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Abstract

Background: Maintenance medications provide symptomatic relief, improve lung function and reduce the risk
of exacerbations in patients with chronic obstructive pulmonary disease (COPD). Despite their proven benefits,
limited information exists on maintenance medication use and adherence among users.

Objective: We examined the patterns and factors associated with the receipt of and adherence to maintenance
medication in individuals with COPD.

Methods: A retrospective cross-sectional study of 5% of Medicare beneficiaries enrolled in Parts A, B and D
with COPD who received maintenance medication from 2008 to 2013 was conducted. Maintenance medication
includes: inhaled corticosteroids (ICSs), long-acting beta2- agonists (LABAs) and long-acting muscarinic
antagonists (LAMAs) alone or in combination. We examined the proportion of beneficiaries with COPD who had
at least one prescription filled for maintenance medication. Among users of maintenance medications, we also
examined adherence, defined as proportion of days covered (PDC) >80% over the year from the first maintenance
medication prescription fill date.

Results: Overall, maintenance medication (LAMAs, LABAs, ICSs and/or LABA/ICS) use increased from 67.8%
in 2008 to 72.1% in 2013. The increase is related to increases in use of LABA/ICS, which rose from 41.1% in
2008 to 49.6% in 2013. Factors associated with receipt of maintenance medication include female gender, recent
COPD hospitalization (odds ratio [OR] 1.63; 95% confidence interval [CI] 1.54-1.73), oxygen therapy (OR 1.74
95% CI, 1.68-1.81), dual eligibility status (OR 1.45; 95% CI 1.39-1.51), higher education level and evaluation by
a pulmonary provider (OR 1.88; 95% CI 1.81-1.96). The overall adherence among maintenance medication users
remained flat. The most important factor associated with adherence was dual eligibility status (OR, 1.67; 95% CI:
1.59-1.75).

Conclusions: Receipt of maintenance medications increased during the study period and was higher in those with
dual eligibility. Overall, adherence to maintenance medications was suboptimal and remained unchanged.
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Introduction

Pharmacological management of patients with chronic
obstructive pulmonary disease (COPD) is based on
symptoms, disease severity and risk of exacerbation.
Long-acting muscarinic antagonists (LAMAs), long-
acting beta2-agonists (LABAs), phosphodiesterase
(PDE-4) inhibitors and the combinations fixed-dose
inhaled corticosteroids (ICSs) with a LABA and LABA/
LAMA are approved as maintenance medications to
manage patients with moderate to severe COPD.! These
medications have been shown to provide symptomatic
relief, improve lung function and reduce the risk of
exacerbations.! ™

Current knowledge of the use of and adherence to
maintenance medication comes from randomized
controlled trials.*"® In the real-world setting, adherence
to clinical practice guidelines is low in patients with
COPD.”® The high burden of comorbidities, complex
inhaler regimens, co-existing psychosocial disorders
and cost all negatively impact adherence.? !> Moreover,
a high proportion of patients prescribed these
medications have not undergone spirometry to confirm
the diagnosis of COPD.}® In general, patients with
COPD are undertreated.!”

We used a 5% national sample of Medicare
beneficiaries with COPD to examine the pattern of
maintenance medication use and adherence among
maintenance medication users from 2008-2013. We
also examined factors associated with the receipt

of and adherence to maintenance medication. Our
hypothesis was that the overall use of maintenance
medication would increase during the study period, but
the magnitude of increase would be impacted by the
financial burden to the patient.

