
 
 



 
  



 
  



 

  
 

Oregon FFS relies on the dispensing pharmacist to document and enter the appropriate inven�on and outcome 

codes. 

 

 
  



  
 

As long as the pharmacist enter a valid Submission Clarifica�on Code and the appropriate interven�on and 

outcome codes, the pharmacist can use whichever ones apply. Oregon FFS do not limit which ones can be 

used. 

 

 

 
  



 

  
 

Claim would deny with a message informing the pharmacy that a drug requires a prior authoriza�on. 

Prescriber submits prior authoriza�on request to vendor via phone, fax, mail, or provider web portal. Prior 

authoriza�on request is reviewed and responded to within 24 hours. 

 
 

  



 

 
[Full text reads: “Pharmacy can call the Oregon Pharmacy Call Center 7 days a week to request a 96­hour 

emergency supply for a drug that is needing a prior authoriza�on. Emergency supplies permi�ed as long as the 

drug is rebatable and covered.”] 

 





 
  



 

  
 

DURM evaluates drugs, conducts drug class reviews, and performs drug use and policy evalua�ons based on 

sound evidence­based research and processes widely accepted by the medical profession. These evidence 

summaries and drug use evalua�ons are presented to the DUR Board/P&T Commi�ee and inform the 

recommenda�ons for management of the PDL and clinical prior authoriza�on criteria. Recommenda�ons are 

aimed to encourage safe, effec�ve, and innova�ve drug policies that promote high value medica�ons for 

pa�ents served by the Oregon Health Plan (OHP). DURM also publish and distribute educa�onal informa�on to 

prescribers and pharmacists regarding the commi�ee ac�vi�es and the drug use review programs. 

 

 
  



 

  
 

Change Forms:Aripiprazole Rapid Dissolve Tabs to Oral Tabs: Faxes sent­35; Rx changed w/in six months­13; 

cumula�ve pharmacy payment reduc�on (12 months)­$9910Desvenlafaxine Salt Formula�ons: Faxes sent­301 

Rx changed w/in six months­206; cumula�ve pharmacy payment reduc�on (12 months)­$228939Expert 

Consulta�on Referral: Long Term An�psycho�c Use in Children: high­risk pa�ents iden�fied­3627; prescribers 

successfully no�fied­36; change in Rx within 90 days­2; no change w/in 90 days­34; discon�nued within 

90days­3Non­Adherence: An�psycho�cs in people w/schizophrenia: Prescribers successfully no�fied­226; 

Pa�ents with claims for the same an�psycho�c within the next 90 day­111; Pa�ents with claims for a different 

an�psycho�c within the next 90 day­9High Risk Pa�ent Profile Reviews:Bipolar profiles reviewed­96; Le�ers 

sent to providers­57Mental Health profiles reviewed­101; Le�ers sent to providers­102Opioids profiles 

reviewed­80; Le�ers sent to providers­48Polypharmacy profiles reviewed­80; Le�ers sent to providers­

41Safety Net:An�psycho�cs for children <=5 years of age: Prescribers successfully no�fied­65; Pa�ents with 

paid claims within next 60 days­61; Pa�ents with denied claims within next 60 days­66Safety Net: PA Denials 



with no subsequent PA requested or dangerous drug combina�ons:Combina�on Opioid­Seda�ve: Prescribers 

successfully no�fied­247; Pa�ents with discon�nua�on of therapy within next 90 days­89; Pa�ents with new 

prescrip�on for naloxone within next 90 days­7;Oncology Denials: Prescribers successfully no�fied­6; Pa�ents 

with claims for the same drug within the next 90 days­45 Pa�ents with claims for any oncology agent within 

the next 90 days­5TCAs in Children: Total pa�ents iden�fied­40; Prescribers successfully no�fied­22; Pa�ents 

with claims for a TCA w/in the next 90 days­9; Pa�ents with claims for an alternate drug (SSRI, migraine 

preven�on, or diabe�c neuropathy) w/in the next 90 days­2 

 
  



 

  
DUR Board mee�ngs held: 6Addi�ons/dele�ons to DUR Board approved criteria:Added new FDA­approved 

an�neoplas�c agents to Table 1 in the Oncology Agents PA criteria.Updated Table 1 in the Orphan Drugs PA 

criteria to support medically appropriate use new orphan drugs or expanded indica�ons based on FDA­

approved labeling.Re�red the Pegylated Interferons and Ribavirins PA criteriaImplemented PA criteria for 

nonpreferred pharmacy claims for immunoglobulin (Ig) to support off label use of Ig for evidence supported 

diagnosesUpdated the PA criteria for Injectable Mul�ple Sclerosis (MS) Drugs to add an assessment for the JC 

virus �ter for ocrelizumab in Table 2, to remove the required step therapy in the Natalizumab PA criteria and 

apply to ublituximabUpdated the Testosterone PA criteria to clarify medically appropriate useImplemented the 

