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MEDICAID DRUG UTILIZATION REVIEW ANNUAL REPORT

FEDERAL FISCAL YEAR                 

Section 1927 (g) (3) (D) of the Social Security Act (the Act) requires each State to submit an annual
report on the operation of its Medicaid Drug Utilization Review (DUR) program.  Such reports are 
to include:
descriptions of the nature and scope of the prospective and retrospective DUR programs; a summary
of the interventions used in retrospective DUR and an assessment of the education program; a 
description of DUR Board activities; and an assessment of the DUR program’s impact on quality of 
care as well as any cost savings generated by the program.

This report covers the period October 1,               to September 30,               and is due for submission to
CMS Central  Office by no later than June 30,             . Answering the attached questions and 
returning the requested materials as attachments to the report will constitute compliance with 
the above- mentioned statutory requirement.

If you have any questions regarding this surve  y in  strument or the DUR Annual Report, please contact
CMS: DURP  olic  y@cms.  hhs.gov.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information 
unless it displays a valid O.M.B. control number. The valid O.M.B. control number for this information collection is 
0938-0659. The time required to complete this information collection is estimated to average 302 hours per response, 
including the time
to review instructions, search existing data resources, gather the data needed, and complete and review the information 
collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this 
form, please write to:  CMS, 7500 Security Boulevard, Attn: Paperwork Reduction Act Reports Clearance Officer, 
Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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MEDICAID DRUG UTILIZATION REVIEW ANNUAL REPORT

FEDERAL FISCAL
YEAR

I.   DE  MOGRA  PHIC I  NFOR  MAT  ION

S  tate Na  me Abb  reviati  on

Me  d      i  c  aid         Ag  e  n      cy         I  n      f      o  r  m  a      t  ion  

Identify State person responsible for DUR Annual Report Preparation.

Name:

Email Address:

Area Code/Phone Number:                                                                 

II. P  RO  S      P  E      C  T      IVE         DUR   (      P  r  o      DU  R      )  

Identify by name and indicate the type of your pharmacy POS vendeor – (contractor, state-
operated other).

1.   If not state-operated, is the POS vendor also the MMIS fiscal agent?

☐ Yes ☐ No

2.   Identify prospective DUR criteria source.

☐ First Data Bank ☐ OtherMedi-sSpan                     ☐      Other  

If the answer above is “Other,” please specify.

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

☐ Yes ☐ No
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If answer above is “No,” please explain.:

4.   When the pharmacist receives a ProDUR alert message that requires a pharmacist’s review, does
your system allow the pharmacist to override the alert using the “conflict, intervention and 
outcome” codes?

☐ Yes ☐ No

5.   How often Ddo you receive and review periodic reports fro  m   your P  roDUR   contract  or   
providing individual pharmacy provider activity in summary and in detail?

☐ Mmonthly ☐ Qquarterly ☐ Aannually     ☐    Never

☐     Yes    ☐     No

a)    If   answ  er abov  e is “Yes,  ”   how often is the repo  rt received b  y th  e a  gen  c  y: If the answer above is 
“Never,” please explain why you do not receive and review the reports.

  __________________________________________________________________
____________________________________________________________________

ab)  If you receive reports, do you follow-up with those providers who routinely override 
with interventions?

☐ Yes ☐ No

       c)   b)    If the answer to (b) above is “Yes,” by what method do you follow-up?

☐ Contact Ppharmacy
☐ Refer to Program Integrity for Review
☐ Other, (please explain).

   ____________________________________________________________________  

                       d)  If   the answ  er to (b) abov  e is “No,” please explain why you do not follow-up with providers.

                             _____________________________________________________________
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6.   Early Refill:

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

Non-controlled drugs:               %

Controlled drugs:                   %

b)  When an early refill message occurs, does the state require prior authorization?

Non-controlled drugs: ☐ Yes ☐ No

Controlled drugs: ☐ Yes ☐ 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?

☐ Yes ☐ No

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

☐ Yes ☐ No

7.   When the pharmacist receives an early refill DUR alert message that requires the Pharmacist’s
review, does your s  ystem   state’s policy     allow the pharmacist to override for situations such 
as:

a) Lost/stolen Rx ☐ Yes ☐ No
b)
c)

Vacation
Other,: please explain. 
provide det  ails                          

☐ Yes ☐ No

8.   Does your system have an accumulation edit to prevent patients from obtaining   additional
refills during the calend  ar   yearcontinuously filling prescriptions early?

