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1. EormularyAgents

Drug products that are listed in the Formulary as Prior Authorization (PA) require evaluation, per
MedImpact Pharmacy and Therapeutics Committee guidelines, when the member presentsa
prescription to a network pharmacy. Each request will be reviewed on individual patient need. If the
request does not meet the criteria establishedby the P & T Committee, the request will not be
approved and alternative therapy will be recommended.
2. -

Any product not found in the Formulary listing, or any Formulary updates published by MedImpact,
shall be considered a Non-Formulary drug. Coverage for non-formulary agents may be applied for in
advance. When a member gives a prescription order for a non-formulary drug to a pharmacist, the
pharmacist will evaluate the patient’s drug history and contact the physician to determine if there is a
legitimate medical need for a non-formulary drug. Each request will be reviewed on individual
patient need. The following basic criteria are used:

a. The use of Formulary Drug Productsis contraindicated in the patient.

b. The patienthas failed an appropriate trial of Formulary or related agents.

c. The choices available in the Drug Formulary are not suited for the present patient care need,

and the drug selected is required for patient safety.
d. The use of aFormulary drug may provoke an underlying condition, which would be detrimental
to patient care.

If the request does not meet the criteria establishedby the P & T Committee, the request will not be
approved and alternative therapy will be recommended.

Coverage may be obtained by:
a. Faxing a completed Prior Authorization Requestto DHMP at (303) 602-2081.
b. Contacting DHMP Pharmacy Departmentat (303) 602-2070 and providing all necessary
information requested.
Non-approved requests may be appealed. The prescriber must provide information to support the
appeal on the basis of medical necessity.

Copyright©2004-2017 MedImpact, Inc. All rights reserved. This documentis confidential and proprietary to MedImpact and
contains material MedImpact may consider Trade Secrets. This document is intended for specified use by Business Partners
of MedImpact under permission by MedImpactand may nototherwise be reproduced, transmitted, published, ordisclosed to
others without prior written authorization. MedImpact maintains the sole and exclusive ownership, right, title, and interest in
and to this document.
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STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
any disease or medical condition. This document is subject to change.

1. Formulary Agents
Drug products that are listed in the Formulary as Prior Authorization (PA) require evaluation, per
MedImpact Pharmacy and Therapeutics Committee guidelines, when the member presents a
prescription to anetwork pharmacy. Each request will be reviewed on individual patient need. If the
request does not meet the criteria established by the P & T Committee, the request will not be
approved and alternative therapy will be recommended.

2. Non-Formulary Agents
Any product not found in the Formulary listing, or any Formulary updates published by MedImpact,
shall be considered a Non-Formulary drug. Coverage for non-formulary agents may be applied for in
advance. When a member gives a prescription order foranon-formulary drug to a pharmacist, the
pharmacist will evaluate the patient’s drug history and contact the physician to determine if there is a
legitimate medical need for anon-formulary drug. Each request will be reviewed on individual
patient need. The following basic criteria are used:

a. The use of Formulary Drug Productsis contraindicated in the patient.

b. The patient has failed an appropriate trial of Formulary or related agents.

c. The choices available in the Drug Formulary are not suited for the present patient care need,

and the drug selected is required for patient safety.

d. The use of aFormulary drug may provoke an underlying condition, which would be detrimental

to patient care.
If the request does not meet the criteria established by the P & T Committee, the request will not be
approved and alternative therapy will be recommended.
3. Obtaining Coverage
Coverage may be obtained by:

a. Faxing a completed Medication Request Form to Medimpact at (858) 790-7100.

b. Contacting MedImpact at (800) 788-2949 and providing all necessary information requested.
MedImpact will provide an authorization number, specific for the medical need, for all approved
requests. Non-approved requests may be appealed. The prescriber must provide information to
support the appeal on the basis of medical necessity.

Copyright © 2021 MedImpact Healthcare Systems, Inc. All rights reserved. This document is proprietary to MedImpact.
MedImpact maintains the sole and exclusive ownership, right, title, and interestin and to this document.
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STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
any disease or medical condition. This document is subject to change.

ABALOPARATIDE

Generic Brand
ABALOPARATIDE | TYMLOS

GUIDELINES FOR USE

Our guideline named ABALOPARATIDE (Tymlos) requires the following rule(s) be met for
approval:
A. You have postmenopausal osteoporosis (weak or brittle bones after menopause)
B. You have notreceived atotal of 24 months or more of parathyroid hormone therapy with Tymlos
or Forteo
C. You meet ONE of the following (1, 2, or 3):
1. You have high risk for fractures defined as ONE of the following:

i.  History of osteoporotic fracture(s) (cracked bones) due to trauma (injury) or fragility
(weakness)

ii. 2or more risk factors for fracture such as history of multiple recentlow trauma fractures,
bone marrow density T-score (test to determine yourrisk for weak bones) less than or
equal to -2.5, corticosteroid use, or use of GnRH (Gonadotropin-releasing hormone)
analogs such as nafarelin, etc.

iii.  No prior treatment for osteoporosis AND FRAX (Fracture Risk Assessment Tool) score
greater than or equal to 20% for any major fracture OR greater than or equal to 3% for
hip fracture

2. You are unable to use oral therapy due to upper gastrointestinal (stomach and intestine)
problems, you cannot tolerate oral medication, you have lower gastrointestinal problems
(unable to absorb oral medications), you have trouble remembering to take oral medications
or cannot plan to use an oral bisphosphonate (such as alendronate, risedronate,
ibandronate) with other oral medications in your daily routine

3. You have had an adequate trial of, intolerance to, or a contraindication (medical reason why
you cannot use) to bisphosphonates such as Fosamax, Actonel, Boniva

Commercial Effective: 05/01/20
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STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
any disease or medical condition. This document is subject to change.

ABATACEPT -SQ

Generic Brand

ABATACEPT -SQ ORENCIA - SQ
ORENCIA
CLICKJECT -SQ

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ABATACEPT - SQ (Orencia - SQ) requires the following rule(s) be met for
approval:
A. You have ONE of the following diagnoses:
1. Moderate to severe rheumatoid arthritis (RA: inflammation and stiffness in joints)
2. Moderate to severe polyarticular juvenile idiopathic arthritis (PJIA: swelling and stiffness in
joints in children)
3. Psoriatic arthritis (PsA: joint pain and swelling with red scaly skin patches)
B. If you have moderate to severe rheumatoid arthritis (RA), approval also requires:
1. You are 18 years of age or older
2. Therapy is prescribed by or given in consultation with a rheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)
3. You have previously tried at least 3 months of treatment with ONE DMARD (disease-
modifying antirheumatic drugs), unlessthere is a medical reason why you cannot
(contraindication), such as methotrexate dose greater than or equal to 20mg per week or
maximally tolerated dose, leflunomide, hydroxychloroquine, or sulfasalazine
4. You have previously tried any TWO of the following preferred immunomodulators (class of
drugs), unless there is a medical reason why you cannot (contraindication): Enbrel, Humira,
Rinvoq, Xeljanz (immediate release/extended release)
C. Ifyou have moderate to severe polyarticular juvenile idiopathic arthritis (PJIA), approval
also requires:
1. You are 2 years of age or older
2. Therapy is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)
3. You have previously tried ONE DMARD (disease-modifying antirheumatic drugs), unless
there is a medical reason why you cannot (contraindication), such as methotrexate,
leflunomide, hydroxychloroquine, or sulfasalazine
4. You have previously tried any TWO of the following preferred immunomodulators (class of
drugs), unless there is a medical reason why you cannot (contraindication): Enbrel, Humira,
Actemra, Xeljanz immediate release
(Initial criteria continued on nextpage)

CONTINUED ON NEXT PAGE
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PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
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ABATACEPT -SQ

INITIAL CRITERIA (CONTINUED)

D. If you have psoriatic arthritis (PsA), approval also requires:

1. You are 18 years of age or older

2. Therapy is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)
or dermatologist (skin doctor)

3. You have previously tried ONE DMARD (disease-modifying antirheumatic drugs), unless
there is a medical reason why you cannot (contraindication), such as methotrexate,
leflunomide, hydroxychloroquine, or sulfasalazine

4. You have previously tried any TWO of the following preferred immunomodulators (class of
drugs), unless there is a medical reason why you cannot (contraindication): Cosentyx,
Enbrel, Humira, Stelara, Xeljanz (immediate/extended release), Otezla, Tremfya

NOTE: The use of pharmaceutical samples (from the prescriber or manufacturer assistance
program) will not be considered when evaluating the medical condition or prior prescription history
for drugs that require prior authorization.

RENEWAL CRITERIA

Our guideline named ABATACEPT - SQ (Orencia - SQ) requires the following rule(s) be met for
renewal:
A. You have ONE of the following diagnoses:
1. Moderate to severe rheumatoid arthritis (RA: inflammation and stiffness in joints)
2. Moderate to severe polyarticular juvenile idiopathic arthritis (PJIA: swelling and stiffness in
joints in children)
3. Psoriatic arthritis (PsA: joint pain and swelling with red scaly skin patches)
B. You have experienced or maintained a 20% or greater improvement in tender joint countor
swollen joint count while on therapy

Commercial Effective: 04/01/21
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STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
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ABEMACICLIB

Generic Brand
ABEMACICLIB VERZENIO

GUIDELINES FOR USE

Our guideline named ABEMACICLIB (Verzenio) requires the following rules be met for approval:
A. You have advanced or metastatic breast cancer (cancer has spread to other parts of body) that
is hormone receptor-positive (HR+) and human epidermal growth factor receptor 2-negative

(HER2)
B. You meet ONE of the following:
1. Ifthe medication will be used in combination with fulvestrant, approval also requires:
i. Youare afemale
i. Yourdisease has gotten worse after using endocrine therapy
ii. Your disease has NOT gotten worse following prior CDK (cyclin-dependentkinase)
inhibitor therapy (class of drugs used for breast cancer)
2. Ifthe medication will be used as monotherapy (used alone), approval also requires:
i. You are 18 years of age or older
ii. Your disease has gotten worse after using endocrine therapy and before using
chemotherapy in the metastatic setting
iii. Your disease has NOT gotten worse following prior CDK (cyclin-dependentkinase)
inhibitor therapy (class of drugs used for breast cancer)
3. Ifthe medication will be used in combination with an aromatase inhibitor (e.g.
Anastrozole, letrozole), approval also requires:
i. You are afemale and postmenopausal
ii. You have NOT received prior endocrine therapy for metastatic breast cancer (e.qg.,
letrozole, anastrozole, tamoxifen, fulvestrant, exemestane)
iii. The requested medication will be used in combination with an aromatase inhibitor (e.g.,
letrozole, anastrozole, or exemestane)
iv. Your disease has NOT gotten worse following prior CDK (cyclin-dependentkinase)
inhibitor therapy (class of drugs used for breast cancer)

Commercial Effective: 05/01/20
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STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
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ABIRATERONE
Generic Brand
ABIRATERONE ZYTIGA,
ACETATE ABIRATERONE
ACETATE
ABIRATERONE ACET, | YONSA
SUBMICRONIZED

** Please use the criteria for the specific drug requested **
GUIDELINES FOR USE

ZYTIGA

Our guideline named ABIRATERONE (Zytiga) requires the following rule(s) be met for approval:
A. You have ONE of the following diagnoses:
1. Metastatic castration-resistant prostate cancer (MCRPC: prostate cancer that has spread to
other parts of the body and no longer responds to testosterone lowering treatment)
2. Metastatic high-risk castration-sensitive prostate cancer (mMCSPC: prostate cancer that has
spread to other parts of the body and may respond to testosterone lowering treatment)
B. The requested medication will be used in combination with prednisone
C. You meet ONE of the following:
1. You previously had a bilateral orchiectomy (both testicles have been surgically removed)
2. You have a castrate level of testosterone (your blood testosterone levels are less than 50
ng/dL)
3. Therequested medication will be used together with a gonadotropin-releasing hormone
(GnRH) analog (such as leuprolide, goserelin, histrelin, degarelix)

YONSA

Our guideline named ABIRATERONE (Yonsa) requires the following rule(s) be met for approval:
1. You have metastatic castration-resistant prostate cancer (MCRPC: prostate cancer that has
spread to other parts of the body and no longer responds to testosterone lowering treatment)
2. The requested medication will be used in combination with methylprednisolone
3. You have previously tried or have a contraindication to (medical reason why you cannot use)
Zytiga (abiraterone acetate)
4. You meet ONE of the following:
1. You previously had a bilateral orchiectomy (both testicles have been surgically removed)
2. You have a castrate level of testosterone (your blood testosterone levels are less than 50
ng/dL)
3. The requested medication will be used together with a gonadotropin-releasing hormone
(GnRH) analog (such as leuprolide, goserelin, histrelin, degarelix)

Commercial Effective: 04/01/21
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STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
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ACALABRUTINIB

Generic Brand

ACALABRUTINIB CALQUENCE

GUIDELINES FOR USE

Our guideline named ACALABRUTINIB (Calquence) requires the following rules be met for
approval:

A. You have a diagnosis of mantle cell lymphoma (MCL: a type of cancer), chronic lymphocytic
leukemia (CLL: cancer of the blood and bone marrow), or small lymphocytic lymphoma (SLL:
cancer of the blood and bone marrow)

You are 18 years of age or older

If you have mantle cell ymphoma (MCL), approval also requires:

1. You have received at least one prior therapy for mantle cell ymphoma

0w

Commercial Effective: 05/01/20
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STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
any disease or medical condition. This document is subject to change.

