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PHARMACY BENEFIT UPDATE
SUMMER, 2006 Issue

	  Preferred Drug List News


A. MEDICARE PART D REMINDERS:

Over 80,000 older and disabled MaineCare and Drugs for the Elderly and Disabled (DEL) members with Medicare eligibility were switched over to the new Medicare Part D Drug benefit on January 1, 2006. Many aspects of the new program either still do not work or do not work as intended.

The State is continuing to provide extensive financial assistance to both MaineCare dual eligibles and DEL members enrolled in Part D. First, the State is providing “wrap” coverage of some drugs excluded from the Medicare D drug benefit, most notably the benzodiazepines. The State also is paying half the brand drug co-pays for Medicare/Medicaid dual eligibles, 50% or up to $10 per brand script for DEL members and up to $2 per generic script for everyone. This universal co-pay assistance is reducing confusion and has encouraged pharmacists to routinely submit every Part D script to the State. Furthermore, the State is picking up 50% of the deductible for DEL members and automatically re-enrolls them in the DEL drug program if and when they hit the “donut hole”, the point where the Part D drug benefit ceases, exposing enrollees to potentially thousands of dollars of drug costs. Finally, Maine is spending millions of dollars on providing premium payment assistance to DEL members as well. 

The State is continuing to provide a safety net for members unable to access medically necessary pharmaceuticals. The State has already spent over $9 million to date (of which the federal government has repaid nearly $6 million) on just this facet of its’ Part D rescue effort. If a pharmacy is unable to obtain permission from a Part D plan to dispense a prescription, it may seek coverage from the State. If a member has been denied a critical drug by a PDP, the State will cover the drug in the interim while assisting the store, physician and member in their efforts to have the adverse determination over turned. The Legal Services for the Elderly has agreed to assist the State in the matter of contesting adverse decisions and obtaining expedited determinations. 

Here are some resources to help you and the State to assist the Part D members in getting over this hurdle:
General Part D questions: State Pharmacy Help Desk 866-796-2463

Expedited Part D PA determination issues with plans:  Legal Services for the Elderly 877-774-7772

Part D PA Appeals assistance for Medicare/Medicaid members (DUAL eligibles) and 

DEL members: Legal Services for the Elderly 877-774-7772

B. DRUG-DRUG INTERACTIONS: DRUG COMBINATIONS REQUIRING PA  
The DUR committee has begun to review the most frequently used medication and to evaluate their clinically significant drug interactions – those that lead to increased as well as decreased concentrations of drugs. A PA will be required for a provider to start particular drug combinations, but those MaineCare members who are already on the combination will be exempted.  It is planned that before this edit is introduced, the prevalence of the drug combination already in use will be ascertained and then, after the edit is in place, the prevalence will be re-measured. Not to overwhelm providers or the system, at first, only a few drug pairs will require a PA for new starters.

	     Drug 1                     Drug 2  
	     Drug 1                      Drug 2

	all sulfonylureas
 cimetidine
	lovastatin>20mg      cyclosporine

	all sulfonylureas
 ranitidine 
	lovastatin>40mg      amiodarone

	glimepiride 

 fluconazole
	rosuvastatin             cyclosporine

	glimepiride

 fluvoxamine
	fluvastatin                diclofenac

	repaglinide 

 gemfibrozil
	carbamazepine  
olanzapine

	repaglinide

 itraconazole
	carbamazepine 
 quetiapine

	all statins
           gemfibrozil
	carbamazepine  
clozapine

	atorvastatin
           cyclosporine

	carbamazepine  
aripiprazole

	atorvastatin>20mg   amiodarone


New pairs of drugs with significant DDIs will be gradually added.

