursement changes affected infliximab use and spending.

Furthermore, the new Medicare Part D program implemented by the MMA on January 1,
2006 started covering self-administered RA biologic agents, which were not covered under
Medicare Part B since they do not require administration by or under supervision of
physicians (Table 1). In addition, two newly FDA approved physician-administered
infusible biologics, abatacept and rituximab, became competing alternatives for infliximab
under Part B in 2006. It is unknown whether availability of alternative choices of otherwise
expensive biologics further influenced infliximab use and spending.

The objective of this study was to examine the changes in utilization and expenditures for
infliximab in RA patients associated with (a) the reductions in physician reimbursement for
Part B drugs between 2003 and 2005 and (b) the availability of alternative RA biologicals in
2006.

MATERIALS AND METHODS
Data sources

The study used data from the 2002 to 2006 5% Medicare standard analytical files (SAF)
which include Medicare claims and enrollment data for a 5% random sample of the
Medicare population. For the purpose of this study we used the 5% Medicare denominator
files, inpatient, outpatient, and carrier SAFs.19 The denominator files contain beneficiary
information such as age, gender, race, date of death, and monthly entitlement (Part A/B/
both) and participation in Medicare managed care. The inpatient files contain claims
submitted by inpatient hospital providers and the outpatient files contain claims submitted
by institutional outpatient providers (e.g., hospital outpatient departments). The carrier files
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contain claims data submitted by non-institutional providers for services provided under
Medicare Part B, and are used to identify physician-administered Part B biologicals.

Study Sample
The study sampling frame consisted of all Medicare beneficiaries who had full year fee-for-
service Part A and B coverage and were alive during the entire year. Our primary sample
included annual cross-sections of beneficiaries from 2002 to 2006 with ≥ 1 inpatient claim
or ≥ 2 outpatient or carrier claims with an RA diagnosis (International Classification of
Diseases, Ninth Revision, Clinical Modification [ICD-9-CM] 714.xx) in the year.

We also created two-year longitudinal cohorts of RA patients to further address the aim of
examining changes in infliximab use associated with the availability of alternative RA
biologicals in 2006. Four sets of two-year cohorts of patients identified with RA (using the
same diagnostic criteria outlined above) in the base year but having at least one full calendar
year of follow-up data were created (i.e. 2002–03, 2003–04, 2004–05, 2005–06). Each two-
year cohort was further divided into two subsets; the first included RA patients who were
infliximab users in the base year (to examine continuation of infliximab in the follow-up
year) and the second included non-users of infliximab in the base year (to examine initiation
of infliximab in the follow-up year).

Infliximab Use and Expenditures
Infliximab use was identified using a Health Care Procedure Classification Code (HCPCS)
of J1745 in the carrier claim. Infliximab is billed in terms of number of units of infliximab
administered where one unit represents infliximab 10 mg. Infliximab administration services
were identified by using the Current Procedural Terminology (CPT) codes (90780 and
90781 in 2002–2004, G0359 and G0360 in 2005, 96413 and 96415 in 2006).corresponding
to intravenous infusions within infliximab-related claims in each year

Our main outcome variable was infliximab expenditures measured as the total Medicare
allowed payment due to the provider. It was comprised of the sum of the payment made by
Medicare, the payment responsibility of the beneficiary or other secondary payer (20%
coinsurance plus Part B deductible amount, if any), and the payment made by the primary
payer, if any. We created two estimates of total infliximab expenditures, one including only
the infliximab drug payments and the second including drug payments for infliximab and its
associated administration fees. The expenditures were adjusted for inflation using the
prescription drugs component of the Consumer Price Index (CPI). In order to understand the
relative contribution of factors influencing the changes in infliximab expenditures, we
separated out the total infliximab payments in each year into two categories: price and
utilization (i.e. volume) factors.

The price factors examined were allowed payment per unit of infliximab or alternatively the
allowed payment per unit plus the administration fees per unit of infliximab in each year.
The price factors were also converted into 2006 dollars using the same adjustment used for
total expenditures.