ACETAMINOPHEN DAILY LIMIT OVERRIDE
Generic Brand
N/A N/A

GUIDELINES FOR USE

Our guideline named ACETAMINOPHEN DAILY LIMIT OVERRIDE will cause a denied claim for

acetaminophen when the total daily dose acetaminophen exceeds 4000mg. The claim will also

deny if the requested drug is being used at the same time with other acetaminophen containing

product(s) and the combination exceeds 4000mg of acetaminophen per day limit.

Approval requires the following rule be met:

A. You will discontinue the other acetaminophen containing drug(s) that cause the daily
acetaminophen dose to exceed 4000mg.

Commercial Effective: 05/01/20
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ACNE AGE RESTRICTION OVERRIDE

Generic Brand
ADAPALENE DIFFERIN,
PLIXDA
ADAPALENE/BENZOQOYL | EPIDUO,
PEROXIDE EPIDUO
FORTE
TRETINOIN ATRALIN,
AVITA,
RETIN-A,
TRETIN-X,
ALTRENO
TRETINOIN RETIN-A
MICROSPHERES MICRO,
RETIN-A
MICRO
PUMP
TRIFAROTENE AKLIEF
TAZAROTENE FABIOR,
ARAZLO

GUIDELINES FOR USE

Our guideline named ACNE AGE RESTRICTION OVERRIDE requires the following rule(s) be met

for approval:

A. You are 26 years of age or older

B. The requestis for anon-cosmetic (not for appearance) diagnosis.

C. Approval may also require that you have tried preferred agent(s), unless there is a medical
reason why you cannot (contraindication)

Commercial Effective: 07/01/20
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PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
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ADALIMUMAB

Generic Brand
ADALIMUMAB HUMIRA

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ADALIMUMAB (Humira) requires the following rule(s) be met for approval:
A. You have ONE of the following diagnoses:
1. Moderate to severe rheumatoid arthritis (RA: inflammation and stiffness in joints)
2. Psoriatic arthritis (PsA: joint pain and swelling with red scaly skin patches)
3. Moderate to severe polyarticular juvenile idiopathic arthritis (PJIA: swelling and stiffness in
joints in children)
4. Ankylosing spondylitis (AS: inflammation and stiffness affecting spine and large joints)
5. Moderate to severe plaque psoriasis (PsO: dry, itchy skin patches with scales)
6. Moderate to severe Crohn's disease (CD: type of inflammatory disease that affects lining of
digestive tract)
7. Moderate to severe ulcerative colitis (UC: type of inflammatory disease that affects lining of
digestive tract)
8. Moderate to severe hidradenitis suppurativa (skin condition with lumps)
9. Non-infectious intermediate posterior and panuveitis (serious inflammation of eye)
B. If you have moderate to severe rheumatoid arthritis (RA), approval also requires:
1. You are 18 years of age or older
2. The medication is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints).
3. You have previously tried at least 3 months of treatment with ONE DMARD (disease-
modifying antirheumatic drug), unless there is a medical reason why you cannot
(contraindication), such as methotrexate dose greater than or equal to 20mg per week or
maximally tolerated dose, leflunomide, hydroxychloroquine, or sulfasalazine
C. Ifyou have moderate to severe polyarticular juvenile idiopathic arthritis (PJIA), approval
also requires:
1. You are 2 years of age or older
2. The medication is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)
3. You have previously tried ONE DMARD (disease-modifying antirheumatic drug), unless
there is a medical reason why you cannot (contraindication), such as methotrexate,
leflunomide, hydroxychloroquine, or sulfasalazine
4. There is documentation of your most current weight
(Initial criteria continued on nextpage)

CONTINUED ON NEXT PAGE
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ADALIMUMAB

INITIAL CRITERIA (CONTINUED)

D. If you have psoriatic arthritis (PsA), approval also requires:

1. You are 18 years of age or older

2. The medication is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)
or dermatologist (skin doctor)

3. You previously tried ONE DMARD (disease-modifying antirheumatic drug), unlessthere is a
medical reason why you cannot (contraindication), such as methotrexate, leflunomide,
hydroxychloroquine, or sulfasalazine

E. Ifyou have ankylosing spondylitis (AS), approval also requires:

1. You are 18 years of age or older

2. The medication is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)

3. You have previously tried an NSAID (non-steroidal anti-inflammatory drug), unless there is a
medical reason why you cannot (contraindication)

F. If you have moderate to severe plaque psoriasis (PsO), approval also requires:

1. You are 18 years of age or older

2. The medication is prescribed by or given in consultation with a dermatologist (skin doctor)

3. You have psoriatic lesions (rashes) involving greater than or equal to 10% body surface
area (BSA) OR psoriatic lesions (rashes) affecting the face, hands, feet, or genital area

4. You have previously tried ONE or more forms of standard therapies, unless there is a
medical reason why you cannot (contraindication), such as PUVA (Phototherapy Ultraviolet
Light A), UVB (Ultraviolet Light B), topical corticosteroids, calcipotriene, acitretin,
methotrexate, or cyclosporine

G. If you have moderate to severe Crohn's disease (CD), approval also requires:

1. You are 6 years of age or older

2. The medication is prescribed by or given in consultation with a gastroenterologist (a doctor
who specializes in conditions of the stomach, intestine and related organs)

3. You have previously tried ONE standard therapy, unless there is a medical reason why you
cannot (contraindication), such as corticosteroids (such as budesonide,
methylprednisolone), azathioprine, mercaptopurine, methotrexate, or mesalamine

H. If you have moderate to severe ulcerative colitis (UC), approval also requires:

1. You are 18 years of age or older

2. The medication is prescribed by or given in consultation with a gastroenterologist (a doctor
who specializes in conditions of the stomach, intestine and related organs)

3. You have previously tried ONE standard therapy, unless there is a medical reason why you
cannot (contraindication), such as corticosteroids (such as budesonide,
methylprednisolone), azathioprine, mercaptopurine, methotrexate, or mesalamine

(Initial criteria continued on nextpage)

CONTINUED ON NEXT PAGE
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STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
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ADALIMUMAB
INITIAL CRITERIA (CONTINUED)

I. Ifyou have moderate to severe hidradenitis suppurativa (HS), approval also requires:
1. You are 12 years of age or older
J. If you have non-infectious intermediate, posterior and panuveitis, approval also requires:
1. You are 2 years of age or older
2. The medication is prescribed by or given in consultation with an ophthalmologist (eye
doctor)
3. You do not have isolated anterior uveitis (a different type of eye inflammation)
4. If you are 2 to 17 years of age, we require documentation of your current weight

RENEWAL CRITERIA

Our guideline named ADALIMUMAB (Humira) requires the following rule(s) be met for renewal:
A. You have ONE of the following diagnoses:
1. Moderate to severe rheumatoid arthritis (RA: inflammation and stiffness in joints)
2. Psoriatic arthritis (PsA: joint pain and swelling with red scaly skin patches)
3. Moderate to severe polyarticular juvenile idiopathic arthritis (PJIA: swelling and stiffness in
joints in children)
Ankylosing spondylitis (AS: inflammation and stiffness affecting spine and large joints)
Moderate to severe plaque psoriasis (PsO: dry, itchy skin patches with scales)
Moderate to severe Crohn's disease (CD: type of inflammatory disease that affects lining of
digestive tract)
7. Moderate to severe ulcerative colitis (UC: type of inflammatory disease that affects lining of
digestive tract)
8. Moderate to severe hidradenitis suppurativa (skin condition with lumps)
9. Non-infectious intermediate posterior and panuveitis (serious inflammation of eye)
B. If you have moderate to severe rheumatoid arthritis (RA), renewal also requires:
1. You have experienced or maintained a 20% or greater improvement in tender joint countor
swollen joint count while on therapy
2. If you are requesting Humira40mg weekly dosing OR Humira 80mg every other week
dosing, we require you have tried at least a 3-month of Humira40mg every other week
C. Ifyou have moderate to severe polyarticular juvenile idiopathic arthritis (PJIA), renewal
also requires:
1. You have experienced or maintained a20% or greater improvement in tender joint countor
swollen joint count while on therapy
(Renewal criteria continued on nextpage)
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ADALIMUMAB

RENEWAL CRITERIA (CONTINUED)

D.

If you have psoriatic arthritis (PsA), renewal also requires:
1. You have experienced or maintained a20% or greater improvement in tender joint countor
swollen joint count while on therapy
If you have ankylosing spondylitis (AS), renewal also requires:
1. You have experienced or maintained an improvement of at least 50% or 2 units (scale of 1-
10) in the Bath Ankylosing Spondylitis Disease Activity Index (BASDAI) while on therapy
If you have moderate to severe plaque psoriasis (PsO), renewal also requires:
1. You have achieved or maintained clear or minimal disease or a decrease in PASI (Psoriasis
Area and Severity Index) of at least 50% or more while on therapy
If you have non-infectious intermediate, posterior and panuveitis, renewal also requires:
1. You have not experienced treatment failure, defined as ONE of the following:
a. You have development of new inflammatory chorioretinal or retinal vascular lesions (eye
tumors)
b. A 2-stepincrease from baseline in anterior chamber cell grade or vitreous haze grade
(types of classifications on how bad eye inflammation is)
c. A worsening of best-corrected visual acuity (BCVA) by at least 15 letters relative to best
visual acuity achieved
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AFATINIB
Generic Brand
AFATINIB GILOTRIF
DIMALEATE

GUIDELINES FOR USE

Our guideline named AFATINIB (Gilotrif) requires the following rule(s) be met for approval:

A. You have metastatic squamous non-small cell lung cancer (type of cancer that has spread) or
metastatic non-small cell lung cancer (a different type of lung cancer that has spread)

B. If you have metastatic squamous non-small cell lung cancer, approval also requires:

1. Your disease has worsened after using platinum-based chemotherapy (i.e., cisplatin,
carboplatin, oxaliplatin)

C. If you have metastatic non-small cell lung cancer, approval also requires:

1. Your tumors have non-resistant epidermal growth factor receptor (EGFR; type of protein)
mutations as shown by an FDA (Food and Drug Administration)-approved test
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ALECTINIB

Generic Brand

ALECTINIB ALECENSA

GUIDELINES FOR USE

Our guideline named ALECTINIB (Alecensa) requires the following rules be met for approval:

1. You have a diagnosis of metastatic non-small cell lung cancer (NSCLC; type of cancer that has
spread)

2. You are positive for anaplastic lymphoma kinase (ALK; gene mutation) fusion oncogene as
detected by an FDA (Food and Drug Administration) -approved test
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ALLERGEN EXTRACT-HOUSE DUST MITE

Generic Brand
HOUSE DUST ODACTRA
MITE

GUIDELINES FOR USE

INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ALLERGEN EXTRACT-HOUSE DUST MITE (Odactra) requires the following
rule(s) be met for approval:

A

B.

G.