Methods

Data Source
This is a retrospective, cross-sectional study of
maintenance medication use in individuals with COPD
using a 5% Medicare beneficiary population, 2008-
2013. This study was approved by the University of
Texas Medical Branch Institutional Review Board and
informed consent was waived due to the nature of the
study. Over 98% of adults in the United States age >65
years are enrolled in Medicare, which includes >45
million beneficiaries. The Centers for Medicare and
Medicaid Services selects a random sample of 5%
Medicare beneficiaries based on the eighth and ninth
digits (05, 20, 45, 70, 95) of their health insurance
claim number. The resulting standard data is available
for research purposes and has been shown to be
representative of the entire cohort.!®

Data from the following files were used for this study:
1) Denominator file (Medicare enrollment information
and demographic data); 2) Medicare Provider Analysis
and Review file (claims for hospital inpatient and
skilled nursing facility stays); 3) Outpatient Standard
Analytic File (hospital outpatient services); 4) 100%
Physician/Supplier file (physician and other medical
services); 5) Durable Medical Equipment (DME) file;
and 6) Part D Drug Event file.

Study Cohort

A patient met the diagnosis of COPD who had any of

the following:
1) At least 2 outpatient or consultation visits
(Evaluation and Management codes 99201-99205,
99211-99215) with an encounter diagnosis of
COPD at least 30 days apart within a year;
2) One acute care hospitalization with a primary
discharge diagnosis of COPD based on the following
International Classification of Diseases, 9th revision
(ICD-9) codes: 491.x (chronic bronchitis), 492.x
(emphysema) or 496 (chronic airway obstruction); or
3) An acute care hospitalization for respiratory
failure (ICD-9 codes 518.81, 518.82, 518.84) as the
primary discharge diagnosis and COPD listed as the
secondary diagnosis.
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A separate denominator file of beneficiaries with
COPD was created for each calendar year (2008-
2013). Each file was composed of participants in the
year of interest who:

1) Had a diagnosis of COPD;

2) Were age >66 years and alive by the end of the

year;

3) Had complete Medicare enrollment (Part A, Part B

and Part D) and not enrolled in a health maintenance

organization in the previous year and current year;

4) Were not a resident of a nursing facility in the

previous year and current year; and

5) Were residents in 1 of 9 United States geographic

regions.

Variables
Medicare enrollment files were used to categorize
individuals by age (66-74, 75-84, >85 years), gender
(male, female) and race/ethnicity (white, black, other).
Financial burden of medication cost to the patient was
determined by dual eligibility status. Dual-eligible
beneficiaries refers to individuals qualifying for
Medicare Part A and/or Part B who are also eligible
for some form of Medicaid benefit. Dual eligibility
status was identified by either state buy-in in the
enrollment file or low-income subsidy Part D program.
The education level at the zip code of residence was
obtained from the American Community Survey
estimates of the U.S. Census. A comorbidity score (0, 1,
2, >3) was generated using the Elixhauser comorbidity
score (excluding COPD) from inpatient and outpatient
billing data.'®

A spirometry examination was identified through
Current Procedural Terminology codes (94010,
94014,94015,94016,94060,94070, 94620). Oxygen
therapy use was defined from Healthcare Common
Procedure Coding System codes E1390-E1392.
Outpatient pulmonary specialist visit was defined
as any outpatient visit with a Health Care Financing
Administration provider specialty code (“29”) during
the study year.

Outcome Measures

Our outcomes of interest were receipt of COPD
maintenance medication and maintenance medication
adherence in each study year of interest for individuals
with COPD. The COPD maintenance medications
included LABAs, LAMAs, ICSs, and fixed-dose LABA/
ICS combinations. Medication prescriptions and

prescribed dosages were extracted from Part D and
DME prescriptions filled. We chose to look at DME

files as nebulized medication is covered under DME
benefits. For each year, the proportion of days covered
(PDC), defined as the proportion of days in a study
year that a patient had COPD maintenance medication
available from the index prescription filled date, was
calculated. The index date was defined as the earliest
date a maintenance medication prescription was filled
during the study year. For prescriptions extending
beyond the end of the year, the days covered were
truncated at the end of the year. Beneficiaries were
classified as adherent if their PDC >80%.

