M E M O R A N D U M


TO:
Maine DUR Board




FROM:
Kim Rackleff 




DATE:
April 8, 2008

RE:
Maine DUR Board meeting minutes from April 8, 2008

Dr. Clifford called the meeting to order at 6:00 p.m.  After introductions, the meeting was open for public comment.  

	ATTENDANCE
	PRESENT
	ABSENT
	EXCUSED

	William Alto, M.D.  Dartmouth Family Practice
	X
	
	

	Jessica Oesterheld, MD, Psychiatrist. Spurwink and GHS
	X
	
	

	Timothy Clifford, M.D., Family Practice, GHS
	X
	
	

	Mike Ouellette, R.Ph.  GHS
	X
	
	

	Syd Sewall MD, Pediatrician
	X
	
	

	Andrew Cook, M.D. Psychiatrist (DBDS)
	X
	
	

	Courtney Oland, R.Ph. Waltz Pharmacies
	X
	
	

	Laureen Biczak DO, Infectious Disease, GHS
	X
	
	

	Lisa Wendler, Pharm. D., Clinical Pharmacy Specialist, Maine Medical CTR
	X
	
	

	Laurie Roscoe, R.Ph. GHS Data Management
	
	
	X

	Non-Voting:
	
	
	

	Dr. Rod Prior, Medical Director, OMS
	X
	
	

	Bruce McClenahan, OMS
	
	
	X

	Jude Walsh, Governor’s Office
	
	
	X

	Brenda McCormick, OMS
	X
	
	


Guests and Guests who signed in and/or presented to the committee:

Name



Company




Speaker

Bruce Gaulin


Bristol Myers-Squibb



Abilify

Paul Fanikos


Boehringer-Ingelheim


Ed Chando


Wyeth

Katrina Iserman

Wyeth

Tom Algozzine

Pfizer

Kevin Danielson

Pfizer

Clara Beaulieu


Wyeth

Dick Skeffington

AstraZeneca

Keith White


Genentech

Eric Rappaport

Lilly

Dan Martin


Elan

Jennifer Nichols

Bristol Myers-Squibb

Carl Pepe


GlaxoSmithKline

Toby Roberts


Takeda

Eric Braciska


Daiichi-Sankyo

Scott Mosher


GlaxoSmithKline

Molly Miller


Johnson & Johnson

Public comments

Bruce Gaulin, Bristol Myers Squibb - Abilify This evening I would like to inform committee of new indication for Abilify.  This newest indication is for bi-polar mania and mixed episodes in children, ages 10-17.  This was based on a double blind randomized placebo controlled trial and consisting of 296 subjects.  It examined the dosages of Abilify 10 and 30 mg.  The dosing was achieved by rapid titration.  The 10 mg was titrated by day 5 and the 30 mg by day 15.  There was significant separation from placebo at week 1 in both the 10mg and 30mg.   Some of the major adverse events were somnolence, fatigue, nausea and blurred vision.  Dr. Oesterheld asked from which strengths to which he responded it was pooled.  The 10 mg had more favorable results.  There were no questions.
Old Business

Minutes.  -  Some of the members who were not at the last meeting were sent out voting sheets.  Not all of them had been retuned.  Dr. Clifford distributed additional copies to those who had not yet responded.  He handed them out with instructions to turn in at the end of the meeting.  Because a quorum was not achieved at the last meeting, two sets of minutes needed to be approved; one for February and March.  Starting with the March 11, minutes, do we have comments on those who were present.  The March minutes will be updated to reflect the other voting by way of addendum.  There were no comments at this time, motion to accept and voted to accept unanimously.  February 12’s minutes were then reviewed.  We incorporated a number of changes back and reflect the original comments made.  Motion was made to accept and voted unanimously.  

