
 
 
TO: Maine Drug Utilization Review Board   
DATE: 12/24/12 
RE:         Maine DUR Board Meeting minutes from 11/13/12 
 

ATTENDANCE PRESENT ABSENT EXCUSED 

Robert Weiss, M.D., Cardiologist,  Chair X   

Laurie Roscoe, R.Ph., Vice Chair  X  

Amy Enos, Pharm. D. Waltz LTC Pharmacy   X 
Lisa Wendler, Pharm. D., Clinical Pharmacy Specialist,  
Maine Medical CTR 

  X 

Lindsey Tweed, M.D., Psychiatrist  X   

Mark Braun, M.D., FACP, Internist/Geriatrician X   

Mike Ouellette, R.Ph.,  GHS X   

Rebecca M. St. Amand, R.Ph., Staff Pharmacist Community 
Pharmacy - Pittsfield 

X   

Steve Gefvert, D.O.  X  

Lourie Paul, NP   X 

Linda Glass, M.D. X   

Non –Voting    

Jennifer Palow, Pharmacy Manager, OMS X   

Kevin Flanigan, M.D., Internist, Medical Director, OMS   X 
 
Guests of the board:   

CALL TO ORDER: 6PM 

 

PUBLIC COMMENTS 

 
Robert Lauritsen Medical Science Liaison for Astellas here to present Myrbetriq. Myrbetriq  is a beta-3 
adrenergic agonist indicated for the treatment of overactive bladder (OAB) with symptoms of urge 
urinary incontinence, urgency, and urinary frequency. Myrbetriq was evaluated in three, 12 week, 
double-blind, placebo-controlled, safety and efficacy studies in patients with overactive bladder. The 
most frequent adverse events (0.2%) leading to discontinuation in Studies 1, 2 and 3 for the 25 mg or 50 
mg dose were nausea, headache, hypertension, diarrhea, constipation, dizziness and tachycardia. 
Recommended starting dose is 25mg once a day with or without food and is effect  at eight weeks. 
Based on individual tolerability and efficacy the dose may be increased to 50mg once a day and should 
be taken with water and swallowed. It should not be split, chewed, or crushed it is controlled release. 



Daily dose should not exceed 25mg daily in patients with Severe Renal Impairment or in patients with 
moderate hepatic Impairment. Also, Myrbetiq is not recommended in patients with End Stage Renal 
Disease.  In all trails the co primary efficacy end points were the change from base line to the end of 
treatment at week 12 in the mean number of incontinence episodes per 24hours. The 25mg was 
effective treating over active bladder within 8 weeks and the 50mg was effective within 4weeks. 
Efficacies of both were maintained throughout the whole 12 week trial.   
 
Cathy Mullooly Diabetes Medical Science Liaison from Novo Nordisk here to present Victoza. After 
reviewing several publications she has been made aware that Maine has the highest prevalence on 
Diabetes amongst its sister states in New England. I am also aware that Maine is identifying evidence 
based tactics to lessen the burden of diabetes on it population.  With that, I would like to provide you 
with some background and updates to Victoza. Victoza has been studied head to head with Metformin, 
Glipizide,  Bydureon and others. A head to head study comparing Victoza to a DDP 4 inhibitor has now 
been added to the label. This 26 week trail compared both doses that is efficacious for glycemic control 
1.2 and 1.8 to a 100mg once daily regimen of Sitagliptin all the subject in the study were also on 
Metformin.  The outcome of the study was that both dose 1.2 and 1.8 achieved significantly greater 
reduction of A1C, fasting glucose and reduction in body weight compared to Sitagliptin. The other label 
update that I would like to make you aware of tonight includes trial information looking at the safety 
and efficacy basal insulin with Victoza. It was a 26week trial looking at the addition of Levamir. It showed 
even further reduction on A1C compared to continued treatment with Victoza also all subjects were on 
Metformin as well. I did bring in product inserts for your review. 
  

OLD BUSINESS   

 

DUR MINUTES 

October minutes were approved. 

PSYCH WORK GROUP MONTHY UPDATE 

 
Dr. Tweed stated they discussed potential projects one being diversion of Benzo’s and Stimulants. Dr. 
Barkin did an analysis of member that are on both. Of the members on that report a substantial number 
were being treated by a fairly small number of providers. If the DUR decides to pursue any projects 
regarding diversion with one or both of Benzo’s and Stimulant the psych work group would assist by 
creating a list of question that could be used to look at the prescribers. 
 
Dr. Weiss asked does looking at trying to stop diversion fall under the DUR. 
 
