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STATE AND PUBLIC SCHOOL
LIFE AND HEALTH INSURANCE BOARD
DRUG UTILIZATION EVALUATION COMMITTEE 
MINUTES
July 25, 2003, 9:30 AM

The first meeting of the State and Public School Life and Health Insurance Board Drug Utilization Evaluation Committee met on Friday, July 25, 2003, at 9:30 a.m. in the Fifth Floor Conference Room of the 1515 Building.

Members Present 				
Sharon Dickerson, Executive Director
Claudia Barone
Charlie Campbell
Stephanie Gardner
William Golden
.
Others Present
Peggy D’Agostino and Susan Bumpas, EBD; Melanie Kennedy, AELRx; Sheila Waddington, ABA; Diane Gwatney, AHTD; Wendy See, APCS; Cheryl Mokery, APCS.

1.	CALL TO ORDER

The meeting was called to order by Ms. Dickerson

Dickerson gave a brief explanation for the formation of a DUE Committee of the Board and the functions and scope of its responsibilities.  There also was some discussion to establish a meeting time and frequency of such meetings and whether to have a meeting or teleconference.  

Gardner suggested starting by meeting quarterly and after the committee is comfortable about the decisions it could then be done by teleconferencing.  She also stated it would be difficult to formulate decisions without really understanding the task at hand.

Dickerson told the Committee that included in their packets were Goals, and a Missions statement that they need to look at and revise.

Golden had questions about paragraph 1 under Goals and the statement “recommendations without financial considerations.” 

Dickerson suggested striking those words from that statement.

Gardner stated it would be difficult to formulate decisions without really understanding the task at hand.  It was also suggested that Advanced PCS e-mail the information to committee members for their review then they could make a decision accordingly.    

After a brief discussion it was agreed that taking drugs off the formulary is disruptive to the membership. Gardner stated she felt they should start by meeting quarterly and if we get to the point where we are comfortable with how the Committee operates meetings could be done by tele-conferencing.

Dickerson suggested to start with quarterly meetings and that Advanced PCS will e-mail the information for the Committee’s review then make recommendation to either add, not add,  or  delete.  

Ms. Dickerson pointed out the packets which contain Mission, Vision, Goals and Objectives.  We can make changes as we progress.

Barone had a question concerning the first goal which says to evaluate and make recommendations without financial considerations.  She was unsure if formulary recommendations could be made without financial considerations.  

Dickerson suggested that we strike words “recommendations without financial considerations” from the Goals.  She asked if there were any other changes.

The following is a very good example that we are considering adding to the formulary.  A drug that is very expensive that we are considering adding to the formulary.  Every committee that serves under the Board has to always be on the lookout for something

Advanced PCS continuously puts new programs out there that we may decide to put in place.      Telephonic contact applications encourage any medication refills, compliance with the physicians prescriptions and those would be some of the programs we might consider.

Campbell said as a way of controlling drug utilization and he would see that falling under No. 6 – exploring initiatives that will improve health and wellness.  We are starting to get to where it seems lay members were deciding stepped-care approaches where they did not understand the potential ramifications. (A man begins speaking) That’s part of our mission – to monitor programs and comment on the – 

Barone said based on that does the Act need to be changed, because what the Act says is that drug utilization and evaluation sub-committee shall review drugs for formulary management.  So, is this beyond our scope. 

Dickerson said that it was a good point. This committee was formed as a clinical committee; however, I don’t know that it would be beyond the scope.  There are just too many unknowns here.  What would be get into with making recommendations to the PBM about how they are managing various programs.   

Campbell said that in talking to the Senator who sponsored this, it was not the intention that the words were to be limited.  But to make sure this committee covered this item, so the fact that this would go beyond that I wouldn’t see any problem in that by the intention of what was intended there. The other thing, when you oversee these things, everything under this committee is a recommendation to the Board.  It is up to the Board to say they will or will not do something. I think the worst thing the Board has ever done to this committee is to ask for more information.  The Committee is now loaded with honest to God professionals. I think the Board has one medical professional in Dr. Thompson.  Charlie Campbell is a pharmacist and we have two clinical people.  There will be a nurse.  The health-care facilities manage, whatever that other position is, she is a nurse, as well.  I do feel the Board can assign this group some responsibilities. These sub-committees responsibilities were very much duplicated by the Board. That is another reason I feel the Act is not meant to be limiting, but to make it clear it would do at least this. There is some Board discretion in there as to what else we might ask of the sub-committees to do.

