Pharmacy Processing Information
Frequently Asked Questions

superior
healthplan.

Who determines the formulary, how does formulary coverage work, and where can | find formulary
information?

Aformulary is the list of drugs covered by a health plan. Covered drugs must generally be medically necessary,
dispensed by a network pharmacy (when applicable), and meet all applicable coverage requirements. Depending
on the drug, additional requirements such as prior authorization (PA), quantity limits, or other coverage rules may

apply.

For Superior HealthPlan Medicaid (STAR, STAR+PLUS, STAR Health, and STAR Kids) and CHIP programs, covered
drugs are determined by the Texas Vendor Drug Program (TXVDP). A drug must be listed on the applicable Texas
Medicaid or CHIP formulary to be eligible for coverage.

For Medicaid, formulary drugs may also have a Preferred Drug List (PDL) status:
e Preferred (PFD): No PDL clinical review is required.
o Non-Preferred (NPD): Review against TXVDP PDL criteria is required.
e Temporary Non-Preferred (TNP): Review against TXVDP temporary non-preferred criteria is required.

CHIP formulary drugs do not have a PDL designhation. However, both Medicaid and CHIP drugs may still be subject
to clinical prior authorization requirements and/or quantity limits.

The Texas Drug Utilization Review (DUR) Board meets quarterly to review clinical prior authorization criteria and
make recommendations regarding the Texas Medicaid Preferred Drug List. Additional information is available on
the VDP Drug Utilization Review Board website.

Ambetter from Superior HealthPlan (Marketplace) and Ambetter Health (Solutions) use a shared commercial
formulary, while Wellcare By Superior HealthPlan (Dual Align) uses a separate Medicare formulary. These
formularies are managed by Centene's Corporate Pharmacy and Therapeutics (P&T) Committee, which consists of
independent physicians and pharmacists who evaluate medications using clinical and economic criteria to
determine formulary coverage. Not all medications are included on every formulary. The Superior HealthPlan
Pharmacy Department and/or Superior Medical Directors may submit recommendations for consideration by the
Texas Drug Utilization Review (DUR) Board or Centene's Corporate P&T Committee.

Please refer to the table below for formulary information and pharmacy resources for each product line.
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https://www.txvendordrug.com/advisory/drug-utilization-review-board

Formulary and Prior Authorization Information

Product | Formulary/Criteria | Forms/Phone/Fax
Medicaid/CHIP Prior Authorization Request
Forms found on Superior's Forms webpage.

o TXVDP Preferred Drug List found on
VDP Preferred Drugs.

Medicaid/CHIP: Pharmacy Relations and Pharmacy Services
STAR e PDL Clinical Criteria found on Prior Authorization and Coverage
STAR Health Superior's Clinical Prior Authorization | Determination Department:
STAR Kids webpage. e Phone: 1-866-768-7147
STAR+PLUS e Fax: 1-833-423-2523
CHIP e Quantity Limits found on Superior's
Pharmacy webpage under Pharmacy | ESI Pharmacy Help Desk:
Resources. e Phone: 1-833-750-4508 (Open 24
hours)

Wellcare By Superior HealthPlan Dual Align
Request for Redetermination Form can be
found on Superior's Coverage Determinations
and Redetermination for Drugs webpage.

Pharmacy Relations and Pharmacy Services
Prior Authorization and Coverage

Wellcare By Wellcare By Superior HealthPlan

Superior DualAlign Eormulary found at: Determination Department:
HealthPlan (Dual Superior's List of Drugs (Formulary).
Align) e Phone: 1-855-445-3556
e Fax: 1-866-226-1093
ESI Pharmacy Help Desk:
e Phone: 1-833-750-0202 (Open 24
hours)
Ambetter Prior Authorization Form found on
Ambetter's Pharmacy webpage.
Amb Pharmacy Relations and Pharmacy
y m estter . Solutions Prior Authorization and Coverage
rom superior Determination Department:
HealthPlan
(Marketplace) e Ambetter Formulary found on
P Ambetter's Pharmacy webpage. e Phone: 1-877-725-7749 (option 3)
and Ambetter
Health e Fax: 1-800-977-4170

Soluti
(Solutions) ESI Pharmacy Help Desk:

e Phone: 1-833-750-4268 (Open 24
hours)

What is Prior Authorization?

