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Overview

This Job Aid is intended to help providers understand the changes involving Short-Acting Opioid
Analgesics and Long-Acting Opioid Analgesics. Existing Prior Approvals (PAs) for short-acting
and long-acting narcotic analgesics will continue to be viewable and updateable on the
Operations portal. This document discusses the specific differences for PA requirements
between the short-acting preferred and non-preferred products and the long-acting preferred
and non-preferred products.

PA requests for Opioid Analgesics may still be sent via fax or online via the Provider portal.
Submission via telephone is not allowed for Schedule Il controlled substances. Patients with
terminal cancer or chronic pain diagnosis as the result of cancer will remain exempt from prior
approval.

In August 2017, the current maximum daily dose of 750 mg/day of morphine (or similar
morphine equivalent) will be reduced to 90 mg/day of morphine (or similar morphine equivalent)
dose in the system. The PA High Dose Indicator will default to a value of ‘No’ (unchecked),
which means the patient is not permitted to receive more than 90 mg morphine or equivalent
dose. The PA High Dose Indicator will automatically be set to ‘Yes’ (checked) when the patient
has a recent cancer diagnosis.

Log In to the Provider Portal

The public NCTracks home page displays before you log in to the system.

Home Providers Reciplents Operations

Home
NCTracks is provided as a service for North Carolina’s health care providers and consumers
as part of the new, multi-payer Medicaid Management Information System. NCTracks

provides easy access to benefit mformanon for recgeents and easy-to-use features for

ts electronic processing of varous quenes and

iders. The NCTracks system sup|

% such as recipient ehigibdity verdhcation, prior approval requests, daims

. parsonakized secure emai messages, and electronic Remittance Advice reports.
NCTracks maximizes state-of-the-art technelogy to increase the provider's administrative
efficency through paperess processing and other advanced features of the new system

Recipients Pharmacy

B
pharmacy sarvices p
public health progra
and N.C. Health Chaice, read on ®

To log in to the secure NCTracks Provider portal, complete the following steps.

Step | Action

1 Select the Providers tab. The Public Provider screen displays.
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NCTracks Login

Tha MCTracks Wab Portal contains information that is private and confidential,

Onl\- users of legal age or with parental co authonzed by the North Carclina Medicaid Management information Systems
Yy Ut llfi"' or accass NCTracks Portal for approved purposes. Any unauthonzed use, mappropnate uss, or
ad therein is prohibited and may result in revecation of access and/or
this private and confidential infoemation is nat intendad for you. If you
pase chok ‘Cancel

retans the right to mon rd, dstribute, o review any user's electronic activity, files, data, or messages. Any
woa of illegal or 3 able 3 may bg dsclosed to law enforcement officials.
By conts NG, You agres that you are authorized to acce: THenba ibility, snrciment and other haalth insurance
coverage information. Mease read more i cur Lagal and Privacy Polcy pages.
Your

cure eas,

® Passwords N0 Case- anstive aps Lock key is off

h “ Iy oL
oUsef I (NCIDY: oFauwu’d:

Step Action

2 User ID (NCID): Enter your NCID.
3 Password: Enter your Password.
4 Select the Log In button.

Requesting a Prior Approval

A Prior Approval is not required for pharmacy claims that bill less than a 15-day supply when the
drug is a preferred opioid analgesic (long-acting or short-acting). Claims for preferred opioid
analgesics (long-acting or short-acting) will bypass the PA requirement when the exemption is
met and a PA is not found for the claim.

Note: If a PA is available, it will be used.

i Welcome, (Log out)

1

Provider Portal | Eiigibiliy | Prior Approval  Claims | Referral | Code Search | Enrollment | Administration | Payment | Consent Forms | Training |

+ Home PA Entry

PA Inquiry

Message Center for Subseription Preferences | & | AA | Help

Eyeglass Service History
Refraction History More Announcements Quick Links
Confirmation
Take the 2019 Annual Provider Survey

CCNC/CA (Managed Care’
Department of Health and Human Services

Dental Benefit Limitation

00:00 AM Attention: All Providers
Physician Fluoride Vamish
Limitation lace serves people who don't get health coverage from their job. are
bh to post in your locations. North Carolinians seeking in-person can visit Division of Health Service
DME/O&P Service History o find a local application assister or call the toll-free NC Navigator Helpline al 1 -855-733-3711.

Division of Health Benefits
CAP Respite Senvice History DHE (Health Check)

o8 DMH/DD/SAS
Division of Public Health

Provider Status and
Training  ||Administration || Management

Office of Rural Health

Provider Training

!
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Step Action

1 Select the Prior Approval menu.
2 Select PA Entry to request a new Prior Approval.

Prior Approval Request — Prior Approval Request Type

The Prior Approval Request page allows authorized external users (i.e., providers) to select the
Payer and the Prior Approval Type for the Prior Approval being entered.

r . .
Provider Portal ‘ Eligibility ‘ Prior Approval ‘ Claims ‘ Referral ‘ Code Search | Enroliment \ Administration \ Payment ‘ Trading Partner ‘ Consent Forms ‘
» Home } Prior Approval Request
Prior Approval Request & | AA |Hep
% indicates a required field Legend -
PRIOR APPROVAL REQUEST TYPE
Record Type Site Draft Name Last Updated Added

Remove Draft 1/17/2019 11:05 AM 1/17/2019 11:05 AM

Remove Draft 8/8/2019 1:30 PM 8/8/2019 1:30 PM

Remove Draft 8/13/2020 10:00 AM 8/13/2020 10:00 AM

Remove Draft 10/22/2020 10:04 AM 10/22/2020 10:04 AM

Remove Draft 11/11/2020 10:00 AM 11/11/2020 10:00 AM

Please select a Payer:
@® DHB O DPH

* Health Plan: | Choose v

Choose .

NEXIX Submit
NCXXI

Step Action

1 Select the appropriate radio button under Please select a Payer.
Note: To continue working with a previously saved draft, select the Draft Name
hyperlink.

2 Select the Health Plan from the drop-down menu.
Select NCXIX for Medicaid or NCXXI for North Carolina Health Choice (NCHC).