You have allergic rhinitis (itchy, watery eyes, sneezing) caused by house dust mites, with or
without conjunctivitis (type of inflammation of eye and eyelid)

Your diagnosis is confirmed by in vitro testing (testing outside of your bodyin atube) for IgE
(Immunoglobulin E) antibodies to Dermatophagoides farinae or Dermatophagoides
pteronyssinus house dust mites, or skin testing to licensed house dust mite allergen extracts
You are between 18 and 65 years old

The medication is prescribed by or given in consultation with an allergist (allergy doctor),
immunologist (immune system doctor), or other physician experienced in the diagnosis and
treatment of allergic diseases

You have persistent symptoms of allergic rhinitis (persistent symptoms are defined as
symptoms presenting at least 4 days a week or for at least 4 weeks)

. You have moderate to severe symptoms of allergic rhinitis (moderate-to-severe symptoms

include troublesome symptoms, sleep disturbance, impairment of daily activities, or impairment
of school or work)
You have a current claim or prescription for auto-injectable epinephrine within the past 365 days

RENEWAL CRITERIA

Our guideline named ALLERGEN EXTRACT-HOUSE DUST MITE (Odactra) requires the following
rule is met for renewal:

A.

You have experienced an improvement in signs and symptoms of allergic rhinitis (itchy, watery
eyes, sneezing) from baseline
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ALLERGEN EXTRACT-MIXED GRASS POLLEN

Generic Brand

GR POL-ORC/SW ORALAIR
VER/RYE/KENT/TIM

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ALLERGEN EXTRACT-MIXED GRASS POLLEN (Oralair) requires the

following rule(s) be met for approval:

A. You have a diagnosis of allergic rhinitis (itchy, watery eyes, sneezing) caused by grass pollen

B. Your diagnosis is confirmed by a positive skin prick test and/or a positive titer (the amount of
antibodies in the blood) to specific IgE (Immunoglobulin E) antibodies for any of the five grass
types included in Oralair (Sweet Vernal, Orchard, Perennial Rye, Timothy, and Kentucky Blue
Grass Mixed Pollens)

C. Therapy is prescribed by or given in consultation with an allergist (allergy doctor), immunologist
(immune system doctor), or other physician experienced in the diagnosis and treatment of
allergic diseases

D. You have persistent and moderate-to-severe symptoms of allergic rhinitis (persistent symptoms
are defined as symptoms presenting at least 4 days a week or for at least 4 weeks, and
moderate-to-severe symptoms include: troublesome symptoms, sleep disturbance, impairment
of daily activities, or impairment of school or work)

E. You have a current claim or prescription for auto-injectable epinephrine

F. You are between 5 and 65 years of age

RENEWAL CRITERIA

Our guideline named ALLERGEN EXTRACT-MIXED GRASS POLLEN (Oralair) requires the

following rules be met for renewal:

A. You have experienced an improvement in signs and symptoms of allergic rhinitis (itchy, watery
eyes, sneezing) from baseline
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ALLERGEN EXTRACT-SHORT RAGWEED POLLEN

Generic Brand
WEED POLLEN- RAGWITEK
SHORT RAGWEED

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ALLERGEN EXTRACT-SHORT RAGWEED POLLEN (Ragwitek) requires

the following rule(s) be met for approval:

A. You have allergic rhinitis (itchy, watery eyes, sneezing) caused by short ragweed pollen

B. Your diagnosis is confirmed by a positive skin prick test or in vitro testing (testing outside of your
body in a tube) for pollen-specific IgE (Immunoglobulin E) antibodies for short ragweed pollen

C. Therapy is prescribed by or given in consultation with an allergist (allergy doctor), immunologist
(immune system doctor), or other physician experienced in the diagnosis and treatment of
allergic diseases

D. You have persistent and moderate-to-severe symptoms of allergic rhinitis (persistent symptoms
are defined as symptoms presenting at least 4 days a week or for at least 4 weeks, and
moderate-to-severe symptoms include: troublesome symptoms, sleep disturbance, impairment
of daily activities, or impairment of school or work)

E. You are 18 years of age or older

F. You have a current claim or prescription for auto-injectable epinephrine

RENEWAL CRITERIA

Our guideline named ALLERGEN EXTRACT-SHORT RAGWEED POLLEN (Ragwitek) requires
the following rule be met for renewal:
A. You have an improvement in signs and symptoms of allergic rhinitis from baseline
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ALLERGEN EXTRACT-TIMOTHY GRASS POLLEN

Generic Brand
GRASS POLLEN- GRASTEK
TIMOTHY, STD

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ALLERGEN EXTRACT-TIMOTHY GRASS POLLEN (Grastek) requires the

following rule(s) be met for approval:

A. You have a diagnosis of allergic rhinitis (itchy, watery eyes, sneezing) caused by grass pollen

B. You have a positive skin prick test and/or a positive titre (the amount of antibodies in the blood)
to specific IgE (Immunoglobulin E) antibodies for Timothy grass or cross-reactive grass pollens

C. Therapy is prescribed by or given in consultation with an allergist (allergy doctor), immunologist
(immune system doctor), or other physician experienced in the diagnosis and treatment of
allergic diseases

D. You have persistent and moderate-to-severe symptoms of allergic rhinitis (persistent symptoms
are defined as symptoms presenting at least 4 days a week or for at least 4 weeks, and
moderate-to-severe symptoms include: troublesome symptoms, sleep disturbance, impairment
of daily activities, or impairment of school or work)

E. Youare at least 5 years old

F. You have a current claim or prescription for auto-injectable epinephrine

RENEWAL CRITERIA

Our guideline named ALLERGEN EXTRACT-TIMOTHY GRASS POLLEN (Grastek) requires the

following rule be met for renewal:

A. You have experienced an improvement in signs and symptoms of allergic rhinitis (itchy, watery
eyes, sneezing) from baseline
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ALPELISIB

Generic Brand

ALPELISIB PIQRAY

GUIDELINES FOR USE

Our guideline named ALPELISIB (Pigray) requires the following rule(s) be met for approval:

A

moo &

.""

You have a diagnosis of advanced or metastatic breast cancer (breast cancer that has spread
to other parts of the body)

Your breast cancer is hormone receptor (HR: type of gene)-positive, human epidermal growth
factor receptor 2 (HER2: type of gene)-negative

You are a postmenopausal female or a male

Pigray will be used in combination with Faslodex (fulvestrant)

You have presence of PIK3CA (type of gene)-mutation as detected by a Food and Drug
Administration approved test

You have experienced disease progression on or after an endocrine-based regimen (your
disease has worsened after using a type of hormone therapy)
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AMANTADINE EXTENDED RELEASE

Generic Brand
AMANTADINE GOCOVRI
EXTENDED RELEASE

AMANTADINE HCL OSMOLEX ER

** Please use the criteria for the specific drug requested **
GUIDELINES FOR USE

GOCOVRI

Our guideline named AMANTADINE EXTENDED RELEASE (Gocovri) requires the following
rule(s) be met for approval:
A. You have Parkinson's disease (nervous system disorder that affects movement)

B. If you have dyskinesia (abnormal involuntary movements), approval also requires:
1. You are receiving levodopa-based therapy
2. You have previously tried generic amantadine capsules, tablets, or solution
C. Ifyou are experiencing 'off episodes (when the medication stops working), approval also
requires:
1. You are also receiving levodopa-carbidopa therapy

OSMOLEXER

Our guideline named AMANTADINE EXTENDED RELEASE (Osmolex ER) requires the following

rule(s) be met for approval:

A. You have Parkinson's disease (nervous system disorder that affects movement) OR you are
being treated for drug-induced extrapyramidal symptoms (group of movement disorders)

B. Therapy is prescribed by or given in consultation with a psychiatrist (mental disorder doctor),
neurologist (nerve doctor), or geriatrician (doctor who treats elderly people)

C. You have previously tried generic amantadine immediate-release capsules, tablets or solution

D. Ifyou are being treated for drug-induced extrapyramidal symptoms, approval also
requires:
1. You are 18 years of age or older
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AMIFAMPRIDINE

Generic Brand

AMIFAMPRIDINE | FIRDAPSE

GUIDELINES FOR USE

INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named AMIFAMPRIDINE (Firdapse) requires the following rule(s) be met for
approval:

A

You have Lambert-Eaton myasthenic syndrome (LEMS - a type of muscle disorder)

B. You are 18 years of age or older
C.
D

Therapy is prescribed by or given in consultation with a neurologist (nerve doctor) or
hematologist-oncologist (blood-cancer doctor)

. Diagnosis is confirmed by electrodiagnostic studies and/or voltage-gated calcium channel (types

of lab tests) antibody testing AND clinical triad (3 symptoms) of muscle weakness, autonomic
dysfunction, and decreased tendon reflexes

If you are requesting Firdapse, approval also requires:

1. You are 18 years of age or older

If you are requesting Ruzurgi, approval also requires:

1. Documentation of your weight

RENEWAL CRITERIA

Our guideline named AMIFAMPRIDINE (Firdapse, Ruzurgi) requires the following rule(s) be met
for renewal:

A. You have Lambert-Eaton myasthenic syndrome (LEMS - a type of muscle disorder)
B. You have experienced improvement or stabilization in muscle weakness compared to baseline
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AMIKACIN LIPOSOMAL INHALATION

Generic Brand
AMIKACIN ARIKAYCE
LIPOSOMAL/NEB.

ACCESSR

GUIDELINES FOR USE

INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA, SEE BELOW)

Our guideline named AMIKACIN LIPOSOMAL INHALATION (Arikayce) requires the following
rule(s) be met for approval:

A. You have Mycobacterium avium complex (MAC — group of bacteria that cause serious
infections) lung disease with limited or no alternative treatment options

B. You are 18 years of age or older

C. You have NOT achieved negative sputum cultures (mucus tests) after using multidrug
background regimen therapy for at least 6 months in a row

D. Arikayce will be used as part of a combination antibacterial drug regimen

E. Arikayce is being prescribed by or given in consultation with a pulmonologist (lung doctor) or
infectious disease specialist physician

RENEWAL CRITERIA

Our guideline named AMIKACIN LIPOSOMAL INHALATION (Arikayce) requires the following
rule(s) be met for renewal:

A
B.
C.
D. You meet ONE of the following:

You have Mycobacterium avium complex (MAC- group of bacteria that cause serious infections)
lung disease

You have not had a positive Mycobacterium avium complex sputum culture (mucus test) after
repeated negative cultures

You have experienced an improvement in symptoms

1. Forfirstrenewal requests, approval also requires documentation of at least ONE negative
sputum culture (mucus test) for Mycobacterium avium complex by 6 months of Arikayce
treatment

2. For second or later renewal requests, approval also requires documentation of at least
THREE negative sputum cultures (mucus test) for Mycobacterium avium complex by 12
months of Arikayce treatment
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AMLODIPINE SUSPENSION

Generic Brand
AMLODIPINE KATERZIA
BENZOATE

GUIDELINES FOR USE

Our guideline named AMLODIPINE SUSPENSION (Katerzia) requires the following rule(s) be met
for approval:
A. You are unable to swallow oral amlodipine tablets at prescribed dose
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AMLODIPINE/CELECOXIB

Generic Brand
AMLODIPINE CONSENSI
BESYLATE/CELECOXIB

GUIDELINES FOR USE

Our guideline named AMLODIPINE/CELECOXIB (Consensi) requires the following rule(s) be met
for approval:

You have both hypertension (abnormal high blood pressure) and osteoarthritis (a type of
arthritis that occurs when tissue at the ends of your bones wears down)

You are 18 years of age or older

You have previously tried amlodipine AND celecoxib

You have an adherence or other challenge requiring the use of the combination product over
separate agents

You will NOT use Consensi together with any other calcium channel blocker agents (such as
diltiazem, felodipine, verapamil)
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AMPHETAMINE SULFATE

