
DRUC

t



0^5



PARTNERSHIP FOR A DRUG-FREE AMERICA
7^

■ African-American teens are currently the least likely to try or use every 
category of illegal drugs, including alcohol and tobacco.

■ The lower usage rates among African-American teens are directly correlated 
with their stronger anti-drug attitudes of perceived risk/harm and social 
disapproval.

■ The rate of decline in usage rates among African-American teens since the 
mid-1980's has been greater than that of white teens.

■ African-American teens' lower prevalence/usage levels are across eighth, 
tenth, and twelfth grade age groups - suggesting that these differences 
almost certainly are not due to any impact of dropout rates.

Racial/ethnic comparisons of drug use prevalence and trends among African- 
Americans, Hispanics, and whites reveal clear findings contrary to most popular 
stereotypes. According to the 1992 SAMHSA Household Survey, for example, 
more than 76 percent of all current illicit drug users are white. Most instructive, 
however, are comparisons among teens done by the Institute for Social Research 
at the University of Michigan which are summarized below and detailed in the 
attached tables.

■ New analyses done by Dr. David Hawkins of the University of Washington, 
to be released in April 1994, suggests one of the key factors in African- 
American teen resistance is parental involvement in setting ”no use” as the 
behavior standard and social norm.

RACIAL/ETHNIC DRUG USE COMPARISONS 
1992 "Monitoring the Future Study”



TABLE 10 1

NOTE: Percents represent averages of 1991 and 1992 data11
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TABLE 10 (cont.) t

NOTE: Percents represent averages of 1991 and 1992 data3
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NOTE: Percents represent averages of 1991 and 1992 data8
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“Data from two years have been combined to increase subgroup sample sizes.
b12th grade only: Data based on five questionnaire forms. N is five-sixths of N indicated.
“12th grade only: Data based on four questionnaire forms. N is four-sixths of N indicated.
“Only drug use which was not under a doctor's orders is included here.
612th grade only: Data based on two questionnaire forms. N is two-sixths of N indicated. 
*8th and 10th grades only: Data based on one questionnaire form. N is one-half of N indicated.
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■ Drugs are a health hazard, implicated as major risk factors in numerous other infectious 
diseases like tuberculosis, and in trauma, mental illness, and other physiological conditions. 
This also results in thousands of drug-exposed infants, higher morbidity rates, significantly 
higher healthcare costs, and an over-extended healthcare system.

■ Drugs in and around schools help create a climate that is destructive to teaching and 
learning, and are a factor in between one-third and one-half of our alarmingly high dropout 
rates. This also inhibits our ability to improve the education and training of the future 
workforce.

■ Drugs account for the majority of the acceleration in the spread of the AIDS virus — 
IV needle sharing, sexual transmission to and among women who are their sex partners, and 
in pediatric AIDS among children who are bom to these women.

■ Drugs are a primary factor in at least half of family violence and one-third of child 
abuse incidents, destroying families and throwing our child welfare system into crisis. 
Violence and injury that is often related to drug abuse are responsible for three-quarters of 
adolescent deaths.

■ Drugs are a primary factor among the majority of the homeless population, particularly 
the "new homeless" who are increasingly young women and their children. This is placing an 
enormous burden on our urban social systems.

■ Drugs within the workforce and workplace — two-thirds of drug users are employed - 
have a significant human and financial impact on our economic productivity, global 
competitiveness, and safety on the job.

■ Drugs are a direct factor in nearly half of all homicides and violent crimes, and are 
overwhelming our law enforcement, criminal justice and correctional systems. Drug dealing 
has helped make our cities unsafe, and normal family and community life nearly impossible 
in many urban areas.

