National
Medicaid Fee-For-Service (FFS)
FFY 2021 Drug Utilization Review (DUR)

Annual Report




Executive Summary
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(FFY 2021 Data: October 2020-September 2021)

Consistent with Section 1927(g)(3)(D) of the Social Security Act (the Act), the Centers for Medicare and
Medicaid Services (CMS) requires each State Medicaid Program to submit to CMS an annual survey on the
operation of its Medicaid Drug Utilization Review (DUR) fee-for-service (FFS) program. States are required to
report on the nature and scope of the prospective and retrospective DUR programs, including a summary of the
interventions used in retrospective DUR, an assessment of the education programs deployed, a description of
DUR Board activities, as well as an overall assessment of the DUR program's impact on quality of care, and cost
savings generated from their DUR programs.'

Prospective DUR (ProDUR) is one component of the DUR process, and requires the electronic monitoring of
prescription drug claims to identify problems such as therapeutic duplication, drug-disease contraindications,
incorrect dosage or duration of treatment, and clinical misuse or abuse prior to dispensing of the prescription to
the patient. Retrospective DUR (RetroDUR) involves an ongoing periodic examination of claims data to
identify patterns of fraud, abuse, gross overuse, medically unnecessary care and implementation of corrective
action(s) when applicable after a prescription has been dispensed.

A high-level comparison of states’ DUR FFS survey responses can be found in this report summary. Detailed
individual state responses including this national summary can also be found on Medicaid.gov.

I. Enrollees
Fifty States (this reference includes the District of Columbia hereafter) have submitted a FFY 2021
Medicaid DUR Annual Survey encompassing data from October 1, 2020 -September 30, 2021 reported
responses.> The information in this report is focused on national Medicaid FFS DUR activities.

e FFY 2021 reported responses include 22,561,578 beneficiaries (26%) enrolled in national FFS
Medicaid programs and 62,887,720 beneficiaries (74%) enrolled in national Medicaid Managed
Care programs (MCP). This represents a 2% decrease in beneficiary enrollment in the national FFS
Medicaid program and a corresponding increase in the national Medicaid MCPs.

I1. Prospective DUR (ProDUR)
ProDUR functions are performed at the point-of-sale (POS) when the prescription is being processed at
the pharmacy. FFY 2021 reported responses show 47 states (94%) continue to contract with an outside
vendor to process their POS claims, and that 3 states (6%) process their own claims, consistent with
FFY 2020. Additionally:

e FFY 2021 reported responses confirm all states set early prescription refill thresholds as a way of
preventing prescriptions from being over utilized:

1 All data presented within these reports originate from state responses to the FFY 2021 DUR FFS Survey.
2 The Annual DUR survey was not submitted by Arizona (AZ) because of the state’s existing waiver of these DUR requirements
included in their approved 1115 Demonstration valid until September 2022.


https://www.medicaid.gov/medicaid/prescription-drugs/drug-utilization-review/drug-utilization-review-annual-report/index.html
https://www.medicaid.gov/medicaid/prescription-drugs/drug-utilization-review/index.html

o Non-controlled Substances: State reported thresholds range from 75% to 93% of a
prescription being used, with a national average of 80% of the prescription being used
before a subsequent prescription could be refilled, a 1% decrease from FFY 2020.
o Controlled Substances (CII)?: State reported thresholds range from 75% to 93% of a
prescription being used, with a national average of 86% of the prescription being used
before a subsequent prescription could be dispensed, consistent with FFY 2020.
o Controlled Substances (CIII to CV)*3S: State reported thresholds range from 75% to
93% of a prescription being used, with a national average of 85% of the prescription
being used before a subsequent prescription could be refilled, a 1% decrease from FFY
2020.
e In FFY 2021 reported responses, 27 states (54%) utilize a system-accumulation edit as part of their
ProDUR edits for preventing early prescription refills, a 2% increase from FFY 2020. Of the 23
states not having an accumulation edit, 8 states (35%) plan to implement this edit in the future.

III. Retrospective DUR (RetroDUR)

IVv.

The RetroDUR process allows states to use evidence-based literature, clinical data, and existing
guidelines, to evaluate patients’ prescription data to identify patterns of clinical concerns. These
functions reside primarily with a state vendor in 35 states (70%) and with an academic institution in 11
states (22%), consistent with FFY 2020. The remainder of the states utilize a combination of resources.
Additionally, all states customize their RetroDUR vendor criteria based on state specific requirements.

DUR Board Activity

Each state establishes a DUR board responsible for application, review, evaluation, and re-evaluation
of DUR standards, reviews and interventions on an ongoing basis. DUR boards are comprised of
physicians, pharmacists and members of the public. These boards on an average meet quarterly and are
open to the public. All states provided a summary of their DUR Board activities. Based on FFY 2021
reported responses, 12 states (24%) reported utilization of a Medication Therapy Management (MTM)
program, a professional service provided by pharmacists, a 4% increase from FFY 2020.

V. Physician Administered Drugs

VI.

Physician-administered drugs are drugs, other than vaccines, that are covered outpatient drugs under
section 1927(k)(2) of the Social Security Act, and are typically administered by a medical professional
in a physician's office or other outpatient clinical setting. According to FFY 2020 reported responses,
14 states (28%) have incorporated physician administered drugs into DUR criteria for ProDUR
reviews, a 2% decrease from FFY 2020, and 14 states (39%) plan to incorporate these drugs in the
future. Additionally, 20 states (40%) have incorporated physician administered drugs into their DUR
criteria for RetroDUR reviews, a 4% decrease from FFY 2020, while 8 states (27%) plan to incorporate
these drugs in their RetroDUR reviews in the future.

Generic Policy and Utilization Data
In an ongoing effort to reduce spending on prescription drugs, states continue to encourage the use of

3 Schedule II drugs, substances, or chemicals are defined as drugs with a high potential for abuse, with use potentially leading to
severe psychological or physical dependence.

4 Schedule III drugs, substances, or chemicals are defined as drugs with a moderate to low potential for physical and psychological
dependence.

5 Schedule IV drugs, substances, or chemicals are defined as drugs with a low potential for abuse and low risk of dependence.

6 Schedule V drugs, substances, or chemicals are defined as drugs with lower potential for abuse than Schedule IV and consist of
preparations containing limited quantities of certain narcotics.



lower-cost generic drugs. The FFY 2021 national percent average for generic utilization rate was 85%,
consistent with FFY 2020. FFY 2021 reported responses confirm that 45 states (90%) base decisions of
“pbrand-versus-generic” product preferred status on the net cost of the drug to the state, taking into
consideration federal and supplemental rebate dollars on brand and generics. The average number of
preferred products is 81 in these states with a range between 9 and 392 products.

VII. Program Evaluation / Cost Savings / Cost Avoidance
All states reported their ProDUR, RetroDUR and other program cost savings/cost avoidance in addition
to their estimated percent impact. State cost savings/cost avoidance methodology can be found in this
report. Other state responses for FFY 2021 can be accessed under State FFS Individual Reports on

Medicaid.gov.

VIII.Fraud, Waste and Abuse (FWA) Detection

A. Lock- In or Patient Review and Restriction Programs
Lock-In or Patient Review and Restriction Programs restrict beneficiaries whose utilization of
medical services is documented as being potentially unsafe, excessive or could benefit from
increased coordination of care. In some instances, beneficiaries are restricted to specific
provider(s) to monitor services being utilized and reduce unnecessary or inappropriate utilization.
According to FFY 2021 state responses, 46 states (92%) have a Lock-In program for beneficiaries,
consistent with FFY 2020. Additionally, 28 states (61%) restrict beneficiaries to a specific
prescriber, a 2% increase from FFY 2020 and 37 states (80%) restrict beneficiaries to a specific
pharmacy, a 5% decrease from FFY 2020.

FFY 2021 reported responses also recognize states with a process to identify possible fraudulent
practices of health care providers. For example, 47 states (94%) have processes in place to identify
potential fraudulent practices by prescribers, and 46 states (92%) have processes in place to identify
potential fraudulent practices by pharmacies, both consistent with FFY 2020 reported responses.

These reviews trigger actions such as denying claims written by that prescriber, denying claims
submitted by that pharmacy, alerting the state integrity or compliance unit, and/or making referrals
to the appropriate licensing board.

B. Prescription Drug Monitoring Program (PDMP)
PDMPs are statewide electronic databases that collect designated data on controlled substances that
are prescribed and dispensed in the state. Depending on the state, prescribers and pharmacists have
access to these databases to identify patients that areengaging in potential fraud or misuse of
controlled substances. State responses indicate:

e 18 states (36%) have the ability to query their states’ PDMP database directly as opposed to
8 states (16%) that receive PDMP data from their state upon request.
o 16 (62%) of these 26 states that have the ability to directly query or receive PDMP
data from their state, also have access to border state PDMP information.
o In contrast, 24 states (48%) are unable to access their states’ PDMP data in any
form.
e 42 states (84%) require that prescribers access the patient history in the PDMP database
prior to prescribing controlled substances, an 8% increase from FFY 2020. Additionally, 21
states (42%) require pharmacists to check the PDMP prior to dispensing, an 8% increase


https://www.medicaid.gov/medicaid/prescription-drugs/drug-utilization-review/drug-utilization-review-annual-report/index.html

from FFY 2020.
e 39 states (78%) responded that they face a range of barriers that hinder their ability to fully

access and utilize the PDMP database to curb fraud, waste and abuse, a 6% decrease from
FFY 2020.

C. Opioids
States have POS safety edits in place to limit the days' supply dispensed of an initial opioid
prescription for opioid naive patients. Based on FFY 2021 reported responses, 35 states (70%)
apply this POS edit to all opioid prescriptions and 15 states (30%) apply this edit to some opioid
prescriptions. The median days’ supply for an initial opioid prescription for an opioid naive patient
based on FFY 2021 reported responses is 7 days and the national range is between 5 and 34 days.
These limitations and restrictions include both short-acting and long-acting opioid formulations
depending on state specific criteria. Clinical criteria, such as step therapy, may assist in avoiding
the prescribing of more high potency addictive therapies. Other approaches to controlling and
managing the amount of opioids dispensed include, but not limited to, prescriber intervention letters
and morphine milligram equivalent (MME) daily dose programs. Requirements for obtaining high
dose or large quantities of opioids may include documentation of urine drug screening results, pain
management contracts or patient-provider agreements. Additionally:

o 47 states (94%) have prospective edits in place to monitor duplicate therapy of opioid
prescriptions, consistent with FFY 2020.

e 50 states (100%) have prospective edits in place to monitor early refills of opioid prescriptions.

e 32 states (64%) have an automated retrospective claims review process to monitor opioid
prescriptions exceeding state limitations, consistent with FFY 2020.

e 49 states (98%) have prospective edits or a retrospective claims review process to monitor
opioids and benzodiazepines being used concurrently, consistent with FFY 2020.

o 37 states (74%) have prospective edits or a retrospective claims review process to monitor
opioids and sedatives being used concurrently, a 6% increase from FFY 2020.

e 47 states (94%) have prospective edits or a retrospective claims review process to monitor
opioids and antipsychotics being used concurrently, a 2% increase from FFY 2020.

e 33 states (66%) utilize abuse deterrent opioids to prevent misuse and abuse, consistent with
FFY 2020.

e 41 states (82%) develop and/or provide prescribers with pain management or opioid
prescribing guidelines, a 2% decrease from FFY 2020.

D. Morphine Milligram Equivalent (MME) Daily Dose
MME is the amount of morphine, in milligrams, equivalent to the strength of the opioid dose
prescribed. Using an MME approach allows comparison between the strength of different types of
opioids. A total of 49 states (98%) set recommended maximum MME daily doses to reduce
potential patient harm, abuse and/or diversion, a 1% increase from FFY 2020. The median MME
daily dose for FFY 2021 reported responses is 90mg/day which includes a national range of 30 to
500mg/day, each state having their specific methodology used for MME calculation.

FFY 2021 reported responses confirm that 36 states (72%) provide information to their prescribers
on how to calculate an MME or provide a calculator to determine a patient specific MME daily
dose, consistent with FFY 2020. Additionally:

e 46 states (92%) have an edit in their POS system that alerts the pharmacy provider that the



MME daily dose prescribed has been exceeded, a 2% increase from FFY 2020.
e 30 states (60%) have an automated retrospective claims review process to monitor the total
daily dose of MMEs for opioid prescriptions dispensed, consistent with FFY 2020.

E. Opioid Use Disorder (OUD) Treatment
Naltrexone, methadone, buprenorphine and buprenorphine/naloxone combination drugs, in
conjunction with behavioral health counselling, are used to treat OUD. Based on FFY 2021 reported
responses, 46 states (92%) have utilization controls to monitor or manage prescribing of
medication-assisted treatment drugs for OUD, consistent with FFY 2020.

Further, FFY 2021 reported responses confirmed 44 states (88%) set total milligrams per day limits
on the use of buprenorphine and buprenorphine/naloxone combination drugs, a 2% increase from
FFY 2020. Additionally, 4 states (8%) also set limitations on allowable length of treatment for a
beneficiary receiving buprenorphine and buprenorphine/naloxone combination drugs while 46 states
(92%) have no limits assessed, a 2% increase from FFY 2020. FFY 2021 reported responses
confirm 43 states (86%) provide at least one buprenorphine and buprenorphine/naloxone combination
drug without a prior authorization requirement while 7 states (14%) require prior authorization for
these products, consistent with FFY 2020. Additionally, 42 states (84%) have system edits in place
to monitor opioids being used concurrently with any buprenorphine drug or any form of
medication-assisted treatment (MAT), a 6% increase from FFY 2020.

Naloxone is a medication designed to rapidly reverse opioid overdose. It is an opioid antagonist
and can reverse and block the effects of opioids. Naloxone is available without prior authorization
in all states. Additionally, all states allow pharmacists to dispense naloxone prescribed
independently or by collaborative practice agreements, standing orders, or other predetermined
protocols. Based on FFY 2021 reported responses, 48 states (96%) have at least 1 formulation of
naltrexone for OUD available without a prior authorization. Additionally, 37 states (74%)
retrospectively monitor and manage appropriate use of naloxone to persons at risk of overdose.

F. Outpatient Treatment Programs (OTP)
Methadone is a drug that is indicated for both chronic pain and/or as part of an Opioid Treatment
Program (OTP) (formerly referred to as a methadone treatment center). Due to methadone’s
potential opioid-related harms, CMS, in conjunction with the CDC recommends that states remove
methadone for pain (outside of end of life care) from their preferred drug lists and not be
considered a drug of first choice by prescribers for chronic non-cancer pain. However, the FDA
has approved methadone as one of three drugs for treatment of OUD within an OTP. Based on
FFY 2021 reported responses, 48 states (96%) provide coverage for methadone for OUD through an
OTP, a 4% increase from FFY 2020 as two states (4%) provide no methadone coverage for OUD.

G. Psychotropic Medication (for Children)

Antipsychotic Medication

According to FFY 2021 reported responses, all states have a program in place for managing or
monitoring appropriate use of antipsychotic drugs in children. Additionally, all states have a
documented program in place to either manage or monitor the appropriate use of antipsychotic
drugs in children. Additionally 45 states (90%) manage or monitor antipsychotic medication for all
children under the age of 18, including those in foster care, consistent with FFY 2020.

Stimulant Medication




According to FFY 2021 reported responses, 42 states (93%) have a program in place for managing
or monitoring appropriate use of stimulant drugs in all children, including those in foster care, a 2%
increase from FFY 2020.

Antidepressant Medication

Antidepressant medication was an additional subsection added to the Psychotropic Medication
section of the FFY 2021 DUR survey. According to FFY 2021 reported responses, 35 states (70%)
have a program in place for managing or monitoring appropriate use of antidepressant medication
in children. Nine states plan future implementation of an Antidepressant Monitoring Program.

Mood Stabilizer Medication

Mood Stabilizer medication was an additional subsection added to the Psychotropic Medication
section of the FFY 2021 DUR survey. According to FFY 2021 reported responses, 28 states (56%)
have a program in place for managing or monitoring appropriate use of mood stabilizing
medication in children. Twelve states plan future implementation of a Mood Stabilizer Monitoring
Program.

