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Prior Authorization Group Description:

Actimmune PA
Drug Name(s)

Actimmune

Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require BOTH of the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent AND

2. The requested dose is within FDA labeled dosing or supported in CMS approved compendia dosing for

the requested indication

Age Restriction:

Prescriber Restrictions:
Coverage Duration:

Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:

Acyclovir Topical PA
Drug Name(s)

Acyclovir

Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent

Age Restriction:

Prescriber Restrictions:
Coverage Duration:

Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:

Aimovig PA

Drug Name(s)

Aimovig

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has a diagnosis of migraine AND

2. The requested agent is being used for migraine prophylaxis AND
3. Patient has 4 migraine headaches or more per month AND

4. Patient will NOT be using the requested agent in combination with another calcitonin gene-related
peptide (CGRP) agent for migraine prophylaxis

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has a diagnosis of migraine AND

3. The requested agent is being used for migraine prophylaxis AND

4. Patient has had clinical benefit with the requested agent AND

5. Patient will NOT be using the requested agent in combination with another calcitonin gene-related
peptide (CGRP) agent for migraine prophylaxis

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Alosetron PA
Drug Name(s)

Alosetron Hydrochloride
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require ALL of the following:
1. Patient has a diagnosis of irritable bowel syndrome with severe diarrhea (IBS-D) AND
2. Patient’s sex is female AND
3. Patient exhibits at least ONE of the following:
a. Frequent and severe abdominal pain/discomfort OR
b. Frequent bowel urgency or fecal incontinence OR
c. Disability or restriction of daily activities due to IBS AND
4. Prescriber has ruled out anatomic or biochemical abnormalities of the gastrointestinal tract
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:

Updated 06/2024 MAPD Classic 2024

16



Prior Authorization Group Description:
Alpha-1-Proteinase Inhibitor PA - Prolastin-C
Drug Name(s)

Prolastin-C

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has a diagnosis of alpha-1 antitrypsin deficiency (AATD) with clinically evident emphysema
AND

2. Patient has a pre-treatment serum alpha-1 antitrypsin (AAT) level less than 11 micromol/L (80 mg/dL
by immunodiffusion or 57 mg/dL using nephelometry) AND

3. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has a diagnosis of alpha-1 antitrypsin deficiency (AATD) with clinically evident emphysema
AND

3. Patient has had clinical benefit with the requested agent AND

4. The requested dose is within FDA labeled dosing for the requested indication

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Anabolic Steroid PA — Danazol
Drug Name(s)

Danazol
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require BOTH of the following:
1. Patient has ONE of the following diagnoses:
A. Patient has an FDA labeled indication for the requested agent OR
B. Patient has an indication that is supported in CMS approved compendia for the requested
agent AND
2. ONE of the following:
A. Patient will NOT be using the requested agent in combination with another androgen or
anabolic steroid OR
B. Prescriber has provided information in support of therapy with more than one agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Androgen Injectable PA - testosterone cypionate
Drug Name(s)

Depo-Testosterone

Testosterone Cypionate
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require ALL of the following:
1. Patient has ONE of the following diagnoses:
A. Patient’s sex is male with AIDS/HIV-associated wasting syndrome AND BOTH of the following:
i. ONE of the following:
a. Unexplained involuntary weight loss (greater than 10% baseline body weight
within 12 months, or 7.5% within 6 months) OR
b. Body mass index less than 20 kg/m2 OR
c. At least 5% total body cell mass (BCM) loss within 6 months OR
d. BCM less than 35% of total body weight and BMI less than 27 kg/m2 AND
ii. All other causes of weight loss have been ruled out OR
B. Patient’s sex is female with metastatic/inoperable breast cancer OR
C. Patient’s sex is male with primary or secondary (hypogonadotropic) hypogonadism OR
D. Patient’s sex is male and is an adolescent with delayed puberty AND
2. If the patient’s sex is a male, ONE of the following:
A. Patient is NOT currently receiving testosterone replacement therapy AND has ONE of the
following pretreatment levels:
i. Total serum testosterone level that is below the testing laboratory’s lower limit of the
normal range or is less than 300 ng/dL OR
ii. Free serum testosterone level that is below the testing laboratory’s lower limit of the
normal range OR
B. Patient is currently receiving testosterone replacement therapy AND has ONE of the following
current levels:
i. Total serum testosterone level that is within OR below the testing laboratory’s lower
limit of the normal range OR is less than 300 ng/dL OR
ii. Free serum testosterone level is within OR below the testing laboratory’s normal
range AND
3. ONE of the following:
A. Patient will NOT be using the requested agent in combination with another androgen or
anabolic steroid OR
B. Prescriber has provided information in support of therapy with more than one agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
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Approval will be 6 months for delayed puberty, 12 months for all other indications
Other Criteria:
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Prior Authorization Group Description:
Androgen Injectable PA - testosterone enanthate
Drug Name(s)

Testosterone Enanthate
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require ALL of the following:
1. Patient has ONE of the following diagnoses:
A. Patient’s sex is male with AIDS/HIV-associated wasting syndrome AND BOTH of the following:
i. ONE of the following:
a. Unexplained involuntary weight loss (greater than 10% baseline body weight
within 12 months, or 7.5% within 6 months) OR
b. Body mass index less than 20 kg/m2 OR
c. At least 5% total body cell mass (BCM) loss within 6 months OR
d. BCM less than 35% of total body weight and BMI less than 27 kg/m2 AND
ii. All other causes of weight loss have been ruled out OR
B. Patient’s sex is female with metastatic/inoperable breast cancer OR
C. Patient’s sex is male with primary or secondary (hypogonadotropic) hypogonadism OR
D. Patient’s sex is male and is an adolescent with delayed puberty AND
2. If the patient’s sex is a male, ONE of the following:
A. Patient is NOT currently receiving testosterone replacement therapy AND has ONE of the
following pretreatment levels:
i. Total serum testosterone level that is below the testing laboratory’s lower limit of the
normal range or is less than 300 ng/dL OR
ii. Free serum testosterone level that is below the testing laboratory’s lower limit of the
normal range OR
B. Patient is currently receiving testosterone replacement therapy AND has ONE of the following
current levels:
i. Total serum testosterone level that is within OR below the testing laboratory’s lower
limit of the normal range OR is less than 300 ng/dL OR
ii. Free serum testosterone level is within OR below the testing laboratory’s normal
range AND
3. ONE of the following:
A. Patient will NOT be using the requested agent in combination with another androgen or
anabolic steroid OR
B. Prescriber has provided information in support of therapy with more than one agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be 6 months for delayed puberty, 12 months for all other indications
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Other Criteria:
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Prior Authorization Group Description:
Androgen Oral PA
Drug Name(s)

Methyltestosterone
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require ALL of the following:
1. Patient has ONE of the following diagnoses:
A. Patient’s sex is male with cryptorchidism OR
B. Patient’s sex is male with hypogonadism OR
C. Patient’s sex is male and is an adolescent with delayed puberty OR
D. Patient’s sex is female with metastatic/inoperable breast cancer AND
2. If the patient’s sex is male, ONE of the following:
A. Patient is NOT currently receiving testosterone replacement therapy AND has ONE of the
following pretreatment levels:
i. Total serum testosterone level that is below the testing laboratory’s lower limit of the
normal range or is less than 300 ng/dL OR
ii. Free serum testosterone level that is below the testing laboratory’s lower limit of the
normal range OR
B. Patient is currently receiving testosterone replacement therapy AND has ONE of the following
current levels:
i. Total serum testosterone level that is within OR below the testing laboratory’s lower
limit of the normal range OR is less than 300 ng/dL OR
ii. Free serum testosterone level is within OR below the testing laboratory’s normal
range AND
3. ONE of the following:
A. Patient will NOT be using the requested agent in combination with another androgen or
anabolic steroid OR
B. Prescriber has provided information in support of therapy with more than one agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be 6 months for delayed puberty, 12 months for all other indications
Other Criteria:
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Prior Authorization Group Description:
Androgen Topical PA
Drug Name(s)

Testosterone
Testosterone Pump

Testosterone Topical Solution
Indications:

All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require ALL of the following:
1. Patient has ONE of the following diagnoses:
A. Patient has AIDS/HIV-associated wasting syndrome AND BOTH of the following:
i. ONE of the following:
a. Unexplained involuntary weight loss (greater than 10% baseline body weight
within 12 months, or 7.5% within 6 months) OR
b. Body mass index less than 20 kg/m2 OR
c. At least 5% total body cell mass (BCM) loss within 6 months OR
d. In men: BCM less than 35% of total body weight and BMI less than 27 kg/m2
OR
e. In women: BCM less than 23% of total body weight and BMI less than 27
kg/m2 AND
ii. All other causes of weight loss have been ruled out OR
B. Patient’s sex is male with primary or secondary (hypogonadotropic) hypogonadism AND
2. If the patient’s sex is male, ONE of the following:
A. Patient is NOT currently receiving testosterone replacement therapy AND has ONE of the
following pretreatment levels:
i. Total serum testosterone level that is below the testing laboratory’s lower limit of the
normal range or is less than 300 ng/dL OR
ii. Free serum testosterone level that is below the testing laboratory’s lower limit of the
normal range OR
B. Patient is currently receiving testosterone replacement therapy AND has ONE of the following
current levels:
i. Total serum testosterone level that is within OR below the testing laboratory’s lower
limit of the normal range OR is less than 300 ng/dL OR
ii. Free serum testosterone level is within OR below the testing laboratory’s normal
range AND
3. ONE of the following:
A. Patient will NOT be using the requested agent in combination with another androgen or
anabolic steroid OR
B. Prescriber has submitted information in support of therapy with more than one agent
Age Restriction:
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Prescriber Restrictions:
Coverage Duration:

Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Antipsychotics PA

Drug Name(s)

Aripiprazole

Aripiprazole Odt

Asenapine Maleate Sl
Chlorpromazine Hydrochloride
Clozapine

Clozapine Odt

Fanapt

Fanapt Titration Pack
Fluphenazine Decanoate
Fluphenazine Hydrochloride
Haloperidol

Haloperidol Decanoate
Haloperidol Lactate
Loxapine

Lurasidone

Lybalvi

Molindone Hydrochloride
Olanzapine

Olanzapine Odt
Paliperidone Er
Perphenazine

Pimozide

Quetiapine Fumarate
Quetiapine Fumarate Er
Rexulti

Risperidone

Risperidone Odt

Secuado

Thioridazine Hcl
Thiothixene

Trifluoperazine Hcl
Versacloz

Ziprasidone Mesylate
Zyprexa Relprevv
Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

PA does NOT apply to patients less than 65 years of age.
Criteria for approval require BOTH of the following:
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1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent AND
2. ONE of the following:
a. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
b. Prescriber states the patient is currently being treated with the requested agent OR
c. ONE of the following:
i. Patient has a diagnosis other than dementia-related psychosis or dementia related
behavioral symptoms OR
ii. Patient has dementia-related psychosis or dementia related behavioral symptoms
AND BOTH of the following:
1. Dementia-related psychosis is determined to be severe or the associated
behavior puts the patient or others in danger AND
2. Prescriber has documented that s/he has discussed the risk of increased
mortality with the patient and/or the patient’s surrogate decision maker

Approval authorizations will apply to the requested medication only.
Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:

Apomorphine Inj PA

Drug Name(s)

Apokyn

Apomorphine Hydrochloride

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require ALL of the following:

1. The requested agent will be used to treat acute, intermittent hypomobility, “off” episodes (“end of
dose wearing off” and unpredictable “on/off” episodes) associated with advanced Parkinson’s disease
AND

2. The requested agent will be used in combination with agents used for therapy in Parkinson’s disease
(e.g., levodopa, dopamine agonist, monoamine oxidase B inhibitor) AND

3. Patient will NOT be using the requested agent in combination with a 5-HT3 antagonist (e.g.,
ondansetron, granisetron, dolasetron, palonosetron, alosetron)

Age Restriction:

Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., neurologist) or the prescriber has
consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Arcalyst PA
Drug Name(s)

Arcalyst
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require BOTH of the following:
1. ONE of the following:
A. Patient has been diagnosed with Cryopyrin-Associated Periodic Syndromes (CAPS) including
Familial Cold Auto-inflammatory Syndrome (FCAS) or Muckle-Wells Syndrome (MWS) OR
B. BOTH of the following:
i. Patient has a diagnosis of deficiency of interleukin-1 receptor antagonist AND
ii. The requested agent is being used for maintenance of remission OR
C. BOTH of the following:
i. Patient has a diagnosis of recurrent pericarditis AND
ii. The requested agent is being used to reduce the risk of recurrence AND
2. Patient will NOT be using the requested agent in combination with another biologic agent
Age Restriction:
For diagnosis of CAPS including FCAS or MWS, patient is 12 years of age or over

For diagnosis of recurrent pericarditis and reduction in risk of recurrence, patient is 12 years of age or
over

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:

Armodafinil PA
Drug Name(s)
Armodafinil
Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:
Required Medical Information:

Criteria for approval require BOTH of the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent AND

2. Patient will NOT be using the requested agent in combination with another target agent (i.e.,

modafinil)

Age Restriction:

Patient is 17 years of age or over
Prescriber Restrictions:
Coverage Duration:

Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Atopic Dermatitis PA — Pimecrolimus
Drug Name(s)

Pimecrolimus

Indications:

All Medically-Accepted Indications.

Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require ONE of the following:

1. Patient has a diagnosis of atopic dermatitis or vulvar lichen sclerosus AND ONE of the following:
A. Patient has tried and had an inadequate response to a topical corticosteroid or topical
corticosteroid combination preparation (e.g., hydrocortisone, triamcinolone) OR
B. Patient has an intolerance or hypersensitivity to a topical corticosteroid or topical
corticosteroid combination preparation OR
C. Patient has an FDA labeled contraindication to a topical corticosteroid or topical
corticosteroid combination preparation OR

2. Patient has a diagnosis of facial seborrheic dermatitis associated with HIV infection AND BOTH of the

following:

A. Patient is currently on an antiretroviral treatment regimen AND

B. ONE of the following:
i. Patient has tried and had an inadequate response to a topical corticosteroid or topical
antifungal treatment (e.g., hydrocortisone, triamcinolone, ketoconazole) OR
ii. Patient has an intolerance or hypersensitivity to a topical corticosteroid or topical
antifungal treatment OR
iii. Patient has an FDA labeled contraindication to a topical corticosteroid or topical
antifungal treatment OR

3. Patient has an indication that is supported in CMS approved compendia for the requested agent

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Atopic Dermatitis PA — Tacrolimus
Drug Name(s)

Tacrolimus

Indications:

All Medically-Accepted Indications.

Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require ONE of the following:

1. Patient has a diagnosis of atopic dermatitis AND ONE of the following:
A. Patient has tried and had an inadequate response to a topical corticosteroid or topical
corticosteroid combination preparation (e.g., hydrocortisone, triamcinolone) OR
B. Patient has an intolerance or hypersensitivity to a topical corticosteroid or topical
corticosteroid combination preparation OR
C. Patient has an FDA labeled contraindication to a topical corticosteroid or topical
corticosteroid combination preparation OR

2. Patient has an indication that is supported in CMS approved compendia for the requested agent

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Atovaquone PA
Drug Name(s)

Atovaquone
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require the following:
1. ONE of the following:
A. BOTH of the following:
i. ONE of the following:
1. Patient has a diagnosis of mild-to-moderate Pneumocystis jirovecii
pneumonia OR
2. Patient is using the requested agent for prevention of Pneumocystis jirovecii
pneumonia AND
ii. ONE of the following:
1. Patient has an intolerance or hypersensitivity to
trimethoprim/sulfamethoxazole (TMP/SMX) OR
2. Patient has an FDA labeled contraindication to
trimethoprim/sulfamethoxazole (TMP/SMX) OR
B. Patient has an indication that is supported in CMS approved compendia for the requested
agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Auryxia PA
Drug Name(s)
Auryxia
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Requested agent will be used as iron replacement therapy to treat iron deficiency anemia AND FDA
labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require the following:
1. Patient has a diagnosis of hyperphosphatemia AND BOTH of the following:
A. Patient has chronic kidney disease AND
B. Patient is on dialysis
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:

Updated 06/2024 MAPD Classic 2024



Prior Authorization Group Description:
Austedo PA
Drug Name(s)

Austedo
Austedo Xr

Austedo Xr Titration Kit
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require ALL of the following:
1. ONE of the following:
A. Patient has a diagnosis of chorea associated with Huntington’s disease AND BOTH of the
following:
i. ONE of the following:
1. Patient does NOT have a current diagnosis of depression OR
2. Patient has a current diagnosis of depression and is being treated for
depression AND
ii. ONE of the following:
1. Patient does NOT have a diagnosis of passive suicidal ideation OR
2. Patient has a diagnosis of passive suicidal ideation and must NOT be actively
suicidal OR
B. Patient has a diagnosis of tardive dyskinesia AND ONE of the following:
i. Prescriber has reduced the dose of or discontinued any medications known to cause
tardive dyskinesia (i.e., dopamine receptor blocking agents) OR
ii. Prescriber has provided clinical rationale indicating that a reduced dose or
discontinuation of any medications known to cause tardive dyskinesia is not appropriate
AND
2. Patient will NOT be using the requested agent in combination with a monoamine oxidase inhibitor
(MAOI) AND
3. Patient will NOT be using the requested agent in combination with reserpine
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Belsomra PA
Drug Name(s)

Belsomra

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent
Required Medical Information:

Criteria for approval require the following:

1. Patient has an FDA labeled indication for the requested agent
Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Benlysta IV PA
Drug Name(s)

Benlysta IV
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. ONE of the following:
a. Patient has a diagnosis of active systemic lupus erythematosus (SLE) disease AND the
following:
i. Patient will continue standard SLE therapy [corticosteroids (e.g., methylprednisolone,
prednisone), hydroxychloroquine, immunosuppressives (e.g., azathioprine,
methotrexate, oral cyclophosphamide)] in combination with the requested agent OR
b. Patient has a diagnosis of active lupus nephritis (LN) AND the following:
i. Patient will continue standard LN therapy [corticosteroids (e.g., methylprednisolone,
prednisone), immunosuppressives (e.g., azathioprine, mycophenolate)] in combination
with the requested agent AND
2. Patient will NOT be using the requested agent in combination with another biologic agent AND
3. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization

criteria AND

2. ONE of the following:

a. Patient has diagnosis of active systemic lupus erythematosus (SLE) disease AND the following:
i. Patient will continue standard SLE therapy [corticosteroids (e.g., methylprednisolone,
prednisone), hydroxychloroquine, immunosuppressives (e.g., azathioprine,
methotrexate, oral cyclophosphamide)] in combination with the requested agent OR
b. Patient has a diagnosis of active lupus nephritis (LN) AND the following:

i. Patient will continue standard LN therapy [corticosteroids (e.g., methylprednisolone,
prednisone), immunosuppressives (e.g., azathioprine, mycophenolate)] in combination
with the requested agent AND

3. Patient has had clinical benefit with the requested agent AND

4. Patient will NOT be using the requested agent in combination with another biologic agent AND

5. The requested dose is within FDA labeled dosing for the requested indication

Age Restriction:

For diagnosis of active systemic lupus erythematosus (SLE) disease, patient is 5 years of age or over. For

diagnosis of active lupus nephritis (LN), patient is 5 years of age or over.

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months
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Other Criteria:
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Prior Authorization Group Description:
Benlysta SC PA
Drug Name(s)

Benlysta SC
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. ONE of the following:
a. Patient has a diagnosis of active systemic lupus erythematosus (SLE) disease AND the
following:
i. Patient will continue standard SLE therapy [corticosteroids (e.g., methylprednisolone,
prednisone), hydroxychloroquine, immunosuppressives (e.g., azathioprine,
methotrexate, oral cyclophosphamide)] in combination with the requested agent OR
b. Patient has a diagnosis of active lupus nephritis (LN) AND the following:
i. Patient will continue standard LN therapy [corticosteroids (e.g., methylprednisolone,
prednisone), immunosuppressives (e.g., azathioprine, mycophenolate)] in combination
with the requested agent AND
2. Patient will NOT be using the requested agent in combination with another biologic agent AND
3. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization

criteria AND

2. ONE of the following:

a. Patient has diagnosis of active systemic lupus erythematosus (SLE) disease AND the following:
i. Patient will continue standard SLE therapy [corticosteroids (e.g., methylprednisolone,
prednisone), hydroxychloroquine, immunosuppressives (e.g., azathioprine,
methotrexate, oral cyclophosphamide)] in combination with the requested agent OR
b. Patient has a diagnosis of active lupus nephritis (LN) AND the following:

i. Patient will continue standard LN therapy [corticosteroids (e.g., methylprednisolone,
prednisone), immunosuppressives (e.g., azathioprine, mycophenolate)] in combination
with the requested agent AND

3. Patient has had clinical benefit with the requested agent AND

4. Patient will NOT be using the requested agent in combination with another biologic agent AND

5. The requested dose is within FDA labeled dosing for the requested indication

Age Restriction:

For diagnosis of active systemic lupus erythematosus (SLE) disease, patient is 18 years of age or over.

For diagnosis of active lupus nephritis (LN), patient is 18 years of age or over.

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months
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Other Criteria:
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Prior Authorization Group Description:
Benzodiazepines PA — Clobazam
Drug Name(s)

Clobazam
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require the following:
1. ONE of the following:
A. BOTH of the following:
i. ONE of the following:
a. There is evidence of a claim that the patient is currently being treated with
the requested agent within the past 180 days OR
b. Prescriber states the patient is currently being treated with the requested
agent AND
ii. Patient has an FDA labeled indication or an indication that is supported in CMS
approved compendia for the requested agent OR
B. BOTH of the following:
i. Patient has ONE of the following diagnoses:
a. Seizure disorder OR
b. Patient has an indication that is supported in CMS approved compendia for
the requested agent AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Benzodiazepines PA — Clorazepate
Drug Name(s)

Clorazepate Dipotassium
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require the following:
1. ONE of the following:
A. BOTH of the following:
i. ONE of the following:
a. There is evidence of a claim that the patient is currently being treated with
the requested agent within the past 180 days OR
b. Prescriber states the patient is currently being treated with the requested
agent AND
ii. Patient has an FDA labeled indication or an indication that is supported in CMS
approved compendia for the requested agent OR
B. BOTH of the following:
i. Patient has ONE of the following diagnoses:
a. Seizure disorder OR
b. Anxiety disorder AND ONE of the following:
1) Patient has tried and has an inadequate response to a formulary
selective serotonin reuptake inhibitor (SSRI) or serotonin
norepinephrine reuptake inhibitor (SNRI) OR
2) Patient has an intolerance or hypersensitivity to a formulary SSRI or
SNRI OR
3) Patient has an FDA labeled contraindication to a formulary SSRI or
SNRI OR
c. Alcohol withdrawal OR
d. Patient has an indication that is supported in CMS approved compendia for
the requested agent AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Benzodiazepines PA — Diazepam
Drug Name(s)

Diazepam

Diazepam Intensol
Indications:

All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require the following:
1. ONE of the following:
A. BOTH of the following:
i. ONE of the following:
a. There is evidence of a claim that the patient is currently being treated with
the requested agent within the past 180 days OR
b. Prescriber states the patient is currently being treated with the requested
agent AND
ii. Patient has an FDA labeled indication or an indication that is supported in CMS
approved compendia for the requested agent OR
B. BOTH of the following:
i. Patient has ONE of the following diagnoses:
a. Seizure disorder OR
b. Anxiety disorder AND ONE of the following:
1) Patient has tried and had an inadequate response to a formulary
selective serotonin reuptake inhibitor (SSRI) or serotonin
norepinephrine reuptake inhibitor (SNRI) OR
2) Patient has an intolerance or hypersensitivity to a formulary SSRI or
SNRI OR
3) Patient has an FDA labeled contraindication to a formulary SSRI or
SNRI OR
c. Skeletal muscle spasms OR
d. Alcohol withdrawal OR
e. Patient has an indication that is supported in CMS approved compendia for
the requested agent AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Benzodiazepines PA — Lorazepam
Drug Name(s)

Lorazepam

Lorazepam Intensol
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require the following:
1. ONE of the following:
A. BOTH of the following:
i. ONE of the following:
a. There is evidence of a claim that the patient is currently being treated with
the requested agent within the past 180 days OR
b. Prescriber states the patient is currently being treated with the requested
agent AND
ii. Patient has an FDA labeled indication or an indication that is supported in CMS
approved compendia for the requested agent OR
B. BOTH of the following:
i. Patient has ONE of the following diagnoses:
a. Anxiety disorder AND ONE of the following:
1) Patient has tried and had an inadequate response to a formulary
selective serotonin reuptake inhibitor (SSRI) or serotonin
norepinephrine reuptake inhibitor (SNRI) OR
2) Patient has an intolerance or hypersensitivity to a formulary SSRI or
SNRI OR
3) Patient has an FDA labeled contraindication to a formulary SSRI or
SNRI OR
b. Patient has an indication that is supported in CMS approved compendia for
the requested agent AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Benzodiazepines PA — Oxazepam
Drug Name(s)

Oxazepam
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require the following:
1. ONE of the following:
A. BOTH of the following:
i. ONE of the following:
a. There is evidence of a claim that the patient is currently being treated with
the requested agent within the past 180 days OR
b. Prescriber states the patient is currently being treated with the requested
agent AND
ii. Patient has an FDA labeled indication or an indication that is supported in CMS
approved compendia for the requested agent OR
B. BOTH of the following:
i. Patient has ONE of the following diagnoses:
a. Anxiety disorder AND ONE of the following:
1) Patient has tried and had an inadequate response to a formulary
selective serotonin reuptake inhibitor (SSRI) or serotonin
norepinephrine reuptake inhibitor (SNRI) OR
2) Patient has an intolerance or hypersensitivity to a formulary SSRI or
SNRI OR
3) Patient has an FDA labeled contraindication to a formulary SSRI or
SNRI OR
b. Alcohol withdrawal OR
c. Patient has an indication that is supported in CMS approved compendia for
the requested agent AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Benzodiazepines PA — Sympazan
Drug Name(s)
Sympazan
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require the following:
1. ONE of the following:
A. BOTH of the following:
i. ONE of the following:
a. There is evidence of a claim that the patient is currently being treated with
the requested agent within the past 180 days OR
b. Prescriber states the patient is currently being treated with the requested
agent AND
ii. Patient has an FDA labeled indication or an indication that is supported in CMS
approved compendia for the requested agent OR
B. BOTH of the following:
i. Patient has ONE of the following diagnoses:
a. Seizure disorder OR
b. Patient has an indication that is supported in CMS approved compendia for
the requested agent AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Bexarotene Gel PA
Drug Name(s)