Statistical Analysis

Patient characteristics were summarized from 2008-
2013 using counts and percentages of categorical
variables. A generalized estimate equation (GEE)
with binomial distribution model analysis was used
to assess the trend in outcomes, adjusted for patient
characteristics (age, gender, race, dual eligibility
status, education level and comorbidity) and health
care measures (COPD hospitalization in the previous
year, having a spirometry test, oxygen therapy
treatment and pulmonary specialist visit). The GEE
accounted for the cluster effect of individuals.?® A
priori 2-way interactions on maintenance medication
use and adherence was tested between dual eligibility
status and education level, and between dual eligibility
and study years. All analyses were performed using
SAS version 9.4 (SAS Inc, Cary, North Carolina).
All reported p-values were two-sided with p<0.05
considered statistically significant.

Results

Table 1 presents the baseline characteristics of
beneficiaries with COPD by study year. The number
of individuals with COPD increased from 13,957 to
18,044. The majority were female, non-Hispanic white
and had >2 comorbidities. Over a third of beneficiaries
were prescribed home oxygen therapy, were seen by a
pulmonary specialist and had spirometry testing.

Table 2 presents receipt of COPD-related
medications during the study period. Receipt of
any COPD-related medication increased from 85.6%
in 2008 to 87.1% in 2013. Approximately 72% of
individuals filled some reliever medication, most
commonly short-acting beta2-agonists (SABAs) as
metered dose inhaler and SABA/SAMA nebulized
solutions.

Maintenance medication (LAMAs, LABAs, ICSs
and/or LABA/ICS combos) increased from 67.8%
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Table 1. Baseline Characteristics of Medicare Beneficiaries with COPD?
and Prescription Medication Benefits: 2008-2013

Characteristics 2008 2009 2010 2011 2012 2013
Age (MeantStd) N=13,957 N=15,919 N=16,762 N=17,144 N=17,323 N=18,044
75.3%6.6 76.7X6.7 76.416.8 76.316.7 76.416.7 76.416.8
66-74 7016(50.3) 6845(43.0) 7493(44.7) 7747(45.2) 7775(44.9) 8175(45.3)
75-84 5531(39.6) 6841(43.0) 6986(41.7) 7132(41.6) 7222(41.7)  7360(40.8)
285 1410(10.1) 2233(14.0) 2283(13.6) 2265(13.2) 2326(13.4) 2509(13.9)
Gender
Male 5957(42.7)  6063(38.1) 6542(39.0) 06784(39.6) 6943(40.1)  7359(40.8)
Female 8000(57.3) 9856(61.9) 10220(61.0) 10360(60.4) 10380(59.9) 10685(59.2)
Race
White 12353(88.5) 14176(89.1) 14818(88.4) 15075(87.9) 15340(88.6) 16094(89.2)
Black 755(5.4) 925(5.8) 974(5.8) 1105(6.5) 1027(5.9) 1064(5.9)
Others 849(6.1) 818(5.1) 970(5.8) 964(5.6) 956(5.9) 886(4.9)
Education Level®
1st quartile 3452(24.7) 3914(24.6) 4128(24.6) 4207(24.5) 4277(24.7)  4443(24.6)
2nd quartile 3385(24.3) 3935(24.7) 4103(24.5) 4260(24.9) 4279(24.7) 4461(24.7)
3rd quartile 3459(24.8) 3875(24.3) 4116(24.6) 4210(24.6) 4256(24.6) 4382(24.3)
4th quartile 3428(24.6) 3932(24.7) 4129(24.6) 4204(24.5) 4239(24.5) 4490(24.9)
Unknown 233(1.7) 263(1.7) 286(1.7) 263(1.5) 272(1.6) 268(1.5)
Dual Eligibility Status®
No 8378(60.0) 9656(60.7) 10049(59.9) 10344(60.3) 10806(62.4) 11617 (64.4)
Yes 5579(40.0) 6263(39.3) 6713@40.1) 6800(39.7) 6517(37.6) 6427 (35.6)
Comorbidities Scored 2.2%¥1.9 2.3t1.9 2.311.9 2.4%2.0 2.512.0 2.512.0
Comorbidities Group4
0 2544(18.2) 2687(16.9) 2707(16.2) 2598(15.2) 2490(14.4) 2558(14.2)
1 3539(25.4) 3891(24.4) 4032(24.1) 4003(23.4) 3937(22.7)  4026(22.3)
2 3033(21.7) 3415(21.5) 3591(21.4) 3766(22.0) 3785(21.9) 3907(21.7)
>3 4841(34.7) 5926(37.2) 6432(38.4) 6777(39.5) 7111(41.1) 7553(41.9)