Antianxiety/Sedative Medication

Antianxiety/Sedative medication was an additional subsection added to the Psychotropic
Medication section of the FFY 2021 DUR survey. According to FFY 2021 reported responses, 34
states (68%) have a program in place for managing or monitoring appropriate use of
antianxiety/sedative medication in children. Eleven states plan future implementation of an
Anxiety/Sedative Monitoring Program.

IX. Innovative Practices
Sharing of new ideas and best practices is an invaluable resource to all states. FFY 2021 reported
responses include 43 state (86%) submissions for DUR innovative practices. Currently submitted state
innovative practices can be found in this report. Previously submitted innovative practices from FFY
2014 to FFY 2021 can be accessed on Medicaid.gov.

FFY 2021 reported responses show only 1 state (2%) currently participating in a demonstration or
having a waiver to allow for drug importation of certain drugs from Canada or other countries that are
versions of FDA-approved drugs for dispensing to Medicaid beneficiaries.

X. Managed Care Organizations (MCOs)
All MCOs have submitted the FFY 2021 DUR annual survey.” Based on FFY 2021 reported responses,
39 states (78%) have active MCOs encompassing 258 programs. Furthermore, 5 of the 39 states (13%)
(MO, ND, TN, WI, and WV) carve out their drug benefit and submitted an abbreviated MCO survey for
each of their programs. National MCO, State MCO and Abbreviated MCO reports can be accessed on

Medicaid.gov.

XI. State Executive Summaries
All states have submitted Executive Summaries and can be accessed at the end of this report.

" North Carolina did not submit a MCO survey in FFY 2021 for one of its MCOs. This MCO has only been in operation for 3 months
and CMS requires 6 months of operation to report out on the DUR survey.
vi
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National Medicaid FFS DUR FFY 2021 Annual Report
Section | - Enrollees

1. On a monthly average, how many of your state’s Medicaid beneficiaries are enrolled in your state's
Medicaid Fee-For-Service (FFS) program that have a pharmacy benefit?

Figure 1 - Number of Beneficiaries Enrolled in FFS with Pharmacy Benefit

2,500,000
2,000,000
(%]
¥ 1,500,000
©
—
c
w
G
© 1,000,000
B~
500,000 ‘
0 I = | | II [ ] II I I II III IlI Il
M§£mo*semgm:gO.‘agmgiggb&Cs'a'cggg&)58fg$omgmbgg$gse‘mgmc%ﬂ
el 50 'm0 < cEw® S = = == S S Z0cCh
gV"2Sm.Bf“-Q':E";rug_r_u%20.9'535_508.9-0mwm_c&'iozo-ceuo%c_u:OmXHO.Eu.Eg-—
_ogmoat:‘ggoom‘c='c—m3m§>~g_ccu3V’EEzaww>’8%o_88>m8?§$£3£&°?:°’i°og
cILIxE2POSET VIT " =¢c wc5=2=8330cz 250 S 3680 © oS, o0 C L=< 09
= =gOcuw (U] - 7] °cS5Scq 0Z 9] =Czw V>c>a>
< <80EARS £9 sSGgSE£e2=252 g%;zu.c X" 259%c§ > enss
S A3 IZ23°EE2 O cogs5- So
o G b} ZZ2 to s<£53 =9
° © = o= ax 38 =
o = 2 =z %)
—
.
(%]
2

Table 1 - Number of Beneficiaries Enrolled in FFS with Pharmacy Benefit

Number of Beneficiaries Enrolled in

FFS with Pharmacy Benefit

Alabama 1,280,872
Alaska 255,000
Arkansas 647,094
California 2,307,558
Colorado 1,316,106
Connecticut 947,000
Delaware 38,570
District of Columbia 25,000
Florida 1,028,967
Georgia 362,852
Hawaii 60
Idaho 390,000
Illinois 704,709
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Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
Total

Number of Beneficiaries Enrolled in
FFS with Pharmacy Benefit

322,156
41,975
1,382
54,301
273,247
386,376
35,909
824,557
737,047
182,013
181,281
1,030,053
270,312
1,700
192,107
3,658
66,368
143,238
1,474,000
1,924,214
110,448
205,058
1,016,399
108,097
86,000
56,841
380,000
130,000
1,460,000
165,221
75,282
176,992
25,838
314,024
607,326
125,213
69,157
22,561,578
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2. On a monthly average, how many of your state's Medicaid beneficiaries are enrolled in managed care

plan(s)?
Figure 2 - Medicaid Beneficiaries Enrolled in MICOs by State
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Table 2 - Medicaid Beneficiaries Enrolled in MCOs by State
Number of Beneficiaries Enrolled in
State
MCO Plans
Alabama 0
Alaska 0
Arkansas 47,754
California 11,439,224
Colorado 143,251
Connecticut 0
Delaware 252,949
District of Columbia 190,000
Florida 3,677,584
Georgia 2,000,000
Hawaii 430,000
Idaho 0
Illinois 2,664,222
Indiana 1,497,103
lowa 729,621
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Number of Beneficiaries Enrolled in

State MCO Plans
Kansas 444,091
Kentucky 1,442,225
Louisiana 1,589,565
Maine 0
Maryland 1,366,686
Massachusetts 714,887
Michigan 2,150,667
Minnesota 1,086,078
Mississippi 557,560
Missouri 752,092
Montana 0
Nebraska 360,000
Nevada 607,359
New Hampshire 214,457
New Jersey 1,898,410
New Mexico 761,135
New York 5,492,000
North Carolina 391,032
North Dakota 0
Ohio 2,904,678
Oklahoma 0
Oregon 1,121,649
Pennsylvania 3,460,000
Rhode Island 302,390
South Carolina 820,000
South Dakota 0
Tennessee 1,615,000
Texas 4,574,465
Utah 330,365
Vermont 0
Virginia 1,628,319
Washington 1,735,355
West Virginia 446,815
Wisconsin 1,048,732
Wyoming 0
Total 62,887,720
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Section Il - Prospective DUR (ProDUR)

1. Indicate the type of your pharmacy point of service (POS) Vendor.

Figure 3 - Pharmacy POS Type of Vendor

Other,n=1(2%)_

State-Operated, n=3
(6%)

Table 3 - Pharmacy POS Type of Vendor
Response States

Contractor Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, Delaware, District of Columbia, Florida,
Georgia, Hawaii, Idaho, Indiana, lowa, Kansas, Kentucky,
Louisiana, Maine, Maryland, Massachusetts, Michigan,
Mississippi, Missouri, Montana, Nebraska, Nevada, New
Hampshire, New Jersey, New Mexico, New York, North
Carolina, Ohio, Oklahoma, Oregon, Pennsylvania, Rhode
Island, South Carolina, South Dakota, Tennessee, Texas,
Utah, Vermont, Virginia, West Virginia, Wisconsin,
Wyoming

Count
46

Percentage
92.00%

State-Operated Minnesota, North Dakota, Washington

6.00%

Other lllinois

2.00%

Total

50

100.00%
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a. Vendor Name

Response

Gainwell Technologies

Magellan

DXC Technology
Magellan Health, Inc.
Gainwell Technology
OptumRx

Conduent

State operated using
Change Healthcare
Pharmacy Benefits
Management System
(PBMS) to process
claims.

OptumRx Administrative
Services, LLC.
(OptumRXx)

Change Healthcare
General Dynamics
Information Technology
(GDIT)

GDIT

Gainwell

OptumRx (but they are
not the fiscal agent and
do not function as a
PBM as indicated in 1.
b.)

Conduent Public Health
Solutions. INC

Total

Table 4 - POS Vendor Name
States

Alabama, Connecticut, Kansas, Louisiana, New Jersey,
Oregon, Pennsylvania, Rhode Island, West Virginia,
Wisconsin
Alaska, Arkansas, District of Columbia, Florida, Idaho,
Kentucky, Michigan, Nebraska, New Hampshire, South
Carolina, Virginia
California
Colorado
Delaware
Georgia, Nevada, Tennessee
Hawaii, Maryland, Massachusetts, Mississippi, Missouri,
Montana, New Mexico

Illinois

Indiana
lowa, Maine, Ohio, Utah, Vermont, Wyoming
New York

North Carolina
Oklahoma

South Dakota

Texas

Count

10

11

N W R R

47

Percentage

21.28%

23.40%
2.13%
2.13%

2.13%
6.38%

14.89%

2.13%

2.13%
12.77%
2.13%
2.13%

2.13%

2.13%

2.13%
100.00%
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b. Who processes the state’s National Council for Prescription Drug Programs (NCPDP) transactions?

Figure 4 - Who Processes the State’s National Council for Prescription Drug Programs (NCPDP) transactions

None, n=4 (9%)

Table 5 - Who Processes the State’s National Council for Prescription Drug Programs (NCPDP) transactions
RecnOnse te o D6 -
None Arkansas, Florida, Indiana, Utah 4 8.51%
Alaska, Colorado, District of Columbia, Georgia, Idaho,
Illinois, lowa, Kentucky, Maine, Maryland, Michigan,
Nebraska, Nevada, New Hampshire, Ohio, South Carolina,
Tennessee, Vermont, Wyoming
Alabama, California, Connecticut, Delaware, Hawaii, Kansas,
Louisiana, Massachusetts, Mississippi, Missouri, Montana,
New Jersey, New Mexico, New York, North Carolina, 24 51.06%
Oklahoma, Oregon, Pennsylvania, Rhode Island, South
Dakota, Texas, Virginia, West Virginia, Wisconsin

POS vendoris a
separate Pharmacy
Benefits Manager (PBM)

19 40.43%

POS vendor is the fiscal
agent (FA)
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2. Identify your ProDUR table driven criteria source (multiple responses allowed).

Figure 5 - ProDUR Criteria Source
40

35
30
25

20

# States

(6]

First Databank Medi-Span Micromedex Other

o

Table 6 - ProDUR Criteria Source
Response States Count Percentage
Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, Delaware, District of Columbia, Florida,
Hawaii, Idaho, Kansas, Kentucky, Louisiana, Maryland,
Massachusetts, Michigan, Minnesota, Mississippi, Missouri,
First Databank Montana, Nebraska, New Hampshire, New Jersey, New 38 65.52%
Mexico, New York, North Carolina, North Dakota,
Oklahoma, Oregon, Pennsylvania, Rhode Island, South
Carolina, South Dakota, Texas, Virginia, West Virginia,
Wisconsin

Georgia, lllinois, Indiana, lowa, Maine, Nevada, Ohio, South

Medi-Span Dakota, Tennessee, Utah, Vermont, Washington, Wyoming 13 22.41%
Micromedex Mississippi, Oregon 2 3.45%
Other Illinois, Louisiana, Texas, Vermont, Washington 5 8.62%
Total 58 100.00%
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If “Other,” please specify.

Table 7 - “Other" State Explanations for ProDUR Criteria Source

State Explanation

. Additional criteria are developed by HFS with input from the DUR Board. Some are also
Illinois L L.
based on state and federal legislation or HFS policies.
First Data Bank is the data source. The prospective DUR criteria source is the result of
Louisiana collaboration by pharmacists at LDH, Gainwell Technologies, and the University of
Louisiana-Monroe.
Texas Some criteria are developed in-house.
Vermont Clinical Literature and FDA safety alerts.
Pre-set DUR criteria and functionality are provided through the POS vendor's built in DUR
Washington module. Additional DUR criteria based on medically accepted indications/dosing are
developed by state staff.

3. When the pharmacist receives a ProDUR alert message that requires a pharmacist’s review, does your
system allow the pharmacist to override the alert using the National Council for Prescription Drug

Programs (NCPDP) drug use evaluation codes (reason for service, professional service, and
resolution)?

Figure 6 - ProDUR Alert Message for Pharmacist Override using NCPDP Drug Use Evaluation Codes

.

" No, n=4 (8%)
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Table 8 - ProDUR Alert Message for Pharmacist Override using NCPDP Drug Use Evaluation Codes

Response States Count Percentage
Alaska, California, Connecticut, District of Columbia, Florida,
Kentucky, Maryland, Michigan, Mississippi, Missouri,
Yes 19 38.009
Nebraska, New Mexico, Oregon, Rhode Island, South &
Carolina, Utah, Vermont, Virginia, Wyoming
No lllinois, lowa, Maine, New Jersey 4 8.00%
Alabama, Arkansas, Colorado, Delaware, Georgia, Hawaii,
Idaho, Indiana, Kansas, Louisiana, Massachusetts,
Minnesota, Montana, Nevada, New Hampshire, New York
Varies by Alert Type ¢ ! ! ! ! 27 54.009
y yp North Carolina, North Dakota, Ohio, Oklahoma, ud
Pennsylvania, South Dakota, Tennessee, Texas,
Washington, West Virginia, Wisconsin
Total 50 100.00%
If “Yes” or “Varies by Alert Type,” check all that apply.
Figure 7 - “Yes” or “Varies by Alert Type” Override
50
45
40
35
30
g
& 25
wv
B
20
15
10
5
0
Alerts can be overridden  Alerts can be overridden with Alerts need prior Other
ahead of time standard professional codes authorization (PA) to be
overridden
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Response
Alerts can be overridden
ahead of time

Alerts can be overridden
with standard
professional codes

Alerts need prior
authorization (PA) to be
overridden

Other

Total

Table 9 - “Yes” or “Varies by Alert Type” Override
States Count

California, Hawaii, North Carolina, Oklahoma, South
Carolina, Texas, West Virginia, Wisconsin
Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, Delaware, District of Columbia, Florida,
Georgia, Indiana, Kansas, Kentucky, Louisiana, Maryland,
Massachusetts, Michigan, Minnesota, Mississippi, Missouri,
Nebraska, Nevada, New Hampshire, New Mexico, New
York, North Carolina, North Dakota, Ohio, Oklahoma,
Oregon, Pennsylvania, Rhode Island, South Carolina, South
Dakota, Tennessee, Texas, Utah, Vermont, Virginia,
Washington, West Virginia, Wisconsin, Wyoming
Alabama, Alaska, Arkansas, Connecticut, Delaware, District
of Columbia, Hawaii, Indiana, Kansas, Louisiana,
Massachusetts, Minnesota, Mississippi, Montana, Nevada,
New York, North Dakota, Ohio, Oklahoma, Pennsylvania,
South Carolina, Tennessee, Texas, Washington, West
Virginia, Wisconsin
Arkansas, Colorado, Idaho, Indiana, New Hampshire, North
Carolina, Ohio, Texas, Wisconsin

If “Other,” please explain.

State

Arkansas

Colorado

Idaho

Indiana

New Hampshire

North Carolina

Ohio

Texas

Table 10 - Explanation for “Other” ProDUR Alert Message Override
Explanation

43

26

86

Percentage

9.30%

50.00%

30.23%

10.47%
100.00%

Most level-one alerts can be overridden by the pharmacist at POS using standard
professional codes. Early refill (ER) alert for controlled and non-controlled medications
would be an exception. ER DUR alerts cannot be overridden at POS and require a manual

review by the contractor's help desk.

Selected ProDUR alerts may be overridden by pharmacists with standard professional

codes.

PA needed for override

A pharmacist may override level-one drug-drug interactions only when the pharmacy has
received direction to discontinue one of the drugs involved in the interaction. All other

level-one drug-drug interactions will require prior authorization.
Early refill overrides require a phone call to the technical call center.

For the early refill alert, controlled substances can only be overridden at the pharmacy for

change of therapy.

Some alerts may be overridden by NCPDP PPS codes. Other alerts may require prior

authorization completion by the prescriber.

With the exception of Med Synchronization purposes, all early refills will require an
override by calling HHSC Help Desk. Early refill does not require a prior authorization

request by prescriber.
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There are drugs in the ER alert that require a call to the Drug Authorization Policy Override
Center that require an override (prior authorization) before dispensing the medication. All
. . other prospective DUR alerts allow the pharmacist to override the alert.

Wisconsin

During the Public Health Emergency all early refill alerts have been moved to allow a
pharmacist override, except for Schedule Il drugs.

4. Does your state receive periodic reports providing individual pharmacy providers DUR alert override
activity in summary and/or in detail?

