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Brand Generic LBt Lasilay Criteria
Date

Abilify aripiprazole Aug-11 Medi-Cal DHCS Carve out
HF/HK: Use risperidone as first line therapy
unless it is contraindicated. Trial of risperidone
should be at least 2 months, or if patient develops
abnormal behavior/thinking after the treatment.

Actos ploglltazone Feb 11 Failure of metformin, sulfonylurea and DPP4-
Inhlbltor combination and HbAlc score above 7

Abstral fentanyl Feb 11 Failure of first line therapies such as morphine

(sublingual) for cancer patients. Must follow pain

management protocol

Accretropln somatropin Nov 10 Refer to GH (somatropin) criteria. Omnitrope is
preferred

Aciphex rabeprazole May-11 Failure of Prilosec OTC is required before
utilizing other non-formulary PPIs.
Failure of Prilosec OTC would require
satisfaction of the followings: Prilosec OTC
should be used for 2 months (1 tab QD);
additional 2 months with increased dosage (2
Tabs QD). Prevacid OTC may be used in lieu of
Prevacid Rx. Preferred Branded product:
Dexilant (dexlansoprazole)

Accutane Isotretlnom Nov 11 Failure of formulary topical acne medications
and oral antibiotics.

Adcentrls brentuxrmab Nov-11 Medi-Cal/HF/HF: Restricted to FDA approved
Indication
Medicare: PA for new starts only, FDA approved
indication

Actemra tocmzumab Feb 11 Dx: RA - Failure of 2 self injectable TNF blockers.

tocilizumab (refer to RA CPG)
Dx: SJIA 7z failure of methotrexate AND at least 2
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Actonel or risedronate May-11 First line therapy: Oral bisphosphonate: Use

Actonel with alendronate as first line therapy

calcium Criteria: BMD (T-score less than or equal to -3.0)
IV bisphosphonate: failure of at least two oral
bisphosphonates or patient is contraindicated to
the oral bisphosphonate

Adcirca tadalafil Aug-11 Confirmation of diagnosis- PAH (Group I). Cialis,
Viagra are allowed if used for PAH for non-
Medicare Members.

Adenovirus May-11 Available if meets ACIP/FDA criteria for
Type 4 and vaccination

Type 7

vaccine, live,

oral
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Adipex phentermine May-11 1. Patients must meet the following criteria to
receive pharmacologic treatment for obesity:
BMI>27 kg/m2 with risk factors such as coronary
heart disease, atherosclerotic disease,
hypertension, type 2 diabetes mellitus, sleep
apnea. Or BMI>30 kg/m2.

2. Patients must attend or sign up for one of the
weight management programs offered by IEHP
before the approval of any anti-obesity
medication. Authorization will be given for 6
months. Physicians may choose phentermine,
Meridia or Alli.

3. Patients to be followed up by CM every 2
months to ensure compliant.

4. If Patient fails to attend the weight
management program, the authorization for the
medication will be canceled.

5. Initial approval will be granted for 3 months,
after which a 5% weight reduction should be
documented before further authorization can be
provided. If improvement is seen, authorization
can be continued for another 6 months, up to two
years.

Adult Nutritional Supplement m Refer to Nutritional Supplement Adult criteria.

Fluticasone, Aug-11 1. Confirmed diagnosis of moderate to severe
salmeterol asthma; AND
2. Failure of formulary inhaled corticosteroid (at
least 2)
3. Must be compliant with existing therap
Advicor Lovastatin, Aug-11 Use lovastatin and niacin as separate ingredients
niacin
Afinitor everolimus Aug-11 Confirmation of FDA approved indication

All Cream/Ointment May-11 30g/month or the lowest packagjee available

All eye drops/ear drops May-11 5mL or the lowest package size available
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Allegra fexofenadine May-11 Failure of formulary antihistamine Claritin
(loratadine) and Zyrtec (cetirizine)

AllerNaze triamcinolone [ May-11 Failure of first line therapy- fluticasone (2
months)

Recommended second line therapy: combination
fluticasone and antihistamines

Altabax m May-11 Failure of first line therapy- Bactroban

Alvesco ciclesonide May-11 Failure of formulary inhaled corticosteroid- such
as Flovent, Pulmicort, and Qvar

Amblen CR w Feb 11 Failure of zolpidem first; then zaleplon

h“ Nov-10 Failure of Imitrex (sumatriptan)

Ampyra dalfampridine J Nov-10
or 4-
aminopyridine
Amturnide amlodipine/ali
skiren/hctz
Anascorp Centruroides
immune F

AndroGel / testosterone May-11
testosterone

If Patient is required to use more than the
quantity limit set above, Patient should receive
prophylactic treatment (beta-blockers, AED, or
TCAS).

For MS patients, prescribed by neurologists, who
have difficulties walking despite of MS treatment.
Must be able to complete 25ft walk test within 8-
45 seconds OR be between 4.5-6.5 on EDSS scale.

Feb-11

Failure of formulary CCB, ACE Inhibitors, HCTZ
used as combination therapy (separate
ingredients)

Nov-11 Medi-Cal/HF/HK: Restricted to FDA approved
indication(s)

Medicare: Part A or Part B (in-patient drug)

Excluded for ED. Patient must have low
testosterone level. Check level 3 months after
initiation, then annually.

vial
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Aplenzin bupropion May-11 Must use Wellbutrin (bupropion SR). Aplenzin
contains the same active ingredient as
Wellbutrin.

Apriso mesalamine May-11 Must have confirmed diagnosis of Ulcerative
Colitis and be prescribed by Gl specialist. Must
try/fail sulfasalazine first; then Asacol.

Aralast Alpha-1 Nov-11 Documented Alpha-1-antitrypsin deficiency

Proteinase (labs), non-smoker, and clinically evident
Inhibitor emphysema
darbepoetin Refer to Aranesp criteria.

Aridol Mannitol Nov-10 For Bronchial challenge test kit. Not a covered

Inhalation IEHP pharmacy benefit.
powder
Arzerra ofatumumab Feb-11 Restricted to FDA approved indication(s)
Medicare: Formulary- PA for New Start Only
Asacol Mesalamine, 5- || May-11 Must have confirmed diagnosis of Ulcerative

ASA Colitis and be prescribed by Gl specialist. Must

try/fail sulfasalazine first; then Asacol.

polidocanol May-11 Not Covered cosmetic

Astepro azelastine Nov-10 First line therapy nasal corticosteroid, Flonase
(fluticasone) & Nasarel (flunisolide)
Second line therapy nasal antihistamine, Astelin
(azelastine)

Atacand candesartan Feb-11 Trial/Failure of 1st line therapy ACE inhibitors is
required
If ARB is indicated, Generic Cozaar is preferred
first then Diovan

Falue of encronat
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Avandia

rosiglitazone May-11 Failure of best combination of formulary anti
diabetic medications first with Hgb A1C > 7; if
Avapro irbesartan Feb-11
If ARB is indicated, Generic Cozaar is preferred
first then Diovan

TZD is indicated must use Actos
Trial/Failure of 1st line therapy ACE inhibitors is
required
Avonex interferon Feb-11 Refer to MS CPG; Copaxone is the preferred MS
beta-1A agent

Axert almotriptan Nov-10 Failure of Imitrex (sumatriptan); If patient is
required to use more than the quantity limit set
above, patient should receive prophylactic

Axiron testosterone Feb-11

topical

treatment (beta-blockers, AED, or TCAS).
solution

Excluded for ED. Patient must have low
testosterone level. Check level 3 months after
initiation, then annually.