The utilization factors included the number of infliximab users (i.e. number of RA patients
times the percentage of infliximab users), the number of infliximab claims per user, and the
number of units per infliximab claim in each year. The multiplication of all utilization
factors results in the total infliximab utilization i.e. the total number of units of infliximab
administered in each year to RA patients. The total infliximab utilization when multiplied by
the allowed payment per unit of infliximab results in the total infliximab expenditures. Since
the number of RA patients increased across years we also computed total infliximab
utilization and expenditures per RA patient.
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Alternative RA Biologics and Potential Impact on Infliximab Use
Since Medicare Part D data were not yet available for research we were unable to directly
examine the utilization of the three self-administered RA biologics available through Part D
and their impact on infliximab use in 2006. However, we indirectly tested the impact of the
availability of these alternative RA biologics via a longitudinal analysis of two-year cohorts.
The outcomes examined in the subset of RA patients who were users of infliximab in the
base year included infliximab continuation in the follow-up year and the number of
infliximab claims among continuers. The outcomes examined in the subset of RA patients
who were non-users of infliximab in the base year included infliximab initiation in the
follow-up year and the number of infliximab claims among initiators. We hypothesized that
if coverage of the subcutaneous RA biologics under Part D resulted in switching of previous
infliximab users to these agents or initiation of new biologic users directly on the Part D
covered biologics rather than infliximab, then the rates of continuation and initiation on
infliximab would be lower in 2006 compared to previous years. Furthermore, if infliximab
continuers or initiators in 2006 switched to other alternatives sometime during the year 2006
then the number of infliximab claims per patient would be lower in 2006 compared to
previous years.

The two newly approved physician-administered infusible biologics (abatacept and
rituximab) were directly examined using 2006 carrier claims (Appendix 2). The percentage
of infliximab users switching to these competing Part B alternatives was calculated using the
2005–06 longitudinal cohort.

Analysis
Nationally representative estimates of infliximab expenditures in each year from 2002 to
2006 were obtained by multiplying the estimates from our 5% files by a factor of 20. We
tracked absolute and relative changes in total infliximab expenditures and each price and
utilization factor across two annual cross-sections corresponding to each policy change,
namely (1) 2003–2004 (i.e. 95% AWP to 85% AWP), (2) 2004–2005 (i.e. 85% AWP to
106% ASP), and (3) 2005–2006 (i.e. 106% ASP to 106% ASP + Part D). The changes
across the 2002–2003 period served as a reference trend prior to the introduction of any
MMA changes. Multivariate regressions were used to examine the adjusted changes in the
mean infliximab expenditures and the utilization factors across each policy change. In all
our models, the main independent variables of interest were binary indicators of the annual
year of observation. Model covariates included patient sociodemographic characteristics and
clinical severity measures (listed in Table 2). Using the two-year longitudinal cohorts, we
compared the infliximab continuation and initiation rates and number of infliximab claims
among continuers and initiators, respectively in pre-Part D years with similar estimates from
2006.

Results
The number of beneficiaries with RA ranged from 0.58 million in 2002 to 0.65 million in
2006, representing 1.9% to 2.2% of the total number of fee-for-service Medicare
beneficiaries with full year Part A and B coverage, respectively. Beneficiaries with RA were
predominantly female, white, and aged 65–74 years old. Most beneficiary characteristics
were quite similar across the five year period, although small differences across consecutive
years are statistically significant given the large sample sizes (Table 2).

Figure 1 displays the total infliximab expenditures (in 2006 dollars) with and without
administration fees from 2002 to 2006. The total payments for only infliximab increased
from $357 million in 2002 to $492 million in 2006. Medicare payments for infliximab
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administration fees also increased considerably from $11 million in 2002 to $45 million in
2006. The largest annual increase in infliximab payments occurred in the pre-MMA period
from 2002 to 2003, wherein payments increased by 39%. From 2003 to 2004, despite the
MMA reduction in Part B drug reimbursements from 95% AWP to 85% AWP, there was an
increase in total expenditures for infliximab; however, the rate of increase was significantly
lower relative to the pre-MMA period. Total payments for infliximab actually decreased
from 2004 to 2005, when reimbursement was further reduced with the transition from the
AWP to ASP payment system. Infliximab expenditures increased slightly from 2005 to
2006.

Table 3 tracks the annual-level individual utilization and price factors influencing the
changes in total infliximab expenditures observed in Figure 1. Quarterly-level utilization and
price factors are presented in Appendix 2. As seen from the annual estimates in the first
panel of the table all utilization factors generally increased or remained stable between 2002
and 2006. The second panel of the table highlights the relative changes in the price and
utilization factors during each policy change introduced by the MMA. In the period prior to
the introduction of the MMA changes (i.e. 2002 to 2003), all utilization factors increased
substantially whereas the price factors decreased marginally. While there was a relative
increase of 6.2% in the number of RA patients, the largest increases occurred in the
percentage of infliximab users (16.7%) and the mean number of units per infliximab claim
(9.5%). As a result the total number of units of infliximab administered per RA patient
increased by 36% from 2002 to 2003 and largely explained the 31% increase in total
infliximab payments per RA patient in the pre-MMA period.

