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ACRONYMS 
 

Acronym/Term Definition 

BLTG Brand Less Than Generic 

CCC Clinical Call Center 

CDRP Clinical Drug Review Program 

CPT Certified Pharmacy Technician 

DAW Dispense As Written 

DOH New York State Department of Health 

DURB Drug Utilization Review Board 

FDA Federal Drug Administration 

FHPlus Family Health Plus 

FQD Frequency, Quantity, Duration 

FUL Federal Upper Limit 

HID Health Information Designs 

IVR Interactive Voice Response 

MCO Managed Care Organization 

MGDP Mandatory Generic Drug Program 

NMPI National Medicaid Pooling Initiative 

NYS New York State 

P&TC Pharmacy and Therapeutics Committee 

PA Prior Authorization 

PDL Preferred Drug List 

PDP Preferred Drug Program 

PDSP Preferred Diabetic Supply Program 

PSL Preferred Supply List 

SDC State Direct Contracting 

SFY State Fiscal Year 

SMAC State Maximum Allowable Cost 

VIPS Voice Interactive Phone System 
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I. Background 

In 2005, legislation was passed (Sections 270-277 of Article 2A of Chapter 58 of the 

Laws of 2005) establishing the Medicaid Preferred Drug Program (PDP) and Clinical 

Drug Review Program (CDRP). The legislation expanded the membership of the 

Pharmacy and Therapeutics Committee (P&TC) (currently the Drug Utilization Review 

Board (DURB)) established operational and administrative procedures and provided 

authority for the State to establish a Preferred Drug List (PDL) in order to receive 

supplemental rebates from drug manufacturers. 

In 2006, the PDP and CDRP were implemented through a contract with Magellan 

Medicaid Administration (formerly known as First Health Services Corporation – FHSC). 

Magellan Medicaid Administration was selected through a competitive bid to operate the 

Clinical Call Center that supports the Medicaid PDP, CDRP, and Mandatory Generic 

Drug Program (MGDP); provide outreach and education services; assist with the clinical 

drug reviews; and obtain competitive pricing for prescription drugs through 

supplemental drug rebate agreements with drug manufacturers participating in the 

National Medicaid Pooling Initiative (NMPI). Additional programs that have been added 

since the inception of the Preferred Drug Program include the Brand Less Than Generic 

Program; Drug Utilization Program; and the Dose Optimization Program. 

Effective October 1, 2008, the population eligible for the PDP was expanded to include 

Family Health Plus (FHPlus) members (program has since ended – 12/31/2014). The 

pharmacy benefit for FHPlus members was “carved-out” of the managed care plan 

benefit package and moved under the administration of the Medicaid fee-for-service 

program, whereby prescriptions for Family Health Plus members became subject to 

Medicaid’s Preferred, Clinical Drug Review and Mandatory Generic Drug Programs and 

eligible for supplemental drug rebates. Effective October 1, 2011, members in 

mainstream Medicaid managed care and FHPlus no longer received pharmacy services 

through NYS Medicaid FFS Pharmacy Benefit Programs. The Department of Health 

(DOH) has established a goal of having virtually all Medicaid enrollees served in care 

management by April 2022.  

Expansion of the programs and operational enhancements continued in the SFY 16/17. 

At the end of SFY 16/17 there were a total of 109 drug classes subject to the PDP and 

20 therapeutic categories warranted re-review by the DURB due to new clinical and/or 

financial information. Two new drug classes were reviewed for inclusion on the PDL. No 

new drugs were recommended by the DURB for inclusion to the CDRP. 
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II. Program Overview 

The Role of the Drug Utilization Review Board (DURB)  

The Drug Utilization Review Board (DURB) (Appendix 2), which consolidated with the 

Pharmacy and Therapeutics Committee in 2013, is comprised of health care 

professionals appointed by the Commissioner of Health and includes physicians and 

pharmacists that actively practice in New York. Without vacancies, the DURB consists 

of nineteen members, fourteen of which are clinicians, preferably with experience in at 

least one of the following specialties: HIV, AIDS, geriatrics, pediatrics, mental health, or 

internal medicine and will be comprised of the following: 

• One chairperson representing the Department of Health  

• Six licensed and actively practicing physicians  

• Six licensed and actively practicing pharmacists  

• One licensed and actively practicing nurse practitioner or midwife  

• Two drug utilization review experts, at least one of who is a pharmacologist 

• Three consumers or consumer representatives of organizations with a regional or 

statewide constituency and who have been involved in activities related to health 

care consumer advocacy, including issues affecting Medicaid or EPIC recipients 

The board provides clinical guidance to the Commissioner regarding the utilization of 

pharmaceuticals within the Medicaid program including but not limited to, the 

• establishment and implementation of medical standards and criteria for the 

retrospective and prospective DUR program; 

• development, selection, application, and assessment of educational interventions 

for physicians, pharmacists and recipients that improve care, and management of 

pharmacy programs including the PDP and CDRP; 

• collaboration with managed care organizations to address drug utilization concerns 

and to implement consistent management strategies across the fee-for-service and 

managed care pharmacy benefits; and 

• review of therapeutic classes subject to the Preferred Drug Program. 

The DURB is subject to the Public Officers Law and meetings are subject to the Open 

Meeting Law. To ensure transparency in the process, a notice of each meeting and the 

agenda is posted on the DOH website thirty (30) days prior to the meeting. Interested 

parties are given an opportunity to submit materials to the DURB for consideration and 

to provide public testimony on the agenda items. In SFY 16/17, the DURB reviewed the 

testimony from 49 interested parties.  The meetings are audiocast and all audiocasts 

are available on-demand for a minimum of 30 days. 
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The DURB hears public comments and first reviews clinical information relevant to the 

drugs under consideration during the public session. The clinical information consists of 

the most current therapeutic drug class reviews and evidence-based research obtained 

by Magellan Medicaid Administration, DOH staff and through the DOH’s participation in 

the Oregon Health Sciences University Drug Effectiveness Review Project. Materials 

submitted by interested parties prior to the meeting, as well as oral testimony provided 

during the public session, are discussed as well. 

Following the clinical presentation and consideration of all clinical information, the 

DURB may adjourn for an executive session in order to evaluate confidential drug 

pricing information with respect to rebates. The DUR Board reconvenes in open session 

to discuss any remaining issues, then votes on the recommendations to be submitted to 

the Commissioner of Health. 

A summary of the meeting’s proceedings, including the DURB’s recommendations, is 

posted to the DOH website, which initiates a 5-day public comment opportunity. The 

DURB’s recommendations as well as the statements made during the public comment 

period are then presented to the Commissioner who makes the final determination. 

The Commissioner’s final determination is posted to the DOH website, and includes an 

analysis of the impact on state public health plan populations, providers and the fiscal 

impact to the State. 

A list of the drug classes reviewed during SFY 16/17 appear in Appendix 3. 

The Preferred Drug Program (PDP) 

The PDP promotes utilization of clinically appropriate, cost effective prescription drugs 

through the use of a Preferred Drug List (PDL). Most preferred drugs on the PDL can be 

prescribed without any additional action taken by the prescriber; non-preferred drugs 

require prior authorization (PA) by calling or faxing the Clinical Call Center (CCC) or PA 

may also be auto assigned if clinical criteria has been met at the point of service. 

PA may be required if a drug is non-preferred or to override clinical criteria including, but 

not limited to frequency, quantity, duration (FQD), diagnosis or step therapy 

requirements. Details regarding these limitations can be found by accessing the 

Preferred Drug List (PDL) at: https://newyork.fhsc.com/providers/PDP_about.asp 

In developing the PDL, the DOH works with the DURB to select therapeutic drug 

classes where drugs in the class produce similar clinical effects or outcomes. The 

DURB evaluates the clinical effectiveness, safety and patient outcomes among drugs in 

the therapeutic classes chosen for review. If the DURB establishes that one drug is 

significantly more effective and safe than others in the class, that drug must be 

preferred without consideration of cost. If the DURB ascertains that there is no 

https://newyork.fhsc.com/providers/PDP_about.asp
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substantial clinical difference among the drugs in the class, it then considers the net 

cost of the drug after rebates as a factor in determining preferred status. The DURB 

also considers how its recommendations may impact current prescribing and dispensing 

practices and patient care. Recommendations are presented to the Commissioner of 

Health, who makes the final determination regarding which drugs will be listed as 

preferred or non-preferred. 

The DOH issues the PDL (Appendix 4), which lists all drugs on the Preferred Drug 

Program. Revisions were made to the PDL to include links to other pharmacy 

management programs that may impact PDL drugs. The PDL is updated and posted on 

the website (newyork.fhsc.com) whenever there is a change. 