☐ Yes ☐ No

a)  If “Yes,” please explain your edit.
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b) If “No,” do you plan to implement this edit?

       ☐ Yes ☐ No

               9.  Does the state or the state’s Board of Pharmacy have any policy prohibiting the auto-refill process that 
                  occurs at the POS?

☐     Yes    ☐     No

109.   Has the state provided the DUR criteria data requested on T  a  ble     1 – Top   1      0  Drug Claims     
Data     R  eviewed by the DUR Board     P      r  o DUR         Al  er  ts   b      y   P      r  obl  e  m   T      y  p      e   indicating b  y problem 
t  ype thos  e cri  teria with the most signif  icant severit  y level reviewed b  y th  e DUR   Bo  ardHas the 
state completed table X?
☐ Yes ☐ No

11. Section 1927(g)(A) of the Social sS  ecurity Act requires that the pharmacist offer patient 
counseling at the time of dispensing.  Who in your state has responsibility for monitoring
compliance with the oral counseling requirement?  Check all that apply:

a)  ☐ Medicaid agency
b)  ☐ State Board of Pharmacy 

c)  ☐ Other ,–  please explain.
_____________________________________________________________________________________

_____________________________________________________________________________________

12. Has the state included A  tt  a  c  h      m  e  n      t     1 –         P  h      a      r      m  a      cy         O  r  al Co  un      s  e  li  n      g C  o      m  p      lia  n      ce   R  e  p      o  rt     a 
report on state efforts to monitor pharmacy compliance with the oral counseling requirement?

☐ Yes ☐ No

III.   RET  ROS  PE  CT  I  VE   D  UR (RetroD  UR)

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

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

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

☐ Yes ☐ No

If “No,” please explain:.

      ___________________________________________________________________________________

___________________________________________________________________________________

2.   Does the DUR Board approve the Retro DUR criteria?

☐ Yes ☐ No

If “No,” please explain.

3.   Has the state included  A  t      t  a  c  h      m  e  n      t     2 –   R      etr  os  p      ect  ive     DUR   Edu      c  a  t  i  o      n      al         O  u      tre  a  ch     
Su      m  m  a      r  y  , a year end summary of the Top 10 problem types for which 
educational interventions were taken?

☐ Yes ☐ No

IV. DUR B  OARD AC  T  IVI  T  Y

1.   State is including a brief summary of DUR Board activities and meeting minutes during the
time period covered by this report as A  tt  a      c  h      m  e  n      t         3 -     S      u      m  m  a      r  y of         DUR         B      oa  r  d         A  ct  ivi  t  i  e  s.  

☐ Yes ☐ No

2.   Does your state have a Disease Management Program?

☐ Yes ☐ No

a)  If “Yes,” have you performed an analysis of the program’s effectiveness?

☐ Yes ☐ No

b)  If the answer to (a) above is “Yes,” please provide a brief summary of your findings:
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c)  If the answer to (number 2) above is “Yes,” is your DUR Board involved with this program?

☐ Yes ☐ No

3.   Does your state have an approved CMS Medication Therapy Management Program?

☐ Yes ☐ No

a)  If “Yes,” have you performed an analysis of the program’s effectiveness?

☐ Yes ☐ No

b)  If the answer to (a) above is “Yes,” please provide a brief summary of your findings.

c)  If the answer to (number 3) above is “Yes,” is your DUR Board involved with this program?

☐ Yes ☐ No

      d)   If the answer to (number 3) above is “No,” are you planning to develop and implement a program?

☐ Yes ☐ No

V. P  HY  S      ICIAN   A      D  M  IN  I      STE      R  E      D D  RU      G  S  

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: bot  h

 a) Pro DUR and R  etro DUR  ?

☐ Yes ☐ No

If “No,” do you have a plan to include this information in your DUR criteria in the future?

☐ Yes ☐ No

b) R  etro DUR  ?

☐     Yes    ☐     No

If   “No,  ” do   you hav  e a pl  an to include this information in   you  r D  UR   criteri  a in the future?

☐     Yes    ☐     No
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VI. GE  NE  RIC   POL  I  CY A  ND UT  IL  I  ZAT  ION DA  T  A

1.   State is including a description of policies that may affect generic utilization percentage as
A  tt  a  c  h      m  e  n      t     4 -         G  e  n      er  i      c         D  r  ug         Sub      s  t  i  t  u      t  ion         P  ol  i      c  i  e  s  .