Hospitalization for Primary COPD 1222(8.8) 1609(10.1) 1594(9.5) 1632(9.5) 1702(9.8) 1589(8.8)
in Previous Year

Oxygen Therapy® 500942.3) 6757(42.5) 6854(40.9) 6989(40.8) 6957(40.2)  7131(39.5)
Spirometry' 5843(41.9) 6743(42.4) 7053(42.1) 7240(42.2) 7496(43.3)  7958(44.1)
Pulmonary Specialist Visité 6346(45.5) 7568(47.5) 8356(49.9) 8547(49.9) 8811(50.9) 9595(53.2)

2A COPD diagnosis is defined as having International Classification of Diseases, ninth revision (ICD-9) codes 491.x [chronic bronchitis],
492.x [emphysema], or 496 [chronic airway obstruction].

bThe education level at the zip code of residence was obtained from the American Community Survey estimates of the U.S. Census.
“Dual eligibility status: based on whether the patient was eligible for state buy-in coverage provided by the Medicaid program for at least
one month or in low-income subsidy part D program during the study year.

dElixhauser comorbidity components: chronic pulmonary disease, congestive heart failure, valvular disease, pulmonary circulation
disorders, peripheral vascular disorders, hypertension, paralysis, other neurological disorders, diabetes-uncomplicated,
diabetes-complicated, hypothyroidism, renal failure, liver disease, peptic ulcer disease excluding bleeding, acquired immune deficiency
syndrome, lymphoma, metastatic cancer, solid tumor without metastasis, rheumatoid arthritis/collagen vascular diseases, coagulopathy,
obesity, weight loss, fluid and electrolyte disorders, blood loss anemia, deficiency anemia, alcohol abuse, drug abuse, psychoses, and
depression.

€Oxygen therapy was defined from Healthcare Common Procedure Coding System codes E1390-E1392.

fSpirometry was identified through current procedural terminology codes (94010, 94014, 94015, 94016, 94060, 94070, and 94620).
¢Pulmonary specialist visit was defined as any outpatient with Health Care Financing Administration Provider Specialty Code “29”
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Table 2. COPD-Specific Medication Usage by Medicare Beneficiaries