The Clinical Drug Review Program (CDRP)  

The CDRP was implemented in October 2006 and initially applied to only three drugs: 

Revatio®, Serostim® and Zyvox®. The CDRP was designed to ensure specific drugs are 

utilized in a medically appropriate manner. The CDRP requires PA for specific drugs for 

which there may be specific safety issues, public health concerns, the potential for fraud 

and abuse, or the potential for significant overuse and misuse. 

Legislation prohibits cost as a basis for the selection of a drug for the CDRP or as a 

denial reason when a PA is requested. 

Prior to the CDRP legislation, Serostim® and Zyvox® were subject to PA due to public 

health concerns and the potential for abuse through overuse and misuse. PA was 

obtained using an automated voice interactive phone system (VIPS). Legislation 

required that these drugs be transitioned to the CDRP. With that transition in October 

2006, the PA process was changed from the VIPS process to the staffed clinical call 

center, which allows for a clinical discussion with the prescriber. 

The DURB reviews drugs for inclusion to the CDRP, as needed. Their 

recommendations are based on review of established Food and Drug Administration 

(FDA) approved clinical indications, clinical research and input from interested parties. 

When making the final determination, the following clinical criteria are considered by the 

Commissioner: 

• Whether the drug requires monitoring of prescribing protocols to protect both the 

long-term efficacy of the drug and the public health; 

• The potential for, or a history of overuse, abuse, diversion or illegal utilization; 

• The potential for or a history of utilization inconsistent with approved indications. 
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The complete list of drugs/drug classes subject to the CDRP at the end of SFY 16/17 is 

as follows: 

• Anabolic Steroids 

• Central Nervous System (CNS) Stimulants (for patients 18 years of age and older) 

• Fentanyl Mucosal Agents 

• Growth Hormone 

• Lidoderm® (lidocaine patch 5%) 

• Phosphodiesterase type-5 (PDE-5) Inhibitors for pulmonary arterial hypertension 
(PAH) 

• Regranex® (becaplermin gel) 

• Serostim® [somatropin (rDNA origin) for injection] 

• Synagis® (palivizumab) 

• Topical Immunomodulators 

• Truvada® (emtricitabine and tenofovir disoproxil fumarate) 

• Xyrem® (sodium oxybate) 

• Zyvox® (linezolid) and Sivextro® (tedizolid) 

Brand Less Than Generic (BLTG) Program 

On April 26, 2010, New York State Medicaid implemented a cost containment initiative, 

which promotes the use of certain multi-source brand name drugs when the cost of the 

brand name drug is less expensive than the generic equivalent. Additionally, the Brand 

Less Than Generic (BLTG) program is designed to promote the use of certain multi-

source brand name drugs when the cost of the brand name product net of all rebates is 

less than its generic equivalent. In conformance with State Education Law, which 

intends that patients receive the lower cost alternative, brand name drugs included in 

this program: 

• Do not require “Dispense as Written” (DAW) or “Brand Medically Necessary” on the 
prescription; 

• Have a generic co-payment; 

• Are paid at the Brand Name Drug reimbursement rate or usual and customary price, 
whichever is lower (SMAC/FUL are not applied); 

• Do not require a new prescription if the drug is removed from this program. 

Once it is determined that the generic drug is more cost-effective than the brand name 

equivalent, the prior authorization requirement will be removed for the generic drug. In 

SFY 16/17, the savings achieved by this program was $11,885,272. 

https://newyork.fhsc.com/providers/CDRP_anabolic_steroids.asp
https://newyork.fhsc.com/providers/CDRP_cns_stimulants.asp
https://newyork.fhsc.com/providers/CDRP_fentanyl_mucosal_agents.asp
https://newyork.fhsc.com/providers/CDRP_growth_hormones.asp
https://newyork.fhsc.com/providers/CDRP_lidoderm.asp
https://newyork.fhsc.com/providers/CDRP_PDE-5.asp
https://newyork.fhsc.com/providers/CDRP_PDE-5.asp
https://newyork.fhsc.com/providers/CDRP_regranex.asp
https://newyork.fhsc.com/providers/CDRP_serostim.asp
https://newyork.fhsc.com/providers/CDRP_synagis.asp
https://newyork.fhsc.com/providers/CDRP_topical_immunomodulators.asp
https://newyork.fhsc.com/providers/CDRP_truvada.asp
https://newyork.fhsc.com/providers/CDRP_xyrem.asp
https://newyork.fhsc.com/providers/CDRP_oxazolidinone_antibiotics.asp
file://///albnyfs/shared/NYPDL/Reports-Std/Annual%20Reports/2016-2017%20Annual%20Report/Rebate%20and%20Savings
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Brand name drugs that were subject to this program at the end of SFY 16/17 include: 

 

The Preferred Diabetic Supply Program (PDSP) Diabetic 
Supply Program 

As a result of legislation passed in 2008, the New York State Medicaid Program 

implemented, on October 1, 2009, the Preferred Diabetic Supply Program (PDSP). The 

PDSP was originally established for fee-for-service, Medicaid Managed Care and 

Family Health Plus members. The program does not include Medicare/Medicaid dually 

enrolled members. The PDSP covers a wide variety of blood glucose monitors and test 

strips provided by pharmacies and durable medical equipment providers through use of 

a preferred supply list (PSL). In SFY 16/17, a total of 60,313 diabetic supply claims were 

processed achieving a non-federal gross savings through manufacturer rebates of 

$5,282,300. In the prior SFY, 68,915 diabetic supply claims were processed with a 

gross savings of $5,942,003.  Diabetic supply rebates by county have been included in 

Appendix 9. 

The Prior Authorization Process 

Prior Authorization (PA) is a management tool that seeks to assure that medically 

necessary cost-effective drug therapy is prescribed. All drugs with prior authorization 

requirements continue to be available to Medicaid members. Prior authorizations may 

occur automatically, through a comparison of claims to pre-determined criteria at the 

point-of-service (POS), or they may be requested by the prescriber’s office by phone or 

fax or can be requested through PAXpress®, a Web based tool. PAXpress can also be 

accessed by Medicaid enrolled prescribers through eMedNY. The automated PA 

system utilizes pharmacy and medical claims data to process a request against pre-

defined criteria to determine if the patient meets clinical criteria requirements 

instantaneously. The ability to incorporate pharmacy and medical claims data into 

criteria allows for the creation of more clinically driven criteria to help ensure appropriate 

medication utilization, and does so without prescriber involvement. Since the 

implementation of the automated prior authorization system on December 29, 2011, 

approximately 6.32 million electronic prior authorizations have been issued without 

prescriber involvement. Over 91 percent of all prior authorizations issued in SFY 16/17 

were issued electronically. For SFY 16/17, 1,225,993 automated PAs were issued 
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without prescriber involvement. The reduction in the need for prescriber involvement 

results in prescribers being able to devote more time to patient care that would have 

otherwise been spent on the phone or completing paperwork. 

The Clinical Call Center (CCC), operated by Magellan Medicaid Administration is 

available twenty-four (24) hours a day, seven (7) days a week. Performance is 

monitored closely by the DOH to ensure appropriate and timely response to prescriber 

and pharmacy requests, and to ensure that members are afforded the protections 

required by law. 

For SFY 16/17, the CCC received approximately 167,685 phone requests and 113,937 

fax requests for prior authorization under the PDP and CDRP. Nearly all phone requests 

(99.98 percent) were completed during the initial call. In addition, the CCC provided 

approximately 79,310 callers with general information or technical assistance with the PA 

process and did not refer any potential instances of fraud and/or abuse to the 

Department. The CCC and quality assurance team continued to aid the DOH, Office of 

Medicaid Inspector General (OMIG) and Office of the Attorney General (OAG) in 

collecting data related to suspected fraud cases. 

Preferred Drug Program (PDP) Prior Authorization Process  

Under the PDP, prescribers or their authorized agents (such as a nurse or office staff), 

contact the CCC by phone or fax to present medical justification for non-preferred 

drugs. The criteria used by the CCC staff to evaluate a request for a non-preferred drug 

is set forth in legislation and consists of the following: 

• The preferred drug has been tried by the patient and has failed to produce the 

desired health outcomes; 

• The patient has tried the preferred drug and has experienced unacceptable side 

effects; 

• The patient has been stabilized on a non-preferred drug and transition to the 

preferred drug would be medically contraindicated. 