☐ Yes ☐ No                       

2.   In addition to the requirement that the prescriber write in his/her own handwriting
“Brand Medically Necessary” for a brand name drug to be dispensed in lieu of the
generic equivalent, does your state have a more restrictive requirement?

☐ Yes ☐ No

If “Yes,” check all that apply:

a)  ☐ Require that a MedWatch Form be submitted

b)  ☐ Require medical reason for override accompany prescriptions 

c)  ☐ Prior eauthorization is required
d)  ☐ Other, – please explain.

                                                                                                                                              
                                                                                                                                              

3.   Indicate the generic utilization percentage for all covered outpatient drugs paid during
this reporting period, using the computation instructions in T      a  b      le     2 -     G  e  n      er  ic      
U      t  ili  z  a  t  ion         Da  t  a  

Number of Generic Claims                               

Total Number of Claims                           

Generic Utilization Percentage                           

4.   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 T      a  b      le     2 -     G  e  n      er  i      c     U  t  ili  z  a  t  ion         Da  t      a  

Generic Dollars:

Total Dollars:

Generic Expenditure Percentage:                           
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VII.  P  R  O      G  R  A      M     E      V  A      L      U  A      T      ION / CO  S      T     S      AVIN  G  S      /CO  S      T         A      VOIDANCE  

1.   Did your state conduct a DUR program evaluation of the estimated cost savings/cost avoidance?

☐ Yes ☐ No

2.   Who conducted your program evaluation for the cost savings estimate/cost avoidance?
(company, academic institution, other institution) (name)

3.   Please provide your ProDUR and RetroDUR program cost savings/cost avoidance in the chart
below.

ProDUR Total Estimated Avoided Costs

RetroDUR Total Estimated Avoided Costs

Other cost avoidance

Grand Total estimated Avoided Costs

4.   Please provide the estimated percent impact of your state’s cost savings/cost avoidance
program compared to total drug expenditures for covered outpatient drugs.

Use the following formula:

Divide the estimated Grand Total Estimated Avoided Costs from Question 3 above
by the total dollar amount provided in Section VI, Question 4.   Then multiply this
number by 100.

Grand Estimated Net Savings Amount ÷ Total Dollar Amount × 100 =                                   %  

 5. State has provided the Medicaid Cost Savings/Cost Avoidance Evaluation as A  tt  a  c  h      m  e  n      t     
5 – Cost S  avin  gs/Cost Avoid  an  ce Meth  od  ology.

☐ Yes ☐ No

VIII. FR  AU  D, W  AS  T  E  , AN  D AB  US  E   DE  TE  CT  ION

A.  L  O  C      K      -      I  N   or         P      A  T      I  E      NT         R      E  V      I  EW         A  N      D   R      E  S      T  R      I  C      T      I  VE   P      R      OG  R      A  M      S  

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

☐ Yes ☐ No



OMB approved # 0938-0659

CMS-R-153 (05/2017) 10

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

    a)  ☐ Deny claims and require preior- authorization
b)  ☐ Refer to Lock In Program
c)  ☐ Refer to Program Integrity Unit
d)  ☐ Other (e.g. SURS, Office of Inspector General), please explain:.

2.   Do you have a “lock-in” program for beneficiaries with potential misuse or abuse of  
      controlled substances?

☐ Yes ☐ No

If “Yes,” what criteria does your state use to identify candidates for lock-in?  Check all that
apply.

☐ Number of controlled substances (CS)
☐ Different prescribers of CS
☐ Multiple pharmacies
☐ Number days’ supply of CS
☐ Exclusivity of short acting opioids
☐ Multiple ER visits
☐ Other

If “Yes,” do you restrict the beneficiary to:
i. a prescriber only ☐ Yes ☐ No

ii. a pharmacy only ☐ Yes ☐ No
iii. a prescriber and pharmacy ☐ Yes ☐ No

What is the usual “lock-in” time period?

☐ 6 months
☐ 12 months
☐ Other, please explain.:  

3.   On the average, what percentage of the FFS population is in lock-in status annually?

                          %
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4.   Please provide an estimate of the savings attributed to the lock-in program for the fiscal year
under review.

$                         

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

☐ Yes ☐ No

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

    a.)   ☐ Deny claims written by this prescriber
b.)   ☐ Refer to Program Integrity Unit
c.)   ☐ Refer to the appropriate Medical Board 
d.)   ☐ Other, – please explain:.

