Alaska Medical Assistance DUR Committee Meeting Minutes

Friday, November 15th, 2019
Frontier Building, 3601 C Street; Room 896

1:00pm

Drug Utilization Review Committee Attendees

Members Present ‘ Non-Members Present
Erin Narus, PharmD (DHSS) Umang Patel, PharmD (Magellan)
Charles Semling, PharmD (DHSS) Marti Padilla, PharmD, (Magellan)

Ryan Ruggles, PharmD

Keri McCutcheon, RPh

Barb Piromalli, DO

Robert Carlson, MD

Review of minutes from September 2019

- Minutes approved by Barb Piromalli Do 2": Keri McCutcheon RPh.
- No changes or issues with previous minutes.

Review of Agenda

Dr. Semling went over the Agenda to the committee members.

Overview of Medicaid Prescription and Cost Trends

Dr. Semling reviewed the Alaska Medicaid prescription costs and trends.

In table 1. Below, we see that there was an increase in about $700,000 or 6% increase in total amount paid since
last year. PMPM increased 6% from October of last year. Increase is due to new biologics to market over the last
year.
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Table 1.
Line graphs 1 and 2 below demonstrate that the PMPM/PUPM trend is flat.
Data Source : ALASKA MEDICAID
Service Date : MNowv - 2018 to Oct - 2019
Trend Chart: Paid PMPM
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Line graph 1.
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Data Source : ALASKA MEDICAID
Service Date : Nov - 2018 to Oct - 2019
Trend Chart: Paid PUPM
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Line graph 2.

Dr. Semling went over the top 10 therapeutic classes by volume and cost. See Pie Charts 1 and 2 below.
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I!I.i"ta Source : ALASKA MEDICAID
Servica Daba - Oct-2019
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Pie Chart 1.
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Data Source ©  ALASKA MEDICAID
Senvice Dabs © Oct-2019

Drug Ciacs Decorption

W ANTWRTHRITICS

W ANTRIRALE

B DIABETIC THERAPY

W ERCMICHIAL DILATORE

W ATARACTICS-TRANDUILIZERS
B ANTINECFLASTICE

W ANTICOMSULSANTS

W PETCHOSTIMULANTIE-ANTIDEFRE..

Total &mt Pald
Drug Class | Drug Class Description Total Amt Pakd
] MIECELLANECUS §2,250,053.57
F-) ANTIARTHRITICS F1,555,196.37
n AHTIIRALS §1,535,085.3
1 DUASETIC THERAPY §1,254 25558
15 BRONCHIAL DILATORE FEIE£30.70
o ATARACTICE TRANIUILZERS FTIE1ET.ES
E 1] ANTINECPLASTICS $L55,507.55
Fo ANTICONVULEANTE F3I5E,E24.59
1) OTHER HORMONES FALHETAT
1 FEYCHOETIMULANTS-ANTIDESRESEANTE £254,787.53

rotm

Pie chart 2.
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Dr. Semling went over the top 25 drug classes and drugs by total amount paid in Table 2 and Table 3,
respectively.

Dtz Soures - AL ASKA MEDICAID ’
Sarvioe Dabs - 1 Month (Dof-2018)
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Dr. Semling went over the Electronic Prior Authorization (ePA) trends. Electronic Prior Authorization is increasing
in utilization and the phone calls and faxes are decreasing. See Line Graph 3 below.

Weekly ePA Trends
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Line Graph 3.

Prospective Drug Utilization Review/Clinical Topic Areas

New Prescription Medications (Interim (Suspend) PA List — 6-month review)

The DUR Committee members reviewed new medications to market. Newer drugs to market are reviewed
each meeting. The committee reviewed a subset of drugs, recommended by the state, that were place on
the Interim Prior Authorization list. These new to market medications will remain on the list for a period of
no less than 6 months. Medications added to the Suspend List require prior authorization or step through
therapy unless there are specific criteria the DUR committee determines necessary to be set and
recommended.