Job Aid -PRV151 Page 4 of 35
JA_PA 151_Pharm PV PA Shrt-Lng-Act Pref-Non-Pref Drugs_W1.2.1



CSRA--‘- North Carolina Medicaid Management December 22, 2020
bl Information System (NCMMIS)

r
Provider Portal ASAP Prior Approval ‘ Claims ‘ Referral ‘ Code Search ‘ Enroliment ‘ Administration ‘ Payment ‘ Trading Partner | Consent Forms.
BOTOX
» Home } Prior Approval Request
CIALIS
Prior Approval Request |crinone 8 | AA | Hep
* indicates a required field CYSTFIBR Legend -
EMFLAZA
PRIOR APPROVAL REQUEST TYPE EPI-PEN
Record Type |GATTEX site Draft Name Last Updated Added
Remove Draft GH ADULT 1/17/2019 11:05 AM 1/17/2019 11:05 AM
Remove Draft GH CHILD 8/8/2019 1:30 PM 8/8/2019 1:30 PM
Remove Draft 8/13/2020 10:00 AM 8/13/2020 10:00 AM
Remove pratt | HEMPTIC 10/22/2020 10:04 AM 10/22/2020 10:04 AM
Remove Draft HEP C AGEN 11/11/2020 10:00 AM 11/11/2020 10:00 AM
* Please select a Payer HOFH AGENT
@® DHB O DPH IMMUNOMOD
 Health Plan: | LUPUS MED
pA Type: |MIGRN CGRI
*Drug Type: | Choose v
+
e Submit

Step Action

3 Select Pharmacy from the PA Type drop-down menu.

4 Select the drug type from the Drug Type drop-down menu.
5 Select the Submit button.

Prior Approval Request — Long-Acting Opioid Analgesics — Preferred

LONG-ACTING PREFERRED OPIOID ANALGESICS

e The beneficiary shall have a diagnosis of chronic pain syndrome of at least 4 weeks
duration.

e Prior approval is required for total daily doses greater than the allowed maximums. Refer
to Appendix A, Morphine Equivalency Values to view the list of maximum daily dosages
for long-acting opioid analgesics.

o Prior approval is required for beneficiaries who have not tried a short-acting opioid in the
past 45 days before trying a long-acting opioid regardless of dose or days’ supply. Prior
approval requests should include the reason that the beneficiary has not used or cannot
use a short-acting opioid first.

e Prior approval is required for greater than a 14-day supply.

o Prior approval requests should include the beneficiary’s diagnosis and reason for
exceeding limits.

o Prior approval requests may be approved for up to 12 months.

The Header tab of the page allows an external user (i.e., provider) to enter Prior Approval
common header information.
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Provider Portal | Eini:iil]‘ pr-xrw‘ Chlns‘ mmrﬂ| Code Search | Enmlinenl| Mllirlislmiion| Mml‘ Trading Partner | Consent Forms

+ Home + Prior Approval Request

Prior Approval Request & | AA | Help

# indicates a required field

“ e e* _NPL/ Atypical ID: v
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID L
Recipient \m'nnu* e Recpient 10¢
Addressz:
City: State: ZIP Code:
Gender: Date of Birth:
pn Last Name: First Name: }
Address1:
Address2:
City: State: ZIP Code:
Phone: Fax:
Step Action
1 Select the NCID from the Account Information drop-down menu.
2 Select the Group ID from the Group drop-down menu.
3 Select the NPI/Atypical ID from the NPI/Atypical ID drop-down menu.
Note: The prescriber information will populate in the Prescriber section.
4 Enter the recipient’s ID in the Recipient ID field.
5 Select the Confirm button.
Job Aid -PRV151 Page 6 of 35
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The recipient’'s demographics display.

Provider Portal ‘ Eigi:iily| @w‘ Chlms‘ Rell!!ml‘ Code Search ‘ Enroliment ‘ Muinislmﬁm| Payulznl‘ Trading Partner | Consent Forms

+ Home » Prior Approval Request

Prior Approval Request 8 | AA Help
9 indicates a required field Legend =
BASE INFORMATION
* _Account Information: L
hd RENLRINy pical I hd
Header Information  petail Information | Attachments
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID L
RECIPIENT
Recipient Information
* Redipient 1D:
Last Name: First Name:
Address1:
Address2:
City: State ZIP Code:
Gender: Date of Birth:
7
PRESCRIEER :
Last Name: First Name:
Address1:
Address2:
City: State: ZIP Code:
Phone: Fax:

.
e Next i

Request Last Updated:

Action

6 Verify the information and select the Next button.
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Diagnosis of Malignant Cancer or Pain Due to Neoplasm
The Detail tab of the page allows an external user (i.e., provider) to enter prior approval detail
information.

& Welcome, (Log out)

I | s o

Provider Portal ‘ Eiuiniliu‘ M| Claims ‘ neimal| Code Search | Enrollment Mmiristmim| Paym.-nl| Tlxinnmmr‘ Cthon—‘

* Home # Prior Approval Request

Prior Approval Request & | AA Hep

® indicates 2 required field Legend -

BASE INFORMATION
# _Account Information:

% Group: v s NP1/ Atypical [D: v

Header Information Detail Information  Attachments

Payer: DHB PA Type: PHARMACY Drug Class: OPIOID L
DeT4) SORMATION
0 * Quantity Per 30 Days: o High Dose Indicator
Qg_Lg_n_ggp__qf_:[b_e_@p){: Choose - Total Quantity Requested: 0
Clinical - Opioid Analgesics Long
4 # I5 it a reguest for a non-preferred drug?
O Yes @ No
Preferred
5 # Drug Name  Choose ~

6 # Does the patient have a diagnosis of malignant cancer or pain due to neoplasm?
@ Yes O No

[m]
7 s I certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to civil or
criminal liability.

-+ Please validate your signature PIN:  sseee verify e
t Previous m Next »

Request Last Updated:
Save Draft| [Clear Page| Cancel Request

ContactUs  System Requirements  Report Fraud

Step Action

1 Enter an amount in the Quantity Per 30 Days field.

2 The High Dose Indicator cannot be edited on the Provider portal. The default value
is No (unchecked). The value will be systematically updated to Yes (checked) when
the response to ‘Does the patient have a diagnosis of malignant cancer or pain
due to neoplasm?’ is Yes.

Select the number of days from the Length of Therapy drop-down menu.

Answer the question: Is it a request for a non-preferred drug?.

Select a drug from the Drug Name drop-down menu.

oo~ lw

Answer the question: Does the patient have a diagnosis of malignant cancer or
pain due to neoplasm?.

Note: When the response is Yes, the remaining questions are not displayed and the
PA is approved with the PA High Dose Indicator set to Yes (checked).

7 Select the checkbox to certify the information provided is accurate.
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Step Action

8 Enter your PIN in the Please validate your signature PIN field.
9 Select the Verify button.
10 Select the Next button.
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& Welcome, (Log out)
| crrocs o
Provider Portal

| Einililily‘ Mm‘ |:|aims| Refeml| Code Search | Enrollment Mmirimnﬁon| Paymcnt‘ TladinnPImer| Consent Forms
+ Home } Prior Approval Request

Prior Approval Request

& indicates a required field

& | AA | Hep
Legend >

BASE INFORMATION

* Account Informati v

hd * NPT/ Atypical Ii v
Header I i Detail t
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID L
?
Quantity Per 30 Days: e O High Dose Indicator
« Length of Therapy: | Choose N Total Quantity Requested: 0

Clinical Info - Opicid Analgesics Long

O Yes @& No
Preferred
% Drug Name | Choose hd

6 % Does the patient have a diagnosis of malignant cancer or pain due to neoplasm?
O Yes @ No

Cancer or Neoplasm

A * Does the beneficiary have a diagnosis of chronic pain syndrome of at least four (4) weeks duration?
Yes @ No

