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L INTRODUCTION

The Medicaid Beneficiary Management Lock-in Program (“Lock-in Program™ or “MLIP")
monitors and prevents the overutilization and abuse of prescribed controlled substances, including
opioids and benzodiazepines, by restricting Medicaid beneficiaries who qualify for the program to
one prescriber and one pharmacy for those prescriptions. The program improves beneficiary
safety, encourages coordination of care, and decreases inappropriate or unnecessaty utilization.

The Division of Medical Assistance (“DMA”) implemented the program in July 2010 with
beneficiary enrollment beginning in October 2010. Beneficiaries are enrolled in the Lock-in
Program based on Medicaid claims data using the following criteria:
(a) receipt of greater than six (6) claims in two (2) consecutive months for benzodiazepines
and/or certain anxiolytics;
(b) receipt of greater than six (6) claims in two (2) consecutive months of opioid analgesics; or
(c) receipt of prescriptions for opiates and/or benzodiazepines and certain anxiolytics from
greater than three (3) prescribers in two (2) consecutive months.

Based on these patterns of utilization, beneficiaries identified for the Lock-in Program are
restricted to a single prescriber and pbarmacy to obtain opioid analgesics, benzodiazepines, and
certain anxiolytics covered by the N.C. Medicaid Outpatient Pharmacy Program. Beneficiaries
receive a notification letter cxplaining the reason(s) they qualify for the program, and are given
the right to appeal DMA’s decision to place tbem in the Lock-in Program per federal regulations.
Beneficiaries select their prescriber and pharmacy and are provided a toll-free number to call if
they have questions. The prescriber and pharmacy chosen by the beneficiary each receive a letter
notifying them that NCTracks will reflect that they are the provider selected by the beneficiary.

Session Law 2015-268, Section 4.4. increased the time-period for beneficiary lock-in from one
year to two years and increased program enrollment capacity. The State implemented the first two-
year lock-in period on March 1, 2017. This report provides an update on the implementation of the
program enhancements and provides a post-implementation audit to evaluate the effectiveness of’
program restrictions in preventing overutilization of controlled substanccs, identify any program
vulnerabilities, and address whether there is evidence of any fraud or abuse within the program.
Please sec Appendix A for the text of Session Law 2015-268, Section 4.4.

1L AUDIT

Per the requirements of Session Law 2015-268, Section 4.4.(6), DMA requested a currently
contracted actuarial service to perform an audit to: (1) evaluate the effectiveness of the program in
preventing overutilization of controlled substances; (2} identify program vulnerabilities; and (3)
address whether there is suspicion of fraud or abuse within the program. Please see Appendix B
for the complete audit report created by DMA’s contracted actuarial service, Myers and Stauffer.



III. CONCLUSION
1. PROGRAM EFFECTIVENESS

Myers and Stauffer evaluated the utilization patterns of beneficiaries within the lock-in program.
They looked at claims for the six-month period prior to the increase from a one- to a two-year
lock-in period and at claims for the following six months for those beneficiaries locked in
beginning March 2017. Focusing on the population that continued to use targeted drugs after lock-
in (page 24), total pharmacy claims for these beneficiaries decreased by 38 percent, the total
number of prescribers decreased by 65 percent, and the total pharmacies used decrcased by 50
percent. Additionally, the average number of pharmacy claims, average number of prescribers, and
average number of pharmacies per beneficiary decreased, demonstrating the effectiveness of the
lock-in program in preventing overutilization,

There were beneficiaries who discontinued use of the targeted drugs after lock-in but continued to
remain in the program. Myers and Stauffer lists possible explanations for the beneficiaries no
longer receiving targeted drugs on page 23 of the audit, including that these beneficiaries may have
started receiving appropriate care and clinical management so that they no longer needed the
targeted drugs. While not noted in the audit report, some beneficiarics may also have switched to
illicit drug use following their lock-in as recent data reports a decrease in overdoses related to
prescription opioids and an increase in overdoses related to illicit drug use. Myers and Stauffer
was unable to determine the total effect of increasing the lock-in period from a one- to two-year
period since the enhanced program had been operational for less than a year at the time of the
evaluation. However, a review of a similar prograin with a two-year lock-in period found that
beneficiaries were more likely to achieve stable outcomes the longer they remained enrolled in the
lock-in prograr.

