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edit all letters for clarity, length, and tone and to publish
them in the bound copy or on our Web site. Letters can
be submitted by e-mail, letters@healthaffairs.org, or
the Health Affairs Web site, http://www.healthaffairs
.org. It is our policy to invite every author to respond to
letters submitted in response to their work.

PHrMA’s Patient Assistance
Program

The Partnership for Prescription Assis-
tance (PPA), cited by Niteesh Choudhry and
colleagues and by Ken Johnson (May/Jun 09),
was launched as part of a national effort to
avoid further government-imposed discounts
by persuading people that voluntary programs
would suffice. In California that same year,
drug companies’ record-setting campaign
spending helped defeat legislative and voter
initiatives to create state-administered drug
discounts for limited-income residents. Why
should members of Pharmaceutical Research
and Manufacturers of America (PhRMA) be
shy about the accomplishments of their pa-
tient assistance program (PAP)? Johnson’s an-
ecdote reaffirms our finding that a majority of
safety-net clinic staff members appreciate
PAPs’ bringing expanded access to new, ex-
pensive medications.1

Medicare Part D’s relationship to PAPs can
illuminate other dynamics between private
and public efforts to fill insurance gaps.
Shortly before Part D began, federal officials
apparently recognized that PAPs can support
drug companies’ financial interests by helping
increase insured patients’ use of certain prod-
ucts. The U.S. Department of Health and Hu-
man Services (HHS) issued guidance on “in-
dependent, bona fide charit[ies]” and on ways
to reduce legal risks of fraud or kickback lia-
bility for their sponsors.2 Some Part D related–
PAPs have been discontinued, but others re-

main, restructured to reflect Part D’s expan-
sion of public financing and coverage in ways
that could inform broader health reform.

Kathryn Saenz Duke

Independent consultant, [city/state]
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Patient Assistance Programs: An
Author Responds

Kathryn Duke’s assertion that the Partner-
ship for Prescription Assistance (PPA) was
created to thwart a California ballot initiative
in 2005 is simply not true. In fact, research,
planning, and development began in early
2002—more than three years before the ballot
initiative was launched. Furthermore, many
patient assistance programs (PAPs) and phar-
macy discount cards offered by America’s
pharmaceutical research and biotechnology
companies predated California’s ballot initia-
tive by decades. As the U.S. Department of
Health and Human Services Office of Inspec-
tor General noted in the November 2005 bulle-
tin that Duke references, PAPs “have long pro-
vided important safety net assistance to
patients of limited means.”

As described in my Perspective (May/Jun
09), the PPA shines a spotlight on public and
private patient assistance programs, provides a
toll-free phone bank with trained specialists
fluent in 150 languages to help people obtain
the medicines they need, and staffs our PPA
buses as they crisscross the nation. It has been
a bold, ambitious, and—ultimately—success-
ful effort. In the past four years, the bright or-
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ange PPA buses have visited all fifty states,
stopping in more than 2,500 cities and helping
connect nearly six million Americans with
prescription assistance. And, in that time,
Pharmaceutical Research and Manufacturers
of America (PhRMA) member companies
alone have provided more than 115 million pre-
scriptions worth $14 billion—absolutely free.
For that reason, Congress and others sought to
draw a bright line around these critical pro-
grams, to ensure that they would coexist with
Medicare Part D. “Beneficiaries need these
programs,” Sen. Chuck Grassley (R-IA) said in
2006. These programs are “vital,” Sen. John D.
Rockefeller (D-WV) added. We couldn’t agree
more. During these uncertain economic times,
PhRMA member companies remain commit-
ted to helping financially struggling patients
obtain the medicines they need to live longer,
healthier, and more productive lives.

Ken Johnson

Pharmaceutical Research and

Manufacturers of America

Washington, D.C.

Effects Of Mental Health Parity
Peter Cunningham (Web Exclusive, 14

April 2009) reports that two-thirds of primary
care physicians cannot get outpatient mental
health services for their patients. Physicians in
states with mental health parity laws fared
only marginally better than those in states
without such laws.

Cunningham’s abstract states that the
Wellstone and Domenici Mental Health Parity
and Addiction Equity Act of 2008, which re-
quires most group health plans to provide
equivalent benefits for mental health and
physical conditions, “will reduce some but not
all of the barriers to mental health care.” The
new law goes into effect in January 2010; it is
long overdue. However, as Cunningham cau-
tions, policymakers must recognize that parity
alone cannot “fix” a system that currently
leaves fifty-nine million Americans without
needed mental health or addiction treatment.
For example, parity does not help people who
are under- or uninsured, does not eliminate re-

strictive benefit management by health plans,
and is likely to exacerbate the already severe
provider shortage.

These barriers can be addressed only by
comprehensive health and health care reform.
As policymakers seek to transform our “sick”
care system into one that promotes health and
wellness, we must recognize that this goal
cannot be realized without expanding, inte-
grating, and promoting mental health and ad-
diction services. People with serious mental
illnesses die an average of twenty-five years
younger than those without a mental illness.1

Nearly one-quarter of deaths are caused by al-
cohol, tobacco, or other drug use.2 Mental ill-
ness and addiction are at the core of our na-
tion’s health care problem and therefore must
be at the heart of our reform efforts.

Ron Manderscheid

Whole Health Campaign

Washington, D.C.
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Medical Team Training In The VA
System

The Department of Veterans Affairs (VA)
has an ongoing, robust program of medical
team training modeled on crew resource man-
agement, similar to that described by Peter
Pronovost and colleagues (Web Exclusive, 7
April 2009). This program is supported by
monthly conference calls from the VA National
Center for Patient Safety. Arguably, the VA’s
model could be used as a template for the Pub-
lic Private Partnership to Promote Patient
Safety (P5S).

Charles P. Clericuzio

Veterans Affairs Medical Center

Jackson, Mississippi
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