Budesonide Oral Suspension PA criteriaUpdated the Duchenne Muscular Dystrophy PA criteria to incorporate 

the expanded indica�ons for delandistrogene moxeparvovec and givinostatImplement the Potassium 

Compe��ve Acid Blockers PA for vonoprazan monotherapy and remove reference to Priori�zed List from the 

Proton Pump Inhibitor (PPI) PA criteriaMoved inebilizumab­cdon, ravulizumab­cwvz, satralizumab­mwge, 

eculizumab, eculizumab­aeeb, eculizumab­aagh, pegcetacoplan, and crovalimab­akkz to the Orphan Drug 

Class; removed their PDL designa�on; re�red their drug specific PA criteria and apply the Orphan Drugs 

policyImplemented PA for donanemabUpdated the Alzheimer's Disease Monoclonal An�bodies PA 

criteriaImplemented PA criteria for Winrevair (sotatercept_csrk) to support use as add_ on treatment in 

PAHImplemented PA for preferred PDE_5 inhibitors to prevent coverage for treatment of erec�le dysfunc�on 

in men and auto approve prescrip�ons for any of the following: diagnosis of PAH; prior claims for other PAH 

drug classes; iden�fied female gender; or prescrip�ons wri�en by a pulmonologistUpdated Oral Roflumilast PA 

criteria_Updated the Targeted Immune Modulators for Severe Asthma and Atopic Derma��s PA criteria to 



include dupilumab use in adults with inadequately controlled COPD on triple inhaler therapyImplemented the 

Ensifentrine PA criteria to ensure guideline­directed therapy prior to adding ensifentrine to a therapeu�c 

regimenImplemented auto PA to allow con�nua�on of Urea Cycle Disorders therapy for the non_preferred 

agentsRevised the Bone Metabolism Agents PA criteria to align with recently published guidelines and FDA 

safety alertsRe�red Platelet Inhibitors PA criteria and default to general Preferred Drug List (PDL) _ Non­

Preferred Drugs in Select PDL Classes PA criteriaUpdated the SGLT­2 Inhibitor PA criteria to include evidence of 

benefit for empagliflozin in pa�ents with chronic kidney disease without diabetesUpdated the Rifaximin & 

Rifamycin PA criteria with the expanded indica�on for rifaximin in the management of IBS with diarrhea, and 

auto PA rifamycin when prescribed with lactulose_Added a pathway to coverage for adults with IBS_C or IBS_D 

to the Drugs for Cons�pa�on PA criteriaUpdated the Parkinson's Disease Drugs PA criteria to support medically 

appropriate use of foscarbidopa/foslevodopa in advanced Parkinson's diseaseImplemented the Cobenfy 

(xanomeline/trospium chloride) PA criteriaAmended the Skyclarys (omaveloxolone) PA criteria to: require the 

medica�on be prescribed by, or in consulta�on with, a neurologist; add gene�c confirma�on of Friedreich's 

ataxia (FDRA); and remove the requirement that pa�ents be ambulatoryImplemented the Vadadustat PA 

criteria to ensure appropriate and safe use, and re�red the Daprodustat PA criteriaRevised the Fezolinetant PA 

criteria to s�pulate dura�on of hormonal step therapy, added a recommenda�on for use of an SSRI, SNRI, or 

gabapen�n in addi�on to hormonal therapy, and added recent FDA guidance for liver func�on monitoring 

while taking fezolinetantReviewed an Oncology Drug Policy Evalua�on and concluded there were few delays in 

members accessing therapy and the PA has not been a barrier to access, so recommended con�nuing to 

require PA for newer an�neoplas�c medica�ons due to their high costs and ongoing accelerated 

approvalsAmended the Weight Management Drugs PA criteria to allow coverage of �rzepa�de for pa�ents 

with obstruc�ve sleep apnea (OSA) and obesityImplemented the Tryvio (aprocitentan) PA criteriaEncouraged 

implemen�ng cost effec�ve evidence_based step therapy for certain cancer indica�ons supported by clinical 

guidelinesRe�red Clobazam PA criteria based on compendia support for treatment resistant seizures and make 

at least one formula�on of clobazam preferred Revised Pregabalin PA criteria to include medically appropriate 

use for fibromyalgia for pa�ents with the EPSDT BenefitUpdated the CGRP Antagonist and An�migraine_ 

Serotonin Agonist PA criteria with clerical updates and new drug addi�ons Implemented the Butalbital 

Containing Products PA criteriaImplemented PA criteria for topical an�cholinergics and onabotulinumtoxinA to 

limit use to people with a diagnosis of primary axillary hyperhidrosis, severe symptoms that interfere with daily 

ac�vi�es, when prescribed by, or in consulta�on with, a dermatologist and when symptoms have failed to 

respond to non_pharmacologic lifestyle management _Recommended onabotulinumtoxinA as a preferred 

op�on for treatment of hyperhidrosis based on large treatment effect size and rela�vely long dura�on of 

effectUpdated the Botulinum Toxins PA criteria to incorporate coverage for chronic anal fissures in eligible 

popula�onsRecommended adding the Topical Agents for Ac�nic Keratosis drug class to the PDL and to 

designate at least one topical formula�on of 5­fluorouracil (5­FU) and imiquimod _ indicated for treatment of 

basal cell carcinoma and genital warts _ as preferred agents, and to maintain diclofenac 3% gel as 

nonpreferred, and make �rbanibulin 1% ointment and aminolevulinic acid gel nonpreferredRevised the 