Ms.Palow answered yes, we the DUR can look at prescribing habits and utilization to see where the 
issues may be.  
 
Mr.Ouellette added that he has seen the part of the report. And one issue was that members were 
receiving multiple different benzo’s . We can take the information that Dr. Barkin did and bring it back to 
the January meeting and use that to start carving out what we are going to do. 
 



Ms. Palow added that we started a list of potential projects back in June and we should gather those 
together and bring them back to the board so that we can decided what projects we are going to work 
on for 2013. 
 
Dr. Bruan asked if the psych work group had a list of ideas they are would like to pursue. 
 
Dr. Tweed stated that their biggest concern is with diversion. 
 
Ms. Palow added that it is the Psych Work Group’s purpose  is  to assist the DUR in different aspects so if 
we want them to focus on this project and do the research and have them make a recommendation on 
how to precede that can be their task. 
 

NEW BUSINESS   

SYNAGIS SEASON UPDATE 

 
 Mr. Ouellette presented that update Synagis PA form. Updates to the form were dates that we would 
accept prior authorizations.  The dates were adjusted based on reviews with the CDC and Dr. Biczak.  
 
Dr.Weiss stated that on the form it doesn’t actually say what the drug is used for just that it has to be 
used within some relationship with the RSV season. 
 
Dr. Braun stated that it might be nice to have it state somewhere on the form that Synagis is used for 
presumptive RSV season. 
 
Dr. Glass stated that question “ Infants who are 12 months of age or younger at the start of the RSV 
season and have wither severe neuromuscular disease or  congenital abnormalities, either of which 
compromise handling of respiratory secretions”  is so broad that it will require a lot of time to review 
the children to see if they fall under this. One suggestion to make it easier if there was a bank of 
diagnosis that would fit. 

SUBOXONE LIMITS & PA FORM UPDATE 

 
Dr.Weiss asked as a reminder how much does the state spend on Suboxone. 
 
Ms.Palow answered 13 million. 
 
Mr. Ouellette stated that he; Ms. Palow and Dr. Flanigan have been in communication thru out the 
month in regards to this topic. Dr. Flanigan has been traveling doing provider outreach to let providers 
know what is going to be expected of them,  going over with them the new PA forms and answering any 
questions the providers might have.  The committee that Dr.Flanigan was a part of put together 
recommendations for the new Suboxone PA forms for the two year limit. Along with notifying the 
provider’s letters will also be going out to members as well as information going out to the pharmacies. 
GHS has already identified 600 or so members that will have met the 2 year limit as of January 1st, 
another 700 members are in the three month window of hitting the 2 year limit. We currently have a 



total of 7,000 members that have in the past or are currently taking Suboxone.  The pharmacies will get 
a message back when they run a claim if the member has reached the limit stating that a PA is required.  
At the store level the providers will need to have the diagnosis on the script. There was some discussion 
of providers using for pain instead of addiction and we want to mach sure it is being used for the right 
diagnosis.  
 
Ms. St. Amand asked is the expectation that a large number of Suboxone users are going to come off 
this medication. Or do you think that most will submit a PA stating they are at risk for relapse.  
 
Mr. Ouellette answered that from his conversations with Dr. Flanigan that the state has to bring the 
information back to the legislature and there has not been significant savings it may become a hard two 
year limit. Meaning once it is met there will be no PA process to get it approved. 
 
Ms. Palow added that it was Suboxone providers that were involved in making the guidelines for the PA 
form and that they want to have these limits in place.  

OPIATE LIMITS UPDATE 

 
Mr. Ouellette  stated that what the state is looking to do is over a rolling 12month time frame to look at 
members that have acute pain can get up to 15day script without a PA.  After 15days have been filled 
within the rolling 12month timeframe any other opiates will require a PA. Members can get up to 3 PA’s 
of 15 days each. 
 
Ms. St. Amand asked what about the members that come into the pharmacy after provider’s office are 
closed.  
 
Mr. Ouellette answered that there has been some discussion about having an override available but it 
would still be counted toward the total that the member is allowed. 
 
Dr. Braun asked to clarify that there would be with PA’s up to 4 15day scripts. Also, asked what about 
members in nursing homes. 
 
Ms. Palow responded that  she was not sure what the intent was for members in nursing homes but 
would take that back and talk to Dr. Flanigan. 
 
Ms. St. Amand added that there should be a lot of members that it would affect because most in long 
term care have Medicare as well as Mainecare. 
 
Mr. Ouellette stated that an exception would be given to surgeons. They would be allowed a 60 day PA. 
 
