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State and Public School Life and Health Insurance Board Fiscal Drug Utilization and Evaluation Committee
Minutes
August 10, 2004 – 9:30 a.m.
Public Service Commission, Hearing Room Two
1000 Center St., Little Rock, AR



The 10th meeting of the State and Public School Life and Health Insurance Board Fiscal Drug Utilization and Evaluation Committee met on Tuesday, August 10, 2004 at 9:30 a.m. at the Public Service Commission, Hearing Room Two, 1000 Center Street, Little Rock, AR.

Members Present						Members  Absent

Darrell Montgomery					Robert Watson
Diann Gwatney						Kathy Hanlon
Sheila Weddington						Linda  Scott

Sharon Dickerson, Executive Director, Employee Benefits Div., DFA.

Others Present

Doris Williams, Robert Sterling, and Susan Bumpas, Employee Benefits Division; Marc Watts, ASEA; Kathy Jacobson, NMHCRx; Sherry Bryant, UAMS – COP; Diann Gwatney, AHTD; Walter Morrison and Jill Johnson, UAMS PBM Consultants; Mark Riley, College of Pharmacy; Eddie Freyer, USAble Life; Ron DeBerry, Blue Cross/Blue Shield; Rose Gantner, Corphealth; Kathy Lavender, AGFC; and Larry Kains.

Call to Order

The meeting was called to order by Darrell Montgomery.



Approval of Minutes


A motion was made by Diann Gwatney, seconded by Sheila Weddington to approve the minutes of the previous meeting.  Motion carried.

Formulary Transition

Dickerson advised she met with the new PBM and our UAMS consultants last week.  Dr. Jill Johnson reviewed all the drug categories on the list to determine the efficacy of the drug to look at the drug to make sure that the drugs we are trying to eliminate or would eliminate by going to the new PBM are drugs that we need to eliminate.  

1.  Cozaar/Hazaar was already reviewed at a previous meeting, so no action is taken on it.  We will grandfather in the members that are presenting using the drug, if they do not want to go to the generic, and will Cozaar/Hazaar to 3rd tier.

2.  Agrylin is a blood modifier.  It’s an expense drug with few people on it.  There is no alternative to this drug so the Clinical Committee recommends leaving it on 2nd tier. 

 3.  Inderal is a beta blocker and there is an alternative available, Innopran XL which is cheaper and is therapeutically equivalent so the Clinical Committee recommends moving it to 3rd tier.

4.  Vioxx was reviewed at a previous meeting, so no action is taken on it.

5.  Avinza is a morphine derivative and is rather expense. We do not lose any rebate, and morphine sulphate is the equivalent to that and it is the generic so will be moving Avinza to 3rd tier.

6.  Maxalt is for migraines and is cheaper and gives relief in two hours so that is the rationale for leaving it on 2nd tier. 

7.  Kenalog cream - We don’t have anybody on it and there is a generic available so we will be moving it over to the 3rd tier.  When there is a generic available, the drug automatically comes off 2nd tier and moves over to 3rd tier and a vote is not required.

8.  Cutivate cream - There is nobody on it, and the Clinical Committee recommends moving to the 3rd tier for lack of use.

9.  Granulex, there is a generic available for that one, so this one will be moved to 3rd tier.

10.  Allegra – We talked about Allegra at the last meeting.  There are 7,500 people on it, so we will get several calls.  It has already been moved to 3rd tier in a previous meeting.

11.  Beconase is a nasal steroid, and Flonase is superior in one trail, and there are lots of alternatives, so it is recommended to move it to 3rd tier.

12.  Patanol has an alternative, Optivar.  Patanol is more expensive, and would get an $8.15 rebate on the other one, so it is recommended moving Patanol to 3rd tier.

13.  Ocuflox has an alternative, Quixin.  Ocuflox is more expensive, so it is recommended to move to the 3rd tier.

14.  Acular – It is recommended to leave on 2nd tier.  There are indications for this drug that there aren’t indications for on some of the other drugs that are equivalent, so the Clinical Committee recommends leaving it in 2nd tier. 

15.  Saizen is a growth hormone, and the Clinical Committee recommends leaving on the 2nd tier.  It is a cheaper drug but with the rebate it may be a wash, but if it is, it’s a wash.  We aren’t going to lose any money on it.

16.  Didronel is an anti-hypercalcemic drug, and Fosamax is an alternative.  Didronel is more expensive, so it is recommended moving it to 3rd tier.

17.  Hepsera is a hepatitis agent.  It is an expensive drug.  It is used to treat HBV infections, and there aren’t many alternatives, so the Clinical Committee recommends leaving on 2nd tier.  

