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My name is Dr. Stephanie Ott and I am a practicing rheumatologist in the Lancaster area. Upon my 

graduation from medical school in 2001, I completed my internship and residency, spent time as a 

hospitalist, and completed a two-year rheumatology fellowship before going into practice in 2007. I am 

the Immediate Past President and the Chair of Advocacy for the Ohio Association of Rheumatology 

(OAR), an organization that represents regional and state rheumatology societies. In addition, I serve as 

a Director, Advocacy Co-chair and Ohio Chapter Leader for the Association of Women in Rheumatology. 

Thank you for the opportunity to provide testimony today. In my capacities, I am testifying in favor of 

House Bill 291, a bill which provides much-needed reform to a utilization management protocol known 

as non-medical switching.  

As a rheumatologist, I can attest to the importance of providing a continuum of care to patients with 

complex, severe and life-threatening autoimmune diseases. 

“Non-medical switching” or medication switching, occurs when a stable patient is forced to switch from 

their currently effective medication for non-medical reasons. Health plans and pharmacy benefit 

managers (PBMs) accomplish this by: removing the medication from their prescription drug formulary, 

moving the medication to a more restrictive tier, and through other prevailing means to increase a 

patient’s cost-sharing or out-of-pocket cost. 

The patient populations that I and other OAR members treat are particularly vulnerable to changes in 

medication treatment. Disruptions in prescribed treatments which have been effective in treating a 

patient’s condition can have both short and long-term effects resulting in increased health care costs, 

hospitalizations, and a host of other potential complications. 

Additionally, managing diseases, particularly for certain chronic conditions, is often a difficult process 

that may require several changes to medication before finding the one that is the most effective for the 

patient with the least amount of side effects. Many patients with chronic conditions have been through 

years of painful trial-and-error with their physician to find the therapy that works for them. 

House Bill 291 addresses medication switches that are happening during the middle of a plan year and 
provides increased patient protections through: 
 

 Placing restrictions on insurers from removing a medication from a prescription drug 
formulary during a plan year.  
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 Prohibiting health plans from increasing patient cost-sharing or from moving drugs to a more 
restrictive tier during a plan year.  
 

Patients that suffer from complex chronic conditions such as rheumatoid arthritis, epilepsy, cancer, 

diabetes, mental health disorders, and many others require continuity of care to successfully manage 

their condition. The aforementioned conditions are extremely complex and present unpredictably, 

necessitating a high degree of individualized and attentive care. 

Furthermore, physicians, pharmacists, and other healthcare administrators have reported that non-

medical switching increases administrative time, increases side effects or new unforeseen effects, and 

increases downstream costs to plans.1 Moreover, when a stable plan enrollee is switched for 

nonmedical reasons, his or her care is more likely to be interrupted by a second switch.2 These cost-

motivated switches increase plan enrollees’ health care utilization, disrupt the course of care, and, as a 

result, increase related health care costs.3 

It is the position of the OAR that: 
 

 Treatment decisions about a patient’s medication should be based only upon the patient’s 
history, current response to treatment, and medical judgment of the physician; 

 Physicians and patients, not insurers, should make treatment decisions together; 

 Insurers need to be fully transparent about what medications are covered and if a patient will 
be required to make a switch before choosing their coverage; and, 

 Patients who are medically stable on a course of treatment should be allowed to continue 

their treatment during a plan year unless there is a medical reason to change it. 

Non-medical switches disrupt a physicians’ ability to exercise their medical expertise in concert with 

their patients. For these reasons, the Ohio Association of Rheumatology respectfully asks the Health 

Committee to support the meaningful reforms found in House Bill 291. 

Thank you once again for the opportunity to submit comments on behalf of OAR. Please feel free to 

reach out to us if you have any questions. 
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