
 
 
TO: Maine Drug Utilization Review Board   
DATE: 10/05/12 
RE:         Maine DUR Board Meeting minutes from 09/11/12 
 

ATTENDANCE PRESENT ABSENT EXCUSED 

Robert Weiss, M.D., Cardiologist,  Chair X   

Laurie Roscoe, R.Ph., Vice Chair  X  

Amy Enos, Pharm. D. Waltz LTC Pharmacy X   
Lisa Wendler, Pharm. D., Clinical Pharmacy Specialist,  
Maine Medical CTR 

X   

Lindsey Tweed, M.D., Psychiatrist  X   

Mark Braun, M.D., FACP, Internist/Geriatrician X   

Mike Ouellette, R.Ph.,  GHS X   

Rebecca M. St. Amand, R.Ph., Staff Pharmacist Community 
Pharmacy - Pittsfield 

 X  

Steve Gefvert, D.O. X   

Lourie Paul, NP X   

Linda Glass, M.D.   X 

Non –Voting    

Jennifer Palow, Pharmacy Manager, OMS X   

Kevin Flanigan, M.D., Internist, Medical Director, OMS   X 
 
Guests of the board:  Derek McConnell, Pharmacy Intern, GHS; Steve Liles, Pharmacist, GHS 

CALL TO ORDER: 6PM 

 

PUBLIC COMMENTS 

 
Heather Thomson with Endo gave a short overview of the new crush resistant formulation of 
Opana ER.  With a recent plant closure there was previously a shortage, but the closure allowed 
Endo to go forward with bringing the new formulation to market.  There are currently no long 
term epidemiologic studies in regards to crush resistant formulations; however Ms. Thomson 
compared crush resistant formulations to improvements in other public safety areas such as 
automobile safety and in the future she anticipates there will be studies to show improved 
public health with the use of crush resistant formulations.  Ms. Thomson requested the board 
consider putting all crush resistant formulations at the same level in the formulary. 
 



 

OLD BUSINESS   

 

DUR MINUTES 

 
June 12th, 2012 DUR minutes were approved with grammatical changes and the addition of the 
name of the manufacturer of Suboxone. 

PSYCH WORK GROUP MONTHY UPDATE 

 
No update at this time. 

NEW BUSINESS   

 

STATIN/LIPID UPDATE 

 
Mr. Ouellette reviewed the response to the statin letters that were sent to providers in regards 
to patients identified as high risk.  1025 letters were sent and 421 responses were received (41% 
response rate).  The purpose of this item is to identify why patients who are identified as high 
risk do not always seem to receive appropriate treatment, e.g. with a statin.   
 
Ms. Palow asked if the letters were sent to patients or providers for their patients. 
 
Mr. Ouellette answered letters were sent to providers for their patients. 
 
 Question #1 of the survey asked providers if they agreed the patient was at high risk.  This item 
allowed the medical records to be verified and established an agreed upon high risk group.  157 
surveys were returned with no response to the question, 73 responded that their patients were 
not at high risk and the remaining 191 were agreed upon as high risk. 
 
Dr. Weiss asked if patients received a statin even when the doctor stated they were not at high 
risk, or did they only receive a statin if they were in the agreed upon high risk group.  This could 
show if doctors were prescribing statins appropriately based on their perception of the patient’s 
risk. 
 
Dr. Braun asked if all patients identified for the survey were considered high risk. 
 
Mr. Ouellette confirmed that the patients identified for the survey were all high risk according 
to billing diagnosis on record. 
 



The second question of the survey was “Is the patient currently taking a statin that we are 
unaware of”.  73 responded “Yes”, 106 said “No, the patient is not taking a lipid lowering agent,” 
11 were unaware that the patient was not taking a lipid lowering agent, 181 did not answer the 
question, and 51 responded “the patient is taking the following medications.” 
 
Dr. Weiss asked if that meant only 51 patients in the whole group were taking a lipid lowering 
agent. 
 
Mr. Ouellette and Dr. Braun answered that the 73 responses of “Yes” also constituted patients 
who were taking lipid lowering agents. 
 
Dr. Weiss clarified that this meant of the patients identified as high risk only 124 were taking a 
statin. 
 
Question #3 of the survey asked about LDL results for that patient.  58 responses had not 
performed any monitoring, 50 providers plan to perform in the next six months, 118 have 
ordered panels, and 211 did not complete that section. 
 
Dr. Braun asked where an answer similar to “I received results from a cardiologist” might be 
included. 
 
Mr. Ouellette responded that no survey answers were received that were like that. 
 
Mr. Ouellette continued that of those who had received LDL testing 60 patients were at goal as 
defined by the provider, 23 were not yet at goal, 17 patients were sometimes at goal, and 
sometimes not.  18 providers did not answer. 
 
Dr. Weiss stated this shows that because of those who returned the survey only half of the 
patients were tested and only half of those responders were at goal, truly only a quarter of 
patients are getting appropriate care. 
 
