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The Division of Health Care Financing and Policy (DHCFP) Drug Use Review (DUR) Board
conducted a public meeting on April 24, 2014 beginning at 5:30 pm at the following location:

BEST WESTERN AIRPORT PLAZA HOTEL
1981 TERMINAL WAY
RENO, NV 89502-3215

Board Members Present:
Paul Oesterman, Pharm.D., Chairman; James Marx, M.D.; Dave England, Pharm.D.; Jeff
Zollinger, D.O.

Board Member Absent:
Larry Nussbaum, MD; Chris Shea, Pharm.D.

Others Present:

DHCFP:

Coleen Lawrence, Chief, Program Services; Mary Griffith, RN, Pharmacy Services Specialist;
Darrell

Faircloth, Senior Deputy Attorney General;

HPES:
Beth Slamowitz, Pharm.D.

Catamaran:
Carl Jeffery, Pharm.D. Account Manager; Mariellen Rich

Others:

Alan Kaska, Abbott; Charlie Collins, Gilead; Sandy Sierawsky, Pfizer; Brooks Hubbard, BIPI;
Marcus Laughlin, BIPI; Charissa Anne, J&J; Mary Kay Queener, J&J; Shane Hall, Purdue;
Mike Stauffer, J&J; Camille Kerr, Allergan; Deirdre Monroe, Allergan; Betty Chan, Gilead:;
Melissa Walsh, Nova; Kim Laubmeier, Otsuka; Krystal Joy, Otsuka; Scott Larson, BMS; Lori
Howarth, Bayer



1) Call to Order and Roll Call
Meeting called to order at 5:30 PM.

Roll Call:

Carl Jeffery, Catamaran

James Marx, MD, Las Vegas Pain Management and Addiction
David England, Pharm.D., Las Vegas

Paul Oesterman, Pharm.D. Reno

Darrell Faircloth, Deputy Attorney General

Jeff Zollinger, Pain Specialist in Reno

Mary Griffith, DHCFP

Coleen Lawrence, Chief Clinical Policy Team, Nevada Medicaid

2) Public Comment
None.
3) Administrative
a) Review and approve January 23, 2014 Meeting Minutes

James Marx, MD: requested the minutes to be more abstracted.

Paul Oesterman, Pharm.D., Chairman: Page 9, spelling correction for medication “Xeljanz.”
Dave England, Pharm.D.: Moved to accept meeting minutes.

James Marx, MD: Second.

Board votes unanimous, “Aye.”

Minutes approved.

b) Status Update by DHCFP

Coleen Lawrence: Provided updates on:

ICD-10. Implementation has been delayed another year. We are looking at 2015
now. The policy updates will still be coming to the Board for small changes.

CMS has asked states to do another State Plan Amendment for benzos and barbs for
2014. We will be submitting that. No policy changes with this, we are just
keeping the State Plan up to date.

DHCFP has been preparing budget concept papers to our Director’s office. They
must be submitted by next week. There are a lot of ideas, provider rate
increases, and some others.

Presentation of Clinical Steering Board

Based on practices and changes across the Board, HP presented this information
and we’re very impressed with the emergency room visits.



Beth Slamowitz, Pharm.D.: Called Ross Merritt, Senior Analytics Consultant, who put the
presentation together but was unable to connect. Slides presented:

ER FrequentFliers: Population Metrics

« Patients: 112

« Average Age: 41

« 51% Male (44%in all MV Medicaid)

+ ERvisits: 4 425 (39.5visits per person)

+ 93 patients with at least 1 inpatient admission (692 total admissions)
« Patients saw an average of 19 providers

« Patientsfilled 75 prescriptions each

« §7.1 millioninnetpayments in FY 2013 (all services)

* More likely to reside in Elko County (11%vs 2%)

@

James Marx, MD: Are those 19 ER providers?
Beth Slamowitz, Pharm.D.: Those are 19 providers in general. They looked at the total claim
history as a whole.

MostCommon Diagnoses

= Hesp Sys/Oth Chest Symp (93% of frequent fliers™)
= Other Abdomen/Pelvis Symp (91%)

= General Symptoms (83%)

= Other Soft Tissue Dis (71%)

* Symptoms Invol Head/Meck (69%)

= Back Disorder NED & NOS (67%)

= Gl System Symptoms (63%)

= Joint Disorder NEC & NOS (62%)

“03% of patients had 3t le3st 1 ER visk Wi 3 primary diagnosts of Resp Sys/0M Chest Symp (Dx Code 786.)
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Chronic Conditions
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Beth Slamowitz, Pharm.D.: Everything is higher than the general population except obesity
which is under diagnosed.

