
Thank you for joining the Optum CE webinar:
Specialty Medications

http://www.workcompauto.optum.com/resources/continuing-education

• CE credits are only available for those who qualify during the LIVE version of 
this webinar held from 2:00-3:00 p.m. ET on 9/25/2019.

On24 System Requirements:
• Windows 7+ (Microsoft Edge, Latest Internet Explorer, Firefox, or Chrome)
• Apple Mac OS 10.10+ (*Latest Firefox, Safari, or Chrome)
• Android 6.x (Chrome Browser Only)
• Apple iOs (*Latest version, Safari Browser Only)
* Official support for the "latest" version of a newly released browser, among those noted above, will 
be added within 8 weeks of public release. Until then, the previous version will continue to be 
supported instead.

If you are using an unsupported version of a Windows, Mac, or Linux operating system, you may 
experience difficulty in viewing and/or listening to the event.

http://www.workcompauto.optum.com/resources/continuing-education




Questions about continuing education credits 

If you have any questions regarding your continuing education credits received from Optum 
webinars, please contact rosters@ceuinstitute.net.

This course has been approved for 1-hour of CE for the following license types:
Pre-approved Adjuster (AK, AL, CA, DE, FL, GA, ID, IN, KY, LA, MS, NC, NH, NM, NV, 
OK, OR, TX, UT, WY); National Certified Case Manager (CCM); National Nurse; 
Certified Disability Management Specialists  (CDMS); Certified Rehabilitation Counselor 
(CRC); and Certified Medicare Secondary Payer  (CMSP) for CE accreditation. For 
states that do not require prior approval, the adjuster is responsible for submitting their 
attendance certificate to the appropriate state agency to determine if continuing 
education credits can be applied.



To receive continuing education credit 

1. Remain logged on for the entire webinar.

2. Answer all three poll questions.

3. You will receive an email from the CEU Institute on our behalf approximately 24 hours 
after the webinar. This email will contain a link that you will use to submit for your CE 
credits. You will need to complete this task within 72 hours.



Ask a question

Questions will be answered at the end of the presentation as time allows.
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Technical issues?

Let us know if you experience an issue that causes you to:

• Miss a poll question

• Have audio problems 

• Log out

• Any other technical issue

Send a message using the webinar controls question panel or email 
ceprogram@optum.com

The sooner we know about an issue, the faster we can take the steps needed to make 
sure you get the continuing education credits you require.

mailto:ceprogram@optum.com
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Disclosure

No planner, presenter or content expert has a conflicting interest affecting the delivery of this 

continuing education activity. Optum does not receive any commercial advantage nor financial 

remittance through the provided continuing education activities.
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Medical disclaimer

Medicine is an ever-changing science. As new research and clinical experience broaden our 

knowledge, new treatment options and approaches are developed. The authors have checked 

with sources believed to be reliable in their efforts to provide information that is complete and 

generally in accord with the standards accepted at time of publication.  

However, in view of the possibility of human error or changes in medical sciences, neither Optum 

nor any other party involved in the preparation or publication of this work warrants the information 

contained herein is in every respect accurate or complete, and are not responsible for errors or 

omissions or for the results obtained from the use of such information. Readers are encouraged 

to confirm the information contained herein with other sources.

This educational activity may contain discussion of published and/or investigational uses of 

agents that are not approved by the Food and Drug Administration (FDA). We do not promote the 

use of any agent outside of approved labeling. Statements made in this presentation have not 

been evaluated by the FDA.



Speakers

Dr. Robert Hall
Optum Medical Director

Dr. Robert Hall advises customers and employees on 
evidence-based clinical and rehabilitation guidelines that 
optimize pharmacy, home health and durable medical 
equipment programs, promoting better outcomes for 
claimants. He also offers counsel on processes and 
procedures, identifying and reducing prescription 
medication misuse and abuse.

Dr. Hall is a practicing, board-certified physical medicine 
and rehabilitation physician. His areas of focus include 
electromyography, pain management, musculoskeletal 
medicine and stroke rehabilitation.

David Bao, PharmD
BriovaRx Sr. Oncology Coordinator

David Bao is a specialty pharmacist who currently 
oversees oncology services (operational and clinical) at 
BriovaRx pharmacy. David has multiple specialty 
pharmacy certifications in oncology, multiples sclerosis, 
and HIV. 