Tesamorelin PA criteria to define medical necessity and clinical appropriateness for pa�ents eligible for 

coverage under EPSDTRecommended adding a Drugs for Dry Eye drug class to the PDL and make all 

prescrip�on products for the treatment of dry eye and vernal keratoconjunc�vi�s nonpreferred based on 

clinical evidenceImplemented the proposed Targeted Drugs for Dry Eye Disease PA criteria to provide a 

pathway for coverage for therapies for vernal keratoconjunc�vi�s for pa�ents with comorbidi�es which allow 

for funding of dry eye, or who qualify under EPSDTUpdated the Esketamine PA criteria to clarify 

documenta�on required to support diagnosis and permit monotherapy with esketamine in people with 

treatment­resistant depressionImplemented the Suzetrigine PA criteria for use beyond 48 hours and to limit 

use to no more than 14 daysAdded a Molluscum Contagiosum drug class to the PDL to include cantharidin 

topical solu�on 0.7% (Ycanth) and berdazimer gel 10.3% (Zelsuvmi).Implemented the Molluscum Contagiosum 

PA criteria for cantharidin and berdazimer to define medical necessity under EPSDTAdded coverage for oral 

solid dosage forms, powders, and concentrated liquids of nutri�onal supplements for people with inborn 



errors of metabolism and to implement the Nutri�onal Supplements as Prescribed Drugs for Special Condi�ons 

PA criteria to limit coverage to specific nutri�onal supplements based on current standards of care for those 

eligible under EPSDTImplemented the Dextromethorphan/Quinidine PA criteria to define medical necessity 

under EPSDT and maintain Neudexta as nonpreferred on the PDLRecommended making Casgevy 

(exagamglogene autotemcel) and Lyfgenia (lovo�beglogene autotemcel) preferred on the PDL and to modify 

the Gene Therapies for Sickle Cell Disease PA criteria to allow Oregon to par�cipate in the Cell and Gene 

Therapy Access Model for sickle cell disease gene therapies Discon�nued the Lovo�beglogene Autotemcel PA 

criteriaRecommended automa�cally approving requests for modafinil or armodafinil for members with 

narcolepsy when prescribed for daily doses at or below 200 mg for modafinil or 250 mg for armodafinil, but 

con�nue to require PA for other indica�ons and for higher dosesUpdated the Sleep­Wake Medica�ons PA 

criteria to approve higher doses of modafinil when lower doses are only par�ally effec�veMade entecavir 

tablets preferred on the PDL based on recent guidelines and made lamivudine non­preferred due to viral 

resistance pa�ernsMade Vykat XR (diazoxide choline) extended­release tablets non­preferred on the PDL and 

implemented the Diazoxide Choline Extended­Release Tablets PA criteria to ensure appropriate use in pa�ents 

with hyperphagia due to Prader­Willi syndromeProDUR reports are presented quarterly, and results inform 

poten�al changes to PA criteria and RetroDUR ini�a�ves.RetroDUR reviews and Drug Use Evalua�ons inform 

changes to PA criteria and ProDUR edits.DUR Board involvement in educa�on (e.g. 11 Oregon State Drug 

Review Newsle�ers published):New and Emerging Therapies for Metabolic Dysfunc�on­Associated Steato�c 

Liver Disease/Metabolic Dysfunc�on­Associated Steatohepa��s (MASLD/MASH) in Adults Update on the 

Biosimilar Landscape in the United States MarketReview of Off­Label Use of Gabapen�n and PregabalinOff­

label Uses of GLP­1 Receptor Agonists and Dual GLP­1/GIP Receptor AgonistsPharmacologic Management of 

Vasomotor Menopausal SymptomsThe Mental Health Clinical Advisory GroupPharmacotherapeu�c Op�ons for 

Trea�ng Adolescents with Opioid Use DisorderMedica�on Safety UpdateNew Therapies for Treatment of 

Chronic Obstruc�ve Pulmonary DiseaseNew Drugs for the Treatment of Uncomplicated Urinary Tract 

Infec�ons2025 American College of Cardiology/American Heart Associa�on Joint Commi�ee Clinical Prac�ce 

Guideline Update 

 

 
  



 
  



 

  
By Administra�ve rule OAR 410­121­0030 (5)(a)&(b) pharmacy providers dispense prescrip�ons in the generic 

form unless the prac��oner requests otherwise pursuant to OAR 410­121­0155 and/or OAR 410­121­0040. 