Bexarotene Gel
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require BOTH of the following:
1. ONE of the following:
A. Patient has a diagnosis of stage IA or IB cutaneous T-cell ymphoma (CTCL) with cutaneous
lesions OR
B. Patient has an indication that is supported in CMS approved compendia for the requested
agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following:
i. ONE of the following:
1. BOTH of the following:
a. Patient has a diagnosis of stage IA or IB cutaneous T-cell lymphoma
(CTCL) with cutaneous lesions AND
b. ONE of the following:
i. Patient has refractory or persistent disease despite a previous
treatment trial with a skin-directed therapy (e.g., topical
corticosteroid, topical imiquimod) OR
ii. Patient has an intolerance or hypersensitivity to a previous
treatment trial with a skin-directed therapy (e.g., topical
corticosteroid, topical imiquimod) OR
iii. Patient has an FDA labeled contraindication to a previous
treatment trial with a skin-directed therapy (e.g., topical
corticosteroid, topical imiquimod) OR
2. Patient has an indication that is supported in CMS approved compendia for
the requested agent AND
ii. Prescriber is a specialist in the area of the patient’s diagnosis (e.g., dermatologist,
oncologist) or the prescriber has consulted with a specialist in the area of the patient’s
diagnosis AND
iii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
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Other Criteria:
Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. ONE of the following:
A. Patient has a diagnosis of stage IA or IB cutaneous T-cell ymphoma (CTCL) with cutaneous
lesions OR
B. Patient has an indication that is supported in CMS approved compendia for the requested
agent AND
3. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following:
i. Patient has had clinical benefit with the requested agent AND
ii. Prescriber is a specialist in the area of the patient’s diagnosis (e.g., dermatologist,
oncologist) or the prescriber has consulted with a specialist in the area of the patient’s
diagnosis AND
iii. Patient does NOT have any FDA labeled contraindications to the requested agent
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Cosentyx
Drug Name(s)

Cosentyx
Cosentyx Sensoready Pen

Cosentyx Uno Inj

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has an FDA labeled indication for the requested agent AND

2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. Patient’s medication history indicates use of another biologic immunomodulator agent for the
same FDA labeled indication OR
D. Patient’s diagnosis does NOT require a conventional prerequisite agent OR
E. Patient’s medication history indicates use of ONE formulary conventional prerequisite agent
for the requested indication OR
F. Patient has an intolerance or hypersensitivity to at least ONE formulary conventional
prerequisite agent for the requested indication OR
G. Patient has an FDA labeled contraindication to at least ONE formulary conventional
prerequisite agent for the requested indication AND

3. Patient will NOT be using the requested agent in combination with another biologic

immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Use of ONE conventional prerequisite agent is required for diagnoses of psoriatic arthritis or plaque
psoriasis

NO prerequisites are required for diagnoses of ankylosing spondylitis, enthesitis related arthritis,
hidradenitis suppurativa, or non-radiographic axial spondyloarthritis

Formulary conventional agents for psoriatic arthritis include cyclosporine, leflunomide, methotrexate, or
sulfasalazine

Formulary conventional agents (topical or systemic) for plaque psoriasis include acitretin, calcipotriene,
methotrexate, tazarotene, or topical corticosteroids
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Cyltezo
Drug Name(s)

Cyltezo

Cyltezo Kit

Cyltezo Pen

Cyltezo Pen Kit

Cyltezo Pen-Cd/Uc/Hs Starter Pack

Cyltezo Pen-Ps Starter Pack

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has an FDA labeled indication for the requested agent AND

2. ONE of the following:

A. There is evidence of a claim that the patient is currently being treated with the requested agent
within the past 90 days OR

B. Prescriber states the patient is currently being treated with the requested agent AND provided clinical
justification to support that the patient is at risk if therapy is changed OR

C. Patient’s medication history indicates use of another biologic immunomodulator agent for the same
FDA labeled indication OR

D. Patient’s diagnosis does NOT require a conventional prerequisite agent OR

E. Patient’s medication history indicates use of ONE formulary conventional prerequisite agent for the
requested indication OR

F. Patient has an intolerance or hypersensitivity to at least ONE formulary conventional prerequisite
agent for the requested indication OR

G. Patient has an FDA labeled contraindication to at least ONE formulary conventional prerequisite
agent for the requested indication AND

3. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:
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Prescriber Restrictions:

Coverage Duration:

Approval will be 12 weeks for initial use for ulcerative colitis, 12 months for all others

Other Criteria:

Use of ONE conventional prerequisite agent is required for diagnoses of psoriatic arthritis, plague
psoriasis, rheumatoid arthritis, juvenile idiopathic arthritis, Crohn’s disease, or moderate ulcerative
colitis

NO prerequisites are required for diagnoses of ankylosing spondylitis, hidradenitis suppurativa, severe
ulcerative colitis, or uveitis

Formulary conventional agents for rheumatoid arthritis, juvenile idiopathic arthritis, or psoriatic arthritis
include leflunomide, methotrexate, or sulfasalazine

Formulary conventional agents (topical or systemic) for plaque psoriasis include acitretin, calcipotriene,
methotrexate, tazarotene, or topical corticosteroids

Formulary conventional agents for Crohn’s disease include methotrexate, sulfasalazine, corticosteroids,
azathioprine, or mercaptopurine

Formulary conventional agents for moderate ulcerative colitis include 5-aminosalicylates,
corticosteroids, azathioprine, or mercaptopurine
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Enbrel
Drug Name(s)

Enbrel
Enbrel Mini

Enbrel Sureclick

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has an FDA labeled indication for the requested agent AND

2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. Patient’s medication history indicates use of another biologic immunomodulator agent for the
same FDA labeled indication OR
D. Patient’s diagnosis does NOT require a conventional prerequisite agent OR
E. Patient’s medication history indicates use of ONE formulary conventional prerequisite agent
for the requested indication OR
F. Patient has an intolerance or hypersensitivity to at least ONE formulary conventional
prerequisite agent for the requested indication OR
G. Patient has an FDA labeled contraindication to at least ONE formulary conventional
prerequisite agent for the requested indication AND

3. Patient will NOT be using the requested agent in combination with another biologic

immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Use of ONE conventional prerequisite agent is required for diagnoses of psoriatic arthritis, plaque
psoriasis, rheumatoid arthritis, juvenile psoriatic arthritis, or juvenile idiopathic arthritis

NO prerequisites are required for a diagnoses of ankylosing spondylitis or severe juvenile psoriatic
arthritis

Formulary conventional agents for rheumatoid arthritis, juvenile idiopathic arthritis, juvenile psoriatic
arthritis, or psoriatic arthritis include leflunomide, methotrexate, or sulfasalazine

Formulary conventional agents (topical or systemic) for plaque psoriasis include acitretin, calcipotriene,
methotrexate, tazarotene, or topical corticosteroids
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Hadlima
Drug Name(s)

Hadlima

Hadlima Pushtouch Pen

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has an FDA labeled indication for the requested agent AND

2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. Patient’s medication history indicates use of another biologic immunomodulator agent for the
same FDA labeled indication OR
D. Patient’s diagnosis does NOT require a conventional prerequisite agent OR
E. Patient’s medication history indicates use of ONE formulary conventional prerequisite agent
for the requested indication OR
F. Patient has an intolerance or hypersensitivity to at least ONE formulary conventional
prerequisite agent for the requested indication OR
G. Patient has an FDA labeled contraindication to at least ONE formulary conventional
prerequisite agent for the requested indication AND

3. Patient will NOT be using the requested agent in combination with another biologic

immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be 12 weeks for initial use for ulcerative colitis, 12 months for all others

Other Criteria:
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Use of ONE conventional prerequisite agent is required for diagnoses of psoriatic arthritis, plaque
psoriasis, rheumatoid arthritis, juvenile idiopathic arthritis, Crohn’s disease, or moderate ulcerative
colitis

NO prerequisites are required for diagnoses of ankylosing spondylitis, hidradenitis suppurativa, severe
ulcerative colitis, or uveitis

Formulary conventional agents for rheumatoid arthritis, juvenile idiopathic arthritis, or psoriatic arthritis
include leflunomide, methotrexate, or sulfasalazine

Formulary conventional agents (topical or systemic) for plaque psoriasis include acitretin, calcipotriene,
methotrexate, tazarotene, or topical corticosteroids

Formulary conventional agents for Crohn’s disease include methotrexate, sulfasalazine, corticosteroids,
azathioprine, or mercaptopurine

Formulary conventional agents for moderate ulcerative colitis include 5-aminosalicylates,
corticosteroids, azathioprine, or mercaptopurine
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Humira
Drug Name(s)

Humira

Humira Pediatric Crohns Disease Starter Pack
Humira Pen

Humira Pen-Cd/Uc/Hs Starter

Humira Pen-Pediatric Uc Starter Pack

Humira Pen-Ps/Uv Starter

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has an FDA labeled indication for the requested agent AND

2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. Patient’s medication history indicates use of another biologic immunomodulator agent for the
same FDA labeled indication OR
D. Patient’s diagnosis does NOT require a conventional prerequisite agent OR
E. Patient’s medication history indicates use of ONE formulary conventional prerequisite agent
for the requested indication OR
F. Patient has an intolerance or hypersensitivity to at least ONE formulary conventional
prerequisite agent for the requested indication OR
G. Patient has an FDA labeled contraindication to at least ONE formulary conventional
prerequisite agent for the requested indication AND

3. Patient will NOT be using the requested agent in combination with another biologic

immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:
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Prescriber Restrictions:

Coverage Duration:

Approval will be 12 weeks for initial use for ulcerative colitis, 12 months for all others

Other Criteria:

Use of ONE conventional prerequisite agent is required for diagnoses of psoriatic arthritis, plague
psoriasis, rheumatoid arthritis, juvenile idiopathic arthritis, Crohn’s disease, or moderate ulcerative
colitis

NO prerequisites are required for diagnoses of ankylosing spondylitis, hidradenitis suppurativa, severe
ulcerative colitis, or uveitis

Formulary conventional agents for rheumatoid arthritis, juvenile idiopathic arthritis, or psoriatic arthritis
include leflunomide, methotrexate, or sulfasalazine

Formulary conventional agents (topical or systemic) for plaque psoriasis include acitretin, calcipotriene,
methotrexate, tazarotene, or topical corticosteroids

Formulary conventional agents for Crohn’s disease include methotrexate, sulfasalazine, corticosteroids,
azathioprine, or mercaptopurine

Formulary conventional agents for moderate ulcerative colitis include 5-aminosalicylates,
corticosteroids, azathioprine, or mercaptopurine
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Kineret
Drug Name(s)

Kineret
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has an FDA labeled indication for the requested agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. ONE of the following:
i. Patient’s diagnosis is indicated for preferred biologic immunomodulator agent(s) AND
ONE of the following:
a. Patient’s medication history indicates use of preferred biologic
immunomodulator agent(s) OR
b. Patient has an intolerance or hypersensitivity to preferred biologic
immunomodulator agent(s) OR
c. Patient has an FDA labeled contraindication to preferred biologic
immunomodulator agent(s) OR
ii. The request is for an FDA labeled indication that is not covered by preferred biologic
immunomodulator agent(s) AND
3. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:

Updated 06/2024 MAPD Classic 2024 59



Use of TWO preferred agents (Cyltezo, Enbrel, Hadlima, Humira, Rinvoq tablets, Xeljanz tablets, or
Xeljanz XR) is required for diagnosis of rheumatoid arthritis

NO preferred agent is required for diagnoses of Neonatal-Onset Multisystem Inflammatory Disease
(NOMID) or Deficiency of Interleukin-1 Receptor Antagonist (DIRA)
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Orencia
Drug Name(s)

Orencia

Orencia Clickject
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has an FDA labeled indication for the requested agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. ONE of the following:
i. Patient’s diagnosis is indicated for preferred biologic immunomodulator agent(s) AND
ONE of the following:
a. Patient’s medication history indicates use of preferred biologic
immunomodulator agent(s) OR
b. Patient has an intolerance or hypersensitivity to preferred biologic
immunomodulator agent(s) OR
c. Patient has an FDA labeled contraindication to preferred biologic
immunomodulator agent(s) OR
ii. The request is for an FDA labeled indication that is not covered by preferred biologic
immunomodulator agent(s) AND
3. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months
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Other Criteria:
Use of TWO preferred agents (Cyltezo, Enbrel, Hadlima, Humira, Rinvoq, Xeljanz tablets, or Xeljanz oral
solution) is required for diagnosis of juvenile idiopathic arthritis