• Other clinical indications for the use of the non-preferred drug, which shall 

include consideration of the medical needs of special populations, including 

children, the elderly, the chronically ill, persons with mental health conditions, 

and persons affected by HIV/AIDS.  

In general, prescribers initially speak with a Certified Pharmacy Technician (CPT) when 

requesting authorization for a non-preferred drug or a drug requiring prior authorization 

due to FQD, diagnosis or step therapy requirements. If the responses to the clinical 

criteria support the PA request, a PA is issued by the CPT. In the event the request 

does not meet the criteria; the call is referred to a pharmacist so that the prescriber may 

provide additional information that would support the use of the non-preferred drug. If, 



 

NYS Medicaid PDP Annual Report 10 
 

after that discussion, the clinical criteria are met, a PA is issued. However, as required 

by legislation, when a prescriber maintains that the use of the non-preferred drug is 

necessary, despite not meeting the clinical criteria, the prescriber’s determination 

prevails and a PA is granted. This occurred in 27.65 percent of the PDP PAs processed 

in SFY 16/17. Examples of PA requests where providers have utilized the prescriber 

prevails clause includes PA requests for: 

• Second generation antipsychotics: patient does not meet diagnosis/age 

requirements in clinical criteria; 

• Hepatitis C agents: prescriber does not provide clinical justification that supports 

the use of an agent; and 

• Inhaled antibiotics: prescriber is not familiar with the preferred agents and does 

not wish to try them. 

Clinical Drug Review Program (CDRP) Prior Authorization 
Process 

Initially, the prescriber speaks with a CPT when requesting authorization. For select 

CDRP medications, only the prescriber who orders a CDRP drug can initiate the PA 

process. If, during the discussion, the clinical criteria for approval are not met, the 

request is referred to a pharmacist so that the prescriber may provide additional 

information to support the use of the drug. At the prescriber’s request, a physician peer 

review may take place. In SFY 16/17, there were 31 physician peer reviews completed, 

however, consistent with last year, there were no denials rendered. Unlike the PDP 

which allows the prescriber to prevail, the CDRP legislation allows for a denial where 

there is substantial evidence of fraud or abuse. Under current statute, requests may not 

be denied for lack of medical necessity. 
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III. Outreach and Education 
 

Outreach and education efforts focus on ensuring that providers and members are 

informed about Medicaid’s pharmacy PA programs and are kept up to date on program 

changes. 

During SFY 16/17, changes to the pharmacy PA programs occurred through the re-

review of existing classes and addition of new drug classes and clinical criteria. With 

each update, prescribers and pharmacies were notified in advance when the Preferred 

Drug List (PDL) and PA requirements would be implemented. Notification was achieved 

via email notification and the Medicaid Update (a monthly Medicaid provider 

communication). The PDP website (newyork.fhsc.com) is another venue for information, 

offering easy access for prescribers, pharmacists, members and other interested parties 

(Appendix 6).  

DOH utilizes a Brand Less Than Generic (BLTG) program to further maximize 

pharmacy program savings.  To ensure that pharmacies are aware of the BLTG 

program, a targeted educational intervention was initiated in SFY 16/17.  A letter was 

sent to the top pharmacies identified as non-compliant with the BLTG program.  This 

intervention provided information on the BLTG program and directed pharmacies to the 

current listing of drugs subject to BLTG requirements.     
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IV. Prescriber, Pharmacy, and Patient Satisfaction 

Complaints 

Complaints may be received through a variety of sources including by mail or email, 

through the Clinical Call Center (CCC) or Medicaid Helpline. When such calls are 

received they are referred to the DOH Medicaid pharmacy staff where direct assistance 

is provided. Twenty-five complaints about the PDP and CDRP were received during 

SFY 16/17, primarily via phone calls. Eighteen more complaints were received in SFY 

16/17 than were received the previous year. In an effort to streamline call 

categorization at the Prior Authorization Support Center the complaint category 

definition has been broadened to provide the Support Center with more information to 

resolve complaints. All complaints received (particularly those that are logged as 

“Other”) are shared with the Quality Assurance Group (QAG) for review/follow-up and 

are used as a means for quality analysis/trending of data. Data are used as part of a 

continuous quality improvement process to ensure appropriate and timely response to 

complaints and to address opportunities for improvement. These complaints are listed 

below by the category in which they were logged. 

 

  

The DOH Medicaid pharmacy staff individually addresses issues related to policy. 

These inquiries are also used to identify providers who may need additional program 

education. 

Patient reaction to the PDP remains positive. Medicaid's Helpline for members received 

18 calls on this topic, but when such calls are received, they are referred to the DOH 

Medicaid pharmacy staff, which provides direct assistance to the member and/or their 

providers. 
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V. Outcomes and Cost Savings 

Preferred Drug Program 

Under the Medicaid Drug Rebate Program created by the Omnibus Reconciliation Act of 

1990 (OBRA), drug manufacturers are required to enter into rebate agreements with the 

Centers for Medicare and Medicaid Services (CMS), for drug products reimbursed by 

Medicaid. Medicaid programs must cover all outpatient drugs of a manufacturer that 

signs a national rebate agreement. Many Medicaid programs, including New York’s, use 

a PDP to collect supplemental rebates from manufacturers when their drugs are 

designated as preferred within the drug class. 

To receive supplemental rebates, New York State joined the National Medicaid Pooling 

Initiative (NMPI). Additionally, the New York State Direct Contracting Program (SDC) 

enables access to rebates for manufactures that do not participate in NMPI. Both 

programs are administered by Magellan Medicaid Administration. New York is among 

11 states that currently participate in the NMPI. Others include Alaska, Kentucky, 

Michigan, Minnesota, Montana, New Hampshire, Rhode Island, South Carolina, North 

Carolina and the District of Columbia. At the end of SFY 16/17 the NMPI includes more 

than 90 participating manufacturers and has approximately 5.5 million member lives. 

Contracts with manufacturers have a three-year net price guarantee; net prices may 

decrease during the period but they may not increase. Rebate amounts are based on 

the Wholesale Acquisition Cost (WAC) for each individual drug. Each Participating State 

in the NMPI program maintains its own P&TC or DURB and the ability to designate a 

drug as preferred or non-preferred. 

The Medicaid Fee-for-Service program paid approximately 12.3 million pharmacy 

claims in SFY 16/17. Of these, 36 percent were for a drug that fell within one of the 

classes of drugs on the PDP. Of the drugs subject to the PDP, at the end of SFY 16/17 

66.5 percent of claims were for drugs that did not require prior authorization. The 

remaining 33.5 percent of claims were for drugs that required prior authorization. These 

percentages are attributable to the wide selection of preferred drugs within a class, 

prescriber familiarity with the Medicaid PDP and education efforts. Success is further 

supported by the pharmacy provider community in advising prescribers of preferred 

drug choices. There were 146,827 prior authorizations administered for all pharmacy 

programs. 

Under the PDP, the highest volume of requests for prior authorizations during SFY 

16/17 were for the following drug classes: second generation antipsychotics (20 

percent), primarily used to treat mental health illnesses such as schizophrenia and 

bipolar disorder; short-acting opioids (18 percent), used to treat moderate to severe 

pain; CNS Stimulants (8 percent), primarily used to treat ADHD;  second generation 
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anticonvulsants (6 percent), used primarily to treat seizure disorders and Proton Pump 

Inhibitors (5 percent), used to treat acid reflux;. Requests for prior authorization for 

Hepatitis C Agents made up 1.2 percent of prior authorizations for SFY 16/17. 

Consistent with the experience in SFY 15/16, primary indicators for PDP PA requests to 

prescribe a non-preferred drug include treatment failure on preferred medication, 

contraindications preventing transition to preferred medications and adverse reactions 

to preferred medications. Overall, after consultation with CCC staff, 2.8 percent of the 

total requests resulted in the prescriber agreeing to use the preferred drug in lieu of a 

non-preferred drug. The CCC representatives have continued to promote the use of 

preferred agents as clinically appropriate, attributing to the relative changes observed. 

Total PDP savings are calculated by combining the sum of supplemental rebates 

invoiced with the savings associated with market share shift to less expensive products 

within each therapeutic drug class. For SFY 16/17, total PDP savings were 

approximately $5.1 million. As in the previous SFY, the FDA approval and FFS 

Medicaid coverage of new Hepatitis C Direct Acting Antivirals shortly before and during 

this time period significantly increased cost and negatively impacted total PDP savings. 

When these costly new drugs entered the market, they gained market share at the 

expense of older, lower cost products in their respective class. As a result, market shift 

savings over the period was negative. Appendix 9 lists the program’s cost avoidance by 

county. 

