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CENTER FOR MEDICAID AND MEDICARE SERVICES (CMS) SURVEY
I.
State Name Abbreviation  


CA    

II.
Medicaid Agency Information 

1.  Identify State person responsible for DUR Annual Report Preparation. 


     Name: 



Mike Wofford, PharmD. 


     Organization: 


Department of Health Care Services 

     Street Address: 

1501Capitol Avenue, MS 4604

     City/State/Zip Code: 
Sacramento, CA, 95899-7417 


     Area Code/Phone Number: (916) 552-9606 

2.  Identify pharmacy POS vendor - (contractor, state-operated,     other). 


      HP (Hewlett Packard)
3.  If not state-operated, is the POS vendor also the MMIS fiscal agent? 


       X   Yes
            _____ No 

III.
Prospective DUR 


1.  Identify prospective DUR criteria source. 


  First Data Bank and the Department of Health Care Services (DHCS) Pharmacy Policy  


2.  Are new prospective DUR criteria approved by the DUR Board? 


       X   Yes  
            _____ No 


     If answer above is “No,” please explain:  

3.  When the pharmacist receives prospective DUR messages that deny the claim, does your system: 



a)  _____ Require preauthorization 



b)    X     Allow the pharmacist to override with the correct 



    “conflict,” “intervention,” and “outcome” codes? 

c)  _____ a) and/or b) above - depending on the situation.   Please explain:

4. Early Refill: 



a)  At what percent threshold do you set your system to edit? 




  i) Non-controlled drugs:           75 % 




 ii) Controlled drugs:  
    
  75 % 
b)  When an early refill message occurs, does the state require prior authorization? 




  i) Non-controlled drugs:  
_____ Yes       X   No 




 ii) Controlled drugs:  
    
_____ Yes       X   No 

c)  For non-controlled drugs, if the answer to 4 (b) above is “Yes,” who obtains authorization? 



_____ Pharmacist       _____ Prescriber         _____ Either 

d)  For controlled drugs, if the answer to 4 (b) above is “Yes,” who obtains authorization? 



_____ Pharmacist       _____ Prescriber         _____ Either 

e)  For non-controlled drugs, if the answer to 4 (b) above is “No,” can the pharmacist override at the point of service? 



          X   Yes  
               _____ No 
f)  For controlled drugs, if the answer to 4 (b) above is “No,” can the pharmacist override at the point of service? 



          X   Yes                     _____ No  

5.  Therapeutic Duplication: 

a)  When there is therapeutic duplication, does the State require prior authorization for: 

i) Non-controlled drugs: 

____ Yes        X   
No     _____ Sometimes 




If answer above is “Sometimes,” please explain: 

ii)   Controlled drugs:         
 _____ Yes      X   No    _____ Sometimes
 


If answer above is “Sometimes,” please explain:
b)  If the answer to 5 (a) above is “Yes,” who obtains authorization?  




i)   Non-controlled drugs:  

                                 _____ Pharmacist   _____ Prescriber _____ Either 




ii) Controlled drugs:  

 


     _____ Pharmacist   _____ Prescriber  _____ Either 

c)  If the answer to 5 (a) above is “No,” can the pharmacist override at the point of service? 




i)   Non-controlled drugs:     X   Yes     _____ No 




ii)  Controlled drugs:            X   Yes     _____ No 




Additional Comment: 


6.  State has provided DUR criteria data requested on Table 1 - Pro DUR Criteria Reviewed by DUR Board, indicating by problem type those criteria with the most significant severity level reviewed in-depth by the DUR Board in this reporting period.  

       X   Yes     _____ No 

7.  State has included Attachment 1 – Prospective DUR Review Summary.  


       X   Yes     _____ No 

8. State has included Attachment 2 – Prospective DUR Pharmacy Compliance Report, a report on State efforts to monitor pharmacy compliance with the oral counseling requirement. 

                X   Yes     _____ No

IV.
Retrospective DUR 

1. Identify the vendor that performed your retrospective DUR activities during the time period covered by this report (company, academic institution, or other organization). 


     HP   
a)  Is the retrospective DUR vendor also the Medicaid fiscal agent? 




  X   Yes     _____ No 

b)  Is the retrospective DUR vendor also the developer/supplier of your retrospective DUR criteria? 




  X      Yes, in conjunction with DHCS Pharmacy Policy  
______ No 



     If “No,” please explain:  

2.  Does the DUR Board approve the retrospective DUR criteria supplied by the criteria source? 


       X   Yes     _____ No 

3.  State has provided the DUR Board approved criteria requested on Table 2 -Retrospective DUR Approved Criteria. 


       X   Yes     _____ No 


4.  State has included Attachment 3 - Retrospective DUR Screening and Intervention Summary Report. 

       X   Yes     _____ No 

 V.
Physician Administered Drugs 

The Deficit Reduction Act required collection of NDC numbers for covered outpatient physician administered drugs.  These drugs are paid through the physician and hospital programs. Has your MMIS been designed to incorporate this data into your DUR criteria for both prospective DUR and retrospective DUR? 


   X    Yes          No 

If “No,” when do you plan to include this information in your DUR criteria? 

VI.
DUR Board Activity 

1.  State has included a summary report of DUR Board activities and meeting minutes during the time period covered by this report as Attachment 4 - Summary of DUR Board Activities. 

       X   Yes     _____ No 


2.  Does your state have a Disease Management Program? 


       X   Yes     _____ No 


     If “Yes,” is your DUR Board involved with this program? 


     _____ Yes       X   No   

3.  Does your state have a Medication Therapy Management Program? 


     _____ Yes       X   No 
     

     If “Yes,” is your DUR Board involved with this program? 


     _____ Yes     _____ No 

VII.
Generic Policy and Utilization Data 

1. State has included a description of new policies used to encourage the use of therapeutically equivalent generic drugs as Attachment 5 - Generic Drug Substitution Policies. 

_____ Yes       X   No 

A description of policies used to encourage the use of generic drugs is included (Attachment 5); however, these policies are not new.
2. Indicate the generic utilization percentage for all covered outpatient drugs paid during this reporting period, using the computation instructions in Table 3 – Generic Utilization Data. 


     Number of Generic Claims:           19,731,894 

     Total Number of Claims:               28,862,012

     Generic Utilization Percentage:     68.37%

3. Indicate the percentage dollars paid for generic covered outpatient drugs in relation to all covered outpatient drug claims paid during this reporting period using the computation instructions in Table 3 - Generic Utilization Data. 


     Generic Dollars:                            $451,492,812.54 


     Total Dollars:                                $2,773,125,943.08

     Generic Expenditure Percentage:  16.28%

VIII.
Program Evaluation / Cost Savings 

1.  Did your state conduct a DUR program evaluation/cost savings estimate? 

       X   Yes     _____ No 
2.  Who conducted your program evaluation/cost savings estimate (company, academic institution, other institution)? 

     Program Evaluation:  HP

     Cost Savings Estimate:  DHCS

3.  State has provided the Medicaid program evaluation/cost savings estimate as Attachment 6 - Cost Savings Estimate. 


       X    Yes     _____ No 

4.  Please provide the total net cost savings estimate.          
     $243,932,002
5. Please provide the estimated percent impact of your state’s cost savings program compared to total drug expenditures for covered outpatient drugs. Divide the estimated net savings amount provided in Section VIII, Question 4 above by the total dollar amount provided in Section VII, Question 3. Then multiply this number by 100. 

Estimated Net Savings Amount ÷ Total Dollar Amount × 100 =    8.46% 
IX.
Fraud, Waste, and Abuse Detection 

1.  Do you have a process in place that identifies potential fraud or abuse of controlled drugs by recipients? 


       X   Yes     _____ No 

If “Yes,” what action(s) does this process initiate? Check all that apply. 



a. _____ Deny claim and require pre-authorization 



b. _____ Refer recipient to lock-in program 

c.   X   Refer to Medicaid Fraud Control Unit (MFCU) or       Program Integrity 



d. _____ Other - please explain: 

2.  Do you have a process in place that identifies possible fraud or abuse of controlled drugs by prescribers? 


       X   Yes     _____ No 

If “Yes,” what actions does this process initiate? Check all that apply. 



a.   X    Deny claims written by this prescriber 



b.   X    Refer to MFCU or Program Integrity 



c. _____ Refer to the appropriate Medical Board 



d. _____ Other - please explain 

3.  Do you have a process in place that identifies potential fraud or abuse of controlled drugs by pharmacy providers? 


      X   Yes     _____ No 

If “Yes,” what actions does this process initiate? Check all that apply. 



a. _____ Deny claim 



b.   X   Refer to MFCU or Program Integrity 



c. _____ Refer to Board of Pharmacy 



d. _____ Other - please explain: 
4.  Does your state have a Prescription Drug Monitoring Program 
 (PDMP)? See Attachment 7 - Prescription Drug Monitoring Program for a description of this program. 


      X   Yes     _____ No 

If “Yes,” please explain how the State applies this information to control fraud and abuse. 

The Controlled Substance Utilization Review and Evaluation System (CURES) is the state of California’s PDMP system, and allow preregistered users (e.g. prescribers, pharmacists, law enforcement) real time access to patient controlled substance history information.  Access to such information will help prescribers and pharmacists better evaluate their patients’ care, allowing them to make better prescribing and dispensing decisions, and cut down on prescription drug abuse in California.  


     If “No,” does your State plan to establish a PDMP? 


     _____ Yes     _____ No 
 X.
Innovative Practices 
Have you developed any innovative practices during the past year which you have included in Attachment 8 - Innovative Practices? 


  X   Yes     _____ No 

XI.
E-Prescribing 


1.  Has your state implemented e-prescribing? 


       X   Yes     _____ No  


    However, e-prescribing was turned off in September 2010.

If “Yes,” please respond to Questions 2 and 3 below.  If “No,” are you planning to 
develop this capability? 


       X   Yes     _____ No 

We are currently exploring alternative electronic information   exchange capabilities through the open-source CONNECT Gateway.

2.  Does your system use the NCPDP Origin Code that indicates the prescription source? 


     _____ Yes       X   No 

3.  Does your program system (MMIS or pharmacy vendor) have the capability to electronically provide a prescriber, upon inquiry, patient drug history data and pharmacy coverage limitations prior to prescribing? 


       X   Yes     _____ No 

        
We have the capability, but we are not using it.

a)  If “Yes,” do you have a methodology to evaluate the effectiveness of providing drug information and medication history prior to prescribing? 



_____ Yes       X   No 
b)  If “Yes,” please explain the evaluation methodology in Attachment 9 - E-Prescribing Activity Summary. 


c)  If “No,” are you planning to develop this capability? 



  X   Yes     _____ No 

Medi-Cal participates in the Community of Practice work group sponsored by the Office of the National Coordinator (ONC).  This group is currently defining performance measurements for evaluating the success for e-prescribing that can be compared across states using data elements provided by SureScripts.  The ONC has signed a contract with SureScripts making state-specific data available to each state at no charge.  Medi-Cal’s ability to evaluate the effectiveness of providing formulary information and medication history prior to prescribing will be contingent upon Medi-Cal’s ability to link the SureScripts data to individual Medi-Cal providers and the capture of Prescription Origin Code by provider. 
ATTACHMENT 1 – PROSPECTIVE DUR REVIEW SUMMARY
Year-end Summary Report on Prospective DUR Using POS System

How the Medi-Cal Prospective DUR POS System Works

NCPDP Standard Format Version 5.1 allows for up to nine alerts to be sent back to the pharmacist, while DUR processing allows up to 20 alerts to be stored on the Production DUR alert file.  Therefore, the total number of alerts reported by production alert file monitoring is greater than the number of alerts viewed by the pharmacists. 

Alerts are ranked to ensure the most important alerts (those with the most potential for patient harm) are seen by the pharmacist.  The order, as recommended by the DUR Board and approved by the DHCS Medi-Cal Pharmacy Policy Branch, is as follows:

	Priority
	Alert
	Description

	1
	DA*
	Drug Allergy

	2
	PG*
	Drug-Pregnancy

	3
	MC/DC
	Drug-Disease Contraindication

	4
	DD
	Drug-Drug Interaction (Other pharmacy Drug)

	5
	TD*
	Therapeutic Duplication

	6
	ER*
	Over Utilization (Early Refill)

	7
	LR*
	Under Utilization (Late Refill)

	8
	AT
	Clinical Misuse

	9
	ID*
	Ingredient Duplication

	10
	PA*
	Drug Age

	11
	DD
	Drug-Drug Interaction (Same Pharmacy Drug)

	12
	HD*
	High Dose

	13
	LD*
	Low Dose

	14
	MX*
	Maximum Duration

	15
	SX*
	Drug Gender


* The pharmacist can choose to Pre-Override these alerts, which will cause the claim to pay. Pre-Override enables pharmacists, who are aware of the recipient’s previous drug history and expect a particular claim to generate a DUR alert, to submit the CIO (Conflict code, Intervention code and Outcome code) at the same time they submit the claim, thus enabling the claim to pay without having to wait for an alert to be generated.  

Drug claims receiving multiple alerts can be adjudicated by pharmacists by responding to only one conflict code, followed by an intervention code and outcome code. The remaining alerts on the claim cannot be tracked for intervention or outcome as they are overridden by the pharmacist’s response to a single alert.  
Data in the following sections focuses on prospective DUR alerts which are generated for online drug claims.

Alert Frequency FFY 2010

Table 1 provides summary data (volume) on pharmacy claims and DUR alert activities.  

Only alerts that were responded to by the pharmacist are reported in the sum of total alerts for the total alert counts and problem/type drug combinations.

	Table 1:  Summary of Alert Transactions for FFY 2010

	Category
	 

	Total Drug Claims
	30,489,424

	Total Alerts
	4,499,800

	Total Alert Overrides
	4,498,832

	Number of Cancels
	968


Summary by Therapeutic Problem Type

Table 2 highlights activity of each DUR alert, with the shaded cells emphasizing those alerts whose activity represents the highest volumes.

	Table 2: Alert Summary by Therapeutic Problem Type - FFY 2010

	Alert
	Total Alerts
	Alert %
	Alert % of Total Claims

	Early Refill (ER)
	1,113,594
	24.75%
	3.65%

	Therapeutic Duplication (TD)
	869,150
	19.32%
	2.85%

	Late Refill (LR)
	746,793
	16.60%
	2.45%

	Ingredient Duplication (ID)
	417,090
	9.27%
	1.37%

	Additive Toxicity  (AT)
	398,622
	8.86%
	1.31%

	Total Low Dose (LD)
	336,871
	7.49%
	1.10%

	Total High Dose (HD)
	283,179
	6.29%
	0.93%

	Drug-Pregnancy (PG)
	148,784
	3.31%
	0.49%

	Drug-Disease (MC)
	138,663
	3.08%
	0.45%

	Drug-Drug (DD)
	38,676
	0.86%
	0.13%

	Drug-Allergy (DA)
	5,159
	0.11%
	0.02%

	Drug-Age (PA)
	2,909
	0.06%
	0.01%


Tables 3a – 3l show greater detail of each DUR alert listed in Table 2 (above) with the Top 20 Drugs generating each respective alert along with alert and claim volumes, number of alerts overridden and filled, as well as adjudication not carried through to completion (e.g. reversals, not filled).
The system is capable of capturing only those alert claims in which the pharmacist responded to by entering an intervention and outcome code for the specific conflict code (alert).  Alert claims are not captured if the claim was backed out or deleted.  In some instances, an intervention may have been performed by the pharmacist; however, rather than entering the appropriate intervention and outcome codes, these claims were deleted or backed out.  For this reason, the total number of alert claims may be under-represented and as a result, the percentage of alerts overridden may be over-inflated.  

	Table 3a: Top 20 Drugs by Therapeutic Problem Type –  Early Refill (ER) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	ER
	ASPIRIN
	55,002
	1,091,280
	5.04%
	54,980
	99.96%
	22
	0.04%

	2
	ER
	DOCUSATE SODIUM
	29,648
	598,989
	4.95%
	29,636
	99.96%
	12
	0.04%

	3
	ER
	QUETIAPINE FUMARATE
	21,869
	422,479
	5.18%
	21,861
	99.96%
	8
	0.04%

	4
	ER
	ESOMEPRAZOLE MAG TRIHYDRATE
	21,415
	425,058
	5.04%
	21,411
	99.98%
	4
	0.02%

	5
	ER
	FOLIC ACID
	21,202
	389,421
	5.44%
	21,197
	99.98%
	5
	0.02%

	6
	ER
	LORAZEPAM
	20,098
	552,324
	3.64%
	20,093
	99.98%
	5
	0.02%

	7
	ER
	CALCIUM CARBONATE
	20,024
	435,672
	4.60%
	20,016
	99.96%
	8
	0.04%

	8
	ER
	FERROUS SULFATE
	19,917
	481,406
	4.14%
	19,909
	99.96%
	8
	0.04%

	9
	ER
	CLONAZEPAM
	18,417
	400,031
	4.60%
	18,408
	99.95%
	9
	0.05%

	10
	ER
	RISPERIDONE
	18,340
	350,441
	5.23%
	18,330
	99.95%
	10
	0.05%

	11
	ER
	LEVALBUTEROL TARTRATE
	17,811
	416,126
	4.28%
	17,807
	99.98%
	4
	0.02%

	12
	ER
	CALCIUM PHOSPHATE/
VITAMIN D3
	17,092
	214,691
	7.96%
	17,081
	99.94%
	11
	0.06%

	13
	ER
	HYDROCODONE BIT/ ACETAMINOPHEN
	16,275
	695,272
	2.34%
	16,271
	99.98%
	4
	0.02%

	14
	ER
	ACETAMINOPHEN
	16,232
	804,455
	2.02%
	16,230
	99.99%
	2
	0.01%

	15
	ER
	ARIPIPRAZOLE
	15,961
	278,500
	5.73%
	15,957
	99.97%
	4
	0.03%

	16
	ER
	LORATADINE
	15,729
	508,527
	3.09%
	15,723
	99.96%
	6
	0.04%

	17
	ER
	DIVALPROEX SODIUM
	15,364
	207,607
	7.40%
	15,358
	99.96%
	6
	0.04%

	18
	ER
	METFORMIN HCL
	14,188
	354,694
	4.00%
	14,183
	99.96%
	5
	0.04%

	19
	ER
	LEVOTHYROXINE SODIUM
	13,476
	283,788
	4.75%
	13,472
	99.97%
	4
	0.03%

	20
	ER
	LISINOPRIL
	13,006
	292,579
	4.45%
	13,002
	99.97%
	4
	0.03%


	Table 3b: Top 20 Drugs by Therapeutic Problem Type –  Therapeutic Duplication (TD) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	TD
	TRAZODONE HCL
	85,258
	183,970
	46.34%
	85,245
	99.98%
	13
	0.02%

	2
	TD
	QUETIAPINE FUMARATE
	55,127
	422,479
	13.05%
	55,115
	99.98%
	12
	0.02%

	Table 3b: Top 20 Drugs by Therapeutic Problem Type –  Therapeutic Duplication (TD) Continued – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	3
	TD
	BUPROPION HCL
	45,722
	121,063
	37.77%
	45,714
	99.98%
	8
	0.02%