18.  Rebetol is another hepatitis agent, and there are alternatives, so it is recommended moving it to 3rd tier.

19.  Vantin tabs - a third generation cephalosporin.  The tabs were already 3rd tier, but the liquid was 2nd tier so that’s what the Committee is recommending.  

20.  Avelox is not as useful for UTI as other drugs, so the Clinical Committee is recommending moving it to 3rd tier.    

21.  Biaxin is an antibiotic drug, so people won’t be on them for long.  There is an alternative, Zithromax.  There is an indication for H.pylori, the bacteria that causes ulcers, and it is moving to 2nd tier 10-1-04.  

22.  Macrobid has a generic available, so are moving it to 3rd tier.

23.  Dantrium is a muscle relaxer, and is moving to 3rd tier for lack of use.  

24, 25, 26.  Estrostep FC, Ovcon 35, and Ovcon 50 – These are oral contraceptives, and they have generics available, so they will be moved to 3rd tier.  

27.  Estring is an Estrogen product.  It is cost neutral, so it is recommended to leave it in 2nd tier.  

28.  Cleocin Vag. Cream has no alternative so it will be left in 2nd tier.

29.  K-Lyte has many generic alternatives so it’s recommended moving it to 3rd tier.

30.  Ditropan XL has other alternatives and there is a cost associated with it if we leave this on 2nd tier.  Total cost would be about $22,000 annually, and there is an $8.42 rebate potential, which equates to about $47,000, for a total cost of $69,000. 

Marc Watts with ASEA asked if there was going to be a dramatic difference in the formularies.  Dickerson advised that the list all on this one page are all the differences.  Dickerson stated that the list is only on one page, but what is significant are the numbers.  There are 7,500 in Allegra, and Cozaar/Hyzaar has 2,400, but on this drug if they do not want to move to the Diovan, which will be in 2nd tier, then they will be grandfathered in.  EBD does anticipate receiving several calls.  One way we are going to mitigate the number of calls is EBD is going to send out letters to each person affected by these changes, and give them the alternatives to the drug they are taking which is moving to 3rd tier, and a letter is also going to go out to their physician on these changes, with the rationale for these changes.  Walt Morrison said NMHCRX’s formulary list is more consistent with the recommendations based on proper care.  Some of these decisions on drug therapy are going to cost this plan more to provide the better therapy.  Marc Watts asked when the new cards would be coming out from the new PBM.  Dickerson advised they will be mailed out to the participants sometime in September.  The guide to enrollment Dickerson said will be sent out mid September. Dickerson advised the HRA surveys will not be going out but the information about them will be going out the end of August, or first part of September.  The HRA will be completed on the web or on an interactive voice response system to a toll free telephone number, but a hard copy is not going out with this information.  The PBM will be doing it for us.  

One member brought up the fact that recently someone went to a pharmacy and they didn’t have the generic available and the participant had to pay the $50 for the 3rd tier drug.  Dickerson said this would be very rare.  Pharmacies can borrow from other pharmacies, and that it wasn’t done in this case might have been that on the rare case the other pharmacy did not have in stock the particular drug also.  Another member asked if there was ever going to be an appeals process.  Walt Morrison recommended a $15 fee for being able to appeal a formulary.  Morrison feels that if the participant appeals a formulary and loses, they should pay the fee, and if they appeal and win the participant shouldn’t pay the $15 fee.  Morrison said there are two basic things this plan needs.  First there needs to be an appeals process on formularies, and the other is a true Drug Utilization and Evaluation Committee process.  He stated that right now the DUE Clinical Committee is really a pharmaceutical committee.  They are not a Drug Utilization Evaluation group.  They don’t look at patient profiles, they don’t make assessments, write letters to physicians and/or patients, and so there is a real deficiency from that perspective.  There are times that it is presumable abusing a drug, and times it would be rational; there is no way that this plan addresses that.  Morrison has persuaded the Dean of Colleges at UAMS to incorporate a limited number of patient profile evaluations into their system.  Morrison stated we need a more comprehensive approach than that, and he stated it would pay for itself in the long run.  Dickerson said we could work toward having legislation changed to address this.  Dickerson stated the other thing that we need to have legislation changed is the composition of just these committees.  It is very difficult to get Dr. Golden to meet on Tuesday mornings.  He is a very busy man and we have to accommodate his schedule and his schedule would be Monday afternoon.  It is redundant to come to this committee and do exactly the same thing we did in the DUE Clinical Committee.  It is a waste of everyone’s time, and Dickerson feels both committees should meet jointly and have a true Evaluation Committee.  Dickerson said she would work on that to get legislation changed, but until we get that legislation, we will need to work with what we have.  She feels we really have a really good group in the Fiscal Committee, and a good group in the Clinical Committee.  