Pharmacy claims for the lock-in beneficiaries were analyzed to determine if beneficiaries were
taking opioid dependence treatment drugs concurrently with other targeted drugs (opioids,
benzodiazepines and certain anxiolytics), as it is generally contraindicated. For the audit,
concurrent use was defined as having one claim for an opioid dependence treatment drug with an
overlapping date of service of any other targeted drug. Myers and Stauffer identified beneficiaries
that were concurrently receiving both types of drugs in both the pre- and post-lock-in groups and
found a 2.5-fold decrease in the number of beneficiaries with overlapping drug claims occurred
after lock-in compared to before lock-in. This decrease may be due to improved care and climcal
management of the opioid dependence treatment of these lock-in beneficiaries, which would
demonstrate that the program does positively impact the safety and treatment outcomes of the
beneficiaries in the program. Myers and Stauffer found the percentage of lock-in beneficiaries with
opioid dependence treatment drug claims increased from the pre-lock-in period to the post-lock-
in period, which may indicate more beneficiaries are committing to treatment for opioid
dependence. Additionally, the implemnentation of the STOP Act should decrease the numher of
beneficiaries on opioids or benzodiazepines and drugs for opioid dependence treatment with
overlapping dates of service as prescribers and pharmacists increase utilization of the N.C.
Controlled Substance Reporting System (CSRS).



The audit also evaluated the utilization of opioids and benzodiazepines, excluding drugs for the
treatment of opioid dependence, in the population that continued to utilize targeted drugs and found
this group had the most significant reduction in targeted drug usage, with an 18 percent reduction
in the number of beneficiaries taking these drugs after lock-in. In addition, there was a 46 percent
reduction in targeted drug pharmacy prescription count, a 69 percent reduction in the number of
prescribers, and a 59 percent reduction in the number of pharmacies used.

Additionally, Myers and Stauffer provided the cost savings for the lock-in beneficiary population
based on the data available at the time of audit for drug utilization, only as it relates to the targeted
drugs. An overall targeted drug savings of $92,407.62 was observed during the six-month period
after lock-in and the average cost per lock-in beneficiary decreased by $140.10. This cost savings
does not take into consideration program operational costs or any other extrapolated cost savings
due to a decrease in utilization of other services because of the lock-in program. A fiscal analysis
of the lock-in program will be completed by Myers and Stauffer in the coming months.

In general, Myers and Stauffer states, “This analysis found the current NC MLIP design is
effectively identifying beneficiaries for lock-in based on its criteria and is operating primarily
as designed.”

2. PROGRAM VULNERABILITIES

Myers and Stauffer compared the criteria and program design of our four bordering states
(Georgia, South Carolina, Tennessee, and Virginia) to evaluate potential vulnerabilities of the
program and possible ways to improve the program. A complete analysis of potential program
vulnerabilities can be found beginning on page 11.

The basic design elements of North Carolina’s MLIP are like those of its bordering states. All four
programs lock-in periods reviewed are for a minimum of two years, except for Tennessee which
utilizes an indefinite lock-in period. All four programs currently lock into one pharmacy provider.
However, only two programs, South Carolina and Tennessee, do not lock into one prescriber.

It was reported that all four of the bordering state programs are more restrictive and use more
criteria for participation in their respective lock-in programs. DMA intends to evaluate criteria
used by other states to determine if the N.C. lock-in program would benefit from implementing
any of the noted criteria. Opportunities to be considered to improve the N.C. lock-in program are
listed on page 19, Table C.

The utilization of the N.C. CSRS would aid in both identifying beneficiaries for lock-in and
monitoring targeted drug use activity of lock-in beneficiaries, but does present some operational
challenges. There is no match to a beneficiary’s Medicaid ID in the N.C. CSRS. Instead matches
would be made using name, birthdate, and address as potential identifiers. While pbarmacies are
required to report in all paid claims for controlled substances, there is no requirement that
pharmacies report claims that are reversed and not dispensed. This could lead to false positives.

The report noted that a portion of lock-in beneficiaries may possibly be obtaining targeted drugs
outside of Medicaid by paying cash. The STOP Act should assist in curbing this behavior, as there



are requirements for pharmacists to check the N.C. CSRS when individuals present at the
pharmacy requesting to pay cash when they have a third-party payor on file.