Use of TWO preferred agents (Cyltezo, Enbrel, Hadlima, Humira, Rinvoq tablets, Xeljanz tablets, or
Xeljanz XR) is required for diagnosis of rheumatoid arthritis

For patients 18 years of age or over, use of TWO preferred agents (Cosentyx, Cyltezo, Enbrel, Hadlima,
Humira, Otezla, Rinvoq, Skyrizi, Stelara, Tremfya, Xeljanz tablets, or Xeljanz XR) is required for diagnosis

of psoriatic arthritis

For patients between 6 and less than 18 years of age, use of TWO preferred agents (Cosentyx and
Rinvoq) is required for diagnosis of psoriatic arthritis

For patients between 2 and less than 6 years of age, use of ONE preferred agent (Rinvoq) is required for
diagnosis of psoriatic arthritis

NO preferred agent is required for diagnosis of prophylaxis of acute graft vs host disease
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Renflexis
Drug Name(s)

Renflexis
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has an FDA labeled indication for the requested agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. ONE of the following:
i. Patient’s diagnosis is indicated for preferred biologic immunomodulator agent(s) AND
ONE of the following:
a. Patient’s medication history indicates use of preferred biologic
immunomodulator agent(s) OR
b. Patient has an intolerance or hypersensitivity to preferred biologic
immunomodulator agent(s) OR
c. Patient has an FDA labeled contraindication to preferred biologic
immunomodulator agent(s) OR
ii. The request is for an FDA labeled indication that is not covered by preferred biologic
immunomodulator agent(s) AND
3. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Use of TWO preferred agents (Cyltezo, Enbrel, Hadlima, or Humira) is required for diagnosis of
rheumatoid arthritis

Use of TWO preferred agents (Cosentyx, Cyltezo, Enbrel, Hadlima, Humira, Otezla, Skyrizi, Stelara, or
Tremfya) is required for diagnosis of psoriatic arthritis

Use of TWO preferred agents (Cosentyx, Cyltezo, Enbrel, Hadlima, Humira, Otezla, Skyrizi, Stelara, or
Tremfya) is required for diagnosis of plaque psoriasis

Use of TWO preferred agents (Cosentyx, Cyltezo, Enbrel, Hadlima, or Humira) is required for diagnosis of
ankylosing spondylitis

Use of TWO preferred agents (Cyltezo, Hadlima, Humira, Skyrizi, or Stelara) is required for diagnosis of
adult Crohn’s disease

Use of TWO preferred agents (Cyltezo, Hadlima, Humira, or Stelara) is required for diagnosis of adult
ulcerative colitis

Use of ONE preferred agent (Cyltezo, Hadlima, or Humira) is required for diagnosis of pediatric Crohn’s
disease

Only the preferred agent Humira is required for diagnosis of pediatric ulcerative colitis

NO preferred agent is required for diagnosis of adult fistulizing Crohn’s disease
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Riabni
Drug Name(s)

Riabni
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ONE of the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
2. ALL of the following:
A. ONE of the following:
i. Patient has a diagnosis of rheumatoid arthritis AND ONE of the following:
a. Patient’s medication history indicates use of preferred biologic
immunomodulator agent(s) OR
b. Patient has an intolerance or hypersensitivity to preferred biologic
immunomodulator agent(s) OR
c. Patient has an FDA labeled contraindication to preferred biologic
immunomodulator agent(s) OR
ii. Patient has another FDA labeled indication or an indication that is supported in CMS
approved compendia AND
B. Patient has been screened for hepatitis B infection measuring hepatitis B surface antigen
(HBsAg) and hepatitis B core antibody (anti-HBc) and has begun therapy, if appropriate, prior to
receiving the requested agent AND
C. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
D. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent that is not
otherwise supported in NCCN guidelines
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND
3. ONE of the following:

Updated 06/2024 MAPD Classic 2024 65



A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following:
i. Patient has been previously approved for the requested agent through the plan’s Prior
Authorization criteria AND
ii. Patient has had clinical improvement (slowing of disease progression or decrease in
symptom severity and/or frequency) AND
iii. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
iv. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent
that is not otherwise supported in NCCN guidelines

Use of TWO preferred agents (Cyltezo, Enbrel, Hadlima, Humira, Rinvoq tablets, Xeljanz tablets, or
Xeljanz XR) is required for diagnosis of rheumatoid arthritis

ALL other diagnoses do NOT require any preferred agents
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Rinvoq
Drug Name(s)

Rinvoq
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has an FDA labeled indication for the requested agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. ONE of the following:
i. BOTH of the following:
a. Patient has an FDA labeled indication other than moderate to severe atopic
dermatitis for the requested agent AND
b. ONE of the following:
1. Patient’s medication history indicates use of preferred TNF agent(s)
OR
2. Patient has an intolerance or hypersensitivity to preferred TNF
agent(s) OR
3. Patient has an FDA labeled contraindication to preferred TNF agent(s)
OR
4. The request is for an FDA labeled indication that is not covered by
preferred TNF agent(s) OR
ii. Patient has a diagnosis of moderate to severe atopic dermatitis AND ONE of the
following:
1. Patient’s medication history indicates use of TWO conventional prerequisite
agents (i.e., ONE formulary topical corticosteroid AND ONE formulary topical
calcineurin inhibitor) for the requested indication OR
2. Patient has an intolerance or hypersensitivity to TWO conventional
prerequisite agents (i.e., ONE formulary topical corticosteroid AND ONE
formulary topical calcineurin inhibitor) for the requested indication OR
3. Patient has an FDA labeled contraindication to TWO conventional
prerequisite agents (i.e., ONE formulary topical corticosteroid AND ONE
formulary topical calcineurin inhibitor) for the requested indication AND
3. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator
Age Restriction:
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Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Use of ONE preferred TNF (Cyltezo, Enbrel, Hadlima, or Humira) is required for diagnoses of ankylosing
spondylitis, rheumatoid arthritis, adult psoriatic arthritis, or juvenile idiopathic arthritis

Use of ONE preferred TNF (Cyltezo, Hadlima, or Humira) is required for diagnoses of ulcerative colitis or
Crohn’s disease

Use of TWO conventional prerequisite agents (i.e., ONE formulary topical corticosteroid AND ONE
formulary topical calcineurin inhibitor) are required for diagnosis of moderate to severe atopic
dermatitis

NO preferred TNF agents are required for diagnosis of pediatric psoriatic arthritis

NO preferred TNF agents are required for diagnosis of non-radiographic Axial Spondyloarthritis
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Rituxan
Drug Name(s)

Rituxan
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ONE of the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
2. ALL of the following:
A. ONE of the following:
i. Patient has a diagnosis of rheumatoid arthritis AND ONE of the following:
a. Patient’s medication history indicates use of preferred biologic
immunomodulator agent(s) OR
b. Patient has an intolerance or hypersensitivity to preferred biologic
immunomodulator agent(s) OR
c. Patient has an FDA labeled contraindication to preferred biologic
immunomodulator agent(s) OR
ii. Patient has another FDA labeled indication or an indication that is supported in CMS
approved compendia AND
B. Patient has been screened for hepatitis B infection measuring hepatitis B surface antigen
(HBsAg) and hepatitis B core antibody (anti-HBc) and has begun therapy, if appropriate, prior to
receiving the requested agent AND
C. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
D. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent that is not
otherwise supported in NCCN guidelines
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND
3. ONE of the following:
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A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following:
i. Patient has been previously approved for the requested agent through the plan’s Prior
Authorization criteria AND
ii. Patient has had clinical improvement (slowing of disease progression or decrease in
symptom severity and/or frequency) AND
iii. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
iv. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent
that is not otherwise supported in NCCN guidelines

Use of TWO preferred agents (Cyltezo, Enbrel, Hadlima, Humira, Rinvoq tablets, Xeljanz tablets, or
Xeljanz XR) is required for diagnosis of rheumatoid arthritis

ALL other diagnoses do NOT require any preferred agents
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Prior Authorization Group Description:
Biologic Immunomodulators PA - Rituxan Hycela
Drug Name(s)

Rituxan Hycela
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require BOTH of the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following:
i. Patient has been screened for hepatitis B infection measuring hepatitis B surface
antigen (HBsAg) and hepatitis B core antibody (anti-HBc) and has begun therapy, if
appropriate, prior to receiving the requested agent AND
ii. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
iii. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent
that is not otherwise supported in NCCN guidelines
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND
3. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following
i. Patient has been previously approved for the requested agent through the plan’s Prior
Authorization criteria AND
ii. Patient has had clinical improvement (slowing of disease progression or decrease in
symptom severity and/or frequency) AND
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iii. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND

iv. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent
that is not otherwise supported in NCCN guidelines

There are no preferred agents required for Rituxan Hycela

Updated 06/2024 MAPD Classic 2024 72



Prior Authorization Group Description:
Biologic Immunomodulators PA — Ruxience
Drug Name(s)

Ruxience
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ONE of the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
2. ALL of the following:
A. ONE of the following:
i. Patient has a diagnosis of rheumatoid arthritis AND ONE of the following:
a. Patient’s medication history indicates use of preferred biologic
immunomodulator agent(s) OR
b. Patient has an intolerance or hypersensitivity to preferred biologic
immunomodulator agent(s) OR
c. Patient has an FDA labeled contraindication to preferred biologic
immunomodulator agent(s) OR
ii. Patient has another FDA labeled indication or an indication that is supported in CMS
approved compendia AND
B. Patient has been screened for hepatitis B infection measuring hepatitis B surface antigen
(HBsAg) and hepatitis B core antibody (anti-HBc) and has begun therapy, if appropriate, prior to
receiving the requested agent AND
C. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
D. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent that is not
otherwise supported in NCCN guidelines
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND
3. ONE of the following:
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A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following:
i. Patient has been previously approved for the requested agent through the plan’s Prior
Authorization criteria AND
ii. Patient has had clinical improvement (slowing of disease progression or decrease in
symptom severity and/or frequency) AND
iii. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
iv. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent
that is not otherwise supported in NCCN guidelines

Use of TWO preferred agents (Cyltezo, Enbrel, Hadlima, Humira, Rinvoq tablets, Xeljanz tablets, or
Xeljanz XR) is required for diagnosis of rheumatoid arthritis

ALL other diagnoses do NOT require any preferred agents
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Prior Authorization Group Description:

Biologic Immunomodulators PA — Skyrizi

Drug Name(s)

Skyrizi

Skyrizi Pen

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has an FDA labeled indication for the requested agent AND

2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. Patient’s medication history indicates use of another biologic immunomodulator agent for the
same FDA labeled indication OR
D. Patient’s medication history indicates use of ONE formulary conventional prerequisite agent
for the requested indication OR
E. Patient has an intolerance or hypersensitivity to at least ONE formulary conventional
prerequisite agent for the requested indication OR
F. Patient has an FDA labeled contraindication to at least ONE formulary conventional
prerequisite agent for the requested indication AND

3. Patient will NOT be using the requested agent in combination with another biologic

immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:

Use of ONE conventional prerequisite agent is required for diagnoses of Crohn’s disease, plaque
psoriasis, or psoriatic arthritis
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Formulary conventional agents for Crohn’s disease include methotrexate, sulfasalazine, corticosteroids,
azathioprine, or mercaptopurine

Formulary conventional agents (topical or systemic) for plaque psoriasis include acitretin, calcipotriene,
methotrexate, tazarotene, or topical corticosteroids

Formulary conventional agents for psoriatic arthritis include leflunomide, methotrexate, or sulfasalazine
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Prior Authorization Group Description:
Biologic Immunomodulators PA — Stelara
Drug Name(s)

Stelara

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has an FDA labeled indication for the requested agent AND

2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. Patient’s medication history indicates use of another biologic immunomodulator agent for the
same FDA labeled indication OR
D. Patient’s diagnosis does NOT require a conventional prerequisite agent OR
E. Patient’s medication history indicates use of ONE formulary conventional prerequisite agent
for the requested indication OR
F. Patient has an intolerance or hypersensitivity to at least ONE formulary conventional
prerequisite agent for the requested indication OR
G. Patient has an FDA labeled contraindication to at least ONE formulary conventional
prerequisite agent for the requested indication AND

3. Patient will NOT be using the requested agent in combination with another biologic

immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:

Use of ONE conventional prerequisite agent is required for diagnoses of psoriatic arthritis, plaque
psoriasis, moderate ulcerative colitis, or Crohn’s disease
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NO prerequisites are required for diagnosis of severe ulcerative colitis

Formulary conventional agents for psoriatic arthritis include cyclosporine, leflunomide, methotrexate, or
sulfasalazine

Formulary conventional agents (topical or systemic) for plague psoriasis include acitretin, calcipotriene,
methotrexate, tazarotene, or topical corticosteroids

Formulary conventional agents for Crohn’s disease include methotrexate, sulfasalazine, corticosteroids,
azathioprine, mercaptopurine

Formulary conventional agents for moderate ulcerative colitis include 5-aminosalicylates,
corticosteroids, azathioprine, mercaptopurine

Updated 06/2024 MAPD Classic 2024 78



Prior Authorization Group Description:
Biologic Immunomodulators PA — Tremfya
Drug Name(s)

Tremfya

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has an FDA labeled indication for the requested agent AND

