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Dear Mr. Smithson and Ms. Boal:
Enclosed please find copies of reports to the General Assembly relative to the Iowa Medicaid
Fee-for-Service (FFS) Annual Drug Utilization Review (DUR) Report.
This report was prepared pursuant to the directive contained in Iowa Code 249A.24, subpart
3.
Pursuant to federal regulations the State agency administering Medicaid is mandated to
perform a quality review. This review is the focus of the DUR program and the concentration
is on evaluating and improving medication-use processes with the goal of optimal patient
outcomes. While the focus is on quality, there are naturally some associated cost savings
with the initiatives, as previously provided in the annual reports. As Medicaid preferred drug
list (PDL) programs have matured and point of sale (POS) systems transmit advanced
software edits, the ancillary cost savings attributed to patient and problem focused reviews by
the DUR Commission have decreased. It is also difficult to attribute which pharmacy program
changes resulted in the cost savings due to multiple concurrent initiatives that impact
utilization and expenditures outside of the DUR.
In April 2016, the majority of Medicaid members began receiving their prescription drug
benefits through the Managed Care Organizations (MCOs). Due to the temporary nature of
the members in the FFS program, and the low number of members permanent to the FFS
program, the number of initiatives performed in SFY18, and thus the associated cost savings,
has decreased. For SFY18, each MCO was required to conduct a DUR program within their
member population. The outcomes of the MCO programs are not included in this report.
The DUR program is required to provide an annual federal fiscal year (FFY) report to the
Centers for Medicare and Medicaid Services (CMS), which are posted at
www.medicaid.gov/medicaid/prescription-drugs/drug-utilization-review/index.html. The CMS
DUR federal report is more comprehensive including FFS and MCO information, beginning
with the CMS FFY18 report.
Activities of the DUR Commission, for FFS only, were evaluated for SFY18 for interventions
performed in the previous and the current fiscal year. The DUR Commission realized an
overall direct cost savings of 3 cents for every dollar spent on the program administratively.
State money for this program is matched by the federal government at a 1 to 1 ratio (federal
to state), so savings can also be stated as 5 cents per state dollar spent. Total annualized
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cost savings estimates for SFY18 ($6,943.04) were lower than SFY17 ($77,776.09), a
decrease of $70,833.05. This decrease in cost savings is due largely to the small number of
members in the FFS program as previously noted, resulting in a decreased number of
measurable interventions.
• Savings from patient-focused reviews for SFY18 ($6,943.04) were lower than SFY17
($23,336.89), a decrease of $16,393.85. This is the result of a decrease in the
number of suggestions made and the number of suggestions accepted, a function of
the decrease in the number of FFS members.
• Savings from problem-focused reviews for SFY18 ($0) were lower than SFY17
($54,439.20). This is the result of two problem-focused interventions being informative
in nature only; impact and cost savings were not expected.
The Commission will continue their collaboration with the MCOs to determine the most
efficient format to conduct DUR for the entire Iowa Medicaid population, while ensuring
appropriate, cost-effective medication therapy.
Please feel free to contact me if you need additional information.
Sincerely,

Merea Bentrott
Policy Advisor
MB:slp:ps
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Kim Reynolds, Governor
Senator Mark Costello
Senator Amanda Ragan
Representative David Heaton
Representative Lisa Heddens
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Kris Bell, Senate Democrat Caucus
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Natalie Ginty, House Republican Caucus
Kelsey Thien, House Democrat Caucus
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The Iowa Medicaid Drug Utilization Review Commission
Change Healthcare has developed the following report for the Iowa Department of Human
Services. This report provides a summary description of the activities of the Iowa Medicaid
Drug Utilization Review Commission, along with an evaluation of the Iowa Medicaid feefor-service retrospective drug utilization review program. Information contained in this
report covers projects completed and evaluated during the time period of July 2017
through June 2018.
Background Information
Established in 1984, the DUR Commission is charged with promoting the appropriate and
cost-effective use of medications within the Iowa Medicaid member population. Acting as
a professional advisory group, the Commission analyzes medication utilization by the
members of Iowa Medicaid and performs educational initiatives to optimize member
outcomes. The Commission performs retroDUR and educational outreach through patientfocused reviews and problem-focused reviews. The Commission supports the proDUR
program through criteria review and acts as a resource to the DHS on other issues
concerning appropriate medication use. On April 1, 2016, the Iowa Medicaid population
transitioned to managed care. With this transition, roughly 90 percent of the population
moved to managed care leaving 10 percent of the population in the fee-for-service (FFS)
program. Due to the transition, the DUR Commission only has access to FFS claims,
limiting the ability to perform patient-focused and problem-focused. However, the
Managed Care Organizations (MCOs) participate in the DUR Commission meetings,
provide a bi-monthly prevalence report with information on prescribers, pharmacies and
prescription claims information for the DUR Commission to review, and have the ability to
provide input during the meetings. While the focus has shifted to the development of
clinical prior authorization and ProDUR edits, collaboration with the MCOs continues to
develop the most efficient way to perform retroDUR and educational outreach for the entire
Iowa Medicaid population.
The MCOs are required to follow the FFS Preferred Drug List (PDL), prior authorization
(PA) criteria and utilization edits. Additionally, each MCO utilizes the state’s DUR program
to comply with federal regulations.
Patient-Focused Reviews
Member medication profiles are generated prior to each DUR meeting for review. The
DUR contractor generates member medication profiles through a complex screening
process. The first step of the screening process subjects member profiles to a therapeutic
criteria screen. If a profile is found to have failed one or more therapeutic criteria, the
member profiles are then assigned a level of risk based on their medication history and
potential for adverse events regarding medication. The profiles with the highest level of
risk are then selected for review. Six months of prescription claims data and medical
claims data, if available, are assessed to determine this risk factor.
The member profiles selected from this process are manually reviewed by the
Commission, if needed, or the DUR Coordinator to minimize false positives generated by
the computer selection process. The Commission or DUR Coordinator identifies situations
where educational intervention might be appropriate. Through these interventions,
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suggestions regarding medication therapy are communicated to the care providers.
Templates are developed for suggestions that are frequently communicated to providers.
The reviewer may also author an individualized suggestion if a template suggestion is not
applicable.
Educational interventions are generally done by letters to prescribers and pharmacists, but
may also be done by telephone or in person. The suggestions made by the Commission
or DUR Coordinator are educational and informative in nature. Suggestions may be
classified as either therapeutic or cost saving in nature. In addition, these suggestions are
classified by problem identified for reporting purposes. The classifications are as follows:
 Not Optimal Drug
 Not Optimal Dose
 Not Optimal Duration
 Unnecessary Drug Use
 Therapeutic Duplication
 High Cost Drug
 Drug-Drug Interaction
 Drug-Disease Interaction
 Adverse Drug Reaction
 Patient Overuse
 Patient Underuse
 Therapeutic Alternative
 Missing Drug Therapy
 Not Optimal Dosage Form
 Potential Generic Use
 Inappropriate Billing
Suggestions are intended to promote appropriate and cost-effective use of medications.
When suggestions result in cost savings, these savings are calculated based on
decreased cost of medications. However, several of these classes of interventions are
intended to increase the use of medications. Examples are member underuse and
missing drug therapy. In these cases, the addition of medication therapy will increase
medication expenditures, but will be beneficial to the member and should result in cost
savings in medical services and/or improved quality of life. Cost savings in these
situations cannot be calculated due to data limitations. Therefore, these suggestions are
considered to have a positive impact on the program with no medication cost savings.
Cost savings on medical services are assumed however not calculated.
Providers are invited to respond to the Commissions’ suggestions and to request
additional information. Reponses are voluntary and response rates are calculated for
prescribers and pharmacists.
Once a member's profile is reviewed, it is excluded from the selection process for nine
months to eliminate repeat selections. After this waiting period, the current profile for each
member is generated and reviewed to determine if the Commission's suggestion was
implemented. If so, fiscal considerations resulting from that change are also calculated.
The policy regarding these calculations is included in Appendix B.

2

Problem-Focused Reviews
Problem-focused reviews narrow the emphasis of review to a specific issue that has been
determined to be an area where a targeted educational effort to providers may be
valuable. Topics for review are selected from findings of patient-focused reviews, from
reviews of medical literature, or suggestions by Commission members. Criteria are
developed to identify the members who may benefit from intervention and educational
materials are disseminated to their providers. Providers are encouraged to voluntarily
respond. The member profile is generated again in an appropriate amount of time
(typically 6 to 9 months) to determine the impact rate of the intervention, along with any
fiscal considerations. The policy regarding these calculations is included in Appendix B.
Administrative Review
The Commission will review utilization data and medical literature to make
recommendations to the Department of Human Services (DHS) regarding policy issues.
These recommendations are made to promote the appropriate use of medications and
positive member outcomes. Recommendations are made at the request of the DHS or at
the Commission's discretion. All authority to accept or reject DUR Commission
recommendations lies with the DHS. The Commission may make recommendations but
does not make policy. Primary areas for recommendations include proDUR, drug prior
authorization (PA), coverage of medications, and administrative and billing procedures.
The prospective drug utilization review (proDUR) system is currently administered by
Change Healthcare, and was implemented statewide in July 1997. The Commission
reviews the criteria utilized by Change Healthcare and provides input regarding therapeutic
validity. Special attention is given to eliminating false positive messaging.
The Commission recommends new or updated guidelines for use in the drug prior
authorization program. This process is based on reviews of medical literature in addition
to comparisons with other public and private sector programs. Input from providers
outside the Commission, particularly specialists, is often sought when developing these
guidelines. Once developed, the guidelines are sent to the medical and pharmacy
associations in the state for comments. After considering these comments, a final
recommendation is made to the Department. The Department may or may not accept the
recommendation or may alter the recommendation.
The Commission also makes recommendations regarding coverage of medication or
devices. As most coverage requirements are defined by OBRA ‘90, these
recommendations generally encourage coverage of optional services. An example would
be the coverage of select over-the-counter medications.
The Commission may review pharmacy claims with respect to administrative procedures.
Situations where funding for medication can be obtained from other sources are relayed to
the Department for their action. For instance, Medicare will pay for immunosuppressive
medications for transplant patients and nebulizer solution for dual eligible patients. The
Commission also identifies situations where the Department may recover funds from
inappropriate billing.
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Overall Results
Activities of the DUR Commission were evaluated for SFY18 for interventions
performed in the previous or the current fiscal year. Due to the small patient
population om the FFS program, savings to the state are significantly less than
previous years. The direct cost savings from all activities of the DUR
Commission are calculated to be $6,943.04* which equates to 3 cents* for every
$1.00 of combined federal and state dollars spent administratively. This
calculation is based on estimates regarding two types of reviews: patientfocused reviews and problem-focused reviews. These results are also found in
Appendix C.

Cost Savings Estimate

Cost of the Program (state and federal dollars)
Net Cost Savings Estimate
Savings per Total Dollar Spent (state and federal)
Savings per State Dollar Spent

$6,943.04*

$270,000.00
($263,056.96)*
$0.03*
$0.05*

Patient-focused reviews resulted in $6,943.04* in direct cost savings, or $113.82*
per patient evaluated. This estimate is based on the 65 suggestions made by the
DUR Commission identified from the review of the medication therapy of 595
patient profiles selected for intervention. Of these 65 suggestions, 8 suggestions
were implemented by the providers, resulting in a 12 percent impact rate.

Patient-Focused Profile Review
Suggestions Made
Therapy Changed
IMPACT RATE

65
8
12.3%

Cost Savings Estimates:
Dollars Saved per Patient Evaluated
Dollars Saved on Medication

*Savings reported are pre-rebate, total dollars

$113.82*
$6,943.04*
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Problem-focused reviews were conducted but a cost savings was not calculated
due to the nature of the interventions. The interventions were informative in
nature only; impact and cost savings were not expected.

Problem-Focused Profile Review
Patients Evaluated
Therapy Changed
IMPACT RATE
Cost Savings Estimates:
Dollars Saved per Patient Evaluated
Dollars Saved on Medication

4
0
0%

$0*
$0*

Comparison to Previous SFY Report
Cost savings estimates for SFY18 ($6,943.04*) are lower than last year. This
decrease is due largely to the majority of the population being enrolled in
managed care. With a fraction of members remaining in FFS, the number of
interventions has significantly decreased limiting the ability to realize a
substantial cost savings.
The savings from SFY18 patient-focused reviews ($6,943.04*) were lower than
SFY17 ($23,336.89*), and the number of suggestions made (65) vs. (240)
decreased as well as the number of suggestions that were accepted (8) vs. (24)
from SFY17. Again, due to the transition to managed care, cost savings, the
number of suggestions made and the number of suggestions accepted
decreased. Historically there has been minimal impact from patient-focused
reviews that is contributed to the maturation of the Preferred Drug List (PDL)
program and Point of Sale (POS) edits that have been implemented over the
years. It is difficult to determine the actual cause for the minimal number of
suggestions accepted. One theory could be, due to the voluntary participation of
the prescriber and lack of the ability to enforce the recommendations made by
the DUR Commission, prescribers do not make the recommended change due to
lack of time or they do not feel it is in the best interest of the patient.
The savings from problem-focused reviews for SFY18 ($0*) were lower than
SFY17 ($54,439.20*). This again was due to the majority of the population being
enrolled in managed care. The interventions conducted were informative in
nature only; impact and cost savings were not expected.

*Savings reported are pre-rebate, total dollars
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Results by Review Type
Patient-Focused Review
During this evaluation period, 142 educational intervention letters were mailed to
prescribers and pharmacies regarding medication therapy. Of this total, 77
letters (54.23 percent) were mailed to prescribers, and 65 (45.77 percent) letters
were mailed to pharmacies. Providers are invited to voluntarily respond to DUR
Commission letters. Providers returned 50 responses to these letters, resulting
in an overall response rate by the providers of 35.21 percent. Of this total, 30 (60
percent) responses were from prescribers and 20 (40 percent) were from
pharmacies. The response rate differed between physicians and pharmacies; 39
percent for physicians and 31 percent for pharmacies.
In these 142 educational letters, the DUR Commission made 65 suggestions. Of
these suggestions, 63 (96.92 percent) were therapeutic in nature while 2 (3.08
percent) were cost-saving in nature. The suggested change was implemented in
8 cases, resulting in an overall impact rate of 12.31 percent.
Of the 65 suggestions, four types of suggestions accounted for over 92 percent
of the total. Those four suggestions were Not Optimal Drug (3.08 percent), Not
Optimal Dose (4.62 percent), Therapeutic Duplication (78.46 percent), and Not
Optimal Duration (6.15 percent). No other single category accounted for more
than 2 percent of the total suggestions. Of the 8 changes, the most common
reasons for the Commission’s inquiry were Not Optimal Drug (12.5 percent) and
Therapeutic Duplication (87.5 percent). No other single category accounted for
any changes.
The suggestions that resulted in change the highest percentage of the time were
Not Optimal Drug (50 percent) and Therapeutic Duplication (13.73 percent).
Implementation of therapeutic suggestions resulted in direct drug cost savings of
$6,943.04*. No cost-saving suggestions were suggested or implemented
resulting in zero direct drug cost savings*. The total amount saved on
medication utilization was calculated to be $6,943.04* for the 65 patients
evaluated, or $113.82* per patient.
The complete details of the results of patient-focused studies reported bi-monthly
are also outlined in Appendix D.
Problem-Focused Reviews
There were no savings from problem-focused reviews during SFY18. The two
initiatives conducted were informative in nature only and were not intended to
produce a cost savings.
Results of the focused studies are detailed in Appendix E. A description of the
problem-focused reviews is available in Appendix F. The MCOs performed a
similar review on their members.
*Savings reported are pre-rebate, total dollars
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Administrative Review
Prior Authorization
The DUR Commission annually reviews the prior authorization program for
clinical appropriateness. Changes are recommended to the Department. During
SFY18, the DUR Commission reviewed all therapeutic categories requiring prior
authorization as well as therapeutic criteria to support operations of the Preferred
Drug List. Recommendations for modifications to existing criteria,
recommendations for new prior authorization criteria, and recommendations for
removal of prior authorization criteria can be found in Appendix G as well as the
Recommendation Letters.
Prospective Drug Review
The DUR Commission reviews and recommends prospective drug utilization
review criteria to be used by the Department. Information regarding the DUR
Commission recommendations for prospective DUR can be found in the DUR
Recommendation Letters in Appendix G and the list of recommendations in
Appendix H.
Other Activities
All activities of the DUR Commission can be found in the DUR meeting minutes
in Appendix I.
Three newsletters were written and posted to the website by the DUR
Commission for the Medicaid provider community during this fiscal year.
The DUR Commission maintains a web site to improve communication with a
variety of stakeholders. The web site is found at www.iadur.org. The site
contains information regarding upcoming meeting dates, locations, agendas,
minutes from the previous meeting, as well as past issues of the provider
newsletter, the DUR DIGEST. In addition, the web site provides meeting
agendas and minutes for the DUR Mental Health Advisory Group.
Daniel GIllette, M.D. resigned from the DUR prior to the end of his first term.
Brette Faine, Pharm.D. completed his second term on the DUR in June 2018 and
was reappointed for a third term which will expire June 2022.
Bimonthly prevalence reports were developed to allow the DUR Commission to
analyze changes in medication use across the entire Medicaid patient population
and can be viewed on the DUR Commission website as a part of the meeting
materials.
The Iowa Medicaid Drug Utilization Review Mental Health Advisory Group
(MHAG) was established in SFY 2008. Descriptions of the program, as well as
meeting minutes are found in Appendix J.

*Savings reported are pre-rebate, total dollars
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Periodically the DUR Commission will make recommendations to the Iowa
Medicaid Pharmacy & Therapeutics Committee regarding the status of a
medication on the Preferred Drug List (PDL). Recommendations can be found in
Appendix K.
Links to useful items regarding the DUR Commission can be found in Appendix
L, which include the DUR website, DUR newsletters, and Prevalence Reports.

*Savings reported are pre-rebate, total dollars
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Appendix A
Commission Members

Iowa Medicaid Drug Utilization Review
Commission Members
2017-2018
Laurie Anderson, Pharm,D
Dr. Anderson is the pharmacy manager at Hy-Vee in Red Oak, Iowa. She
graduated with her Doctor of Pharmacy degree from Creighton University in
2000. She served on the Board of Professional Affairs as a member of the Iowa
Pharmacy Association in 2006. Dr. Anderson has experience with both longterm care and retail pharmacy. Dr. Anderson was reappointed for a third term in
2015 which will expire in June 2019.
Brett Faine, Pharm.D.
Dr. Faine is a Clinical Pharmacy Specialist in Emergency Medicine at the
University of Iowa Hospital. He serves as a preceptor to residents and Pharm.D.
students in the Emergency Treatment Center. Dr. Faine received his Pharm.D.
degree from University of Iowa and completed an ASHP-accredited PGY1
Pharmacy Residency at the University of Iowa Hospitals and Clinics. Dr. Faine
was reappointed for a second term in 2014 which will expire in June 2018.
Daniel Gillette, M.D.
Dr. Gillette completed his undergraduate work at Yankton College, where he
graduated Magna Cum Laude as valedictorian in 1985. He then attended
medical school at the University of Nebraska, followed by a residency at the
University of Kansas, and a fellowship at the University of New Mexico. He is
board certified in General Psychiatry, as well as Child and Adolescent Psychiatry,
and also has a Master’s degree in Health Care Management from the Harvard
School of Public Health. During his 10 years at the Cherokee Mental Health
Institute he served in several roles, including Clinical Director and
Superintendent. Currently, in addition to offering direct clinical psychiatric care at
Dean and Associates, Faith Hope and Charity and Opportunities Unlimited, he is
Vice President Behavioral Health for UnityPoint Health - St. Luke’s in Sioux City,
past president of the Iowa Psychiatric Society, and provides clinical consultation
for Wellmark Blue Cross Blue Shield of Iowa and South Dakota. Dr. Gillette was
appointed to the DUR Commission in 2015; his first term was set to expire in
June 2019 but Dr. Gillette left the Commission early due to work obligations.
Mark Graber, M.D., FACEP, MSHCE
Dr. Graber is a professor of clinical Emergency and Family Medicine at the
University of Iowa. He has been at the University of Iowa since 1992. Before this
practiced in Wyoming and Upstate New York. He has a Master’s degree in
Health Care Ethics, is a Fulbright scholar and is a Fellow in the American College
of Emergency Physicians. He is the author of two books and numerous articles.

Melissa Klotz, Pharm.D.
Dr. Klotz is the pharmacy manager at Medicap Pharmacy in Des Moines, Iowa.
Melissa graduated with her Doctor of Pharmacy degree from the University of
Iowa College of Pharmacy in 2007, and has experience with hospital, long
term care and retail pharmacy. She has volunteered at Grace Methodist Free
Medical Clinic, and also volunteered at Webster City Free Medical Clinic 20092010. Dr. Klotz was appointed to the DUR Commission in 2017; her first term
will expire in June 2021.
Jason Kruse, D.O.
Dr. Kruse graduated from Des Moines University College of Osteopathic
Medicine in 2011. He then completed his internal medicine residency at the
University of Iowa Des Moines Campus in 2014, and is board certified in internal
medicine. Dr. Kruse currently practices inpatient and outpatient medicine at
Broadlawns Medical Center in Des Moines, Iowa. Dr. Kruse was appointed to the
DUR Commission in 2017; his first term will expire in June 2021.
Kellen Ludvigson, Pharm.D.
Dr. Ludvigson graduated with distinction from the University of Iowa College of
Pharmacy in 2007. He is currently employed as a retail pharmacist at Cherokee
Main Street Pharmacy and does relief work for the Cherokee Mental Health
Institute in Cherokee. Dr Ludvigson was recently appointed to the Iowa Medicaid
P&T Committee Dr. Ludvigson was reappointed to the DUR for a second term in
2016 which will expire in June 2020.
Susan Parker, Pharm.D.
Dr. Parker is the Pharmacy Director for the Department of Human Services at the
Iowa Medicaid Enterprise and serves as liaison to the Commission. She
graduated with a Doctor of Pharmacy degree from Mercer Southern School of
Pharmacy in Atlanta, Georgia. She is also a graduate of Gannon University in
Erie, Pennsylvania with a Bachelor of Science Degree Physician Assistant. Dr.
Parker brings to the Commission a variety of experience in health care as an
Iowa Medicaid drug prior authorization pharmacist, community pharmacist, and
physician assistant. She is a member of the American Medicaid Pharmacy
Administrators Association and the Western Medicaid Pharmacy Administrators
Association.
Sandy Pranger, R.Ph.
Sandy Pranger is the Pharmacy Account Manager for Amerigroup, Iowa and
serves as the MCO liaison to the Commission. She graduated from Drake
University in Des Moines, Iowa and has 18 years of Medicaid experience. Sandy
Pranger brings to the Commission a variety of experience in health care as an
Iowa Medicaid drug prior authorization pharmacist, retail pharmacist and PBM
consultant pharmacist.

Jason Wilbur, M.D.
Dr. Wilbur graduated from the Saint Louis University School of Medicine in 1999.
He then completed his Family Medicine Residency at the University of Iowa,
where he was Chief Resident 2001-2002, followed by a Geriatric Medicine
Fellowship 2002-2003. He is currently Professor of Clinical Family Medicine for
the Roy J. & Lucille A. Carver College of Medicine at the University of Iowa.
Prior to that, he was Medical Director of the Family Medicine Clinic in Iowa City
from 2006 to 2011. The University of Iowa Hospitals and Clinics awarded him
the Above and Beyond Reward in 2006 and again in 2007, along with the
Teacher of the Year Award, presented by the University of Iowa Family Medicine
residents, in 2008. Dr. Wilbur was reappointed for a second term in 2016 which
will expire in June 2020.

Appendix B
Evaluation Procedure

EVALUATION OF THE IMPACT OF PROSPECTIVE AND
RETROSPECTIVE DRUG UTILIZATION REVIEW INTERVENTIONS
The goal of Drug Utilization Review (DUR) is to evaluate cost savings and
provide quality assurance of medication use. The DUR Commission works in
conjunction with the pharmacy medical program at the Iowa Medicaid Enterprise
to contribute to the overall success of the program. The Drug Utilization
program:
 Evaluates three areas of activity including Patient-focused Drug
Utilization Reviews, Problem-focused Drug Utilization Reviews, and
Administrative Activities.
 Examines only direct drug costs. DUR evaluation does not have the
ability to quantify its impact on other health services such as
hospitalizations, ER visits, and physician visits.
 Reports pre-rebate savings since access to supplemental rebates is
not within the scope of the DUR program.
 Often provides recommendations that are qualitative, such as
improved health outcomes, rather than quantitative in nature.
As a general principle, evaluations are based upon an observed change in the
targeted prescribing or dispensing pattern, as well as changes seen in therapy of
the individual patients. One evaluation approach is to observe and quantify
changes in prescribing due to a given intervention compared to a control group of
providers who do not receive the intervention. The intervention’s impact on
prescribing may be more readily detectable by this method and could be
measured by comparing the two groups of patients or prescribers. However, It is
very difficult to design a scientifically sound control group given the many
variables surrounding patient care. Therefore, in most instances the DUR
Commission has chosen to forego use of a control group to achieve the greatest
impact. Although the evaluation of the intervention may be less scientific,
intervention on behalf of all the patients is more desirable. In this instance,
prescribing trends may not be available for comparison, but savings and benefit
can still be quantified at the individual patient level.
Patient-focused DUR
Patient-focused DUR concentrates efforts on specific suggestions made about
an individual patient. Each suggestion, or template, attempts to make a change
in therapy. These changes are either therapeutic or cost-saving in nature;
however, these situations are not necessarily mutually exclusive. A therapeutic
change -- one that improves the patient’s therapy in some way -- may also
produce cost savings. Cost-saving changes are attempted when a patient is not
receiving a medication in the most economical form. The intervention does not
change the medication but points out that the same medication could be given in
a more cost-effective manner. Each template and intervention is evaluated to
determine if the proposed change was implemented and, if so, what economic
implications can be calculated.

The calculation relating to therapeutic and cost saving interventions is tabulated
by comparing a member’s initial profile with the member’s re-review profile. Each
member profile is a six-month snapshot of medications covered by the Medicaid
program. Pertinent information such as patient name and ID, date of service,
drug name, strength, and quantity, RX number, day supply, prescriber and
pharmacy ID, total price submitted, and amount paid appear on each profile.
There are nine months in between the initial and re-review profiles to
accommodate for provider review, response, and implementation for therapeutic
and or cost changes. For each intervention, the total amount paid on the initial
profile for any one intervention is noted. According to the intervention at hand,
the re-review profile is evaluated for change. The amount paid on the re-review
profile for the same intervention is also noted. A comparison between the
profiles is calculated by subtracting the total amount paid from the initial profile
with the total amount paid from the re-review profile. This calculation is then
annualized multiplying the number by 2 to get the pre-rebate annualized savings.
Consider this cost saving example:
Template sent to the provider:
According to the profile, this patient is receiving Lexapro 10mg tablets.
Substantial cost savings can be realized by using one-half of a Lexapro 20mg
tablet which is scored and easily broken. Would this patient be a good candidate
for this cost-saving measure?
Information on initial profile sent to provider:
Lexapro 10 mg #30= $83.04
Lexapro 10 mg #30= $83.04
Lexapro 10 mg #30= $83.04
Lexapro 10 mg #30= $83.04
Lexapro 10 mg #30= $83.04
Lexapro 10 mg #30= $83.04

Total Amount Paid $498.24
Information on re-review profile used internally for evaluation:
Lexapro 20 mg #15 = $45.92
Lexapro 20 mg #15 = $45.92
Lexapro 20 mg #15 = $45.92
Lexapro 20 mg #15 = $45.92
Lexapro 20 mg #15 = $45.92
Lexapro 20 mg #15 = $45.92

Total Amount Paid $275.52
Calculation of annualized savings
$498.24 - $275.52 = $222.72 (savings for 6 months)
$222.72 x 2 = $445.44 (savings for 12 months)
Reported total pre-rebate annualized savings is $445.44

All savings for patient-focused review are based on annualized savings for one
year only. Reporting on patient-focused interventions will provide the following
information:
 Total number of templates mentioned
 Number of templates that were therapeutic in nature
 Number of templates that were cost-saving in nature
 Total number of changes implemented
 Number of changes that were therapeutic in nature
 Number of changes with positive impact without savings
 Number of changes that were cost-saving in nature
 Total dollars saved from therapeutic changes
 Total dollars saved from cost-saving changes
 Total dollars saved
 Impact of interventions expressed as a percentage
All templates are described by one of sixteen classifications. These
classifications indicate the general type of intervention addressed by the
template. Reports will also include a breakdown by classification (therapeutic or
cost-saving) of the templates used in the patient-focused letters. This data will
show which templates are cited most often, result in change most often, and
result in higher cost savings.
Templates that are therapeutic in nature include:
 Not Optimal Drug
 Not Optimal Dose
 Not Optimal Duration of Use
 Unnecessary Drug Use
 Therapeutic Duplication
 High Cost Drug
 Drug-Drug Interaction
 Drug-Disease Interaction
 Adverse Drug Reaction
 Patient Overuse
 Patient Underuse
 Therapeutic Alternative
 Missing Drug Therapy
Templates that are cost saving in nature include:
 Not Optimal Dosage Form
 Potential Generic Use
 Inappropriate Billing

Problem-focused DUR
Problem-focused DUR concentrates efforts on a specific problem or trend in
prescribing. While patient-focused reviews may address a multitude of
situations, a problem-focused review addresses only one concern. The DUR
Commission uses guidelines, literature and peer-group prescribing to identify
particular clinical situations that need addressed. This process ensures that
each intervention is unique due to the subject matter and may differ in steps of
evaluation.
Reporting for problem-focused interventions will include the types of intervention
done and the resulting savings. Savings are always calculated based on one
year of therapy only and are calculated in the same manner as explained in the
patient-focused DUR section.
Administrative Review
The Drug Utilization Review (DUR) program is a component of the Pharmacy
Medical Division of the Iowa Medicaid Enterprise (IME). DUR contributes
expertise and information that leads to implementation in other programmatic
areas including, but not limited to: Prospective Drug Utilization Review, Prior
Authorization, Preferred Drug List, Disease Management, and Supplemental
Rebates. Although the DUR program impacts all of the different pharmacy
programs it is difficult to determine where its impact begins and ends. Therefore,
the savings associated with DUR contribution in other pharmacy areas cannot be
determined. IME pharmacy programs are listed below along with a DUR impact
statement and example:




Prospective DUR
Definition: A process in which a request for a drug product for a
particular patient is screened for potential drug therapy problems
before the product is dispensed.
Impact: The DUR Commission reviews scientific literature regarding
specific medications and makes recommendations to DHS on
appropriate utilization guidelines or parameters.
Example: The DUR Commission recommended that an age edit be
placed on Provigil®, restricting its use in patients to those 16 years of
age and older.
Prior Authorization
Definition: A process for obtaining approval for a drug before the drug
is provided to a member, as a precondition for provider reimbursement.
Prior authorization is requested at the prescriber level and is a
prescriber fax-only system using the forms provided by the Iowa
Medicaid Enterprise.
Impact: The DUR Commission develops sound, cost-effective
medication use guidelines by reviewing peer reviewed medical
information form various sources. The Commission seeks outside
expertise when necessary and considers public comments prior to





recommending step therapy for appropriate drug use.
Example: The DUR Commission developed the criteria for the
Nicotine Replacement Therapy prior authorization.
Prior Authorization is required for over-the-counter nicotine
replacement patches and nicotine gum. Requests for authorization
must include:
1) Diagnosis of nicotine dependence and referral to the Quitline Iowa
program for counseling.
2) Confirmation of enrollment in the Quitline Iowa counseling program
is required for approval.
3) Approvals will only be granted for patients eighteen years of age
and older.
4) The maximum allowed duration of therapy is twelve weeks within a
twelve-month period.
5) A maximum quantity of 14 nicotine replacement patches and/or 110
pieces of nicotine gum may be dispensed with the initial prescription.
Subsequent prescription refills will be allowed to be dispensed as a 4
week supply at one unit per day of nicotine replacement patches
and/or 330 pieces of nicotine gum. Following the first 28 days of
therapy, continuation is available only with documentation of ongoing
participation in the Quitline Iowa program.
Preferred Drug List (PDL)
Definition: A list comprised of drugs recommended to the Iowa
Department of Human Services by the Iowa Medicaid Pharmaceutical
and Therapeutics Committee that have been identified as being
therapeutically equivalent within a drug class and that provide cost
benefit to the Medicaid program.
Impact: The DUR Commission makes referrals to and considers
requests from the Pharmacy and Therapeutics (P&T) Committee to
improve drug therapy.
Example: The DUR Commission recommended that the Iowa
Medicaid Pharmacy and Therapeutics Committee change the status of
products containing carisoprodol on the PDL from preferred to
nonpreferred.
Disease management
Definition: A coordinated process by which Iowa Medicaid identifies
and treats diseases within defined patient populations. This goal is
achieved by identifying and delivering the most effective and efficient
combination of available resources.
Impact: The Commission reviews disease state guidelines to
determine appropriate drug use, shares drug utilization information,
and makes recommendations to improve therapeutic outcomes.
Example: DUR exchanged patient specific information with case
management regarding utilization patterns of Advair®.



Supplemental rebates
Definition: A rebate given in addition to rebates received under the
CMS Rebate Agreement, pursuant to Section 1927 of the Social
Security Act (42 USC 1396r-8).
Impact: The existence of a supplemental rebate and how it may
impact the price of a medication is taken into consideration when the
DUR Commission makes recommendations.
Example: The DUR Commission requested that the Iowa Medicaid
P&T Committee review the different dosage forms of nicotine
replacement therapy and share information as to which products were
the most cost effective.

Appendix C
Overall Programs Results

Program Evaluation/Cost Savings Estimates
Iowa Medicaid Retrospective Drug Utilization Review
Annual Report
SFY18

Patient Focused Profile Review
Suggestions Made

65

Therapy Changed
Impact Rate

8
.