In his spare time, David volunteers at UC San Diego 
School of Pharmacy precepting students. He is also the 
treasurer for the San Diego County Pharmacists 
Association.



Learning objectives

Define specialty medications in the health care and workers’ compensation industries

Discuss industry concerns and specialty medication spend trends

Provide overview of typical uses and claimants’ at risk for requiring specialty medications

Review specialty medication classes and medications used in workers’ compensation

Demonstrate some utilization and cost control efforts

1
2
3
4
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DEFINING SPECIALTY MEDICATIONS



Definition

Although THERE IS  NO STANDARD INDUSTRY-WIDE 

DEFINIT ION , specialty medications are considered “special” for one 

reason or another. In general, THEY’RE HIGH COST AND “HIGH 

TOUCH” because of their complex and unique requirements.

Keep in mind that THE FOOD AND DRUG ADMINISTRATION 

(FDA)  DOESN’T  DECIDE WHICH MEDICATIONS ARE 

CONSIDERED “SPECIALTY,”  but drug companies and insurers may 

have their own designations. Some states are also working on legislation that 

will give a clearer definition of specialty medications.

Source: Pharmacist’s Letter: Specialty Drugs: A primer for Pharmacists and Technicians, Volume 2014, Course No. 306 .  Rosato EA, Letter to Peter Hammen regarding HB 736, Feb 2013 



Examples of definitions – DHHS and AMCP

•

•

•

•

•

•



Examples of definitions – NASP

•

•

–

–

–

•

–

–

–



Typical characteristics of specialty medications

*As defined by Centers for Medicare and Medicaid Services (CMS)
Source: Pharmacist’s Letter. Specialty Drugs: A Primer for Pharmacists and Technicians, Vol. 2014; Course No. 306



Typical characteristics of specialty medications

*As defined by Centers for Medicare and Medicaid Services (CMS)
Source: Pharmacist’s Letter. Specialty Drugs: A Primer for Pharmacists and Technicians, Vol. 2014; Course No. 306



ACCESS TO SPECIALTY MEDICATIONS



Channel restrictions for insurance networks and medication access 
by pharmacies

• Limited distribution medications –
Not all medications are available
to all pharmacies

• Fee-for-service (FFS) programs
to improve adherence

• Require outcomes reporting

– Time on therapy

– FFS performance

– Turnaround time performance

• Require robust patient
management program

• Require outcomes reporting

– Cost savings

– Adherence: Proportion of days 
covered and medication 
possession ratio

– Interventions



Accreditations

• Specialty accreditation is often required for network participation

• Four accreditation bodies – URAC, ACHC, CPPA, Joint Commission
－ For specialty pharmacy, URAC is the gold standard

－ Trend – Dual accreditation for insurance network eligibility

• Accreditation validates pharmacy needs minimum standards
－ Accreditation must be renewed

－ Standards may be revised over time



Specialty pharmacies

PBM/PAYOR RETAIL INDEPENDENT WHOLESALER MEDICAL CENTERS

NUMEROUS



Specialty pharmacies by volume

Source: Prescription Revenues and Market Share from Specialty Pharmaceuticals, by Company. 2018. Retrieved from: https://www.drugchannels.net/2019/04/the-top-15-specialty-pharmacies-of-2018.html

Pharmacy name Parent organization Estimated 2018 prescription 
revenues from specialty 
medications ($ billions)

Change in 
revenues 

2018 vs. 2017

Share of prescription
revenues from 

specialty medications

CVS Specialty / Aetna Specialty Pharmacy CVS Health $37.0 +6% 25%

Accredo / Freedom Fertility / Cigna Specialty Pharmacy Cigna / Express Scripts $30.7 +7% 21%

Alliance Rx Walgreens Prime / Walgreens stores Walgreens Boots 
Alliance

$19.6 +23% 13%

BriovaRx UnitedHealth Group 
(OptumRx)

