
 

 

State of Vermont 

Office of Vermont Health Access 
                                       

  
 
 

 
 
 

 
VERMONT MEDICAID 

DRUG UTILIZATION REVIEW 
CMS ANNUAL REPORT 

 
        
 

Federal Fiscal Year 2008 
 

 
          
 

 
 
 
 





 

    

 
 
 

 
 

Program Overview 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

    

I. Introduction & Program Overview 
The Vermont pharmacy best practices and cost control program was authorized in 2000. The 
program was established in 2002 by Act 127. This program, as the Vermont Health Access 
Pharmacy Benefits Management (PBM) Program, is administered by the Office of Vermont Health 
Access (OVHA). 
 
In September 2005 (effective January 2006), OVHA selected their current Pharmacy Benefits 
Administrator (PBA), MedMetrics Health Partners (MHP) of Worcester, Massachusetts.  
MedMetrics is a non-profit, full-service pharmacy benefit manager, wholly owned by Public Sector 
Partners (PSP) and affiliated with the University of Massachusetts Medical School and the 
University of Massachusetts Memorial Medical Center.  MedMetrics provides Drug Utilization 
Review services for the Commonwealth of Massachusetts and pharmacy benefit management 
services for the Massachusetts Medicaid program through a designated managed care organization, 
Neighborhood Health Plan. Additionally, MedMetrics provides program management and benefit 
coordination services for Massachusetts’ State Pharmacy Assistance Program. As such they are a 
regional presence with clinical, pharmacy, and Medicaid experience. 
 
This DUR annual report encompasses the drug utilization review activities and outcomes, which 
have occurred during federal fiscal year 2008.   
 
The partnership between the Office of Vermont Health Access and MedMetrics Health Partners 
provided comprehensive on-line Point of Sale (POS)/Prospective Drug Utilization Review 
(ProDUR), Prior Authorization (PA) and Retrospective Drug Utilization Review (RetroDUR) 
programs. Included in this analysis are POS ProDUR alerts analyses and cost avoidance, Prior 
Authorization statistics, RetroDUR intervention analyses/statistics, DUR Board activities and 
program costs. 
 

 

 

 

 

 

 

 



 

    

 
 
 
 

Questionnaire 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

    

II. Questionnaire: Drug Utilization Review (DUR) Annual Report 
FEDERAL FISCAL YEAR 2008 

 
I. 
 VT 

STATE CODE 

 
II. 

 

MEDICAID AGENCY STAFF PERSON RESPONSIBLE FOR DUR ANNUAL 
REPORT PREPARATION 

Name Ann Rugg – Deputy Director  
Street Address 312 Hurricane Lane, Suite 201 
City/State/ZIP Williston, VT  05495 
Area Code/Phone Number 802-879-5911 

 
III. 
 

PROSPECTIVE DUR 

1. During Federal Fiscal Year 2008 prospective DUR was conducted:  (check those 
applicable) 

 
a)              By individual pharmacies on-site. 

 
b)    X 

    

          On-line through approved electronic drug 
claims management system (ECM). 

c)              Combination of (a) and (b). 
 

2.         a) States conducting prospective DUR on-site have included as 
ATTACHMENT 1

 
 (check one): 

     Results of a random sample of pharmacies within the State 
     pertaining to their compliance with OBRA 1990 
     prospective DUR requirements. 
 
     Results of State Board of Pharmacy monitoring of 

pharmacy compliance with OBRA 1990 prospective DUR 
requirements. 

 
     Results of monitoring of prospective DUR conducted by 

State Medicaid agency or other entities. 
 

 b)  States conducting prospective DUR on-line have included as 
ATTACHMENT 1

  Yes   No 

 a report on State efforts to monitor pharmacy compliance 
with the oral counseling requirement. 

 
X  

 
 
 



 

    

3. States conducting prospective DUR on-site plans with regards to establishment of an 
ECM system.  State: 

     Has no plans to implement an ECM system with 
prospective DUR capability. 

 
     Plans to have an operational ECM system with prospective 

DUR in FFY 200X or later. 
 

 X        
 

            Vermont currently has an operational ECM system 

 
STATES PERFORMING PROSPECTIVE DUR ON-SITE SKIP QUESTIONS 4-8 

4. States conducting prospective DUR through an operational on-line POS system 
provide the following information: 
a) Operational date  11/93 

 

(MM/YY) on which on-line POS system began 
accepting drug claims for adjudication from providers. 

b) Operational date  11/93 

 

 (MM/YY) on which on-line POS system began 
conducting prospective DUR screening. 

c) Percentage of Medicaid prescriptions processed by ECM system (where 
applicable) in FFY 2008 

 
.    99.79% 

d) Identify ECM vendor. 
MedMetrics Health Partners    
(company, academic institution, other organization) 

 
1) Was system developed in house?  Yes         No 

 
X 

2) Is vendor Medicaid Fiscal agent? Yes         No X 
 

e)        Identify prospective DUR (source of criteria). 
    Medispan  

(company, academic institution, other organization) 
 

5. With regard to prospective DUR criteria from the vendor identified in 4 (d) above, 
the DUR Board: (Check one) 
 
(a)                Approved in FFY 200X all criteria submitted by the vendor. 

