
State and Public School Life and Health Insurance Board
Clinical Drug Utilization and Evaluation Committee
Minutes
January 14, 2004 


The 4th meeting of the State and Public School Life and Health Insurance Board Clinical Drug Utilization and Evaluation Committee (hereinafter called the Committee) met on Wednesday January 14, 2004, at 1:00 p.m., in the 1st floor conference room in the 1509 building.

Members Present					Members Absent
William Golden					Joe Thompson, MD
Stephanie Gardner                                                      Iris Tatom, RN
Charlie Campbell

Sharon Dickerson, Executive Director 

Others Present:   Susan Bumpas, Laurie Fowler, Employee Benefits Division; Wendy See, Cheryl Mokry, Advance PCS; Chris Lindsey, Novartis; and Dr. Walter Morrison, Dr. Jill Johnson, UAMS PBM Consultant.


Call to Order

Golden called the meeting to order.

Approval of Minutes

Campbell had an objection to the minutes. He discussed the need for a procedure on getting motions and seconds to the DUEC Financial. With the sensitive issues discussed, this committee needs to provide a motion, a second and officially go on record with the recommendation so that if it is a controversial recommendation everyone would know how each one voted.
Bumpas stated this would be noted.
Gardner raised the issue of attendance by member or designee if member couldn’t attend. What can be done to make that happen?  
Bumpas suggested e-mail as a group of who is coming. Since some members are appointed by the Board, Sharon should be consulted regarding changes. 
Golden questioned whether State Statutes would allow designees. 
The group discussed primary and secondary designees.
Campbell briefly discussed Senator Malone’s interest in changing the Committee structure. He stated specifically, he (Senator Malone) wanted to have representative parties from College of Nursing, College of Medicine, Board of Pharmacy, and College of Pharmacy.  There is an issue with nursing. We haven’t had a nursing representation on this Committee and if Senator Malone wants to address that politically with the Dean of the College of Nursing that would be his prerogative to do that . “For us to continue as we have for the last couple of meetings with three people here, I’m uncomfortable making the magnitude of the decisions we’re making with three people present.”
Golden stated that it is not a good process. He mentioned that they had talked to the Board about having more people, but by statute they didn’t think they could address that issue. 
Campbell said that Dr. Thompson needs to make a decision as to whether he has the time to participate; and if not, then that needs to be addressed. 
Bumpas said she would speak with Sharon and see if she could address the issue with Dr. Thompson and get with the Dean of the College of Nursing to see if there is another designee whose schedule might be more flexible. 
Campbell said as he looked back through the enabling legislation for this; the Physician Healthcare Provider is still appointed to this Committee by the Governor and the designation of the member who serves on this Committee from the Board is simply the Physician Healthcare Provider on the Board.  It doesn’t say or designee, it simply says the Healthcare Provider is the individual representative on the DUEC.
Bumpas said she will bring the Committee’s concerns to Sharon for her to address. 
Golden agreed. 

Minutes approved with comments above.

Introduction: New PBM Consultant

Bumpas introduced the new PBM Consultant, UAMS. Introductions were made. 
Dr. Morrison explained their function. The recommendation was made to consider an over-the-counter (OTC) policy and to carry that forward to the financial committee.  The Committee should review various therapeutic categories and when it makes sense allow coverage of OTC in lieu of the legend drugs.  Following that, investigate the plan design that relates to that.  Patients would need to have incentives to make the decision. From a therapeutic point of view, there is no detrimental effect based on this Committee’s decision.  Financially, we want to reduce the cost to the patient whether that is no co-pay, $5.00 or $10.00.  The pharmacists must not have a disincentive so they shouldn’t loose money in the transition. Finally, move those remaining drugs left in the therapeutic category to third tier. On the Proton Pump Inhibitors (PPIs) block National Drug Code (NDC) of all other products and use prior authorization to address exceptions as needed.  Morrison requested the committees adoption of the policy to cover OTC, right now PPIs and Claritin and related products.
Golden asked to stay with PPIs for now.  Request the scope of the consultant arrangement and what kind of issues they would bring to the Committee.   
Morrison stated they are to serve as staff in regard to literature searches and documentation to enable informed decisions. Requested one point of contact for conveying information from the consultant to Employee Benefits Division (EBD) to the Committee members. 
Bumpas will be contact at EBD for Committee information distribution, Golden agreed. Bumpas requested e-mail distribution list made for all of the PBM Consultant staff.
Gardener will provide the list of addresses. 