$16.8 +29% 11%

Diplomat Pharmacy n/a $4.8 +6% 3%

Humana Specialty Pharmacy Humana $3.2 +3% 2%

Kroger Specialty Pharmacy / Kroger stores Kroger $2.8 +24% 2%

Specialty Pharmacy Solutions McKesson $1.6 +7% 1%

US Bioservices AmerisourceBergen $1.4 +23% 1%

Walmart Specialty Pharmacy Walmart Stores $1.0 +4% 1%

SenderraRx n/a $0.8 +11% 1%

PANTHERx n/a $0.7 +62% 0%

BioPlus Specialty Pharmacy Services n/a $0.7 -9% 0%

Onco360 / CareMed PharMerica $0.6 +4% 0%

Amber Pharmacy / Hy-Vee Pharmacy Solutions Hy-Vee $0.5 n/a 0%

All other retail, mail, long-term care, and specialty pharmacies n/a $24.1 n/a 17%

Total $146.2 +% 100%



SPECIALTY MEDICATION SPEND



Specialty medication spend on the rise



Factors driving specialty medication spend



Specialty medication trends in workers’ compensation

PRESCRIPTION TRENDS

All other medications
Opoid analgesics
Specialty medications

Specialty medications 
accounted for less than
0.28% of prescriptions 

filled in a year

CLAIMS TREND

All other claims
Specialty claims

Specialty medications 
make up a very small 
percentage of number

of claims per year

SPEND TREND

Specialty medication spend
Total medication spend

Specialty medication
use accounted for 

2.37% of total 
prescription spend



Specialty medication trends in workers’ compensation

% of total prescriptions

0.5% 4.1%
Cost per script

Source: Optum Workers’ Compensation and Auto No-fault 2018 trend report



USES FOR SPECIALTY MEDICATIONS



Some typical uses for specialty medications

Specialty medications are often used to treat complex, chronic and rare diseases*

*List not all inclusive

• Cancer

• Rheumatoid arthritis

• Osteoarthritis

• Multiple sclerosis

• HIV/AIDS

• Hepatitis C

• Crohn’s disease

• Hemophilia

• Psoriasis

• Cystic fibrosis

• Post-surgical treatments

• Organ transplants

• Growth hormone disorders

• Chronic kidney failure

• Pulmonary arterial hypertension



Potential patient populations at risk

• Workers with occupational needle stick injuries

• Those who may have come in contact with 
blood or other body fluids

• Post-orthopedic surgery patients

• Patients with spinal cord injuries

• Those with restricted mobility

• Traumatic brain injury patients

• Patients with cancer (if state rules apply)



MEDICATIONS TO WATCH



Specialty medication classes in workers’ compensation

ANTICOAGULANTS

ANTIRETROVIRALS

BIOLOGIC DISEASE MODIFYING ANTIRHEUMATIC DRUGS

HEPATITIS C ANTIVIRALS

BOTULINUM TOXINS

HYALURONIC ACID DERIVATIVES



A N T I C O A G U L A N T S



Anticoagulants 

• Many guidelines recommend use of low molecular-weight heparins (LMWHs) over 
heparin due to:
－ Ease of administration

－ No standard blood monitoring requirements

－ May be more effective than heparin and some oral therapies after hip or knee replacement

－ May cause less bleeding than other therapies

• Some uses
－ Prophylaxis of deep vein thrombosis (DVT) after orthopedic surgery

－ Acute treatment of DVTs

－ To prevent complications in patients with unstable angina or myocardial infarctions

• LMWHs are not interchangeable



Anticoagulant medications: Lovenox (enoxaparin)

HOW IT WORKS DOSAGE COST PER UNIT*

• LMWH binds to and accelerates the 
activity of antithrombin III

• Strongly inhibits coagulation factor Xa
and lla (thrombin) thereby preventing 
formation of clots

• Given subcutaneously every 12 hours

• May also be given once daily

• Dosing varies based on indication and 
weight; multiple strengths available in 
brand and generic formulations

• Duration: Average 7-10 days,
up to 35 days

40 mg / 0.4 mL (pre-filled syringe)

• For one day: $7.50 generic;
$39.69 brand

• For 10 days: $72 generic;
$396.90 brand

• For 35 days: $252 generic;
$1,389 brand 

*AWP effective as of July 2019



Anticoagulant medications: Fragmin (dalteparin sodium)