Market Shift Cost Avoidance is the difference between what was actually paid and what 

would have been paid without a Prescription Drug Plan (PDP). This will be negative if 

the net cost of the preferred agents (not including supplemental rebates) is higher than 

the net cost of the non-preferred agents. When costly new drugs enter the market, they 

may pick up market share at the expense of lower cost products. To that point, a 

negative market shift is not necessarily reflective of a poor PDL performance, because 

without the PDL the negative shift in market share towards the high-cost products would 

have been higher. 
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Outcomes and Cost Savings – Clinical Drug Review Program (CDRP) 

In SFY 16/17, a total of 9,696 requests were approved for PA of drugs under the CDRP 

as follows: 

• Anabolic Steroids: 569 

• CNS Stimulants: 18 or Older: 6,158 

• Fentanyl Mucosal Agents: 48 

• Growth Hormones: 21 or Older: 16 

• Immunomodulators: Topical: 245 

• Lidoderm®: 502 

• Phosphodiesterase type-5 (PDE-5) Inhibitors for PAH: 127 

• Regranex®: 25 

• Serostim®: 8 

• Synagis®: 496 

• Truvada®: 1,315 

• Xyrem®: 5 

• Oxazolidinone Antibiotics®: 182 

 

All CDRP requests were authorized using the criteria in current statute, which allows a 

denial only based on substantial evidence of fraud and abuse. It is difficult to obtain 

evidence or documentation during a phone call that would serve to support such a 

denial. However, if statute allowed denial based on medical necessity, 3 percent of 

requests would have been denied. This suggests that although the program has a 

strong sentinel effect, helping to ensure appropriate prescribing practices and protect 

patient safety, opportunities exist to enhance the program further. 
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VI. Conclusion 
 

The tenth full fiscal year of operation of the PDP, and CDRP, proceeded smoothly. 

Results continue to show that the PDP and CDRP programs are effective in assuring 

access to high quality, cost effective medications and have resulted in significant 

program savings, while promoting access to medically necessary drugs for Medicaid 

members. 

In SFY 16/17, the DURB re-reviewed 20 classes of drugs in the PDP to include drugs 

recently approved by the FDA and newly available clinical and financial information. 

Five new drug classes were reviewed for inclusion on the PDP. By the end of SFY 

16/17 there were a total of 109 drug classes subject to the PDP. No new drugs were 

recommended for inclusion into the CDRP by the DUR Board in SFY 16/17. 

Technological advancements including audiocasts of DURB meetings and email 

notification to interested parties regarding PDL changes, have ensured the transparency 

of the PDP and CDRP process. 

Providers continue to receive notification of PDL revisions through email distribution 

lists, website postings and Medicaid Update article publications. 

Since October 2011, members in mainstream Medicaid managed care plans receive 

their pharmacy benefit through their plans. This change explains the variance in rebates 

from this year compared to years prior to October 2011. The Medicaid FFS PDP 

continues to provide value to members that remain in FFS through the use of a 

preferred drug list which promotes clinically appropriate drug utilization, while also 

reducing costs. 

The Pharmacy Prior Authorization programs continue to be monitored closely by DOH 

staff. An annual review of the NMPI and SDC supplemental invoice process by an 

independent consultant, is conducted to ensure appropriate protocol and accounting is 

maintained. Complaints are tracked to ensure appropriate resolution, and feedback from 

complaints is evaluated for potential enhancements to the process. 
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1 – Legislation: Article 2A of Chapter 58 of the Laws of 2005 

ARTICLE 2-A 

                             PRESCRIPTION DRUGS 

  Section 270.   Definitions. 

          272.   Preferred drug program. 

          273.   Preferred drug program prior authorization. 

          274.   Clinical drug review program. 

          275.   Applicability of prior authorization to EPIC. 

          276.   Education and outreach. 

          277.   Review and reports. 

          280.   Prescription drug discount program. 

 

§   270.  Definitions.  As  used  in  this  article, unless the context 

  clearly requires otherwise: 

    1.  "Administrator"  means  an  entity  with  which  the  commissioner 

  contracts  for  the  purpose  of administering elements of the preferred 

  drug program, as established under section two  hundred  seventy-two  of 

  this  article  or  the  clinical  drug  review program established under 

  section two hundred seventy-four of this article. 

    2. "Board" shall mean the drug utilization review board. 

    3. "Clinical drug review  program"  means  the  clinical  drug  review 

  program created by section two hundred seventy-four of this article. 

    4.  "Emergency  condition"  means a medical or behavioral condition as 

  determined by the prescriber or  pharmacists,  the  onset  of  which  is 

  sudden,  that  manifests  itself  by  symptoms  of  sufficient severity, 

  including severe pain,  and  for  which  delay  in  beginning  treatment 

  prescribed by the patient's health care practitioner would result in: 

    (a)  placing  the  health  or safety of the person afflicted with such 

  condition or other person or persons in serious jeopardy; 

    (b) serious impairment to such person's bodily functions; 

    (c) serious dysfunction of any bodily organ or part of such person; 

    (d) serious disfigurement of such person; or 

    (e) severe discomfort. 

    5. "Non preferred drug" means a prescription drug that is included  in 

  the  preferred drug program and is not one of the drugs on the preferred 

  drug list because it is either: (a)  in  a  therapeutic  class  that  is 

  included  in  the  preferred drug program and is not one of the drugs on 

  the preferred  drug  list  in  that  class  or  (b)  manufactured  by  a 

  pharmaceutical manufacturer with whom the commissioner is negotiating or 

  has  negotiated  a  manufacturer  agreement  and is not a preferred drug 

  under a manufacturer agreement. 

    6. "Panel" means the elderly pharmaceutical insurance  coverage  panel 

  established pursuant to section two hundred forty-four of the elder law. 

    7.  "Preferred drug" means a prescription drug that is either (a) in a 

  therapeutic class that is included in the preferred drug program and  is 

  one  of  the  drugs  on  the  preferred drug list in that class or (b) a 

  preferred drug under a manufacturer agreement. 

    8.  "Preferred  drug  program"  means  the  preferred   drug   program 

  established under section two hundred seventy-two of this article. 

    9.  "Prescription  drug" or "drug" means a drug defined in subdivision 

  seven of section sixty-eight hundred two of the education law, for which 

  a prescription is required under the federal  food,  drug  and  cosmetic 

  act.  Any  drug that does not require a prescription under such act, but 

  which would otherwise meet the criteria under this article for inclusion 

  on the preferred drug list may be added to the preferred drug list under 

  this article;  and,  if  so  included,  shall  be  considered  to  be  a 

  prescription  drug  for purposes of this article; provided that it shall 

  be eligible for reimbursement under a  state  public  health  plan  when 
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  ordered  by  a prescriber authorized to prescribe under the state public 

  health plan and the prescription is subject to the applicable provisions 

  of this article and paragraph (a) of subdivision four of  section  three 

  hundred sixty-five-a of the social services law. 

    10.  "Prior authorization" means a process requiring the prescriber or 

  the dispenser to verify with the applicable state public health plan  or 

  its  authorized  agent that the drug is appropriate for the needs of the 

  specific patient. 

    11. "State public health plan" means the  medical  assistance  program 

  established  by  title eleven of article five of the social services law 

  (referred to in this article as "Medicaid"), the elderly  pharmaceutical 

  insurance  coverage program established by title three of article two of 

  the elder law (referred to in this article as "EPIC"),  and  the  family 

  health  plus  program established by section three hundred sixty-nine-ee 

  of the social services law to the extent that section provides that  the 

  program shall be subject to this article. 

    12.   "Supplemental   rebate"   means   a  supplemental  rebate  under 

  subdivision eleven of section two hundred seventy-two of this article. 

    13. "Therapeutic class" means  a  group  of  prescription  drugs  that 

  produce  a particular intended clinical outcome and are grouped together 

  as a therapeutic class by the pharmacy and therapeutics committee. 

    14.  "Manufacturer  agreement"  means   an   agreement   between   the 

  commissioner  and  a  pharmaceutical manufacturer under paragraph (b) of 

  subdivision eleven of section two hundred seventy-two of this article. 

§  272.  Preferred  drug  program.  1.  There  is hereby established a 

  preferred  drug  program  to  promote  access  to  the  most   effective 

  prescription  drugs  while  reducing  the cost of prescription drugs for 

  persons in state public health plans. 

    2. When a prescriber prescribes a  non-preferred  drug,  state  public 

  health  plan reimbursement shall be denied unless prior authorization is 

  obtained, unless no prior authorization is required under this article. 