2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. Patient’s medication history indicates use of another biologic immunomodulator agent for the
same FDA labeled indication OR
D. Patient’s medication history indicates use of ONE formulary conventional prerequisite agent
for the requested indication OR
E. Patient has an intolerance or hypersensitivity to at least ONE formulary conventional
prerequisite agent for the requested indication OR
F. Patient has an FDA labeled contraindication to at least ONE formulary conventional
prerequisite agent for the requested indication AND

3. Patient will NOT be using the requested agent in combination with another biologic

immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:

Use of ONE conventional prerequisite agent is required for diagnoses of psoriatic arthritis or plague
psoriasis
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Formulary conventional agents for psoriatic arthritis include cyclosporine, leflunomide, methotrexate, or
sulfasalazine

Formulary conventional agents (topical or systemic) for plague psoriasis include acitretin, calcipotriene,
methotrexate, tazarotene, or topical corticosteroids
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Prior Authorization Group Description:
Biologic Immunomodulators PA - Truxima
Drug Name(s)

Truxima
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ONE of the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
2. ALL of the following:
A. ONE of the following:
i. Patient has a diagnosis of rheumatoid arthritis AND ONE of the following:
a. Patient’s medication history indicates use of preferred biologic
immunomodulator agent(s) OR
b. Patient has an intolerance or hypersensitivity to preferred biologic
immunomodulator agent(s) OR
c. Patient has an FDA labeled contraindication to preferred biologic
immunomodulator agent(s) OR
ii. Patient has another FDA labeled indication or an indication that is supported in CMS
approved compendia AND
B. Patient has been screened for hepatitis B infection measuring hepatitis B surface antigen
(HBsAg) and hepatitis B core antibody (anti-HBc) and has begun therapy, if appropriate, prior to
receiving the requested agent AND
C. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
D. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent that is not
otherwise supported in NCCN guidelines
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent AND
3. ONE of the following:
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A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following:
i. Patient has been previously approved for the requested agent through the plan’s Prior
Authorization criteria AND
ii. Patient has had clinical improvement (slowing of disease progression or decrease in
symptom severity and/or frequency) AND
iii. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator AND
iv. Patient does NOT have any FDA labeled limitation(s) of use for the requested agent
that is not otherwise supported in NCCN guidelines

Use of TWO preferred agents (Cyltezo, Enbrel, Hadlima, Humira, Rinvoq tablets, Xeljanz tablets, or
Xeljanz XR) is required for diagnosis of rheumatoid arthritis

ALL other diagnoses do NOT require any preferred agents
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Prior Authorization Group Description:
Biologic Immunomodulators PA - Xeljanz Solution
Drug Name(s)

Xeljanz Solution
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has an FDA labeled indication for the requested agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. ONE of the following:
i. Patient’s medication history indicates use of preferred TNF agent(s) OR
ii. Patient has an intolerance or hypersensitivity to preferred TNF agent(s) OR
iii. Patient has an FDA labeled contraindication to preferred TNF agent(s) AND
3. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:

Use of ONE preferred TNF (Cyltezo, Enbrel, Hadlima, or Humira) is required for diagnosis of juvenile
idiopathic arthritis
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Prior Authorization Group Description:
Biologic Immunomodulators PA - Xeljanz Tablet
Drug Name(s)

Xeljanz Tablet
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has an FDA labeled indication for the requested agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. ONE of the following:
i. Patient’s medication history indicates use of preferred TNF agent(s) OR
ii. Patient has an intolerance or hypersensitivity to preferred TNF agent(s) OR
iii. Patient has an FDA labeled contraindication to preferred TNF agent(s) AND
3. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:

Use of ONE preferred TNF (Cyltezo, Enbrel, Hadlima, or Humira) is required for diagnoses of psoriatic
arthritis, rheumatoid arthritis, juvenile idiopathic arthritis, or ankylosing spondylitis

Use of ONE preferred TNF (Cyltezo, Hadlima, or Humira) is required for diagnosis of ulcerative colitis
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Prior Authorization Group Description:
Biologic Immunomodulators PA - Xeljanz XR
Drug Name(s)

Xeljanz Xr
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has an FDA labeled indication for the requested agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent AND
provided clinical justification to support that the patient is at risk if therapy is changed OR
C. ONE of the following:
i. Patient’s medication history indicates use of preferred TNF agent(s) OR
ii. Patient has an intolerance or hypersensitivity to preferred TNF agent(s) OR
iii. Patient has an FDA labeled contraindication to preferred TNF agent(s) AND
3. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has an FDA labeled indication for the requested agent AND

3. Patient has had clinical improvement (slowing of disease progression or decrease in symptom severity
and/or frequency) AND

4. Patient will NOT be using the requested agent in combination with another biologic
immunomodulator

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:

Use of ONE preferred TNF (Cyltezo, Enbrel, Hadlima, or Humira) is required for diagnoses of psoriatic
arthritis, rheumatoid arthritis, or ankylosing spondylitis

Use of ONE preferred TNF (Cyltezo, Hadlima, or Humira) is required for diagnosis of ulcerative colitis
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Prior Authorization Group Description:
Bivigam/Flebogamma/Gammaplex/Octagam/Privigen PA
Drug Name(s)

Gammaplex

Indications:

All Medically-Accepted Indications.

Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require ONE of the following:
1. Patient has ONE of the following diagnoses:

A. Primary immunodeficiency [e.g., congenital agammaglobulinemia, common variable
immunodeficiency (CVID), severe combined immunodeficiency, Wiskott-Aldrich Syndrome, X-
linked agammaglobulinemia (XLA), humoral immunodeficiency, 1gG subclass deficiency with or
without IgA deficiency] OR
B. B-cell chronic lymphocytic leukemia OR multiple myeloma AND ONE of the following:
i. Patient has a history of infections OR
ii. Patient has evidence of specific antibody deficiency OR
iii. Patient has hypogammaglobulinemia OR
C. Idiopathic thrombocytopenia purpura AND ONE of the following:
i. Patient has failed ONE conventional therapy [e.g., corticosteroids (e.g.,
methylprednisolone), or immunosuppressants (e.g., azathioprine)] OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR
D. Dermatomyositis AND ONE of the following:
i. Patient has failed ONE conventional therapy [e.g., corticosteroids (e.g.,
methylprednisolone) or immunosuppressants (e.g., azathioprine)] OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR
E. Polymyositis AND ONE of the following:
i. Patient has failed ONE conventional therapy [e.g., corticosteroids (e.g.,
methylprednisolone) or immunosuppressants (e.g., azathioprine)] OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR
F. Severe rheumatoid arthritis AND ONE of the following:
i. Patient has failed ONE conventional therapy [e.g., tumor necrosis factor antagonists
(e.g., Humira), DMARDS (e.g., methotrexate)] OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR

Criteria continues: see Other Criteria
Age Restriction:

Prescriber Restrictions:

Coverage Duration:
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Approval will be for 6 months for indications in Other Criteria, 12 months for all others
Other Criteria:
G. Myasthenia gravis (MG) AND ONE of the following:
i. Patient is in acute myasthenic crisis OR
ii. Patient has severe refractory MG (e.g., major functional disability/weakness) AND
ONE of the following:
a) Patient has failed ONE immunomodulator therapy (i.e., corticosteroid,
pyridostigmine, or azathioprine) OR
b) Patient has an intolerance, FDA labeled contraindication, or hypersensitivity
to ONE immunomodulator therapy OR
H. Multiple sclerosis (MS) AND BOTH of the following:
i. Patient has a diagnosis of relapsing remitting MS (RRMS) AND
ii. Patient has had an insufficient response, documented failure, or FDA labeled
contraindication to TWO MS agents (e.g., Avonex, Betaseron, Copaxone, dimethyl
fumarate, fingolimod, glatiramer, Glatopa, Mayzent, Plegridy, Vumerity) OR
I. Acquired von Willebrand hemophilia AND ONE of the following:
i. Patient has failed ONE conventional therapy (e.g., desmopressin solution, von
Willebrand factor replacement therapy, corticosteroids, cyclophosphamide, FEIBA, or
recombinant factor Vlla) OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR
J. Refractory pemphigus vulgaris AND ONE of the following:
i. Patient has failed ONE conventional immunosuppressive therapy (e.g., azathioprine,
cyclophosphamide, mycophenolate, corticosteroids) OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional immunosuppressive therapy OR
2. ONE of the following:
A. Patient has another FDA labeled indication for the requested agent OR
B. Patient has an indication that is supported in CMS approved compendia for the requested
agent

Indications with 6 months approval duration: Acquired von Willebrand hemophilia, Guillain-Barre
Syndrome, Lambert-Eaton myasthenia syndrome, Kawasaki disease, CMV induced pneumonitis in solid
organ transplant, Toxic shock syndrome due to invasive group A streptococcus, Toxic epidermal

necrolysis and Stevens-Johnson syndrome

Drug is also subject to Part B versus Part D review.
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Prior Authorization Group Description:

Budesonide Oral ER PA — Entocort
Drug Name(s)

Budesonide

Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent

Age Restriction:

Prescriber Restrictions:
Coverage Duration:

Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:

Budesonide Oral ER PA — Uceris
Drug Name(s)

Budesonide Er

Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent

Age Restriction:

Prescriber Restrictions:
Coverage Duration:

Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Bydureon PA
Drug Name(s)

Bydureon Bcise
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Requested agent will be used for weight loss alone
Required Medical Information:
Criteria for approval require BOTH of the following:
1. Patient has a diagnosis of type 2 diabetes mellitus AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent within the
past 90 days OR
C. BOTH of the following:
i. ONE of the following:
1. Patient’s medication history includes use of an oral diabetes medication (e.g.,
metformin, an agent containing metformin, glipizide) within the past 90 days OR
2. Patient had an ineffective treatment response to an oral diabetes medication
(e.g., metformin, an agent containing metformin, glipizide) OR
3. Patient has an intolerance or hypersensitivity to an oral diabetes medication
(e.g., metformin, an agent containing metformin, glipizide) OR
4. Patient has an FDA labeled contraindication to an oral diabetes medication
(e.g., metformin, an agent containing metformin, glipizide) AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Byetta PA
Drug Name(s)

Byetta
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Requested agent will be used for weight loss alone
Required Medical Information:
Criteria for approval require BOTH of the following:
1. Patient has a diagnosis of type 2 diabetes mellitus AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 90 days OR
B. Prescriber states the patient is currently being treated with the requested agent within the
past 90 days OR
C. BOTH of the following:
i. ONE of the following:
1. Patient’s medication history includes use of an oral diabetes medication (e.g.,
metformin, an agent containing metformin, glipizide) within the past 90 days OR
2. Patient had an ineffective treatment response to an oral diabetes medication
(e.g., metformin, an agent containing metformin, glipizide) OR
3. Patient has an intolerance or hypersensitivity to an oral diabetes medication
(e.g., metformin, an agent containing metformin, glipizide) OR
4. Patient has an FDA labeled contraindication to an oral diabetes medication
(e.g., metformin, an agent containing metformin, glipizide) AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Carglumic PA
Drug Name(s)

Carglumic Acid

Indications:

All FDA-Approved Indications, Some Medically-Accepted Indications.

Off-Label Uses:

Acute hyperammonemia due to propionic acidemia (PA) or methylmalonic acidemia (MMA)

Exclusion Criteria:

Required Medical Information:

Criteria for approval require BOTH of the following:

1. Patient has a diagnosis of ONE of the following:
a. Acute hyperammonemia due to the deficiency of the hepatic enzyme N-acetylglutamate
synthase (NAGS) OR
b. Chronic hyperammonemia due to the deficiency of the hepatic enzyme N-acetylglutamate
synthase (NAGS) OR
c. Acute hyperammonemia due to propionic acidemia (PA) or methylmalonic acidemia (MMA)
AND

2. The requested dose is within FDA labeled dosing for the requested indication

Age Restriction:

Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., geneticist, nephrologist, metabolic

disorders) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Chenodal PA
Drug Name(s)

Chenodal

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for approval require BOTH of the following:

1. Patient has a diagnosis of radiolucent stones in a well-opacifying gallbladder AND
2. The requested dose is within FDA labeled dosing for the requested indication
Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Chorionic Gonadotropin PA

Drug Name(s)

Chorionic Gonadotropin

Pregnyl

Indications:

All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Requested agent will be used to promote fertility AND requested agent will be used to treat erectile
dysfunction AND FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require the following:
1. ONE of the following:
A. Patient has a diagnosis of prepubertal cryptorchidism not due to anatomic obstruction OR
B. Patient’s sex is male, with a diagnosis of hypogonadotropic hypogonadism (hypogonadism
secondary to pituitary deficiency) AND BOTH of the following:
i. Patient has a measured current or pretreatment total serum testosterone level that is
below the testing laboratory’s lower limit of the normal range or is less than 300 ng/dL
OR a free serum testosterone level that is below the testing laboratory’s lower limit of
the normal range AND
ii. Patient has measured luteinizing hormone (LH) AND follicle-stimulating hormone
(FSH) levels that are at (low-normal) or below the testing laboratory’s normal range OR
C. Patient has an indication that is supported in CMS approved compendia for the requested
agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Cinacalcet PA
Drug Name(s)