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

☐ Yes ☐ No

If “Yes,” what actions does this process initiate?  Check all that apply
a.)   ☐ Deny claim
b.)   ☐ Refer to Program Integrity Unit 
c.)   ☐ Refer to Board of Pharmacy
d.)   ☐     Other, – please explain.

__________________________________________________________________

__________________________________________________________________

7.  Do   you h  ave a do  cu  ment  ed process in place that i  dentifies potential fraud or abuse of 
non-controlled drugs b  y b  en  e  f  iciaries?

☐     Yes    ☐     No

If “Yes,” please explain your program for fraud or abuse of non-controlled substances. 
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 ________________________________________________________________________

____________________________________________________________________                         

B. PR      E  SCR      I      P      T      I  O      N D  R      U      G         MO  N      I  T      O  R      I  N      G   P      R      O  G      R      AM         (  P      DM  P      )  

1.   Does your state have a Prescription Drug Monitoring Program (PDMP)?

☐ Yes ☐ No

a)  If the answer above is   “Yes,” does your agency have the ability to query the state’s PDMP 
database?

☐ Yes ☐ No

b)  If the answer to (number 1) above is   “Yes,” do you require prescribers (in your provider agreement 
with the agency) to access the
PDMP patient history before prescribing restricted substances?

☐ Yes ☐ No

c)  If the answer to (number 1) above is   “Yes,” please explain how the state applies this 

information to control fraud and abuse.

d)   If the answer to (number 1) above is   “Yes,” do you also have access to border 

states’ PDMP information?

☐ Yes ☐ No

2.   Are there barriers that hinder the agency from fully accessing the PDMP that prevent the
program from being utilized the way it was intended to be to curb abuse?

☐ Yes ☐ No

If “Yes,” please explain the barriers (e.g. lag time in prescription data being submitted, 
prescribers not accessing, pharmacists unable to view prescription history before filling 
script).
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3. Have you had any changes to your state’s Prescription Drug Monitoring Program during this 
     reporting  period that have improved the agency’s ability to access PDMP data?

☐     Yes    ☐     No

   If   “Y  es,  ” pleas  e ex  plain.:  

______________________________________________________________________________________

______________________________________________________________________________________

C. P      A      IN         MANAGEM  E      NT         C      ONT  R      O      LS      

1.   Does your state or your agency require that Pain Management providers be certified?

☐ Yes ☐ No

2 Does your program obtain the DEA Active Controlled Substance Registrant’s File in order to
identify prescribers not authorized to prescribe controlled drugs?

☐ Yes ☐ No

a) If the answer above is     “Yes,” do you apply this DEA file to your ProDUR  ur POS 
edits to prevent unauthorized prescribing?

☐ Yes ☐ No

b)   If the answer to (a) above is     “Yes,” please explain how the information is applied.

c)  If the answer to (a) above is   “No,” do you plan to obtain the DEA Active Controlled 
Substance Registrant’s file and apply it to your POS edits?

☐ Yes ☐ No

3.   Do you apply this DEA file to your RetroDUR reviews?

☐ Yes ☐ No
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If “Yes,” please explain how it is applied.

4.   Do you have measures in place to either monitor or to manage the   
prescribing of methadone for pain management?  
☐ Yes ☐ No        ☐   Other

If “Yes,” check all that apply:

☐ Ppharmacist override
☐ Ddeny claim and require PA
☐ Qquantity limits
☐ Iintervention letters
☐ Morphine equivalent daily dose program
☐ Step therapy or Clinical criteria

If “No” or “Other,” please explain what you do in lieu of the above or why you do not have measures in 
place to either manage or monitor the prescribing of methadone for pain management.
                                                                                                                                                     
                                                                                                                                                     

D. O  P      I  O      I  DS  

1.   Do you currently have POS edits in place to limit the quantity of short-acting opioids?

☐ Yes ☐ No

a)     If “Yes,” what is your maximum daily limit in terms 
of number of units (i.e. tablets, capsules)?

           ☐     units/day 

b)  If “Yes,” what is your maximum days supply per prescription limitations?

☐ 30 day supply
☐ 90 day supply
☐ oOther, please explain.
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2.     Do you currently have POS edits in place to limit the quantity of long-acting opioids?

☐ Yes ☐ No

           a)If “Yes,” what is your maximum  daily limit in terms of  number of units (i.e.  tablets, capsules)?
                         

           ☐  2  units/day 
☐ 3 units/day 

b)  If “Yes,” what isare your maximum days supply per prescription limitations?

☐ 30 day supply
☐ 90 day supply
☐ oOther, please explain.