    3. The commissioner shall  establish  performance  standards  for  the 

  program  that,  at a minimum, ensure that the preferred drug program and 

  the clinical drug review program provide  sufficient  technical  support 

  and timely responses to consumers, prescribers and pharmacists. 

    4.  Notwithstanding  any  other  provision  of law to the contrary, no 

  preferred  drug  program  or   prior   authorization   requirement   for 

  prescription  drugs,  except as created by this article, paragraph (a-1) 

  or (a-2) of subdivision four of section three  hundred  sixty-five-a  of 

  the  social  services  law,  paragraph (g) of subdivision two of section 

  three hundred sixty-five-a of the social services law,  subdivision  one 

  of section two hundred forty-one of the elder law and shall apply to the 

  state public health plans. 

    5.   The  drug  utilization  review  board  shall  consider  and  make 

  recommendations to the commissioner for the adoption of a preferred drug 

  program. (a) In developing the preferred drug program, the board  shall, 

  without  limitation:  (i)  identify  therapeutic  classes or drugs to be 

  included in the preferred drug program; (ii) identify preferred drugs in 

  each of the chosen therapeutic  classes;  (iii)  evaluate  the  clinical 

  effectiveness  and  safety of drugs considering the latest peer-reviewed 

  research and may consider studies submitted to the federal food and drug 

  administration  in  connection  with  its  drug  approval  system;  (iv) 

  consider  the  potential impact on patient care and the potential fiscal 

  impact that may result from making such a therapeutic class  subject  to 

  prior  authorization;  and  (v)  consider  the  potential  impact of the 

  preferred drug program on the health  of  special  populations  such  as 

  children,  the  elderly,  the chronically ill, persons with HIV/AIDS and 

  persons with mental health conditions. 

(b) In developing the preferred drug program, the board  may  consider 
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  preferred drug programs or evidence based research operated or conducted 

  by   or   for  other  state  governments,  the  federal  government,  or 

  multi-state coalitions. Notwithstanding any  inconsistent  provision  of 

  section one hundred twelve or article eleven of the state finance law or 

  section  one  hundred  forty-two  of the economic development law or any 

  other law, the department may enter into contractual agreements with the 

  Oregon Health and Science University Drug Effectiveness  Review  Project 

  to  provide  technical  and  clinical  support  to  the  board  and  the 

  department in researching and recommending drugs to  be  placed  on  the 

  preferred drug list. 

    (c)  The  board shall from time to time review all therapeutic classes 

  included in the preferred drug  program,  and  may  recommend  that  the 

  commissioner  add  or  delete  drugs  or classes of drugs to or from the 

  preferred drug program, subject to this subdivision. 

    (d)  The  board  shall  establish  procedures   to   promptly   review 

  prescription   drugs  newly  approved  by  the  federal  food  and  drug 

  administration. 

    6. The board shall recommend a procedure and criteria for the approval 

  of non-preferred drugs as part of the prior  authorization  process.  In 

  developing  these criteria, the board shall include consideration of the 

  following: 

    (a) the preferred drug has been tried by the patient and has failed to 

  produce the desired health outcomes; 

    (b) the patient has tried  the  preferred  drug  and  has  experienced 

  unacceptable side effects; 

    (c)  the  patient  has  been  stabilized  on  a non-preferred drug and 

  transition to the preferred drug would be medically contraindicated; and 

    (d) other clinical indications for the use of the non-preferred  drug, 

  which  shall  include  consideration  of  the  medical  needs of special 

  populations, including  children,  the  elderly,  the  chronically  ill, 

  persons with mental health conditions, and persons affected by HIV/AIDS. 

    7.  The  commissioner  shall  provide thirty days public notice on the 

  department's website prior to  any  meeting  of  the  board  to  develop 

  recommendations  concerning  the  preferred  drug  program.  Such notice 

  regarding meetings of the board  shall  include  a  description  of  the 

  proposed therapeutic class to be reviewed, a listing of drug products in 

  the  therapeutic class, and the proposals to be considered by the board. 

  The board shall allow interested parties  a  reasonable  opportunity  to 

  make   an   oral   presentation  to  the  board  related  to  the  prior 

  authorization of the therapeutic class to be reviewed. The  board  shall 

  consider  any  information  provided by any interested party, including, 

  but not limited to, prescribers,  dispensers,  patients,  consumers  and 

  manufacturers of the drug in developing their recommendations. 

    8.  The  commissioner  shall  provide  notice  of  any recommendations 

  developed by the board regarding the preferred drug  program,  at  least 

  five  days before any final determination by the commissioner, by making 

  such information available on  the  department's  website.  Such  public 

  notice  may  include:  a  summary  of  the deliberations of the board; a 

  summary of the positions of those making public comments at meetings  of 

  the  board; the response of the board to those comments, if any; and the 

  findings and recommendations of the board. 

    9. Within ten days of a final determination  regarding  the  preferred 

  drug  program,  the  commissioner  shall  provide  public  notice on the 

  department's website of such determinations, including:  the  nature  of 

  the  determination;  and  analysis  of  the impact of the commissioner's 

  determination on state public health plan populations and providers; and 

  the projected fiscal impact to the state public health plan programs  of 

the commissioner's determination. 

    10.  The  commissioner  shall  adopt  a  preferred  drug  program  and 
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  amendments after considering the recommendations from the board and  any 

  comments  received from prescribers, dispensers, patients, consumers and 

  manufacturers of the drug. 

    (a) The preferred drug list in any therapeutic class included  in  the 

  preferred  drug  program  shall  be  developed  based  initially  on  an 

  evaluation of the clinical effectiveness, safety and  patient  outcomes, 

  followed by consideration of the cost-effectiveness of the drugs. 

    (b)  In each therapeutic class included in the preferred drug program, 

  the  board  shall  determine  whether  there  is  one  drug   which   is 

  significantly more clinically effective and safe, and that drug shall be 

  included  on  the preferred drug list without consideration of cost. If, 

  among two or more drugs  in  a  therapeutic  class,  the  difference  in 

  clinical  effectiveness  and  safety is not clinically significant, then 

  cost effectiveness (including price and supplemental rebates)  may  also 

  be  considered  in  determining which drug or drugs shall be included on 

  the preferred drug list. 

    (c) In  addition  to  drugs  selected  under  paragraph  (b)  of  this 

  subdivision,  any prescription drug in the therapeutic class, whose cost 

  to the state public health plans (including net price  and  supplemental 

  rebates)  is  equal  to  or  less  than  the cost of another drug in the 

  therapeutic class that is on the preferred drug list under paragraph (b) 

  of this subdivision, may be selected to be on the preferred  drug  list, 

  based on clinical effectiveness, safety and cost-effectiveness. 

    (d) Notwithstanding any provision of this section to the contrary, the 

  commissioner  may  designate  therapeutic  classes  of  drugs, including 

  classes with only one drug, as all preferred prior to  any  review  that 

  may be conducted by the board pursuant to this section. 

    11.   (a)   The   commissioner   shall   provide  an  opportunity  for 

  pharmaceutical manufacturers to  provide  supplemental  rebates  to  the 

  state  public  health  plans  for drugs within a therapeutic class; such 

  supplemental rebates shall be taken into consideration by the board  and 

  the commissioner in determining the cost-effectiveness of drugs within a 

  therapeutic class under the state public health plans. 

    (b)  The  commissioner  may designate a pharmaceutical manufacturer as 

  one with whom the  commissioner  is  negotiating  or  has  negotiated  a 

  manufacturer  agreement, and all of the drugs it manufactures or markets 

  shall be included in the preferred drug program.  The  commissioner  may 

  negotiate  directly  with  a  pharmaceutical  manufacturer  for  rebates 

  relating to any or all of  the  drugs  it  manufactures  or  markets.  A 

  manufacturer   agreement  shall  designate  any  or  all  of  the  drugs 

  manufactured or marketed by the  pharmaceutical  manufacturer  as  being 

  preferred or non preferred drugs. When a pharmaceutical manufacturer has 

  been  designated  by  the  commissioner  under  this  paragraph  but the 

  commissioner  has  not  reached  a  manufacturer  agreement   with   the 

  pharmaceutical manufacturer, then the commissioner may designate some or 

  all  of  the  drugs  manufactured  or  marketed  by  the  pharmaceutical 

  manufacturer as  non  preferred  drugs.  However,  notwithstanding  this 

  paragraph,  any  drug  that is selected to be on the preferred drug list 

  under paragraph (b) of subdivision ten of this section on  grounds  that 

  it is significantly more clinically effective and safer than other drugs 

  in its therapeutic class shall be a preferred drug. 