	4
	TD
	RISPERIDONE
	42,824
	350,441
	12.22%
	42,822
	100.00%
	2
	0.00%

	5
	TD
	ALBUTEROL SULFATE
	35,902
	165,509
	21.69%
	35,899
	99.99%
	3
	0.01%

	6
	TD
	OLANZAPINE
	31,117
	217,508
	14.31%
	31,113
	99.99%
	4
	0.01%

	7
	TD
	PREDNISONE
	29,828
	134,749
	22.14%
	29,825
	99.99%
	3
	0.01%

	8
	TD
	LEVONORGESTREL
	29,463
	111,947
	26.32%
	29,457
	99.98%
	6
	0.02%

	9
	TD
	TEMAZEPAM
	29,127
	215,187
	13.54%
	29,121
	99.98%
	6
	0.02%

	10
	TD
	TRAMADOL HCL
	28,311
	187,076
	15.13%
	28,309
	99.99%
	2
	0.01%

	11
	TD
	FLUOXETINE HCL
	27,198
	149,396
	18.21%
	27,193
	99.98%
	5
	0.02%

	12
	TD
	IPRATROPIUM/
ALBUTEROL SULFATE
	24,213
	58,128
	41.65%
	24,203
	99.96%
	10
	0.04%

	13
	TD
	MIRTAZAPINE
	23,904
	66,976
	35.69%
	23,903
	100.00%
	1
	0.00%

	14
	TD
	AMITRIPTYLINE HCL
	22,851
	83,480
	27.37%
	22,847
	99.98%
	4
	0.02%

	15
	TD
	MORPHINE SULFATE
	22,654
	57,726
	39.24%
	22,651
	99.99%
	3
	0.01%

	16
	TD
	OXYCODONE HCL
	22,024
	68,261
	32.26%
	22,023
	100.00%
	1
	0.00%

	17
	TD
	VENLAFAXINE HCL
	20,626
	79,296
	26.01%
	20,624
	99.99%
	2
	0.01%

	18
	TD
	PAROXETINE HCL
	20,587
	115,921
	17.76%
	20,583
	99.98%
	4
	0.02%

	19
	TD
	ZIPRASIDONE HCL
	19,355
	102,158
	18.95%
	19,353
	99.99%
	2
	0.01%

	20
	TD
	CLOZAPINE
	14,484
	69,116
	20.96%
	14,477
	99.95%
	7
	0.05%


	Table 3c: Top 20 Drugs by Therapeutic Problem Type – Late Refill (LR) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	LR
	CLONAZEPAM
	47,474
	400,031
	11.87%
	47,466
	99.98%
	8
	0.02%

	2
	LR
	ATORVASTATIN CALCIUM
	41,011
	296,656
	13.82%
	41,008
	99.99%
	3
	0.01%

	3
	LR
	QUETIAPINE FUMARATE
	40,426
	422,479
	9.57%
	40,421
	99.99%
	5
	0.01%

	4
	LR
	RISPERIDONE
	37,893
	350,441
	10.81%
	37,890
	99.99%
	3
	0.01%

	5
	LR
	ARIPIPRAZOLE
	34,204
	278,500
	12.28%
	34,201
	99.99%
	3
	0.01%

	6
	LR
	AMLODIPINE BESYLATE
	33,972
	278,880
	12.18%
	33,969
	99.99%
	3
	0.01%

	7
	LR
	SIMVASTATIN
	31,748
	258,205
	12.30%
	31,747
	100.00%
	1
	0.00%

	8
	LR
	FUROSEMIDE
	24,024
	180,973
	13.27%
	24,021
	99.99%
	3
	0.01%

	9
	LR
	ATENOLOL
	22,232
	173,286
	12.83%
	22,232
	100.00%
	0
	0.00%

	10
	LR
	DIVALPROEX SODIUM
	21,914
	207,607
	10.56%
	21,911
	99.99%
	3
	0.01%

	11
	LR
	BENZTROPINE MESYLATE
	19,890
	193,138
	10.30%
	19,888
	99.99%
	2
	0.01%

	12
	LR
	OLANZAPINE
	18,886
	217,508
	8.68%
	18,884
	99.99%
	2
	0.01%

	13
	LR
	BENAZEPRIL HCL
	18,789
	147,554
	12.73%
	18,783
	99.97%
	6
	0.03%

	14
	LR
	FLUOXETINE HCL
	17,139
	149,396
	11.47%
	17,138
	99.99%
	1
	0.01%

	15
	LR
	METOPROLOL TARTRATE
	16,458
	134,849
	12.20%
	16,456
	99.99%
	2
	0.01%

	16
	LR
	PIOGLITAZONE HCL
	15,830
	118,339
	13.38%
	15,829
	99.99%
	1
	0.01%

	17
	LR
	ALENDRONATE SODIUM
	14,057
	79,788
	17.62%
	14,055
	99.99%
	2
	0.01%

	18
	LR
	PAROXETINE HCL
	12,933
	115,921
	11.16%
	12,932
	99.99%
	1
	0.01%

	19
	LR
	GLIPIZIDE
	12,641
	92,303
	13.70%
	12,640
	99.99%
	1
	0.01%

	20
	LR
	METOPROLOL SUCCINATE
	12,621
	99,746
	12.65%
	12,619
	99.98%
	2
	0.02%


	Table 3d: Top 20 Drugs by Therapeutic Problem Type –  Ingredient Duplication (ID) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	ID
	QUETIAPINE FUMARATE
	49,081
	422,479
	11.62%
	49,074
	99.99%
	7
	0.01%

	2
	ID
	RISPERIDONE
	30,224
	350,441
	8.62%
	30,223
	100.00%
	1
	0.00%

	3
	ID
	LEVOTHYROXINE SODIUM
	23,281
	283,788
	8.20%
	23,278
	99.99%
	3
	0.01%

	4
	ID
	DIVALPROEX SODIUM
	22,287
	207,607
	10.74%
	22,285
	99.99%
	2
	0.01%

	5
	ID
	OLANZAPINE
	20,820
	217,508
	9.57%
	20,817
	99.99%
	3
	0.01%

	6
	ID
	ARIPIPRAZOLE
	19,561
	278,500
	7.02%
	19,554
	99.96%
	7
	0.04%

	7
	ID
	GABAPENTIN
	10,961
	241,758
	4.53%
	10,959
	99.98%
	2
	0.02%

	8
	ID
	ACETAMINOPHEN WITH CODEINE
	10,051
	187,984
	5.35%
	10,046
	99.95%
	5
	0.05%

	9
	ID
	CLOZAPINE
	9,971
	69,116
	14.43%
	9,968
	99.97%
	3
	0.03%

	10
	ID
	OXYCODONE HCL
	9,682
	68,261
	14.18%
	9,681
	99.99%
	1
	0.01%

	11
	ID
	ZIPRASIDONE HCL
	9,223
	102,158
	9.03%
	9,219
	99.96%
	4
	0.04%

	12
	ID
	CLONAZEPAM
	8,845
	400,031
	2.21%
	8,845
	100.00%
	0
	0.00%

	13
	ID
	AMLODIPINE BESYLATE
	8,024
	278,880
	2.88%
	8,024
	100.00%
	0
	0.00%

	14
	ID
	VENLAFAXINE HCL
	6,943
	79,296
	8.76%
	6,943
	100.00%
	0
	0.00%

	15
	ID
	OXYCODONE HCL/ ACETAMINOPHEN
	6,566
	84,512
	7.77%
	6,565
	99.98%
	1
	0.02%

	16
	ID
	BENZTROPINE MESYLATE
	6,421
	193,138
	3.32%
	6,420
	99.98%
	1
	0.02%

	17
	ID
	FUROSEMIDE
	6,355
	180,973
	3.51%
	6,355
	100.00%
	0
	0.00%

	18
	ID
	HALOPERIDOL
	6,188
	70,271
	8.81%
	6,185
	99.95%
	3
	0.05%

	19
	ID
	MORPHINE SULFATE
	5,713
	57,726
	9.90%
	5,711
	99.96%
	2
	0.04%

	20
	ID
	ALBUTEROL SULFATE
	5,684
	165,509
	3.43%
	5,683
	99.98%
	1
	0.02%


	Table 3e: Top 20 Drugs by Therapeutic Problem Type – Additive Toxicity (AT) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	AT
	CLONAZEPAM
	53,975
	400,031
	13.49%
	53,972
	99.99%
	3
	0.01%

	2
	AT
	ZOLPIDEM TARTRATE
	48,137
	233,218
	20.64%
	48,132
	99.99%
	5
	0.01%

	3
	AT
	QUETIAPINE FUMARATE
	39,142
	422,479
	9.26%
	39,132
	99.97%
	10
	0.03%

	4
	AT
	ARIPIPRAZOLE
	30,074
	278,500
	10.80%
	30,069
	99.98%
	5
	0.02%

	5
	AT
	RISPERIDONE
	18,311
	350,441
	5.23%
	18,307
	99.98%
	4
	0.02%

	6
	AT
	TRAMADOL HCL
	16,540
	187,076
	8.84%
	16,536
	99.98%
	4
	0.02%

	7
	AT
	TRAZODONE HCL
	16,082
	183,970
	8.74%
	16,074
	99.95%
	8
	0.05%

	8
	AT
	OLANZAPINE
	15,468
	217,508
	7.11%
	15,466
	99.99%
	2
	0.01%

	9
	AT
	TEMAZEPAM
	13,885
	215,187
	6.45%
	13,883
	99.99%
	2
	0.01%

	10
	AT
	LITHIUM CARBONATE
	12,953
	75,197
	17.23%
	12,949
	99.97%
	4
	0.03%

	11
	AT
	ACETAMINOPHEN WITH CODEINE
	12,052
	187,984
	6.41%
	12,051
	99.99%
	1
	0.01%

	12
	AT
	BUSPIRONE HCL
	11,259
	53,696
	20.97%
	11,258
	99.99%
	1
	0.01%

	13
	AT
	HALOPERIDOL
	11,084
	70,271
	15.77%
	11,083
	99.99%
	1
	0.01%

	14
	AT
	FLUOXETINE HCL
	10,662
	149,396
	7.14%
	10,662
	100.00%
	0
	0.00%

	15
	AT
	OXYCODONE HCL/ ACETAMINOPHEN
	10,391
	84,512
	12.30%
	10,390
	99.99%
	1
	0.01%

	Table 3e: Top 20 Drugs by Therapeutic Problem Type – Additive Toxicity (AT) Continued – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	16
	AT
	LEVOFLOXACIN
	10,146
	66,281
	15.31%
	10,144
	99.98%
	2
	0.02%

	17
	AT
	ZIPRASIDONE HCL
	9,475
	102,158
	9.27%
	9,473
	99.98%
	2
	0.02%

	18
	AT
	PAROXETINE HCL
	8,332
	115,921
	7.19%
	8,330
	99.98%
	2
	0.02%

	19
	AT
	OXYCODONE HCL
	7,436
	68,261
	10.89%
	7,434
	99.97%
	2
	0.03%

	20
	AT
	MORPHINE SULFATE
	7,294
	57,726
	12.64%
	7,293
	99.99%
	1
	0.01%


	Table 3f: Top 20 Drugs by Therapeutic Problem Type – Low Dose (LD) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	LD
	GABAPENTIN
	91,412
	241,758
	37.81%
	91,398
	99.98%
	14
	0.02%

	2
	LD
	CLONIDINE HCL
	48,445
	106,182
	45.62%
	48,440
	99.99%
	5
	0.01%

	3
	LD
	METFORMIN HCL
	30,814
	354,694
	8.69%
	30,813
	100.00%
	1
	0.00%

	4
	LD
	ZOLPIDEM TARTRATE
	20,390
	233,218
	8.74%
	20,390
	100.00%
	0
	0.00%

	5
	LD
	SULFAMETHOXAZOLE/
TRIMETHOPRIM
	15,547
	195,864
	7.94%
	15,547
	100.00%
	0
	0.00%

	6
	LD
	PROPRANOLOL HCL
	14,259
	56,411
	25.28%
	14,257
	99.99%
	2
	0.01%

	7
	LD
	BUPROPION HCL
	13,182
	121,063
	10.89%
	13,182
	100.00%
	0
	0.00%

	8
	LD
	LEVOTHYROXINE SODIUM
	11,857
	283,788
	4.18%
	11,856
	99.99%
	1
	0.01%

	9
	LD
	LITHIUM CARBONATE
	9,762
	75,197
	12.98%
	9,762
	100.00%
	0
	0.00%

	10
	LD
	AMITRIPTYLINE HCL
	8,335
	83,480
	9.98%
	8,333
	99.98%
	2
	0.02%

	11
	LD
	ALBUTEROL SULFATE
	6,344
	165,509
	3.83%
	6,344
	100.00%
	0
	0.00%

	12
	LD
	AMOXICILLIN TRIHYDRATE
	6,239
	429,070
	1.45%
	6,239
	100.00%
	0
	0.00%

	13
	LD
	CLONAZEPAM
	3,628
	400,031
	0.91%
	3,627
	99.97%
	1
	0.03%

	14
	LD
	AMOX TR/POTASSIUM CLAVULANATE
	3,445
	88,360
	3.90%
	3,445
	100.00%
	0
	0.00%

	15
	LD
	AZITHROMYCIN
	3,031
	279,413
	1.08%
	3,031
	100.00%
	0
	0.00%

	16
	LD
	CEPHALEXIN MONOHYDRATE
	2,440
	217,876
	1.12%
	2,439
	99.96%
	1
	0.04%

	17
	LD
	TETRACYCLINE HCL
	2,236
	10,825
	20.66%
	2,236
	100.00%
	0
	0.00%

	18
	LD
	TRAZODONE HCL
	2,124
	183,970
	1.15%
	2,124
	100.00%
	0
	0.00%

	19
	LD
	PHENOBARBITAL
	2,083
	79,066
	2.63%
	2,083
	100.00%
	0
	0.00%

	20
	LD
	MIRTAZAPINE
	2,033
	66,976
	3.04%
	2,033
	100.00%
	0
	0.00%


	Table 3g: Top 20 Drugs by Therapeutic Problem Type – High Dose (HD) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	HD
	AMOXICILLIN TRIHYDRATE
	38,204
	429,070
	8.90%
	38,201
	99.99%
	3
	0.01%

	2
	HD
	GABAPENTIN
	22,339
	241,758
	9.24%
	22,336
	99.99%
	3
	0.01%

	3
	HD
	OLANZAPINE
	18,439
	217,508
	8.48%
	18,434
	99.97%
	5
	0.03%

	4
	HD
	AMOX TR/POTASSIUM CLAVULANATE
	15,580
	88,360
	17.63%
	15,578
	99.99%
	2
	0.01%

	5
	HD
	RISPERIDONE
	15,168
	350,441
	4.33%
	15,165
	99.98%
	3
	0.02%

	6
	HD
	IBUPROFEN
	13,727
	680,637
	2.02%
	13,725
	99.99%
	2
	0.01%

	Table 3g: Top 20 Drugs by Therapeutic Problem Type – High Dose (HD) Continued – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	7
	HD
	QUETIAPINE FUMARATE
	10,423
	422,479
	2.47%
	10,421
	99.98%
	2
	0.02%

	8
	HD
	PHENYTOIN SODIUM EXTENDED
	9,886
	77,860
	12.70%
	9,884
	99.98%
	2
	0.02%

	9
	HD
	ACETAMINOPHEN WITH CODEINE
	8,748
	187,984
	4.65%
	8,747
	99.99%
	1
	0.01%

	10
	HD
	SULFAMETHOXAZOLE/
TRIMETHOPRIM
	7,053
	195,864
	3.60%
	7,053
	100.00%
	0
	0.00%

	11
	HD
	VENLAFAXINE HCL
	6,492
	79,296
	8.19%
	6,491
	99.98%
	1
	0.02%

	12
	HD
	TEMAZEPAM
	5,796
	215,187
	2.69%
	5,796
	100.00%
	0
	0.00%

	13
	HD
	CLONIDINE HCL
	4,866
	106,182
	4.58%
	4,865
	99.98%
	1
	0.02%

	14
	HD
	ZIPRASIDONE HCL
	4,727
	102,158
	4.63%
	4,727
	100.00%
	0
	0.00%

	15
	HD
	ALBUTEROL SULFATE
	4,561
	165,509
	2.76%
	4,560
	99.98%
	1
	0.02%

	16
	HD
	ARIPIPRAZOLE
	4,230
	278,500
	1.52%
	4,228
	99.95%
	2
	0.05%

	17
	HD
	OXYCODONE HCL
	4,141
	68,261
	6.07%
	4,141
	100.00%
	0
	0.00%

	18
	HD
	ZOLPIDEM TARTRATE
	4,059
	233,218
	1.74%
	4,058
	99.98%
	1
	0.02%

	19
	HD
	NAPROXEN
	3,652
	127,377
	2.87%
	3,652
	100.00%
	0
	0.00%

	20
	HD
	AMLODIPINE BESYLATE
	3,532
	278,880
	1.27%
	3,531
	99.97%
	1
	0.03%


	Table 3h: Top 20 Drugs by Therapeutic Problem Type – Drug Pregnancy (PG) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	PG
	IBUPROFEN
	92,376
	680,637
	13.57%
	92,366
	99.99%
	10
	0.01%

	2
	PG
	NORETHINDRONE
	14,482
	62,560
	23.15%
	14,479
	99.98%
	3
	0.02%

	3
	PG
	NORGESTIMATE-ETHINYL ESTRADIOL
	5,920
	238,226
	2.49%
	5,918
	99.97%
	2
	0.03%

	4
	PG
	LEVONORGESTREL
	4,769
	111,947
	4.26%
	4,769
	100.00%
	0
	0.00%

	5
	PG
	DOXYCYCLINE HYCLATE
	2,953
	76,723
	3.85%
	2,953
	100.00%
	0
	0.00%

	6
	PG
	LEVONORGESTREL-ETH ESTRA
	2,503
	119,603
	2.09%
	2,503
	100.00%
	0
	0.00%

	7
	PG
	LORAZEPAM
	2,463
	552,324
	0.45%
	2,461
	99.92%
	2
	0.08%

	8
	PG
	NAPROXEN
	2,232
	127,377
	1.75%
	2,232
	100.00%
	0
	0.00%

	9
	PG
	CLONAZEPAM
	1,546
	400,031
	0.39%
	1,546
	100.00%
	0
	0.00%

	10
	PG
	MEDROXYPROGESTERONE ACET
	1,333
	40,562
	3.29%
	1,333
	100.00%
	0
	0.00%

	11
	PG
	NORGESTREL-ETHINYL ESTRADIOL
	1,154
	33,859
	3.41%
	1,154
	100.00%
	0
	0.00%

	12
	PG
	NORETHINDRONE-ETHINYL ESTRAD
	1,150
	42,186
	2.73%
	1,150
	100.00%
	0
	0.00%

	13
	PG
	ASPIRIN
	1,024
	1,091,280
	0.09%
	1,024
	100.00%
	0
	0.00%

	14
	PG
	PAROXETINE HCL
	963
	115,921
	0.83%
	963
	100.00%
	0
	0.00%

	15
	PG
	LISINOPRIL
	960
	292,579
	0.33%
	960
	100.00%
	0
	0.00%

	16
	PG
	DIVALPROEX SODIUM
	830
	207,607
	0.40%
	830
	100.00%
	0
	0.00%

	17
	PG
	DOCUSATE SODIUM
	789
	598,989
	0.13%
	789
	100.00%
	0
	0.00%

	Table 3h: Top 20 Drugs by Therapeutic Problem Type – Drug Pregnancy (PG) Continued – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	18
	PG
	PHENYTOIN SODIUM EXTENDED
	688
	77,860
	0.88%
	688
	100.00%
	0
	0.00%

	19
	PG
	CARBAMAZEPINE
	591
	78,896
	0.75%
	591
	100.00%
	0
	0.00%

	20
	PG
	MISOPROSTOL
	562
	7,545
	7.45%
	562
	100.00%
	0
	0.00%


	Table 3i: Top 20 Drugs by Therapeutic Problem Type – Drug Disease (MC) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	MC
	METFORMIN HCL
	43,868
	354,694
	12.37%
	43,864
	99.99%
	4
	0.01%