New Prior Authorizations, Quantity Limits, Edits

Dr. Semling reviewed new medication criteria for prior authorizations. The below drugs will be approved if
criteria below are met.
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Firdapse®, Ruzurgi®
(amifampridine)

EDA INDICATIONS AND USAGE

FIEDAPREE and RuzurgziE are a potassium channel blocker indicated for the treatment of
Lambert-Eaton myasthenic syndroms (LEMS). Euzursi® 1z only mdicated for patients aga 6 to
17 vearzs of age and FIRDAPSE® 15 only indicated for adult patients.

APPEOVAL CEITFRIA*

L.

b L b

6.

For Fuzursi® the patient 1= betwean & and 1Tvearz of age or for FIRDAPSE® tha patient
1= 18 vears of age or clder AND;

Patiant has the diagnosis of Lambert-Eaton moyasthenic syndrome (LEMSE) AND:
Prescribed by or in consultation of a neurologist or neuromuscular specialist AND;
Patisnt does not have a history of seizures AN

Prescriber agres: to monttor for uze with acetylcholinesteraze mhibrtors or other
medication that can lower seizure threzhold AND:

Patiant has modarate to severe wealmess that that interferes with daily functions.

DENIAL CRITERIA'

1.

-
&

For BuzurgiE the patient 1z not between 6 and 17years of age or for FIEDAPREE the
patiant 15 lezz tham 13 years of age OR;

. Patient does not have the diagnozis of Lambert-Eaton movasthenic syndromes (LEME)

OR;

3. Madicationsz are not being prescribed by or m consultation of a neurclogist or
neuromuscular specialist OR;

4. Patient has 2 history of seizoraz OR;

5. Prescriber does not agree to monitor for use with acetylcholinesterase inhibitors or othar
meadication that can lower saizure threshold OR;

6. Patient does not have modarate to severe weakness that mterferes with daily fimetions.

CAUTIONS' "

¢  Can camsze paresthesia’dvsesthesia, abdominzl pain, dyspepzia, dizzmeszs, and nansea.

* Consider discontinuation or doze reduction for patients that have a seizure whils on
treatment.

¢ The conconutant uza of drugs that lower seizure thrazhold mav l2ad to an imerezzed sk of
SELZUTES.

* Concomitant use of drugs with cholinergic effacts can increass the risk of adversa reactions.

Motion to approve: Dr. Ryan Ruggles, PharmD 2"%: Dr. Barb Piromalli, DO
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Vyndagel®, Vyndamax™"
(tafamidis meglumine, tafamidis)

FDA INDICATIONS AND USAGE'

Vyndagel® and Vyndamax™ are transthyretin {TTE) stabulizers. Tafamidis meghomine and
tafamidiz are indicated for the treatment of the cardiomyopathy of the wild type or hereditary
transthyratin-mediated amyloidosiz (ATTE-CM) mn adults to reduce the cardicvascular mortality
and cardiovasenlar-related hospitalization

APPEOVAL CEITERIA'
1. Patisntis 18 vears of aze or clder AND:;
2. Prescribed by or in consultation with a cardiologist AND;
3. Patient has a dizgnesiz of transthyretin (ATTE)- mediated amyloidosiz with

cardiomyopathy confirmed by
a Presence of amvloid depozits identified on a cardiac biopzy OR:
b. Confirmation of a TTE mutation by genetic testing or wild type amyloidosis
AND:
4. Patient has clinical symptoms of cardiomvopathy and heart failure AN
Patient haz not had 2 liver or heart transplant.

L

DENIAL CEITEELA '
Patient 1z lazs than 18 years of age OR:
Haz not been prazenbed by or in consuliation with a cardiclogzi=t OR.;
Patisnt does not have a diagnosis of transthyretm (ATTE)- mediated amyloidozis with
cardiomyepathy confirmed by
a  Prazenca of amvloid deposits idenfifiad on a cardias beopzy OR:
b. Confirmation of a2 TTR mutation by genetic testing or wild type amyloidozis OR;
Parient does not have clinical symptoms of cardiomyopathy and heart failore QR
Patient hzs had a liver ar heart transplant OR;
Patient haz Mew York Heart Association class I'V heart failore.