Bumpas stated that it needs to state the appeals process should be for formulary drugs.  Bumpas said the committees had looked at an appeals process two years ago and it was found there would be a cost of $250,000 a quarter associated with this appeals process.  Dickerson stated it’s not that a drug is being denied a member.  It’s that they would have to pay a higher cost, and it’s a financial matter.  One member stated she felt the members, especially if they use a particular drug long term, would be willing to pay the $15 appeals fee as recommended by Morrison just to get the drug approved for 2nd tier formulary rather than paying for on 3rd tier - $50.  Dickerson stated that members react without thinking back to their previous actions.  Dickerson stated that everyone who had tried to appeal their particular case when Prevacid was moved to 3rd tier and Prilosec was the generic to be used in its place that everyone, without exception, did not have a legitimate claim, per the UAMS pharmacists, who did a patient profile on each person trying to appeal their claim.  The reasons were they either had not been compliant with their medication, or they did not use the same dosage as they previously had when taking Prevacid.  There was not even one among the 200 members who tried to appeal their claim that could be considered a legitimate appeal.  

Dickerson stated the one drug that really needed to be reviewed is Ditropan, because it is strictly a financial issue.  If Ditropan is kept on 2nd tier, there would be a cost to the plan of approximately $69,000.  One member questioned grandfathering in drugs.  Dickerson stated the only one that would be grandfathered is Cozaar/Hyzaar.  A letter will go out to those who currently use these two drugs and advise them of the generic alternative in an effort to get them to switch.  However, if the member doesn’t want to switch, they will be grandfathered in.  One member questioned which ones had previously been addressed at a prior committee meeting.  Dickerson advised Cozaar/Hyzaar, Vioxx, and Allegra had already been addressed at a previous meeting.  One member asked how many members were using Detrol/LA.  Dickerson stated we could call the PBM while the meeting continues to find out this information.  Walt Morrison advised the following information received from the PBM.   

					No. of  Members Using		Cost

Detrol/LA					2,667				$84.98
								($93.20 - $8.22 rebate)

Detrol						  369				$92.22

Generic – Oxybutynin			  402				$10.05

Dickerson stated the Committee shouldn’t even have to consider leaving Ditropan XL on 2nd tier, when the generic equivalent is much less at $10.05.

Dickerson summarized the drugs on the list that need to be looked at and recommendations made on as follows:  

1.  Inderal LA 
2.  Beconase AQ & Nasarel
3.  Patanol
4.  Ocuflox
5.  Didronel
6.  Avelox
7.  Dantrium
8.  Ditropan XL

Dickerson totaled up the number of members on the above eight drugs, and it totaled 3,000 members with the recommended changes, per the spreadsheet.

Diann Gwatney made a motion that the recommendations of the DUE Clinical Committee, as given in the spreadsheet handed out to this Committee, be approved, including moving Ditropan XL to 3rd tier.  Sheila Weddington seconded this motion.  The motion carried.  

Diann Gwatney also made a motion to recommend the board look into having an appeals process for the formulary drugs with a suggested fee of $15 member responsibility if they lose the appeals and at no cost if they win their appeal. Also included in this motion is the request to get EBD to research to find out who could handle this for the plan.  This is a concept for the board to consider.  Sheila Weddington seconded this motion.  The motion carried.  

Hypnotic Utilization/Dosage Report

Dickerson reported that limitations were placed on Ambien and Sonata at the last meeting. The Clinical Committee wanted to look at the other hypnotic drugs, which was on the second page.  The Clinical Committee, however, has decided to table this issue at this time.  One reason is the Clinical Committee didn’t know if they even wanted to get into as there are significant withdrawal factors when you start taking people off these drugs, and there is some liability there, and so they just wanted to look at some more information.  It may or may not come back up on the agenda in the future.

Nebulizer Utilization

Dickerson said Dr. Golden felt there was a cost issue that we needed to look at.  It is very difficult to separate the cost from the clinical.  They decided not to do anything on this issue.

Actiq Utilization Diagnosis
 
Dickerson advised we looked at the membership on this drug.  This report in spreadsheet form was passed out to the committee.  Dickerson stated it was blinded so the names of the claimants are not on the spreadsheet, only the physicians’ names are on there.  Some are cancer patients, and some are not.  Some have rheumatoid arthritis and other diseases.  The Clinical Committee decided to put a PA limitation on it with a limit of 5 units a script fills, with a PA for more than that. If the request was for more than 5 units with a cancer diagnosis that will be approved.  