12.31%

Cost Savings Estimates:
Dollars Saved per Patient Evaluated*
Dollars Saved on Medication*

$113.82
$6,943.04

Problem-Focused Profile Review
Suggestions Made

4

Therapy Changed

0

Impact Rate

0.00%

Cost Savings Estimates:
Dollars Saved per Patient Evaluated*

$0.00 ^

Dollars Saved on Medication*

$0.00

Cost Savings Estimate*
Cost of the Program (State & Federal)
Net Cost Savings Estimate

$6,943.04
$270,000.00
($263,056.96)

Savings Per Dollar Spent (State and Federal)*

$0.03

Savings Per State Dollar Spent*

$0.05

*Savings reported are pre-rebate, total dollars
^ Informative in nature; impact was not to be assessed

Appendix D
Results Patient-Focused

Patient - Focused Reviews
SFY18
Initial Review Date

October 2016 - September 2017

Re-review Date

July 2017 - June 2018

Patient Profiles Reviewed

595

Profiles Selected for Intervention

61

Intervention Letters Sent
Prescribers

77

54.23%

Pharmacists

65

45.77%

Total

142

100%

Prescribers

30

60.00%

Overall Response Rate

35.21%

Pharmacists

20

40.00%

Prescriber Response Rate

38.96%

Total

50

100.00%

Pharmacy Response Rate

30.77%

Impact Rate

12.31%

Responses Received

Total Number of Suggestions
Therapeutic

63

96.92%

Cost-Saving

2

3.08%

Total

65

100%

Therapeutic

8

100.00%

Cost-Saving

0

0.00%

Positive Impact Only

0

0.00%

Total

8

100%

Total Number of Changes
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Patient - Focused Review
Month by Month Breakdown
SFY18
Initial Review Date
Evaluation Date

Oct-16
Jul-17

Dec-16
Sep-17

Feb-17
Nov-17

Apr-17
Jan-18

Jun-17
Mar-18

Aug-17
May-18

252
9

52
3

77
14

15
7

123
15

76
13

595
61

Total Number of Suggstions Made
Therapeutic
Cost Saving

9
8
1

3
3
0

15
15
0

8
8
0

16
15
1

14
14
0

65
63
2

Total Number of Changes Made
Therapeutic
Cost Saving
Positive Impact Only

3
3
0
0

1
1
0
0

0
0
0
0

1
1
0
0

3
3
0
0

0
0
0
0

8
8
0
0

Profiles Reviewed
Profiles Available for Evaluation

Total

Total Dollars Saved - Therapeutic
Total Dollars Saved - Cost Saving

$2,046.62
$0.00

$33.01
$0.00

$0.00
$0.00

$3,484.85
$0.00

$1,378.56
$0.00

$0.00
$0.00

$6,943.04
$0.00

Total Dollars Saved on Medication*

$2,046.62

$33.01

$0.00

$3,484.85

$1,378.56

$0.00

$6,943.04

$227.40

$11.00

$0.00

$497.84

$91.90

$0.00

$113.82

Total Dollars Saved per Profile

*Savings reported are pre-rebate total dollars.
Post MCO transition, unable to generate 300 profiles through algorithm process due to reduced FFS patient population
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Medicaid DUR Impact Assessment
ReportPatient-Focused Reviews SFY18

Initial Review Date
Evaluation Date

Oct-16
Jul-17

Dec-16
Sep-17

Feb-17
Nov-17

Apr-17
Jan-18

Jun-17
Mar-18

Aug-17
May-18

Total

Profiles Reviewed
Profiles Evaluated

252
9

52
3

77
14

15
7

123
15

76
13

595
61

20
11
9

6
3
3

34
19
15

17
9
8

34
18
16

31
17
14

142
77
65

100.00%

Responses Received
Prescribers
Pharmacy

9
7
2

2
2
0

13
5
8

5
2
3

9
5
4

12
9
3

50
30
20

100.00%

Total Number of Templates Mentioned
Therapeutic
Cost-Saving

9
8
1

3
3
0

15
15
0

8
8
0

16
15
1

14
14
0

65
63
2

100.00%

Total Number of Changes Made
Therapeutic
Cost-Saving
Positive Impact Only

3
3
0
0

1
1
0
0

0
0
0
0

1
1
0
0

3
3
0
0

0
0
0
0

8
8
0
0

100.00%

$2,046.62
$0.00
$2,046.62
$227.40

$33.01
$0.00
$33.01
$11.00

$0.00
$0.00
$0.00
$0.00

$3,484.85
$0.00
$3,484.85
$497.84

$1,378.56
$0.00
$1,378.56
$91.90

$0.00
$0.00
$0.00
$0.00

Letters Sent
Prescribers
Pharmacy

Total Dollars Saved - Therapeutic Changes
Total Dollars Saved - Cost Saving Changes
Total Dollars Saved on Medication*
Total Dollars Saved Per Profile Evaluated
*Savings reported are pre-rebate, total dollars
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$6,943.04
$0.00
$6,943.04
$113.82

54.23%
45.77%

60.00%
40.00%

96.92%
3.08%

100.00%
0.00%
0.00%
100.00%
0.00%
100.00%

Comment Type
Patient Focused Reviews
SFY18
Initial Review Date
Evaluation Date
Template Classification

Oct-16
Jul-17
Suggestions

Dec-16
Sep-17

Changes Suggestions

Feb-17
Nov-17

Changes Suggestions

Apr-17
Jan-18

Changes Suggestions

Jun-17
Mar-18

Changes Suggestions

Aug-17
May-18

Changes Suggestions

Total

Changes

Total Suggestions Total Changes

Adverse Drug Reaction

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Drug-Disease Interaction

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Drug-Drug Interaction

0

0

0

0

1

0

0

0

0

0

0

0

1

0

High Cost Drug

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Innapropriate Billing

0

0

0

0

0

0

0

0

1

0

0

0

1

0

Missing Drug Therapy

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Not Optimal Dosage Form

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Not Optimal Dose

0

0

0

0

2

0

0

0

0

0

1

0

3

0

Not Optimal Drug

2

1

0

0

0

0

0

0

0

0

0

0

2

1

Not Optimal Duration

1

0

0

0

1

0

0

0

1

0

1

0

4

0

Patient Overuse

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Patient Underuse

0

0

1

0

0

0

0

0

0

0

0

0

1

0

Potential Generic Use

1

0

0

0

0

0

0

0

0

0

0

0

1

0

Therapeutic Alternative

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Therapeutic Duplication

5

2

2

1

11

0

8

1

13

3

12

0

51

7

Unnecessary Drug Therapy

0

0

0

0

0

0

0

0

1

0

0

0

1

0

Total

9

3

3

1

15

0

8

1

16

3

14

0

65

8
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Patient Focused Reviews
SFY18
Template Classification

Total Suggestions Total Changes

% of Total Suggstions

% of Total Changes

% of Suggestions
Changed

% Dollars Saved

Adverse Drug Reaction

0

0

0.00%

0.00%

0.00%

0.00%

Drug-Disease Interaction

0

0

0.00%

0.00%

0.00%

0.00%

Drug-Drug Interaction

1

0

1.54%

0.00%

0.00%

0.00%

High Cost Drug

0

0

0.00%

0.00%

0.00%

0.00%

Inappropriate Billing

1

0

1.54%

0.00%

0.00%

0.00%

Missing Drug Therapy

0

0

0.00%

0.00%

0.00%

0.00%

Not Optimal Dosage Form

0

0

0.00%

0.00%

0.00%

0.00%

Not Optimal Dose

3

0

4.62%

0.00%

0.00%

0.00%

Not Optimal Drug

2

1

3.08%

12.50%

50.00%

6.53%

Not Optimal Duration

4

0

6.15%

0.00%

0.00%

0.00%

Patient Overuse

0

0

0.00%

0.00%

0.00%

0.00%

Patient Underuse

1

0

1.54%

0.00%

0.00%

0.00%

Potential Generic Use

1

0

1.54%

0.00%

0.00%

0.00%

Therapeutic Alternative

0

0

0.00%

0.00%

0.00%

0.00%

Therapeutic Duplication

51

7

78.46%

87.50%

13.73%

93.47%

Unnecessary Drug Therapy

1

0

1.54%

0.00%

0.00%

0.00%

Total

65

8

100.00%

100.00%

12.31%

100.00%
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Savings By Template Class
SFY18
Initial Review Date
Evaluation Dte

Oct-16
Jul-17

Dec-16
Sep-17

Feb-17
Nov-17

Apr-17
Jan-18

Jun-17
Mar-18

Aug-17
May-18
Total

Template Classification
Adverse Drug Reaction

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Drug-Disease Interaction

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Drug-Drug Interaction

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

High Cost Drug

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Inappropriate Billing

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Missing Drug Therapy

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Not Optimal Dosage Form

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Not Optimal Dose

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Not Optimal Drug

$453.10

$0.00

$0.00

$0.00

$0.00

$0.00

$453.10

Not Optimal Duration

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Patient Overuse

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Patient Underuse*

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Potential Generic Use

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Therapeutic Alternative

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Therapeutic Duplication

$1,593.52

$33.01

$0.00

$3,484.85

$1,378.56

$0.00

$6,489.94

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$2,046.62

$33.01

$0.00

$3,484.85

$1,378.56

$0.00

$6,943.04

Unnecessary Drug Therapy
Total

*additional cost but positive impact assumed
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Appendix E
Results Problem-Focused

Problem-Focused Studies
Impact Rate
SFY 2018
Focus
High Dose Opioids - FFS Members ≥ 200
MME per day
High Dose Opioids - FFS Members ≥ 200
MME per day Plus Benzodiazepine

TOTAL
* Informative in nature. Impact was not to be
assessed.

Review Period

Evaluation Period

Patients Evaluated

Positive Impact

Impact Rate

9/1/2017 - 09/3/2017

2

0.00%

9/1/2017 - 09/30/2017

2

0.00%

4

0

0.00%

*
*

Problem-Focused Studies
SFY 2018
Focus
High Dose Opioids - FFS Members ≥ 200
MME per day
High Dose Opioids - FFS Members ≥ 200
MME per day Plus Benzodiazepine

TOTAL

Review Period

Evaluation Period

Patients Reviewed

Patients Selected

Cost Savings Calculated

9/1/2017 - 09/31/2017

2

2

$0.00

9/1/2017 - 09/31/2017

2

2

$0.00

4

4

$0.00 *

* Informative in nature only
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Appendix F
Descriptions Problem-Focused

Description of Problem Focused Studies
SFY18
Two problem focused studies were conducted in SFY18. The DUR Commission
reviewed claims data identifying members taking ≥ 200 morphine milligram equivalents
(MME) per day and members taking ≥ 200 MME per day with a benzodiazepine. Due to
the recommendation to implement a daily MME edit, the DUR requested an educational
letter be sent to providers of members identified in the aforementioned focused studies.
The intent of the educational letters was to be informative in nature, alerting providers to
the upcoming point of sale (POS) edit allowing prescribers to begin decreasing the
members opioid dose.

Appendix G
Prior Auth Recommendations

Prior Authorization Criteria Review
SFY18
During the fiscal year ending 2018, the Commission reviewed and made recommendations on the following categories of
medications covered under the prior authorization program. Criteria can be reviewed in the following recommendation
letters.
DUR
Meeting
08/02/2017

10/04/2017
12/06/2016

New PA Criteria







High Dose Opioids
Defalzacort (Emflaza)
Crisaborole (Eucrisa)
New to Market Drugs
Dupilumab (Dupixent)
Age Edit Override –
Codeine or Tramadol

02/07/2018

04/04/2018
06/06/2017



Vesicular Monoamine
Transporter (VMAT) 2
Inhibitors

Updated PA Criteria



Hepatitis C Treatments
Eluxadoline (Viberzi)












Biologicals for Ankylosing Spondylitis
Biologicals for Arthritis
Biologicals for Inflammatory Bowel
Disease
Biologicals for Plaque Psoriasis
Sacubitril/Valsartan (Entresto)
Buprenorphine/Naloxone
Immunomodulators – Topical
Ivacaftor (Kalydeco)
Lidocaine Patch
Topical Acne and Rosacea Products








Anti-Diabetic Non-Insulin Agents
Hepatitis C Agents
Janus Kinase Inhibitors
Biologicals for Arthritis
Apremilast (Otezla)
Methotrexate Injection

Removal of PA Criteria


Omalizumab (Xolair)



Smoking Cessation
Therapy, Oral
Nicotine Replacement
Therapy
Angiotensin Receptor
Blocker before ACE
Inhibitor




IOWA MEDICAID DRUG UTILIZATION REVIEW COMMISSION
100 Army Post Road –
Brett Faine, Pharm.D.
Melissa Klotz, Pharm.D.
Jason Kruse, D.O

Professional Staff:

Mark Graber, M.D., FACEP, MSHCE
Kellen Ludvigson, Pharm.D.
Susan Parker, R.Ph., Pharm.D.
Laurie Anderson, R.Ph., Pharm.D.

(515) 974-3131

-866-626-0216

Daniel Gillette, M.D.
Jason Wilbur, M. D.
Sandy Pranger, R.Ph.

Pam Smith, R.Ph.
DUR Project Coordinator

August 4, 2017

Susan L. Parker, R.Ph, Pharm.D.
Pharmacy Director
Iowa Medicaid Enterprise
100 Army Post Road
Des Moines, Iowa 50315

Dear Susan:
The Iowa Medicaid Drug Utilization Review (DUR) Commission met on Wednesday, August 2,
2017. At this meeting, the DUR Commission members discussed the proposed prior
authorization (PA) criteria for High Dose Opioids; Deflazacort (Emflaza); Hepatitis C Treatments;
Crisaborole (Eucrisa); Eluxadoline (Viberzi); and New to Market Drugs. The DUR Commission
members also discussed coverage of Omalizumab (Xolair) through the outpatient pharmacy
program. The following recommendations have been made by the DUR Commission:
The DUR Commission reviewed comments that were received from the medical/pharmacy
associations in response to a June 12, 2017 letter that was sent to them detailing the proposed
criteria for High Dose Opioids; Deflazacort (Emflaza); Hepatitis C Treatments; Crisaborole
(Eucrisa); Eluxadoline (Viberzi); and New to Market Drugs as well as the recommendation to
remove PA criteria and coverage of Omalizumab (Xolair) from the outpatient pharmacy benefit.
High Dose Opioids
Newly Proposed Clinical Prior Authorization Criteria (Recommendation is to apply criteria to
new and established patients. Plan to gradually decrease MME per day over time to 90 MME
per day.)
Prior authorization is required for use of high-dose opioids ≥ 200 morphine milligram
equivalents (MME) per day (See CDC Guideline for Prescribing Opioids for Chronic Pain at
https://www.cdc.gov/drugoverdose/prescribing/guideline.html). Patients undergoing active
cancer treatment or end-of-life care will not be subject to the criteria below. Payment will be
considered when the following is met:
1. Requests for non-preferred opioids meet criteria for coverage (see criteria for LongActing Opioids and/or Short-Acting Opioids); and

1

2. Patient has a diagnosis of severe, chronic pain with a supporting ICD-10 code.
Requests for a diagnosis of fibromyalgia or migraine will not be considered; and
3. Patient has tried and failed at least two nonpharmacologic therapies (physical
therapy; weight loss; alternative therapies such as manipulation, massage, and
acupuncture; or psychological therapies such as cognitive behavior therapy [CBT]);
and
4. Patient has tried and failed at least two nonopioid pharmacologic therapies
(acetaminophen, NSAIDs, or selected antidepressants and anticonvulsants; and
5. There is documentation demonstrating an appropriate upward titration or an
appropriate conversion from other opioid medications; and
6. Pain was inadequately controlled at the maximum allowed dose without prior
authorization for the requested opioid(s); and
7. Pain was inadequately controlled by 2 other chemically distinct preferred long-acting
opioids at the maximum allowed dose without prior authorization; and
8. Chart notes from a recent office visit for pain management is included documenting
the following:
a. Treatment plan – including all therapies to be used concurrently
(pharmacologic and non-pharmacologic); and
b. Treatment goals; and
9. Patient has been informed of the risks of high-dose opioid therapy; and
10. The prescriber has reviewed the patient’s use of controlled substances on the Iowa
Prescription Monitoring Program website and determined that use of high-dose opioid
therapy is appropriate for this patient; and
11. The patient’s risk for opioid addiction, abuse and misuse has been reviewed and
prescriber has determined the patient is a candidate for high-dose opioid therapy; and
12. A signed chronic opioid therapy management plan between the prescriber and patient
dated within 12 months of this request is included; and
13. The requested dosing interval is no more frequent than the maximum FDA-approved
dosing interval; and
14. Patient has been provided a prescription for a preferred naloxone product for the
emergency treatment of an opioid overdose; and
15. Patient has been educated on opioid overdose prevention; and
16. Patient’s household members have been educated on the signs of opioid overdose
and how to administer naloxone; and
17. Patient will not be using opioids and benzodiazepines concurrently or a taper plan to
discontinue the benzodiazepine must be submitted with initial and subsequent
requests; and
18. A documented dose reduction is attempted at least annually.
If criteria for coverage are met, initial requests will be given for 3 months. Requests for
continuation of high-dose opioid therapy will be considered every 6 months with the
following:
1. High-dose opioid therapy continues to meet treatment goals, including sustained
improvement in pain and function; and
2. Patient has not experienced an overdose or other serious adverse event; and
2

3. Patient is not exhibiting warning signs of opioid use disorder; and
4. The benefits of opioids continue to outweigh the risks; and
5. A documented dose reduction has been attempted at least annually, and the
prescriber has determined the dose cannot be reduced at this time; and
6. The prescriber has reviewed the patient’s use of controlled substances on the Iowa
Prescription Monitoring Program website and determined that continued use of highdose opioid therapy is appropriate for this patient; and
7. Patient will not be using opioids and benzodiazepines concurrently or a taper plan to
discontinue the benzodiazepine must be submitted with subsequent requests.
8. Patient has been provided a prescription for a preferred naloxone product for the
emergency treatment of an opioid overdose; and
9. Patient has been reeducated on opioid overdose prevention; and
10. Patient’s household members have been reeducated on the signs of opioid overdose
and how to administer naloxone.
Deflazacort (Emflaza)
Newly Proposed Clinical Prior Authorization Criteria
Prior authorization is required for Emflaza (deflazacort). Payment will be considered for
patients when the following criteria are met:
1. Patient has a diagnosis of Duchenne muscular dystrophy (DMD) with documented
mutation of the dystrophin gene; and
2. Patient is within the FDA labeled age; and
3. Patient experienced onset of weakness before 5 years of age; and
4. Is prescribed by or in consultation with a physician who specializes in treatment of
Duchenne muscular dystrophy; and
5. Patient has documentation of an adequate trial and therapy failure, intolerance, or
significant weight gain (significant weight gain defined as 1 standard deviation above
baseline percentile rank weight for height) while on prednisone at a therapeutic dose;
and
6. Is dosed based on FDA approved dosing.
The required trials may be overridden when documented evidence is provided that use of
these agents would be medically contraindicated.
Hepatitis C Treatments
Proposed Clinical Prior Authorization Criteria (changes italicized/highlighted or stricken)
Prior authorization is required for hepatitis C treatments. Requests for non-preferred agents
may be considered when documented evidence is provided that the use of the preferred
agents would be medically contraindicated. Payment will be considered under the following
conditions:
1. Patient has a diagnosis of chronic hepatitis C and
2. Patient’s age and/or weight is within the FDA labeled age and/or weight; and
3. Patient has had testing for hepatitis C virus (HCV) genotype; and
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4. Patient has an active HCV infection verified by a detectable viral load within 12
months of starting treatment; and
5. Patient has been tested for hepatitis B (HBV) prior to initiating treatment of HCV and
individuals with active HBV infection are treated (either at same time as HCV therapy
or before HCV therapy is started); and
6. Viral load will be submitted by prescriber 12 weeks after completion of therapy; and
7. Patient has advanced liver disease corresponding to a Metavir score of 2 3 or greater
fibrosis as confirmed by one of the following:
 Liver biopsy confirming Metavir score ≥ F2 F3; or
 Transient elastography (FibroScan) score ≥ 7.5 9.5kPa; or
 FibroSURE (FibroTest) score ≥ 0.48 0.58; or
 APRI score > 0.7 1.5; or
 Radiological imaging consistent with cirrhosis (i.e. evidence of portal
hypertension); or
 Physical findings or clinical evidence consistent with cirrhosis; or
 Patients at highest risk for severe complications: organ transplant, type 2 or 3
essential mixed cryoglobulinemia with end-organ manifestations (e.g.
vasculitis), proteinuria, nephritic syndrome, or membranoproliferative
glomerulonephritis.
8. Patient’s prior treatment history is provided (treatment naïve or treatment
experienced); and
9. If patient has a history of non-compliance, documentation that steps have been taken
to correct or address the causes of non-compliance are provided; and
10. Patient has abstained from the use of illicit drugs and alcohol for a minimum of three
(3) months as evidenced by a negative urine confirmation test; and
11. For regimens containing sofosbuvir, patient does not have severe renal impairment
(creatinine clearance < 30ml/min) or end stage renal disease requiring hemodialysis;
and
12. HCV treatment is prescribed by a digestive disease, liver disease, or infectious
disease provider practice; and
13. For patients on a regimen containing ribavirin, the following must be documented on
the PA form:
a) Patient is not a pregnant female or male with a pregnant female partner; and
b) Women of childbearing potential and their male partners must use two forms
of effective contraception during treatment and for at least 6 months after
treatment has concluded; and
c) Monthly pregnancy tests will be performed during treatment; and
14. Prescriber has reviewed the patient’s current medication list and acknowledged that
there are no significant drug interactions with the HCV medication.
15. Documentation is provided for patients who are ineligible to receive interferon or
ribavirin.
16. Non-FDA approved or non-compendia indicated combination therapy regimens will
not be approved.
17. Patient does not have limited life expectancy (less than 12 months) due to non-liverrelated comorbid conditions.
18. If patient is recently eligible for Iowa Medicaid, and has been started and stabilized on
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therapy while covered under a different plan, documentation of how long the patient
has been on medication will be required. Patient will be eligible for the remainder of
therapy needed, based on length of therapy for the particular treatment.
19. Lost or stolen medication replacement requests will not be authorized.
20. The 72-hour emergency supply rule does not apply to oral hepatitis C antiviral agents.
Crisaborole (Eucrisa)
Newly Proposed Clinical Prior Authorization Criteria
Prior authorization is required for Eucrisa (crisaborole). Payment will be considered for
patients when the following criteria are met:
1. Patient has a diagnosis of mild to moderate atopic dermatitis; and
2. Patient is within the FDA labeled age; and
3. Patient has failed to respond to good skin care and regular use of emollients; and
4. Patient has documentation of an adequate trial and therapy failure with two preferred
medium to high potency topical corticosteroids for a minimum of 2 consecutive weeks;
and
5. Patient has documentation of a previous trial and therapy failure with a topical
immunomodulator for a minimum of 4 weeks; and
6. Patient will continue with skin care regimen and regular use of emollients.
7. Quantities will be limited to 60 grams for use on the face, neck, and groin and 100
grams for all other areas, per 30 days.
The required trials may be overridden when documented evidence is provided that use of
these agents would be medically contraindicated.
Eluxadoline (Viberzi)
Proposed Clinical Prior Authorization Criteria (changes italicized/highlighted)
Prior authorization is required for eluxadoline. Only FDA approved dosing will be considered.
Payment will be considered under the following conditions:
1. Patient is 18 years of age or older.
2. Patient has a diagnosis of irritable bowel syndrome with diarrhea (IBS-D).
3. Patient does not have any of the following contraindications to therapy:
a. Patient is without a gallbladder.
b. Known or suspected biliary duct obstruction, or sphincter of Oddi
disease/dysfunction.
c. Alcoholism, alcohol abuse, alcohol addiction, or consumption of more than 3
alcoholic beverages per day.
d. A history of pancreatitis or structural diseases of the pancreas (including known
or suspected pancreatic duct obstruction).
e. Severe hepatic impairment (Child-Pugh Class C).
f. Severe constipation or sequelae from constipation.
g. Known or suspected mechanical gastrointestinal obstruction.
4. Patient has documentation of a previous trial and therapy failure at a therapeutic dose
with both of the following:
a. A preferred antispasmodic agent (dicyclomine or hyoscyamine).
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b. A preferred antidiarrheal agent (loperamide).
If criteria for coverage are met, initial authorization will be given for 3 months to assess the
response to treatment. Requests for continuation of therapy will require the following:
1. Patient has not developed any contraindications to therapy (defined above).
2. Patient has experienced a positive clinical response to therapy as demonstrated by at
least one of the following:
a. Improvement in abdominal cramping or pain.
b. Improvement in stool frequency and consistency.
The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated.
New to Market Drugs
Newly Proposed Prior Authorization Criteria
Prior authorization is required for newly marketed drugs. Payment will be considered for
patients when the following criteria are met:
1. Patient has an FDA approved or compendia indication for the requested drug; and
2. If the requested drug falls in a therapeutic category/class with existing prior
authorization criteria, the requested drug must meet the criteria for the same
indication; or
3. If no clinical criteria are established for the requested drug, patient has tried and failed
at least two preferred drugs, when available, from the Iowa Medicaid Preferred Drug
List (PDL) for the submitted indication; and
4. Request must adhere to all FDA approved labeling.
The required trials may be overridden when documented evidence is provided that use of
these agents would be medically contraindicated.
Once newly marketed drugs are reviewed by the Pharmaceutical & Therapeutics
Committee, they will be placed on the PDL which will dictate ongoing PA criteria, if
applicable.
Additionally, the DUR Commission made a recommendation to remove PA criteria and coverage
of omalizumab (Xolair) through the outpatient pharmacy program due to the black box warning
stating Xolair should only be administered in a healthcare setting by healthcare providers. The
medication would continue to be available through the medical benefit.
Thank you in advance for the Department’s consideration of accepting the DUR Commission’s
recommendations for clinical prior authorization criteria for High Dose Opioids; Deflazacort
(Emflaza); Hepatitis C Treatments; Crisaborole (Eucrisa); Eluxadoline (Viberzi); and New to
Market Drugs and removal of coverage of Omalizumab (Xolair) from the outpatient pharmacy
benefit.
Sincerely,
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Pamela Smith, R.Ph.
Drug Utilization Review Project Coordinator
Iowa Medicaid Enterprise
Cc:

Erin Halverson, R.Ph, IME
Gina Tiernan, R.Ph, IME
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IOWA MEDICAID DRUG UTILIZATION REVIEW COMMISSION
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Melissa Klotz, Pharm.D.
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Mark Graber, M.D., FACEP, MSHCE
Kellen Ludvigson, Pharm.D.
Susan Parker, R.Ph., Pharm.D.
Laurie Anderson, R.Ph., Pharm.D.

(515) 974-3131
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Daniel Gillette, M.D.
Jason Wilbur, M. D.
Sandy Pranger, R.Ph.

Pam Smith, R.Ph.
DUR Project Coordinator

October 6, 2017

Susan L. Parker, R.Ph, Pharm.D.
Pharmacy Director
Iowa Medicaid Enterprise
100 Army Post Road
Des Moines, Iowa 50315

Dear Susan:
The Iowa Medicaid Drug Utilization Review (DUR) Commission met on Wednesday, October 4,
2017. At this meeting, the DUR Commission members discussed the proposed prior
authorization (PA) criteria for Dupilumab (Dupixent) and a ProDUR age edit on tramadol. The
following recommendations have been made by the DUR Commission:
The DUR Commission reviewed comments that were received from the medical/pharmacy
associations in response to an August 8, 2017 letter that was sent to them detailing the
proposed criteria for Dupilumab (Dupixent) and the ProDUR age edit on tramadol.
Dupilumab (Dupixent)
Newly Proposed Clinical Prior Authorization Criteria
Prior authorization is required for Dupixent (dupilumab). Payment will be considered for
patients when the following criteria are met:
1. Patient has a diagnosis of moderate-to-severe atopic dermatitis; and
2. Patient is within the FDA labeled age; and
3. Is prescribed by or in consultation with a dermatologist; and
4. Patient has failed to respond to good skin care and regular use of emollients; and
5. Patient has documentation of an adequate trial and therapy failure with one preferred
medium to high potency topical corticosteroid for a minimum of 2 consecutive weeks;
and
6. Patient has documentation of a previous trial and therapy failure with a topical
immunomodulator for a minimum of 4 weeks; and
7. Patient has documentation of a previous trial and therapy failure with cyclosporine or
azathioprine; and
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8. Patient will continue with skin care regimen and regular use of emollients; and
9. Dose does not exceed an initial one-time dose of 600mg and maintenance dose of
300mg thereafter given every other week.
If criteria for coverage are met, initial authorizations will be given for 16 weeks to assess the
response to treatment. Request for continuation of therapy will require documentation of a
positive response to therapy.
The required trials may be overridden when documented evidence is provided that use of
these agents would be medically contraindicated.
Due to the recent changes to the label of tramadol containing medications, the DUR
Commission recommends implementing an age edit on all tramadol containing medications to
restrict its use in members under 18 years of age and not allow the 72-hour emergency override
in this population.
Thank you in advance for the Department’s consideration of accepting the DUR Commission’s
recommendations for clinical prior authorization criteria for Dupilumab (Dupixent) and the
ProDUR age edit on tramadol.
Sincerely,
Pamela Smith, R.Ph.
Drug Utilization Review Project Coordinator
Iowa Medicaid Enterprise
Cc:

Erin Halverson, R.Ph, IME
Gina Tiernan, R.Ph, IME
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IOWA MEDICAID DRUG UTILIZATION REVIEW COMMISSION
100 Army Post Road –
Brett Faine, Pharm.D.
Melissa Klotz, Pharm.D.
Jason Kruse, D.O
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Mark Graber, M.D., FACEP, MSHCE
Kellen Ludvigson, Pharm.D.
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December 7, 2017

Susan L. Parker, R.Ph, Pharm.D.
Pharmacy Director
Iowa Medicaid Enterprise
100 Army Post Road
Des Moines, Iowa 50315

Dear Susan:
The Iowa Medicaid Drug Utilization Review (DUR) Commission met on Wednesday, December
6, 2017. At this meeting, the DUR Commission members discussed the proposed prior
authorization (PA) criteria for Biologicals for Ankylosing Spondylitis; Biologicals for Arthritis;
Biologicals for Inflammatory Bowel Disease; Biologicals for Plaque Psoriasis; Tramadol or
Codeine in Members Under 18 Years of Age; and Sacubitril/Valsartan (Entresto). The following
recommendations have been made by the DUR Commission:
The DUR Commission reviewed comments that were received from the medical/pharmacy
associations in response to an October 11, 2017 letter that was sent to them detailing the
proposed criteria for Biologicals for Ankylosing Spondylitis; Biologicals for Arthritis; Biologicals
for Inflammatory Bowel Disease; Biologicals for Plaque Psoriasis; Tramadol or Codeine in
Members Under 18 Years of Age; and Sacubitril/Valsartan (Entresto).
Biologicals for Ankylosing Spondylitis
Proposed Clinical Prior Authorization Criteria (changes highlighted, italicized, or stricken)
Prior authorization is required for biologicals used for ankylosing spondylitis. Request must
adhere to all FDA approved labeling. Payment for non-preferred biologicals for ankylosing
spondylitis will be considered only for cases in which there is documentation of previous
trials and therapy failures with two preferred biological agents. Payment will be considered
under the following conditions Patients initiating therapy with a biological agent must:


Payment will be considered following Patient has documentation of an inadequate
responses to at least two preferred non-steroidal anti-inflammatories (NSAIDs) at
maximum therapeutic doses, unless there are documented adverse responses or
contraindications to NSAID use. These trials should be at least three months in
duration; and
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Patients with symptoms of peripheral arthritis must also have failed a 30-day
treatment trial with at least one conventional disease modifying antirheumatic drug
(DMARD), unless there is a documented adverse response or contraindication to
DMARD use. DMARDs include sulfasalazine and methotrexate; and
Be Patient has been screened for latent TB infection, patients with latent TB will only
be considered after one month of TB treatment and patients with active TB will only
be considered upon completion of TB treatment; and
Be Patient has been screened for hepatitis B and C, patients with active hepatitis B
will not be considered for coverage; and

