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SUMMARY 
 

Utah is actively pursuing cost containment solutions for 
its Medicaid program. Last March the Utah Legislature 
passed SB180, (Medicaid Reform sponsored by Sen. 
Liljenquist), bringing Utah one step closer to accountable 
care through accountable care organizations (ACO). The 
ACO is a model for payment and delivery system reform 
that ties provider reimbursements to quality metrics and 
reductions in the total cost of care for an assigned group 
of patients. It could take years to achieve the level of 
savings that Utah policy leaders are looking for in 
accountable care. In the meantime it’s worth taking a 
closer look at one of the major cost drivers for Medicaid:  
prescription medications.  Mental health medications are 
increasing in price at a rate that far outstrips other 
classes of medication.i Since Utah’s Preferred Drug List 
(PDL) was implemented in FY2008, the program has 
saved the state millions of dollars—$16,647,572 in 
FY2009 alone.ii  However, because Utah does not include 
mental health medications on its PDL, the state is leaving 
nearly half of the potential savings on the table.  

 

REAL SAVINGS ON UTAH MEDICAID PRESCRIPTIONS  
 

The Utah Medicaid program saves money on 
medications in a variety of ways, including  
manufacturer rebates, the PDL, prior authorization for 
non-generics, the DRRC (Drug Regimen Review Center 
operated by the University of Utah’s College of 
Pharmacy), co-pays, and prospective drug utilization 
review .  Together, these have saved Utah over tens of 
millions over the last few years.iii   
 

Utah’s PDL accounts for a significant portion of those 
savings.  Utah first implemented a Medicaid PDL in 2008, 
following passage of Senate Bill 42 (Sen. A. Christensen) 
in the 2007 legislative session.  The next year brought 
tighter parameters around the pre-authorization process 
for medications not included in the PDL, substantially 
increasing the savings to the state.  The chart below 
summarizes the savings from the use of the PDL so far, 
with a continued savings for FY2010 of over $16 million 
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SAVING TAXPAYER DOLLARS 
 
Utah’s PDL has generated over $16.6 million 
in Medicaid savings overall and over $4.7 
million in general fund savings in FY 2010—
even more than anticipated! Adding mental 
health medications to the PDL will result in 
significant savings—mental health 
medications account for 39% of the Medicaid 
pharmaceutical budget—but only if 
safeguards are in place that protect patients.  
 

PUTTING PATIENTS FIRST… 
Several states do not exempt mental health 
medications from their PDLs, though Michigan 
and others have provisions to moderate the 
impact of prior authorization, the process 
used to justify exceptions to preferred 
medications. The Kaiser Foundation identified 
10 states that require prior authorization for 
anti-depressants, and 11 for 
benzodiazepines/tranquilizers, medications 
that are generally used to treat anxiety. For 
serious and persistent mental illnesses like 
schizophrenia, states have found they need to 
proceed with caution. Supporting a 
“grandfathering” of mentally ill patients who 
are stable on their current prescription 
regimen is a key step in keeping clients 
stabilized.  Other important patient 
protections include a 24-hour or less prior 
authorization process, a 72-hour emergency 
dispensing provision, and consideration of 
clinical best practices, not just cost, in 
determining which medications to include on 
the PDL. Utah can likewise include mental 
health medications on the PDL while 
protecting access to medically necessary 
medication.  
 

  

 

http://health.utah.gov/medicaid/stplan/LegReports/PDL%20Savings_09-08-10.pdf
http://www.kff.org/
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dollars in total funds and over $4 million dollars in the General Fund.iv   
 

 
Source: Utah Department of Health, Division of Medicaid and Health Financing, Bureau of Coverage and Reimbursement Policy. 

http://health.utah.gov/medicaid/stplan/LegReports/PDL%20Savings_09-08-10.pdf.  

 

Mental health medications account for 39% of total Medicaid medication costs.v  The fiscal analyst estimates 
that adding mental health medications to the PDL will save Utah an additional $1 million or more in the first 
year of implementation and $1.5 million each year thereafter.vi  The principal aim of PDLs is to facilitate access 
to the highest quality medications for a given condition. If, as in most cases, the generic or older class 
medication is just as or more effective than the new brand name drug, that is what the patient will get.  This 
gatekeeper and clinical review process functions as a quality check for patients. Thus, the PDL review process 
ensures access to the safest and highest quality medication, but sadly, not for mental health patients because 
mental health medications are not included on Utah’s PDL.  As Utah moves forward with Medicaid reform, cost 
containment and quality improvement strategies like adding mental health medications to the PDL will be 
critical to ensure success. 
 

PUTTING CONSUMERS FIRST: WHAT WORKS 
 

Including mental health medications in Utah’s PDL must put consumer safety first!  Concerns that must be 
carefully addressed include ensuring continuity of care for patients, getting patients stable on the right 
medication—using “grandfathering” mechanisms, keeping patients on their medications once they are stable.  
Providers must have the ability to prescribe medications not on the preferred list (possible through the prior 
authorization process), but in keeping with current practice on Utah’s PDL, providers should not have the 
option to simply write “DAW” (Dispense as Written) on their prescriptions right out of the gate.  