Generic Brand
AMPHETAMINE EVEKEO
SULFATE

GUIDELINES FOR USE

Our guideline named AMPHETAMINE SULFATE (Evekeo) requires the following rule(s) be met for
approval:
A. You have ONE of the following diagnoses:
1. Narcolepsy (condition where you suddenly fall asleep)
2. Attention deficit disorder with hyperactivity (difficulty paying attention)
3. Use for weight loss or exogenous obesity (overweight due to overeating)
B. If you have narcolepsy, approval also requires:
1. You are 6 years of age or older
C. Ifyou have attention deficit disorder with hyperactivity, approval also requires:
1. You are 3 years of age or older
2. You had a previous trial of at least ONE of the following stimulant medications: mixed
amphetamine salts (Adderall immediate release), methylphenidate (Ritalin immediate
release), dextroamphetamine (Dexedrine)
D. Ifthe request is for weightloss or exogenous obesity, approval also requires:
1. You are 12 years of age or older
2. You had a previous trial of other weightloss medications such as Contrave, Belvig, Qsymia,
Xenical, phentermine, phendimetrazine, benzphetamine, diethylpropion
Note: The approval of Evekeo for use as a short-term adjunct (add-on) in aregimen of weight
reduction is for amaximum duration of 12 weeks
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ANABOLIC STEROIDS

Generic Brand
OXYMETHOLONE | ANADROL-50
OXANDROLONE OXANDRIN

**Please use the criteria for the specific drug requested™
GUIDELINES FOR USE

INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

ANADROL-50

Our guideline named ANABOLIC STEROIDS (Anadrol-50) requires the following rule(s) be met for
approval:

A. You have anemia (lack of healthy red blood cells) or cachexia (condition with extreme weight
loss and muscle loss) associated with AIDS (acquired immune deficiency syndrome)
B. You will be monitored for peliosis hepatis (blood-filled spaces in the liver), liver cell tumors and
blood lipid (fats) changes
C. Youdo not have ANY of the following reasons why you cannot use anabolic steroid therapy:
1. Known or suspected prostate or breast cancer in male patients
2. Known or suspected breast cancer in females with hypercalcemia (high calcium levels)
3. Known or suspected nephrosis (the nephrotic phase of nephritis-kidney inflammation)
4. Known or suspected hypercalcemia (high calcium levels)
5. Severe hepatic (liver) dysfunction
D. Ifyou have anemia, approval also requires:
1. The anemia is caused by one of the following conditions: acquired aplastic anemia,
congenital aplastic anemia, myelofibrosis and the hypoplastic anemias, or Fanconi's
E. If you have cachexia associated with AIDS, approval also requires:
1. You are on anti-retroviral therapy (therapy that treats a type of immune system virus)
2. You have a documented viral load (amount of virus in your blood) of less than 200 copies
per mL dated within the past 3 months
3. Therapy is prescribed by or given in recommendation with a gastroenterologist (doctor of the
stomach, intestine and related organs), nutritional support specialist (SBS), or infectious
disease specialist
(Initial criteria continued on nextpage)
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ANABOLIC STEROIDS

INITIAL CRITERIA - ANADROL-50 (CONTINUED)

4. You meet ONE of the following:

a. You have 10% unintentional weight loss over 12 months

b. You have 7.5% unintentional weight loss over 6 months

c. You have 5% body cell mass (BCM) loss within 6 months

d. You have a BCM of less than 35% (men) and a body mass index (BMI) of less than 27 kg
per meter squared

e. You have a BCM of less than 23% (women) of total body weight and a body mass index
(BMI) of less than 27 kg per meter squared

f. You have a BMI of less than 18.5 kg per meter squared

OXANDRIN

Our guideline named ANABOLIC STEROIDS (Oxandrin) requires the following rule(s) be met for
approval:
A. You have ONE of the following diagnoses:
1. Weightloss
2. Protein catabolism (breakdown) caused by long-term use of corticosteroids
3. Bone pain accompanying osteoporosis (weak and brittle bones)
4. Cachexia (condition with extreme weight loss and muscle loss) associated with AIDS
(acquired immune deficiency syndrome)
5. Turner's Syndrome (disorder where female has one X chromosome
B. You will be monitored for peliosis hepatis (blood-filled spaces in the liver), liver cell tumors and
blood lipid (fats) changes
C. Youdo not have ANY of the following reasons why you cannot use anabolic steroid therapy:
1. Known or suspected prostate or breast cancer in male patients
2. Known or suspected breast cancer in females with hypercalcemia (high calcium levels)
3. Known or suspected nephrosis (the nephrotic phase of nephritis-kidney inflammation)
4. Known or suspected hypercalcemia (high calcium levels)
5. Severe hepatic (liver) dysfunction
D. Ifyou have weight loss, approval also requires:
1. Your weight loss is caused by extensive surgery, chronic infections, or severe trauma
2. Medication is being used as add-on therapy to help weight gain
(Initial criteria continued on nextpage)
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ANABOLIC STEROIDS

INITIAL CRITERIA - OXANDRIN (CONTINUED)

E. Ifyou have cachexia associated with AIDS, approval also requires:

1. You are on anti-retroviral therapy (therapy that treats a type of immune system virus)

2. You have a documented viral load (amount of virus in your blood) of less than 200 copies
per mL dated within the past 3 months

3. Therapy is prescribed by or given in consultation with a gastroenterologist (doctor of the
stomach, intestine and related organs), nutritional support specialist (SBS) or infectious
disease specialist

4. You meet ONE of the following:

coow

f.

You have 10% unintentional weight loss over 12 months

You have 7.5% unintentional weight loss over 6 months

You have 5% body cell mass (BCM) loss within 6 months

You have a BCM of less than 35% (men) and a body mass index (BMI) of less than 27 kg
per meter squared

You have a BCM of less than 23% (women) of total body weight and a body mass index
(BMI) of less than 27 kg per meter squared

You have a BMI of less than 18.5 kg per meter squared

RENEWAL CRITERIA

(NOTE: For the diagnosis of anemia, weight loss, protein catabolism associated with prolonged
administration of corticosteroids, bone pain accompanying osteoporosis, or Turner's Syndrome, please
refer to the Initial Criteria section)

OXANDRIN and ANADROL-50

Our guideline named ANABOLIC STEROIDS (Oxandrin and Anadrol-50) requires the following
rule(s) be met for renewal:

>

You have cachexia (condition with extreme weight loss and muscle loss) associated with AIDS

(acquired immune deficiency syndrome)

O oW

You are on anti-retroviral therapy (therapy that treats a type of immune system virus)

Your viral load (amount of virus in your blood) is less than 200 copies per mL within the past 3
months

You have a 10% increase in weight from baseline (currentweight must have been measured

within the last 4 weeks, document date of measurement)

m

You have not received more than 24 weeks of therapy in a calendar year
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ANAKINRA

Generic Brand
ANAKINRA KINERET

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ANAKINRA (Kineret) requires the following rule(s) be met forapproval:
A. You have ONE of the following diagnoses:

1. Moderate to severe rheumatoid arthritis (RA: inflammation and stiffness in joints)

2. Neonatal-Onset Multisystem Inflammatory Disease (NOMID) Cryopyrin-Associated Periodic
Syndromes (CAPS) (genetic disorder causing uncontrolled inflammation in multiple parts of
the body of newborn)

3. Deficiency of Interleukin-1 Receptor Antagonist (DIRA: arare life-threatening
autoinflammatory disease caused by genetic mutations)

B. If you have moderate to severe rheumatoid arthritis (RA), approval also requires:

1. You are 18 years of age or older

2. Therapy is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)

3. You have previously tried at least 3 months of treatment with at least ONE DMARD
(disease-modifying antirheumatic drugs), unless there is a medical reason why you cannot
(contraindication), such as methotrexate dose greater than or equal to 20mg per week or
maximally tolerated dose, leflunomide, hydroxychloroquine, or sulfasalazine

4. You have previously tried any TWO of the following preferred immunomodulators, unless
there is a medical reason why you cannot (contraindication): Enbrel, Humira, Rinvoq,
Xeljanz (immediate release/extendedrelease)

NOTE: The use of pharmaceutical samples (fromthe prescriber or manufacturer assistance
program) will not be considered when evaluating the medical condition or prior prescription history
for drugs that require prior authorization.

RENEWAL CRITERIA

Our guideline named ANAKINRA (Kineret) requires the following rule(s) be met forrenewal:

A. You have moderate to severe rheumatoid arthritis (RA: inflammation and stiffness in joints)

B. You have experienced or maintained a20% or greater improvement in tender joint countor
swollen joint count while on therapy
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ANTI-OBESITY AGENTS

Generic Brand

NALTREXONE HCL/ CONTRAVE ER

BUPROPION HCL

LORCASERIN HCL BELVIQ,
BELVIQ XR

PHENTERMINE/ QSYMIA

TOPIRAMATE

LIRAGLUTIDE SAXENDA

ORLISTAT XENICAL

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ANTI-OBESITY AGENTS (Contrave, Belviq, Belviq XR, Qsymia, Saxenda,
Xenical) requires the following rule(s) be met for approval:
A. Therequestis for weight loss OR weight loss management
B. You have evidence of active enrollment in an exercise and caloric reduction programor a
weight loss/behavioral modification program
C. Ifyou are requesting Contrave, approval also requires:
1. You are 18 years of age or older
2. You meet ONE of the following:
a. Body mass index (BMI) of 30 kg/m(2) or greater
b. BMI of 27 kg/m(2) or greater AND at least one weight-related comorbidity (disease) such
as hypertension (high blood pressure), type 2 diabetes mellitus, or hyperlipidemia (high
cholesterol)
D. Ifyou are requesting Xenical, approval also requires you meet ONE of the following:
1. Body mass index (BMI) of 30 kg/m(2) or greater
2. BMI of 27 kg/m(2) or greater AND at least one weight-related comorbidity (disease) such as
hypertension (high blood pressure), type 2 diabetes mellitus, or hyperlipidemia (high
cholesterol)
(Initial criteria continued on next page)
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ANTI-OBESITY AGENTS
INITIAL CRITERIA (CONTINUED)

E. Ifyou are requesting Belviq, Belvig XR, or Qsymia, approval also requires:
1. You are 18 years of age or older
2. You have previously tried Contrave or Saxenda, unless there is medical reason why you
cannot (contraindication)
3. You meet ONE of the following:
a. Body mass index (BMI) of 30 kg/m(2) or greater
b. BMI of 27 kg/m(2) or greater AND at least one weight-related comorbidity (disease) such
as hypertension (high blood pressure), type 2 diabetes mellitus, or hyperlipidemia (high
cholesterol)
F. If you are requesting Saxenda, approval also requires:
1. You are NOT currently taking a GLP-1 receptor agonist (type of drug for type 2 diabetes
such as Victoza, Byetta, Bydureon, Tanzeum)
2. You are 18 years of age or older and meet ONE of the following:
a. Body mass index (BMI) of 30 kg/m(2) or greater
b. BMI of 27 kg/m(2) or greater AND at least one weight-related comorbidity (disease) such
as hypertension (high blood pressure), type 2 diabetes mellitus, or hyperlipidemia (high
cholesterol)
3. Youare 12to 17 years of age and meet the following:
a. Body weight greater than 60 kg AND an initial BMI corresponding to 30 kg/m(2)for
adults
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ANTI-OBESITY AGENTS

GUIDELINES FOR USE (CONTINUED)

RENEWAL CRITERIA

Our guideline named ANTI-OBESITY AGENTS (Contrave, Belviq, Belvig XR, Qsymia, Saxenda,
Xenical) requires the following rule(s) be met for renewal:
A. Therequestis for weight loss OR weight loss management

B.