Providers shall obtain prior authoriza�on (PA) for the brand drugs and categories of drugs requiring PA in this 

rule, using the procedures set forth in OAR 410­121­0060. If the cost of the brand name drug, a�er receiving 

discounted prices and rebates, is equal to or less than the cost of the generic version of the drug, then the 

Division may prefer the brand product over the generic a�er no�fying pharmacies of the policy change. Mental 

health drugs are carved out of CCO budgets and are reimbursed directly by FFS. Because mental health drug 

u�liza�on is very strongly skewed toward generics, the overall FFS generic percentage is also skewed more 

toward generics than the percentages reported by CCOs. 

 
  



 
  



 

  
 
When a product becomes available that is a biosimilar for one or more drugs that have been reviewed for the 
PDL, where applicable, the new product will be designated a nonpreferred drug un�l the P&T Commi�ee 
reviews the product. 

 
  



 
  



 



  
 
Hormonal contracep�ve patches and oral contracep�ves, Insulin, Drugs used for opioid use disorder (OUD), 
Cough and cold medica�ons as specified by the Oregon Board of Pharmacy, COVID an�viral drugs, HIV post­
exposure and pre­exposure prophylaxis, short­ac�ng opioid antagonists, Travel medica�ons, and Tobacco 
cessa�on. 
 
 

 
 
ProDUR Methodology: Claims that trigger ProDUR alerts are not always denied. The pharmacist will receive a 
denial for Early Refill (ER) or Pregnancy­Drug Interac�on (PG) alerted claims but does not receive a denial when 
entering a claim that triggers any other informa�onal alerts. Instead, the pharmacist receives an informa�onal 
alert message that may help them make decisions about dispensing the drug. A�er receiving a denied ProDUR 
alert or an informa�onal alert, the pharmacist may choose to override the alert, cancel the claim, resubmit a 
different claim, or take no ac�on. The cost savings due to claims that were not dispensed because of these 
alerts is defined as being cancelled and then not being reprocessed again at a later date. RetroDUR and Cost 
Avoidance Methodology:The DURM group created a cost­avoidance methodology designed to conserva�vely 
es�mate cost avoidance and avoid common overes�ma�ons. The methodology calculates savings by 
considering the ul�mate therapy received by the member and the dura�on of cost avoidance. When payment 
for a claim is denied for PA required or non­preferred status, all subsequent claims (paid and denied) for the 
member within the drug class are monitored. Cost Avoidance is calculated based on the ini�al claim (index 
event) and the final disposi�on of therapy within the drug class for a member. The types of cost avoidance are: 
deferred, therapeu�c duplica�on, switched, add­on, discon�nued, and other. Each cost avoidance type has a 
dis�nc�ve calcula�on for the dura�on of cost avoidance and the amount saved, based on the most likely 
clinical treatment pathway.Deferred cost avoidance includes claims for which the requested therapy is 
eventually approved and savings are calculated based on the �me from the ini�al request to the first paid 
claim.Therapeu�c duplica�on cost avoidance is calculated when a drug is denied when there are already paid 
claims for an alterna�ve in the same drug class.Switch cost avoidance covers situa�ons when a restricted 
access drug (PA required or non­preferred) is denied, but an alterna�ve within the PDL class is subsequently 
paid. The difference in cost between the ini�al drug requested and the actual drug dispensed is the cost 
avoided.Add on therapy is calculated when a drug is denied when there are already paid claims for an 
alterna�ve that treats the same condi�on.There are limita�ons to the cost avoidance methodology. The 
method is dependent upon detec�ng a denied claim. Members new to the Medicaid program or newly 



marketed medica�ons are examples of situa�ons that make it more difficult to adequately track and model 
poten�al savings. However, providers who have learned the FFS Medicaid PDL (or have learned to consult it) 
will prescribe preferred and unrestricted medica�ons without first genera�ng a denied claim for a drug 
requiring prior authoriza�on. These types of long­term behavior modifica�ons represent significant cost saving 
for the FFS program but are difficult to reliably quan�fy. Another limita�on of the methodology occurs at the 
beginning and end of the repor�ng periods. Only costs avoided due to an ini�al denied claim during the 
repor�ng period are included. When an index event occurs immediately before the repor�ng period, there are 
savings associated with that event which are not summarized in the report. Likewise, when the ini�al denied 
claim occurs immediately before the end of the repor�ng period, the costs avoided a�er the end of the 
repor�ng period are not included. Significant savings go undetected with themethodology in the interest of 
conserva�ve repor�ng. The methodology may also poten�ally inflate savings. For example, assuming a denied 
claim for a chronic medica�on would have con�nued to be filled throughout the repor�ng period, or un�l the 
member dis­enrolled could overes�mate savings resul�ng from the interven�on.Brand over Generic: Select 
brand name medica�ons are preferred over their generic alterna�ves when the net cost has been determined 
to provide substan�al Cost Savings to the program. 
 

 
  



 
  



 
  



 
  



 

  
 
DUR objec�ves are to provide quality of care and needed services for members focused on appropriate drug 
therapy, compliance with regulatory requirements, and control of costs. FWA objec�ves are to monitor, detect 
and prevent fraud, waste, and abuse to protect government resources. The DUR Board is responsible for 
making recommenda�ons regarding prospec�ve and retrospec�ve ini�a�ves and u�liza�on controls, while FEA 
ac�vi�es are separately administered. 