AzaSite

azithromycin
ophthalmic
drops

May-11 Failure of first line therapy tobramycin or

erythromycin ophthalmic drops/ointment.

Banzel rufinamide May-11

Valproic acid, benzodiazepines, lamotrigine,
felbamate can be used as first line therapy.
Rufinamide should be used as an adjunctive
treatment along with the recommended first line
therapy.

Beconase AQ [ beclomethasonjl Aug-11 Failure of formulary nasal corticosteroids
(fluticasone, flunisolide, triamcinolone); AND
combination with oral antihistamine. Veramyst
and Nasonex are available for member who are

between ages 2-4 years old.

Benicar Feb-11 Trial/Failure of 1st line therapy ACE inhibitors is

=z
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required

If ARB is indicated, Generic Cozaar is preferred
first then Diovan

Benlysta belimumab May-11 Available after confirmation of positive system
lupus erythematosus autoantibody and failure of
standard therapies including
hydroxychloroquine, corticosteroids, and aspirin

Bepreve bepotastine Nov-11 Failure of formulary alternatives-
Zaditor/Alaway, Crolom, and Naphcon-A

Berinert C1 esterase Feb-11 Restricted to FDA approve indication(s), failure

inhibitor of danazol, life threatening symptoms

Besivance besifloxacin Use first line therapies bacitracin, ciprofloxacin,
ophthalmic erythromycin, gentamicin, ofloxacin.
suspension

Betaseron interferon Feb-11 Refer to MS CPG; Copaxone is the preferred MS
beta-1B agent

drospirenone/ J| Nov-10 Failure of formulary oral contraceptives
ethinyl

estradiol/

levomefolate

Blood Glucose J glucometer Aug-11 Nipro TRUEresult and TRUE2go are formulary
Meter products.
Note: Nipro Truetrack test strips will no longer
be covered.
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Boniva ibandronate May-11 First line therapy: Oral bisphosphonate: Use
alendronate as first line therapy.
Criteria: BMD (T-score less than or equal to -3.0).
IV bisphosphonate: failure of at least two oral
bisphosphonates or patient is contraindicated to
the oral bisphosphonate

Botox Botulinum Nov-10 Refer to Botox PA Criteria
Toxin

Brlllnta tlcagrelor Nov 11 Failure of formulary alternative Plavix
cIo idogrel

Butrans buprenorphlne Feb 11 Pain management criteria applied. Failure of
formulary analgesics. May require pain contract
to ensure compliance.

Byetta exenatide Nov-11 Use as an adjunct therapy in Type 2 diabetes
patients who fail optimal therapy (combination
of metformin, sulfonylurea, and DPP4 Inhibitor).
Insulin therapy should also be tried before the
initiation of exenatide. A history of HbA1C
scores or blood glucose levels must be submitted
for evaluation. An HbA1C score of >7% after at
least 3 months of optimal therapy can be
considered as failure of therapy.

Exenatide is considered investigational and not
covered when used for weight reduction in
patients with or without diabetes.

Bystolic nebivolol May-10

Failure of formulary alternative- Coreg for at
least 1 month without improvement in blood
pressure level

Caduet

amlodipine,
atorvastatin

Aug-11 Failure of at least 2 formulary Statins
(simvastatin, pravastatin, lovastatin).
Lipid panel is required to determine

failure.
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3. Lipitor is the preferred non formulary
high potency statin.

4. If there is a concern of drug-drug
interaction, pitavastatin is available after
trial/failure of pravastatin

. Combination products should be
prescribed as separate ingredients if both
agents are covered as formulary

Cambia diclofenac Aug-11 Use generic diclofenac
potassium
Carbaglu carglumic acid j May-11 Restricted td&=DA approved indicatiofs).
Physicians administered drug.
w May-11 Restricted td=DA approved indicatias)

Cervarix (HPV | HPV vaccine Feb-11 Restricted td&=DA approved indicatiafs). Allowed
Types 16 and according to the ACIP recommendation
18) vaccine

Cesamet nabilone May-11 Available with prior authorization. For the
treatment of the nausea and vomiting associated
with cancer chemotherapy in patients who have
failed to respond adequately to conventional
antiemetic treatments. Nabilone should be used
under circumstances that permit close
supervision of the patient by a responsible
individual particularly during initial use of
nabilone and during dose adjustments.
Conventional antiemetic treatments include
promethazine, metoclopramide,
prochlorperazine, and other 5-HT3 receptor
antagonists such as alosetron, dolasetron,
granisetron, and ondansetron.

Cetraxal ciprofloxacin Aug-11 Failure of first line Ciprodex or Cipro HC
0.2% otic
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Chantix varenicline May-11 Preferred treatment option: Varenicline.
Approval of varenicline is limited to one (1) 12-
week course, and may extend to additional one
(1) 12-week course if physician determines that
the patient has successfully quit smoking.

Limited to one (1) approval per year. Patient
must demonstrate compliant with the program.

If patient fails to complete the treatment, a
second approval will not be granted unless the
compliant issue is addressed. Patients are
required to enroll into the Chantix Smoking
Cessation Program before the final approval.

For patients who are allergic, contraindicated to
varenicline, bupropion or nicotine replacement
product (NRT) may be used. Approval of
bupropion (Zyban) is limited to one (1) 12-week
course, and may extend to additional one (1) 12-
week course if physician determines that the
patient has successfully quit smoking. Bupropion
should not be used concurrently with varenicline.
NRT must be used according to the instruction. If
the treatment was interrupted, patient must
address the medication compliance issue before
obtaining the second authorization.

All patients on stop smoking treatments must be
enrolled and participating in an IEHP approved
stop smoking program.

Cialis tadalafil Nov-11 For BPH, must fail formulary agents first.
Allowed for PAH use.
For ED use is a non-covered benefit.

Cimzia certolizumab Aug-11 Refer to TNF Inhibitor Criteria. Formulary
preferred TNF inhibitors for RA and Psoriasis are
Enbrel and Humira.

CIP-tramadol | tramadol ER Aug-11 Use generic tramadol

ER




A Public Entity

Inland Empire Health Plan

IEHP Prior Authorization Criteria
(Updated November 2011)

Clarinex desloratadine J May-11 Failure of formulary antihistamine Claritin
(loratadine) and Zyrtec (cetirizine)

Clonidine 24- | clonidine Feb-11 Failure of generic clonidine or clonidine TTS
hour SR patch

tablets and

Suspension

Combination Therapy May-11 Non-Formulary Combinatioproducts should be
dispensed separately

Condom “ May-11 Female condom: 6/30 days; male condom: 24/3(
days

- T o
Corifact Factor XIlII May-11

CreStor ' Aug-ll

glycopyrrolate

Coreg must be used. Coreg CR is reserved for
patients who have CHF or post MI WITH
compliance issue.

Non-formulary. Will be approved based on FDA
approved indication only.

Failure of at least 2 formulary Statins
(simvastatin, pravastatin, lovastatin).

Lipid panel is required to determine failure.
Lipitor is the preferred non formulary high

potency statin.

If there is a concern of drug-drug interaction,
pitavastatin is available after trial/failure of
pravastatin

Combination products should be prescribed as
separate ingredients if both agents are covered
as formulary

Cuvposa Nov-10 Non-formulary. Will be approved based on FDA

approved indication only.




h

Cymbalta

i
Darvocet N-
100

bromocriptine
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' Feb-ll

roflumilast May-11

APAP/propoxy
phene

May-11

Failure of 1st or 2nd line antidiabetic treatment
including sulfonylurea, metformin and insulin; or
when patient is contraindicated to the therapies
listed above

Depression: Failure of SSRIs and venlafaxine for
the treatment of depression (for at least 2
months with the first line therapies).