THE IMPACT OF ILLEGAL DRUGS
ON OUR MOST CRITICAL DOMESTIC PROBLEMS

L Ding abuse must remain one of the nation's top domestic priorities and requires 
understanding, attention, and action from all levels of the public and private sectors. Millions 
of our children, adolescents, young adults and adults are impaired by or addicted to illegal 
drugs — an individual and collective tragedy, and a problem of immense proportions. In
1992, nearly 23 million Americans used illegal drugs, 11.4 million used at least monthly, with 
approximately 6 million addicted. Yet the real pervasiveness of this problem is not 
immediately apparent through just the numbers or direct impact on the lives of the users and 
addicts. Illegal drugs are also inextricably involved, and a significant factor, in most of our 
other social issues. Aggressive action to reduce drug use and addiction is necessary to real 
improvement in these other ills and the overall quality of life in America.



■ Since the mid-1980's there has been significant improvements in social attitudes towards 
illegal drugs, and a dramatic decrease in the number of new triers and non-addicted users. 
Importantly, however, most recent trends among young teens indicate an erosion in their key 
anti-drug attitudes of risk and disapproval, resulting in higher usage rates of marijuana, LSD, 
cocaine, and inhalants.

■ Although fewer young people are falling into addiction, what evidence we have on 
addicted use and the approximately 6 million addicts suggests little progress in treating or 
reducing their numbers or usage habits.

HL Prevention and treatment are effective and cost-efficient strategies for reducing illegal 
drug use and addiction, and their impact on our other social problems. There is increasingly 
broad consensus about what has been learned and what must now be done — a national and 
bipartisan call to action — recognizing that each of us has a role to play in the solutions and 
all of us have a stake in the outcome.

IL Real progress has been achieved in drug abuse prevention and in understanding what 
works. However, current and planned resource allocation, national leadership, and public 
focus are insufficient to maintain that progress and threaten future success.

■ Maintaining the prevention process of denormalization is basic to long-term success. It 
is critical to recognize that drug use is at its core the result of the demand we as individuals 
and society create for these substances. Increasing the attitudes of perceived risk and social 
disapproval is essential to preventing trial and reducing non-addicted use. The essence of 
denormalization is establishing and reinforcing non-use as the behavioral standard and social 
norm. The focal point of this process is at the community level -- changes in individual 
attitudes and behavior supported by community consensus against drugs. More resources 
need to be directed and coordinated to local public/private prevention partnerships. A 
combination of effective in-school education and broad community involvement, including 
parents, employers, media, law enforcement and healthcare professionals, have been shown to 
significantly reduce adolescent drug use.

■ Greater availability, effectiveness, and access to treatment are critical to reducing the 
impact of drugs on the nation. When prevention fails and the decision to use or not use drugs 
is replaced by the disease of addiction, it is critical to recognize that addiction is a treatable 
disease. It is estimated that the current system can treat less than one-fifth of the total 
addicted population. Most critical is the lack of treatment availability for "disordered" drug 
abusers, many of these within our criminal justice system. Also critically needed is more 
treatment for HIV infected, pregnant and homeless drug abusers. Current treatment needs 
require improvements in quality as well as quantity. More and earlier intervention is needed 
by families, the judicial system, and employers to drive people into treatment.
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THE WRONG MESSAGE OF 
LEGALIZING ILLICTT DRUGS

The reverse process of "denomialization" that began with the death of Len Bias in 1986 has 
resulted in a decline of more than 50% in the number of Americans using illicit drugs. This 
fact is not well known, and probably is responsible for the much of the sense of hopelessness 
and helplessness that often surrounds the issue of drug abuse. As a nation, we began to 
recognize the hannfulness of drug use, and we began to re-establish the social norm of no­
use. All the declines in trial and non-addicted use of illicit drugs are directly correlated with 
the increase in the attitudes of perceived harm/risk and social disapproval.

Importantly, however, most recent trends among young teens indicate an erosion in their key 
anti-drug attitudes of risk and disapproval, resulting in higher usage rates of marijuana, L$D, 
cocaine and inhalants. Further confusion in the behavior standard and social norm of no use, 
especially consideration of legalizing (read 'hormalizing’^ illicit drugs will, surely accelerate 
this disturbing trend and put us back into the drug epidemic of the 1970*s and early 1980's.