 
(b)      X 

 
      Chose to approve selected criteria submitted by the vendor. 

6. States checking 5 (b) have provided DUR criteria data requested on enclosed Table 
1.  Yes  X 

 
    No        

7. State prospective DUR screening includes screens run before obtaining DUR  
  Board approval of criteria.  Yes X   
 

      No  

8. States conducting prospective DUR using an ECM system have included 
ATTACHMENT 2.  Yes X          No   



 

    

 
IV. 
 

RETROSPECTIVE DUR 

1. Identify your retrospective DUR vendor during FFY 2008. 
 

MedMetrics Health Partners   
(company, academic institution or other organization) 

 
a) Is the retrospective DUR vendor also the Medicaid fiscal agent?             
 Yes    No 

 
X   

b) Is your current retrospective DUR vendor contract subject to rebid in FFY 
2008? Yes    No 

 
X   

If your vendor changed
 

 during FFY 2008, identify your new vendor. 

  
(company, academic institution or other organization) 

 
c) Is this retrospective DUR vendor also the Medicaid fiscal agent?  
 Yes    No X    
 
d) Is this retrospective DUR vendor also the developer/supplier of your 

retrospective DUR criteria?  Yes X  
 

        No  

2. If your answer to question 1(c) or 1(d) above is no

 

, identify the developer/supplier of 
your retrospective DUR criteria. 

(2a) MedMetrics Health Partners 
                     (company, academic institution, or other organization) 
 

(2b) 
                     (company, academic institution, or other organization) 
 

3. Did DUR Board approve all retrospective DUR criteria supplied by the criteria source 
identified in questions 1 and 2 above?  Yes X     

 
      No  

4. States performing retrospective DUR have provided DUR Board approved criteria 
data requested on enclosed hardcopy Table 2.  Yes X  

 
        No   

5. States conducting retrospective DUR have included ATTACHMENT 3
Yes 

. 
X  

 
 No                

 
 
 
 
 
 
 



 

    

V. 
 

DUR BOARD ACTIVITY 

1. States have included a brief description of DUR Board activities during FFY 2008 as 
ATTACHMENT 4.    Yes   X  

 
        No    

2. States have included a brief description of policies used to encourage the use of 
therapeutically equivalent generic drugs as ATTACHMENT 5

   Yes 
.   

X  
 

         No    

 
VI. 
 

PROGRAM EVALUATION/COST SAVINGS 

1.Did your State conduct a DUR program evaluation/cost savings estimate in FFY 
2008?  Yes X    

 
      No    

2. Did you use Guidelines for Estimating the Impact of Medicaid DUR

  Yes         No 

 as the basis for 
developing your program evaluation/cost savings estimate?   

 
X  

3. Who conducted your program evaluation/cost savings estimate? 
 

MedMetrics Health Partners 
                     (company, academic institution, or other organization) 
 
 

4. States have provided as ATTACHMENT 6  the program evaluations/cost savings 
estimates.  Yes X  

 
        No 

 
 



 

    

 
 
 
 
 

Prospective Drug Utilization  
Review Program (ProDUR) 



 

    

III. Prospective Drug Utilization Review (ProDUR) Program 
Vermont’s on-line POS/ProDUR program helps to assist the dispensing pharmacist in meeting the 
important objectives of minimizing potential drug interactions, drug-induced illness, side effects and 
maximize the efficiency of drug utilization.   
 
MedMetrics: 
 

Before allowing any prescription claim to pay, MedMetrics' state-of-the-art claims 
adjudication system allows for extensive screening and editing of claims, via an on-line, real- 
time process at the POS.  Clinical edits insure safe and effective drug use for all patients 
while also minimizing the risk of inefficiency in drug utilization amongst plan members.   
 
The ProDUR module is table-driven and user-defined. The initial user-defined settings determine 
which edits are activated, in which order to perform the edits, and how far back to check member 
history.  Overrides to specific DUR occurrences are determined through the common prior 
authorization process while others are determined by the dispensing pharmacist’s professional 
judgment at POS.  The following clinical edits were chosen by OVHA in conjunction with the 
Vermont DUR Board to be employed in FFY 2008 for POS screening (see detailed attachment): 
 

• Drug to Drug Interaction 
• Drug to Inferred Disease State Screening 
• Drug Dosing Duration Screening 
• Duplicate Rx Screening 
• Duplicate Therapy Screening 
• Early Fill Screening 
• Drug to Age Caution 
• Drug to Sex Caution 
 

Along with the above on-line screening edits the process of a drug requiring a prior authorization 
(PA) approval or quantity limit (QL) approval by the MedMetrics Clinical Call Center prior to 
dispensing of the drug is also part of the on-line POS/ProDUR program (see Table 1 for ProDUR 
criteria). 

MedMetrics October 2007 - September 2008 PA & QL statistics 
 

The MedMetrics Clinical Call Center processed a total of 27,027 work volume requests October 
2007 through September 2008 for OVHA. There were 19,234 clinical requests and 7,793 help 
desk/informational type requests.  
 