	2
	MC
	DILTIAZEM HCL
	16,061
	37,641
	42.67%
	16,052
	99.94%
	9
	0.06%

	3
	MC
	POTASSIUM CHLORIDE
	13,178
	93,217
	14.14%
	13,173
	99.96%
	5
	0.04%

	4
	MC
	TRAMADOL HCL
	7,821
	187,076
	4.18%
	7,820
	99.99%
	1
	0.01%

	5
	MC
	PROPRANOLOL HCL
	5,453
	56,411
	9.67%
	5,452
	99.98%
	1
	0.02%

	6
	MC
	ATORVASTATIN CALCIUM
	4,862
	296,656
	1.64%
	4,861
	99.98%
	1
	0.02%

	7
	MC
	OXYCODONE HCL/ ACETAMINOPHEN
	3,862
	84,512
	4.57%
	3,862
	100.00%
	0
	0.00%

	8
	MC
	FENTANYL
	3,366
	30,814
	10.92%
	3,366
	100.00%
	0
	0.00%

	9
	MC
	SIMVASTATIN
	3,139
	258,205
	1.22%
	3,139
	100.00%
	0
	0.00%

	10
	MC
	OXYCODONE HCL
	2,958
	68,261
	4.33%
	2,958
	100.00%
	0
	0.00%

	11
	MC
	ATENOLOL
	2,741
	173,286
	1.58%
	2,740
	99.96%
	1
	0.04%

	12
	MC
	METOPROLOL TARTRATE
	2,595
	134,849
	1.92%
	2,595
	100.00%
	0
	0.00%

	13
	MC
	GLYBURIDE/
METFORMIN HCL
	2,420
	35,298
	6.86%
	2,420
	100.00%
	0
	0.00%

	14
	MC
	ESTROGENS, CONJUGATED
	2,260
	37,461
	6.03%
	2,260
	100.00%
	0
	0.00%

	15
	MC
	TRIAMTERENE/ HYDROCHLOROTHIAZIDE
	1,841
	35,366
	5.21%
	1,841
	100.00%
	0
	0.00%

	16
	MC
	HALOPERIDOL
	1,793
	70,271
	2.55%
	1,793
	100.00%
	0
	0.00%

	17
	MC
	METOPROLOL SUCCINATE
	1,664
	99,746
	1.67%
	1,664
	100.00%
	0
	0.00%

	18
	MC
	PIOGLITAZONE HCL/
METFORMIN HCL
	1,647
	15,522
	10.61%
	1,647
	100.00%
	0
	0.00%

	19
	MC
	NORGESTIMATE-ETHINYL ESTRADIOL
	1,412
	238,226
	0.59%
	1,412
	100.00%
	0
	0.00%

	20
	MC
	CLOPIDOGREL BISULFATE
	1,165
	71,520
	1.63%
	1,165
	100.00%
	0
	0.00%


	Table 3j: Top 20 Drugs by Therapeutic Problem Type – Drug Drug Interaction (DD) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	DD
	POTASSIUM CHLORIDE
	5,826
	93,217
	6.25%
	5,826
	100.00%
	0
	0.00%

	2
	DD
	SIMVASTATIN
	3,523
	258,205
	1.36%
	3,523
	100.00%
	0
	0.00%

	3
	DD
	GEMFIBROZIL
	2,256
	47,033
	4.80%
	2,256
	100.00%
	0
	0.00%

	4
	DD
	BENZTROPINE MESYLATE
	1,944
	193,138
	1.01%
	1,944
	100.00%
	0
	0.00%

	5
	DD
	TOLTERODINE TARTRATE
	1,573
	36,240
	4.34%
	1,573
	100.00%
	0
	0.00%

	6
	DD
	ATAZANAVIR SULFATE
	1,531
	27,686
	5.53%
	1,531
	100.00%
	0
	0.00%

	Table 3j: Top 20 Drugs by Therapeutic Problem Type – Drug Drug Interaction (DD) Continued – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	7
	DD
	OXYBUTYNIN CHLORIDE
	1,267
	30,332
	4.18%
	1,267
	100.00%
	0
	0.00%

	8
	DD
	DIPHENOXYLATE HCL/ ATROP SULF
	1,146
	31,349
	3.66%
	1,146
	100.00%
	0
	0.00%

	9
	DD
	AMIODARONE HCL
	952
	14,083
	6.76%
	952
	100.00%
	0
	0.00%

	10
	DD
	RITONAVIR
	842
	39,422
	2.14%
	841
	99.88%
	1
	0.12%

	11
	DD
	TAMSULOSIN HCL
	778
	63,643
	1.22%
	778
	100.00%
	0
	0.00%

	12
	DD
	CHLORPROMAZINE HCL
	766
	19,164
	4.00%
	765
	99.87%
	1
	0.13%

	13
	DD
	CYCLOSPORINE, MODIFIED
	643
	7,652
	8.40%
	643
	100.00%
	0
	0.00%

	14
	DD
	CLARITHROMYCIN
	631
	13,023
	4.85%
	631
	100.00%
	0
	0.00%

	15
	DD
	PALIPERIDONE
	609
	13,630
	4.47%
	609
	100.00%
	0
	0.00%

	16
	DD
	DICYCLOMINE HCL
	605
	17,707
	3.42%
	605
	100.00%
	0
	0.00%

	17
	DD
	SOLIFENACIN SUCCINATE
	564
	13,498
	4.18%
	564
	100.00%
	0
	0.00%

	18
	DD
	ZIPRASIDONE HCL
	553
	102,158
	0.54%
	553
	100.00%
	0
	0.00%

	19
	DD
	THIORIDAZINE HCL
	533
	7,538
	7.07%
	533
	100.00%
	0
	0.00%

	20
	DD
	KETOCONAZOLE
	477
	27,034
	1.76%
	477
	100.00%
	0
	0.00%


	Table 3k: Top 20 Drugs by Therapeutic Problem Type – Drug Allergy (DA) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	DA
	PHENYTOIN SODIUM EXTENDED
	3,048
	77,860
	3.91%
	3,047
	99.97%
	1
	0.03%

	2
	DA
	PHENYTOIN
	558
	14,823
	3.76%
	558
	100.00%
	0
	0.00%

	3
	DA
	OXYCODONE HCL/ APAP
	274
	84,512
	0.32%
	274
	100.00%
	0
	0.00%

	4
	DA
	OXYCODONE HCL
	258
	68,261
	0.38%
	258
	100.00%
	0
	0.00%

	5
	DA
	MORPHINE SULFATE
	246
	57,726
	0.43%
	246
	100.00%
	0
	0.00%

	6
	DA
	AMOXICILLIN TRIHYDRATE
	164
	429,070
	0.04%
	164
	100.00%
	0
	0.00%

	7
	DA
	FENTANYL
	120
	30,814
	0.39%
	120
	100.00%
	0
	0.00%

	8
	DA
	IBUPROFEN
	110
	680,637
	0.02%
	110
	100.00%
	0
	0.00%

	9
	DA
	AMOX TR/POTASSIUM CLAVULANATE
	72
	88,360
	0.08%
	72
	100.00%
	0
	0.00%

	10
	DA
	SULFAMETHOXAZOLE/
TRIMETHOPRIM
	63
	195,864
	0.03%
	63
	100.00%
	0
	0.00%

	11
	DA
	NAPROXEN
	50
	127,377
	0.04%
	50
	100.00%
	0
	0.00%

	12
	DA
	PENICILLIN V POTASSIUM
	29
	49,528
	0.06%
	29
	100.00%
	0
	0.00%

	13
	DA
	HYDROCHLOROTHIAZIDE
	17
	218,809
	0.01%
	17
	100.00%
	0
	0.00%

	14
	DA
	CLOTRIMAZOLE
	13
	125,742
	0.01%
	13
	100.00%
	0
	0.00%

	15
	DA
	CALCIUM CARBONATE
	13
	435,672
	0.00%
	13
	100.00%
	0
	0.00%

	16
	DA
	CARVEDILOL
	11
	85,293
	0.01%
	11
	100.00%
	0
	0.00%

	17
	DA
	SOMATROPIN
	10
	9,294
	0.11%
	10
	100.00%
	0
	0.00%

	18
	DA
	ASPIRIN
	10
	1,091,280
	0.00%
	10
	100.00%
	0
	0.00%

	19
	DA
	HYDROCODONE BIT/
ACETAMINOPHEN
	8
	695,272
	0.00%
	8
	100.00%
	0
	0.00%

	20
	DA
	CEPHALEXIN MONOHYDRATE
	7
	217,876
	0.00%
	7
	100.00%
	0
	0.00%


	Table 3l: Top 20 Drugs by Therapeutic Problem Type – Drug Age Conflict (PA) – FFY 2010

	Rank
	Conflict Code
	Drug Generic Name/Ingredient Name
	Total Alerts
	Total Claims
	Alert % of Total Claims
	Filled
	% of Alerts Overridden
	Not Filled
	% of Alerts Reversed/ Cancelled

	1
	PA
	AMITRIPTYLINE HCL
	854
	83,480
	1.02%
	854
	100.00%
	0
	0.00%

	2
	PA
	IMIPRAMINE HCL
	420
	11,779
	3.57%
	420
	100.00%
	0
	0.00%

	3
	PA
	CLOZAPINE
	321
	69,116
	0.46%
	321
	100.00%
	0
	0.00%

	4
	PA
	PERPHENAZINE/
AMITRIPTYLINE HCL
	126
	3,645
	3.46%
	126
	100.00%
	0
	0.00%

	5
	PA
	PREDNISOLONE
	66
	54,805
	0.12%
	66
	100.00%
	0
	0.00%

	6
	PA
	D-METHORPHAN HB/
PROMETH HCL
	53
	237,642
	0.02%
	53
	100.00%
	0
	0.00%

	7
	PA
	CODEINE/
PROMETHAZINE HCL
	50
	244,954
	0.02%
	50
	100.00%
	0
	0.00%

	8
	PA
	ACETAMINOPHEN
	43
	804,455
	0.01%
	43
	100.00%
	0
	0.00%

	9
	PA
	RISPERIDONE
	39
	350,441
	0.01%
	39
	100.00%
	0
	0.00%

	10
	PA
	LORAZEPAM
	34
	552,324
	0.01%
	34
	100.00%
	0
	0.00%

	11
	PA
	FERROUS SULFATE
	34
	481,406
	0.01%
	34
	100.00%
	0
	0.00%

	12
	PA
	LEVETIRACETAM
	33
	99,256
	0.03%
	33
	100.00%
	0
	0.00%

	13
	PA
	AZITHROMYCIN
	31
	279,413
	0.01%
	31
	100.00%
	0
	0.00%

	14
	PA
	HYDROCODONE BIT/ ACETAMINOPHEN
	28
	695,272
	0.00%
	28
	100.00%
	0
	0.00%

	15
	PA
	OLANZAPINE
	28
	217,508
	0.01%
	28
	100.00%
	0
	0.00%

	16
	PA
	ARIPIPRAZOLE
	25
	278,500
	0.01%
	25
	100.00%
	0
	0.00%

	17
	PA
	LEVALBUTEROL TARTRATE
	22
	416,126
	0.01%
	22
	100.00%
	0
	0.00%

	18
	PA
	LORATADINE
	22
	508,527
	0.00%
	22
	100.00%
	0
	0.00%

	19
	PA
	DOCUSATE SODIUM
	21
	598,989
	0.00%
	21
	100.00%
	0
	0.00%

	20
	PA
	TEMAZEPAM
	19
	215,187
	0.01%
	19
	100.00%
	0
	0.00%


ATTACHMENT 2 – PROSPECTIVE DUR PHARMACY COMPLIANCE REPORT
Monitoring Pharmacy Compliance with OBRA 1990 DUR Requirements

California laws and regulations require that pharmacists counsel patients (not offer to consult) about their medications whenever a patient or the patient's agent is present in the pharmacy and the pharmacy dispenses a new prescription medication or a refill that has changed.  Pharmacists must also review a patient's drug therapy and medication profile before providing consultation.

As part of its ongoing activities, the California Board of Pharmacy investigates complaints involving care provided in pharmacies.  The California Board of Pharmacy typically will inspect the pharmacy in question at the start of each complaint investigation.  Other inspections the Board performs include but are not limited to initial licensure, changes in ownership, change in location or a remodel, or simply a random inspection. A major function of an inspector's activities during these inspections is education of licensees regarding compliance with laws and regulations.

When an inspector, who is a licensed pharmacist, visits a pharmacy to investigate a complaint or inspect a pharmacy, the inspector observes whether patient consultation is occurring and specifically notes the progress and components of the consultations; e.g., the temporal relationship between review of the patient profile and the consultation. Failure to consult or perform prospective drug utilization review prior to consultation results in a "correction ordered" and, possibly, a notice of violation.  To ensure compliance, inspectors revisit pharmacies and follow up on correction notices.  Violation notices usually result in the pharmacist, pharmacist-in-charge, and pharmacy management meeting with a subcommittee of the Board to discuss the violation.

The need for proactive patient consultation and prospective drug utilization review is and has been emphasized by publication of the regulations in Board newsletters, during inspector visits to pharmacies, and in Board member and staff presentations before professional associations. 

The above referenced Board of Pharmacy regulations were determined previously by CMS to comply with the prospective DUR requirements of OBRA 90.

A report specific to on-going compliance with oral counseling requirements is not currently available from the California State Board of Pharmacy.  As described by this Board, they typically evaluate compliance whenever a pharmacy is brought to the Board’s attention through issues of fraud or abuse or a complaint of any sort.  Verification of oral counseling is contained within these reports (made to various state and federal agencies) and is not separated out.
ATTACHMENT 3 - RETROSPECTIVE DUR SCREENING AND INTERVENTION SUMMARY REPORT
Medi-Cal's Retrospective DUR consists principally of drug utilization review activities that incorporate an evaluation of prescribing/dispensing practices in order to identify outliers and education to guide prescribers in the optimal use of drugs.  Assessment of outcomes of educational efforts is an ongoing part of each activity.  In some instances, these efforts continue on into a second or even third year of activity.  This report will provide background information on these projects and details on the activities from FFY 2010.

Ongoing Projects
I. Chronic Opioid Therapy / Acetaminophen Toxicity Analysis

a. Background

In 2004, the DUR Board began reviewing narcotic analgesics because these drugs continuously ranked among the top 10 therapeutic classes by total costs and total volume in the Medi-Cal Fee-For-Service (FFS) population.  During the month of February 2004, narcotic analgesics accounted for over 156,000 paid prescriptions at a cost over $8.5 million. Additionally, there were Legislative changes in California for controlled substance prescriptions, Senate Bill 151.  That same year, the Board also reviewed the findings of a Medication Use Evaluation (MUE) study of chronic opioid use in the Medi-Cal population, and a DUR educational article was published. Furthermore, the DHCS determined that the 2004 data could be used as a baseline of current therapeutic practices from which future educational interventions and guidelines can be measured against to gauge the impact of these interventions. 

In 2005, a one-year follow up of the MUE study observed a decrease in the number of beneficiaries using multiple prescribers to obtain narcotic analgesics.  This prompted the Board to recommend further investigation to monitor the number of patients receiving four or more grams of acetaminophen (ACM) per day (particularly in patients with liver or kidney dysfunction).

After reviewing analysis of Medi-Cal claims data concerning patients receiving four or more grams of ACM per day, the Board discussed options on how to communicate with patients, billing and referring prescribers, concerning health issues that could arise from taking too much ACM.  The DHCS prepared a proposal on ACM toxicity that was submitted to the Committee for Protection of Human Subjects in order to present findings to a larger audience.     

At the request of the Board, DHCS looked into how over-the-counter (OTC) ACM consumption contributed to patients exceeding the maximum 4 grams/day.  An analysis of over 100 patients indicated that 50% had at least one OTC medication containing ACM contributing to or resulting in exceeding the maximum daily limit.  Since the initial data analysis was obtained back in 2005, prior to the initiation of Medicare Part D, new data was collected to include data from 2005 to 2006.  Results from the updated data indicated that a large number of patients who were obtaining the largest amounts of ACM crossed over to Medicare Part D.  The Board also expressed concern over prescriptions with large amounts of ACM (> 4 grams) being approved via the Treatment Authorization Request (TAR) system.  The Board requested that letters be sent to patients who are exceeding the maximum daily limit of ACM and determine how many of these patient have renal or liver disease.

b. FFY 2010

The work done by the DUR Board on ACM toxicity resulted in the publication of an article: A Population Study of the Frequency of High-Dose Acetaminophen Prescribing and Dispensing (The Annals of Pharmacotherapy. 2010 Jul-Aug;44(7-8):1191-5. Epub 2010 Jun 15).  The results of the study are as follows: 

· During the period of October 2004 through September 2005, approximately 3.27 million beneficiaries were enrolled in the Medi-Cal FFS program.  

· 192,716 (5.9%) beneficiaries were potentially exposed to at least 1 day of 4g/day or more of ACM.

· Of which, 769 beneficiaries were potentially exposed to at least 1 day of 16 g/day or more of ACM.

· 2,664 beneficiaries were dispensed prescription and OTC products that, if taken as directed, would have resulted in more than 100 days of ACM doses of 4 g/day or more during the study period.

II. Rheumatoid Arthritis Study

a. Background

DUR Board member Dr. Andrew Wong was looking into expanding pilot work on rheumatoid arthritis (RA) done in Los Angeles County on the Medi-Cal population. The Los Angeles pilot study looked at practice patterns, use of new biologic agents versus traditional Disease Modifying Anti-rheumatic Drugs (DMARDs) for treatment of chronic inflammatory arthritis and rheumatoid arthritis, physician best practices and balanced them with the costs involved with using the medications. 

Dr. Wong developed a proposal for presentation to the DHCS Institutional Review Board to look at the Medi-Cal population through two approaches, either identifies patients through arthritis as a category, or from arthritis medications dispensed and match code to diagnosis code. Patients could then be grouped and correlations could be made between those taking traditional DMARDs to those taking Biologic TNF- inhibitors. 

In 2007, the Committee for Protection of Human Subjects renewed the Rheumatoid Arthritis study until 2008.  Data for the study was collected in 2007 covering an 11 year period from 1995 – 2006.  The data was analyzed in 2008 to study practice and treatment patterns in patients, especially in regards to new biologic agents.  Dr. Wong presented an article published in the June 2007 issue of Arthritis & Rheumatism that may be useful to the study: Assessment of American College of Rheumatology Quality Criteria for Rheumatoid Arthritis in a Pre-quality Criteria Patient Cohort.  The study showed an 85% treatment rate for DMARDs, 1/3 of which were transitioned to biologic agents.

In 2009, Dr. Wong reported that data from the study was going through quality assurance for validation and reliability. Preliminary results indicated that patients given biologic agents were seen to be younger than those given traditional DMARDs, with an average age of 49 years, and that 2/3 of which were females. It was further reported that 1.3 million patients who had a diagnosis for RA or were on medication related to RA were included in the study. One of the two patient cohorts had 28,950 patients diagnosed with RA, 91% of which were started with a non-steroidal anti-inflammatory drug (NSAID), 8% were on DMARD therapy, and 1% was on Biologic TNF- inhibitors. Patients were observed for 1 year and 23% went through augmentation treatment.  

b. FFY 2010

Dr. Wong provided an update on two studies on utilization of DMARDS, which were discussed at the American College of Rheumatology’s national meeting.  The first was a double blinded controlled study which compared traditional DMARDs, including combination methotrexate, to methotrexate combined with a biologic agent.  The one-year follow-up did not demonstrate any significant improvement in one arm of the study over the other.  The second study looked at the use of DMARDs in the treatment of RA over a 10-year period, broken down by 3 year intervals, to see if there were any significant increases in overall usage.  Preliminary data did not show any significant increase in use despite recommendations on more aggressive treatment of RA.
Dr. Wong also provided a summary on the utilization of different DMARDs and biologic agents, which came from a large database that collected 10 years worth of data from 1995 – 2005:

· 1999 was a pivotal year with the availability of biologics and COX-II inhibitors, revolutionizing the way RA was treated.  Prior to 1998, the only patients on biologics were those under experimental protocol.  

· The availability of new medications over the years has made an impact on RA treatment.  Patients are treated much earlier in their disease.  A lot of education has occurred over that time period.

· From 1998 – 2005, there was a 34% increase in usage of DMARDs.

· The use of methotrexate has increased every year with 57% of the population on it in 2005.

· Overall, about half of the population is put on traditional combinations of DMARDs.

· Many older agents (e.g. penicillamine, gold salts) are not being used anymore.

· The use of biologic agents is about 25% in the county population and about 20 – 40% in the private sector.  These numbers are consistent with the 20 – 30% usage range in many county populations.