with COPD: 2008-2013

2008 2009 2010 2011 2012 2013

Any COPD Medication N=13957 N=15919 N=16,762 N=17,144 N=17,323 N=18,044
Use in the Year 11947(85.6) 13668(85.9) 14555(36.8) 14767(86.1) 14978(86.5) 15715(87.1)
Maintenance Medication 9467(67.8) 11086(69.6) 11850(70.7) 12198(71.2) 12364(71.4) 13000(72.1)
LAMAs 5320(38.1) 6179(38.8) 6578(39.2) 6782(39.6) 6986(40.3)  7199(39.9)
LABAs 1156(8.3)  1237(7.8)  1284(7.7)  1345(7.9)  13958.1)  1447(8.0)
--LABAs from Part D 711(5.1)  657(4.1) 518(3.1) 409(2.4) 356(2.1) 345(1.9)
~LABAs from DME 486(3.5)  611(3.9) 798(4.8) 967(5.6)  1069(6.2)  1121(6.2)
ICSs 2601(19.3) 2821(17.7) 2849(17.0) 2896(16.9) 2814(16.2) 2837(15.7)
LABA/ICS 5736(41.1) 7171(45.1) 7846(46.8) 8103(47.3) 8315(48.0)  8940(49.6)
Reliever Medication 10087(72.3) 11289(70.9) 11918(71.1) 12072(70.4) 12270(70.8) 12861(71.3)
MDI 7716(55.3) 8886(55.8) 9445(56.4) 9639(56.2) 9815(56.7) 10406(57.7)
SABAs 5701(40.9) 6790(42.7) 7430(44.3) 7721(45.0) 8086(46.7)  8908(49.4)
SAMAs 573@4.1)  635(4.0) 613(3.7) 538(3.1) 457(2.6) 448(2.5)
SABA/SAMA 2603(19.3) 2785(17.5) 2669(15.9) 2597(15.2) 2358(13.6) 2241(12.4)
Nebulized Medication 5808(42.3) 6257(39.3) 6463(38.6) 6541(38.2) 6559(37.9) 6740(37.4)
SABA Alone 2010(14.4) 2207(13.9) 2332(13.9) 2444(14.3) 2473(14.3) 2615(14.5)
SAMA Alone 108(0.8) 157(1.0) 192(1.2) 185(1.1) 183(1.1) 175(1.0)
SABA/SAMA 3780(27.1) 3893(24.5) 3939(23.5) 3912(22.8) 3903(22.5)  3950(21.9)

LAMAs=long-acting muscarinic agonist; LABAs=long-acting beta2-agonists; DME=durable medical equipment; ICS=inhaled
corticosteroids; MDI=metered dose inhaler; SABA=short-acting beta-agonists; SAMA=short-acting muscarinic agonist

in 2008 to 72.1% in 2013. The increase in any
maintenance medication during the study period was
related to the increase in LABA/ICS combination use,
which rose from 41.1% in 2008 to 49.6% in 2013. In
contrast, use of an ICS alone decreased from 19.3%
in 2008 to 15.7% in 2013. Overall, receipt of LABA
prescriptions did not change over the study period.
However, handheld device LABA prescriptions
decreased, whereas nebulized LABA prescriptions
increased, from 3.5% in 2008 to 6.2% in 2013. The
receipt of maintenance medications by beneficiaries
with COPD seen by a pulmonary specialist was high
(77.1%-79.0%) but remained unchanged during the
study period. In contrast, maintenance medication
prescriptions filled by beneficiaries seen by primary
care providers increased from 60.1% in 2008 to 64.6%
in 2013. Across all study years, a higher proportion of
women than men received maintenance medication.
By gender, maintenance medication prescriptions
filled increased from 68.8% in 2008 to 73.1% in 2013
in women and from 66.6% in 2008 to 70.6% in 2013
in men.

Figure 1 presents maintenance medication use

(A) and adherence (B) by dual eligibility status.
During the entire study period, a higher percentage
of beneficiaries with dual eligibility status had
maintenance medications filled compared to those
who had Medicare only, suggesting that co-payment
or deductible plays a role in the use of higher cost
prescriptions. To examine adherence (B), we performed
a subset analysis using beneficiaries who filled a
prescription of any maintenance medication during
the calendar year. As shown in the figure, individuals
with dual eligibility status had a higher mean PDC
over the study period, but the mean PDC of either
group did not change over the study period.

Table 3 presents the multivariable analyses of odds
of receipt of prescription (A) and odds of adherence (B)
(defined as PDC >80%) among beneficiaries who filled
a maintenance medication prescription. There was a
4% (odds ratio [OR] 1.04; 95% confidence interval
[CI] 1.03-1.05) increase in the odds of receiving a
maintenance medication prescription per year from
2008 to 2013. The odds of receiving a maintenance
medication were higher among individuals who were
younger, female, with dual eligibility status (OR 1.45;
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Figure 1. COPD Maintenance Medication

Use (A) and Adherence (B) by
Beneficiaries with COPD by Dual
Eligibility Status, 2008-2013