Dual diagnoses: MDD and diabetic neuropathic
pain. Failure of conventional formulary
alternative such as tricyclic antidepressant
(TCA), or gabapentin (Neurontin) for the
treatment of diabetic neuropathic pain.

Musculoskeletal Pain: must fail first line
formulary analgesics such as; tramadol, NSAID,
APAP

Available for diagnosis of COPD z Chronic
Bronchitis after failure of first line treatment
options including long acting Beta Agonist,
inhaled corticosteroid, and anticholinergic agent.

180/month; quantity limitation applies to the
therapeutic class, not individual drug product;
no exceptions will be granted for requests over
daily APAP dosage of 4g. Chronic narcotic use
may only be approved with pain survey, pain
contract and medical notes.




Daytrana

Dexilant

Duexis

Dificid

B ﬂ -
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methylphenida J| Aug-11
te
Transdermal

dexlansoprazol
e

May-11

Ibuprofen and
famotidine

May-11

Dysport

- w o

Abobotulinumt jf Aug-11
oxin A

Available with prior authorization. Physician
should submit the justification of using Daytrana.
Oral psychostimulants should be used as first line
therapy. Other psychostimulants (at least 2-3
different classes of psychostimulants) should be
used in the event of failure of oral
methylphenidate. Failure of oral
methylphenidate should not be the only
justification to obtain Daytrana. Transdermal
system may be beneficial to patients who are
intolerant to oral formulation.

Failure of at least two months of Prevacid 30mg
BID dosing (OTC may be used)

Must use ibuprofen and famotidine separately

Cosmetic. Non-covered benefit.

Trial/Failure of 1st line therapy ACE inhibitors is
required

If ARB is indicated, Generic Cozaar is preferred
first then Diovan

Same criteria as Advair. Failure of standalone ICS

Not covered. For cosmetic use is a non covered
benefit.

Available after failure of formulary ACE
inhibitors AND at least 2 preferred formulary

ARBs (losartan and valsartan)
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Edluar zolpidem May-11 Use generic zolpidem.

sublingual

tablets

Edurant rilpivirine Aug-11 Medi-Cal: DHCS Carve out. Submit to FFS.
Medicare: Formulary

Effient Restricted to FDA approved indication(s)

Egrifta Feb-11 For cosmetic use is a non covered benefit.

Ella ulipristal Nov-10 Non-formulary. Use generic Plan B as formulary
treatment option.
Max Qty limit: 2

Elidel pimecrolimus | May-11 Pimecrolimus may be medically necessary if the
first line topical corticosteroid therapy fails, or if
there is side effect associated with the first line
treatment. The low-strength preparations are
preferred for the face and intertriginous areas.
For all other areas, low to mid potency
corticosteroid should be used first, followed by
mid to high potency corticosteroid if initial
treatment is unresponsive. Pimecrolimus should
be the second-line treatment for moderate atopic
dermatitis in children aged 2 or above that has
not been controlled by topical corticosteroids,
where there is a serious risk of major adverse
effects from further topical corticosteroid use.
Conditions not controlled by topical
corticosteroids refers to diseases that have not
shown a satisfactory clinical response to
adequate use of the maximum strength/potency
OEAO EO ADPDPOI POEAOA A
area being treated.
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Embeda morphine and J Nov-10 Use generic morphine sulfate. Allowed for
naltrexone patients with drug abuse history.

Emsam selegiline May-11 Available with prior authorization. Failure of at
least 2-3 classes of antidepressants (trial of
SSRIs, TCAs, bupropion or venlafaxine) is
required. Oral selegiline should be used unless
justification is provided.

Enbrel etanercept Aug-11 Refer to TNF Inhibitor Criteria. Formulary
preferred TNF inhibitors for RA and Psoriasis are
Enbrel and Humira.

Epicyn May-11 Non-covered benefit

Hydrogel

Epogen Refer to Epogen (epoetin) criteria

Erbitux w Nov-10 Restricted to FDA approved indication(s); must

provide positive KRAS testing
Euflexxa sodium Nov-10

hyaluronate

Diagnosis of osteoarthritis. After failure of at
least 3 months of oral analgesics (2 different
analgesics) including NSAIDs. Repeat courses
should not be administered within 6 months of
the last injection. Preferred products: Euflexxa
or Hyalgan

First line therapy: Oral bisphosphonate: Use

Evista raloxifene May-11

alendronate as first line therapy

Criteria: BMD (T-score less than or equal to -3.0)
IV bisphosphonate: failure of at least two oral
bisphosphonates or patient is contraindicated to
the oral bisphosphonate

Exalgo hydromorphone

ER

May-11 Failure of formulary narcotic medications such as
exterded release morphine sulfate and
oxycodonéapap Narcotic Treatment Plan is

required and must be submitted by MD for revie




Exforge HCT

Exjade

Extavia

Extina

Fanapt

Feraheme
Fibricor 35,

105mg
Firazyr

Firmagon

Flolan

Floxin

amlodipine,
valsartan, and
HCT

deferasirox

interferon
beta-1b
ketoconazole

iloperidone

ferumoxytol

fenofibric acid
icatibant
degarelix

epoprostenol
ofloxacin
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Feb-11

Nov-11

Feb-11

May-11

Aug-11

Aug-11
Nov-10

Nov-11

May-11

Nov-10
May-11

Trial/Failure of 1st line therapy ACE inhibitors is
required

If ARB is indicated, Generic Cozaar is preferred
first then Diovan (use separate ingredients for
combination

Confirmation of chronic iron overload due to
blood transfusion, baseline serum ferritin > 1000
mcg/L, and prescribed by hematologist

Refer to MS CPG; Copaxone is the preferred MS
agent
Failure of first line therapy Ketoconazole cream.

Medi-Cal DHCS Carve out

HF/HK: Use risperidone as first line therapy

unless it is contraindicated. Trial of risperidone
should be at least 2 months, or if patient develops
abnormal behavior/thinking after the treatment.

Use generic IV iron product.

Must use generic fenofibrate.

Restricted to FDA approved indication(s), failure
of Danazol, and life threatening symptoms
Confirmation of diagnosis- advanced prostate
cancer.

Refer to PAH CPG
Failure of 1st line antibiotics such as Cipro
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Folotyn pralatrexate Nov-10 FDA approved indication- Treatment of patients
with relapsed or refractory peripheral T-cell
lymphoma (PTCL)

Medicare: Formulary
Forteo teriparatide May-11

testosterone
gel

Fosamax alendronate May-11
w/Vit D

Frova frovatriptan May-11

Hyaluronic
acid

First line therapy: Oral bisphosphonate: Use
alendronate as first line therapy

Criteria: BMD (T-score less than or equal to -3.0)
IV bisphosphonate: failure of at least two oral
bisphosphonates or patient is contraindicated to
the oral bisphosphonate

Excluded for ED. Patient must have low
testosterone level. Check level 3 months after
initiation, then annually.