Other comments.
Godlen said that Charlie made a comment on the item ….. that without financial consideration.  We all know with the impact that cost effective drug therapy and what I would like to propose is that in that first sentence where we have agreed to say “without financial consideration,” which is the position clinical committees take, that we are doing this in the interest of patient care, that we are going to defend our recommendations based on the efficacy of a the drug.  What about beginning the sentence – to certainly state the cost effective       and evaluate the PDL formulary and non-formulary recommendations for the physical need for the Arkansas State and Public School Employees Life and Health Insurance Board regarding both therapeutic and cost effectiveness.  It puts us on record saying that we are looking at the therapeutics of this drug but certainly we have to consider the cost effectiveness of the drugs.  I’m comfortable with going on record of just saying  in our Mission Statement – that we are looking at both the therapeutic efficacy of the drug as well as the cost effectiveness of the drug therapy.

Campbell said the only comment I would add to that is the concern of what the Senator and others as to how much are we driven by cost, how much of the recommendations we get from the PDM driven by cost and rebates.  Part of the intent of this group was if you will forgive the term “to be pure” about it.  This is the best clinical drug.  Then this is second best, almost as good as. This one is third best and wouldn’t give it to my dog.  That would hopefully give information to a fiscal committee.  I don’t know if Sharon has the same impression or not.  

Dickerson said there was such a negative connotation with the non-clinical people being in the position of making the determination of adding or not adding. She didn’t think it would be construed as extremely negative by the Senator if the clinical committee did look at some aspects of the cost-effectiveness of the drug.  The committee wouldn’t necessarily have to evaluate the full financial impact of the drug.  The committee could make that statement to the fiscal committee.  Telling the fiscal committee that it is clinically effective, it is going to be equivalent to other drugs on the formulary and that the cost is negligible, or cost prohibitive.  There are comments that could made so that they would have that piece of information and make the financial determination on that and this committee would have already provided the information about the cost effectiveness. She thought that in conjunction this committee the fiscal committee actual makes the determination to either back up the recommendation or they come back and they split the recommendation i.e. this committee recommends this, and the financial committee recommends this. The Clinical Committee would not recommend that drug to the Financial Committee because they have reviewed the cost-effectiveness as well, but the Committee would make the final determination.  Working in conjunction the Committee would have the authority to do that.  Do you see it working that way?

Gardner agreed and stated there are so many classes.  Just over the last year most of the decisions made were between two drugs that were comparable.  And many of the times some of the comments were “the rebates are better,” or “these are bundled,” and those things were impacting our decision and we didn’t have all the information about it. Many of the decisions made were based on comments from the PBM about rebates or bundling, or cost issues that were independent of the efficacy.  We wouldn’t even be here if there weren’t cost effective considerations to be made.  I believe it would be important for us to go on record as saying that cost effectiveness be the driving force. I don’t believe they will have a problem with this.  I think what he has the problem with was the fact there were not clinical people making the determination and the driving force was to be the cost.

Dickerson asked the Committee to look over the Mission Statement, Goals and vision and get their comments back to her.


Dickerson told the Committee that they have the Mission Statement, the structure, and EBD will take minutes.  The minutes will be e-mailed out prior to the next meeting.    She also cautioned not  to disrupt the current formulary by creating a new one.  

Dickerson explained to the Committee about EBD.  The Board is a policy-making board and they set all the policies.  EBD’s function is to carry out that policy.  EBD had an eligibility system in our third party administration called UICI.  But with AASIS – EBD did away with the contact they had with UICI and the plan was fully insured for 2001.  

EBD didn’t have an eligibility database.  EBD lost it. EBD still doesn’t have an eligibility database. There is AASIS, and there is a program called non-AASIS for our state employees.  There is absolutely nothing for our school employees.  EBD cannot tell you how many school employees they have.  A state employee can be found in AASIS.  Dickerson said that EBD has to have the new system up and running by Oct 1.  That is the situation we are in.

Golden asked what is the status of the plan?

Dickerson responded – We have a report to give you a little later on about the status of the plan.  But I can tell you the plan is in better shape because the pharmacy component of the plan.  We’ve actually spent less money in 2002 than we did in 2001.  And I don’t think there is a plan anywhere in the US that can say that.  We have managed towards the rebates to maximize the rebates so that has really been the driving force.  The fact that we have managed the plan well and put some things in place doesn’t negate the fact that we’ve got to continue to do this because we’ve got savings right now.   We will be setting the rates today in the Board meeting for the state employees and the pharmacy portion of the cost is 21%.  The physician remains the gatekeeper and is unbiased by any sort of money in that position. The pharmacist has some sort of incentive to talk with the physician about it but the physician is not biased by $2 in terms of whether we switch to a generic product.  

Campbell said that many patients are not too comfortable taking a prescription to the pharmacy and having that prescription changed. If we are going to have the plan it’s got to be out in the open so that all participants are aware of it, including the physicians.

Dickerson – it is out in the open but we have not sent anything to the physicians explaining it to them.