PA is the process by which a provider obtains approval from Superior before certain drugs are covered. During the
review, Superior verifies the member's eligibility and benefit coverage and evaluates whether the requested drug is


https://www.txvendordrug.com/formulary/preferred-drugs
https://www.superiorhealthplan.com/providers/resources/pharmacy/clinical-prior-authorization.html
https://www.superiorhealthplan.com/providers/resources/pharmacy.html
https://www.superiorhealthplan.com/providers/resources/pharmacy.html
https://www.superiorhealthplan.com/providers/resources/forms.html
tel:1-866-768-7147
https://mmp.superiorhealthplan.com/mmp/prescription-drug-part-d.html
https://mmp.superiorhealthplan.com/mmp/prescription-drug-part-d.html
https://mmp.superiorhealthplan.com/mmp/prescription-drug-part-d.html
https://mmp.superiorhealthplan.com/mmp/prescription-drug-part-d/coverage-determinations-exceptions.html
https://mmp.superiorhealthplan.com/mmp/prescription-drug-part-d/coverage-determinations-exceptions.html
https://mmp.superiorhealthplan.com/mmp/prescription-drug-part-d/coverage-determinations-exceptions.html
https://mmp.superiorhealthplan.com/mmp/prescription-drug-part-d/coverage-determinations-exceptions.html
tel:1-800-867-6564
tel:1-833-750-0202
https://ambetter.superiorhealthplan.com/provider-resources/pharmacy.html
https://ambetter.superiorhealthplan.com/provider-resources/pharmacy.html
tel:1-877-725-7749
tel:1-833-750-4268

medically necessary and appropriate based on applicable PDL criteria, clinical criteria, quantity limits and other
coverage requirements.

For Superior Medicaid and CHIP programs, clinical prior authorization criteria are established by the Texas Health
and Human Services Commission (HHSC) and are based on FDA-approved product labeling. All Texas Medicaid
Managed Care Organizations (MCOs) are required to implement state-mandated clinical criteria for the following
drug and drug classes:

e Hormonal Therapy Agents e  Wegovy

e Promethazine Agents e Zepbound

What happens when a prior authorization is denied?

If Superior denies a prior authorization request, both the member and the requesting provider will receive written
notification of the denial. The notice will include the reason for the denial and information regarding applicable
appealrights.

Medicaid, CHIP and Ambetter from Superior HealthPlan and Ambetter Health Solutions

For denials based on medical necessity criteria and/or other coverage requirements, a formal denial letter will be
sent to both the member and the provider. The letter also includes information regarding the provider's opportunity
to discuss the determination with a clinical reviewer, as applicable.

CHIP, Ambetter from Superior HealthPlan and Ambetter Health Solutions
Before an adverse determination is issued, Centene Pharmacy Services will attempt to contact the requesting
provider to offer a pre-denial peer-to-peer discussion regarding the potential denial.

e |f additional clinical information is provided during the discussion and the request meets coverage criteria,
the drug may be approved.

o Ifthereis continued disagreement regarding the request, a formal denial letter will be issued to both the
member and the provider outlining available appeal rights.

e If apeer-to-peer discussion does not occur, or if the information provided remains insufficient to support
approval, the request will be denied. The member, the member's authorized representative, or the provider
may then request an appeal, as applicable.

e If additionalinformation is received after a denial is issued and the request is subsequently determined to
meet coverage criteria, a new prior authorization request may be reviewed and approved.

What is an appeal and what is the appeal process?

An appealis a formal request to review and reconsider a prior authorization or coverage determination. The
member, the member’s authorized representative, or the provider may request an appeal. Appeal determinations
are made by a Medical Director who was not involved in the original review, practices in the same or a similar
specialty as the provider managing the member's condition and is not subordinate to the original reviewer.

Medicaid and CHIP
An appeal may be requested verbally or in writing within 60 Calendar Days of the date on the denial notice. Verbal
appeal requests must be followed by a written appeal request.
e Standard appeal decisions are issued within 30 Calendar Days.
e Expedited appeal decisions are issued within 72 hours of receipt of the appeal, or within 1 business day for
ongoing emergencies.

If the initial appeal decision is upheld, the member, the member’s authorized representative, or the provider may
request further review through a State Fair Hearing with HHSC for Medicaid or an external review by an
Independent Review Organization (IRO) for CHIP.



Wellcare By Superior HealthPlan
An appeal may be requested verbally or in writing within 65 Calendar Days of the date on the denial notice. Verbal
appeal requests must be followed by a written appeal request.

e Standard appeal decisions are issued within 7 Calendar Days of receipt of the appeal.

o Expedited appeal decisions are issued within 72 hours of receipt of the appeal.

If the initial appeal decision is upheld, or if a decision is not issued within the applicable appeal timeframes, the
member, the member's authorized representative, or the provider may request an External Review by an
Independent Review Organization (IRO).

Ambetter from Superior HealthPlan and Ambetter Health Solutions
An appeal may be requested verbally or in writing within 180 Calendar Days of the date on the denial notice. Verbal
appeal requests must be followed by a written appeal request.
e Standard appeal decisions are issued within 30 Calendar Days of receipt of the appeal.
e Expedited appeal decisions are issued within 1 working day after all information necessary to complete the
appealis received.