Figure 8 - Receive Periodic Reports Providing Individual Pharmacy Providers DUR Alert Override Activity
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Table 11 - Receive Periodic Reports Providing Individual Pharmacy Providers DUR Alert Override Activity
Response States Count Percentage
Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, Delaware, District of Columbia, Hawaii,
Kentucky, Massachusetts, Michigan, Mississippi, Nebraska,
Yes New Hampshire, New Mexico, New York, North Carolina, 28 56.00%
North Dakota, Ohio, Oklahoma, Oregon, Pennsylvania,
Rhode Island, South Carolina, South Dakota, Vermont,
Virginia
Florida, Georgia, Idaho, lllinois, Indiana, lowa, Kansas,
Louisiana, Maine, Maryland, Minnesota, Missouri,
Montana, Nevada, New Jersey, Tennessee, Texas, Utah,
Washington, West Virginia, Wisconsin, Wyoming
Total 50 100.00%

No 22 44.00%

If “No,” please explain.

Table 12 - “No” Explanation for Receive Periodic Reports Providing Individual Pharmacy Providers DUR Alert
Override Activity
State Explanation

ProDUR alerts are an indication of the edits previously established by the DUR Board. The

DUR Board makes upfront decisions on whether edits should be overridden at the

pharmacy level (based on clinical judgement). The programming is then implemented to

reflect soft or hard edits. Therefore, a pharmacist is only able to override those alerts that

the Board has pre-determined should be left to their discretion (as soft edits). ProDUR

monitoring reports are not generated outside of the standard fiscal monitoring of Medicaid

Program integrity. The Bureau of Medicaid Program Integrity reviews the pharmacy

provider activity, not Pharmacy section under the Policy Bureau.

Georgia Can receive on an ad hoc basis if needed.

No individual pharmacy reports are generated at this time.

Florida

Idaho

llinois Th<=j s.tate does not receive reports regarding pharmacy providers DUR alert override
activity.
The claims processing system has logic in place to determine appropriate pharmacy

Indiana provider submission of conflict, intervention, and outcome codes. We continue to evaluate
the utility of this type of reporting.

lowa Pharmacists are not able to override the alert.

Kansas The vendor has created a summary for this survey but not in detail by the pharmacy
provider.

- Currently Louisiana does not receive periodic reports providing individual pharmacy

Louisiana . . .
providers DUR alert override activity.

Maine n/a

Maryland Reports are generated and reviewed ad hoc or as necessary for individual pharmacy
providers.
These reports can be produced when desired. The refill too soon edit requires a PA which

Minnesota is approved for less than 1% of prescriptions with the refill too soon rejection.

Informational edits are not reviewed.
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State

Missouri
Montana

Nevada

New Jersey

Tennessee

Texas
Utah

Washington

West Virginia

Wisconsin

Wyoming

Explanation
Reports can be requested on an as needed basis, but are not generated on a scheduled
basis.
The only alerts that the pharmacy can override are more for informational purposes for the
pharmacy and provider. The edits in place for concerns of inappropriate use require a PA.
Nevada has not developed a process to identify individual pharmacy provider DUR alert
override activity in summary and/or detail.
Prospective DUR alerts cannot be overridden by the pharmacy provider.
We have not considered this information to be a priority for our DUR Committee or small
State staff to this point in time.
We have required prior authorization when overrides, in our opinion need further clinical
consideration to determine if the enrollee would qualify for coverage, or to determine if
the override would be medically necessary.
Reports are run as needed (ad-hoc)
Reports are received on an "as needed" basis from the point of sale contractor.
Washington Medicaid considers potential misuse of submitted DUR codes to be an issue of
misuse and abuse, rather than a clinical issue, and defers review of submitted DUR codes
to the Program Integrity team as permitted under 42 CFR 456.714, and limits the review
activities of DUR staff to those that focus on what constitutes appropriate and medically
necessary care. Use of DUR codes are reviewed for accuracy and appropriateness during
individual pharmacy audits.
N/A
The Wisconsin DUR Board has previously reviewed pharmacy overrides and the Board
members have cautioned the State on the validity of the answers received from the
pharmacy. Pharmacies will often override a prospective DUR alert in order to move the
prescription to the next phase of review; either outreach to the prescriber or counseling
the patient. The responses may not accurately reflect the final decision of what occurred
for the prescription.

WI does not review individual pharmacy provider DUR alert information.

Reports were reviewed for some time in the past and were not found to be informative or
actionable.
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a. If “Yes,” how often does your state receive reports (multiple responses allowed)?

Figure 9 - Frequency of Reports Providing Individual Pharmacy Provider DUR Alert Override Activity
14

12

10

# States

B [9)]

N

Ad hoc (on request) Annually Monthly Quarterly Other

Table 13 - Frequency of Reports Providing Individual Pharmacy Provider DUR Alert Override Activity

Response States Count Percentage

A e FEeEsd Alaskta, Arkansas, Call‘forma, Colorado, Hawaii, North 7 20.59%
Carolina, South Carolina

Annually Alaska, California, Kentucky, New York, Rhode Island, South 7 20.59%

Carolina, South Dakota

Connecticut, Delaware, District of Columbia, Kentucky,
Monthly Massachusetts, Mississippi, Nebraska, New Hampshire, 12 35.29%
New Mexico, Ohio, Pennsylvania, Virginia
Alabama, Michigan, North Carolina, North Dakota,

)
Quarterly Oklahoma, Oregon, Vermont 7 20.59%
Other Arkansas 1 2.94%
Total 34 100.00%

If “Other,” please explain.

Table 14 - “Other” Explanation for Frequency of Reports Providing Individual Pharmacy Provider DUR Alert
Override Activity

Explanation
Quarterly, the pharmacy vendor provides a DUR alert report that is a summary for all
Arkansas pharmacies together. The report does not contain DUR activity for individual pharmacies.
Ad hoc reports are possible.
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b. If “Yes,” does your state follow up with those providers who routinely override with interventions?

Figure 10 - Follow up with Providers who Routinely Override with Interventions

Table 15 — Follow up with Providers who Routinely Override with Interventions

Response States Count Percentage
Alabama, Alaska, California, Colorado, Delaware, District of
Columbia, Hawaii, Kentucky, Massachusetts, Michigan,
Yes Nebraska, New York, North Dakota, Oklahoma, South = ST
Dakota, Virginia
Arkansas, Connecticut, Mississippi, New Hampshire, New
No Mexico, North Carolina, Ohio, Oregon, Pennsylvania, Rhode 12 42.86%

Island, South Carolina, Vermont
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If “Yes,” by what method does your state follow up (multiple responses allowed)?

National Medicaid FFS DUR FFY 2021 Annual Report

Figure 11 - Follow-up Methods for Providers who Routinely Override with Interventions

14
12
10
w 8
(O]
£
&
* 6
4
2
0
Contact Pharmacy Refer to Program Integrity for Review Other
Table 16 - Follow-up Methods for Providers who Routinely Override with Interventions
Response States Count Percentage
Alaska, California, Delaware, District of Columbia, Hawaii,
Contact Pharmacy Kentucky, Massachusetts, Michigan, Nebraska, North 12 60.00%
Dakota, Oklahoma, South Dakota
Refer to P
erer .0 rogran"\ Colorado, District of Columbia, Kentucky, Michigan, Virginia 5 25.00%
Integrity for Review
Other Alabama, Hawaii, New York 3 15.00%
Total 20 100.00%

If “Other,” please explain.

Table 17 - “Other” Explanations for Follow-up Methods for Providers who Routinely Override with Interventions

State Explanation |
Alabama Alabama Medicaid has an Academic Detailing Program that provides scheduled face-to-
face visits.
Hawaii Reviewed and have not had utilization from current population served.
Pharmacy provider interventions concerning potential drug related problems are
New York communicated / addressed through the RetroDUR intervention therapeutic criteria

exemption program/processes/reviews.
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If “No,” please explain.

Table 18 - Explanations for No Follow-up Methods for Providers who Routinely Override with Interventions

State Explanation

Arkansas

Connecticut

Mississippi

New Hampshire

New Mexico

North Carolina

Ohio

Oregon

Pennsylvania

Rhode Island

South Carolina

Vermont

ProDUR response reports with overall activity by pharmacists are provided by our
contractor quarterly and presented to the DUR Board. This same information is received
from the MCOs quarterly. Currently, we do not request the contractor to provide routine
ProDUR response reports on individual pharmacies, but ad hoc reports are an option.
Individual pharmacies can be audited based on OMIG reporting.

No, we do not follow-up with providers who routinely override interventions.

Due to time-restriction of DOM staff, we are unable to perform real-time evaluation and
intervention. We anticipate adding such interventions after our new fiscal agent goes live
in late 2022.

NH has not found any trend in this information requiring follow up with providers. There is
a very low Fee-for-Service population to manage.

System edit overrides are allowed through the Conduent pharmacy helpdesk and state
Pharmacists at this time. Follow-up is only on a case-by-case basis.

The DUR Board reviews the DUR Alert Overrides Report quarterly, but there is no follow up
interventions with individual providers. The report is used to monitor and improve alert
quality, to avoid alert fatigue and be clinically significant. The Board may suggest drug
additions or deletions to the alerts when appropriate.

The information collected may be used to guide other policy decisions.

We do not specifically audit provider use of the intervention and outcome codes. We can
identify if a provider seems to be overriding alerts to an unusual degree, but that has not
been an issue in our state. Two ProDUR alerts are set to deny claims: Early Refill (ER) and
Pregnancy-Drug Interaction (PG).

The most severe alerts require agency review for medical necessity.

Fee for Service is routinely secondary payer.

Information is provided to assess/identify potential areas to address and/or opportunities
for coding i.e. Prior Authorizations, coding opportunities and interventions

Policy allows the pharmacist to override the

interventions as allowed by NCPDP format.

This is used to alert the pharmacist of

potential DDI, therapy conflicts and other

required interventions. The override allows

the pharmacist to make clinical decision based

on the information and alert notice
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5. Early Refill

a. At what percent threshold does your state set your system to edit?

Figure 12 - Non-Controlled Drugs Early Refill Percent Edit Threshold
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Figure 13 - Schedule Il Controlled Drugs Early Refill Percent Edit Threshold
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Figure 14 - Schedule Il through V Controlled Drugs Early Refill Percent Edit Threshold

100

95

90

85

80

75

Percent Threshold

70

65

60

Alaska
Arkansas

Alabama =———————
California ————————————

Colorado
Connecticut

Delaware

District of Columbia

lowa
Kansas
Kentucky
Louisiana

|daho m——

Illinois
Indiana
Maine
Maryland

Florida
Massachusetts

Georgia
Hawaii

Michigan
Minnesota
Mississippi

Missouri

Montana

Nevada
Ohio
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Table 19 - Early Refill Percent Threshold for Non-controlled and Controlled Drugs

Non-controlled Drugs

Schedule Il Controlled

Schedule Il through V

Drugs Controlled Drugs
Alabama 75.00% 75.00% 75.00%
Alaska 75.00% 93.00% 93.00%
Arkansas 75.00% 90.00% 90.00%
California 75.00% 75.00% 75.00%
Colorado 75.00% 85.00% 85.00%
Connecticut 93.00% 93.00% 93.00%
Delaware 83.00% 90.00% 90.00%
District of Columbia 80.00% 80.00% 80.00%
Florida 80.00% 90.00% 90.00%
Georgia 75.00% 85.00% 85.00%
Hawaii 75.00% 90.00% 90.00%
Idaho 75.00% 75.00% 75.00%
Illinois 85.00% 90.00% 90.00%
Indiana 85.00% 85.00% 85.00%
lowa 90.00% 90.00% 90.00%
Kansas 80.00% 90.00% 80.00%
Kentucky 80.00% 90.00% 80.00%
Louisiana 85.00% 90.00% 90.00%
Maine 85.00% 85.00% 85.00%
Maryland 85.00% 85.00% 85.00%
Massachusetts 80.00% 85.00% 85.00%
Michigan 75.00% 90.00% 90.00%
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Non-controlled Drugs

Schedule Il Controlled

Schedule 11l through V

Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

75.00%
75.00%
85.00%
75.00%
85.00%
80.00%
80.00%
85.00%
75.00%
75.00%
75.00%
80.00%
80.00%
80.00%
80.00%
85.00%
85.00%
75.00%
75.00%
85.00%
75.00%
80.00%
85.00%
75.00%
75.00%
75.00%
80.00%
80.00%

Drugs
85.00%
85.00%
85.00%
90.00%
90.00%
90.00%
80.00%
85.00%
90.00%
75.00%
85.00%
87.00%
90.00%
90.00%
80.00%
85.00%
85.00%

100.00%
85.00%
95.00%
90.00%
85.00%
85.00%
90.00%
75.00%
85.00%
80.00%
90.00%

Controlled Drugs
85.00%
85.00%
85.00%
90.00%
90.00%
90.00%
80.00%
85.00%
75.00%
75.00%
85.00%
87.00%
90.00%
90.00%
80.00%
85.00%
85.00%
85.00%
85.00%
95.00%
90.00%
85.00%
85.00%
75.00%
75.00%
85.00%
80.00%
90.00%
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b. For non-controlled drugs, when an early refill message occurs, does your state require a PA?

Figure 15 - Non-Controlled Drugs Early Refill Requirement for Prior Authorization

Dependent on /

medication or
situation, n=5 (10%)

Table 20 - Non-Controlled Drugs Early Refill Requirement for Prior Authorization

States Count Percentage
Alabama, Alaska, Arkansas, Colorado, Connecticut,
Delaware, District of Columbia, Florida, Georgia, Hawaii,
Ves Idaho, lllinois, Indi.an:i\, Iowa,.Kentucky, I\.llai.ne., I\/!ary!and, . 32 64.00%
Massachusetts, Michigan, Minnesota, Mississippi, Missouri,
Montana, Nevada, New Mexico, New York, Oklahoma,

Pennsylvania, Tennessee, Virginia, West Virginia, Wyoming

Response

Dependent on

.. . . North Dakota, South Carolina, Utah, Vermont, Washington 5 10.00%
medication or situation

California, Kansas, Louisiana, Nebraska, New Hampshire,
No New Jersey, North Carolina, Ohio, Oregon, Rhode Island, 13 26.00%
South Dakota, Texas, Wisconsin
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If “Yes” or “Dependent on medication or situation,” who obtains authorization?

Figure 16 - Non-Controlled Drugs Early Refill Authorization Sources

Prescriber,n=4___—
(11%)

Table 21 - Non-Controlled Drugs Early Refill Authorization Sources
Response States Count Percentage
Alabama, Alaska, Arkansas, Colorado, Connecticut,
Delaware, District of Columbia, Florida, Georgia, Hawaii,
Illinois, Kentucky, Maine, Maryland, Massachusetts,
Pharmacist or Prescriber =~ Michigan, Minnesota, Mississippi, Missouri, Montana, 33 89.19%
Nevada, New Mexico, North Dakota, Oklahoma,
Pennsylvania, South Carolina, Tennessee, Utah, Vermont,
Virginia, Washington, West Virginia, Wyoming

Prescriber Idaho, Indiana, lowa, New York 4 10.81%
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If “No,” can the pharmacist override at the point of service?

Figure 17 - Non-Controlled Drugs, Pharmacist May Override at Point of Service

Table 22 - Non-Controlled Drugs, Pharmacist May Override at Point of Service

Response States Count Percentage
California, Kansas, Louisiana, Nebraska, North Carolina,
Ohio, Oregon, Rhode Island, South Dakota, Wisconsin

Yes 10 76.92%

No New Hampshire, New Jersey, Texas 3 23.08%
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c. For controlled drugs, when an early refill message occurs, does your state require a PA?

Figure 18 - Controlled Drugs Early Refill Requirement for Prior Authorization

Table 23 - Controlled Drugs Early Refill Requirement for Prior Authorization
Response States Count Percentage
Alabama, Alaska, Arkansas, Colorado, Connecticut,
Delaware, District of Columbia, Florida, Georgia, Hawaii,
Idaho, lllinois, Indiana, lowa, Kentucky, Maine, Maryland,
Massachusetts, Michigan, Minnesota, Missouri, Montana,
Nebraska, Nevada, New Mexico, New York, North Dakota,
Oklahoma, Pennsylvania, South Carolina, Tennessee, Utah,
Vermont, Virginia, Washington, West Virginia, Wisconsin,
Wyoming

38 76.00%

California, Kansas, Louisiana, Mississippi, New Hampshire,
No New Jersey, North Carolina, Ohio, Oregon, Rhode Island, 12 24.00%
South Dakota, Texas
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If “Yes,” who obtains authorization?