In addition to the above:
Requests for TNF Inhibitors:
 Have Patient has not been treated for solid malignancies, nonmelanoma skin cancer,
or lymphoproliferative malignancy within the last 5 years of starting or resuming
treatment with a biological agent; and
 Patient does Nnot have a diagnosis of congestive heart failure (CHF) that is New York
Heart Association (NYHA) class lll or lV and with an ejection fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated
Biologicals for Arthritis
Proposed Clinical Prior Authorization Criteria (changes highlighted, italicized, or stricken)
Prior authorization is required for biologicals used for arthritis. Request must adhere to all
FDA approved labeling. Payment for non-preferred biologicals for arthritis will be considered
only for cases in which there is documentation of previous trials and therapy failures with two
preferred biological agents. Payment will be considered under the following conditions
Patients initiating therapy with a biological agent must:
 Be Patient has been screened for latent TB infection, patients with latent TB will only
be considered after one month of TB treatment and patients with active TB will only
be considered upon completion of TB treatment; and
 Be Patient has been screened for hepatitis B and C, patients with active hepatitis B
will not be considered for coverage; and
 Patient has a diagnosis of rheumatoid arthritis (RA):
A trial and inadequate response to two preferred disease modifying antirheumatic
drugs (DMARD) used concurrently. The combination must include methotrexate plus
another preferred oral DMARD (hydroxychloroquine, sulfasalazine, leflunomide, or
minocycline). Upon an unsuccessful methotrexate trial in patients with established
RA, the combination trial with a second DMARD may be overridden if there is
evidence of severe disease documented by radiographic erosions; or
 Patient has a diagnosis of moderate to severe psoriatic arthritis:
A trial and inadequate response to the preferred oral DMARD, methotrexate
(leflunomide or sulfasalazine may be used if methotrexate is contraindicated); or
 Patient has a diagnosis of moderate to severe juvenile idiopathic arthritis:
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A trial and inadequate response to intraarticular glucocorticoid injections and the
preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may be used if
methotrexate is contraindicated); and
In addition to the above:
Requests for TNF Inhibitors:
 Have Patient has not been treated for solid malignancies, nonmelanoma skin cancer,
or lymphoproliferative malignancy within the last 5 years of starting or resuming
treatment with a biological agent; and
 Patient does Nnot have a diagnosis of congestive heart failure (CHF) that is New York
Heart Association (NYHA) class lll or lV and with an ejection fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated.
Biologicals for Inflammatory Bowel Disease
Proposed Clinical Prior Authorization Criteria (changes highlighted, italicized, or stricken)
Prior authorization is required for biologicals used for inflammatory bowel disease. Request
must adhere to all FDA approved labeling. Payment for non-preferred biologicals for
inflammatory bowel disease will be considered only for cases in which there is
documentation of a previous trial and therapy failure with a preferred agent. Payment will be
considered under the following conditions Patients initiating therapy with a biological agent
must:
 Be Patient has been screened for latent TB infection, patients with latent TB will only
be considered after one month of TB treatment and patients with active TB will only
be considered upon completion of TB treatment; and
 Be Patient has been screened for hepatitis B and C, patients with active hepatitis B
will not be considered for coverage; and
 Patient has a diagnosis of Crohn’s Disease – Payment will be considered following an
inadequate response to two preferred conventional therapy including aminosalicylates
(mesalamine, sulfasalazine), azathioprine/6-mercaptopurine, and/or methotrexate; or
 Patient has a diagnosis of Ulcerative Colitis (moderate to severe) – Payment will be
considered following an inadequate response to two preferred conventional therapies
including aminosalicylates and azathioprine/6-mercaptopurine; and
In addition to the above:
Requests for TNF Inhibitors:
 Have Patient has not been treated for solid malignancies, nonmelanoma skin cancer,
or lymphoproliferative malignancy within the last 5 years of starting or resuming
treatment with a biological agent; and
 Patient does Nnot have a diagnosis of congestive heart failure (CHF) that is New York
Heart Association (NYHA) class lll or lV and with an ejection fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
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The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated.
Biologicals for Plaque Psoriasis
Proposed Clinical Prior Authorization Criteria (changes highlighted, italicized, or stricken)
Prior authorization is required for biologicals used for plaque psoriasis. Request must adhere
to all FDA approved labeling. Payment for non-preferred biologicals for plaque psoriasis will
be considered only for cases in which there is documentation of previous trials and therapy
failures with two preferred biological agents. Payment will be considered under the following
conditions Patients initiating therapy with a biological agent must:
 Payment will be considered following Patient has documentation of an inadequate
response to phototherapy, systemic retinoids (oral isotretinoin), methotrexate, or
cyclosporine; and
 Be Patient has been screened for latent TB infection, patients with latent TB will only
be considered after one month of TB treatment and patients with active TB will only
be considered upon completion of TB treatment; and
 Be Patient has been screened for hepatitis B and C, patients with active hepatitis B
will not be considered for coverage; and
In addition to the above:
Requests for TNF Inhibitors:
 Have Patient has not been treated for solid malignancies, nonmelanoma skin cancer,
or lymphoproliferative malignancy within the last 5 years of starting or resuming
treatment with a biological agent; and
 Patient does Nnot have a diagnosis of congestive heart failure (CHF) that is New York
Heart Association (NYHA) class lll or lV and with an ejection fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated
Age Edit Override – Codeine or Tramadol
Newly Proposed Prior Authorization Criteria
An age edit override for codeine or tramadol is required for patients under 18 years of age.
Payment will be considered under the following conditions:
1. Member is 12 years of age or older; and
2. Medication is not being prescribed to treat pain after surgery following tonsil and/or
adenoid procedure for members 12 to18 years of age; and
3. If member is between 12 and 18 years of age, member is not obese (BMI greater than
30kg/m2), does not have obstructive sleep apnea, or severe lung disease.
Sacubitril/Valsartan (Entresto)
Proposed Clinical Prior Authorization Criteria (changes highlighted, italicized, or stricken)
Prior authorization is required for valsartan/sacubitril (Entresto™). Requests above the
manufacturer recommended dose will not be considered. Payment will be considered for
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patients when the following criteria are met:
1. Patient is 18 years of age or older; and
2. Patient has a diagnosis of NYHA Functional Class II, III, or IV heart failure; and
3. Patient has a left ventricular ejection fraction (LVEF) ≤40%; and
4. Patient is currently tolerating treatment with an ACE inhibitor or angiotensin II receptor
blocker (ARB) at a therapeutic dose, where replacement with valsartan/sacubitril is
recommended to further reduce morbidity and mortality previous trial and therapy
failure or intolerance to an ACE inhibitor at a maximally tolerated dose; and
5. Patient has documentation of a previous trial and therapy failure or intolerance to an
angiotensin II receptor blocker (ARB); and
6. Is to be administered in conjunction with other heart failure therapies, in place of an
ACE inhibitor or other ARB (list medications patient is currently taking for the
treatment of heart failure); and
7. Will not be used in combination with an ACE inhibitor or ARB; and
8. Will not be used in combination with aliskiren (Tekturna) in diabetic patients; and
9. Patient does not have a history of angioedema associated with the use of ACE
inhibitor or ARB therapy; and
10. Patient is not pregnant; and
11. Patient does not have severe hepatic impairment (Child Pugh Class C); and
12. Prescriber is a cardiologist or has consulted with a cardiologist (telephone
consultation is acceptable).
The required trial(s) may be overridden when documented evidence is provided that the use
of these agent(s) would be medically contraindicated.
If the criteria for coverage are met, initial authorization will be given for 3 months. Requests
for continuation of therapy may be provided if prescriber documents adequate response to
therapy.
Thank you in advance for the Department’s consideration of accepting the DUR Commission’s
recommendations for clinical prior authorization criteria for Biologicals for Ankylosing
Spondylitis; Biologicals for Arthritis; Biologicals for Inflammatory Bowel Disease; Biologicals for
Plaque Psoriasis; Tramadol or Codeine in Members Under 18 Years of Age; and
Sacubitril/Valsartan (Entresto).
Sincerely,

Pamela Smith, R.Ph.
Drug Utilization Review Project Coordinator
Iowa Medicaid Enterprise
Cc:

Erin Halverson, R.Ph, IME
Gina Tiernan, R.Ph, IME
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February 9, 2018

Susan L. Parker, R.Ph, Pharm.D.
Pharmacy Director
Iowa Medicaid Enterprise
100 Army Post Road
Des Moines, Iowa 50315

Dear Susan:
The Iowa Medicaid Drug Utilization Review (DUR) Commission met on Wednesday, February 7,
2018. At this meeting, the DUR Commission members discussed the proposed prior
authorization (PA) criteria for Buprenorphine/Naloxone; Immunomodulators, Topical; Ivacaftor
(Kalydeco); Lidocaine Patch; Topical Acne and Rosacea Products. The DUR Commission also
discussed removal of clinical prior authorization for the following: Smoking Cessation Therapy,
Oral; Nicotine Replacement Therapy; and Angiotensin Receptor Blocker Before ACE Inhibitor.
Finally, the DUR Commission discussed implementing a ProDUR quantity limit for the Smoking
Cessation Therapy, Oral and Nicotine Replacement Therapy with the removal of prior
authorization criteria. The following recommendations have been made by the DUR
Commission:
No comments were received from the medical/pharmacy associations in response to a
December 12, 2017 letter that was sent to them detailing the proposed criteria for
Buprenorphine/Naloxone; Immunomodulators, Topical; Ivacaftor (Kalydeco); Lidocaine Patch;
Topical Acne and Rosacea Products; removal of clinical prior authorization for Smoking
Cessation Therapy, Oral; Nicotine Replacement Therapy; and Angiotensin Receptor Blocker
Before ACE Inhibitor; and the ProDUR quantity limit for the Smoking Cessation Therapy, Oral
and Nicotine Replacement Therapy with the removal of prior authorization criteria.
Buprenorphine/Naloxone
Proposed Clinical Prior Authorization (changes highlighted/italicized/stricken)
Prior authorization is required for oral buprenorphine or buprenorphine/naloxone. Requests
for doses above 24mg per day or greater than once daily dosing will not be considered.
Initial requests will be considered for up to 3 months. Requests for maintenance doses
above 16mg per day will not be considered on a long-term basis. Concomitant use with
opioids, or tramadol and hypnotics will be prohibited. Benzodiazepines will be allowed up to
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a cumulative 30 days per 12-month period. Payment for a non-preferred agent will be
authorized only for cases in which there is documentation of previous trial and therapy failure
with a preferred agent, unless evidence is provided that use of these agents would be
medically contraindicated. Requests for surgically implanted buprenorphine products will not
be considered through the pharmacy benefit and should be directed to the member’s
medical benefit. Payment will be considered for patients when the following is met:
1. Patient has a diagnosis of opioid dependence and meets the FDA approved age is
16 years of age or older: AND
2. Prescriber meets qualification criteria to prescribe buprenorphine/naloxone for
opioid dependence and has a “X” DEA number; AND
3. Patient is participating in and compliant with formal substance abuse
counseling/psychosocial therapy: AND
4. Documentation the Iowa Prescription Monitoring Program website has been
reviewed for the patient’s use of controlled substances; and
5. A projected treatment plan is provided, including:
 Anticipated induction/stabilization dose,
 Anticipated maintenance dose,
 Expected frequency of office visits, and
 Expected frequency of counseling/psychosocial therapy visits; AND
6. A treatment plan is provided for patients taking buprenorphine in combination with
a benzodiazepine or central nervous system (CNS) depressant, including:
 Documentation patient has been educated on the serious risks of combined
use;
 A plan to taper the benzodiazepine or CNS depressant to discontinuation, if
possible;
 Consideration of alternate anxiety or insomnia treatment options when the
benzodiazepine or CNS depressant is used for anxiety or insomnia; and
 Other prescribers involved in the care of the patient are aware of the patient’s
use of buprenorphine; AND
7. Documentation is provided that transmucosal buprenorphine will not be used
concomitantly with the buprenorphine implant.
8. Requests for single ingredient buprenorphine will only be considered for pregnant
patients.
Requests for renewal must include:
1. An updated treatment plan documenting the following, including:
a. Consideration of a medical taper to the lowest effective dose based on a
self-assessment scale and
b. Assessment of concomitant benzodiazepine or CNS depressant use (if
applicable) as outlined above, AND
2. Documentation the Iowa Prescription Monitoring Program website has been
reviewed for the patient’s use of controlled substances since the last prior
authorization request, AND
3. Documentation of a current, negative drug screen, AND
4. Documentation the patient has been compliant with office visits and
counseling/psychosocial therapy visits, AND
5. Documentation the patient is not using transmucosal buprenorphine with the
buprenorphine implant.
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Immunomodulators - Topical
Proposed Clinical Prior Authorization Criteria (changes highlighted, italicized, or stricken)
Prior authorization is required for topical immunomodulators. Payment for pimecrolimus
(Elidel®) or tacrolimus (Protopic®) 0.03% will be considered for non-immunocompromised
patients two years of age and older and tacrolimus (Protopic®) 0.1% for patients 16 years of
age and older when there is an adequate trial and therapy failure with two one preferred
medium to high potency topical corticosteroids, except on face or groin. If criteria for
coverage are met, requests will be approved for one tube per 90 days to ensure appropriate
short-term and intermittent utilization of the medication. Quantities will be limited to 30 grams
for use on the face, neck, and groin, and 60 grams or 100 grams for all other areas. The
required trials may be overridden when documented evidence is provided that use of these
agents would be medically contraindicated.
Ivacaftor (Kalydeco)
Proposed Clinical Prior Authorization Criteria (changes highlighted, italicized, or stricken)
Prior authorization is required for Kalydeco™ (ivacaftor). Payment will be considered for
patients when the following criteria are met:
1. Patient is 2 years of age or older; and
2. Patient has a diagnosis of cystic fibrosis; and with one of the following mutations in
the CFTR gene: G551D, G1244E, G1349D, G178R, G551S, S1251N, S1255P,
S549N, S549R, and R117H as detected by a FDA-cleared CF mutation test; and
3. Patient has one of the CFTR gene mutations as indicated in the FDA approved label
as detected by an FDA-cleared CF mutation test; and
4. Prescriber is a CF specialist or pulmonologist; and
5. Baseline liver function tests (AST/ALT) and FEV1, if age appropriate, are provided.;
and
6. Patient does not have one of the following infections: Burkholderia cenocepacia,
Burkholderia dolosa, or Mycobacterium abcessus.
If the criteria for coverage are met, an initial authorization will be given for 3 months.
Additional approvals will be granted for 6 months at a time if the following criteria are met:
1. Adherence to ivacaftor therapy is confirmed; and
2. Response to therapy is documented by prescriber (e.g., improved FEV1 from
baseline, weight increased from baseline, decreased exacerbations, improved quality
of life) or rationale for continued care; and
3. Liver function tests (AST/ALT) are assessed every 3 months during the first year of
treatment and annually thereafter.
Lidocaine Patch
Proposed Clinical Prior Authorization Criteria (changes highlighted, italicized, or stricken)
Prior authorization is required for topical lidocaine patches (Lidoderm®). Payment will be
considered only for cases in which there is for a diagnosis of pain associated with postherpetic neuralgia. following a previous treatment failure with a preferred agent at
therapeutic dose from two of the following: tricyclic antidepressant, opioid, gabapentin,
carbamazepine, or valproic acid. A maximum of 30 patches may be dispensed with the initial
prescription to determine efficacy.
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Topical Acne and Rosacea Products
Proposed Clinical Prior Authorization Criteria (changes highlighted/italicized or stricken)
Prior authorization (PA) is required for topical acne agents (topical antibiotics and topical
retinoids) and topical rosacea agents. Payment for topical acne and topical rosacea agents
will be considered under the following conditions:
1. Documentation of diagnosis.
2. For the treatment of acne vulgaris, benzoyl peroxide is required for use with a topical
antibiotic or topical retinoid for moderate to severe acne.
3. Payment for non-preferred topical acne products will be authorized only for cases in
which there is documentation of previous trials and therapy failures with two preferred
topical agents of a different chemical entity from the requested topical class (topical
antibiotic or topical retinoid).
4. Payment for non-preferred topical rosacea products will be authorized only for cases
in which there is documentation of a previous trial and therapy failure with a preferred
topical agent.
5. Requests for non-preferred combination products may only be considered after
documented trials and therapy failures with two preferred combination products.
6. Requests for topical retinoid products for skin cancer, lamellar ichthyosis, and Darier’s
disease diagnoses will receive approval with documentation of submitted diagnosis.
7. Trial and therapy failure with a preferred topical antipsoriatic agent will not be required
for the preferred tazarotene (Tazorac) product for a psoriasis diagnosis.
8. Duplicate therapy with agents in the same topical class (topical antibiotic or topical
retinoid) will not be considered.
The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated.
Removal of Prior Authorization Criteria
The DUR Commission made recommendations to remove clinical prior authorization criteria
for the following:
 Smoking Cessation Therapy, Oral
 Nicotine Replacement Therapy
 Angiotensin Receptor Blocker before ACE Inhibitor
The DUR Commission anticipates the outcomes associated with the removal of clinical prior
authorization for Smoking Cessation Therapy, Oral and Nicotine Replacement Therapy
would be improved access to these medications, reduced administrative burden to
prescribers, pharmacies and MCOs, and it will hopefully lessen future pharmacy and medical
expenditures for resulting diseases such as chronic obstructive pulmonary disease (COPD)
or myocardial infarction (MI).
ProDUR Edit
With the recommendation to remove prior authorization criteria for Smoking Cessation
Therapy, Oral and Nicotine Replacement Therapy, the DUR Commission also recommended
a ProDUR quantity limit of 24 weeks total treatment within a 12-month period for all covered
tobacco cessation medications.
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Thank you in advance for the Department’s consideration of accepting the DUR Commission’s
recommendations for clinical prior authorization criteria for Buprenorphine/Naloxone;
Immunomodulators, Topical; Ivacaftor (Kalydeco); Lidocaine Patch; Topical Acne and Rosacea
Products; removal of clinical prior authorization for Smoking Cessation Therapy, Oral; Nicotine
Replacement Therapy; and Angiotensin Receptor Blocker Before ACE Inhibitor; and a ProDUR
quantity limit for the Smoking Cessation Therapy, Oral and Nicotine Replacement Therapy with
the removal of prior authorization criteria.
Sincerely,

Pamela Smith, R.Ph.
Drug Utilization Review Project Coordinator
Iowa Medicaid Enterprise
Cc:

Erin Halverson, R.Ph, IME
Gina Tiernan, R.Ph, IME
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IOWA MEDICAID DRUG UTILIZATION REVIEW COMMISSION
100 Army Post Road –
Brett Faine, Pharm.D.
Melissa Klotz, Pharm.D.
Jason Kruse, D.O

Professional Staff:

Mark Graber, M.D., FACEP, MSHCE
Kellen Ludvigson, Pharm.D.
Susan Parker, R.Ph., Pharm.D.
Laurie Anderson, R.Ph., Pharm.D.

(515) 974-3131

-866-626-0216

Jason Wilbur, M. D.
Sandy Pranger, R.Ph.

Pam Smith, R.Ph.
DUR Project Coordinator

April 5, 2018

Susan L. Parker, R.Ph, Pharm.D.
Pharmacy Director
Iowa Medicaid Enterprise
100 Army Post Road
Des Moines, Iowa 50315

Dear Susan:
The Iowa Medicaid Drug Utilization Review (DUR) Commission met on Wednesday, April 4,
2018. At this meeting, the DUR Commission members discussed the proposed prior
authorization (PA) criteria for Anti-Diabetic Non-Insulin Agents. In addition, as a follow up from
the February 7, 2018 DUR meeting recommendation to remove clinical prior authorization for
Oral Smoking Cessation Therapy and Nicotine Replacement Therapy, the DUR Commission
clarified the intention of applying a ProDUR age edit to these medications to ensure continuity
among the Fee-for-Service (FFS) and Managed Care Organization (MCO) programs. The
following recommendations have been made by the DUR Commission:
The DUR Commission reviewed comments that were received from the medical/pharmacy
associations in response to a February 9, 2018 letter that was sent to them detailing the
proposed criteria for Anti-Diabetic Non-Insulin Agents; removal of clinical prior authorization for
Oral Smoking Cessation Therapy and Nicotine Replacement Therapy; and the ProDUR quantity
limit for Oral Smoking Cessation Therapy and Nicotine Replacement Therapy.
Anti-Diabetic Non-Insulin Agents
Proposed Clinical Prior Authorization (changes highlighted/italicized/stricken)
Prior authorization is required for preferred anti-diabetic, non-insulin agents subject to clinical
criteria. Payment will be considered under the following conditions:
1. A diagnosis of Type 2 Diabetes Mellitus, and
2. Patient is 18 years of age or older, and
3. The patient has not achieved HgbA1C goals after a minimum three month trial with
metformin at maximally tolerated dose, unless evidence is provided that use of this
agent would be medically contraindicated.
Payment for a non-preferred anti-diabetic, non-insulin agent subject to clinical criteria will be
authorized only for cases in which there is documentation of previous trials and therapy
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failures with metformin, a preferred DPP-4 Inhibitor or DPP-4 Inhibitor Combination, and a
preferred Incretin Mimetic, and a preferred SGLT2 Inhibitor at maximally tolerated doses.
The required trials may be overridden when documented unless evidence is provided that
use of these agents would be medically contraindicated.
Initial authorizations will be approved for six months. Additional prior authorizations will be
considered on an individual basis after review of medical necessity and documented
continued improvement in HgbA1C.
Removal of Prior Authorization Criteria
The DUR Commission made the recommendation to remove clinical prior authorization
criteria for Oral Smoking Cessation Therapy and Nicotine Replacement Therapy at the
February meeting. The DUR Commission anticipates the outcomes associated with the
removal of clinical prior authorization for Oral Smoking Cessation Therapy and Nicotine
Replacement Therapy would be improved access to these medications, reduced
administrative burden to prescribers, pharmacies and MCOs, and it will hopefully lessen
future pharmacy and medical expenditures for resulting diseases such as chronic obstructive
pulmonary disease (COPD) or myocardial infarction (MI).
ProDUR Edit
The DUR Commission discussed and recommended a ProDUR age edit for Oral Smoking
Cessation Therapy and Nicotine Replacement Therapy, limiting the medications to members
18 years of age and older. The recommended ProDUR age edit follows the FDA approved
label and is a part of the current PA criteria. This is in addition to the recommendation made
at the February meeting to implement a ProDUR quantity limit of 24 weeks total treatment
within a 12-month period for all covered tobacco cessation medications.
Thank you in advance for the Department’s consideration of accepting the DUR Commission’s
recommendations for clinical prior authorization criteria for Anti-Diabetic Non-Insulin Agents;
removal of clinical prior authorization for Oral Smoking Cessation Therapy and Nicotine
Replacement Therapy; and a ProDUR quantity limit and age edit for the Oral Smoking
Cessation Therapy and Nicotine Replacement Therapy medications.
Sincerely,
Pamela Smith, R.Ph.
Drug Utilization Review Project Coordinator
Iowa Medicaid Enterprise
Cc:

Erin Halverson, R.Ph, IME
Gina Tiernan, R.Ph, IME
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IOWA MEDICAID DRUG UTILIZATION REVIEW COMMISSION
100 Army Post Road –
Brett Faine, Pharm.D.
Melissa Klotz, Pharm.D.
Jason Kruse, D.O

Professional Staff:

Mark Graber, M.D., FACEP, MSHCE
Kellen Ludvigson, Pharm.D.
Susan Parker, R.Ph., Pharm.D.
Laurie Anderson, R.Ph., Pharm.D.

(515) 974-3131

-866-626-0216

Jason Wilbur, M. D.
Charles Wadle, D.O.
Sandy Pranger, R.Ph.

Pam Smith, R.Ph.
DUR Project Coordinator

June 7, 2018

Susan L. Parker, R.Ph, Pharm.D.
Pharmacy Director
Iowa Medicaid Enterprise
100 Army Post Road
Des Moines, Iowa 50315

Dear Susan:
The Iowa Medicaid Drug Utilization Review (DUR) Commission met on Wednesday, June 6,
2018. At this meeting, the DUR Commission members discussed the proposed prior
authorization (PA) criteria for Vesicular Monoamine Transporter (VMAT) 2 Inhibitors; Hepatitis C
Treatments; Janus Kinase Inhibitors; Biologicals for Arthritis; Apremilast (Otezla): and
Methotrexate Injection. The following recommendations have been made by the DUR
Commission:
No comments were received from the medical/pharmacy associations in response to an April 9,
2018 letter that was sent to them detailing the proposed criteria for Vesicular Monoamine
Transporter (VMAT) 2 Inhibitors; Hepatitis C Treatments; Janus Kinase Inhibitors; Biologicals for
Arthritis; Apremilast (Otezla): and Methotrexate Injection.
Vesicular Monoamine Transporter (VMAT) 2 Inhibitors
Newly Proposed Clinical Prior Authorization
Prior authorization is required for VMAT 2 inhibitors. Payment for non-preferred agents will
be considered only for cases in which there is documentation of previous trial and therapy
failure with a preferred agent (when applicable, based on diagnosis). Payment will be
considered under the following conditions:
Tardive Dyskinesia (Ingrezza or Austedo)
1. Patient meets the FDA approved age; and
2. Patient has a diagnosis of tardive dyskinesia (TD) based on the presence of ALL of
the following:
a. Involuntary athetoid or choreiform movements
b. Documentation or claims history of current or prior chronic use (≥ 3 months or
1 month in patients ≥ 60 years old) of a dopamine receptor blocking agent

1

3.
4.

5.
6.

7.

(e.g., antipsychotic, metoclopramide, prochlorperazine, droperidol,
promethazine, etc.)
c. Symptoms lasting longer than 4-8 weeks; and
Prescribed by or in consultation with a neurologist or psychiatrist; and
Prescriber has evaluated the patient’s current medications for consideration of a
dose reduction, withdrawal, or change of the dopamine receptor blocking agent
causing the TD; and
Documentation of baseline AIMS (Abnormal Involuntary Movement Scale) Score
(attach AIMS); and
For Ingrezza:
a. Will not be used concurrently with MAO inhibitors (e.g., isocarboxazid,
phenelzine, rasagiline, safinamide, selegiline, tranylcypromine, etc.) or strong
CYP3A4 inducers (e.g., carbamazepine, phenytoin, phenobarbital, rifampin
and related agents, St. John’s wort, etc.); and
b. Will not be used concurrently with other vesicular monoamine transporter 2
(VMAT2) inhibitors; and
c. Is prescribed within the FDA approved dosing; or
For Austedo:
a. Patient is not suicidal, or does not have untreated/inadequately treated
depression;
b. Patient does not have hepatic impairment;
c. Will not be used concurrently with MAO inhibitors, reserpine, or other VMAT2
inhibitors; and
d. Patients that are taking a strong CYP2D6 inhibitor (e.g., quinidine, paroxetine,
fluoxetine, bupropion) or are poor CYP2D6 metabolizers, the daily dose does
not exceed 36mg per day (18mg twice daily); and
e. Is prescribed within the FDA approved dosing.

If criteria for coverage are met, initial requests will be given for 3 months. Continuation of
therapy will be considered when the following criteria are met:
1. Patient continues to meet the criteria for initial approval; and
2. Documentation of improvement in TD symptoms as evidenced by a reduction of
AIMS score from baseline (attach current AIMS).
Chorea associated with Huntington’s disease (Austedo or tetrabenazine)
1. Patient meets the FDA approved age; and
2. Patient has a diagnosis of Huntington’s disease with chorea symptoms; and
3. Prescribed by or in consultation with a neurologist or psychiatrist; and
4. Is prescribed within the FDA approved dosing; and
5. Patient is not suicidal, or does not have untreated or inadequately treated
depression; and
6. Patient does not have hepatic impairment; and
7. Patient does not have concurrent therapy with MAO inhibitors, reserpine, or other
VMAT2 inhibitors; and
8. For tetrabenazine, patients requiring doses above 50mg per day have been tested
and genotyped for the drug metabolizing enzyme CYP2D6 to determine if they are a
poor metabolizer or extensive metabolizer; and
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9.

In patients that are taking a strong CYP2D6 inhibitor (e.g., quinidine, paroxetine,
fluoxetine, bupropion) or are poor CYP2D6 metabolizers, the daily dose does not
exceed the following:
a. Austedo - 36mg per day (18mg single dose) or
b. Tetrabenazine – 50mg per day (25mg single dose)

If criteria for coverage are met, initial requests will be given for 3 months. Continuation of
therapy will be considered when the following criteria are met:
1. Patient continues to meet the criteria for initial approval; and
2. Documentation of improvement in chorea symptoms is provided .
Hepatitis C Agents
Proposed Clinical Prior Authorization Criteria (changes highlighted/italicized/stricken)
Prior authorization is required for hepatitis C treatments. Requests for non-preferred agents
may be considered when documented evidence is provided that the use of the preferred
agents would be medically contraindicated. Payment will be considered under the following
conditions:
1. Patient has a diagnosis of chronic hepatitis C and
2. Patient’s age and/or weight is within the FDA labeled age and/or weight; and
3. Patient has had testing for hepatitis C virus (HCV) genotype; and
4. Patient has an active HCV infection verified by a detectable viral load within 12
months of starting treatment; and
5. Patient has been tested for hepatitis B (HBV) prior to initiating treatment of HCV and
individuals with active HBV infection are treated (either at same time as HCV therapy
or before HCV therapy is started); and
6. Viral load will be submitted by prescriber 12 weeks after completion of therapy; and
7. Patient has advanced liver disease corresponding to a Metavir score of 3 or greater
fibrosis as confirmed by one of the following:
 Liver biopsy confirming Metavir score ≥ F3; or
 Transient elastography (FibroScan) score ≥ 9.5kPa; or
 FibroSURE (FibroTest) score ≥ 0.58; or
 APRI score > 1.5; or
 Radiological imaging consistent with cirrhosis (i.e. evidence of portal
hypertension); or
 Physical findings or clinical evidence consistent with cirrhosis; or
 Patients at highest risk for severe complications: organ transplant, type 2 or 3
essential mixed cryoglobulinemia with end-organ manifestations (e.g.
vasculitis), proteinuria, nephritic syndrome, or membranoproliferative
glomerulonephritis.
8. Patient’s prior treatment history is provided (treatment naïve or treatment
experienced); and
9. If patient has a history of non-compliance, documentation that steps have been taken
to correct or address the causes of non-compliance are provided; and
10. Patient has abstained from the use of illicit drugs and alcohol for a minimum of three
(3) months as evidenced by a negative urine confirmation test; and
11. For regimens containing sofosbuvir, patient does not have severe renal impairment
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12.
13.

14.
15.
16.
17.
18.

19.
20.

(creatinine clearance < 30ml/min) or end stage renal disease requiring hemodialysis;
and
HCV treatment is prescribed by or in consultation with a digestive disease, liver
disease, or infectious disease provider practice; and
For patients on a regimen containing ribavirin, the following must be documented on
the PA form:
a) Patient is not a pregnant female or male with a pregnant female partner; and
b) Women of childbearing potential and their male partners must use two forms
of effective contraception during treatment and for at least 6 months after
treatment has concluded; and
c) Monthly pregnancy tests will be performed during treatment; and
Prescriber has reviewed the patient’s current medication list and acknowledged that
there are no significant drug interactions with the HCV medication.
Documentation is provided for patients who are ineligible to receive ribavirin.
Non-FDA approved or non-compendia indicated combination therapy regimens will
not be approved.
Patient does not have limited life expectancy (less than 12 months) due to non-liverrelated comorbid conditions.
If patient is recently eligible for Iowa Medicaid, and has been started and stabilized
on therapy while covered under a different plan, documentation of how long the
patient has been on medication will be required. Patient will be eligible for the
remainder of therapy needed, based on length of therapy for the particular treatment.
Lost or stolen medication replacement requests will not be authorized.
The 72-hour emergency supply rule does not apply to oral hepatitis C antiviral
agents.