- == Maintenance Drug Use:Medicare only

e Maintenance Drug Use:dual elgibilty

1.17-1.31), receipt of oxygen therapy (OR,
1.30; 95% CI, 1.25-1.35) and evaluation
by a pulmonary specialist (OR 1.20; 95%
CI 1.14-1.25). We further looked at the
interaction of dual eligibility status by
education level and dual eligibility status
1% _ by year and found no significant effect on
the interaction between dual eligibility
status and education level in either model
(maintenance medication prescription
or adherence). However, the interaction
of dual eligibility status by year had a
significant effect on the maintenance
medication prescription model. After
adjusting for covariates as shown in Table

% (V) @sn uoneaipay asueuajuiey

2008 2009 2010 2011 2012

70

65

2013

3, beneficiaries with dual eligibility status
had a greater increase (OR 1.12; 95%
CI 1.09-1.16) in the rate of receiving a
maintenance medication prescription

60

55

50 = 9= Adherence:Medicareonly

0L — Adherence:dual eligibility

Maintenance medication was identified through LAMAs, LABAs, ICSs and
LABA/ICS from Part D file, LABA and ICS from the Durable Medical

Equipment file.

Proportion of days covered was defined as the proportion of days in a
study year that a patient had COPD maintenance medication available from
the index prescription date. For prescriptions extending beyond the end of

the year, the days covered were truncated at the end of the year.

LAMAs=long-acting muscarinic agonists; LABAs=long-acting beta2-agonists;

ICS=inhaled corticosteroids

per year than those with Medicare only

< 1 (OR 1.02; 95% CI 1.01-1.04); But in the

adherence model, the interaction effects
in both groups (with dual eligibility status
and Medicare only) were not significant
(OR 1.01; 95% CI 0.98-1.04 versus OR
0.99; 95% CI 0.98-1.01).

Discussion

The results of our
summarized as follows:
e maintenance medication use in

study can be

95% CI 1.39-1.51), with more education and those
with fewer comorbidities. Beneficiaries who had a
COPD hospitalization in the previous year (OR 1.63;
95% CI 1.54-1.73), had spirometry testing (OR 1.52;
95% CI 1.47-1.58), received oxygen therapy (OR
1.74; 95% CI 1.68-1.81) or were seen by a pulmonary
specialist provider (OR 1.88; 95% CI 1.81-1.96) also
had higher odds of receiving a prescription for a
maintenance medication. In a subset analysis using
individuals who filled a maintenance medication
prescription, overall, there was no increase in the odds
of adherence to maintenance medications during
the study period. Factors associated with higher
odds of adherence among individuals prescribed
a maintenance medication include: dual eligibility
status (OR 1.67; 95% CI 1.59-1.75), lower comorbidity
burden, prior COPD hospitalization (OR 1.24; 95% CI

beneficiaries with COPD is increasing;
+ the largest increases can be attributed to
increased LABA/ICS combination therapy;
+ dual eligible (ie, dual eligibility status)
beneficiaries with COPD are more likely to receive
a maintenance medication prescription and had a
higher rate of increase in receipt of maintenance
medications over time.
+ Overall adherence to maintenance medication
in this population remains suboptimal.

For effective chronic disease management of COPD,
appropriate use of recommended prescription
medication is crucial.?! Studies show low use of and
adherence to COPD maintenance medication.81°
Patient-related factors associated with risk of poor
adherence include unemployment status, less
education, low income, living alone and psychosocial
comorbidity.!® Cross sectional and longitudinal
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(A) and Odds of Adherence (PDCP 280%) to Maintenance Medication
(B) Among Beneficiaries with COPD°

% Maintenance
Medication Use

Odds Ratio
(95% CI) of
Maintenance
Medication Use
Among COPD
Beneficiaries

% Adherence
(PDC=80%)

Odds Ratio
(95% Cl) of
Adherence to
Maintenance
Medication
(PDC 280%)