C.   MULTIPLE CONCURRENT ANTI-PSYCHOTICS: POLYTHERAPY EDITS
The Department has accepted and implemented the recommendations of the Psychiatric Work Group to reduce the therapeutic duplication of antipsychotics and excessive/insufficient dosing of antipsychotics. This means that there will continue to be open access to all antipsychotics, but the concurrent use of two or more atypical agents will be blocked, unless one is clozapine.  Members can be tapered off the second antipsychotic over a period of up to 60 days without a prior authorization being required, as long as it is evident by seeing a lower dose in the drug profile is being reduced in dosage. There is a specific PA form (Multi-Antipsychotic PA form # 20440) located on the website for poly-antipsychotic requests.

 D.  CALCIUM CHANNEL BLOCKERS AND INITIAL HYPERTENSION   TREATMENTS

The JNC 7 guidelines recommended thiazide-type diuretics as the preferred initial agent to treat hypertension.  Thiazides have been shown to significantly decrease the incidence of stroke, fatal and non-fatal MI, and all cause mortality.  Beta-blockers (BB) decrease stroke but do not significantly decrease the incidence of death or MI.  The ALLHAT study of 40,000 patients showed no differences in the primary cardiac outcome or mortality between thiazide-type diuretics and ACE-I or CCB.  None of the available treatments (BB, CCB, ACE-I, ARB) have been shown to be better than low dose diuretics for any outcome when 42 trials involving nearly 200,000 patients were reviewed.    

Review of MaineCare utilization data suggests a relative lack of adherence to the JNC 6 and 7 guidelines. The DUR Committee recommended that the State exert a stronger influence towards promoting initial diuretic use for newly diagnosed hypertensive MaineCare patients by requiring prior authorization for all new starters in the CCB class. This started in July. Current users were grandfathered. Patients already on diuretics or on medicines consistent with active heart disease (nitrates) were excluded. PA requests for other CCB indications will be approved. 

E. PDL MAJOR ADDITIONS/CHANGES BEING CONSIDERED

A recent MaineCare review of Suboxone and Subutex prescribing has revealed several disturbing problems. Many Suboxone/Subutex patients are receiving concurrent narcotics and many former Suboxone/Subutex users reverted to their old ways and began receiving narcotics from multiple prescribers again. The DUR Committee will consider a proposal to require prior authorization for these two drugs at the next meeting. Once someone begins therapy with these drugs, their access to narcotics will be limited to the same prescriber, and only then after an adequate medical rationale is offered. All members identified as having past or current substance abuse will require participation in the Intensive Benefit Management Program, which includes having all narcotics written by a supervising physician. As part of this effort to improve appropriate utilization of narcotics, we will soon be distributing a collection of clinical opioid scenarios containing practical advice on monitoring techniques and avoiding issues with these difficult to handle people.

F.  EPOCRATES UPDATE

Prescribers in the State of Maine now have access to Epocrates® Rx and Rx Pro mobile drug references. These tools were designed for the Palm OS and Pocket PC handheld platforms, and through the Epocrates Rx OnlineTM reference available for Internet-connected desktop computers. 

Within the Epocrates mobile drug and formulary references, providers can easily check preferred drug list status, prior authorization requirements, alternatives, generic substitutes and quantity limits.  The drug references also include over 3,500 drug monographs along with indications, a built-in dosing calculator, contraindications, drug interactions, adverse reactions, cost information, and the MultiCheck® function capable of checking up to 30 drugs simultaneously for interactions.

Access to a single source of information at the point-of-care allows providers to immediately see the latest list of drugs available through the State’s various pharmacy benefits, as well as, the drugs available through private insurers in the State including Anthem and Cigna.  Providers will also be able to tell immediately if a drug requires step therapy, a pre-authorization or simply is not covered at all.  The PDL is updated monthly. Equally important, the Epocrates software can search immediately for alternatives that are covered along with any cautions and contraindications those medications pose, so that clinicians can make both cost effective and safe prescribing decisions. 

The Maine Health Alliance and the Maine Primary Care Association donated the first year cost of putting the Department’s drug list in the Epocrates mobile clinical reference. Jan Yorks at the Office of MaineCare Services (OMS), Jan.Yorks@Maine.gov, is the Epocrates contact for the State. Please contact her directly with any issues or feedback related to Epocrates.