HOW IT WORKS DOSAGE COST PER UNIT*

• LMWH binds to and accelerates the 
activity of antithrombin III

• Strongly inhibits coagulation factor Xa
and lla (thrombin) thereby preventing 
formation of clots

• Given subcutaneously once daily
as maintenance dose

• May be dosed prior to surgery

• Dosing varies based on indication and 
weight; multiple strengths available

• Duration: average 7-10 days,
up to 35 days

5,000 units / 0.2 mL (pre-filled syringe)

• For one day: $49.25

• For 10 days: $492.50

• For 35 days: $1,723.96

*AWP effective as of July 2019



Anticoagulant medications: Arixta (fondaparinux)

*AWP effective as of July 2019

HOW IT WORKS DOSAGE COST PER UNIT*

• Factor Xa inhibitor; causes an 
antithrombin III-mediated selective 
inhibition of factor Xa only

• Interrupts coagulation cascade and 
binds only to antithrombin

• Not reversible by protamine

• Given subcutaneously once daily

• Dosing varies based on indication and 
weight; multiple strengths available in 
brand and generic formulations

• Duration: depends on surgery type
(5-32 days)

2.5 mg / 0.5 mL (pre-filled syringe)

• For one day: $57.70 generic;
$66.74 brand

• For 10 days: $577 generic;
$667.40 brand



A N T I R E T R O V I R A L S



Antiretroviral therapy (ART)

• Used to prevent transmission of and reduce the disease progression of Human 
Immunodeficiency Virus (HIV), which spreads through body fluids to immune system cells 
called CD4 cells
－ Has no cure

－ Transmission to others at any stage

• Acute infection (within two to four weeks of infection)

• Clinical latency (inactivity or dormancy)

• AIDS (immune system is severely compromised)

• Centers for Disease Control estimates that ~1.2 million Americans are living with HIV/AIDS

• Rate of new cases per year in U.S. is stable



Transmission of HIV in health care personnel

Follow universal precautions – Occupational Safety and Health Administration (OSHA)

• Requires employers to protect workers who may be exposed to blood or other
infectious materials

• Treat blood and body fluids as if they are known to be infectious for bloodborne pathogens

• Use personal protective equipment (i.e., gloves, masks, protective eyewear) to reduce risk

Occupational exposure type Risk of HIV transmission

Precutaneous injury (needle stick, cut with sharp object) 0.3%

Mucous membrane (splash in eyes, mouth) 0.09%

Non-intact skin (chapped/broken skin) Not quantified (less than mucous membrane exposure)



Post-exposure prophylaxis (PEP)

• Goals of PEP:
－ Delay disease progression

－ Minimize opportunistic infections

－ Prolong survival

－ Improve quality of life

－ Prevent HIV transmission to others

• Treatment should occur promptly after exposure, preferably within one to two hours

• PEP with combination ART recommended for treatment
－ New guidelines recommend ART combinations (≥ three medications for 28 days) for all cases



PEP guidelines summarized

• PEP recommended when occupational exposures to HIV occur

• HIV status of source patient should be determined to guide therapy

• PEP medication regimens started ASAP after exposure for a four-week regimen

• PEP medication regimens should contain three or more ART for all exposures

• Expert consultation is recommended for any exposure

• Close follow-up should be provided, including:
－ Counseling

－ Baseline and follow-up HIV testing

－ Monitoring for drug toxicity

－ Follow-up appointments beginning 72 hours after exposure

• Based on therapy and testing, treatment may last four to six months



Drug classes available to treat HIV

Medications interrupt a step in the HIV lifecycle

• Nucleoside and nucleotide reverse-
transcriptase inhibitor (NRTI)

• Nonnucleoside reverser-transcriptase 
inhibitor (NNRTI)

• Protease inhibitor (PI)

• Fusion inhibitor (FI)

• Integrase strand transfer inhibitor (INSTI)

• Chemokine (C-C motif) receptor 5
(CCR5) antagonist

Source: Infect Control Hosp Epidemiol 2013;34(9): 875-892



Preferred PEP combination regimen: Truvada (tenofovir/emtricitabine)

HOW IT WORKS DOSAGE COST PER UNIT*

• NRTI: Each drug interferes with HIV 
viral RNA dependent DNA polymerase; 
inhibits viral replication

