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Dealing with Prescription
Prior Authorization in
Dermatology
Complaints and concerns abound, but remedies are slow in coming.

BY BONNIE DARVES

>>

Dermatologists and practice staff daily must
surmount numerous administrative hurdles to help
ensure that their patients receive recommended care and
treatment and that the patient’s insurance plan covers
what’s been prescribed. Many dermatologists report that in
recent years an impediment that was once an annoyance—
prior authorization for prescription drugs—has become
a major roadblock. Not only are the number and types of
drugs requiring prior authorization (PA) increasing and
everchanging and health plans’ formularies widely variable,
the associated processes have become more burdensome,
dermatologists report. Often, they say, there’s no clear sense
of what’s driving the need for PA or the reason for a denial.
The issue, many dermatologists claim, is that there’s
often little rhyme or reason for why a prior authorization
is required or clinical rationale provided for why a drug has
been denied following a dermatologist’s PA request and
provision of requested documentation. And in some cases,
the drug that a plan approves as a first-line therapy might
be outdated, ineffective, or possibly even unsafe for the
patient, several sources interviewed for this article claimed.
“Why does my patient have to fail a drug that a lot of
published data show doesn’t work well for psoriasis, to be
able to get one that evidence shows does work? And why
should I prescribe methotrexate, which can wipe out your
bone marrow, when we now have safer alternatives?” asks
Mark Lebwohl, MD, chair of the department of dermatology
at the Icahn School of Medicine at Mount Sinai in New York
City.
The insurance plan sector, while recognizing that PA
processes can impose burdens on physician practices and
that there’s room for improvement to reduce the hassle
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factor, maintains that such controls are required to prevent
unnecessary and potentially harmful treatment. “These tools
are actually in place to ensure that people get safe, effective
care, and if all things are equal in terms of safety and efficacy,
why not have the lower-cost [drug] option?” says Kate Berry,
senior vice president for clinical affairs and strategic partnerships at America’s Health Insurance Plans (AHIP), a national
trade organization.
Ms. Berry notes that AHIP recently convened a forum
including provider organizations to seek ways to streamline
PA, and that AHIP, in concert with the American Medical
Association, American Hospital Association, the Medical
Group Management Association the American Pharmacists
Association, and other groups, developed a consensus
statement on steps toward improving PA processes. “It was
encouraging, because I think that everyone recognizes that
we can’t just eliminate prior authorization because it serves
an important need—which is really around safety and qualMost dermatologists agree that guardrails and utilization
management are in order for high-cost medications. But they
worry that current systems override clinical decision-making
and often represent a waste of time and resources, since
persistence tends to prevail in reversing non-coverage decisions. The AAD and the AMA are both championing reform,
and technology is emerging that may prove useful to make
the PA process more efficient.
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ity improvement more so than a cost tool,” she says. That
consesnsus statement calls for plans to improve PA communication channels and accelerate use of electronic prior
authorization.
Further, Ms. Berry says that plans, working with their medical officers, take evidence into account when making formulary determinations. She also noted that only 15 percent
of drug prescriptions are subject to PA and that most plans
are committed to annual—and in some cases, quarterly—
review of drugs and treatments that require PA.
This year, AHIP is launching a demonstration project with
some plans to identify ways to improve PA processes for all
involved through automation, Ms. Berry adds. The project
involves incorporating clinical guidelines into PA systems
and making PA rules for multiple payors available through
electronic health record (EHR) systems or a multi-payor
portal.