Cinacalcet Hydrochloride
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require the following:
1. Patient has ONE of the following:
A. A diagnosis of hypercalcemia due to parathyroid carcinoma OR
B. A diagnosis of primary hyperparathyroidism (HPT) AND BOTH of the following:
i. Patient has a pretreatment serum calcium level that is above the testing laboratory’s
upper limit of normal AND
ii. Patient is unable to undergo parathyroidectomy OR
C. Another indication that is FDA approved or supported in CMS approved compendia for the
requested agent not otherwise excluded from Part D [i.e., secondary hyperparathyroidism due
to end-stage renal disease (ESRD) on dialysis]
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Colony Stimulating Factors PA — Fulphila
Drug Name(s)

Fulphila

Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:
Required Medical Information:

Criteria for approval require the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent
Age Restriction:
Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., oncologist, hematologist, infectious

disease) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:
Approval will be for 6 months
Other Criteria:
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Prior Authorization Group Description:

Colony Stimulating Factors PA — Granix
Drug Name(s)

Granix

Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:
Required Medical Information:

Criteria for approval require the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent
Age Restriction:
Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., oncologist, hematologist, infectious

disease) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:
Approval will be for 6 months
Other Criteria:
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Prior Authorization Group Description:
Colony Stimulating Factors PA — Leukine
Drug Name(s)

Leukine

Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:
Required Medical Information:

Criteria for approval require the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent
Age Restriction:
Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., oncologist, hematologist, infectious

disease) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:
Approval will be for 6 months
Other Criteria:
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Prior Authorization Group Description:
Colony Stimulating Factors PA — Nivestym
Drug Name(s)

Nivestym

Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:
Required Medical Information:

Criteria for approval require the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent
Age Restriction:
Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., oncologist, hematologist, infectious

disease) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:
Approval will be for 6 months
Other Criteria:

Updated 06/2024

MAPD Classic 2024

99



Prior Authorization Group Description:
Colony Stimulating Factors PA — Udenyca
Drug Name(s)

Udenyca

Udenyca Onbody
Indications:

All Medically-Accepted Indications.
Off-Label Uses:

Exclusion Criteria:
Required Medical Information:

Criteria for approval require the following:
1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia

for the requested agent
Age Restriction:
Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., oncologist, hematologist, infectious

disease) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:
Approval will be for 6 months
Other Criteria:
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Prior Authorization Group Description:
Colony Stimulating Factors PA — Ziextenzo
Drug Name(s)

Ziextenzo

Indications:

All Medically-Accepted Indications.

Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require the following:

1. Patient has an FDA labeled indication or an indication that is supported in CMS approved compendia
for the requested agent

Age Restriction:

Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., oncologist, hematologist, infectious
disease) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis
Coverage Duration:

Approval will be for 6 months

Other Criteria:
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Prior Authorization Group Description:
Corlanor PA
Drug Name(s)

Corlanor
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require BOTH of the following:
1. Patient has stable, symptomatic chronic heart failure (e.g., NYHA Class II, I, IV: ACCF/AHA Class C, D)
AND
2. ONE of following:
a. ALL of the following:
i. The requested agent is for a pediatric patient, 6 months of age or over AND
ii. Patient has heart failure due to dilated cardiomyopathy (DCM) AND
iii. Patient is in sinus rhythm with an elevated heart rate OR
b. ALL of the following:
i. The requested agent is for an adult patient AND
ii. Patient has a baseline OR current left ventricular ejection fraction of 35% or less AND
iii. Patient is in sinus rhythm with a resting heart rate of 70 beats or greater per minute
prior to initiating therapy with the requested agent AND
iv. ONE of the following:
1. Patient is on a maximally tolerated dose of beta blocker (e.g., bisoprolol,
carvedilol, metoprolol) OR
2. Patient has an intolerance, FDA labeled contraindications, or hypersensitivity
to a beta blocker
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Cresemba PA
Drug Name(s)

Cresemba

Indications:

All Medically-Accepted Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require the following:

1. ONE of the following:
A. Patient has a diagnosis of invasive aspergillosis OR
B. Patient has a diagnosis of invasive mucormycosis OR
C. Patient has another indication that is supported in CMS approved compendia for the
requested agent

Criteria for renewal approval require BOTH of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. ONE of the following:
A. Patient has a diagnosis of invasive aspergillosis and patient has continued indicators of active
disease (e.g., continued radiologic findings, direct microscopy findings, histopathology findings,
positive cultures, positive serum galactomannan assay) OR
B. Patient has a diagnosis of invasive mucormycosis and patient has continued indicators of
active disease (e.g., continued radiologic findings, direct microscopy findings, histopathology
findings, positive cultures, positive serum galactomannan assay) OR
C. BOTH of the following:
i. Patient has another indication that is supported in CMS approved compendia for the
requested agent AND
ii. Patient has had clinical benefit with the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 6 months
Other Criteria:
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Prior Authorization Group Description:
Crysvita PA
Drug Name(s)

Crysvita
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for initial approval require BOTH of the following:
1. ONE of the following:
A. BOTH of the following:
i. Patient has a diagnosis of X-linked hypophosphatemia (XLH) as confirmed by ONE of
the following:
a. Genetic testing OR
b. Elevated levels of intact fibroblast growth factor 23 (FGF23) OR
c. Prescriber has provided information indicating the patient has a positive
family history of XLH AND
ii. ONE of the following:
a. Patient’s epiphyseal plate has not fused OR
b. Patient’s epiphyseal plate has fused AND the patient is experiencing
symptoms of XLH (e.g., bone pain, fractures, limited mobility) OR
B. Patient has a diagnosis of tumor-induced osteomalacia (TIO) associated with phosphaturic
mesenchymal tumors AND BOTH of the following:
i. The requested agent is being used to treat FGF23 related hypophosphatemia AND
ii. The tumor cannot be curatively surgically resected or localized AND
2. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. ONE of the following:
A. Patient has a diagnosis of X-linked hypophosphatemia (XLH) OR
B. Patient has a diagnosis of tumor-induced osteomalacia (TIO) associated with phosphaturic
mesenchymal tumors AND
3. Patient has had clinical benefit with the requested agent (e.g., enhanced height velocity,
improvement in lower extremity bowing and associated abnormalities, radiographic evidence of
epiphyseal healing, improvement in bone pain, enhanced mobility, improvement in osteomalacia,
improvement in fracture healing) AND
4. The requested dose is within FDA labeled dosing for the requested indication
Age Restriction:
Patient is within the FDA labeled age for the requested agent for the requested indication
Prescriber Restrictions:
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Prescriber is a specialist in the area of the patient’s diagnosis (e.g., nephrologist, endocrinologist) or the
prescriber has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:

Cystadrops PA
Drug Name(s)

Cystadrops

Indications:

All FDA-Approved Indications.
Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require the following:

1. Patient has an FDA labeled indication for the requested agent

Age Restriction:
Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., ophthalmologist) or the prescriber

has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:

Cystaran PA
Drug Name(s)

Cystaran

Indications:

All FDA-Approved Indications.
Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for approval require the following:

1. Patient has an FDA labeled indication for the requested agent

Age Restriction:
Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., ophthalmologist) or the prescriber

has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:

Cystinosis Agents PA — Cystagon

Drug Name(s)

Cystagon

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has a diagnosis of nephropathic cystinosis AND

2. Prescriber has performed a baseline white blood cell (WBC) cystine level test AND
3. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has a diagnosis of nephropathic cystinosis AND

3. Patient has had clinical benefit with the requested agent (e.g., decrease in WBC cystine levels from
baseline) AND

4. The requested dose is within FDA labeled dosing for the requested indication

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Dalfampridine PA
Drug Name(s)

Dalfampridine Er

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for initial approval require BOTH of the following:

1. Patient has a diagnosis of multiple sclerosis (MS) AND

2. ONE of the following:
A. The requested agent will be used in combination with a disease modifying agent [e.g.,
Aubagio, Avonex, Bafiertam, Betaseron, dimethyl fumarate (e.g., Tecfidera), Extavia, fingolimod,
glatiramer (e.g., Copaxone, Glatopa), Kesimpta, Mavenclad, Mayzent, Plegridy, Ponvory, Rebif,
Vumerity, Zeposia] OR
B. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to a disease
modifying agent OR
C. Prescriber has provided information indicating that a disease modifying agent is not clinically
appropriate for the patient

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization

criteria AND

2. Patient has a diagnosis of multiple sclerosis (MS) AND

3. ONE of the following:
A. The requested agent will be used in combination with a disease modifying agent [e.g.,
Aubagio, Avonex, Bafiertam, Betaseron, dimethyl fumarate (e.g., Tecfidera), Extavia, fingolimod,
glatiramer (e.g., Copaxone, Glatopa), Kesimpta, Mavenclad, Mayzent, Plegridy, Ponvory, Rebif,
Tecfidera, Vumerity, Zeposia] OR
B. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to a disease
modifying agent OR
C. Prescriber has provided information indicating that a disease modifying agent is not clinically
appropriate for the patient AND

4. Patient has had improvements or stabilization from baseline in timed walking speed (timed 25-foot

walk)

Age Restriction:

Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., neurologist) or the prescriber has

consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:

Initial approval will be for 3 months, renewal approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:

Dayvigo PA

Drug Name(s)

Dayvigo

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent
Required Medical Information:

Criteria for approval require the following:

1. Patient has an FDA labeled indication for the requested agent
Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Droxidopa PA
Drug Name(s)

Droxidopa
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has a diagnosis of neurogenic orthostatic hypotension (nOH) AND
2. Prescriber has performed baseline blood pressure readings while the patient is sitting or supine (lying
face up), AND also within three minutes of standing from a supine position AND
3. Patient has a decrease of at least 20 mmHg in systolic blood pressure or 10 mmHg diastolic blood
pressure within three minutes after standing AND
4. Patient has persistent and consistent symptoms of neurogenic orthostatic hypotension (nOH) caused
by ONE of the following:
A. Primary autonomic failure [Parkinson's disease (PD), multiple system atrophy, or pure
autonomic failure] OR
B. Dopamine beta-hydroxylase deficiency OR
C. Non-diabetic autonomic neuropathy AND
5. Prescriber has assessed the severity of the patient’s baseline symptoms of dizziness, lightheadedness,
feeling faint, or feeling like the patient may black out AND
6. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. Patient has a diagnosis of neurogenic orthostatic hypotension (nOH) AND
3. Patient has had improvements or stabilization with the requested agent as indicated by improvement
in severity from baseline symptoms of ONE of the following:
A. Dizziness
B. Lightheadedness
C. Feeling faint
D. Feeling like the patient may black out AND
4. The requested dose is within FDA labeled dosing for the requested indication
Age Restriction:
Prescriber Restrictions:
Prescriber is a specialist in the area of the patient’s diagnosis (e.g., cardiologist, neurologist) or the
prescriber has consulted with a specialist in the area of the patient’s diagnosis
Coverage Duration:
Approval will be 1 month for initial, 3 months for renewal
Other Criteria:
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Prior Authorization Group Description:

Dupixent PA
Drug Name(s)
Dupixent
Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteri
Required Medic
Criteria for initia

a:
al Information:
| approval require BOTH of the following:

1. ONE of the following:
A. Patient has a diagnosis of moderate-to-severe atopic dermatitis AND ALL of the following:

i. ONE of the following:
a. Patient has tried and failed a topical steroid (e.g., triamcinolone) OR
b. Patient has an intolerance, hypersensitivity, or an FDA labeled
contraindication to a topical steroid AND
ii. For patients 2 years of age or over, ONE of the following:
a. Patient has tried and failed a topical calcineurin inhibitor (e.g., pimecrolimus,
tacrolimus) OR
b. Patient has an intolerance, hypersensitivity, or an FDA labeled
contraindication to a topical calcineurin inhibitor AND
iii. Patient will NOT be using the requested agent in combination with another biologic
agent or a JAK inhibitor for the requested indication (e.g., Adbry, Cibinqo, Opzelura,
Rinvoq) OR

B. Patient has a diagnosis of moderate-to-severe asthma with an eosinophilic phenotype or oral
corticosteroid dependent asthma AND BOTH of the following:

i. Patient is currently being treated with AND will continue asthma control therapy (e.g.,
ICS, ICS/LABA, LRTA, LAMA, theophylline) in combination with the requested agent AND
ii. Patient will NOT be using the requested agent in combination with Xolair or with an
injectable interleukin 5 (IL-5) inhibitor (e.g., Cingair, Fasenra, Nucala) for the requested
indication OR

C. Patient has a diagnosis of chronic rhinosinusitis with nasal polyposis (CRSWNP) AND the

followin

Initial criteria co
Age Restriction:

Updated 06/20

g:
i. BOTH of the following:
a. ONE of the following:

