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Abstract
Objectives—Very little is known about variation in prescription drug use and spending. We
examine variation in outpatient prescription use and spending for diabetes and hyperlipidemia in
the Veterans Affairs (VA) system and its association with quality measures for these conditions.

Study Design and Methods—We compared outpatient prescription use, spending and quality
of care across 135 VA Medical Centers (VAMCs) in 2008, including 2.3 million patients
dispensed lipid-lowering medications and 981,031 dispensed diabetes medications. We calculated
VAMC-level cost/patient for these medications, proportion of patients on brand-name drugs, and
Healthcare Effectiveness Data and Information Set (HEDIS) scores for hyperlipidemia
(LDL<100mg/dl) and diabetes (HgA1c>9 or not measured) at each facility.

Results—The median cost/patient for lipid-lowering agents in 2008 was $49.60 and varied from
$39.68 in the least expensive quartile of VAMCs to $69.57 in the most expensive (p<0.001). For
diabetes agents, median cost/patient was $158.34 and varied from $123.34 in the least expensive
quartile to $198.31 in the most expensive (p<0.001). The proportion of patients dispensed brand
name oral drugs in these classes in VAMCs in the most expensive quartile was twice that in the
lowest quartile (p<0.001). There was no correlation between VAMC-level prescription spending
and performance on HEDIS measures for lipid-lowering drugs (r=.12 and r=.07) or diabetes agents
(r=-.10).
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Conclusions—Despite a closely managed formulary, significant variation in prescription
spending and use of brand name drugs exists in the VA. Although we could not explicitly risk
adjust, there appears to be no association between spending on medications and quality of care.

Introduction
Geographic variation in health care utilization and spending in the US is well-
documented.1, 2 Researchers reported two-fold variation, for example, in Medicare spending
in 2006 across hospital referral regions, after accounting for differences in prices and disease
prevalence, due largely to differences in the volume of health care services delivered.3 Most
studies to date have shown that areas with higher Medicare spending perform no better than
low spending areas on process quality of care and health outcome measures and may, in fact,
perform worse.4, 5 Areas of health care that exhibit a high degree of regional variation in use
and spending tend to be those in which clinical evidence is relatively weak and there is a
lack of consensus-based treatment guidelines.6

One area where spending has increased dramatically in the last 15 years is for prescription
drugs.7 Despite the debate over the value of this increased spending,8 few studies have
examined regional variation in prescription drug use.9-16 Most of these studies were
conducted with data from the late 1990s, focused on variation within limited geographic
regions, and/or did not examine the association between prescription drug spending and
health outcomes.

We chose the Department of Veterans Affairs (VA) as the setting in which to study variation
in outpatient prescription drug use and spending, and focus here on facility-level variation.
In the VA, we can isolate differences in prescription use independent of health system
factors known to affect use, such as insurance coverage for prescription drugs and
formularies. In addition, variation in drug spending will not be due to differences in price,
because acquisition costs for medications generally do not vary between regions in the VA.
Our objectives for this research were: 1) to assess the level of variation in outpatient
prescription use and spending in the VA for two widely used therapeutic categories: lipid-
lowering drugs and diabetes medications, and 2) to determine if VA Medical Centers
(VAMCs) that spent more per patient for these medications performed better on routinely-
collected quality measures for hyperlipidemia and diabetes.

Methods
Setting and data sources

The VA system is the one of the largest integrated health care systems in the U.S., with over
8 million Veterans enrolled and over 5 million receiving care.17, 18 In fiscal year (FY) 2008,
the VA spent $3.1 billion on outpatient pharmaceuticals. Between 1996 and 2009, the VA
transitioned from a decentralized system of more than 170 individual drug formularies to a
single VA National Formulary (VANF).19, 20 Providers have access to all FDA-approved
medications but must request and provide justification for non-formulary drugs prior to their
use.