If you are requesting Saxenda, renewal also requires ONE of the following:

1. You are 18 years of age or older AND have lost at least 4% of baseline body weight after 4
months of treatment

2. Youare 12to 17 years of age AND have lost at least 1% of baseline body weight after 3
months of treatment

If you are requesting Xenical, renewal also requires:

1. You have lost at least 5% of baseline body weight after 3 months of treatment

If you are requesting Belviq or Belviq XR, renewal also requires:

1. You have lost at least 5% of baseline body weight after 3 months of treatment

If you are requesting Contrave, renewal also requires:

1. You have lost at least 5% of baseline body weight after 3 months of treatment at the
maintenance dose (two 8/90mg tablets twice daily)

. If you are requesting Qsymia 7.5/46mg, renewal also requires:

1. You have lost at least 3% of baseline body weight after 3 months of treatment at the
requested maintenance dose. The dose should be increased or discontinued if patient has
not lost at least 3% of baseline body weight after 3 months of treatment

If you are requesting Qsymia 15/92mg, renewal also requires:

1. You have lost at least 5% of baseline body weight after 3 months of treatment at the
requested maintenance dose
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APALUTAMIDE

Generic Brand
APALUTAMIDE ERLEADA

GUIDELINES FOR USE

Our guideline named APALUTAMIDE (Erleada) requires the following rule(s) be met forapproval:
A. You have ONE of the following diagnoses:
1. Non-metastatic castration-resistant prostate cancer (prostate cancer that does not respond
to hormone reduction therapy but has not spread)
2. Metastatic castration-sensitive prostate cancer (cancer that has spread and responds to
hormone therapy)
B. You meet ONE of the following:
1. You previously received abilateral orchiectomy (both testicles have been surgically
removed)
2. You have a castrate level of testosterone (your blood testosterone levels are less than 50
ng/dL)
3. The requested medication will be used together with a gonadotropin releasing hormone
analog (such as leuprolide, goserelin, histrelin, degarelix)
C. Ifyou have a non-metastatic castration-resistant prostate cancer, approval also requires:
1. You have high risk prostate cancer (rapidly increasing prostate specific antigen [PSA] levels)

RENEWAL CRITERIA

Our guideline named APALUTAMIDE (Erleada) requires the following rule(s) be met forrenewal:
A. You have ONE of the following diagnoses:
1. Non-metastatic castration-resistant prostate cancer (prostate cancer that does not respond
to hormone reduction therapy but has not spread)
2. Metastatic castration-sensitive prostate cancer (cancer that has spread and responds to
hormone therapy)
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APOMORPHINE

Generic Brand
APOMORPHINE APOKYN

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named APOMORPHINE (Apokyn) requires the following rule(s) be met for approval:

A. You have a diagnosis of advanced Parkinson’s disease (central nervous system disorder that
affects movement, often including tremors)

B. The requested medication is being used for acute, intermittent treatment of hypomobility (short
and sudden episodes where you have decreased ability to move), OFF episodes associated
with advanced Parkinson’s disease

C. Therapy is prescribed by or given in consultation with a neurologist (nerve doctor)

D. Your physician has optimized your drug therapy as evidenced by BOTH of the following:

1. Change in levodopal/carbidopa dosing strategy or formulation

2. You have had a trial of or contraindication to (medical reason why you cannot use) at least
TWO Parkinson disease agents from two different classes: dopamine agonist (such as
ropinirole, pramipexole, rotigotine), monoamine oxidase-inhibitors (MAO-I) (such as
selegiline, rasagiline), catechol-O-methyl transferase (COMT) inhibitors (such as
entacapone, tolcapone)

RENEWAL CRITERIA

Our guideline named APOMORPHINE (Apokyn) requires the following rule(s) be met for renewal:

A. You have a diagnosis of advanced Parkinson’s disease (central nervous system disorder that
affects movement, often including tremors)

B. You have had improvement with motor fluctuations during OFF episodes with the use of Apokyn
(such as improvement in speech, facial expression, tremor at rest, action or postural tremor of
hands, rigidity, finger taps, hand movements, rapid alternating movements of hands, posture,
leg agility, arising from chair)
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APOMORPHINE - SL

Generic Brand
APOMORPHINE KYNMOBI

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named APOMORPHINE (Kynmobi) requires the following rule(s) be met for

approval:

A. You have Parkinson's disease (central nervous system disorder that affects movement, often

including tremors)

You are 18 years of age or older

Therapy is prescribed by or given in consultation with a neurologist

The physician has optimized drug therapy as evidenced by BOTH of the following:

1. Change in levodopa/carbidopa dosing strategy or formulation

2. Trial of or contraindication to at least two Parkinson's agents from two different classes:
dopamine agonist (i.e., ropinirole, pramipexole, rotigotine), monoamine oxidase-inhibitor
(MAO-I) (i.e., selegiline, rasagiline), or catechol-o-methyl transferase (COMT) inhibitors (i.e.,
entacapone, tolcapone)

E. The requested medication is being used for acute, intermittent treatment (sudden and periodic
treatment) of 'OFF' episodes (when symptoms return due to your medication for Parkinson's
disease wearing off)

COow

RENEWAL CRITERIA

Our guideline named APOMORPHINE (Kynmobi) requires the following rule(s) be met forrenewal:

A. You have Parkinson's disease (central nervous system disorder that affects movement, often
including tremors)

B. You had improvement with motor fluctuations during 'OFF' episodes (when symptoms retum
due to your medications for Parkinson's disease wearing off) with the use of Kynmobi (such as
improvement in speech, facial expression, tremor at rest, action or postural tremor of hands,
rigidity, finger taps, hand movements, rapid alternating movements of hands, posture, leg agility,
arising from chair)
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APREMILAST

Generic Brand
APREMILAST OTEZLA

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named APREMILAST (Otezla) requires the following rule(s) be met for approval:
A. You have ONE of the following diagnoses:

1. Psoriatic arthritis (PsA: joint pain and swelling with red scaly skin patches)

2. Moderate to severe plaque psoriasis (PsO: dry, itchy skin patches with scales)

3. Behget’s disease (disorder causing blood vessel inflammation throughout your body) with
oral ulcers or history of recurrent oral ulcers based on clinical symptoms

B. If you have psoriatic arthritis (PsA), approval also requires:

1. You are 18 years of age or older

2. The medication is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)
or dermatologist (skin doctor)

3. You have previously tried at least ONE DMARD (disease-modifying antirheumatic drugs),
unless there is a medical reason why you cannot (contraindication), such as methotrexate,
leflunomide, hydroxychloroquine, or sulfasalazine

C. If you have moderate to severe plaque psoriasis (PsO), approval also requires:

1. You are 18 years of age or older

2. The medication is prescribed by or given in consultation with a dermatologist (skin doctor)

3. You have psoriatic lesions (rashes) involving greater than or equal to 10% of your body
surface area (BSA) or psoriatic lesions (rashes) affecting your face, hands, feet, or genital
area

4. You have previously tried at least ONE or more forms of standard therapies, unless there is
a medical reason why you cannot (contraindication), such as PUVA (Phototherapy
Ultraviolet Light A), UVB (Ultraviolet Light B), topical corticosteroids, calcipotriene, acitretin,
methotrexate, or cyclosporine

D. If you have Behget’s disease with oral ulcers or history of recurrent oral ulcers based on
clinical symptoms, approval also requires:
You are 18 years of age or older

2. The medication is prescribed by or given in consultation with arheumatologist (joint pain
and inflammation doctor)

3. You have previously tried ONE or more conservative treatments such as colchicine, topical
corticosteroid, oral corticosteroid, unless there is a medical reason why you cannot
(contraindication)
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APREMILAST
GUIDELINES FOR USE (CONTINUED)

RENEWAL CRITERIA

Our guideline named APREMILAST (Otezla) requires the following rule(s) be met forrenewal:

A. You have psoriatic arthritis (PsA: joint pain and swelling with red scaly skin patches), moderate
to severe plaque psoriasis (PsO: dry, itchy skin patches with scales) or Behcet's disease
(disorder causing blood vessel inflammation throughout your body) with oral ulcers or history of
recurrent oral ulcers based on clinical symptoms

B. If you have psoriatic arthritis (PsA), renewal also requires:

1. You have experienced or maintained a20% or greater improvement in tender joint countor
swollen joint count while on therapy

C. If you have moderate to severe plaque psoriasis (PsO), renewal also requires:

1. You have achieved clear or minimal disease or a decrease in PASI (Psoriasis Area and
Severity Index) of at least 50% or more

D. If you have Behcet's Disease with oral ulcers or history of recurrent oral ulcers based on
clinical symptoms, renewal also requires:

1. You have achieved or maintained clinical benefit compared to baseline such as an
improvement in pain scores, number of ulcers, etc.
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ARIPIPRAZOLE SENSORTABS

Generic Brand
ARIPIPRAZOLE ABILIFY MYCITE
TABLETS WITH

SENSOR

GUIDELINES FOR USE

Our guideline named ARIPIPRAZOLE SENSOR TABS (Abilify MyCite) requires the following

rule(s) be met for approval:

You have a diagnosis of schizophrenia, bipolar | disorder, or major depressive disorder

You are 18 years of age or older

Therapy is prescribed by or given in consultation with a psychiatrist

You have a medical necessity for medication ingestion tracking

If you have major depressive disorder (MDD), approval also requires:

a. The medication will be used as an adjunctive (add-on) treatment

If you have bipolarl disorder, approval also requires ONE of the following:

1. Therequestis for acute (short-term) treatment of manic and mixed episodes as
monotherapy, OR as an adjunct (add-on) to lithium or valproate

2. Therequestis for maintenance treatment as monotherapy, OR as an adjunct to lithiumor
valproate

moow»
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ASFOTASE ALFA

Generic Brand
ASFOTASE ALFA STRENSIQ

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named ASFOTASE ALFA (Strensiq) requires the following rules be met for

approval:

A. You have a documented diagnosis of perinatal/infantile-onset hypophosphatasia (HPP; genetic
disorder causing abnormal development of bones and teeth) or juvenile-onset
hypophosphatasia (HPP).

B. If you have perinatal/infantile-onset hypophosphatasia (HPP), all of the following criteria
must be met:

1. Therapy is prescribed by or given in consultation with an endocrinologist (hormone doctor)

2. You were 6 months of age or younger at hypophosphatasia onset

3. You are not currently receiving treatment with a bisphosphonate [e.g., Boniva (ibandronate),
Fosamax (alendronate), Actonel (risedronate)]

4. You are positive for atissue non-specific alkaline phosphatase (atype of enzyme) (ALPL)
gene mutation as confirmed by genetic testing OR you meet at least TWO of the following
criteria:

a. Serumalkaline phosphatase (type of enzyme) level below that of normal range for your age

b. Serum pyridoxal-5'-phosphate (PLP) levels elevated AND you have not received vitamin B6
supplementation in the previous week

c. Urine phosphoethanolamine (PEA) level above that of normal range for your age

d. Radiographic evidence of hypophosphatasia[e.g., flared and frayed metaphyses (narrow
part of long bone), osteopenia (bone loss), widened growth plates, areas of radiolucency
(ability to see through with x-rays/ radiation) or sclerosis (hardening of an area)]

e. Presence of two or more of the following:

i. Rachitic chest deformity (chest bones are not normal)
ii. Craniosynostosis (premature closure of skull bones)
ii. Delay in skeletal growth resulting in delay of motor development
iv. History of vitamin B6 dependent seizures
v. Nephrocalcinosis (high calcium levels in kidney) or history of elevated serum calcium
vi. History or presence of fracture after birth not due to injury or delayed fracture healing
(Initial criteria continued on next page)
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ASFOTASE ALFA

INITIAL CRITERIA (CONTINUED)

C. Ifyou have juvenile-onset hypophosphatasia (HPP), approval also requires:
1. Therapy is prescribed by or given in consultation with an endocrinologist (hormone doctor)
2. You were 18 years of age or younger at hypophosphatasia onset
3. You are not currently receiving treatment with a bisphosphonate [e.g., Boniva (ibandronate),
Fosamax (alendronate), Actonel (risedronate)]
4. You are positive for atissue non-specific alkaline phosphatase (TNSALP) (ALPL) gene
mutation as confirmed by genetic testing OR meet at least TWO of the following criteria:
a. Serumalkaline phosphatase (type of enzyme) level below that of normal range for your
age
b. Serum pyridoxal-5'-phosphate (PLP) levels elevated AND you have not received vitamin
B6 supplementation in the previous week
c. Urine phosphoethanolamine (PEA) level above that of normal range for your age
d. Radiographic evidence of hypophosphatasia (e.g., flared and frayed metaphyses
(narrow part of long bone), osteopenia (bone loss), osteomalacia (bone softening),
widened growth plates, areas of radiolucency or sclerosis (hardening of an area)
e. Presence of two or more of the following:
i. Rachitic deformities (rachitic chest, bowed legs, knock-knees)
ii. Premature loss of primary teeth prior to 5 years of age
iii. Delay in skeletal growth leading to motor development delay
iv. History or presence of fracture after birth not due to injury or delayed fracture healing

Strensiq will not be approved for the following patients:

1. Patients with serum calcium or phosphate levels below the normal range

2. Patients with a treatable form of rickets (A softening and weakening of bones in children, usually
due to low Vitamin D)

RENEWAL CRITERIA

Our guideline named ASFOTASE ALFA (Strensiq) requires that the following rule is met for

renewal:

A. You have experienced improvement in the skeletal characteristics of hypophosphatasia (HPP:
genetic disorder causing abnormal development of bones and teeth). Characteristics may
include irregularity of the provisional zone of calcification (area on long bone for calcium build-
up), physeal widening (area of bone that helps length growth), metaphyseal flaring (a narrow
part of long bone grows), radiolucencies (ability to see with x-rays/ radiation), patchy
osteosclerosis (parts of abnormal hardening of bone), ratio of mid-diaphyseal cortex to bone
thickness, gracile (slender) bones, bone formation and fractures.