· The number of patients on biologics plateaued after 2006.

III. Antidepressants and Pregnancy Study
a. Background
An Institute of Medicine commissioner report showed a lot of ethnic disparity in treatment and massive under-treatment of depression in pregnant and postpartum women.  There is little known about these conditions let alone the safety of antidepressants. 

b. FFY 2010

This study is still in its infancy.  There has been discussion regarding what the most appealing research questions should be, given our database.  Much of the available literature comes out of Tennessee, who has been successful at publishing their data, and may possibly be used as a model. 

Educational Articles
The Medi-Cal educational article is a quarterly publication that is distributed to all providers and has been the standard vehicle for disseminating educational information.  The following are summaries of educational articles which were distributed to Medi-Cal providers during FFY 2010.  Full educational articles are available to the public on the Medi-Cal DUR website: http://files.medical.ca.gov/pubsdoco/dur/ed-articles.asp.

I. Acetaminophen – The Painless Killer Among Us - Posted December 2009
a. Background
Acetaminophen (ACM) is the most widely used analgesic/antipyretic medication in the United States (U.S.).  When used properly, ACM is safe and effective, but careless or uninformed use can lead to serious liver damage and even death.  ACM overdoses have become the leading cause of acute liver failure (ALF) in the U.S..  Many factors contribute to unintentional overdoses (e.g. ACM not clearly labeled as an active ingredient, ubiquitous presence in OTC and prescription products).  ACM has a narrow safety margin.  There is little difference between the maximum dose of 4g/day and the dose that can potentially be harmful.  There have even been reports of severe liver injury, and sometimes death resulting from amounts of ACM as low as 3 to 4 grams.  Many cases of ACM-related liver injury are unintentional and are preventable, but continue to represent an avoidable form of medical expense and lives lost.

b. Retrospective Analysis
A retrospective analysis was conducted to determine the 
   number of claims for ACM and ACM-containing products which exceeded the recommended ACM maximum daily      dose of 4 grams.  
· For the period of July 1, 2008 to June 30, 2009 there were 1,366,397 paid pharmacy claims for ACM and ACM-containing products.  
· Of these, 109,384 (8%) claims, for 65,179 recipients, exceeded 4 grams ACM per day.  
These results revealed that numerous recipients may be at considerable risk for ACM toxicity.

II. Clopidogrel and Omeprazole – A Drug Interaction of Importance - Posted February 2010

a. Background

Clopidogrel (Plavix®), a platelet aggregation inhibitor, is indicated for the prevention of atherothrombotic events in patients with a history of recent myocardial infarction (MI), recent stroke, established peripheral arterial disease, or history of acute coronary syndrome.  The use of clopidogrel, however, has been associated with gastrointestinal bleeding (GI). To minimize the risk of recurrent GI bleeding, clopidogrel has often been used concurrently with prophylactic gastro-protective agents, such as proton pump inhibitors (PPIs).  

In November 2009, the U.S. Food and Drug Administration (FDA) issued a public health advisory concerning an interaction between clopidogrel and omeprazole, a PPI. When taken together, omeprazole reduces the anti-blood clotting effect of clopidogrel by almost half.  Patients, who are at risk for heart attacks or stroke and take clopidogrel to prevent blood clots, may not obtain its full benefit if they also take omeprazole.  The FDA therefore recommended against the concomitant use of clopidogrel and omeprazole.  

Despite the focus on PPIs, the mechanism of this interaction is believed to do with the inhibition of cytochrome P450 2C19 (CYP2C19).  Clopidogrel is a pro-drug that is metabolized into active metabolite in part by the CYP2C19 enzyme.  Concomitant use of drugs that inhibit the activity of this enzyme, such as omeprazole, results in reduced concentration of the active metabolite, thus a reduction in effectiveness of clopidogrel.  

b. Retrospective Analysis

A retrospective analysis was conducted to determine the number of clopidogrel pharmacy claims which overlapped with one or more claim(s) for drugs that inhibit CYP2C19 (e.g. omeprazole, esomeprazole, fluoxetine, ketoconazole).  

· During the period of December 1, 2008 through November 30, 2009, there were 70,055 claims for clopidogrel, representing 12,527 recipients.  
· Over 24% (17,192) of these claims, for 31.5% (3,950) of clopidogrel recipients, overlapped with a claim for a drug that inhibits CYP2C19.  

These results indicate that approximately 31% of recipients, who had taken clopidogrel, may not have received the full benefit of clopidogrel due to an interaction with a drug that decreased the metabolism of clopidogrel into its active metabolite, putting them at risk for heart attacks or strokes.   
III. Cardiovascular Safety of Rosiglitazone: Are Your Patients at Risk? - Posted April 2010
a.  Background
Rosiglitazone (Avandia®) was one of the biggest-selling drugs in the world with sales in 2006 reaching $3.2 billion.  In 2007, results from a published study suggested rosiglitazone had cardiovascular risks.  In response, the FDA issued a series of safety alerts describing the potential risks of ischemic cardiovascular events in patients taking rosiglitazone and made revisions to the drug’s Prescribing Information emphasizing this risk along with the drug’s potential risk for exacerbation of heart failure.  
In February 2010, the U.S. Senate published a report regarding the cardiovascular risks of rosiglitazone, criticizing the manufacturer for awareness of these risks but minimized the issue.  The report ultimately recommended the removal of rosiglitazone from the market. During that same month, the FDA made an announcement communicating its ongoing review of rosiglitazone’s cardiovascular safety.  

b. Retrospective Analysis

In January 2008, Medi-Cal published an educational article on rosiglitazone, which included a retrospective analysis showing that 67% of recipients who filled a prescription for rosiglitazone and had previously been diagnosed with one or more co-morbid condition(s) that could potentially increase their risk for heart attack and/or heart failure.  This analysis was duplicated in the current article for two different time periods.  The first time period is to assess the impact of the first educational article on provider prescribing of rosiglitazone and the second period to assess utilization trend before the more recent negative press on rosiglitazone, to allow for a future assessment of changes in response to the Senate report.  

The results of the analysis showed a decrease in total rosiglitazone recipients following the publication of the first educational article in January 2008.  However, the percentage of recipients who were diagnosed with one or more co-morbid condition(s) remained at 67% for both time periods, as was seen in the original educational article.  

IV. Evolving Guidelines for the Use of Inhaled Long–Acting Beta-Agonists in the Treatment of Asthma - Posted August 2010
a. Background
In 2005, the FDA alerted the public regarding the increased risk of severe asthma exacerbations and asthma-related deaths associated with long-acting beta-agonists (LABAs).  Manufacturers of these products were required to revise their labeling to include warnings about the increased health risk and provide a Medication Guide that included information regarding these risks.  In February 2010, based on analyses from several studies showing the increased risk of severe asthma exacerbation, leading to hospitalizations, and even death in some patients, the FDA announced new safety requirements to promote and improve the safer use of LABAs. There was concern that the FDA’s new requirement would cause confusion amongst physicians and patients due to their inconsistencies with the 2007 National Asthma Education and Prevention Program (NAEPP) Expert Panel Report 3 (EPR-3).  The educational article reviewed the FDA’s new requirements and how they differed from the current NAEPP EPR-3 asthma guidelines.  
b. Retrospective analysis

Despite some inconsistencies between the new FDA requirements and the NAEPP EPR-3 asthma guidelines, both are in agreement that LABAs should not be used as monotherapy in the treatment of asthma, but should be used in combination with a long-term control medication, such as an inhaled corticosteroid (ICS).  
A retrospective analysis was conducted to determine if Medi-Cal FFS recipients diagnosed with asthma and using LABAs were also on ICSs.  Recipients were included in the analysis if they had a diagnosis for asthma, were younger than 65 years of age, and did not have a diagnosis for chronic obstruction pulmonary (COPD) disease or exercise-induced asthma.  
· During the period of February 1, 2009 through January 31, 2010, there were 111,875 recipients who met the inclusion criteria of the analysis.  
· Of these recipients, 17,820 (15.9%) had one or more pharmacy claims for a medication that contained a LABA.  
· Of these recipients, 99.6% (17,752 out of 17,820) also had claims for an ICS, the majority (98%) of which were in the form of combination LABA-ICS products. 
·  These results suggest that Medi-Cal providers already know not to prescribe LABAs without a long-term control medication, such as ICSs.  Sine 98% of recipients of who filled a prescription for a LABA, filled it in the form of a LABA-ICS product, it is evident that LABA monotherapy is not a concern amongst Medi-Cal recipients.

ATTACHMENT 4 – SUMMARY OF DUR BOARD ACTIVITIES 

DUR Board Members

The following members served on the DUR Board during FFY 2010:

	Member
	Specialty/Affiliation

	Stephen M. Stahl, M.D.

Chairman
	Adjunct Professor, Department of Psychiatry

University of California, San Diego - School of Medicine

Carlsbad, California

	Ross M. Miller, M. D., M.P.H.

Vice Chairman
	Healthcare Executive and Principal Investigator

Cerner Life Sciences

Physician Advisor and Healthcare Consultant; General Pediatrician
Los Angeles, CA

	Andrew L. Wong, M.D.
	Chief of Rheumatology

Olive View-University of California, Los Angeles - Medical Center

Professor of Clinical Medicine

University of California, Los Angeles – David Geffen School of Medicine

Los Angeles, California

	Paul Perry, Ph.D.
	Chair and Professor, Department of Clinical Pharmacy

Touro University – California College of Pharmacy

Vallejo, California

Emeritus Professor of Psychiatry and Pharmacy

University of Iowa

Iowa City, Iowa

	Kenneth H. Schell, Pharm.D.
	Vice President - Quality Assurance and Compliance and Chief Compliance and Privacy Officer, Prescription Solutions

Irvine, California

	Marilyn Stebbins, Pharm.D.
	Pharmacy Utilization Director, Mercy Medical Group

Rancho Cordova, California 
Clinical Professor, University of California, San Francisco – 

School of Pharmacy

San Francisco, California

	Patrick Finley, Pharm.D. 
	Clinical Professor

University of California, San Francisco - School of Pharmacy

San Francisco, California

	Robert Mowers, Pharm.D.
	Coordinator, Managed Care Pharmacy Services

Department of Pharmacy Services

University of California, Davis – Health System

Sacramento, California

	Janeen G. McBride, Pharm.D.
	Vice President

MedImpact Healthcare Systems, Inc.

San Diego, California

	Timothy E. Albertson, M.D., Ph.D.
	Chief, Division of Pulmonary and Critical Care Medicine 

Professor of Medicine and Pharmacology 

University of California, Davis - Medical Center

Sacramento, California


DUR Board Meetings

In FFY 2010 the DUR Board convened for two scheduled meetings:

· November 10, 2009

· May 1, 2010

November 10, 2009 DUR Board Meeting Minutes

	Topic
	Discussion

	1) CALL TO ORDER
	· The meeting was called to order by Dr. Ross Miller

· Board members present: Drs. Janeen McBride, Andrew Wong, Ross Miller, Marilyn Stebbins, and Timothy Albertson

· Board member absent: Drs. Kenneth Schell, Stephen Stahl, Patrick Finley, Paul Perry, and Robert Mowers

	2) APPROVAL OF LAST DUR BOARD MINUTES
	· The minutes were reviewed

· Dr. Miller made an edit to the ‘Public or DUR Board Comments’ section of the minutes

· Dr. Wong made an edit to a sentence in the ‘Ongoing Projects’ section of the minutes

· Approval of the minutes will be deferred until the next meeting where a quorum is present

	3) REVIEW OF ACTION ITEMS
	· Action items from the February meeting were reviewed. 

· The following action items are being carried over to the next Board meeting:

· DHCS to ask Larry Dickey to attend next Board meeting 

· DHCS to provide an update on the committee that will help facilitate data exchange 

· Lori Bradley, RPh. stated that this is still in review 

· Dr. Miller stressed the importance of this committee, the importance of hearing back in February, and volunteers to be a representative on that committee

· Action item concerning Synagis will be discussed during DHCS comments

	4) DHCS COMMENTS
	· Synagis Update

· Lori Bradley provided an update

· DHCS recently adopted the guidelines set forth by the American Academy of Pediatrics (AAP) effective November 1, 2009

· A bulletin was published and is posted on the DHCS website

· Nothing has been done with contracting as of yet

· Action Item: Lori Bradley will send the Board links to the AAP guidelines and the bulletin

· Dr. Stebbins stated that the guidelines were pretty standard and other institutions were following them

· Dr. Miller asked if the decision was made by the pharmacy or medical department, or a collaboration of both

· Pilar Williams indicated that the decision was a collaborative effort and that both the medical policy and managed care departments adopted the new guidelines

· Dr. Miller commented that there are fee-for-service (FFS) Medicaid programs in other states that are not adopting the new guidelines based on the idea that no clinical data has been published supporting the new criteria

· Dr. Stebbins stated that she has not seen any opposition in regards to the guidelines, possibly due to endorsement by the AAP

· Pilar Williams indicated that the decision to adopt the AAP guidelines has been made and that concerns should be brought directly to the AAP.  The DHCS will track impact this year and see what changes, if any, are appropriate for next year.

· FDA Reformulation of Heparin

· Lori Bradley updated the Board on the reformulation of heparin  

· The FDA is reviewing the United States Pharmacopeia (USP) monograph for heparin because of contamination problems that occurred in 2007/2008

· New test methods have been developed to self-check the purity of the drug

· This took effect October 1, 2009 and a bulletin was published by DHCS

· The new formulation is 10% less potent and has the letter ‘N’ placed before the lot number to differentiate between the new and old formulations   

· Dr. Albertson stated that there is so much variability in how individual patients respond to heparin that the 10% change would have minimal impact 

· Time Series Analysis of Medi-Cal Data

· Dr. Marco Gonzales facilitated a presentation using various motion charts on changes in claim volume, dollars spent and drug utilization in Medi-Cal FFS over the past 10 years (January 1, 1999 – June 30, 2009)

· First motion chart showed daily spend by claim type (e.g. inpatient, outpatient, pharmacy, medical/physician)

· Different versions of the same chart introduced various different variables such as beneficiary count for each claim type and claims per beneficiary

· Medicare Part D made a huge impact in 2006

· Second chart represented the daily sum paid amount by drug categories (e.g. antipsychotics, asthma, HTN, HIV, arthritis) 

· Third chart looked at daily number of utilizing beneficiary by drug categories

· Fourth chart looked at pharmacy claim count by generic ingredient and drug categories, and number of pharmacy providers per beneficiary for each drug category

· Fifth chart looked at antipsychotics and sum paid for each drug, and number of beneficiaries for each

· Dr. Gonzales also did some forecasting of future trends

· Key points:

· Outpatient claims are surpassing all other claims types except inpatient claims, which continue to be very expensive

· Medicare Part D, rate reductions, and federal upper limits (FUL) had visibly huge impact on these utilization metrics

· Antipsychotic meds have dominated pharmacy costs

· Lori Bradley asked if the Board would be interested in more presentations like this in the future 

· The Board indicated that they would

· Dr. Miller would like to see specifics of certain disease states or certain clinical areas that are of importance to board members or to DHCS

	5) HP ENTERPRISE SERVICES COMMENTS
	· DUR System Update

· Dr. Ann Nguyen provided an update on system enhancements implemented April 27, 2009

· Prospective alert table is now updated on a weekly basis rather than monthly

· The drug-drug interaction and pregnancy alerts were activated for several drugs after tests results have confirmed their validity and appropriateness

· H1N1 Update

· Dr. Robert Forster provided an update on national and California data associated with the H1N1 pandemic

· A DUR educational article on H1N1 produced by HP was recently published in the Pharmacy and Medical bulletins 

· Charts from the Centers for Disease Control and Prevention (CDC) illustrating the impact of H1N1 on various age groups, and the timing in comparison to past influenza seasons were presented  

· Information produced by the California Department of Public Health (CDPH), were also reviewed

· Dr. Forster also talked about factors that contributed to vaccine shortage and delays 

· A chart illustrating the number of claims for Oseltamivir Phosphate (Tamiflu) within the Medi-Cal FFS population showed a significant increase in utilization and occurred much earlier in the influenza season than seen in the past

	6) DUR BOARD DISCUSSION ON ONGOING PROJECTS
	· Antidepressants in Children and Adolescents Study

· Dr. Finley was not in attendance to provide an update on this study

· Dr. Miller referenced the last Board meeting minutes, which indicated that additional follow up data should be obtained to see if trends were continuing, and wanted it documented as an action item

· Lori Bradley indicated that Dr. Finley has been working with Dr. Gonzales on this

· Rheumatoid Arthritis Study

· Dr. Wong indicated that budget issues and personnel changes at USC slowed progress on the study

· Dr. Wong provided updates from the American College of Rheumatology’s national meeting

· One session was on a doubled blinded controlled trial which compared traditional DMARDs, including combination methotrexate, to methotrexate combined with a biologic agent

· At one year follow-up did not demonstrate any significant improvement in one arm of the study over the other

· Hopefully, in the next year, X-Ray radiographic evidence will enable further comparison between the two arms of the study

· Another study looked at the use of DMARDs in the treatment of rheumatoid arthritis over a 10 year period, broken down by 3 year intervals, to see if there were significant increases in overall usage

· Preliminary data did not show a significant increase despite recommendations on more aggressive treatment of rheumatoid arthritis

	7) DUR BOARD MEMBER COMMENTS
	I. Dr. Miller presented a few ideas for future projects for the Board to investigate

·  Government Accounting Office (GAO) report on improper Medicaid drug spending

· California was included in the report

· Report included doctor shopping, physicians continuing to write prescriptions after being banned from doing so for Medicaid, prescriptions written for dead patients, and prescriptions written by dead doctors

· Dr. Miller asked if this report stimulated any internal actions by the Medi-Cal pharmacy department that would be relevant for the DUR Board as an opportunity for cost savings and quality improvement project

· Dr. Lee Worth, a pharmacist from DHCS Audits and Investigation (A&I) department responded that the A&I department has been actively addressing these issues  

· Dr. Albertson asked if the states included in the report were looked at because they were large states

· Dr. Miller stated that the five big states included in the report were looked at because they accounted for 40% of drug payments

· Lori Bradley responded that DHCS has been considering a “lock-in” program, which will be available with the new system, to address some of these issues

· Dr. Miller asked if this would be something that the Board has some interest in pursuing, possibly looking at actual numbers for California

· Dr. Stebbins did not think it would be worthwhile to pursue issues with dead beneficiaries and prescribers since these numbers should be minimal, but the other issues would be of interest (e.g. doctor shopping)

· Dr. Albertson thought that there is enough interest by the Board and because this is a significant part of drug utilization, to warrant a report from Medi-Cal FFS on the major issues and current trends as well as actual numbers for California rather than basing it on what is reported in the article

· The Board motioned to move forward with this

· Beers criteria and appropriate prescribing in adults over the age of 65 

· The Beers criteria list is adopted by CMS

· Dr. Miller stated that although Medi-Cal does not have Medicare Part D data readily available, there is a number of FFS recipients that are over the age of 65 that are not Medicare eligible and can be used to conduct a claims analysis 

· Dr. Miller pointed out that Dr. Kevin Gorospe had stated that at the time this wasn’t a good topic due to lack of data, but he (Dr. Miller) was still interested in pursuing this topic

· There are approximately over 300,000 recipients over the age of 65 

· Dr. Miller asked if this is of interest to the Board

· Dr. Stebbins indicated that it is a criteria often used in their geriatric clinic and it would be interesting to pursue

· Action item: Lori Bradley will forward Dr. Miller’s attachment to Dr. Worth and Dr. Gonzales will work with him on the data 

· Dr. Miller asked if the Board should determine the top 3-5 drug interactions which they would like DHCS to run the data for

· Dr. Albertson proposed running data on all the drugs on the BEERS list and look at the data that comes up and go from there

· Dr. Albertson will work with Dr. Gonzales on this

· COPD analysis to determine number of recipients diagnosed with COPD

· Dr. Miller reviewed the hand-out he prepared on COPD and the value of conducting a study on this topic, including the updated HEDIS measures for pharmacotherapy

· Dr. Nguyen reported that a DUR educational article was published in early 2008 that used the same HEDIS measures for pharmacotherapy in COPD using Medi-Cal FFS data

· Action item: Dr. Nguyen will forward this article to the Board and Dr. Ron Sanui, Medi-Cal Managed Care Pharmacist

· Dr. Miller thought that examination of drug utilization in COPD may be relevant to the Board and can be a potential project

· The Board agreed that this would be good to pursue as well 

	8) UTILIZATION REPORTS 
	· Dr. McBride asked about the system enhancement that caused the increase in additive toxicity alert (AT) and if it was all drugs or only target drugs that were added

· Action item: Dr. Nguyen will double check which drugs were added to the additive toxicity table

· Eric King pointed out how claims and dollars paid typically move in sync with each other, except when changes like FUL implementations occurs, which leads to a discrepancy between the drop in claims and the drop in dollars paid

· Dr. Wong requested clarification on what drugs are included in the ANTI-INFLAMMATORY TUMOR NECROSIS FACTOR INHIBITOR category

· Action item: Dr. Nguyen will forward Dr. Wong the list of drugs that are included in this category

· Dr. Wong stated that many hospitals are no longer covering dietary supplements and asked if this was also the case with Medi-Cal FFS

· Maureen Tooker stated that many of the dietary supplements have been taken off formulary

	9) PUBLIC OR DUR BOARD COMMENTS
	· A public comment was made regarding the manufacturing of the H1N1 vaccine and that it wasn’t possible to manufacture it before the seasonal flu vaccine.  Most manufacturers were already well into the production of the seasonal flu vaccine by the time the seed of the H1N1 virus was received.