Dr. Braun responded that with so many surveys not returned, it was hard to draw a conclusion. 
 
Dr. Weiss said this just reinforces what has been found previously and in other Medicaid plans. 
 
The board discussed using a subset of this population and reviewing charts to confirm the 
diagnosis in these patients. 
 
Dr. Weiss stated that every time it has been looked at previously in the last two years poor 
provider compliance has been seen.  Dr. Weiss stated that a system needs to be made to entice 
prescribers to follow guidelines in patients who are high risk.  Next steps should be taken. 
 
Dr. Braun said that this data is crumby due to poor response from providers and the lack of 
chart verification. 
 
Dr. Weiss stated he did not agree, as repeated attempts to investigate this have yielded the 
same results repeatedly regardless of what disease state is investigated.  An exact number was 
not needed as even huge error would not get to 100%.  Dr. Weiss continued on to say that in 



psychiatry there is an edit in place that prevents the medication from being covered without 
proper labs being done. 
 
Dr. Tweed suggested that if someone was going to bill for this diagnosis they have to either be 
on an appropriate medication or submit a reason why they were not. 
 
Dr. Weiss stated he did not want to overwhelm GHS, but continued on to say that it might be 
worth saying if you have a certain diagnosis you have to show certain information. 
 
Dr. Tweed said it could be a pay for performance based on the diagnosis and treatment of their 
patients 
 
Dr Weiss suggested that the doctors could be sent a letter. 
 
Ms. Palow asked if a letter could be sent showing their data as compared to their peers.   
 
Dr. Tweed suggested that a control study could be done comparing sending a letter to patients 
directly or the MD.  
 
Dr. Weiss continued that it might be worth doing a comparison between counties where letters 
are sent to patients in one county and in another county letters are sent to their doctors. If that 
was done, going forward a comparison could be made to determine the most effective way for 
the state as a whole.  
 
Mr. Ouellette asked if first it would be appropriate to do as Dr. Braun suggested and look more 
closely at chart reviews for these patients. 
 
Dr. Weiss responded that it was not, that it was time to start. 
 
Dr. Braun asked if there was any way to know who had filled out the survey, whether a medical 
assistant or the doctor for example had answered the questions. 
 
Mr. Ouellette answered there was no way to know who had filled out the survey. 
 
Dr. Weiss stated that regardless of the survey, it is likely that an intervention is needed.  
Regardless of the response, it’s a low cost intervention and if it is ineffective another 
intervention can be devised.   
 
Dr. Braun stated that if patients are contacted directly, the doctor should be notified as well so 
that they are aware their patients may ask questions.  Secondly, a large amount of information 
given by many insurance companies is not useful because it uses data that is out of date and 
doesn’t capture the correct data. 

 
Ms. Palow asked if there was an end cost if the patients were not prescribed properly, and if 
there is an end cost pointed out it could be done through the MTM project at GHS. 
 
Dr. Weiss stated that of almost any intervention lipid lowering medications are the most cost 
efficient. 



 
Mr. Ouellette stated that the MTM application was able to do that.   
 
Ms. Palow suggested that she and GHS could discuss this outside of the meeting and report back 
in January.  Dr. Braun made that motion, and it was approved. 

ANTIPSYCHOTIC METABOLIC MONITORING UPDATE/PA TIMELINE 

 
Mr. Ouellette stated that this item was an update to previously presented data.  During the 
summer providers continued to respond to the survey.  To this date 926 surveys have been sent 
out and 84% have been returned. 
 
Dr. Gefvert asked what the breakdown between PCP and specialty providers was.   
 
Mr. Ouellette stated that data was not captured. 
 
Dr. Tweed stated that generally children are treated by a specialist, while adults are usually 
followed by a PCP. 
 
The first question of the survey was “Is the patient taking an atypical antipsychotic.” 66% of 
survey responses said “Yes”, 16% responses said “No”, 1% said the patient is no longer seen in 
that office, 15% of responses were blank, and 1% said they did not know. 
 
The second question was in regards to the proper monitoring of patients. 24% of responses said 
they had performed the necessary metabolic monitoring, 4% of responses said they had not 
performed any monitoring, 38% did not respond to that item, and 34% of responses said the 
provider planed to do monitoring in the next 8 weeks. 
 
The third question of the survey asked those that stated the proper monitoring was being done 
about the changes from baseline in the patient. 48% responded that the patient had not gained 
clinically significant body weight, 34% responded the patient did not have clinically significant 
changes in metabolic parameters and 18% did not answer the question. 

 
Mr. Ouellette continued that in previous meetings the addition of a prior authorization was 
discussed that would prevent a patient from continuing to get medications without their 
provider faxing results from tests.  Mr. Ouellette estimated that about 400 patients from this 
group would get a PA required and require the doctor to return information based on responses 
to the survey in which providers either did not respond or responded that they had not 
performed monitoring yet. 
 
Dr. Braun asked if this survey was of the entire MaineCare population taking these medications. 
 