Janus Kinase Inhibitors
Proposed Clinical Prior Authorization Criteria (changes highlighted/stricken/italicized)
Prior authorization is required for Janus kinase (JAK) inhibitors. Payment will be considered
when the following conditions are met:
1. The Patient meets the FDA approved age is 18 years of age or older: and
2. The Patient is not using or planning to use tofacitinib in combination with biologic
DMARDs or potent immunosuppressants (azathioprine or cyclosporine); and
3. Has been tested for latent tuberculosis prior to initiating therapy and will be monitored
for active tuberculosis during treatment; and
4. Recommended laboratory monitoring of lymphocytes, neutrophils, hemoglobin, liver
enzymes and lipids are being conducted according to the manufacturer labeling; and
5. Patient does not have a history of malignancy, except for those successfully treated
for non-melanoma skin cancer (NMSC); and
6. Patient is not at an increased risk of gastrointestinal perforation; and
7. Patient does not have an active, serious infection, including localized infections; and
8. Medication will not be given concurrently with live vaccines; and
9. Follows FDA approved dosing based on indication; and
10. Patient has a diagnosis of:
a. Moderate to severe rheumatoid arthritis; and with
i. Has A documented trial and inadequate response to two preferred oral
disease modifying antirheumatic drugs (DMARD) used concurrently. The
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combination must include methotrexate plus another preferred oral DMARD
(hydroxychloroquine, sulfasalazine, or leflunomide, or minocycline); and
ii. Has A documented trial and inadequate response to two preferred biological
DMARDs; and OR
b. Psoriatic arthritis with
i. A documented trial and inadequate response to therapy with the preferred
oral DMARD, methotrexate (leflunomide or sulfasalazine may be used if
methotrexate is contraindicated); and
ii. Documented trial and therapy failure with two preferred biological agents
used for psoriatic arthritis.
The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated.
Biologicals for Arthritis
Proposed Clinical Prior Authorization Criteria (changes highlighted/stricken/italicized)
Prior authorization is required for biologicals used for arthritis. Request must adhere to all
FDA approved labeling. Payment for non-preferred biologicals for arthritis will be considered
only for cases in which there is documentation of a previous trials and therapy failures with
two preferred biological agents. Payment will be considered under the following conditions:
1. Patient has been screened for hepatitis B and C., pPatients with evidence of active
hepatitis B infection (hepatitis surface antigen positive > 6 months) must have
documentation they are receiving or have received effective antiviral treatment will not
be considered for coverage; and
2. Patient has been screened for latent TB infection, patients with latent TB will only be
considered after one month of TB treatment and patients with active TB will only be
considered upon completion of TB treatment; and
3. Patient has a diagnosis of rheumatoid arthritis (RA):
A trial and inadequate response to two preferred disease modifying antirheumatic
drugs (DMARD) used concurrently. The combination must include methotrexate plus
another preferred oral DMARD (hydroxycholoroquine, sulfasalazine, or leflunomide,or
minocycline).
Upon an unsuccessful methotrexate trial in patients with established RA, the
combination trial with a second DMARD may be overridden if there is evidence of
severe disease documented by radiographic erosions; or
4. Patient has a diagnosis of moderate to severe psoriatic arthritis:
A trial and inadequate response to the preferred oral DMARD, methotrexate
(leflunomide or sulfasalazine may be used if methotrexate is contraindicated); or
5. Patient has a diagnosis of moderate to severe juvenile idiopathic arthritis:
A trial and inadequate response to intraarticular glucocorticoid injections and the
preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may be used if
methotrexate is contraindicated); and
In addition to the above:
Requests for TNF Inhibitors:
1. Patient has not been treated for solid malignancies, nonmelanoma skin cancer, or
lymphoproliferative malignancy within the last 5 years of starting or resuming treatment
with a biological agent; and
2. Patient does not have a diagnosis of congestive heart failure (CHF) that is New York
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Heart Association (NYHA) class lll or lV and with an ejection fraction of 50% or less.
Requests for Interleukins:
1. Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated.
Apremilast (Otezla)
Proposed Clinical Prior Authorization Criteria (changes highlighted/stricken/italicized)
Prior authorization is required for apremilast (Otezla®). Payment will be considered under the
following conditions:
1. Patient is 18 years of age or older; and
2. Patient has a diagnosis of active psoriatic arthritis (≥ 3 swollen joints and ≥ 3 tender
joints); or
3. Patient has a diagnosis of moderate to severe plaque psoriasis; and
4. Prescribed by a rheumatologist or a dermatologist; and
5. Patient does not have severe renal impairment (CrCl < 30 mL/min).
Psoriatic Arthritis
1. Patient has documentation of a trial and inadequate response to therapy with the
preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may be used if
methotrexate is contraindicated); and
2. Patient has documentation of trials and therapy failures with two preferred biological
agents used indicated for psoriatic arthritis.
Plaque Psoriasis
1. Patient has documentation of a trial and inadequate response to phototherapy,
systemic retinoids, methotrexate, or cyclosporine; and
2. Patient has documentation of trials and therapy failures with two preferred biological
agents indicated for plaque psoriasis.
Methotrexate Injection
Proposed Clinical Prior Authorization Criteria (changes highlighted/stricken/italicized)
Prior authorization is required for non-preferred methotrexate injection. Payment will be
considered under the following conditions:
1. Diagnosis of severe, active rheumatoid arthritis (RA) or polyarticular juvenile
idiopathic arthritis (pJIA) and ALL of the following:
a. Prescribed by a rheumatologist; and
b. Patient has a documented trial and intolerance with oral methotrexate; and
c. Patient has a documented trial and therapy failure or intolerance with at least
one other non-biologic DMARD (hydroxychloroquine, leflunomide, minocycline
or sulfasalazine); and
d. Patient’s visual or motor skills are impaired to such that they cannot accurately
draw up their own preferred generic methotrexate injection and there is no
caregiver available to provide assistance; and
e. Patient does not reside in a long-term care facility.
2. Diagnosis of severe, recalcitrant, disabling psoriasis and ALL of the following:
a. Patient is 18 years of age or older; and
b. Prescribed by a dermatologist; and
c. Patient has documentation of an inadequate response to all other standard
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therapies (oral methotrexate, topical corticosteroids, vitamin D analogues,
cyclosporine, systemic retinoids, tazarotene, and phototherapy).
d. Patient’s visual or motor skills are impaired to such that they cannot accurately
draw up their own preferred generic methotrexate injection and there is no
caregiver available to provide assistance; and
e. Patient does not reside in a long-term care facility.
The required trials may be overridden when documented evidence is provided that the use of
these agents would be medically contraindicated
Thank you in advance for the Department’s consideration of accepting the DUR Commission’s
recommendations for clinical prior authorization criteria for Vesicular Monoamine Transporter
(VMAT) 2 Inhibitors; Hepatitis C Treatments; Janus Kinase Inhibitors; Biologicals for Arthritis;
Apremilast (Otezla): and Methotrexate Injection.
Sincerely,

Pamela Smith, R.Ph.
Drug Utilization Review Project Coordinator
Iowa Medicaid Enterprise
Cc:

Erin Halverson, R.Ph, IME
Gina Tiernan, R.Ph, IME
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Appendix H
Prospective DUR

Prospective DUR
SFY18
All recommendations are inclusive of brand and generic agents. The following
prospective DUR (ProDUR) edits were recommended to the Department:
 Quantity Limits
o All covered tobacco cessation medications – quantity limit of 24 weeks
total treatment within a 12-month period (if PA is removed for Smoking
Cessation Therapy, Oral and Nicotine Replacement Therapy)


Age Edit
o Tramadol containing products for members under 18 years of age
o All covered tobacco cessation medications for members 18 years of age
and older (if PA is removed for Smoking Cessation Therapy, Oral and
Nicotine Replacement Therapy)

Appendix I
Meeting Minutes

Iowa Medicaid Drug Utilization Review Commission
Meeting Minutes August 2, 2017
Attendees:
Commission Members
Mark Graber, M.D., FACEP; Laurie Anderson, Pharm.D.; Jason Wilbur, M.D.; Brett
Faine, Pharm.D.; Kellen Ludvigson, Pharm.D.; Melissa Klotz, Pharm.D.; Jason Kruse,
D.O.; Susan Parker, Pharm.D.; and Sandy Pranger, R.Ph. (Amerigroup).
Staff
Pam Smith, R.Ph.
Guests
Erin Halverson, R.Ph., IME; Melissa Biddle, IME; Jennifer Schonhorst, Pharm.D.,
AmeriHealth Caritas; and Karrie Hansotia, United Healthcare Plan of the River Valley.
Welcome & Introductions
Mark Graber called the meeting to order at 9:32 a.m. at the Learning Resource Center
in West Des Moines. The minutes from the June 7, 2017 meeting were reviewed.
Kellen Ludvigson motioned to accept them, and Brett Faine seconded. The decision
was unanimous. Members were asked to complete their annual conflict of interest
disclosures. However, they decided to postpone the chairperson and vice-chairperson
elections until the October meeting when all members should be present. The
recommendation letter sent to DHS after the last meeting was also reviewed.
Biologics and Genetically Targeted Drugs
With HF653, the Iowa legislature made a change to the P&T Committee and DUR
Commission code language, which states: “When making recommendations or
determinations regarding beneficiary access to drugs and biological products for rare
diseases as defined in the Federal Orphan Drug Act of 1983, publication number 97414, and drugs and biological products that are genetically targeted, the committee shall
request and consider information from individuals who possess scientific or medical
training with respect to the drug, biological product, or rare disease.” Section 249.24 is
directed more toward the DUR Commission, and requires that the individuals specified
above be contacted prior to any recommendations and determinations. The IME has
developed a new process, wherein the IME will request the information through a public
notification posted to the website and through a listserv for both P&T and DUR. A
public notification request for comment form is being drafted; it will direct anyone who
has the specified qualifications to prepare their public comment, which can be given in
person or provided in writing. Once completed, it will be sent out to the listserv and also
posted to the website. All public comments received in response will be posted to the
websites and available to the public. An informational letter will go out to providers and
both the PDL and DUR websites will be updated in the near future.
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Step Therapy Protocol for Prescription Drugs
The legislature is also requiring DHS to review the use of step therapy protocols and the
application of step therapy override exceptions in the Iowa Medicaid program. In the
review the Department may consider the use of step therapy protocols and the
application of step therapy override exceptions as provided in Chapter 514F.7 if enacted
by 2017 Iowa Acts House File 233 and the potential for improving the quality of life of
Medicaid members and increasing efficiencies in the Medicaid program.
The
Department shall report findings of the review and recommendations to the individuals
designated in this Act for submission of reports by November 15, 2017. 514F.7 has to
do with those providers that are under the jurisdiction of the insurance commissioner,
and Medicaid is not. House File 233 was enacted as part of the legislation under the
insurance division section, and defines step therapy as a protocol or program that
establishes a specific sequence in which prescription drugs for a specified medical
condition, and medically appropriate for a particular covered person, are covered under
a pharmacy or medical benefit by a health carrier, health benefit plan, or utilization
review organization, including self-administered drugs and drugs administered by a
health care professional. Both the IME Pharmacy and Medical benefits will be
reviewing this. From a Pharmacy benefit perspective, it would impact the sequence
requiring someone to try a preferred medication before allowing them to take a nonpreferred medication, as well as some of the established criteria in the PA criteria. IME
will be looking at the current process versus the process that is defined in the House
File to see if any changes or improvements need to be made, or if requirements are
already being met. IME has a relatively transparent process for how it does things,
compared to what some of the other insurers do. Pam Smith believes the language
found in Section 1, subsection 3b would be most applicable to the DUR Commission
review. It states “a step therapy override exception shall be approved by the health
carrier, health benefit plan, or utilization review organization if any of the following
circumstances apply:
1. The prescription drug required under the step therapy protocol is contraindicated
pursuant to the drug manufacturer’s prescribing information for the drug or, due
to a documented adverse event with a previous use or a documented medical
condition, including a comorbid condition, is likely to do any of the following:
(a) Cause an adverse reaction to a covered person.
(b) Decrease the ability of a covered person to achieve or maintain reasonable
functional ability in performing daily activities.
(c) Cause physical or mental harm to a covered person.
2. The prescription drug required under the step therapy protocol is expected to be
ineffective based on the known clinical characteristics of the covered person,
such as the covered person’s adherence to or compliance with the covered
person’s individual plan of care, and any of the following:
(a) The known characteristics of the prescription drug regimen as described in
peer-reviewed literature or in the manufacturer’s prescribing information for the
drug.
(b) The health care professional’s medical judgment based on clinical practice
guidelines or peer-reviewed journals.
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(c) The covered person’s documented experience with the prescription drug
regimen.
3. The covered person has had a trial of a therapeutically equivalent dose of the
prescription drug under the step therapy protocol while under the covered
person’s current or previous health benefit plan for a period of time to allow for a
positive treatment outcome, and such prescription drug was discontinued by the
covered person’s health care professional due to lack of effectiveness.
4. The covered person is currently receiving a positive therapeutic outcome on a
prescription drug selected by the covered person’s health care professional for
the medical condition under consideration while under the covered person’s
current or previous health benefit plan. This subparagraph shall not be construed
to encourage the use of a pharmaceutical sample for the sole purpose of meeting
the requirements for a step therapy override exception.
Pam Smith noted that the IME already gives consideration for the situations
listed above through prior authorization.
 Specifically, to subsection 3 b1 (contraindicated) and b3 (prior trial &
failure), when proper medical documentation is provided.
 For subsection 3 b2 (expected to be ineffective & compliance) and b4
(established) could also be considered if valid clinical information is
provided.
o Medicaid can only reimburse for medications for a medically accepted
indication, so this would open the door for potential off-label use.
Medicaid regulations would still have to be followed in addition to the
new House File regulations. Pam Smith also pointed out that Medicaid
does not always pay for the most convenient drug, either.
o In terms of grandfathering, the P&T Committee determines when
grandfathering will apply when they review medications and there is a
PDL status change. However, their use of grandfathering is very
specific and may not be applicable to classes of drugs in general.
At the June meeting, Commission members were provided a copy of House File 233
and asked to review this legislation based on the current process of handling what
the Iowa Insurance Division (IID) language considers an "exception" as was
discussed, and to bring back any recommendations for changes/enhancements to
processes to the August meeting.
At the August meeting, Jason Wilbur commented that it appears the current PA
forms generally cover all these bullet points and allow for exceptions as necessary.
Mark Graber was unsure how patient adherence could be evaluated ahead of time;
he thinks that while prescribers try to simplify the regimen anyway, that shouldn’t be
the primary moving force. Jason Wilbur agreed #2 could potentially be used to
justify once a day treatment rather than twice a day, and Pam Smith reminded them
that Medicaid doesn’t always pay for the most convenient drug. Jason Kruse agreed
that #2 was a bit of an overreach and creates a loophole for people who refuse to fill
medications; he thought that entire section could be stricken. Mark Graber and Brett
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Faine commented that 2b provided an out for everybody. The Commission agreed
that these exceptions under #2 completely undermine the concept of the Preferred
Drug List (PDL), and thus prior authorization criteria in general. Jason Kruse said
that 2b, which essentially defers to physician preference, undermines the entire
process, and that it should be removed if the intent was to keep the process intact.
Mark Graber again reiterated that predicted non-compliance should not be an
exception, and that members should be required to at least try the medication first.
Laurie Anderson asked how 2c would apply to product samples, as she believed a
submitted claim would be required. Pam Smith responded that trials completed prior
to Medicaid coverage documented in chart notes could be taken into consideration,
but samples usually were not. However, Erin Halverson added that there could also
be circumstances where a sample trial was counted, such as if it was only 1 of 2
agents in the category and the member had a bad reaction with a sample trial. She
reiterated that clinical judgment will always apply, and will be applied on an
individual level. Susan Parker noted that when these exceptions are applied in
private insurance there are consequences such as higher copays to the member
that might prevent so many from skipping steps, whereas Medicaid cannot charge
higher copays for higher tiers of drugs. Medicaid is also required to only cover
usage for FDA approved indications, so copying the private insurer language directly
to Medicaid with no changes may result in unintended consequences. DHS is
developing a response and will incorporate the comments above; the DUR portion of
the report draft version will be brought back to the DUR Commission for review and
finalization.
IME Pharmacy Update
DUR Commission members Mark Graber and Kellen Ludvigson have also been
appointed to the P&T Committee for the upcoming 2-year term.
Fee-for-Service Prevalence Report Summary
Pam Smith provided an eleven-minute overview for fee-for service statistics from May
through June 2017, including: total amount paid ($1,627,062), cost per user ($244.19),
and number of total prescriptions dispensed (27,442). There were 6,663 unique users,
which is 11.6% less than the total for March and April. There were no large changes on
the top 100 pharmacies by prescription count report, given the small FFS population.
All ranking changes on the top 100 pharmacies by paid amount report were
understandable given the number of members, prescriptions, and drugs dispensed. On
the top 100 prescribing providers by prescription count report, the prescribing practices
of the top 5 prescribers were all in line with their specialties. Pam Smith also looked
further into the prescribers that had a high prescription per member count. There was
nothing out of the ordinary on the top 100 prescribing providers by paid amount report.
The top 5 therapeutics classes by paid amount were: Antipsychotics – Atypicals;
Antineoplastics – Protein-Tyrosine Kinase Inhibitors; Anticonvulsants; Stimulants –
Amphetamines – Long Acting; and Anti-Inflammatories, Non-NSAID. The highest
prescription count continues to come from the SSRI category, with Anticonvulsants in
second place, followed by: Narcotics - Miscellaneous, Antipsychotics – Atypicals, and
Beta-Lactams/Clavulanate Combos. The top 100 drugs were also reviewed, by paid
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amount and prescription count. The ten most expensive medications were: Vyvanse,
Latuda, methylphenidate hcl er, Advate, Humalog, Strattera, Enbrel Sureclick, Ibrance,
Advair Diskus, and Lantus. The five drugs with the highest prescription count were:
hydrocodone/apap 5-325mg, Tramadol 50mg, Ventolin HFA, fluoxetine 20mg, and
trazodone 50mg. Pam Smith also created a report that compared the FFS stats above
with those from each MCO below. Its side-by-side statistics showed that $95,848,982
was spent in total for 240,777 unique users who had 1,294,601 prescriptions.
MCO Prevalence Report Summary and Updates
United Healthcare Community Plan: Karrie Hansotia spoke for six minutes and
provided written summaries that included United’s statistics from May through June
2017, including: total paid amount ($25,158,248.31), unique users (66,997), and cost
per user ($375.51). She noted that not much changed from the March/April reporting
period to the May/June period. There was also a handout showing utilization by age
and gender; females age 19-64 had the highest utilization. On the top 100 pharmacies
by prescription count report, Broadlawns and 4 Walgreens locations made up the top 5.
BriovaRx was the top pharmacy by paid amount. Lists of the top 100 prescribers by
prescription count and paid amount were provided. The top 5 therapeutic classes by
paid amount were: Insulins; Antipsychotic, Atypical, Dopamine, Serotonin Antagonist;
Adrenergics, Aromatic, Non-Catecholamine; Hep C Virus – NS5B Polymerase & NS5A
Inhibitor Combo; and Anti-Inflammatory Tumor Necrosis Factor Inhibitor. The top 5
classes by prescription count were: SSRIs; Anticonvulsants; Analgesics, Narcotics;
NSAIDs, Cyclooxygenase Inhibitor-Type Analgesics; and Proton-Pump Inhibitors. The
most expensive drugs were Vyvanse, Harvoni, Humalog, methylphenidate er, and
Latuda, while hydrocodone/apap, omeprazole, lisinopril, levothyroxine sodium, and
gabapentin had the top 5 prescription counts.
AmeriHealth Caritas Iowa: Jennifer Schonhorst provided a seven-minute overview for
AmeriHealth’s statistics from May through June 2017, including: total paid amount
($34,895,753 - not much change from the previous reporting period), unique users
(87,273), average cost per user ($399.85), total prescriptions (491,768), utilization by
age and gender (age 19-64 category highest for both genders), top 100 pharmacies by
prescription count (Walgreens, Mercy Family, and Broadlawns had the highest counts),
top 100 pharmacies by paid amount (predominantly specialty pharmacies at the top of
the list), top 100 prescribing providers by prescription count, and top 100 prescribing
providers by paid amount (top 3 similar to last reporting period). The top 5 therapeutics
classes by paid amount were: Insulins; Antipsychotic, Atypical, Dopamine, Serotonin
Antagonist; Anticonvulsants; Adrenergics, Aromatic, Non-Catecholamine; and Tx for
Attention Deficit-Hyperactivity (ADHD)/Narcolepsy. The top 5 therapeutic classes by
prescription count were: Anticonvulsants; SSRIs; Proton-Pump Inhibitors;
Antihistamines – Second Generation; and Antipsychotic, Atypical, Dopamine, Serotonin
Antagonist. The most expensive drugs were Vyvanse, methylphenidate er, Latuda,
Humalog, and Lantus, whereas omeprazole, hydrocodone-acetaminophen, lisinopril,
levothyroxine sodium, and sertraline had the highest prescription counts.
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Amerigroup: Sandy Pranger provided a three-and-a-half-minute overview for
Amerigroup’s statistics from May through June 2017, including: a breakdown of
utilization by age and gender, top 100 pharmacies by prescription count, top 100
pharmacies by paid amount, top 100 prescribing providers by prescription count, and
top 100 prescribing providers by paid amount. Similar to previous reports, the top 5
therapeutics classes by paid
amount
were:
ADHD/Anti-Narcolepsy/AntiObesity/Anorexiants, Antidiabetics, Antiasthmatic and Bronchodilator Agents,
Antipsychotics/Antimanic Agents, and Antivirals. Vyvanse was the #1 most expensive
medication, followed by methylphenidate er, Humira Pen, Latuda, and Harvoni. The BiMonthly Statistics report reflected that expenditures totaled $33,021,668, a 6.5%
decrease from March and April. These were the top five classes by prescription count:
Antidepressants, Antiasthmatic and Bronchodilator Agents, Anticonvulsants,
Antihypertensives, and Analgesics – Opioid. Hydrocodone-acetaminophen has been
the drug with the highest prescription count since April 1, 2016, followed by:
escitalopram, omeprazole, and gabapentin.
Public Comment
In addition to the written public comments provided to Commission members, they
heard oral public comments from the speakers listed below.
Name
Nancy Bell
Donald Hillebrand
Michelle Plugge

Representing
Pfizer
Unity Point
Regeneron

Drug/Topic
Eucrisa, smoking cessation agents
Hepatitis C treatments
Dupixent

Retrospective Claims Analysis
Concomitant Use of Benzodiazepines and Opioids: At the last meeting, the
Commission wanted to know how many providers would be affected, and what
percentage of all opioid users had concomitant use with a benzodiazepine. They
suggested including patient information on informational letters to improve rate of
response and impact. The Fee-for-Service and AmeriHealth programs both ran
numbers for all members, while Amerigroup and United only included those with 90 or
more MME. Keeping that in mind, these were the resulting statistics:

Benzo
Opioid
Benzo +
opioid
1-29 days
Benzo +
opioid
30+ days

Opioids plus Benzodiazepines January through March 2017
FFS
Amerigroup
AmeriHealth
United Healthcare
Member
Prescriber Member Prescriber Member Prescriber Member Prescriber
630
523
210
238
7232
2737
550
512
1069
1104
1675
1347
15047
5484
1413
998
133
228
68
128
1256
98
123

34

53

142

110

866

452

389

AmeriHealth and United will look into whether the case managers are reviewing profiles
for concurrent use, multiple prescribers, etc. Amerigroup says it already does. The
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Commission would like a letter sent to all identified prescribers, emphasizing use of the
PMP and recent PMP access changes, and the dangers of concomitant use (especially
at higher doses) as per the CDC guidelines. Pam Smith will work with the MCOs to
define parameters and letter substance.

ProDUR Edits
Tramadol Age Edit: Due to the recent changes to the label of tramadol containing
medications, the DUR Commission made a recommendation to implement an age edit
on all tramadol containing medications. Brett Faine motioned to implement an age edit
that would restrict tramadol use in members 18 years of age or older and not allow the
72-hour emergency override for members under 18 years of age. Jason Kruse
seconded, all members were in favor.
Prior Authorization
Dupilumab (Dupixent): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for Dupixent (dupilumab). Payment will be
considered for patients when the following criteria are met:
1. Patient has a diagnosis of moderate-to-severe atopic dermatitis; and
2. Patient is within the FDA labeled age; and
3. Is prescribed by or in consultation with a dermatologist; and
4. Patient has failed to respond to good skin care and regular use of emollients;
and
5. Patient has documentation of an adequate trial and therapy failure with one
preferred medium to high potency topical corticosteroid for a minimum of 2
consecutive weeks; and
6. Patient has documentation of a previous trial and therapy failure with a topical
immunomodulator for a minimum of 4 weeks; and
7. Patient has documentation of a previous trial and therapy failure with
cyclosporine or azathioprine; and
8. Patient will continue with skin care regimen and regular use of emollients; and
9. Dose does not exceed an initial one-time dose of 600mg and maintenance
dose of 300mg thereafter given every other week.
If criteria for coverage are met, initial authorizations will be given for 16 weeks to
assess the response to treatment. Request for continuation of therapy will
require documentation of a positive response to therapy.
The required trials may be overridden when documented evidence is provided
that use of these agents would be medically contraindicated.
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Jason Kruse motioned to accept the criteria as amended, and Kellen Ludvigson
seconded. The decision was unanimous. The recommendation will be sent to the
medical/pharmacy groups for comment and will be brought back to the next meeting for
further discussion.
Buprenorphine/Naloxone: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for oral buprenorphine or buprenorphine/naloxone.
Requests for doses above 24mg per day or greater than once daily dosing will
not be considered. Initial requests will be considered for up to 3 months.
Requests for maintenance doses above 16mg per day will not be considered on
a long-term basis. Concomitant use with opioids, tramadol and hypnotics will be
prohibited. Benzodiazepines will be allowed up to a cumulative 30 days per 12
month period. Payment for a non-preferred agent will be authorized only for
cases in which there is documentation of previous trial and therapy failure with a
preferred agent, unless evidence is provided that use of these agents would be
medically contraindicated. Requests for surgically implanted buprenorphine
products will not be considered through the pharmacy benefit and should be
directed to the member’s medical benefit. Payment will be considered for
patients when the following is met:
1. Patient has a diagnosis of opioid dependence and is 16 years of age or older:
AND
2. Prescriber meets qualification criteria to prescribe buprenorphine/naloxone for
opioid dependence and has a “X” DEA number; AND
3. Patient is participating in and compliant with formal substance abuse
counseling/psychosocial therapy: AND
4. A projected treatment plan is provided, including:
 Anticipated induction/stabilization dose,
 Anticipated maintenance dose,
 Expected frequency of office visits, and
 Expected frequency of counseling/psychosocial therapy visits; AND
5. Documentation is provided that transmucosal buprenorphine will not be used
concomitantly with the buprenorphine implant.
6. Requests for buprenorphine will only be considered for pregnant patients.
Requests for renewal must include:
 An updated treatment plan, including consideration of a medical taper to
the lowest effective dose based on a self-assessment scale,
 Documentation the Iowa Prescription Monitoring Program website has
been reviewed for the patient’s use of controlled substances since the last
prior authorization request,
 Documentation of a current, negative drug screen,
 Documentation the patient has been compliant with office visits and
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counseling/psychosocial therapy visits.
Documentation the patient is not using transmucosal buprenorphine with
the buprenorphine implant.
The Commission reviewed current criteria taking into account the Advocates for Opioid
Recovery letter supplied as a part of the meeting materials. They did not feel criteria
needed to be changed based on the suggestions in the letter but felt a revision to
remove “…is 16 years of age or older” and replacing it with a general statement for the
FDA approved age was warranted. Pam Smith will revise the criteria as suggested and
bring it back to the next meeting for a vote.
Smoking Cessation Therapy, Oral & Nicotine Replacement Therapy: The
Commission reviewed the prior authorization criteria as follows:
Smoking Cessation Therapy – Oral
Prior Authorization is required for varenicline (Chantix®) or bupropion SR that is FDA
approved for smoking cessation. Requests for authorization must include:
1. Diagnosis of nicotine dependence and referral for counseling 1) to Quitline Iowa
program for Medicaid Fee-for service members or 2) through the Managed Care
Organization program for managed care members.
2. Confirmation of enrollment and ongoing participation in the counseling program is
required for approval and continued coverage.
3. Approvals will only be granted for patients eighteen years of age and older.
4. The duration of therapy is initially limited to twelve weeks within a twelve-month
period. For patients who have successfully stopped smoking at the end of 12
weeks, an additional course of 12 weeks treatment will be considered with a prior
authorization request. The maximum duration of approvable therapy is 24 weeks
within a twelve-month period.
5. Requests for varenicline to be used in combination with bupropion SR that is
FDA indicated for smoking cessation or nicotine replacement therapy will not be
approved.
6. The 72-hour emergency supply rule does not apply for drugs used for the
treatment of smoking cessation
Nicotine Replacement Therapy
Prior Authorization is required for over-the-counter nicotine replacement patches,
gum, or lozenges, and prescription nicotine nasal spray or inhaler. Requests for
authorization must include:
1. Diagnosis of nicotine dependence and referral for counseling 1) to Quitline Iowa
program for Medicaid Fee-for service members or 2) through the Managed Care
Organization program for managed care members.
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2. Confirmation of enrollment in the counseling program is required for approval.
Continuation therapy is available only with documentation of ongoing
participation in the counseling program.
3. Approvals will only be granted for patients eighteen years of age and older.
4. The maximum allowed duration of therapy is twelve weeks total combined
therapy within a twelve-month period.
5. Patients may receive nicotine replacement patches in combination with one of
the oral nicotine replacement products (gum or lozenges). A maximum quantity
of 14 nicotine replacement patches and 110 pieces of nicotine gum or 144
nicotine lozenges may be dispensed with the initial prescription. Subsequent
prescription refills will be allowed to be dispensed as a 4 week supply at one unit
per day of nicotine replacement patches and 330 pieces of nicotine gum or 288
nicotine lozenges.
6. Requests for non-preferred nicotine replacement products will be considered
after documentation of previous trials and intolerance with a preferred oral and
preferred topical nicotine replacement product. A maximum quantity of 168
nicotine inhalers or 40ml nicotine nasal spray may be dispensed with the initial
prescription. Subsequent prescription refills will be allowed to be dispensed as a
4 week supply at 336 nicotine inhalers or 80ml of nicotine nasal spray.
7. The 72-hour emergency supply rule does not apply for drugs used for the
treatment of smoking cessation.
AmeriHealth requested that the patient counseling requirement be reviewed and
potentially removed from these criteria, as it is not included in their PA criteria in other
states that they manage. While they understand that statistics show higher success
rates when counseling is used in conjunction with medication, they believe this
requirement may be preventing some members from attempting to quit smoking.
Currently, the FFS program requires counseling through Quitline, and the MCOs must
all meet the counseling requirement, though not necessarily through Quitline. Jason
Kruse commented that unreliable phone numbers could also be an issue, as he has had
patients who are refused access to these medications as they were unable to be
contacted for counseling. Jason Wilbur agreed that presented a challenge with this
patient population, and noted that prescribers were responsible for completing multiple
forms the way the current PA process was set up. He thinks that counseling could be
removed as a mandatory requirement. Mark Graber added that data suggested that
success rates were higher for 24 weeks versus 12, and recommended that those in
counseling (or those who appeared to be more motivated) could be approved for 24
weeks of therapy. Melissa Klotz commented that increasing the allowance to 24 weeks
could also help members who require more than one quit attempt. Jennifer Schonhorst
from AmeriHealth also suggested that this could be managed through quantity limits set
at 24 weeks for both nicotine replacement and smoking cessation therapy, which would
mean the prior authorization requirements could be removed completely. The other
MCO representatives and Commission members seemed open to this approach, as
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well. Kellen Ludvigson added that there wasn’t really abuse potential, so allowing
easier access to help more members quit is a good thing, as long as it was possible
from a budgeting standpoint. Pam Smith will bring the criteria back to the next meeting
for further discussion and specific quantity limits should a formal recommendation be
made to remove PA criteria.
High Dose Opioid (≥ 90 MME/day): The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for use of high-dose opioids ≥ 200 morphine
milligram equivalents (MME) per day. (See CDC Guideline for Prescribing
Opioids
for
Chronic
Pain
at
https://www.cdc.gov/drugoverdose/prescribing/guideline.html).
Patients
undergoing active cancer treatment or end-of-life care will not be subject to the
criteria below. Payment will be considered when the following is met:
1. Requests for non-preferred opioids meet criteria for coverage (see criteria for
Long-Acting Opioids and/or Short-Acting Opioids); and
2. Patient has a diagnosis of severe, chronic pain with a supporting ICD-10
code. Requests for a diagnosis of fibromyalgia or migraine will not be
considered; and
3. Patient has tried and failed at least two nonpharmacologic therapies (physical
therapy; weight loss; alternative therapies such as manipulation, massage,
and acupuncture; or psychological therapies such as cognitive behavior
therapy [CBT]); and
4. Patient has tried and failed at least two nonopioid pharmacologic therapies
(acetaminophen, NSAIDs, or selected antidepressants and anticonvulsants;
and
5. There is documentation demonstrating an appropriate upward titration or an
appropriate conversion from other opioid medications; and
6. Pain was inadequately controlled at the maximum allowed dose without prior
authorization for the requested opioid(s); and
7. Pain was inadequately controlled by 2 other chemically distinct preferred
long-acting opioids at the maximum allowed dose without prior authorization;
and
8. Chart notes from a recent office visit for pain management is included
documenting the following:
a. Treatment plan – including all therapies to be used concurrently
(pharmacologic and non-pharmacologic); and
b. Treatment goals; and
9. Patient has been informed of the risks of high-dose opioid therapy; and
10. The prescriber has reviewed the patient’s use of controlled substances on the
Iowa Prescription Monitoring Program website and determined that use of
high-dose opioid therapy is appropriate for this patient; and
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11. The patient’s risk for opioid addiction, abuse and misuse has been reviewed
and prescriber has determined the patient is a candidate for high-dose opioid
therapy; and
12. A signed chronic opioid therapy management plan between the prescriber
and patient dated within 12 months of this request is included; and
13. The requested dosing interval is no more frequent than the maximum FDAapproved dosing interval; and
14. Patient has been provided a prescription for a preferred naloxone product for
the emergency treatment of an opioid overdose; and
15. Patient has been educated on opioid overdose prevention; and
16. Patient’s household members have been educated on the signs of opioid
overdose and how to administer naloxone; and
17. Patient will not be using opioids and benzodiazepines concurrently or a taper
plan to discontinue the benzodiazepine must be submitted with initial and
subsequent requests; and
18. A documented dose reduction is attempted at least annually.
If criteria for coverage are met, initial requests will be given for 3 months.
Requests for continuation of high-dose opioid therapy will be considered
every 6 months with the following:
1. High-dose opioid therapy continues to meet treatment goals, including
sustained improvement in pain and function; and
2. Patient has not experienced an overdose or other serious adverse event;
and
3. Patient is not exhibiting warning signs of opioid use disorder; and
4. The benefits of opioids continue to outweigh the risks; and
5. A documented dose reduction has been attempted at least annually, and
the prescriber has determined the dose cannot be reduced at this time;
and
6. The prescriber has reviewed the patient’s use of controlled substances on
the Iowa Prescription Monitoring Program website and determined that
continued use of high-dose opioid therapy is appropriate for this patient;
and
7. Patient will not be using opioids and benzodiazepines concurrently or a
taper plan to discontinue the benzodiazepine must be submitted with
subsequent requests.
8. Patient has been provided a prescription for a preferred naloxone product
for the emergency treatment of an opioid overdose; and
9. Patient has been reeducated on opioid overdose prevention; and
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10. Patient’s household members have been reeducated on the signs of
opioid overdose and how to administer naloxone.
Given the additional burden this will create for the MCOs, the Commission agreed to
initially allow only apply the criteria to those taking 200 MME or more (and allow no
grandfathering), and then gradually lower that amount over time. All providers will
receive an educational letter prior to implementation, and those identified as having
affected members will receive a separate letter listing the members. Pam Smith will
also attempt to gather more information about how other states are approaching this
issue. Brett Faine motioned to accept the criteria as amended, and Kellen Ludvigson
seconded. All members were in favor.
Deflazacort (Emflaza): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for Emflaza (deflazacort). Payment will be
considered for patients when the following criteria are met:
1. Patient has a diagnosis of Duchenne muscular dystrophy (DMD) with
documented mutation of the dystrophin gene; and
2. Patient is within the FDA labeled age; and
3. Patient experienced onset of weakness before 5 years of age; and
4. Is prescribed by or in consultation with a physician who specializes in
treatment of Duchenne muscular dystrophy; and
5. Patient has documentation of an adequate trial and therapy failure,
intolerance, or significant weight gain (significant weight gain defined as 1
standard deviation above baseline percentile rank weight for height) while on
prednisone at a therapeutic dose; and
6. Is dosed based on FDA approved dosing.
The required trials may be overridden when documented evidence is provided
that use of these agents would be medically contraindicated.
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Hepatitis C Treatments: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for hepatitis C treatments. Requests for nonpreferred agents may be considered when documented evidence is provided that
the use of the preferred agents would be medically contraindicated. Payment will
be considered under the following conditions:
1. Patient has a diagnosis of chronic hepatitis C; and
2. Patient’s age and/or weight is within the FDA labeled age and/or weight; and
3. Patient has had testing for hepatitis C virus (HCV) genotype; and
4. Patient has an active HCV infection verified by a detectable viral load within
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12 months of starting treatment; and
5. Patient has been tested for hepatitis B (HBV) prior to initiating treatment of
HCV and individuals with active HBV infection are treated (either at same
time as HCV therapy or before HCV therapy is started); and
6. Viral load will be submitted by prescriber 12 weeks after completion of
therapy; and
7. Patient has advanced liver disease corresponding to a Metavir score of 2 or
greater fibrosis as confirmed by one of the following:
 Liver biopsy confirming Metavir score ≥ F2; or
 Transient elastography (FibroScan) score ≥ 7.5kPa; or
 FibroSURE (FibroTest) score ≥ 0.48; or
 APRI score > 0.7; or
 Radiological imaging consistent with cirrhosis (i.e. evidence of portal
hypertension); or
 Physical findings or clinical evidence consistent with cirrhosis; or
 Patients at highest risk for severe complications: organ transplant, type 2
or 3 essential mixed cryoglobulinemia with end-organ manifestations (e.g.
vasculitis), proteinuria, nephritic syndrome, or membranoproliferative
glomerulonephritis.
8. Patient’s prior treatment history is provided (treatment naïve or treatment
experienced); and
9. If patient has a history of non-compliance, documentation that steps have
been taken to correct or address the causes of non-compliance are provided;
and
10. Patient has abstained from the use of illicit drugs and alcohol for a minimum
of three (3) months as evidenced by a negative urine confirmation test; and
11. For regimens containing sofosbuvir, patient does not have severe renal
impairment (creatinine clearance < 30ml/min) or end stage renal disease
requiring hemodialysis; and
12. HCV treatment is prescribed by a digestive disease, liver disease, or
infectious disease provider practice; and
13. For patients on a regimen containing ribavirin, the following must be
documented on the PA form:
a) Patient is not a pregnant female or male with a pregnant female partner;
and
b) Women of childbearing potential and their male partners must use two
forms of effective contraception during treatment and for at least 6 months
after treatment has concluded; and
c) Monthly pregnancy tests will be performed during treatment; and
14. Prescriber has reviewed the patient’s current medication list and
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acknowledged that there are no significant drug interactions with the HCV
medication.
15. Documentation is provided for patients who are ineligible to receive ribavirin.
16. Non-FDA approved or non-compendia indicated combination therapy
regimens will not be approved.
17. Patient does not have limited life expectancy (less than 12 months) due to
non-liver-related comorbid conditions.
18. If patient is recently eligible for Iowa Medicaid, and has been started and
stabilized on therapy while covered under a different plan, documentation of
how long the patient has been on medication will be required. Patient will be
eligible for the remainder of therapy needed, based on length of therapy for
the particular treatment.
19. Lost or stolen medication replacement requests will not be authorized.
20. The 72-hour emergency supply rule does not apply to oral hepatitis C antiviral
agents.
At the last meeting, the Commission voted to modify the PA criteria to include those with
a Metavir score of F2 or greater, based on the following reasoning: Mark Graber said
looking at epidemiology, about 10% of patients per year with F2 Metavir criteria go on to
F3. People with F1 may not progress. Additionally, according to the guidelines,
patients with a limited life expectancy that cannot be remediated by treating HCV,
transplantation, or other directed therapy do not require treatment, as little evidence
exists to support initiation of treatment in patients with limited life expectancies (less
than twelve months) owning to non-liver-related comorbid conditions.
As he was not at the last meeting, Jason Kruse asked for an explanation as to the
reason for not including people with F1, and for including the criteria found under #7 and
#12. Pam Smith responded that it had been a fiscal decision due to the cost of the
newer medications, initially limiting use to F3 and F4, which also matched the AASLD
guidelines at the time. Jason Kruse would like to lower the criteria recommendation to
F1 and leave the ultimate decision to DHS. Mark Graber suggested that it be left at F2
for now, and then re-evaluated for fiscal impact in six months. Pam Smith reminded
everyone that exception to policy submission was always an option. Jason Kruse
motioned to lower the criteria to include F1. Brett Faine agreed with lowering, but the
other members felt this could overwhelm the budget. Mark Graber referenced a letter
which claimed that 75% of patients likely hadn’t yet been diagnosed; these members
could have a big impact on the budget. He also reiterated that those with F1 were less
likely to progress, though Jason Kruse replied that there was still risk of transmission
and psychological concerns. Mark Graber is worried that if they get screened but only
have F1 they won’t return for follow-up. Jason Kruse also asked as to the reasoning for
requiring a specialist to prescribe; this was the Commission consensus at the last
meeting. As no actual criteria changes were made, no motion was necessary, and this
will now go on to the Department for consideration.
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Omalizumab (Xolair): The Commission feels that the medication should be limited to
the Medical benefit based on the black box warning and the fact that the package insert
further states “Administer Xolair only in a healthcare setting by healthcare providers
prepared to manage anaphylaxis that can be life-threatening.” As this was the second
review of these criteria, no motion was necessary. The recommendation will be sent to
the Department for consideration.
Crisaborole (Eucrisa): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for Eucrisa (crisaborole). Payment will be
considered for patients when the following criteria are met:
1. Patient has a diagnosis of mild to moderate atopic dermatitis; and
2. Patient is within the FDA labeled age; and
3. Patient has failed to respond to good skin care and regular use of
emollients; and
4. Patient has documentation of an adequate trial and therapy failure with two
preferred medium to high potency topical corticosteroids for a minimum of
2 consecutive weeks; and
5. Patient has documentation of a previous trial and therapy failure with a
topical immunomodulator for a minimum of 4 weeks; and
6. Patient will continue with skin care regimen and regular use of emollients.
7. Quantities will be limited to 60 grams for use on the face, neck, and groin
and 100 grams for all other areas, per 30 days.
The required trials may be overridden when documented evidence is provided
that use of these agents would be medically contraindicated.
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Eluxadoline (Viberzi): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for eluxadoline. Only FDA approved dosing will be
considered. Payment will be considered under the following conditions:
1. Patient is 18 years of age or older.
2. Patient has a diagnosis of irritable bowel syndrome with diarrhea (IBS-D).
3. Patient does not have any of the following contraindications to therapy:
a. Patient is without a gallbladder.
b. Known or suspected biliary duct obstruction, or sphincter of Oddi
disease/dysfunction.
c. Alcoholism, alcohol abuse, alcohol addiction, or consumption of more
than 3 alcoholic beverages per day.
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d. A history of pancreatitis or structural diseases of the pancreas
(including known or suspected pancreatic duct obstruction).
e. Severe hepatic impairment (Child-Pugh Class C).
f. Severe constipation or sequelae from constipation.
g. Known or suspected mechanical gastrointestinal obstruction.
4. Patient has documentation of a previous trial and therapy failure at a
therapeutic dose with both of the following:
a. A preferred antispasmodic agent (dicyclomine or hyoscyamine).
b. A preferred antidiarrheal agent (loperamide).
If criteria for coverage are met, initial authorization will be given for 3 months to
assess the response to treatment. Requests for continuation of therapy will require
the following:
1. Patient has not developed any contraindications to therapy (defined above).
2. Patient has experienced a positive clinical response to therapy as
demonstrated by at least one of the following:
a. Improvement in abdominal cramping or pain.
b. Improvement in stool frequency and consistency.
The required trials may be overridden when documented evidence is provided that
the use of these agents would be medically contraindicated.
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
New to Market Drugs: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for newly marketed drugs. Payment will be
considered for patients when the following criteria are met:
1. Patient has an FDA approved or compendia indication for the requested
drug; and
2. If the requested drug falls in a therapeutic category/class with existing
prior authorization criteria, the requested drug must meet the criteria for
the same indication; or
3. If no clinical criteria are established for the requested drug, patient has
tried and failed at least two preferred drugs, when available, from the Iowa
Medicaid Preferred Drug List (PDL) for the submitted indication; and
4. Request must adhere to all FDA approved labeling.
The required trials may be overridden when documented evidence is provided
that use of these agents would be medically contraindicated.
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Once newly marketed drugs are reviewed by the Pharmaceutical & Therapeutics
Committee, they will be placed on the PDL which will dictate ongoing PA criteria,
if applicable.
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Miscellaneous
DUR Digest: The Commission members conducted the first review of the draft DUR
Digest Volume 30, Number 1. There were no recommended changes.
MedWatch: The Commission members received FDA announcements concerning new
Black Box Warnings.
At 12:11, Brett Faine motioned to adjourn the meeting and Jason Wilbur seconded. (No
closed session was needed due to lack of profile review post MCO transition.)
The next meeting will be held at 9:30 a.m. on Wednesday, October 4, 2017, at the
Fred Maytag II Scout Center in Des Moines.
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Iowa Medicaid Drug Utilization Review Commission
Meeting Minutes October 4, 2017
Attendees:
Commission Members
Mark Graber, M.D., FACEP; Laurie Anderson, Pharm.D.; Jason Wilbur, M.D.; Brett
Faine, Pharm.D.; Kellen Ludvigson, Pharm.D.; Melissa Klotz, Pharm.D.; Jason Kruse,
D.O.; Daniel Gillette, M.D.; Susan Parker, Pharm.D.; and Sandy Pranger, R.Ph.
(Amerigroup).
Staff
Pam Smith, R.Ph.
Guests
Erin Halverson, R.Ph., IME; Melissa Biddle, IME; Jennifer Schonhorst, Pharm.D.,
AmeriHealth Caritas; and Karrie Hansotia, United Healthcare Plan of the River Valley.
Welcome & Introductions
Mark Graber called the meeting to order at 9:34 a.m. at the Fred Maytag II Scout Center
in Des Moines. The minutes from the August 2, 2017 meeting were reviewed. Jason
Wilbur motioned to accept them, and Brett Faine seconded. The decision was
unanimous. Mark Graber nominated Brett Faine to take over as chairperson, and Jason
Wilbur seconded. All members were in favor. Mark Graber then nominated Kellen
Ludvigson as vice-chairperson, and Laurie Anderson seconded. This decision was also
unanimous. The recommendation letter sent to DHS after the August DUR meeting and
the letter from the P&T Committee requesting development of PA criteria for Dupixent
were also reviewed.
Biologics and Genetically Targeted Drugs
The DUR Commission was provided a copy of Informational Letter No. 1919-MC-FFS-D
outlining the process on the Drugs for Rare Diseases under the Outpatient Pharmacy
Benefit.
Step Therapy Protocol for Prescription Drugs
The DUR Commission reviewed the comments/concerns regarding the review of HF
233, in the context of the HF 635 review request and current DHS process for step
therapy overrides within the Medicaid Pharmacy benefit.
The DUR Commission focused on Section 1, subsection 3b as it was the most
applicable to the Commission. Below are the documented comments/concerns of the
DUR Commission:
 The development of Medicaid Pharmacy prior authorization (PA) criteria is
currently a transparent process conducted in open public meetings with several
opportunities for written and oral public comments.
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Item 3(b) (1-3) Circumstances to allow Step Therapy Exceptions - The current
Medicaid Pharmacy PA process generally covers the circumstances described in
this section as allowed by Medicaid regulations and allows for exceptions to step
therapy requirements using clinical judgment with proper medical documentation
from the prescriber.
Item 3(b)(2) Prescription drug is expected to be ineffective - It is unclear how
patient adherence could be evaluated ahead of time. Predicted non-compliance
should not be an exception and members should be required to try preferred
medications first. While prescribers attempt to simplify patient regimens, it should
not be the primary driving force for selecting a prescription drug. After much
discussion, the Commission felt this entire section should be stricken as it
creates a loophole for everyone and completely undermines the concept of the
Preferred Drug List (POL) and PA criteria.