As expected the first Part B drug reimbursement reduction (95% to 85% of AWP), was
directly associated with an observed reduction of 12.8% in the mean allowed payment per
unit of infliximab from 2003 to 2004. Due to concurrent increases in administration fees, the
net reduction after including administration fees was 9.5%. However, this reduction in price
factors was accompanied by a 19% increase in total infliximab utilization per RA patient. As
a result, the total allowed payments for infliximab per RA patient increased by 4% (or 7.9%
after including administration fees) between 2003 and 2004.

When Part B drug reimbursement transitioned from the AWP to ASP payment system in
2005, the mean allowed payment per unit of infliximab further decreased by 11.9% (or 9.7%
after accounting for administration fee increases). This additional decrease in price factors
was accompanied by a negligible increase in total infliximab utilization per RA patient and
hence, the total allowed payments for infliximab per RA patient dropped by 11.6% (or 9.3%
after including administration fees) between 2004 and 2005.

In 2006, the second year after the change to the ASP-based reimbursement system for Part B
drugs, the price factors for infliximab declined marginally by about 3%. On the other hand,
total infliximab utilization per RA patient increased slightly (6%). As a result total allowed
payments for infliximab per RA patient increased only marginally by 2.7% (or 2.4% after
including administration fees) between 2005 and 2006.

Multivariate analysis confirmed that all utilization factors significantly increased in 2004
relative to 2003 and only the number of units per infliximab claim significantly increased in
2005 and 2006 relative to 2004 and 2005, respectively.

Table 4 presents results from our longitudinal analysis of two year cohorts to indirectly test
the impact of the introduction of Part D in 2006. We find that 82.3% of infliximab users in
2005 continued use of infliximab in 2006 and had on average 6.2 infliximab claims in the
year. In addition, 1.1% of non-users of infliximab in 2005 initiated its use in 2006 and had
on average 4.5 infliximab claims in the year. Similar continuation and initiation rates and
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levels of infliximab use were observed in the years prior to the introduction of Part D.
Multivariate analyses confirmed that there were no significant differences in the rates of use
or the number of claims per user across the four longitudinal cohorts.

Discussion
This is the first study to present national estimates on infliximab use and expenditures in
Medicare patients with RA before and after the enactment of the MMA in December 2003.
Total infliximab payments to physicians increased 1.4 times in the pre-MMA period
between 2002 to 2003. Overall the changes introduced by the MMA were associated with a
remarkable slow down in the rate of increase in infliximab expenditures, which reached
approximately half a billion dollars in 2006.

Given that the MMA introduced policy changes at the national level for the entire Medicare
program, we lack a contemporaneous control group of Medicare beneficiaries that had not
been subject to these policy changes. Hence, it is plausible that our observed results are
influenced by other external unmeasured factors and concurrent trends. For instance, part of
the observed changes in infliximab utilization may be explained by the usual trajectory of
uptake after a new drug has been brought to market. To test the robustness of our results we
aggregated our analysis on a quarterly level (Appendix 2). We found that major changes in
total spending, price, and utilization coincided with the first quarter of the calendar year. The
finding that the timing of the changes in infliximab expenditure patterns is closely associated
with the timing of the changes introduced by the MMA strengthens the validity of our
results. Another concern may be that our findings on changes in infliximab spending are an
artifact of the underlying changes in the study sample. However, we found that the
composition of our annual cross-sections of RA beneficiaries and infliximab users was
stable between 2002 and 2006. We were unable to control for direct measures of severity of
RA symptoms as these data are unavailable in claims. Nevertheless, it is unlikely that
sudden changes in RA severity could have occurred over our one-year periods of annual
level policy changes. Finally, there were no major changes in the clinical guidelines for the
treatment of RA during this time period that may explain the observed changes in utilization
that we observed.

The observed changes in infliximab use and expenditures associated with each of the annual
changes introduced by the MMA were varied in their direction and magnitude. First, despite
the initial reduction in Part B drug payment rates total infliximab payments per RA patient
relatively increased by 4% to 8% between 2003 and 2004. This inverse relationship was
largely driven by an accompanying significant increase in utilization factors. There may be
several explanations for this finding. One potential explanation may be the physician
induced demand or the target income hypothesis reported in the literature8–18 particularly
given that payments for Part B drugs, mainly infliximab, consisted of 50 percent of the total
payments for all Medicare services provided by rheumatologists in 2003.12 This result may
also partly be explained by the concomitant large increases in administration fees for
infliximab introduced by the MMA that partially offset the Part B drug payment reductions
and hence may have encouraged rheumatologists, particularly those with practice-based
infusion centers to continue or increase administration of infliximab. Alternatively, one
might interpret these results to suggest that the Part B reimbursement reductions
considerably slowed down the growth in infliximab utilization which otherwise could have
potentially been much higher in the absence of the MMA (relative increase of 19% between
2003 and 2004 vs. 36% between 2002 and 2003).