· Dr. Forster stated that the virus was already isolated several months before it was sent out and could have been moved up in priority over the seasonal flu vaccine 

· Action item: Dr. Sanui and Vic Walker requested to be sent a copy of the agenda packet prior to the Board meeting

· A public comment was made about the AAP guidelines on Synagis and that the AAP recommends that physicians continue to do what they think is in the best interest of their patients

	10) BOARD DISCUSSION ON MEETING DATES IN 2010
	· Lori Bradley went over the dates for the 2010 Board meetings: February 9th, May 11th, September 14th, and November 9th.  Each is the second Tuesday of the month. 

· Meeting time continues to be from 11am – 1pm and will be in the same room

	11) ADJOURNMENT
	· The meeting adjourned at 12:55PM


May 11, 2010 DUR Board Meeting Minutes

	Topic
	Discussion

	1) CALL TO ORDER
	· The meeting was called to order by Dr. Stephen Stahl

· Board members present: Drs. Stephen Stahl, Janeen McBride, Andrew Wong, Ross Miller, Timothy Albertson, Kenneth Schell, Patrick Finley, and Robert Mowers

· Board members absent: Drs. Paul Perry and Marilyn Stebbins

	2) APPROVAL OF LAST DUR BOARD MINUTES
	· The minutes from the February 10, 2009 and November 10, 2009 meetings were reviewed and approved

	3) REVIEW OF ACTION ITEMS
	· All action items were completed or will be addressed in today’s meeting 



	4) DHCS UPDATES
	1) Overview of DHCS Data Review Committee and the Health and Human Service ((HHS) Committee for the Protection of Human Subjects (CPHS) 

· Dr. Larry Dickey, chair of the OSHPD Committee for the Protection of Human Subjects, the State's Institutional Review Board (IRB) and chair of the DHCS Data and Research Committee (DRC) gave an overview of the relevant policy and procedures when requesting access to DHCS data for research. 
· The California Information Practices Act specifies that data held by the State can only be released for research purposes to accredited universities (such as the University of California), or to other non-profit research institutions.  The data must be the minimum necessary and have adequate security measures in place.  In addition, all releases for research must be approved by the state IRB.
· Requests should first go to the DHCS DRC, which uses five criteria to determine whether to grant a request.  The most important criteria is that the data to be shared will directly benefit the administration of the Medi-Cal program.  When applying, the applicant should clearly specify how the research will benefit the program, program recipients, and California in general.  
· The methodology used will be reviewed to determine if it will be able to answer the research question.  Be prepared to justify the methodology used.
· A risk assessment and determination of how much effort it will take the Department to fulfill the request, is then performed. 
· Applications may be downloaded from the DHCS website.  The application is reviewed and then adjudicated by the Committee.  A summary of recommendations is prepared for the chief deputy director, who makes the final determination.  The researcher is contacted by DRC staff with the approval or denial.  If approved, the researcher is put in touch with the data releaser to make arrangements for the data release.
· Although there is now a formal process put in place, budget cuts and limited resources could result in longer preparation periods to obtain data from the Department. 
· Data elements that are Protected Health Information (e.g. social security numbers, names) will not customarily be released.
· The Department asks to be reimbursed $125/hr for the processing of the data, but is exploring different models in lieu of the fee.
· Lori Bradley stated that DHCS is in the process of reviewing the protocol for obtaining data for the DUR Board and is also working with the IRB to see if separate policies and protocols can be set up to do so.
· Dr. Stahl requested that the Board be given priority and be waived of the fees.  Lori replied that it would need to be discussed internally.

· Dr. Ross Miller stated that the outcome and potential benefits of the research may result in cost savings and quality improvement which will outweigh these costs.

· Dr. Teri Miller stated that DHCS is considering mechanisms to process requests from the Board and requests that the Board develop a consensus on issues that really do need to be addressed.  DHCS is willing to develop a process to address high priority issues but it must be done in the realm of the resources available.
· Dr. Stephen Stahl stated that creating a consensus is not a problem; however, it would be a waste of time if the Board is not given priority, if they do not get services, if there isn’t a budget for those services, or if there is a cost for those services.  
· Dr. T. Miller stated that DHCS is in the process of coming up with proposals for how that process might work and that it is currently on the agenda in preparation for the next meeting.  
· Dr. R. Miller requested that a representative from the DUR Board be on the committee and volunteered to be that representative.
· Dr. Dickey stated that DHCS committees are currently internal, but will present that recommendation to the leadership of the Department.
· Dr. R. Miller suggested that Lori and Teri include this recommendation in their proposal.
· Dr. Stahl stated that it would make sense to leverage the DUR Board, a committee with academic credibility, and use them as a tool to enrich and help the Department with their own agenda.  
· Dr. T. Miller expressed that it will take some time to do so, due to the forthcoming MMIS system.  DHCS is interested in a partnership regardless of how it was done in the past.  
· This subject matter was bookmarked.  The Board will revisit what their vision is with DHCS and will come up with a consensus process.

· Action Item: The Board will consider what the most important issues are and how to create a consensus in the future.

· Dr. Stahl asked if there is ability to quickly query something from the database without a full project, to determine if there is something worthwhile to have a formal project on.  Lori replied that it would depend on the timing of the request and the workload of DHCS.
· Dr. Stahl suggested that maybe DHCS bring to the Board their utilization problems to see if the Board can help address them.
· Lori stated that Pharmacy Policy is looking at reevaluating the goals for DUR.  The new system and improved technology will allow for more to be done.  There are things done in other states that Medi-Cal currently cannot do due to the limitations of the current system.  Medi-Cal wants to do these things and is eager to do them because it saves money and it helps the beneficiaries.  The Board is an excellent resource and the Department does want to utilize them.
· Dr. R. Miller asked if the process was the same for accessing medical data.  Dr. Dickey replied that all requests come through the same committee; it’s not just pharmacy data.
· Action item: DHCS is to present an update at the next Board meeting on the process for which data requests from the Board are considered.
2) Enteral Products – Removal of Early Refill Alert

· Lori informed the Board that policy has requested the early refill alerts be removed for enteral products, due to the low likelihood that anyone would be abusing these products.
· Dr. Ann Nguyen added that a recent change in the system now allows for the dispensing of different flavors of the same enteral products to be dispensed at the same time.  It would be unnecessary for the system to set early refill alerts for dispensing of the different flavors.
3) Addition of Quantity and Frequency of Billing Restrictions for Selected Controlled Substances

· Lori gave an update on billing restrictions for selected controlled substances.
· The contracted drug list (CDL) was reviewed for controlled substances that did not have any quantity or frequency billing limitations (e.g. methadone, hydromorphone, meperidine, liquid morphine sulfate, oxycodone/APAP).
· The fill quantities on pharmacy claims were reviewed.  Policy used the quantity for the top 75% of claims to set the billing limitations.  For example, the quantity for hydromorphone 2 mg was set for 90 tablets because 75% of patients were getting prescriptions for 90 tablets or less. 
· In addition, a frequency limitation of 3 fills in 75 days was added.
· These restrictions will decrease work load for the TAR office without decreasing accessibility for patients. 
4) Government and Accounting Office (GAO) Report on Medicaid Drug Spending – Audits and Investigations Update

· Dr. Lee Worth, senior pharmacist from the Audits and Investigations (A & I) branch gave an update on Medicaid spending and fraud, as it pertains to California.

· There were questions and concerns at the last board meeting regarding a GAO report dealing with fraud and abuse related to controlled substances paid for by Medicaid.

· One issue was on deceased beneficiaries having claims made in their names and under their confidential identification numbers (CINs). 

· Dr. Worth explained that unfortunately, there tends to be a lag time between the time the death certificate is issued and when it gets into the system.  Some of that money is recovered.

· Dr. R. Miller asked about deceased prescribers.  Dr. Worth explained that deceased providers are a little more difficult to deal with.  The A & I branch works with the California medical board to obtain a list of deceased and retired physicians.  They also work with private insurance companies, whom may get a list of such physicians.  Some databases are not available to the A & I branch directly. 

· The biggest problem is with pharmacy providers inputting in the wrong national provider number when billing claims.  For the most part it is due to error rather than fraud.  If it is noticed that this is done frequently, A & I goes out and reviews and corrects the records. 

· The last issue had to do with doctor shopping, particularly for controlled substances.  Utilization controls such as quantity and frequency restrictions are very helpful in stopping these.  Unfortunately, some patients pay cash and the system may not flag it.  Such prescriptions tend to be for schedule III – V drugs, not II.  Vicodin and promethazine with codeine are popular with doctor shopping.  

· Some A & I branches are staffed with law enforcement officers that handle beneficiary level doctor shopping and fraud.  A & I also works with the Department of Justice and other governmental agencies.

· Dr. R. Miller asked if there was any follow up on doctors who were barred from participating in federal programs and the many claims that went through even though these prescribers were not allowed to be providing scripts to Medicaid beneficiaries.  

· Dr. Worth explained that this issue goes back to pharmacy providers using incorrect provider numbers on claims submitted at the pharmacy.

· A & I has the S & I (suspended and ineligible) list for Medi-Cal, which is similar to a federal list of excluded individuals and entities that the federal government uses.  When a provider is put on the S & I list, their enrollment status changes.  A hard edit is put in place for prescribers on the S & I list.  Claims that are submitted under their number will no longer pay.  However, the issue is whether the number was put in correctly in the first place.  

· Dr. Kenneth Schell asked how often the S & I list is updated and what happens if a claim went through for someone who is in the process of being put on the S & I list but the list had not yet been posted.

· Donna Grey – Bowersox replied that the mandatory exclusions are done through the office of legal services on a monthly basis.  She also expressed that this was an issue of audits and education.  In order to address this issue, it needed to be ensured that pharmacy providers are putting in the right information and checking at that same time.  Consumers and physicians should also be educated about the requirements and cost of all this.  

	5) HP UPDATES
	1) FFY 2009 Annual Report 

· There were no comments or edits on the report.

· The report was approved.

2) Utilization Reports: Quarterly Report (October – December 2009) 

· Dr. Stahl expressed that the therapeutic duplication (TD) alert is perhaps not that useful because some of the combinations used is on purpose as part of medical practice.  Most of the drugs on the list are psychotropic drugs, which are often used in combination.  Trazodone is categorized as an antidepressant but is it typically not used as an antidepressant but rather as a hypnotic.  

· Dr. Stahl asked if this can be fixed without recategorizing the drugs.  

· Eric King stated that it has to do with the target drug list, which was set up some time ago.  There are target drugs that have both TD and ingredient duplication (ID) alerts set.  The list was set up some time ago and there was talk about updating it.   

· Lori stated that it may be a good idea to wait until the new system is in place before updating the target drug list.

· Dr. Lisa Ashton stated that the drugs on the list were arbitrarily selected based on high cost.  

· It was suggested that the update of the target drug list be bookmarked and brought back when the new system is in place and when there is better understanding of the new system.

3) DUR Logo Update

· There is a new DUR logo.  

· The new logo has been incorporated onto the DUR website and also appears in the agenda packet.

	6) DISCUSSION OF BOARD MEMBER PROJECTS
	1) Ongoing Projects

a) Antidepressants in Children and Adolescents Study

· Dr. Patrick Finley would like to delete this as an ongoing project but will provide updates if there are any in the future.
b) Rheumatoid Arthritis (RA) Study

· Dr. Andrew Wong provided an update on the study.
· A handout summarizing the utilization of different DMARDs and biologic agents was provided.
· The data came from a large database which collected about 10 years worth of data from 1995 – 2005.
· The pivotal year was 1999, when biologics and COX-II inhibitors became available and revolutionized the way RA was treated.  Back in 1998 the only patients on biologics were those under experimental protocol.  
· The availability of new medications over the years has made an impact on RA treatment.  Patients are also treated much earlier in their disease.  A lot of education has occurred over that time period.  
· From 1998 to 2005, there was a 34% increase in usage of DMARDs.  
· The use of methotrexate has increased every year with 57% of the population on it in 2005.  
· Overall, about ½ of the population are put on traditional combinations of DMARDs.  
· Many of the older agents (e.g. penicillamine, gold salts) are not being used anymore.  
· The use of biologic agents is about 25%, which is not bad for a county population.  In the private sector, the use of biologics has increased to about 20 – 40%.  Usage in many county populations still ranges from 20 – 30%.  This data is consistent with that.  
· After 2006, the number of patients on biologics plateaued.  
· Dr. Stahl asked about the cost per year of biologics.  Dr. Wong replied that it was in the range of $10K – $20K, but it is possible that the state receives a considerable rebate.  
· Dr. Schell asked if there were any reductions in utilization of other resources like hospital visits or emergency room visits, or productivity.  Dr. Wong stated that such data requires patient consent to collect.  In the future, if there is interest and funding available, it would be something of interest to look into.  In the private sector, productivity was seen to increase but with the county system, it’s more challenging to see.  
· Dr. Marco Gonzales asked if the study looked at the type of providers and if they were rheumatologists.  Dr. Wong replied that the study did not look at that, but the Medi-Cal educational bulletin did.  
2) Proposed New Projects

a) Antidepressants and Pregnancy

· Dr. Finley stated that the study is still in its infancy.  From a healthcare policy standpoint, this is a very hot topic.  
· There was an Institute of Medicine commissioner report that came out a few months ago showing that there was a lot of ethnic disparity in treatment and massive under-treatment of depression in pregnancy and postpartum.  
· There is little known about these conditions let alone the safety of these drugs.  
· There has been discussion about what the most appealing research questions should be, given our database.
· We don’t know much about treatment during pregnancy and even less about postpartum.  At this point the sky is the limit.
· A lot of the available literature comes out of Tennessee, who has been successful at publishing their data.  We can maybe use them as a model.
· Dr. Finley will report on the study when there is further development.

b) Beers Criteria and Appropriate Prescribing in Adults Over the Age of 65

· Dr. Albertson has some preliminary data but also announced that the acetaminophen article using Medi-cal data was accepted.
· For the Beers Criteria, three different drug combinations were looked at for the date range of October 1, 2008 to December 30, 2009.
· For the warfarin and ibuprophen combination, the overlap was 0.35% for the general population.  The same analysis conducted for patients >65 also showed a 0.35% overlap.
· For the clonidine and beta blocker combination, the overlap was 4.3% in the general population and 3.5% for those >65.
· As for the potassium sparing diuretic and ACEI combination, there was a 2.7% overlap for the general population and 1.7% for those >65.
· Overall, not seeing a huge trend suggesting that the general population or those over 65 were being exposed at a much higher rate or that the elderly was being put at a huge risk.

· It was requested that a report be written up for this.

· Dr. R. Miller asked how those specific drug combinations were selected.
· Dr. Ashton indicated that those particular combinations of drugs were selected based on data from Mercy Medical Group.  These were the most prevalent combinations of drugs used.  It was not feasible to have Dr. Gonzales run all 52 combinations but rather take the ones that were most prevalent.  
· Dr. Wong asked if they would do it differently if they could.  Dr. Ashton replied that it might be worthwhile to look into benzodiazepine exposure since these drugs are not carved out to Medicare Part D.
· Dr. Albertson expressed that it would be interesting to see but it would depend on Dr. Gonzales’s time.  Maybe look at exposure for the general population and then compare that to the over 65 population. 

· Action Item: Dr. Gonzales to look at benzodiazepine exposure for recipients >65. 

· Dr. R. Miller stated that the preliminary data looked at combinations of drugs as opposed to looking at the whole list of 35 drugs themselves that are potentially inappropriate.  Would it be possible to run a separate query, or even a separate project to look at the 35 drugs themselves?
· Dr. Albertson stated that the key is looking at the population as a whole then focusing on those over 65 to see if the data reveals a need for additional data or an educational intervention. 
· Dr. R. Miller asked if there has been an educational article on the Beers Criteria and stated that it may be a good thing if this could lead to an educational bulletin. 
· Dr. Ashton suggested holding off on doing so because of an incentive program that will be starting January 2011.  Part of the program uses the Beers Criteria to look at inappropriate medication use in the elderly.  In the first year, the provider self reports, then in the next stages it would be recorded from their electronic medical records.  It may be more interesting to compare that with claims data to see the accuracy of provider reporting. 
c) COPD Analysis

· There was a Medi-Cal educational bulletin done in 2008 on COPD which included a one year analysis from 2006 – 2007 looking mostly at emergency room follow-up visits.  

· Dr. R. Miller suggested morphing this project into a remeasure of the original study because the data was already ran and the intervention was done.  By re-running the same query that was done previously, we can see if the educational intervention made a change. 

· Dr. Ron Sanui from the Managed Care branch stated that there has been an ongoing quality improvement project in the area of COPD.  The Department of Public Health is putting in a COPD link on their website. 
· Dr. Nguyen stated that HP had done a biennial report in 2009, in which data analysis from educational bulletins are re-ran using the same queries to determine the impact of the bulletins on drug utilization and prescribing trends.  It is possible that the COPD article was included in this report.  
· Action item: Dr. Nguyen will check to see if the most recent biennial report included the COPD article.

	7) PUBLIC AND DUR BOARD  COMMENTS
	· There were no public or DUR Board comments

	8) CLOSING REMARKS AND ADJOURNMENT
	· Lori announced that Eric King’s last day is Friday and thanked him for all his help and contributions to DUR.


Quarterly Utilization Reports

Opportunities to improve drug utilization are identified through the review of DUR Quarterly Utilization Reports.  Utilization reports on the 3rd and 4th quarters of 2009 were discussed at the DUR Board meetings during FFY 2010. 

The quarterly reports contain both prospective and retrospective DUR data.  Prospective DUR data includes the twelve most generated prospective alerts and assists the Board in advising the DHCS about patterns in clinically significant drug therapy problems.  Review and modification of prospective DUR alerts can help enhance quality of care and cost effective use of target drugs.  Retrospective DUR data provides insight on utilization and costs measures by claim volume, dollars paid, and utilizing recipients.  Also included are analyses of drug utilization by age groups, and other relevant utilization measures. Such utilization data are provided for current and prior report periods.
DUR Criteria Presented

· Synagis

· The DHCS adopted the guidelines set forth by the American Academy of Pediatrics (AAP) for the use of Synagis.

· A bulletin was published notifying the provider population of the changes in pharmacy benefits for Synagis, and is also posted on the DHCS website.