Figure 19 - Controlled Drugs Early Refill Authorization Source

\ Pharmacist, n=2

(5%)

Table 24 - Controlled Drugs Early Refill Authorization Source

Pharmacist Minnesota, Wisconsin

5.26%

Alabama, Arkansas, Colorado, Delaware, District of
Columbia, Georgia, Illinois, Kentucky, Maine, Maryland,
Massachusetts, Michigan, Missouri, Montana, Nebraska,
Nevada, New Mexico, North Dakota, Oklahoma, South
Carolina, Tennessee, Utah, Virginia, Washington, West
Virginia, Wyoming

Pharmacist or Prescriber

26

68.42%

Alaska, Connecticut, Florida, Hawaii, Idaho, Indiana, lowa,

Prescriber .
New York, Pennsylvania, Vermont

10

26.32%

Toal 3% 10000%
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If “No,” can the pharmacist override at the POS?

Figure 20 - Controlled Drugs, Pharmacist May Override at Point of Service

Table 25 - Controlled Drugs, Pharmacist May Override at Point of Service

Response States Percentage
California, Kansas, Louisiana, Mississippi, North Carolina,
Oregon, Rhode Island, South Dakota

Yes 8 66.67%

No New Hampshire, New Jersey, Ohio, Texas 4 33.33%
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6. When the pharmacist receives an early refill DUR alert message that requires the pharmacist’s review,
does your state’s policy allow the pharmacist to override for situations such as (multiple responses
allowed):

Figure 21- Allow Pharmacist Overrides for an Early Refill
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Lost/stolen RX Overrides are only allowed by Vacation Other
a pharmacist through a PA
Table 26 - Allow Pharmacist Overrides for an Early Refill
Response States Count Percentage
California, Kansas, Louisiana, Massachusetts, New Mexico,
Lost/stolen RX North Carolina, Ohio, Rhode Island, South Dakota, Utah, 14 18.42%
Vermont, Virginia, Washington, Wisconsin
Alabama, Alaska, Arkansas, Connecticut, District of
Overrides are only Columbia, Georgia, Hawaii, Illinois, Kentucky, Maine,
allowed by a pharmacist | Maryland, Massachusetts, Michigan, Minnesota, Missouri, 24 31.58%
through a PA Montana, Nebraska, Nevada, North Dakota, Oklahoma,

Pennsylvania, Tennessee, Washington, Wyoming

California, Louisiana, Massachusetts, Nebraska, New
Vacation Mexico, North Carolina, Ohio, Vermont, Virginia, 11 14.47%
Washington, Wisconsin

Arkansas, California, Colorado, Connecticut, Delaware,
Florida, Hawaii, Idaho, Indiana, lowa, Kansas, Louisiana,
Mississippi, New Hampshire, New Jersey, New Mexico, New

Other York, North Carolina, Ohio, Oregon, South Carolina, South 27 35.53%
Dakota, Texas, Vermont, Washington, West Virginia,
Wisconsin

Total 76 100.00%
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If “Other,” please explain.

State

Arkansas

California

Colorado

Connecticut

Delaware

Florida
Hawaii
Idaho

Indiana

lowa

Kansas

Louisiana

Mississippi

New Hampshire
New Jersey

New Mexico
New York

North Carolina

Table 27 - “Other” Explanations for Allowing Pharmacist Overrides for an Early Refill

Explanation
Pharmacists are not allowed to override an early refill DUR message at POS. Early refill
overrides must be reviewed with a prior authorization request for all early refill POS
denials including those for lost/stolen RX and vacation.
The pharmacist can override the early refill DUR alert message for any situation if
medically necessary.
Pharmacist overrides at the POS are not allowed for lost/stolen Rx's or vacation requests.
However, pharmacists may contact the pharmacy call center help desk to request
authorization to override these edits.
For non-CS for lost or stolen or vacation, either the pharmacist or prescriber can override
with a PA. For CS for lost or stolen or vacation, only the prescriber can request a PA.
Overrides by a pharmacist are allowed for changes in dosage with a prior authorization, or
entry of Submission Clarification code 5 and any required professional codes.
The overrides are not allowed.
Not utilized by current covered population, but available for other reasons for early refill:
change in dose, additional therapy authorized, member was readmitted to a long term
care facility and discharged from hospital without medication.
Overrides are allowed for change of dose only
Prescriber must obtain prior authorization for early refill validating lost/stolen medication
with police report. Vacation override and lost/stolen medication are only permitted one
time per calendar year with prescriber approval.
Other; Pharmacists are not able to do any overrides at the POS. Any lost/stolen rx or
vacation overrides are handled through the POS helpdesk where the technician can
provide an override if appropriate.
Therapy change is also a reason to allow a pharmacist override. Clarification- only
beneficiaries 18yo and younger qualify for the lost or spilled medication early refill
override.
Other situations may be overridden using the pharmacist's professional judgement.
For a lost or stolen prescription, the prescriber may request a PA to override the early refill
alert. Such requests are reviewed on a case-by-case basis.
The pharmacist is required to call the technical call center for an override for all early
refills.
Prospective DUR alerts cannot be overridden by the pharmacy provider.
The pharmacy must contact the State of New Mexico or Conduent helpdesk for approval
prior to overriding refill too soon requests.
Overrides are allowed by pharmacist in an emergency situation as noted in question #9.a.
below.
For controlled substances, the only override allowed is for change of therapy.
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State Explanation

Overrides are only allowed via a pharmacy phone call to the pharmacy benefit help desk.
Pharmacies can override a Refill too Soon early refill DUR message at POS under certain
circumstances. The dosage (quantity/days supply) on the submitted claim must be greater
than the previous claim it is rejecting against, and the original quantity must be used up.
This override will NOT be available for controlled substances.
Denials may be overridden by pharmacy benefit help desk for the following documented
reasons:
-Previous supply was lost, stolen, or destroyed. ODM may limit the number of instances
denials may be overridden in cases of suspected fraud or abuse and may request
additional documentation before an override is authorized.
-Pharmacist entered previous wrong day supply.
-Vacation or travel.
-Multiple supplies of the same medication are needed, for example in a workshop setting.
-Hospital or police kept the medication.
As long as they enter a valid Submission Clarification Code and the appropriate

Oregon intervention and outcome codes, they can use whichever ones apply to the situation. We
do not limit which ones can be used.
Lost/Stolen required documentation (police report/documentation) and
notification/approval by prescriber if Control Rx and forwarded to the State for their

South Carolina review/consideration. Spills/Stability (meds left in car/unrefrigerated/heat, etc.) are
forwarded to the State for review/consideration Vacation override requests are referred to
the State for their review.

South Dakota Dose increase, recipient newly admitted to a care facility

For Med Synchronization purposes, the dispensing pharmacist may override by entering a

PA code. For all the other reasons, pharmacist must call the HHSC Help Desk.

The pharmacist is allowed to provide a Submission Clarification Code / Description

with the following guidance:

03/ vacation supply Allowable; use for vacations and LTC leave of absence (requires

call to Pharmacy Help Desk at 844-679-5362)

04/ lost prescription Allowable (requires call to Pharmacy Help Desk at 844-679-

5362.) Not allowed for controlled substances.

Pharmacists may also self-authorize early refills for situations where separate supplies are

Washington needed for separate locations, such as a home supply and a school supply, or when the
patient is being actively monitored by the prescriber.

West Virginia Retail pharmacists cannot override the early refill edit.

Wisconsin also allows the pharmacist to override the alert for natural disaster, a dosage

change, or when the member has misunderstood directions.

Schedule Il drugs still require an override (PA) from the Drug Authorization Policy Override

Center.

Ohio

Texas

Vermont

Wisconsin
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7. Does your system have an accumulation edit to prevent patients from continuously filling prescriptions
early?

Figure 22 - System Accumulation Edit for Prevention of Early Prescription Filling

Table 28 - System Accumulation Edit for Prevention of Early Prescription Filling

Response States Count Percentage
Alabama, Alaska, Arkansas, Colorado, Delaware, Florida,
Georgia, Hawaii, Idaho, lllinois, Indiana, Kentucky,
Louisiana, Maine, Michigan, New Jersey, New Mexico, New
Yes < i 27 54.00%

York, North Dakota, Oklahoma, Rhode Island, South
Carolina, Vermont, Virginia, Washington, West Virginia,
Wyoming

California, Connecticut, District of Columbia, lowa, Kansas,
Maryland, Massachusetts, Minnesota, Mississippi, Missouri,
No Montana, Nebraska, Nevada, New Hampshire, North 23 46.00%
Carolina, Ohio, Oregon, Pennsylvania, South Dakota,
Tennessee, Texas, Utah, Wisconsin
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If “Yes,” please explain your edit.

Alabama

Alaska

Arkansas

Colorado

Delaware

Florida

Georgia

Hawaii

Idaho

Illinois

Indiana

Kentucky

Louisiana

Maine

Table 29 - Explanations for System Accumulation Edit for Prevention of Early Prescription Filling

State

Explanation
Claims that exceed or result in the accumulation of more than seven days' worth of
medication in a 120-day period will deny at the point-of-sale (POS).
Alaska Medicaid allows a 7 day accumulation over a 120 day look-back for control
medications and a 21 day accumulation over 120 days for non-controlled medication filled
for 90 days.
The early refill accumulation limit allows a maximum accumulation in a 180-day look-back
period identifying the same drug/same strength/same dosage form. Clients with non-
controlled drugs are allowed 12 days' extra supply in the 180-day period, and clients with
controlled drugs are allowed only 7 days' extra supply in the 180-day period.
A cumulative total of 20 days is allowed over a 180-day period for non-mail order
transactions.
Delaware posts an edit on claims if the accumulation refills are greater than 4 fills in a 120
day lookback period.
Certain classes have accumulation edits (proton pump inhibitors, skeletal muscle relaxants,
and controlled substances). The edit counts refills over a particular time frame to prohibit a
total accumulation amount.
The claims processing system will evaluate the days supply for historical claims against the
days supply of new claims.
A medical consultant reviews retrospectively to alert case managers to proactively work
with patients to avoid continuously filling prescriptions early.
The pharmacy claims system is set to look at a maximum quantity per day as well as a
rolling accumulation edit to not allow for early refill.

Refill too soon edit where early refill days accumulate from month to month and refill
tolerance must be met based on days supply on hand.

The claims processing system will evaluate the days' supply for historical claims against the
days' supply of new claims. If the new claim's daily dose has increased, the system will
calculate the next date of fill automatically based on remaining supply. If the new daily
dose has not increased, the system will calculate the next date of fill based on the
remaining supply from all historical claims.

Kentucky allows a three (3) day tolerance per month.

Proton pump inhibitor (PP1) duration of therapy edit: PPIs are limited to a maximum 180-
day duration of therapy in a rolling 365-day period. The pharmacist may override the
maximum duration of therapy after consultation with the prescribing provider.

Morphine milligram equivalent (MME) edit: The MME per day for all active opioid
prescriptions for that beneficiary is calculated each time an opioid prescription is
submitted and limited to a maximum of 90 MME per day. There are exemptions for certain
conditions. If the conditions do not exist, authorization is required to override this edit.
The accumulation allows for refill

accumulation up to 7 days of additional

medications then stops the next early refill

and requires a prior authorization or override

with clinical rationale.
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State Explanation

Michigan

New Jersey

New Mexico

New York

North Dakota

Oklahoma

Rhode Island
South Carolina

Vermont

Virginia

Washington

West Virginia

Wyoming

Ml has refill tolerance and dispensing fee accumulation edits to prevent patients from
continuously filling prescriptions early.

Resulting from approved legislation, limits were in place on accumulative day supply to be
no more than 120 days on hand during the public health emergency. Additional limits
were later implemented that were not specific to the public health emergency, allowing a
total excess accumulation of medication to be no more than a maximum 30 days supply.
An exception code posts to the pharmacy indicating the date when the medication can be
filled.

For non-controlled substances: no more than a 10 day supply (on hand) using a ninety day
look back.

For controlled substances: no more than a 7 day supply (on-hand) using a ninety day look
back.

For non-controlled drugs, we allow up to 15 days accumulation in a rolling 180 day
lookback period. For controlled drugs, we allow up to 10 days accumulation in a rolling
180 day lookback period.

We have an accumulation edit for stimulants. The claim will deny for cumulative early refill
when a member has received an early refill in the last 240 days and the combined days'
supply is 110% of the days' supply on the current claim being submitted.

Only allows one original prescription and five refills per prescription.

75% of fill required for non controls and 85% for controls (excluding Cll)

Control substance allow for a rolling

accumulation of 7 days of medication and

then a PA is required once the accumulation

threshold is achieved.

If the patient accumulates more than 15 days early in a 183 day period the claim will deny.
HCA system calculates how many days early for each fill over time and utilizes that
calculation to the current fill to prevent continuous early fills.

For example:

1st fill: Client fills a prescription 100 tabs for 100 days.

2nd fill: After 75 days, they can refill for another 100 tabs and now they have a total of 125
days supply.

3rd fill: After 75 days, they can refill for another 100 tabs and now they have a total of 150
days supply.

4th fill: If they try to fill again after 75 days, they will still have 75 days remaining and the
system will reject for refill too soon.

The edit keeps members from getting a thirteen month supply in 12 months by not
allowing them to refill their prescriptions early each month, based on the h total number of
units obtained during a rolling 12-month period.

Scheduled drugs II-V require 90% of the days supply to be used before a refill or new claim
for the same medication will be allowed. For each claim that is filled, the number of days
that the claim is filled early will be added to the day supply submitted on all subsequent
claims, and the 90% refill tolerance will be calculated on that accumulated total.

All other medications require 80% of the days supply be used before a refill or new claim
for the same medication will be allowed. For each claim that is filled, the number of days
that the claim is filled early will be added to the day supply submitted on all subsequent
claims, and the 80% refill tolerance will be calculated on that accumulated total.
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If “No,” does your state plan to implement this edit?

Figure 23 - Plans to Implement a System Accumulation Edit

Table 30 - Plans to Implement a System Accumulation Edit
Response States Percentage

District of Columbia, lowa, Maryland, Massachusetts, 34.78%
Mississippi, New Hampshire, North Carolina, Utah o8

California, Connecticut, Kansas, Minnesota, Missouri,

Montana, Nebraska, Nevada, Ohio, Oregon, Pennsylvania, 65.22%
South Dakota, Tennessee, Texas, Wisconsin
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8. Does the state Medicaid program have any policy prohibiting the auto-refill process that occurs at the
POS (i.e. must obtain beneficiary's consent prior to enrolling in the auto-refill program)?

Figure 24 - State Policy Prohibiting Auto-Refill at the POS

Table 31 - State Policy Prohibiting Auto-Refill at the POS
Response States Count Percentage
Alabama, Connecticut, Delaware, District of Columbia,
Florida, Georgia, Idaho, lllinois, Maryland, Massachusetts,
Minnesota, Mississippi, Nebraska, New Jersey, New York,
North Carolina, North Dakota, Oklahoma, Oregon, South
Carolina, South Dakota, Tennessee, Texas, Virginia,
Washington, West Virginia, Wyoming

Alaska, Arkansas, California, Colorado, Hawaii, Indiana,
lowa, Kansas, Kentucky, Louisiana, Maine, Michigan,

No Missouri, Montana, Nevada, New Hampshire, New Mexico, 23 46.00%
Ohio, Pennsylvania, Rhode Island, Utah, Vermont,
Wisconsin

27 54.00%
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9. For drugs not on your Preferred Drug List (PDL), does your Medicaid program have a documented
process (i.e., PA) in place, so that the Medicaid beneficiary or the Medicaid beneficiary’s prescriber
may access any covered outpatient drug when medically necessary?

Figure 25 - Documented Process for Beneficiaries or their Prescribers to Access Any Covered Outpatient Drug
(COD) when Medically Necessary

No,n=3(6%) @il

Table 32 - Documented Process for Beneficiaries or their Prescribers to Access Any Covered Outpatient Drug
(COD) when Medically Necessary

Response States Count Percentage
Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, Delaware, District of Columbia, Florida,
Georgia, Idaho, lllinois, Indiana, lowa, Kansas, Kentucky,
Louisiana, Maine, Maryland, Massachusetts, Michigan,
Minnesota, Mississippi, Missouri, Montana, Nebraska,
Nevada, New Hampshire, New Mexico, New York, North
Carolina, North Dakota, Ohio, Oklahoma, Oregon,
Pennsylvania, Rhode Island, South Carolina, Tennessee,
Texas, Utah, Vermont, Virginia, Washington, West Virginia,
Wisconsin, Wyoming

Yes 47 94.00%

No Hawaii, New Jersey, South Dakota 3 6.00%

Total 50 100.00%
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If “Yes,” please check all that apply.