Of the 19,234 clinical requests 15,067 were approved, 2,499 were denied and 1,668 were denied 
with a change in therapy resulting in an overall approval rate of 78%. The breakdown of clinical 
requests was 17,607 PA requests and 1,627 QL requests.  The highest volume of PA requests were 
for 10 therapeutic categories making up 52% of the requests, the top 3 being novel antidepressants, 
chemical dependency medications (Suboxone®, Subutex® and Vivitrol®) and second-generation 
antihistamines  respectively.  The highest volume of QL requests were for PPIs (43%) followed by 
5-HT3 receptor antagonists and smoking cessation products, eg., Chantix®.  Please refer to the prior 
authorization and quantity limit detail. 



 

    

 
 
 
 

Attachment 2:  On-Line Point of Sale (POS) /  
Prospective DUR Encounters 

FFY 2008 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 











 

    

 
 
 
 
 

Table 1:  Prospective DUR Criteria 
FFY 2008 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 





 
 

OTHER OTHER 
 

OTHER 
(specify)  (specify)  (specify) 

1. Fentora – correct patient selection – FDA 

Public Health Advisory to website 

5. Chantix – neuropsychiatric symptoms – 

FDA Early Communication to website 

9. Tamiflu – neuropsychiatric events – 

Roche letter to website 

2. Bisphosphonates – FDA Early 

Communication of Ongoing Safety 

Review to website (atrial fibrillation), also 

musculoskeletal pain 

6. Androgen Hormone Inhibitors* - use in 

younger men and women where BPH not 

probable/possible 

10. TNF Blockers – lymphoma – FDA Early 

Communication to website; also, Enbrel – 

risk of infections – manufacturer warning 

letter to website 

3. Byetta – FDA Information for Healthcare 

Professionals to website (pancreatitis) 

7. Tysabri – liver injury – Biogen Idec/Elan – 

safety letter to website, also PML – FDA 

information to website 

11. Singulair – behavior/mood changes – FDA 

Early Communication to web site 

4. Provigil – Cephalon letter re rash and 

hypersensitvity to website 

8. Spiriva – FDA Early Communication to 

website – possible increased risk of stroke 

12. Vytorin – possible increased cancer – 

FDA Early Communication to website 

 



 

    

 
 
 
 
 

Overview of MedMetrics Clinical Call Center 
FFY 2008 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 









 

    

 
 
 
 
 

MedMetrics Top 10 Prior Authorizations  
FFY 2008 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 















































 

    

 
 
 
 
 

MedMetrics Top 3 Quantity Limit Detail 
FFY 2008 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 















 

    

 
 
 
 
 

Retrospective Drug Utilization 
Review Program (RetroDUR) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

    

 

IV. Retrospective Drug Utilization Review (RetroDUR) Program 
The goal of the Vermont RetroDUR Program is to promote appropriate prescribing and use of 
medications.  RetroDUR identifies prescribing, dispensing, and consumption patterns which are 
clinically and therapeutically inappropriate and do not meet established clinical practice guidelines. 
A variety of interventions are then employed to correct these situations.  MedMetrics’ RetroDUR 
program takes a multilevel approach to identifying, filtering, and communicating important 
information pertaining to the prescribing and/or consumption of medications.  It is an approach that 
analyzes patterns of utilization at a patient-specific level, as well as the unique prescribing habits and 
the pharmaceutical care provided by the physician.   
 
All levels of the retrospective DUR process, including the development of the clinical review 
criteria, the content of the alert letters, and the clinical monographs and questionnaires, are produced 
by MedMetrics-affiliated professional staff and registered pharmacists.  The initiative’s criteria as 
well as research and compilation of data are reviewed and approved by consensus of Vermont’s 
DUR board. 
 
 
 
 
               
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
 
 
 

MHP/OVHA – Retrospective DUR Summary (FFY 2008) 
Description 

Follow up analyses from FFY 2007 report: 
• ARB Step Therapy – Updated cost savings analysis 
• Acetaminophen > 4 grams per day – evaluation of current coding/restrictions 

 
Buprenorphine (Suboxone/Subutex) – stricter PDL management/revised clinical criteria and 
prescriber requirements 
Asthma Control – evaluation of medication therapy pre and post Emergency Room visit or 
inpatient hospitalization for asthma exacerbation 
Diabetic Testing Supplies – PDL management 
Mental Health Drug Use in Children – an examination of number of medications in certain 
mental health medication drug categories by age stratified groups 
CellCept/Myfortic – use in pregnancy – examination of patient claims to look for female 
patients also receiving Prenatal Vitamins 
Dronabinol (Marinol) – review of PA requests and utilization 
Cough and Cold in Children < 2 years old – PDL management for age 
Desmopressin Intranasal – PDL management for indication 
Botulinum Toxin – review of PA requests and utilization 



 

    

 
 
 
 
 

Table 2: Retrospective DUR Criteria 
FFY 2008 



 

    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 2: Retrospective DUR Criteria 
  

Drug Problem Type 

Therapeutic Category ID IDU OU UU DDI DDC TD AG O1 O2 O3 

Angiotensin Receptor Blockers   X     X  X  

Acetaminophen > 4 grams/day   X      X   

Buprenorphine Prescribing 
(Suboxone/Subutex)   X   X   X   

Asthma Prescribing Trends X X X X     X   

Diabetic Testing Supplies          X  

Mental Health Drugs in 
Children   X    X    X 

CellCept/Myfortic – use in 
pregnancy      X      

Dronabinol (Marinol) 
utilization   X     X  X  

Desmopressin Intranasal   X   X     X 

Cough and Cold Products in 
Children < 2 years old   X        X 

Botulinum Toxin   X   X   X  X 

PROBLEM TYPE KEY  
ID = Insufficient DOSE   
IDU = Incorrect Duration      
OU = Over Utilization           
UU = Under Utilization         