Another opportunity to improve the program is the use of morphine milligram equivalents (MME)
as an inclusion criteria. The Center for Disease Control (CDC) finds that patients receiving higher
doses of opioids have an increased likelihood of adverse outcomes, so DMA established opioid
dosage limits in opioid clinical coverage policy. Currently, DMA opioid clinmical coverage policy
requires all beneficiaries receiving an opioid dosage exceeding 120 mg MME have a pnor
authorization requested by their prescriber before N.C. Medicaid will make payment. A recent
analysis of opioid utilization data by the N.C. Medicaid Drug Utilization Review Board reported
a decrease in prescribed opioid MMEs since the implemnentation of the policy in August 2017.

DMA will need to consider coordination with the Prepaid Health Plans (PHPs) as the Medicaid
program transitions to managed care or consider operating onc statewide lock-in program
administered by DMA to prevent beneficiaries from hypassing the lock-in program by changing
from one managed care plan to another.

3. FRAUD AND ABUSE

Per the audit, “Myers and Stauffer has carefully evaluated patterns of bebavior to identify whether
any evidence was identified of potential fraud or abuse within the MLIP and did not identify
indications that fraud or abuse exist within the MLIP.” The Top 25 prescribers of targeted drugs
were identified by reviewing pharmacy claims for the six (6) mnonth period post-lock-in. Five of
the top prescnbers identified had previously entered into consent orders (negotiated settlement
agreements) with the N.C. Medical Board, as a result of Board investigations finding concerns
about the prescribers’ practices relating to controlled substances. The audit sugpests there may be
benefit in referring these providers to Program Integrity for review. DHHS is also carefully
reviewing prescribing patterns across Medicaid to determine potential interventions.

Beneficiaries are allowed one emergent fill for up to a 4-day supply of the targeted inedications
not written by the prescriber on file or not filled at the pharmacy on file per year while in the lock-
in program. An attempt to evaluate the use of the Emergency Override was inconclusive due to
the complexity of the system edits. However, in a sample of claims, there was no evidence of
beneficiaries receiving more than one emergency fill per year.

The Medicaid Beneficiary Management Lock-in Program supports North Carolina’s statewide
initiative for preventing prescription drug abuse through coordination of care with a single
prescriber and pharmacy for thc use of opioid analgesics and benzodiazepines. The program
encourages safer practices and improved outcomes for beneficiaries who need these types of
medications and has the potential to deter overutilization. DMA continues to work diligently with
its fiscal agent, CSRA, to ensure the program complies with the legislation that authorizes this

program.
IV. APPENDICES

Please see the appendices that follow for documentation referenced in the report.



Appendix A: Session Law 2015-268, Section 4.4.

The Division of Medical Assistance of the Department of Health and Human Services (DMA) shall take the
following steps to improve the effectiveness and efficiency of the Medicaid lock-in program:

(1) Establish written procedures for the operation of the lock-in program, including specifying the
responsibilities of DMA and the program contractor.

(2) Establish procedures for the sharing of bulk data with the Controlled Substances Regulatory Branch.

(3) In consultation with the Physicians Advisory Group, extend lock-in duration to two years and revise
program eligibility criteria to align the program with the statewide strategic goals for preventing
prescription drug abuse. DMA shall report an estimate of the cost-savings from the revisions to the
eligibility criteria to the Joint Legislative Program Evaluation Oversight Commitiee and the Joint
Legislative Oversight Committee on Health and Human Services within one year of the lock-in program
again becoming operational.

(4) Develop a Web site and communication materials to inform lock-in enrollees, prescribers, pharmacists,
and emergency room health care providers about the program.

(5) Increase program capacity to ensure that all individuals who meet program critenia are locked in.

(6) Conduct an audit of the lock-in program within six months after the effective date of this act in order to
evaluate the effectiveness of program restrictions in preventing overutilization of controlled substances,
identify any program vulnerabilities, and address whcther there is evidence of any fraud or abuse within
the program. |

DMA shall report to the Jomt Legislative Program Evaluation Oversight Committee by September 30, 2016, on
its progress toward implementing all items included in this section.

















































































