% HIGH DOSE PA REQUEST: Is the reguested daily dose in combination with other concurrent opioids less than or equal to 90mg of morphine or an equivalent dose?
O Yes @ No

Daily Dose Exceeded
s Please supply the beneficiary's diagnosis and reason for exceeding dose per day limits
s Please provide the duration (days supply) the beneficiary will exceed the limit of 90mg of morphine or an equivalent dose

0‘ Is this an initial authorization? Select "Yes' for an initial authorization. Select 'No' for a reauthorization request.
® Yes (O No

Initial Auth

Q* Has the beneficiary tried a short-acting opioid analgesic in the past 45 days?
O Yes @ No

0* Please explain

% Has the prescriber reviewed and is adhering to the NC Medical Board statement on the use of controlled substances for the treatment of pain?
Yes O No

% Is the prescribing dlinician adhering, as medically appropriate, to the guidelines which include: (a) complete beneficiary evaluation, (b) establishment of a treatment plan (contract), (c) informed
consent, (d) periodic review, and (&) consultation with specialists in various treatment modalities as appropriate?
O Yes O No
% Has the prescribing physician checked the beneficiary's utilization of controlled substances on the NC Controlled Substance Reporting System?
O Yes O No
s Has the prescribing clinician reviewed the current CDC Guideline for Prescribing Opioids for Chronic Pain?
O Yes O No

o

e [ certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to civil or
criminal liability.

ate your signature PIN:  essss |verify m

*_Please val

1t Previous

.
m Next »

Request Last Updated:

Save Draft| |Clear Page| |Cancel Request
ContactUs  System Requirements

Report Fraud

Job Aid -PRV151
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Step Action

1

Enter the Quantity Per 30 Days.

2

Select the number of days from the Length of Therapy drop-down menu.

3

The High Dose Indicator cannot be edited on the Provider portal. The default value
is No (unchecked). The value will be systematically updated to Yes (checked) when
the response to ‘Does the patient have a diagnosis of malignant cancer or pain
due to neoplasm?’ is Yes.

Answer the question: Is it a request for a non-preferred drug?.

Select a drug from the Drug Name drop-down menu.

Answer the question: Does the patient have a diagnosis of malignant cancer or
pain due to neoplasm?.

Note: When the response is No, the remaining questions are displayed.

The following questions are required when the response to ‘Does the patient have
a diagnosis of malignant cancer or pain due to neoplasm?’ is No.
A. Does the beneficiary have a diagnosis of chronic pain syndrome of at
least four (4) weeks duration?

B. HIGH DOSE PA REQUEST: Is the requested daily dose less than or
equal to 90mg of morphine or an equivalent dose?

Note: The following questions are required when the response to ‘Is the
requested daily dose less than or equal to 90mg of morphine or an
equivalent dose?’ is No.

i. Please supply the beneficiary’s diagnosis and reason for exceeding
dose per day limits.

ii. Please provide the duration (days supply) the beneficiary will exceed
the limit of 90mg of morphine or an equivalent dose.

C. Is this an initial authorization? Select Yes for an initial authorization.
Select No for a reauthorization request.

Note: Supporting documentation is required when the response to ‘Is this
an initial authorization?’ is No.

D. Has the beneficiary tried a short-acting opioid analgesic in the past 45
days?

Note: The following explanation is required when the response to ‘Has
the beneficiary tried a short-acting opioid analgesic in the past 45
days?’ is No.

i. Please explain.

E. Has the prescriber reviewed and is adhering to the NC Medical Board
statement on the use of controlled substances for the treatment of pain?

F. Is the prescribing clinician adhering, as medically appropriate, to the
guidelines which include: (a) complete beneficiary evaluation, (b)
establishment of a treatment plan (contract), (c) informed consent, (d)

Job Aid -PRV151 Page 11 of 35
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Step Action

periodic review, and (e) consultation with specialists in various treatment
modalities as appropriate?

G. Has the prescribing physician checked the beneficiary’s utilization of
controlled substances on the NC Controlled Substance Reporting
System?

H. Has the prescribing clinician reviewed the current CDC Guideline for
Prescribing Opioids for Chronic Pain?

8 Select the checkbox to certify the information provided is accurate.
9 Enter your PIN in the Please validate your signature PIN field.
10 Select the Verify button.

11 Select the Next button.

Prior Approval Request — Long-Acting Opioid Analgesics —
Non-Preferred

LONG-ACTING NON-PREFERRED OPIOID ANALGESICS

o The beneficiary shall have a diagnosis of chronic pain syndrome of at least 4 weeks
duration.

e Prior approval is required for all non-preferred long-acting opioids.

o Prior approval requests should include the beneficiary’s diagnosis and reason for
exceeding limits.

o Prior approval requests may be approved for up to 12 months.

e The beneficiary must have a documented failure within the past year of two preferred
opioid analgesics at a dose equivalent to the dose of the product being prescribed or a
known documented contraindication to one or more of the preferred ingredients (i.e.,
dye).

The Header tab of the page allows an external user (i.e., provider) to enter Prior Approval
common header information.
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Provider Portal | Eini:iil]‘ pr-xrw‘ Chlns‘ mmrﬂ| Code Search | Enmlinenl| Mllirlislmiion| Mml‘ Trading Partner | Consent Forms

+ Home + Prior Approval Request

Prior Approval Request & | AA | Help

# indicates a required field

Base MATION
# _Account Information: v
e * Group: - e ¢ L/ arypical ID: v

Header Information | petail Information = Attachments

Payer: DHB PA Type: PHARMACY Drug Class: OPIOID L

RECIPIENT

Recipient Infor e
a % Recipient ID:

Last Name: First Name:
Address1:
Address2:
City: State: ZIP Code:
Gender: Date of Birth:

O -

?
PrescrIBER :
Last Name: First Name:
Address1:
Address2:
City: State: ZIP Code:
Phone: Fax:

Next »

Step Action

1 Select the NCID from the Account Information drop-down menu.
2 Select the Group ID from the Group drop-down menu.

3 Select the NPI/Atypical ID from the NPI/Atypical ID drop-down menu.
Note: The prescriber information will populate in the Prescriber section.

4 Enter the recipient’s ID in the Recipient ID field.
5 Select the Confirm button.
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The recipient’'s demographics display.

Provider Portal ‘ Eigi:iily| @w‘ Chlms‘ Rell!!ml‘ Code Search ‘ Enroliment ‘ Muinislmﬁm| Payulznl‘ Trading Partner | Consent Forms

+ Home » Prior Approval Request

Prior Approval Request 8 | AA Help
9 indicates a required field Legend =
BASE INFORMATION
* _Account Information: L
hd RENLRINy pical I hd
Header Information  petail Information | Attachments
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID L
RECIPIENT
Recipient Information
* Redipient 1D:
Last Name: First Name:
Address1:
Address2:
City: State ZIP Code:
Gender: Date of Birth:
7
PRESCRIEER :
Last Name: First Name:
Address1:
Address2:
City: State: ZIP Code:
Phone: Fax:

e Next i

Request Last Updated:

Action

6 Verify the information and select the Next button.
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Diagnosis of Malignant Cancer or Pain Due to Neoplasm

The Detail tab of the page allows an external user (i.e., provider) to enter prior approval detail
information.