PWG – Dr. Oesterheld provided an update.  The yearly face-to-face meeting was conducted.  The first part of the meeting was comments on the PDL and a set of slides possibly to be sent to the providers. The topics which were put on agenda were reviewed.  
MaineCare Claim Trend Analysis – This is an item that we began to address last month.  Two analyses were passed out.  GPI 2 was reviewed.  One of the things we wanted to do was to be able to periodically look at what’s happen in drug utilization in the drug classes to see if there were any upward or downward changes that may be occurring.  Dr. Clifford reviewed the columns contained on the report and the % change, comparing qtr 4 to qtr 1.  Some of the print is bolded for any category that had a significant upward change in dollar amount.  The report gives you an idea as to which categories are really driving the budget.  He reviewed a particular category which has gone up 19% where utilization hasn’t gone up but the cost has.  Dr. Clifford also reviewed a category that went down which was more due to generics.  If expenditures went down its usually because of generics.  Dr. Pryor asked about a longer analysis for seasonal changes and we do have year by year.  Cost per user for antiasthmatics went up 9% but cost only went up 5%.  This is probably due to people being treated more aggressively.  Dr. Clifford then reviewed the second report which contained more detailed information.  It would be good if people could take a look at this and if they seem some categories that they question, we can go ahead and conduct further investigation.   Members were instructed to bring back next month, take notes or send email to Kim Rackleff. Dr. Cook asked about psychotherapeutics.  Dr. Clifford stated that it’s a mix and for example, it includes the multiple sclerosis drugs.
New Business 

TZD Avandia with Insulin and or Nitrates – Dr. Clifford reviewed a draft of an informational letter which would go out in the form of a DUR intervention letter to prescribers.  This would point out to physicians that TZDs are declining in the MaineCare population and there are a number of reasons for that.  Then we would get into the high risk groups for using drugs like Avandia.  The FDA specifically identified certain groups which Dr. Clifford listed.  He reviewed a report which looked at 1st qtr of 08 to identify any patients who might be at risk.  Patient profiles are just the first pass.  Not all profiles would qualify for lettering.  Dr. Clifford reviewed a couple of patients.  What we would propose to do with this type of RetroDUR is if we can see sustained usage with Avandia, then we would send intervention letter.  No more than 30 letters but more likely only 14 or 15 would be going out.  Dr. Oesterheld asked is a shorter version going to be in the newsletter.  Dr. Clifford responded yes, if the committee is agreeable.  Dr. Pryor asked why looking at Avandia usage with insulin and not just Avandia in general.  Dr. Clifford said for the most part, its already a second or third choice and not first line.  Its rapidly extinguishing itself.  We are willing to let physicians have a little more time to deal with the drug but we want to look at those that we can get off Avandia now.  By targeting this group, we are just going after a subset. 
Chantix Utilization Data - Based on the last meeting, looked at some additional Chantix data.  We wanted to get a feel on how people used Chantix initially.  A Chantix report was included in the member packets.  It concentrated on people who started the therapy prior to 10/1/07 to track for 6 months.  Dr. Clifford reviewed the data. If you compare this to nicotine patch data, it is very, very similar.  Brenda McCormick asked if that would suggest that its not any more effective to which he responded that he believes it is more related to tolerance.  Lisa Wendler asked about rates of smoking cessation.  Dr. Clifford said this really gets at how we have to sample to see effectiveness which brings up a couple of different issues.  If we are going to sample, are we going to sample and try to make sure that we include the first 3 groups in the report.  What is the recommended course of treatment; 12-24 weeks is what the Pfizer rep interjected.  Dr. Oesterheld asked if this data is representative of other states.  Or are we unusual.  Tom Algozzine from Pfizer said he didn’t think any different from any other states.  He believes it’s the demographics.   It also brings up Medicaid population to public.  This population is people that had to get a PA and had to try nicotine.  Brenda McCormick asked how do we know this is more effective?  The response was that the nicotene patch doesn’t set a very high bar so a 30% success rate is good. As long as we don’t see gaps in the therapy, then we assume success.  Dr. Oesterheld why not look at the best and the worst.  That would be the people who stayed on for 180 days.  Some people are able to stay on longer than 6 months because of TPL.  Dr. Alto said that a lot of his patients are happy going from 3 packs a day to1 pack a day and they are happy with that.  Dr. Biczak said that there is something out there that says 10 cigarettes day is considered.  The next step is dealing with people who have had immediate access to it without going through nicotine.  How many people have been on nicotine that go on to Chantix?
Diabetes Polytherapy data – One of the projects that we have to move forward on is dealing with patients that are on polytherapy for diabetes. This will try to help physicians get better outcomes.  We wanted to get a feel for what types were occurring and the different combinations that were occurring.  Focusing on 1Q 2008, 6,000 members treated with any type of a diabetic medication.  Over ½ of the members were just on 1, 34% on 2.  At the same time means during the same the month and some overlap.  The report also showed that 12% were on 3 and 2% were on 4 and a couple on 5 and 2 patients on 6.  A report was reviewed which showed in decreasing frequency the most popular combinations.  The data is underestimated because we didn’t give credit to combination drugs.  This is skewed towards single ingredient drugs.  Dr. Clifford reviewed the more frequent combinations.  The glucagen one will be cleaned up and we’ll strip it out for the next variation.  We will lump the insulins in the next version and count combos as 2 drugs.  Dr. Pryor said he was fairly encouraged by this.  My sense is that physicians are paying attention.  Dr. Biczak made a comment about A1C.  Dr. Clifford reviewed the people on 6 drugs at the same time, stating not much sense but this person was another TPL patient but we will send letter.  Courtney Oland stated that in the long term care world, pharmacists actually look at the patient’s chart.  Dr. Clifford asked what would happen if we did an analysis looking at Metformin being used at the same time as phosphate binders.  Dr. Oesterheld asked about looking at by physician.  We will re-work and bring back a different version.
Coumadin and Nsaids.  We want to take a look at patients taking nsaids and coumadin at the same time. 92% of the time there was no concurrent usage.  There were around 40 cases where there where some were very brief but some were sustained.  Dr. Clifford reviewed the first cases.  With this type of a case, how would the committee feel about sending a letter?  Dr. Pryor asked what we would like the letter to say.  DEA numbers were shown to see if the same provider.  Some of the cases were just brief usage and some the overlap was not clear and we would remove those.  No letter for PPI and citotec.  It seems reasonable to send letters out on sustained usage with no protection.  Dr. Oesterheld stated that it would be interesting to know what the baseline of warfarin is in big populations.  We could add OTCs.  Dr. Pryor suggested a letter of warning to suggest caution.  Dr. Clifford stated that this is a common edit and pharmacies are either getting or docs are blowing it off.  We need to get the docs attention again.  Lisa Wendler suggested recommending Tylenol in the same warning as an alternative to the nsaid if they haven’t tried that all ready.  Michael Ouellette added that there is a lot of mid level prescribing.  Dr. Clifford stated that you see a lot of mid levels and some institutional numbers too.    
New Drug Reviews