            3. Do you currently have edits in place to monitor  opioids and benzodiazepines being used concurrently?

☐     Yes    ☐     No

            If “Yes,” please explain.___________________________________________________________

E. MORP  H  IN  E E  QU  IV  A  LE  NT DA  ILY   D  OS  E (  M  EDD)

1.   Have you set recommended maximum morphine equivalent daily dose measures?

☐ Yes ☐ No

If “Yes,” what is your maximum morphine equivalent daily dose limit in milligrams?

              mg per day

            If “No,” please explain the measure or program you utilize.

___________________________________________________________________________________________

2.   Do you provide information to your prescribers on how to calculate the morphine equivalent daily    
                      dosage?

☐ Yes ☐ No
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If “Yes,” how is the information disseminated?

☐ Wwebsite
☐ Pprovider notice
☐ Eeducational seminar
☐ oOther, explain.

3.   Do you have an algorithm in your POS system that alerts the pharmacy provider that 
the morphine equivalent daily dose prescribed has been exceeded?

☐ Yes ☐ No

F. B  U  P      R      E  N      O  RP      H      I  N      E   and BUPRENORPHINE/NALOXONE COMBINATIONS  

1. Does your agency set total   mg per/ pe  r day limits on the use of buprenorphine and   
 buprenorphine/naloxone combination drugs?

☐ Yes ☐ No

If “Yes,” please specify the total mg/day?

☐ 8mg☐ 12 mg

☐ 12 mg 16 mg 
☐ 16 mg 24 mg
☐ oOther, please explain.

2.   What are your limitations on the allowable length of this treatment?

☐ 6 months
☐ 12 months

☐ nNo limit
☐ oOther, please explain.
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3.   Do you require that the maximum mg per day allowable be reduced after a set period of time?

  ☐ Yes ☐ No

a) If “Yes,” what is your reduced (maintenance) dosage?

☐ 8mg
☐ 12mg
☐ 16mg
☐ oOther, please explain.

                                                                                                                                              
                                                                                                                                              

b)          If “Yes,”   W  w  hat are your limitations on the allowable length of the reduced dosage treatment?

☐ 6 months
☐ 12 months
☐ nNo limit
☐ oOther, please explain.

                                                                                                                                              
                                                                                                                                              

4.    Do you limit the t  yp  e   o  f dosage fo  rm that can b  e dispensed to onl  y th  e   sub  lingual film have at least one 
preferred buprenorphine/naloxone combination product available on your PDL?

☐     Yes    ☐     No

5. Do you currently have edits in place to monitor opioids being used concurrently with any buprenorphine 
drug?

☐     Yes    ☐     No

               If ”Yes,” can the POS pharmacist override the edit?

☐     Yes    ☐     No

G. PSYCHOTROPIC DRUGS ANTIPSYCHOTICS   /S  T  IMU  LAN  TS

ANTIPSYCHOTICS

1.   Do you have a documented program in place to either  manage/ or monitor the 
appropriate use of psychotropicantipsychotic drugs in children?

☐ Yes ☐ No
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If “Yes,” do you either manage/   or   monitor:

☐ oOnly children in foster care
☐ aAll children
☐ oOther, please explain.

                                                                                                                                              
                                                                                                                                              

                  
If   “Y  es,” do you have edits in place to monitor :  

☐ Child’s Age                 ☐ Dosage                   ☐ Polypharmacy                    

Please briefly explain the specifics of your antipsychotic monitoring program(s).
                                                                                                                                                                    
                                                                                                                                                                    

   If you do not have   an   antipsychotic monitoring program  “No  ,”  do you plan on implementing a program 
in the future?

☐ Yes ☐ No

                     If   “No,  ” please explain why you will not be implementing  a program to monitor the appropriate use of 
                 antipsychotic drugs in children.

                                                                                                                                                                           
                                                                                                                                                                             

               STIMULANTS

2.   Do you have any documented restrictions or special program in place to
monitor/, manage or control the use of stimulants?