 
DDI = Drug/ Drug Interaction  
DDC = Drug/ Disease Contradiction      
TD = Therapeutic Duplication                
AG = Appropriate Use of Generics  

 
O1= Appropriate Dosing  
O2 = Cost Effective Utilization 
O3= Drug/Age Advisory 
 



 

    

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

Attachment 3: Retrospective DUR Analyses 
FFY 2008 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

    

Follow up analyses performed in FFY 2008 from FFY 2007 CMS report DUR activities: 
 

1.  Antihypertensives: Angiotensin Receptor Blockers (ARB) and ARB Combinations  
 
Background overview
 

 (initial follow-up analysis detailed in FFY 2007 CMS report) 

• The ARB category is entirely a branded class with no outcome studies to prove superiority over 
the predominantly generic ACE inhibitor category.  

• In January of 2007 the OVHA DUR board elected to require a step through a generic ACE 
inhibitor before being eligible for treatment with an ARB. Existing patients currently receiving 
an ARB would be grandfathered and the step would affect new starts only. 

• The step edit is automated so that there is a look back for 180 days to detect a claim for an ACEI 
before requirement of a prior authorization for an ARB. 

• An analysis reported in the FFY 2007 CMS report completed in August 2007 described the 
initial financial impact of requiring a step edit through a generic ACE inhibitor prior to receiving 
an ARB. 

• An analysis of a subsequent 6 month period of claims history (11/07/07 – 05/06/08) which 
began 9 months after the change was then undertaken to further highlight the financial impact of 
the change and to determine if savings had increased or eroded.  The percentage of ACEI/ACEI 
combination prescriptions of total ACEI/ACEI combination/ARB/ARB combination 
prescriptions increased from 72.5 % to 75.74 %. 

 

 
Utilization analysis pre / post step edit implementation 

 (8/15/06 – 2/14/07) (11/7/07 - 5/6/08) (11/7/07 - 5/6/08) 

Drug Class 
Pre - Implementation 

(all Rx's) 
Post - Implementation 

(*new starts only*) 
Post - Implementation 

(all Rx's) 

 Rx's % of Rx's Rx's % of Rx's Rx's % of Rx's 

ACE Inhbitor /  ACEI Combo 12,283 72.5% 2,379 89.4% 13,206 75.74% 

ARB  /  ARB Combo 4,655 27.5% 282 10.6% 4,229 24.25% 

 16,938 100.0% 2,661 100.0% 17,435 100.0% 
       

 Avg $/Rx      

ACE Inhbitor /  ACEI Combo $11.33      

ARB  /  ARB Combo $72.18      
 
SAVINGS CALCULATION:     
% of new start Rx's which would have been filled for ACE w/o step 2,661 Rx's   x   72.5% = 1,929 Rx's 
     
Actual new start ACE Rx's minus projected ACE Rx's w/o step 2,379 Rx's  - 1,929 Rx's  = 450 Rx's 
     
Script differential times current avg cost/Rx diff. between ACE & 
ARB  450 Rx's  x  ($72.18 - $11.33) = $27,383 
     
Six month cost savings annualized $27,383 x  2 = $54,766 

 
Annualized Cost Savings = $54,766* 
* Cost savings calculated on RX Price Paid to Pharmacy (MAC price for ACEI/ACEI Combo and AWP - 11.9 % for 
ARB/ARB Combo) 
 

 



 

    

 
 
 
 

2. Acetaminophen (APAP) Daily Dose > 4 grams per Day   
 
Background overview
 

 (initial RetroDUR analysis detailed in FFY 2007 CMS report) 

• APAP is a component of many over-the-counter cold and analgesic medications and prescription 
combinations.  Hepatotoxicity associated with acetaminophen misuse and overdose is well 
recognized. 

• A retrospective drug utilization review of claims was conducted to evaluate pharmacy claims for 
drugs with daily doses of greater than 4 grams per day of acetaminophen from January 25, 2007 
to April 25, 2007 and reported in the FFY 2007 CMS report.   

• As a result of that review, the OVHA DUR board elected to activate a POS edit to enable claims 
for the top 5 drugs identified in that analysis to reject for acetaminophen doses exceeding 4 
g/day with a recommendation to perform a repeat retrospective drug utilization review to 
determine the need for further coding changes. 

 

 
Methods 

• Pharmacy claims for acetaminophen-containing products with daily doses of > 4 g of 
acetaminophen during the 3-month time period after the quantity limit restriction was 
implemented (October 1, 2007 to December 31, 2007) were reviewed.  In addition, all prior-
authorization requests received by the clinical call-center for agents with quantity limits 
established were reviewed.   