If the initial appeal decision is upheld, the member, the member’s authorized representative, or the provider may
request an External Review by an Independent Review Organization (IRO).

What is a Point-of-Sale message?

Point-of-Sale (POS) messages are claim rejection messages received by the pharmacy during claim adjudication.
These messages typically identify the reason for the rejection and provide guidance on next steps, including
potential resolutions, prior authorization requirements, or the appropriate contact for assistance.

What are some common pharmacy POS codes, messages/rejections and possible solutions?

POS Code POS Message | Reason and Recommended Next Steps

Medicare Part D is always primary, and Medicaid is the payer of last resort.
1. Verify with the member if they have other primary insurance. If so, obtain
their primary insurance information and process first.
2. Process Superior as secondary through coordination of benefits (COB).

Submit bill to Please note: For Medicaid/CHIP members only, if the primary insurance
other pays for the product, but Superior rejects the secondary COB claim, contact
POS 41 .
processor or Superior’s Pharmacy Help Desk.
primary 3. Ifthe member does not have other insurance coverage or indicates
coverage is not active, contact Superior’s Pharmacy Help Desk to request a
temporary override.
4. Advise the member to contact their local Medicaid office to
update their eligibility status.
The drug/product is not listed on the formulary and is considered a non-
covered/excluded benefit.
1. Change the product to a preferred NDC. Verify the preferred NDC is in
POS MR NDC not stock. If the productis not in stock, verify that it is available to order.
covered 2. Ifthe preferred NDC is not available (back order, discontinued, etc.),

contact Superior for assistance.
Please note: Superior does not determine which manufacturers or NDCs
are covered by the TXVDP.

Prior
POS 75 authorization
required

Generally, occurs when a non-preferred product is prescribed. Use preferred
product. May be used for clinical criteria not met and requires prior authorization.




Contact the provider’s office to request a change to a preferred product. Preferred
products are listed on the formulary that can be accessed online or by contacting
Pharmacy Services Prior Authorization and Coverage Determination

Department
1. [Ifclinical criteria is not met, pursue prior authorization.
2. Ifthe provider decides not to change drug to a preferred product, a prior
authorization may be submitted to request approval.
3. For Medicaid preferred drugs, a 72-hour emergency supply may be

considered if the drug would prevent a detrimental health decline if not
provided in 72 hours. For assistance with a 72-hour emergency supply,
please contact Superior’s PBM to request the override. This is not
applicable to Ambetter plans.

Quantity limits are set for safety reasons and to limit excess use of a product.

Plan 1. Review POS secondary message (additional details) which indicates max
POS76 | limitations dosage/quantity allowed. o
2. Contactthe provider to request a change in directions or dosage to be
exceeded - e . . . .
within quantity limitations. If the provider decides not to change directions
or dosage, a prior authorization is required.
POS 78 Cost exceeds This rejection is associated with a cost edit override. Please contact
maximum Superior’s pharmacy help desk at: 1-866-768-7147.
Clinical prior authorization criteria have not been met. This may be due to clinical
edit requirements such as age restrictions, diagnosis requirements, claim history
or other requirements.
1. Notify the provider’s office that a prior authorization is needed to obtain
approval. Direct the provider to Superior for additional questions and/or
. concerns.
POS 85 or | Claim not 2. For Medicaid a 72-hour emergency supply may be considered if
others processed

the drug would prevent a detrimental health decline if not
provided in 72 hours. For assistance with a 72-hour emergency
supply, please contact Superior’s PBM to request the override.
This is not applicable to Ambetter plans. Please note: More
information about each specific clinical edit requirement can be
found at: Superior's Clinical Prior Authorization webpage.

Where do | go for questions or additional resources?

For more information regarding the drug formulary, prior authorization, and rights to discuss, please review
Superior’s Provider Training and Manuals webpage.

For questions, please contact Pharmacy Services at:
e STAR, STAR Health, STAR Kids, STAR+PLUS and CHIP
Phone: 1-866-768-7147

Fax: 1-833-423-2523

e Ambetter from Superior HealthPlan and Ambetter Health Solutions
Phone: 1-877-725-7749 (option 3)

Fax: 1-800-977-4170

e Wellcare By Superior HealthPlan
Provider Services
Phone: 1-855-445-3572



tel:1-866-768-7147
https://www.superiorhealthplan.com/providers/resources/pharmacy/clinical-prior-authorization.html
https://www.superiorhealthplan.com/providers/training-manuals.html
tel:1-866-768-7147
tel:1-877-725-7749
tel:1-877-391-5921