QUESTIONING PA DRIVERS
There is little disagreement, even among dermatologists,
that guardrails and utilization management are in order
regarding use of high-cost medications. But there’s considerable contention about how far such mechanisms should go,
and which circumstances warrant having a system—any system—that overrides clinical decision-making. Many dermatologists report that because they generally prevail in getting
drugs approved if they persist throughout the PA and denial
process, they question the value of the time expenditure
that they—and insurance plans—make.
Bruce Brod, MD, a clinical professor of dermatology at the
University of Pennsylvania Perelman School of Medicine, is
not convinced that safety and efficacy are the key drivers
that land drugs on the PA requirement list. He also thinks
that drug PA requirements, as they’re structured, overstep
reasonable bounds and interfere with clinical decisionmaking.
“Many of the drugs requiring PA have been safely used for
a long time—the risks, which are minimal, are known and
haven’t changed for quite some time,” says Dr. Brod, who
is deputy chair of the American Academy of Dermatology
Association’s Council on Government Affairs and Health
Policy and has worked on drug pricing issues with the academy. “The bottom line is that insurance companies use utilization management tools to control prices in response to
fluctuations of drug prices much more so than in response
to their concerns about safety and efficacy.”
The safety argument doesn’t wash with Dr. Lebwohl, who
has long advocated for greater transparency around the economic forces and market factors behind drug pricing practices. “Safety is never the plans’ main concern in my experi-

ence, and how they determine which drug goes first on the
formulary has nothing to do with safety or efficacy,” he says.
“If it did, why would my patients have to fail four drugs to
get approval for one that my experience tells me will work?”
Dr. Lebwohl claims that plans’ formulary decisions are dictated more by behind-the-scenes agreements between the
plans and either manufacturers or pharmacy benefit managers (PBMs), which are now coming under greater scrutiny.
Several dermatologists cited onerous and, in their view,
potentially dangerous requirements that patients with moderate to severe illnesses fail multiple drugs, including ones
they’ve tried before, before being permitted to use the one
the dermatologist initially prescribed. They also report waits
of up to three months or longer to get through denials and
appeals to get a patient’s medication approved—if that ever
actually happens. These concerns are the focus of several
states’ attempts to rein in insurers’ onerous step therapy
requirements.
Boston dermatologist Marina Porter, MD, has extensive
experience with the scenario that Dr. Lebwohl describes
above. As co-chair of the dermatology clinical trials unit at
Beth Israel Deaconess Medical Center (BIDMC), she sees a
lot of treatment failures that she thinks cause unnecessary
distress for the patients she treats: those with severe disease.
“In my experience, it takes a long time for patients to fail all
else—so months later, they’re not getting better,” she says.
“In the meantime, every single patient who got the drug I
prescribed improved. The issue is that we’re being second
guessed by a system.”
Several sources interviewed for this article concur with Dr.
Porter’s view on PA systems’ interference with prescribed
treatment regimens, and many objected to the perception
that dermatologists fail to take drug costs into account
when treating patients. Dr. Brod says that when making
treatment decisions, he “puts the patient first” but also uses
good stewardship regarding the cost of the treatment. “I
carefully weigh all of those factors, and I think physicians
have the training, education, and knowhow to make judicious decisions. Insurance companies aren’t providers, so
when they impose those rules, they’re acting as medical
decision-makers,” he says.
James Del Rosso, DO, a Las Vegas dermatologist who also
holds a pharmacy degree, also considers certain PA processes tantamount to medical decision-making. “I try to get
patients the medication they need and what I believe will be
effective for that particular patient,” he says. “Dermatologists
are the ones with the medical and legal responsibility—the
plans don’t take the responsibility. When the medication
is denied through the PA process, we often just receive a
form letter that provides no direct contact information and
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assumes no accountability. This happens with most of the
plans, in my experience.”
Besides delaying access to treatment that might improve
the patient’s condition, navigating PA constraints introduces significant inefficiency, several dermatologists
reported. Dr. Porter notes that even after BIDMC introduced an intervention—bringing in a full-time highly experienced pharmacy liaison to help manage PAs for specialty
drugs—as part of a study, and incorporated a default automatic substitution for some drugs requiring PA, approval
rates and denials did not decline. Nor did overall practice
burden decrease. This suggests that PAs “were increasing
over time,” Dr. Porter says.