The message of legalization is precisely antithetical to everything we’ve learned about 
preventing the demand for illegal drugs. The epidemic of illegal drug use over the past three 
decades was the result of these substances, their use, and their users becoming "normalized” - 
perceived as benign and an accepted part of normal social behavior. Normalization has led to 
nearly 80 million Americans having tried illegal drugs. Because we did not understand the 
impairment and harm that results from using illegal drugs, we passively and actively moved 
away from the behavior standard and social norm of no-use.

Any policy discussion that includes consideration of legalizing illicit drags reflects either a 
complete misunderstanding or ignorance of the key factors that affect trial and use of these 
substances. Legalization sends the societal message of public approval, eroding the anti-drug 
attitudes of our youth and encouraging them to try and use illegal drags. What we need is 
the reverse - establishing the unequivocal message that our public behavior standani and 
social norm Is 'too use," continuously reinforced through the attitudes of harm/risk and social 
disapproval that are proven inhibitors to our youth trying and using these substances.

First, it is critical to recognize that drug abuse is, at its core, the result of the demand we as 
individuals and society create for these drugs. Prior to drug use becoming the disease of 
addiction, all drug trial and use is the result of decisions/choices wc make to use or not use. 
The primary determinant in these decisions are the attitudes of 1) perceived harm/risk and 
2) social disapproval. This is true across ethnicity, demography and geography. All progress 
in reducing drug use and, ultimately, addiction, is the result of increasing anti-drug attitudes 
in order to change the behavior.
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Chapter I

What Are Community Coalitions Against Substance Abuse?
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Potential Membership: The survey reveals that not all institutions that are members 

of community coalitions take an active role in the coalition’s work. (See the ratings 

coalition leaders give major institutions in Chapter 4.) Even active participation by 

some business people or clergy does not mean that the entire business or religious 
community has been mobilized. Nevertheless, it does mean that key footholds have 
been established.

The survey reveals common characteristics

among community coalitions that distinguish 
them from other groups concerned with sub­
stance abuse. These characteristics include their 
broad membership base, their leadership, and 
their budgets. In addition, community coalitions
tend to address a wide variety of issues identified 

by the community, commonly referred to as sys­

temwide change, rather than focusing their work 

on a single area, and these groups are more likely 
to focus on changing community environments

than on addressing individual needs.

■
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Who Participates in Coalitions?

Current Membership: Membership is an 
important measure of a coahtion’s legitimacy.
A coalition with sustained participation by itsmembers is probably doing a good job. On the other hand, a coalition that is not meet­
ing its goals quickly loses support from groups and individuals. Broad participation is 
also essential to carrying out programs that involve multiple agencies.

The membership of almost all coalitions include local schools (90%), law enforcement 

agencies (85%), and alcohol and drug prevention agencies (76%). More than half the 

coalitions named other major local institutions, such as direct service agencies that help 
people with alcohol and drug problems, as playing a role in their work. Seventy percent 

of respondents said treatment providers participate and more than 50% of coalitions 

include governmental health and human service agencies. Figure C on the next page 
show's the percent of groups involved in coalitions.

figure b

Where can you find community coalitions?

1•z

igi '

O

Almost 2,200 groups lead or sponsor community coalitions fighting substance abuse 

throughout the nation. In fact, coalitions from every state responded to the Join 

Together survey. (See Figure B .)
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Citizen action groups 29

Public assisstance 19

Employment services 17

Organized labor 14

Alcohol beverage control 13

9 

8

8

Media: Increasing public awareness about substance abuse and possible communitywide 

solutions is key to any coalition’s comprehensive strategy. News, advertising, and 

programming policies strongly affect a community’s capacity to address substance abuse 
issues. The survey revealed that local media leaders and organizations participate in fewer 
than half (41%) of the nation’s coalitions. When these key groups are present, coalitions

While many key groups actively participate in coalitions’ efforts to reduce substance 

abuse problems, there are a number of institutions that are not yet doing their part in a 

majority of communities. (Figure D shows which groups increased their participation in 
coalitions from 1992 to 1993.) The survey shows that each coalition needs to identify the 

groups that are missing from its membership and then develop ways to involve them in 

the coalition’s efforts. Meeting this challenge requires coalition members to find some 

mutual benefit to attract additional organizations to participate.