The VA Pharmacy Benefits Management (PBM) Services’ database contains all individual
VA outpatient pharmacy transactions in the U.S. We used aggregate outpatient pharmacy
data for fiscal year 2008 to study prescription use and spending at 135 VAMCs nationwide.
The database includes aggregate VAMC-level data on the cost for each dispensed product
(acquisition cost to the VA), the number of unique patients receiving prescriptions, and the
number of prescriptions and dosage units dispensed. We also obtained VAMC-level quality
measures from the VA Office of Quality and Performance (explained below).
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Population and drugs studied
We aggregated total prescription spending for lipid-lowering and diabetes medications
(including insulin) at the VAMC-level. Each VAMC may include several hospitals and
community-based clinics (e.g., VA Pittsburgh Healthcare System, in Veterans Integrated
Service Network (VISN) 4, includes three different hospitals or divisions). VISN 15
(Missouri, Kansas, parts of Illinois) aggregates the prescription spending of its 6 VAMCs
into two groups rather than at the facility-level as measured in the other regions of the
country. We maintained the designation of these two groups as VAMCs for the purposes of
the analysis of variation in spending.

We chose to study lipid-lowering and diabetes medications, which are commonly used
medications, available in both brand and generic form, and treat conditions with objectively-
measured quality outcomes (Table 1). For lipid-lowering medications we excluded bile acid
sequestrants because of the likelihood that these agents are used for conditions other than
hyperlipidemia (e.g., cholestyramine for chronic diarrhea or pruritis). We also excluded
niacin products, because the VA recommends the use of brand-name Niaspan (long-acting
niacin) over “nutritional” generics, and these agents are used clinically primarily for HDL
and triglyceride control rather than LDL control.

Outcome variables
Drug Spending—Our main drug spending variable was the cost/patient in FY2008 for
lipid-lowering and diabetes medications. We divided the total amount spent by each VAMC
for these medication classes (i.e. acquisition cost for all dispensed units/pills in the class) by
the number of unique patients dispensed these medications. For example, if a VAMC
dispensed 100,000 pills of simvastatin at an acquisition cost of $.08 per pill, then the total
amount spent by that VAMC would be $8,000. Since VA acquisition cost varies little across
VAMCs, and PBM data include only drug costs and not pharmacy labor, supply, or
overhead costs, differences in spending among VAMCs should reflect differences in
prescribing practices (e.g., type of medicine and intensity of use) rather than differences in
drug price or labor costs.

Our primary interest was estimating the extent of variation in spending due to prescribing
differences as opposed to differences in adherence, which would affect the number of
prescriptions filled and thus total cost per patient. Thus, we also calculated a second VAMC-
level spending variable: average cost per 30-day prescription. The average cost per
prescription at a VAMC depends on what drugs are filled (i.e., medication choice), rather
than on the total days of supply dispensed in the year. VAMCs using more expensive, brand
name agents will have higher average cost per prescription than those facilities that use
fewer brand name agents, regardless of whether patients miss certain doses during the year
or are on one or two agents to control their disease. We compare our two spending measures
and assume that if they are highly correlated that VAMC-level spending differences are not
driven by differences in adherence.

Quality of Care—VA collects Healthcare Effectiveness Data and Information Set
(HEDIS) quality measures at each facility using independent reviewers from the External
Peer Review Program (EPRP) who examine cross-sectional random samples of medical
records.21 We used facility-level HEDIS measures obtained from the VA Office of Quality
and Performance (OQP) to measure quality of care for hyperlipidemia and diabetes.22 Lipid-
lowering and diabetes therapy are associated with improvements in these intermediate
measures.23-25 Evidence on the association between surrogate measures and outcomes such
as mortality is mixed;26 however, these measures are currently accepted quality metrics and
are used to evaluate the performance of physicians, institutions and health plans.
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a) Low-density lipoprotein (LDL) <100mg/dl: Data is abstracted on the percent of patients
age 18-75 with a diagnosis of diabetes, and patients with ischemic heart disease, who have
had a full lipid panel during the past year and whose most recent LDL is <100.

b) Hemoglobin A1c (HgA1c) >9 or not measured (poor control) in the past year: EPRP
abstracts data on the percent of patients age 18-75 with a diagnosis of diabetes having
HgA1c of >9 or for whom A1c testing was not conducted. This measure is the most up to
date clinical measure of diabetes control used and reported by OQP. For ease of comparison
across the two conditions, we reverse scored the HgA1C measurements (1-HEDIS score), so
that a higher score represented better quality of care.