Dr. Braun stated that he objects to that.  Based on his own experience he feels that surgeons should 
have to follow the same rules. 
 
Ms. Palow stated in a case where it is medically necessity the PA team would review that and it would 
be approved.  
 
Dr. Glass also agrees that a surgeon should not be allowed to have a 60 day PA.  



 
Mr. Ouellette stated remember we are discussing the guidelines for acute pain. When it comes  to 
chronic pain there will be a whole different set of guidelines.  
 
Dr. Braun asked if we have it so that surgeons are allowed 60days would they be able to write a 60 day 
script or would they still need to write the script in 15day increments. 
 
Mr. Ouellette and Ms. Palow stated will need to bring that back to Dr. Flanigan for clarification.  
 
Mr. Ouellette stated how the members with chronic pain are going to be handled is still being sorted 
out. Initial thoughts are that anyone falling into chronic pain would also need to be involved in another 
program whether its physical therapy, occupational health, chiropractic health. Prior authorizations 
would still be required and the members would need to show some progression.  
 
Ms. Palow added that there will be some diagnosis that they are looking at not to be covered long term 
these including fibromyalgia, back pain and some others. 
 
Mr. Ouellette added that headache, back pain, neck pain and fibromyalgia there would be no narcotics 
until they have had a second opinion. Another thing that they are looking at was Morphine Sulfate 
equivalent and maybe putting in programming that would allow it to pay if it was low MSE. 
 
Ms. St. Amand asked where a good source for MSE information is.  
 
Mr. Ouellette stated that at a previous meeting Dr. Clifford had given out that conversion and that he 
would find it and resend it out to all board members.  

COUNTY DATA 

 
Dr. Weiss stated that this was another thing that the committee was looking at to decide if it is a project 
that should be worked on.  Reviewing the data the biggest difference is between the different counties 
is with the Bronchitis/Asthma group.  Aroostook County has almost twice as much antibiotics, 
bronchodilators and steroids use. This may be something worth looking into why that is. 
 
Mr. Ouellette stated that he has spoke to Dr. Biczak about it as well as briefly Dr. Glass that the MMA 
and the CDC has come out with information with regards to antibiotics utilization.   
 
Dr. Weiss stated that it would be interesting to find out what the reason is that Aroostook County is 
higher than there should be more preventive care. I think that there this should be one of the options 
that we vote on. 
 
Dr. Glass suggested that it may be better to look more at the providers are they family practice, 
pediatrics, pulmonologist. 
 
Ms. Palow would agree because if we are doing this based of member we don’t know if the members 
are from Aroostook County or are they traveling to that area. Also, can we work with Dr. Braun before 
another report is run he has some ideas to make the data easier to read. 
 



SSDC UPDATE 

 
Mr. Ouellette stated that since last meeting we have had some late offers that have come in. Most of 
them are new NDC’s that have been added and incorporating them into the contract. Mr. Liles has gone 
back and looked at the MS category after his review his recommendation is to have Rebif and Betaseron 
moved to nonprefered, grandfathering current members that are on those drugs.  Mr. Liles did a second 
module of only moving Betaseron the savings it very different. 
 
Dr. Weiss added that this recommendation is only based on financials. 
 
Mr. Ouellette added that the other category that needs to be discussed is the Narcotic category. At the 
time of the vote the board voted to move Opana ER to preferred side and Avinza and Kadian to 
nonpreferred.  Mr. Liles has reviewed this again and there may be the opportunity to leave some 
strengths of the Avinza and Kadian preferred. This is something that we can talk about more in the 
closed door session.  

PDL/PA CRITERIA 

 
Mr. Ouellette asked that the handout of the PDL/PA Criteria be reviewed. All the information on the 
handout is from the package inserts. The medications being reviewed are Kalydeco, Xalkori, Zelboraf, 
Cayston, Stribild, Baraclude. 
 
Dr. Braun asked on Cayston it states that a bronchodilator should be used before administration of drug. 
Would that be required? Also, for Stribild would the system not allow it to go thru if the member is on a 
medication that is contraindicated? 
 
Mr. Ouellette answered that for Cayston because it doesn’t state that a bronchodilator has to be used 
we would not require it. As for Stribild, if a contraindicated drug is in the members profile it will reject at 
the pharmacy 
 
Dr. Braun motions to accept all the criteria. 
 
All in favor 

ADJOURNMENT: 8PM 

 
The next meeting will be held on January 8th 2012 between 6 to 8 p.m. 

 
 