· Removal of Early Refill Alerts for Enteral Products

· A system enhancement was made to allow for the dispensing of different flavors of the same enteral product to be dispensed at the same time.  However, the dispensing of multiple flavors of the same product would set off an early refill alert for each subsequent claim.  Due to the low likelihood that these products would be abused, pharmacy policy has requested that the early refill alerts be deactivated for these products.

· Quantity and Frequency of Billing Restrictions for Selected Controlled Substances

· The Contract Drugs List (CDL) was reviewed for controlled substances that did not have any quantity or frequency billing limitations.  Such drugs included methadone, hydromorphone, meperidine, liquid morphine sulfate, and oxycodone/APAP.

· The quantity for the top 75% of pharmacy claims was used to set the billing limitations.

· A frequency limitation of 3 fills in 75 days was added.

· These restrictions will decrease work load for the treatment authorization request (TAR) office without decreasing accessibility for patients.

Proposed DUR Board Projects Discussed

· Improper Medicaid Drug Spending

· The Government and Accounting Office (GAO) reported on improper Medicaid drug spending related to doctor shopping, physicians prescribing for Medicaid patients despite being banned from doing so, prescriptions written for deceased recipients, and prescriptions written by deceased doctors.

· Since California was included in the report, the DUR Board asked if this report stimulated any internal actions that may be relevant for them as an opportunity for a cost saving and quality improvement project.

· Beers Criteria and Appropriate Prescribing in adults over the age of 65

· The Beers criteria list is adopted by CMS.

· The Board was interested in pursuing this as a project to assess the appropriate prescribing of Medi-Cal recipients over the age of 65.

· Chronic Obstructive Pulmonary Disease (COPD) Analysis

· The Board expressed value and interest in pursuing this as a project.

Ongoing DUR Board Projects

The following are ongoing DUR Board projects:

· Rheumatoid Arthritis Study

· Antidepressants and Pregnancy Study

For details on these projects, please refer to Attachment 3 (Retrospective DUR Screening and Intervention Summary Report) of this report.  

ATTACHMENT 5 - GENERIC DRUG SUBSTITUTION POLICIES
Policies Used to Encourage the Use of Therapeutically Equivalent Generic Drugs

The Medi-Cal Drug Rebate program negotiates supplemental rebate contracts with pharmaceutical manufacturers, and collects rebates greater than rebates obtainable through federal contracts alone.  As a result, the net cost for some brand name drugs can be much lower than the therapeutically equivalent generic drug.  These supplemental rebates from manufacturers have made it more cost-effective to encourage brand name drug usage in some circumstances.  In this circumstance the brand name product that produces that cost-effective result is paid for without prior authorization.  

In cases where generic drugs are more cost-effective, Medi-Cal encourages use of generic drugs.  The pharmacist or the clinic with a special permit, to the extent permitted by law, shall dispense the lowest cost drug product within the generic drug type that the pharmacy or clinic with the special permit has in stock, which meets the medical needs of the beneficiary.

California Business and Professions Code Section 4073 states:

(a) “A pharmacist filling a prescription order for a drug product prescribed by its trade or brand name may select another drug product with the same active chemical ingredients of the same strength, quantity, and dosage form, and of the same generic drug name as determined by the United States Adopted Names (USAN) and accepted by the federal Food and Drug Administration (FDA), of those drug products having the same active chemical ingredients.”
(b) “In no case shall a selection be made pursuant to this section if the prescriber personally indicates, either orally or in his or her own handwriting, "Do not substitute," or words of similar meaning. Nothing in this subdivision shall prohibit a prescriber from checking a box on a prescription marked "Do not substitute"; provided that the prescriber personally initials the box or checkmark. To indicate that a selection shall not be made pursuant to this section for an electronic data transmission prescription as defined in subdivision (c) of Section 4040, a prescriber may indicate "Do not substitute," or words of similar meaning, in the prescription as transmitted by electronic data, or may check a box marked on the prescription "Do not substitute." In either instance, it shall not be required that the prohibition on substitution be manually initialed by the prescriber.  

(c) “Selection pursuant to this section is within the discretion of the pharmacist, except as provided in subdivision (b)…In no case shall the pharmacist select a drug product pursuant to this section unless the drug product selected costs the patient less than the prescribed drug product. 
Cost, as used in this subdivision, is defined to include any professional fee that may be charged by the pharmacist…” 

The following policies from the Medi-Cal pharmacy provider manual illustrate the policies related to payment for drugs dispensed through the Medi-Cal program:

Reimbursement for any legend and non-legend drug covered under the Medi- Cal program is the lowest of:

· Maximum Allowable Ingredient Cost plus current professional fee

· Federal Upper Limit plus current professional fees

· Estimated Acquisition Cost plus current professional fees

· Charge to the general public


The Maximum Allowable Ingredient Cost 
The Maximum Allowable Ingredient Cost (MAIC) program establishes maximum ingredient cost limits for generically equivalent drugs.  Each cost limit is established only when there are three or more generically equivalent drugs available for purchase and dispensing by retail pharmacies within California.

Generically equivalent drugs are defined as drug products with the same active chemical ingredients of the same strength, dosage form, and of the same generic name as determined by the USAN and accepted by the FDA, as those drug products having the same chemical ingredients.

MAIC prices are scheduled to be updated at least every three months.  Pharmacies will receive notification of these changes from the DHCS Fiscal Intermediary (FI) at least 30 days prior to the effective date of a MAIC change.  MAIC price changes are placed on the FI’s file on the first day of the month following a bulletin announcement.  Subject to the exception noted above, MAIC price changes will only occur after at least a 30-day notice.  This usually means on the first day of the first month following a bulletin announcement.  If, pursuant to a request from providers, the department determines that a change in a MAIC is warranted to reflect current available market prices the specific MAIC may be updated prior to notifying providers.

Federal Upper Limit 
Federal Upper Limit (FUL) is an upper-limit of reimbursement for certain multiple source drugs established independently from the California MAIC Program by the United States Department of Health and Human Services (DHHS).  

The federally required FUL is administered by the Medi-Cal program in a similar manner as the MAIC program.  The major difference is that changes to the FUL list of drugs and respective price limits are issued periodically by DHHS and then implemented by Medi-Cal.  When a drug is listed on both the MAIC and FUL price lists, the maximum cost is the lower of the MAIC or FUL.

Full reimbursement of prescription ingredient cost requires use of a brand of a multiple source drug, which costs no more than the program specified price limits.

When medically necessary for a specific recipient, approval of reimbursement may be obtained for a product whose price exceeds the MAIC or FUL price limits by requesting authorization from a Medi-Cal consultant.  
Estimated Acquisition Cost 

Estimated Acquisition Cost (EAC) is a federally mandated drug pricing mechanism implemented in California.  The EAC is the lower of the Average Wholesale Price (AWP) minus 17 percent or the price determined according to the following exception:

The EAC program has identified certain drugs where bulk package sizes are most frequently purchased by California pharmacies.  For these drugs, the unit price is based on the EAC (Average Wholesale Price (AWP) minus 17 percent) for package sizes larger than the standard 100s.

ATTACHMENT 6 – PROGRAM EVALUATION / COST SAVINGS ESTIMATES
PROGRAM EVALUATION - 2009 BIENNIAL EVALUATION OF DUR EDUCATIONAL ARTICLES
I. Executive Summary

HP prepares DUR educational articles that are published in provider bulletins and posted on the DUR webpage. This biennial evaluation report provides detailed evaluations of the following educational articles published by HP between January 2007 and June 2008:

· Over Utilization of Migraine Medications in the Medi-Cal FFS Population

· Lipotropics and Liver Function / Cholesterol Testing in the Medi-Cal FFS Population

· Follow-Up Care for Attention Deficit Hyperactivity Disorder (ADHD) in the Medi-Cal FFS Population

· Persistence of Beta-Blocker Treatment After Myocardial Infarction

· Appropriate Testing of Children with Pharyngitis

· Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis

· Rosiglitazone’s Role in Diabetes Treatment

· Pharmacotherapy Management of COPD Exacerbation

The evaluation effort focused on the following areas to draw effective conclusions related to the data analysis and to provide the DHCS with recommendations on future interventions and the impact of similar DUR educational articles.

· Background

· Purpose 

· Data Parameters and Findings 

· Analysis 

· Limitations and Assumptions 

· Conclusions

· Recommendations

In evaluating prescribing and dispensing patterns after the articles were published, several favorable changes were observed when compared to the data prior to the DUR intervention. 

· An increase of over 30% in the number of beneficiaries who were taking preventive medication concurrently with abortive migraine medications (Over Utilization of Migraine Medications in the Medi-Cal FFS Population) 

· Significant improvement was seen in all data measures related to children receiving follow-up care after initiating drug therapy for ADHD (Follow-Up Care for Attention Deficit Hyperactivity Disorder (ADHD) in Medi-Cal FFS Population)
· An increase of over 6% in the percent of children who received a RADT and/or throat culture after being diagnosed with Acute Pharyngitis and receiving a prescription for antibiotic (Appropriate Testing of Children with Pharyngitis) 

Many factors may influence the prescribing and dispensing practices of Medi-Cal providers, making it difficult to accurately measure the full impact of the educational articles.  Such factors may include but are not limited to the following:

· Changes/updates to treatment guidelines/recommendations

· Beneficiary expectations/requests and healthcare habits and behavior

· Direct to consumer advertising

· Provider training/experience

· Anecdotal experience

· Provider resistance

The purpose of DUR educational articles is to apprise and increase Medi-Cal providers’ understanding of current treatment guidelines and recommendations on drugs, disease states, and medical conditions as well as the prescribing and dispensing practices of providers evident in Medi-Cal data.  These articles contain valuable information that is effective when used as a part of an overall campaign to disseminate important information to providers.  EDS has the following recommendations to help improve accessibility, reach, and interest of educational articles to the Medi-Cal provider community:

· Continue to distribute articles with provider bulletins but keep articles separate and independent from rest of bulletin in order to increase visibility 

· Distribute articles to medical and pharmaceutical organizations/associations for distribution to their members or publications in journals and/or bulletins 

· Allow providers to sign up for distribution of articles via email or other electronic modalities  

· Provide continuing education (CE) opportunities to providers

· Incorporate case studies into articles

· Package articles with other collateral materials for distribution through various media channels such as posters, postcard mailings and flyers that highlight the recommendations of each the article

· Prepare shorter educational articles that are published more frequently that bullet or highlight important points

· When appropriate, disseminate lay version to beneficiaries to promote physician uptake and set beneficiary expectations

II. Evaluation of Educational Articles
Over Utilization of Migraine Medications in the Medi-Cal FFS Population
Background 
Migraine headaches occur periodically, lasting anywhere from 4 to 72 hours with symptoms varying by episode and individuals, making it difficult to determine if and when to take abortive migraine medications (e.g. triptans).  Over utilization of abortive migraine medication can result in rebound migraines and is therefore discouraged by medical professionals.  Preventive therapy can assist in decreasing the overall rate of migraine occurrences and decrease the number of emergency room visits.  An analysis was conducted using a decision support software (Identification of Migraine Prevention and Acute Therapy, or IMPACT, developed by Ortho-McNeil Janssen), to determine if Medi-Cal beneficiaries were over utilizing abortive migraine medications, using preventive medication to control migraine attacks, and whether they were frequently going to the emergency room to seek treatment.  

Purpose

The purpose of this evaluation is to compile data using a study design that mirrors the original study in order to identify any changes in prescribing or dispensing practices of providers or beneficiary behavior.  
Data Parameters and Findings

	Data Criteria
	Data in Article
	Biennial Review Data
	Percent Change

	Percent of beneficiaries using triptans who were female
	84%
	83%
	-1.19%

	Percent of beneficiaries with migraines between ages 46 – 64
	47%
	52%
	10.64%

	Percent of beneficiaries that were “high utilizers” of triptans (used 3 or more doses of a triptan per month)
	59%
	68%
	15.25%

	Percent of beneficiaries taking migraine medications as well as one or more preventive medication
	62%
	81%
	30.65%

	Percent of beneficiaries seen in the emergency room with a diagnosis of migraine
	9%
	10%
	11.11%


Analysis

The review uncovered mixed results concerning changes in the use of medications for the treatment and prevention of migraine headaches.  Although there was a 30% increase in beneficiaries who were taking a preventive medication in combination with their abortive migraine medication, there was also an increase in the percent of beneficiaries who were “high utilizers” and those who were seen in the emergency room.    

Limitations and Assumptions

· The decision support software (Identification of Migraine Prevention and Acute Therapy, or IMPACT, developed by Ortho-McNeil Janssen) used to analyze the data has internal criteria and filters.  In addition, the software was updated to v2.0 since the original article was published. 

· Lack of industry benchmarks and trends for comparison.

· Single group longitudinal studies have limiting valid conclusions by design.

Conclusions

The increase in percentage of beneficiaries who used preventive medications was a positive change but was counter intuitively offset by the increase in the percent of beneficiaries who were using abortive migraine medications in greater frequencies. 

Recommendations

Enable better management of migraine headaches by communicating to providers and beneficiaries the value of preventive medications and the risk of overusing abortive migraine medications. 

Lipotropics and Liver Function / Cholesterol Testing in the Medi-Cal FFS Population

Background

The National Cholesterol Education Program (NCEP) Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel III (ATP III)) recommends that providers follow a specific progressive schedule for drug therapy and cholesterol evaluation.  An analysis was conducted to determine if providers were following ATP III guidelines for cholesterol and liver function testing in patients who were starting cholesterol lowering drug therapy. 

Purpose

The biennial evaluation mirrored the same study design initially used in the article to measure the testing pattern for serum cholesterol and liver function test that may have occurred since it was published. 
Data Parameters and Findings
	Percent Change Since Article Published

	Bene Category
	% Tested Before Drug Therapy
	% Tested Within 6 Weeks
	 % Tested Within Six Months of Beginning Drug Therapy

	Statin Only
	-14.02%
	-3.87%
	8.65%

	Non-Statin Only
	-2.70%
	-10.61%
	4.90%

	Statin Combination Only
	-26.53%
	-23.26%
	-16.55%

	Multiple Drugs
	-1.45%
	-1.46%
	10.19%

	Average
	-13.19%
	-5.28%
	7.56%


Analysis

The biennial review revealed consistently lower cholesterol and liver function testing in beneficiaries who tested prior to initiating drug therapy and those who were tested within 6 weeks timeframe.  When the time frame was extended to six months, testing increased for all groups except the “statin combination only” group, which had an over 16% decrease.  

Limitations and Assumptions

· The results of the lab tests were not available, only the claims indicating a prescription was filled or a laboratory test was paid for. 

· The inability to determine whether the delay in testing was due to the beneficiary or provider.
Conclusions

Data from the biennial review indicated a decline in the percentage of beneficiaries who were getting tested prior to initiation of drug therapy and in the recommended time frames set forth by the ATP III guidelines.  

Recommendations

Develop collateral materials promoting the importance of cholesterol and liver function testing pre- and post-initiation of medication and the current non adherence to industry medical standards for such testing.

Follow-Up Care for Attention Deficit Hyperactivity Disorder (ADHD) in Medi-Cal FFS Population

Background 

The American Academy of Child and Adolescent Psychiatry (AACAP) has recommendations for the care of children with ADHD, one of which is to follow-up with the patient in order to target outcomes and decrease side effects.  Follow-up care should be instituted the month after medications were initiated, with follow-up office visits at periodic time intervals after the patient is stabilized on an appropriate dose.  An analysis was conducted to measure the extent to which recipients were receiving medical follow-up visits after initiating ADHD drug treatment.  

Purpose

The biennial review reexamined the study to determine if any improvements occurred in the percent of children who received follow-up care after initiating ADHD drug therapy.  
Data Parameters and Findings

	Data for Article

	Age Group
	Follow-Up Care Within 30 Days
	Follow-Up Care Within 90 Days
	Follow-Up Care Within 180 Days

	0 - 5 Yr Old
	17.8%
	32.2%
	39.0%

	6 - 12 Yr Old
	13.5%
	26.7%
	33.1%

	13 - 16 Yr Old
	6.5%
	13.4%
	18.2%

	All Age Groups
	12.1%
	23.7%
	29.8%


	Data for Biennial Review

	Age Group
	Follow-Up Care Within 30 Days
	Follow-Up Care Within 90 Days
	Follow-Up Care Within 180 Days

	0 - 5 Yr Old
	25.5%
	42.4%
	48.4%

	6 - 12 Yr Old
	18.9%
	32.6%
	42.2%

	13 - 16 Yr Old
	7.6%
	20.5%
	29.9%

	All Age Groups
	16.0%
	29.7%
	39.0%


	Percent Change

	Age Group
	Follow-Up Care Within 30 Days
	Follow-Up Care Within 90 Days
	Follow-Up Care Within 180 Days

	0 - 5 Yr Old
	43.3%
	31.7%
	24.1%

	6 - 12 Yr Old
	40.0%
	22.1%
	27.5%

	13 - 16 Yr Old
	16.9%
	53.0%
	64.3%

	All Age Groups
	32.2%
	25.3%
	30.9%


Analysis

Significant improvement was seen in all data measures related to children receiving follow-up care after initiating drug therapy for ADHD. The most significant improvement was seen in the 13 – 16 year old age group for follow-up care within 90 and 180 days, which previously registered the worst follow-up percentages.  Significant improvements were also seen in follow-up within 30 days for the 0 – 5 and 6 – 12 age groups.  

Limitations and Assumptions

Follow-up care by providers via telephone contact may have occurred but cannot be captured in the data from the article or the biennial review. 

Conclusions

Children and adolescents initiating drug therapy for ADHD are receiving more follow-up care with their providers.  
Recommendations

Although there were significant improvements in follow-up care since the publication of the educational bulletin, the percent of children and adolescents who received such care after initiation of drug therapy is still low.  Continued encouragement of providers to follow-up with their patients after initiation of ADHD drug therapy through statement inserts or bullet points in bulletins could help further increase the positive impact and changes that have already occurred.  
Persistence of Beta-Blocker Treatment After Myocardial Infarction

Background

The American Heart Association (AHA) and American College of Cardiology (ACC) both recommend that patients without a contraindication should be promptly initiated on oral beta-blockers after an acute myocardial infarction (AMI) and continue indefinitely thereafter.  An analysis was conducted following a study design prepared by the National committee for Quality Assurance (NCQA) for HEDIS 2008, with the modification of using 9 months of data instead of 12 months, in order to measure the extent of compliance by providers of the recommendation set forth by the AHA and ACC. 

Purpose

The purpose of this evaluation is to compare data since the article was published to ascertain if there was any change in prescriber or recipient compliance.
Data Parameters and Findings

	HEDIS Measure
	Original Totals
	Biennial Totals
	Percent Change

	Eligible Population
	576
	634
	10.07%

	Persistent Treatment with Beta-Blocker after Heart Attack
	185
	186
	-8.72%

	
	32.10%
	29.30%
	

	Filled Prescription Within 10 Days of Discharge
	252
	240
	-13.27%

	
	43.70%
	37.90%
	

	Filled Prescription Within 30 Days of Discharge
	308
	315
	-7.10%

	
	53.50%
	49.70%
	

	Filled Prescription After Discharge 
	458
	441
	-12.45%

	
	79.50%
	69.60%
	


Analysis

Though the size of the eligible population included in the study increased, all four criteria associated with measuring prescriber/patient compliance with the AHA/ACC recommendation were lower when compared to the period prior to the article’s publication.  

 Limitations and Assumptions

We cannot ascertain whether the noncompliance was due to providers not writing prescriptions as it is possible that prescriptions were written but were not filled by recipients.  
Conclusions

Despite recommendations by the AHA/ACC for patients who had an AMI to be on beta-blockers after an AMI and indefinitely thereafter, the number of recipients who filled a prescription for a beta-blocker after discharge and six months after, decreased.    

Recommendations

Distributing information on the importance of beta-blockers for secondary prevention of AMI to patients, in addition to providers may help improve performance in this area. 