• Use in combination with Isentress

• One tablet, once daily for 28 days • 200 mg – 300 mg ($70.31 per tablet)

• $2,109.48 per month (30 days)



Preferred PEP combination regimen: Isentress (raltegravir)

HOW IT WORKS DOSAGE COST PER UNIT*

• INSTI: Inhibits the catalytic activity of 
HIV-1 integrase, thus preventing 
integration of the proviral gene into 
human DNA 

• Use in combination with Truvada

• One tablet, once daily for 28 days • 400 mg ($31.49 per tablet)

• $1,889 per month (30 days)



Alternative PEP regimens

• Other alternative ARTs may be prescribed only with expert consultation

• Newer agents continue to become available or in pipeline which may change 
therapy in future

Choose one medication or
medication pair below 

+

One medication pair below  

• Isentress® (raltegravir) • Truvada® (tenofovir/emtricitabine)

• Prezista® (darunavir) + Norvir® (ritonavir) • Viread® (tenofovir) + Epivir® (lamivudine)

• Intelence® (etravirine) • Combivir® (zidovudine/lamivudine)

• Edurant® (rilpivirine) • Retrovir® (zidovudine) + Emtriva® (emtricitabine)

• Reyataz® (atazanavir) + Norvir®

• Kaletra® (lopinavir/ritonavir)



D I S E A S E - M O D I F Y I N G  A N T I - R H E U M AT I C  
D R U G S  ( D M A R D s )



DMARDs

• Biologics and non-biologics
－ Biologics specialty medications

• Useful in treatment of:
－ Rheumatoid arthritis (RA)

－ Ankylosing spondylitis (AS)

－ Crohn’s disease

－ Psoriatic arthritis

－ Plaque psoriasis

－ Ulcerative colitis



DMARDs in treatment

• Rheumatologists provide care for patients with arthritis and rheumatic diseases

• Use non-pharmacologic therapy, NSAIDs and corticosteroids prior to using DMARDs

• Start DMARDs within three months of diagnosis

• Monitoring should be frequent (every one to three months) for active disease

• Non-biologic DMARDs – traditional medications, generally considered first-line
－ Methotrexate (MTX) – effective, slows disease progression, low toxicity and cost

－ Leflunomide (Arava®) – as effective as MTX; first-line alternative to MTX by EULAR*

－ Sulfasalazine – similar efficacy to MTX or Arava® as monotherapy; first-line to MTX

－ Hydroxychloroquine – combination or monotherapy, very mild disease

• Combinations of non-biologics are more effective than monotherapy

*EULAR: European League Against Rheumatism 



DMARDs in treatment

• Biologic DMARDs – large, complex molecules derived from living organisms,
target specific areas of the immune system
－ Anti-tumor necrosis factor (anti-TNF) alpha agents

－ Non-TNF biologic agents

• Treatment guidelines vary and can be complicated
－ Some recommend biologics for those who fail at least two non-biologics

－ Some recommend anti-TNF with or without methotrexate as first line

• Combining biologics is not recommended

• No one biologic is more effective than another; responses may vary



Biologic DMARDs – Humira

HOW IT WORKS DOSAGE COST PER UNIT*

• TNF-blocker: fully human monoclonal 
antibody that binds to TNF blocking its 
interaction with both p55 and p75 cell 
surface receptor

• Dosed subcutaneous every other week 
(with MTX for RA)

• Recently reformulated to “Citrate Free” 
formulation which reduces injection
site reactions

• 40 mg / 0.8 mL ($3,104.45) - $6,208.91 
per month

*AWP effective as of July 2019



Biologic DMARDs – Enbrel 

HOW IT WORKS DOSAGE COST PER UNIT*

• TNF-blocker: TNF-soluble receptor 
protein binds to TNF to prevent it from 
interacting with a cell surface receptor

• Dosed subcutaneously once or
twice weekly

• 25 mg / 0.5 mL ($776.11) - $6,108.88 
per month

• 50 mg / mL ($1,552.28) - $6,208.87
per month

*AWP effective as of July 2019



Biologic DMARDs - Xeljanz

HOW IT WORKS DOSAGE COST PER UNIT*

• TNF-blocker: chimeric (made from 
human and mouse proteins) monoclonal 
antibody binds to human TNF alpha 