PrescriptionDrugs

= Forty-four percent (44%) of prescriptions are Central Mervous System
drugs.

« AnalglAntipyr, Opiate Agonists

« Anticonvulsants, Misc

+ Benzodiazepines

+ Psychotherapeutics, Antidepressants

= Cardiovascular Agents (12%)
» (Gastrointestinal Drugs (7%)
= Anti-Infective Agents (V%)

= Autonomic Drugs (6%)



PrescriptionDrugs— Top 10 by Net Payments,
Egg;leguent Fliers
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Beth Slamowitz, Pharm.D.: Looking at the acute admits, the number doesn’t increase that
much, 2.8% over 5 years which is good. That might have some to do with the secondary
clinics, the urgent care clinics.

Admission Trends by DRG

DRGs with largest 5-yearincreases (at least 10 admissions in FYD9)
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DRGs with largest 5-year decreases (at least 10 admissions in FY09)
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Membersw 9+ Admissions: Population Metrics

= 105 Members

= 45% Male (vs 43% Male for all FFS Medicaid)

= Average age: 421 {vs 33.7 for all FFS Medicaid)

= Saw an average of 19 providers (same as ER frequent flier
population)

= Patients filled 76 prescriptions on average (same as ER FF
population)

= More likely to live in urban Clark County (85% vs 64%)



Coleen Lawrence: We are looking at the fee for service claims. Saying it was Clark County,
right there you have a very specific population that we are talking about because in Clark
County and in Washoe County, we have what we call “Moms and Babies”, and our age, blind
and disabled patients. You have a very select population who are not in managed care that are
in this group. This was before the Medicaid Expansion.

Membersw 9+ Admissions: Admissions by
BRG.,*F‘MMSS inthe high admission population, as % of all admissions
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Avoidable Admissions- Introduction

The Prevention Quality Indicators (PQlz) are a 2et of measures that can be uzed with
hospital inpatient dizcharge data to identify quality of care for "ambulatory care sensitive
cenditions." These are conditions for which good outpatientcare can potentially
prevent the need for hospitalization or forwhich earlyintervention can prevent
complications or more severe disease,

Even though these indicators are based on hospital inpatient data, they provideinsight
into the community health care system or services outside the hospital setting. For
example, patientz with diabetes may be hospitalized for diabetic complications iftheir
coenditions are not adeguately monitored or if they do not receive the patient education
needed for appropriate gelf-management.. ..



Avoidable Admissions— Introduction (cont.)

With high-quality, community-based primary care, hospitalization forthese
illnesses oftencan be avoided. Atthough other factors cutzide the direct control of the
health care system, 2uch as poor environmental conditions orlack of patient adherence to
treatment recommendations, can resultin hospitalization, the PQlz provide a good =tarting
point for azzessing guality of health zervices in the community.

They can be usedto provide a window into the community — to identify unmet community
health care needs, to monitor how well complications froma number of common
conditions are being avoided in the cutpatient setting, and to compare performance of
local health care systems across communities.

For more information, pleaze 2ee hitpiwwwgualtyindicators.ahrg.gov

Avoidable Admission Trends

Avoidable Admissions, FY 2008 - Fy 2013
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Paul Oesterman, Pharm.D., Chairman: The column on the left, is that patient days or total?

Beth Slamowitz, Pharm.D.: That is total.

Avoidable Admission Trends (cont.)
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Office Visit Trends, FY 2009 - FY 2013
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Paul Oesterman, Pharm.D., Chairman: Thanks Dr. Slamowitz for the presentation. The
Board will review and come back with some ideas and recommendations for the next
meeting.

The Board discussed access to health care or lack of using the care that is available. It was
suggested to look at more than just ER, but also looking at labs, primary care visits,
compliance. Coordination of care and care management were mentioned as possible areas to
help.

Paul Oesterman, Pharm.D., Chairman: Requested a report to see something along the lines of
how often the ER frequent flyers are using other services including pharmacy.

Dave England, Pharm.D.: Asked how Nevada compares to other programs.

Coleen Lawrence: Stated that Medicaid programs are hard to compare, but New Mexico is
close to Nevada and we should be able to get some comparisons.

Paul Oesterman, Pharm.D., Chairman: Also suggested a closer look at asthma and diabetes
patients.