Figure 26 - Documented Process in Place for Beneficiaries to Access Any Covered Outpatient Drug (COD) when

Medically Necessary
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diagnosis codes or Pharmacy and/or technician reviews  or second line therapies
systematic review Medical Director

Table 33 - Documented Process in Place for Beneficiaries to Access Any Covered Outpatient Drug (COD) when
Medically Necessary
Response States Count Percentage
Alabama, Alaska, Arkansas, Colorado, Connecticut,
Delaware, District of Columbia, Florida, Georgia, Idaho,
lllinois, lowa, Kansas, Kentucky, Louisiana, Maine,

Automatic PA based on . .
Maryland, Massachusetts, Michigan, Minnesota,

S;zfgr?\j:isig\?ise\?vr Mississippi, Missouri, Montana, Nebraska, New York, North 39 e AU
Carolina, North Dakota, Oklahoma, Oregon, Pennsylvania,
Rhode Island, South Carolina, Tennessee, Texas, Virginia,
Washington, West Virginia, Wisconsin, Wyoming
Alaska, Connecticut, Delaware, District of Columbia,

. . . Georgia, Idaho, Kansas, Kentucky, Louisiana,
Direct involvement with Massachusetts, Michigan, Mississippi, Missouri, Montana
Pharmacy and/or ! ! ! ! ! 27 16.67%

Nebraska, New York, North Carolina, North Dakota, Ohio,
Rhode Island, South Carolina, Tennessee, Vermont, Virginia,
Washington, West Virginia, Wyoming

Medical Director
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Response States Count Percentage
Alaska, Colorado, Connecticut, Delaware, District of
Columbia, Florida, Georgia, Idaho, lllinois, lowa, Kansas,
Kentucky, Louisiana, Maryland, Massachusetts, Michigan,
Minnesota, Missouri, Montana, Nebraska, New York, North 34 20.99%
Carolina, North Dakota, Ohio, Oklahoma, Oregon, Rhode
Island, South Carolina, Tennessee, Virginia, Washington,
West Virginia, Wisconsin, Wyoming
Alabama, Alaska, Colorado, Connecticut, Delaware, District
of Columbia, Florida, Georgia, Idaho, lllinois, lowa, Kansas,
Kentucky, Louisiana, Maine, Maryland, Massachusetts,
Trial and failure of first Michigan, Minnesota, Mississippi, Missouri, Montana,
or second line therapies | Nebraska, New York, North Carolina, North Dakota, Ohio,
Oklahoma, Oregon, Pennsylvania, Rhode Island, South
Carolina, Tennessee, Vermont, Virginia, Washington, West
Virginia, Wisconsin, Wyoming
Arkansas, California, Colorado, Florida, lllinois, Indiana,
lowa, Kansas, Louisiana, Maryland, Michigan, Minnesota,
Other Nevada, New Hampshire, New Mexico, North Carolina, 23 14.20%
Ohio, Oregon, Texas, Utah, Washington, West Virginia,
Wisconsin
Total 162 100.00%

Pharmacist or
technician reviews

39 24.07%

If “Other,” please explain.

Table 34 - Explanations for “Other” Processes in Place for Beneficiaries to Access Any Covered Outpatient Drug
when it is Medically Necessary.
State Explanation

Drugs not on the PDL will either process without a PA, process with POS edits based on
diagnosis codes/lab values/medication in history, or require manual review by PA with
specific DUR Board approved criteria. Drugs requiring a prior authorization request must
be submitted by the prescriber which includes a letter of medical necessity, completed PA

Arkansas form (if required), chart notes, and labs if warranted. PA requests are reviewed by clinical
pharmacists and a psychiatrist (for antipsychotics) on a case-by-case basis with guidance
from the DUR Board approved criteria, clinical guidelines, and support in MicroMedex. PA
requests for new drugs not yet discussed by the DUR Board are reviewed by referring to
the manufacturer package insert and clinical trials.
The Medicaid beneficiary or the Medicaid beneficiary's prescriber may access any covered

California outpatient drug not on the Medi-Cal Fee-for-Service List of Contract Drugs (CDL) with an
approved Treatment Authorization Request.
Prescribers may submit a pharmacy prior authorization (PA) request to the State's PBM, 24
hours a day/7 days a week, by phone or fax. PA denials are eligible for expanded clinical

Colorado review after the prescriber submits additional patient-specific documentation and/or
clinical literature to support medical necessity. If the expanded review also results in a
denial, a formal appeals process is available for both prescribers and members.
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State

Florida

lllinois

Indiana

lowa

Kansas

Louisiana

Maryland

Michigan

Minnesota

Nevada

New Hampshire

New Mexico

Explanation
Non-preferred medications with set criteria and prior authorization forms are posted on
the Agency for Health Care Administration Pharmacy Policy site. Medications that do not
have set criteria can be submitted on the miscellaneous prior authorization form. The
clinical reviewers have 24 hours to review the prior authorization request and provide a
response.
In the POS, if a non-preferred medication is requested, it rejects with a prior authorization
required message. The pharmacist or prescriber can submit a prior authorization request
via the hotline, fax, or through the Provider Portal, PBMS. Criteria must be met for prior
authorization approval. Prior approval can be requested by the prescriber even before the
prescription is sent or presented at the pharmacy. The only automatic PA based on
diagnosis is for non-preferred seizure medications if there is a seizure diagnosis tag.
All covered outpatient drugs are part of the formulary. Certain agents may require prior
authorization due to non-preferred status or drug-specific criteria.
Prescriber must submit PA for drugs with clinical PA or nonpreferred status.
We cover all drugs deemed Covered Outpatient Drugs (CODs) by CMS standards. For drugs
with a prior authorization requirement, our process is as follows: Soft edit for some drugs
by NCPDP override code approval. Hard stop PA at the point-of-sale (and via medical
claims request) followed by manual/automated review of submitted provider information
and prior authorization criteria approved by the DUR Board. We provide a 72 hours supply
of drugs for emergent situations.
Some drugs not on the PDL do not require PA, but may have safety edits at POS.
Maryland Medicaid utilizes a prior authorization process to provide coverage for all non-
preferred covered outpatient drug products. When a claim is rejected for prior
authorization, a message is provided through the POS system that alerts the pharmacy
provider. The prescriber is then contacted with the prior authorization rejection
information as well as any contact information provided. Prescribers must then contact the
appropriate party to resolve the claim denial. This may include diagnostic or laboratory
data, attestation of baseline and subsequent evaluations, or patient specific past medical
history required to assure the safe and appropriate use of the requested drug product.
Additionally, prior authorization forms are available online at
https://mmcp.health.maryland.gov/pap/Pages/Pharmacy-Program-Forms.aspx
Not all medications are included in the MI PDL. For those medications that are not
included in the overall Ml formulary of covered products, Ml has a non-formulary prior
authorization process. Prescribers must submit a request stating the clinical necessity of
the non-formulary medication over similar covered formulary products. All requests are
reviewed on a case-by-case basis by the MDHHS physicians.
Some non-PDL drugs do not require any sort of PA and this would not apply to them.
Drugs not on the PDL, but within drug classes reviewed by the Silver State Scripts Board,
require prior authorization, unless exempt under NRS or federal law or excluded through
recommendations of the Silver State Scripts Board or excluded by DHCFP. New
pharmaceutical products not within reviewed PDL drug classes and not excluded under the
state plan or by NRS are covered without a Standard Preferred Drug List Criteria.
The Medicaid beneficiary's prescriber may request prior authorization from the State's
PBM by calling, faxing, or submitting a prior authorization request electronically. All prior
authorization criteria and prior authorization request forms are available on the New
Hampshire's PBM website, https://newhampshire.magellanmedicaid.com.
The provider can contact a Pharmacist at New Mexico Human Services Department when a
drug has a prior authorization requirement.
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State Explanation ‘
For children, prescribers can submit an EPSDT PA request for non-formulary drugs. The
North Carolina request will be reviewed using EPSDT criteria for approval. Rebateable active drugs not
listed on the PDL and not requiring a PA are covered if allowed by CMS.
An online Drug Lookup Tool is available on Ohio Medicaid Website to assist in determining
coverage of a specific product. If the Drug Lookup Tool indicates that the drug requires a
prior authorization, there is a process in place to access a drug when medically necessary.
EPSDT is taken into consideration when submitting prior authorizations for drugs not on
the PDL. For non-PDL covered outpatient drugs, Ohio has a prior authorization process set
up. All submitted prior authorizations are reviewed by clinical staff on a case-by-case basis.
Claim would deny as a non-preferred drug that requires a prior authorization. Prescriber
Oregon submits prior authorization request to vendor via phone, fax, mail, or provider web portal.
Prior authorization request is reviewed and responded to within 24 hours.
The non-preferred drugs are on Texas Formulary and can be accessed via a prior
authorization. The PA criteria are automated and will approve if all criteria are met. If one
or more PA criteria fail, the system will prompt a message to the dispensing pharmacy
about PDL PA failure. Dispensing pharmacy in turn must inform the Prescriber who may
either decide to change prescription to a preferred drug, or contact the PA call center for
approval.
In other situations, when a drug is CMS rebatable but is not yet on Texas formulary, the
claim will be denied and pharmacy will receive a "NDC Not Covered" message. If
prescriber still wants coverage due to medical necessity, Medicaid program staff will
quickly act to provide access.
There are drugs that are not listed on the PDL and do not require PA. For drugs that require
PA, there are two pathways. The first pathway is identified by the PDL. For these drugs,
prior authorization is available for non-drug specific (Medication Coverage Exception PA
Form) and drug specific. The second pathway is when a prior authorization requirement is
identified at the point of sale for drugs that are not listed on the PDL, the prescriber may
submit a Medication Coverage Exception Form.
Not all drugs require authorization and are covered without limits. Some drugs have PA
requirements that may be self-authorized by a pharmacist with use of expedited
authorization (EA) code.

Ohio

Texas

Utah

Washington

Prior authorization criteria must be met. The request goes to Rationale Drug Therapy for
clinical review. If the request is denied by RDTP the physician can request an appeal that
gets reviewed by a pharmacist at BMS along with the medical director who makes a final
decision.

Wisconsin's PDL has a limited number of drugs and drug classes. Many covered outpatient
drugs that are not part of the Wisconsin PDL are covered without prior authorization (PA)
requirements. When a covered outpatient drug does have a PA requirement, Wisconsin
has a documented PA policy and procedures in place to obtain a PA.

West Virginia

Wisconsin

If “No,” please explain.

Table 35 - Explanations for Lack of Documented Process for Beneficiaries to Access a Covered Outpatient Drug
when it is Medically Necessary

State Explanation

Hawaii FFS program does not have a PDL
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NJ FFS has an open formulary. Medicaid FFS beneficiaries have access to all covered
New Jersey .

outpatient drugs when deemed necessary.
South Dakota No PDL

a. Does your program provide for the dispensing of at least a 72-hour supply of a covered outpatient drug (COD) in an
emergency situation?

Figure 27 - Program Provides for the Dispensing of at least a 72-Hour Supply of a COD in Emergency Situations

No,n=1(2%)

Table 36 - Program Provides for the Dispensing of at least a 72-Hour Supply of a COD in Emergency Situations
Response States Count Percentage
Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, Delaware, District of Columbia, Florida,
Georgia, Hawaii, Idaho, lllinois, Indiana, lowa, Kansas,
Kentucky, Louisiana, Maine, Maryland, Massachusetts,
Michigan, Minnesota, Mississippi, Missouri, Montana,
Nebraska, Nevada, New Hampshire, New Jersey, New York,
North Carolina, North Dakota, Ohio, Oklahoma, Oregon,
Pennsylvania, Rhode Island, South Carolina, South Dakota,
Tennessee, Texas, Utah, Vermont, Virginia, Washington,
West Virginia, Wisconsin, Wyoming
No New Mexico 1 2.00%
Total 50 100.00%

Yes 49 98.00%
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If “Yes,” please check all that apply.

Figure 28 - Process for the Dispensing of at least a 72-Hour Supply of CODs in Emergency Situations
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Table 37 - Process for the Dispensing of at least a 72-Hour Supply of CODs in Emergency Situations
Response States Count Percentage
Delaware, Florida, Hawaii, lowa, Kentucky, Louisiana,
Real-time automated Maine, Massachusetts, Mississippi, Montana, New Jersey,
rocess North Carolina, North Dakota, Pennsylvania, Rhode Island, 23 36.51%
P South Carolina, South Dakota, Tennessee, Texas, Vermont,
West Virginia, Wisconsin, Wyoming
Delaware, lllinois, Minnesota, Missouri, Montana, North
Retrospective PA . ’ - ’ ’ 8 12.70%
P Carolina, Oklahoma, South Carolina ?
Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, District of Columbia, Florida, Georgia, Hawaii,
Idaho, Illinois, Indiana, Kansas, Kentucky, Maryland
Oth ! ! ! ! ! ! 32 50.799
erprocess Michigan, Nebraska, Nevada, New Hampshire, New York, %
North Carolina, Ohio, Oklahoma, Oregon, South Carolina,
Texas, Utah, Virginia, Washington, West Virginia, Wisconsin
Total 63 100.00%
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If “Other,” please explain.

Table 38 - Explanations of “Other” Process for the Dispensing of at least a 72-Hour Supply of CODs in Emergency
Situations

The emergency PA code is to be used only in cases of emergency. Federal Law makes a
provision for a 72-hour supply by using the following authorization number: 0000999527.
Alaska The pharmacist may call for a 5 day emergency override.
In an emergency, for those drugs for which a five-day supply can be dispensed, an
Arkansas Medicaid enrolled pharmacy may dispense up to a five-day supply of a drug that
requires prior authorization. This provision applies only in an emergency situation when
the DHS Contracted Pharmacy Vendor Help Desk and the State Medicaid Pharmacy
Program offices are closed, and the pharmacist is not able to contact the prescribing
provider to change the prescription. The Emergency Supply Policy does not apply to drugs
that are not covered by the State. Frequency of the emergency override is limited to once
per year per drug class for non-LTC clients and once per sixty (60) days per drug class for
LTC clients. To file a claim using this emergency provision, the pharmacy provider will
submit a '03' in the Level of Service (418 DI) field.
The pharmacy may manually bill a 72-hour supply of a covered outpatient prescription
drug in an emergency situation.
Pharmacists or prescribers may call the Magellan pharmacy help desk to request an
emergency override to dispense a 3-day supply of a medication in an emergency situation.
Connecticut The pharmacist has the ability to perform a onetime override at POS.

Pharmacy providers can override the PA requirement for a non-preferred drug by entering
District of Columbia 3 (indicating an emergency supply dispensing) in the Level of Service field (NCPDP Field

418-D1).

In the event of a natural disaster, the Bureau Chief will selectively open payment to
Florida counties under threat. In the event of a fire or catastrophic loss, one early refill per year
may be granted for certain non-controlled substances.
If a pharmacist deems it necessary to dispense a 72 hour supply of medication, they may
provide the medication, then contact the State for billing and reimbursement approval.
Manual billing or real-time automated process after verbal PA approval from PA desk of
pharmacy fiscal agent.
Pharmacy can submit the appropriate ProDUR fields that allow the emergency supply to
pay at POS.
Pharmacist can dispense a 72-hour fill and submit for prior authorization and
Illinois reimbursement for a 72-hour emergency fill. For insulin, pharmacies dispense a full vial of
insulin in an emergency and can be reimbursed.
Pharmacies may submit a 4-day supply via point-of-sale with a level of service override of
03 to indicate emergency supply.

Alabama

Arkansas

California

Colorado

Georgia
Hawaii

Idaho

Indiana
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State Explanation

PROVIDER MANUAL GUIDANCE LANGUAGE: When a prescription is dispensed that requires
PA in an emergency or after regular office hours, the pharmacy should call and leave a
message on the voicemail indicating the date, time, beneficiary ID, and medication being
dispensed. This will be taken as intent to begin the PA process. When medications are
needed without delay and PA is not available, an emergency 3-day supply (72-hour) should
be dispensed to the beneficiary until PA can be secured. The PA department will return the
telephone message the next working day and process the request. If the PA request is
approved, the remainder of the prescription will be considered for reimbursement. If PA is
denied, only the portion of the medication dispensed emergent during nonworking
hours/days will be considered for reimbursement.
Providers may override PA requirements by entering LEVEL OF SERVICE (NCPDP Field 418-
DI) 03 (emergency) under the following guidelines:
-Overrides must be outside of normal business hours.
Kentucky -Overrides must be for a three (3)-day supply except where the package must be dispensed

intact.