-
Provider Portal Eligibility ‘ Prior Approval | Claims ‘ Referral ‘ Code Search | Enroliment ‘ Administration ‘ Payment | Trading Partner ‘ Consent Forms ‘

» Home » Prior Approval Request

Prior Approval Request & | AA |Hep
% indicates a required field Legend
BASE INFORMATION
% Account Information: IV
* Group: v % NPI / Atypical ID: v
Header Information | Detail Information  attachments
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID L
DETAIL INFORMATION
% Quantity Per 30 Days: o High Dose Indicator
% Length of Therapy: Choose v Total Quantity Requested: 0
Clinical Info - Opioid Analgesics Long

4 % Is it a request for a non-preferred drug?
® Yes ) No

Non Preferred
5 % Drug Name Choose v
6 % Does the patient have a diagnosis of malignant cancer or pain due to neoplasm?

@® Yes O No

~

% I certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to civil or
criminal liability.

8 Please validate your signature PIN: Verify o
(« Previous @ Next »

Request Last Updated:

Step Action

1 Enter an amount in the Quantity Per 30 Days field.

2 The High Dose Indicator cannot be edited on the Provider portal. The default value
is No (unchecked). The value will be systematically updated to Yes (checked) when
the response to ‘Does the patient have a diagnosis of malignant cancer or pain
due to neoplasm?’ is Yes.

Select the number of days from the Length of Therapy drop-down menu.

Answer the question: Is it a request for a non-preferred drug?.

Select a drug from the Drug Name drop-down menu.

(2NN é) BIE NN N &)

Answer the question: Does the patient have a diagnosis of malignant cancer or
pain due to neoplasm?.

Note: When the response is Yes, the remaining questions are not displayed and the
PA is approved with the PA High Dose Indicator set to Yes (checked).

7 Select the checkbox to certify the information provided is accurate.
8 Enter your PIN in the Please validate your signature PIN field.

9 Select the Verify button.

10 Select the Next button.
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Information System (NCMMIS)

NC DES or
HEALTH AND HUMAN SERVICES.

No Diagnosis of Malignant Cancer or Pain Due to Neoplasm
The Detail tab of the page allows an external user (i.e., provider) to enter prior approval detail
information.

Provider Portal | Eiigibity Prior Approval | Caims | Referral | Code Search | Enrolment  Administration | Payment | Trading Parmer | Consent Forms |
» Home » Prior Approval Request
Prior Approval Request & | AA |Heb
* indicates a required field Legend
BASE INFORMATION
% Account Information: v
% Group: v % NPI / Atypical ID: v
Header Information | Detail Information  Attachments
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID L

DET“ORMAT\ON e
uantity Per 30 Days: ( High Dose Indicator

Q
Length of Therapy: ' Choose v Total Quantity Requested: 0

Clinical Info - Opioid Analgesics Long

Is it a request for a non-preferred drug?
® Yes O No

Non Preferred
% Drug Name Choose v

% Does the patient have a diagnosis of malignant cancer or pain due to neoplasm?
O Yes @ No
Cancer or Neoplasm

Does the beneficiary have a diagnosis of chronic pain syndrome of at least four (4) weeks duration?
O Yes @ No

Step Action

1 Enter the Quantity Per 30 Days.

2 The High Dose Indicator cannot be edited on the Provider portal. The default value
is No (unchecked). The value will be systematically updated to Yes (checked) when
the response to ‘Does the patient have a diagnosis of malignant cancer or pain
due to neoplasm?’ is Yes.

Select the number of days from the Length of Therapy drop-down menu.

Answer the question: Is it a request for a non-preferred drug?.

Select a drug from the Drug Name drop-down menu.

(>N Né NIF - V)

Answer the question: Does the patient have a diagnosis of malignant cancer or
pain due to neoplasm?.

Note: When the response is No, the remaining questions are displayed.

7 The following questions are required when the response to ‘Does the patient have
a diagnosis of malignant cancer or pain due to neoplasm?’ is No.
A. Does the beneficiary have a diagnosis of chronic pain syndrome of at
least four (4) weeks duration?

HIGH DOSE PA REQUEST: Is the requested daily dose in combination with
other concurrent opioids less than or equal to 90mg of morphine or an
equivalent dose?
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NC T oF
HEALTH AND HUMAN SERVICES.

Step Action

i. Please supply the beneficiary’s diagnosis and reason for exceeding dose
per day limits.

ii. Please provide the duration (days supply) the beneficiary will exceed the
limit of 90mg of morphine or an equivalent dose.

% HIGH DOSE PA REQUEST: Is the requested daily dose in combination with other concurrent opioids less than or equal to 90mg of morphine or an equivalent dose?
O Yes @ No

Daily Dose Exceeded

% Please supply the beneficiary's diagnosis and reason for exceeding dose per day limits

o* Please provide the duration (days supply) the beneficiary will exceed the limit of 90mg of morphine or an equivalent dose

% Is this an initial authorization? Select 'Yes' for an initial authorization. Select 'No' for a reauthorization request.
O Yes @ No

% Has the prescriber reviewed and is adhering to the NC Medical Board statement on the use of controlled substances for the treatment of pain?
O Yes O No

% Is the prescribing clinician adhering, as medically appropriate, to the guidelines which include: (a) complete beneficiary evaluation, (b) establishment of a treatment plan (contract), (c) informed
consent, (d) periodic review, and (e) consultation with specialists in various treatment modalities as appropriate?
OvYes O No

% Has the prescribing physician checked the beneficiary's utilization of controlled substances on the NC Controlled Substance Reporting System?
) Yes O No

% Has the prescribing clinician reviewed the current CDC Guideline for Prescribing Opioids for Chronic Pain?
O Yes O No

% Does the patient have a documented history within the past year of two preferred long-acting Opioid Analgesics at a dose equal to or eguivalent to the non-preferred long-acting Opioid Analgesic
being prescribed?

OYes O No

% Does the patient have a contraindication or allergy to ingredients in the preferred product?
OYes O No

Non Preferred

Failed two preferred drugs. If only one drug is available, then failed one preferred drug.
% (Failed) Preferred Drug 1 Choose ~

|i % (Failed) Preferred Drug 2 Choose v

Step Action

Is this an initial authorization? Select ‘Yes’ for an initial authorization.
Select ‘No’ for a reauthorization request.

B. Has the prescriber reviewed and is adhering to the NC Medical Board
statement on the use of controlled substances for the treatment of pain?

C. Is the prescribing clinician adhering, as medically appropriate, to the
guidelines which include: (a) complete beneficiary evaluation, (b)
establishment of a treatment plan (contract), (c) informed consent, (d)
periodic review, and (e) consultation with specialists in various treatment
modalities as appropriate?