Transportation

Alcohol industry 

Other

%
Schools 90 

Law enforcement 85

Prevention providers 76

Figure c

Participation in 
Coalitions

Parents 72

Volunteers 71 

Treatment providers 70

Local government 67

Ydllth 64
Private business 63

Government - human services oz 

Courts/probation 61

Religious organizations 61
Government - health services 56 

Recovering people T5" 

Other concerned citizens 54

Private health services 48

Private human services 43

Universities 42 

Mass media 41

Child protective services 40

Affected populations 38

Recreation departments 36

Civic/fraternal organizations 34

Housing 31

The following are specific groups many coalitions still need as part of their membership 

base:
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have a much easier time developing and implementing 
effective public awareness programs. How the Media Increased 

one Group's Effectiveness

ion is an active 

jroup launched a
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Figure D

Groups that 
increased 

Participation

%
Citizen action groups 32 

Other 21

Organized labor 14 

Employment services 13 

Alcohol industry 13 

Housing 13 

Alcohol beverage control 13 

Recreation departments 12 

Affected populations 12 

Private human services 11 

Civic/fraternal organizations 10

Youth 10 

Private health services 10 

Other concerned citizens 10 

Universities 9 

Recovering people 9 

Public assisstance 9 

Parents 9 

Child protective services 8 

Religious organizations 8 

Mass media 8 

Transportation 7

Government - human services 7 

Courts/probation 7 

Private business 7 

Volunteers 6 

Treatment providers 6

Prevention providers 5 

Government - health services 5 

Local government 4 

Law enforcement 4 

Schools 3

IjKfi

Child Protection Agencies: A body contested issue 

in many communities is whether parents in treatment 

should retain custody of their children. Because the 

threat of losing custody of a child discourages many 

parents from seeking treatment, public agencies and 

community coalitions need to provide the resources 
and support to help parents with substance abuse 

problems obtain treatment without concern of a cus­

tody battle. However, because child protective service 

agencies participate in fewer than half the coalitions, 
their absence from the coalition table makes it more 

difficult to work out a local solution to this issue.
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Respondents by year

TOTAL

Lead a coalition 515(28%) 1069(48%). 1612(41%) 2196(40%)

557(38%)Participate in a coalition 867 (47%) 819(37%) 2243 (40%)

304(21%)< 326 (15%); | 1090(20%)

TOTAL 1842 1473 2214 5529

0

1993 Report tq the Nation

Responded only 

in 1992
Responded only 

in 1993

includes 2,196 respondents that answered our survey by May of 1993. (See Figure A.) 

Join Together decided to focus only on this segment of lead agencies because these are 

the groups that carry out coalitions’ activities throughout their communities. Any 

references in the report to the full 5,500 respondents are clearly indicated. See the 

Appendix for information about how the survey was conducted.

Responded 
in 1992 and 1993

Figure a

Survey Respondents

Do not lead or 
participate in a coalition ' (25%)
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1 Europe and Asia don't share the same kind of problem 
that we have here, but the U.S. Drug Enforcement Agency 
believes the supply lines are changing—and changing 
quite dramatically—to the Far East as well as to Europe. I 
don't know enough to be sure, but I think it is possible 
that those of you from Europe and East Asia may be at the 

same place this country was in the late '70s.

THE PROCESS

OF TURNING 

OFF ILLEGAL

DRUGS ... HAS, 

BLESSEDLY, 

ALREADY 

BEGUN.