4) Clinical Presentations
a) Presentation of sofosbuvir utilization and clinical information

Paul Oesterman, Pharm.D., Chairman: Recuses himself from the discussion due to a financial
interest. Dave England, Pharm D. steps in to chair the meeting for this agenda item.

Betty Chan: On behalf of Gilead Science, stated the recommendations are consistent with the
label. The only population was not addressed was the HIVV/HCV co-infected patients. On our
label we do have an indication for the co-infected. The recommendation is the same as the



mono-infected. She recommended adding that indication under number 1, “the following
guidelines apply to HCV mono-infected and HCV/HIV co-infected with HIV™.

CarlJeffery, Pharm.D.: Presented clinical information and utilization trends.
Members discussed the treatment guidelines and goals of the PA criteria.

Carl Jeffery, Pharm.D.: Requetsed the Board to add a quantity limit of 12 weeks of therapy at
a time limit. Also adding a letter “E” to the criteria for the co-infected patients.

Dave England, Pharm.D.: Proposed to accept the presented criteria as-is, with the addition of
“E” that talks about the HIV co-infected and then changes on the quantity of 12-week
intervals based on genotype.

James Marx, MD: | so move.
Jeff Zollinger, DO: Second.
Board votes unanimous “Aye.”

Paul Osterman, Pharm.D. returned to Chair the meeting.

b) Presentation of Hepatitis C Protease Inhibitors utilization and clinical information

Mary Kay Queener: Of Johnson and Johnson stated the PA criteria largely matched the
package insert. She requested two changes. Under treatment continuation for weeks 9
through 12, the criteria calls out treatment naive and prior relapsers, but in the package insert,
prior-partial and null-responders are also included. She recommended adding those in as well
or maybe just not have the particular sub-types called out. She also recommended under
number one for treatment initiation, adding pre-screening the patients who have genotype 1A
for the NS3 Q80K polymorphism because there is significantly decreased efficacy if they
have this polymorphism.

Carl Jeffery, Pharm.D.: Preseented clinical information and utilization trends.

Members discussed the duration of therapy and quantity limits.

Paul Oesterman, Pharm.D., Chairman: Suggested the addition of the Olysio product to the
current class. He called for approval of the revised criteria to include the addition of a 1. D.
patients must NOT have NS3 Q80K polymorphism prescreening. And add E to include null-
responders and prior-partial responders.

Dave England, Pharm.D.: So moved.

James Marx, MD: Second.

Board votes unanimous, “Aye.”

10



c) Presentation of palivizumab utilization and clinical information
Public Comment: None.
Carl Jeffery, Pharm.D.: Presented clinical information, utilization statistics and current
criteria. He stated the current criteria was not quite aligned with the guidelines. In letter B,
the new guidelines state the age should be 28 weeks and 6 days instead of just 28 weeks of
gestation. So that adds that time to align with the guidelines. The other change is adding that
the recipient is under the age of two at the start of the RSV season. As it is now, if they turn
2 during the season, they technically don’t qualify any more.
Board members discussed by Board about RSV season definition.

Paul Oesterman,Pharm.D., Chairman: Proposed a motion to approve the revised criteria for
Synagis.

Dave England, Pharm.D.: So moved.

James Marx, MD: Second.
Board votes unanimously, “Aye.”

d) Presentation of proton pump inhibitor use and clinical information
Public Comment: None.
Carl Jeffery, Pharm.D.: Presented a brief clinical background, utilization and the current PA
criteria. He suggested loosening the criteria to make them more accessible, and adding
quantity limits of one per day.
The Board discussed quantity limits and concomitant use with other similar agents.
Paul Oesterman, Pharm.D., Chairman: Proposed a motion to approve the revised proposed
criteria to include three steps with an “or” between each and the first two steps as presented
and the third with the criteria of concurrent therapy with a PPI with an H2 antagonist or
sucralfate.
Dave England, Pharm.D.: So moved.

James Marx, MD: Second.

Board votes unanimously, “Aye.”

11



e) Presentation of immunomodulators use and clinical information

Sandy Sierawsky: with Pfizer, spoke on Xeljanz. She provided details on the mechanism of
action, indications, administration, and contraindications. She pointed out the title on the
criteria is “Injectable” but Xeljanz is an oral product.

Mary Kay Queener: with Johnson and Johnson, provided information regarding Stelara and
the new indications for psoriatic arthritis and pediatric Crohn’s and pediatric ulcerative
colitis.