• Requires MTX to lessen risk of antibody 
development against mouse protein

• Given as intravenous (IV) infusion at 
zero, two and six weeks, and then every 
eight weeks thereafter

• Doses range from 3-10 mg / kg
repeated at four- to eight-week intervals 
(with MTX for RA)

• 100 mg - $1,113.89

*AWP effective as of February 2015



Biologic DMARDs - Cimzia

HOW IT WORKS DOSAGE COST PER UNIT*

• TNF-blocker: pegylated humanized 
antibody fragment of TNF
monoclonal antibody

• Binds to TNF alpha-receptor and
blocks TNF alpha activity 

• May be used alone or with MTX

• Dosed subcutaneously (400 mg) every 
two weeks for the first three doses, then 
every two to four weeks (maintenance)

• 2 x 200 mg / mL ($5,192) - $10,384
per month



Biologic DMARDs - Simponi

HOW IT WORKS DOSAGE COST PER UNIT*

• Inhibits TNF-alpha to prevent 
downstream inflammatory processes

• Used with MTX

• Simponi PFS or SmartJect: inject 
subcutaneous (50 mg) once a month

• Simponi Aria: infuse IV 2 mg / kg q8h
as maintenance

• Simponi PFS/SmartJect 50 mg / 0.5 mL: 
$5,770.82

• Simponi Aria: 50 mg / 4 mL: $2,182.21



H E PAT I T I S  C  A N T I V I R A L S



Hepatitis C virus (HCV)

• Useful in treatment of HCV, which is:
－ Most widespread bloodborne infection in the U.S.

－ Leading cause of liver cancer and liver transplants

• $$ specialty medications < $$$$ liver transplant

• Spread through large, repeated percutaneous exposure to infected blood
－ Injected drug use (most common in U.S.)

－ Needle sticks in health care settings (risk of infection is 1.8%)

－ Donated blood, blood products, organs (now rare in U.S.)

• Diagnosed with routine screening to detect antibodies



Hepatitis C antivirals in treatment

• Guidance for Hepatitis C treatment is constantly changing* as new medications 
become available
－ Two novel medication combinations hit market in 2014  Harvoni® and Viekira Pak®

• Multiple novel agents and generics

－ Interferon use is decreasing

－ Several agents are no longer being used due to rapidly changing landscape of modalities

• Discontinued agents include: Victrelis® (boceprevir), Incivek® (telaprevir), Viekira® (dasabuvir
sodium, ombitasvir, paritaprevir, ritonavir), Technivie® (ombitasvir, paritaprevir, ritonavir)

• Goal of treatment is to eradicate the virus and cure infection
－ Sustained Virologic Response (SVR)  marker for cure of HCV infection

－ SVR12 – absence of detectable HCV RNA at least 12 weeks after completion of therapy

－ Want to achieve SVR early in course of treatment to prevent liver disease

－ Could also be measured at 24 weeks or at 48 weeks, etc.

*Disclaimer: Since HCV treatment is constantly changing, visit www.hcvguidelines.org for the most up-to-date recommendations



Hepatitis C antivirals in treatment

• Hepatitis C medication therapy is complex and depends on Genotype (1-6)
－ Testing determines HCV genotype and subtype (i.e., genotype 1a, 1b)

• Genotype 1a higher relapse rates than patients with genotype 1b with certain regimens

－ Determines medication regimen, length of therapy, response to therapy

－ Genotype 1 most common in the U.S.

－ Genotypes 2 through 6 much less common in U.S.