1. Patient has tried and had an inadequate response to an oral systemic
corticosteroid AND an intranasal corticosteroid (e.g., fluticasone) OR
2. Patient has an intolerance, hypersensitivity, or an FDA labeled
contraindication to an oral systemic corticosteroid AND an intranasal
corticosteroid AND

ntinues: see Other Criteria
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For diagnosis of moderate-to-severe atopic dermatitis, patient is 6 months of age or over. For diagnosis
of moderate-to-severe asthma with an eosinophilic phenotype or oral corticosteroid dependent asthma,
patient is 6 years of age or over. For diagnosis of CRSWNP, patient is 18 years of age or over. For
diagnosis of EoE, patient is 1 year of age or over. For diagnosis of PN, patient is 18 years of age or over.
Prescriber Restrictions:
Prescriber is a specialist in the area of the patient’s diagnosis (e.g., allergist, dermatologist,
immunologist, gastroenterologist, otolaryngologist, pulmonologist) or the prescriber has consulted with
a specialist in the area of the patient’s diagnosis
Coverage Duration:
Approval will be for 12 months
Other Criteria:
b. Patient will continue standard maintenance therapy (e.g., intranasal
corticosteroid) in combination with the requested agent OR
D. Patient has a diagnosis of eosinophilic esophagitis (EoE) confirmed by esophageal biopsy OR
E. Patient has a diagnosis of prurigo nodularis (PN) AND
2. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. ONE of the following:
A. Patient has a diagnosis of moderate-to-severe atopic dermatitis AND the following:
i. Patient will NOT be using the requested agent in combination with another biologic
agent or a JAK inhibitor for the requested indication (e.g., Adbry, Cibinqo, Opzelura,
Rinvoq) OR
B. Patient has a diagnosis of moderate-to-severe asthma with an eosinophilic phenotype or oral
corticosteroid dependent asthma AND BOTH of the following:
i. Patient is currently being treated with AND will continue asthma control therapy (e.g.,
ICS, ICS/LABA, LTRA, LAMA, theophylline) in combination with the requested agent AND
ii. Patient will NOT be using the requested agent in combination with Xolair or with an
injectable interleukin 5 (IL-5) inhibitor (e.g., Cingair, Fasenra, Nucala) for the requested
indication OR
C. Patient has a diagnosis of chronic rhinosinusitis with nasal polyposis (CRSWNP) AND the
following:
i. Patient will continue standard maintenance therapy (e.g., intranasal corticosteroid) in
combination with the requested agent OR
D. Patient has a diagnosis of eosinophilic esophagitis (EoE) OR
E. Patient has a diagnosis of prurigo nodularis (PN) AND
3. Patient has had clinical benefit with the requested agent AND
4. The requested dose is within FDA labeled dosing for the requested indication
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Prior Authorization Group Description:
Emgality PA
Drug Name(s)
Emgality
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require the following:
1. ONE of the following:
A. Patient has a diagnosis of migraine AND ALL of the following:
i. The requested agent is being used for migraine prophylaxis AND
ii. Patient has 4 migraine headaches or more per month AND
iii. Patient will NOT be using the requested agent in combination with another calcitonin
gene-related peptide (CGRP) agent for migraine prophylaxis OR
B. Patient has a diagnosis of episodic cluster headache AND BOTH of the following:
i. Patient has had at least 5 cluster headache attacks AND
ii. Patient has had at least two cluster periods lasting 7 days to one year and separated
by pain-free remission periods of 3 months or more

Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. ONE of the following:
A. ALL of the following:
i. Patient has a diagnosis of migraine AND
ii. The requested agent is being used for migraine prophylaxis AND
iii. Patient will NOT be using the requested agent in combination with another calcitonin
gene-related peptide (CGRP) agent for migraine prophylaxis OR
B. Patient has a diagnosis of episodic cluster headache AND
3. Patient has had clinical benefit with the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:

Updated 06/2024 MAPD Classic 2024 114



Prior Authorization Group Description:
Emsam PA
Drug Name(s)

Emsam
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. ONE of the following:
A. Patient has a diagnosis of major depressive disorder (MDD) OR
B. Patient has an indication that is supported in CMS approved compendia for the requested
agent AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. BOTH of the following:
i. ONE of the following:
a. BOTH of the following:
i. Patient has a diagnosis of major depressive disorder (MDD) AND
ii. ONE of the following:
1. Patient has tried and had an inadequate response to at least
two different oral antidepressants (e.g., SSRIs, SNRIs,
mirtazapine, bupropion) OR
2. Patient has an intolerance or hypersensitivity to at least two
different oral antidepressants (e.g., SSRIs, SNRIs, mirtazapine,
bupropion) OR
3. Patient has an FDA labeled contraindication to at least two
different oral antidepressants (e.g., SSRIs, SNRIs, mirtazapine,
bupropion) OR
b. Patient has an indication that is supported in CMS approved compendia for
the requested agent AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. ONE of the following:
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A. Patient has a diagnosis of major depressive disorder (MDD) OR
B. Patient has an indication that is supported in CMS approved compendia for the requested
agent AND
3. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days
OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. BOTH of the following:
i. Patient has had clinical benefit with the requested agent AND
ii. Patient does NOT have any FDA labeled contraindications to the requested agent
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Prior Authorization Group Description:
Endari PA
Drug Name(s)

Endari
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require ALL of the following:
1. Patient has a diagnosis of sickle cell disease AND
2. Patient is using the requested agent to reduce the acute complications of sickle cell disease AND
3. ONE of the following:
A. Patient has tried and had an inadequate response to maximally tolerated dose of
hydroxyurea OR
B. Patient has an intolerance or hypersensitivity to hydroxyurea OR
C. Patient has an FDA labeled contraindication to hydroxyurea AND
4. The requested dose is within FDA labeled dosing for the requested indication
Age Restriction:
Patient is within the FDA labeled age for the requested agent
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Epclusa PA
Drug Name(s)

Epclusa

Sofosbuvir/Velpatasvir
Indications:

All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require ALL of the following:
1. ONE of the following:
A. Patient has a diagnosis of hepatitis C confirmed by serological markers OR
B. Patient is a hepatitis C virus (HCV) - uninfected solid organ transplant recipient AND BOTH of
the following:
i. Patient received an HCV - viremic donor organ AND
ii. The requested agent is being used for prophylaxis AND
2. Prescriber has screened the patient for current or prior hepatitis B viral (HBV) infection and if positive,
will monitor the patient for HBV flare-up or reactivation during and after treatment with the requested
agent AND
3. The requested agent will be used in a treatment regimen and length of therapy that is supported in
FDA approved labeling or AASLD/IDSA guidelines for the patient’s diagnosis and genotype AND
4. The requested dose is within FDA labeled dosing or supported in AASLD/IDSA guideline dosing for the
requested indication AND
5. ONE of the following:
A. The requested agent is the preferred agent: Epclusa OR
B. The requested agent is the non-preferred agent: sofosbuvir/velpatasvir AND ONE of the
following:
i. There is evidence of a claim that the patient is currently being treated with the
requested agent within the past 90 days OR
ii. Prescriber states the patient is currently being treated with the requested agent
within the past 90 days OR
iii. Patient has an FDA labeled contraindication or hypersensitivity to TWO preferred
agents: Epclusa and Harvoni for supported genotypes OR
iv. Prescriber has provided information based on FDA approved labeling or AASLD/IDSA
guidelines supporting the use of the non-preferred agent for the patient’s diagnosis and
genotype over TWO preferred agents: Epclusa and Harvoni for supported genotypes
Age Restriction:
Prescriber Restrictions:
Prescriber is a specialist in the area of the patient’s diagnosis (e.g., gastroenterologist, hepatologist or
infectious disease) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis
Coverage Duration:
Duration of therapy: Based on FDA approved labeling or AASLD/IDSA guideline supported
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Other Criteria:
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Prior Authorization Group Description:
Epidiolex PA
Drug Name(s)
Epidiolex
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require BOTH of the following:
1. Patient has a diagnosis of seizures associated with ONE of the following:
A. Lennox-Gastaut syndrome OR
B. Dravet syndrome OR
C. Tuberous sclerosis complex AND
2. The requested dose is within FDA labeled dosing for the requested indication
Age Restriction:
Patient is within the FDA labeled age for the requested agent
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Erythropoietin Stimulating Agents PA — Aranesp
Drug Name(s)

Aranesp Albumin Free
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require BOTH of the following:
1. The requested agent is being prescribed for ONE of the following:
A. Anemia due to myelosuppressive chemotherapy for a non-myeloid malignancy AND ALL of
the following:
i. Patient’s hemoglobin level is less than 10 g/dL for patients initiating ESA therapy OR
less than 12 g/dL for patients stabilized on therapy (measured within the previous 4
weeks) AND
ii. Patient is being concurrently treated with chemotherapy with or without radiation
(treatment period extends to 8 weeks post chemotherapy) AND
iii. The intent of chemotherapy is non-curative OR
B. Anemia associated with chronic kidney disease in a patient NOT on dialysis AND ALL of the
following:
i. Patient’s hemoglobin level is less than 10 g/dL for patients initiating ESA therapy OR
11 g/dL or less for patients stabilized on therapy (measured within the previous 4
weeks) AND
ii. The rate of hemoglobin decline indicates the likelihood of requiring a RBC transfusion
AND
iii. The intent of therapy is to reduce the risk of alloimmunization and/or other RBC
transfusion related risks OR
C. Anemia due to myelodysplastic syndrome AND the patient’s hemoglobin level is less than 12
g/dL for patients initiating ESA therapy OR less than or equal to 12 g/dL for patients stabilized on
therapy (measured within the previous 4 weeks) OR
D. Another indication that is supported in CMS approved compendia for the requested agent
AND the patient’s hemoglobin level is less than 12 g/dL for patients initiating ESA therapy OR
less than or equal to 12 g/dL for patients stabilized on therapy (measured within the previous 4
weeks) AND
2. Patient’s transferrin saturation and serum ferritin have been evaluated

Drug is also subject to Part B versus Part D review.

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

6 months for chemotherapy, 12 months for other indications
Other Criteria:
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Prior Authorization Group Description:
Erythropoietin Stimulating Agents PA - Epogen/Procrit
Drug Name(s)

Procrit
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require BOTH of the following:
1. The requested agent is being prescribed for ONE of the following:
A. To reduce the possibility of allogeneic blood transfusion in a surgery patient AND the
patient’s hemoglobin level is greater than 10 g/dL but 13 g/dL or less OR
B. Anemia due to myelosuppressive chemotherapy for a non-myeloid malignancy AND ALL of
the following:
i. Patient’s hemoglobin level is less than 10 g/dL for patients initiating ESA therapy OR
less than 12 g/dL for patients stabilized on therapy (measured within the previous 4
weeks) AND
ii. Patient is being concurrently treated with chemotherapy with or without radiation
(treatment period extends to 8 weeks post chemotherapy) AND
iii. The intent of chemotherapy is non-curative OR
C. Anemia associated with chronic kidney disease in a patient NOT on dialysis AND ALL of the
following:
i. Patient’s hemoglobin level is less than 10 g/dL for patients initiating ESA therapy OR
11 g/dL or less for patients stabilized on therapy (measured within the previous 4
weeks) AND
ii. The rate of hemoglobin decline indicates the likelihood of requiring a RBC transfusion
AND
iii. The intent of therapy is to reduce the risk of alloimmunization and/or other RBC
transfusion related risks OR
D. Anemia due to myelodysplastic syndrome AND the patient’s hemoglobin level is less than 12
g/dL for patients initiating ESA therapy OR less than or equal to 12 g/dL for patients stabilized on
therapy (measured within the previous 4 weeks) OR
E. Anemia resulting from zidovudine treatment of HIV infection AND the patient’s hemoglobin
level is less than 12 g/dL for patients initiating ESA therapy OR less than or equal to 12 g/dL for
patients stabilized on therapy (measured within the previous 4 weeks)
OR

Initial criteria continues: see Other Criteria

Age Restriction:

Prescriber Restrictions:

Coverage Duration:

1 month for surgery (reduce transfusion possibility), 6 months for chemo, 12 months for other
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Other Criteria:
F. Another indication that is supported in CMS approved compendia for the requested agent
AND the patient’s hemoglobin level is less than 12 g/dL for patients initiating ESA therapy OR
less than or equal to 12 g/dL for patients stabilized on therapy (measured within the previous 4
weeks) AND

2. Patient’s transferrin saturation and serum ferritin have been evaluated

Drug is also subject to Part B versus Part D review.
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Prior Authorization Group Description:
Erythropoietin Stimulating Agents PA — Retacrit
Drug Name(s)

Retacrit
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
FDA labeled contraindications to the requested agent
Required Medical Information:
Criteria for approval require BOTH of the following:
1. The requested agent is being prescribed for ONE of the following:
A. To reduce the possibility of allogeneic blood transfusion in a surgery patient AND the
patient’s hemoglobin level is greater than 10 g/dL but 13 g/dL or less OR
B. Anemia due to myelosuppressive chemotherapy for a non-myeloid malignancy AND ALL of
the following:
i. Patient’s hemoglobin level is less than 10 g/dL for patients initiating ESA therapy OR
less than 12 g/dL for patients stabilized on therapy (measured within the previous 4
weeks) AND
ii. Patient is being concurrently treated with chemotherapy with or without radiation
(treatment period extends to 8 weeks post chemotherapy) AND
iii. The intent of chemotherapy is non-curative OR
C. Anemia associated with chronic kidney disease in a patient NOT on dialysis AND ALL of the
following:
i. Patient’s hemoglobin level is less than 10 g/dL for patients initiating ESA therapy OR
11 g/dL or less for patients stabilized on therapy (measured within the previous 4
weeks)
AND
ii. The rate of hemoglobin decline indicates the likelihood of requiring a RBC transfusion
AND
iii. The intent of therapy is to reduce the risk of alloimmunization and/or other RBC
transfusion related risks OR
D. Anemia resulting from zidovudine treatment of HIV infection AND the patient’s hemoglobin
level is less than 12 g/dL for patients initiating ESA therapy OR less than or equal to 12 g/dL for
patients stabilized on therapy (measured within the previous 4 weeks)
OR
E. Another indication that is supported in CMS approved compendia for the requested agent
AND the patient’s hemoglobin level is less than 12 g/dL for patients initiating ESA therapy OR
less than or equal to 12 g/dL for patients stabilized on therapy (measured within the previous 4
weeks) AND
2. Patient’s transferrin saturation and serum ferritin have been evaluated

