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Introduction

ActiveHealth Management Technology

Evidence Based Formulary Program

Lessons Learned
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ActiveHealth Management

It’s About the Medicine
Getting care right is critical to saving money

A Focus on Innovative Solutions Marrying:

A Health Management Company
Our technology enables a broad range of solutions that 
look at 100% of a population, 100% of the time
Our data analytics enables us to look at aggregate clinical 
and financial issues across a population

Demonstrated ROI
We have proven medical cost savings with our clients

Evidence-Based 
Medical Information

Technology Patient Data+ +
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Requirements for Value Based Plan Design

Individualized, comprehensive electronic health record 
(drug data alone are insufficient)
Digitized database reflecting evidence based and safety 
standards
Analytic capability to:
a. Identify absence of necessary drugs –enhanced plan 

design without prescription by MD won’t help
b. Identify presence of contraindicated drug despite presence 

of relevant condition.
Risk stratify to define degree of physiologic benefit 
conferred to individual through use of drug

Outcomes
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It all starts with the CareEngine
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PHARMACY
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LAB
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CLAIMS
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DIAGNOSIS
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Patient Derived Data - Health Risk Assessment
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Evidence-Based Medical Knowledge
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AHA/ACC Guidelines for Preventing Heart Attack and 
Death in Patients With Atherosclerotic Cardiovascular 
Disease: 2001 Update

AHA/ACC Scientific Statement

A Statement for Healthcare Professionals From the American Heart
Association and the American College of Cardiology

Sidney C. Smith, Jr, MD; Steven N. Blair, PED; Robert O. Bonow, MD; Lawrence M. Brass, MD;
Manuel D. Cerqueria, MD; Kathleen Dracup, RN, DNSc; Valentin Fuster, MD, PhD;

Antonio Gotto; MD, Dphil; Scott M. Grundy, MD, PhD; Nancy Houston Miller, RN, BSN;
Alice Jacobs, MD; Daniel Jones, MD; Ronald M. Krauss, MD; Lori Mosca, MD, PhD;

Ira Ockene, MD; Richard C. Pasternak, MD; Thomas Pearson, MD, PhD; Marc A. Pfeffer, MD, PhD;
Rodman D. Starke, MD: Kathryn A. Taubert, PhD

Diabetes Management:
Goal Appropriate hypoglycemic therapy to achieve near-normal fasting plasma glucose, as indicated by HbA1c
HbA1c < 7% Treatment of other risks (eg, physical activity, weight management, blood pressure, and cholesterol management.)

Antiplatelet agents/ Start and continue indefinitely aspirin 75 to 325 md/d if not contraindicated. Consider clopidogrel 75 md/d or warfarin if
anticoagulants: aspirin contraindicated.  Manage warfarin to international normalized ratio=2.0 to 3.0 in post-MI patients when clinically

indicated or for those not able to take aspirin or clopidogrel.

ACE inhibitors: Treat all patients indefinitely post MI; start early in stable high-risk patients (anterior MI, previous MI, Killip class II [S3
gallop, rales, radiographic CHF]).  Consider chronic therapy for all other patients with coronary or other vascular disease
unless contraindicated.

ß-Blockers: Start in all post-MI and acute ischemic syndrome patients.  Continue indefinitely. Observe usual contraindications.  Use
as needed to manage angina, rhythm, or blood pressure in all other patients.
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A Care 
Consideration has 

Been Found.
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“I have no laboratory studies, 
but I have a communication 
from ActiveHealth 
Management.  They have 
advised me that I don’t have him 
on ramipril based on the HOPE 
study and I have elected now to 
discontinue his Norvasc and put 
him on ramipril 10 mg QD”
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The Opportunity for Evidence-Based Formulary

The need for patient-specific, Evidence-Based 
Formulary is driven by:

Poor member compliance with chronic drug therapy 
is common
Poor compliance leads to increased adverse clinical 
events and increased cost
Several studies show that members are sensitive to 
co-pays, often resulting in even worse compliance
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Example

Patient 
refused 
statins and 
other agents 
due to cost!
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The Solution: A Custom Formulary Featuring 
Benefit-Based Co-pays

Reduce co-pays selectively for 
patients with chronic conditions 
identified by ActiveHealth’s 
CareEngine

Motivate patients requiring, but not 
receiving, essential drugs to begin 
taking them.
Motivate patients already taking 
essential drugs to remain compliant.
Identify contraindicated drugs
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Evidence-Based Program Approach- Pilot

Therapeutic drug classes for initial program
Statins
ACE Inhibitors
Diabetic therapeutic classes
Beta-blockers
Inhaled steroids

Collaborate with client’s PBM
Identify members taking the drug(s) without 
contraindications and communicate program 
benefits/details to the patients
Identify members not on the drug(s) who should be on 
the drug(s) based on documented presence of 
indication, and no contraindication
Communicate to both provider and member
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Custom Formulary Workflow
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Overcoming Barriers

Continuous identification and messaging to 
members and physicians on benefit design  
Incorporate incentives for compliance and 
adherence to medication regimen

HRA completion incentive
Disease Management enrollment and 
compliance incentive
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Value-Based Plan Design

Encourages the right medication for the right 
person
Adjusts co-pays where appropriate – increasing 
patient compliance with prescribed medication
Finds evidence-based opportunities through 
information gathered in the CareEngine® System
Creates a win-win situation by improving the 
patient’s health, and may reduce health plan costs
Can be applied to other services - testing, 
procedures and therapies