Second, an additional reduction in physician reimbursement with the transition from the
85% AWP in 2004 to 106% ASP system in 2005 was associated with a more intuitive 9% to
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12% reduction in total infliximab payments per RA patient. It is possible that a cumulative
decline of approximately 23% in Part B payments per unit of infliximab (18% after
accounting for the increases in administration fees) over two consecutive years had a larger
negative impact on physician incentives to administer infliximab in 2005. Total number of
infliximab units administered did not increase over this period. In general, these findings are
consistent with a recent MedPAC report to the Congress on the effects of Part B drug
payment changes under the MMA.12

Third, the implementation of Part D in 2006 was accompanied by no change in continuation
and initiation rates for infliximab in this year as compared to previous years. In contrast to
our expectation, substitution of infliximab with Part B alternatives (abatacept and rituximab)
was low (Appendix 1) and with Part D alternatives (etarnecept, adalimumab, and anakinra)
“appeared” low. This apparent lack of substitution has important implications given that
infliximab has been shown unlikely to be cost-effective for the management of RA in the
Medicare population compared with either etanercept or adalimumab.20 On the other hand,
comparative effectiveness reviews have reported similar effectiveness for infliximab,
etanercept, and adalimumab.21, 22

The reasons for the apparently “low” levels of substitution of infliximab with Part D
alternatives may be multifactorial. Physicians may have patient’s financial interest in mind
given that many patients were likely to enter the coverage gap (i.e. “doughnut hole”) under
Part D upon using the self-injectable biologics. The infusible biologics under Part B have no
such gaps in coverage and only require a 20 percent coinsurance after the initial Part B
deductible is met. Nevertheless, once a patient reaches the catastrophic limit under Part D its
coverage is more comprehensive than Part B since patients are only responsible for a 5
percent coinsurance for the rest of the calendar year. In addition to out-of-pocket costs,
patient treatment preference may be influenced by issues such as route and frequency of
administrations. For instance, patients may tend to prefer infusion biologics like infliximab
given the clinical assistance received in terms of administration by a physician or nurse as
opposed to the subcutaneous biologics covered under Part D that need to be self-injected and
more so often than infliximab.23, 24 It is also likely that while profit margins have been
reduced on infliximab due to the reimbursement changes under the MMA, physicians still
have a personal financial interest to prescribe such infusion drugs as opposed to the self-
injectable RA biologics wherein they receive no reimbursements at all.25

Finally, it is possible that it might be too early to assess the full impact of the
implementation of Part D. Hence, it will be imperative for additional studies to examine
changes in utilization and expenditures of infliximab and other RA biologicals under Part B
in future years.

Our study has several limitations that need acknowledgement. As we lack a
contemporaneous control group we cannot attribute a causal relationship between the policy
changes introduced by the MMA and the observed changes in infliximab utilization and
spending. Also currently there is no literature on the appropriateness of current infliximab
usage levels and prescribing patterns. Hence, we can only comment on reductions in the
growth of use of infliximab that occurred over this time period but not whether this is
desirable or not from a health and quality of life perspective. Another limitation of the study
is its reliance on diagnosis codes from claims data to identify RA patients. The use of a
single ICD-9-CM code of 714.xx has been reported to have high sensitivity (100%) in
identifying RA patients but low specificity (55%) in veterans administration databases.26 To
avoid false positives our study required a more stringent definition of ≥ 1 inpatient claim or
≥ 2 outpatient or carrier claims with ICD-9-CM 714.xx. Finally, given the unavailability of
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Part D claims data for research at the time of this study we were unable to conduct a detailed
assessment of the impact of the Part D implementation on use and spending for infliximab.