W=

-

ERY

CAUTIONS'

& Tafamudiz may canss fetal harm, therefore it 15 racommend that famzlaz use
some form of contraception.
+ DBreastfeeding 1z not recommeandad during treatment due to potential sanous
adverze reactions in a breastfad mfant.
DUBATION OF AFPROVAL
# Imitial Approval: up to 3 months
+  Feanthorization Approval: up to 12 months

QUANTITY LIMIT
o 120 - 20mg capsulas (80mg per dzy) Vyndagal
# 30 - 61lmg capsules Vyndamax

Motion to approve: 1°%: Dr. Ryan Ruggles, 2"*: Dr. Barb Piromalli, DO
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Corlanor® (ivabradine)

Carlanor® is indicated to reduce the risk of hospitalization for worsaning heart fadlore in adalt patienss
with stable, symptomatic chronic heart fathre with left ventricular ejection faction < 35%, who are in
simms rhythm with resting heart rate = 70 beats per mingte and either are on magmally tolerated doses of
bata-blockers or have a contraindication to beta-blocker use. Corlanos® iz alio indicated for the treztment
aof stable symptomatic keart failure due to dilated cardiomnyopatiny (DCM) in pediatric patients aged &
maonths amd older, whe are in sinos rfhythem with an elevated heart rate.

APPEOVAL CRITERIA'-

1
1
3

. Patient has 3 worsaning heart failure dizenosiz of stable, symptomatic hesrt failure AN

Medication iz being prescribed by or in consultation with a cardiologist AND;

. Ifthe patient is 18 yesars of age or older, all the following criteria most be met:

o Patient has a laft ejection fraction <35 % AND:
k. Patient iz in normal sinus rhytivn AND;
c. Patiant’s haart rate is = 70 beats per mimite AND:
i Patient haz tried and failed or has a comramdication to beta blockers at megimally
telerated doze,
If the patient iz § momths to 17 years of age, all the following criteriz must be met:
2 Patient has stable symptomatic heart faihre due to dilsted cardiomyopathy AND;
b. Patient iz in normal sinus rhytien with an elevated heart rate.

DENIAL CRITERIA™

(=

g b

Patient has clinically significant hypotension OR;

Patient has sick wims syndrome, sino-ztrizl blodk, or third degres arioventricular block,
mnlesz a fimctioning demand pacemaker is prezsent OR:

Dremand pacernakers set to rates = 60 beats per mimite OR;

Sevare hapatic impairment OR;

Arute decompensated heart faibare.

CAUTIONS'

-
-
-
-

Femazles should use effective contraception due to fietal teicity.
Patients should be monitared for atrial fibaliation

Mot recommeended in patients with second degres AV block

Heart rate should be monitored throwzhout theragry.

DURATION OF AFFROVAL

-

Initizl Approval: 3 meonths

QUANTITY LIMITS

60— iz thlets
o 60- 7.3metables
450l - Smg/5el oral solation

Motion to Approve with changes: Keri McCutcheon, RPh, 2" Dr. Barb Piromalli, DO
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Xiaflex®
(collagenaze cloztridium histohticum)

EDA INDICATIONS AN USAGE'

Jaflex® is indicated for the resment of adult patients with Duprytren’s Contracture (D)
with 2 palpable card and for the treatrment of adult with Peyronie’s Disezse (PDY) with a
palpable plaque and curvatore deformity of at least 30 degrees at the start of theramy

AFFROVAL CRITERLY "

For jren’s Comfrachire:
Patient iz 18 year: of aze or oldar ANTY;
Patient has a confimmed diagnosiz of Domurytren’s Contracture with a palpable cord AND:
Prescribe by or in consultztion with a healthcare provider experienced in injection
procedures of the hand and in the treamment of DC AN
Patient has not received surgical treatment (e g., fasciotonny’) on the selected primary joint
within the last 80 days AND;
If tovo injections (oo vials) are requested, they are for one of the following (3 or b):

a. Ome cord affecting two jonts in the zame finger OR;

b. Twvo cords affecting two joints in the same hand AND;
4. Documentation that the flexion deformity is cansing fimctiona] limitations.

ol i ol

[l

L

For Pevromie’s Disaase:

1. Patient iz 18 years of aze or older AN

1. Patient has 3 confimmed diapnosis of Peyronie’s Dizaase (PDY) with 2 palpable plaque and
curvature deformity of at least 30 degrees and less than 90 deprees at the start of therapy
AND:
Prescribed by or in consultation with a hezlthcare provider evperianced in the treatment
of male urological disezzes AND;
4. Doommentztion that the patient has had stable disease dafined by symptoms (I.E. penial
curvature znd pain) for at least § months AND:
Ziaflew in not baing used fior sexal or erectile dysfonction asseciated with Peyronia’s
Dizezze AND;
4. Miust be nsed in conjunction with penile modeling.