Change in the Odds per Study Year 1.04(1.03-1.05) 1.00(0.99-1.01)
Age Group (in years)

66-74 72.2 Ref 32.6 Ref

75-84 70.5 0.93(0.90-0.97) 32.0 1.03(0.99-1.07)

>85 65.2 0.79(0.75-0.84) 31.1 1.03(0.97-1.10)
Race

White 70.8 Ref 32.2 Ref

Black 68.0 0.92(0.85-0.99) 30.7 0.81(0.74-0.89)

Others 70.3 1.14(1.04-1.24) 33.7 0.90(0.82-1.00)
Gender

Female 71.4 Ref 32.0 Ref

Male 69.3 0.91(0.88-0.95) 32.5 1.07(1.02-1.11)
Dual Eligibility Statusd

No 69.3 Ref 28.4 Ref

Yes 72.5 1.45(1.39-1.51) 379 1.67(1.59-1.75)
Education Level®

1st Quartile 67.4 Ref 33.0 Ref

2nd Quartile 69.5 1.12(1.07-1.18) 33.2 1.06(1.00-1.13)

3rd Quartile 71.5 1.26(1.20-1.33) 319 1.04(0.98-1.11)

4th Quartile 74.2 1.46(1.38-1.55) 30.9 1.06(0.99-1.13)

Unknown 65.4 0.91(0.78-1.006) 29.4 0.85(0.71-1.03)
Comorbidity Score Groupf

) 72.8 Ref 35.0 Ref

1 71.3 0.90(0.86-0.95) 32.6 0.89(0.84-0.94)

2 70.1 0.81(0.77-0.85) 314 0.81(0.76-0.85)

>3 69.5 0.69(0.66-0.73) 31.1 0.74(0.70-0.78)
Any COPD Hospitalization in Previous Year

No 69.6 Ref 31.6 Ref

Yes 80.0 1.63(1.54-1.73) 37.3 1.24(1.17-1.31)
Spirometry in Current Yeare

No 65.3 Ref 32.3 Ref

Yes 7.7 1.52(1.47-1.58) 32.1 0.99(0.95-1.03)
Oxygen Therapy in Current Year®

No 65.5 Ref 29.2 Ref

Yes 77.9 1.74(1.68-1.81) 35.7 1.30(1.25-1.35)
Pulmonary Specialist Visit in Current Year!

No 62.8 Ref 31.0 Ref

Yes 78.5 1.88(1.81-1.96) 33.2 1.20(1.14-1.25)

2Multivariate Analysis: generalized estimate equation with binomial distribution model analysis was used to assess the outcomes
adjusted for patient characteristics (age, gender, race, dual eligibility status, education level and comorbidity) and health care measures
(COPD hospitalization in previous year, spirometry treatment, oxygen therapy treatment and pulmonary specialist visit) and accounted

for the cluster effect of patient.

bppc: proportion of days covered; COPD: chronic obstructive pulmonary disease; CI: confidence interval.
€A COPD diagnosis is defined as having International Classification of Diseases, ninth revision (ICD-9) codes 491.x [chronic bronchitis],

492.x [emphysema], or 496 [chronic airway obstruction)].

Dual eligibility status: Medicare-Medicaid enrollees; based on whether the patient was eligible for state buy-in coverage provided by the
Medicaid program for at least one month or in low-income subsidy part D program during the study year.
°The education level at the zip code of residence was obtained from the American Community Survey (ACS) estimates of the U.S. Census.
Elixhauser comorbidity components: chronic pulmonary disease, congestive heart failure, valvular disease, pulmonary circulation
disorders, peripheral vascular disorders, hypertension, paralysis, other neurological disorders, diabetes-uncomplicated, diabetes-
complicated, hypothyroidism, renal failure, liver disease, peptic ulcer disease excluding bleeding, acquired immune deficiency syndrome
(AIDS), lymphoma, metastatic cancer, solid tumor without metastasis, rheumatoid arthritis/collagen vascular diseases, coagulopathy,
obesity, weight loss, fluid and electrolyte disorders, blood loss anemia, deficiency anemia, alcohol abuse, drug abuse, psychoses, and

depression.