 

 
Results 

• From 10/1/07 to 12/31/07, there were 531 prescriptions for acetaminophen or a combination 
acetaminophen/opioid product containing > 4 grams of acetaminophen for 387 unique utilizers.  
There were no claims for the products that currently had quantity limits. The clinical call-center 
received 3 requests for prior-authorization for agents with quantity limits established during this 
time period where the quantity exceeded acetaminophen 4 grams/day.  One prescription was 
changed to a lower quantity and two requests were denied. 

 
The OVHA DUR board elected to: 
  

• Apply quantity limits to all 26 additional products that were identified in the analysis to ensure 
that each product is limited to 4 grams of acetaminophen/day on a given claim.  

 
 
 
 
 
 
 
 
 
 
 





 

    

4. Asthma Prescribing Trends   
 
Background and Overview
 

  

• Rates of adherence to national medication guideline recommendations among practitioners for 
the care of asthma patients are variable on a national level. 

• A project was undertaken with Vermont Medicaid patients to assess current prescribing trends in 
a select population of patients with asthma who have a history of one or more emergency room 
admissions or inpatient hospitalizations as a result of poor asthma symptom control.  

 

  
Methods 

• Patients with at least one emergency room admission or hospitalization for asthma or asthma 
exacerbation (ICD-9 codes 493.90 and 493.92) during the time period 01/01/07 through 
04/30/07 with consistent plan eligibility 6 months pre and post date of admission were included.  
Patients with an inferred diagnosis of COPD, by Rx history, were excluded. 

• The rate of adherence to asthma controller medication therapy was calculated pre admission and 
post admission for asthma exacerbation.  An adherence rate of < 75 % was defined as non-
medication adherence. 

 

 
Results 

• There were a total of 215 emergency room and inpatient hospitalizations identified during the 
study period with more than half of these occurring in members 17 years of age or younger. 

• 53 % of patients prior to the exacerbation had at least one claim for a maintenance medication.  
Following the exacerbation, this increased to 64 % of patients with at least one claim for a 
maintenance medication. 28 % of patients had no maintenance asthma medication claims either 
before or after the asthma exacerbation related hospital visit. 

• Of the patients with claims for asthma maintenance medication, only 16 % were adherent to 
therapy prior to the hospital visit.  This increased slightly to 21 % after the hospital visit so there 
was a high rate (79 %) of non-adherence to asthma maintenance medication therapy following 
the urgent care visit. 

• 32 patients only filled a rescue/acute asthma medication after the urgent care visit with no 
subsequent claims for asthma maintenance medication. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

    

5. Mental Health Drug Use in Children   
 
Background and Overview
 

  

• The Vermont Association for Mental Health asked Vermont Medicaid to examine the use of 
mental health drugs in children.  At the November 2007 DUR Board meeting the Board 
suggested that drug use be examined by age groups of 0 – 6 years, 7 to 12 years and 13 – 17 
years. 

• At the December 2007 DUR Board meeting, data on children with 1, 2 or 3 or more different 
mental health medication claims for the period 4/1/2007 through 9/30/2007 was presented.  The 
Board further requested that the type of mental health medication (drug class) be indicated in the 
analysis.  Results of that analysis (shown below) were presented at the January 2008 meeting. 

 
Results 

The OVHA DUR board elected to share the information presented with the Vermont Association for 
Mental Health, the Vermont Department of Mental Health and the American Board of Pediatrics in the 
state.  
 
 

Mental Health Medication Utilization in Children Ages 0 - 17 years old 
(04/01/07 - 09/30/07) 

One Unique Medication / 6 Months 
Age 0 - 6 years 7 - 12 years 13 - 17 years 

Number of OVHA Beneficiaries of this Age as of 6/30/07 21,601 15,669 15,720 
Total Number of Unique Members with Claim(s) for Mental Health 
Medication(s) 

413 3,101 2,737 

Percentage of OVHA Beneficiaries of this Age with Any Mental Health 
Medication Claim 

1.91 19.79 17.41 

1 Unique Medication in 6 Months 295 2,121 1,606 
Percentage of Age Group /Percentage of those with Claims 1.37 / 71.42 13.54 / 68.40 10.22/ 58.68 
Antidepressant Only / % of Beneficiaries this Age with 1 Unique Medication 
in 6 Months 

39 / 13.22 254 / 11.98 689 / 42.90 

Antipsychotic Only / % of Beneficiaries this Age with 1 Unique Medication 
in 6 Months 

41 / 13.90 111 / 5.23 125 / 7.78 

ADHD Med Only / % of Beneficiaries this Age with 1 Unique Medication in 
6 Months 

215 / 72.88 1756 / 82.79 792 / 49.32 

Two Unique Medications / 6 Months 
Age 0 - 6 years 7 - 12 years 13 - 17 years 

Number of OVHA Beneficiaries of this Age as of 6/30/07 21,601 15,669 15,720 

Total Number of Unique Members with Claim(s) for Mental Health 
Medication(s) 

413 3,101 2,737 

2 Unique Medications in 6 Months 87 675 701 
Percentage of Age Group / Percentage of those with Claims 0.40 / 21.07 4.31 / 21.77 4.46 / 25.61 
2 Antidepressants / % of Beneficiaries this Age with 2 Unique Medications 
in 6 Months 

1 / 1.15 23 / 3.41 118 / 16.83 

Antidepressant + Antipsychotic / % of Beneficiaries this Age with 2 Unique 
Medications in 6 Months 