7]

L

DENTAL CRITERIA

1. Failure to meet approval criteria.

CAUTIONS'

Tendon ruphure of serigus jury to the injected finger'hand may oooar.

Corporal rupnore (penile fracture) or other serigus imjury to the panis may oooar.
Mizflew® is contraindicated for Peyronie’s plagques that imvolve the penile urethra.
Tze caution in patients with sbnonns] anticoazulation.

DURATION OF APPROVAL
« Initial Approval: Ome treatnent cycle

+ Fe-approval: up to 2 more cycles 2t 4-weel imtarvals for Dupaytren's Contracture (3
total) and mmst have 15 degrees of deformity for Peyromie’s Disease {4 total)

QUANTITY LIMITS
= 2 vials (injections) per reatment cycle

Motion to Approve with updates: Dr. Barb Piromalli, DO 2" Keri McCutcheon, RPh
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Review of Existing Prior Authorizations, Quantity Limits, Edits

The committee reviewed the utilization for Oxycodone liquid IR and then reviewed the existing prior
authorizations of Oxycodone IR and Hydromorphone IR criteria. Below are the criteria for Oxycodone IR and
Hydromorphone IR. Oxycodone liquid will bypass the PA edit only when patients are less than 14 years of age
and had a post-surgical procedure and the quantity must be equal or less than 90mL.
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Table'la Sme, ijg“ lﬂm._ﬂ.', 15mg, EDmg, 3-Dmg.Capaule5 Smg. Dralﬁnln_ Smg."SnL
Caoncenrated Soln: 20me/'ml,

EDA INDICATIONS AND USACE!

Omycodone Inumediate Felease is indicated for the manssement of pain severe enough to require
an opioid anzlzesic and for which alternative treatments are insdeguats. Doe to the risks of
addiction, zbose, and mizuse with opioids, even at reconmmended dozes, resarve omyoodone TR
for use in patients for whom sltemative reatment options (e, non-opioid analzesics or physical
therapy) are mot tolerated ar adequate analgesia cannot be achisved.

CEITEEIA
The following criteriz muost be met for the zpproval of coverage:
1. Ewvery reguest for Orgroodone Inumediate Felease will reject at the pharmacy, unless a PA
iz already on file or the patient iz less than 14 years of age filling cxyroodone solution
10mz'10ml post procedure in a quantity no greater than S0ml.

2. The dispensing pharmacy may override PA for patients in hospice, or who hawve cancer, ar
are in LTC facilities.

:J.l

Dulust have failed or was intolerant to at least 2 non-opiodd therapies such as:
APAPTSAID: Cox-2 agent, Anticonvalsants, huscle relaxants, Antidepressants,
Caorticosteroids, Topical analgesics; AND

4. The patient carmot ba either zafely ar afectively reatad with a combination opioid
analgesic that is combined with either acetaminophen aspirin, ar ibaprofien; AND

5. Ifused 2z 3 single azent, the total dzily Oeorcodone dose does not exceed S0me; OB
4. The patient haz an active prior sathorization for Omycontin® (extendad ralease); AND
7. The immediste release Orycodone iz used for beeakthrough pain: AND

8. The total daity dose of all forms of Croveodoma does nat exceed 160mz; AND

9. Breskthrough dosing is on an as needed basis, (FRD), and not a scheduled basiz; AND

10. Patient is not exhibiting addictive behaviors and is not being trested for sobstance uze.

Oxveodone 10me 10 mI Oral Solution:

1. Patiant mests criteria for axycodons immediate release, bt is unable to wtilize 2 solid
diosage fomm; OR

1. The patiemt is lezs than 14 years of age filling cooycodane schition 10mme10ml post
procedure in a quantity no greater than S0ml.