D. Has the prescribing physician checked the beneficiary’s utilization of
controlled substances on the NC Controlled Substance Reporting
System?

E. Has the prescribing clinician reviewed the current CDC Guideline for
Prescribing Opioids for Chronic Pain?

F. Does the patient have a documented history within the past year of two
preferred long-acting Opioid Analgesics at a dose equal to or equivalent
to the non-preferred long-acting Opioid Analgesic being prescribed?
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Information System (NCMMIS)

NC
HEALTH AN

Step Action
G. Does the patient have a contraindication or allergy to ingredients in the
preferred product?
H. Failed two preferred drugs. If only one drug is available, then failed one
preferred drug.
i. (Failed) Preferred Drug 1: Required when ‘Failed two preferred drugs.
If only one drug is available, then failed one preferred drug’ is
checked.

ii. (Failed) Preferred Drug 2: Required when ‘Failed two preferred drugs.
If only one drug is available, then failed one preferred drug’ is
checked

Justification for non-preferred drug request
Allergic reaction
O Drug-to-drug interaction

* Please describe reaction

Previous episode of an unacceptable side effect or therapeutic failure

% Please provide clinical information

Clinical contraindication, co-morbidity, or unique patient circumstance as a contraindication to preferred drugs.
% Please provide clinical information

Age specific indications.

% Please give patient age and explain

Unique clinical indication supported by FDA approval or peer reviewed literature.

% Please provide clinical information

Unacceptable clinical risk associated with therapeutic change.

% Please explain

criminal liability.

% Please validate your signature PIN: Verify @
« Previous m Next »

% I certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to civil or

Request Last Updated:
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HEALTH AND Hi
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SERVICI

Es

Step Action

I. Allergic reaction
J. Drug-to-drug interaction

i. Please describe reaction:

K. Previous episode of an unacceptable side effect or therapeutic failure.

i. Please provide clinical information:

L. Clinical contraindication, co-morbidity, or unique patient circumstance as
a contraindication to preferred drugs.

i. Please provide clinical information:
M. Age specific indications.
i. Please give patient age and explain:

N. Unique clinical indication supported by FDA approval or peer reviewed
literature.

i. Please provide clinical information:

O. Unacceptable clinical risk associated with therapeutic change.

i. Please explain:

8 Select the checkbox to certify the information provided is accurate.
9 Enter your PIN in the Please validate your signature PIN field.
10 Select the Verify button.

11 Select the Next button.
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Prior Approval Request — Short-Acting Opioid Analgesics — Preferred

SHORT-ACTING PREFERRED OPIOID ANALGESICS

e Prior approval is required for total daily doses greater than the allowed maximums. Refer
to Appendix A, Morphine Equivalency Values to view the list of maximum daily dosages
for short-acting opioid analgesics.

e Prior approval is required for greater than a 14-day supply.

o Prior approval requests should include the beneficiary’s diagnosis and reason for
exceeding dose per day limits and duration (days’ supply) limits.

e Prior approval requests may be approved for up to 6 months.

o Reauthorization prior approval requests for beneficiaries with chronic pain must include
documentation as to why the beneficiary needs continued opioid treatment and a current
plan of care.

The Header tab of the page allows an external user (i.e., provider) to enter Prior Approval
common header information.

Provider Portal

+ Home } Prior Approval Request

Prior Approval Request & | AA |Hep
% indicate: d

2quired field Legen

Base | MATION
6* _Account Information: ~
O - v [ 3 TR 2

Header Information  Detail Information | Attachments
Payer: DHB PAType: PHARMACY Drug Class: OPIOID S
RECIPIENT

Recipient Infongais
% Recipient 1D:

Last Name: First Name:
Address1:
Address2:

City: State: ZIP Code:
Gender: Date of Birth:
el(unfirm
PRescRiszR

Last Name: First Name:

Address1:

Address2:
City: State: ZIP Code:

Phone: Fax:

Next 1

Step Action

1 Select the NCID from the Account Information drop-down menu.
2 Select the Group ID from the Group drop-down menu.

3 Select the NPI/Atypical ID from the NPI/Atypical ID drop-down menu.
Note: The prescriber information will populate in the Prescriber section.

4 Enter the recipient’s ID in the Recipient ID field.
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NC DES or
HEALTH AND HUMAN SERVICES.

Step Action
5 Select the Confirm button.

The recipient’'s demographics display.

Provider Portal ‘ Eiuitimx| w‘ Claims | Rdﬂni| Code Search | Enrollment mirislrﬂim‘ P:y!mnt‘ Trading Partner  Consent Forms.

+ Home » Prior Approval Request

Prior Approval Request & | AA | Help

¥ indicates 3 required field Legend

BASE INFORMATION

#_Account Information: ~
* _Group: v * _NPI/ Atypical ID: e
Header i Detail Infi
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID S

RECIPIENT
Recipient Information
* Recipient 1D:

Last Name: First Name:
Address1:
Address2:
City: State: ZIP Code:
Gender: Date of Birth:

Confirm

PRESCRIBER
Last Name: First Name:
Address1:
Address2:
City: State: ZIP Code:
Phone: Fax:

.
o Next »

Step Action

6 Verify the information and select the Next button.
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NC DES or
HEALTH AND HUMAN SERVICES.

Diagnosis of Malignant Cancer or Pain Due to Neoplasm
The Detail tab of the page allows an external user (i.e., provider) to enter prior approval detail
information.

Header Information | Detail Information  Attachments

Payer: DHB PA Type: PHARMACY Drug Class: OPIOID S
DET, RMATION
“ * Quanti 3 : o High Dose Indicator
9* igth of Therapy: ' Choose v Total Quantity Requested: 0
Clinical M - Opioid Analgesics Short
4 % Is this request for a schedule II drug?
O Yes O No

5 % Is it a request for a non-preferred drug?
O Yes @ No

Preferred
% Drug Name | Choose ~
% Does the patient have a diagnosis of malignant cancer or pain due to neoplasm?
® Yes O No
8 =l
% I certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to civil or
criminal liability.

9 % Please validate your signature PIN: Verify @
« Previous 0 Next %

Request Last Updated:

Step Action

1 Enter an amount in the Quantity Per 30 Days field.

2 The High Dose Indicator cannot be edited on the Provider portal. The default value
is No (unchecked). The value will be systematically updated to Yes (checked) when
the response to ‘Does the patient have a diagnosis of malignant cancer or pain
due to neoplasm?’ is Yes.

Select the number of days from the Length of Therapy drop-down menu.

Answer the questions: Is this request for a schedule Il drug?.

Answer the question: Is it a request for a non-preferred drug?.

Select a drug from the Drug Name drop-down menu.

Njojlolb~|lw

Answer the question: Does the patient have a diagnosis of malignant cancer or
pain due to neoplasm?

Note: When the response is Yes, the remaining questions are not displayed and the
PA is approved with the PA High Dose Indicator set to Yes (checked).

8 Select the checkbox to certify the information provided is accurate.

9 Enter your PIN in the Please validate your signature PIN field.
10 Select the Verify button.
11 Select the Next button.

