Adalimumab Biosimilar Uptake in US Medicaid: A 5-Year Analysis of Managed
5 S ) : :
JOHNS HOPKIN Care, Fee-for-Service, and State Policy Expenditure Trends (2021-2025)

BLOOMBERG SCHOOL

of PUBLIC HEALTH Christopher Daly, PharmD, MBA?; Jeromie Ballreich, PhD, MHS?!

1. Department of Health Policy & Management, Johns Hopkins Bloomberg School of Public Health, Baltimore MD

Background Results
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Key Findings and Policy Implications

 Data Source & Scope: Conducted a retrospective, longitudinal analysis
using Centers for Medicare & Medicaid Services (CMS) State Drug

POLICY IMPACT
Utilization Data (SDUD) from Q1 2021 through Q2 2025. MARKET SHIFT MARKET GROWTH
* Product Identification & Metrics: Adalimumab products were identified by
National Drug Codes (NDCs) and categorized as reference (Humira) or Humira share MCO Carve-Qut Total Medicaid
biosimilar. To prevent artifacts from inconsistent unit-of-measure reporting declined from 59% programs achieve Jdalimumab market
across manufacturers (e.g., milligrams vs. pre-filled syringes), market share o 88% biosimilar o
. . . . - 56% over 5 years : grew 63% over 5
was strictly calculated using Total Amount Reimbursed (Expenditure Share). L. adoption vs. Carve-
Stratificat . . . . . Biosimilars now . years $S1.9B to $3.1B
* Stratification & Statistical Analysis: Data processing and time-series In at 42%. This
- - e represent ~44% of . (Q1 2021-Q4 2025),
aggregations were performed. Expenditure trends were stratified - is the strongest .
geographically and evaluated against state-level policy variables, including Medicaid oredictor of Reflects increased
Managed Care Organization (MCO) vs. Fee-for-Service (FFS) utilization, adalimumab biosimilar uptake in utilization across
pharmacy benefit carve-out status, and Medicaid expansion status. expenditurel, 3.2% Medicaid population

* Data Analysis: All analyses conducted using Stata v. 19.0 (StataCorp LLC, Medicaid

College Station, TX). Statistical significance was not assessed.
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		Plan Type

		Carve Status

		Expansion Status

		Biosimilar Share (%)

		Humira Share (%)

		Total Spend ($B)



		MCO

		Carve-Out

		Expansion

		88.4

		11.6

		$0.29



		MCO

		Carve-Out

		Non-Expansion

		87.0

		13.0

		$0.02



		FFS

		Carve-In

		Non-Expansion

		47.9

		52.1

		$0.45



		FFS

		Carve-Out

		Expansion

		43.8

		56.2

		$7.85



		MCO

		Carve-In

		Expansion

		43.5

		56.5

		$11.80



		MCO

		Carve-In

		Non-Expansion

		41.5

		58.5

		$1.58



		FFS

		Carve-In

		Expansion

		39.9

		60.1

		$2.65



		FFS

		Carve-Out

		Non-Expansion

		33.5

		66.5

		$0.31
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