 
  



 
  



 

  
 

Oregon State law greatly limits payer access to the PDMP, State Medicaid agency (OHA) does not have direct 

access. 

 
  



 

  
 

Oregon Administra�ve Rule 410­120­1260 (13) requires enrolled providers to check the Prescrip�on Drug 

Monitoring Program (PDMP) as defined in Oregon Revised Statute 431A.866 before prescribing a schedule II­

controlled substance pursuant to 42 USC 1396w­3a. 

 

  
 

Provider guide best prac�ces statement encourages clinicians to review the pa�ent's history of controlled 

substance prescrip�ons using the PDMP before prescribing when star�ng, and periodically during therapy for 

all controlled substances. 

  
  



  
 

Using raw PDMP data, we report the median ra�o of the number of �mes a covered provider checked the 

PDMP to the number of controlled substance prescrip�ons �ed to the covered provider. It is not limited to just 

prescrip�ons to "covered individuals". Due to system limita�ons, Oregon cannot report data separately for FFS 

and each CCO. 

 

 
  



  
Using raw PDMP data. Counts of 5 or below cannot be disclosed, resul�ng in blanks. 

 



 
  



 
  



 
  





 

  
 
Oregon PDMP data with count 5 or less cannot be disclosed. Oregon's state Medicaid agency (OHA) directed 
CCOs to use _1_ as the default response whenever a number is smaller than the allowed repor�ng level. 
 

 
  



 
  



 
  



 

  
 

All LAOs require PA to support dose op�miza�on, and daily doses are limited to a maximum 90 MME and are 

subject to frequency limits per FDA­approved labeling detailed in Table 2 of PA criteria: 

h�ps://www.orpdl.org/durm/PA_Docs/opioids_long_ac�ng.pdf 

 
  



 

  
 

Claim audits to iden�fy diagnosis of concern, such as OUD, or contraindicated concomitant therapy. Prior 

authoriza�on criteria require a�esta�on that there is documented sustained improvement in pain and 

func�on and rou�ne monitoring for opioid misuse. Encourage pa�ents be referred for alterna�ve non­

pharmacologic modali�es of pain treatment (e.g. physical therapy, supervised exercise, spinal manipula�on, 

yoga, or acupuncture). Ensure member has been prescribed or has access to naloxone and that the prescriber 

has a pain agreement on file. 

 

 
  



 

  
 

RetroDUR Program for High­Risk Opioid Pa�ents: We conduct quarterly manual u�liza�on review for FFS 

pa�ents who are determined to be highest risk. This program applies to non­excluded FFS pa�ents with a paid 

or denied opioid claim in the past quarter. Pa�ents are automa�cally included in the program and are 

priori�zed based on the number of inclusion criteria met (see list below). Those mee�ng the greatest number 

of inclusion criteria are reviewed manually each quarter.Prescrip�on and at least one of the following criteria: 

90 Morphine Milligram Equivalents (MMEs) cumula�ve daily dose Concurrent paid claims for short­ and long­

ac�ng opioids Concurrent paid claims for > 2 unique opioids Mul�ple paid claims for early opioid fills 3 unique 

denied claims for opioid prescrip�ons Pa�ents are priori�zed based on the number of inclusion criteria met. 

Higher priority pa�ents meet more inclusion criteria. Individual pa�ent profiles are reviewed, and the 

prescriber is le�ered with a clinical recommenda�on.Pa�ents excluded from the report: Pa�ents with a 

malignant cancer diagnosis or claim for pallia�ve care. Pa�ents with a diagnosis of sickle cell disease in the 

past year Pa�ents with currently ac�ve TPL or Medicare coverage Pa�ents previously reviewed with this 

ini�a�ve in the last 6 months. 



 
  



  
 
Several programs monitor concurrent opioids and benzodiazepines. First, prior authoriza�on is required for 
chronic concurrent therapy. Whenever a benzodiazepine or opioid is denied for prior authoriza�on, a manual 
review is performed to assess for concurrent use. All long­ac�ng opioids require prior authoriza�on, short­
ac�ng opioids require prior authoriza�on when exceeding quan�ty (90 MME/day) or days' supply limits of 7 
days, and benzodiazepines require prior authoriza�on when exceeding 30 days' supply every 120 days. Second, 
2 retrospec�ve review programs assess concurrent benzodiazepine and opioid use. In the first RetroDUR 
program, pa�ents are included based on the following criteria: Pa�ents currently enrolled in fee­for­service 
[FFS] Medicaid AND Pa�ents prescribed both an opioid and another seda�ng medica�on (as defined above) 
within the past 120 days AND mee�ng at least one of the following characteris�cs:1) Pa�ents with 
prescrip�ons for opioids and seda�ves which overlap by at least 7 days wri�en by more than one provider 
OR2) Pa�ents with prescrip�ons for opioids and seda�ves from 3 or more unique providers in the past 120 
days OR3) Members with a history of seda�ve poisoning or adverse events within the past 2 yearsPa�ents are 
excluded if they meet any of the following criteria:1) Pa�ents not currently enrolled in Medicaid2) Pa�ents 
who have been had a le�er sent within the past 3 months3) Providers who have been messaged for the same 
pa�ent within the past 12 monthsIn this program, pa�ents are iden�fied weekly and the prescriber of the 
most recent seda�ve or opioid will receive the le�er.A second RetroDUR Program for High­Risk Opioid Pa�ents 
(described elsewhere in the report) also iden�fies pa�ents prescribed concurrent opioids and benzodiazepines 
for quarterly review. 
 