Barone said that if a  nurse has prescriptive authority they need to be included in this dialog.  They serve many of the employees in the rural parts of the state that otherwise might not receive health care.  

Dickerson asked what would be the best vehicle to communicate with the advance practice nurses send it to the physician’s office? 

Barone said no. It’s not affiliated with the PCP.  But that is not going to reach all of them.

Dickerson -  What vehicle would you suggest? 

Barone - Probably through RN Events Practice Council. 

Dickerson - Let’s look at page 4 = Formulary Management.  Advanced PCS is our contracted PBM right now.  The state owns its own formulary.  Formulary deletions must be approved by the Board.  We do have a standard exclusion list.  Not all drugs are covered and that is listed there for your review.  

Golden -Do we have any smoking deterrents? 

Dickerson – That is something this committee needs to look at.  We’ve thought about it in the past, but it’s always been an exclusion, but that doesn’t mean it has to continue to be an exclusion.  But there would have to be some study about smoking deterrents so it can be added to the formulary.  It has been my experience that people who need smoking deterrents don’t quit smoking.  I think we need to study those things. 

Golden -They are about 30% effective. May take several times to get them done.  But every time you have a member to quit you will be ahead. 

Dickerson - It has been my experience that people will use smoke deterrents but they don’t quit smoking.  

Golden - How do you determine what is cosmetic and what is dermatological?  

Dickerson -The diagnosis.   

Dickerson asked Melanie to do some research to see if there is any way if any of the PBMs AEL deals with – what the industry standard or industry practice is and we can move in that direction.

Golden - We could use dummy DEA numbers.

Mokry - The problem with that, and I realize we have a law problem here, we lose all their identification with some of the services we are trying to provide in disease management and things like that.  We follow the law to the detriment of our consumers at the moment, until some change could be made like license number.
  
Dickerson – even the dummy numbers have to add up and mean something or the claim does not communicate.  That is why we could not use the license number in that slot.  There has to be another slot for the license number

Mokry will research and report back.

Bumpas reviewed the prescription drug program. 

There was a discussion concerning NTI.   Narrow therapeutic index – these medications do have generics available but because studies have shown their uptake may be different from the brand it may jeopardize the patient, but if a patient is on Lanoxin we wouldn’t penalize him and make him pay the non-formulary co-pay. They would pay $25 even though there was a generic available.

Golden - that’s very controversial.

Bumpas – We have physicians calling into our office and their patients were on the brand and were paying $50, but the patient had tried the generic and didn’t have a response.

There was some additional discussion.  

Golden – the real questions is – are AD rated generics equal to brand drugs.

Mokry will look at utilization and report back. 

Golden – Cox-2 are often used outside of the approved indications. Some of these are being prescribed for non-narcotic pain control, post-operative, in situations other than orthopedic procedures.  Especially where narcotic use for patients in the past has been very detrimental to their well-being, just their daily functioning.  

There was discussion on Growth Hormone Replacement for adults with intrinsic Deficiency. Does the plan want to change its policy and cover without documented pituitary damage?

Golden - How do you establish the criteria?  If this is a product for our approval, if there are additional FDA approval indications which are ongoing and it goes to the committee that develops prior authorization criteria is then included in your criteria to approve it, then you don’t bring it to this committee?  Right?  
It would have been possible today for you just to have brought before the committee to approve changes in criteria for the approval of this product.

Response – yes.

Golden - Then you would not have to have knowledge of this one isolated person.  However, it would be good if you had all the pieces of information to approve the criteria. We will try to bring all the pieces together for you.  You may know there is someone out there trying to build up his practice for whatever reason.

Dickerson – you want additional information and we will get back to this topic.

Hartnedy – when decisions are frequently made like this, we ask was it unanimous, that type of thing, so we would appreciate very clear consensus or a vote – I know you are professionals who quite obviously have something that most of us board members are going to lean on.  It makes a difference to us if we say “everybody said on this, do this.  It was pretty evenly split.  We have less qualms about saying, well, why don’t you get us some more information, or something like that.  Either an obvious consensus or a clear vote would be appreciated  from the Board.

Dickerson – is there is any other business we need to discuss we will take it to the Board this afternoon.  We will be electing a new Chairman and Vice-chair.  All of you are welcome to go to the Board meeting if you would like.  

Gardner -The only question I have we talk about when we are going to do these meetings.  I’ve been on this committee for a while and then Wed before noon are the only time I cannot do. 
 
Dickerson – is there one day better than the other? (various days and times were discussed)  It was set for the first Wednesday afternoon of the month 1 pm.  September 3rd at 1 will be the next meeting. Then November 5th.  Then we will get on track.

If you will get back to me with the changes.

Meeting Adjourned.  