The members of the Board discussed how best to list the different drugs for the treatment
with the different indications. The rules and exceptions for the decision process were
discussed.

Paul Oesterman, Pharm.D., Chairman: Suggested the following changes to the criteria:
remove the word, “Injectable”, remove the specific brand names associated with each of the
conditions, and then the next time we will bring back the criteria to include pediatric Crohn’s
and pediatric UC.

Dave England, Pharm.D.: So moved.
James Marx, MD: Second.

Board votes unanimously, “Aye.”

f) Presentation of products used to treat ADD/ADHD use and clinical information

Sandy Sierawsky: with Pfizer. talked about Quilivant XR. She identifies when it is
prescribed by a psychiatrist, the criteria is less restrictive. She provided data from IMS Health
regarding prescribing trends of long-acting stimulants, few written by psychiatrist, the rest
from other practitioners. The ADA requires that pediatricians diagnosis and treat ADHD,
from the Academy of Pediatrics. She stated the current criteria are cumbersome and
restrictive and requests removing some barriers.

The Board discussed removing reference to DSM-IV and specific codes for ICD-9 and ICD-
10, and the benefits and drawbacks of having it listed in Chapter 1200. The diagnosis still
needs to be documented on the prescription and the prescriber still needs to call for a PA.
The history of the criteria for psychiatrist override was also discussed.

Utilization statistics, and the increase in use was discussed The top prescribers are still

psychiatrists. Regarding the concomitant use of short-acting and long-acting, are they being
used together or diverted.

12



Paul Oesterman, Pharm.D., Chairman: Proposed to eliminate DSM-IV terminology, and
leave as “Diagnosis of ADHD/ADD” and bring back the criteria for the next meeting with
some specific patient data as to what kind of product, duration of therapy, and quantities used.

Dave England, Pharm.D.: Motion to accept the Chairman’s proposal.
Jeff Zollinger, DO: Second.
Board votes unanimous, “Aye.”

g) Review of transdermal fentanyl use and clinical information

Public Comment: None.

Carl Jeffery, Pharm.D.: Gave background information on why this drug is being reviewed. It
has been five years since the last review and a generic is now available.

Utilization was discussed. The lower strengths use is increasing more than the other strengths.
The appropriate utilization of 12mcg patch vs. the 25 mcg patch and when they should be
started was discussed. Dr. Marx was surprised to see the utilization is so low. Problems of
adhering to skin for 72 hours and skin reactions are reasons it may not be used as much..

Paul Oesterman, Pharm.D., Chairman: requested a report for the amount of fentanyl by age
and diagnosis.

James Marx, MD: Suggested maybe having an edit to add a step of using fentanyl
transdermal before moving to short acting and morphine.

Options for PAs were discussed. Quantity limits exceeding beyond 15 per 30 day, will require
justification. The current quantity limit is one patch every 3 days.

A proposal was made to amend the current criteria to add a quantity of 15 per month, beyond
that would require a PA.

Continued discussion on adding the criteria supported by the Black Box Warning. And
calculating a morphine equivalent dose before approval is discussed.

Paul Oesterman, Pharm.D., Chairman: suggested changing A to “patient failed lesser means
such as acetaminophen/opioid combination”.

He stated that fentanyl patches are often used in combination with short-acting and other
long-acting opioids.

Jeff Zollinger, DO: Recommended adding a statement of, “Not intended for the opioid naive
patient”.

The item was tabled until the next meeting with a report on utilization by age and diagnosis.

13



h) Presentation of botulinum toxin products use and clinical information
Public Comment:
Deirdre Monroe with Allergan, agreed with the proposed language added to the policy.
Coleen Lawrence: Updated the Board about the policy added to chapter 600. It will be going
to the June public hearing. One more statement that physicians must document utilization is
for an FDA approved indication will be added. Physician Services billing manual will be
updated at the same time.
Botulinum toxin will be limited to be dispensed by physician’s offic’s only.
No action taken.

i) Presentation of buprenorphine and buprenorphine/naloxone use and clinical

information

Public comment: None.
Discussion by members on updating the criteria to include the new products available.
Quantity limits were also updated. A reference to the drug names was removed. Options of
adding Methadone transition as a reason for getting the buprenorphine-only product was
discussed.
Paul Oesterman, Pharm.D., Chairman: requested a report of the count of recipients, the count
of claims of top 25 recipients, how many recipients are started and never refilled or recipients
on it indefinitely. He proposed a motion to approve the prior authorization criteria as
previously amended with counseling recommended.
Dave England, Pharm.D.: Moved.
James Marx, MD: Second.
Board votes unanimous, “Aye.”

j) Presentation of Hydrocodone ER (Zohydro®) use and clinical information

Public Comment: None.