Commercial Effective: 07/01/20

Copyright © 2021 MedImpact Healthcare Systems, Inc. All rights reserved. This document is proprietary to MedImpact.
MedImpact maintains the sole and exclusive ownership, right, title, and interestin and to this document.

Revised: 3/10/2021 Page 43 of 472



Megiﬁpact

STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES

Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
any disease or medical condition. This document is subject to change.

ASPIRIN ER

Generic Brand
ASPIRIN ER DURLAZA

GUIDELINES FOR USE

Our guideline named ASPIRIN ER (Durlaza) requires the following rules be met for approval:

1. You have ONE of the following:

a. Diagnosis of chronic coronary artery disease [damage or disease in the heart's major blood
vessels; may include a history of myocardial infarction (heart attack) or unstable angina
(chest pain when your heart doesn’t get enough oxygen)] OR

b. History of an ischemic stroke or transient ischemic attack (arteries to your brain become
narrowed or blocked, causing blood flow loss).

You have previously tried aspirin over-the-counter (OTC)

Durlaza is NOT being used for acute treatment (short term treatment) of myocardial infarction

(heart attack) or before percutaneous coronary intervention (non-surgical procedure used to

treat narrowing of the coronary arteries of the heart)

W
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ASPIRIN-OMEPRAZOLE

Generic Brand

ASPIRIN- YOSPRALA,

OMEPRAZOLE ASPIRIN-
OMEPRAZOLE

GUIDELINES FOR USE

Our guideline named ASPIRIN-OMEPRAZOLE (Yosprala) requires the following rule(s) be met for
approval:
A. Therequestis for secondary prevention of cardiovascular (related to heart and blood vessels)
or cerebrovascular (related brain and blood vessels) events
B. You have ONE of the following:
1. Ischemic stroke (arteries to your brain become narrowed or blocked, causing less blood
flow)
2. Transientischemia of the brain due to fibrin platelet emboli (blood flowto your brain gets cut
off forashort time due to temporary blockage)
Previous myocardial infarction (heart attack)
Unstable angina pectoris (chest pain when your heart doesn’t get enough oxygen)
Chronic stable angina pectoris (chest pain when your heart doesn’t get enough oxygen)
History of undergoing revascularization procedures (procedures that restore blood flow to
heart such as coronary artery bypass graft, percutaneous transluminal coronary angioplasty)
C. You have arisk of developing aspirin associated gastrointestinal (Gl) ulcers due to age (55
years or older) AND have a documented history of gastrointestinal (Gl) ulcers
D. You have tried both aspirin over-the-counter (OTC) AND generic proton pump inhibitors (such
as omeprazole, lansoprazole, pantoprazole, rabeprazole)

o0k w
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AVAPRITINIB

Generic Brand
AVAPRITINIB AYVAKIT

GUIDELINES FOR USE

Our guideline named AVAPRITINIB (Ayvakit) requires the following rule(s) be met forapproval:

A. You have unresectable (cannot be removed completely through surgery) or metastatic (cancer
that has spread to other parts of the body) gastrointestinal stromal tumor (GIST: type of growth
in the digestive system tract, most commonly in the stomach or small intestine)

B. You are 18 years of age or older

C. You have a platelet-derived growth factor receptor alpha (PDGFRA: atype of gene/protein)
exon 18 mutation, including PDGFRA D842V mutations (a change in your DNA that make up
your gene)
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AVATROMBOPAG

Generic Brand
AVATROMBOPAG | DOPTELET

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named AVATROMBOPAG (Doptelet) requires the following rule(s) be met for
approval:
A. You have ONE of the following diagnoses:
a. Thrombocytopenia (low amount of atype of blood cell that prevents bleeding)
b. Chronicimmune thrombocytopenia (condition where your body fights against a type of blood
cell that prevents bleeding)
B. If you have thrombocytopenia, approval also requires:
You are 18 years of age or older
You have chronic liver disease
You are scheduled to undergo a procedure 10 to 13 days after starting Doptelet therapy
You have a platelet (type of blood cell that prevents bleeding) count of less than 50 x 10(9)/L
measured within the last 30 days
Therapy is prescribed by or given in consultation with a hematologist (blood specialist),
gastroenterologist (digestive system doctor), hepatologist (liver specialist), immunologist
(allergy/immune system specialist), or endocrinologist (hormone doctor)
6. You are not recelvmg other thrombopoietin receptor agonist therapy such as Promacta
C. If you have chronic immune thrombocytopenia (cITP), approval also requires:
1. You are 18 years of age or older
2. You have previously tried corticosteroids or immunoglobulins, unless there is a medical
reason why you cannot (contraindication) OR you had an insufficient response to
splenectomy (surgical removal of spleen)
3. Therapy is prescribed by or given in consultation with a hematologist (blood specialist) or
immunologist (allergy/immune system specialist)

B\
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RENEWAL CRITERIA

Our guideline named AVATROMBOPAG (Doptelet) requires the following rule(s) be met for

renewal:

A. You have a diagnosis of thrombocytopenia (low amount of atype of blood cell that prevents
bleeding) or chronic immune thrombocytopenia (condition where your body fights against a
type of blood cell that prevents bleeding)

B. You had a clinical response to therapy as defined by an increase in platelet count to at least
50 x 10(9)/L (at least 50,000 per microliter), compared to baseline.
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AXITINIB

Generic Brand
AXITINIB INLYTA

GUIDELINES FOR USE

Our guideline named AXITINIB (Inlyta) requires the following rule(s) be met for approval:
A. You have advanced renal cell carcinoma (RCC; type of kidney cancer)
B. You also meet ONE of the following:
1. You have tried at least ONE systemic therapy (treatment that spreads throughout the body)
for the treatment of renal cell carcinoma such as Nexavar (sorafenib), Torisel (temsirolimus),

Sutent (sunitinib), Votrient (pazopanib), or Avastin (bevacizumab) in combination with
interferon

2. Inlyta will be used in combination with avelumab (Bavencio) as a first-line treatment
3. Inlyta will be used in combination with pembrolizumab (Keytruda) as a first-line treatment
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AZACITIDINE

Generic Brand
AZACITIDINE ONUREG

GUIDELINES FOR USE

Our guideline named AZACITIDINE (Onureg) requires the following rule(s) be met for approval:
A. You have acute myeloid leukemia (AML: type of blood and bone marrow cancer with too

many white blood cells)

B. You are 18 years of age or older

C. You have achieved first complete remission (CR: signs or symptoms of cancer have
disappeared) or complete remission with incomplete blood count recovery (CRi) following
intensive induction chemotherapy (medications for cancer)

D. You are not able to complete intensive curative therapy (treatment to cure the disease)
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AZTREONAM INHALED

Generic Brand
AZTREONAM CAYSTON
LYSINE

GUIDELINES FOR USE

Our guideline named AZTREONAM INHALED requires the following rule(s) be met for approval:

A. You have a diagnosis of cystic fibrosis (inherited life-threatening disorder that damages the
lungs and digestive system)

B. You are 7 years of age or older

C. You have alung infection with a Gram negative species such as Pseudomonas aeruginosa
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BACLOFEN ORAL SOLUTION

Generic Brand

BACLOFEN OZOBAX

GUIDELINES FOR USE

Our guideline named BACLOFEN ORAL SOLUTION (Ozobax) requires the following rule be met
for approval:
A. You are unable to swallow oral baclofen tablets at the prescribed dosing.

Commercial Effective: 07/01/20

Copyright © 2021 MedImpact Healthcare Systems, Inc. All rights reserved. This document is proprietary to MedImpact.
MedImpact maintains the sole and exclusive ownership, right, title, and interestin and to this document.

Revised: 3/10/2021 Page 51 of 472



Megiﬁpact

STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES

Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent

any disease or medical condition. This document is subject to change.

BARICITINIB

Generic Brand

BARICITINIB OLUMIANT

GUIDELINES FOR USE

INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named BARICITINIB (Olumiant) requires the following rule(s) be met for approval:

A.

You have moderate to severe rheumatoid arthritis (RA: inflammation and stiffness in joints)

B. You are 18 years of age or older
C.
D

The medication is prescribed by or given in consultation with arheumatologist (a doctor who
specializes in conditions that affects the muscles and skeletal system, especially the joints)

. You have previously tried at least 3 months of treatment with at least ONE DMARD (disease-

modifying antirheumatic drugs), unlessthere is a medical reason why you cannot
(contraindication), such as methotrexate dose greater than or equal to 20mg per week or
maximally tolerated dose, leflunomide, hydroxychloroquine, or sulfasalazine

You have previously tried any TWO of the following preferred immunomodulators (class of
drugs), unless there is medical reason why you cannot (contraindication): Enbrel, Humira,
Rinvoq, Xeljanz (immediate release/extended release)

NOTE: The use of pharmaceutical samples (fromthe prescriber or manufacturer assistance
program) will not be considered when evaluating the medical condition or prior prescription history
for drugs that require prior authorization.

RENEWAL CRITERIA

Our guideline named BARICITINIB (Olumiant) requires the following rule(s) be met for renewal:

A
B.

You have moderate to severe rheumatoid arthritis (RA: inflammation and stiffness in the joints)
You have experienced or maintained a 20% or greater improvement in tender joint countor
swollen joint count while on therapy.
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BEDAQUILINE FUMARATE

Generic Brand
BEDAQUILINE SIRTURO
FUMARATE

GUIDELINES FOR USE

Our guideline named BEDAQUILINE FUMARATE (Sirturo) requires the following rule(s) be met for
approval:
A. You have ONE of the following diagnoses:

1. Pulmonary multi-drug resistant tuberculosis (MDR-TB: tuberculosis bacteriain lungs does
not respond to multiple drugs, including at least isoniazid and rifampin)

2. Pulmonary extensively drug resistant tuberculosis (XDR-TB: tuberculosis bacteria is
resistant to at least isoniazid, rifampin, a fluoroquinolone [type of antibiotic], and an
aminoglycoside [a type of antibiotic])

B. If you have pulmonary multi-drug resistant tuberculosis (MDR-TB), approval also
requires ONE of the following:

1. You are 5 years to less than 18 years of age AND weigh at least 15 kg (33 Ibs), AND will be
using Sirturo in combination with at least 3 other antibiotics

2. Youare 18 years of age, AND will be using Sirturo in combination with at least 3 other
antibiotics

3. You are 18 years of age, AND will be using Sirturo in combination with pretomanid and
linezolid

C. If you have pulmonary extensively drug resistant tuberculosis (XDR-TB), approval also
requires:

1. You are 18 years of age or older

2. You will be using Sirturo in combination with pretomanid and linezolid
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BELIMUMAB - SQ

Generic

Brand

BELIMUMAB BENLYSTA

GUIDELINES FOR USE

INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA, SEE BELOW)

Our guideline named BELIMUMAB - SQ (Benlysta) requires the following rule(s) be met for
approval:
A. You have ONE of the following diagnoses:

1.

2.

Autoantibody-positive systemic lupus erythematosus (SLE: inflammatory disease caused
when the immune system attacks its own tissues)

Active lupus nephritis (inflammation of the kidneys caused by lupus when the immune
system attacks its own tissues)

B. If you have autoantibody-positive systemic lupus erythematosus (SLE), approval also
requires:

1.
2.

3.

You are 18 years of age or older

Therapy is prescribed by or given in consultation with a rheumatologist (doctor who
specializes in conditions that affect the muscles and skeletal system, especially the joints)
You are currently using corticosteroids, antimalarials (drugs that treat parasites), non-
steroidal anti-inflammatory drugs (NSAIDS), orimmunosuppressives (drugs that weaken
your immune system)

C. Ifyou have active lupus nephritis, approval also requires:

1.
2.