First line therapy: Oral bisphosphonate: Use
alendronate as first line therapy
Criteria: BMD (T-score less than or equal to -3.0)

Fortesta

Feb-11

IV bisphosphonate: failure of at least two oral
bisphosphonates or patient is contraindicated to
the oral bisphosphonate

Must try/fail formulary triptan Imitrex
(sumatriptan) first

QL: 9 tablets in 30 days

If patient is required to use more than the
quantity limit set above, patient should receive
prophylactic treatment (beta-blockers, AED, or
TCASs).

Gel-One May-11 Diagnosis of osteoarthritis. After failure of at
least 3 months of oral analgesics (2 different
analgesics) including NSAIDs. Repeat courses
should not be administered within 6 months of
the last injection. Preferred products: Euflexxa

or Hyalgan
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Gelnique Gel oxybutynin May-11 Use generic oxybutynin (oral). Must document
the reason oral oxybutynin cannot be used.

Genotropin somatropin Nov-10 Refer to GH Criteria. Omnitrope is the preferred
Growth Hormone.
3 r B

Gilenya fingolimod Nov-11

Genotropin can be used for coverage not
approved for Omnitrope

Medi-Cal DHCS Carve out

HF/HK: Use risperidone as first line therapy
unless it is contraindicated. Trial of risperidone
should be at least 2 months, or if patient develops
abnormal behavior/thinking after the treatment.

Refer to MS CPG. Available after failure of non-
formulary preferred options including Avonex,
Betaseron, and Copaxone. Must be prescribed by
a neurologist and managed by MS disease
management program.

Glassia alpha-1- Nov-11

Proteinase

Documented Alpha-1-antitrypsin deficiency
(labs), non-smoker, and clinically evident

Inhibitor emphysema

Restricted to FDA approved indication(s), failure
of first line formulary options including
gabapentin, TCAs, and/or tramadol

Gralise gabapentin Nov-11

Halaven “ Feb-11
Herceptin W Nov-10

SQIG May-11 Refer to IVIG Guideline

Restricted to FDA approved indication(s) and
NCCN/ASCO approved treatment guidelines

Restricted to FDA approved indication, must
provide positive lab results showing HER-2
positive
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Horizant gabapentin May-11 Available for diagnosis of RLS after failure of non-
pharmacological treatment (ex. Stretching,
exercise, improved sleep hygiene) AND failure of
3 formulary agents such as Requip (ropinirole),
Mirapex (pramlpexole) Neurontin (gabapentin),

H.P. Acthar cortlcotropln Feb 11 Restricted to FDA approved indication(s)

Gel

me Refer to GH Criteria. Omnitrope is preferred

Humlra adallmumab Aug 11 Refer to TNF Inhibitor Criteria. Formulary
preferred TNF inhibitors for RA and Psoriasis are
Enbrel and Humira.

Hyalgan sodlum Feb 11 Refer to hyaluronate criteria.

hyaluronate

IIarls canakmumab Aug 11 Confirmation of dlagn05|s possible CCS
|nd|cat|on

Imitrex Nasal Sumatrlptan Nov- 10 Available after failure of formulary alternatives

Spray/ including sumatriptan tablets and currently on

Injection prophylactic migraine medication

Immuno- IVIG Nov-10 Refer to IVIG Guideline

Globulin

“w Aug-11 Refer to Protease Inhibitor Criteria

Infant nutritional Nov-10 Refer to Nutritional Supplement Infant Criteria.
Nutritional supplement

Supplement
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Intuniv

Invega
Sustenna

guanfacine Feb-11 1. Member must have positive diagnosis of ADHD
2. Member must have tried and failed at least
(minimum) 3 different formulary stimulants.
Documentation of failure is required

3. Patient must try guanfacine (1 or 2 mg tab) at
least twice daily first (minimum 30 day trial)-
IEHP P&T Subcommittee recommends trying 1/2
tab BID for 7 days then 1 tab BID.

Invega paliperidone Aug-11 Medi-Cal DHCS Carve out

HF/HK: Use risperidone as first line therapy
unless it is contraindicated. Trial of risperidone
should be at least 2 months, or if patient develops
abnormal behavior/thinking after the treatment.

paliperidone Nov-10 Medi-Cal DHCS Carve out

HF/HK: Use risperidone as first line therapy
unless it is contraindicated. Trial of risperidone
should be at least 2 months, or if patient develops
abnormal behavior/thinking after the treatment.
Injection is reserved for unstable members.

romidepsin Feb-11 Criteria: FDA approved indication; Medicare:
Formulary- PA for New Start Only

dutasteride/ Aug-11 Failure of formulary alternatives finasteride and
tamsulosin tamsulosin. Must use separate ingredients

clonidine Nov-10 Failure of at least two (2) first line therapies
including beta blockers, diuretics, and ACE
Inhibitors

Aug-11 Restricted to FDA approved indication(s)

Istodax

Jalyn

Jenloga

Jevtana
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Kalbitor ecallantide, Restricted to FDA approved indication(s)
DX-88 Medicare: Formulary- PA for New Start Only

Kapvay Clonidine ER Feb-11 Member must have positive diagnosis of ADHD
Member must have tried and failed at least
(minimum) 3 different formulary stimulants.
Documentation of failure is required
Patient must try clonidine first (minimum 30 day
trial)

W o

Krystexxa pegloticase Nov-10 Failure of at least two (2) formulary treatment
options including; colchicines, allopurinol, or
probenecid.

m May-11 Restricted to FDA approved indication(s)

Lamictal XR Aug-11 Use generic lamotrigine

Lamisil terbinafine May-11 Formulary for up to 3 months without prior
authorization. Extension requires submission of
LFT.
Lastacaft alcaftadine Nov-10 Failure of formulary treatment options including;
ophthalmic Alaway, Naphcon-A, Alomide, Crolom, or Zaditor
solution OTC.

Latisse bimatoprost May-11 Not covered. For cosmetic use is a hon covered
benefit.

Latuda larasidone Feb-11 Medi-Cal DHCS Carve out

HF/HK: Use risperidone as first line therapy
unless it is contraindicated. Trial of risperidone
should be at least 2 months, or if patient develops
abnormal behavior/thinking after the treatment.

Lazanda NS Fentanyl Nov-11 Failure of first line formulary opioid alternatives
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and confirmation of diagnosis of cancer related
pain, narcotic treatment plan required

Lescol fluvastatln Aug-11 Failure of at least 2 formulary Statins
(simvastatin, pravastatin, lovastatin).
Lipid panel is required to determine failure.
Lipitor is the preferred non formulary high
potency statin.
If there is a concern of drug-drug interaction,
pitavastatin is available after trial/failure of
pravastatin
Combination products should be prescribed as
separate ingredients if both agents are covered
as formulary

“w Aug 11 Not covered For ED use is a non covered benefit.

Lexapro escitalopram May-11 Fallure of citalopram, fluoxetine, sertraline or
paroxetine for duration of 6 weeks for each
treatment (at least TWO formulary alternatives)
is required before utilizing other non-formulary
SSRIs. Lexapro can be prescribed by
Psychiatrists without any restriction.

Lialda Mesalamine, 5- J| Nov-11 Must have confirmed diagnosis of Ulcerative
ASA Colitis and be prescribed by Gl specialist. Must

try/fail sulfasalazine first; then Asacol.

Lipitor atorvastatin Aug-11 Failure of at least 2 formulary Statins
(simvastatin, pravastatin, lovastatin).
Lipid panel is required to determine failure.
Lipitor is the preferred non formulary high
potency statin.
If there is a concern of drug-drug interaction,
pitavastatin is available after trial/failure of
pravastatin
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Combination products should be prescribed as
separate ingredients if both agents are covered
as formulary
Lipsovir acyclovir/hydr § Nov-10 Oral acyclovir or topical Abreva OTC as first line
ocortisone option
Liquadd oral
solution

Livalo pitavastatin Aug-11 Failure of at least 2 formulary Statins
(simvastatin, pravastatin, lovastatin). Lipid panel
is required to determine failure.