-OTCs cannot be overridden.

-Drugs normally not covered cannot be overridden.

In the event that a participant requires a 72 hour supply of a covered outpatient drug in an
Maryland emergency situation, the dispensing pharmacy must contact the POS vendor and request

an override to fill an emergency supply.

A Medical Emergency override requires that the Registered Pharmacist's or Licensed

Prescriber's first and last names be documented by support center staff. This protocol
Michigan allows for override of all applicable drug coverage edits with the exception of plan-
excluded products. The requester must attest to the MDHHS statement of emergency care
for medically necessary service.
The pharmacy can contact the PBM or plan to request a 72 hour supply to assist in

Kansas

Nebraska .

processing.

Nevada Medicaid allows dispensing of up to a 96-hour supply for a COD in an emergency
Nevada situation. Prior authorization of payment is required for drugs that require prior

authorization. The pharmacy may call the OptumRXx call center to request emergency

situation coverage.

Pharmacies must request payment for the 72-hour supply from the member's prescription

plan, either Fee-For-Service or the appropriate Medicaid MCO. On each provider notice

we include the following: Emergency Drug Coverage Pharmacies are reminded that federal
New Hampshire statute requires Medicaid programs (Fee-for-Service and managed care) provide payment
for dispensing of at least a 72-hour supply for any drugs requiring prior authorizations if
prior authorization cannot be obtained outside of Medicaid business hours. (Section 1927
of the Social Security Act. Codified as Section 1396r-8 of Title 42.(d)(5) (B))
If a prior authorization number has not been obtained by the prescriber and the
pharmacist is unable to reach the prescriber, the pharmacist may obtain a prior
authorization for up to a 72-hour emergency supply. Once a 72-hour supply prior
authorization number is given and a 72-hour supply is dispensed, the prescription is no
longer valid for the remaining quantity and refills. The pharmacist is expected to follow-up
with the prescriber to determine future needs.

New York
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State Explanation

A 72-hour emergency supply may be provided if a beneficiary is waiting for prior
authorization request determination. The pharmacy is reimbursed for the supply if the
prescription is changed to an alternative medication. A "3" in the Level of Service field
North Carolina (418-DI) should be used to indicate the transaction is an emergency fill. The claim with
only allow a 72-hour supply. As part of our COVID flexibility, we implemented up to 14-
day emergency supplies for non-controlled substances. Co-payments will apply and only
the drug cost will be reimbursed.
For controlled medications, the pharmacy must call the helpdesk. For non-controlled
medications, the pharmacy may use a submission clarification code.
Pharmacies can utilize a 72-hour emergency fill when a required prior authorization has
not been secured, and the need to fill the prescription is determined to be an emergency.
Pharmacies can submit the 72-hour supply via point-of-sale or call the vendor's help desk.
Ohio Some limits do apply such as: the PA will not override other edits on the claim, controlled
substances, partial claims and consumers assigned to a lock-In program are excluded from
this process, and overrides are limited to one unique drug entity per consumer, per month.
In order to process a claim for an emergency 3-day supply, the pharmacy must submit a
Prior Authorization Type Code (NCPDP field #461-EU) = 2 and Prior Authorization Number
Submitted (NCPDP field #462-EV) = 72.
Pharmacies can obtain authorization for coverage of a 3-day emergency supply of
medication by calling the Pharmacy Help Desk. For members who have an initial prior
Oklahoma authorization request during the time the Help Desk is closed, the pharmacy may dispense
an emergency 3-day supply, and an authorization can be approved retroactively when the
Help Desk reopens.
Pharmacy can call the Oregon Pharmacy Call Center 7 days a week to request a 96-hour
Oregon emergency supply for a drug that is needing a prior authorization. Emergency supplies
permitted as long as the drug is rebatable and covered.
Provider/pharmacy may fax/call the Call Center, which also provide authorizations.
South Carolina Policy/procedure (Controlled Substance Act/DHEC) are applied with regard to
controlled substances.
The 72-hours supply can be dispensed when a prior authorization is required and the
provider cannot be reached. Providing 72-hours emergency supply is based on the
dispensing pharmacist's professional discretion. The 72-hour supply may be repeated on
Texas the same claim if the prescriber is not reachable after the first 72-hrs but it should not be
used for routine and continuous overrides of the drug prior-approval process. A 72-hour
emergency supply does not count towards pharmacies 3 RX limit for adults enrolled in
Texas FFS program.
The pharmacy can place an override on the claim using PA Type Code (461-EU) = 2 and PA
number: (462-EV) = 72.
The pharmacist may dispense a 72-hour supply of the prescribed medication if the
physician is not available to consult with the pharmacist, including after hours, weekends,
Virginia holidays, and the pharmacist, in his or her professional judgment, consistent with current
standards of practice, feels that the patient's health would be compromised without the
benefit of the drug.
Washington Apple Health (Medicaid) Emergency Fill Policy guarantees claim payment for
emergency fills. The policy allows the dispensing pharmacist to use their professional
Washington judgment to meet a client's urgent medical need and dispense the medication, up to a 34
day supply. Once the prescription has been dispensed, the pharmacy requests an
authorization for reimbursement of the emergency fill.

Utah
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State Explanation

No copay is required for a 3-day emergency supply. The 3-day emergency supply does not
count as a refill and no Prior Authorization (PA) is required. However, an override code of
99 must be submitted in the Submission Clarification Code. The claim for a 3-day
emergency supply could be the original filling waiting for a PA or a refill during off hours.
Only three 3-day emergencies are allowed for the life of a given prescription, but there is
no limit on

the total number of different prescriptions that a member can receive a 3- day emergency
supply for. Both controlled and non-controlled products may be obtained with a 3-day
emergency supply, but products in bottles or glass containers specifically are not allowed
to be obtained with a 3-day emergency supply.

Wisconsin has two types of emergency medication dispensing, standard and expedited.
Wisconsin allows pharmacy providers to submit claims for standard emergency medication
drugs that are not included in the expedited emergency dispensing medication process
when the prescriber cannot be reached and the pharmacist determines the member
should begin taking their medication immediately. Pharmacy providers must include
specific information about why the standard emergency supply is being requested. The
pharmacy providers may provide up to a 14-day supply of medication.

For medications that are in an unbreakable package the pharmacy provider is directed to
Wisconsin use the smallest package size and dispense up to a 34-day supply.

West Virginia

Expedited emergency supply is available for certain drugs on the PDL and is available
through the specialized transmission approval technology- prior authorization system.
Pharmacy providers are given a real-time response on the expedited emergency supply
request. Pharmacy providers may provider up to a 14-day supply; some drugs are allowed
to be provided up to a 34-day or 100-day supply.

If “No,” please explain

Table 39 - Explanations for not Providing for the Dispensing of at least a 72-Hour Supply of CODs in Emergency
Situations
Nothing is mandated by State Medicaid rules. However, a pharmacist can use his or her
New Mexico professional judgement to dispense up to a 5-day supply of a non-narcotic prescription in
an emergency situation.
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10. Top Drug Claims Data Reviewed by the DUR Board:

Table 40 - Top Drug Claims Data Reviewed by the DUR Board*

Column 1
Top 10 Prior
Authorization (PA)
Requests by Drug

Column 2
Top 10 Prior
Authorization (PA)
Requests by Drug

Column 3
Top 5 DUR Claim
Denial Reasons (i.e.
Quantity Limits (QL),

Column 4
Top 10 Drug Names
by Amount Paid,
report at generic

Column 5
Top 10 Drug Names
by Claim Count,
report at generic

Name, report at Class Early Refill (ER), PA, ingredient level ingredient level
generic ingredient Therapeutic
level Duplications (TD)
and Age Edits (AE))
Hydrocodone/ Anticonvulsant Prior Authorization Adalimumab Albuterol
acetaminophen Agents Required
Aripiprazole Antipsychotic Agents | Therapeutic Bictegravir/ Gabapentin
Duplication emtricitabine/
tenofovir

Methylphenidate Analgesics, Narcotic Plan Limitations Lurasidone Cetirizine

Agents Exceeded
Dextroamphetamine/ | Stimulants And Product/service Not Paliperidone Covid-19 Vaccine

amphetamine

Related Agents

Covered -
Plan/benefit
Exclusion

(pfizer)

Buprenorphine Hypoglycemic Agents @ Refill Too Soon Elexacaftor/ Sertraline
tezacaftor/ivacaftor
Oxycodone Proton Pump Buprenorphine/ Fluticasone
Inhibitor Agents naloxone

Buprenorphine/

Antimigraine Agents

Lisdexamfetamine

Ergocalciferol

naloxone

Oxycodone/ Opiate Dependence Insulin Glargine Omeprazole

acetaminophen Agents

Risperidone Bronchodilator Sofosbuvir/velpatasvir = Quetiapine
Agents

Omeprazole Antidepressant Glecaprevir/ Atorvastatin
Agents pibrentasvir

* This table has been developed and formulated using weighted averages to reflect the relative beneficiary size of each

reporting State. Drug names are reported at the generic ingredient level.
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11. Section 1927(g)(A) of the Social Security Act requires that the pharmacist offer patient counseling at
the time of dispensing. Who in your state has responsibility for monitoring compliance with the oral
counseling requirement (multiple responses allowed)?

Figure 29 - Monitoring Oral Counseling Requirements
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Table 41 - Monitoring Oral Counseling Requirements
Response States Count Percentage
e Alaska, Colorado, Connecticut, Florida, Hawaii, Kansas,
Medicaid Program . . cu ! wal 8 14.81%
Minnesota, South Carolina
Alabama, Alaska, Arkansas, California, Delaware, District of
Columbia, Florida, Georgia, Idaho, Indiana, lowa, Kansas,
Kentucky, Louisiana, Maine, Maryland, Massachusetts,
Michigan, Minnesota, Mississippi, Montana, Nebraska,
State Board of & . PP .
Pharmac Nevada, New Hampshire, New Jersey, New Mexico, New 42 77.78%
y York, North Carolina, North Dakota, Ohio, Oklahoma,
Oregon, Pennsylvania, Rhode Island, South Dakota,
Tennessee, Texas, Vermont, Virginia, West Virginia,
Wisconsin, Wyoming
Other Illinois, Missouri, Utah, Washington 4 7.41%
Total 54 100.00%
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If “Other,” please explain

Table 42 - “Other” Explanations for Monitoring Oral Counseling Requirements
The lllinois Department of Financial and Professional Regulation (IDFPR) licenses
pharmacists in the State of lllinois and the IDFPR pharmacy inspectors during the course of
Illinois pharmacy inspections evaluate compliance with the requirement for prospective drug

regimen review and counseling. IDFPR inspectors report findings to the State Board of
Pharmacy which disciplines pharmacists and pharmacies.
The Missouri Medicaid Audit and Compliance Unit monitors compliance with the oral
counseling requirement.
Utah Division of Occupational and Professional Licensing (DOPL) under the Pharmacy Act Rule.
Pharmacy Quality Assurance Commission (PQAC) of Washington State is responsible for
monitoring compliance for oral counseling.

Missouri

Washington
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Section Il - Retrospective DUR (RetroDUR)

1. Indicate the type of vendor that performed your RetroDUR activities during the time period covered
by this report.

Figure 30 - Type of Vendor that Performed RetroDUR Activities

Other Institution,
n=4 (8%)

Table 43 - Type of Vendor that Performed RetroDUR Activities

Response States Count Percentage
California, Colorado, lllinois, Massachusetts, Mississippi,
Academic Institution Oklahoma, Oregon, South Carolina, Utah, West Virginia, 11 22.00%
Wyoming

Alabama, Alaska, Arkansas, Connecticut, Delaware, District
of Columbia, Florida, Georgia, Idaho, Indiana, lowa, Kansas,
Kentucky, Louisiana, Maine, Maryland, Michigan,
Company Minnesota, Missouri, Nevada, New Hampshire, New Jersey, 35 70.00%
New Mexico, New York, North Carolina, North Dakota,
Ohio, Pennsylvania, Rhode Island, South Dakota,
Tennessee, Texas, Vermont, Virginia, Wisconsin

Other Institution Hawaii, Montana, Nebraska, Washington 4 8.00%

ol 50 10000%
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a. ldentify, by name, your RetroDUR vendor

Table 44 - Vendor Names
Response States Count Percentage
Alabama, Connecticut, Kansas, Maryland, North Dakota,

Kepro South Dakota, Wisconsin 7 A0

Magellan Alaska, Arkan§a§, Florida, Idaho, Kentucky, Michigan, New 3 22 86%
Hampshire, Virginia

Gainwell Technologies Delaware, Louisiana, New Jersey 3 8.57%

Conduent District of Columbia, Missouri, New Mexico, Texas 4 11.43%

NorthSt.ar Healthcare Seiia 1 > 86%

Consulting

OptumRx Indiana, Nevada, Tennessee 3 8.57%

Change Healthcare lowa, Maine, Ohio, Pennsylvania, Vermont 5 14.29%

Kepro, Inc. Minnesota 1 2.86%

Kepro / Health

Information Designs New York 1 2.86%

(HID)

Magellan Medicaid

Administration, through | North Carolina 1 2.86%

subcontract with GDIT

KEPRO Rhode Island 1 2.86%

Total 35 100.00%

Table 45 - Academic/Other Institution Names

California
Colorado
Hawaii

Illinois
Massachusetts
Mississippi
Montana
Nebraska
Oklahoma
Oregon

South Carolina
Utah
Washington
West Virginia
Wyoming

Academic/Other Institution Name
University of California, San Francisco (UCSF)
The Regents of the University of Colorado, Skaggs School of Pharmacy
State and Conduent State Healthcare LLC
University of lllinois Chicago College of Pharmacy staff; Change Healthcare RetroDUR 300.
University of Massachusetts Chan Medical School
MS-DUR, University of Mississippi School of Pharmacy
Mountain Pacific Quality Health Foundation
NEBRASKA MEDICAID DHHS
University of Oklahoma College of Pharmacy: Pharmacy Management Consultants (PMC)
Oregon State University, College of Pharmacy, Drug Use Research & Management (DURM)
MUSC/Magellan
University of Utah Drug Regimen Review Center (DRRC) and UT Medicaid Pharmacy Team
Health Care Authority
West Virginia Retrospective Pharmacy DUR Coalition- Marshall University
University of Wyoming School of Pharmacy
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b. Is the RetroDUR vendor the Medicaid Management Information System (MMIS) fiscal agent?

National Medicaid FFS DUR FFY 2021 Annual Report

Figure 31 - Is RetroDUR Vendor the State MMIS Fiscal Agent

Table 46 - Is RetroDUR Vendor the State MMIS Fiscal Agent

Response States Percentage

Delaware, District of Columbia, Florida, Hawaii, Louisiana,

Yes LG umbta, Fioriaa, awall, Foulst 9 18.00%
Nebraska, New Jersey, New Mexico, Virginia
Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, Georgia, Idaho, lllinois, Indiana, lowa, Kansas,
Kentucky, Maine, Maryland, Massachusetts, Michigan,
Minnesota, Mississippi, Missouri, Montana, Nevada, New

No PP 41 82.00%

Hampshire, New York, North Carolina, North Dakota, Ohio,
Oklahoma, Oregon, Pennsylvania, Rhode Island, South
Carolina, South Dakota, Tennessee, Texas, Utah, Vermont,
Washington, West Virginia, Wisconsin, Wyoming
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c. Is the RetroDUR vendor also the developer/supplier of your retrospective DUR criteria?