☐     Yes    ☐     No

If “Yes,” is your program limited to:

☐ Cchildren
☐ Aadults
☐ Bboth

Please briefly explain your program.
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   IX. INNOVATIVE PRACTICES

Have you developed any innovative practices during the past year which you have included in
Attach  men  t 6 - Inn  ovative Practi  ces?  (e.g. Hepatitis CCV, Cystic Fibrosis, MEDD, Value Based 
Purchasing)

☐ Yes ☐ No

X. E      -  P  R  ES      C      RI  B      I  N      G  

1.   Has   your state implemen  ted e-pr  escribin  g?

☐      Yes     ☐      No

If   “Y  es,  ” pleas  e respond   to Questions 2 and 3 below.    If “No,  ” are   you plan  ning to develop this capabilit  y?
31.  Does your (MM  IS   or ph  armac  y v  endor) have a portal to the capability to electronicall  y   
provide, upo  n inquir  y, patient drug history data and pharmacy coverage limitations to a 
prescriber prior to prescribing, upo  n inquir  y?

☐ Yes ☐ No

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

☐ Yes ☐ No

b)  If “Yes,” please explain the evaluation methodology in A  t      t  a  c  h      m  e  n      t     7         –   E      -      P  re  s  cr  i  b      i  n      g  
A  ct  ivi  t  y   Su      m  m  a  r  y  .

c)  If the answer to (number 1) above is   “No,” are you
planning to develop this capability?

☐ Yes ☐ No

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

☐ Yes ☐ No

XI.  M  AN  A      G  E      D C  ARE         O  R      G  A  N      I      Z  A  T      IONS         (      M  COs)  

 1. Does your state have MCO’s?

          ☐     Yes   ☐     No
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If “No,” please skip the rest of this section. 

12.     Is your pharmacy program included in the capitation rate (carved-in)?

☐ Yes ☐ No ☐ Partial

If “partial” please specify the drug-categories that are carved out.

      __________________________________________________________________________

23.     Does the state set requirements for the MCO’s pharmacy benefit? (e.g. same PDL, same ProDUR/Retro    
DUR)  

☐     Yes     ☐    No

If “Yes," please check all requirements that apply below:

☐ Formulary Reviews     ☐ same PDL              ☐ same ProDUR                    ☐ same RetroDUR    

If “Yes,” please briefly explain your policy.

If “No,” do you plan to set standards in the future?

☐ Yes ☐ No

4-  3.   Does the state require the MCOs to monitor or report their DUR activities?

☐ Yes ☐ No

                    If “Yes,”, please explain your review process.
____________________________________________________________________________________________
____________________________________________________________________________________________
__________________________________________________________                                                                   

   If “No,” do you plan to develop a program to monitor or have repo  rt MCO(s) report their 
DUR activities in the future?

☐ Yes ☐ No
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If “No,” please explain.

____________________________________________________________________________________________
____________________________________________________________________________________________
__________________________________________________________                                                                   

5.       Does all of the Medicaid MCOs in your state have a targeted intervention program (i.e. CMC/ Lock In) 
for the misuse or abuse of controlled substances?

          ☐        Yes  ☐       No     

If “No,” please explain.

____________________________________________________________________________________________
____________________________________________________________________________________________
__________________________________________________________                                                                   

XIII. E      X  E      CU  T      IVE         S      U  MM  A      R      Y -     A      tt  a  c  h      m  e  n      t     8 –   E      x  ec  u      t  ive     Su      m  m  a  ry      

MEDICAID DRUG UTILIZATION REVIEW ANNUAL REPORT

INSTRUCTIONS: Nomenclature Format for Attachments

States: Please use this standardized format for naming attachments. 

ATT#-FFY- State Abbrev-Abbreviated Report name (NO 

SPACES!) Example for Arizona: (each state should insert their 2

letter state code) Attachments:

ATT1-201_-AZ-POCCR (Pharmacy Oral Counseling Compliance 

Report)

 ATT2-201_-AZ-REOS (RetroDUR Educational Outreach Summary) 

ATT3-201_-AZ-SDBA (Summary of DUR BD Activities)

ATT4-201_-AZ-GDSP (Generic Drug Substitution Policies)
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ATT5-201_-AZ-CSCAM (Cost Savings/Cost Avoidance Methodology)

ATT6-201_-AZ-IPN (Innovative Practices Narrative) 

ATT7-201_-AZ-EAS (E-Prescribing Activity Summary)

 ATT8-201_-AZ-ES (Executive Summary)
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I. E  X  PL  ANAT  ION   FOR   ATT  ACHME  NT  S   A  N  D T  ABLE  S

ATTAC  HMENT 1 – P  H  A  R  MAC  Y OR  A  L C  OU  NS  E  LIN  G C  OMP  LIA  N  C  E R  EP  OR  T

This attachment reports the monitoring of pharmacy compliance with all prospective DUR 
requirements performed by the State Medicaid Agency, the State Board of Pharmacy, or 
other entity responsible for monitoring pharmac y activities. If the State Medicaid Agenc y 
itself monitors compliance with these requirements, it may provide a survey of a random 
sample of pharmacies
 with regard to compliance with the Omnibus Budget Reduction Act (OBRA) of 1990 
prospective DUR requirement. This report details state efforts to monitor pharmacy 
compliance with the oral counseling requirement. This attachment should describe in detail 
the monitoring efforts that were performed and how effective these efforts were in the fiscal 
year reported.