Oxveodone Concentrated 2ime / ml Oral Solution:
1. Patient mests criteria for Oeycodone 10me 1 0mL Oral Schition; AND

1. Patient has 3 documented medical condition that necessitates the u=e of zn oral solution
that is more concentrated than 10mz10ml.

DENIAL CRITERIA™
1. Concomitant use with benzodiazapines abowve the established quantity limits. Fefer to

the Maximmam Units hed List
htipe/'dh=s alaska gov'dhcsPagespharmacy medpriorauthariz a=pe

DUEATION OF AFPROVAL
» Initizl Approval: up to 3 months

+ Re-authorizstion: up to 12 manths with clinically mesningfil chart notes showing the
patient iz responding positively to therapy.

QUANTITY LIMITS

= Fefer to the Moumom Units Med List
hitp:/dhes alaska spuidhes Pages phammany imedpricrauthornz. agex
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Motion to approve: Dr. Ryan Ruggles, PharmD 2" Dr. Barb Piromalli 2"": DO

Dilandid® romorphone Hydrochloride’
Tabdets: 2myg, doag, Zmg. Ol Solutice: Img ( Iml. Supposiones: Smg

EDA INDICATIONS AND USAGE'

Hydromorphone Irnmediate Felease is mdicated for the mansg=ment of pain severs enough to
require an opioid anzlgesic and for which zltermnative traatments are inadequate. Due to the risks
of addiction, abuse, and misuse with opioids, even at recommended doses, resenve
hydrarnorphane IF. for nse in patients for whom zlternative traatment options (ie., non-opioid
analgesics or phyzical therapy) are not tolersted or adequate analgesia canmot be achieved.

APFROVAL CRITERIA™

1

L pa

The dizpensing pharmacy may override PA for patients in bospice, or who have cancer,
or ara in LTC facilities.

. The prescriber attests to checking the PDME; AND
. Treamnent with at least three different anzlzesic medications that have been less than

optimal, or is mappropriste (1E. post-nurgery) ; AND

. The patient cannot be either safely or effectively treated with a combination apioid

amalgesic that alzo comtaing sither acetaminophen sspirm, or ibaprofen; AND

. Ifused a3 a single agent, the total daily ydromarphone immediate relesse dose does not

amceed I4mg; AND

. Ifused in conjunction with a long acting opiodid, the tota] daily dose of all opioids does not

exceed an average daily morphine equivalent dose established by the State of Alasks -
Health and Social Services Drug Utilizetion Committes ; AND

7. Breskthrough dosing is on an as needed basiz, (PRIY), and not 2 scheduled basis; AND
8. Patient haz been soreened and is not exhibiting addictive behaviors and iz not being

treated for substance usa.

DENIAL CRITERIA'

Hydromorphone has been prescribed for something other than the relief of moderats to
zevere pain zuch as that due to: Biliary Colic, Bums, Cancer, Myocardial Infarction,
Fens] Colic, Surgery, Tramma ; OR

The patient has acute or severe bronchial asthma in an unmoenitored setting or m the
ahzence of remscitative equipmment; QR

The patient has 3 Jmown or suspected gastrointesting] abstruction.

CAUTIONS'

Miomitor for addiction, abuse, and misuse.

Saripus, life threstening or faral rezpirstary depression may ocour.
Concomitant uze of apioids with benzodizzepines or other central nervous
system (CE) depressants, inchiding alcohol, may result in profound sedation,
rezpiratary depreszion, coma, and death

DURATION OF AFFROVAL

-

Initiz] Approval: up to 3 months
Feanthorization Approval: up to 12 months if the patient has shown positive clinical
improvement.

QUANTITY LIMIT

-

U to 30 day supply

Motion to Approve with updates: Keri McCutcheon, RPh 2": Dr. Barb Piromalli, DO
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Review of Opioid Utilization

The committee reviewed the quarterly Opioid report that shows opioid utilization alone and in combination with
benzodiazepines and antipsychotics. Opioid utilization alone and in combination with benzodiazepines and
antipsychotics continues to trend downward which is what is expected.

End of Public Meeting

Adjournment 4:05 p.m.

Next meeting date January 17, 2019.
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