Appropriate Testing of Children with Pharyngitis

Background

Acute pharyngitis is a common illness occurring in children and adolescents and may be of viral (most frequent) or bacterial origin.  Of those that are bacterial, Group A beta-hemolytic streptococcus (GABHS), is the most frequent cause.  The clinical manifestations of GABHS and non-streptococcal pharyngitis have extensive overlap.  Therefore, unless the physician is able with confidence to exclude streptococcal pharyngitis on epidemiological and clinical grounds, the Infectious Diseases Society of America (IDSA) and the American Academy of Pediatrics (AAP) both recommend that a Rapid Antigen Detection Test (RADT) and/or throat culture be performed in order to obtain a definitive diagnosis.  Without one, providers may be more likely to over-treat with antibiotics when one is not warranted.  Overuse of unwarranted antibiotics and/or the usage of broad-spectrum antibiotics may lead to the development of antibiotic resistance. An analysis was conducted mirroring the study design from “Appropriate Testing of Children with Pharyngitis” by the NCQA for HEDIS 2008 to determine whether children who were diagnosed with pharyngitis and were given an antibiotic prescription, were also given a RADT and/or throat culture. 

Purpose

This evaluation compared the data from the article with data collected after the article was published to ascertain if there was any impact on provider compliance with established guidelines.

Data Parameters and Findings

	HEDIS Measure
	Original Totals
	Biennial Totals
	Percent Change

	Eligible Population
	11,362
	11,201
	-1.42%

	Received RADT and/or throat culture  after being diagnosed, and receiving prescription for antibiotic
	2,357
	2,466
	6.28%

	
	20.70%
	22.00%
	

	Filled prescription for penicillin or its congeners 
	9,183
	8,944
	-1.11%

	
	80.80%
	79.90%
	


Analysis

The percent of recipients diagnosed with pharyngitis and filled an antibiotic prescription, who also received a RADT and/or throat culture increased by over 6%.  The percent of recipients who received penicillin or it congeners remained relatively unchanged.   

Limitations and Assumptions

Some RADTs are less sensitive than throat cultures and may produce false negative results.
Conclusions

There was a sizable increase in the percent of recipients getting a RADT and/or throat culture along with filling a prescription for an antibiotic after being diagnosed with pharyngitis.  Although there was an increase, only 22% of recipients received the RADT and/or throat culture, indicating that the majority of providers are still not conforming to the recommendations set forth by the ISDA and AAP.   

Recommendations

Continue to communicate to providers the following: 

· The importance of judicious antibiotic prescribing as well as the risks of over prescribing antibiotics.   

· Patient satisfaction with care is not dependent on an antibiotic prescription, but rather on physician-patient communication.  

Influence patient expectations for antibiotic prescriptions at office visits by educating them on the ineffectiveness and risks of using antibiotics in treating non-bacterial infections.

Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis

Background

Acute bronchitis is an acute cough illness that can last up to three weeks and can occur with or without phlegm production.  A diagnosis is made only in the absence of pneumonia, the common cold, acute asthma, or an exacerbation of chronic obstructive pulmonary disorder.  Acute bronchitis can have a viral or bacterial etiology, but only about 10% of cases are bacterial in origin.  Despite the low rate of infection by bacterial agents and evidence showing the ineffectiveness of antibiotics, the diagnosis of acute bronchitis has become synonymous with antibiotic treatment.  Studies have shown 70 – 90% of office visits for acute bronchitis result in antibiotic treatment.  According to the American College of Chest Physicians (ACCP), antibiotics should not be prescribed as empiric treatment for acute bronchitis.  Providers should instead prescribe symptomatic treatment to their patients.   An analysis was conducted, mirroring the 2008 HEDIS study by the NCQA “Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis” to determine the percent of recipients between the ages of 18 – 64 years with a diagnosis for acute bronchitis and filled a prescription for an antibiotic within three days of being diagnosed.  

Purpose

The biennial review followed the original study design to ascertain whether providers had changed their prescribing patterns since the article was published. 

Data Parameters and Findings
	Criteria
	Data For Article
	Biennial Review
	Percent Change

	Recipients in Study
	11,773
	10,852
	-7.82%

	Recipient Filled Prescription for Antibiotic within 3 days of Episode Date
	8,201 
(70%)
	7,588 
(70%)
	0.38%

	Of those who received an antibiotic, percent that received a broad-spectrum antibiotic
	49.90%
	52.75%
	5.71%


Analysis

There was no change in the percent of recipients who filled a prescription for an antibiotic within 3 days of being diagnosed with acute bronchitis.  There was however, a 5.7% increase in the percent of recipients who received a broad-spectrum antibiotic.     

Limitations and Assumptions

· It was not determined whether each infection was viral or bacterial in origin.
· Although the vast majority of acute bronchitis is viral in origin, claims data alone does not allow us to determine with certainty whether each patient had viral or bacterial acute bronchitis.

Conclusions

Though the occurrence of acute bronchitis declined, prescribing patterns for the treatment of acute bronchitis did not appear to have improved.  The data suggested that patients were still being over-treated with antibiotics.  More than half of recipients, who were treated with an antibiotic, were treated with one that was broad-spectrum, a contributing factor in the emergence and spread of antibiotic-resistant bacteria.  

Recommendations

Continue to communicate to providers the following: 

· The importance of judicious antibiotic prescribing as well as the risks of over prescribing antibiotics.   

· Patient satisfaction with care is not dependent on whether or not an antibiotic prescription was given, but rather on physician-patient communication.  Patients should be educated on the ineffectiveness and risks of using antibiotics in treating viral infections such as acute bronchitis.
· Endorse and promulgate the treatment guidelines of the ACCP, which coaches providers to refrain from routine prescribing of antibiotics for uncomplicated acute bronchitis.

Rosiglitazone’s Role in Diabetes Treatment

Background

Thiazolidinediones (TZD) is one of several classes of drugs used in the treatment of diabetes mellitus type 2 (T2DM).  In August 2007, following multiple reviews and warnings against its usage in certain patient populations, the FDA issued a black box warning in regards to the increased risk of heart failure associated with the use of TZDs.  In November 2007, the FDA added additional information to the existing black box warning for rosiglitazone (Avandia®) regarding the increased risk for heart attacks.  The FDA recommended that patients with T2DM who have underlying heart disease or at high risk of heart attack and currently taking rosiglitazone, be re-evaluated for appropriate treatment options or closely monitored for cardiovascular risks.  An analysis was conducted documenting the number of Medi-Cal recipients taking rosiglitazone who also had one or more diagnosis for co-morbid conditions which may put them at risk for heart attack or other cardiovascular risks. 
Purpose
The biennial study mirrored the original study to document any change in provider prescribing behavior of rosiglitazone to Medi-Cal recipients with diabetes and other cardiovascular conditions.  

Data Parameters and Findings

	Data Elements
	Article Data
	Biennial Review
	Percent Change

	Recipients filled Rx for Diabetic Drugs
	77,799
	78,066
	0.3%

	Recipients filled Rx for Rosiglitazone
	6,880
	4,919
	-28.5%

	
	
	
	

	Recipient filled Rx for Rosiglitazone and another diabetic drugs
	5,396
	3,665
	-32.1%

	Recipient had Dx for co-morbid condition
	3,672
	2,482
	-32.4%

	
	
	
	

	Recipient filled Rx for Rosiglitazone only
	1,484
	1,254
	-15.5%

	Recipient had Dx for co-morbid condition
	979
	829
	-15.3%

	
	
	
	

	Recipient had Dx for co-morbid condition (Rosiglitazone and another diabetic drug)
	68.05%
	67.72%
	-0.5%

	Recipient had Dx for co-morbid condition (Rosiglitazone only)
	65.97%
	66.11%
	0.2%


Analysis

While the overall population of recipients who filled prescriptions for diabetic drugs remained relatively stable, the percent of recipients who filled prescriptions for rosiglitazone dropped significantly.  However, there was no change in the percent of recipients who were on rosiglitazone and also had a co-morbid condition(s) that may put them at increased risk of cardiovascular events.  
Limitations and Assumptions

Rather than take patients with co-morbid conditions off of rosiglitazone, providers are monitoring these patients more closely.
Conclusions

The significant decrease in the use of rosiglitazone may have resulted from various publications and media outlets communicating the risks associated with the use of this drug to providers and recipients.  Though overall usage of rosiglitazone is lower, there was no change in the percent of recipients who had co-morbid conditions that may be contraindicated with the use of this drug.  
Recommendations

· The value of timely communication of information through various sources was demonstrated in this article. Reiterate the importance of monitoring patients on medications, especially those with other medical conditions which may put them at increased risk.  
· Remind providers to weigh the benefits and risks associated with prescription drugs.  

Pharmacotherapy Management of COPD Exacerbation

Background

Patients who suffer from an acute exacerbation of COPD may take weeks for symptoms and lung function to recover.  Many patients have recurrent symptoms within days of discharge from the emergency department, and some relapse and require hospitalization.  It is therefore vital that episodes of acute exacerbations are managed in an appropriate and timely manner in order to minimize or avoid repeated hospitalizations.  The American Thoracic Society (ATS) has recommended strategies for the management of exacerbations which include several different classes of pharmacological agents.  Short acting inhaled beta2-agonists are the preferred bronchodilators and should be administered as soon as possible.   Studies suggest the use of systemic corticosteroids to be initiated at the first sign of exacerbations.  A short course of corticosteroids provides significant benefits to patients with exacerbations.  Such benefits include physiologic improvement, increased FEV1, and decreased duration of hospital stay and odds of treatment failure.  An analysis was conducted mirroring the 2008 HEDIS study by the NCQA “Pharmacotherapy Management of COPD Exacerbation” to measure the percent of individuals discharged from inpatient or emergency department facilities for COPD exacerbation, who were dispensed appropriate medications. 

Purpose

The biennial evaluation compared the same criteria before and after the article was published to ascertain whether any change in recipient or provider behavior occurred. 

Data Parameters and Findings

	Data Criteria
	Data in Article
	Biennial Review Data
	Percent Change

	Total patients included in analysis
	7,419
	8,834
	19.07%

	Patients filled a prescription for bronchodilators within 30 days of episode date
	6,301
(85%)
	7,737
(88%)
	3.53%

	Patients filled a prescription for corticosteroids within 14 days of episode date
	4,737
(64%)
	5,794 
(66%)
	3.13%

	Patients did not fill prescription for corticosteroids
	36%
	34%
	-5.56%

	Percent of patients admitted to hospital stay for COPD within 7 days of episode date and didn’t fill prescription for corticosteroid prior to admission to facility
	53%
	61%
	15.09%

	
	222/419
	678/1,104
	


Analysis

The biennial review found some positive outcomes.  There were small increases in the percent of recipients filling prescriptions for bronchodilators or corticosteroids after being discharged from an inpatient facility or emergency department.   In addition, there was a decrease in the percent of recipients who did not fill a prescription for corticosteroids.  There was however, a 15% increase in patients who were admitted to the hospital for COPD within 7 days of a previous episode, who did not fill a prescription for corticosteroid prior to the second episode. 

Limitations and Assumptions

Patients may have been given the appropriate medication to take home with them prior to being discharge rather than given a separate prescription.  Medications given to patients while in the hospital or emergency department will not show up as separate pharmacy claims.

Conclusions

Three of the four measures in the article showed positive impact. The increase in patients who were prescribed corticosteroids or bronchodilators after their exacerbation episode(s), and the decrease in patients who did not get a prescription for corticosteroids, were encouraging changes.  The percent of patients who were admitted for hospital stay within a week of a prior exacerbation episode may have been avoided if they had been given a prescription for corticosteroids after the first episode.  

Recommendations

· The increase in the percent of patients who were admitted to a hospital within a week of a prior exacerbation, for which a prescription for corticosteroid was not filled, may be used as an example in future communications to encourage providers to follow recommended guidelines when treating their patients. 
· Developed additional materials that target providers with information on the benefits and risks to their patients when presented with COPD exacerbations could further the compliance with prescribing bronchodilators and corticosteroids while also decreasing the non-compliance of patients by highlighting the risk of hospitalization. 

III. General Recommendations

Specific recommendations were made with each article on how to improve the distribution of information to providers and/or recipients.  As a whole, the distribution process can be improved through various means of delivery.  There were eight educational articles published during the January 2007 through June 2008 time period.  All articles were published in the provider bulletin with the provider manual updates, and were also posted on the DUR Educational Article webpage.   This is still the method for which all articles get distributed to provider.    

The majority of the educational articles showed improvement in provider or recipient compliance of some form after the articles were published, though the statistical significance of the changes were not measured.  The following are recommendations for improving the impact of the educational bulletins without significantly impacting current policies, procedures, or recourses:

· Develop Continuing Medical Education (CME) materials which inform and keep providers abreast on current treatment guidelines and recommendations in order to improve provider interests in reading educational articles

· Incorporate case studies into articles

· While continuing to distribute these articles with provider bulletins, keeping it on a separate page independent of other information will help improve visibility of these articles to the targeted audience

· Distribute articles to medical and pharmaceutical organizations/associations for distribution to their members or publications in journals and/or bulletins

· Allow providers to sign up for distribution of articles via email or other electronic modalities  

· Package DUR educational articles with other collateral materials to be distributed through various media channels such as posters, postcard mailings and flyers, highlighting the recommendations associated with the article

· Develop annual themes which devote articles to a chronic condition prevalent in the Medi-Cal population 

· Prepare shorter educational articles that are published more frequently that bullet or highlight important points 

· When appropriate, disseminate lay version to beneficiaries to promote physician uptake and set beneficiary expectations

COST SAVINGS ESTIMATES
“Medi-Cal supplemental rebates” are rebates labelers have agreed to pay the state, in addition to the federal rebates. This program began in 1991. Drugs for which labelers have agreed to pay a supplemental rebate on, are placed on the Contract Drugs List (CDL) .  Drugs on the CDL are generally not subject to prior authorization that is otherwise required for many drugs.

Negotiation of supplemental rebate contracts by DHCS pharmacists is an ongoing process, as most contracts are for three years.

The terms of contracts for supplemental rebates can be based on average manufacturer price (AMP), net cost, or a combination thereof.

It is estimated the supplemental rebate cost savings is approximately $243 million for federal fiscal year 2010.

ATTACHMENT 7 – PRESCRIPTION DRUG MONITORING PROGRAM

Controlled Substance Utilization Review and Evaluation System 

The Controlled Substance Utilization Review and Evaluation System (CURES), California’s Prescription Drug Monitoring Program (PDMP), is designed to assist in the identification and deterrence of drug abuse and diversion through accurate and rapid tracking of Schedule II through IV controlled substances, without affecting legitimate medical practice and patient care.  Well informed prescribers and pharmacists are entrusted to use their professional expertise to better evaluate their patients’ care and assist those patients who may be abusing controlled substances.  

CURES allow pre-registered users real-time access to patient controlled substance history information.  Access to such information helps prescribers and pharmacists make better prescribing and dispensing decisions, cutting down on prescription drug abuse.  Authorized users can quickly review such information through the automated Patient Activity Report (PAR).  

Users of the CURES database include licensed healthcare providers authorized to prescribe or dispense controlled substances, law enforcement, and regulatory boards.  Access to the database require registration with CURES by submitting an application form electronically to the State of California Department of Justice (DOJ), Bureau of Narcotic Enforcement, followed up with a signed copy of the application along with validating documentation, which includes Drug Enforcement Administration Registration, State Medical License or State Pharmacy License, and a government issued identification.   

The CURES database contains over 100 million entries of controlled substance drugs that were dispensed in California.  The program responds to over 60,000 requests from practitioners and pharmacists each year.  Effective January 1, 2011, all licensees who dispense Schedule II through IV control substances must provide dispensing information to the DOJ on a weekly basis.  

Criminal Intelligences Specialists analyze CURES data for possible diversion, compile intelligence to support such findings, and disseminate the referral to the appropriate Department of Justice/Bureau of Narcotic Enforcement offices.  Upon request, CURES also provides aid to local law enforcement and regulatory agencies.

ATTACHMENT 8 – INNOVATIVE PRACTICES
Use of Motion Charts - Drug Utilization Queries 

Background
Dr Marco Gonzales, Senior Pharmacist at the DHCS, created a drug utilization interactive query system using various motion charts on changes in claim volume, dollars spent and drug utilization in Medi-Cal FFS over the past 10 years (January 1, 1999 – June 30, 2009).  

The design of these charts is very innovative as it has the ability to run utilization data by querying sets of variables, and these variables interact with each other.  These variables include beneficiary count for each claim type and claims per beneficiary.  When each variable is introduced, corresponding result is displayed instantly. 

Data Display

· Daily spend by claim type (e.g. inpatient, outpatient, pharmacy, medical/physician)

· Daily sum paid amount by drug categories (e.g. antipsychotics, asthma, HTN, HIV, arthritis) 

· Daily number of utilizing beneficiary by drug categories

· Pharmacy claim count by generic ingredient and drug categories, and number of pharmacy providers per beneficiary for each drug category

· Specific drug charts were created for the major target drugs.  An example demonstrates antipsychotics and sum paid for each drug, and number of beneficiaries for each

Application and Utility of Motion Charts

The utility of these motion charts is widely applicable.  One distinct advantage of the interactive motion chart is the ability to present large amount of data in one graph.  Additionally, the query function enables reader/audience to present “what if” scenarios and research the answers instantly.  We have had tremendous success in presenting large amount of data during the DUR Board Meetings, and we were able to run the meetings more efficiently. 
Epocrates (Communication/Information)
Background 
Epocrates, Inc. is a California company which develops clinical information and decision support tools that enable healthcare professionals to find reliable clinical information quickly and confidently at the point of care.  More than 500,000 healthcare professionals, including one in four U.S. physicians, use Epocrates’ mobile and web-based products to help them reduce medical errors, improve patient care and increase productivity.  The company’s clinical content is developed by physicians and pharmacists and is continuously updated to keep users informed and up to date. 

In California, Medi-Cal Pharmacy Benefits Division initiated the contract negotiation with Epocrates, to make the Medi-Cal and Aids Drug Assistance Program (ADAP) CDLs easily accessible to clinicians. As of second quarter of 2010, more than 60,060 clinicains, including 12,233 physicians have loaded Epocrates Medi-Cal and ADAP drug formularies in a portable electronic format. As a result, prescribing physicians have the ability to see all available drug alternatives and restrictions on drugs, and more appropriately prescribe a CDL drug.  
Services Provided
Services include Epocrates’ hosting services as well as all of their marketing efforts to create awareness of the availability of the CDLs as a part of Epocrates’ application.  Additionally, all DHCS staff have online access to American Hospital Formulary Service Information (AHFS-DI). 

Utilization Rate

Epocrates provides a quarterly report which includes the number of total clinicians as well as number of MDs who have downloaded the Medi-Cal and ADAP CDLs.  There is a clear indication of interest from prescribers in California to have easy, point-of-care access to the CDLs.  In addition, Epocrates provides the number of drug lookups by MDs while they are viewing the Medi-Cal CDLs.  This approximates the utilization of the CDLs by Epocrates prescribers.

The tables below represent the adoption and utilization of the CDLs from launch through second quarter of 2010.
	
	
	

	CDL Adoption

	 
	MDs
	Total Clinicians

	Q3 2007
	          1,670 
	              3,777 

	Q4 2007
	          2,801 
	              6,459 

	Q1 2008
	          3,251 
	              7,961 

	Q2 2008
	          3,799 
	              9,376 

	Q3 2008
	          6,102 
	            19,167 

	Q4 2008
	          7,389 
	            28,751 

	Q1 2009
	          8,121 
	            38,172 

	Q2 2009
	          9,661 
	            47,348 

	Q3 2009
	        11,079 
	            54,949 

	Q4 2009
	        12,087 
	            60,193 

	Q1 2010
	        13,032 
	            68,184 

	Q2 2010
	        12,233 
	            60,969 

	
	
	

	
	
	

	
	
	

	Utilization by All Users
	

	Q3 2007
	        27,037 
	

	Q4 2007
	        67,980 
	

	Q1 2008
	       100,090 
	

	Q2 2008
	       100,200 
	

	Q3 2008
	        94,206 
	

	Q4 2008
	       115,149 
	

	Q1 2009
	       212,192 
	

	Q2 2009
	       187,637 
	

	Q3 2009
	       122,022 
	

	Q4 2009
	        97,841 
	

	Q1 2010
	        82,870 
	

	Q2 ‘2010
	        88,737 
	

	
	
	


Outcome Measured

DHCS has not performed a retrospective study on the cost savings and return on our investment in the Epocrates solution for provider access to our CDLs.  However, Epocrates presented DHCS with studies other commercial health plans have completed.  In one such study, there was an average of 0.9% increase in generic utilization resulting in a savings of $250,000 per one million members.  In a different study, Epocrates physicians had lower Tier 3 rates (0.50% lower) and higher Tier 2 rates (0.57% higher) than a reference group of physicians.