 

POLICY RECOMMENDATIONS 
 

Including mental health drugs in Utah’s Medicaid PDL is good policy, and it can be done well,  while 
maintaining good psychiatric care for Medicaid recipients. Based on the success of the states listed above, the 
following recommendations address the concern that patients with serious mental illness will no longer have 
access to the medications that have stabilized their conditions. They give providers what they need to care for 
their patients: a well-designed decision-making structure that is aligned at every step with clinical best 
practices.  To ensure safety for patients the state should follow these guiding principlesvii: 

 Ensure appropriate access 
o All medications should ultimately be available.  
o The PDL should include initial first-line access to a choice of antipsychotic agents that have 

substantial clinical differences that are predictable across individual patients (for example: 
weight gain, extrapyramidal side effects like tremor and slurred speech, and sedation) and 
consider the availability of long-acting dosage formats. 

o The process to prescribe off the PDL should be responsive, user-friendly, and timely. 

http://health.utah.gov/medicaid/stplan/LegReports/PDL%20Savings_09-08-10.pdf
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 Ensure efficient utilization  
o Cost should be controlled through an efficient PDL with the goal of improved quality of life for 

patients— saving money ought to translate to more care for more patients. 
o Include “currently stable” grandfathering and no forced switches due to 

administrative/contract changes. 
 Promote Best Practice use of antipsychotic medications 

o Create and disseminate best-practice guidelines. Above all else, a PDL should be a useful 
educational tool for clinicians. 

o Make point-of-care clinical information tools available to clinicians, such as decision making 
support tools linked to electronic medical records and timely, clinically organized summaries of 
evidence based best practices delivered to the physician’s PDA or laptop.   . 

o Monitor actual practice and implement a hierarchy of interventions to constrain/guide “high 
risk” clinician practice (prescribing). 

 
Additionally, the following specific recommendations promote high quality health care for Utah’s Medicaid 
patients who use mental health services, ensuring real savings, not cost shifts. viii 

1. Prior authorization and emergency dispensing provisions (already in place and required by federal 
law) must be included.  This ensures that beneficiaries who need access to non-preferred drugs are 
able to access those drugs when medically necessary. 

2. No DAW (dispense as written) provision.  Allowing practitioners to circumvent the PDL with a DAW 
clause completely undermines the PDL.  All requests for medications that are not on the PDL should go 
through the prior authorization review, which must have a turn around time of 24 hours or less by 
federal law. 

3. Review panels should take clinical evidence, not financial pressures or marketing influences, into 
consideration when making decisions. In addition, involve practicing clinicians and local opinion 
leaders in the process of applying the evidence to coverage decisions and offer those affected by the 
policies an opportunity to provide input. 

4. Pharmaceutical companies must be excluded from the review process. Mechanisms must be in place for 
participating providers to declare any conflicts of interest.  

5. Continuing to harnessing the School of Medicine and/or Pharmacy in the synthesis of clinical evidence 
will continue to lend credibility to (and remove bias from) the process. 

6. The PDL should continue avoiding restrictions based on price alone.  Decisions on what mental health 
medications to include on the PDL should be based on clinical best practices first.  If there are no 
clinical advantages to using a newer or higher priced brand name, the older class or generic goes on the 
preferred list.  

7. Highlighting the success of including mental health drugs in other PDL initiatives (such as PEHP Utahix) 
can de-stigmatize the process. 

8. It is important to consider the unique needs of individuals with mild, moderate, and severe mental 
health disorders in making decisions about the scope of benefits available under Medicaid expansions.x 

9. Medical homes should include both physical and mental health, and mental health providers should be 
allowed to be designated medical homes.xi As Utah moves toward accountable care delivery and 
payment models, it will be important for the new ACOs to coordinate access to medically necessary 
medications. A fully integrated PDL (no more false separations between mental health medications and 
the rest) is needed to extend the ACOs’ reach and full range of benefits, including reduced hospital 
admissions, to consumers with mental illness.  

 

BUILD ON UTAH’S SUCCESS WITH THE PDL 
 

Utah’s PDL has been managed well to date, and access problems for beneficiaries have been minimized. xii  The 
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state’s P & T Committee has demonstrated their ability to identify the most clinically appropriate, cost-
effective mental health medications for the given class or diagnostic category to include on the PDL. Where 
possible the list would start with generic equivalents and alternatives, as well as other low cost alternatives. 
More expensive mental health medications would be available through prior authorization using criteria 
developed through rigorous review of the clinical literature.  The prior authorization process should continue 
to interface with the claims processing system to review patients’ history to determine whether the patient 
meets the established criteria for approval of the request. This and other best practices will minimize the 
impact on the patient and the prescriber community.   
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