You are 18 years of age or older

Therapy is prescribed by or given in consultation with a rheumatologist (doctor who
specializes in conditions that affect the muscles and skeletal system, especially the joints) or
nephrologist (kidney doctor)

You are receiving standard treatment (such as steroids, antimalarials, nonsteroidal anti-
inflammatory drugs (NSAIDs), or immunosuppressives (drugs that weaken your immune
system)

CONTINUED ON NEXT PAGE
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BELIMUMAB - SQ
GUIDELINES FOR USE (CONTINUED)

RENEWAL CRITERIA

Our guideline named BELIMUMAB - SQ (Benlysta) requires the following rule(s) be met for
renewal:
A. You have ONE of the following diagnoses:
1. Autoantibody-positive systemic lupus erythematosus (SLE: inflammatory disease caused
when the immune system attacks its own tissues)
2. Active lupus nephritis (inflammation of the kidneys caused by lupus when the immune
system attacks its own tissues)
B. If you have autoantibody-positive systemic lupus erythematosus (SLE), renewal also
requires:
1. You have had clinical improvement while on Benlysta
C. Ifyou have active lupus nephritis, renewal also requires:
1. You have had clinical improvement in renal response as compared to baseline laboratory
values (eGFR [measurement of kidney function] or proteinuria[level of protein in urine]),
and/or clinical parameters (such as fluid retention, use of rescue drugs, glucocorticoid dose)
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BENRALIZUMAB

Generic Brand
BENRALIZUMAB FASENRA

GUIDELINES FOR USE

INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named BENRALIZUMAB (Fasenra) requires the following rule(s) be met for
approval:

A. You have severe asthma with an eosinophilic phenotype (type of inflammatory asthma)

B. You are 12 years of age or older

C. Fasenrais prescribed by or given in consultation with a physician specializing in pulmonary
(lung/breathing) medicine or allergy medicine

D. Fasenrawill be used as add-on maintenance treatment

E. You have a documented blood eosinophil level (type of white blood cell) of at least 150
cells/mcL within the past 12 months

F. You had a prior therapy with medium, high-dose, or amaximally tolerated dose of an inhaled

corticosteroid AND at least one other maintenance medication which includes a long-acting
inhaled beta2-agonist (such as formoterol, salmeterol), long-acting muscarinic antagonist (such
as tiotropium), leukotriene receptor antagonist (such as montelukast), theophylline, or oral
corticosteroid

G. You have experienced at least ONE asthma exacerbations within the past 12 months
(exacerbation is defined as an asthma-related event requiring hospitalization, emergency room
visit, or systemic corticosteroid burst lasting at least 3 or more days)

H. You are NOT receiving concurrent treatment with Xolair, Dupixent, or another anti-IL5 asthma
biologic (such as Nucala, Cinqair)

RENEWAL CRITERIA

Our guideline named BENRALIZUMAB (Fasenra) requires the following rule(s) be met for renewal:
1. You have severe asthma with an eosinophilic phenotype (type of inflammatory asthma)
2. You will continue to use inhaled corticosteroid (ICS) or ICS-containing combination inhalers
3. You have shown a clinical response as evidenced by ONE of the following:
1. Reduction in asthma exacerbation (worsening of symptoms) from baseline
2. Decreased use of rescue medications
3. Increase in percent predicted FEV1 (amount of air you can forcefully exhale) from
pretreatment baseline
4. Reduction in severity or frequency of asthma-related symptoms (such as wheezing,
shortness of breath, coughing, etc.)
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BEROTRALSTAT

Generic Brand
BEROTRALSTAT ORLADEYO
HYDROCHLORIDE

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named BEROTRALSTAT (Orladeyo) requires the following rule(s) be met for
approval:

A. You have hereditary angioedema (HAE: life-threatening genetic condition that causes
severe swelling)

Your diagnosis is confirmed by documented complement testing (blood test that measures
the activity of a group of proteins in the bloodstream)

You are 12 years of age or older

Therapy is prescribed by or given in consultation with an allergist, immunologist (allergy or
immune system doctor) or hematologist (blood doctor)

The requested medication is being used for prevention of hereditary angioedema attacks
You will not be using Orladeyo together with an alternative preventive agent for HAE (such
as Takhzyro, Haegarda, Cinryze, danazol)

nm oo W

RENEWAL CRITERIA

Our guideline named BEROTRALSTAT (Orladeyo) requires the following rule(s) be met for

renewal:

A. You have hereditary angioedema (HAE: life-threatening genetic condition that causes
severe swelling)

B. You have experienced improvement (reductions in attack frequency or attack severity)
compared to baseline in HAE attacks
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BEXAROTENE
Generic Brand
BEXAROTENE | TARGRETIN
SOFTGEL
BEXAROTENE | TARGRETIN
1% TOPICAL
GEL

GUIDELINES FOR USE

Our guideline named BEXAROTENE (Targretin) requires the following rule to be met for approval:
A. You have cutaneous T-cell lymphoma (CTCL: atype of cancer that starts in white blood cells
and attacks the skin)
B. Ifthe request is for bexarotene capsules, approval also requires:
1. Your condition is refractory (resistant) to previous systemic therapy (therapy that spreads
through the blood) such as gemcitabine, methotrexate, liposomal doxorubicin, or Velcade
C. Ifthe requestis fortopical bexarotene treatment, approval also requires:
1. You have cutaneous T-cell ymphoma (CTCL) Stage IA or IB
2. You meet ONE of the following:
a. Your condition is refractory or persistent after previous therapy
b. You have nottolerated previous therapy
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BINIMETINIB

Generic Brand

BINIMETINIB MEKTOVI

GUIDELINES FOR USE

Our guideline named BINIMETINIB (Mektovi) requires the following rule(s) be met for approval:

A. You have a diagnosis of unresectable (cannot completely remove by surgery) or metastatic
(disease that has spread) melanoma (skin cancer)

B. You have a BRAF V600E or V600K mutation (types of gene mutations) as detected by a
Food and Drug Administration-approved test

C. The medication will be used in combination with Braftovi (encorafenib)
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BOSUTINIB

Generic Brand
BOSUTINIB BOSULIF

GUIDELINES FOR USE

Our guideline named BOSUTINIB (Bosulif) requires the following rule(s) be met for approval:
A. You have ONE of the following diagnoses:

1. Newly diagnosed, chronic phase Philadelphia chromosome-positive (Ph+; small
abnormal chromosome found in leukemia) chronic myelogenous leukemia (CML; blood-
cell cancer that begins in the bone marrow)

2. Chronic, accelerated, or blast phase Philadelphia chromosome-positive (Ph+) chronic
myelogenous leukemia (CML; blood-cell cancer that begins in the bone marrow)

B. Youare 18 years of age or older
C. Ifyou have chronic, accelerated, or blast phase Philadelphia chromosome-positive

(Ph+; small abnormal chromosome found in leukemia) chronic myeloid leukemia

(CML; blood-cell cancer that begins in the bone marrow), approval also requires:

1. You have previously tried or have a contraindication to (a medical reason why you
cannot use) other tyrosine kinase inhibitors such as Gleevec (imatinib), Sprycel
(dasatinib), Tasigna (nilotinib)

2. Youdo NOT have the T3151, V299L, G250E, or F317L mutations as shown by
Breakpoint Cluster Region Abelson Murine Leukemia (BCR-ABL) mutational analysis
(type of lab test)

Commercial Effective: 07/01/20

Copyright © 2021 MedImpact Healthcare Systems, Inc. All rights reserved. This document is proprietary to MedImpact.
MedImpact maintains the sole and exclusive ownership, right, title, and interestin and to this document.

Revised: 3/10/2021 Page 60 of 472



Megiﬁpact

STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
any disease or medical condition. This document is subject to change.

BREMELANOTIDE

Generic Brand
BREMELANOTIDE | VYLEESI

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA, SEE BELOW)

Our guideline named BREMELANOTIDE (Vyleesi) requires the following rule(s) be met for

approval:

A. You have a diagnosis of acquired, generalized hypoactive sexual desire disorder (HSDD; also

referred to as female sexual interest/arousal disorder where you do not desire sexual activity),

as defined by ALL of the following:

1. Persistently or recurrently deficient (or absent) sexual fantasies and desire for sexual activity
that has persisted for at least 6 months

2. HSDD is NOT a result of a co-existing medical or psychiatric (mental) condition, a problem
within the relationship or the effects of a medication or drug substance

3. HSDD symptom causes marked distress or interpersonal difficulty

You are a premenopausal female

You are 18 years of age or older

You had a previous trial of bupropion, unless there is a medical reason why you cannot

(contraindication)

E. You are NOT currently using Addyi (flibanserin)
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RENEWAL CRITERIA

Our guideline named BREMELANOTIDE (Vyleesi) requires the following rule(s) be met for

approval:

A. You have a diagnosis of acquired, generalized hypoactive sexual desire disorder (HSDD;

also referred to as female sexual interest/arousal disorder [FSIAD] where you do not desire

sexual activity), as defined by ALL of the following:

1. Persistently or recurrently deficient (or absent) sexual fantasies and desire for sexual
activity that has persisted for at least 6 months

2. HSDD is NOT a result of a co-existing medical or psychiatric (mental) condition, a
problem within the relationship or the effects of a medication or drug substance

3. HSDD symptom causes marked distress or interpersonal difficulty

You are a premenopausal female

You are NOT currently using Addyi (flibanserin)

You have experienced continued improvement in symptoms of HSDD/FSIAD such as

increased sexual desire, lessened distress)

Cow
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BRIGATINIB

Generic Brand
BRIGATINIB ALUNBRIG

GUIDELINES FOR USE

Our guideline named BRIGATINIB (Alunbrig) requires the following rule(s) be met forapproval:

A. You have metastatic non-small cell lung cancer (NSCLC: type of lung cancer that has spread to
other parts of the body)

B. You are 18 years of age or older

C. You are positive for anaplastic lymphoma kinase (ALK) fusion oncogene (atype of gene
mutation that causes a change in your DNA) as detected by a Food and Drug Administration
(FDA)-approved test
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BRODALUMAB

Generic Brand
BRODALUMAB SILIQ

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named BRODALUMAB (Siliq) requires the following rule(s) be met for approval:

You have moderate to severe plaque psoriasis (PsO; scaly, itchy dry skin patches)

You are 18 years of age or older

The medication is prescribed by or given in consultation with a dermatologist (skin doctor)

You have psoriatic lesions (rashes) involving greater than or equal to 10% body surface area

(BSA) OR psoriatic lesions (rashes) affecting the hands, feet, genital area, or face

You had a previous trial of at least ONE or more forms of conventional therapies, unless there is

a medical reason why you cannot (contraindication), such as PUVA (Phototherapy Ultraviolet

Light A), UVB (Ultraviolet Light B), topical corticosteroids, calcipotriene, acitretin, methotrexate,

or cyclosporine

F. You have been counseled on and express an understanding of the risk of suicidal thoughts and
behavior

G. You have previously tried any TWO of the following preferred immunomodulators, unless there
is a medical reason why you cannot (contraindication): Cosentyx, Humira, Stelara, Tremfya,
Skyrizi, Enbrel, Otezla

oow»
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NOTE: The use of pharmaceutical samples (from the prescriber or manufacturer assistance
program) will not be considered when evaluating the medical condition or prior prescription history
for drugs that require prior authorization.