3 / 3.45 51 / 7.56 138 / 19.69 

Antidepressant + ADHD Med / % of Beneficiaries this Age with 2 Unique 
Medications in 6 Months 

17 / 19.54 209 / 30.96 216 / 30.81 

2 Antipsychotics / % of Beneficiaries this Age with 2 Unique Medications in 
6 Months 

2 / 2.30 25 / 3.70 45 / 6.42 

Antipsychotic + ADHD Med / % of Beneficiaries this Age with 2 Unique 
Medications in 6 Months 

31 / 35.63 200 / 29.63  115 / 16.41 

2 ADHD Meds / % of Beneficiaries this Age with 2 Unique Medications in 6 
Months 

33 / 37.93 167 / 24.74 69 / 9.84 



 

    

Three Unique Medications / 6 Months 
Age 0 - 6 years 7 - 12 years 13 - 17 years 

Number of OVHA Beneficiaries of this Age as of 6/30/07 21,601 15,669 15,720 
Total Number of Unique Members with Claim(s) for Mental Health 
Medication(s) 

413 3,101 2,737 

3 Unique Medications in 6 Months 31 305 430 
Percentage of Age Group / Percentage of those with Claims 0.14 / 7.50 1.95 / 9.84 2.74 / 15.71 
3 Antidepressants / % of Beneficiaries this Age with 3 Unique Medications 
in 6 Months 

0 / 0 2 / 0.66 24 / 5.58 

Antidepressant(s) + Antipsychotic(s) / % of Beneficiaries this Age with 3 
Unique Medications in 6 Months 

1 / 3.23 34 / 11.15 96 / 22.33 

Antidepressant(s) + ADHD Med(s) / % of Beneficiaries this Age with 3 
Unique Medications in 6 Months 

6 / 19.35 53 / 17.38 74 / 17.21 

3 Antipsychotics / % of Beneficiaries this Age with 3 Unique Medications in 
6 Months 

0 / 0 0 / 0 5 / 1.16 

Antipsychotic(s) + ADHD Med(s) / % of Beneficiaries this Age with 3 
Unique Medications in 6 Months 

12 / 38.71 58 / 19.02 35 / 8.14 

3 ADHD Meds / % of Beneficiaries this Age with 3 Unique Medications in 6 
Months 

2 / 6.45 11 / 3.61 6 / 1.40 

Antidepressant + Antipsychotic + ADHD Med / % of Beneficiaries this Age 
with 3 Unique Medications in 6 Months 

10 / 32.26 147 / 48.20 190 / 44.19 

Includes Antidepressants, Antipsychotics (includes lithium) and ADHD Medications (Stimulants and Non-Stimulants) 
Does NOT

 
 include any anticonvulsants (some of which may be used as mood stabilizers), anxiolytics or sedative/hypnotics      

6. Diabetic Testing Supplies   
 
Background and Overview

• Vermont Medicaid approached manufacturers of blood glucose monitoring meters and test strips to 
find a way to ensure that state-of-the-art products could be available at the most reasonable cost 
possible. 

  

• OVHA entered into 3 year agreements with Abbott Diabetes Care and LifeScan to be the preferred 
suppliers for diabetic meters and test strips.  

 

• A letter describing the changes in coverage was sent to pharmacies in December.  A mailing was 
sent to prescribers with a list of their patients on non-preferred products and also to pharmacies in the 
second week of January with more detailed information.  Following that a mailing was sent to each 
beneficiary who was identified as using a non-preferred test strip.  Beneficiaries were encouraged to 
discuss meter choices with their pharmacists but were also given toll free phone numbers to use if 
they wished. 

Methods 

 

• Beginning 2/5/08, meters and test strips were limited to those from Abbott Diabetes Care and 
LifeScan. 

Results 

• For the 6 month period 01/01/07 through 06/30/07 prior to the PDL change and mailings, there were 
2259 unique utilizers of diabetic test strips with a total of 720,393 test strip units claimed.  Of these, 
67.33 % of the unique utilzers were using test strips from the two preferred manufacturers 
accounting for 62.55 % of the test strip units. 

• For the 6 month period 04/01/08 through 09/30/08 after the PDL change and mailings, there were 
2316 unique utilizers of diabetic test strips with a total of 679,543 test strip units claimed.  Of these, 
97.54 % of the unique utilzers were using test strips from the two preferred manufacturers 
accounting for 98.83 % of the test strip units. 

• The cost-savings resulting from this market share shift to the preferred products will be reported in 
the FFY 2009 CMS report as all of the manufacturer’s rebates were not available at the time of this 
report going to print. 

 



 

    

7. Mycophenolate  in Pregnancy (CellCept or Myfortic) 
 
Background and Overview
 

  

• On 10/29/07, Roche and the FDA notified healthcare providers that use of CellCept 
(mycophenolate mofetil) is associated with increased risk of first trimester pregnancy loss and 
increased risk of congenital malformations, especially external ear and facial abnormalities 
including cleft lip and palate, and anomalies of the distal limbs, heart, esophagus, and kidney.  
The pregnancy category for CellCept was changed from Category C (risk of fetal harm cannot 
be ruled out) to Category D (positive evidence of fetal risk).  Additionally, on 11/27/07, 
Novartis and the FDA informed healthcare professionals and patients that use of Myfortic 
Delayed-Release Tablets during pregnancy is associated with increased risks of pregnancy loss 
and congenital malformations.  The pregnancy category for Myfortic was also changed to 
Category D (Positive evidence of fetal risk).  