Lipitor is the preferred non formulary high
potency statin.

If there is a concern of drug-drug interaction,
pitavastatin is available after trial/failure of
pravastatin

Combination products should be prescribed as
separate ingredients if both agents are covered
as formulary

Lo Loestrin Fe Jf Norethindrone J Feb-11 Failure of formulary oral contraceptives
/ethinyl
estradiol/ferro

dextroamphet J| May-11 Must try/fail formulary stimulants for ADHD.
amine Must provide documentations related to inability
to swallow tablets/capsules.

us fumarate

Lorcet, Norco, J| APAP/hydroco j Nov-11 240/month; quantity limitation applies to the
Vicodin

therapeutic class, not individual drug product;
no exceptions will be granted for requests over
daily APAP dosage of 4g. Chronic narcotic use
may only be approved with pain survey, pain
contract, and medical notes.
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Lucentis ranibizumab Nov-10 Refer to Lucentis Criteria, may use Avastin in lieu
of Lucentis:
For the treatment of established neovascular
OxAO6 ACA OAI AGAA 1 AAQ
either of the following selection criteria is met:
1. Patient has failed FDA-approved therapies; or
2. Patient is likely to have a therapeutic response
with the use of intravitreal bevacizumab, which is
comparable to results from other approved
treatments.
J9035 (bevacizumab 10mg) should not be used
for Avastin in the treatment of AMD. Misc code:
J3490 with explanation of procedure and dosage
used should be submitted for billing purposes.
Use of Lucentis:
For the treatment of established neovascular
OxAbOd ACA OAI AGAA 1 AAQ

alglucosidase [ Aug-11 FDA approved indication
Feb-11 Failure of zolpidem first; then zaleplon

Lupron, leuprolide Nov-11 Refer to Lupron Criteria
Lupron Depot,

Lupron Depot-

Ped

Luvox CR fluvoxamine May-11 Failure of formulary SSRIs such as; citalopram,
sertraline, fluoxetine, or paroxetine

Lyrica pregabalin May-11 Failure of formulary alternatives; gabapentin,
tramadol, or TCA
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May-11

May-11

May-11

Failure of formulary therapy- Oral
contraceptives, progesterone (require
documentation of heavy menstrual bleeding)

Must utilize compounded 17-P injection first for
the prevention of preterm labor. Makena may be
authorized based on availability or access to
compounding pharmacy or if prescriber can
provide compelling and decisive medical and
clinical factors requiring Makena.

Available with prior authorization. For the
treatment of nausea and vomiting associated
with cancer chemotherapy in patients who have
failed to respond adequately to conventional
antiemetic treatment and for the treatment of
anorexia due to AIDS wasting.

Must try/fail formulary triptan Imitrex
(sumatriptan) first

QL: 12 tablets in 30 days

If patient is required to use more than the
quantity limit set above, patient should receive
prophylactic treatment (beta-blockers, AED, or
TCASs).

Must try/fail formulary stimulants
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Meridia sibutramine May-11 1. Members must meet the following criteria to
receive pharmacologic treatment for obesity:
BMI>27 kg/m2 with risk factors such as coronary
heart disease, atherosclerotic disease,
hypertension, type 2 diabetes mellitus, sleep
apnea. Or BMI>30 kg/m2
2. Members must attend or sign up for one of the
weight management programs offered by IEHP
before the approval of any anti-obesity
medication.

Authorization will be given for 6 months.
Physicians may choose phentermine, Meridia or
Alli.

3. Members to be followed up by CM every 2
months to ensure compliant.

4. If Member fails to attend the weight
management program, the authorization for the
medication will be canceled.

5. Initial approval will be granted for 3 months,
after which a 5% weight reduction should be
documented before further authorization can be
provided. If improvement is seen, authorization
can be continued for another 6 months, up to two
years.

Metozolv ODT Failure of first line therapy- metoclopramide
de

Menveo Meningococcal | May-11 Available for FDA approved indication
vaccine
May-11 Preferred product: Recombinant calcitonin-
Fortical

Microsyn Skin Aug-11 Restricted to FDA approved indication(s)
and Wound
Gel

dihydroergotan] May-11 Failure of 1st line therapies such as Imitrex. Must
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ine be on prophylactic therapy.
Quantity Limit: 4 vials per 30 days

Mircera methoxy May-11 Utilize other epoetin (Procrit or Epogen)
polyethylene

glycol-epoetin
beta

ww May 11 Failure of formulary alternative- amoxicillin

Multaq dronedarone Aug-11 Candidate should have a recent eplsode of
AF/AFL and associated CV risk factors, who are
in sinus rhythm or who will be cardioverted.
Associated CV risk factors include age over 70
years, HTN, diabetes, prior cerebrovascular
accident, left atrial diameter greater than or
equal to 50mm or left ventricular ejection
fraction <40%

Arlcet Namenda, and Razadyn

Nasonex mometasone Aug-11 Failure of formulary nasal corticosteroids
(fluticasone, flunisolide, triamcinolone); AND
combination with oral antihistamine. Veramyst
and Nasonex are available for member who are
between ages 2-4 years old.

Nata2|a estradloI/dlen Aug 11 Natazia may be available if patient has side

oest effects from at least 2 forms of formulary BC
malathion, and benzyl alcohol

Neupro rotlgotme May-11 Oral dopamine receptor agonists such as Mirapex
(pramipexole), and Requip (ropinirole) should be
tried as 1st line therapy (at least for 1 month).
Also available for members who have Gl
problems with oral dopamine agonists.
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Nuedexta dextromethorp Feb 11 Restricted to FDA approved indication
han/qumldlne

Nulojix belatacept IV Aug 11 Medi-Cal/HF/HK: Available for transplant
patients who are Epstein-Barr virus (EBV)
seropositive, and transplant patients other than
liver transplant

Medicare: PA for new starts only. FDA approved
indication(s).

Nexcede oral ketoprofen Feb 11 Fallure of oral NSAID
soluble film

Nicorette/Nic | nicotine May 11 Nicotine replacement product should be used
oderm/Nicotr according to the instruction. Therapy is

ol restricted to 8 weeks to 12 weeks only. Non-
Gum/patch/n compliant Members who utilize more than 8-12
weeks therapy should consider alternative
treatment plan.

Nordltropln somatropln Nov-lO Refer to GH (somatropin) criteria. Omnitrope is
preferred

mm May- 11 Fallure of 1st line antibiotics such as Clpro

Nucynta tapentadol May-11 Failure of formulary analgesic medications (ex.
tramadol, hydrocodone/apap, morphine, and
oxycodone/apap) first. Narcotic Treatment plan
is required and must be submitted by MD for
review.

Nutropln somatropln Nov 10 Refer to GH (somatropln) criteria. Omnitrope is
preferred.

Nuvigil armodafinil May-11 Failure of formulary stimulants, must have
documented diagnosis of narcolepsy and sleep
study.

fludarabine Aug-11 Restricted to FDA approved indication(s)

asal spray
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Oleptro trazodone May-11 Use first line antidepressanSSRIs. Generic
trazodone must be used if indicated.