Old Business
Singulair age utilization
Follow Up: Neurontin Letter

Mokry presented information for FYI only on utilization of Singulair by age.
Golden was concerned with the utilization by members over 40 and 50 as this is a pediatric drug. 
Gardner asked Mokry if this was the trend in other plans. Mokry said yes this was the trend for other groups.
Golden requested additional data for the previous 18 months to see if there has been a growth in the older population to see if this is being used for allergies as opposed to inappropriate prescribing for COPD.
Mokry will provide additional information to the committee on age trending.
Gardner asked if EBD could link usage to ICD-9.
Bumpas explained that the information could be provided to the physical health carriers. Member ID numbers could be screed for diagnosis codes.
Golden asked about communication to Primary Care Physician on patterns and usage and things like that. 
Mokry stated that currently there is no physician report card or communications sent from Advance PCS, but the capabilities are there. 
The committee discussed what benefits would be gained from member identification and it was determined that the focus should be on provider education.  
APCS will bring the committee examples of physician education.
Gardner stated that it is important to be able to identify the diagnosis.
Mokry reviewed the option of placing Singulair on step-therapy. 
Campbell asked about extracting the diagnosis codes from another data base. 
Bumpas explained that claims data and member numbers would be given to the physical health carrier so that they could identify the diagnosis.  
Discussion on physician profiling and prescribing patterns developed.
Golden stated that it was beyond the Committee’s capacity and time to look at individual physician behavior.  Looking at patterns of drug use to determine how different drugs are being used, we could probably look at that. Don’t believe we have the existing capacity to send communications to individual providers.  The charge of the Committee is to help the insurance program make decisions on the formulary. 
Campbell agreed and discussed the initial discussion on the charge of this committee and the enabling legislation identified a DUEC Clinical to look specifically at clinical issues and a DUEC Financial to look at cost issues.  The first issue raised was that it is almost impossible to separate those two issues. When looking at clinical issues certainly financial issue will arise and even though they have to be made on sound clinical judgment, to say we’re just looking at clinical issues and sending them to the DUEC Financial, we agreed collectively to address some of those issues. 
Gardner stated that if an educational piece is to go to prescribers, we have to reevaluate  the same providers 6 months later to see if utilization changed at all.  
Golden agreed.  
Gardner explained that part of the UAMS contract is to provide patient profiling review.  Identifying these patients by number of prescriptions per month may be one way or look at people with more than 10 prescriptions per month.  If we notice that out of 200 members, 20 are on Ambien and have been on it 6 months which would be inappropriate given the indications for that product.  Does that information need to come to this committee because of the percent of that group who have a potential prescribing flaw.
Should that be a group problem or a profile problem?
Golden stated that it was a profile problem, the question is what are you going to do with sleeping medications and what do you put in place to manage.  A patient on continuous benzodiazepines or something like that is hard to distinguish what is going on because of the nature of some of these patients.  However, if a large volume of these patients who get stated on Ambien and stay on it, permanently, we have a class issue and I think we can address it that way.  Look at ways to put into place some sort of breaks on in the system. 

Dickerson stated the goal of the board is to effectively manage the drug program, and we must be efficient in the management of the program. Dickerson announced that in the very near future we will have the ability to have claims information on hand. Both medical and pharmacy claims.   Once we have that data, we can take that information to the Board and act on it, if it is sending out information on prescribing patterns or what ever. 
Golden stated that if the scope of this committed was broaden dramatically, which would be hard for three people, and an analysis of Ambien was done and it was found that a dozen physicians had 70 % of their patients on Ambien for more than 6 months.  I could see some sort of communications being sent saying that Ambien is supposed to be given on time limited basis and you had taken care of a minimum of x number of patients and out of those 70% are on Ambien for more than a year.   That type of communication makes more since than to say you have taken care of Mr. Jones and he’s been on Ambien for six months.  The latter would be counter productive if not ignored kind of letter. We would have to look at the tone, style, and intent. In single cases it’s easy to make judgment from a distance without knowing detail. Looking at patterns within aggregates we could do something with that. 
Dickerson agreed and sited and example of making an assumption without having specific information but when specific information had been obtained, judgment was changed.  Ways to manage the program will have to be explored after we get the data. Member and provider outliers must be reviewed in the future.
Morison sited experience with the Medicaid program. Generally they have had positive results in terms of responses.  Most provides want to do a good job and sometimes just fall into sloppy habits. When this is called to their attention a change occurs.   We need to develop what the coverage of the committee would be and if we go into individual practitioners issues then we’ll need a protocol for that. 
Golden stated the committed should start with aggregate date.
 

