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RE:              Maine DUR Board meeting minutes from November 11, 2008

Dr. Clifford called the meeting to order at 6:05 p.m. Introductions were made then the floor was opened up for public comments.  


	ATTENDANCE
	PRESENT
	ABSENT
	EXCUSED



	William Alto, M.D.  Dartmouth Family Practice
	X
	
	

	Robert Carroll, R.Ph., Target Pharmacy
	X
	
	

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

	Mike Ouellette, R.Ph.  GHS
	X
	
	

	Sydney 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

	Mark Braun, M.D., FACP
	X
	
	

	Jeffrey Barkin, MD
	X
	
	

	Non -Voting
	
	
	

	Jennifer Cook, Pharmacy Manager, OMS
	X
	
	

	Brenda McCormick, Director OMS
	X
	
	

	Jude Walsh, Governor’s Office
	
	
	X

	
	
	
	


Presenters were in order of sign up. 

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

Name



Company



Speaker/Topic

Giuseppe Piccoli, PH.D.
Novo Nordisk, Inc.


Norditropin Nordiflex

Tom Algozzine


Pfizer




Lyrica

Vik Patel


Amylin




Byetta
Eric    



Eli Lilly




Cymbalta

Public comments:

Giuseppe Piccoli, PH.D. Novo Nordisk, Inc. Norditropin (Somatropin [rDNA] origin] injection): Mr. Piccoli presented handout to board.  He noted that on October 31, 2008 Novo Nordisk received FDA approval for the treatment of short stature in children born small for their gestational age with no catch up growth by age 2 to 4 years.  This is in addition to four previously FDA approved indications for Norditropin, pediatric and Adult growth hormone deficiency, the treatment of short stature in children with Noonan and Turner syndrome. It should be noted that the preservative in Norditropin is phenol which is not contraindicated for use in neonates. This is available in a Nordiflex pen.  Identified as the only premixed, prefilled disposable device with storage flexibility. This avoids product loss when patients forget to return their pens to the refrigerator after administration. 

Tom Algozzine, Pfizer, Lyrica (Pregabalin): Mr. Algozzine presented utilization data in a handout.     He stated that Pregabalin continues to be cheapest branded agents for AD for seizures. While pregabalin has experienced relatively restricted use, utilization of duloxetine has experienced significant increases and gabapentin utilization has grown significantly. Mr. Algozzine stated that Pregabalin on the branded side has the most cost efficient treatment for management of fibromyalgia, epilepsy and seizure disorders. Management of patients with epilepsy, painful DPN and PHN and fibromyalgia contribute significantly to MaineCare’s annual costs. Increased utilization of pregabalin for epilepsy may actually reduce overall costs since it provides the most cost-effective branded alternative 2nd generation AED. Pfizer asks that the board approve open treatment with Pregabalin or to consider removing restrictions as an approved alternative treatment for fibromyalgia and use as an alternative treatment for patients with DPN and PHN.
Vik Patel- Amylin Pharmaceuticals (Byetta): Mr. Patel requested that Committee loosen criteria on access to Byetta (Exenatide).  Current criteria requires four oral agents. Gave four reasons why he felt restrictions should be loosened. Byetta has been on the market for four years and is the only agent in the class in this market. All data shows that Byetta is as effective as insulin without the risk of hyperglycemia or weight gain. Cardiovascular patients using Byetta are shown to reduce A1c. He stated that Byetta head to head studies have shown that Byetta is most potent w/o risk of hypoglycemia and weight gain and it is as effective as insulin.  Weight loss factor quoted as 3% to 5% which Mr. Patel stated that it is important because 9 out of 10 pts that have Diabetes are overweight or obese to begin with.  Obesity has been linked with morbidity and mortality for this population. Mr. Patel stated 2/3 of these pts die from cardiovascular not hyperglycemia itself.  It is a twice a day injectable. Studies show when used it is used judiciously and appropriately. An independent study on Byetta without access restrictions has shown that physicians, for patients with diabetes, use the drug appropriately. He requests that PA criteria be reduced or that Byetta be moved to preferred status. He stated that changing the criteria to one step edit would put the criteria more in line with the current FDA guidelines.

Board asked length of study:  Mr. Patel responded that it was not finished  

Eric Rappaport - Eli Lilly, Cymbalta (Duloxetine HCI): Mr. clarified that within the state of Maine, Cymbalta is preferred without a PA for major depressive disorder only. Cymbalta does require Prior authorization for DPN, PHN and fibromyalgia. So the study done by Pfizer is like comparing apples to oranges because to the best of his knowledge the data lumped all of the utilization together. It was also noted that the current recommendation for dosing is 60 mg regardless of indication.