 
  



 
  



 
  



 
  



  
 
Applies to all new opioid PA requests and 7­day supplies of SAOs. Grandfathered pa�ents on doses exceeding 
90 MME are asked to taper or explain why that is not possible and to provide documenta�on that the member 
is benefi�ng from the therapy ­ as well as meet all other PA criteria (UDS, PDMP, etc.) 
 

 
  



 
  



  
 
Table of MME for individual agents is included on PA 
criteria:h�ps://www.orpdl.org/durm/PA_Docs/opioids_long­
ac�ng.pd��ps://www.orpdl.org/durm/PA_Docs/opioids_short­ac�ng.pdf 
 

 
  



 

  
 
The FFS program has no restric�ons on MAT drugs for OUD with the excep�on of a quan�ty limit for 
transmucosal buprenorphine products which require PA when they exceed an average daily dose of 32mg to 
prevent use for off­label indica�ons: h�ps://www.orpdl.org/durm/PA_Docs/buprenorphine.pdf 

 
  



 
  



 
  



 
  



  
 
No referral required, but providers have to enroll in State Medicaid program, and if applicable, the Coordinated 
Care Organiza�on (Oregon's MCO). 
 

 
  



   
 
We monitor all foster care children yearly if prescribed an an�psycho�c. For non­foster care children, higher 
risk children are iden�fied for interven�on based on a variety of prescribing characteris�cs. Specifically, in non­
foster care, we're retrospec�vely monitoring use in children less than 10 years of age prescribed long­term 
an�psycho�cs (>90 days) and we select the highest risk ones for interven�on. Anyone who isn't in foster care 
and is over 10 years old isn't monitored. Prospec�vely we monitor all an�psycho�c use in children 2 years of 
age or younger and an�psycho�c use beyond 30 days in children 3­5 years of age. 

  
 
Dura�on of therapy, metabolic monitoring, and prescriber specialty. 
 

  
 
For recipients not in foster care, periodic claims reviews for specialist consulta�on when concerning treatment 
is iden�fied (e.g. an�psycho�c use beyond 30 days in children 3­5 years of age; all an�psycho�c use in children 
2 years of age or younger; long term an�psycho�c use in pa�ents 

 
  



 
 

Low doses of que�apine require prior authoriza�on. No other edits are employed, but our high­risk profile 

review program is designed to iden�fy high risk popula�ons and concerning therapy. 

 

 



Retrospec�ve claims review to iden�fy members: on dual [or more] an�psycho�c therapy; long­term use (>90 

days) of 6 or more mental health medica�ons; possible contraindica�ons to therapy for an�psycho�cs and 

s�mulants, such as elderly pa�ents with demen�a­related psychosis and s�mulant abuse; or taking 

medica�ons to treat Alzheimer's disease as well as an�psycho�cs. Member's profiles are reviewed, and faxes 

are sent to select prescribers no�fying them of poten�al issues and offer recommenda�ons to help ensure the 

member's therapy is safe and effec�ve. 

 
  



  
 

 

We don't receive claims data for everyone who is in an ins�tu�onal care se�ng. Members are included in the 

high­risk profile reviews and if and when they have pharmacy claims paid by Medicaid. 

 

 
  



  
 

Individuals in inpa�ent ins�tu�ons and psychiatric hospitals do not rou�nely bill individual pharmacy claims to 

Medicaid. Instead, they are paid at a bundled daily rate for all medica�ons dispensed during the visit and we 

do not have any data to iden�fy the individual drugs that are dispensed to the pa�ent. 

 

  
 

Monitoring is done retrospec�vely with periodic claims review and provider no�fica�on when concerning 

treatment is iden�fied. Pa�ents residing in ins�tu�onal se�ngs are included in the program if they have 

individual claims that are billed to Medicaid. Examples of concerning treatment may include people prescribed 

more than one an�psycho�c therapy, pa�ents prescribed 6 or more mental health medica�ons, pa�ents with 

Alzheimer's demen�a who are prescribed an an�psycho�c, and medica�ons with opposing effects (e.g. 

an�psycho�cs and s�mulants). 