Job Aid -PRV151 Page 22 of 35
JA_PA 151_Pharm PV PA Shrt-Lng-Act Pref-Non-Pref Drugs_W1.2.1



CSRA-_“ North Carolina Medicaid Management December 22, 2020
bl Information System (NCMMIS)

No Diagnosis of Malignant Cancer or Pain Due to Neoplasm

HeaderInformationl Detail Information  Artachments

Payer: DHB PA Type: PHARMACY Drug Class: OPIOID S
DETAL RMATION
6‘!,Qy,a,n,t,i,t,y,,[’?l}@,!?ﬁ?ﬁ: o ) High Dose Indicator
o* ngth of Therapy: Choose v Total Quantity Requested: 0

Clinical Info - Opioid Analgesics Short

% s this request for a schedule 1T drug?
OYes O No

Is it @ request for a non-preferred drug?
O Yes @ No

Preferred
% Drug Name  Choose v

Does the patient have a diagnosis of malignant cancer or pain due to neoplasm?
O Yes @ No

Step Action

1 Enter an amount in the Quantity Per 30 Days field.

2 The High Dose Indicator cannot be edited on the Provider portal. The default value
is No (unchecked). The value will be systematically updated to Yes (checked) when
the response to ‘Does the patient have a diagnosis of malignant cancer or pain
due to neoplasm?’ is Yes.

Select the number of days from the Length of Therapy drop-down menu.

Answer the question: Is this request for a schedule Il drug?

Answer the question: Is it a request for a non-preferred drug?

Select a drug from the Drug Name drop-down menu.

Nj[ojlolb~|lw

Answer the question: Does the patient have a diagnosis of malignant cancer or
pain due to neoplasm?

Note: When the response is No, the remaining questions are not displayed.
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NC T oF
HEALTH AND HUMAN SERVICES.

Cancer or Neaplasm

o % Is this an initial authorization? Select 'Yes' for an initial authorization. Select 'No' for a reauthorization request.
O Yes @ No
% Does the beneficiary have Sickle Cell Disease?

O ves O No

Please provide documentation as to why the beneficiary needs continued opioid treatment and current plan of
care. Use the Attachments Tab.

G % HIGH DOSE PA REQUEST: Is the requested daily dose in combination with other concurrent opioids less than or equal to 90mg of morphine or an equivalent dose?
O Yes @ No
Daily Dose Exceeded

% Please supply the beneficiary's diagnosis and reaseon for exceeding dose per day limits

p Please provide the duration (days supply) the beneficiary will exceed the limit of 90mg of morphine or an equivalent dose

D % Has the prescriber reviewed and is adhering te the NC Medical Board statement on the use of controlled substances for the treatment of pain?
® Yes O No

E % Is the prescribing clinician adhering, as medically appropriate, to the guidelines which include: (a) complete beneficiary evaluation, (b) establishment of a treatment plan (contract), (c) informed
consent, (d) periodic review, and (e) consultation with specialists in various treatment modalities as appropriate?

@® Yes O No
F % Has the prescribing physician checked the beneficiary's utilization of controlled substances on the NC Controlled Substance Reporting System?
® Yes O No

G % Has the prescribing clinician reviewed the current CDC Guideline for Prescribing Opieids for Chronic Pain?
@® Yes O No

(]
* I certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to civil or
criminal liability.

Q i MHEEEE WO SR SErEiE PR Verify @

 Previous 0 Next »

Request Last Updated:

Step Action

7 The following questions are required when the response to ‘Does the patient have
a diagnosis of malignant cancer or pain due to neoplasm?’ is No.

A. s this an initial authorization? Select Yes for an initial authorization. Select
No for a reauthorization request.

Note: Supporting documentation is required when the response to ‘Is this
an initial authorization?’ is No.

B. Does the beneficiary have Sickle Cell Disease?

C. HIGH DOSE PA REQUEST: Is the requested daily dose less than or
equal to 90mg of morphine or an equivalent dose?

Note: The following questions are required when the response to ‘Is the
requested daily dose less than or equal to 90mg of morphine or an
equivalent dose?’ is No.

i. Please supply the beneficiary’s diagnosis and reason for exceeding
dose per day limits:

ii. Please provide the duration (days’ supply) the beneficiary will exceed
the limit of 90mg of morphine or an equivalent dose.

D. Has the prescriber reviewed and is adhering to the NC Medical Board
statement on the use of controlled substances for the treatment of pain?

E. Is the prescribing clinician adhering, as medically appropriate, to the
guidelines which include: (a) complete beneficiary evaluation, (b)
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Step Action

establishment of a treatment plan (contract), (c) informed consent, (d)
periodic review, and (e) consultation with specialists in various treatment
modalities as appropriate?

F. Has the prescribing physician checked the beneficiary’s utilization of
controlled substances on the NC Controlled Substance Reporting
System?

G. Has the prescribing clinician reviewed the current CDC Guideline for
Prescribing Opioids for Chronic Pain?

8 Select the checkbox to certify the information provided is accurate.
9 Enter your PIN in the Please validate your signature PIN field.
10 Select the Verify button.

11 Select the Next button.

Prior Approval Request — Short-Acting Opioid Analgesics —
Non-Preferred

SHORT-ACTING NON-PREFERRED OPIOID ANALGESICS

e Prior approval is required for total daily doses greater than the allowed maximums. Refer
to Appendix A, Morphine Equivalency Values to view the list of maximum daily dosages
for short-acting opioid analgesics.

e Prior approval is required for greater than a 14-day supply.

o Prior approval requests should include the beneficiary’s diagnosis and reason for
exceeding dose per day limits and duration (days’ supply) limits.

o Reauthorization prior approval requests for beneficiaries with chronic pain must include
documentation as to why the beneficiary needs continued opioid treatment and current
plan of care.

e Prior approval requests may be approved for up to 6 months.

The beneficiary must have a documented failure within the past year of two preferred opioid
analgesics at a dose equivalent to the dose of the product being prescribed or a known
documented contraindication to one or more of the preferred ingredients.

The Header tab of the page allows an external user (i.e., provider) to enter Prior Approval
common header information.
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NC DES or
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Provider Portal ‘ Eiﬂi)lily| Prior Approval ‘ Clain5| Referral ‘ Code Search | Enroliment ‘ Administration ‘ Fhvlll}!ll| Trading Partner | Consent Forms

+ Home + Prior Approval Request

Prior Approval Request B | AA | Help
% indicates 2 raquired fisld Legend -
BAsE MATION
% _Accougt Information: av
é * _Group: - a # NPL/ Atypical ID: v
Header Information | petail Information | Attachments
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID S
RECIFIENT
Recipient Information o
Last Name: First Name:
Address1:
Address2:
City: State: ZIP Code:
Gender: Date of Birth:
s 1o
?
PRESCRIBER :
Last Name: First Name:
Addressl:
Address2:
City: State: ZIP Code:
Phone: Fax:

Next »

Step Action

1 Select the NCID from the Account Information drop-down menu.
2 Select the Group ID from the Group drop-down menu.

3 Select the NPI/Atypical ID from the NPI/Atypical ID drop-down menu.
Note: The prescriber information will populate in the Prescriber section.