Drug is also subject to Part B versus Part D review.
Age Restriction:
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Prescriber Restrictions:

Coverage Duration:

1 month for surgery (reduce transfusion possibility), 6 months for chemo, 12 months for other
Other Criteria:
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Prior Authorization Group Description:

Eysuvis PA

Drug Name(s)

Eysuvis

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent

Required Medical Information:

Criteria for approval require ALL of the following:

1. Patient has a diagnosis of dry eye disease AND

2. The requested agent will be used for short-term (up to two weeks) treatment AND
3. The requested dose is within FDA labeled dosing for the requested indication
Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 1 month

Other Criteria:
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Prior Authorization Group Description:
Fasenra PA
Drug Name(s)

Fasenra

Fasenra Pen

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

Required Medical Information:

Criteria for initial approval require ALL of the following:

1. Patient has a diagnosis of severe asthma with an eosinophilic phenotype AND

2. Patient is currently being treated with AND will continue asthma control therapy (e.g., ICS, ICS/LABA,
LTRA, LAMA, theophylline) in combination with the requested agent AND

3. Patient will NOT be using the requested agent in combination with Xolair, Dupixent, or with another
injectable interleukin 5 (IL-5) inhibitor (e.g., Cingair, Nucala) for the requested indication AND

4. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has a diagnosis of severe asthma with an eosinophilic phenotype AND

3. Patient has had clinical benefit with the requested agent AND

4. Patient is currently being treated with AND will continue asthma control therapy (e.g., ICS, ICS/LABA,
LTRA, LAMA, theophylline) in combination with the requested agent AND

5. Patient will NOT be using the requested agent in combination with Xolair, Dupixent, or with another
injectable interleukin 5 (IL-5) inhibitor (e.g., Cingair, Nucala) for the requested indication AND

6. The requested dose is within the FDA labeled dosing for the requested indication

Age Restriction:

Patient is 6 years of age or over

Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., allergist, immunologist,
pulmonologist) or the prescriber has consulted with a specialist in the area of the patient’s diagnosis
Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Fentanyl Oral PA - Fentanyl lozenge
Drug Name(s)

Fentanyl Citrate Oral Transmucosal
Indications:
All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require BOTH of the following:
1. ONE of the following:
a. Patient has a documented diagnosis (i.e., medical records) of chronic cancer pain due to an
active malignancy AND the following:
i. There is evidence of a claim that the patient is currently being treated with a long-
acting opioid with the requested agent within the past 90 days OR
b. Patient has a diagnosis that is supported in CMS approved compendia for the requested agent
AND
2. Patient will NOT be using the requested agent in combination with any other oral or nasal fentanyl
agent
Age Restriction:
Patient is 16 years of age or over
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Fintepla PA
Drug Name(s)

Fintepla
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require BOTH of the following:
1. Patient has a diagnosis of seizures associated with Dravet syndrome (DS) or Lennox-Gastaut syndrome
(LGS) AND
2. ONE of the following:
A. There is evidence of a claim that the patient is currently being treated with the requested
agent within the past 180 days OR
B. Prescriber states the patient is currently being treated with the requested agent OR
C. ALL of the following:
i. An echocardiogram assessment will be obtained before and during treatment with the
requested agent, to evaluate for valvular heart disease and pulmonary arterial
hypertension AND
ii. Prescriber is a specialist in the area of the patient’s diagnosis (e.g., neurologist) or the
prescriber has consulted with a specialist in the area of the patient’s diagnosis AND
iii. Patient does NOT have any FDA labeled contraindications to the requested agent
Age Restriction:
Patient is within the FDA labeled age for the requested agent
Prescriber Restrictions:
Coverage Duration:
Approval will be for 12 months
Other Criteria:
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Prior Authorization Group Description:
Focalin PA
Drug Name(s)

Dexmethylphenidate Hydrochloride

Indications:

All FDA-Approved Indications.

Off-Label Uses:

Exclusion Criteria:

FDA labeled contraindications to the requested agent
Required Medical Information:

Criteria for approval require the following:

1. Patient has an FDA labeled indication for the requested agent
Age Restriction:

Prescriber Restrictions:

Coverage Duration:

Approval will be for 12 months

Other Criteria:
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Prior Authorization Group Description:
Gammagard/Gammaked/Gamunex-C PA
Drug Name(s)

Gammagard Liquid
Gammagard S/D Iga Less Than 1Mcg/Ml

Gamunex-C
Indications:

All Medically-Accepted Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for approval require ONE of the following:
1. Patient has ONE of the following diagnoses:
A. Primary immunodeficiency [e.g., congenital agammaglobulinemia, common variable
immunodeficiency (CVID), severe combined immunodeficiency, Wiskott-Aldrich Syndrome, X-
linked agammaglobulinemia (XLA), humoral immunodeficiency, 1gG subclass deficiency with or
without IgA deficiency] OR
B. B-cell chronic lymphocytic leukemia OR multiple myeloma AND ONE of the following:
i. Patient has a history of infections OR
ii. Patient has evidence of specific antibody deficiency OR
iii. Patient has hypogammaglobulinemia OR
C. Idiopathic thrombocytopenia purpura AND ONE of the following:
i. Patient has failed ONE conventional therapy [e.g., corticosteroids (e.g.,
methylprednisolone), or immunosuppressants (e.g., azathioprine)] OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR
D. Dermatomyositis AND ONE of the following:
i. Patient has failed ONE conventional therapy [e.g., corticosteroids (e.g.,
methylprednisolone) or immunosuppressants (e.g., azathioprine)] OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR
E. Polymyositis AND ONE of the following:
i. Patient has failed ONE conventional therapy [e.g., corticosteroids (e.g.,
methylprednisolone) or immunosuppressants (e.g., azathioprine)] OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR
F. Severe rheumatoid arthritis AND ONE of the following:
i. Patient has failed ONE conventional therapy [e.g., tumor necrosis factor antagonists
(e.g., Humira), DMARDS (e.g., methotrexate)] OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR

Criteria continues: see Other Criteria
Age Restriction:
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Prescriber Restrictions:
Coverage Duration:
Approval will be for 6 months for indications in Other Criteria, 12 months for all others
Other Criteria:
G. Myasthenia gravis (MG) AND ONE of the following:
i. Patient is in acute myasthenic crisis OR
ii. Patient has severe refractory MG (e.g., major functional disability/weakness) AND
ONE of the following:
a) Patient has failed ONE immunomodulator therapy (i.e., corticosteroid,
pyridostigmine, or azathioprine) OR
b) Patient has an intolerance, FDA labeled contraindication, or hypersensitivity
to ONE immunomodulator therapy OR
H. Multiple sclerosis (MS) AND BOTH of the following:
i. Patient has a diagnosis of relapsing remitting MS (RRMS) AND
ii. Patient has had an insufficient response, documented failure, or FDA labeled
contraindication to TWO MS agents (e.g., Avonex, Betaseron, Copaxone, dimethyl
fumarate, fingolimod, glatiramer, Glatopa, Mayzent, Plegridy, Vumerity) OR
I. Acquired von Willebrand hemophilia AND ONE of the following:
i. Patient has failed ONE conventional therapy (e.g., desmopressin solution, von
Willebrand factor replacement therapy, corticosteroids, cyclophosphamide, FEIBA, or
recombinant factor Vlla) OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional therapy OR
J. Refractory pemphigus vulgaris AND ONE of the following:
i. Patient has failed ONE conventional immunosuppressive therapy (e.g., azathioprine,
cyclophosphamide, mycophenolate, corticosteroids) OR
ii. Patient has an intolerance, FDA labeled contraindication, or hypersensitivity to ONE
conventional immunosuppressive therapy OR
2. ONE of the following:
A. Patient has another FDA labeled indication for the requested agent OR
B. Patient has an indication that is supported in CMS approved compendia for the requested
agent

Indications with 6 months approval duration: Acquired von Willebrand hemophilia, Guillain-Barre
Syndrome, Lambert-Eaton myasthenia syndrome, Kawasaki disease, CMV induced pneumonitis in solid
organ transplant, Toxic shock syndrome due to invasive group A streptococcus, Toxic epidermal

necrolysis and Stevens-Johnson syndrome

Drug is also subject to Part B versus Part D review.
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Prior Authorization Group Description:
Gattex PA
Drug Name(s)

Gattex
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has a diagnosis of short bowel syndrome (SBS) AND
2. Patient is dependent on parenteral nutrition OR intravenous (PN/IV) fluids AND
3. ONE of the following:
A. Patient is aged 1 year to 17 years AND BOTH of the following:
i. A fecal occult blood test has been performed within 6 months prior to initiating
treatment with the requested agent AND
ii. ONE of the following:
a. There was no unexplained blood in the stool OR
b. There was unexplained blood in the stool AND a colonoscopy or a
sigmoidoscopy was performed OR
B. Patient is 18 years of age or over AND BOTH of the following:
i. Patient has had a colonoscopy within 6 months prior to initiating treatment with the
requested agent AND
ii. If polyps were present at this colonoscopy, the polyps were removed AND
4. The requested dose is within FDA labeled dosing for the requested indication

Criteria for renewal approval require ALL of the following:

1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND

2. Patient has a diagnosis of short bowel syndrome (SBS) AND

3. Patient has had a reduction from baseline in parenteral nutrition OR intravenous (PN/IV) fluids AND
4. The requested dose is within FDA labeled dosing for the requested indication

Age Restriction:

Prescriber Restrictions:

Prescriber is a specialist in the area of the patient’s diagnosis (e.g., gastroenterologist) or the prescriber
has consulted with a specialist in the area of the patient’s diagnosis

Coverage Duration:

Approval will be 6 months for initial, 12 months for renewal

Other Criteria:
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Prior Authorization Group Description:
Gaucher Enzyme Replacement PA — Cerezyme
Drug Name(s)

Cerezyme
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has a diagnosis of Gaucher disease type 1 (GD1) confirmed by ONE of the following:
A. A baseline glucocerebrosidase enzyme activity of less than or equal to 15% of mean normal in
peripheral blood leukocytes, fibroblasts, or other nucleated cells OR
B. Confirmation of genetic mutation of GBA gene with two disease-causing alleles AND
2. Prescriber has drawn baseline measurements of hemoglobin, platelet count, liver volume, and spleen
volume AND
3. Prior to any treatment for the intended diagnosis, the patient has had at least ONE of the following
clinical presentations:
A. Anemia [defined as mean hemoglobin (Hb) level below the testing laboratory’s lower limit of
the normal range based on age and gender] OR
B. Thrombocytopenia (defined as a platelet count of less than 100,000 per microliter) OR
C. Hepatomegaly OR
D. Splenomegaly OR
E. Growth failure (i.e., growth velocity below the standard mean for age) OR
F. Evidence of bone disease with other causes ruled out

Criteria for renewal approval require ALL of the following:
1. Patient has been previously approved for the requested agent through the plan’s Prior Authorization
criteria AND
2. Patient has a diagnosis of Gaucher disease type 1 (GD1) AND
3. Patient has had improvement and/or stabilization from baseline in at least ONE of the following:
A. Hemoglobin (Hb) level OR
B. Platelet count OR
C. Liver volume OR
D. Spleen volume OR
E. Growth velocity OR
F. Bone pain or disease
Age Restriction:
Prescriber Restrictions:
Prescriber is a specialist in the area of the patient’s diagnosis (e.g., endocrinologist, geneticist,
hematologist, specialist in metabolic diseases) or the prescriber has consulted with a specialist in the
area of the patient’s diagnosis
Coverage Duration:
Approval will be for 12 months
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Other Criteria:

Updated 06/2024 MAPD Classic 2024 135



Prior Authorization Group Description:
Gaucher Enzyme Replacement PA — Elelyso
Drug Name(s)

Elelyso
Indications:
All FDA-Approved Indications.
Off-Label Uses:
Exclusion Criteria:
Required Medical Information:
Criteria for initial approval require ALL of the following:
1. Patient has a diagnosis of Gaucher disease type 1 (GD1) confirmed by ONE of the following:
A. A baseline glucocerebrosidase enzyme activity of less than or equal to 15% of mean normal in
peripheral blood leukocytes, fibroblasts, or other nucleated cells OR
B. Confirmation of genetic mutation of GBA gene with two disease-causing alleles AND
2. Prescriber has drawn baseline measurements of hemoglobin, platelet 