Omnaris ciclesonide Aug-11 Failure of formulary nasal corticosteroids
(fluticasone, flunisolide, triamcinolone); AND
combination with oral antihistamine. Veramyst
and Nasonex are available for member who are
between ages 2-4 years old.

Onfi clobazam Nov-11 Medi-Ca;/HF/HK: Restricted to FDA approved
indication(s)

Medicare: PA for new starts only, failure of first
line anti-seizure drugs, FDA approved indication

abatacept Refer to RA CPG

hyaluronate Nov-10 Diagnosis of osteoarthritis. After failure of at
acid

Orthovisc
least 3 months of oral analgesics (2 different
analgesics) including NSAIDs. Repeat courses
should not be administered within 6 months of
the last injection. Preferred products: Euflexxa
or Hyalgan

Ozurdex Aug-11 In office use only
e

Oxecta ﬁ Aug-11 Failure of formulary opioid alternatives. Must

include trial and failure of immediate release
Oxycontin ﬁ May-11

oxycodone. Long acting oxycodone is
recommended for chronic pain.

Non Formulary; Request must be submitted by
physician only. Must try and fail 2 different

analgesics (MS Contin or other formulary
analgesics) (at least 4 weeks each).
Authorizations may be approved 3-6 months
durations. Treatment plans, survey, and
documentation must be submitted with all
request and re-authorizations.
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Aug-11

Nov-10

May-11
Aug-11
May-11

Feb-11
May-11

May-11

May-11

Failure of formulary alternatives such as Alaway,
Zaditor, Crolom, and Naphcon-A

May be prescribed by ophthalmologist without
restriction

First line therapy: nasal corticosteroid-Flonase
(fluticasone) or Nasarel (flunisolide)

Second line therapy: nasal antihistamine- Astelin
(azelastine)

Members must use generic Paxil or other SSRIs.
Refer to Hepatitis C CPG. Pegasys is the preferred
interferon product.

Use Lamisil as 1st line treatment.

Failure of oral NSAID and topical NSAID-Voltaren
Gel)

Must have confirmed diagnosis of Ulcerative
Colitis and be prescribed by Gl specialist. Must
try/fail sulfasalazine first; then Asacol.

Failure of citalopram, fluoxetine, sertraline or
paroxetine for a duration of 6 weeks with each
treatment (at least TWO formulary alternatives)
is required before utilizing other non-formulary
SSRIs.

Available for FDA approved indication
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Plan B One- Ievonorgestrel Nov- 10 Generic Plan B is available. Members can take 2

step regular Plan B at once

Potiga ezogablne Aug-11 Medi-Cal/HF/HK: Failure of formulary
anticonvulsants. Adoption of REMS requirement
Medicare: PA for nevgtart only. Adoption of
REMS requirement and failure of formulary
anticonvulsants.

Pradaxa dabigatran Feb-11 Restricted td=DA approved indication to reduce t
risk of stroke and systemic embolism in patients
with nonvalvular atrial fibrillation AND
Must have tried and failed or intolerant to warfari
[Failure or intolerance may include poor INR
control on warfarin or patients with a prior stroke
transient ischemic attack (TIA)]

PrandiMet repaglinide Aug-11 Failure of best combination of formulary anti-
and metformin diabetic agents including; metformin,
sulfonylurea, Januvia, or Onglyza

Prevacid OTC [ lansoprazole Nov-10 Available as the second PPI after Prilosec
15mg OTC/omeprazole.

Pristiq desvenlafaxine J| May-11 Failure of two SSRIs, then failure of Effexor XR.
Pristiq has no advantage over Effexor XR. Must
us Effexor XR after failure of SSRI.

Proair HFA albuterol Nov-10 Failure of Ventolin HFA
Procrit Nov-10 Refer to epoetin criteria

Prolastin alpha-1- Nov-11 Documented Alpha-1-antitrypsin deficiency
Proteinase (labs), non-smoker, and clinically evident

Inhibitor emphysema
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Prolla denosumab Nov 11 Failure of formulary blsphosphonates Fosamax
(alendronate)

eltrombopag May 11 Restricted to FDA approved indication(s) |
Proventll HFA albuterol m Fallure of Ventolin HFA

Provrgll modafinil Aug-11 Failure of formulary stimulants, must have
documented diagnosis of narcolepsy and sleep
study.

Qutenza 8% capsaicin Feb-11 Failure of oral analgesics including NSAID,

patch Ultram, or TCA. Second Line therapies include
Cymbalta, Lyrica, Neurontin, Lidocaine.

Reblf mterferon beta Feb 11 Refer to MS CPG; Copaxone is the preferred MS
1 A agent

Reclast zoledronic May-11 First line therapy: Oral bisphosphonate: Use
alendronate as first line therapy
Criteria: BMD (T-score less than or equal to -3.0)
IV bisphosphonate: failure of at least two oral
bisphosphonates or patient is contraindicated to
the oral bisphosphonate

Rectiv Nitroglycerin  J| Aug-11 Confirmation of FDA approved indication

Relpax eletriptan Nov-10 Failure of Imitrex (sumatriptan)
If Patient is required to use more than the
quantity limit set above, Patient should receive
prophylactic treatment (beta-blockers, AED, or
TCAS).

Aug-11 Refer to TNF Inhibitor Criteria. Formulary
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preferred TNF inhibitors for RA and Psoriasis are
Enbrel and Humira.

Refer to PAH CPG

Aug-11
May-11

Feb-11

Aug-11

Aug-11

May-11

May-11

Feb-11

May-11

Use Requip as first line therapy

Failure of artificial tears (>3 times a day),

confirmed diagnosis and prescribed by
ophthalmologist or optometrist

FDA approved diagnosis. Other oral PDE-5
inhibitors are allowed. May use Viagra for PAH.
Failure of formulary cough and cold medications

Failure of formulary nasal corticosteroids
(fluticasone, flunisolide, triamcinolone); AND
combination with oral antihistamine. Veramyst
and Nasonex are available for member who are
between ages 2-4 years old.

Must try/fail formulary stimulants

Dx: RA - Refer to RA CPG
Dx: Follicular Lymphoma - confirmation of
diagnosis

Dx: Wegeners granulomatosis & microscopic
polyangiitis z failure of corticosteroid and/or
cyclophosphamide

Failure of zolpidem first; then zaleplon

Confirmation of diagnosis- CCS referral.

Adult- failure of first line therapy for CPS.

Failure of first line therapy Ditropan for at least 1
month.

For non-carve out lines of business, failure of
formulary treatment option: generic Risperdal.
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Savella milnacipran May-11 Same as Cymbalta. Failure of first line therapy
including TCAs, gabapentin, or tramadol.

Safyral Drospirenone/ || Feb-11 Failure of formulary oral contraceptives
ethinyl

estradiol/levo

mefolate

SCE-A Vaginal [ estrogen May-11 Use Premarin Vaginal cream

Cream

Sculptra poly-L-lactic Nov-10 Not covered. For cosmetic use is a hon covered
Aesthetic acid benefit.

Sensipar cinacalcet Nov-11 Confirmation of secondary hyperparathyroidism
with CKD, PTH > 60 pg/ml, and
failure/intolerance to calcitriol

Seroquel XR quetiapine Aug-11 Medi-Cal DHCS Carve out
HF/HK: Use risperidone as first line therapy
unless it is contraindicated. Trial of risperidone
should be at least 2 months, or if patient develops
abnormal behavior/thinking after the treatment.

