	Name
	Input
	Response

	Jill Hanken, Virginia Poverty Law Center
	The 72 hour emergency supply should not be limited to just prior authorizations needed if it is after hours or on weekends.  
	This will be used if a physician is not available in a reasonable amount of time (This time period will need to be determined by DMAS).  

	Becky Snead,

Virginia Pharmacy Congress
	Second dispensing fee for the complete fill of a 72 hour emergency supply

Define criteria for approving the 72 hour emergency supply
	DMAS agrees to pay the second dispensing fee.

	Sheryl Garland, MCVH
	Define criteria for the duration of a prior authorization
	Will be discussed at the November 11th P&T Committee meeting.

	Matthew Sheffield, Boehringer Ingelheim Pharmaceuticals, Inc.
	Determine if at any point a pharmacist can trigger a prior authorization – show on chart as a dotted line – some pharmacist do maintain clinical information especially long term care pharmacies
	We will enter a PA based on a call from a pharmacist if they have all of the necessary clinical information.  We realize this will be an exception for LTC pharmacies.

	Jill Hanken, Virginia Poverty Law Center
	Determine if a 72 hour emergency supply will be provide if the disposition of the prior authorization process leads to a denial and goes into an appeals process – what will be the criteria if this supply is a refill vs. a new drug regimen – suggestion to add pending box to process if denied.  
	.If patient previously had medication paid for by DMAS and it would be considered a discontinuation of services we could allow a one month PA.  If a new medication we may not pay for the medication during the appeal process. This will be considered on a case-by-case basis.

	Sheryl Garland, MCVH
	Determine what happens to patients on commercial side if the doctor wants a medication not on the PDL and the prior authorization disposition is no.  
	Usually the patient pays full price or does not get the prescription.

	Becky Snead,

Virginia Pharmacy Congress
	Determine what message to pharmacist will say in prior authorization process.
	At a minimum it will include the medication requires a PA and give our phone number.

	Becky Snead,

Virginia Pharmacy Congress
	Determine the education process and interface with long term care pharmacies
	We will be working on long term care and they will be involved in communication process

	Matthew Sheffield, Boehringer Ingelheim Pharmaceuticals, Inc
	Determine if provider is compensated for a second visit if the patient has to return to the provider if an appeal is upheld
	Yes, provider visit is not tied to the pharmacy program.

	Becky Snead,

Virginia Pharmacy Congress
	Determine if the claims list will automatically check against diagnosis.  
	Not at this time

	Jill Hanken, Virginia Poverty Law Center
	Pre-testing system:  I’ve read about the recent crisis in Maryland’s pharmacy program, where 1st Health’s computer system has failed in many ways.  PLEASE take all necessary steps to prevent this from happening in Virginia

Selection of PDL drugs:

At some point before the PDL is final, current Medicaid providers (especially those with large Medicaid practices) should be directly asked for feedback on the PDL drugs and the PA process.  

Where appropriate the PDL should include certain drugs for patients with special characteristics - for example, drug X is the preferred drug for pregnant women; drug Y is the preferred drug for patients over 65; drug Z is the preferred drug for all other patients.  PA should not be required when doctors make this kind of selection – and the system must be able to process these prescriptions automatically.  It would not make sense to require doctors to go through the PA hoops simply to inform 1st Health that a particular patient was pregnant, over 65 etc.  Compliance with these types of limitations can be monitored in ways other than requiring each transaction of every doctor to go through PA.

To eliminate confusion, changes should not be made in the PDL more than twice a year.  And whenever changes are made, extensive “advertising” should accompany it.

Grandfather provisions:

I support DMAS’ plans to gradually implement the PDL.  An important aspect of this is allowing recipients to continue existing drug regimens without disruption. 

For a specific grandfather provision, I support the following:

· Patients are able to obtain refills already prescribed.  
· If there’s an existing drug regimen of 2 or more drugs for a four month period  - grandfathering should be automatic. E.g., the patient can continue the regimen without PA.  

· Doctors should be informed about all grandfather provisions in material about the PDL.  
· Grandfathered provisions should be rolled out first, before PDL is started.  This would help to avoid a flood of PA requests and confusion in the patient community.  
Prior Authorization Procedures – Here are several principles and procedures that should be incorporated into the process.

· Drs. should be encouraged to use the call center for an immediate PA decision (in lieu of the fax process).  
· A faxed PA request should be responded to – by phone - within one hour
· A 72-hr emergency supply must be provided whenever a non preferred drug is prescribed and the pharmacist can not immediately reach the doctor (not just on evenings, weekends and holidays, but also during regular business hours).  In other words, whenever a patient presents a prescription for a non-PDL drug, and prior authorization or a substitute drug can not be authorized while the patient is waiting at the pharmacy, the emergency 72-hour supply must be provided.
· Whenever a prescription is rejected or changed at a pharmacy and whenever the pharmacy issues a 72-hr emergency supply the Medicaid patient must be given a written explanation of what has occurred, the PDL and PA process, and appeal rights.  This explanation should also advise the patient to contact her doctor to initiate PA process.  If drug is subsequently approved, patient must be informed by phone or in writing that the remainder of prescription can be picked up.   
· If PA is initiated by physician a final decision must be made by 1st Health as quickly as possible – and in no instance longer than 24 hours.  If 1st Health cannot make its decision within 24 hours (weekends etc.) a 72 hr supply of the requested drug must be offered.  