Independent variables
We expected drug spending to be associated with the level of brand name drug use. For
lipid-lowering agents, we measured the percent of patients on lipid-lowering therapy at each
facility receiving brand name drugs. We classified rosuvastatin (Crestor), atorvastatin
(Lipitor), Fluvastatin (Lescol) and ezetimibe (Zetia/Vytorin), which are non-formulary in the
VA, as brand name agents and examined variation in prescribing of these agents. For
diabetes medications we measured the percent of patients on diabetes medication who
received thiazolidinediones (i.e., Actos, Avandia), which are a brand-only class of oral
hypoglycemics.

To examine whether patient-level and facility-level differences might explain the variation,
we obtained facility-level data on organization characteristics from VA administrative
sources, such as the percent of patients over age 65, the total number of outpatient visits, and
the percent of uninsured patients seen as outpatients at each VAMC in 2008. In addition, we
stratified facilities by “complexity” rating (complexity level of 1a or 1b on the VA
Allocation Resource Center complexity scale). The VA rates each VAMC on this 5-level
scale, with high complexity facilities seeing the largest volume of patients and having the
highest patient risk. Patient risk is based on all VA patient diagnoses and uses the same
Diagnostic Cost Group (DxCG) risk scores found in Medicare. In addition, high complexity
facilities employ a higher relative number and breadth of specialists, offer the highest level
of ICU care (based on type of services provided and availability of subspecialty services),
train more medical residents, and engage in more research activities. These variables are
combined in a weighted average using established methodology to create these ratings.27

More complex VAMCs have been shown to be more likely to have year-round emergency
room access, academic physicians, formal residency training in primary care, local clinical
champions and designated nurses for quality improvement.28 Facility characteristics
included in the VA complexity ratings have previously been used to measure facility
complexity in VA research.29

Statistical Analysis
We categorized VAMCs into spending quartiles and used Kruskal-Wallis tests to assess
differences in the median cost per patient across each quartile for lipid-lowering and
diabetes agents. We also used Kruskal-Wallis and chi square tests to assess differences in
VAMC characteristics across quartiles. We used analysis of variance to test for differences
in the mean proportion of patients using brand name non-formulary drugs across the
quartiles. We used spearman correlation coefficients and scatter plots to examine the
relationship between cost per patient for lipid-lowering and diabetes agents at each VAMC.
We also used spearman correlation coefficients and scatter plots to compare spending at
each VAMC for lipid-lowering and diabetes agents with HEDIS quality scores for
hyperlipidemia and diabetes, respectively.
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To better characterize the independent effect of facility-level cost/patient on quality
outcomes, we used logistic regression to model the probability of being in the highest
quartile of quality for lipid-lowering and diabetes medications separately. Our primary
independent variable was the cost/patient at the VAMC-level used as a continuous measure,
and we included all facility characteristics described above as additional covariates in the
analysis. We used SAS Version 9.2 for all analyses.

Results
Overall, 135 VAMCs were included in the analysis, representing 2.3 million Veterans
dispensed lipid-lowering medication and 981,031 dispensed diabetes medications in FY08.
Table 1 lists each of the medications studied, along with the number of unique pharmacy
users, the medications’ average unit acquisition cost, and whether they are brand or generic
medications. Generic agents were available at 10-20% of the acquisition cost of brand name
drugs, on average.

Table 2 lists additional characteristics of the VAMCs, overall and by quartile of drug
spending. For lipid-lowering agents, VAMCs in the most expensive quartiles had slightly
fewer outpatient visits and Veterans on the medications (p>.05), but the proportion of
patients age 65 and over was the same as in the less expensive quartiles. For the diabetes
analysis, VAMCs in the most expensive quartile had a lower proportion of patients using
insulin compared to VAMCs in the least expensive quartile (p=0.049) and a lower
proportion of patients overall on diabetes medications (19.8% vs. 21.1%), although the
difference was not statistically significant (p=0.38).

For patients on lipid-lowering agents in FY08, the median cost per patient per year was
$49.60 (IQR $42.80 to $61.00) and ranged from $23.50 to $125.00. VAMCs in the most
expensive quartile had a median cost per patient of $69.57, which was 75% higher than
VAMCs in the least expensive quartile ($39.68) (Table 2). The median cost per patient per
year for diabetes agents was $158.34 (IQR $136.23 to $182.13) and ranged across VAMCs
from $106.95 to a high of $306.58. VAMCs in the most expensive quartile had median costs
per patient of $198.31, 60% higher than VAMCs in the least expensive quartile ($123.34).
Calculations using cost per 30-day prescription showed similar levels of variation, and the
two measures were highly correlated (r>0.95). The percentage of patients on brand name
oral medications was highest in the VAMCs with the highest prescription spending for both
lipid-lowering and diabetes medications (p<0.001), with percentages in the highest quartile
more than twice that in the lowest quartile for lipid-lowering drugs and almost twice the
percentage for oral diabetes medications(Table 2).