Evamist (estradiol)   Late last year there were two other dermal products and this is the 3rd product that we were expecting.  What they are going after in terms of really trying to promote the product or the niche they are going after is dealing with severe symptoms of menopause.  When you have the dermal group, one of the concerns is first pass metabolism.  There is also a big price premium.  There isn’t a really big demand for any of the estrogen products.  We have other dermal products available on the preferred side.  The recommendation would be to keep it nonpreferred.

Omnaris – Nasal Steroid  (ciclesonide) This product was acquired by another company and has been in European market for awhile.  No doubt that it is a good nasal steroid.  We already have 3 products that control the category very well.  Cost basis is expensive.  The recommendation would be to keep this drug nonpreferred.
Pristiq – (desvenlafaxine)  Dr. Oesterheld provided the summary. Its not even a me too, its effectiveness is only at low dosage.  The basic issue is its not very effective even at low dose.  Recommendation would be for this drug to be nonpreferred.  Dr. Clifford reviewed comments contained in a blog which members were provided a copy of in the packets.

Recommendation would be to keep all 3 nonpreferred.  Voted unanimously.
Alternative Therapies as First Line. The reason why we are taking a look at this and will bring proposal formally next month is that we would have pa criteria and would look at proposed indication for Plavix for new starters.  We wouldn’t interfere with anyone currently on Plavix; only interested in new starters.  It’s a complicated drug to go after established users.  There has been some interesting data lately on what happens to people when they stop using Plavix.  We will take a look at why they are starting therapy and see if there is an alternative and less expensive first line.  We are in the process of looking at recent evidence and will come up with an updated flow chart.  We will bring to committee next month more officially.  We are also taking all indications that Plavix has and taking a look at the medical claims data and look at other anti-platelet data.  It won’t be perfect because of multi-indications.
Next meeting is scheduled for May 13th at 6:00 p.m.

7:10 p.m.

Closed session – 2 confidential issues to discuss.  

Dr. Oesterheld will complete DDI on oral contraceptives and delpuate?