－ Genotype 4 typically responds poorly to medications; may require longer treatment

• In past, all patients required combination therapy (interferon + ribavirin)

• Now, new medication entities allow for treatment without interferon and ribavirin

• When several medication regimens are recommended for the same genotype, 
choice of therapy should be made based on patient specific data, including drug 
interaction and comorbidities (e.g., treatment history, cirrhosis status, transplant 
status, viral load, polymorphine)



TREATMENT-NAÏVE REGIMENS

GT1a Epclusa x 12 weeks
Harvoni x 8 weeks* or 12 weeks (no cirr)
Harvoni x 12 weeks (with cirr)
Mavyret x 8 weeks (no cirr) x 12 weeks (with cirr)
Zepatier x 12 weeks (without baseline NS5A polymorphisms)

GT1b Epclusa x 12 weeks
Harvoni x 8 weeks* or 12 weeks (no cirr)
Harvoni x 12 weeks (with cirr)   
Mavyret x 8 weeks (no cirr) x 12 weeks (with cirr)
Zepatier x 12 weeks

GT2 Epclusa x 12 weeks
Mavyret x 8 weeks (no cirr) x 12 weeks (with cirr)

GT3 Epclusa x 12 weeks
Mavyret x 8 weeks (no cirr) x 12 weeks (with cirr)

GT4 Epclusa x 12 weeks
Harvoni x 12 weeks
Mavyret x 8 weeks (no cirr) x 12 weeks (with cirr)
Zepatier x 12 weeks

GT5 & 6 Epclusa x 12 weeks
Harvoni for 12 weeks 
Mavyret x 8 weeks (no cirr) x 12 weeks (with cirr)

TREATMENT GUIDELINES

• AASLD routinely updates Hep C treatment guidelines 

• Additional guidelines for treatment experienced and transplant 
patient

• Resistance testing may be needed

• Mobile app available for up-to-date information

COST PER UNIT*

Harvoni (ledipasvir NS5A/sofosbuvir NS5B)

• Brand: $1,350 per tablet ($113,400 for 12 weeks)

• Generic: $514 per tablet ($43,200 for 12 weeks)

Epclusa (velpatasvir NS5A/sofosbuvir NS5B)

• Brand: $1,068 per tablet ($89,712 for 12 weeks)

• Generic: $342.85 per tablet ($28,799 for 12 weeks)

Mavyret (glecaprevir NS3/4A PI/pibrentasvir NS5A)

• $566 for 3 tablets ($31.680 for 8 weeks, $47,520 for 12 weeks)

Zepatier (elbasvir NS5A/Grazoprevir NS3/4A PI)

• $312 per tablet ($26,208 for 12 weeks)

Vosevi (velpatasvir NS5A/sofosbuvir NS5B/voxilaprevir NS3/4API)

• $1,068 per tablet ($89,712 for 12 weeks)

Hepatitis C antivirals regimens

*AWP effective as of July 2019



B O T U L I N U M  T O X I N S



Botox – Botulinum toxins types A-G

• Some FDA labeled indications:
－ Prophylaxis for chronic migraine headache

－ Urinary incontinence

－ Overactive bladder

－ Cervical dystonia

－ Upper limb spasticity

－ Strabismus (crossed eyes)

－ Blepharospasm (spasms in eyelid)

• Off-label use:
－ Cervicogenic headache

－ Other dystonias

• Other Botulinum toxin products:
－ Xeomin, Dysport, Myobloc



Botox in treatment

• Type A most potent and longer acting of the botulinum toxins

• Blocks neuromuscular conduction

• Produces a localized muscle paralysis when injected into muscle

• Nerve can sprout and reinnervate the muscle, reversing the weakness

• Administered by local intramuscular (IM) injection

• Depending on the muscle, duration varies

• Myobloc® – botulinum toxin type B indicated for cervical dystonia only

• Watch for Botox® Cosmetic for wrinkles



Onabotulinum toxin A – For chronic migraine prophylaxis

HOW IT WORKS DOSAGE COST PER UNIT*

• Inhibits peripheral and central 
sensitization in the
trigeminovascular neurons

• Should be used after first-line treatments 
have failed

• Administered intramuscularly (IM) as 
multiple injections divided; given in
31 sites across the head / neck
muscle areas

• Duration: repeat every 12 weeks
if needed

• 100 unit ($172.20) - $1,118 per
treatment (155 units)

*AWP effective as of July 2019



Onabotulinum toxin A – For urinary incontinence due to
neurogenic bladder

HOW IT WORKS DOSAGE COST PER UNIT*

• Injection into detrusor muscle results in 
inhibition of acetylcholine release

• Must give prophylactic antibiotic therapy 
prior to, during and after treatment to
reduce risk of urinary tract infection