There was a moderate correlation between VAMC-level cost/patient for lipid-lowering
drugs and cost/patient for diabetes agents (r=0.41, p<.001) (Figure 1). Nearly half (47.1%)
of VAMCs in the highest quartile for lipid-lowering drugs were also in the highest quartile
for diabetes drugs (data not shown).

There was no statistically significant relationship between average prescription spending and
performance on disease-specific HEDIS scores across VAMCs for lipid-lowering drugs
(r=0.12, p=0.16 for diabetics with LDL <100; r=0.07, p=0.42 for heart disease patients with
LDL<100) and diabetes agents (r= -0.10, p=0.27 for diabetics with A1C>9) (Figure 2).

When we limited the analysis to VAMCs rated as high complexity facilities, the correlation
between spending and quality approached statistical significance for lipid-lowering drugs,
although it remained weak (r=0.28, p=0.06 for diabetics with LDL <100; r=0.12, p=0.40 for
heart disease patients with LDL<100). There remained no relationship between spending
and performance for diabetes measures (r=0.10, p=0.49 for A1c>9) (Figure 3). A similar
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lack of correlation was found between cost per 30-day prescription and quality of care (data
not shown).

In logistic regression models controlling for facility characteristics (displayed in table 2),
there remained no relationship between prescription spending and being in the highest
quartile of quality for lipid-lowering (OR=1.02, 95% CI 0.99, 1.04, p=0.19 for diabetics
with LDL <100; OR=1.01, 95% CI 0.99, 1.04, p=0.27 for heart disease patients with LDL
<100) or diabetes drugs (OR=1.00 95% CI 0.98, 1.01, p=0.61). Full results from the
multivariate regression are included in appendix table 1.

Discussion
To our knowledge this is the first national study of variation in outpatient prescription
spending among adults in the VA, and the first study to assess variation of this kind in a
large nationwide sample. We found widespread variation in yearly drug spending for two
commonly used categories of prescription drugs. This variation in outpatient prescription
spending and use exists in the VA despite a closely-managed formulary with uniform drug
prices, a commitment to a uniform prescription benefit, and clinical guidance for the
appropriate use of non-formulary medications.20 Moreover, VAMCs with higher spending
per patient for these medication classes performed no better on quality measures.

Our findings on variation in VA prescribing are relatively consistent with prior studies in the
VA system that addressed variation in outpatient prescribing, although previous studies were
limited to small segments of the VA or examined variation only across VISNs.12, 14, 15 Gao
and Campbell used 2003 VA data to look at trends in prescription costs and touched briefly
on regional variation in prescription spending, although they did not separate inpatient and
outpatient spending and did not assess the relationship between spending and quality.13 In
the only other study we are aware of examining facility-level variation in outpatient
prescription use in the entire VA, Aspinall et al. reported regional variation in rates of
antibiotic prescribing for Veterans with upper-respiratory infections.9 Health outcomes
associated with medication treatment were not examined.

Variation in prescription drug spending within the VA cannot be attributed to differences in
prices paid for drugs. Prices (i.e., unit costs) are generally negotiated at the national level
and vary only slightly across VAMCs, unlike prescription prices outside of the VA which
vary markedly across institutions and classes of payer (e.g., uninsured, Medicaid, private
insurer).30-32 Prescription prices can also vary over short time intervals, even days, in the
private sector and true prices are difficult to obtain because of undisclosed manufacturer
rebates, which would affect the measurement of prescription spending variation outside the
VA.

Nor can these differences in use and spending be attributed to differences in VAMC
formularies. We found significant differences across VAMCs in the use of brand-name non-
formulary agents despite the presence of a national formulary and guidance for the use of
non-formulary drugs. One explanation for this variation may be that although the formulary
is the same across the VA, the procedures for adjudicating non-formulary requests (the
process by which providers ask to use non-formulary agents) may vary by VAMC. We
found that VA facilities that spent more per patient for one drug class were more likely to
spend more on the other class as well. The VA may consider disseminating throughout the
system best practices in formulary management from VAMCs with low pharmacy costs who
perform well on quality of care measures.