RENEWAL CRITERIA

Our guideline named BRODALUMAB (Siliq) requires the following rule(s) be met for renewal:

A. You have moderate to severe plaque psoriasis (PsO: scaly, itchy dry skin patches)

B. You have achieved or maintained clear or minimal disease or a decrease in PASI (Psoriasis
Area and Severity Index) of at least 50% or more

C. You have NOT developed or reported worsening depressive symptoms or suicidal thoughts and
behaviors while on treatment with Siliqg
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BUDESONIDE

Generic Brand
BUDESONIDE ORTIKOS

GUIDELINES FOR USE

Our guideline named BUDESONIDE (Ortikos) requires the following rule(s) be met for

approval:

A. You have mild to moderate Crohn's Disease (inflammation of the digestive tract that affects
a part of your small intestines and/or the beginning of the colon which can lead to stomach
pain, diarrhea, weight loss, or malnutrition)

B. If you have mild to moderate active Crohn's Disease, approval also requires:

1. You are 8 years of age or older
2. You have previously tried generic budesonide 3mg capsules OR you cannot tolerate the
pill burden associated with the generic product

C. Ifyou have mild to moderate Crohn's Disease, approval also requires:

1. You are 18 years of age or older

2. Therequested medication is being used for the maintenance of clinical remission (signs
and symptoms of disease have either improved or disappeared)

3. You have previously tried generic budesonide 3mg capsules OR you cannot tolerate the
pill burden associated with the generic product
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C1 ESTERASE INHIBITOR

Generic Brand

c1ESTERASE | BERINERT,

INHIBITOR CINRYZE
HAEGARDA

C1ESTERASE | RUCONEST

INHIBITOR,

RECOMBINANT

**Please use the criteria for the specific drug requested**
GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

CINRYZE
Our guideline named C1 ESTERASE INHIBITOR (Cinryze) requires the following rule(s) be
met for approval:
G. You have hereditary angioedema (HAE: life-threatening genetic condition that causes
severe swelling)
H. Your diagnosis is confirmed by documented complementtesting (blood test that measures
the activity of a group of proteins in the bloodstream)
You are 6 years of age or older
Therapy is prescribed by or given in consultation with an allergist, immunologist (allergy or
immune system doctor) or hematologist (blood doctor)
The requested medication is being used for prevention of hereditary angioedema attacks
You will not be using Cinryze together with an alternative preventive agent for HAE (such as
Takhzyro, Haegarda, danazol, berotralstat)
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HAEGARDA

Our guideline named C1 ESTERASE INHIBITOR (Haegarda) requires the following rule(s) be

met for approval:

A. You have hereditary angioedema (HAE: life-threatening genetic condition that causes
severe swelling)

B. Yourdiagnosis is confirmed by documented complementtesting (blood test that measures
the activity of a group of proteins in the bloodstream)

C. You are 6 years of age or older

(Initial HAEGARDA criteria continued on the nextpage)

CONTINUED ON NEXT PAGE

Copyright © 2021 MedImpact Healthcare Systems, Inc. All rights reserved. This document is proprietary to MedImpact.
MedImpact maintains the sole and exclusive ownership, right, title, and interestin and to this document.

Revised: 3/10/2021 Page 65 of 472



Megiﬁpact

STANDARD COMMERCIAL DRUG FORMULARY
PRIOR AUTHORIZATION GUIDELINES
Drugs listed in this document does not ensure coverage. Your coverage and/or copayment/coinsurance may vary
based on your benefit plan. Please check your plan documents. This document is intended for informational use
only and is not intended to replace professional medical advice or treatment, or diagnose, treat, cure, or prevent
any disease or medical condition. This document is subject to change.

C1 ESTERASE INHIBITOR

INITIAL CRITERIA - HAEGARDA (CONTINUED)

D. Therapy is prescribed by or given in consultation with an allergist, immunologist (allergy or
immune system doctor) or hematologist (blood doctor)

E. Therequested medication is being used for prevention of hereditary angioedema attacks

F. You will not be using Haegarda together with an alternative preventive agent for HAE (such
as Takhzyro, Cinryze, danazol, berotralstat)

BERINERT

Our guideline named C1 ESTERASE INHIBITOR (Berinert) requires the following rule(s) be

met for approval:

A. You have hereditary angioedema (HAE: life-threatening genetic condition that causes
severe swelling)

B. Yourdiagnosis is confirmed by complement testing (blood test that measures the activity of
a group of proteins in the bloodstream)

C. Therapy is prescribed by or given in consultation with an allergist, immunologist (allergy or
immune system doctor) or hematologist (blood doctor)

D. Therequested medication is being used for acute (short term) attacks of hereditary
angioedema

RUCONEST

Our guideline named C1 ESTERASE INHIBITOR (Ruconest) requires the following rule(s) be

met for approval:

A. You have hereditary angioedema (HAE: life-threatening genetic condition that causes
severe swelling)

B. Yourdiagnosis is confirmed by complement testing (blood test that measures the activity of
a group of proteins in the bloodstream)

C. Therapy is prescribed by or given in consultation with an allergist, immunologist (allergy or
immune system doctor) or hematologist (blood doctor)

D. Therequested medication is being used for acute (short term) attacks of hereditary
angioedema

CONTINUED ON NEXT PAGE
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C1 ESTERASE INHIBITOR
GUIDELINES FOR USE (CONTINUED)
RENEWAL CRITERIA
NOTE: Forrequests of Berinert or Ruconest, please refer to the initial criteria section.

CINRYZE
Our guideline named C1 ESTERASE INHIBITOR (Cinryze) requires the following rule(s) be
met for renewal:
C. You have hereditary angioedema (HAE: life-threatening genetic condition that causes
severe swelling)
D. You have experienced improvement (reductions in attack frequency or attack severity)
compared to baseline in HAE attacks

HAEGARDA
Our guideline named C1 ESTERASE INHIBITOR (Haegarda) requires the following rule(s) be met
for renewal:
A. You have hereditary angioedema (HAE: life-threatening genetic condition that causes severe
swelling)
B. You have experienced improvement (reductions in attack frequency or attack severity)
compared to baseline in HAE attacks
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CABOZANTINIB S-MALATE

Generic Brand
CABOZANTINIBS- | COMETRIQ,
MALATE CABOMETYX

** Please use the criteria for the specific drug requested **

GUIDELINES FOR USE

COMETRIQ

Our guideline named CABOZANTINIB S-MALATE (Cometriq) requires the following rule be met
for approval:

A. You have progressive, metastatic medullary thyroid cancer (type of thyroid cancer that has
spread)

CABOMETYX

Our guideline named CABOZANTINIB S-MALATE (Cabometyx) requires the following rule(s) be
met for approval:
A. You have ONE of the following diagnoses:
1. Advanced renal cell carcinoma (type of kidney cancer)
2. Hepatocellular carcinoma (type of liver cancer)
B. If Cabometyx will be used in combination with Opdivo, approval also requires:
1. You have advanced renal cell carcinoma (type of kidney cancer)
2. You have notreceived prior treatment for advanced renal cell carcinoma
C. Ifyou have hepatocellular carcinoma (type of kidney cancer), approval also requires:
1. You have previously been treated with Nexavar (sorafenib)
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CANNABIDIOL

Generic Brand
CANNABIDIOL EPIDIOLEX

GUIDELINES FOR USE
INITIAL CRITERIA (NOTE: FOR RENEWAL CRITERIA SEE BELOW)

Our guideline named CANNABIDIOL (Epidiolex) requires the following rule(s) be met for approval:
A. You have ONE of the following diagnoses:
1. Seizures associated with Dravet syndrome (type of seizures that are hard to control starting
in infants)
2. Seizures associated Lennox-Gastaut syndrome (condition where you keep getting seizures
starting in childhood)
3. Seizures associated tuberous sclerosis complex (a genetic disorder which causes the
growth of numerous noncancerous (benign) tumors in many parts of the body)
B. If you have seizures associated with Dravet syndrome, approval also requires:
1. You are 1 year of age or older
2. Therapy is prescribed by or given in consultation with a neurologist (nerve doctor)
3. You have previously tried clobazam AND valproic acid derivative, unless there is a medical
reason why you cannot (contraindication)
C. Ifyou have seizures associated with Lennox-Gastaut syndrome, approval also requires:
1. You are 1 year of age or older
2. Therapy is prescribed by or given in consultation with a neurologist (nerve doctor)
3. You have previously tried TWO of the following, unless there is a medical reason why you
cannot (contraindication): clobazam, valproic acid derivative, topiramate, lamotrigine
D. If you have seizures associated with tuberous sclerosis complex, approval also requires:
1. You are 1 year of age or older
2. Therapy is prescribed by or given in consultation with a neurologist (nerve doctor)
3. You have previously tried TWO anti-epileptic medications (drugs to treat seizures) such as
clobazam, valproic acid derivative, topiramate, lamotrigine, unless there is a medical reason
why you cannot (contraindication)

RENEWAL CRITERIA

Our guideline named CANNABIDIOL (Epidiolex) requires the following rule to be met for renewal:
A. You have ONE of the following diagnoses:
1. Seizures associated with Dravet syndrome (type of seizures that are hard to control starting
in infants
2. Seizures Zassociated Lennox-Gastaut syndrome (condition where you keep getting seizures
starting in childhood)
3. Seizures associated tuberous sclerosis complex (a genetic disorder which causes the
growth of numerous noncancerous (benign) tumors in many parts of the body)
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CAPECITABINE

Generic Brand
CAPECITABINE XELODA

GUIDELINES FOR USE

Our guideline named CAPECITABINE (Xeloda) requires the following rule(s) to be met for
approval:

A. You have ONE of the following diagnoses:
1. Stage Il (Duke's C) colon cancer (cancer has spread to lymph nodes)
2. Metastatic colorectal cancer (colon cancer that has spread)
3. Metastatic breast cancer (breast cancer that has spread)
B. If you have metastatic colorectal cancer, approval also requires:
1. Capecitabine is being used by itself OR in combination with oxaliplatin (CapeOX or XELOX
regimen)
C. If you have metastatic breast cancer, approval also requires ONE of the following:
1. You have previously failed atrial of both paclitaxel AND an anthracycline -containing
regimen
2. You have previously failed atrial of an anthracycline-containing regimen and capecitabine is
being used in combination with docetaxel

Note: Required alternative regimens listed above may require prior authorization and may be
covered under the medical benefit.
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CAPLACIZUMAB-YHDP

Generic

Brand

CAPLACIZUMAB-YHDP | CABLIVI

GUIDELINES FOR USE

Our guideline named CAPLACIZUMAB-YHDP (Cablivi) requires the following rule(s) be met for

approval:

A. You have a diagnosis of acquired thrombotic thrombocytopenia purpura (aT TP- atype of blood
disorder)

B. You are 18 years of age or older

C. Therapy is prescribed by or given in consultation with a hematologist (blood specialist)

D. You have NOT experienced more than two recurrences of acquired thrombotic
thrombocytopenia purpura, while on Cablivi therapy. For example there’s a new drop in platelet
count requiring repeat plasma exchange during 30 days post-plasma exchange therapy
(process of replacing aliquid part of the blood) and up to 28 days of extended therapy

E. You also meet ONE of the following:

1.

Your request is for continuation of Cablivi therapy frominpatient (hospital) settingand you

previously received plasma exchange and immunosuppressive therapy (treatment that

weakens your immune system) within the inpatient setting

Your request is for continuation of Cablivi therapy from the initial 30 days treatment course

(no break in therapy) AND:

a. You are receiving immunosuppressive therapy, and

b. You are experiencing signs of persistent underlying disease (such as suppressed
ADAMTS13 [a disintegrin and metalloproteinase with thrombospondin type 1 motif,
member 13: type of blood clot disorder] activity level remain present)
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CAPMATINIB

Generic

Brand

CAPMATINIB

TABRECTA

GUIDELINES FOR USE

Our guideline named CAPMATINIB (Tabrecta) requires the following rule(s) be met for approval:
A. You have metastatic non-small cell lung cancer (NSCLC: type of lung cancer that has spread to
other parts of the body)

B. You are 18 years of age or older

C. Yourtumors have a mutation that leads to mesenchymal-epithelial transition (MET) exon 14
skipping (an abnormal change in a gene that makes MET protein) as detected by an FDA-
approved test
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CAPSAICIN
Generic Brand
CAPSAICIN 8% QUTENZA
PATCH

GUIDELINES FOR USE

Our guideline named CAPSAICIN (Qutenza) requires the following rule be met for approval:
A. You have a diagnosis of neuropathic pain associated with ONE of the following conditions:
e Postherpetic neuralgia (PHN) (painful condition that affects the nerve fibers and skin after
having shingles)
¢ Diabetic peripheral neuropathy (DPN) of the feet (numbness of the feet that is caused by
diabetes)

Your doctor told us [INSERT PT SPECIFIC INFO PROVIDED]. We do not have information
showing you [INSERT UNMET CRITERIA]. This is why your request is denied. Please work with
your doctor to use a different medication or get us more information if it will allow us to approve this
request.
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