Migraine Medication Utilization

Dickerson reviewed the information in the migraine packet distributed to the Committee.  The first three pages basically tell you about the migraine drugs and how many people are utilizing them.  Looking at the various members, you can see some of these members are receiving three different migraine medications each month.  This may or may not be a problem, stated Dickerson, because the Clinical people tell us that sometimes one particular migraine medication may work, while the next time another migraine medication might work, so some patients have more than one on hand.  One of the issues is that the Clinical Committee wanted this to be brought to the attention of the physicians, to do a member profile to the physician(s) to just let them know these are the drugs your patient is taking and other physicians are prescribing these drugs for your patient also, and word the letter very diplomatically.  The PBM is going to help EBD with this effort.  

Dickerson stated that the other piece of the packet given out to the Committee are the fruits of their labor.  Dickerson went over the PPI Summary in detail.  In March through June 2004 is when we kicked in with the PPI effort to try to get people to provide for them over the counter, and you will see the difference in the expenditure.  The ingredient cost went from $5.2 million to $3.7 million, and what the plan paid went from $4.3 million to $2.9 million, and this is just for four months.  June 2004 is when the shortage of Prisolec started, so we don’t really have a good handle yet on exactly how much of a savings there will be per year.    

Dickerson recommends Sha Burke to serve on this committee to replace the retiring Sheila Weddington.  Darrell Montgomery stated that he supports Dickerson’s choice.  This recommendation will go to the Board meeting at this afternoon’s meeting, since there is no opposition to her recommendation.

Bumpas stated that the only thing that the Clinical Committee wanted to bring back at the next meeting was additional information on the hypnotics. 

Walt Morrison stated that one of the things he would like the Committee to take a look at is developing a spreadsheet with all the drugs by class, and get all the other information on the prescriptions, such as co-pays, etc. and come up with costs on the formularies and generics, and ask the PBM for rebates.  Obviously if one drug is far superior to another one, you would have to go with that one.  He stated a spreadsheet needs to be developed on each drug prescribed to our participants this year, value them up in the specific classes.  We have already made some decisions, but there are some additional decisions that need to be made.  It might be after we implement these changes with the new PBM that we need to try and solidify a formulary list that we can go forward with.  It should reduce the need to meet every month.  There will be a heavy workload up front, but less of a workload in the future in doing this.  The other thing that Morrison thinks is important in that regard is he wants the board and the DUE committees to take a look at moving to a mandatory generic incentive program for the patients.  If the patient rather than the physician wants a brand name, then the patient pays the difference between the cost of the generic and the brand.  Right now according to what was stated in the DUE Clinical meeting yesterday 90% of the time the pharmacists and patients have moved to generics.  That way there is a choice coming in.  If the physician states he has a reason and wants a patient to get the brand, then it should be filled.  However, if it is the decision of the patient that they want a brand instead of the generic, then there is a justification that the plan should not pay for an individual’s decision.  He stated, “What about the money paid to the pharmacists to date?”  Morrison wants to take that money and put it in a pool, and he wants to project the cost per member per month over time and give them a target PMPM, and if they come in under that target, then they share that money based on their ability to make those savings.  What will happen then that instead of just changing people from brand to generics is the patients will start calling their physicians stating there is a generic available in that therapeutic class that they ought to be using instead of that brand that they are writing where there is no generic.  So what you have done is you have kept the reimbursement pool there available for pharmacists.  You are not diminishing that in anyway.  What you are doing is changing the objective that the pharmacists have.  They have already taken you from A to B, so you don’t have to worry about a patient uprising because 90% of them are already being filled that way.  The other thing Morrison wants to address with the board on all these decisions is:

The actions of this Board are predicated on the assumption that if any products are approved for the 2nd tier but rebates are not available from the PBM, the manufacturers of the products will make the plan whole.  If a manufacturer does not agree to make the plan whole, their product and others in the same therapeutic class are to be re-evaluated by the DUE Committees and the Board.  Basically what that says is we’ve made this decision, but you can’t be so comfortable that we won’t change it.  Once you have made a decision to place something on 2nd or 3rd tier, why would a manufacturer come in and say they are going to give you any money, so Morrison wants to put that possibility out there by board action that says we are going to re-evaluate if the manufacturer does not make whole.  

Dickerson said that she agreed with that.  The plan can go directly to drug manufacturers, if so desired, to negotiate whatever we want.

Dickerson said another area we need to move in are examples like Ditropan.  There is already a generic out there.  The only difference with the Ditropan XL is that it is long acting and you only have to take once a day, where with the generic, in taking twice a day, the chance of skipping a dose is greater.    

There being no further business, the meeting adjourned. 