Figure 32 - RetroDUR Vendor is the Developer/Supplier of Retrospective DUR Criteria

Table 47 - RetroDUR Vendor is the Developer/Supplier of Retrospective DUR Criteria
Response States Count Percentage
Alabama, Alaska, Arkansas, Colorado, Connecticut,
Delaware, District of Columbia, Georgia, lllinois, Indiana,
lowa, Kansas, Kentucky, Maine, Maryland, Massachusetts,
Michigan, Minnesota, Mississippi, Missouri, Montana,
Yes Nebraska, Nevada, New Hampshire, New Jersey, New 42 84.00%
Mexico, New York, North Carolina, North Dakota, Ohio,
Oklahoma, Oregon, Rhode Island, South Dakota, Tennessee,
Texas, Vermont, Virginia, Washington, West Virginia,
Wisconsin, Wyoming
California, Florida, Hawaii, Idaho, Louisiana, Pennsylvania,
No South Carolina, Utah 8 16.00%
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If “Yes” or “No,” please explain.

Table 48 - Explanations for why the RetroDUR Vendor is or is not the Developer/Supplier of Retrospective DUR

Criteria
Alabama Kepro develops and maintains RDUR criteria for AL Medicaid.
Alaska Magellan has both predefined and customizable reports for retrospective reviews.

RetroDUR criteria are developed by the RDUR vendor. The vendor presents the possible
intervention criteria and number of clients impacted to the DUR Board who reviews the

Arkansas . . .
presented options and approves a minimum of one criteria per month. The State and DUR
Board can request ad hoc criteria in addition to those presented by the vendor.

California Retrospective DUR criteria are developed jointly by UCSF and DHCS with input and

recommendation by the DUR board. Final approval of criteria is made by DHCS.

Initial draft criteria are developed each quarter by faculty at the University of Colorado
Colorado Skaggs School of Pharmacy (the vendor) then finalized in collaboration with the State's
clinical pharmacist team prior to DUR Board review.
The RetroDUR vendor is the developer/supplier of the retrospective DUR criteria. Criteria

C ticut
onnecticu is supplied and reviewed by the DUR Board on a quarterly basis.

Delaware Gainwell technologies provides both services for the State of Delaware.
Conduent develops rules for identifying individual beneficiary profiles for retrospective
District of Columbia utilization review by the DUR Board. Conduent uses both pharmacy and medical claims

history to select 300 profiles each month.
The developer of the retrospective DUR criteria is provided by the State DUR Board in

Florida collaboration with the Agency and Magellan Medicaid Administration.

Georgia The RetroDUR vendor is the developer/supplier of the retrospective DUR criteria.

Hawaii In conjunction with the State, the retro DUR program is tailored to the current covered
population.

1daho The Medicaid Pharmacy Staff Clinical Pharmacists develop the retrospective DUR criteria

with input from the DUR Board and P&T Committee as necessary.
Change Healthcare provides the RetroDUR program that identifies participants every 2
months who have potential medication related issues to address with the prescriber. Prior
authorization and Medication Review and Academic Detailing staff review the issues and
Illinois notify the prescriber, providing education as needed to ensure appropriate prescribing.
Pharmacists from the University of Illinois Chicago College of Pharmacy identify
issues/criteria for drug-focused retrospective drug utilization review with input from the
DUR Board.
The retroDUR vendor presents proposed retroDUR criteria, Dear Dr. Letters, and

Indiana Newsletters to the DUR Board for review and approval prior to implementation.
Change Healthcare utilizes MediSpan for retrospective DUR criteria involving a complex

lowa screening process for member profile reviews (conducted 4 times per year). The DUR
Board discusses RetroDUR educational initiatives and provides input as to what data points
are needed for further discussion and potential outreach to providers.

Kansas Yes, partially. The State supplies RDUR criteria as well.

e Magellan develops the RetroDUR criteria and carries out the RetroDUR activity that is
approved.

Louisiana Retrospective DUR criteria are developed through collaboration of pharmacists at LDH,

Gainwell Technologies, and the University of Louisiana-Monroe.
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State Explanation

Maine

Maryland

Massachusetts
Michigan
Minnesota

Mississippi
Missouri

Montana

Nebraska
Nevada

New Hampshire

New Jersey
New Mexico
New York
North Carolina

North Dakota

Ohio

Oklahoma

This is discussed as part of the RetroDUR process

with the DUR committee to get consensus on

initiatives and parameters around the RetroDUR.

The RetroDUR vendor presents new criteria to the DUR Board at quarterly meetings for the
Board to review and vote if it should be added to the monthly monitoring cycle.
Additionally, the DUR Board must approve any educational interventions proposed by the
RetroDUR vendor.

The RetroDUR vendor develops, implements and maintains the DUR criteria.

Magellan has a catalog of RetroDUR criteria from which the DUR Board can select as
needed for various topics.

Kepro's criteria is reviewed by the DUR Board.

In coordination with the DUR coordinator pharmacist in the DOM office of pharmacy, the
vendor, MS-DUR develops and maintains the retro-DUR criteria on behalf of the State.
The vendor creates the criteria and presents the proposed criteria to the State and DUR
Board for review/approval.

The RetroDUR vendor is our DUR Board Coordinator. They work with the State and DUR
Board to develop retrospective DUR criteria.

Nebraska DHHS is their own developer/supplier of their retrospective DUR criteria.

The DUR Board provides topics and reviews but does not approve final initiatives.
Magellan maintains an extensive database of retrospective DUR activities that may be
implemented for the NH FFS population. Approximately 200 activities are summarized and
presented with an estimate of impacted members, impacted prescribers, and total
payment amount for medications within the intervention. The DUR board selects activities
from the list or recommends topics for development and implementation by Magellan.
These activities are implemented over the preceding 6 months and are summarized at the
next DUR meeting.

Gainwell Technologies clinical staff assist with the development of DUR criteria, which is
recommended by the DURB/State prior to implementation.

Conduent develops and supplies the retrospective DUR criteria based on state-specific
needs and DUR Board member requests.

Kepro updates and maintains the RetroDUR clinical criteria. The criteria is updated at least
once a month in consideration of new clinical information.

The RetroDUR vendor supplies criteria, but the DUR Board and the Division of Health
Benefits also recommend criteria.

Kepro provides quarterly updates of DUR criteria which are reviewed and approved by the
state and the DUR Board.

Change Healthcare, with the assistance and guidance of the State, DUR Committee, and
Board members develops the RetroDUR criteria for each intervention. The State performs
final review and approval of criteria.

PMC develops, implements, and maintains the RetroDUR criteria in collaboration with the
Oklahoma Health Care Authority (OHCA) and/or the DUR Board. In relation to RetroDUR
activities, PMC clinical pharmacists complete calls and send letters and faxes to
prescribers, perform academic detailing in person or virtually with prescribers, and
complete prescriber and member newsletter articles. PMC clinical pharmacists also review
the RetroDUR criteria and present the results to the DUR Board at the monthly DUR Board
meeting.
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State Explanation

DURM evaluates drugs, conducts drug class reviews, and performs drug use and policy
evaluations based on sound evidence-based research and processes widely accepted by
the medical profession. These evidence summaries and drug use evaluations are presented
to the DUR Board/P&T Committee and inform the recommendations for management of
Oregon the PDL and clinical prior authorization criteria. Recommendations are aimed to encourage
safe, effective, and innovative drug policies that promote high value medications for
patients served by the Oregon Health Plan (OHP). DURM also publish and distribute
educational information to prescribers and pharmacists regarding the committee activities
and the drug use review programs.
Pennsylvania The state agency's clinicians and DUR Board develop the RetroDUR criteria.
Rhode Island KEPRO runs the DUR Board meetings and develops the Retro DUR criteria.
Currently the State is contracted with MUSC (Medical University of South Carolina) for
initiatives which focus primarily on opioids, while the State continues efforts to
South Carolina restructure the DUR board. Magellan continues to focus on Compound Claims, which has
identified opportunities regarding coding, policy/language and processes
(ketogenic diets/coordination with prescribers).
The RetroDUR vendor develops the retrospective DUR criteria. The DUR Review Committee
reviews new criteria for inclusion in the review process.
The PBM is the supplier of retrospective DUR, however the ideas and suggestions may be
from the State, the DUR Board and other sources.
Conduent is responsible for developing retrospective intervention criteria for the
intervention letters to the prescribers. Conduent uses a web-based tool to conduct clinical
analysis of drug therapy and disease states using both pharmacy and medical claims data.
This method allows clinical issues affecting thousands of members to be addressed without
the need to individually review each profile. The retrospective criteria are developed and
are submitted to the Texas DUR Board for review and approval prior to deployment.
To allow for development of physician outlier profiles based on the number of
beneficiaries who are receiving sub-optimal therapy, the Prescribing physicians who treat
only one or two members are not flagged for intervention. Physicians who are flagged will
receive an intervention letter along with patient specific information and an intervention
message page which includes helpful clinical information and resources. On the letter
there is also vendor's contact information if physician wishes to further discuss the issue.
These letters are for educational purposes and do not affect any future prescribing abilities
for the FFS clients. Vendor
The Retro-DUR criteria are developed by the Medicaid Pharmacy Team and implemented
jointly by the Medicaid Pharmacy Team and the University of Utah DRRC
The RetroDUR criteria is developed collaboratively with the State of Vermont, The DUR
Board and Change Healthcare.
DUR Board votes on topic of
interest as well as makes suggestions to the
design and implementation of the Retro DUR
topics.
The Magellan Clinical Team develops new clinical criteria for all new DUR drugs. The clinical
criteria then gets discussed and reviewed at the Virginia DUR Board meetings. After
discussion at the DUR Board meetings the Board will make updates if needed and then
approve for implementation.

South Dakota

Tennessee

Texas

Utah

Vermont

Virginia
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RetroDUR criteria is developed by the Health Care Authority and approved by both the
State DUR Board and the Health Care Authority. Some activities included as RetroDUR are
initiated and completed by other program sections within the Health Care Authority and
are not approved by the State DUR Board; examples of these activities include Program
Integrity activities and provider oversight resulting in provider education or care gap
analysis that include a pharmacy component but are not solely pharmacy based.

The vendor offers suggestions for RetroDUR interventions that are presented at our DUR
board meetings. The members will vote and rank the offered suggestions and the vendor
will implement the top choices and create criteria by working with the RetroDUR board
and BMS clinical staff.

Kepro is responsible for Wisconsin's retrospective DUR criteria. Each month Kepro
evaluates pharmacy claims data against criteria for several hundred potential drug therapy
issues. Standard criteria are developed by Kepro with any customizable applications
presented to the DUR Board for approval and implementation.

Wyoming Retrospective criteria is developed by the DUR Manager.

Washington

West Virginia

Wisconsin

d. Does your state customize your RetroDUR vendor criteria?

Figure 33 - Does State Customize RetroDUR Vendor Criteria
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Table 49 - Does State Customize RetroDUR Vendor Criteria
Response States Count Percentage
Alabama, California, Colorado, Indiana, Kentucky,
Massachusetts, Minnesota, Mississippi, Missouri, Montana,
Yes Nebraska, Nevada, New Hampshire, New Jersey, North 23 46.00%
Carolina, Ohio, Oklahoma, Oregon, Pennsylvania, Texas,
Utah, Virginia, West Virginia
Alaska, Arkansas, Connecticut, Delaware, District of
Columbia, Florida, Georgia, Hawaii, Idaho, lllinois, lowa,
Ad hoc based on state- Kansas, Louisiana, Maine, Maryland, Michigan, New

specific needs Mexico, New York, North Dakota, Rhode Island, South 27 54.00%
Carolina, South Dakota, Tennessee, Vermont, Washington,
Wisconsin, Wyoming

Total 50 100.00%

2. How often does your state perform retrospective practitioner-based education?

Figure 34 - Frequency of Retrospective Practitioner-Based Education

s Bi-monthly, n=2

Quarterly, n=13
(26%)
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Table 50 - Frequency of Retrospective Practitioner-Based Education

Response States Count Percentage
Bi-monthly Nebraska, Oregon 2 4.00%
Connecticut, Louisiana, Massachusetts, Mississippi,
Montana, New Hampshire, New York, North Carolina, North
Dakota, Ohio, Oklahoma, Pennsylvania, Rhode Island, South
Dakota, Virginia
Alabama, Alaska, Colorado, District of Columbia, Georgia,
Quarterly Kentucky, Maine, Michigan, Minnesota, Missouri, New 13 26.00%
Mexico, Tennessee, Wyoming
Arkansas, California, Delaware, Florida, Hawaii, Idaho,
lllinois, Indiana, lowa, Kansas, Maryland, Nevada, New
Jersey, South Carolina, Texas, Utah, Vermont, Washington,
West Virginia, Wisconsin
Total 50 100.00%

Monthly 15 30.00%

Other 20 40.00%

If “Other,” please specify.

Table 51 - “Other” Frequency of Retrospective Practitioner-Based Education
Retrospective practitioner-based education is performed monthly based on the DUR Board
Arkansas approved guidance. The State pharmacy program requests ad hoc educational

interventions, and quarterly education is provided by a provider newsletter.
Practitioner-based education is performed at least on a quarterly basis and more
frequently as needed.
Delaware sends out retro DUR letters that are generated weekly based on DUR criteria
Delaware that has been established by the DUR Board members. Additionally, blast faxes and

prescriber notifications are sent on an ad hoc basis.

Retrospective practitioner-based education is determined by the DUR Board in
Florida collaboration with the Agency and can occur at varying intervals depending on topic
discussion.
Ad hoc provider memorandums per current retro DUR project with quarterly provider
bulletin available for medical providers as a supplemental education.
Idaho Depending on the outreach, it can vary from monthly to quarterly.

Practitioner-based education may occur as part of the prior authorization process. After

completion of RetroDUR 300 evaluation and after a focused retrospective review

practitioner education may be done and is targeted to individual patients or an individual
Illinois drug issue. Retrospective review may identify need for an educational item that would
benefit all prescribers. That educational item is either prepared or a link to pertinent
publicly available materials is posted on the DUR Board Education page. The posted
information may be shared with prescribers when pertinent during the PA process.
The retroDUR vendor provides practitioner-based education at least twice per year and no

California

Hawaii

Indiana
more often than quarterly.
lowa Twice a year through the DUR digest and other provider specific education as issues are
identified.
The frequency varies, depending on specific RDUR requirements given in state policy and
Kansas also requirements set in vendor contract(s). Not all RDUR analyses lead to individual

practitioner lettering.
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State Explanation

The RetroDUR vendor performs retrospective practitioner based educational interventions

Maryland depending on the criteria and direction from the DUR Board. For the reporting period,
there were one-time, monthly and quarterly interventions performed.
Nevada Ad hoc based

Practitioner based education is performed on an ongoing basis based on patient specific
retrospective review.

South Carolina Varies by intervention, typically quarterly- at a minimum .

There is no set frequency for mailing educational letters to prescribers. Per the program
requirement, vendor must perform seven to ten population-based retrospective

New Jersey

Texas . . . . S .
interventions per year. Proposed intervention criteria and the educational letters are
mailed out within 1-3 months from the DUR Board's approval.

Utah The practitioner-based education is an ongoing process. It is integrated to day to day Prior
Authorization review work flow.

Vermont Retrospective practitioner-based education is dependent on the specific outcomes of the
retrospective DUR analysis and feedback from the DUR board.

. Retrospective practitioner-based education occurs on an ad hoc basis based on state
Washington

specific needs or as a result of provider oversight activities.

We hold monthly meeting where the RetroDUR board reviews patient profiles and sends
West Virginia letters to physicians when appropriate. The RetroDUR vendor also puts out a quarterly
educational newsletters that is posted on our site for clinicians to view.

Some retrospective practitioner-based educational letters are completed monthly.

Wisconsin .
quarterly and on an as needed basis (i.e., development of newsletters).
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a. How often does your state perform retrospective reviews that involve communication of client-specific information to
healthcare practitioners (multiple responses allowed)?

Figure 35 - Frequency of Retrospective Reviews that Involve Communication of Client-Specific Information to
Healthcare Practitioners
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# States
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Bi-monthly Monthly Quarterly Other

Table 52 - Frequency of Retrospective Reviews that Involve Communication of Client-Specific Information to
Healthcare Practitioners
Response States Count Percentage
Bi-monthly lllinois, Maine, Nebraska, Utah 4 5.97%

Arkansas, Connecticut, District of Columbia, Louisiana,
Maryland, Massachusetts, Mississippi, Montana, New
Hampshire, New York, North Carolina, North Dakota, Ohio,
Oklahoma, Pennsylvania, Rhode Island, South Dakota,
Tennessee, Utah, Virginia, West Virginia, Wisconsin,
Wyoming

Monthly 23 34.33%

Alabama, Alaska, Colorado, District of Columbia, Georgia,
Idaho, lowa, Kentucky, Maine, Maryland, Michigan,
Quarterly Minnesota, Missouri, Nevada, New Mexico, North Carolina, 22 32.84%
Oklahoma, South Carolina, Tennessee, Utah, Wisconsin,
Wyoming

Arkansas, California, Delaware, Florida, Hawaii, Idaho,
Illinois, Indiana, Kansas, New Jersey, North Carolina,
Oregon, South Carolina, Texas, Utah, Vermont, Washington,
Wyoming

Other 18 26.87%

Total 67 100.00%
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If “Other,” please specify.