Golden will draft letter for Neurontin.

New Business
Class Review
ARBs Angiotension II Receptor Blockers (anti-hypertension)
HRT  Hormone Replacement Therapy
OCs  Oral Contraceptives

Campbell clarified that when there is a class review, APCS will present something then the consultant will present something.  
All agreed

There was a discussion about rebates and how they are obtained. The contract with Advance PCS guarantees rebates for staying in compliance with their national performance drug list, which has been done.
A discussion followed about Avalide/Avapro and Diovan and the issues surrounding the changing of the formulary where these drugs are concerned. 
Mokry stated there must be 2 ARBs and we are now out of compliance with the rebate rule.  Cost shares between Diovan and Avapro were presented as well rebate information. It was recommended by APCS that Diovan be moved to third tier. 
Mokry requested a discussion on the clinical merits of Avalide/Avapro, Cozar/Hyzar and Diovan. 
Golden stated that Avalide is more expensive when paying out of pocket but with the rebate it’s cheaper. 
Mokry agreed and requested a clinical discussion.

PBM Consultants clinical evaluation:
Jill Johnson presented clinical information on Valsartan (Diovan) which data on hypertension, proteinuria, and diabetes and heart failure.  It’s not FDA approved but trials show that it works to reduce microalbuminuria in patients with or without hypertension who have diabetes type II.  It lacks one of the FDA labels.
Losartan (Cozaar) lacks data in heart failure and no studies could be found in heart failure.
Eprosartin (Teveten) again, lacks data in heart failure but has good data in proteinuria and may be getting that label and has hypertension data and Candasartin (Atacand).  
Candasartin looks the most promising because it has the hypertension label.  Four articles of CHARM data just came out where four different populations in heart failure were studied all either already on an Ace Inhibitor or using an alternative to an Ace Inhibitor or using it on  people who didn’t have heart failure yet, normal ejection fraction. Even though it lacks the proteinuria data, it is our recommended that Candasartin be considered just looking at the scientific data and not considering rebates. It looks good, Losartan looks good and Irbesartan and Valsartan. Olmesartan (Benicar) only had rating in hypertension.  For hypertension, they are essentially the same. Losartan (Cozaar) is probably the weakest and the one that would most likely loose control of blood pressure during the day. Hypertension wise, not a lot of difference. 
 

Golden requested clarification on Advance PCS’s utilization chart and suggested that making the format to an easier to read will result in less confusion.
A discussion followed about how the Advance P & T committee reaches decisions and minutes from their meetings were requested. To keep from changing the formulary around again, Dickerson asked if these members could be grandfathered. The committee is charged with the efficacy of the medication, not the financial side.
Gardner suggested sending this to the financial committee and keep Diovan or Atacand. 

Campbell seconded.

A discussion followed regarding how decisions are made sometimes for a thousand clients. When information is sent to the financial committee they will have rebate information. Dickerson stated the financial committee will factor in the members and physicians as well as the money.  
Dickerson and Gardner stated there is no way of knowing how the committee will decide on this issue.
Golden stated that Advance PCS not have negative rebate contracts. 
Golden asked if the were any objections.
Motion passed

Mokry stated that a request was made that Activella be reviewed. This is a combination of estrogen and progesterone. Formulary medications in this class are FemHRT, PremPro, and PremPhase. There a fewer than 500 members on Activella. 
Mokry’s recommended neutral 
The cost was discussed and Golden moved to not add to the formulary.
It was discussed why this was being reviewed for one member request.  Fowler stated she had spoken to multiple members asking that it be added.
Golden motioned no change.
Campbell seconded
Motion passed

 
Mokry presented Yasmin also had been requested to be reviewed for formulary addition.
A brief discussion on oral contraceptives and formulary considerations developed.
Campbell motioned to approve.
Golden seconded.
Motion passed

It was discussed that the entire class will be reviewed.