Good News and Bad News
What do 1 mean when I say America is turn­
ing off drugs? The NIDA (National Institute 
on Drug Abuse) 1991 household survey (see 
Figure 1) shows that 75 million Americans 
have used illicit drugs—which is an under­
count, probably by 5 million. That means 80

The Problem is Demand
have been working on the ille­
gal drug problem for the last four and a 
half years. It’s a very complex problem, 

and depending upon how you look at it, you
come out with a different set of answers. 1 
admit having a bias: I have believed from the 
beginning and believe now more than ever 
that this is basically a marketing problem. It 
is driven by demand not by supply. That’s an 
overstatement to be sure, but I believe the most 
important thing we can do is to move toward 
changing attitudes and in turn changing 
behavior, so that we can dry up the demand.1

I am going to give you a fairly hopeful pre­

sentation. 1 think I can demonstrate to you 
that we do know what works; we know why 
it works; and we know what to do to accel­
erate the process of turning off illegal drugs 

that has, blessedly, already begun.
The worst metaphor we ever created was 

“The War Against Drugs.” The reason it’s a 
bad metaphor is it gets everybody’s head turned 
in the wrong direction. It turns drugs into a 
law and order and an interdiction problem, 

and while those are very important aspects 
of the problem, the really important part of 

this problem is demand.
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Health Care Financing AdministrationDEPARTMENT Of HEALTH &■ HUMAN SERVICES

APR 2 1 1994

to pharmacists under the proposed Medicare outpatient 
□rescription drug benefit contained in the Health Security Act

(HSA).

r

The Administrator 
Washington, D.C. 20201

The Honorable Bill K. Brewster
House of Representatives
Washington, D.C. 20515

Dear Mr. Brewster:

I am responding to your letter to Mrs. Clinton regarding payment

Za
■ b

(HSA). You raised issues in your letter regarding (1) the data 
Utilized to calculate the 90th percentile of actual charges,. 
payment limit, (2) the inclusion of a definition of actual 
charges and (3) the extension of the Omnibus Budget 
Reconciliation Act of 1990's moratorium on reductions in payment 

to pharmacists.
s

In regard to your first issue of the 90th percentile payment 
limit, we currently are reexamining this policy. As you may be 
aware, this provision was part of the payment methodology under 
the Medicare Catastrophic Coverage Act (MCCA) of 1988. However, 
unlike MCCA, the drug benefit proposed under HSA would require 
manufacturers to pay rebates to Medicare. Thus, the 90th 
percentile payment limit may not be necessary for cost 
containment purposes under HSA.

Regardless of the merits of the 90th percentile payment limit, 
the alternative update policy you propose would impact the 
calculation of all payment limits, including the calculation of 
estimated acquisition costs. Your proposal would provide updates 
on a daily basis, while the HSA would update payment limits every 

6 months.

As you may be aware, although Medicare providers face price 
increases from suppliers throughout the year. Medicare rates are 
updated on an annual basis. Thus, we believe that the 6 month 
update policy proposed in HSA is a significant accommodation to 
pharmacists. Updates on a schedule more frequent than proposed 
would have implications for Medicare beyond pharmacists, m 
addition, we believe it would be administratively difficult to 
update national limits on a daily basis given the anticipated 
volume of one billion prescriptions per year and the use of 
multiple carriers to process claims.
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Bruce C. Viadeck 
Administrator

Clearly the weight one would put on the various policy 
considerations related to the moratorium would have to be 
evaluated in the context of the many aspects of a comprehensive 
health care reform package.

I hope this information has been helpful. I look forward to 
continuing to work with you as the President’s health care reform 
proposal moves through Congress.