Mr. Ouellette stated that this was a subset of the population based on medication start date. 
 
Dr. Tweed asked “if a doctor stated they planned to do the monitoring in the next 8 weeks” 
would they be exempt. 
 



Mr. Ouellette responded that only those providers who had already performed the monitoring 
would be exempt. 
Dr. Weiss asked if there was any way to look at the differences in provider backgrounds. 
 
Mr. Ouellette stated that he could look in to that, but that at this time the provider file does not 
divide providers in that way. 
 
Dr. Tweed asked when this policy would be started. 
 
Mr. Ouellette stated the PA change would begin October 1st of this year. 
 
Dr. Tweed asked what the emergency override system would allow if a patient’s provider had 
not submitted the appropriate information. 
 
Mr. Ouellette stated that it was a 96 hour override, but that the staff at GHS would be able to 
extend that if necessary so that patients could get their medication. 
 
Dr. Tweed asked if there would be any other communication other than letters to providers, and 
stated there is an active psychiatry listserv. 
 
Ms. Palow stated that there would be communication from the state and that the next step is 
GHS rolling out the change. 
 
Dr. Braun stated that the letters should be concise so that providers read them fully. 
 
Dr. Tweed asked when the results of this program could be reviewed. 
 
Ms. Palow said that this issue could be reviewed in January with the statin information. 

 

SSDC UPDATE 

 
Mr. Ouellette introduced Steve Liles, a pharmacist for GHS, who will assist in Maine and other 
Goold accounts.  Mr. Liles will be involved in the October meeting during which all changes to 
the PDL will be reviewed.   

 
Mr. Liles started by saying the process will likely be very similar to what has been done in the 
past.  Particularly, the high impact groups will be reviewed in the meeting as well as classes that 
have changes coming up such as generics soon coming to market.  Class reviews and clinical 
documentation will be provided at that meeting to help make decisions.  There will be financial 
modeling as well in regards to market shifts.   

  
Mr. Liles said there will likely be 25 - 30 classes to be reviewed in more detail. With some of this 
information recommendations can be made to the state for the 2013 PDL that begins January 
1st.  Cost modeling will be available during the closed session due to the rebates being discussed. 

OPIOID AND SUBOXONE UPDATE 



Ms. Palow stated that Dr. Flanigan was unable to make the meeting, however workgroups are in 
progress to determine how Suboxone, opioids and methadone will be prescribed and what 
limits would be appropriate for these medications.  However, because nothing is finalized the 
discussion could continue in the closed session. 
 
Dr. Weiss asked if anything could be done in the public session. 
 
Ms. Palow confirmed that there was nothing to be done during the public session because 
nothing is finalized. 

2012-13 NEW TOPIC UPDATE 

 
Mr. Ouellette explained that the purpose of this topic is to gather ideas for what will be done 
during DUR meetings next year. One topic suggested was investigating stimulant use.   
 
Dr. Braun stated that the topic might be too broad and looking at stimulant use just in kids 
might be more appropriate.  
 
Mr. Ouellette introduced the next topic, which was the utilization of medication class by county.  
He stated that it was interesting that atypical antipsychotics show up more often in populated 
counties when compared to rural counties. 
 
Dr. Weiss stated that this sort of topic is appealing because it has the ability to be generalized. 
 
Next, Mr. Ouellette offered another option, which is to look at various disease states by county 
to look for various differences between the counties in the incidence of disease states. 

 
Ms. Palow asked if this was in regards to where the provider was located or where the patient 
was located.   
 
Mr. Ouellette answered it was related to the patient’s location. 
 
Ms. Palow asked if the percentage was in regards to the total population or the population in 
that county with MaineCare. 
 
Mr. Ouellette answered it was a percentage of the members in that county. 
 
Dr. Weiss stated that there were large disparities in diagnosis of asthma for example, and it 
might be worth considering differences in diagnosis or treatment by county. 
 
Ms. Palow asked if the group could take the materials away and decide at the following meeting. 
 
Dr. Braun asked if anything could be used from the way information is used and collected by 
Medicare so that some of those principles could be used. 
 
Dr. Weiss responded that non-participants would be unlikely to be able to get at the way that is 
done. 



 
Dr. Gefvert brought up the The Maine Medical Assessment Foundation which investigated 
procedural disparity in the state previously.  Was it possible the methods of that now defunct 
group could be used? 
 
Dr. Weiss answered that the interventions by that group were more invasive and involved more 
procedural interventions in a smaller population which were easier to track. 
 
Ms. Palow mentioned that MHDO has done data mining in the past, and might be able to 
provide some of that again in the future if the request was specific. 
 
Dr. Tweed asked what would be able to be done with the diagnostic data since it did not 
represent an intervention. 
 
Dr. Weiss answered that the giving of a diagnosis did represent an intervention and could be 
used to investigate treatment of patients after their diagnosis was assigned. 
 

ADJOURNMENT: 8PM 

 
The next meeting will be held on October 9th 2012 between 1 and 6 p.m. 
 

 