Overall, the DUR Commission felt there is no need to change the current PDL and PA
process to accommodate a step therapy protocol. There are current processes in place
to allow for the types of step therapy exceptions detailed in HF 223 consistent with
Medicaid regulations and implementing this protocol would undermine the concept of
the PDL and PA criteria. Jason Wilbur motioned to accept the DUR response as
written, and Brett Faine and Jason Kruse both seconded. All members were in favor.
IME Pharmacy Update
There was nothing in addition to those already mentioned above.
Fee-for-Service Prevalence Report Summary
Pam Smith provided a twelve-minute overview for fee-for service (FFS) statistics from
July through August 2017, including: total amount paid ($1,586,733), cost per user
($238.25), and number of total prescriptions dispensed (25,679). There were 6,660
unique users, which is 0.5% more than the total for May and June. There were no large
changes on the top 100 pharmacies by prescription count report, given the small FFS
population. All ranking changes on the top 100 pharmacies by paid amount report
were understandable given the number of members, prescriptions, and drugs
dispensed. On the top 100 prescribing providers by prescription count report, the
prescribing practices of the top 5 prescribers were all in line with their specialties. Pam
Smith also looked further into the prescribers that had a high prescription per member
count (≥10 prescriptions per member). This was mainly due to members in long-term
care (LTC) facilities where a 7 or 14 day supply was being dispensed. It was noted that
7 and 14 day fills (which allow for multiple dispensing fees per month) might be
becoming an issue, and the Commission discussed implementing something to
discourage them in the future. There was nothing out of the ordinary on the top 100
prescribing providers by paid amount report. The top 5 therapeutics classes by paid
amount were: Hepatitis C Agents; Anticonvulsants; Antipsychotics – Atypicals; Diabetic
– Insulin; and Anti-Inflammatories, Non-NSAID. The highest prescription count
continues to come from the SSRI category, with Anticonvulsants in second place,
followed by: Narcotics - Miscellaneous, Antipsychotics – Atypicals, and
Antihypertensives - Central. The top 100 drugs were also reviewed, by paid amount
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and prescription count. The ten most expensive medications were: Epclusa, Vyvanse,
Latuda, Humalog, methylphenidate hcl er, Genvoya, Harvoni, Lantus, Strattera, and
Novoeight. The five drugs with the highest prescription count were: hydrocodone/apap
5-325mg, Tramadol 50mg, fluoxetine 20mg, trazodone 50mg, and omeprazole 20mg.
Pam Smith also created a report that compared the FFS stats above with those from
each MCO below. Its side-by-side statistics showed that $92,239,848 was spent in total
for 231,289 unique users who had 1,269,846 prescriptions across all four programs.
MCO Prevalence Report Summary and Updates
AmeriHealth Caritas Iowa: Jennifer Schonhorst provided a six-and-a-half-minute
overview for AmeriHealth’s statistics from July through August 2017, including: total
paid amount ($34,150,963.73 - not much change from the previous reporting period),
unique users (87,170), average cost per user ($391.77), total prescriptions (484,026),
utilization by age and gender (age 19-64 category highest for both genders), top 100
pharmacies by prescription count (Walgreens, Mercy Family, and Broadlawns had the
highest counts), top 100 pharmacies by paid amount (predominantly specialty
pharmacies at the top of the list), top 100 prescribing providers by prescription count,
and top 100 prescribing providers by paid amount (top 2 similar to last reporting period).
The top 5 therapeutics classes by paid amount were: Insulins; Antipsychotic, Atypical,
Dopamine, Serotonin Antagonist; Anticonvulsants; Adrenergics, Aromatic, NonCatecholamine; and Ani-Inflammatory Tumor Necrosis Factor Inhibitor. The top 5
therapeutic classes by prescription count were: Anticonvulsants; SSRIs; Proton-Pump
Inhibitors; Antipsychotic, Atypical, Dopamine, Serotonin Antagonist; and Antihistamines
– Second Generation. The most expensive drugs were Vyvanse, Latuda, Humalog,
methylphenidate er, and Humira Pen, whereas omeprazole, hydrocodoneacetaminophen, lisinopril, levothyroxine sodium, and sertraline had the highest
prescription counts.
Amerigroup: Sandy Pranger provided a six-minute overview for Amerigroup’s statistics
from July through August 2017, including: a breakdown of utilization by age and gender,
top 100 pharmacies by prescription count, top 100 pharmacies by paid amount, top 100
prescribing providers by prescription count, and top 100 prescribing providers by paid
amount.
The Bi-Monthly Statistics report reflected that expenditures totaled
$32,255,678, a 2.2% decrease from May and June. Similar to previous reports, the top
5 therapeutics classes by paid amount were: ADHD/Anti-Narcolepsy/AntiObesity/Anorexiants; Antidiabetics; Antiasthmatic and Bronchodilator Agents;
Antipsychotics/Antimanic Agents; and Analgesics – Anti-Inflammatory. These were the
top five classes by prescription count: Antidepressants, Antiasthmatic and
Bronchodilator Agents, Anticonvulsants, Antihypertensives, and Ulcer Drugs. Vyvanse
was the most expensive medication, followed by Humira Pen, methylphenidate er,
Humalog, and Latuda. Hydrocodone-acetaminophen has been the drug with the
highest prescription count since April 1, 2016, followed by: escitalopram, omeprazole,
and gabapentin.
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United Healthcare Community Plan: Karrie Hansotia spoke for five minutes and
provided written summaries that included United’s statistics from July through August
2017, including: total paid amount ($24,246,473.40), unique users (64,868), and cost
per user ($373.78). She noted that not much changed from the May/June reporting
period to the July/August period. There was also a handout showing utilization by age
and gender; females age 19-64 had the highest utilization. On the top 100 pharmacies
by prescription count report, Broadlawns and 4 Walgreens locations made up the top 5.
The University of Iowa Ambulatory Care Pharmacy was the top pharmacy by paid
amount. Lists of the top 100 prescribers by prescription count and paid amount were
provided. The top 5 therapeutic classes by paid amount were: Insulins; AntiInflammatory Tumor Necrosis Factor Inhibitor; Antipsychotic, Atypical, Dopamine,
Serotonin Antagonist; Adrenergics, Aromatic, Non-Catecholamine; and Hep C Virus –
NS5B Polymerase & NS5A Inhibitor Combo. The top 5 classes by prescription count
were: SSRIs; Anticonvulsants; Analgesics, Narcotics; Proton-Pump Inhibitors; and
NSAIDs, Cyclooxygenase Inhibitor-Type Analgesics. The most expensive drugs were
Vyvanse, Humira Pen, Harvoni, Humalog, and Latuda, while omeprazole,
hydrocodone/apap, lisinopril, levothyroxine sodium, and atorvastatin had the top 5
prescription counts.
Public Comment
In addition to the written public comments provided to Commission members, they
heard oral public comments from the speakers listed below.
Name
Michael West
Janet Ritter
Jim Baumann
Erin Conley
Tom Peddicord
Anthony Pudlo and
Shannon Rudolph

Representing
Celgene
Sanofi Genzyme
Pfizer
Amgen
Novartis
Iowa Pharmacy Association

Drug/Topic
Otezla
Dupixent/Atopic Dermatitis
Chantix and Smoking Cessation
Enbrel
Cosentyx and Entresto
Adherence Rates & Pen Needle
Coverage

ProDUR Edits
Tramadol Age Edit: Due to the recent changes to the label of tramadol containing
medications, the DUR Commission has made a recommendation to implement an age
edit on all tramadol containing medications. As this was the second review of this age
edit, no motion was necessary. The recommendation will be sent to the Department for
consideration.
Prior Authorization
Annual Review of Prior Authorization Criteria: Changes were suggested for the
following categories, to be discussed at upcoming meetings:
PA Category
Alpha2 Agonists, Extended -

Recommended Changes
#3 - Clarify language to show that the intent of
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Release
Alpha1 – Proteinase Inhibitor
Enzymes
Angiotensin Receptor Blocker
Before ACE
Inhibitor
Apremilast (Otezla)
Buprenorphine/Naloxone
Chronic Pain Syndromes
CNS Stimulants and Atomoxetine

Growth Hormone
Idiopathic Pulmonary Fibrosis
Immunomodulators – Topical
Ivacaftor (Kalydeco)
Janus Kinase Inhibitors
Lidocaine Patch (Lidoderm)

Methotrexate Injection
Topical Acne and Rosacea
Products

the trials is for 1 preferred amphetamine and 1
preferred methylphenidate or
dexmethylphenidate product
Change #6 to say “Patient is currently on
optimal supportive therapy for COPD”.
Renewal criteria #1a – change “and” to “or”.
Remove criteria completely

Remove #4 requiring it be prescribed by
rheumatologist or dermatologist
Review cumulative 30 days per 12 months
allowance
Discuss relaxing requirement to decrease
concurrent opioids
Review ratings scale requirements as none are
validated in adults. Review adult use criteria in
general, especially short vs. long-acting, as
use has increased
Specify reauthorization criteria
Review #4 of renewal criteria to require
reassessment of kidney function
Change trial with two preferred topical
corticosteroids down to one preferred
Reword due to new CFTR gene mutations
Remove minocycline as a trial option?
Consider broadening criteria to allow more
usage to compensate for lessening opioid use,
maybe 1 trial vs. 2 or possibly remove trials for
post-herpetic neuralgia diagnosis
Remove minocycline as a trial option?
change wording to diagnosis of acne with
regards to benzoyl peroxide trial

Buprenorphine/Naloxone: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for oral buprenorphine or buprenorphine/naloxone.
Requests for doses above 24mg per day or greater than once daily dosing will
not be considered. Initial requests will be considered for up to 3 months.
Requests for maintenance doses above 16mg per day will not be considered on
a long-term basis. Concomitant use with opioids or tramadol will be prohibited.
Payment for a non-preferred agent will be authorized only for cases in which
there is documentation of previous trial and therapy failure with a preferred
agent, unless evidence is provided that use of these agents would be medically
contraindicated. Requests for surgically implanted buprenorphine products will
not be considered through the pharmacy benefit and should be directed to the
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member’s medical benefit. Payment will be considered for patients when the
following is met:
1. Patient has a diagnosis of opioid dependence and meets the FDA approved
age: AND
2. Prescriber meets qualification criteria to prescribe buprenorphine/naloxone for
opioid dependence and has a “X” DEA number; AND
3. Patient is participating in and compliant with formal substance abuse
counseling/psychosocial therapy: AND
4. A projected treatment plan is provided, including:
 Anticipated induction/stabilization dose,
 Anticipated maintenance dose,
 Expected frequency of office visits, and
 Expected frequency of counseling/psychosocial therapy visits; AND
5. A treatment plan is provided for patients taking buprenorphine in combination
with a benzodiazepine or central nervous system (CNS) depressants,
including:
 Documentation patient has been educated on the serous risks of
combined use;
 A plan to taper the benzodiazepine or CNS depressant to discontinuation,
if possible;
 Consideration of other treatment options when the benzodiazepine or
CNS depressant is used for anxiety or insomnia; and
 Other prescribers involved in the care of the patient are aware of the
patient’s use of buprenorphine; AND
6. Documentation is provided that transmucosal buprenorphine will not be used
concomitantly with the buprenorphine implant.
7. Requests for single ingredient buprenorphine will only be considered for
pregnant patients.
Requests for renewal must include:
1. An updated treatment plan documenting the following:
a. Consideration of a medical taper to the lowest effective dose based on
a self-assessment scale, and
b. Assessment of concomitant benzodiazepine use (if applicable) as
outlined above, AND
2. Documentation the Iowa Prescription Monitoring Program website has been
reviewed for the patient’s use of controlled substances since the last prior
authorization request, AND
3. Documentation of a current, negative drug screen, AND
4. Documentation the patient has been compliant with office visits and
counseling/psychosocial therapy visits, AND
6

5. Documentation the patient is not using transmucosal buprenorphine with the
buprenorphine implant.
PA criteria were being updated regarding the age requirement. Given the recent FDA
Drug Safety Communication cautioning against withholding opioid addiction medications
from patients taking benzodiazepines or CNS depressants, no vote was taken. Pam
Smith will revise the criteria to addressing the current requirement limiting patients to 30
days of benzodiazepines over a 12 month period and bring it to the next meeting for
review.
Smoking Cessation Therapy, Oral & Nicotine Replacement Therapy: The
Commission reviewed the prior authorization criteria as follows:
Smoking Cessation Therapy – Oral
Prior Authorization is required for varenicline (Chantix®) or bupropion SR that is FDA
approved for smoking cessation. Requests for authorization must include:
1. Diagnosis of nicotine dependence and referral for counseling 1) to Quitline Iowa
program for Medicaid Fee-for service members or 2) through the Managed Care
Organization program for managed care members.
2. Confirmation of enrollment and ongoing participation in the counseling program is
required for approval and continued coverage.
3. Approvals will only be granted for patients eighteen years of age and older.
4. The duration of therapy is initially limited to twelve weeks within a twelve-month
period. For patients who have successfully stopped smoking at the end of 12
weeks, an additional course of 12 weeks treatment will be considered with a prior
authorization request. The maximum duration of approvable therapy is 24 weeks
within a twelve-month period.
5. Requests for varenicline to be used in combination with bupropion SR that is
FDA indicated for smoking cessation or nicotine replacement therapy will not be
approved.
6. The 72-hour emergency supply rule does not apply for drugs used for the
treatment of smoking cessation
Nicotine Replacement Therapy
Prior Authorization is required for over-the-counter nicotine replacement patches,
gum, or lozenges, and prescription nicotine nasal spray or inhaler. Requests for
authorization must include:
1. Diagnosis of nicotine dependence and referral for counseling 1) to Quitline Iowa
program for Medicaid Fee-for service members or 2) through the Managed Care
Organization program for managed care members.
2. Confirmation of enrollment in the counseling program is required for approval.
Continuation therapy is available only with documentation of ongoing
participation in the counseling program.
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3. Approvals will only be granted for patients eighteen years of age and older.
4. The maximum allowed duration of therapy is twelve weeks total combined
therapy within a twelve-month period.
5. Patients may receive nicotine replacement patches in combination with one of
the oral nicotine replacement products (gum or lozenges). A maximum quantity
of 14 nicotine replacement patches and 110 pieces of nicotine gum or 144
nicotine lozenges may be dispensed with the initial prescription. Subsequent
prescription refills will be allowed to be dispensed as a 4 week supply at one unit
per day of nicotine replacement patches and 330 pieces of nicotine gum or 288
nicotine lozenges.
6. Requests for non-preferred nicotine replacement products will be considered
after documentation of previous trials and intolerance with a preferred oral and
preferred topical nicotine replacement product. A maximum quantity of 168
nicotine inhalers or 40ml nicotine nasal spray may be dispensed with the initial
prescription. Subsequent prescription refills will be allowed to be dispensed as a
4 week supply at 336 nicotine inhalers or 80ml of nicotine nasal spray.
7. The 72-hour emergency supply rule does not apply for drugs used for the
treatment of smoking cessation.
At the August meeting, AmeriHealth requested that the patient counseling requirement
be reviewed and potentially removed from these criteria, as it is not included in their PA
criteria in other states that they manage. While they understand that statistics show
higher success rates when counseling is used in conjunction with medication, they
believe this requirement may be preventing some members from attempting to quit
smoking. Currently, prior authorization criteria requires counseling, of which the MCOs
must follow, though not necessarily through the FFS vendor, Quitline Iowa. Mark
Graber asked for an approximation of costs if all PA criteria were removed, and Susan
Parker replied that the MCOs needed to provide information for an impact analysis.
Amerigroup projected an 80% increase in Chantix use resulting in current expenditures
of $50,000-$60,000 per month possibly doubling. United Healthcare estimated a 30%
increase, which would come out to an additional $180,000 annually. AmeriHealth
Caritas projected a smaller 13.23% increase, for a $101,150.28 increase. Karrie
Hansotia added that there seemed to be a problem with providers keeping track of
which members were enrolled due to 4 different plan options with the MCOs and FFS,
and the MCOs aren’t able to easily get counseling verification. Jason Kruse
commented that unreliable phone numbers could also be an issue, as he has had
patients who are refused access to these medications as they were unable to be
contacted for counseling. Pam Smith wondered what would happen if costs increase
even more than projected, given the current budget shortfall. When the Commission
members noted that these expenditures were nothing when compared to those for Hep
C medications, Susan Parker reminded them that those medications could cure Hep C
whereas these were reliant on member lifestyle choices. She believes that someone
who is really ready to stop smoking would be willing to comply with the counseling
requirement. Jason Wilbur commented that the counseling option would still be
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available, but could be removed as a mandatory requirement. Jason Kruse suggested
removing PA criteria just for nicotine replacement products and leaving criteria for
Chantix initially to determine fiscal impact, or, if PA criteria stayed in place, removing the
second bullet point requiring confirmation of enrollment and ongoing participation in the
counseling program. In other states, the MCOs manage these products solely through
quantity limits. Mark Graber added that data suggested that success rates were higher
for 24 weeks versus 12, so that criteria should be changed as well. Jason Wilbur noted
that it made sense to manage through quantity limits then, if removing the counseling
requirement. Pam Smith replied that managing through quantity limits would likely
result in fewer patients being offered a referral to a counseling program, whereas the
PA would prompt the prescriber to think about that. Mark Graber added that given the
low cost of bupropion, it and the nicotine products could be handled with quantity limits,
while leaving a separate PA requirement for Chantix. Given the aforementioned budget
crisis, Pam Smith suggested leaving the PA in place but increasing the allowance to 24
weeks, then checking fiscal impact from that change before going further, in incremental
steps. This would leave the counseling requirement in place. She understands it can
be a barrier, but is appropriate and does help members to succeed. Jason Kruse
reiterated that phone access was a big impediment to treatment for his patients. Susan
Parker reminded them that members did have the option of setting up a time to call
Quitline, rather than waiting for a call. Mark Graber then suggested doing away with the
counseling requirement unless quantity limits are exceeded; providers could attest that
the member is in counseling on the PA form. Jason Kruse suggested that this category
be referred to the P&T Committee for financial review; however, development of PA
criteria is still the responsibility of the DUR Commission. Ultimately, the Commission
voted to remove the PA criteria entirely, to improve access to these medications, reduce
administrative burden to prescribers, pharmacies and the MCOs, and hopefully lessen
future pharmacy and medical expenditures for resulting diseases such as COPD and
myocardial infarctions. Jason Kruse made the motion, Melissa Klotz seconded, and it
passed 4 to 3, with Mark Graber, Laurie Anderson, and Kellen Ludvigson opposed
(Daniel Gillette was absent for the vote). They did not technically finalize or vote on any
accompanying quantity limits.
PA criteria for the following Biologicals were reviewed and voted on together:
Biologicals for Ankylosing Spondylitis: The Commission reviewed the prior
authorization criteria as follows:
Prior authorization is required for biologicals used for ankylosing spondylitis.
Request must adhere to all FDA approved labeling. Payment for non-preferred
biologicals for ankylosing spondylitis will be considered only for cases in which
there is documentation of previous trials and therapy failures with two preferred
biological agents. Payment will be considered under the following conditions.
 Patient has documentation of an inadequate responses to at least two
preferred non-steroidal anti-inflammatories (NSAIDs) at maximum
therapeutic doses, unless there are documented adverse responses or
contraindications to NSAID use. These trials should be at least three
months in duration; and
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Patients with symptoms of peripheral arthritis must also have failed a 30day treatment trial with at least one conventional disease modifying
antirheumatic drug (DMARD), unless there is a documented adverse
response or contraindication to DMARD use. DMARDs include
sulfasalazine and methotrexate; and
Patient has been screened for latent TB infection, patients with latent TB
will only be considered after one month of TB treatment and patients with
active TB will only be considered upon completion of TB treatment; and
Patient has been screened for hepatitis B and C, patients with active
hepatitis B will not be considered for coverage; and

In addition to the above:
Requests for TNF Inhibitors:
 Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of
starting or resuming treatment with a biological agent; and
 Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated

Biologicals for Arthritis: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for biologicals used for arthritis. Request must
adhere to all FDA approved labeling. Payment for non-preferred biologicals for
arthritis will be considered only for cases in which there is documentation of a
previous trials and therapy failures with two preferred biological agents. Payment
will be considered under the following conditions
 Patient has been screened for latent TB infection, patients with latent TB
will only be considered after one month of TB treatment and patients with
active TB will only be considered upon completion of TB treatment; and
 Patient has been screened for hepatitis B and C, patients with active
hepatitis B will not be considered for coverage; and



In addition to the above:
Requests for TNF Inhibitors:
Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of
starting or resuming treatment with a biological agent; and
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Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
For the following indications:
 A diagnosis of rheumatoid arthritis (RA):
A trial and inadequate response to two preferred disease modifying
antirheumatic drugs (DMARD) used concurrently. The combination must
include
methotrexate
plus
another
preferred
oral
DMARD
(hydroxycholoroquine, sulfasalazine, leflunomide, or minocycline). Upon
an unsuccessful methotrexate trial in patients with established RA, the
combination trial with a second DMARD may be overridden if there is
evidence of severe disease documented by radiographic erosions.
 A diagnosis of moderate to severe psoriatic arthritis:
A trial and inadequate response to the preferred oral DMARD,
methotrexate (leflunomide or sulfasalazine may be used if methotrexate is
contraindicated).
 A diagnosis of moderate to severe juvenile idiopathic arthritis:
A trial and inadequate response to intraarticular glucocorticoid injections
and the preferred oral DMARD, methotrexate (leflunomide or sulfasalazine
may be used if methotrexate is contraindicated).
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.

Biologicals for Inflammatory Bowel Disease: The Commission reviewed the prior
authorization criteria as follows:
Prior authorization is required for biologicals used for inflammatory bowel
disease. Request must adhere to all FDA approved labeling. Payment for nonpreferred biologicals for inflammatory bowel disease will be considered only for
cases in which there is documentation of a previous trial and therapy failure with
a preferred agent. Patients initiating therapy with a biological agent must:
Payment will be considered under the following conditions:
 Patient has been screened for latent TB infection, patients with latent TB
will only be considered after one month of TB treatment and patients with
active TB will only be considered upon completion of TB treatment; and
 Patient has been screened for hepatitis B and C, patients with active
hepatitis B will not be considered for coverage; and
In addition to the above:
Requests for TNF Inhibitors:
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Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of
starting or resuming treatment with a biological agent; and
 Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
For the following indications:
 Crohn’s Disease – Payment will be considered following an inadequate
response to two preferred conventional therapy including aminosalicylates
(mesalamine, sulfasalazine), azathioprine/6-mercaptopurine, and/or
methotrexate.
 Ulcerative colitis (moderate to severe) – Payment will be considered
following an inadequate response to two preferred conventional therapies
including aminosalicylates and azathioprine/6-mercaptopurine.
The required trials may be overridden when documented evidence is provided that
the use of these agents would be medically contraindicated.