Slpcerely,

Page 2 - The Honorable Bill K. Brewster

Finally, it is not clear that such a policy is necessary to 
protect pharmacists from significant price increases. We 
believe that the proposed rebate program would significantly 
constrain the level of price increases from manufacturers to 
pharmacists. To the extent that manufacturers increase their 
prices beyond the rate of inflation, as indicated by the consumer 
Price Index, they would have to rebate to Medicare the resulting 
marginal revenues derived from sales to Medicare beneficiaries.

In regard to your second issue on actual chargee, we do not 
believe it is necessary to include a statutory definition of 
actual charges under the proposed Medicare drug benefit. Unlike 
some third-party payors, Medicare’s carriers uniformly interpret 
the term "actual charges" when determining payments to physicians 
and suppliers. The carriers do not calculate actual charges, 
instead the carrier simply recognizes the actual charge as the 
amount a physician or supplier actually bills the beneficiary for 
a particular service or supply.

As to the OBRA 90 moratorium, an extension of the provision 
raises both policy and budget implications.

♦ States have reported that the moratorium requires them to pay 
pharmacists a fixed payment amount despite the fact that 
ingredient costs for certain prescription drugs have been 
dramatically reduced due to changing market conditions. For 
example, when generic products become available, ingredient 
costs for the brand name drug may decrease significantly. 
Because of the moratorium, State Medicaid programs would be 
required to pay the pharmacist the higher ingredient cost 
established at the time the moratorium became effective.

• As you are aware an extension of the moratorium was not 
proposed in the President's budget and the Medicaid baseline 
includes some slight savings from the expiration of the 
moratorium.
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Dear Mrs. Clintoni

1757 an4 Hr. 3600. is tnat a payaant Halt to pharaaoy 
for covered outpatient drugs under Medicare unnecessarilj

II, Subtitle A of
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30 days old, which was supported by Senator Pryor in the 
Prescription Drug prudent Purchasing Act of 1J50.

The legislative language can bo found in Title 
both bills. Specifically, it reads:
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rue percentile qi cne actual charges (computed on
the geographic basis specified by the iocretarj'J for 
the drug product for the second previous payment 
caloulation period".....

"Zh rhe ease of a covered outpatient drug that is a multiple source 
drug which had a restrictive prescription, or that is a single 
source drug, the payment limit for a aelculetion period is equal 
t0 —
Ci J the 90th percentile of the ^actual charges (computed

the drug product for the second previous payment

Ab a aenber of the ways and Means coroiittes, which will play an 
active role in health care reform, I am writing to seax 
clarification on several eaatians or the Health security Act 
pertaining to the pharmacy services Benetit; particularly the 
proposed Medicare Outpatient Proscription Drug Benefit and the 
existing obha 'so moratoriuifl on reducing pharmaay reimburaaniant 
that is due to expire on December 31, 1994.

Page SSI (C), Payment Calvuistlca Period
•'The term 'payment calculation period1 means the t-menth period

V:'

second Previous Fayaaat Period

A concern with the current Health Security Act language in both 6. 
’ providers 

for covered outpatient drugs under Medicare unnecessarily uses data 
13 to It months eld to calculate the roimbureeinent rate for the 
drug dispensed. As you know, ths prices of proscription drugs can 
increase eignificantly during 12-18 months, which will result in 
substantially underpaying the pharmacy. since drug pricing dets 
ie routinely updated daily, I suggest the use cf data no more than

Mrs. Hillary Redhan clintan 
Office of the First Lady 
1600 Fennsylvania Avenue, N.W. 
Washington, D.c. 30500
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beg1Min9' 1r.ith .TatnUUf ot each y•ar and the ,-month p,µ-iod 
oeglnnin• �ith July or oaeh y.ar.• 

T•• l&ft(IU&q• aboul4 �• obani•4 to 1t.te1 
tn th• ea•• o� a cov•red OUtl)atiMt d&Y9 Chot i• • multJ.pJ• sau.ri=e 
dZ1.1tJ v1tlah b•• a rest-rt�t!n �•O¥i.�gn, or that J.• a 1in§l• 
•o�ro• druV, tho pay•nt J.1.JnJ.t for • c•Jculu:.ton- ;e;rlod J., •«iY••
t:o-
(i) eh• 10th pez-o,nt�l• ol th• actual char9•• (oemputod o.n a
��r•fhlcra.1 lta•1.• •,-df1•4 by th• seoretuy) �or the drug produce
ter the payment c&Zculation period.