 

  
Methods 

• A report was pulled of all OVHA patients receiving CellCept or Myfortic in Q3 2007.  There 
were a total of 39 unique utilizers.  The data was further examined to identify female patients of 
child bearing age (50 years of age or less) for a total of 19 members. Those members profiles 
were checked for any concomitant prenatal vitamins and none of those members showed up with 
a prenatal vitamin in their profile. 

• A patient specific letter was sent to prescribers (December 2007) who had prescribed CellCept 
or Myfortic to female patients between the ages of 10 and 50 years in the prior 3 months 
advising them of the pregnancy category change and asking them to review the need for 
contraceptive counseling with these patients.  Letters were sent to 10 prescribers for 12 patients. 

 
8. Dronabinol 

 
Background and Overview
 

  

• Dronabinol is FDA-approved for the treatment of anorexia associated with weight loss in 
patients with AIDS and nausea and vomiting associated with cancer chemotherapy in patients 
who have failed to respond adequately to conventional antiemetic treatments.  However, 
guidelines do not recommend dronabinol as first-line therapy for either indication. 

• The cost of dronabinol was evaluated and compared to other medications that are FDA-approved 
for or are used in the prevention/treatment of nausea and vomiting or as an appetite stimulant.  
Based on the average daily doses, dronabinol is the third most expensive agent available.  The 
two most expensive agents are dolasetron and granisetron, which are both non-preferred 
medications and also require prior authorization.  Prior authorization criteria for dronabinol were 
implemented on June 1, 2007. 

  

  
Methods 

• Data assessment for the 5 months prior to the dronabinol prior authorization implementation and the 
5 months following the prior authorization implementation was conducted. 

• A review of all prior authorization requests was conducted to determine appropriateness of the prior 
authorization criteria and indications.   

• Utilization data for other antiemetic medications for this same time period was also evaluated. 
 
 



 

    

 
Results 

• There was a decrease in the number of unique utilizers, number of paid claims, and the paid 
amounts during the 5 months following implementation.  From 1/1/07 to 5/30/07, there were an 
average of 13.4 unique utilizers per month (range 12-16), resulting in 71 paid claims costing 
$42,093.22.  During the period of 6/1/07 to 10/31/07 following the prior authorization 
implementation, there were an average of 8.4 unique utilizers per month (range 7-9), resulting in 
42 paid claims costing $21,805.06.  There was a 48% decrease in the cost of paid claims for 
dronabinol. 

• Overall, dronabinol requests were approved for appropriate indications and patients had 
adequate trials to meet prior authorization criteria.  All prior authorization approvals for non-
FDA approved indications were given when deemed medically necessary.  All denials were also 
appropriate and the prior authorization process limited inappropriate usage of dronabinol.   

• There was a slight increase in unique utilizers and paid claims per month for ondansetron in the 5 
months post prior authorization implementation.  This trend is consistent with the prior authorization 
criteria for dronabinol.  The criteria require a trial of ondansetron and one other antiemetic agent to 
be approvable. 

 
            Savings = $ 4,058/month x 12 months = $ 48,696 in annualized cost savings 

 
 
9. Desmopressin Intranasal 

 
Background and Overview
 

  

• The FDA notified healthcare professionals and patients in December 2007 of the Agency's 
request that manufacturers update the prescribing information for desmopressin to include 
important new safety information about severe hyponatremia and seizures.  Certain patients, 
including children treated with the intranasal formulation of the drug for primary nocturnal 
enuresis (PNE), are at risk for developing severe hyponatremia.  As such, desmopressin 
intranasal formulations are no longer indicated for the treatment of primary nocturnal enuresis. 

 

  
Methods 

• A summary of safety information for all dosage forms of desmopressin was presented to the DUR 
Board.  It was decided that all nasal preparations require prior authorization for all ages and that 
requests for the diagnosis or indication of (1) Diabetes Insipidus, (2) hemophilia type A, or (3) Von 
Willebrand disease be approved.  Desmopressin intranasal formulations would not be approved for 
the treatment of primary nocturnal enuresis (PNE) due to safety risks of hyponatremia.  Oral tablets 
may be prescribed for this indication. 

 

 
Results 

• A follow-up RetroDUR will be performed to review claims data prior to and after PA 
implementation and will be presented in the FFY 2009 CMS Report. 

 
 

 
 
 
 
 



 

    

10. Cough and Cold Products in Children < 2 years old 
 
Background and Overview
 

  

• The FDA informed consumers and healthcare professionals in January 2008 that the FDA has 
completed its review of information regarding the safety of over-the-counter (OTC) cough and 
cold medicines in children under 2 years of age and recommends that these drugs not be used to 
treat children in this age group because serious and potentially life-threatening side effects can 
occur.   

• At the request of the DUR board at the February meeting, input from the pediatrician community 
was sought on the issue of cough and cold products in children < 2 years old.  Based on this 
input, it was recommended that PA be required for children < 2 years old for all cough and cold 
products (brand and generic). 