4 Enter the recipient’s ID in the Recipient ID field.
5 Select the Confirm button.

The recipient’'s demographics display.

Job Aid -PRV151 Page 26 of 35
JA_PA 151_Pharm PV PA Shrt-Lng-Act Pref-Non-Pref Drugs_W1.2.1



CSRA=:

*

r
Provider Portal

» Home  Prior Approval Request

Prior Approval Request

ndicates a required fisld

BASE INFORMATION
% Account Information:

Header Information = Detail Information

Information System (NCMMIS)

North Carolina Medicaid Management

December 22, 2020

| Eligibility ‘ Prior Approval ‘ Claims ‘ Relnmil| Code Search ‘ Enroliment ‘ Administration ‘ Payment ‘ Trading Partner ~ Consent Forms:

Attachments

Payer: DHB

RECIFIENT
Recipient Information

Last Name:
Address1:
Address2:

City:

Gender:

PRESCRIBER
Last Mame:
Address1:
Address2:
City:

Phone:

Step Action

PA Type:

State:

State:

PHARMACY

First Mame:

Drug Class:

ZIP Code:
Date of Birth:

First Name:

ZIP Code:

OPIOID S

NC DEPARTMENT OF
HEALTH AND HUMAN SERVICES.

[ 6 Jamm

2

Next 2

Request Last Updated:

6 Verify the information and select the Next button.
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NC DES or
HEALTH AND HUMAN SERVICES.

Diagnosis of Malignant Cancer or Pain Due to Neoplasm
The Detail tab of the page allows an external user (i.e., provider) to enter prior approval detail
information.

Provider Portal Eini:lily| Mnm‘ Ehin5| Reimi‘ Code Search | EnroIlEnl| Mninishaﬁan‘ mm‘ Tlainnl’ah-!‘ Consent Forms ‘

» Home » Prior Approval Request

Prior Approval Request S 1 AA I Hep

# indicates a required field Legend

BASE INFORMATION

% Account Information:

Header Information | Detail Information Attachments

Payer: DHB PA Type: PHARMACY Drug Class: OPIOID S

DETy ORMATION
 Quantity Per 20 Days: o High Dose Indicator

ength of Therapy: | Choose v Total Quantity Requested: @

Clinical Info - Opioid Analgesics S

# [s this request for a schedule IT drug?
O ves (O No

% Is it a request for a non-preferred drug?
@ Yes (O No

Non Preferred
* Drug Name | +

% Does the patient have a diagnosis of malignant cancer or pain due to neoplasm?
® Yes O Ne

a
* 1 certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to civil or
criminal liability.

[t ]« please validate your signature PIN: verify @

+
{t Previous 0 Next n

Request Last Updated:

Step Action

1 Enter an amount in the Quantity Per 30 Days field.

2 The High Dose Indicator cannot be edited on the Provider portal. The default value
is No (unchecked). The value will be systematically updated to Yes (checked) when
the response to ‘Does the patient have a diagnosis of malignant cancer or pain
due to neoplasm?’ is Yes.

Select the number of days from the Length of Therapy drop-down menu.

Answer the question: Is this request for a schedule Il drug?

Answer the question: Is it a request for a non-preferred drug?

Select a drug from the Drug Name drop-down menu.

Njojo|b~|W®

Answer the question: Does the patient have a diagnosis of malignant cancer or
pain due to neoplasm?

Note: When the response is Yes, the remaining questions are not displayed and the
PA is approved with the PA High Dose Indicator set to Yes (checked).

8 Select the checkbox to certify the information provided is accurate.

9 Enter your PIN in the Please validate your signature PIN field.
10 Select the Verify button.
11 Select the Next button.
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No Diagnosis of Malignant Cancer or Pain Due to Neoplasm

Provider Portal Eligibility ‘ Prior Approval ‘ Claims ‘ Rnan-| Code Search | Enmlmnt| Anminisn-aﬁnn| Paymenl‘ rmnnmnr| Consent Forms
* Home } Prior Approval Request
Prior Approval Request S | AA | Help
% indicates a required field Legend
BASE INFORMATION
# _Account Information:
* _Group: v * NP1/ Atypical ID: v
Header Information I Detail Information Attachments
Payer: DHB PA Type: PHARMACY Drug Class: OPIOID S
DETAIL ORMATION
% Quantity Per 30 Days: e O High Dose Indicator
* Length of Therapy: | Choose - Total Quantity Requested: 0
Clinical Info - Opioid Analgesics Short

* Is this request for a schedule II drug?
O Yes (O No

% Is it a request for a non-preferred drug?
® ves (O No

Non Preferred
% Drug Name v

% Does the patient have a diagnosis of malignant cancer or pain due to neoplasm?
() Yes @ Mo

Step Action

1 Enter an amount in the Quantity Per 30 Days field.

2 The High Dose Indicator cannot be edited on the Provider portal. The default value
is No (unchecked). The value will be systematically updated to Yes (checked) when
the response to ‘Does the patient have a diagnosis of malignant cancer or pain
due to neoplasm?’ is Yes.

3 Select the number of days from the Length of Therapy drop-down menu.

4 Answer the question: Is this request for a schedule Il drug?

5 Answer the question: Is it a request for a non-preferred drug?

6 Select a drug from the Drug Name drop-down menu.

7 Answer the question: Does the patient have a diagnosis of malignant cancer or
pain due to neoplasm?

Note: When the response is Yes, the remaining questions are not displayed and the
PA is approved with the PA High Dose Indicator set to Yes (checked).
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NC DEPARTMENT OF
HEALTH AND HUMAN SERVICES.

Cancer or Neoplasm

% Is this an initial authorization? Select "Yes' for an initial authorization. Select ‘Mo’ for a reauthorization request.
O Yes @ Ne

% Does the beneficiary have Sickle Cell Disease?
O Yes (0 No

Please provide documentation as to why the beneficiary needs continued opioid treatment and current plan of
care. Use the Attachments Tab.

% HIGH DOSE PA REQUEST: Is the requested daily dose in combination with other concurrent opioids less than or equal to 80mg of morphine or an equivalent dose?
O Yes @ No
Daily Dose Exceeded

% Please supply the beneficiary's diagnosis and reason for exceeding dese per day limits

% Please provide the duration (days supply) the beneficiary will exceed the limit of 90mg of morphine or an equivalent dose

% Has the prescriber reviewed and is adhering to the NC Medical Board statement on the use of controlled substances for the treatment of pain?
O Yes () No

s Is the prescribing dlinician adhering, as medically appropriate, to the guidelines which include: (a) complete beneficiary evaluation, (b) establishment of a treatment plan (contract), (c) informed
consent, (d} periodic review, and (e) consultation with specialists in various treatment modalities as appropriate?
O Yes (O No

% Has the prescribing physician checked the beneficiary's utilization of controlled substances on the NC Controlled Substance Reporting System?
O Yes (O No

% Has the prescribing clinician reviewed the current CDC Guideline for Prescribing Opioids for Chronic Pain?