••r• a,, (c,) 1a,-ut ca1cnuat1011 -.art.C 

g•iU,i.'!.Z'f.;:':1%1::::fi:f;t!'''' ,,, arioe 19·tu• p;ior

••iaDu.r■eau, nt•• •'-1114 ren,oo� a roiu.a, ao•l•f ,�ioe.
lleotronio olai21• 'lll&n&qe111.nt. •Y•te• availa�l• and t�lly
operatie:aal tod&Y, and caiic:d fer in the K&dicora OU�patieht
Pr••"i;,ticm Dr\&f Beneti:t, •� ... u.••4 to eala\llata the. prcpar
r•�u.r•�t to the pharaaoy provider• u1int ven- r•�•nt datA.

'l'h• tollov1nf are tht-M axaapl•• et the ditfarance 1n the drug 
produe-t p�ica tha.� woul<l ce u■ad in m&Jtini a raiWNreu•"'­
datarminaticn UJ'\der the �rrent 11ngua;e •• ce111;,are4 to the. 
Pl'QpQe•i Yuaion; 

On9 D1apeaae4 J.a 
Deeeuu u,,

.. �•-•t 
�•tezia1nation aaae4 
e111ro4uot Ce•t• •f 
Dnq ia J'uly 1,,, 

• n.to
5103.10 
tu,0,11 

Defi�i�!eft sf A8!U&l Clarq• 

••illl>uraaaaht
Oet-.miJa&tig�
U.4" ...
L&n9"Y&q•
• a1.a1
1113,13 
,2.s.9.79 

A9ain. in �b• ltrtf\l•i• of the H.alt>I £ecur1�)' let r•lat.in; to �he 
Ke41�•r• O\atpatient Pt'••crip�iOll or-u, 8enafit, �h• p�oduct 
relml,ur, .. ant tonn.il• � ret.ren�• to the �•�tual cn«rg••• fo� 
the P�••C?"1ption (••• eitation ••rlier in th1• ltt�•r). Wh1l• �h• 
,_,. ac:tual char�•• may be one frequently u••4 in heal� car• 
Cb�ttacta, i� haa Hca• a •o�a• of ••�iou• eontentioh �o 
oommunity •• tail pha.rm&Ci•• and t:h• th1?4 party pro;i-1111 1n Which 
th■y_ p¢iaipau. Jlayera; With 1norea•1nq and troul:ll1nq fr•queno:f 
are •••igninq to thi• aeemintlY ••1f explanatory torm new and 
creative .. aninp which aa�uially iap&ot th• payment to the 
diape�in; ph.u'aagy, 

�o p�•up� any poten�i�l disagreoent gn the definition of tbia 
�•rm umser the Redicue f��•m, t reapeottully aalc your 
00naidff&tion of the inclusion or a defini�iQn or 11 .-0tual 0ha.r9e''. 
I propo•• the tcllowing; 
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aeoon41Y, and equa11y i'JIIPOrt•nt, i■ the pharmaoy pr0te111c"'• neea 
�o ••e>t an erten■ion ot the OD.A 'to agrato1:ium on furth•r 
rad\lCtion 1n ph,ull&c:y nialiNl'Maent untU, • hoal.tl\ oaro roton,. 
p&ok&i• ll pu••cl and. iapl1aete4. 001 '90 (Putil1c Law No. 103• 
ii•• pended) undar the ••ct1on entitled, 11 Treatlllen� ot Pharmacy 
L1a1U" ■tali•■ :

1'vr1.nv th• ptt:z-1cd begi.M1ng on January l, lJll and endinJ on 
l>ecem&Jer Ji, Jll4 (AJ • state ••Y not c•duoo tho p&)'ffl•�t l1mits 
••tuli•h•d by • :-.gullt.ion w,der this t.ttle or &ny J.J.llllt•tion
t1••or1l>ad in .P•r•gr■SJll (3J with n•peot to tlie lapocl.ient 0011� oL
a � outpatiu� druf or the �i•pcna!ng t•• �er iruah a drug
belmt tho la.it• in ■tteot •• ot .Tuguy l, lJJl.