Biologicals for Plaque Psoriasis: The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for biologicals used for plaque psoriasis. Request
must adhere to all FDA approved labeling. Payment for non-preferred biologicals
for plaque psoriasis will be considered only for cases in which there is
documentation of previous trials and therapy failures with two preferred biological
agents. Patients initiating therapy with a biological agent must:
Payment will be considered under the following conditions:
 Patient has documentation of an inadequate response to phototherapy,
systemic retinoids (oral isotretinoin), methotrexate, or cyclosporine; and
 Patient has been screened for latent TB infection, patients with latent TB
will only be considered after one month of TB treatment and patients with
active TB will only be considered upon completion of TB treatment; and
 Patient has been screened for hepatitis B and C, patients with active
hepatitis B will not be considered for coverage; and
In addition to the above:
Requests for TNF Inhibitors:
 Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of
starting or resuming treatment with a biological agent; and
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Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided that
the use of these agents would be medically contraindicated
The Biologicals categories were reviewed and voted on together since changes were
only made to break out TNF Inhibitors and Interleukins. Brett Faine made the motion to
accept the criteria as proposed, and Kellen Ludvigson and Jason Kruse both seconded.
All members were in favor. The recommendations will be sent to the medical/pharmacy
groups for comment and will be brought back to the next meeting for further discussion.
Tramadol or Codeine in Members < 18: The Commission reviewed the prior
authorization criteria as follows:
An age edit override for codeine or tramadol is required for patients under 18
years of age. Payment will be considered under the following conditions:
1. Member is 12 years of age or older; and
2. Medication is not being prescribed to treat pain after surgery following
tonsil and/or adenoid procedure for members 12 to18 years of age; and
3. If member is between 12 and 18 years of age, member is not obese (BMI
greater than 30kg/m2), does not have obstructive sleep apnea, or severe
lung disease.
Jason Wilbur made the motion to accept the criteria as amended, and Brett Faine
seconded. All members were in favor. The recommendation will be sent to the
medical/pharmacy groups for comment and will be brought back to the next meeting for
further discussion.
Sacubitril/Valsartan (Entresto): The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for valsartan/sacubitril (Entresto™). Requests
above the manufacturer recommended dose will not be considered. Payment
will be considered for patients when the following criteria are met:
1. Patient is 18 years of age or older; and
2. Patient has a diagnosis of NYHA Functional Class II, III, or IV heart failure;
and
3. Patient has a left ventricular ejection fraction (LVEF) ≤40%; and
4. Patient is currently tolerating treatment with an ACE inhibitor or
angiotensin II receptor blocker (ARB) at a therapeutic dose, where
replacement with valsartan/sacubitril is recommended to further reduce
morbidity and mortality
5. Is to be administered in conjunction with other heart failure therapies, in
place of an ACE inhibitor or other ARB (list medications patient is currently
taking for the treatment of heart failure); and
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6. Will not be used in combination with an ACE inhibitor or ARB; and
7. Will not be used in combination with aliskiren (Tekturna) in diabetic
patients; and
8. Patient does not have a history of angioedema associated with the use of
ACE inhibitor or ARB therapy; and
9. Patient is not pregnant; and
10. Patient does not have severe hepatic impairment (Child Pugh Class C);
and
11. Prescriber is a cardiologist or has consulted with a cardiologist (telephone
consultation is acceptable).
The required trial(s) may be overridden when documented evidence is provided
that the use of these agent(s) would be medically contraindicated.
Jason Kruse made the motion to accept the criteria as amended, and Brett Faine
seconded. All members were in favor. The recommendation will be sent to the
medical/pharmacy groups for comment and will be brought back to the next meeting for
further discussion.
Dupilumab (Dupixent): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for Dupixent (dupilumab). Payment will be
considered for patients when the following criteria are met:
1. Patient has a diagnosis of moderate-to-severe atopic dermatitis; and
2. Patient is within the FDA labeled age; and
3. Is prescribed by or in consultation with a dermatologist; and
4. Patient has failed to respond to good skin care and regular use of emollients;
and
5. Patient has documentation of an adequate trial and therapy failure with one
preferred medium to high potency topical corticosteroid for a minimum of 2
consecutive weeks; and
6. Patient has documentation of a previous trial and therapy failure with a topical
immunomodulator for a minimum of 4 weeks; and
7. Patient has documentation of a previous trial and therapy failure with
cyclosporine or azathioprine; and
8. Patient will continue with skin care regimen and regular use of emollients; and
9. Dose does not exceed an initial one-time dose of 600mg and maintenance
dose of 300mg thereafter given every other week.
If criteria for coverage are met, initial authorizations will be given for 16 weeks to
assess the response to treatment. Request for continuation of therapy will
require documentation of a positive response to therapy.
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The required trials may be overridden when documented evidence is provided
that use of these agents would be medically contraindicated.
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Miscellaneous
DUR Digest: The Commission members conducted the second review of the draft DUR
Digest Volume 30, Number 1. There were no recommended changes. The DUR Digest
will be posted to the website.
MedWatch: The Commission members received FDA announcements concerning new
Black Box Warnings.
At 12:24, Jason Kruse motioned to adjourn the meeting and Mark Graber seconded.
(No closed session was needed due to lack of profile review post MCO transition.)
The next meeting will be held at 9:30 a.m. on Wednesday, December 6, 2017, at
the Learning Resource Center in West Des Moines.
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Iowa Medicaid Drug Utilization Review Commission
Meeting Minutes December 6, 2017
Attendees:
Commission Members
Mark Graber, M.D., FACEP; Laurie Anderson, Pharm.D.; Jason Wilbur, M.D.; Brett
Faine, Pharm.D.; Kellen Ludvigson, Pharm.D.; Melissa Klotz, Pharm.D.; Jason Kruse,
D.O.; Susan Parker, Pharm.D.; and Sandy Pranger, R.Ph. (Amerigroup).
Staff
Pam Smith, R.Ph.
Guests
Erin Halverson, R.Ph., IME; Melissa Biddle, IME; and Karrie Hansotia, United
Healthcare Plan of the River Valley.
Welcome & Introductions
Brett Faine called the meeting to order at 9:30 a.m. at the Learning Resource Center in
West Des Moines. The minutes from the October 4, 2017 meeting were reviewed.
Jason Wilbur motioned to accept them, and Jason Kruse seconded. The decision was
unanimous. The recommendation letter sent to DHS after the last meeting and the
letter from the P&T Committee requesting development of PA criteria for Austedo and
Ingrezza as well as reevaluation of the current criteria for Entresto were also reviewed.
IME Pharmacy Update
Effective December 1, 2017, approximately 10,000 members previously enrolled with
AmeriHealth Caritas will receive coverage through the fee-for-service program until
Amerigroup is ready to accept additional members. Michael Randol has been
appointed the new Iowa Medicaid Director. Pam Smith thanked Mark Graber and
Laurie Anderson for their many years of service in the chairperson and vice-chairperson
positions.
Fee-for-Service Prevalence Report Summary
Pam Smith provided a six-minute overview for fee-for service statistics from September
through October 2017, including: total amount paid ($1,396,795), cost per user
($204.72), and number of total prescriptions dispensed (24,072). There were 6,823
unique users, which is 1.8% more than the total for July and August. There were no
large changes on the top 100 pharmacies by prescription count report, given the small
FFS population. All ranking changes on the top 100 pharmacies by paid amount report
were understandable given the number of members, prescriptions, and drugs
dispensed. On the top 100 prescribing providers by prescription count report, the
prescribing practices of the top 5 prescribers were all in line with their specialties. Pam
Smith also looked further into the prescribers that had a high prescription per member
count. There was nothing out of the ordinary on the top 100 prescribing providers by
paid amount report.
The top 5 therapeutics classes by paid amount were:
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Anticonvulsants; Antipsychotics – Atypicals; Stimulants – Amphetamines – Long Acting;
Hepatitis C Agents; and Anti-Inflammatories, Non-NSAID. The highest prescription
count continues to come from the SSRI category, with Anticonvulsants in second place,
followed by: Narcotics – Miscellaneous; Antiasthmatic – Beta – Adrenergics; and
Antipsychotics – Atypicals. The top 100 drugs were also reviewed, by paid amount and
prescription count. The ten most expensive medications were: Harvoni, Vyvanse,
Ravicti, Latuda, methylphenidate hcl er, Genvoya, Humalog, Onfi, Lantus, and Afinitor.
The five drugs with the highest prescription count were: hydrocodone/apap 5-325mg,
Tramadol 50mg, Ventolin HFA, ProAir HFA, and fluoxetine 20mg. Pam Smith also
created a report that compared the FFS stats above with those from each MCO below.
Its side-by-side statistics showed that $90,477,715 was spent in total for 234,719 unique
users who had 1,270,838 prescriptions.
MCO Prevalence Report Summary and Updates
Amerigroup: Sandy Pranger provided a four-minute overview for Amerigroup’s
statistics from September through October 2017, including: a breakdown of utilization by
age and gender, top 100 pharmacies by prescription count, top 100 pharmacies by paid
amount, top 100 prescribing providers by prescription count, and top 100 prescribing
providers by paid amount. The Bi-Monthly Statistics report reflected that expenditures
totaled $32,270,553, a 0.6% increase from July and August. Similar to previous reports,
the top 5 therapeutics classes by paid amount were: ADHD/Anti-Narcolepsy/AntiObesity/Anorexiants; Antidiabetics; Antiasthmatic and Bronchodilator Agents;
Antipsychotics/Antimanic Agents; and Analgesics – Anti-Inflammatory. These were the
top five classes by prescription count: Antidepressants, Antiasthmatic and
Bronchodilator Agents, Anticonvulsants, Antihypertensives, and Ulcer Drugs. Vyvanse
was the most expensive medication, followed by Humira Pen, methylphenidate er,
Humalog, and Latuda. Hydrocodone-acetaminophen has been the drug with the
highest prescription count since April 1, 2016, followed by: omeprazole, Ventolin HFA,
fluticasone, and gabapentin.
United Healthcare Community Plan: Karrie Hansotia spoke for four minutes and
provided written summaries that included United’s statistics from September through
October 2017, including: total paid amount ($24,105,338.49), unique users (68,312),
and cost per user ($352.87). She noted that not much changed from the July/August
reporting period to the September/October period. There was also a handout showing
utilization by age and gender; females age 19-64 had the highest utilization. On the top
100 pharmacies by prescription count report, Broadlawns and 4 Walgreens locations
made up the top 5. Nucara Specialty Pharmacy was the top pharmacy by paid amount.
Lists of the top 100 prescribers by prescription count and paid amount were provided.
The top 5 therapeutic classes by paid amount were: Insulins; Antipsychotic, Atypical,
Dopamine, Serotonin Antagonist; Adrenergics, Aromatic, Non-Catecholamine; AntiInflammatory Tumor Necrosis Factor Inhibitor; and Anticonvulsants. The top 5 classes
by prescription count were: SSRIs; Anticonvulsants; Analgesics, Narcotics; ProtonPump Inhibitors; and NSAIDs, Cyclooxygenase Inhibitor-Type Analgesics. The most
expensive drugs were Vyvanse, Humalog, Latuda, Humira Pen, and, methylphenidate
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er, while omeprazole, hydrocodone/apap, lisinopril, levothyroxine sodium, and
amoxicillin had the top 5 prescription counts.
AmeriHealth Caritas Iowa: The DUR Commission members were provided a copy of
the report for September/October 2017.
Public Comment
In addition to the written public comments provided to Commission members, they
heard oral public comments from the speakers listed below.
Name
Nathan Price
Steven Lash
Robert Gerdes
Tom Peddicord
Peter Zoob

Representing
University of Iowa
Genentech
Genentech
Novartis
Vertex

Drug/Topic
Hepatitis C Agents PA criteria
Hemlibra
Hemlibra
Entresto
Ivacaftor
Smoking Cessation PA criteria
Nancy Bell
Pfizer
and Topical Immunmodulators
Based on public comment, a request was made to review the PA criteria for Hepatitis C
agents at a future meeting, specifically around the fibrosis score in general and in
pediatric patients.
Prior Authorization
Buprenorphine/Naloxone: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for oral buprenorphine or buprenorphine/naloxone.
Requests for doses above 24mg per day or greater than once daily dosing will
not be considered. Initial requests will be considered for up to 3 months.
Requests for maintenance doses above 16mg per day will not be considered on
a long-term basis. Concomitant use with opioids or tramadol will be prohibited.
Payment for a non-preferred agent will be authorized only for cases in which
there is documentation of previous trial and therapy failure with a preferred
agent, unless evidence is provided that use of these agents would be medically
contraindicated. Requests for surgically implanted buprenorphine products will
not be considered through the pharmacy benefit and should be directed to the
member’s medical benefit. Payment will be considered for patients when the
following is met:
1. Patient has a diagnosis of opioid dependence and meets the FDA approved
age: AND
2. Prescriber meets qualification criteria to prescribe buprenorphine/naloxone for
opioid dependence and has a “X” DEA number; AND
3. Patient is participating in and compliant with formal substance abuse
counseling/psychosocial therapy: AND
4. Documentation the Iowa Prescription Monitoring Program website has been
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5.

6.

7.
8.

reviewed for the patient’s use of controlled substances; and
A projected treatment plan is provided, including:
 Anticipated induction/stabilization dose,
 Anticipated maintenance dose,
 Expected frequency of office visits, and
 Expected frequency of counseling/psychosocial therapy visits; AND
A treatment plan is provided for patients taking buprenorphine in combination
with a benzodiazepine or central nervous system (CNS) depressants,
including:
 Documentation patient has been educated on the serous risks of
combined use;
 A plan to taper the benzodiazepine or CNS depressant to discontinuation,
if possible;
 Consideration of alternate anxiety or insomnia treatment options when the
benzodiazepine or CNS depressant is used for anxiety or
 Other prescribers involved in the care of the patient are aware of the
patient’s use of buprenorphine; AND
Documentation is provided that transmucosal buprenorphine will not be used
concomitantly with the buprenorphine implant.
Requests for single ingredient buprenorphine will only be considered for
pregnant patients.

Requests for renewal must include:
1. An updated treatment plan documenting the following:
a. Consideration of a medical taper to the lowest effective dose based on
a self-assessment scale, and
b. Assessment of concomitant benzodiazepine or CNS depressant use (if
applicable) as outlined above, AND
2. Documentation the Iowa Prescription Monitoring Program website has been
reviewed for the patient’s use of controlled substances since the last prior
authorization request, AND
3. Documentation of a current, negative drug screen, AND
4. Documentation the patient has been compliant with office visits and
counseling/psychosocial therapy visits, AND
5. Documentation the patient is not using transmucosal buprenorphine with the
buprenorphine implant.
Jason Wilbur motioned to accept the criteria as amended. Mark Graber and Jason
Kruse both seconded, and the motion passed with no objections. The recommendation
will be sent to the medical/pharmacy groups for comment and will be brought back to
the next meeting for further discussion.
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Smoking Cessation Therapy, Oral & Nicotine Replacement Therapy: Given the
discussions at previous meetings, the DUR Commission made a recommendation to
remove clinical prior authorization criteria for Smoking Cessation Therapy and Nicotine
Replacement Therapy. With removal of the prior authorization, the DUR Commission
also recommended a quantity limit of 24 weeks of total treatment within a 12-month
period for tobacco cessation medications. Jason Kruse made the motion to remove
criteria and implement the quantity limit. Jason Wilbur and Melissa Klotz both
seconded. All members were in favor. The recommendation will be sent to the
medical/pharmacy groups for comment and will be brought back to the next meeting for
further discussion.
Angiotensin Receptor Blocker before ACE Inhibitor: The DUR Commission made a
recommendation (motion by Mark Graber, second by Jason Kruse) to remove the
Angiotensin Receptor Blocker before ACE Inhibitor clinical prior authorization criteria.
The motion passed unanimously.
The recommendation will be sent to the
medical/pharmacy groups for comment and will be brought back to the next meeting for
further discussion.
Immunomodulators, Topical: The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for topical immunomodulators. Payment for
pimecrolimus (Elidel®) or tacrolimus (Protopic®) 0.03% will be considered for
non-immunocompromised patients two years of age and older and tacrolimus
(Protopic®) 0.1% for patients 16 years of age and older when there is an
adequate trial and therapy failure with one preferred medium to high potency
topical corticosteroids, except on face or groin. If criteria for coverage are met,
requests will be approved for one tube per 90 days to ensure appropriate shortterm and intermittent utilization of the medication. Quantities will be limited to 30
grams for use on the face, neck, and groin, and 60 grams or 100 grams for all
other areas. The required trials may be overridden when documented evidence is
provided that use of these agents would be medically contraindicated.
Mark Graber motioned to accept the criteria as amended, and Melissa Klotz seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and will be brought back to the next meeting for further discussion.
Ivacaftor (Kalydeco): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for Kalydeco™ (ivacaftor). Payment will be considered
for patients when the following criteria are met:
1. Patient is 2 years of age or older; and
2. Patient has a diagnosis of cystic fibrosis; and
3. Patient has one of the CFTR gene mutations as indicated in the FDA
approved label as detected by an FDA-cleared CF mutation test; and
4. Prescriber is a CF specialist or pulmonologist; and
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5. Baseline liver function tests (AST/ALT)
If the criteria for coverage are met, an initial authorization will be given for 3 months.
Additional approvals will be granted for 6 months at a time if the following criteria are
met:
1. Adherence to ivacaftor therapy is confirmed; and
2. Liver function tests (AST/ALT) are assessed every 3 months during the first
year of treatment and annually thereafter.
Jason Kruse motioned to accept the criteria as amended, and Jason Wilbur seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and will be brought back to the next meeting for further discussion.
Lidocaine Patch: The Commission reviewed the prior authorization criteria as follows:
Prior authorization is required for topical lidocaine patches. Payment will be
considered only for cases in which there is a diagnosis of pain associated with
post-herpetic neuralgia. A maximum of 30 patches may be dispensed with the
initial prescription to determine efficacy.
Jason Wilbur motioned to accept the criteria as amended, and Melissa Klotz seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and will be brought back to the next meeting for further discussion.
Topical Acne and Rosacea Products: The Commission reviewed the prior
authorization criteria as follows:
Prior authorization (PA) is required for topical acne agents (topical antibiotics and
topical retinoids) and topical rosacea agents. Payment for topical acne and
topical rosacea agents will be considered under the following conditions:
1. Documentation of diagnosis.
2. For the treatment of acne vulgaris, benzoyl peroxide is required for use
with a topical antibiotic or topical retinoid..
3. Payment for non-preferred topical acne products will be authorized only
for cases in which there is documentation of previous trials and therapy
failures with two preferred topical agents of a different chemical entity from
the requested topical class (topical antibiotic or topical retinoid).
4. Payment for non-preferred topical rosacea products will be authorized only
for cases in which there is documentation of a previous trial and therapy
failure with a preferred topical agent.
5. Requests for non-preferred combination products may only be considered
after documented trials and therapy failures with two preferred
combination products.
6. Requests for topical retinoid products for skin cancer, lamellar ichthyosis,
and Darier’s disease diagnoses will receive approval with documentation
of submitted diagnosis.
7. Trial and therapy failure with a preferred topical antipsoriatic agent will not
be required for the preferred tazarotene (Tazorac) product for a psoriasis
diagnosis.
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8. Duplicate therapy with agents in the same topical class (topical antibiotic
or topical retinoid) will not be considered.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
Jason Kruse motioned to accept the criteria as amended, and Mark Graber seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and will be brought back to the next meeting for further discussion.
Biologicals for Ankylosing Spondylitis: The Commission reviewed the prior
authorization criteria as follows:
Prior authorization is required for biologicals used for ankylosing spondylitis.
Request must adhere to all FDA approved labeling. Payment for non-preferred
biologicals for ankylosing spondylitis will be considered only for cases in which
there is documentation of previous trials and therapy failures with two preferred
biological agents. Payment will be considered under the following conditions.
 Patient has documentation of an inadequate responses to at least two
preferred non-steroidal anti-inflammatories (NSAIDs) at maximum
therapeutic doses, unless there are documented adverse responses or
contraindications to NSAID use. These trials should be at least three
months in duration; and
 Patients with symptoms of peripheral arthritis must also have failed a 30day treatment trial with at least one conventional disease modifying
antirheumatic drug (DMARD), unless there is a documented adverse
response or contraindication to DMARD use. DMARDs include
sulfasalazine and methotrexate; and
 Patient has been screened for latent TB infection, patients with latent TB
will only be considered after one month of TB treatment and patients with
active TB will only be considered upon completion of TB treatment; and
 Patient has been screened for hepatitis B and C, patients with active
hepatitis B will not be considered for coverage; and
In addition to the above:
Requests for TNF Inhibitors:
 Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of
starting or resuming treatment with a biological agent; and
 Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
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The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Biologicals for Arthritis: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for biologicals used for arthritis. Request must
adhere to all FDA approved labeling. Payment for non-preferred biologicals for
arthritis will be considered only for cases in which there is documentation of
previous trials and therapy failures with two preferred biological agents. Payment
will be considered under the following conditions
 Patient has been screened for latent TB infection, patients with latent TB
will only be considered after one month of TB treatment and patients with
active TB will only be considered upon completion of TB treatment; and
 Patient has been screened for hepatitis B and C, patients with active
hepatitis B will not be considered for coverage; and
 Patient has a diagnosis of rheumatoid arthritis (RA):
A trial and inadequate response to two preferred disease modifying
antirheumatic drugs (DMARD) used concurrently. The combination must
include
methotrexate
plus
another
preferred
oral
DMARD
(hydroxychloroquine, sulfasalazine, leflunomide, or minocycline). Upon an
unsuccessful methotrexate trial in patients with established RA, the
combination trial with a second DMARD may be overridden if there is
evidence of severe disease documented by radiographic erosions; or
 Patient has a diagnosis of moderate to severe psoriatic arthritis:
A trial and inadequate response to the preferred oral DMARD,
methotrexate (leflunomide or sulfasalazine may be used if methotrexate is
contraindicated); or
 Patient has a diagnosis of moderate to severe juvenile idiopathic arthritis:
A trial and inadequate response to intraarticular glucocorticoid injections
and the preferred oral DMARD, methotrexate (leflunomide or sulfasalazine
may be used if methotrexate is contraindicated); and
In addition to the above:
Requests for TNF Inhibitors:
 Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of
starting or resuming treatment with a biological agent; and
 Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
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Medication will not be given concurrently with live vaccines.

The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Biologicals for Inflammatory Bowel Disease: The Commission reviewed the prior
authorization criteria as follows:
Prior authorization is required for biologicals used for inflammatory bowel
disease. Request must adhere to all FDA approved labeling. Payment for nonpreferred biologicals for inflammatory bowel disease will be considered only for
cases in which there is documentation of a previous trial and therapy failure with
a preferred agent.
Payment will be considered under the following conditions:
 Patient has been screened for latent TB infection, patients with latent TB
will only be considered after one month of TB treatment and patients with
active TB will only be considered upon completion of TB treatment; and
 Patient has been screened for hepatitis B and C, patients with active
hepatitis B will not be considered for coverage; and
 Patient has a diagnosis of Crohn’s Disease – Payment will be considered
following an inadequate response to two preferred conventional therapy
including aminosalicylates (mesalamine, sulfasalazine), azathioprine/6mercaptopurine, and/or methotrexate; or
 Patient has a diagnosis of Ulcerative Colitis (moderate to severe) –
Payment will be considered following an inadequate response to two
preferred conventional therapies including aminosalicylates and
azathioprine/6-mercaptopurine; and
In addition to the above:
Requests for TNF Inhibitors:
 Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of
starting or resuming treatment with a biological agent; and
 Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided that
the use of these agents would be medically contraindicated.
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As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Biologicals for Plaque Psoriasis: The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for biologicals used for plaque psoriasis. Request
must adhere to all FDA approved labeling. Payment for non-preferred biologicals
for plaque psoriasis will be considered only for cases in which there is
documentation of previous trials and therapy failures with two preferred biological
agents. Payment will be considered under the following conditions:
 Patient has documentation of an inadequate response to phototherapy,
systemic retinoids (oral isotretinoin), methotrexate, or cyclosporine; and
 Patient has been screened for latent TB infection, patients with latent TB
will only be considered after one month of TB treatment and patients with
active TB will only be considered upon completion of TB treatment; and
 Patient has been screened for hepatitis B and C, patients with active
hepatitis B will not be considered for coverage; and
In addition to the above:
Requests for TNF Inhibitors:
 Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of
starting or resuming treatment with a biological agent; and
 Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided that
the use of these agents would be medically contraindicated
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Tramadol or Codeine in Members < 18: The Commission reviewed the prior
authorization criteria as follows:
An age edit override for codeine or tramadol is required for patients under 18
years of age. Payment will be considered under the following conditions:
1. Member is 12 years of age or older; and
2. Medication is not being prescribed to treat pain after surgery following
tonsil and/or adenoid procedure for members 12 to18 years of age; and
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3. If member is between 12 and 18 years of age, member is not obese (BMI
greater than 30kg/m2), does not have obstructive sleep apnea, or severe
lung disease.
As this was the second review of these criteria, no motion was necessary. The
recommendation will be sent to the Department for consideration.
Sacubitril/Valsartan (Entresto): The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for valsartan/sacubitril (Entresto™). Requests
above the manufacturer recommended dose will not be considered. Payment
will be considered for patients when the following criteria are met:
1. Patient is 18 years of age or older; and
2. Patient has a diagnosis of NYHA Functional Class II, III, or IV heart failure;
and
3. Patient has a left ventricular ejection fraction (LVEF) ≤40%; and
4. Patient is currently tolerating treatment with an ACE inhibitor or
angiotensin II receptor blocker (ARB) at a therapeutic dose, where
replacement with valsartan/sacubitril is recommended to further reduce
morbidity and mortality
5. Is to be administered in conjunction with other heart failure therapies, in
place of an ACE inhibitor or other ARB (list medications patient is currently
taking for the treatment of heart failure); and
6. Will not be used in combination with an ACE inhibitor or ARB; and
7. Will not be used in combination with aliskiren (Tekturna) in diabetic
patients; and
8. Patient does not have a history of angioedema associated with the use of
ACE inhibitor or ARB therapy; and
9. Patient is not pregnant; and
10. Patient does not have severe hepatic impairment (Child Pugh Class C);
and
11. Prescriber is a cardiologist or has consulted with a cardiologist (telephone
consultation is acceptable).
The required trial(s) may be overridden when documented evidence is provided
that the use of these agent(s) would be medically contraindicated.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Miscellaneous
DUR Digest: The Commission members conducted the initial review of the draft DUR
Digest Volume 30, Number 2.
MedWatch: The Commission members received FDA announcements concerning new
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Black Box Warnings.
At 11:14, Mark Graber motioned to adjourn the meeting and Jason Kruse seconded.
(No closed session was needed due to lack of profile review post MCO transition.)
The next meeting will be held at 9:30 a.m. on Wednesday, February 7, 2018, at the
Learning Resource Center in West Des Moines.
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Iowa Medicaid Drug Utilization Review Commission
Meeting Minutes February 7, 2018
Attendees:
Commission Members
Mark Graber, M.D., FACEP; Laurie Anderson, Pharm.D.; Jason Wilbur, M.D.; Brett
Faine, Pharm.D.; Kellen Ludvigson, Pharm.D.; Melissa Klotz, Pharm.D.; Jason Kruse,
D.O.; Susan Parker, Pharm.D.; and Sandy Pranger, R.Ph. (Amerigroup).
Staff
Pam Smith, R.Ph.
Guests
Erin Halverson, R.Ph., IME; Melissa Biddle, IME; and Karrie Hansotia, United
Healthcare Plan of the River Valley.
Welcome & Introductions
Brett Faine called the meeting to order at 9:33 a.m. at the Learning Resource Center in
West Des Moines. The minutes from the December 6, 2017 meeting were reviewed.
Jason Wilbur motioned to accept them, and Jason Kruse seconded. The decision was
unanimous. The recommendation letter sent to DHS after the last meeting was also
reviewed.
IME Pharmacy Update
Pam Smith reviewed the results of the PMP report that had just been released, and
explained changes to their reporting parameters that would be implemented going
forward.
Fee-for-Service Prevalence Report Summary
Pam Smith provided a six-minute overview for fee-for service statistics from November
through December 2017, including: total amount paid ($2,489,870), cost per user
($224.01), and number of total prescriptions dispensed (42,018). There were 11,115
unique users, which is 53.4% more than the total for September and October due to the
approximately 10,000 members who were temporarily assigned FFS benefits after they
lost AmeriHealth coverage November 30th. There were many large ranking changes on
the top 100 pharmacies and prescribers reports, also due to the reassigned population.
The top 5 therapeutics classes by paid amount were: Antipsychotics – Atypicals;
Anticonvulsants; Stimulants – Amphetamines – Long Acting; Anti-Inflammatories, NonNSAID; and Diabetic - Insulin. The highest prescription count continues to come from
the SSRI category, with Anticonvulsants in second place, followed by: Antipsychotics –
Atypicals; Narcotics – Miscellaneous; and Beta-Lactams/Clavulanate Combinations.
The top 100 drugs were also reviewed, by paid amount and prescription count. The ten
most expensive medications were: Vyvanse, methylphenidate hcl er, Latuda, Invega
Sustenna, Humalog, Advair Diskus, Lantus, Synagis, Onfi, and Enbrel Sureclick. The
five drugs with the highest prescription count were: hydrocodone/apap 5-325mg,
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Tramadol 50mg, cetirizine hcl tab 10mg, fluoxetine 20mg, and Ventolin HFA. Pam
Smith also created a report that compared the FFS stats along with those from each
MCO below. Its side-by-side statistics showed that $72,324,712 was spent in total for
216,768 unique users who had 1,017,231 prescriptions. Statistics from AmeriHealth
were not provided.
MCO Prevalence Report Summary and Updates
Amerigroup: Sandy Pranger provided a four-minute overview for Amerigroup’s
statistics from November through December 2017, including: a breakdown of utilization
by age and gender, top 100 pharmacies by prescription count, top 100 pharmacies by
paid amount, top 100 prescribing providers by prescription count, and top 100
prescribing providers by paid amount. The Bi-Monthly Statistics report reflected that
expenditures totaled $32,116,113, a 0.5% decrease from September and October.
Similar to previous reports, the top 5 therapeutics classes by paid amount were:
ADHD/Anti-Narcolepsy/Anti-Obesity/Anorexiants; Antidiabetics; Antiasthmatic and
Bronchodilator Agents; Antipsychotics/Antimanic Agents; and Analgesics – AntiInflammatory. These were the top five classes by prescription count: Antidepressants,
Antiasthmatic and Bronchodilator Agents, Anticonvulsants, Antihypertensives, and Ulcer
Drugs. Vyvanse was the most expensive medication, followed by Humira Pen,
methylphenidate er, Humalog, and Latuda. Hydrocodone-acetaminophen has been the
drug with the highest prescription count, followed by: gabapentin, fluoxetine,
omeprazole 40mg, and omeprazole 20mg.
United Healthcare Community Plan: Karrie Hansotia provided a five-minute overview
for United Healthcare’s statistics from November through December 2017, including:
total paid amount ($37,718,728.51), unique users (130,124), and cost per user
($289.87). She noted that the significant increases to paid amount and unique users
since the September/October period were the result of a majority of members previously
assigned to AmeriHealth migrating to United Healthcare on December 1st. Utilization
by age and gender was reviewed with the highest utilization by females aged 19-64. On
the top 100 pharmacies by prescription count report, Broadlawns, three Walgreens
locations, and the University of Iowa Ambulatory Care Pharmacy made up the top five.
Hy-Vee Pharmacy Solutions was the top pharmacy by paid amount. Lists of the top 100
prescribers by prescription count and paid amount were provided. The top 5
therapeutic classes by paid amount were: Insulins; Antipsychotic, Atypical, Dopamine,
Serotonin Antagonist; Adrenergics, Aromatic, Non-Catecholamine; Anticonvulsants; and
Anti-Inflammatory Tumor Necrosis Factor Inhibitor. The top 5 classes by prescription
count were: SSRIs; Anticonvulsants; Analgesics, Narcotics; Proton-Pump Inhibitors; and
Penicillins.
The most expensive drugs were Vyvanse, Humalog, Latuda,
methylphenidate er, and Humira Pen, while omeprazole, amoxicillin, lisinopril,
hydrocodone/apap, and levothyroxine sodium had the top 5 prescription counts.
Public Comment
In addition to the written public comments provided to Commission members, they
heard oral public comments from the speakers listed below.
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Name

Representing

Ryan Flugge
Diane Darling

Novo Nordisk
Neurocrine Biosciences

Jim Baumann

Pfizer

Drug/Topic
Anti-Diabetic, Non-Insulin
Agents/Victoza
Tardive Dyskinesia/Ingrezza
Topical
Immunomodulators/Eucrisa