Contract Drugs List Look-Up Tool (Communication/Information)

Background

The Medi-Cal CDL is posted on the DHCS website and is open to public access.  This list is updated on a monthly basis.  In 2010, a search application was created by DHCS pharmacist to facilitate quick search by therapeutic category and by drug name.

Services Provided

The quick search provides instant (within seconds) access to the searched contract drug and related information.  

Cost of Program

There is no development cost to this search function as this was accomplished “in house”.

Outcome Measured

Outcome studies, including utilization rate and efficiency measures are in progress, results will be available in the near future. 

ATTACHMENT 9 - E-PRESCRIBING ACTIVITY SUMMARY
e-Prescribing
An executive order from the Governor in 2006 set the goal of achieving universal e-Prescribing in California by 2010.  This order was followed by two rounds of grant funding from CMS in the form of Transformation Grants for States to accelerate the adoption of health information technology (HIT) in the Medicaid populations.  Medi-Cal submitted proposals for e-prescribing in both rounds of applications, however, was not awarded any funding.  The grant process did engage Medi-Cal in the many e-prescribing efforts that are underway by various organizations throughout California and identified a number of opportunities for Medi-Cal to participate in proof-of-concept pilots to inform its e-prescribing policies.
E-prescribing has been identified as a high priority at the federal, state and local levels.  Recognizing that e-prescribing is often a “first step” to full electronic health record (EHR) adoption, DHCS recognizes the sense of urgency associated with enabling e-prescribing among Medi-Cal providers.  The data we have available today, shows that California still has a ways to go to reach this goal (Figure 1)
[image: image3.emf]
DHCS has determined that in 2010 approximately 9.3% of Medi-Cal providers were connected for e-Prescribing.  This is somewhat lower than the 11.3% of all providers in California reported in 2009 by Surescripts that was reported in the State Medicaid HIT Plan (SMHP).  Surescripts data does not include Kaiser Permanente and the Veterans Administration, two large healthcare delivery systems that are fully electronic.  Medi-Cal providers connected to Surescripts represent only 5% of Medi-Cal’s prescription claims volume for FFY 2010.  There are at least two variables which may influence the true number:  1) DHCS has an estimated accuracy rate of provider information of 80% at best on its pharmacy claims; and 2) not all of the prescriptions from the providers will be sent electronically. Just because they are ‘Surescripts certified’ doesn’t mean they are using it.

Although the percentage (76%) of community pharmacies capable of e-Prescribing within California is comparable to the national percentage, the percentage of total number of e-prescriptions, and the percentage of physicians sending e-prescriptions are still low compared to national values.  Only 6.8% of the prescriptions routed electronically in the nation come from California, a state with 12% of the nation’s population.

Medi-Cal Providers and e-Prescribing

The following table shows e-Prescribing utilization and the Medi-Cal patient-to-provider ratios in the state by region:

	Region
	Population
	% of e-Prescribing Providers
	Medi-Cal Population
	% of e-Prescribing Medi-Cal Providers
	Medi-Cal Patient: Provider Ratio

	Northern Sierra1
	485,836
	24.5%
	44,883
	23%
	50

	Sacramento
	1,422,789
	43.2%
	64,355
	17%
	18

	San Francisco
	810,078
	8.1%
	45,859
	18%
	63

	Silicon Valley2
	2,541,407
	16.1%
	59,616
	13%
	22

	Central Valley3
	1,281,545
	13.3%
	57,089
	7%
	56

	Los Angeles
	10,385,372
	8.3%
	502,716
	7%
	50

	Inland Empire4
	4,215,536
	10.2%
	142,568
	6%
	106

	Orange
	3,152,642
	18.3%
	52,340
	10%
	17

	San Diego
	3,138,382
	21.8%
	89,932
	17%
	24


1. Northern Sierra: Siskiyou, Modoc, Shasta, Trinity, Lassen, Tehama, Plumas, Sierra, Nevada Counties 2. Silicon Valley: San Mateo and Santa Clara Counties 3. Central Valley: Kern and Tulare Counties 4. Inland Empire: Riverside and San Bernardino Counties

Currently, the Medi-Cal patient-to-provider ratio is very high in certain regions of California, mainly the Inland Empire, San Francisco County, the Central Valley, Los Angeles County, and the Northern Sierra.  These counties make up 62% of the Medi-Cal population. With the exception of the Northern Sierra region, these areas also have the lowest percentage of e-prescribing providers in all of California.  In 2006, the LA Care Health Plan implemented a pilot project among Medi-Cal providers in Los Angeles County.  By implementing the project, over 60,000 prescriptions were sent electronically during the one year trial period.4 Safety net providers had higher adoption and implementation rates than small or solo practice providers.  The current data would indicate that activities to promote the adoption of e-prescribing in Los Angeles County should continue through the EHR Incentive Program efforts.   

Participating Medi-Cal Pharmacies and e-Prescribing

A look at the top 25 Medi-Cal serving pharmacies in nine defined regions show that most independent pharmacies are not connected.  The Silicon Valley has the fewest number of connected pharmacies overall; including the largest number of independent pharmacies that are not connected to receive e-prescriptions.  Orange County and Los Angeles ranked right behind the Silicon Valley in terms of having the fewest number of connected pharmacies as well as having the highest number of independent pharmacies not connected to receive e-prescriptions.  A focus on getting these independent pharmacies connected will be vital for the successful transmission of e-prescriptions. 
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*Above data provided by the Department of Health Care Services Medi-Cal database. 

Roughly 50% of Medi-Cal’s participating pharmacies are independents as opposed to chain pharmacies.  While 97% of retail pharmacies affiliated with large chains are connected to the Surescripts, only 62% of independent pharmacies are connected.  The relatively low rate of connection of independent pharmacies to e-Prescribing is an area of particular concern for DHCS because of the relatively high number of Medi-Cal beneficiaries served by these pharmacies.  Understanding their needs will be a priority for DHCS.
California’s e-Prescribing Pilots

DHCS is actively engaged in California’s e-prescribing efforts, including projects with the California Healthcare Foundation, the Safety Net Institute of the California Association of Public Hospitals, LA Care Health Plan, SHARP Health Plan, the Northern Sierra Rural Health Network, and the California e-Prescribing Consortium (Cal eRx). The State Medicaid Director participates in the Cal eRx Advisory Board and State staff from the Office of Health Information Technology (OHIT) serve in Cal eRx’s multiple workgroups.  Demonstration programs examining the feasibility and effectiveness of electronic prescribing in the various regions were initiated and some are ongoing.

Cal eRx Regional Demonstration Projects

In October of 2009, the Cal eRx started e-Prescribing pilot projects in three counties: Sacramento, San Diego, and Tulare Counties. The Regional Demonstration Projects were selected based on different levels of adoption of e-prescribing in the specific regions.  The regions were to be representative of different practice settings with common challenges in adopting e-prescribing.   Participation was based on willingness to share best practices with like practices throughout the state.  There were no incentives offered for participation.   Sacramento is currently the leading county in California in terms of the number of e-Prescribing providers, with 43.2% of providers registered for e-Prescribing through Surescripts. Tulare County, in contrast, has only 11.2% licensed providers registered for e-Prescribing. San Diego County has 21.8% registered for e-Prescribing. The results of these demonstration projects may provide a better understanding of how e-Prescribing can be facilitated in regions of varying levels of adoption. 

Program goals for each of the projects were as follows:

	Pilot Region
	Description
	Goals

	San Diego
	Two large medical groups implementing Allscripts Electronic Medical Record (EMR).
	Evaluate a common vendor/system approach to addressing adoption issues across medical group settings.

	Sacramento
	Mature e-prescribing region with very little electronic renewal processing. No collaboration between groups and pharmacies.
	Identify technical issues preventing the efficiency of processing renewals and handling of controlled substances.

Regional strategy for data matching in the routing of renewals and handling of controlled substances.

	Tulare
	Rural, solo practices; limited support.  No adoption of e-prescribing.
	Ground up approach involving local pharmacies from the outset.


Demonstration project results will be reported later this year.
California Public Employees’ Retirement System e-Prescribing

Initiative
In June of 2009, the California Public Employee’s Retirement System teamed up with Anthem Blue Cross, Medco Health Solutions, and Blue Shield of California to launch an e-Prescribing initiative to demonstrate that e-Prescribing can improve patient safety and health outcomes. The project facilitated the use of e-Prescribing vendor programs by providers to better serve CalPERS members. Participating providers were from Hills Physicians Medical Group, John Muir Physician Network, PrimeCare Medical Network, Inc., North American Medical Management of California, San Jose Medical Group, and Santé Community Physicians.

Findings from this initiative included: 

· Two-thirds of participating physicians reported improved efficiency during patient visits. 

· Physicians reported saving time on pharmacy follow-up calls.

· Participating physicians increased their e-Prescribing use by 68%. Two participating physician groups reported an e-Prescribing increase of more than 100%. 

· Participating physicians prescribed 4.1 million new medications electronically during the second quarter of 2010, compared with 1.7 million in the first quarter of 2009.

· The number of doctors using e-Prescribing in the pilot increased 79%.

· Electronic prescription renewals were up 104%. 

· The participating physicians reported being somewhat to extremely satisfied with the use of the technology. 

· The use of generic drugs increased 7%, reaching 77.4% among those who used e-Prescribing versus those who did not during the second quarter of 2010. This represented a significant opportunity for CalPERS and its members to save on medication spending. 

Medi-Cal Proof-of-Concept Projects

In partnership with the Northern Sierra Rural Health Network (NSRHN) and the California Healthcare Foundation, DHCS participated in a proof-of-concept project to support the State of California with its statewide e-Prescribing initiative to evaluate the use of e-Prescribing programs amongst providers and pharmacies in the northern Sierra region.  The projects have identified several barriers for providers and pharmacies which are outlined in the following tables:
	Medi-Cal Specific Barriers to e-Prescribing Experienced on Behalf of Providers

	Barrier
	Description

	Opt-In Consent at the point of care (POC)
	The Opt-In consent process required by Medi-Cal at the point of care proved to be too cumbersome for the workflow of the clinic staff.  Unlike other payers serving medication histories to the POC, Medi-Cal required an additional explanation and signature of consent from the patient before accessing the medication history data.

	Inability to access patients’ medication history list or incomplete lists being delivered
	Providers cannot access Medi-Cal patients’ medication history list either because these patients were not matched by eligibility and do not have documentation of their prescriptions or the system timed out before a match could be determined. It was also reported that incomplete medication lists were being delivered when matched to the active medication list in the patient’s profile maintained by the provider.

	Problems with e-Prescribing connectivity
	Many providers that serve Medi-Cal patients come from solo or small practice settings.  Therefore, the technological support they receive is very minimal.  Medi-Cal providers reported problems with sending e-prescriptions due to the internet connection, problems printing their prescriptions, and problems using their PDAs to submit electronic prescriptions.

	Inefficient Workflow and Commitment
	Medi-Cal providers often have to see many patients as there are so few providers and a huge volume of patients.  At times, providers reported being too busy to e-Prescribe as the process could become time-consuming when connectivity is not on par.

	Difficulty interpreting Medi-Cal formulary
	Providers had difficulty interpreting formulary information of Medi-Cal patients especially because providers were unaware that they had to fill out a treatment authorization request (TAR) for certain prescriptions or if a patient needed more than six prescriptions per month.  This kind of information was not provided by the e-Prescribing programs. Formularies were also either not updated or not available.

	Other general barriers to e-Prescribing experienced on behalf of Providers

	Difficulty using the interface of e-prescribing programs

	Constant drug alert pop-ups

	Inefficient refill communication between providers and pharmacies

	Inability to electronically prescribe controlled substances

	Budget limitations that prevent smaller practice providers from getting technological support


	Medi-Cal Specific Barriers to e-Prescribing Experienced on Behalf of Pharmacists

	Barrier
	Description

	Incoherence of prescribing programs and Medi-Cal database
	Many pharmacies have difficulty accessing data of Medi-Cal patients simply because the prescribing programs, such as eRxNow and RxHub, and the Medi-Cal database have data fields that do not match.  

	Independent pharmacies cannot process e-Prescriptions
	Many independent pharmacies who serve Medi-Cal patients don’t have the financial or technical support to install an e-Prescribing vendor program. As a result, even if a provider were to send a prescription electronically, pharmacies may not receive the prescription electronically: computer-to-computer.

	Other general barriers to e-Prescribing experienced on behalf of Pharmacists

	Difficulty interpreting e-Prescriptions that have been converted to fax

	Inability to send refill requests to providers because providers did not designate themselves as “Surescripts” enabled

	Electronic queues that have not been responded to because providers work in 
various offices

	Unable to link e-Prescriptions to patient profiles

	Independent pharmacies that lack the financial and technological support to receive e-Prescriptions


The Safety Net Institute
In October of 2008, the Safety Net Institute partnered with Contra Costa Regional Medical Center, Kern Medical Center, and San Mateo Medical Center to implement an e-prescribing pilot project aimed at ensuring safe and efficient e-prescribing practices for the underserved and uninsured in California’s public hospital clinics.  Medi-Cal made its eligibility, formulary and medication history information available to EHR vendors at these pilot locations through Surescripts.  As in the NSRHN pilot, providers were required to obtain patient consent at the point-of-care.  Although this consent process required a different workflow than patients from other payers, San Mateo Medical Center and Kern Medical Center were ultimately able to implement a separate workflow for Medi-Cal beneficiaries.  Contra Costa Regional Medical Center never implemented their pilot.  The results of the two Safety Net pilots (available in 2011) will be important as a majority of patients seen within these hospitals are Medi-Cal Fee-for-Service patients or Medi-Cal managed care patients.  

Throughout the projects Medi-Cal usage reports from Surescripts showed a substantial drop-off in provider usage of e-Prescribing and medication history requests after kick-off and implementation at a specific site. Of the nearly 1,000 providers participating in the combined Proof-of-Concept sites, there were a mere 180 medication history requests reported for the month of June 2010. On September 30, 2010, DHCS made the decision to discontinue its delivery of eligibility, formulary and medication history files to its pilot sites through Surescripts. This decision was made for two reasons: 1) privacy and security concerns regarding medication history delivery to providers outside of the Medi-Cal pilot programs and 2) low utilization rates as documented on Surescripts monthly reports. 

The findings from the Medi-Cal pilot projects and continued participation in Cal eRx will further inform the development of Medi-Cal’s own policies to support the adoption of certified EHR technology. Understanding the reason(s) for not allowing electronic data interchange after the cost of connecting has been incurred will be a vital component to overcoming the barriers for “meaningful use” of e-Prescribing in California. There is still much work to be done to realize the potential benefits of e-Prescribing in improving quality and reducing the costs of health care in the Medi-Cal population. The Medi-Cal EHR Incentive program provides an unprecedented opportunity to continue efforts to overcome barriers and improve the adoption and efficiencies of e-Prescribing while leveraging the collaborations with its external partners. 

TABLE 1- PROSPECTIVE DUR CRITERIA REVIEWED BY DUR BOARD
	HIGH DOSE
	LOW DOSE
	THERAPEUTIC DUPLICATION

	
	
	

	
	
	

	DRUG-ALLERGY INTERACTION
	INAPPROPRIATE DURATION
	DRUG-DRUG INTERACTION

	
	
	

	
	
	

	DRUG-DISEASE CONTRAINDICATION
	OVERUTILIZATION
	DRUG AGE/CONTRAINDICATION

	
	
	PALIVIZUMAB*

	
	ENTERAL PRODUCTS*
	

	
	CONTROLLED SUBSTANCES*
	




*Criteria implemented.
TABLE 2 - RETROSPECTIVE DUR BOARD APPROVED CRITERIA

	
	
	DRUG PROBLEM TYPE



	THERAPEUTIC

CATEGORY
	ID (LD)
	IDU

(MX)
	OU (ER)
	UU (LR)
	DDI (DD)
	DDC (MC)
	TD
	AG
	O1
	O2
	O3

	PALIVIZUMAB
	
	
	√
	
	
	
	
	
	√
	
	

	CONTROLLED SUBSTANCES
	
	
	√
	
	
	
	
	
	
	
	

	DMARDs
	
	
	√
	√
	
	
	
	
	
	
	

	BIOLOGIC AGENTS
	
	
	√
	√
	
	
	
	
	
	
	

	ANTIDEPRESSANTS
	
	
	
	
	
	√
	
	
	
	
	

	BEERS CRITERIA DRUG LIST
	
	
	
	
	
	
	
	
	√
	
	

	BENZODIAZEPINES
	
	
	
	
	
	
	
	
	√
	
	


PROBLEM TYPE KEY 

ID = Insufficient DOSE 


DDI = Drug/ Drug Interaction

IDU = Incorrect Duration


DDC = Drug/ Disease Contradiction

OU = Over Utilization 


TD = Therapeutic Duplication/Ingredient Duplication

UU = Under Utilization 


AG = Appropriate Use of Generics

O 1, 2, 3 = Other Problem Type

Specify (1)
Drug/Age Contraindication              (2)

 (3)


TABLE 3 - GENERIC UTILIZATION DATA
	Single-Source (S) Drugs
	Non-Innovator (N) Drugs
	Innovator Multi-Source (I) Drugs

	Total Number of Claims
	Total Reimbursement Amount Less Co-Pay
	Total Number of Claims
	Total Reimbursement Amount Less Co-Pay
	Total Number of Claims
	Total Reimbursement Amount Less Co-Pay

	7,425,837
	$2,012,038,804.26 
	19,731,894
	$451,492,812.54 
	1,704,281
	$309,594,326.28 


CMS developed an extract file from the Medicaid Drug Rebate Program Drug Product Data File identifying each NDC along with sourcing status of each drug: S, N, or I (see Key below).  This file was made available from CMS to facilitate consistent reporting across States with this data request and contains the active drugs that have been reported by participating manufacturers as of the most recent rebate reporting period under the Medicaid Drug Rebate Program.  Note: Only active drugs and drugs with a termination date greater than or equal to the last processed quarters are included in the file.  Therefore, not all drugs during the 2010 FFY were reported on by HP for this table due to only a limited number of participating manufactures and/ or the drug’s termination date.
KEY: 

Single-Source (S) - Drugs that have an FDA New Drug Application (NDA) approval for which there are no generic alternatives available on the market.    

Non-Innovator Multiple-Source (N) - Drugs that have an FDA Abbreviated New Drug Application (ANDA) approval and for which there exists generic alternatives on the market.        

Innovator Multiple-Source (I) - Drugs which have an NDA and no longer have patent exclusivity.             
� EMBED Excel.Sheet.8 \s ���





FIGURE1: e-Prescribing Utilization, as of December 2009








[image: image4.png]30% W California
25% O National

0% T

9% Total No. of Prescriptions Routed Electronically % of Physicians Routing Prescriptions
Electronically



_1362560847.xls
Chart1

		% Total No. of Prescriptions Routed Electronically		% Total No. of Prescriptions Routed Electronically

		% of Physicians Routing Prescriptions Electronically		% of Physicians Routing Prescriptions Electronically



California

National

0.09

0.12

0.13

0.25



Sheet1

				% Total No. of Prescriptions Routed Electronically		% of Physicians Routing Prescriptions Electronically

		California		9.00%		13%

		National		12%		25%