• Discontinue antiplatelet therapy three 
days before injections

• Administered IM into detrusor muscle in 
divided injections; maximum dose is 200 
units per IM treatment

• Duration: repeat no sooner than 12 
weeks if needed

• 200 unit ($1,442) - $1,442 per treatment

*AWP effective as of July 2019



H YA L U R O N I C  A C I D  D E R I VAT I V E S



Viscosupplementation

• Involves injecting hyaluronic acid into the intra-articular space of the knee for 
osteoarthritis (OA), a degenerative joint disease

• Hyaluronic acid – naturally occurring substance found in the synovial fluid which 
acts as lubricant

• FDA indication – treatment of pain in OA of the knee in patients who have failed
non-pharmacologic and pharmacologic treatments
－ First-line for OA: local analgesics (capsaicin), methyl salicylate cream, topical NSAIDs

－ Non-pharmacologic: exercise, PT, OT, manual mobilization, braces, corrective footwear

－ Other options: corticosteroid injections, acetaminophen, oral NSAIDs, opioids



Is it effective?

• Does not produce immediate pain-relieving effect

• Does not have anti-inflammatory properties

• Pain lessons over the course of injections and may last for several months

• May relieve symptoms but not shown to reverse arthritic process or re-grow cartilage

• Not proven to be effective for other joints

• AAOS recommend against use for patients with symptomatic OA of the knee

*AAOS: American Academy of Orthopaedic Surgeons
Source: J Am Acad Orthop Surg. 21(9): p. 571-6 



How hyaluronic acids work

Reduce friction during movement in the joint by increasing viscosity of the synovial fluid

Medication Dosage Cost

Euflexxa • Once weekly for 3 weeks • $1,223 for three doses

Orthovisc • Once weekly for 3-4 weeks • $573 per dose
• $2,292 for four doses

Synvisc/One • Synvisc: once weekly for 3 weeks
• Synvisc One: one injection (may provide relief up to six months)

• Synvisc - $1,559 for three doses
• Synvisc One - $1,559

Monovisc • One injection • $1,710

Supartz FX • Once weekly for 3-5 weeks • $276 per dose
• $1,380 for five doses

*AWP effective as of July 2019



UTILIZATION AND COST CONTROL



Formularies

• Blueprint of medications tailored specifically for workers’ compensation industry

• Formularies are typically based on:
－ Body part

－ Nature of injury

－ Injury date

－ State of jurisdiction

－ Age of claim

－ Chronicity

• Can be designed to exclude, require PA, or allow medications with restrictions
－ Allow (HIV medications for post-exposure prophylaxis)

－ Exclude (not commonly related to injury)

－ Prior authorization (may be related under certain circumstances)



Sample formulary



Physician outreach

• Obtain Letter of Medical Necessity from the prescribing physician to determine
－ Diagnosis for medication prescribed

－ Medical rationale to support use of prescribed medication

－ Causal relationship of medication to injury

－ Expected length of treatment

－ Generic medication opportunities (where warranted)

• Ask questions to determine if the specialty medication is appropriate for a condition
－ Has the injured individual come into contact with blood or needle stick?

－ Is the injured individual undergoing orthopedic surgery for the related injury?

－ Has the injured individual sustained a severe spinal cord or traumatic brain injury?

－ Would another “traditional” medication be appropriate for use first?

• Use clinical resources for assistance prior to authorizing specialty medications



SUMMARY



Summary 

• No standard industry-wide definition for specialty medications

• Specialty medications continue to expand and evolve, thereby increasing costs

• Treatment guidelines are constantly changing with the advent of new medications

• Utilize formularies that block or allow specialty medications where warranted

• Ensure that specialty medication use is necessary prior to authorizing

• Understanding adherence is important to controlling costs

• Employ clinical resources to help determine if therapy is appropriate



Thank you!
Questions?

CE credits for this course are administered by the CEU Institute. If you have any issues or questions regarding your 
credits, please contact rosters@ceuinstitute.net.

Register for additional Continuing Education opportunities 
workcompauto.optum.com/Resources/Continuing-Education

You will receive an email from the CEU Institute 
on our behalf approximately 24 hours after the 
webinar. This email will contain a link that you 
will use to submit for your CE credits. 
You must complete this task within 72 hours.
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