ProDUR Edits
Quantity Limits – Antihypertensives: Amerigroup had proposed new quantity limits
on some Antihypertensives (full listing provided in the meeting packet).
The
Commission reviewed the potential impact of the proposed quantity limits, but they felt
they were not necessary at this time. No recommendation was made to implement the
quantity limits.
Quantity Limits – Antiepileptics: Amerigroup had proposed new quantity limits on
some Antiepileptics (full listing provided in the meeting packet). The Commission
reviewed the potential impact of the proposed quantity limits, but they felt they were not
necessary at this time. No recommendation was made to implement the quantity limits.
Point of Sale Drug Utilization Review (DUR) Edits – Therapeutics Duplication (TD):
The Commission reviewed information regarding point of sale (POS) DUR edits that
was recommended by the MCOs. Currently, soft edits are provided to the pharmacy via
the POS alerting them of the TD. If the recommended ProDUR edits are implemented,
therapeutic duplication (TD) would be targeted initially, with other edits being
implemented over time. The edit would stop/reject all TD claims at POS, requiring the
pharmacist to review and make a determination as to whether therapy is appropriate
with the ability to override the edit if so. Extensive programming would be required if
certain medications and/or drug categories are targeted, rather than applying the edit to
everything across the board. The pharmacists on the Commission are worried this will
be very cumbersome, as their software already alerts them to DUR edits. The MCO
representatives think that Medicare Part D currently applies this to all drug categories.
The Commission was curious how potential savings had been calculated by the MCOs,
and if an estimate of affected claims and resulting calls could be calculated as well.
They wondered if claims that had already paid could be tested retroactively, to conduct
a true test but not affect claims in real-time. This will be tabled to allow the MCOs to
gather more information about results seen in other states they provide Medicaid
benefits.
Prior Authorization
Deutetrabenazine (Austedo) & Valbenazine (Ingrezza): The Commission reviewed
the prior authorization criteria as follows:
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Prior authorization is required for Austedo (deutetrabenazine) and Ingrezza
(valbenazine). Payment for non-preferred agents will be considered only for
cases in which there is documentation of previous trial and therapy failure with a
preferred agent (when applicable, based on diagnosis). Payment will be
considered under the following conditions:
Ingrezza/Austedo
Tardive Dyskinesia
1. Patient meets the FDA approved age; and
2. Patient has a diagnosis of tardive dyskinesia (TD) based on the presence of
ALL of the following:
a. Involuntary athetoid or choreiform movements
b. Documentation or claims history of current or former chronic use of a
dopamine
receptor
blocking
agent
(e.g.,
antipsychotic,
metoclopramide, prochlorperazine, droperidol, promethazine, etc.)
c. Symptoms lasting longer than 4-8 weeks; and
3. Prescribed by or in consultation with a neurologist or psychiatrist; and
4. Prescriber has evaluated the patient’s current medications for dose reduction,
withdrawal, or change of the dopamine receptor blocking agent causing the
TD; and
5. Documentation of baseline AIMS (Abnormal Involuntary Movement Scale)
Score (attach AIMS); and
6. For Ingrezza:
a. Will not be used concurrently with MAO inhibitors (e.g., isocarboxazid,
phenelzine, rasagiline, safinamide, selegiline, tranylcypromine, etc.) or
strong CYP3A4 inducers (e.g., carbamazepine, phenytoin,
phenobarbital, rifampin and related agents, St. John’s wort, etc.); and
b. Will not be used concurrently with other vesicular monoamine
transporter 2 (VMAT2) inhibitors; and
c. Is prescribed within the FDA approved dosing; or
7. For Austedo:
a. Patient is not suicidal, or does not have untreated/inadequately treated
depression;
b. Patient does not have hepatic impairment;
c. Will not be used concurrently with MAO inhibitors, reserpine, or other
VMAT2 inhibitors; and
d. Is prescribed within the FDA approved dosing.
If criteria for coverage are met, initial requests will be given for 3 months.
Continuation of therapy will be considered when the following criteria are met:
1. Patient continues to meet the criteria for initial approval; and
2. Documentation of improvement in TD symptoms as evidenced by a reduction
of AIMS score from baseline.
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Austedo
Chorea associated with Huntington’s disease
1. Patient meets the FDA approved age; and
2. Patient has a diagnosis of Huntington’s disease with chorea symptoms; and
3. Prescribed by or in consultation with a neurologist or psychiatrist; and
4. Patient is not suicidal, or does not have untreated or inadequately treated
depression; and
5. Patient does not have hepatic impairment; and
6. Patient does not have concurrent therapy with MAO inhibitors, reserpine, or
other VMAT2 inhibitors; and
7. Is prescribed within the FDA approved dosing.
Dr. Graber said that it seems like Austedo should have the CYP2D criteria, to change
the dosage if necessary, and he suggested striking “lasting a few weeks” from 2a under
the Tardive Dyskinesia criteria. Criteria will be amended to request documentation of
improvement for Huntington’s Disease diagnosis. Pam Smith will revise the wording
and bring this back to the next meeting to review and vote on.
CNS Stimulants and Atomoxetine: The Commission reviewed the prior authorization
criteria as follows:
Prior authorization (PA) is required for CNS stimulants and atomoxetine for
patients 21 years of age or older. Prior to requesting prior authorization for any
covered diagnosis, the prescriber must review the patient’s use of controlled
substances on the Iowa Prescription Monitoring Program website at
https://pmp.iowa.gov/IAPMPWebCenter/. Payment for CNS stimulants and
atomoxetine will be considered under the following conditions:
1. Attention Deficit Disorder (ADD) or Attention Deficit Hyperactivity Disorder
(ADHD) meeting the DSM-5 criteria and confirmed by a standardized rating
scale (such as Conners, Vanderbilt, Brown, SNAP-IV). Symptoms must have
been present before twelve (12) years of age and there must be clear
evidence of clinically significant impairment in two or more current
environments (social, academic, or occupational). Documentation of a recent
clinical visit that confirms the patient continues to require medication to treat
the symptoms of ADD/ADHD will be required for renewals or patients newly
eligible that are established on medication to treat ADD/ADHD.
2. Narcolepsy with diagnosis confirmed with a recent sleep study (ESS, MSLT,
PSG).
3. Excessive sleepiness from obstructive sleep apnea/hypopnea syndrome
(OSAHS) with documentation of non-pharmacological therapies tried (weight
loss, position therapy, CPAP at maximum titration, BiPAP at maximum
titration or surgery) and results from a recent sleep study (ESS, MSLT, PSG)
with the diagnosis confirmed by a sleep specialist.
After discussion, it was suggested this be brought back to a future meeting with updates
to criteria and to get input from our psychiatrist, Dr. Gillette (since he was not in
attendance of this meeting), regarding the use of stimulants for the treatment of adult
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ADHD. Some suggestions were to allow long-acting stimulants in adults while
restricting short-acting stimulants to only those with exceptions, such as an adult still in
school full time, an adult with a day time job while attending school in the evening.
Additionally, it was suggested the long-acting stimulant dose be maximized before
adding a short-acting agent, and that only one dose of a short-acting agent be allowed.
Pam Smith will update criteria and bring this back to a future meeting. With the number
of members that will be affected, the Commission thought notification letters should be
sent to prescribers once criteria are determined.
Anti-Diabetic Non-Insulin Agents: The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for preferred anti-diabetic, non-insulin agents
subject to clinical criteria. Payment will be considered under the following
conditions:
1. A diagnosis of Type 2 Diabetes Mellitus, and
2. Patient is 18 years of age or older, and
3. The patient has not achieved HgbA1C goals after a minimum three month
trial with metformin at maximally tolerated dose.
Payment for a non-preferred anti-diabetic, non-insulin agent subject to clinical
criteria will be authorized only for cases in which there is documentation of
previous trials and therapy failures with metformin, a preferred DPP-4 Inhibitor or
DPP-4 Inhibitor Combination, a preferred Incretin Mimetic, and a preferred
SGLT2 Inhibitor at maximally tolerated doses.
The required trials may be overridden when documented evidence is provided
that use of these agents would be medically contraindicated.
Initial authorizations will be approved for six months. Additional prior
authorizations will be considered on an individual basis after review of medical
necessity and documented continued improvement in HgbA1C.
Jason Kruse motioned to accept the criteria as amended, and Jason Wilbur and Mark
Graber both seconded. All members were in favor. The recommendation will be sent to
the medical/pharmacy groups for comment and will be brought back to the next meeting
for further discussion.
Hepatitis C Treatments: At the request of the Commission, PA criteria were brought to
the meeting to further discuss the fibrosis score in general and in pediatric patients.
This was based on public comment provided at the December 2017 meeting. The
current prior authorization criteria as follows:
Prior authorization is required for hepatitis C treatments. Requests for nonpreferred agents may be considered when documented evidence is provided that
the use of the preferred agents would be medically contraindicated. Payment will
be considered under the following conditions:
1. Patient has a diagnosis of chronic hepatitis C and
2. Patient’s age and/or weight is within the FDA labeled age and/or weight; and
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3. Patient has had testing for hepatitis C virus (HCV) genotype; and
4. Patient has an active HCV infection verified by a detectable viral load within
12 months of starting treatment; and
5. Patient has been tested for hepatitis B (HBV) prior to initiating treatment of
HCV and individuals with active HBV infection are treated (either at same
time as HCV therapy or before HCV therapy is started); and
6. Viral load will be submitted by prescriber 12 weeks after completion of
therapy; and
7. Patient has advanced liver disease corresponding to a Metavir score of 3 or
greater fibrosis as confirmed by one of the following:
 Liver biopsy confirming Metavir score ≥ F3; or
 Transient elastography (FibroScan) score ≥ 9.5kPa; or
 FibroSURE (FibroTest) score ≥ 0.58; or
 APRI score > 1.5; or
 Radiological imaging consistent with cirrhosis (i.e. evidence of portal
hypertension); or
 Physical findings or clinical evidence consistent with cirrhosis; or
 Patients at highest risk for severe complications: organ transplant, type 2
or 3 essential mixed cryoglobulinemia with end-organ manifestations (e.g.
vasculitis), proteinuria, nephritic syndrome, or membranoproliferative
glomerulonephritis.
8. Patient’s prior treatment history is provided (treatment naïve or treatment
experienced); and
9. If patient has a history of non-compliance, documentation that steps have
been taken to correct or address the causes of non-compliance are provided;
and
10. Patient has abstained from the use of illicit drugs and alcohol for a minimum
of three (3) months as evidenced by a negative urine confirmation test; and
11. For regimens containing sofosbuvir, patient does not have severe renal
impairment (creatinine clearance < 30ml/min) or end stage renal disease
requiring hemodialysis; and
12. HCV treatment is prescribed by a digestive disease, liver disease, or
infectious disease provider practice; and
13. For patients on a regimen containing ribavirin, the following must be
documented on the PA form:
a) Patient is not a pregnant female or male with a pregnant female partner;
and
b) Women of childbearing potential and their male partners must use two
forms of effective contraception during treatment and for at least 6 months
after treatment has concluded; and
c) Monthly pregnancy tests will be performed during treatment; and
14. Prescriber has reviewed the patient’s current medication list and
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acknowledged that there are no significant drug interactions with the HCV
medication.
15. Documentation is provided for patients who are ineligible to receive ribavirin.
16. Non-FDA approved or non-compendia indicated combination therapy
regimens will not be approved.
17. Patient does not have limited life expectancy (less than 12 months) due to
non-liver-related comorbid conditions.
18. If patient is recently eligible for Iowa Medicaid, and has been started and
stabilized on therapy while covered under a different plan, documentation of
how long the patient has been on medication will be required. Patient will be
eligible for the remainder of therapy needed, based on length of therapy for
the particular treatment.
19. Lost or stolen medication replacement requests will not be authorized.
20. The 72-hour emergency supply rule does not apply to oral hepatitis C antiviral
agents.
The Commission would like to add to #12 “or in consultation with” to allow for nonspecialists to prescribe the medication, and completely remove #7. Pam Smith will
update the current PA criteria with the recommended suggestions and bring it back to
the next meeting for further discussion.
Buprenorphine/Naloxone: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for oral buprenorphine or buprenorphine/naloxone.
Requests for doses above 24mg per day or greater than once daily dosing will
not be considered. Initial requests will be considered for up to 3 months.
Requests for maintenance doses above 16mg per day will not be considered on
a long-term basis. Concomitant use with opioids or tramadol will be prohibited.
Payment for a non-preferred agent will be authorized only for cases in which
there is documentation of previous trial and therapy failure with a preferred
agent, unless evidence is provided that use of these agents would be medically
contraindicated. Requests for surgically implanted buprenorphine products will
not be considered through the pharmacy benefit and should be directed to the
member’s medical benefit. Payment will be considered for patients when the
following is met:
1. Patient has a diagnosis of opioid dependence and meets the FDA approved
age: AND
2. Prescriber meets qualification criteria to prescribe buprenorphine/naloxone for
opioid dependence and has a “X” DEA number; AND
3. Patient is participating in and compliant with formal substance abuse
counseling/psychosocial therapy: AND
4. Documentation the Iowa Prescription Monitoring Program website has been
reviewed for the patient’s use of controlled substances; and
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5. A projected treatment plan is provided, including:
 Anticipated induction/stabilization dose,
 Anticipated maintenance dose,
 Expected frequency of office visits, and
 Expected frequency of counseling/psychosocial therapy visits; AND
6. A treatment plan is provided for patients taking buprenorphine in combination
with a benzodiazepine or central nervous system (CNS) depressants,
including:
 Documentation patient has been educated on the serous risks of
combined use;
 A plan to taper the benzodiazepine or CNS depressant to discontinuation,
if possible;
 Consideration of alternate anxiety or insomnia treatment options when the
benzodiazepine or CNS depressant is used for anxiety or insomnia; and
 Other prescribers involved in the care of the patient are aware of the
patient’s use of buprenorphine; AND
7. Documentation is provided that transmucosal buprenorphine will not be used
concomitantly with the buprenorphine implant.
8. Requests for single ingredient buprenorphine will only be considered for
pregnant patients.
Requests for renewal must include:
1. An updated treatment plan documenting the following:
a. Consideration of a medical taper to the lowest effective dose based on
a self-assessment scale, and
b. Assessment of concomitant benzodiazepine or CNS depressant use (if
applicable) as outlined above, AND
2. Documentation the Iowa Prescription Monitoring Program website has been
reviewed for the patient’s use of controlled substances since the last prior
authorization request, AND
3. Documentation of a current, negative drug screen, AND
4. Documentation the patient has been compliant with office visits and
counseling/psychosocial therapy visits, AND
5. Documentation the patient is not using transmucosal buprenorphine with the
buprenorphine implant.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Smoking Cessation Therapy, Oral & Nicotine Replacement Therapy: Given the
discussions at previous meetings, the DUR Commission made a recommendation to
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remove clinical prior authorization criteria for Smoking Cessation Therapy and Nicotine
Replacement Therapy. With removal of the prior authorization, the DUR Commission
also recommended a quantity limit of 24 weeks of total treatment within a 12-month
period for tobacco cessation medications. No further changes were recommended. As
this was the second review of these criteria, no motion was necessary. The
recommendation to remove criteria will be sent to the Department for consideration.
Angiotensin Receptor Blocker before ACE Inhibitor: The DUR Commission made a
recommendation to remove the Angiotensin Receptor Blocker before ACE Inhibitor
clinical prior authorization criteria. No further changes were recommended. As this was
the second review of these criteria, no motion was necessary. The recommendation to
remove criteria will be sent to the Department for consideration.
Immunomodulators, Topical: The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for topical immunomodulators. Payment for
pimecrolimus (Elidel®) or tacrolimus (Protopic®) 0.03% will be considered for
non-immunocompromised patients two years of age and older and tacrolimus
(Protopic®) 0.1% for patients 16 years of age and older when there is an
adequate trial and therapy failure with one preferred medium to high potency
topical corticosteroid, except on face or groin. If criteria for coverage are met,
requests will be approved for one tube per 90 days to ensure appropriate shortterm and intermittent utilization of the medication. Quantities will be limited to 30
grams for use on the face, neck, and groin, and 60 grams or 100 grams for all
other areas. The required trials may be overridden when documented evidence is
provided that use of these agents would be medically contraindicated.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Ivacaftor (Kalydeco): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for Kalydeco™ (ivacaftor). Payment will be considered
for patients when the following criteria are met:
1. Patient is 2 years of age or older; and
2. Patient has a diagnosis of cystic fibrosis; and
3. Patient has one of the CFTR gene mutations as indicated in the FDA
approved label as detected by an FDA-cleared CF mutation test; and
4. Prescriber is a CF specialist or pulmonologist; and
5. Baseline liver function tests (AST/ALT) are provided.
If the criteria for coverage are met, an initial authorization will be given for 3 months.
Additional approvals will be granted for 6 months at a time if the following criteria are
met:
1. Adherence to ivacaftor therapy is confirmed; and
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2. Liver function tests (AST/ALT) are assessed every 3 months during the first
year of treatment and annually thereafter.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Lidocaine Patch: The Commission reviewed the prior authorization criteria as follows:
Prior authorization is required for topical lidocaine patches. Payment will be
considered only for cases in which there is a diagnosis of pain associated with
post-herpetic neuralgia. A maximum of 30 patches may be dispensed with the
initial prescription to determine efficacy.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Topical Acne and Rosacea Products: The Commission reviewed the prior
authorization criteria as follows:
Prior authorization (PA) is required for topical acne agents (topical antibiotics and
topical retinoids) and topical rosacea agents. Payment for topical acne and
topical rosacea agents will be considered under the following conditions:
1. Documentation of diagnosis.
2. For the treatment of acne vulgaris, benzoyl peroxide is required for use
with a topical antibiotic or topical retinoid.
3. Payment for non-preferred topical acne products will be authorized only
for cases in which there is documentation of previous trials and therapy
failures with two preferred topical agents of a different chemical entity from
the requested topical class (topical antibiotic or topical retinoid).
4. Payment for non-preferred topical rosacea products will be authorized only
for cases in which there is documentation of a previous trial and therapy
failure with a preferred topical agent.
5. Requests for non-preferred combination products may only be considered
after documented trials and therapy failures with two preferred
combination products.
6. Requests for topical retinoid products for skin cancer, lamellar ichthyosis,
and Darier’s disease diagnoses will receive approval with documentation
of submitted diagnosis.
7. Trial and therapy failure with a preferred topical antipsoriatic agent will not
be required for the preferred tazarotene (Tazorac) product for a psoriasis
diagnosis.
8. Duplicate therapy with agents in the same topical class (topical antibiotic
or topical retinoid) will not be considered.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
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No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Miscellaneous
DUR Digest: The Commission members conducted the second review of the draft DUR
Digest Volume 30, Number 2. No changes/updates were recommended. The DUR
Digest will be posted to the DUR website in the upcoming weeks.
MedWatch: The Commission members received FDA announcements concerning new
Black Box Warnings.
At 11:44, Melissa Klotz motioned to adjourn the meeting and Jason Kruse seconded.
(No closed session was necessary.)
The next meeting will be held at 9:30 a.m. on Wednesday, April 4, 2018, at the
Learning Resource Center in West Des Moines.
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Iowa Medicaid Drug Utilization Review Commission
Meeting Minutes April 4, 2018
Attendees:
Commission Members
Mark Graber, M.D., FACEP; Laurie Anderson, Pharm.D.; Brett Faine, Pharm.D.; Kellen
Ludvigson, Pharm.D.; Melissa Klotz, Pharm.D.; Jason Kruse, D.O.; Susan Parker,
Pharm.D.; and Sandy Pranger, R.Ph. (Amerigroup).
Staff
Pam Smith, R.Ph.
Guests
Erin Halverson, R.Ph., IME; Melissa Biddle, IME; and Karrie Hansotia, United
Healthcare Plan of the River Valley.
Welcome & Introductions
Brett Faine called the meeting to order at 9:30 a.m. at the Learning Resource Center in
West Des Moines. The minutes from the February 7, 2018 meeting were reviewed.
Mark Graber motioned to accept them, and Jason Kruse seconded. The decision was
unanimous. The recommendation letter sent to DHS after the last meeting was also
reviewed.
IME Pharmacy Update
Dr. Gillette has resigned from the Commission, but Dr. Wadle will be joining in June.
Fee-for-Service Prevalence Report Summary
Pam Smith provided a five-minute overview for fee-for service statistics from January
through February 2018, including: total amount paid ($5,359,301), cost per user
($385.48), and number of total prescriptions dispensed (64,246). There were 13,903
unique users, which is 24.7% more than the total for November and December due to
the approximately 10,000 members who were temporarily assigned FFS benefits after
they lost AmeriHealth coverage November 30th. There were many large ranking
changes on the top 100 pharmacies and prescribers reports, also due to the reassigned
population.
The top 5 therapeutics classes by paid amount were: Antihemophilic
Agents; Anticonvulsants; Antipsychotics – Atypicals; Stimulants – Amphetamines –
Long Acting; and Influenza Agents. The highest prescription count continues to come
from the SSRI category, with Anticonvulsants in second place, followed by:
Antipsychotics – Atypicals; Beta-Lactams/Clavulanate Combinations; and Antiasthmatic
– Beta - Adrenergics. The top 100 drugs were also reviewed, by paid amount and
prescription count. The ten most expensive medications were: Feiba, Vyvanse, Tamiflu,
methylphenidate hcl er, Synagis, Invega Sustenna, Latuda, Focalin XR, Humira Pen,
and Humalog.
The five drugs with the highest prescription count were:
hydrocodone/apap 5-325mg, cetirizine hcl tab 10mg, fluoxetine 20mg, amoxicillin
suspension 400/5ml, and omeprazole cap 20mg. Pam Smith also created a report that
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compared the FFS stats above with those from each MCO below. Its side-by-side
statistics showed that $98,033,423 was spent in total for 252,736 unique users who had
1,283,258 prescriptions. The Commission requested that the drug strengths be
combined on future prevalence reports, rather than listed individually as they have
been, but felt no other changes were currently necessary.
MCO Prevalence Report Summary and Updates
United Healthcare Community Plan: Karrie Hansotia spoke for five minutes and
provided written summaries that included United’s statistics from January through
February 2018, including: total paid amount ($58,768,814.49), unique users (161,462),
and cost per user ($363.98). She noted that the significant increases to paid amount
and unique users since the November/December period were the result of members
previously assigned to AmeriHealth migrating to United Healthcare on December 1st.
There was also a handout showing utilization by age and gender; females age 19-64
had the highest utilization. On the top 100 pharmacies by prescription count report,
Broadlawns, and 4 Walgreens locations made up the top 5. Hy-Vee Pharmacy
Solutions was the top pharmacy by paid amount. Lists of the top 100 prescribers by
prescription count and paid amount were provided. There were some large jumps in
rank that were attributed to an error in ranking on the previous report from
November/December. The top 5 therapeutic classes by paid amount were: Insulins;
Antipsychotic, Atypical, Dopamine, Serotonin Antagonist; Tx for Attention DeficitHyperact (ADHD)/Narcolepsy; Adrenergics, Aromatic, Non-Catecholamine; and AntiInflammatory Tumor Necrosis Factor Inhibitor. The top 5 classes by prescription count
were: SSRIs; Anticonvulsants; Penicillins; Proton-Pump Inhibitors; and Analgesics,
Narcotics. The most expensive drugs were Tamiflu, Vyvanse, Latuda, methylphenidate
er, and Humira Pen, while amoxicillin, omeprazole, lisinopril, levothyroxine sodium, and
hydrocodone/apap had the top 5 prescription counts.
Amerigroup: Sandy Pranger provided a three-minute overview for Amerigroup’s
statistics from January through February 2018, including: a breakdown of utilization by
age and gender, top 100 pharmacies by prescription count, top 100 pharmacies by paid
amount, top 100 prescribing providers by prescription count, and top 100 prescribing
providers by paid amount. The Bi-Monthly Statistics report reflected that expenditures
totaled $33,905,308, a 5.8% increase from November and December. Similar to
previous reports, the top 5 therapeutics classes by paid amount were: ADHD/AntiNarcolepsy/Anti-Obesity/Anorexiants; Antidiabetics; Antiasthmatic and Bronchodilator
Agents; Antivirals; and Antipsychotics/Antimanic Agents. These were the top five
classes by prescription count: Antidepressants, Antiasthmatic and Bronchodilator
Agents, Anticonvulsants, Antihypertensives, and Ulcer Drugs. Vyvanse was the most
expensive medication, followed by Tamiflu, Humira Pen, methylphenidate er, and
Latuda. Hydrocodone-acetaminophen has been the drug with the highest prescription
count, followed by: amoxicillin suspension 400/5ml, fluoxetine cap 20mg, omeprazole
40mg, and Ventolin HFA.
Public Comment
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In addition to the written public comments provided to Commission members, they
heard oral public comments from the speakers listed below.
Name
Maggie Murphy
Mark Veerman
Jim Baumann
Donald Hillebrand

Representing
Teva
Janssen
Pfizer
Unity Point

Drug/Topic
Austedo
Invokana
Chronic Pain Syndromes
Hepatitis C PA Criteria

ProDUR Edits
Age Edit – Smoking Cessation Therapy, Oral & Nicotine Replacement Therapy:
Current PA criteria includes an age limit that was not discussed or recommended at the
previous DUR meetings. Smoking Cessation Therapy and Nicotine Replacement
Therapy PA criteria limit consideration of coverage of these agents to patients 18 years
of age and older, consistent with their label. With the recommendation to remove PA
criteria and implement a quantity limit, the Commission unanimously agreed that an
FDA approved age edit also be recommended (motion by Jason Kruse, second by
Melissa Klotz).
Point of Sale Drug Utilization Review (DUR) Edits – Therapeutics Duplication:
Currently, soft edits are provided to the pharmacy via the point of sale (POS) alerting
them of the TD. If the ProDUR edits requested by the MCOs are implemented,
therapeutic duplication (TD) would be targeted initially, with other edits being
implemented over time. The edit would stop/reject all TD claims at POS, requiring the
pharmacist to review and make a determination as to whether therapy is appropriate
with the ability to override the edit if so. Extensive programming will be required if
certain medications and/or drug categories are targeted, rather than applying the edit to
everything across the board. Erin Halverson clarified that the DUR modules would
apply TD edits to all categories, and that these edits would override prior authorization
criteria for the Fee-for-Service program. Susan Parker added that everything would
need to be programmed the same across Fee-for-Service and both MCOs, which does
not currently work with the systems each has. Instead, PAs could be put in place for
problem categories. Karrie Hansotia said that United Healthcare had already run the
numbers for how many adult members would be affected for duplicate antipsychotics,
and that they would need to hire additional staff to process PAs if the edit was
implemented for that category, as thousands of members would need prior
authorization. Erin Halverson also added that there was a lot of off-label usage and not
maxing dosage before adding second agent in the pediatric population based on prior
authorizations received by the Fee-for-Service program. The Commission will review
antipsychotics in adults at a future meeting when Dr. Wadle will be present to provide
psychiatrist input. Pam Smith will gather more information and bring it back in
preparation for this future discussion.
Prior Authorization
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Deutetrabenazine (Austedo) & Valbenazine (Ingrezza): The Commission reviewed
the prior authorization criteria as follows:
Prior authorization is required for VMAT 2 inhibitors. Payment for non-preferred
agents will be considered only for cases in which there is documentation of
previous trial and therapy failure with a preferred agent (when applicable, based
on diagnosis). Payment will be considered under the following conditions:
Tardive Dyskinesia (Ingrezza or Austedo)
1. Patient meets the FDA approved age; and
2. Patient has a diagnosis of tardive dyskinesia (TD) based on the presence of
ALL of the following:
a. Involuntary athetoid or choreiform movements
b. Documentation or claims history of current or former chronic use (≥ 3
months or 1 month in patients ≥ 60 years old) of a dopamine receptor
blocking agent (e.g., antipsychotic, metoclopramide, prochlorperazine,
droperidol, promethazine, etc.)
c. Symptoms lasting longer than 4-8 weeks; and
3. Prescribed by or in consultation with a neurologist or psychiatrist; and
4. Prescriber has evaluated the patient’s current medications for consideration
of a dose reduction, withdrawal, or change of the dopamine receptor blocking
agent causing the TD; and
5. Documentation of baseline AIMS (Abnormal Involuntary Movement Scale)
Score (attach AIMS); and
6. For Ingrezza:
a. Will not be used concurrently with MAO inhibitors (e.g., isocarboxazid,
phenelzine, rasagiline, safinamide, selegiline, tranylcypromine, etc.) or
strong CYP3A4 inducers (e.g., carbamazepine, phenytoin,
phenobarbital, rifampin and related agents, St. John’s wort, etc.); and
b. Will not be used concurrently with other vesicular monoamine
transporter 2 (VMAT2) inhibitors; and
c. Is prescribed within the FDA approved dosing; or
7. For Austedo:
a. Patient is not suicidal, or does not have untreated/inadequately treated
depression;
b. Patient does not have hepatic impairment;
c. Will not be used concurrently with MAO inhibitors, reserpine, or other
VMAT2 inhibitors; and
d. Patients that are taking a strong CYP2D6 inhibitor (e.g., quinidine,
paroxetine, fluoxetine, bupropion) or are poor CYP2D6 metabolizers,
the daily dose does not exceed 36mg per day (18mg twice daily); and
e. Is prescribed within the FDA approved dosing.
If criteria for coverage are met, initial requests will be given for 3 months.
Continuation of therapy will be considered when the following criteria are met:
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1. Patient continues to meet the criteria for initial approval; and
2. Documentation of improvement in TD symptoms as evidenced by a reduction
of AIMS score from baseline (attach current AIMS).
Chorea associated with Huntington’s disease (Austedo or tetrabenazine)
1. Patient meets the FDA approved age; and
2. Patient has a diagnosis of Huntington’s disease with chorea symptoms; and
3. Prescribed by or in consultation with a neurologist or psychiatrist; and
4. Is prescribed within the FDA approved dosing; and
5. Patient is not suicidal, or does not have untreated or inadequately treated
depression; and
6. Patient does not have hepatic impairment; and
7. Patient does not have concurrent therapy with MAO inhibitors, reserpine, or
other VMAT2 inhibitors; and
8. For tetrabenazine, patients requiring doses above 50mg per day have been
tested and genotyped for the drug metabolizing enzyme CYP2D6 to
determine if they are a poor metabolizer or extensive metabolizer; and
9. In patients that are taking a strong CYP2D6 inhibitor (e.g., quinidine,
paroxetine, fluoxetine, bupropion) or are poor CYP2D6 metabolizers, the daily
dose does not exceed the following:
a. Austedo - 36mg per day (18mg single dose) or
b. Tetrabenazine – 50mg per day (25mg single dose)
If criteria for coverage are met, initial requests will be given for 3 months.
Continuation of therapy will be considered when the following criteria are met:
1. Patient continues to meet the criteria for initial approval; and
2. Documentation of improvement in chorea symptoms is provided.
Mark Graber motioned to accept the criteria as amended, and Jason Kruse seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and brought back to the next meeting for further discussion.
Hepatitis C Treatments: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for hepatitis C treatments. Requests for nonpreferred agents may be considered when documented evidence is provided that
the use of the preferred agents would be medically contraindicated. Payment will
be considered under the following conditions:
1. Patient has a diagnosis of chronic hepatitis C and
2. Patient’s age and/or weight is within the FDA labeled age and/or weight; and
3. Patient has had testing for hepatitis C virus (HCV) genotype; and
4. Patient has an active HCV infection verified by a detectable viral load within
12 months of starting treatment; and
5. Patient has been tested for hepatitis B (HBV) prior to initiating treatment of
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HCV and individuals with active HBV infection are treated (either at same
time as HCV therapy or before HCV therapy is started); and
6. Viral load will be submitted by prescriber 12 weeks after completion of
therapy; and
7. Patient’s prior treatment history is provided (treatment naïve or treatment
experienced); and
8. If patient has a history of non-compliance, documentation that steps have
been taken to correct or address the causes of non-compliance are provided;
and
9. Patient has abstained from the use of illicit drugs and alcohol for a minimum
of three (3) months as evidenced by a negative urine confirmation test; and
10. For regimens containing sofosbuvir, patient does not have severe renal
impairment (creatinine clearance < 30ml/min) or end stage renal disease
requiring hemodialysis; and
11. HCV treatment is prescribed by or in consultation with a digestive disease,
liver disease, or infectious disease provider practice; and
12. For patients on a regimen containing ribavirin, the following must be
documented on the PA form:
a) Patient is not a pregnant female or male with a pregnant female partner;
and
b) Women of childbearing potential and their male partners must use two
forms of effective contraception during treatment and for at least 6 months
after treatment has concluded; and
c) Monthly pregnancy tests will be performed during treatment; and
13. Prescriber has reviewed the patient’s current medication list and
acknowledged that there are no significant drug interactions with the HCV
medication.
14. Documentation is provided for patients who are ineligible to receive ribavirin.
15. Non-FDA approved or non-compendia indicated combination therapy
regimens will not be approved.
16. Patient does not have limited life expectancy (less than 12 months) due to
non-liver-related comorbid conditions.
17. If patient is recently eligible for Iowa Medicaid, and has been started and
stabilized on therapy while covered under a different plan, documentation of
how long the patient has been on medication will be required. Patient will be
eligible for the remainder of therapy needed, based on length of therapy for
the particular treatment.
18. Lost or stolen medication replacement requests will not be authorized.
19. The 72-hour emergency supply rule does not apply to oral hepatitis C antiviral
agents.
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Jason Kruse motioned to accept the criteria as amended, and Kellen Ludvigson
seconded. All members were in favor. The recommendation will be sent to the
medical/pharmacy groups for comment and brought back to the next meeting for further
discussion.
Janus Kinase Inhibitors: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for Janus kinase (JAK) inhibitors. Payment will be
considered when the following conditions are met:
1. Patient meets the FDA approved age and
2. Patient is not using or planning to use tofacitinib in combination with biologic
DMARDs or potent immunosuppressants (azathioprine or cyclosporine); and
3. Has been tested for latent tuberculosis prior to initiating therapy and will be
monitored for active tuberculosis during treatment; and
4. Recommended laboratory monitoring of lymphocytes, neutrophils,
hemoglobin, liver enzymes and lipids are being conducted according to the
manufacturer labeling; and
5. Patient does not have a history of malignancy, except for those successfully
treated for non-melanoma skin cancer (NMSC); and
6. Patient is not at an increased risk of gastrointestinal perforation; and
7. Patient does not have an active, serious infection, including localized
infections; and
8. Medication will not be given concurrently with live vaccines; and
9. Follows FDA approved dosing based on indication; and
10. Patient has a diagnosis of:
a. Moderate to severe rheumatoid arthritis with
i. A documented trial and inadequate response to two preferred oral
disease modifying antirheumatic drugs (DMARD) used concurrently.
The combination must include methotrexate plus another preferred oral
DMARD (hydroxychloroquine, sulfasalazine, or leflunomide; and
ii. A documented trial and inadequate response to two preferred
biological DMARDs; OR
b. Psoriatic arthritis with
i. A documented trial and inadequate response to therapy with the
preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may
be used if methotrexate is contraindicated); and
ii. Documented trial and therapy failure with two preferred biological
agents used for psoriatic arthritis.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
Mark Graber motioned to accept the criteria as amended, and Jason Kruse seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and brought back to the next meeting for further discussion.
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Biologicals for Arthritis: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for biologicals used for arthritis. Request must
adhere to all FDA approved labeling. Payment for non-preferred biologicals for
arthritis will be considered only for cases in which there is documentation of
previous trials and therapy failures with two preferred biological agents. Payment
will be considered under the following conditions:
 Patient has been screened for hepatitis B and C. Patients with evidence of
active hepatitis B infection (hepatitis surface antigen positive > 6 months)
must have documentation they are receiving or have received effective
antiviral treatment; and
 Patient has been screened for latent TB infection, patients with latent TB will
only be considered after one month of TB treatment and patients with active
TB will only be considered upon completion of TB treatment; and
 Patient has a diagnosis of rheumatoid arthritis (RA):
A trial and inadequate response to two preferred disease modifying
antirheumatic drugs (DMARD) used concurrently. The combination must
include methotrexate plus another preferred oral DMARD
(hydroxycholoroquine, sulfasalazine, or leflunomide.
Upon an unsuccessful methotrexate trial in patients with established RA, the
combination trial with a second DMARD may be overridden if there is
evidence of severe disease documented by radiographic erosions; or
 Patient has a diagnosis of moderate to severe psoriatic arthritis:
A trial and inadequate response to the preferred oral DMARD, methotrexate
(leflunomide or sulfasalazine may be used if methotrexate is contraindicated);
or
 Patient has a diagnosis of moderate to severe juvenile idiopathic arthritis:
A trial and inadequate response to intraarticular glucocorticoid injections and
the preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may
be used if methotrexate is contraindicated); and
In addition to the above:
Requests for TNF Inhibitors:
 Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of starting or
resuming treatment with a biological agent; and
 Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
Requests for Interleukins:
 Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.