Patient-level factors could explain variation in prescribing if patients at certain facilities are
more or less likely to require non-formulary medications, either because of more severe
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comorbid illness or differences in risk of side-effects. When we repeated our analysis using
only VAMCs with the highest complexity rating, our results were similar; however, our use
of aggregate data means we cannot control for individual-level factors that might affect the
need for more expensive agents. Differences in facility characteristics across quartiles of
spending do not seem large enough to explain the level of variation we observed. In fact, the
lower percentage of patients using insulin at VAMCs in the most expensive quartile argues
against the idea that sicker patients are leading to higher costs at these VAMCs. In addition,
regression analyses adjusting for facility level factors did not change the relationship, or lack
thereof, between spending and quality.

Provider prescribing patterns differ by specialty, practice setting, level of training, age, and
academic affiliation and these factors could explain some of the documented variation.
Studies show that much of the variation in medication choice and choice of generic vs.
brand name drugs is related to unobserved physician factors.33 It is unclear to what extent
pharmaceutical promotion to physicians, for example, influences the prescribing behavior of
VA physicians. VA ethics rules prohibit acceptance of significant gifts from the
pharmaceutical industry and generally VAs do not accept free samples, although there is
variation across VAMCs in the level of access to pharmaceutical sales representatives. Of
note, VA has no authority to limit interactions with industry representatives for those
providers who have dual affiliations with non-VA organizations.

In addition, because of the fluid way in which VA providers cross in and out of the VA
system, especially in academic centers, local area practice patterns (the same ones that affect
private practice physicians) may affect VA physicians.34 VA physicians may, in fact,
prescribe similarly to non-VA physicians in the same region. Additionally, some VA
patients bring prescriptions from private physicians to the VA and ask VA providers to “re-
prescribe” them, suggesting that the effect of local area practice patterns on patients may be
as important to the VA as the effect on providers.

Our work has important limitations. Our data are aggregated at the facility-level, and, as
discussed above, we cannot risk adjust each facility’s prescription use to understand how
differences in patient or provider factors may affect facility-level variation. In addition, there
can be legitimate reasons why patients require brand name drugs in the VA, and our data do
not allow us to focus on the appropriateness of use. Second, we cannot account for non-VA
prescription use in our analysis, although we believe that Veterans who fill prescriptions in
the VA (and thus are included in our sample) often do so because of the lower copay for
these medications and thus would be unlikely to fill the same prescriptions outside the VA.
There are some Veterans who fill prescriptions outside the VA using the $4 generic
programs from large pharmacy retailers; the VA does not, however, have data on use of
these programs by Veterans. We believe the overall impact of these low-cost generics for
Veterans who are filling prescriptions in the VA was likely small in FY 2008. Third,
variation in spending across VAMCs might be related to differences in patient refill
adherence. Given that the degree of variation in cost per patient was similar to cost per
prescription, we are confident that differences in adherence are not driving our findings.
Fourth, we believe that HEDIS measures for diabetes and hyperlipidemia are important
facility-level measures of quality of care and thus use them in our analysis; however, there
are factors aside from prescription use that would affect these quality scores and the use of
two quality measures may not adequately assess overall quality of care for patients with
diabetes or hyperlipidemia.
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Conclusion
The VA system has been successful in providing high quality care to Veterans35-37 while
maintaining low rates of growth in prescription spending.38 Yet, substantial variation
remains in prescription drug spending across medical centers in the VA. Understanding the
causal mechanisms underlying this variation can help target prescription quality
improvement programs. Our findings also have important implications for prescription drug
spending outside the VA, where use of closed formularies is much less common, rates of
generic drug use are lower, and variation may be even greater in magnitude and overall cost
implications even more profound.

Appendix
Appendix Table 1

Results from multivariate logistic regression modeling the probability of being in the highest
quartile of quality for lipid management (two measures) and diabetes.

