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Objectives
Retrospective drug use review (DUR) involves ongoing periodic examination of claims data and other records for the following purposes:

· To identify patterns of fraud, abuse, gross overuse, or inappropriate or medically unnecessary care among physicians/prescribers, pharmacists and Medi-Cal recipients associated with specific drugs or groups of drugs

· To implement corrective action when needed 
Definitions
For purposes of Medi-Cal retrospective DUR, fraud, abuse, gross overuse, and inappropriate or medically unnecessary care are defined as follows:

· Fraud is intentional deception or misrepresentation made by a person with knowledge that the deception could result in an unauthorized benefit to himself or someone else.

· Abuse is behavior inconsistent with sound medical practice that results in reimbursement for services that are not medically necessary or for services that fail to meet professionally recognized standards for health care.

· Gross overuse is repetitive overutilization without therapeutic benefit.

· Inappropriate or medically unnecessary care is drug utilization not in conformity with predetermined criteria and standards.

Criteria and Standards
Retrospective DUR consists of the preparation of monthly statewide 
and regional reports that permit the ongoing assessment of data on the clinical quality of the use of prospective DUR drugs.  Some of the data in the reports are derived by application of the prospective DUR 
criteria and standards to claims for prospective DUR drugs.  For more information about prospective DUR, see the DUR:  Prospective Drug Use Review section of this manual.
The criteria and standards include at least the following therapeutic problem types: drug-drug interaction, drug-disease conflict, therapeutic duplication, ingredient duplication, incorrect drug dosage, incorrect duration of drug treatment, drug-allergy conflict, clinical misuse/additive toxicity, overutilization, underutilization and therapeutic appropriateness (for example, drug-pregnancy, drug-age or drug-gender conflicts).

The reports summarize rates of occurrence of online DUR alerts for each therapeutic problem type and for each drug within the therapeutic problem type.  These data are also tabulated separately for long-term care and non-long-term care residents.  In addition, prescribers are ranked by the number of DUR alerts produced, and pharmacies are ranked by the number of overrides and cancellations of alerted claims.
The DUR Board reviews data from the above reports to identify drug use problems and then proposes relevant remedial strategies to improve the quality of patient care and/or to conserve Medi-Cal program funds.

Aggregate paid and denied claims data analysis for retrospective DUR may be subject to comparison with normative standards across the prescribers, pharmacists, Medi-Cal recipients utilizing drugs and other programs.  Statistical analysis identifies those prescribing, dispensing 
and drug use practices which may be out of conformance with accepted standards and/or may result in medically unjustified costs to the state.

The Medi-Cal data, when appropriate, will be compared to national quality metrics and trended.  The sources for these quality metrics may include the following national quality organizations:

· Pharmacy Quality Alliance (PQA): The mission of the PQA is to improve the quality of medication use across health care settings through a collaborative process in which key stakeholders agree on a strategy for measuring and reporting performance information related to medications.
· The National Committee for Quality Assurance (NCQA): The NCQA has been a central figure in driving improvement throughout the health care system, helping to elevate the issue of health care quality to the top of the national agenda. The NCQA’s Healthcare Effectiveness Data and Information Set (HEDIS) and quality measurements can be used to measure performance on important dimensions of care and service.
If retrospective DUR identifies significant outliers in the data analysis with respect to potential misuse or overuse, these data will be shared with the Department of Health Care Services’ (DHCS) and the DHCS Fiscal Intermediary’s (FI) program integrity departments for follow-up.
The appropriate use of multi-source brand and generic products as well as high-cost, single-source products is also reviewed.

Guiding Principles
The DUR target drugs will conform to these three overarching logical rules.

1. Therapeutic disease: Drugs that are grouped by therapeutic disease category, such as mental health, arthritis, asthma, infectious disease, etc., may be added to a target drug list.  

Medications that are recommended as part of nationally accepted, evidence-based guidelines will be monitored for adherence to such guidelines.  Therapeutic disease categories may be included, especially if there is a Board member with sufficient expertise to guide the selection and review of these drugs.
2. Drugs with high risk or rare use: Drugs that have a narrow therapeutic range and potential for severe toxicity may be added to a target drug list.  Along with these are drugs whose use is so infrequent that knowledge of common parameters might not be generally accessible.
3. Drugs with high cost and/or high risk for fraud, abuse or misuse: Drugs that hold or have demonstrated exceptionally high risk for fraud, abuse or misuse may be added to a target drug list, in support of the intent of the Omnibus Budget Reconciliation Act of 1990 (OBRA ’90) to directly address these issues.  This will not preclude these drugs from appearing on a target drug list for therapeutic or high risk.

Any drug paid for by the Medi-Cal program may be placed on a target drug list.  Target drugs are subject to analysis, and the target drug lists may be revised by the DUR Board with DHCS approval.
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