8

Jason Kruse motioned to accept the criteria as amended, and Mark Graber seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and brought back to the next meeting for further discussion.
Apremilast (Otezla): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for apremilast (Otezla®). Payment will be
considered under the following conditions:
1. Patient is 18 years of age or older; and
2. Patient has a diagnosis of active psoriatic arthritis (≥ 3 swollen joints and ≥ 3
tender joints); or
3. Patient has a diagnosis of moderate to severe plaque psoriasis; and
4. Patient does not have severe renal impairment (CrCl < 30 mL/min).
Psoriatic Arthritis
 Patient has documentation of a trial and inadequate response to therapy with
the preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may
be used if methotrexate is contraindicated); and
 Patient has documentation of trials and therapy failures with two preferred
biological agents indicated for psoriatic arthritis.
Plaque Psoriasis
 Patient has documentation of a trial and inadequate response to
phototherapy, systemic retinoids, methotrexate, or cyclosporine; and
Patient has documentation of trials and therapy failures with two preferred
biological agents indicated for plaque psoriasis.
Mark Graber motioned to accept the criteria as amended, and Jason Kruse seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and brought back to the next meeting for further discussion.
Methotrexate Injection: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for non-preferred methotrexate injection. Payment
will be considered under the following conditions:
1. Diagnosis of severe, active rheumatoid arthritis (RA) or polyarticular juvenile
idiopathic arthritis (pJIA) and ALL of the following:
a. Prescribed by a rheumatologist; and
b. Patient has a documented trial and intolerance with oral methotrexate; and
c. Patient has a documented trial and therapy failure or intolerance with at
least one other non-biologic DMARD (hydroxychloroquine, leflunomide, or
sulfasalazine); and
d. Patient’s visual or motor skills are impaired to such that they cannot
accurately draw up their own preferred generic methotrexate injection and
there is no caregiver available to provide assistance; and
e. Patient does not reside in a long-term care facility.
2. Diagnosis of severe, recalcitrant, disabling psoriasis and ALL of the following:
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a. Patient is 18 years of age or older; and
b. Prescribed by a dermatologist; and
c. Patient has documentation of an inadequate response to all other
standard therapies (oral methotrexate, topical corticosteroids, vitamin D
analogues, cyclosporine, systemic retinoids, tazarotene, and
phototherapy).
d. Patient’s visual or motor skills are impaired to such that they cannot
accurately draw up their own preferred generic methotrexate injection and
there is no caregiver available to provide assistance; and
e. Patient does not reside in a long-term care facility.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
Kellen Ludvigson motioned to accept the criteria as amended, and Mark Graber
seconded. All members were in favor. The recommendation will be sent to the
medical/pharmacy groups for comment and brought back to the next meeting for further
discussion.
Chronic Pain Syndromes: The Commission reviewed the prior authorization criteria as
follows:
A prior authorization is required for pregabalin (Lyrica ®) and milnacipran
(Savella™). These drugs will be considered for their FDA indications(s) and other
conditions as listed in the compendia. Requests for doses above the
manufacturer recommended dose will not be considered. For patients with a
chronic pain diagnosis who are currently taking opioids, as seen in pharmacy
claims, a plan to decrease and/or discontinue the opioid(s) must be provided with
the initial request. Initial authorization will be given for three (3) months. There
must be a significant decrease in opioid use or discontinuation of opioid(s) after
the initial three (3) month authorization for further approval consideration.
Additional prior authorizations will be considered with documentation of a
continued decrease in opioid utilization. Requests for non-preferred brand name
drugs, when there is a preferred A-rated bioequivalent generic product available,
are also subject to the Selected Brand Name prior authorization criteria and must
be included with this request. Payment will be considered under the following
conditions:
1. A diagnosis of fibromyalgia (Lyrica® and Savella™)
a. a trial and therapy failure at a therapeutic dose with gabapentin plus one
of the following preferred generic agents: tricyclic antidepressant or SNRI
WITH
b. documented non-pharmacologic therapies (cognitive behavior therapies,
exercise, etc.)
2. A diagnosis of post-herpetic neuralgia (Lyrica®)
A trial and therapy failure at a therapeutic dose with gabapentin plus one of
the following: tricyclic antidepressant, topical lidocaine, or valproate.
3. A diagnosis of diabetic peripheral neuropathy (duloxetine and Lyrica®)
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A trial and therapy failure at a therapeutic dose with gabapentin plus one of
the following: tricyclic antidepressant, duloxetine or topical lidocaine.
4. A diagnosis of partial onset seizures, as adjunct therapy (Lyrica ®)
5. A diagnosis of neuropathic pain associated with spinal cord injury (Lyrica ®)
The Commission believes a continued or updated plan to reduce opioids should be
provided every 3 months. Erin Halverson suggested adding a renewal section, which
could include a requirement for evidence of improved quality of life. Mark Graber said
that lidocaine isn’t indicated for diabetic peripheral neuropathy, so it should probably be
removed from bullet #3. Pam Smith will amend the criteria and bring it back to the next
meeting.
CNS Stimulants and Atomoxetine: This was tabled until the June 6, 2018 meeting
when Dr. Wadle would be in attendance to provide psychiatrist input.
Anti-Diabetic Non-Insulin Agents: The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for preferred anti-diabetic, non-insulin agents
subject to clinical criteria. Payment will be considered under the following
conditions:
1. A diagnosis of Type 2 Diabetes Mellitus, and
2. Patient is 18 years of age or older, and
3. The patient has not achieved HgbA1C goals after a minimum three month
trial with metformin at maximally tolerated dose.
Payment for a non-preferred anti-diabetic, non-insulin agent subject to clinical
criteria will be authorized only for cases in which there is documentation of
previous trials and therapy failures with metformin, a preferred DPP-4 Inhibitor or
DPP-4 Inhibitor Combination, a preferred Incretin Mimetic, and a preferred
SGLT2 Inhibitor at maximally tolerated doses.
The required trials may be overridden when documented evidence is provided
that use of these agents would be medically contraindicated.
Initial authorizations will be approved for six months. Additional prior
authorizations will be considered on an individual basis after review of medical
necessity and documented continued improvement in HgbA1C.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Miscellaneous
DUR Digest: The Commission members conducted the initial review of the draft DUR
Digest Volume 30, Number 3.
MedWatch: The Commission members received FDA announcements concerning new
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Black Box Warnings.
Articles of Interest: The Commission members were provided a link to an article
recently published regarding nonpharmacologic treatment of chronic pain in
disadvantaged patients.
At 11:31, Kellen Ludvigson motioned to adjourn the meeting and Jason Kruse
seconded. (No closed session was needed due to lack of profile review post MCO
transition.)
The next meeting will be held at 9:30 a.m. on Wednesday, June 6, 2018, at the
Learning Resource Center in West Des Moines.
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Iowa Medicaid Drug Utilization Review Commission
Meeting Minutes June 6, 2018
Attendees:
Commission Members
Mark Graber, M.D., FACEP; Laurie Anderson, Pharm.D.; Brett Faine, Pharm.D.; Kellen
Ludvigson, Pharm.D.; Melissa Klotz, Pharm.D.; Jason Kruse, D.O.; Chuck Wadle, D.O.;
Susan Parker, Pharm.D.; and Sandy Pranger, R.Ph. (Amerigroup).
Staff
Pam Smith, R.Ph.
Guests
Mark Randleman, D.O., IME; Erin Halverson, R.Ph., IME; Melissa Biddle, IME; and
Karrie Hansotia, United Healthcare Plan of the River Valley.
Welcome & Introductions
Brett Faine called the meeting to order at 9:31 a.m. at the Learning Resource Center in
West Des Moines. The minutes from the April 4, 2018 meeting were reviewed. Jason
Kruse motioned to accept them, and Mark Graber seconded. Chuck Wadle abstained
as he had not been present at the April meeting, but all other members were in favor.
The recommendation letter sent to DHS after the last meeting, and a letter from the P&T
Committee requesting development of PA criteria for Prevymis, were also reviewed.
IME Pharmacy Update
Pam Smith welcomed Dr. Wadle to the Commission.
Fee-for-Service Prevalence Report Summary
Pam Smith provided an overview for fee-for service statistics from March through April
2018, including: total amount paid ($1,835,350), cost per user ($221.79), and number of
total prescriptions dispensed (31,710). There were 8,275 unique users, which is 40.6%
less than the total for January and February due to the approximately 10,000 members
who were temporarily assigned FFS benefits after they lost AmeriHealth coverage
November 30th transitioning back to managed care. There were many large ranking
changes on the top 100 pharmacies and prescribers reports, also due to the reassigned
population. The top 5 therapeutics classes by paid amount were: Antipsychotics –
Atypicals; Anticonvulsants; Stimulants – Amphetamines – Long Acting; Antiretroviral
Combinations; and Antiasthmatic – Adrenergic Combinations. The highest prescription
count continues to come from the SSRI category, with Anticonvulsants in second place,
followed by: Antipsychotics – Atypicals; Narcotics – Miscellaneous; and BetaLactams/Clavulanate Combinations. The top 100 drugs were also reviewed, by paid
amount and prescription count. The ten most expensive medications were: Vyvanse,
methylphenidate hcl er, Genvoya, Invega Sustenna, Advair Diskus; Latuda, Humalog,
Focalin XR, Adynovate, and Gilenya. The five drugs with the highest prescription count
were: hydrocodone/apap, amoxicillin, sertraline hcl, trazodone hcl, and gabapentin.
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Pam Smith also created a report that compared the FFS stats above with those from
each MCO below. Its side-by-side statistics showed that $92,221,672 was spent in total
for 240,618 unique users who had 1,250,382 prescriptions. Kellen Ludvigson asked
about test strip reimbursement, but Susan Parker replied that should be deferred to a
later meeting, as it’s a medical supply issue and the relevant staff member was not
present to answer.
MCO Prevalence Report Summary and Updates
United Healthcare Community Plan: Karrie Hansotia spoke and provided written
summaries that included United’s statistics from March through April 2018, including:
total paid amount ($59,378,039.07), unique users (159,868), and cost per user
($371.42). There was also a handout showing utilization by age and gender; females
age 19-64 had the highest utilization. On the top 100 pharmacies by prescription count
report, Broadlawns, and 4 Walgreens locations made up the top 5. Hy-Vee Pharmacy
Solutions was the top pharmacy by paid amount. Lists of the top 100 prescribers by
prescription count and paid amount were provided. The top 5 therapeutic classes by
paid amount were: Insulins; Antipsychotic, Atypical, Dopamine, Serotonin Antagonist;
Tx for Attention Deficit-Hyperact (ADHD)/Narcolepsy; Adrenergics, Aromatic, NonCatecholamine; and Anti-Inflammatory Tumor Necrosis Factor Inhibitor. The top 5
classes by prescription count were: SSRIs; Anticonvulsants; Proton-Pump Inhibitors;
Analgesics, Narcotics; and NSAIDs, Cyclooxygenase Inhibitor – Type Analgesics. The
most expensive drugs were Vyvanse, Latuda, Humira Pen, methylphenidate er, and
Humalog, while omeprazole, lisinopril, amoxicillin, levothyroxine sodium, and
atorvastatin calcium had the top 5 prescription counts.
Amerigroup: Sandy Pranger provided an overview for Amerigroup’s statistics from
March through April 2018, including: a breakdown of utilization by age and gender, top
100 pharmacies by prescription count, top 100 pharmacies by paid amount, top 100
prescribing providers by prescription count, and top 100 prescribing providers by paid
amount.
The Bi-Monthly Statistics report reflected that expenditures totaled
$31,008,283, an 8.5% decrease from January and February. Similar to previous
reports, the top 5 therapeutics classes by paid amount were: ADHD/AntiNarcolepsy/Anti-Obesity/Anorexiants; Antidiabetics; Antiasthmatic and Bronchodilator
Agents; Antipsychotics/Antimanic Agents; and Analgesics – Anti-Imflammatory. These
were the top five classes by prescription count: Antidepressants, Antiasthmatic and
Bronchodilator Agents, Anticonvulsants, Antihypertensives, and Ulcer Drugs. Vyvanse
was the most expensive medication, followed by Humira Pen, methylphenidate er,
Latuda, and Humalog. Omeprazole had the highest prescription count, followed by:
lisinopril, levothyroxine sodium, atorvastatin calcium, and amoxicillin.
Public Comment
In addition to the written public comments provided to Commission members, they
heard oral public comment from the speaker listed below.
Name
Representing
Drug/Topic
Nancy Bell
Pfizer
Janus Kinase Inhibitors
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ProDUR Edits
Duplicate Antipsychotics: The Commission requested data be pulled to determine the
impact. Pam Smith will work with the MCOs to pull data and create potential criteria.
United Healthcare and Amerigroup both say they’re already sending out letters for
duplicate antipsychotics. Pam Smith asked that the MCOs provide outcomes data from
more than 120 days ago.
Prior Authorization
Chronic Pain Syndromes: The Commission reviewed the prior authorization criteria as
follows:
A prior authorization is required for pregabalin (Lyrica ®) and milnacipran
(Savella™). These drugs will be considered for their FDA indications(s) and other
conditions as listed in the compendia. Requests for doses above the
manufacturer recommended dose will not be considered. For patients with a
chronic pain diagnosis who are currently taking opioids, as seen in pharmacy
claims, a plan to decrease and/or discontinue the opioid(s) must be provided with
the initial request. Initial authorization will be given for three (3) months.
Requests for renewal must include an updated opioid treatment plan and
documentation of improvement in symptoms and quality of life. Requests for
non-preferred brand name drugs, when there is a preferred A-rated bioequivalent
generic product available, are also subject to the Selected Brand Name prior
authorization criteria and must be included with this request. Payment will be
considered under the following conditions:
1. A diagnosis of fibromyalgia (Lyrica® and Savella™)
a. a trial and therapy failure at a therapeutic dose with gabapentin plus one
of the following preferred generic agents: tricyclic antidepressant or SNRI
WITH
b. documented non-pharmacologic therapies (cognitive behavior therapies,
exercise, etc.)
2. A diagnosis of post-herpetic neuralgia (Lyrica®)
A trial and therapy failure at a therapeutic dose with gabapentin plus one of
the following: tricyclic antidepressant, topical lidocaine, or valproate.
3. A diagnosis of diabetic peripheral neuropathy (duloxetine and Lyrica®)
A trial and therapy failure at a therapeutic dose with gabapentin plus one of
the following: tricyclic antidepressant or duloxetine.
4. A diagnosis of partial onset seizures, as adjunct therapy (Lyrica ®)
5. A diagnosis of neuropathic pain associated with spinal cord injury (Lyrica®)
Mark Graber motioned to accept the criteria as amended, and Melissa Klotz seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and brought back to the next meeting for further discussion.
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CNS Stimulants and Atomoxetine: The Commission reviewed the prior authorization
criteria as follows:
Prior authorization (PA) is required for CNS stimulants and atomoxetine for
patients 21 years of age or older. Payment for a non-preferred agent will be
authorized only for cases in which there is documentation of a previous trial and
therapy failure with a preferred agent. *If a non-preferred long-acting medication
is requested, a trial with the preferred extended release product of the same
chemical entity (methylphenidate class) or chemically related agent
(amphetamine class) is required. Requests will be considered for an FDA
approved age for the submitted diagnosis. Prior to requesting prior authorization
for any covered diagnosis, the prescriber must review the patient’s use of
controlled substances on the Iowa Prescription Monitoring Program website.
Payment for CNS stimulants and atomoxetine will be considered under the
following conditions:
1. Attention Deficit Hyperactivity Disorder (ADHD) meeting the DSM-5
criteria and confirmed by a standardized rating scale (such as Conners,
Vanderbilt, Brown, SNAP-IV). Symptoms must have been present before
twelve (12) years of age and there must be clear evidence of clinically
significant impairment in two or more current environments (social,
academic, or occupational). Documentation of a recent clinical visit that
confirms improvement in symptoms from baseline will be required for
renewals or patients newly eligible that are established on medication to
treat ADHD. Adults (≥ 21 years of age) are limited to the use of long-acting
agents only. If a supplemental dose with a short-acting agent is needed
for an adult in the mid to late afternoon, requests will be considered under
the following circumstances: the dose of the long-acting agent has been
optimized, documentation is provided a short-acting agent of the same
chemical entity is medically necessary (e.g. employed during the day with
school in the evening), and will be limited to one unit dose per day.
2. Narcolepsy with diagnosis confirmed with a recent sleep study (ESS,
MSLT, PSG).
3. Excessive sleepiness from obstructive sleep apnea/hypopnea syndrome
(OSAHS) with documentation of non-pharmacological therapies tried
(weight loss, position therapy, CPAP at maximum titration, BiPAP at
maximum titration or surgery) and results from a recent sleep study (ESS,
MSLT, PSG) with the diagnosis confirmed by a sleep specialist.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
Kellen Ludvigson motioned to accept the criteria as amended, and Melissa Klotz
seconded. All members were in favor. The recommendation will be sent to the
medical/pharmacy groups for comment and brought back to the next meeting for further
discussion. Potential age edits will be reviewed at a future meeting as well as data for
duplicate therapy (combination of short- and long-acting stimulants) in children.
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Tezacaftor/Ivacaftor (Symdeko): The Commission reviewed the prior authorization
criteria as follows:
Prior authorization is required for Symdeko (tezacaftor/ivacaftor). Payment will be
considered for patients when the following criteria are met:
1. Patient is 12 years of age or older; and
2. Patient has a diagnosis of cystic fibrosis (CF); and
3. Patient is homozygous for the F508del mutation or patient has at least one
mutation in the cystic fibrosis transmembrane conductance regulator
(CFTR) gene that is responsive to tezacaftor/ivacaftor (listed in the FDA
approved labeling) based on in vitro data and/or clinical evidence.
4. Prescriber is a CF specialist or pulmonologist; and
5. Baseline liver function tests (AST/ALT) are provided.
If the criteria for coverage are met, an initial authorization will be given for 6
months. Additional approvals will be granted if the following criteria are met:
1. Adherence to tezacaftor/ivacaftor therapy is confirmed; and
2. Liver function tests (AST/ALT) are assessed every 3 months during the first
year of treatment and annually thereafter.
Jason Kruse motioned to accept the criteria as amended, and Mark Graber seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and brought back to the next meeting for further discussion.
Letermovir (Prevymis): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for oral letermovir. Requests for intravenous
letermovir should be directed to the members medical benefit. Payment will be
considered under the following conditions:
1. Medication is to be used for the prophylaxis of cytomegalovirus (CMV)
infection and disease; and
2. Patient or donor is CMV-seropositive R+ (attach documentation); and
3. Patient has received an allogeneic hematopoietic stem cell transplant
(HSCT) within the last 28 days (provide date patient received HSCT); and
4. Is prescribed by or in consultation with a hematologist, oncologist,
infectious disease or transplant specialist; and
5. Patient is 18 years of age or older; and
6. Dose does not exceed:
a. 240mg once daily when co-administered with cyclosporine;
b. 480mg once daily; and
7. Patient must not be taking the following medications:
a. Pimozide; or
b. Ergot alkaloids (e.g., ergotamine, dihydroergotamine); or
c. Rifampin; or
d. Atorvastatin, lovastatin, pitavastatin, simvastatin, or repaglinide
when co-administered with cyclosporine; and
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8. Patient does not have severe (Child-Pugh Class C) hepatic impairment
(provide score); and
9. Therapy duration will not exceed 100 days post-transplantation.
Jason Kruse motioned to accept the criteria as amended, and Mark Graber seconded.
All members were in favor. The recommendation will be sent to the medical/pharmacy
groups for comment and brought back to the next meeting for further discussion.
Vesicular Monoamine Transporter (VMAT) 2 Inhibitors: The Commission reviewed
the prior authorization criteria as follows:
Prior authorization is required for VMAT 2 inhibitors. Payment for non-preferred
agents will be considered only for cases in which there is documentation of
previous trial and therapy failure with a preferred agent (when applicable, based
on diagnosis). Payment will be considered under the following conditions:
Tardive Dyskinesia (Ingrezza or Austedo)
1. Patient meets the FDA approved age; and
2. Patient has a diagnosis of tardive dyskinesia (TD) based on the presence of
ALL of the following:
a. Involuntary athetoid or choreiform movements
b. Documentation or claims history of current or former chronic use (≥ 3
months or 1 month in patients ≥ 60 years old) of a dopamine receptor
blocking agent (e.g., antipsychotic, metoclopramide, prochlorperazine,
droperidol, promethazine, etc.)
c. Symptoms lasting longer than 4-8 weeks; and
3. Prescribed by or in consultation with a neurologist or psychiatrist; and
4. Prescriber has evaluated the patient’s current medications for consideration
of a dose reduction, withdrawal, or change of the dopamine receptor blocking
agent causing the TD; and
5. Documentation of baseline AIMS (Abnormal Involuntary Movement Scale)
Score (attach AIMS); and
6. For Ingrezza:
a. Will not be used concurrently with MAO inhibitors (e.g., isocarboxazid,
phenelzine, rasagiline, safinamide, selegiline, tranylcypromine, etc.) or
strong CYP3A4 inducers (e.g., carbamazepine, phenytoin,
phenobarbital, rifampin and related agents, St. John’s wort, etc.); and
b. Will not be used concurrently with other vesicular monoamine
transporter 2 (VMAT2) inhibitors; and
c. Is prescribed within the FDA approved dosing; or
7. For Austedo:
a. Patient is not suicidal, or does not have untreated/inadequately treated
depression;
b. Patient does not have hepatic impairment;
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c. Will not be used concurrently with MAO inhibitors, reserpine, or other
VMAT2 inhibitors; and
d. Patients that are taking a strong CYP2D6 inhibitor (e.g., quinidine,
paroxetine, fluoxetine, bupropion) or are poor CYP2D6 metabolizers,
the daily dose does not exceed 36mg per day (18mg twice daily); and
e. Is prescribed within the FDA approved dosing.
If criteria for coverage are met, initial requests will be given for 3 months.
Continuation of therapy will be considered when the following criteria are met:
1. Patient continues to meet the criteria for initial approval; and
2. Documentation of improvement in TD symptoms as evidenced by a reduction
of AIMS score from baseline (attach current AIMS).
Chorea associated with Huntington’s disease (Austedo or tetrabenazine)
1. Patient meets the FDA approved age; and
2. Patient has a diagnosis of Huntington’s disease with chorea symptoms; and
3. Prescribed by or in consultation with a neurologist or psychiatrist; and
4. Is prescribed within the FDA approved dosing; and
5. Patient is not suicidal, or does not have untreated or inadequately treated
depression; and
6. Patient does not have hepatic impairment; and
7. Patient does not have concurrent therapy with MAO inhibitors, reserpine, or
other VMAT2 inhibitors; and
8. For tetrabenazine, patients requiring doses above 50mg per day have been
tested and genotyped for the drug metabolizing enzyme CYP2D6 to
determine if they are a poor metabolizer or extensive metabolizer; and
9. In patients that are taking a strong CYP2D6 inhibitor (e.g., quinidine,
paroxetine, fluoxetine, bupropion) or are poor CYP2D6 metabolizers, the daily
dose does not exceed the following:
a. Austedo - 36mg per day (18mg single dose) or
b. Tetrabenazine – 50mg per day (25mg single dose)
If criteria for coverage are met, initial requests will be given for 3 months.
Continuation of therapy will be considered when the following criteria are met:
1. Patient continues to meet the criteria for initial approval; and
2. Documentation of improvement in chorea symptoms is provided.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Hepatitis C Treatments: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for hepatitis C treatments. Requests for nonpreferred agents may be considered when documented evidence is provided that
7

the use of the preferred agents would be medically contraindicated. Payment will
be considered under the following conditions:
1. Patient has a diagnosis of chronic hepatitis C and
2. Patient’s age and/or weight is within the FDA labeled age and/or weight; and
3. Patient has had testing for hepatitis C virus (HCV) genotype; and
4. Patient has an active HCV infection verified by a detectable viral load within
12 months of starting treatment; and
5. Patient has been tested for hepatitis B (HBV) prior to initiating treatment of
HCV and individuals with active HBV infection are treated (either at same
time as HCV therapy or before HCV therapy is started); and
6. Viral load will be submitted by prescriber 12 weeks after completion of
therapy; and
7. Patient’s prior treatment history is provided (treatment naïve or treatment
experienced); and
8. If patient has a history of non-compliance, documentation that steps have
been taken to correct or address the causes of non-compliance are provided;
and
9. Patient has abstained from the use of illicit drugs and alcohol for a minimum
of three (3) months as evidenced by a negative urine confirmation test; and
10. For regimens containing sofosbuvir, patient does not have severe renal
impairment (creatinine clearance < 30ml/min) or end stage renal disease
requiring hemodialysis; and
11. HCV treatment is prescribed by or in consultation with a digestive disease,
liver disease, or infectious disease provider practice; and
12. For patients on a regimen containing ribavirin, the following must be
documented on the PA form:
a) Patient is not a pregnant female or male with a pregnant female partner;
and
b) Women of childbearing potential and their male partners must use two
forms of effective contraception during treatment and for at least 6 months
after treatment has concluded; and
c) Monthly pregnancy tests will be performed during treatment; and
13. Prescriber has reviewed the patient’s current medication list and
acknowledged that there are no significant drug interactions with the HCV
medication.
14. Documentation is provided for patients who are ineligible to receive ribavirin.
15. Non-FDA approved or non-compendia indicated combination therapy
regimens will not be approved.
16. Patient does not have limited life expectancy (less than 12 months) due to
non-liver-related comorbid conditions.
17. If patient is recently eligible for Iowa Medicaid, and has been started and
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stabilized on therapy while covered under a different plan, documentation of
how long the patient has been on medication will be required. Patient will be
eligible for the remainder of therapy needed, based on length of therapy for
the particular treatment.
18. Lost or stolen medication replacement requests will not be authorized.
19. The 72-hour emergency supply rule does not apply to oral hepatitis C antiviral
agents.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Janus Kinase Inhibitors: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for Janus kinase (JAK) inhibitors. Payment will be
considered when the following conditions are met:
1. Patient meets the FDA approved age and
2. Patient is not using or planning to use tofacitinib in combination with biologic
DMARDs or potent immunosuppressants (azathioprine or cyclosporine); and
3. Has been tested for latent tuberculosis prior to initiating therapy and will be
monitored for active tuberculosis during treatment; and
4. Recommended laboratory monitoring of lymphocytes, neutrophils,
hemoglobin, liver enzymes and lipids are being conducted according to the
manufacturer labeling; and
5. Patient does not have a history of malignancy, except for those successfully
treated for non-melanoma skin cancer (NMSC); and
6. Patient is not at an increased risk of gastrointestinal perforation; and
7. Patient does not have an active, serious infection, including localized
infections; and
8. Medication will not be given concurrently with live vaccines; and
9. Follows FDA approved dosing based on indication; and
10. Patient has a diagnosis of:
a. Moderate to severe rheumatoid arthritis with
i. A documented trial and inadequate response to two preferred oral
disease modifying antirheumatic drugs (DMARD) used concurrently.
The combination must include methotrexate plus another preferred oral
DMARD (hydroxychloroquine, sulfasalazine, or leflunomide; and
ii. A documented trial and inadequate response to two preferred
biological DMARDs; OR
b. Psoriatic arthritis with
i. A documented trial and inadequate response to therapy with the
preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may
be used if methotrexate is contraindicated); and
ii. Documented trial and therapy failure with two preferred biological
agents used for psoriatic arthritis.
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The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Biologicals for Arthritis: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for biologicals used for arthritis. Request must
adhere to all FDA approved labeling. Payment for non-preferred biologicals for
arthritis will be considered only for cases in which there is documentation of
previous trials and therapy failures with two preferred biological agents. Payment
will be considered under the following conditions:
1. Patient has been screened for hepatitis B and C. Patients with evidence of
active hepatitis B infection (hepatitis surface antigen positive > 6 months)
must have documentation they are receiving or have received effective
antiviral treatment; and
2. Patient has been screened for latent TB infection, patients with latent TB will
only be considered after one month of TB treatment and patients with active
TB will only be considered upon completion of TB treatment; and
3. Patient has a diagnosis of rheumatoid arthritis (RA):
A trial and inadequate response to two preferred disease modifying
antirheumatic drugs (DMARD) used concurrently. The combination must
include methotrexate plus another preferred oral DMARD
(hydroxycholoroquine, sulfasalazine, or leflunomide.
Upon an unsuccessful methotrexate trial in patients with established RA, the
combination trial with a second DMARD may be overridden if there is
evidence of severe disease documented by radiographic erosions; or
4. Patient has a diagnosis of moderate to severe psoriatic arthritis:
A trial and inadequate response to the preferred oral DMARD, methotrexate
(leflunomide or sulfasalazine may be used if methotrexate is contraindicated);
or
5. Patient has a diagnosis of moderate to severe juvenile idiopathic arthritis:
A trial and inadequate response to intraarticular glucocorticoid injections and
the preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may
be used if methotrexate is contraindicated); and
In addition to the above:
Requests for TNF Inhibitors:
1. Patient has not been treated for solid malignancies, nonmelanoma skin
cancer, or lymphoproliferative malignancy within the last 5 years of starting or
resuming treatment with a biological agent; and
2. Patient does not have a diagnosis of congestive heart failure (CHF) that is
New York Heart Association (NYHA) class lll or lV and with an ejection
fraction of 50% or less.
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Requests for Interleukins:
1. Medication will not be given concurrently with live vaccines.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Apremilast (Otezla): The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for apremilast (Otezla®). Payment will be
considered under the following conditions:
1. Patient is 18 years of age or older; and
2. Patient has a diagnosis of active psoriatic arthritis (≥ 3 swollen joints and ≥ 3
tender joints); or
3. Patient has a diagnosis of moderate to severe plaque psoriasis; and
4. Patient does not have severe renal impairment (CrCl < 30 mL/min).
Psoriatic Arthritis
1. Patient has documentation of a trial and inadequate response to therapy with
the preferred oral DMARD, methotrexate (leflunomide or sulfasalazine may
be used if methotrexate is contraindicated); and
2. Patient has documentation of trials and therapy failures with two preferred
biological agents indicated for psoriatic arthritis.
Plaque Psoriasis
1. Patient has documentation of a trial and inadequate response to
phototherapy, systemic retinoids, methotrexate, or cyclosporine; and
2. Patient has documentation of trials and therapy failures with two preferred
biological agents indicated for plaque psoriasis.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Methotrexate Injection: The Commission reviewed the prior authorization criteria as
follows:
Prior authorization is required for non-preferred methotrexate injection. Payment
will be considered under the following conditions:
1. Diagnosis of severe, active rheumatoid arthritis (RA) or polyarticular juvenile
idiopathic arthritis (pJIA) and ALL of the following:
a. Prescribed by a rheumatologist; and
b. Patient has a documented trial and intolerance with oral methotrexate; and
c. Patient has a documented trial and therapy failure or intolerance with at
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least one other non-biologic DMARD (hydroxychloroquine, leflunomide, or
sulfasalazine); and
d. Patient’s visual or motor skills are impaired to such that they cannot
accurately draw up their own preferred generic methotrexate injection and
there is no caregiver available to provide assistance; and
e. Patient does not reside in a long-term care facility.
2. Diagnosis of severe, recalcitrant, disabling psoriasis and ALL of the following:
a. Patient is 18 years of age or older; and
b. Prescribed by a dermatologist; and
c. Patient has documentation of an inadequate response to all other
standard therapies (oral methotrexate, topical corticosteroids, vitamin D
analogues, cyclosporine, systemic retinoids, tazarotene, and
phototherapy).
d. Patient’s visual or motor skills are impaired to such that they cannot
accurately draw up their own preferred generic methotrexate injection and
there is no caregiver available to provide assistance; and
e. Patient does not reside in a long-term care facility.
The required trials may be overridden when documented evidence is provided
that the use of these agents would be medically contraindicated.
No further changes were recommended. As this was the second review of these
criteria, no motion was necessary. The recommendation will be sent to the Department
for consideration.
Miscellaneous
DUR Digest: The Commission members conducted the second review of the draft DUR
Digest Volume 30, Number 3.
MedWatch: The Commission members received FDA announcements concerning new
Black Box Warnings.
At 11:16, Kellen Ludvigson motioned to move to closed session for the review of
historical member profiles, and Mark Graber seconded.
The next meeting will be held at 9:30 a.m. on Wednesday, August 1, 2018, at the
State Capitol, Room 116, in Des Moines.
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Appendix J
Mental Health Advisory Group

Mental Health Advisory Group
The Iowa Medicaid Drug Utilization Review Mental Health Advisory Group
(MHAG), formerly know as the Mental Health Work Group, was established in
SFY08.
The Mental Health Advisory Group is a separate entity from the Iowa Medicaid
Drug Utilization Review (DUR) Commission. All recommendations from the
MHAG must be approved by the DUR Commission before they can be
implemented.
The original goal of the MHWG was to address issues that developed specific to
the pediatric and adolescent psychiatrists within the State of Iowa when mental
health drug consolidation edits were implemented in October, 2007. Since then,
the DUR Commission has made the decision to refer other mental health issues
that impact the entire mental health population of Iowa Medicaid, regardless of
the members’ age.
The MHAG did not meet in SFY18 as the DUR Commission did not request a
topic be referred to the MHAG.

Appendix K
Recommendations to the P&T

P & T Recommendations
SFY18
The DUR Commission makes recommendations to the Iowa Medicaid
Pharmaceutical & Therapeutics (P&T) Committee regarding the status of a
medication on the Preferred Drug List (PDL) as issues arise. During the time
period for this report there were no recommendations made to the P&T
Committee.

Appendix L
Useful Links

Iowa Drug Utilization Review (DUR) Commission
Useful Links

DUR Website
http://iadur.org/
DUR Newsletters
http://iadur.org/newsletters
Prevalence Reports
To view prevalence reports, visit the link below under Packets. Each packet included
the bi-monthly prevalence report reviewed by the DUR Commission.
http://iadur.org/agendas