G.  PDL PA EXEMPTIONS
All physicians receive prescribing profiles quarterly.  These reports show how extensively preferred products are prescribed in the major PDL drug classes.  Physicians that prescribe preferred drugs 95% of the time receive prior authorization exemptions within those classes for the following 3 months. These exemptions are earned by performance on a calendar quarter’s report but are not valid until two months later.   This delay allows time for analysis and mailing. This activation occurs with the receipt of notification that is mailed out with each quarterly newsletter.  Prior authorization exemption “quarters” begin September 1st, December 1st, March 1st, and June 1st.    Physicians qualified for a total of 1,245 PDL category exemptions. 1,403 providers have an annual exemption in at least one category. The quarterly exemptions will be valid for three months – September 1 to November 30, 2006.  Providers who have earned three consecutive “quarterly” PDL exemptions automatically qualify for a one-year exemption.

H.  PA STATISTICS

In the first quarter of 2006, there were just over 15,000 unique PA requests (down 25% since 2005), 71% were approved. The top five most frequently requested drugs were cetirizine/Zyrtec (791), duloxetine/Cymbalta (781), venlafaxine/Effexor (612), methylphenidate (590), and atomoxetine/Strattera (463). The average determination time was 3.2 hours.

K. NARCOTIC USER REPORTS AND DRUG BENEFIT MANAGEMENT

In the course of auditing several hundred narcotic-related medical records this summer, we have encountered an unfortunate number of sub-optimally managed chronic pain cases. The majority of problems have involved urine drug tests or the lack thereof, random pill counts and contract violations. Several physicians have suggested that providing algorithms or treatment scenarios concerning the above management tools would be helpful. We are in the process of compiling these cases and when completed, they will be posted on the pharmacy website and included in the fall mailing. The scenarios will offer very explicit examples and advice. The recommendations are substantially based on the Opioid Documentation Guidelines adopted and posted on the OMS website since 2001. They have also been attached to every Narcotic Prior Authorization form since then. Although the advice will largely reflect MaineCare’s experience, philosophy and authority, we will circulate these Guideline Scenarios to a variety of doctors including pain and substance abuse specialists, and incorporate their expertise. Treating chronic pain is not easy and under-treating legitimate pain is a real risk. It is not practical to expect a doctor to avoid ever being duped by narcotic abuser/diverters but it is reasonable to expect that every physician will adopt a comprehensive monitoring strategy, and, more importantly, act appropriately once red flags or abnormal results appear. 

Narcotic user reports have been sent to 1,933 prescribers as part of this mailing. If you are concerned about the accuracy of the data, please discuss the issue with the pharmacy in question first since the most common explanation of an error is usually an incorrect DEA.  Once verified or disproved, please contact our Pain Medicine Management unit at the PDDI.org web site or you can call GHS at 622-1126 or 800-561-6707. An enrollment form may be obtained through the web site or GHS. The top 10% of members that persistently use the greatest number of providers and/or stores for narcotics are being carefully reviewed. In order to promote appropriate utilization and safety, these members will be strongly urged to limit their pain management to one or two providers. If their pain management remains fragmented, prior authorization may be required in order to allow potential providers full access to medication profiles. You can refer potential cases to us or if you have other concerns regarding possible diversion or misuse by your MaineCare members, please call: Timothy Clifford, Pharmacy Medical Consultant @ 622-7153 or 1-888-420-9711.

L.  NEXT DUR COMMITTEE MEETING 

The next DUR meeting will be held on October 10th, 2006 at OMS (442 Civic Center Drive) in Augusta. Comments on the PDL or any PA’s, either proposed or already in effect, may be made at these meetings or by e-mail, letter or phone if more convenient.  You may e-mail Bruce McClenahan, Pharmacy Unit Manager at OMS at bruce.mcclenahan@maine.gov or call 287-4018 or e-mail Timothy Clifford, MD at tclifford@ghsinc.com.
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