8Spirometry was identified through current procedural terminology (CPT) codes (94010, 94014, 94015, 94016, 94060, 94070, and 94620).

'hOxygen therapy was defined from Healthcare Common Procedure Coding System (HCPCS) codes E1390-E1392.
'Pulmonary specialist visit was defined as any outpatient visit with HCFA Provider Specialty Code “29”
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studies examining the role of depression in adherence
to COPD maintenance medication have shown that
adherence to COPD maintenance medication falls
precipitously within 6 months of use and depression
is associated with lower adherence compared to those
without depression.!%22:23  Other factors related
to lower COPD maintenance medication adherence
include lack of perceived or actual benefit from
the prescribed medication,'?2% inability to follow
instructions either due to cognitive!® or physical
inability to use different inhalation devices and out-of-
pocket cost of these medications.!}'1%24

In our study, women were more likely than men
to get a prescription for a maintenance medication.
However, their adherence to maintenance medication
was similar to that of men. This is congruent with prior
reports which also showed no association between
gender and adherence.®!2 One study did show lower
adherence in women, but results were confounded by
the higher prevalence of depression in women, as the
latter is associated with lower adherence.!?

Our findings of increased maintenance medication
use in dual eligible individuals with COPD are worth
exploring. Currently, none of the COPD maintenance
medications are generic or covered under $4 generic
prescription programs. However, dual eligible
beneficiaries pay no premium and face no deductible
under Part D, making these medications affordable
under the plan. Beneficiaries who are not dual
eligible may not be able to afford these medications.
This situation is similar to that of cardiovascular
prescriptions in which dual eligible beneficiaries are
shown to have higher adherence.?®

Potential strategies to improve medication
adherence will be most successful if undertaken within
a multidimensional approach. As shown in our study,
the increased adherence over time of dual eligible
beneficiaries supports the importance of medication
coverage. Health care policy changes should focus
on value-based plans and improved
prescription drug coverage for Medicare Part D
beneficiaries, of whom 17% enter the coverage gap
by October.2* Providers should personalize inhaler
devices to optimize medication use and delivery,'!
reduce the complexity of medication regimens
whenever possible,®!* decrease the number of device
types prescribed?® and instill inhaler competency
for themselves in order to educate patients.?’2?
Pharmacist-led interventions may include inhaler

insurance

education and medication synchronization, where
all patients’ prescriptions are filled on the same day
and scheduled closer to the receipt of their income
payment.3%32 Treatments should ideally include the
right medication-device combination for patients
rather than a manufacturer proprietary device or
insurance formulary determining the availability of a
specific medication. Finally, monitoring and feedback
about inhaler use through electronic medication
delivery devices may assist in medication adherence.3?

Limitations
Our study has several limitations. The analysis is
limited to fee-for-service Medicare beneficiaries
who had Medicare Parts A, B and D and is non-
generalizable to managed Medicare or commercial
insurance populations with COPD. Actual spirometry
values and dyspnea scores cannot be assessed using
administrative claims to verify a diagnosis or severity
of COPD. However, we used surrogates for disease
severity such as oxygenuse, prior COPD hospitalization
and clinic assessment by a pulmonary physician. The
medication “use” is based on a prescription filled.
This does not account for medications prescribed and
never filled or medications used appropriately. Dual
eligibility status is based on Medicaid coverage for at
least 1 month during the entire year and may not be
a true representation of the patient’s poverty status.
Nonetheless, this measure is shown to be a good
surrogate of the socioeconomic status of Medicare
beneficiaries.®>

In summary, maintenance medication use in fee-for-
service Medicare beneficiaries increased during the
study period and is higher in dual eligible beneficiaries.
However, the overall adherence to maintenance
medications is suboptimal and remains unchanged.
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