    (c)  Supplemental  rebates under this subdivision shall be in addition 

  to those required by applicable federal law  and  subdivision  seven  of 

  section three hundred sixty-seven-a of the social services law. In order 

  to  be  considered  in  connection with the preferred drug program, such 

  supplemental rebates shall apply to the drug  products  dispensed  under 

  the  Medicaid  program  and  the  EPIC  program.  The  commissioner  is 

  prohibited from approving alternative rebate demonstrations, value added 

  programs  or  guaranteed  savings  from  other  program  benefits  as  a 
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  substitution for supplemental rebates. 

    13.  The  commissioner may implement all or a portion of the preferred 

  drug program through contracts with  administrators  with  expertise  in 

  management of pharmacy services, subject to applicable laws. 

    14.  For  a  period  of  eighteen  months, commencing with the date of 

  enactment of this article, and without  regard  to  the  preferred  drug 

  program  or  the  clinical  drug  review  program  requirements  of this 

  article, the commissioner is authorized to  implement,  or  continue,  a 

  prior  authorization  requirement  for a drug which may not be dispensed 

  without a prescription as required by section sixty-eight hundred ten of 

  the education law, for which there is a non-prescription version  within 

  the same drug class, or for which there is a comparable non-prescription 

  version of the same drug. Any such prior authorization requirement shall 

  be  implemented in a manner that is consistent with the process employed 

  by the commissioner for such authorizations as of one day prior  to  the 

  date  of  enactment  of  this article. At the conclusion of the eighteen 

  month period, any such drug or  drug  class  shall  be  subject  to  the 

  preferred  drug program requirements of this article; provided, however, 

  that the commissioner is authorized to immediately subject any such drug 

  to prior authorization without regard to the provisions of  subdivisions 

  five through eleven of this section. 

 

§   273. Preferred drug program prior authorization. 1. For the purposes 

  of  this  article,  a prescription drug shall be considered to be not on 

  the preferred drug list if it is a non preferred drug. 

    2. The preferred drug program shall make available a twenty-four  hour 

  per  day,  seven  days  per  week  telephone call center that includes a 

  toll-free telephone line and dedicated  facsimile  line  to  respond  to 

  requests   for  prior  authorization.  The  call  center  shall  include 

  qualified health care professionals who shall be  available  to  consult 

  with  prescribers  concerning  prescription  drugs  that  are not on the 

  preferred drug list. A  prescriber  seeking  prior  authorization  shall 

  consult  with  the  program  call  line to reasonably present his or her 

  justification for the prescription  and  give  the  program's  qualified 

  health care professional a reasonable opportunity to respond. 

    3. (a) When a patient's health care provider prescribes a prescription 

  drug  that  is  not  on  the  preferred  drug list, the prescriber shall 

  consult with the program to  confirm  that  in  his  or  her  reasonable 

  professional  judgment,  the  patient's clinical condition is consistent 

  with the criteria for approval of the non-preferred drug. Such  criteria 

  shall include: 

    (i) the preferred drug has been tried by the patient and has failed to 

  produce the desired health outcomes; 

    (ii)  the  patient  has  tried  the preferred drug and has experienced 

  unacceptable side effects; 

    (iii) the patient has been stabilized  on  a  non-preferred  drug  and 

  transition to the preferred drug would be medically contraindicated; or 

    (iv)  other  clinical  indications identified by the committee for the 

  patient's  use  of  the  non-preferred   drug,   which   shall   include 

  consideration  of  the  medical  needs of special populations, including 

  children,  elderly,  chronically  ill,  persons   with   mental   health 

  conditions, and persons affected by HIV/AIDS. 

    (b)  In  the  event  that  the  patient  does not meet the criteria in 

  paragraph (a) of this subdivision, the prescriber may provide additional 

  information to the program to justify the use  of  a  prescription  drug 

  that  is  not  on  the  preferred drug list. The program shall provide a 

  reasonable opportunity for a prescriber to reasonably present his or her 

  justification of prior authorization. If, after  consultation  with  the 

  program, the prescriber, in his or her reasonable professional judgment, 
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  determines  that  the  use  of  a  prescription  drug that is not on the 

  preferred drug list is warranted, the prescriber's  determination  shall 

  be final. 

    (c)  If a prescriber meets the requirements of paragraph (a) or (b) of 

  this subdivision, the prescriber shall be  granted  prior  authorization 

  under this section. 

    (d)  In  the instance where a prior authorization determination is not 

  completed within twenty-four hours of the original  request,  solely  as 

  the  result of a failure of the program (whether by action or inaction), 

  prior authorization shall be immediately and automatically granted  with 

  no further action by the prescriber and the prescriber shall be notified 

  of  this  determination.  In  the  instance  where a prior authorization 

  determination is not completed within twenty-four hours of the  original 

  request  for  any  other  reason,  a  seventy-two  hour  supply  of  the 

  medication shall be approved by the program and the prescriber shall  be 

  notified of this determination. 

    4.  When,  in  the  judgment  of  the prescriber or the pharmacist, an 

  emergency condition exists, and the prescriber  or  pharmacist  notifies 

  the  program  that  an  emergency  condition  exists, a seventy-two hour 

  emergency supply of the drug prescribed shall be immediately  authorized 

  by the program. 

    5. In the event that a patient presents a prescription to a pharmacist 

  for  a  prescription drug that is not on the preferred drug list and for 

  which the  prescriber  has  not  obtained  a  prior  authorization,  the 

  pharmacist shall, within a prompt period based on professional judgment, 

  notify  the  prescriber.  The  prescriber  shall, within a prompt period 

  based on professional judgment, either seek prior authorization or shall 

  contact the  pharmacist  and  amend  or  cancel  the  prescription.  The 

  pharmacist shall, within a prompt period based on professional judgment, 

  notify  the patient when prior authorization has been obtained or denied 

  or when the prescription has been amended or cancelled. 

    6. Once prior authorization of a prescription for a drug that  is  not 

  on the preferred drug list is obtained, prior authorization shall not be 

  required for any refill of the prescription. 

    7.  No  prior  authorization under the preferred drug program shall be 

  required when a prescriber prescribes a drug on the preferred drug list; 

  provided, however, that the commissioner may identify such  a  drug  for 

  which  prior authorization is required pursuant to the provisions of the 

  clinical drug review  program  established  under  section  two  hundred 

  seventy-four of this article. 

    8.  The  department  shall monitor the prior authorization process for 

  prescribing patterns which are suspected of endangering the  health  and 

  safety  of  the  patient  or  which demonstrate a likelihood of fraud or 

  abuse. The department shall take any and all actions otherwise permitted 

  by law to investigate such prescribing patterns, to take remedial action 

  and to enforce applicable federal and state laws. 

    9. No prior authorization under the preferred drug  program  shall  be 

  required  for any prescription under EPIC until the panel has made prior 

  authorization applicable to EPIC under section two hundred  seventy-five 

  of this article. 

    10.  Prior  authorization  shall  not  be  required  for an initial or 

  renewal prescription for  buprenorphine  or  injectable  naltrexone  for 

  detoxification  or  maintenance treatment of opioid addiction unless the 

  prescription is for a non-preferred or non-formulary form of  such  drug 

  as otherwise required by section 1927(k)(6) of the Social Security Act. 

 

§   274.  Clinical drug review program. 1. In addition to the preferred 

  drug program established by this article, the commissioner may establish 

  a clinical drug review program. The commissioner may, from time to time, 
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  require prior authorization under such program for prescription drugs or 

  patterns  of  utilization  under  state  public  health  plans.  When  a 

  prescriber  prescribes  a  drug which requires prior authorization under 

  this section, state public health plan  reimbursement  shall  be  denied 

  unless such prior authorization is obtained. 

    2. The clinical drug review program shall make available a twenty-four 

  hour per day, seven days per week response system. 

    3.  In establishing a prior authorization requirement for a drug under 

  the clinical drug review program, the commissioner  shall  consider  the 

  following: 

    (a)  whether  the drug requires monitoring of prescribing protocols to 

  protect both the long-term efficacy of the drug and the public health; 

    (b) the potential for, or a history of, overuse, abuse, drug diversion 

  or illegal utilization; and 

    (c) the potential for, or a history of, utilization inconsistent  with 

  approved  indications. Where the commissioner finds that a drug meets at 

  least one of these criteria, in determining whether  to  make  the  drug 

  subject  to  prior authorization under the clinical drug review program, 

  the commissioner shall consider whether similarly effective alternatives 

  are available for  the  same  disease  state  and  the  effect  of  that 

  availability or lack of availability. 