Carl Jeffery, Pharm.D.: Presented indications, the approval process through FDA, and the
process for obtaining this medication.

Board members discussed utilization. No usage since it was introduced. PA options and
quantity limits was also discussed.

14



A motion was made to add a quantity limit of 5 tablets per 30 days for Zohydro ER. No PA
criteria to exceed the quantity limit.

Dave England, Pharm.D.: Moved.
Jeff Zollinger, DO: Second.

Board votes unanimous, “Aye.”

5) DUR Board Requested Reports
a) Special Presentation: Clinical Steering Board Presentation

Presented earlier in meeting

b) Report on Top 10 Black Box warning medications:

Not provided, tabled for next meeting.

c) Report on Controlled Substance utilization and trends
Presentation and discussion of utilization.

Paul Oesterman, Pharm.D., Chairman: Asked if it is reasonable to have the pharmacy check
the controlled substances task force database before dispensing any controlled substances..

It was requested to add an agenda item for next meeting to have a Board of Pharmacy
representative come talk to the DUR Board.
d) Report on psychotropic drug use in children

Carl Jeffery, PharmD. presented the utilization by age of psychotropic drugs, physician office
claims and POS claims. The history of adding the PA criteria for the kids was discussed.

Paul Oesterman, Pharm.D., Chairman: Requested pulling out the seizure disorder diagnosis
and bringing the data back to the next meeting.

Dave England, Pharm.D.: Requested comparing which are prescribed by a psychiatrist vs.
family practitioners.

Action for next meeting: Remove Seizure related diagnosis, break down by provider specialty
type and remove PAD claims.

15



e) Report on Promethazine VC use
Carl Jeffery, PharmD: presented the utilization of Promethazine VC.
The Board discussed the utilization.
Paul Oesterman, Pharm.D., Chairman: Proposed implementing the same quantity limits
imposed on Promethazine with codeine, 120ml per fill up to 3 fills per rolling 365 days with
30 days of messaging before turning the hard stop on.
Dave England, Pharm.D.: Moved.

James Marx, MD: Second.

Board votes unanimous, “Aye.”

f) Report on Blood Factor Product utilization
Carl Jeffery, PharmD: presented the utilization data on blood factor products.
The Board discussed of utilization of all outpatient claims.
g) Report on Abilify utilization by age and diagnosis
Carl Jeffery presented the of utilization of Abilify.
The Board members discussed the utilization.

Paul Oesterman, Pharm.D., Chairman: Proposed requiring a diagnosis on the POS claim on
all antipsychotic medications for children.

Dave England, Pharm.D.: Moved. All Abilify claims need to have a diagnosis submitted on
the claim, no edit on what the diagnosis is, for all ages.

James Marx, MD: Second.
Board votes unanimous, “Aye”

h) Report on ProDUR edit on late refill
Presentation and discussion on ProDUR edits.

Paul Oesterman, Pharm.D., Chairman: Requested a report showing the correlation between
ER visits and late refills.
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1) Report on seizure medication utilization and patient compliance

Presentation and discussion of messages returned to pharmacy.

6) Standard DUR Reports
Presented DUR reports. Brief discussion of Medicaid enrollment expansion.

a) Review of Prescribing/Program Trends
i) Program Trends
i) Top 10 Therapeutic Classes for Q3 2013, Q4 2013, and Q1 2014 (by Payment and
by Claims)
iii) Top 50 Drugs of Q3 2013, Q4 2013, and Q1 2014 (by Payment and by Claims)

b) Concurrent Drug Utilization Review (ProDUR)
i) Review of Q3 2013, Q4 2013, and Q1 2014
i) Review of Top Encounters by Problem Type
c) Retrospective Drug Utilization Review (RetroDUR)
i) Public Comment
i) Review of Responses
iii) Status of Previous Quarter
iv) Status of Current Quarter
v) For Possible Action: Board Discussion and Approval of Future Criteria Selection
7) Closing Discussion
a) Public Comment
None.
b) Date and Location of next meeting
July 24, 2014 at 5:30 at the Best Western.

c) Adjournment

Meeting Adjourned at 8:56 PM.
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