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Background 
The P3 Program™ is a patient-centered collaboration among patients with chronic diseases, primary 
care providers, and specially trained P3 pharmacists.  The goal of the Program is to provide 
assistance to employers in improving their employees’ health while also reducing overall health 
care costs.  P3 pharmacists work with patients in face-to-face counseling sessions to provide 
individualized guidance in medication adherence, lifestyle changes, and disease self-management 
knowledge and skills in collaboration with other primary care health care providers.   Through 
these sessions, participants learn how to better manage their medications and chronic conditions as 
well as how to reduce associated health risks.  

Methods  
Clinical and economic outcomes are discussed in the following report for 87 participants meeting 
inclusion criteria as listed below: 

•
Twelve months participation in the P3 Program for Diabetes  

• Minimum of two visits during the 12 month period and two hemoglobin A1c 
(A1c) levels recorded (

• Availability of complete medical claims data for pre (12 months prior to enrolling in the 
Program) and post (12 months after enrollment in the Program) analysis. 

Results 

Blood Glucose Control – Hemoglobin A1c 
Participants included in this analysis have had a minimum of two visits as well as two recorded 
hemoglobin A1c levels (n=87).  HbA1c is a laboratory test which represents the average blood 
glucose level over the previous three months.  

Approximately 35% of participants had an HbA1c level <7.0% prior to enrolling in the P3 Program 
compared to 58% after Program implementation.  Furthermore, 36% reached the lower target 
HbA1c of ≤6.5%.  (See Figure 1) 
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Figure 1. EMPLOYERS P3 Participants HbA1c Levels Pre- and Post-Program Participation 

Significance: 

Long-term follow-up studies1,2 have revealed that lowering hemoglobin A1c is associated with a 
reduction in diabetes-related deaths, myocardial infarction, and microvascular complications.  

The American Diabetes Association (ADA) guidelines3 establish glycemic control goals for patients 
with diabetes and recommend a target hemoglobin A1c of <7.0% for this population.   A lower goal 
of ≤6.5% has been established by the American Association of Clinical Endocrinologists4.   

Cholesterol Control – Low-Density Lipoprotein (LDL) 
Inclusion criteria for analysis of cholesterol control consisted of a minimum of two visits with a P3 
provider as well as at least two LDL values recorded in the participant’s chart (n=87).After 
enrolling in the Program, 80% of participants reached the recommended target LDL value less than 
100mg/dl compared to 65% before program implementation.  Furthermore, the percentage of 
participants who had an optimal LDL value less than 70mg/dl was 40% after the P3 Program, while 
29% met this goal prior to involvement in the Program.  (See Figure 2) 
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Figure 2. P3 Participants LDL Levels Pre- and Post-Program Participation 

Significance: 

Participants in the P3 Program are advised to have a fasting lipid panel drawn at least annually to 
assess cholesterol control.  LDL levels greater than 100 mg/dl are associated with a higher risk of 
heart disease.  Each mg/dl reduction in LDL has been associated with approximately a 1% relative 
risk reduction for cardiovascular events. 9,10 and 11  

The American Diabetes Association recommends an LDL goal less than 100mg/dl, while levels less 
than 70mg/dl are considered optimal for patients with diabetes.3,5   

Comparison with National Quality Rates – HEDIS 
Healthcare Effectiveness Data and Information Set (HEDIS) are standards established and 
published in The State of Health Care Quality12 annual report by the National Committee on Quality 
Assurance (NCQA) and are used nationally to measure performance of health care plans and health 
systems.   

The Comprehensive Diabetes Care HEDIS measures included in the Program are hemoglobin A1c, 
blood pressure, and LDL cholesterol.  This dataset was drawn from The State of Health Care Quality 
2012 report12 and is used in this report to compare the performance of the P3 Program™ to national 
commercial health plans.  The composite measures included in the report are: a)the percentage of 
participants diagnosed with diabetes with HbA1c less than 8.0%; b)the percentage  of participants 
diagnosed with diabetes reaching blood pressure less than 140/80mmHg and less than 
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140/90mmHg; and c)the percentage of participants diagnosed with diabetes reaching an LDL 
cholesterol goal of less than 100mg/dl.  

The P3 Program™ outperformed national commercial rates in each reported HEDIS measurement.  
In terms of blood glucose control (HbA1c <8.0%), 78% of P3 participants met this goal, while 
national commercial plans report a rate of 61%. With regard to blood pressure control, 87% of P3 
participants reached a blood pressure less than 140/90mmHg, and 63% reached the goal of less 
than 140/80mmHg.  Diabetes HEDIS measures for national commercial plans reported blood 
pressure control less than 140/90mmHg and less than 140/80mmHg at rates of 66% and 44%, 
respectively. Cholesterol control, defined by LDL levels less than 100mg/dl, was significantly higher 
in the P3 population at 69% compared to 48% in national commercial plans. (See Figure 3) 

Figure 3. Comparison of National HEDIS Commercial Rates vs. EMPLOYERS P3 Participants 

Cost-Effectiveness 
The economic analysis incorporates the total medical and pharmacy costs of the 87 participants at 
baseline and 12 months post intervention.  All costs were included, with the exception of costs 
associated with non-diabetes related catastrophic medical conditions.  Specifically, the following 
ICD-9 diagnosis codes were excluded:  203; 198.50; 170.2; 277; and 585 (carcinoma, multiple 
myeloma, secondary neoplasm, cystic fibrosis, and end-stage renal disease, as well as anti-
neoplastic medications, including revlimid).  This process eliminated the outliers, and provided a 
more appropriate case-mix system, using administrative medical claims data. 

The economic trend 12 months post-Program implementation showed a significant decrease in 
overall costs for the program participants with an average reduction of $ 2,136  (See Figure 4) 

These direct savings were experienced due to a 22% reduction of emergency department 
(ED) visits and hospitalizations for the P3 participants 12 months after the program 
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initiation. 

Figure 4. EMPLOYERSCost-Savings for P3 Patients Enrolled for 12 Months 
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Increased Participation 
The best way to take advantage of the economic and clinical success of the P3 Program is to make 
sure that your eligible beneficiaries know about the Program and join.  Participation has been 
boosted at other clients when linked to other healthy initiative such as weight reduction programs.  
We are eager to strategize with you in developing additional outreach efforts in hopes of increasing 
your program participation closer to the 600 eligible participants EMPLOYERS hoped to involve 
when the Program was launched.   

Conclusion 
The results show that the P3 Program™ is a cost-effective program that produces clinical 
improvements and cost savings while improving the quality of life for patients with diabetes. In this 
era of rising health care costs, the P3 program™ is an effective solution for employers.  
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