    4.  The  commissioner  shall  obtain  an evaluation of the factors set 

  forth in subdivision three of this section and a  recommendation  as  to 

  the  establishment of a prior authorization requirement for a drug under 

  the clinical drug review program from the drug utilization review board. 

  For this purpose, the commissioner and the board, as  applicable,  shall 

  comply  with  the  following meeting and notice processes established by 

  this article: 

    (a) the open meetings law and freedom of information law provisions of 

  subdivision six of section two hundred seventy-one of this article; and 

    (b) the public notice and interested party provisions of  subdivisions 

  seven,  eight  and  nine  of  section  two  hundred  seventy-two of this 

  article. 

    5. The board shall recommend a procedure and criteria for the approval 

  of drugs subject to prior authorization under the clinical  drug  review 

  program.  Such  criteria  shall  include  the specific approved clinical 

  indications for use of the drug. 

    6.  The  commissioner  shall  identify  a   drug   for   which   prior 

  authorization  is  required,  as well as the procedures and criteria for 

  approval of use of the drug, under  the  clinical  drug  review  program 

  after  considering  the  recommendations from the board and any comments 

  received from prescribers, dispensers, consumers  and  manufacturers  of 

  the  drug.  In  no  event  shall  the  prior  authorization criteria for 

  approval pursuant to this subdivision result  in  denial  of  the  prior 

  authorization  request based on the relative cost of the drug subject to 

  prior authorization. 

    7. In the event that the  patient  does  not  meet  the  criteria  for 

  approval  established  by  the  commissioner  in subdivision six of this 

  section, the clinical drug review program  shall  provide  a  reasonable 

  opportunity   for   a  prescriber  to  reasonably  present  his  or  her 

  justification for prior authorization. If, after consultation  with  the 

  program, the prescriber, in his or her reasonable professional judgment, 

  determines  that  the  use  of  the  prescription drug is warranted, the 

  prescriber's determination shall be final and prior authorization  shall 

  be   granted   under   this   section;  provided,  however,  that  prior 

  authorization  may  be  denied  in  cases  where  the   department   has 

  substantial  evidence that the prescriber or patient is engaged in fraud 

  or abuse relating to the drug. 

    8. In the event that a patient presents a prescription to a pharmacist 



Appendix 1 

NYS Medicaid PDP Annual Report 25 
 

  for  a  prescription  drug  that requires prior authorization under this 

  section and for which prior authorization has  not  been  obtained,  the 

  pharmacist shall, within a prompt period based on professional judgment, 

  notify  the  prescriber.  The  prescriber  shall, within a prompt period 

  based on professional judgment, either seek prior authorization or shall 

  contact the  pharmacist  and  amend  or  cancel  the  prescription.  The 

  pharmacist shall, within a prompt period based on professional judgment, 

  notify  the patient when prior authorization has been obtained or denied 

  or when the prescription has been amended or cancelled. 

    9. In the instance where a prior authorization  determination  is  not 

  completed within twenty-four hours of the original request solely as the 

  result  of  a  failure  of  the program (whether by action or inaction), 

  prior authorization  shall  be  immediately  and  automatically  granted 

  without  further  action  by  the prescriber and the prescriber shall be 

  notified  of  this  determination.  In  the  instance  where   a   prior 

  authorization determination is not completed within twenty-four hours of 

  the  original request for any other reason, a seventy-two hour supply of 

  the medication will be approved by the program and the prescriber  shall 

  be notified of the determination. 

    10.  When,  in  the  judgment  of the prescriber or the pharmacist, an 

  emergency condition exists, and the prescriber  or  pharmacist  notifies 

  the  program  to  confirm  that  such  an  emergency condition exists, a 

  seventy-two hour emergency  supply  of  the  drug  prescribed  shall  be 

  immediately authorized by the program. 

    11.  The department or the panel shall monitor the prior authorization 

  process for prescribing patterns which are suspected of endangering  the 

  health  and  safety  of the patient or which demonstrate a likelihood of 

  fraud or abuse. The department or the  panel  shall  take  any  and  all 

  actions  otherwise  permitted  by  law  to  investigate such prescribing 

  patterns, to take remedial action and to enforce applicable federal  and 

  state laws. 

    12.  The  commissioner  may implement all or a portion of the clinical 

  drug review program through contracts with administrators with expertise 

  in management of pharmacy services, subject to applicable laws. 

    13. No prior authorization under  the  clinical  drug  review  program 

  shall be required for any prescription under EPIC until the commissioner 

  has  made  prior  authorization  applicable  to  EPIC  under section two 

  hundred seventy-five of this article. 

    14. For the period of eighteen months, commencing  with  the  date  of 

  enactment  of  this  article, the commissioner is authorized to continue 

  prior authorization requirements for prescription drugs subject to prior 

  authorization as of one day prior to the enactment of this  article  and 

  which  are  not described in subdivision fourteen of section two hundred 

  seventy-two of this article. At the conclusion  of  the  eighteen  month 

  period,  any  such  drug  shall  be  subject to the clinical drug review 

  program requirements  of  this  section;  provided,  however,  that  the 

  commissioner is authorized to immediately subject any such drug to prior 

  authorization  without  regard  to  the provisions of subdivisions three 

  through six of this section. 

 
§   275. Applicability of prior authorization to EPIC. The panel shall, 

  no later than April first, two thousand eight,  proceed  to  make  prior 

  authorization  under  the preferred drug program and the clinical review 

  drug program, under this  article,  applicable  to  prescriptions  under 

  EPIC.  The  panel  shall  take  necessary  actions  consistent with this 

  article to apply prior authorization under this article  to  EPIC.  Upon 

  determining  that  the  necessary  steps  have been taken to apply prior 

  authorization  under  this  article  to  EPIC,  the  panel  shall,  with 

  reasonable prior public notice, make prescriptions under EPIC subject to 
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  prior  authorization  under  this  article  as  of  a specified date. If 

  necessary, the panel may provide that such applicability take effect  on 

  separate  dates  for  the  preferred  drug program and the clinical drug 

  review program. 

§  276. Education and outreach. The department or the panel may conduct 

  education  and outreach programs for consumers and health care providers 

  relating to the safe, therapeutic and cost-effective use of prescription 

  drugs and appropriate treatment practices  for  containing  prescription 

  drug  costs. The department or the panel shall provide information as to 

  how prescribers, pharmacists, patients and other interested parties  can 

  obtain  information regarding drugs included on the preferred drug list, 

  whether any change has been made to the preferred drug list since it was 

  last issued, and  the  process  by  which  prior  authorization  may  be 

  obtained. 

§  277.  Review and reports. 1. The commissioner, in consultation with 

  the drug utilization review board, shall undertake periodic reviews,  at 

  least  annually,  of  the  preferred  drug  program  which shall include 

  consideration of: 

    (a) the volume of prior authorizations being handled,  including  data 

  on  the  number  and characteristics of prior authorization requests for 

  particular prescription drugs; 

    (b) the quality of the program's responsiveness, including the quality 

  of the administrator's responsiveness; 

    (c) complaints received from patients and providers; 

    (d) the savings attributable to the state, and to each county and  the 

  city of New York, due to the provisions of this article; 

    (e)  the  aggregate  amount  of  supplemental  rebates received in the 

  previous fiscal year and in the current fiscal year, to date;  and  such 

  amounts are to be broken out by fiscal year and by month; 

    (f)  the  education  and  outreach  program established by section two 

  hundred seventy-six of this article. 

    2. The commissioner and the board shall, beginning March thirty-first, 

  two thousand six  and  annually  thereafter,  submit  a  report  to  the 

  governor  and  the  legislature  concerning each of the items subject to 

  periodic review under subdivision one of this section. 

    3.  The  commissioner  and  the  board  shall,  beginning   with   the 

  commencement  of  the  preferred  drug  program  and monthly thereafter, 

  submit a report to the  governor  and  the  legislature  concerning  the 

  amount of supplemental rebates received. 
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2 – Drug Utilization Review Board Membership 
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3 – Drug Classes in the Preferred Drug Program (as of March 
2017) 

The following table lists drug classes that were reviewed at the DURB during SFY 16/17.  Also 

included is the review date, the date the PDL was publicly posted, and the date some drugs within the 

class required PA.  