Mokry recommended that Seasonal be reviewed as it is packaged in a 3 pack and is currently available at the 3rd tier co-pay; this too needs to be reviewed. Members are able to get a 3 months supply for 2 months copays.

It was decided that the requests for review should be obtained by no less than 5 member requests. Review will be done for physicians on a case by case occurrence.
Campbell motioned
Golden seconded
Motion passed

PPI Discussion

There was discussion about the options of adding OTC’s to the plan. The cost comparison between the brand and the OTC could save the plan millions of dollars per year. 
The issue of reimbursement to the pharmacist as an incentive to push the OTC as opposed to the more expensive brand drug was discussed. It was decided that the incentive should be in favor of all involved.
Johnson recommended that the plan cover OTC Prilosec and exclude Prilosec and Omeprazole from coverage and move all other PPIs to third tier. 
Morrison clarified the recommendation to cover 42 pack OTC Prilosec by prescription and pay pharmacist a $13 fee to make sure the pharmacists don’t have a disincentive for the transition.  This was discussed in detail. 
Campbell motioned to recommend, covering Prilosec OTC at a $5.00 co-pay, moving all PPIs to third tier, with a one year incentive for the pharmacy in the amount of $7 to $13 then re-evaluate. 
Golden agreed (seconded) with motion but incentive the pharmacist for one year and then revisit.   
Gardner stated this should save the plan several million dollars. Dickerson agreed. 

A request was made to see more info on the cost difference, to look at return based on cost and based on co-pay incentive, criteria will be based on market share. 
It was agreed that there will be an appeals process, if the ordering physician requests the brand it can be pre authorized and member would get at the 2nd tier co-pay if the member has ZE (Zolinger-Ellison Syndrome) Bumpas also requested that the member be able to appeal. It was discussed that exceptions should be few and rare.  If any members were found to have ZE, they would be allowed access to any PPI for the 2nd tier Copayment. 

Motion passed


Non-Sedating Anti-Histamines
Golden stated that he had raised the issue questioning if Non-Sedating Antihistamines were equivalent and that there is literature questioning their equivalence as well. 
Dickerson said we’ve been hearing the wrong information. 
Johnson looked at Zyrtec, Claritin, and Allegra. Seasonal allergies are better handled by Zyrtec. Not much difference between Claritin and Allegra. No head to head study with Clarnex. Zyrtec is by far the best drug and lasts the longest. 
Golden suggested maybe a step therapy approach for Zyrtec.
Campbell asked Johnson if the existing 3rd tier placement was rational.  
Johnson stated that keeping this on the 3rd tier was not a good idea as a lot of children take this and do not suffer the sedation that may occur in adults. Parents may be reluctant to pay the $50 and give the children Benadryl instead.  There was discussion on setting age limits. 
Mokry stated that utilization for these medications has decreased by 34% since the introduction of the OTC’s Claritin.  Golden requested further review at next meeting about adding Zyrtec and incentives for Claritin OTC.

Topics for Future Discussion

We need to decide on a good time to meet so that all of the members would be able to attend.  
Campbell stated he believed more than 3 people were needed and that he had called Senator Malone and explained the situation that some of those assigned were not in attendance.  If Dr. Thompson or nursing can’t be here, we need other members assigned. 
Sharon explained she will consult with Senator Malone in regards to Dr. Thompson who stated he didn’t feel he is a good candidate because he is only familiar with Pediatric Medication. She said she would attempt to get Senator Malone to amend the language to say Dr. Thompson or his designee at the next session and do the same for all of you in the event you can’t attend.   

The committee tentatively agreed to meet Thursday 8:00am March 11, 2004.  An email will be sent out to confirm. 

The meeting adjourned.