· If PA is denied, both doctor and patient must be advised of the right to appeal.  A 72 hr emergency supply (or more, if the appeal will take longer) must be provided during the expedited appeal process, unless the doctor agrees in writing that an emergency supply is not medically necessary
· Whenever a 72-hour supply is dispensed, if that supply will end on a weekend/holiday – a sufficient supply must be given to last until the next business day.

· If the denial is for a drug the patient has been taking, that particular medication must be continued during an appeal

· If a drug is approved through the PA process, additional approvals must not be required for subsequent prescriptions of the same drug.  

PA Request Form:  

Available on line and in doctors’ offices

Should use more check off boxes instead of requesting a narrative from doctor.  For example reasons for requesting PA could include:

· Patient allergy

· Stabilized on brand name drug and switch to generic is unadvisable

· Prescription is for a name brand and the individual has experienced side effects to generic

· Patient compliance issues

Form should remind doctor of the alternative to call 1st Health for authorization over the phone (for immediate response) and the timeframes within which decisions will be communicated to the doctor.  

The clinical criteria for PA should be published and available to physicians.  

This clinical criteria should include deference to the opinion of the treating physician unless the physician’s opinion is not reasonably supported.  
	Yes, we will have testing and we are planning to have 3 beta sites (chain, independent, and long term care) the second week in December.

They had this opportunity during the P&T meetings.

The PDL IAG provided input. The process is standard and PDL is not significantly different than Medicaid MCOs and commercial insurance.

We will do this as the criteria and the system allows.  

Adding new classes each quarter.  Education to occur when changes occur.

There will be no grandfathering provisions with this initial 13 classes to be implemented in January 2004. 

If the medication is grandfathered and they meet criteria to be grandfathered.  Ex. Therapy was started before a specified date.

This is not necessarily a scenario that indicates a change in therapy could be clinically harmful.

If a class is grandfathered, they will be informed.

If a medication is grandfathered, we will make updates so these claims should not reject once the hard edits are active.  We will try but it is not possible to catch all patients that would meet criteria to grandfather, ex. If they were new to Medicaid and did not have previous paid claims.

We will be informing doctors in December tht they can and should proactively handle Pas before hard edits are implemented.

Our contract requirements state that faxes are responded to by fax within 24 hours.

If the medication is DENIED, the patient and the prescriber will be notified and their appeal rights explained in writing.

Contractor is required to make decisions within 24 hours.  If MD not available, emergency supply criteria would apply.

Internal escalation (ex. R.Ph to lead RPH), that takes place immediately.  If the PA is appealed through the regular appeals process, it is unlikely that it would be completed in 72 hours.  Depending on the court calendar and how timely the patient requests an appeal, this usually takes 30 days or more.

Addressed previously

Addressed previously

Only for the duration of the PA.

We are using a similar form to a major carrier. We are looking to minimize disruption and have a process that is similar to what physicians are accustomed.  We need the specific clinical information and stabilized on brand would not be a clinical contraindication to a trial of the generic.

The P&T Committee has agreed to publish the information.

Yes but this opinion must be supported by clinical information.  

	Matthew C. Sheffield, Boehringer Ingelheim Pharmaceuticals, Inc.


	Make sure that each approved PA is good for a full year (including refills). States like Louisiana and Tennessee have estimated a cost ranging from $35-50 per prior authorization request processed by the state. It is extremely important, therefore to reduce the cost burden to the state and to the providers and patients that would be caused by repetitive PA paperwork. This will also insure better patient compliance with the prescribed medications.

Automatic coverage of newly FDA-approved drugs is essential until an entire class review is conducted by the VA DMAS P&T Committee.  Most manufacturers spend well over $800 million to bring a new drug to market... and the importance of the first six months after launch cannot be overstated. During this period, prescribers have the opportunity to market test the new products to determine its application in a unique patient population such as Medicaid.  Placing these new products on PA automatically will not be fair to Medicaid patients who would be possibly denied the best therapy for their condition. Also, making new drugs automatically subject to PA will thwart manufacturers' efforts to even research and develop some potentially life-saving cures for rare conditions and limited populations (such as Orphan Drugs like those for Huntington's Disease or Cystic Fibrosis). Moreover, a P&T Committee member should not review a drug and determine whether it should or should not be placed on the PDL if they have never had an opportunity to prescribe the medications and monitor its effectiveness in a Medicaid patient.  

The PDL process needs to include less subjective and more objective specific criteria for evaluation of medications beyond mere "cost savings", "multiple indications" or "utilization."    Any product that has a good clinical profile for safety and effectiveness, and for which the manufacturer is willing to provide an additional rebate amount should be made available on the VA DMAS PDL. VA DMAS will achieve cost savings if additional rebates are collected... but the paramount objective will also be met: maintaining access to important medications because most patients in such a unique population like Medicaid... where patients are on ten or more prescriptions... cannot take just any medication in a class. 

Medicaid is vastly different than the commercial market and we need to discuss these major differences.
	Addressed previously

These comments will be referred to the P&T Committee.

These comments will be referred to the P&T Committee.