 

 
 

While we don't know if a member is in an ins�tu�onal care se�ng, they are included in the high­risk profile 

reviews if and when they have pharmacy claims paid by Medicaid. For other members in facili�es, Oregon 

Administra�ve Rules (OAR) 411­054­0055 outlines facility requirements for safe use and administra�on of 

medica�ons dispensed in a facility. These requirements include, but are not limited to, comprehensive 

medica�on review by a pharmacist or registered nurse at least every 90 days, and guidance for appropriate 

psychotropic medica�on use including required documenta�on for non­pharmacological interven�ons, staff 

training requirements, responsibili�es for care coordina�on and provider oversight, and circumstances for 

appropriate p.r.n. use of psychotropics.Excerpt from OAR pertaining to psychotropic medica�on use is 

below:(6) PSYCHOTROPIC MEDICATION. Psychotropic medica�ons may be used only pursuant to a prescrip�on 

that specifies the circumstances, dosage and dura�on of use.(a) Facility administered psychotropic medica�ons 

may be used only when required to treat a resident's medical symptoms or to maximize a resident's 

func�oning.(b) The facility must not request psychotropic medica�on to treat a resident's behavioral 

symptoms without a consulta�on from a physician, nurse prac��oner, registered nurse, or mental health 

professional. This does not apply when a resident is enrolled in a hospice program as defined in OAR 333­035­

0050.(c) Prior to reques�ng a psychotropic medica�on, the facility must demonstrate through the evalua�on 

and service planning process that non­pharmacological interven�ons have been a�empted.(d) Prior to 

administering any psychotropic medica�ons to treat a resident's behavior, all direct care staff administering 

medica�ons for the resident must know:(A) The specific reasons for the use of the psychotropic medica�on for 

that resident.(B) The common side effects of the medica�ons.(C) When to contact a health professional 

regarding side effects.(e) When a psychotropic medica�on is ordered by a health care prac��oner other than 

the resident's primary care provider, the facility is responsible for no�fying the resident's primary care provider 

of that medica�on order within 72 hours of when the facility was no�fied of the order. This includes weekends 

and holidays. No�fica�on may be either by telephone or electronic submission and should be documented by 



the facility.(f) Medica�ons that are administered p.r.n. that are given to treat a resident's behavior must have 

wri�en, resident­specific parameters.(A) These p.r.n. medica�ons may be used only a�er documented; non­

pharmacological interven�ons have been tried with ineffec�ve results.(B) All direct care staff must have 

knowledge of non­pharmacological interven�ons.(g) Psychotropic medica�ons must not be given to discipline 

a resident, or for the convenience of the facility. 

 

 
  



  
 

 
  



 
  



 

  
 

Require PA for tricyclic an�depressants in children younger than the FDA approved minimum age. Ensure safe 

and appropriate use of tricyclic an�depressants in children less than 12 years of age and discourage off label 

use not supported by compendia: h�ps://www.orpdl.org/durm/PA_Docs/TCAs.pdf 

 
  



  
 

Children prescribed more than 4 mental health drugs ­ which includes mood stabilizers ­ are included in our 

high­risk profile reviews. 

  
 

We review profiles of anyone less than 18 years of age with prescrip�ons for 4 or more mental health drugs 

with coverage of each drug for at least 60 days in hte past 90 days. Faxes are then sent to prescribers no�fying 

them of the poten�al issue and offering recommenda�ons to help ensure the member's therapy is safe and 

appropriate. 

 
  



  
 

Require PA for all seda�ves (e.g. seda�ve hypno�cs, hypno�cs­melatonin agonists) except melatonin in 

children and adolescents. Melatonin is not covered for adults over 18 years of age. 

 

 
  



 
  



  
 

 

In response to the federal Centers for Medicare & Medicaid Services (CMS) telling the Oregon Health Authority 

(OHA) to phase out their 1115 waiver authority allowing the use the Priori�zed List of Health Services ­ which 

helps determine what OHP covers ­ a substan�al focus of the DUR Board's priori�es this repor�ng period 

focused on the Benefit Update Project (BUP). Con�nued focus was given to upda�ng all PA criteria to support 

individualized review for members younger than 21 years of age who have an unfunded diagnosis (a diagnosis 

located below the funding line of the Oregon Priori�zed List of Health Services which will no longer be 

enforced effec�ve January, 1, 2027 ), to evaluate on a case­by­case basis whether the requested medica�on is 

medically appropriate and necessary as required under the Expanded coverage of Early Periodic Screening 

Diagnosis and Treatment (EPSDT). These updated EPSDT criteria will serve as the coverage pathway when the 

Priori�zed List is phased out. Addi�onally, the DUR Board focused on evalua�ng the evidence for therapeu�c 

drug classes which had not previously been reviewed and made recommenda�ons for inclusion on the 

Preferred Drug List (PDL) along with implementa�on and updates to u�liza�on controls.The Oregon Medicaid 

FFS program con�nued to focus on our An�psycho�c Denials for Children Report which iden�fies children with 

recent denied claims or denied PAs for an�psycho�cs. Outreach was performed and faxed no�fica�ons were 

sent to engage their prescribers, in addi�on to the oversight performed for children in Foster CareMore 

frequent audits were performed which iden�fied inappropriate units being billed on prac��oner administered 

drug (PAD) claims and subsequent missed rebates. Incorrect billing for Medicare claims were iden�fied that 

needed to be reversed and CCOs were iden�fied that were not paying the tribal all­inclusive rate (AIR) and 

corrected their reimbursement prac�ces. A third­party liability (TPL) tracking tool was developed to iden�fy 

use of OCC=3 to facilitate engagement with pharmacies and prescribers to ensure Medicaid is payer of last 

resort. 