DURB Meeting Drug Class Posting Date Date PA Required 

April 27, 2016 ACNE AGENTS – PRESCRIPTION, 
TOPICAL 

May 19, 2016 June 30, 2016 

April 27, 2016 ANTIBIOTICS: TOPICAL May 19, 2016 June 30, 2016 

April 27, 2016 ANTICHOLINERGICS: RESPIRATORY May 19, 2016 June 30, 2016 

September 15, 2016 ANTICONVULSANTS SECOND 
GENERATION 

October 24, 2016 November 17, 2016 

April 27, 2016 ANTIHISTAMINES: LOW SEDATING May 19, 2016 June 30, 2016 

April 27, 2016 ANTIPSYCHOTICS: SECOND GENERATION May 19, 2016 June 30, 2016 

April 27, 2016 ANTIPSYCHOTICS, INJECTABLE May 19, 2016 June 30, 2016 

September 15, 2016 ARB COMBINATIONS October 24, 2016  November 17, 2016 

April 27, 2016 BETA AGONISTS: LONG-ACTING May 19, 2016 June 30, 2016 

April 27, 2016 CNS STIMULANTS May 19, 2016 June 30, 2016 

April 27, 2016 Direct Acting Antivirals – Hepatitis C  May 19, 2016 June 30, 2016 

September 15, 2016 Direct Acting Antivirals – Hepatitis C October 24, 2016  November 17, 2016 

September 15, 2016 IMMUNOMODULATORS: SYSTEMIC October 24, 2016  November 17, 2016 

April 27, 2016 INSULINS: LONG ACTING May 19, 2016 June 30, 2016 

September 15, 2016 MULTIPLE SCLEROSIS AGENTS October 24, 2016  November 17, 2016 

April 27, 2016 NSAIDS: PRESCRIPTION May 19, 2016 June 30, 2016 

April 27, 2016 OPIATES: LONG ACTING May 19, 2016 June 30, 2016 

April 27, 2016 OPIOID ANTAGONISTS May 19, 2016 June 30, 2016 

September 15, 2016 ORAL AGENTS FOR PULMONARY 
ARTERIAL HYPERTENSION (PAH) 
AGENTS 

October 24, 2016  November 17, 2016 

April 27, 2016 QUINOLONES: OTIC May 19, 2016 June 30, 2016 

April 27, 2016 SELECTIVE SEROTONIN REUPTAKE 
INHIBITORS 

May 19, 2016 June 30, 2016 

September 15, 2016 TRIPTANS October 24, 2016  November 17, 2016 
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4 – Preferred and Non-Preferred Drug List (as of March 2017) 

 

 



Appendix 4 

NYS Medicaid PDP Annual Report 30 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 31 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 32 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 33 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 34 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 35 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 36 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 37 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 38 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 39 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 40 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 41 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 42 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 43 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 44 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 45 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 46 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 47 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 48 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 49 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 50 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 51 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 52 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 53 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 54 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 55 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 56 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 57 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 58 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 59 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 60 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 61 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 62 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 63 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 64 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 65 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 66 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 67 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 68 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 69 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 70 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 71 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 72 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 73 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 74 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 75 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 76 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 77 
 

 



Appendix 4 

NYS Medicaid PDP Annual Report 78 
 

 



Appendix 5 

NYS Medicaid PDP Annual Report 79 
 

5 – Preferred Supply List (as of March 2017) 
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6 – Preferred Drug Program Website Information 

 

• Information about the NY Medicaid Pharmacy Prior Authorization Programs can be 

accessed on the Internet at: https://newyork.fhsc.com/ or 

http://www.health.state.ny.us 

• The complete PDL can be accessed at: 

https://newyork.fhsc.com/downloads/providers/NYRx_PDP_PDL.pdf  

 

https://newyork.fhsc.com/
http://www.health.state.ny.us/
https://newyork.fhsc.com/downloads/providers/NYRx_PDP_PDL.pdf
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7 – CDRP and Other Prior Authorizations by Type 

 

 

**This chart represents Approved PAs for the following: drugs/drug classes subject to step therapy, FQD 
(Frequency, Quantity and Duration Limits), PDP classes subject to CDRP and CDRP. 

 Total PAs = 47,050  
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8 – PDP Prior Authorizations by Class 

 
 Total PDP PAs = 99,777  
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Of the PAs issued in SFY 16/17, the following PDP drug classes are listed by the number of PAs requested: 
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9 – PDP and Diabetic Supply Cost Avoidance by County 

County PDP 
Diabetic 
Supplies 

Total % Total 

Albany $297,799 $56,234 $354,033 -1.11% 

Allegany $55,879 $15,764 $71,643 -0.22% 

Broome $230,694 $33,372 $264,066 -0.83% 

Cattaraugus $102,059 $9,772 $111,830 -0.35% 

Cayuga $97,808 $12,906 $110,714 -0.35% 

Chautauqua $149,138 $18,437 $167,576 -0.52% 

Chemung $153,366 $28,854 $182,220 -0.57% 

Chenango $72,890 $22,586 $95,476 -0.30% 

Clinton $142,351 $32,634 $174,985 -0.55% 

Columbia $78,605 $9,680 $88,284 -0.28% 

Cortland $53,366 $4,794 $58,160 -0.18% 

Delaware $126,804 $32,542 $159,346 -0.50% 

Dutchess $274,134 $42,037 $316,171 -0.99% 

Erie $847,766 $248,259 $1,096,025 -3.43% 

Essex $49,608 $9,587 $59,196 -0.19% 

Franklin $128,487 $18,253 $146,740 -0.46% 

Fulton $88,617 $8,850 $97,467 -0.31% 

Genesee $65,069 $7,375 $72,444 -0.23% 

Greene $40,434 $5,716 $46,149 -0.14% 

Hamilton $3,343 $277 $3,619 -0.01% 

Herkimer $77,759 $26,181 $103,940 -0.33% 

Jefferson $181,446 $21,019 $202,465 -0.63% 

Lewis $34,335 $3,964 $38,299 -0.12% 

Livingston $56,216 $9,403 $65,619 -0.21% 

Madison $78,949 $8,389 $87,338 -0.27% 

Monroe $813,815 $204,286 $1,018,101 -3.19% 

Montgomery $59,496 $8,389 $67,885 -0.21% 

Nassau $844,338 $152,569 $996,907 -3.12% 

Niagara $199,444 $39,917 $239,360 -0.75% 

Oneida $296,727 $45,540 $342,267 -1.07% 

Onondaga $530,584 $92,924 $623,508 -1.95% 

Ontario $85,674 $4,886 $90,560 -0.28% 

Orange $332,972 $46,001 $378,973 -1.19% 

Orleans $47,550 $6,361 $53,910 -0.17% 

Oswego $111,226 $22,678 $133,904 -0.42% 

Otsego $90,621 $8,573 $99,195 -0.31% 

Putnam $37,130 $2,581 $39,711 -0.12% 

Rensselaer $149,154 $20,373 $169,527 -0.53% 

Rockland $320,556 $40,378 $360,934 -1.13% 

St. Lawrence $288,507 $46,646 $335,154 -1.05% 

Saratoga $151,080 $14,566 $165,645 -0.52% 

Schenectady $170,064 $45,725 $215,788 -0.68% 

Schoharie $28,628 $4,517 $33,146 -0.10% 

Schuyler $26,757 $2,212 $28,970 -0.09% 

Seneca $33,122 $5,255 $38,377 -0.12% 

Steuben $208,517 $32,265 $240,782 -0.75% 

Suffolk $1,113,407 $145,010 $1,258,417 -3.94% 
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County PDP 
Diabetic 
Supplies 

Total % Total 

Sullivan $120,995 $12,630 $133,625 -0.42% 

Tioga $73,062 $13,551 $86,614 -0.27% 

Tompkins $100,736 $9,864 $110,600 -0.35% 

Ulster $171,935 $21,940 $193,875 -0.61% 

Warren $100,673 $11,247 $111,920 -0.35% 

Washington $68,248 $6,084 $74,332 -0.23% 

Wayne $97,636 $17,884 $115,520 -0.36% 

Westchester $706,527 $184,927 $891,453 -2.79% 

Wyoming $66,236 $15,672 $81,908 -0.26% 

Yates $19,923 $3,595 $23,519 -0.07% 

Sub Totals $10,952,261 $1,975,930 $12,928,192 -40.49% 

       

New York City $16,508,383 $3,197,773 $19,706,156 58.64% 

       

OMH $350,876 $50,611 $401,486 1.19% 

OMR $406,950 $39,272 $446,222 1.33% 

NYS DOH $104,853 $18,714 $123,567 0.37% 

     

Grand Total $28,323,324 $5,282,300 $33,605,623  

 