Lipid-Lowering Agents Diabetes Agents

Covariate % of patients with diabetes
with LDl <100

% of patients with heart
disease with LDL<100

% of patients with A1c in
poor control

OR 95% CI P Value OR 95% CI P Value OR 95% CI P Value

Cost/Patient 1.02 0.99-1.04 .19 1.01 0.99-1.04 .27 1.00 0.98-1.01 .61

Percent 65+ 1.04 0.97-1.12 .31 1.10 1.03-1.18 .008 1.08 1.01-1.16 .04

Number of outpatient
visits

1.00 1.00-1.00 .04 1.00 1.00-1.00 .63 1.00 1.00-1.00 .41

Percent without insurance 0.29 0.003-33.29 .62 1.53 0.03-92.58 .84 0.81 0.01-56.72 .92

High Complexity VAMC 5.73 1.54-21.25 .009 1.22 0.38-3.92 .74 0.75 0.23-2.39 .62

Percent on lipid-lowering
agents

1.03 0.94-1.13 .54 1.00 0.91-1.09 .93

Percent on diabetes
agents

0.99 0.86-1.15 .92

Percent using Insulin 1.10 0.97-1.24 .16

Notes: Unit of analysis is the VAMC. High Complexity VAMC is a dichotomous variable to indicate whether or not each
VAMC is a high complexity facility. All other variables are used as continuous measures. C statistic is 0.692, 0.679, 0.680
for each of the logistic models (from left to right).
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Figure 1.
Relationship between cost/patient for lipid-lowering and diabetes agents. Each data point
represents one VAMC (r=0.41, p <.001).
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Figure 2.
The cost/patient for lipid-lowering (top) and diabetes (bottom) agents for FY 2008 in
VAMCs and HEDIS quality of care measurements at each facility. Each dot represents one
VAMC. For lipid-lowering agents, two separate HEDIS measures are included, represented
by different shaded dots
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Figure 3.
The cost/patient for lipid-lowering (top) and diabetes (bottom) agents for FY 2008 in
VAMCs and HEDIS quality of care measurements at each facility, limited to facilities rated
as complexity level 1a or 1b (high complexity).
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Table 1

Prescription drugs included in the study sample.

Diabetes Drugs (VA Classes HS501 and HS502)

Drug Name Number of Veterans who use in VA
(FY2008)

Acquisition Cost per Unit ($)
(FY2008)

Brand or Generic

Miglitol (Glyset) 308 $0.46 Brand

Sitagliptin (Januvia) 1,523 3.31 Brand

Pioglitazone (Actos) 38,030 2.72 Brand

Rosiglitazone (Avandia) 68,008 2.57 Brand

Nateglinide (Starlix) 271 0.72 Brand

Repaglinide (Prandin) 1,410 0.69 Brand

Acarbose 18,898 0.41 Generic

Chlorpropamide 183 0.12 Generic

Tolazamide 637 0.16 Generic

Tolbutamide 205 0.13 Generic

Glimepiride 2,653 0.12 Generic

Glipizide 276,297 0.03 Generic

Glyburide 246,505 0.04 Generic

Glyburide/Metformin 15,647 0.11 Generic

Metformin 562,541 0.05 Generic

Insulin 315,172 * Brand

Lipid-Lowering Drugs (VA Class CV350, excluding Bile Acids)

Number of Veterans who use in VA
(FY2008)

Acquisition Cost per Unit ($)
(FY2008)

Brand or Generic

Atorvastatin (Lipitor) 52,228 $2.27 Brand

Rosuvastatin (Crestor) 136,451 0.99 Brand

Ezetimibe (Zetia) 54,594 1.60 Brand

Ezetimibe/Simvastatin (Vytorin) 57,257 1.20 Brand

Fluvastatin (Lescol) 21,118 1.25 Brand

Lovastatin 151,604 0.21 Generic

Lovastatin/niacin (Advicor) 118 0.65 Brand

Pravastatin 117,193 0.17 Generic

Simvastatin 1,834,299 0.08 Generic

Gemfibrozil 209,545 0.07 Generic

Fenofibrate 28,220 0.52 Generic

*
Insulin product ‘units’ include multiple doses, as opposed to the oral hypoglycemic medications listed in the table, for which one unit is typically

one dose. Therefore we do not provide unit costs.

Notes: Table indicates those drugs included in our sample, their average cost across VAMCs, and whether they are brand or generic. VA formulary
agents are bolded (note: number of users may not add to total users by class, since patients may use more than one agent). Combination metformin/
rosiglitazone and metformin/sitaglipitin are not listed above since they each had 5 users across the VA in FY08, although they are included in the
sample.
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