ATTA  C      HMENT 2 –   R      E      T  R      O  SP      E  C      T      I  V      E E  D      U  C      A  T      I  O      N  A      L     OUT  R      EA  C      H          
S      UMMA  R      Y   

This is a year-end summary report on RetroDUR screening and 
educational interventions.
 The year-end summary report should be limited to the TOP 10 problems 
with the largest number of exceptions.  The results of RetroDUR screening 
and interventions 
should be included.

ATTA  C      HMENT 3 –   S      U      MMA  R      Y OF     DUR         B  O  A      R      D A  C      T      I  V     I  T      I  ES  

This summary should be a brief descriptive report on DUR Board activities during 
the fiscal year reported. This summary should:

• Indicate the number of DUR Board meetings held.

• List additions/deletions to DUR Board approved criteria.

a)  For prospective DUR, list problem type/drug combinations added or

deleted.

b) For retrospective DUR, list therapeutic categories added or deleted.

• Describe  Board  policies  that  establish  whether  and  how  results  of  prospective
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DUR screening  are  used  to  adjust  retrospective  DUR  screens.  Also, describe
policies that establish whether and how results of retrospective DUR screening are
used to adjust prospective DUR screens.

• Describe DUR Board involvement in the DUR education program (e.g., newsletters,
continuing education, etc.). Also, describe policies adopted to determine mix of 
patient or provider specific intervention types (e.g., letters, face-to-face visits, 
increased monitoring).

ATTA  C      HMENT 4 –         G  E      NER     I  C         D      R      UG   S      U      B  S      T      I  TU  T      I  O      N   P      O      L  I  C     I  ES  

Please report any factors that could affect your generic utilization percentage 
and include any relevant documentation.

ATTAC  HMENT 5 – C  O  S  T S  AV  IN  GS  /C  OS  T A  VO  IDAN  C  E   M  ETHO  DO  LOGY

Include copy of program evaluations/cost savings estimates prepared by state or 
contractor noting methodology used.

ATTA  C      HMENT 6 –         I  N      NOVA  T      I  V      E   PR      A      C      T      I  C     ES  

Please describe in detailed narrative form any innovative practices that you believe 
have improved the administration of your DUR program, the appropriateness of 
prescription drug use and/or have helped to control costs (e.g., disease management, 
academic detailing, automated prior authorizations, continuing education programs).

ATTAC  HMENT 7 – E-P  R  ESC  R  IB  IN  G A  C  T  IV IT  Y S  UMMARY

Please describe all development and implementation plans/accomplishments in the 
area of e- prescribing. Include any evaluation of the effectiveness of this technology
(e.g., number of prescribers e-prescribing, percent e-prescriptions to total 
prescriptions, relative cost savings).

ATTA  C      HMENT         8 – E  X      E  C      U  T      I  V      E   S      U  M      MA  R      Y  
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TA  B      L  E         1 –   T      OP         10  D  RUG   CLAIMS DATA R  EVIEWED BY THE DUR BOARD    [ add new table   
name]     PR      O  SP      E  C      T      I  V      E DUR         C      R      I  TE  R      I  A   R      E  V      I  E  W      E      D         B  Y         DUR         B  OA      R      D  

In  di  cate b  y probl  em t  yp  e   those criteria with the most significant sev  erit  y l  e  vels that were 
review  ed i  n-depth b  y DUR   Bo  ard.    For   each problem t  yp  e b  elow in   the first column list the drugs/
dru  g cate  go  r  y/ dis  eas  e combin  ations for which   DUR   Board conduct  ed in-depth reviews.