Table 53 - “Other” Explanations for Frequency of Retrospective Reviews that Involve Communication of Client-
specific Information to Healthcare Practitioners
The DUR Board reviews multiple intervention criteria options during each quarterly board
meeting provided by the RDUR vendor. Medicaid clients are analyzed with the DUR Board
Arkansas approved criteria with at least one Board approved criteria being analyzed monthly.
Patient specific communication along with an educational letter is mailed to prescribers
based on the specific clients that met Board approved criteria.
Retrospective reviews that involve communication of client specific information to

California healthcare practitioners are performed at least on a quarterly basis and more frequently as
needed.
Delaware sends out retro DUR letters that are generated weekly based on DUR criteria
Delaware that has been established by the DUR Board members. Additionally, blast faxes and

prescriber notifications are sent on an ad hoc basis.
Retrospective practitioner-based education is determined by the DUR Board in

Florida collaboration with the Agency and can occur at varying intervals depending on topic
discussion.

Hawaii ad hoc per current retro DUR project

Idaho Depending on the outreach, it can vary from monthly to quarterly.

Client-specific information may be shared for issues identified at the claim level in
RetroDUR 300 and other retrospective reviews. Pharmacist reviewers may determine that
Illinois an issue identified by the automated RetroDUR 300 report is no longer a problem, for
example drug therapy changed since the date of the claim in the report. In those cases, the
client-specific information is not shared with the prescriber.
The retroDUR vendor provides retrospective reviews at least twice per year and no more
often than quarterly.
The frequency varies, depending on specific RDUR requirements given in state policy and
also requirements set in vendor contract(s). For FFY 2021, there were two provider RDUR
Kansas reviews that led to communication of client specific information to healthcare
practitioners, but those interventions were not impactful. We are reviewing how we might
improve this area of the DUR Program.
Practitioner based education is performed on an ongoing basis based on patient specific
retrospective review.
While DUR Board meetings are held quarterly, lettering initiatives may occur at any time
after approval by the Board and DHB. Multiple topics may be addressed in one month or it
may be that letters are sent quarterly. This is dependent on the Board and DHB deciding
that there is sufficient evidence in the claims data to support a clinical initiative.
Retrospective reviews that involve communication of client specific information to
healthcare practitioners are faxed weekly.
Quarterly initiatives are planned, which include mailings, sometimes paired with Academic
South Carolina Detailing, resources and CE via the tipSC webiste, as well as presentations at
academic meetings/conferences.
There is no set frequency for mailing educational letters. Intervention packages are sent to
targeted prescribers every 1-3 months after the DUR Board approval and will include the
letter to the prescriber, specific client's claims information, and a clinical message sheet
explaining the standard treatment practices.

Indiana

New Jersey

North Carolina

Oregon

Texas
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State Explanation

Utah It is an ongoing process, integrated to day to day Prior Authorization review work flow.
Retrospective reviews that involve communication of client-specific information to
healthcare practitioners (through messaging, fax, or mail) are developed on an as needed
basis. Communications are dependent on specific PDL changes or Retrospective DURs
reviewed by the DUR Board.

Retrospective reviews that involve communication of client specific information to
Washington practitioners occurs on an ad hoc basis based on state specific needs, as a result of
provider oversight activities or care gap analysis.

Wyoming Prescription Drug Monitoring Program letters are sent weekly as required.

Vermont

b. What is the preferred mode of communication when performing RetroDUR initiatives (multiple responses allowed)?

Figure 36 - Preferred Mode of Communication When Performing RetroDUR Initiatives
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Table 54 - Preferred Mode of Communication When Performing RetroDUR Initiatives

Response
Focused workshops,
case management, or
WebEx training

Mailed letters

Near real-time fax

Near real-time
messaging

Newsletters or other
non-direct provider
communications

Provider phone calls

Other

Other new technologies
such as apps or Quick
Response (QR) codes
Total

States
Florida, Oklahoma, South Carolina

Alabama, Alaska, Arkansas, California, Colorado,
Connecticut, Delaware, District of Columbia, Georgia,
Idaho, Indiana, lowa, Kansas, Kentucky, Louisiana, Maine,
Maryland, Massachusetts, Michigan, Minnesota,
Mississippi, Missouri, Montana, Nevada, New Hampshire,
New Jersey, New Mexico, New York, North Carolina, North
Dakota, Ohio, Oklahoma, Pennsylvania, Rhode Island, South
Carolina, South Dakota, Tennessee, Texas, Utah, Vermont,
Virginia, Washington, West Virginia, Wisconsin, Wyoming
Arkansas, Georgia, lllinois, Indiana, Maine, Massachusetts,
New Jersey, Oklahoma, South Carolina, Washington, West
Virginia

Florida, Massachusetts, Missouri, Oregon, Rhode Island,
Vermont, Washington

Alabama, Arkansas, California, Colorado, Connecticut,
Delaware, Florida, Georgia, Hawaii, Idaho, Indiana, lowa,
Kansas, Kentucky, Maine, Maryland, Michigan, Mississippi,
Montana, Nebraska, New Jersey, New Mexico, North
Carolina, North Dakota, Ohio, Oklahoma, Oregon, South
Carolina, Utah, Vermont, Washington, West Virginia,
Wisconsin, Wyoming

Alaska, Delaware, District of Columbia, Georgia, Hawaii,
Idaho, lllinois, Indiana, lowa, Maine, Massachusetts,
Michigan, Montana, New Jersey, Ohio, Oklahoma, South
Carolina, Utah, Vermont, Washington, Wisconsin

Hawaii, lllinois, Michigan, New Mexico, North Carolina,
Ohio, South Carolina, Vermont, Washington

Alabama

If “Other,” please specify.

Count

45

11

34

21

131

Percentage

2.29%

34.35%

8.40%

5.34%

25.95%

16.03%

6.87%

0.76%

100.00%

Table 55 - “Other” Explanations for Preferred Mode of Communication When Performing RetroDUR Initiatives

State
Hawaii
lllinois
Michigan
New Mexico

North Carolina

Explanation
email

For educational materials- posting on DUR Board Education page.

Office visits.
Email and/or Fax

Mailed letters are our primary mode of communications for RetroDUR activities, but we
also use the Medicaid monthly newsletter as well as direct communications through the

NCTracks provider portal.

64| Page



State Explanation

Ohio Retrospective faxes
The mode of communication is assessed/evaluated independently, every effort is made to
South Carolina align the most appropriate method of communication with the intervention, taking into

account limitations in some methods which may include cost, resources, and timeliness.

Communications are also shared via FAX blast type messaging to providers.

Vermont

Washington Meetings and outreach with Washington State professional and quality assurance boards,
g commissions, and associations.

3. Summary 1 - RetroDUR Educational Outreach

RetroDUR Educational Outreach Summary should be a year-end report on retrospective screening and educational
interventions. This summary should be limited to the most prominent problems with the largest number of
exceptions. The results of RetroDUR screening and interventions should be included and detailed below.

Table 56 - RetroDUR Educational Outreach Summary
. Drug-Drug Precaution - SUPPORT Act of 2018
. Drug-Drug Interaction - Respiratory Depression
. Therapeutic Appropriateness - Appropriate Use of Opioids
. Drug-Drug Precaution - SUPPORT Act of 2018
. Therapeutic Appropriateness - Potential Drug Abuse
. Therapeutic Appropriateness - Adverse Metabolic Effects
. Drug-Disease Precaution - Black Box Warning
. Drug-Drug Interaction - Cytochrome-related Drug Interaction
. Drug-Disease Precaution - Stimulants and Hypertension
10. Appropriate Use - Appropriate Use of Buprenorphine-containing Products
Recipients Reviewed Recipients Selected for Intervention Letters Generated

O o0 NOULLESE WN -

Alabama Letters Mailed

1. 704 454 769 748
2. 674 2 4 4
3. 663 14 14 13
4. 644 384 511 505
5. 432 298 456 445
6. 305 205 210 196
7. 161 115 115 111
8. 129 84 146 143
9. 62 7 13 11
10. 61 45 83 81
Total 3835 1608 2321 2257
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Alaska

Arkansas

RetroDUR Educational Outreach Summary

General Information

The Alaska Medicaid Drug Utilization Review (DUR) Committee was established to comply
with Sec. 1927(g) of the Social Security Act, Title 42 CFR 456 and Alaska Administrative
Code 7 AAC 120.120. Retrospective screening and educational interventions for FFY 2021
are summarized below:

Highlighted Activities

Opioid Morphine Equivalent Dose

Prescriber education; letters sent to providers; patient outreach; ongoing MME was
reduced to 150

education runs concurrent with long-acting opioid PA requests and letters sent to
providers with patients in excess of the established MME

Opioids in combination with benzodiazepines, z-drugs, and antipsychotics were continually
reviewed by the DUR Board quarterly
Pharmacist level overrides were made available after consultation with the prescriber

Antipsychotic drugs and metabolic monitoring
Letters sent to prescribers identifying recipients that had not received metabolic testing
while taking antipsychotic drugs

Use of Makena
Letters sent to prescribers regarding FDA recommendations

Retrospective Drug Utilization Review (RetroDUR)

The DUR Committee conducts retrospective reviews approximately once per quarter. The
criteria for claims review is typically selected by the committee coordinator or suggested
drug related issues by the committee members. For profile reviews, the committee
evaluates a recipient's medication history for the criteria under review in addition to
therapeutic duplications, drug interactions, overutilization, and poly-provider situations.
Introduced starting in FFY2016, the utilization of FDA FAERS reports and the evaluation of
impact on Alaska Medicaid beneficiaries has continued.

RetroDUR issues are generally addressed with educational interventions such as prescriber
letters or direct prescriber contact via phone. Additional means, such as web-based
notices, newsletters, and email bulletins, were utilized for outreach. The logistics of face-
to-face interactions with prescribers is difficult due to the large geography of the state and
many communities have limited road access. The DUR Committee may also refer potential
cases of overutilization or fraud, waste or abuse identified during the RetroDUR to the Care
Management program and/or the Program Integrity unit.

Magellan developed RetroDUR criteria and presented to the Arkansas Medicaid Drug
Utilization Review Board for approval and implementation. Magellan Rx Management
routinely performs retrospective reviews on the prescribing and dispensing of outpatient
prescription drugs to ensure that prescriptions are appropriate, medically necessary, and
are not at risk of adverse medical outcomes. The DUR Board approves intervention criteria
for active and ongoing educational outreach programs to educate practitioners, with the
aim of improving prescribing or dispensing practices. At least one new intervention criteria
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is reviewed monthly as determined by the DUR Board. The drug history and diagnosis
profile for each client who meets the selected criteria are reviewed by the Magellan RDUR
team to determine if the client should be selected for an intervention.

Educational intervention letters include a description of the intervention, client's pharmacy
claim history when appropriate for the intervention, and language to encourage the
prescriber to have a discussion with their patient on the medication effectiveness, adverse
effects, and importance of adherence.

Once the specific criteria has been selected, the criteria will not be chosen for review again
for at least 6 months so that duplicate letters for the same problem are not mailed to the
same prescriber month after month. However, clients could be selected for additional
interventions if they meet specific criteria.

Monthly RetroDUR Educational Outreach Summary
1. October 2020--Aripiprazole without an FDA approved indication in history in the last
365 days

a. 348 profiles reviewed, 248 clients required letters, 249 prescribers were sent letters

b. Letters mailed 11/23/2020 and re-mailed 2/17/2021

c. 195 clients had the same issue at re-review; this calculates to approximately a 21%
change in therapy
2. November 2020--Member under 18 with stimulant type ADHD meds and no ADHD
diagnosis

a. 1336 profiles reviewed, 1336 clients required letters, 1383 prescribers were sent
letters

b. Letters mailed 12/16/2020 and re-mailed 2/18/2021

c. 717 clients had the same issue at re-review; this calculates to approximately a 46%
change in therapy
3. December 2020--Statin non-compliance looking for a 20-day gap in refill

a. 638 profiles reviewed, 190 clients required letters, 198 prescribers were sent letters

b. Letters mailed 2/29/2021

c. 16 clients had the same issue at re-review; this calculates to approximately a 92%
change in therapy
4. January 2021--Use of triptan without a migraine prevention medication

a. 1671 profiles reviewed, 1106 clients required letters, 1146 prescribers were sent
letters

b. Letters mailed 2/22/2021

c. 294 clients had the same issue at re-review; this calculates to approximately a 73%
change in therapy
5. February 2021--Diabetics ages 40-75 with no statins

a. 2419 profiles reviewed, 2125 clients required letters, 2055 prescribers were sent
letters

b. Letters mailed 3/26/2021

c. 759 clients had the same issue at re-review; this calculates to approximately a 60%
change in therapy
6. March 2021--Concurrent use of opioids and antipsychotics

a. 1036 profiles reviewed, 552 clients required letters, 1097 prescribers were sent
letters

b. Letters mailed 4/21/2021
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c. 224 clients had the same issue at re-review; this calculates to approximately a 60%
change in therapy
7. April 2021--DPP-4 and SGLT-2 inhibitors--FDA warnings

a. 657 profiles reviewed, 657 clients required letters, 687 prescribers were sent letters

b. Letters mailed 5/20/2021

c. 371 clients had the same issue at re-review; this calculates to approximately a 43%
change in therapy
8. May 2021--CNS polypharmacy

a. 2253 profiles reviewed, 272 clients required letters, 655 prescribers were sent letters

b. Letters mailed 6/29/2021

c. 145 clients had the same issue at re-review; this calculates to approximately a 40%
change in therapy
9. June 2021--Use of antibiotics for URI--antibiotic overutilization and resistance

a. 14,134 profiles reviewed, 14,134 clients required letters, 16,684 prescribers were sent
letters

b. Letters mailed 7/15/2021

c. Nothing to monitor for follow-up since antibiotics are one time treatment
10. July 2021--Females 15-50, claims for narcotics without birth control

a. 1352 profiles reviewed, 817 clients required letters, 1129 prescribers were sent
letters

b. Letters mailed 8/2/2021

c. 398 clients had the same issue at re-review; this calculates to approximately a 51%
change in therapy
11. August 2021--ADHD medication in women ages 15-44--CDC reports concerns

a. 1687 profiles reviewed, 891 clients required letters, 987 prescribers were sent letters

b. Letters mailed 10/7/2021

c. Nothing to monitor as was an educational letter only
12. September 2021--SABA use of 2 or more in 90 days without a controller medication

a. 3624 profiles reviewed, 2719 clients required letters, 3147 prescribers were sent
letters

b. Letters mailed 10/21/2021

c. 2752 clients had the same issue at re-review; No improvement as response calculated
as a -0.8% change
In summary for FFY2021, the RDUR program reviewed 31,155 profiles, determined that
25,047 clients met criteria warranting a letter to be sent to the prescriber, and 29,597
prescriber letters were mailed.
1. Benzodiazepines
o Educational alert published October 2020: This alert was published in response to a
U.S. Food and Drug Administration (FDA) announcement that required the Boxed Warning
for all benzodiazepines to be updated to reflect the serious risks of abuse, misuse,
addiction, physical dependence, and withdrawal reactions.

California o Clinical Review: Recommendations for the Tapering of Benzodiazepines published
March 2021: This bulletin reviewed the risks of dependence and withdrawal during
benzodiazepine therapy and discussed strategies for designing a safe taper.

o Provider letter sent April 2021: The objective was to inform health care providers
about safety issues associated with benzodiazepine tapering. A total of 153 letters were
mailed on April 18, 2021, to the top prescribers of benzodiazepines (by total paid claims) in
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the Medi-Cal program. Each prescriber was sent a letter that included the Medi-Cal DUR
bulletin on benzodiazepine tapering and a provider survey.

2. Management of Acute Dental Pain

o Educational bulletin published January 2021: This bulletin reviewed
recommendations from 