Silenor doxepin May-11 Failure of first line formulary alternatives. If
doxepln is warranted, generic doxepiay be used

Simcor May-11 Use Niaspan and Simvastatin

statin

Simponi golimumab Aug-11 Refer to TNF Inhibitor Criteria. Formulary
preferred TNF inhibitors for RA and Psoriasis are
Enbrel and Humira.
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Singulair montelukast May-11 Asthma: restricted to use as adjunct therapy for
asthma only, concurrent inhaled corticosteroid
required.

Allergic rhinitis: Singulair may be medically
necessary if oral non-sedating antihistamines or
intranasal corticosteroids are ineffective. At least
2 of the allergic rhinitis medication products
must be tried in the previous 12 months.

May-11_____JFailureofzolpidem |
Sotalol wm Use flrst line therapy oral sotalol.

Spiriva tiotropium May-11 The approval of tiotropium is based on the
following criteria: diagnosis of COPD; trial of
Combivent or ipratropium for at least 3 months;
or If members have history of exacerbations and
have been hospitalized (according to cost savings
data for hospitalization)

mw May 11 Refer to Sporanox criteria. Use Lamisil as 1st line
therapy.

Sprix ketorolac NS Aug-11 Confirm dx of ocular pain, ocular pruritus, or
postoperative ocular inflammation; AND
Failure or intolerance to oral formulation
If approved, restricted to 5 days supply for each
episode

Sprycel Feb-11 Restricted to FDA approve indication(s)

Stavzor valproic acid Aug-11 Depakote and its generic are available. Stavzor
has no advantage over other Depakote
formulations. Must use Depakote or generic
valproic acid.
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Staxyn Aug-11 Not Covered- ED drugs not covered

Stelara ustekinumab Nov-10 For Moderate to severe plaque psoriasis (total
Psoriasis Area Severity Index score of 10 or
more); Failure of conventional therapy including
cyclosporin, MTX, or PUVA treatment and first
line biologic therapy- TNF inhibitor-Enbrel.
Stelara may be continued for 6 months, and
failure is defined as less than 75% reduction in
the PASI score from when treatment started by
16 weeks.

Medi-Cal/HF/HK: Restricted to FDA approved
indication(S)
Medicare: Part A or Part B, inpatient drug

Soliris W Nov-11

calcipotriene
foam 0.005%

Sorilux Nov-10 Failure of first line treatment options including
topical steroids and generic Dovonex
(calcipotriene)

sodium Nov-10

hyaluronate

Supartz

Diagnosis of osteoarthritis. After failure of at
least 3 months of oral analgesics (2 different
analgesics) including NSAIDs. Repeat courses
should not be administered within 6 months of
the last injection. Preferred products: Euflexxa
or Hyalgan

Suprep Bowel | sodium sulfate, jj Nov-10

Prep Kit potassium

Failure of formulary PEG solutions. Refer to IEHP
formulary book.

sulfate,
magnesium
sulfate

Sutent Aug-11 Confirmation of FDA approved indication(s)

Sylatron Peg-2b May-11 Available for FDA approved indication
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Symlin pramlintide May-11 Use as an adjunct therapy in type 1 or 2 diabetes
patients who fail optimal therapy (metformin,
sulfonylurea, or a combination of both). Insulin
therapy should also be tried before the initiation
of pramlintide. A history of HbA1C scores or
blood glucose levels must be submitted for
evaluation. An HbA1C score of >7% after at least
3 months of optimal therapy can be considered
as failure of therapy.

Synwsc -One hyaluronate Nov- 10 Diagnosis of osteoarthritis. After failure of at
or Synvisc acid

least 3 months of oral analgesics (2 different
analgesics) including NSAIDs. Repeat courses
should not be administered within 6 months of
the last injection. Preferred products: Euflexxa
or Hyalgan

Taclonex calcipotriene May-11 Failure of formulary topical corticosteroids such
and as betamethasone, hydrocortisone, or
betamethason fluocinolone

Formulary- per CDC criteria
Tasigna nilotinib Nov-10 Must be prescribed by oncologist for confirmed
Dx of Ph+ CML. Available after failure of Gleevec
(imatinib).
Teflaro Ceftaroline Feb-11 Failure of first line antibiotics (cephalosporins)
fosamil
Aliskiren/amlo Failure of combination CCB and ACE inhibitors
dipine
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May-11

Nov-10
Aug-11

Trial of first line therapies including ACE
inhibitors and / or ARBs (at least 1 month). .
Tekturna may be approved only if the first line
therapy fails to lower blood pressure within 1
month.

Trial of first line therapies including ACE
inhibitors and / or ARBs (at least 1 month). .
Tekturna may be approved only if the first line
therapy fails to lower blood pressure within 1
month.

Non-insulin dependent: 100 per 90 days.
Insulin dependent: 100 per 30 days; 300 per 90
days.

Trial/Failure of 1st line therapy ACE inhibitors is
required

If ARB is indicated, Generic Cozaar is preferred
first then Diovan

Use Tobradex

Use oxybutynin as first line then Detrol/Detrol
LA as second line

Refer to PAH CPG

Failure of formulary alternatives (metformin,
sulfonylurea, and Januvia or Onglyza) with
HgA1C > 7 despite use of best combination for 3
months.

Treximet sumatriptan Nov-10 Use formulary triptan Imitrex and naprosyn.
and naproxen
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olmesartan/a || Feb-11 Trial/Failure of 1st line therapy ACE inhibitors is
mlodipine/HC
TZ

required

If ARB is indicated, Generic Cozaar is preferred
first then Diovan (use separate ingredients for
combination

fenofibrate May-11 Must use generic fenofibrate

telmisartan/a || Feb-11 Trial/Failure of 1st line therapy ACE inhibitors is
mlodipine required

If ARB is indicated, Generic Cozaar is preferred
first then Diovan (use separate ingredients for
combination

acetaminophe
n/codeine,
aspirin/codein
e

treprostinil Nov-10 NYHA 3 PAH; refer to PAH criteria

TMX-67, May-11 Criteria: failure to achieve serum uric acid levels
febuxostat less than 6mg per dL or persistent symptoms
associated with gout after using allopurinol.

May-11 Quantity limit; limited to 90 tablets per fill
without prior authorization The quantity limit

does not apply to approved PERs.

estradiol Feb-11 FDA approved indication. Other estradiol dosage
form are available- patch, oral tablet, or vaginal

(Estrace)

valganciclovir J Nov-10

Restricted to FDA approved indication(s)

aliskiren/valsa J| Feb-11 Trial/Failure of 1st line therapy ACE inhibitors is

required

rtan

If ARB is indicated, Generic Cozaar is preferred
first then Diovan (use separate ingredients for
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:I combination products)
Vandetanlb vandetanlb May 11 Available for FDA approved indication-
NCCN/ASCO gwdelmes

Vectlcal W May 11 Failure of formulary topical corticosteroids such

III-IIID

as betamethasone, hydrocortisone, or

fluocinolone
Veltin clindamycin Nov-10 Use formulary clindamycin and tretinoin gel as
and tretinoin separate ingredients
gel
1.2%/0.025%
Venofer iron sucrose Aug-11 Hemodialysis dependent - CKD

1. Confirm diagnosis of iron deficiency
anemia

2. Member must be currently on
hemodialysis and receiving erythropoietin

Non-dialysis & Peritoneal dialysis z CKD
1. Confirm diagnosis of iron deficiency
anemia
2. Trial and failure of oral iron
supplementation. Failure includes the
inability of the Gl track to absorb iron

Ventavis m Nov 10 Refer to PAH CPG

Veramyst w Aug-11 Failure of formulary nasal corticosteroids

(fluticasone, flunisolide, triamcinolone); AND

combination with oral antihistamine. Veramyst
and Nasonex are available for member who are
between ages 2-4 years old.