PA HURDLES: BURDENSOME, COSTLY,
PATIENT UNFRIENDLY
When asked about their concerns with insurers’ PA requirements, dermatologists cited the overall sense that their specialty is being particularly and disproportionately hard hit
among clinical specialties by the increase in affected drugs—
an observation with which many pharmacists concur.
Antonio Ciaccia, director of government and public affairs
for the Ohio Pharmacists Association, said that members
report that drugs prescribed by dermatologists, rheumatologists, and HIV/AIDS specialists are far more subject to highly
stringent PA requirements than those that other specialties
prescribe. Members also report significant challenges with
PA programs generally, in terms of the many hoops that
pharmacists and physicians must navigate.
“Pharmacists understand that some sort of barriers are
needed to curb unnecessary utilization. However, those tend
to manifest in ugly ways sometimes,” says Mr. Ciaccia. “Even
if the idea is sound, that doesn’t mean that the implementation is sound.” He cites cases in which dermatology patients
are at the counter trying to get, “a medication that they
needed yesterday, and the pharmacist is in the uncomfortable position of denying access to the medication because a
PA is required and looking across the counter at a very sick
patient.”
Dermatologists are reporting the following key issues associated with increasing PA requirements’ effect on practice
operations and patient care:
• Continued usage by many plans of notoriously inefficient and burdensome fax-based systems for PA
processes and communications, frequently resulting in
delays or claims by plans that paperwork has not been
provided.
• Requirements that dermatologists, to avoid the PA
cycle, choose on-formulary medications—particularly
for conditions such as psoriasis, atopic dermatitis, and
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acne—that are outdated, unsafe, ineffective, or medically inappropriate for the patient.
• Frequent lack of a clear pathway or designated contact
person for discussing PA denials and/or lack of information provided to the dermatologist on the plan’s rationale for denying a medication.
• Significant issues obtaining approval to use non-FDA
indicated medications for pediatric patients, in light of
the reality that few dermatologic medications include
a pediatric indication, even though many are safely and
routinely used in that population.
• An ever-increasing resource requirement and financial
burden on practices to handle an increasing volume of
PA requirements—work that is costly and uncompensated. Many dermatology practices have had to hire
PA-dedicated staff in recent years.
• Considerable variation among plans in PA requirements
and processes and request-turnaround times, and in
the medications that are approved (or not approved)
as first-line therapy in formularies, with no ostensible
reason for the choices.
Another system inefficiency that impacts dermatologists
and pharmacists is the fact that there’s often no closed communication loop among the parties involved and affected,
and scant consistency among plans in which medications
require PA and which are approved or denied, according to
Anne Burns, RPh, vice president of professional affairs for the
American Pharmacists Association. “A pharmacy may get
notice that PA is required. But that PA must be navigated
by the physician, and the pharmacist gets no notification of
why PA is required,” she says. Thus, the pharmacist is unable
to communicate the rationale to the physician or to know
where in the PA process a prescription stands.
The PA process can become so convoluted and protracted, Ms. Burns says, that many patients just give up trying to
get their medications. “A recent survey of pharmacists found
that 25 to 30 percent of patients abandon their prescribed
therapy because of time lags,” she says.
Further, patients with urgent needs for treatment often
are extremely confused about who is “at fault” when access
to treatment is delayed by PA or when a PA request is
denied, sources says. And many patients express their frustration to practice personnel.
“I can say that patients are incredibly confused by this,”
says Daniel Bennett, MD, vice chair of clinical affairs in the
department of dermatology at University of Wisconsin in
Madison. “They don’t know if they can’t get their medications because of the doctor’s office or the insurer—and
they’ve never even heard of a PBM. It’s very difficult to
explain this to patients.”
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Dr. Bennett says that even though his practice is fortunate to have support from a university-funded department
devoted entirely to managing PAs—a rare resource—the
hassle factor is still considerable. And it can be formidable
when trying to get medically appropriate drugs approved
for pediatric patients. “Even with that department, our
nurses still spend a lot of time dealing with prior authorization. It often takes brute force to get biologics approved,”
he says. “And pediatric patients are really in a bind, because
insurers use the lack of FDA approval as a reason for denying
a drug—so children are often stuck with older or less safe
medications like topical steroids or methotrexate.”
Several sources, including Dr. Bennett, mentioned that
it’s often difficult to determine which drugs will require PA
and what formulary alternatives are. Ms. Berry of AHIP says
that health plans make such information available, “in multiple ways and formats,” to both physicians and members,
and notes that technology solutions are available that help
“surface” formulary detail in EHRs. The issue, several dermatologists claim, is that it’s often challenging to readily access
up-to-date information at the point of care.
“From the practicing physician’s perspective, that data is
not immediately available in the EHR and frankly, that’s the
only place we have time to look,” Dr. Bennett says. “I’d like
to think that not all insurance executives are bad guys, but
when they tell me that the information is available, I think
they don’t understand what happens in a busy practice.
Sometimes I think they’re clueless about the complexities
they’re creating.”
For his part, Dr. Brod urges insurance plans to keep in
mind that physicians are caring for real people in real time,
and that any PA standards they impose regarding newer
therapies should be the same that they would expect—and
accept—for themselves. “If the insurer’s family member has
severe psoriasis or psoriatic arthritis, given the treatment
options today in terms of safety and efficacy, would they
want methotrexate—a drug that has 12 black box FDA
warnings—first for their family?” he says. “Or would want a
drug that’s safer or more effective?”