In summary, we find that total infliximab payments to physicians increased from the 2002 to
2006, yet the passage of the MMA in 2003 was associated with a remarkable slow down in
the rate of increase in spending. Evidence suggests that there was no significant substitution
of infliximab with self-injectable biologics made available under Part D. As data becomes
available in the future, ongoing research is needed to monitor the effects of these major
policy changes under Medicare on the use and spending of biologic therapies for the
management of rheumatoid arthritis in the Medicare population.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Appendix 1

Alternative Part B Covered RA Biologics and Impact on Infliximab Use
We also captured utilization and expenditures for abatacept and rituximab which became
competing alternatives for infliximab under Part B in 2006. Abatacept did not have a
HCPCS code assigned in 2006, its first year on market, and was grouped by CMS under a
miscellaneous code of J3590 for unclassified biologics. Hence, we report a range of
estimates for abatacept use and expenditures based on three different definitions applied to
claims with a HCPCS code of J3590 identified in our sample of RA patients in 2006: (1) all
such claims; (2) subset of claims with an ICD-C-9-CM code for RA; and (3) subset of
claims that were filed by rheumatologists. While rituximab had an assigned HCPCS code of
J9310 due to its availability on the market prior to 2006 for the indication of Non-Hodgkins
lymphoma, we still used the same three definitions above in order to capture rituximab used
only for the indication of RA. We examined the percent use and spending on these two new
Part B biologics introduced in 2006. To examine the impact of availability of these
alternative Part B biologics on infliximab use, we used the two-year longitudinal cohort
samples to examine switching from infliximab to abatacept or rituximab.

Table A1

Abatacept and Rituximab Use and Expenditures in Medicare Beneficiaries with Rheumatoid
Arthritis in 2006

Abatacept Rituximab

Identification algorithm
Percent

users

Total
allowed

payments
Percent

users

Total
allowed

payments

(1) All claims with relevant HCPCS code* 0.61% $22.6 M 0.46% $38.5 M

(2) Subset of claims in (1) with associated RA diagnosis 0.49% $19.8 M 0.28% $16.3 M

(3) Subset of claims in (1) filed by rheumatologists 0.43% $16.8 M 0.16% $9.8 M

*
HCPCS code J3590 for abatacept and J9310 for rituximab
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Table A1 presents the use and expenditures associated with the two new Part B biologic
alternatives to infliximab that became available in 2006. Regardless of which identification
algorithm was applied, the rate of use of abatacept was quite low (0.43% to 0.61%) in our
annual cross-section of RA patients in 2006. Rituximab use was even lower (0.16% to
0.46%), albeit total expenditures were relatively high since it is more expensive than
abatacept [$9.8 M to $38.5M for rituximab and $16.8 M to $22.6 M for abatacept].
Moreover, a longitudinal analysis of the 2005–2006 cohort of infliximab users indicated a
low rate of switching from infliximab to these new Part B biologicals. Using the least
conservative identification algorithm, only 3% and 2% of infliximab users in 2005 switched
to abatacept and rituximab in 2006, respectively.

Appendix 2

Results by Quarter from 2002 to 2006

Figure A1 Percentage of Infliximab Users by Quarter from 2002 to 2006

Figure A2 Total Number of Infliximab Units per RA patient by Quarter from 2002 to 2006

Figure A3 Allowed payments per unit of Infliximab (with and without administration fee) by
Quarter from 2002 to 2006
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Figure A4 Allowed payments per RA patient (with and without administration fee) by
Quarter from 2002 to 2006
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Figure 1.
Total Payments (in 2006 dollars) for Infliximab with and without Administration Fees
Included in Medicare Beneficiaries with Rheumatoid Arthritis
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Table 1

Changes Introduced by the Medicare Modernization Act (MMA) of 2003

Date Period Medicare Part B drug
payment system

Medicare
Part D

RA Biological covered by Medicare
(Part B or D)

January 1, 2002 Pre-MMA 95% of AWP No Infliximab (Part B)

January 1, 2003 Pre-MMA 95% of AWP No Infliximab (Part B)

January 1, 2004 Post-MMA 85% of AWP No Infliximab (Part B)

January 1, 2005 Post-MMA 106% of ASP/WAC No Infliximab (Part B)

January 1, 2006 Post-MMA 106% of ASP/WAC or
physicians procure
drugs from contractor*

Yes Infliximab, rituximab, and abatacept
(Part B)
Etanercept, adalimumab, and
anakinra (Part D)

Note: AWP – Average Wholsesale Price, ASP – Average Sales Price, WAC – Wholesale Acquisition Cost

*
Starting January 1, 2006, physicians had the option to continue their own drug purchasing, with the 106% ASP/WAC reimbursement in place for

2005, or obtain Part B drugs from a contractor in their area selected under a new competitive acquisition program (CAP). If physicians chose the
latter option, they will no longer seek reimbursement for Part B drugs from CMS. These functions were now assumed by the contractors, along
with any associated profit or loss. Physician participation in the CAP program was extremely low and this program was recently discontinued by
CMS.
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