PR  O  B  LEM T  YP  E KEY:    IN  AP  P  R  OP  R  IATE   -   IA  ; THER  AP  EUT  IC   -   TC  ;   DR  UG DR  U  G   -   
D/D; D  R  UG A  LLE  R  G  Y - D/  A; DR  U  G D  IS  E  AS  E – D  /D;

T  able1 AHF  S T C
(L  evel 2)

AHF  S T C
(L  evel 4)

AHF  S T C
(L  evel 6)

AHF  S T C
(L  evel 8)

Drug  
Name  

Disease Crit  eria
Imp  lement  ed

IA DOS  E1

IA DOS  E2

IA DOS  E3

T  C DUPL  ICAT ION1

T  C DUPL  ICAT ION2

T  C DUPL  ICAT ION3

D/A INT ERACT ION1

D/A INT ERACT ION2

D/A INT ERACT ION3

IA DUR  AT ION1

IA DUR  AT ION2

IA DUR  AT ION3

D/D INT ERACT IONS1

D/D INT ERACT IONS2

D/D INT ERACT IONS3

D/Dis   CONT RAIN  D  IC  AT ION1

D/Dis   CONT RAIN  D  IC  AT ION2

D/Dis   CONT RAIN  D  IC  AT ION3

OT HER (  sp  ecif  y)1

OT HER (  sp  ecif  y)2

OT HER (  sp  ecif  y)3

OT HER (  sp  ecif  y)4

OT HER (  sp  ecif  y)5

OT HER (  sp  ecif  y)6

OT HER (  sp  ecif  y)7

OT HER (  sp  ecif  y)8
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OT HER (  sp  ecif  y)9

List the requested data in each category in the chart below.
Column 1- Top 10 Prior Authorization (PA) Requests by Drug Name
Column 2- Top 10 PA Requests by Drug Class
Column 3- Top 5 Claim Denial Reasons other than eligibility (i.e. Quantity Limits, Early Refill, 
PA, Therapeutic Duplications, Age Edits)
Column 4- Top 10 Drug Names by Amount Paid
Column 5- From Data in column 4, Determine the Percentage of Total Drug Spend 
Column 6- Top 10 Drug Names by Claim Count
Column 7- From Data in Column 6, Determine the Percentage of Total Claims

Top 10 
PA Requests
By Drug Name

Top 10
PA Requests
By Drug Class

Top 5 Claim Denial
Reasons (i.e. QL, 
Early Refill,  PA, 
Duplication)

Top 10 Drug 
Names by Amount 
Paid

% of Total Spent 
for Drugs by 
Amount Paid

Top 10 Drug 
Names by Claim 
Count

Drugs By Claim 
Count % of Total 
Claims

xxxxxxxxxxx

xxxxxxxxxxx

xxxxxxxxxxx

xxxxxxxxxxx

xxxxxxxxxxx
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TA  B      L  E         2 –   G      ENER     I  C         U  T      I  L  I  Z  A      T     I  O      N   DATA  

Please provide the following utilization data for this DUR reporting period
for all covered outpatient drugs paid. Exclude Third Party Liability. 
(COMPLETE  TABLE 2)

C  o      m  p      u      t  a  t  ion         I  n      s  tr  u      ct  io  n      s:  
K      E  Y:      

Single-Source (S) - Drugs having an FDA New Drug Application (NDA), 
and there are no generic alternatives available on the market.
Non-Innovator Multiple-Source (N) - Drugs that have an FDA Abbreviated New Drug
Application (ANDA), and there exists generic alternatives on the market.

Innovator Multiple-Source (I) - Drugs which have an NDA and no longer have 
patent exclusivity.

1. G  e  n  er  ic         Utili  z      a  tion         Perce  nt  a  g  e  :   To determine the generic utilization
percentage of all covered outpatient drugs paid during this reporting
period, use the following formula:

N ÷ (S + N + I) × 100 = Generic Utilization Percentage

2.   G  e  n  er  ic     E  x      p  e  nd  i  t  u  re  s     P      erce  nt  a  ge         of     Tot  a  l   D      r  u      g     E      x      p  e  nditu  re  s:   To determine
the generic expenditure percentage (rounded to the nearest $1000) for all 
covered outpatient drugs for this reporting period use the following formula:

$N ÷ ($S + $N + $I) × 100 = Generic Expenditure Percentage

TABLE 2:  GENERIC DRUG UTILIZATION

Single-Source (S) Drugs Non-Innovator (N) Drugs Innovator Multi-Source (I) Drugs

Total Total

Reimbursement

Amount Less

Co-Pay

Total
Number of Claims

Total

Reimbursement

Amount Less

Co-Pay

Total
Number of Claims

Reimbursement

Amount Less

Co-Pay

Total
Number of Claims

CMS has 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 will be made available from CMS to facilitate consistent reporting across States with this 
data request.