TECHNOLOGY REMEDIES, LEGISLATION MAY
AMELIORATE PA BURDEN
There is some positive news about what’s occurring and
what’s ahead in the prescription drug prior authorization
realm. The American Academy of Dermatology (AAD) has
developed several tools, including templated PA letters to
address drugs commonly requiring PA, as well as resources
to help dermatologists communicate with patients about
why PAs occur and what they [patients] can expect in
terms of possible treatment-access delays. The tools are

available through AAD’s Practice Management Center.
AAD has been very active nationally in increasing awareness among elected officials and policymakers about PA
issues that delay patients’ access to appropriate treatment.
The academy and state chapters have collectively
pushed for legislation to make insurance plans’ step therapy protocols more clinically appropriate, less burdensome,
and more protective for patients. Nineteen states now
have such legislation either signed or in the works, according to Maryland dermatologist Lawrence J. Green, MD,
who chairs AAD’s state policy committee and has been
involved in drug-pricing transparency initiatives.
The American Medical Association (AMA) has been
active on the PA front as well. In January 2017, it formed
the prior authorization reform coalition representing
physicians, medical groups, hospitals, pharmacists, and
patients, and published principles intended to reduce the
administrative burdens associated with PA. That effort
helped jump-start discussions with the health insurance
industry, the AMA reports, and led to the development in
January 2018 of the consensus statement that AHIP’s VP
Ms. Berry cited.
In addition, some insurance plans are moving ahead
on their own with technology solutions to streamline
PA processes. For example, Independence Blue Cross in
Philadelphia has implemented a tool called PreCheck
MyScript that provides a real-time view into patients’ pharmacy benefits—including members’ costs and therapeutic
alternatives—and integrates directly with several EHR systems. It also enables physicians to request PA on the spot.
On the technology front, several companies have
launched or are developing solutions aimed squarely at
reducing the hassle associated with prescription-drug PA.
One is CoverMyMeds, an Ohio-based company whose
platform essentially takes over PA tasks and uses features
such as customized question sets, auto-populated provider
and patient information, and auto-determination functionality. It’s available at no cost to physician practices and
pharmacies and covers most US health plans.
Advanced Dermatology & Skin Cancer Center in New
Albany, OH, has reduced the time expended for PA tasks
by more than 80 percent with use of the tool, according to its practice manager Barb Robison. “We used to
spend a lot of time on the phone dealing with PAs, and
CoverMyMeds has made a huge difference because PA
management can be so labor intensive. It’s also reduced
the turnaround time on PA requests,” she says. n
Ms. Darves is a Seattle-area independent healthcare writer
and editor.
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