 

  
Methods 

• Six months of claims data for cough and cold preparations was evaluated for use in children less than 
2 years old. 

 

 
Results 

• A review of claims data prior to the PA implementation for the 6 month period 10/15/07 through 
04/14/08 showed 110 claims for 93 unique children less than 2 for cough and cold medications 
written by 36 unique prescribers.  A review of claims data after PA implementation will be 
presented in the FFY 2009 CMS Report. 

 
 

11. Botulinum Toxin  
 
Background and Overview
 

  

• In February 2008 the FDA issued a warning about an ongoing safety review regarding Botox® 
and Botox® cosmetic.  The FDA has received reports of systemic adverse reactions including 
respiratory compromise and death following the use of botulinum toxins type A and B for both 
FDA-approved and unapproved uses.  The reactions reported are suggestive of botulism, which 
occurs when botulinum toxin spreads in the body beyond the injected site.  The serious case 
reports that caused hospitalization and death were mostly seen in children treated for cerebral 
palsy-associated limb spasticity.   

 

  
Methods 

• Prior authorization criteria for Botox® and Myobloc® were implemented on July 1, 2007.  Data 
assessment for the 6 months prior to the botulinum toxins prior authorization implementation and the 
6 months following the prior authorization implementation was conducted. 

• A retrospective drug analysis of Botox® (botulinum toxin A) and Myobloc® (botulinum toxin B) was 
performed to review utilization and to evaluate the appropriateness of the current prior authorization 
status of Botox® and Myobloc® in light of the recent FDA warning. 

 
 
 
 
 



 

    

 
Results 

• The results showed a decrease in the number of unique utilizers, number of paid claims, and the paid 
amounts during the 6 months following implementation for Botox®.  From January 1, 2007 to June 
30, 2007, there were 54 unique utilizers of Botox® and two unique utilizers of Myobloc®, resulting in 
57 paid claims for Botox® and two paid claims for Myobloc® costing $70,177.  During the period of 
July 1, 2007 to December 31, 2007 following the prior authorization implementation, there were 44 
unique utilizers of Botox® and two unique utilizers of Myobloc®, resulting in 44 paid claims for 
Botox® and three paid claims for Myobloc® costing $55,199 for the 6-month period.  There was a 21 
% decrease in the cost of paid claims for Botox® and Myobloc®. Utilization data for Botox® was 
decreased by 10 unique utilizers after the prior authorization implementation. 

• Of the Botox® and Myobloc® requests received, 47 were approved and 0 were denied.  All prior 
authorization requests were assessed and found to be appropriate.   

 
 
 

Savings = $ 2,496/month x 12 months = $ 29,952 in annualized cost savings  
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Attachment 5:  Generic Policy 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

    

Generic Policy: Vermont Health Access Pharmacy Benefit Management Program 
Vermont’s generic drug law at 18 V.S.A. chapter 91 requires pharmacies to dispense generics unless the 
prescriber expressly requires the brand.  The Vermont Health Access Pharmacy Benefit Management 
Program with the support of the DUR Board heavily promotes the use of generics in general and directly 
through identified classes in the PDL by means of automated step therapies and/or prior authorizations in the 
following categories: 
 

• Acne 
• Antibiotics: Cephalosporins: First and Second Generation 
• Antibiotics: Macrolides 
• Antibiotics: Penicillins 
• Anti-anxiety: Anxiolytics 
• Anticonvulsants 
• Antidepressants: SSRIs and Tricyclic antidepressants 
• Antidiabetics: Biguanides and second generation sulfonylureas 
• Antihistamines: 1st generation 
• Antihistamines: 2nd generation 
• Antihypertensives: ACE Inhibitors/Combinations 
• Antihypertensives: Calcium Channel Blockers 
• Antipsychotics: Typicals 
• BPH: Alpha Blockers 
• Coronary vasodilators / antianginals 
• Cough and cold medications 
• Gastrointestinals: H-2 blockers 
• Glucocorticoids: Topical 
• Lipotropics: Bile Acid Sequestrants 
• Lipotropics: Fibric Acid derivatives 
• Long Acting Narcotics 
• Musculoskeletal agents/Anti-spasticity agents 
• NSAIDs 
• Ophthalmics: Quinolone Anti-Infectives 
• Parkinson’s medications 
• Sedative hypnotics (benzodiazepines) 
• Skeletal Muscle Relaxants 

 
Additional drug classes reviewed and approved by the DUR board in FFY 2008 as generic preferred classes 
are: 

• Anti-emetics: 5-HT3 Receptor Antagonists 
• Antihypertensives: Beta-Blockers 
• Anti-infectives: Antifungals: Azoles 
• Constipation: Chronic or IBS-C 
• Lipotropics: Statins 
• Ophthalmic Antihistamines 
• Topical: Scabicides and Pediculicides 
• Vaginal Anti-infectives 
• Vitamins: Prenatal Multivitamins 

 
For October 2007 through September 2008: 

• the overall generic dispensing rate was 63.52 % (an increase from 62.96 % in FFY 2007) 
• the overall generic substitution rate for claims when a generic equivalent was available was 98.37 % 

(an increase from 98.08 % in FFY 2007) 
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