 

 
  



 
  



  
 

Oregon reviews all completed CMS annual surveys from MCPs and compares responses to state and federal 

expecta�ons. If a response raises a compliance concern, Oregon's Medicaid agency (the Oregon Health 

Authority, or "OHA") inves�gates and requires correc�ve ac�on as appropriate. OHA also meets with MCP 

pharmacy Directors and representa�ves in even­numbered months to discuss DUR and other topics relevant to 

pharmacy program opera�ons and policies. This is o�en a good opportunity to share best prac�ces and 

opera�onal challenges. While implemen�ng the ini�al minimum standards requirement from the SUPPORT Act 

and during implementa�on of the related CMS final rules, MCPs completed surveys that detail their prac�ces. 

Finally, OHA reviews all member le�er templates dra�ed by MCPs. These are routed to subject ma�er experts 

for policy review. 

 

 
  



 

 
 

Oregon sets statewide minimum standards that all MCPs must meet, but these allow some flexibility in 

specificity how standards are met. Oregon periodically reviews and compares coverage policies on an ad­hoc 

basis. 

 
 

Oregon reviews all completed CMS annual surveys from FFS and MCPs and compares responses to state and 

federal expecta�ons. If a response raises a compliance concern, OHA inves�gates and requires correc�ve 

ac�on as appropriate. In addi�on, OHA meets with MCP pharmacy Directors and representa�ves in even­

numbered months to discuss DUR and other topics relevant to pharmacy program opera�ons and policies. 

Finally, OHA and the Oregon FFS Pharmacy & Therapeu�cs Commi�ee review quarterly DUR reports for the 

FFS program. The Commi�ee discusses the reports and recommends changes or follow­up repor�ng when 

appropriate. 

 

 
 

Oregon reviews each completed CMS annual survey and compares responses to state and federal 

expecta�ons. If a response raises a compliance concern, OHA inves�gates and requires correc�ve ac�on as 

appropriate. MCP contracts require implementa�on of a DUR program as described in Sec�on 1927(g), 42 CFR 

438.2(s)(4)­(5) and 42 CFR Part 456, Subpart K. MCPs are required to maintain policies and procedures for their 

DUR programs and provide these policies and procedures when requested. In addi�on, OHA meets with MCP 

pharmacy Directors and representa�ves in even­numbered months to discuss DUR and other topics relevant to 

pharmacy program opera�ons and policies. 



 
  



 

  
 
Drug Use Review (DUR) is a program designed to measure and assess the proper u�liza�on, quality, therapy, 
medical appropriateness, appropriate selec�on and cost of prescribed medica�on through evalua�on of claims 
data. This is done on both a retrospec�ve and prospec�ve basis. This program includes, but is not limited to, 
educa�on in rela�on to over­u�liza�on, under­u�liza�on, therapeu�c duplica�on, drug­to­disease and drug­
to­drug interac�ons, incorrect drug dosage, dura�on of treatment and clinical abuse or misuse. The DUR 
Board's priori�es this repor�ng period focused on implementa�on and modifica�on of prior authoriza�on 
criteria in the fee­for­service (FFS) program to ensure medically appropriate use. Drug use evalua�ons, and 
targeted strategies were undertaken to iden�fy and correct inappropriate billing and improve rebate 
collec�on. Con�nued focus was given to iden�fy children with recent denied claims or denied PAs for 
an�psycho�cs. Outreach was performed and faxed no�fica�ons were sent to engage their 
prescribers.Con�nued focus was given to upda�ng all PA criteria to support individualized review for members 
younger than 21 years of age who have an unfunded diagnosis located below the funding line of the Oregon 
Priori�zed List of Health Services which will no longer be enforced effec�ve January 1, 2027. These case­by­
case evalua�ons performed to evaluate whether the requested medica�on is medically appropriate and 
necessary as required under the Expanded coverage of Early Periodic Screening Diagnosis and Treatment 
(EPSDT) will serve as the coverage pathway when the Priori�zed List is phased out. Addi�onally, the DUR Board 
focused on evalua�ng the evidence for therapeu�c drug classes which had not previously been reviewed and 
made recommenda�ons for inclusion on the Preferred Drug List (PDL) along with implementa�on and updates 
to u�liza�on controls.The Oregon Health Authority (OHA) worked closely with contracted managed care 
en��es (Coordinated Care Organiza�ons, or "CCOs") to con�nue to their prepara�ons for the Benefit Update 
Project. 
 

 