O ves O Ne

% Does the patient have a decumented history within the past year of two preferred short-acting Opioid Analgesics WITHIN THE SAME PDL GROUP at a dose equal to or equivalent to the non-preferred
short-acting Opioid Analgesic being prescribed?
O Yes () No
s Does the patient have a contraindication or allergy to ingredients in the preferred product?
O yes O No

Non Preferred

Failed two preferred drugs. If only one drug is available, then failed one preferred drug.

(Failed) Preferred Drug 1 Choose v

* (Failed) Preferred Drug 2 | Choose

Justification for non-preferred drug request
0 O allergic reaction

L Drug-to-drug interaction

o* Please describe reaction

Previous episode of an unacceptable side effect or therapeutic failure.

% Please provide clinical information

Clinical contraindication, co-marbidity, or unique patient circumstance as a contraindication to preferred drugs
Please provide clinical information

Age specific indications.

# Please give patient age and explain

Unique clinical indication supported by FDA approval or peer reviewed literature.
% Please provide clinical information

Unaceeptable clinical risk associated with therapeutic change.

% FPlease explain

% I certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to civil or
criminal liability.

pie_Please validate your signature PIN: verify @

+
 Previous

0 et »

Request Last Updated:

Step Action

7 The following questions are required when the response to ‘Does the patient have
a diagnosis of malignant cancer or pain due to neoplasm?’ is No.

A. s this an initial authorization? Select Yes for an initial authorization.
Select No for a reauthorization request.
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Step Action

. Does the patient have a documented history within the past year of two

Note: Supporting documentation is required when the response to ‘Is this
an initial authorization?’ is No.

Does the beneficiary have Sickle Cell Disease?

HIGH DOSE REQUEST: Is the requested daily dose less than or equal to
90mg of morphine or an equivalent dose?

Note: The following questions are required when the response to ‘Is the
requested daily dose less than or equal to 90mg of morphine or an
equivalent dose?’ is No.

i. Please supply the beneficiary’s diagnosis and reason for exceeding
dose per day limits:

ii. Please provide the duration (days’ supply) the beneficiary will exceed
the limit of 90mg of morphine or an equivalent dose.

Has the prescriber reviewed and is adhering to the NC Medical Board
statement on the use of controlled substances for the treatment of pain?

Is the prescribing clinician adhering, as medically appropriate, to the
guidelines which include: (a) complete beneficiary evaluation, (b)
establishment of a treatment plan (contract), (c) informed consent, (d)
periodic review, and (e) consultation with specialists in various treatment
modalities as appropriate?

Has the prescribing physician checked the beneficiary’s utilization of
controlled substances on the NC Controlled Substance Reporting
System?

Has the prescribing clinician reviewed the current CDC Guideline for
Prescribing Opioids for Chronic Pain?

preferred short-acting Opioid Analgesics WITHIN THE SAME PDL
GROUP at a dose equal to or equivalent to the non-preferred short-acting
Opioid Analgesic being prescribed?

Does the patient have a contraindication or allergy to ingredients in the
preferred product?

Failed two preferred drugs. If only one drug is available, then failed one
preferred drug.

i. (Failed) Preferred Drug 1: Required when ‘Failed two preferred drugs. If
only one drug is available, then failed one preferred drug’ is checked.

ii. (Failed) Preferred Drug 2: Required when ‘Failed two preferred drugs.
If only one drug is available, then failed one preferred drug’ is checked.
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NC DEPAS T oF
HEALTH AND HUMAN SERVICES.

Step Action

K. Allergic reaction

L. Drug-to-drug interaction
i. Please describe reaction:

M. Previous episode of an unacceptable side effect or therapeutic failure.
i. Please provide clinical information:

N. Clinical contraindication, co-morbidity, or unique patient circumstance as
a contraindication to preferred drugs.

i. Please provide clinical information:
O. Age specific indications.
i. Please give patient age and explain:

P. Unique clinical indication supported by FDA approval or peer reviewed
literature.

i. Please provide clinical information:
Q. Unacceptable clinical risk associated with therapeutic change.

8 Select the checkbox to certify the information provided is accurate.
9 Enter your PIN in the Please validate your signature PIN field.
10 Select the Verify button.
11 Select the Next button.
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Appendix A. Morphine Equivalency Values

| Conversion Factor |

Dose Equiv. to 120 mg morphine per day

Buprenorphine (patch) 12.6 67 mcg/hr every 7 days*
Buprenorphine (tab/film) |10 12 mg per day
Butorphanol (nasal) 7 17 mg per day*
Butorphanol (parenteral) |15 8 mg per day
Codeine 0.15 800 mg per day*
Dihydrocodeine 0.1 1200 mg per day*
Fentanyl 0.13 923 mcg per day
(buccal/SL/lozenge)

Fentanyl (film/oral spray) |0.18 667 mcg per day
Fentanyl (nasal spray) 0.16 750 mcg per day
Fentanyl (patch) 7.2 50 mcg/hr patch every 3 days
Hydrocodone 1 120 mg per day*
Hydromorphone (oral) 3.75 32 mg per day
Hydromorphone 20 6 mg per day
(parenteral)

Levorphanol 11 11 mg per day
Meperidine (oral) 0.1 1200 mg per day*
Meperidine (parenteral) (0.4 300 mg per day
Methadone 4 30 mg per day
Morphine (oral) 1 120 mg per day
Morphine (parenteral) 3 40 mg per day
Oxycodone 1.5 80 mg per day
Oxymorphone 3 40 mg per day
Pentazocine 0.33 363 mg per day*
Tapentadol 04 300 mg per day
Tramadol 0.1 1200 mg per day*

*Morphine equivalency values may exceed dosage recommendations. These values do
not imply suggested dosing.
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B.1 EDIT 59060

North Carolina Medicaid Management

December 22, 2020

Appendix B. Pharmacy Edit Updates

EDIT NUMBER

59060

EDIT DESCRIPTION

High dose PA is required when daily dose exceeds120MG morphine
equivalent

DEFAULT EOB

59060 High dose PA is required when daily dose exceeds120MG morphine
equivalent

B.2 EDIT 01099

EDIT NUMBER

01099

EDIT DESCRIPTION

PA REQUIRED

DEFAULT EOB

01722 PHARMACY PA REQUIRED

B.3 EDIT 01100

EDIT NUMBER

01100

EDIT DESCRIPTION

DRUG NOT ON PDL/PHARMACY PA REQUIRED

DEFAULT EOB

01723 DRUG NOT ON PDL. PHARMACY PA REQUIRED

B.4 EDIT 01101

EDIT NUMBER

01101

EDIT DESCRIPTION

PHARM PA LIMITS EXCEEDED

DEFAULT EOB

05308 PRIOR AUTHORIZED UNITS EXCEEDED
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