C�••• 1i,oluded 1:ho JIIO:t.'at.o.rium a" r.clucing pharscusy X14ic:1id 
roimllur•nent in 0UA 1 S10 to prot1ot �guunity r•tail phartl\ac::i•� 
�rc,m fgrt.hN" in�£t1b1e payiaMI out■ 1n4i•er1=i.nately made by 
either RCFA or the 1n41v1dual ,eat.••· In rus,onae to tb• contini.•d 
inorea•• S.n pr1■ar1Jtion 4r'llq pric:ea, the two previoua 
Actm1n1•trat1on• �o�p Ua?A •nd a&11y at&�• Ka4ic•1d a9e.nei•• had 
pr.,,iwaly 1mpluent•4 cuta to reduce com:m�nity �•t•il phar111ac:y 
r1tuv•aent vi�out any c011aidu•t1on of wk•tlL" th• ra•ul�iftf 
r•i.D\lr�eacnt va• •v•n ad�•t• �e eovu the pharmacies' co•t•· 

I>urinv the ext.naive 4.at• on p;-ecor1ption drug prices th�t 
pr•o•••• OIM 1 90, eon;re•• acknowledqad �ha� it was not C0UW'l!ty 
retail phaniacy 'that waa ulvinv up p,eacription pric:e1 and 
1nclude4 th• aorator£wa to protect pharmacy until tJeeember lO,
1994. C•nv.••• •1•o 1'1"11r•d 1n 011n '90 tha� 11crA pertorm a. atuciy 
on the ad.aqua.CY of 11harma� Medicaid re�ur,eman�, vhich could be 
uaed, if n•o•1•ary, to toraulate a new an4 mor• •�1ta�la Med.1e�1t1 
pbaruay �•!llbur•oet 11•t.hM010;y. MCJ'A. ha■ incU«:atad t.o ua th11�

1:l'l& repcft to COn;rus Ol'\ t.h• result.a ot �?\• •t\&dy •�• not. e>cpect.ed 
to be avai1abl• until March, 1994 at�"• urliaat. 

In light -of. �• iinpancling �••ulte ot the OU.A '�o •tudy on th• 
•4eq�Ac;:y of cou\11\ity retail pharmacy Medicaid re1But1em•n�. : ••
r•c;u••tinq your •�pen in aundini the Realth lec--ari�y >.o� to
·•�tend �h• aora\Q�iwa 'tbroUfk the ••tabliahmen� or �n• approved
•t&te �lan1, at wh1eh t1m• K•�1ca.1d pr••=rlption pro;rama transfer
�o ?A• juri1Gigt.i,gn ot health •lliana••·· Thi• erte1'1a1on ot
exia\in; law veulcl a11ov for a r•••onabl• trai,o1t.lon from t?le
current Xedicaid pre;razs 1nto a retormed health care &y•t•a· te
Will 1lag allow tiine for interaa\ad p•r�i•• eo review and r•a�t to



P07/07FROM Ol.P04-21-94 11:55 AM

!

Con* Br»*»CwF PC

th* HerA »tudy and th* t*port to Congress.

Your rssponsa on these issuts will b* greatly appreciated as w«
mutually seek to m**t our goal of meaningful health care reform.

Sincerely,

Bill X. Brewster

bb/in
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Bill X. Brewster 
Member of Cengreas
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Chris Jenning*
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