Viagra S|Idenaf|I Aug 11 Not covered For ED use is a non covered benefit.
AIIowed for PAH use.

VlbatIV telavancm Nov- 10 FDA approved indication- Vancomycin may be
considered.

II-IIID
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Viibryd vilazodone May-11 Failure of formulary SSRI and SNRI therapy
(mono and combo therapy)

Victoza May-11 Use as an adjunct therapy in Type 2 diabetes
patients who fail optimal therapy (combination
of metformin, sulfonylurea, and DPP4 Inhibitor).
Insulin therapy should also be tried before the
initiation of exenatide. A history of HbA1C
scores or blood glucose levels must be submitted
for evaluation. An HbA1C score of >7% after at
least 3 months of optimal therapy can be
considered as failure of therapy.

liraglutide
w Aug-11 Refer to Protease Inhibitor Criteria

B

Vimovo naproxenand | Aug-11 Must use separate ingredients; naproxen and
esomeprazole formulary PPl (omeprazole and pantoprazole

Vivitrol Naltrexone ER J| Nov-10 Restricted to FDA approved indication(s)
suspension

Votrient Feb-11 Restricted to FDA approved indication(s)
Vpriv Velaglucerase [ May-11 Restricted to FDA approved indication(s)
alfa

Vytorin Aug-11 Failure of at least 2 formulary Statins
(simvastatin, pravastatin, lovastatin).

Lipid panel is required to determine failure.
Lipitor is the preferred non formulary high
potency statin.

If there is a concern of drug-drug interaction,

Simvastatin,
ezetimibe

pitavastatin is available after trial/failure of
pravastatin

Combination products should be prescribed as
separate ingredients if both agents are covered
as formulary

Vyvanse lisdexamfetam §l Aug-11 Failure of at least 2 long acting formulary
ine stimulants; AND/OR
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Direct or |nd|rect risk of substance abuse within
the home

Wllate VW factor VI Feb 11 Restricted to FDA approved indication(s)
complex
Xalkorl crizotinib Nov 11 Confirmation of FDA approved indication and
positive genetic test (ALK positive)

Xenlcal orlistat May-11 1. Members must meet the following criteria to
receive pharmacologic treatment for obesity:
BMI>27 kg/m2 with risk factors such as coronary
heart disease, atherosclerotic disease,
hypertension, type 2 diabetes mellitus, sleep
apnea. Or BMI>30 kg/m2
2. Members must attend or sign up for one of the
weight management programs offered by IEHP
before the approval of any anti-obesity
medication.

Authorization will be given for 6 months.
Physicians may choose phentermine, Meridia or
Alli.

3. Members to be followed up by CM every 2
months to ensure compliant.

4. If Member fails to attend the weight
management program, the authorization for the
medication will be canceled.

5. Initial approval will be granted for 3 months,
after which a 5% weight reduction should be
documented before further authorization can be
provided. If improvement is seen, authorization
can be continued for another 6 months, up to two
years.

Xeomin incobotulinum [ Nov-11 Refer to Botox PA criteria.
toxin A

Xgeva Feb-11 Restricted to FDA approved indication(s)
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Xiaflex collagenase May-11 Restricted to FDA approved indication(s)
clostridium
histolyticum

Xopenex levalbuterol May-11 Xopenex may be medically necessary if any of the
following conditions are met: prescribed by
pulmonologists or allergists, documented failure
or intolerance of formulary medication such as
albuterol.

levocetirizine

Xyzal May-11 Xyzal (levocetirizine): no clinical differences
noted when compared to cetirizine. Must use

cetirizine

Yervoy Ipilimumab May-11 Available for FDA approved indication-

NCCN/ASCO guidelines

Zegerid OTC Feb-11 Failure of Prilosec OTC first then Prevacid OTC is
required before utilizing other non-formulary

PPlIs.

omeprazole/so
dium
bicarbonate

Zelboraf Nov-11

Zemaira Alpha-1 Nov-11

Failure of Prilosec OTC would require 2 months
with increased dosage (2 Tabs QD).

Confirmation of FDA approved indication and
positive genetic test (V600E mutation in BRAF
gene

Documented Alpha-1-antitrypsin deficiency
(labs), non-smoker, and clinically evident
emphysema

Zenpep Nov-10 First line formulary pancrelipase available

Zipsor Aug-11 Use generic diclofenac

proteinase
Inhibitor
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“W Restricted to FDA approved indication(s)

Zofran

Zolpimist

Zomig

Zovirax
crm/oint

Zuplenz

Zutripro

ondansetron May-11 Formulary with Quantity restrictions for
ondansetron in the treatment of hyperemesis
gravidarum are as follow: Zofran/Zofran ODT
4/8mg tablets-15 tablets per 30 days; Zofran
24mg tablets-5 tablets per 30 days.
For Chemotherapy/Radiation therapy:
Ondansetron may be considered medically
necessary for the prevention and/or treatment of
nausea/vomiting associated with chemotherapy
and/or radiation therapy. Other severe nausea
and vomiting: Ondansetron should be reserved
for patients with severe nausea/vomiting, such
as hyperemesis gravidarum, who fail at least two
first line antiemetics.

May 11 Must use generic zolpidem

zolmltrlptan May 11 Failure of Imitrex (sumatriptan)
QL.: 6 tablets / 30days
If Patient is required to use more than the
guantity limit set above, Patient should receive
prophylactic treatment (beta-blockers, AED, or
TCAS).

acyclovir Aug-11 Oral Herpes Simplex Infection: Documented
failure or contraindication to Abreva 10% crm or
acyclovir tablets

M Aug- 11 Failure of generic ondansetron

hydrocodone, [ Aug-11 Failure of formulary cough and cold medications
chlorpheniram
ine,
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pseudoephedrl
ne

Zyban bupropion May 11 Nicotine replacement product should be used
according to the instruction. Therapy is
restricted to 8 weeks to 12 weeks only. Non-
compliant Members who utilize more than 8-12
weeks therapy should consider alternative
treatment plan.

Zyclara imiquimod May 11 Dx: Actinic keratosig confirmation of diagnosis

- Dx: Genital & Perianal Warts in patients 12 years
and older failure of generic imiquimod

ZymaX|d gatlfloxacm Aug 11 Failure of first line- Vigamox (moxifloxacin)

ohthalmic

Zyprexa olanzapine Aug-ll Medi-CaI DHCS Carve out
HF/HK: Use risperidone as first line therapy
unless it is contraindicated. Trial of risperidone
should be at least 2 months, or if patient develops
abnormal behavior/thinking after the treatment.

Zyprexa olanzapine Feb-11 Medi-Cal DHCS Carve out

Relprevv
HF/HK: Failure of first line therapy-risperdal for
the treatment of schizophrenia. Available for
patients require monthly injection due to
compliance issue.

Zytiga abiraterone May-11 Available for FDA approved indication-
NCCN/ASCO guidelines

Detailed Prior Authorization criteria can be found at:
http://ww2.iehp.org/IEHP/Providers/Pharmaceutical+Services/PADrugCriterias Guides.htm



http://ww2.iehp.org/IEHP/Providers/Pharmaceutical+Services/PADrugCriterias_Guides.htm