Old Business:

Dr Clifford asked members to review the draft meeting notes for October to see if they have any changes. He asked for comments on the minutes. There were none. Because a quorum of members was not present voting will be voted on as final but if people have changes after the meeting then an amended version can be done and redistributed and voted on as amended. Dr Clifford asked for motion to approve from the members present. Motion was made to approve the October meeting notes. Board members present voted all in favor

Dr Clifford opened up the discussion on the Prior Authorization Statistic reports. He gave a brief description of each report and the date range for all of the reports (3rd quarter 2008). The first report “PA’s by Category Description –Descending by Approval Rate” sort was done by approval rate, it starts off at approval rate of 100 % and then goes all the way down to categories which can be 0 percent. The second report discussed was“PA Statistic Report by PDL Category- Sorted by Descending count” this sort was done by the drugs that create the greatest number of Prior Authorization requests, in descending order. It was explained that because of the drug interaction edits, the maximal dose edits and the duplicate therapy edits all these contribute to whether a drug can show up on the report. Another sort was done for “PA Statistics by PDL Category” this was sorted in alphabetical order by category. The next sort discussed was for report labeled “PA Statistics Report BY PDL Category- Descending by Total PA’s” this report was sorted by the total number of PA’s regardless of the decision. The final PA report discussed was the “PA Average Determination Time in Hours”.  It was noted that the average determination time is about three hours.  Once state approval has been given to post the reports then the reports will be posted to the PDL website.

Non Benzo sleeper drug statistics: Almost all the utilization was on two drugs Lunesta and Zolpidem (Ambien CR). It was discussed in last meeting what the average number of units per user was for these drugs. We used statistics from third quarter of 2008. We looked at average units per script and average units per month. First output the group was lumped together regardless of whether they had any utilization on Psych Drugs or whether they had Psych diagnosis. There was on average of about 2200 users for the quarter and the average was 15 units per script.  Without a PA for preferred drugs you can get 12 units per month, going through PA exception process the average for the entire population was a little over 20% utilization. 

The second group concentrated on people who used any type of psych drug (such as antidepressants, antipsychotic or a stimulant).  This population was compared to people who did not have any utilization on psych drugs at all.  The averages showed that the units per script for Psych drug users was 16 units compared to 13 units for non psych drug users. Three quarters of population was on some type of Psych drugs. The utilization on the sleeper drugs was less severe then it was initially thought to be.

The next output breakdown looked at Psych drug users by quantity of psych drugs and there utilization. Here is the breakdown: 

Psych drug users on 1 psych drug showed utilization of 16.4 and consisted of 214 people

Psych drug users on 2 psych drugs showed utilization 15.4 and consisted of 245 people 

Psych drug users on 3 psych drugs showed utilization of 14.9 and consisted of 273 people 

Psych drug users on 4 or more psych drugs showed utilization of 16.5 and consisted of 938 people.  

The data on the Non Benzo sleeper drug utilization will be available to the Psych group and they can see if they want another analysis for sub groups.

New business:

Discussions ensued on the development topics for DUR meetings for CY 2009,

Topics included:

1-Antipsychotic Compliance: Antidepressant Compliance program has been in place for two years. The program has consisted of  identifying antidepressant users who were at least 7 days late in picking up there antidepressant prescriptions and turning it around in one week by sending a clinical fax to the doctors office raising it as a potential issue and trying to find out if  it was intentional or unintentional.  We have done one analysis up to this point to see if this has been effective. The initial analysis after one year only showed a short term nonsignificant effect on increasing antidepressant compliance. We looked at three different types of compliance measures such as gap days and gap therapy.  We need to go ahead and reassess we talked about applying this, with modifications, to antipsychotics. If Psych workgroup is interested we can do an analysis on how many people who were 7 days late.

2- Antibiotic over utilization: Would create specific antibiotic utilization rates per prescriber.  Use claims data to look at collection of DX on upper respiratory conditions

3- Osteoporosis Screening and treatment high risk medication usage: This would apply to people who are on steroids or a variety of anticonvulsants. If the committee is interested we can do an initial analysis to scope it out to see impact. 

4- Drug Candidates for Splitting: This would assist with budget shortfalls. There are insurers out there that are aggressive with splitting, which is very cost effective. There are a variety of drugs that could be split even if they are not scored. A cost effective analysis would need to be done to identify the drugs that should be considered for splitting.  
5- Suboxone Prescribers Average Dose Prescribing Measures and Range: Preliminary data is available. This would fit into an area that the State is interested in looking at.

Scheduling for five topics would start with making the information available to the Psych group. Board would tackle the five topics above over the next year; and would be in good shape to start with # 1 and #5 above as there is already some data available. We would have to space out the other three and come up with a tentative schedule.

8:05 Meeting adjourned. Next meeting date 1/13/2009 at which time DUR topics will be futher developed, baseline data shared and Committee chairs elected. 
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